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LETTER FROM THE

DIRECTOR

care perspective as well.

This decision adds to the extraordi-
nary challenges that already exist in the
form of disparities along racial lines and
within other dispossessed communities.
Compounding the barriers to care is the

lack of clinicians of color serving popu-
lations who have better health outcomes

By BRUCE J. PACKETT Il
Executive Director, AAHIVM

when their provider looks like them. As
Dr. Ross Hewitt underscores in his article
in this issue, only about one in twenty
physicians in the U.S. is Black/African-
American, while simultaneously Black men make up 40 percent of all
new HIV diagnoses. What this means is that the provider community
does not demographically mirror that of the population most affected
by the HIV epidemic, while those patients struggle to overcome
community stigma and other social determinants that compromise
their health access. What they need most is available care provided
in a culturally sensitive way by physicians and other providers who
understand the specific challenges faced by the populations they
serve. Dr. Hewitt writes, “HIV has become a suburban and rural
population issue for Southern states like Mississippi, Alabama, and
South Carolina, where care expertise has been traditionally centered
in urban areas. The care is not meeting the demand.”

The Academy is committed to addressing racial, geographical
and other care access disparities across all policies and programs.
This spring, the Academy Council for Racial Equity (ACRE) hosted
a Minority Student Open, inviting medical students of color to tune
into a keynote, a panel discussion and several breakout sessions
with ACRE members on how to successfully enter the HIV field. You
canread all about the speakers, the sessions and the impact of the
Minority Student Open in this issue, but the basic point is to show the
way forward for the next generation of HIV care clinicians starting
their careers. They will not only need to be clinically competent in the
disease state, but understand the unique and complex situations of
those clients and communities. Frankly, this is one of the reasons the
Academy exists: to help build and support a diverse HIV workforce,
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The Need for Expansion, Not Restriction

WITH THE SUPREME COURT’S DECISION to overturn Roev. Wade shortly before
the printing of this issue of HIV Specialist, providers of compassionate and
comprehensive sexual health care are now right in the crosshairs of conservative
efforts to restrict and often criminalize access to and provision of abortion services
on the state level. At a time when the end of the HIV epidemic in the U.S. is clearly
in sight, comprehensive and inclusive reproductive and sexual health care access
should be increasing, not shuttering for fear of ecclesiastically-driven vigilante
justice. It’s quite clearly the wrong direction from an HIV, sexual /reproductive
health and overall health access perspective, and frankly from a clinical standard of

and we are committed to the ongoing work
of engaging and supporting medical students
entering the field, especially providers of
color.

What we do not need in the fight against
HIV and for comprehensive and inclusive
sexual and reproductive health is for newer
providers to fear entering the clinical space
of sexual health, reproductive health and
STIs because of these excessively punitive
abortion laws passing mostly in states where
the need for diversity and expertise in sexual
health care capacity is the highest. Generally
speaking, the need for innovative ways of
delivering comprehensive care that works
around restrictive legislation and protects
providers and patients is pressing, even as
the national efforts to fight these laws are
stridently underway.

The Academy will always stand for the
autonomy of patients and their care provid-
ers making health decisions together without
interference from uncompassionate state
laws. We support our members, and work
every day to increase member diversity and
provide tools and support for clinicians to
deliver comprehensive care. I look forward to
hearing your feedback on our efforts as you
read this important issue about expanding
and diversifying the HIV workforce!

?SV\\@Z—'
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100 HIV Organizations Call On Congress to Fund
Biden’s National PrEP Program

PreP4ALL, INC., along with 100 HIV
organizations, are leading the push for
Congress to fund a National Pre-Exposure
Prophylaxis (PrEP) Program that would
increase equity and accessibility to the
revolutionary HIV prevention drug for un-
and under-insured Americans. PrEP, first
approved by the FDA in July of 2012, has
had dismal uptake among communities
vulnerable to HIV infection. Funding of a
National PrEP Program would drastically
increase uptake, putting the U.S. closer to
its goal of ending the HIV epidemic by 2030.

The 100 organizations along with the
Federal AIDS Policy Partnership (FAPP), AIDS
Budget and Appropriations Coalition (ABAC)
and the HIV Prevention Action Coalition
(HPAC) are urging Hon. Rosa L. DeLauro,
Chairwoman of the House Committee on
Appropriations, Hon. Patrick Leahy, Chairman
of Senate Committee on Appropriations, Hon.
Kay Granger, Ranking Member of the House
Committee on Appropriations, and Hon. Richard
Shelby, Vice Chairman of Senate Committee on
Appropriations, to fund a new national PrEP
program within the Centers for Disease Control
and Prevention (CDC) Division of HIV Prevention
at $400 million in FY 2023.

The funding would be a necessary first step
toward achieving the “PrEP for All to End the
HIV Epidemic” program proposed in President
Biden’s FY 2023 Budget Request. President
Biden’s FY 2023 Budget Request called for a
10-year mandatory funding program to expand
PrEP across the U.S. to provide medication
to un- and under-insured individuals and to
support and expand PrEP programs across a
variety of agencies.

The COVID-19 pandemic significantly
increased barriers to PrEP access due to clinic
closures, lost insurance due to unemployment,
and shortage of lab supplies. Funding of
a National PrEP Program is an essential
investment to put the U.S. back on track

STOCK.ADOBE.COM/ OZERKINA

to reach the ambitious targets put forth in
President Trump’s Ending the HIV Epidemic
initiative. Advocates believe that Congress and
the Federal government must quickly act to
ensure that anyone who could benefit from
PrEP can access the medication and other PrEP
services without any costs.

“Queer, Black, and Brown communities-who
bear the brunt of tens of thousands of new HIV
infections each year- cannot afford to let any
more time go by before we fully scale up PrEP
access. And due to many issues involving cost,
lack of insurance coverage and knowledge of
PrEP, we've seen PrEP mostly benefit white
Americans (and primarily white gay men in
large cities) in the past decade since the first
drug was approved for PrEP. To ensure equity,
we need House and Senate appropriators to
immediately fund a national PrEP program and
leverage the cost savings power brought about
by generic competition,” said Jeremiah Johnson,
PrEP Policy Manager for PrEP4AIl.

Both the National HIV/AIDS Strategy and
the Ending the HIV Epidemic Initiative rely on
PrEP expansion as a key tool to ending the
HIV epidemic by 2030. To achieve this, much
more must be done. It is estimated that only 25
percent of people who could benefit from PrEP
have received a prescription. PrEP use is highest
among white people, at 66 percent of those who

could benefit from receiving PrEP, yet only
nine percent of black people and 16 percent
of Hispanic/Latino people who could
benefit from PrEP in the United States
have a prescription. Additionally, only

9.7 percent of women who could benefit
from PrEP currently have a prescription.

It is no coincidence that many of these
same populations are disproportionately
uninsured.

“A national PrEP program is an
amazing opportunity to expand PrEP
providers to include primary and other
specialty (i.e., OB/GYN) care providers
into the conversation around expanded PrEP
access among communities highly affected by
HIV. If we are going to see equity in access and
initiation of PrEP for Black people, women, and
Latino communities this approach is necessary,
said Nationally Distinguished HIV Prevention
Advocate Leisha McKinley-Beach.

Thanks to the generic PrEP driving the
cost of daily oral PrEP down to as low as $20/
month, Congress now has the opportunity to
enact a PrEP program that will save the federal
government money while achieving equitable
access for all communities who need PrEP the
most. With lifetime healthcare costs estimated
at $500,000 for each new HIV diagnosis and
around 35,000 new diagnoses each year in the
US, an investment in PrEP access would both
prevent the spread of HIV and significantly
reduce health care costs.

“While our nation has an effective program
to fund care and treatment for people living
with HIV, if we are to meet the goals of ending
HIV by 2030 we need an equally effective
national program to fund PrEP access. With
strong Congressional, Presidential and
community support this is the year that we
must make this a reality,” said ABAC Co-chairs
Carl Schmid of HIV+Hepatitis Policy Institute,
Nick Armstrong of The AIDS Institute and Emily
McCloskey Schreiber of NASTAD.

3
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New AVAC Plan Lays Out Priorities for Swift and Equitable
Rollout of Injectable Cabotegravir for PrEP

S THE HIV PREVENTION FIELD is
Apoised to introduce two promising new

options: the dapivirine vaginal ring
(DVR) and injectable cabotegravir (CAB), AVAC
(formally the AIDS Vaccine Advocacy Coalition)
lays out a Plan for Accelerating Access and
Introduction of Injectable CAB for PrEP. The
plan identifies immediate priorities to support
the swift rollout of CAB for PrEP and calls on
stakeholders to ensure that it’s delivered to
programs at scale at the lowest price possible.

In December 2021, the U.S. Food and Drug
Administration (FDA) approved CAB as PrEP,
making it the first injectable PrEP option to be
added to a growing range of proven prevention
methods. Eight additional applications have
been filed for regulatory approval in priority
countries with decisions expected later this year.
In addition, WHO guidelines for injectable PrEP
are expected later this year.

“COVID-19 has shown us that the field can
compress timelines and new technologies can
be developed, tested and distributed quickly
and with urgency, at least for wealthier nations,”
said Mitchell Warren, AVAC Executive Director.
“The challenge now is to learn these lessons from
COVID-19. Can the world respond just as urgently
for HIV prevention? Can we speed up the process,
with delivery happening in parallel to further
research that may be needed? Can access be
scaled and programs designed so that injectable
PrEP truly impacts the HIV epidemic and is
delivered with equity, reaching those who need it
most? The answer to all these questions must be
yes. But will take all of us, doing our part.”

AVAC’s plan comes on the heels of months-
long discussions between advocates and other
stakeholders who participated in a series of
meetings with ViiV Healthcare, the maker of
injectable CAB for PrEP, and in the World Health
Organization (WHO) Guidelines Review Group.
These discussions prioritized the imperative
to make good on the promise of injectable
cabotegravir to advance HIV prevention and
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global health—a number of important statements
from advocates emerged from these discussions.
In response, ViiV announced last month that it is
«actively negotiating voluntary licensing terms»
of CAB for PrEP to the Medicines Patent Pool
(MPP) and is «committed to supplying» CAB for
PrEP at a non-profit price for public programs

in low-income and all sub-Saharan African
countries until a generic is available.

“This is an example of advocacy at its best,
but while this commitment is hugely important,
advocates have much more work ahead to
ensure that all stakeholders do their part to
support swift and equitable access to injectable
CAB for PrEP,” Warren added.

AVAC’s plan provides a comprehensive view
of all the moving parts involved in delivering
CAB for PrEP and identifies priorities for
ensuring time is not wasted and opportunity
is not squandered in making CAB for PrEP
available to all who need and want it. The
plan focuses on learning the lessons from the
first ten years of delivering oral PrEP and how
to move faster, more strategically, and with
greater coordination to maximize the impact of
injectable CAB for PrEP.

“Injectable CAB for PrEP gives us an
important opportunity to advance HIV prevention
for populations most at risk. We are committed
to ensuring we get rollout right so that a broad
range of options are available to people who
want and need them, especially young women,”
wrote a group of Southern African Women
Advocates in a March 2022 statement. “We...
will work with all stakeholders, including ViiV, to
make a real impact in HIV prevention.”

Members of this group along with
colleagues in East Africa, with support from
AVAC, Advocacy for Prevention of HIV and
AIDS (APHA) and International Community of
Women living with HIV Eastern Africa ICWEA,)
have formed the African Women Community
Prevention Accountability Board to serve
as an ongoing, independent mechanism for

stakeholder engagement to provide input into
CAB for PrEP planning and implementation
among cisgender women in Africa.
Oral PrEP was first shown to be safe and
effective in 2010 and first approved in 2012, but
the field moved too slowly—and now 10 years
since first approved, fewer than 2 million people
have used this option, while an estimated 120
million could benefit from it.
AVAC’s plan calls on ViiV, policy makers,
normative agencies, donors, program
implementers, researchers, civil society,
advocates and communities to act on a range of
key activities, which include:
® A transparent commitment from ViiV, and
a negotiated guarantee from donors, on
a cost-effective and affordable price and
volume for CAB for PrEP to support early
launch, introduction and rollout.

® |nclusion of injectable CAB for PrEP in WHO

guidelines, which are expected ahead of

AIDS 2022.

National Programs in priority countries

complete CAB for PrEP registration or

secure relevant waivers.

= Voluntary licensing from ViiV to select ge-
neric manufacturer(s), including technology
transfer as required.

= Donor investments in generic manufactur-
ing capacity.

= National Programs in priority countries
complete CAB for PrEP registration or
secure relevant waivers.

= Market assessments and demand forecasts
are updated with data from initial projects, to
inform programming,manufacturing and cost.

® QOperational research and implementation
science studies identify successful, scalable
delivery channels; a testing algorithm that
balances resistance risk with the needs of
users and providers; ongoing engagement
with communities and civil society; and an
independent coordination mechanism.
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The plan also lays out advocacy priorities
and calls on advocates to hold decision-makers
on CAB for PrEP—and on prevention generally—
accountable. Is there clarity about next steps?
Are there targets and milestones in place? Is
there adequate funding to support rollout? How
might decisions be made about who would get
the product first, if it’s licensed and introduced
through phased rollout?

“We welcome the recent announcement
by ViiV to start negotiations with the MPP to
potentially open the door for generic injectable
CAB- LA. While it’s notable progress, this is
NOT a license agreement,” said Kenly Sikwese,
Executive Director at the Afrocab Treatment
Access Partnership and a member of AVAC’s
board of directors. “New HIV prevention options,
in particular injectable cabotegravir for PrEP,
hold the promise to transform HIV prevention
in our communities. For years, communities
have advocated for diverse HIV prevention
options that respond to the needs, lifestyles, and
unique experiences of our community members
at greatest risk for HIV infection. Affordable,
widespread access to injectable CAB can represent
a step change for HIV prevention, if we can
collectively move faster and more strategically.”

In the days to come, advocates will continue
to engage with ViiV, WHO, donors and other
decision-making bodies focused on the future of
CAB for PrEP. AVAC will be tracking the progress,
investing support, and putting a spotlight on the
key priorities as information becomes available.

AVAC has worked on PrEP advocacy and
introduction since the design of the earliest studies
on the efficacy of oral PrEP beginning in 2004. In
2007, AVAC partnered with UNAIDS to develop
the Good Participatory Practice Guidelines,
offering a roadmap and principles to effectively
engage with all stakeholders in the design and
conduct of biomedical HIV prevention trials. Nearly
15 years later, with growing advocacy calling for
greater political and financial support to introduce
and rollout the dapivirine vaginal ring, or PrEP
ring, along with injectable CAB for PrEP, many
of the initial principles of GPP—transparency,
accountability, community stakeholder autonomy,
and mutual understanding—continue to be more
important than ever.

HIV Care Providers Highlight
Legislative Interventions
Necessary to End the HIV Epidemic

WASHINGTON, DC: Members of the
American Academy of HIV Medicine
recently met with Congressional
representatives to highlight four critical
policy interventions needed to achieve the
goal of ending the HIV epidemic by 2030.
Over fifty Academy members and
credentialed providers participated in thirty
scheduled meetings, representing eighteen
states across the U.S. Participants included
doctors, nurse practitioners, physician
assistants, and pharmacists, representing
the core of the HIV clinical care team.
“It is important for our Congressional
representatives to hear directly from
frontline providers who recognize the day-
to-day barriers people with and at risk for
HIV face,” said Bruce J. Packett, executive
director of the Academy. “Thanks to
advances in HIV treatment and prevention,
we have the clinical tools necessary to
eradicate HIV. However, it’s the social
determinants, health inequities and
systemic barriers to access that is keeping
us from crossing the finish line. Congress
needs to understand that they have the
power to end this epidemic.”
During the virtual meetings, providers
highlighted four policy interventions
necessary to end the HIV epidemic in the
U.S. by 2030:
= Enable greater access to HIV preven-
tion, including pre-exposure prophylax-
is (PrEP)

u Expand the HIV healthcare workforce
in number and diversity

® Support adequate federal funding for
ending the HIV epidemic in the areas
of prevention, treatment, care, and
research

u Decriminalize HIV through federal
interventions while pressuring states

to eliminate archaic state outmoded,
stigmatizing criminalization laws
The Ending the HIV Epidemic (EHE)
initiative was conceived in 2019 and is aimed
at reducing new HIV infections in the US
by 90% by 2030. The EHE is structured to
make intensive interventions in 57 different
jurisdictions - 50 localities that account for
more than half of new HIV diagnoses and 7
states with a substantial rural burden.
“The goal of eliminating HIV by 2030
is realistic, but only with Congressional
support,” said Leslie McGorman, director
of public policy for the Academy. “We’ve
seen great progress over the past two years
starting with the White House’s Office of
National AIDS Policy (ONAP) reopened
under President Biden, as well as an updated
National HIV/AIDS Strategy (NHAS). This
advocacy day was able to showcase the
specific next steps Congress must take to
enact policies critical to the EHE’s success of
our provider members and ultimately to the
Ending the Epidemic initiative.”
In addition to hearing about provider
members’ specific challenges on the
frontlines, Senators and Representatives
were encouraged to support specific,
existing legislation that addresses many
issues facing people with and at risk for
HIV, as well as growing the HIV health care
workforce:
= The PrEP Assistance Program Act (H.R.
5605)

= The PrEP Access and Affordability Act
(H.R. 6117/S. 3295)

= The PREVENT Pandemics Act (S. 3799)

= The BIO Preparedness Workforce Act
(H.R. 5602/S. 3244)

= The HELP Act (H.R. 2295)

= The REPEAL HIV Discrimination Act
(H.R. 6111)
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VIIV Healthcare Commits to Grant Voluntary License
for Patents Relating to Cabotegravir Long-Acting
for PrEP to Medicines Patent Pool

ViiV Healthcare and MPP are actively negotiating voluntary licensing terms
to help widen access to innovative HIV prevention measure

VIIV HEALTHCARE has today announced that it is
committing to license its patents relating to cabotegravir
long-acting (LA) for HIV pre-exposure prophylaxis (PrEP)
and is entering into negotiation on voluntary licensing terms
with the UN-backed Medicines Patent Pool (MPP). ViiV
Healthcare and MPP are working to agree terms and execute
a voluntary licence as quickly as possible to help enable at
scale access to cabotegravir LA for PrEP in low- and middle-
income countries.

This builds on a long-standing partnership between ViiV
Healthcare and MPP which has been highly successful in
facilitating the manufacture and sale of low-cost versions
of ViiV Healthcare medicines in countries most affected
by HIV and least able to pay for treatment and care.
Voluntary licensing has enabled access to generic products
containing another of ViiV Healthcare’s innovative medicines,
dolutegravir, for at least 20 million people living with HIV in
low- and middle-income countries, as of December 2021.1

Deborah Waterhouse, CEO of ViiV Healthcare said:

“We are excited by the potential role that this long-acting
injectable medicine for HIV prevention can play in helping to
avert the transmission of HIV and ending the HIV epidemic
by 2030. Widening access for an injectable such as this is
complex and will take all stakeholders playing their part.

We are pleased that today we are making a significant
contribution towards this aim by ensuring ViiV Healthcare
patents will not stand in the way of enabling access for
people in low- and middle-income countries who could
benefit from cabotegravir LA for PrEP. We look forward

to working at pace with MPP to execute the licence in the
coming months, building on the experience of our valued and
long-standing partnership.”

Charles Gore, Executive Director, MPP said: “Because of its
long-acting nature, cabotegravir is potentially a very important
drug in our battle against HIV. In particular, it could be a
game-changer in prevention. It is critical that it becomes widely
available to the people who could benefit from it. We are
therefore delighted that ViiV has committed to working with us
on a voluntary licence to contribute to making that possible.”

6 SUMMER 2022 HIVSPECIALIST WWW.AAHIVM.ORG

Agreeing a voluntary licence for patents for cabotegravir
LA for PrEP will represent an important step towards
broadening access; however there will remain significant
complexities and considerations that need to be managed
to support the development, manufacture and roll out of
a generic long-acting injectable. Compared to oral anti-
retroviral medicines, a long-acting injectable is more complex
to manufacture, there may be capital investment needs, and
there is an evolving and less well-defined demand for the
product. These are challenges not only for ViiV Healthcare
but also for any future generic licensees.

To maximise the likelihood of success of a voluntary
licence, ViiV Healthcare is committed to actively
engaging with a range of stakeholders including MPP,
funders, procurement agencies, community groups
and generic manufacturers to help find workable and
sustainable solutions to enable generic manufacturing
as quickly as possible. Until a generic is available, ViiV
Healthcare has committed to supply cabotegravir LA for PrEP
at a non-profit price for public programmes in low-income,
least developed and all sub-Saharan African countries.

Cabotegravir LA for PrEP is a long-acting injectable
which has recently gained its first regulatory approval
for use in the USA. It is not currently approved for use
anywhere outside of the USA. ViiV Healthcare has submitted
marketing applications in a number of countries including
in sub-Saharan Africa. ViiV Healthcare is also working with
community partners to understand country-specific contexts
and is supporting implementation science projects that will
provide critical information on the feasibility, acceptability and
scalability to deliver successful introduction of cabotegravir
LA for PrEP into national programmes, which would be
needed to enable any future generic version of the product.
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A new technology offers treatment for HIV infection
through a single injection

NEW STUDY from Tel Aviv University

offers a new and unique treatment for

AIDS which may be developed into
a vaccine or a one-time treatment for patients
with HIV. The study examined the engineering
of type B white blood cells in the patient’s body
so as to secrete anti-HIV antibodies in response
to the virus. The study was led by Dr. Adi Barzel
and the Ph.D. student Alessio Nehmad, both
from the school of neurobiology, biochemistry
and biophysics at the George S. Wise faculty
of life sciences and the Dotan Center for
Advanced Therapies in collaboration with the
Sourasky Medical Center (Ichilov). The study
was conducted in collaboration with additional
researchers from Israel and the US. The study
was published in Nature Biotechnology.

Over the last two decades, the lives of many
AIDS patients have improved as a result of the
administration of treatments that change the
disease from lethal to chronic. However, we still
have a long way to go before a treatment is found
that would provide the patients with a permanent
cure. One possible way to do it, with a one-time
injection, was developed for the first time in Dr.
Barzel’s laboratory. The technique developed in
his lab utilizes type B white blood cells that would
be genetically engineered inside the patientss
body to secrete neutralizing antibodies against
the HIV virus that causes the disease.

B cells are a type of white blood
cells responsible for generating antibodies
against viruses, bacteria and more. B cells are
formed in bone marrow. When they mature, B
cells move into the blood and lymphatic system

BY TEL-AVIV UNIVERSITY

and from there to the different body parts.

Dr. Barzel explains that “until now, only a
few scientists, and we among them, had been
able to engineer B cells outside of the body, and
in this study we were the first to do this in the
body and to make these cells generate desired
antibodies. The genetic engineering is done
with viral carriers derived from viruses that were
engineered so as not to cause damage but only
to bring the gene coded for the antibody into
the B cells in the body.

“Additionally, in this case we have been
able to accurately introduce the antibodies
into a desired site in the B cell genome. All
model animals who had been administered
the treatment responded and had high
quantities of the desired antibody in their
blood. We produced the antibody from the
blood and made sure it was actually effective in
neutralizing the HIV virus in the lab dish.”

The genetic editing was done with a
CRISPR. This is a technology based on a
bacterial immune system against viruses. The
bacteria use the CRISPR systems as a sort
of molecular “search engine” to locate viral
sequences and cut them in order to disable
them. Two biochemists who had figured out the
sophisticated defense mechanism, Emmanuelle
Charpentier and Jennifer Doudna, were able to
reroute for the cleavage of any DNA of choice.
The technology has since been used to either
disable unwanted genes or repair and insert
desired genes. Doudna and Charpentier earned
international recognition when they became
chemistry Nobel Prize winners in 2020.

ISTOCK/ VERAGANIS

The Ph.D. student Alessio Nehmad elaborates
on the use of CRISPR: “We incorporate the
capability of a CRISPR to direct the introduction
of genes into desired sites along with the
capabilities of viral carriers to bring desired genes
to desired cells. Thus, we are able to engineer
the B cells inside the patient’s body. We use two
viral carriers of the AAV family, one carrier codes
for the desired antibody and the second carrier
codes the CRISPR system. When the CRISPR cuts
in the desired site in the genome of the B cells it
directs the introduction of the desired gene: the
gene coding for the antibody against the HIV
virus, which causes AIDS.”

Currently, the researchers explain, there is
no genetic treatment for AIDS, so the research
opportunities are vast. Dr. Barzel concludes: “We
developed an innovative treatment that may defeat
the virus with a onetime injection, with the potential
of bringing about tremendous improvement in
the patients’ condition. When the engineered B
cells encounter the virus, the virus stimulates and
encourages them to divide, so we are utilizing the
very cause of the disease to combat it.

“Furthermore, if the virus changes, the
B cells will also change accordingly in order
to combat it, so we have created the first
medication ever that can evolve in the body
and defeat viruses in the ‘arms race’. Based on
this study we can expect that over the coming
years we will be able to produce in this way a
medication for AIDS, for additional infectious
diseases and for certain types of cancer caused
by a virus, such as cervical cancer, head and
neck cancer and more.”
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MINORITY STUDENT OPEN

Educates & Inspires

| |

FROM IDEA TO REALITY

By Ross G. Hewitt, MD, FIDSA, FACP, AAHIVS

HE AMERICAN ACADEMY OF HIV MEDICINE and its Council on
Racial Equity (ACRE) organized and hosted its first Minority Student
Open virtually on March 31, 2022. ACRE was formed to advise the
Academy about its programs and policies and how the organization can

address the racial inequities in HIV care, which were magnified during the height
ofthe COVID pandemic. Consistent with the Academy’s goal of increasing and
maintaining HIV care expertise in the community, ACRE members wanted to
address another problem: the shortage of HIV providers that are people of color.

Spearheaded by Dr. Leonard Sowah, with significant input from Academy staff
and ACRE members, the Academy reached out to minority healthcare students
in the United States. Over 200 student participants registered to participate.
The agenda included a plenary presentation by Dr. Keith Rawlings, an African
American physician and Academy member with along and distinguished HIV
career, a panel discussion of ACRE members, and the opportunity to join one of
three breakout sessions on the underrepresentation of people of color in HIV
research, the business of HIV, and racial inequity in the hierarchy of healthcare.

Bruce Packett, Academy Executive Director, welcomed the participants and
emphasized the Academy’s dually tracked primary activities: expansion of ex-
pertise in HIV care and prevention through provider educational and credential-
ing programs in the community and advocacy on behalf of providers who treat
and prevent HIV in policy and other government sectors, while connecting HIV
providers, leveraging their expertise. In addition, he reminded the audience that
the Academy provides complimentary membership to medical students to help
support them in their interest in knowledge of HIV care and prevention.

Dr. Leonard Sowah, who served as the first chairperson of ACRE, also wel-
comed participants. He reviewed some of the goals of ACRE, which include
supporting African American HIV providers, addressing racial inequities in
HIV care, and addressing the shortage of HIV providers who are people of color.
“Systemic racism... in healthcare costs lives,” Dr. Sowah said.
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MINORITY STUDENT OPEN EDUCATES AND INSPIRES

Plenary Session: HIV Now

in the Context of Racial Equity
The plenary session began with a keynote
presentation by Dr. Keith Rawlings. Dr.
Rawlings addressed four key points for
participants: what is happening with the HIV
epidemic in the United States right now; the
racial inequities in HIV care and research;
how the COVID epidemic has impacted HIV
care; and the shortage of HIV providers who
are people of color.

The White House Office for National AIDS
Policy released its roadmap to end the HIV
epidemic in November 2021.! While the HIV
epidemic began as a bicoastal phenomenon, it
has now concentrated itself. Fifty percent of
new HIV transmissions occur in 48 counties,
Washington, D.C., San Juan, Puerto Rico, and
seven states with disproportionate rural HIV
cases. The highest incidence is in the southeast-
ern United States, from Florida to Maryland
and west to Mississippi and Tennessee.? Of
new HIV transmissions, the majority are in
African Americans, Latinx, Asian and Pacific
Islanders, and Native American populations, in
other words, people of color. At clinics funded
with federal dollars from the Ryan White Care
Act, viral suppression is higher than in the same
communities at non Ryan White-funded care
clinics, providing evidence that HIV expertise
does make an important difference. These same
clinics provide and link to several important
community-based services. As Dr. Rawlings
pointed out, not every person with HIV needs a
case manager or transportation assistance, but
those resources must be there for those who
need them.

Dr. Rawlings reminded the audience that
treatment is a form of prevention of new HIV
transmissions. High rates of viral load sup-
pression in the community lead to lower rates
of HIV transmission. Access to expertise in
HIV preventive care is just as important for
communities of color. People of color need to
know their HIV status to access competent
HIV prevention and treatment services and
address their social determinants of health.

The United States is not on track to end
the HIV epidemic by 2030. An important
area of concern is the lack of uptake of
pre-exposure prophylaxis (PrEP) to pre-
vent HIV among people of color. Currently,
only 20 to 25 percent of African American
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HIV-negative men who have sex with men are currently using PrEP.3

The majority of PrEP users are White gay men. This important inter-
vention is not reaching the people it needs to reach the most. We can
and must do better.

As we have lived in a virtual world for the past two years, the
COVID epidemic has greatly impacted HIV care. Public health
resources targeting HIV care and prevention, such as sexually
transmitted disease (STD) and HIV infection contract tracers, were
redirected to address COVID. During COVID, we have seen rates of
STDs increase. Infectious disease physicians were nearly all redirect-
ing their energies to treating COVID. The pandemic caused a lack of
access for many people with HIV to their providers and medications,
leading to a lack of viral suppression with its accompanying potential
for health status declines and increased community transmission of
HIV. COVID has also impacted the healthcare workforce, especially
nurses, a significant portion of which have left the profession.

The HIV provider community is aging and retiring, creating a gap
in needed care for those remaining providers. African Americans only
make up five percent of the physician population, yet African-American
men make up almost 40 percent of the newly diagnosed HIV popu-
lation.? HIV has become a suburban and rural population issue for
Southern states like Mississippi, Alabama, and South Carolina, where
care expertise has been traditionally centered in urban areas. The care is
not meeting the demand. Our healthcare resources need to be redistrib-
uted to better address this need. One idea is to incentivize providers to
expand into these underserved areas. Providers also need to reflect the
communities they serve racially and ethnically. The patient-provider
relationship is ultimately based on trust, which needs to be built, helped
in part by patients being able to see themselves in their providers.

African
Americans
only make up
five percent of
the physician
population,
yet African-
American men
make up almost
40 percent

of the newly
diagnosed HIV
population.
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in their providers.

While clinical research has attempt-
ed to address the underrepresentation
of minority subjects in HIV clinical
trials, the academic establishment still

has along way to go. Minority students
should be encouraged and supported
to pursue careers in HIV care and
research, both basic science and
clinical. We need to understand how
our interventions affect and impact
communities of color because such
interventions may need to be targeted
or tailored in new and different ways.

Dr. Rawlings challenged the partici-

pants to think about working in HIV care, in

whatever healthcare profession they choose,
and working in underserved communities,
from the barrios of Los Angeles to the small
towns of the Mississippi Delta and the tribal
lands of Native Americans.

Other Minority Student

Open Sessions

More in-depth coverage of other sessions
within the Minority Student Open is covered
elsewhere in this issue of HI'V Specialist.
Here are some highlights from these sessions,
which are available on the ACRE page of the
Academy website.

Panel Discussion: HIV as a Health
Professions Career Path

A distinguished panel composed of African
American women with specialty in HIV

care included a physician (Dr. Michelle
Collins-Ogle), a nurse practitioner (Alanna
Johnson-Steeple), and two pharmacists (Dr.
Briana Journée and Dr. Alftan Dyson) dis-
cussed their personal paths to becoming HIV
caregivers. Collectively, they expressed how
motivated they were to go into HIV care after
they interacted with a person with HIV. The
panelists offered participants many avenues
to explore a wide variety of health profes-
sional positions that are part of the HIV care
spectrum.

Providers also need to reflect the communities they serve
racially and ethnically. The patient-provider relationship
is ultimately based on trust, which needs to be built,
helped in part by patients being able to see themselves

African-American Representation

in HIV Research

“Nothing can be changed if it is not faced,”
said Dr. Sowah as he conducted a breakout
session on African American participation in
research, both as participants and as inves-
tigators. Many obstacles exist to African
American participation in medical research,
and HIV research in particular. Minority
males are underrepresented in the MACS HIV
cohort, alarge American observational cohort.
Over the past twenty years, the percentage

of African-American male investigators was
static. Dr. Sowah provided participants with
advice on how to approach becoming an inves-
tigator as a student or trainee.

The Business of HIV Care

Hermeyone Bell, NP, began a workshop
session on the business of HIV care. In

2019, she established her own primary care
practice in Atlanta, Georgia, in association
with a collaborating physician. During the
COVID pandemic, she was able to expand
her activities to include telehealth visits and
home visits. She discussed a number of issues
regarding the administration of her practice,
including assistance from access to capital
for entrepreneurs (ACE) from the Small
Business Administration.

Dr. Marc Ogilvy shared his passion for
infectious diseases and HIV care from
Minnesota to El Paso, Texas, helping his
program to transition from paper to elec-
tronic medical records. He transitioned from
academic medicine to hospital administra-
tion and back to clinical care growing his
HIV clinic from 25 to 1300 patients, with
seed funding from the state of Texas and
Ryan White federal funding. He spoke about
the wide range of medical roles he has held
within HIV care, including participation on
avariety of boards and committees. His take
away message to participants was to develop
affability, availability, and ability. Both pan-
elists stated that it was their experience with

people with HIV that triggered their desire to
work in HIV care.

Hierarchy in Healthcare

Dr. Cleophas d’Auvergne and Dr. Ada
Stewart participated in a breakout session
that addressed a variety of social determi-
nants that impact African American access
to healthcare in the United States, as well
as people of color in countries around the
world. The COVID pandemic helped to
expose these issues as health outcomes
were much poorer for African-American
patients during its various waves. Systemic
racism imbedded within healthcare systems
contributes to these poorer outcomes. It’s
important to understand that change, while
difficult, can be worked toward through
strong advocacy.

An Important First Step

The Minority Student Open, hoped to be the
first of many, showcased the extraordinary
expertise in HIV care that the members of
ACRE possess. As African American men
and women working within HIV care sys-
tems, their personal examples highlight their
passion and dedication to care for people of
color with HIV. Each one took advantage of
opportunities presented to them to broaden
their professional skills and experiences. As
their paths unfolded, they did not know ex-
actly where they would be today, but each was
open to new experiences. The overwhelming
positive message to student participants was
simple: go for it! HIV

DR. ROSS G. HEWITT is a retired
HIV and STl specialist who practiced in
Buffalo and New York City over a
38-year span. He has been an active HIV
community advocate and an ACTG
Investigator. He currently serves on the Academy
Committee for Racial Equity (ACRE).
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AVIGATING PHARMACY SCHOOL, and ostensibly other academic programs, requires
dedication and resilience to reach defined goals.! Coursework is challenging, and

schedules are demanding. As aresult, it can be difficult to take time for career
explorations. Students often seek employment advice from faculty and staff at their
institutions.? However, occupational guidance for students internal and external to their
educational environments is not always readily accessible.? Therefore, platforms that assemble
professionals from different disciplines to share their wisdom with future professionals have
proven to be informative, inspirational, and continually needed *

Professional development sessions typically experience curricula in different  educators often view them in negative
should be liberated spaces for students ways, in some cases through feelings of lights.® Minority students experience
to have direct conversations about their inequity and marginalization.® Minority these macro and micro aggressions
educational experiences* Academic students in particular have voiced perceivably due to their ethnicities,
curricula tout a uniformed approach to concerns about discriminatory educa- while keeping up with the rigors of their
educating students. However, students tional practices and how their peers and programs. This commonly results in

MINORITY STUDENT OPEN

By Raechell Alonzo, PharmD student
and Kenric B. Ware, PharmD
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excessive psychological strain that their
non-minority classmates are often able to
avoid. Unfortunately, minority students’
candid impressions of how they interact
with their educational environments are
often silenced.? This is mainly due to hi-
erarchies that exist among faculty and ad-
ministrators, who are mostly non-minority,
and concerns about retaliatory measures.®
The threat of feeling inadequate in relation
to their peers or being accused of “pulling
the race card” looms large for minority stu-
dents. Venues that are non-judgmental and
allow minority students a cathartic outlet
to “let it out” are essential to coping with
race relations in education. Any efforts to
organize such spaces should be enduring,
as minority students’ mental anguishes

about these realities are not transient. In
response to the complexities that come
along with being a minority healthcare
student, the American Academy of HIV
Medicine (AAHIVM) hosted a Minority
Student Open (MSO) under the auspices
of'a subset member group, the Academy
Council on Racial Equity (ACRE). The
MSO featured racial minority healthcare
providers who covered career-guiding
topics in a virtual session catered to an
audience of underrepresented healthcare
students. On behalf of racial minority
pharmacy students, it was refreshing to
participate in an event that had diversity in
mind. The topics presented were relatable
to different aspects of career develop-
ment. The presenters discussed their

views in authentic ways that are typically
absent from academic lectures. In turn,
they brought culture to their classrooms
through the trusted spaces they created for
attendees.

The opportunity to participate in the
MSO emanated from an HIV-focused,
ambulatory care, advanced pharmacy
practice experience, a five-week clinical
clerkship in the last year of pharmacy
school. Given the connection between
minorities and HIV acquisition, the MSO
being geared towards minority healthcare
students felt like a timely interjection.
Without having participated in any-
thing similar previously, there were no
expectations carried forward into the
event. Having an interest in compounding
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MINORITY STUDENT OPEN: A CULTURAL CLASSROOM

pharmacy, there was every effort made to absorb what the speakers
had to say and apply it to this aspiring career trajectory. Admittedly,
MSO attendance would seem to benefit students earlier in their
professional school tenures as opposed to those on the latter ends.
Nevertheless, exposure to career perspectives not considered previ-
ously is superior to none at all.

The MSO lasted a sufficient amount of time. The presenters were
cognizant of leaving enough room for audience engagement. Given that
the featured sessions ran concurrently, recording them was helpful for
attendees to review later. Hearing from professionals about the paths
they traveled to open their own practices was enlightening. Gaining a
better understanding of their “why” reinforced the importance of dili-
gent preparation and networking over the course of a career. While no
session can convey everything there is to know about a topic, listening
to the journeys and business acumen gained over time solidified that
others could experience similar achievements. The MSO’s branding
was bold and unapologetic. As minority students remain underrep-
resented in healthcare programs and careers, hopefully, this will be a
recurring event that participants regard as resourceful and restorative.

As with longstanding initiatives and newer ones, such as the MSO,
each iteration presents a chance to make adjustments along the way.
Healthcare students represent the promise of a replenished health-
care workforce. Therefore, gaining the Academy’s trust to provide
feedback on the MSO from a student’s perspective is an honor. Below
are some observations that may serve the Academy well as it looks to-
wards improved MSO experiences over time. These comments come
forth with full recognition that perspectives of other students who
attended the MSO may conflict with those offered here.

Making the MSO Bigger and Better
Mostly at the urging of the COVID-19 pandemic, a sizable number of
workshops shifted to the virtual space. Differences of opinion abound
toward acceptability and utility of virtual versus in-person sessions.®
There are advantages and disadvantages to both. Workshops facili-
tated solely online are at the mercy of sustained internet connections
and requisite software.® Some observers claim that virtual sessions
lead to less engagement; possibly due to competition with partici-
pants’ multitasking.® In-person workshops can be affected by budget-
ary constraints and optimal venue selection. However, the potential
for human interactions without relying on electronic capabilities can
resonate more with certain individuals.®? Nevertheless, experiencing
the MSO virtually was beneficial. Online attendance removed the
need for any travel plans and their associated costs. With a demanding
pharmacy school schedule, virtual attendance prevented having to ad-
just responsibilities to participate. The virtual platform also allowed
participants to interact with each other in real time using the chat box
feature. These conversations, stemming from questions or comments
in the chat box, likely would have been stifled during an in-person
event due to participants typically being more interested in dialogue
with presenters about the specific topic than peers.

Inherently, the presenters at the MSO had unique vantage points
to share. However, the concurrent session format limited exposure
to each of their perspectives. Therefore, something that could be of
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value to future MSO iterations is embedding
questions for each speaker to address relative
to their journeys as students. In turn, after
the MSO concludes, and participants receive
the recording, attendees could compare
presenters’ responses to the predetermined
questions, along with other valuable insights
offered. While there is an appreciation for
where the presenters are in their careers
today, students are often just as intrigued by
the paths they traveled to get there.

Coupled with the MSO presenters’
professional credentials, their presence as
underrepresented minorities aligned nicely
with the event’s focus. Initiatives where
minority students see themselves reflected
in professionals employed in their aspir-
ing career fields are empowering.® Health
professional schools and careers continue to
have disproportionately low rates of minority
individuals.® In the absence of structured
interventions that formally and informally
make minority representation a priority,
workforce diversity will remain suboptimal.®
Minority populations are overwhelmingly
more impacted by chronic health conditions
than their majority counterparts. As a result,
it would seem advantageous to bolster the
pipeline of minority professionals to increase
access to healthcare for people who look like
them.® The inclusion of African American
panelists to kick off the inaugural MSO
ostensibly reflected most minorities in atten-
dance. Nevertheless, perhaps future speaker
participation could prioritize broader depic-
tions of racial and gender minorities. Patients
often find refuge in healthcare providers with
whom they have commonalities. Similarly,
students attending the MSO could likely feel
better “seen” if some panelists were closer
to their minority designations. As it may
not be possible to capture every aspect of
representation, increased minority depic-
tions in society compel speaker selections to
reflect the growth within the term minority
as closely as possible. While the dynamics
of presenters contributing to the MSO is
important, of equal value is the student
constituency that participated in the event.
With a certain degree of prompting, students
can work together to identify solutions to
avariety of problems.” Students’ creativ-
ity is often contagious, spreading among

While the
dynamics of
presenters
contributing to
the MSO

is important,
of equal value
is the student
constituency that
participated in
the event.
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themselves and others, resulting in meaning-
ful directions forward.” Imploring student
feedback also seems to impart a greater sense
of responsibility and allegiance to the tasks
at hand.” Moreover, since students have not
fully entered their projected career fields,
their perspectives may be more optimistic
than some seasoned professionals. The group
of' students who attended the MSO spanned
the United States and possibly beyond, rep-
resenting multiple educational disciplines.
To better optimize students’ capabilities, an
idea for future MSOs is to create space for
students to interact among themselves in a
structured manner. A suggestion is to rely on
panelists or other practitioners in attendance

SHUTTERSTOCK/ FLASH VECTOR

to guide students through one or more
healthcare dilemmas that routinely occur(s)
in different practice settings. After present-
ing students with the situation(s), they could
work with the facilitators to co-create strate-
gies toward resolutions. Instituting a session
during the MSO that appeals to students’
critical thinking skills and their dependence
upon each other’s points of view should
further invigorate their interest in pursuing
healthcare professional roles. As impactful

as the MSO content figures to continue being,
presenting longitudinal service roles at the
MSO that students can assume while in
school could be influential as well. In light of
challenges posed by the COVID-19 pandemic,
some healthcare students sought novel ways
to address their communities’ plight. These
students directed their passion for helping
patients into virtual/remote responsibilities
that made them active contributors to local
improvements.® Other healthcare students
focused specifically on COVID-19-responsive
“essential workers” to ensure that their

needs were not neglected while they were
busy helping others.® This approach likely
prevented additional healthcare professional
burnout, positing a reciprocal care model that
healthcare systems should esteem.

The MSO could also become an ideal
venue to promote present and future areas
for student assistance to the Academy. The
MSO serves as a captive audience of students
who have indicated a likelihood to assume
more responsibilities through their atten-
dance. Therefore, this may be an opportune
way to connect students with the Academy’s
ongoing HIV-related activities. It also could
in turn foster more organic and longitudinal
mentor/mentee opportunities.In closing, it
was wonderful that MSO attendance was free
of charge. While there was no cost to attend-
ees, gratitude extends to the organizers and
panelists who invested a tremendous amount
of their time to ensuring that the event was
asuccess. Enacting suggestions presented
here would likely necessitate lengthening the
MSO’s duration. As a result, a determination
of how much longer the MSO could realisti-
cally last without diluting its effectiveness
may temper some of the ideas proposed. A
parting recommendation is to orchestrate
periodic outreaches to student attendees to

remind them that the Academy is a viable
resource available to attend to their different
professional aspirations. HIV

RAECHELL ALONZO is a South
University School of Pharmacy student
who will be graduating in June 2022
with her Doctor of Pharmacy. Raechell
has an interest in Compounding
Pharmacy. Raechell has a passion for educating youth
about the possibility of pursuing pharmacy as a career
field. Raechell is slated to serve as a Community
Pharmacist upon graduation from pharmacy school.

F" KENRIC B. WARE is an Associate

- ; .‘ Professor of Pharmacy Practice at South
..s "‘" University School of Pharmacy. Kenric is
L actively involved with the South Carolina
HIV Planning Council. Within this role,
Kenric serves as a member of the Needs Assessment
Committee. Additionally, Kenric is an active participant
on the statewide HIV Fetal Infant Mortality Review
Committee in South Carolina. Regionally, Kenric
participates as a South Carolina member of the
Southeastern AIDS Education and Training Center
Advisory Committee. Nationally, Kenric serves on the
American Academy of HIV Medicine’s Southeastern
Regional Steering Committee and Public Policy
Committee.
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The Hierarchy in

By Cleophas d’Auvergne, M.D. AAHIVS

HEALTH CARE IS A FUNDAMENTAL RIGHT according to the Office of the United

Nations High Commission for Human Rights.! It is the one thing that promotes wellbeing and
facilitates a productive life. Yet, for many racial and ethnic groups this right seems elusive

owing to historical dynamics and socio-economic constraints that influence their natural

_ environment and bodies. It is therefore important to trace the evolution of health

_ inequalities and how many ethnic groups including African Americans find themselves
in challenging situations exacerbated even more by the current COVID-19 pandemic.

According to Richard B. Duque in his under-
standing of the historical context of health dis-
parities, the African American experience has
been rather tortuous. He posits that a chronol-
ogy of events has led to the potential for many
individuals to have adverse health outcomes:

“First, housing discrimination which con-
centrated many African Americans in dense
inner cities, often located in environmental
toxic regions. These areas transformed over
time into (2) unsafe neighborhoods, where
domestic violence and street crime were
normalized, and (3) food deserts that denied
African Americans healthy dietary options.
And then when impoverished African
Americans developed physical and mental
illness related to environmental carcinogens,
unhealthy diets, and daily exposure to vio-
lence, they were often excluded from (4) qual-
ity health services available to the affluent.”?

The confluence of these social constraints
acts as both an accelerant and trigger for
negative health outcomes. Many African
Americans and other ethnic groups within
such challenging environments have little
choice and simply learn to adapt and live with
the vicissitudes of life.

Yet the social construct to influence this
reality is framed by social determinants
of' health. These may be wide ranging and
include the following:
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B High poverty

B Unemployment ® Domestic violence and rising
crime rates

® Access toillegal drugs

B Unequal justice system

B Low levels of education

® Inadequate housing, over
crowding

B Poor level of nutrition

The more barriers that an individual encounters within their envi-
ronment, the more difficult it becomes to prevail, and this limits their
potential to enjoy a healthy and productive life.

In socio-economically depressed neighborhoods, limited access
to pre-natal care and lack of follow up by women may lead to prema-
turity, low birth rates, and increases the risk of infant mortality. It
is interesting that even with improved access to medical care under
the Affordable Care Act, the disparities in health outcomes between
African Americans and Whites are stark. African American women are
three to four times more likely to die of pregnancy-related causes than
‘White women. Moreover, the African American infant mortality rate is
twice that for White infants.

Other factors contribute to adverse health outcomes for minori-
ty populations. Access to illegal drugs in depressed neighborhoods
makes children and adults vulnerable to drug addiction due to peer
pressure and mental health challenges. Drug addiction marked by
easy access to illegal drugs mixed with fentanyl is a key driver of the
opioid crisis.*® Inadequate housing and overcrowding are risk factors
for airborne infectious diseases such as tuberculosis and COVID-19.
Crumbling infrastructure such as outdated pipes has contributed to
lead poisoning in neighborhoods such as in Flint, Mich.® The neuro-
logical sequela from lead poisoning has sentenced children to lifelong
learning disabilities and behavioral problems. Socio-economic
depressed neighborhoods also lack grocery stores with fresh fruits
and vegetables that are termed food deserts. The lack of availability
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Black mothers are 4X more

likely to die than white mothers.

of healthy foods in neighborhood stores
pre-disposes citizens to poor choices of
nutrition particularly the consumption of
foods high in cholesterol and sugar resulting
in chronic diseases such as obesity, diabetes,
and hypertension. Hence, lack of adequate
access to family health services, clean air,
water, and food increases the vulnerability of
residents in socio-economically challenged
neighborhoods which in many cases have a
larger proposition of minority populations.

COVID-19 Compounding
the Problem
On top on all these constraining social deter-
minants of health, COVID-19 has emerged as
a sentinel event in our lifetime. As America
met the milestone of one million COVID-19
deaths, one cannot ignore its societal impact.
According to President Biden in a press
statement, “One million empty chairs around
the dinner table. Each an irreplaceable loss,
each leaving behind a family, a community,
and a nation forever changed because of this
pandemic.”” COVID-19 has indeed wid-
ened the cracks in the health-care system
and increased disparities and inequalities.
These inequalities have been demonstrated
in the higher rates of deaths among Black
and Latino Americans. According to the
Washington Post, the COVID-19 pandemic
has caused 1,023,916 excess deaths as of
February 2022 and has disproportionately
affected Black communities, 80-85 percent
by the virus itself'and 15 to 20 percent caused
by disruptions from the pandemic.®

A study by the National Cancer Institute
(NCI) further revealed that age-standardized
all cause excess deaths in Black, as well as
American Indian/Alaskan Native commu-
nities were three to four times higher than

‘White communities. Moreover in 2019, total
mortality by population among Black men
was 26 percent higher than in White men but
it 2020 it was 45 percent higher. During this
same period total mortality by population
among Black women was 15 percent higher
than White women. In 2020, that doubled to 32
percent.? The COVID-19 pandemic has erased
nearly two years from the average American
life expectancy but for marginalized groups
this has been worse. Black men’s life expec-
tancies were reduced by three years during the
first six months of the pandemic in 2020, and
this is expected to linger for some time.'°

Exploring Social Determinants
So, what may have contributed to these high-
er mortality rates in African American and
Latino communities? Much of the answer
lies in the social determinants of health
including, housing inequality, high unem-
ployment, poverty, and overcrowding. It is
notable that many minorities live in multi-
generational homes sharing houses because
their pay is low and are also essential workers
who cannot work from home. Some of the
other factors include:
B Misinformation on vaccines
B Mistrust of the health care system
B Fear of contagion, deportation
B Provider shortage in communities of color
B High costs of doctor visits
® Lack of insurance coverage
B Health facility too far- lack of
transportation

B Language barriers

Many individuals also had high rates of
pre-existing chronic non communicable dis-
eases including diabetes, hypertension, and
obesity that pose a higher mortality risk for
COVID-19. What was most concerning is the

loss of elderly parents who are often the lead-

ers and cultural icons of the communities of

color. Cultural legacy has been lost in many

communities of color. Given the serious chal-

lenges that communities of color encounter

itis incumbent that action be taken to help

address this inequality. These include:

B Learning about systemic racism and health
care inequality

® Developing educational forums or self-help
groups to discuss challenges arising from
health care inequality in your community
and institution

B Become champions and advocate for DEIA
based health services in educational train-
ing curriculums

® Raising public awareness through commu-
nity and legislative action

Itis has become even more important that

there is stronger representation of minority

groups in the health care system to help alle-

viate and address the challenges arising from

the hierarchy of health care. HIV

CLEOPHAS D’'AUVERGNE M.D.,
MPA, DIP TB (WHO/USAID),
AAHIVS isa primary care physician
with extensive experience in HIV/STI and
HIV/TB spanning clinical, administrative

and project management roles at the civil society,
national, and regional government level. He is currently
a senior TB/HIV advisor at CAMRIS International

working as an institutional support contractor for
USAID Global TB/HIV team in Africa and the Caribbean.
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A PANEL DISCUSSION WITH THESE PROFESSIONALS:

During the Academy’s Minority Student Open, o R
participants were able to hear from four fe- e
male African American HIV professionals on
their career journeys. Each brought a unique
perspective to entering the HIV field and their Children’s Hospital at Montefiore

stein College of Medicine

pathways to working with people with HIV. Career Snapshot:

However, their passion for their patients ES)in biology from the University of
and the desire to recruit more providers Michigan. Residency in pediatrics
of color into HIV care is universal. and fellowship in pediatrics ID at

Here is an excerpt from that Children’s Ho in Detroit. Went
pqnel discussion. into academic me but .tran-

sitioned into general pe s to
have more time with her chil

She is back into both clinical care
and academic medicine, now focuses
primarily on HIV for children and
adolescents, comprehensive gender
affirming care, and prevention.



Alftan Dyson,
PharmD, BCACP, AAHIVP

US Medical Director - Rukobia
ViiV Healthcare

Career Snapshot:

BS in biology from the University

of Tennessee at Chattanooga and
her Doctor of Pharmacy from

The University of Tennessee

Health Science Center’s College of
Pharmacy. She did her PGY1 training
in Kansas City, Missiour at Kansas
City Care Clinic. Dr. Dyson was a
MATEC Scholar and served on the
Alabama AETC Faculty. She was

a Specialty Pharmacy Manager at
Walgreens, the pharmacy director
at an Montgomery, Alabama Ryan
White Clinic and is now a brand
medical director at ViiV Healthcare.

ISTOCK/ TETIANALAZUNOVA

Briana Journée,
PharmD, MBA, CPh, AAHIVP

Medical Science Liaison

The Janssen Pharmaceutical
Companies of Johnson &
Johnson

Career Snapshot:

Dr. Journée obtained her PharmD &
MBA from Florida Agricultural

& Mechanical University, where she
also completed a 2 year Post-Doc
Residency/Fellowship in partner-
ship with the Florida Department
of Health AIDS Drug Assistance
Program. She served as clinical
faculty for four years at FAMU before
transitioning to industry where

she is now an infectious disease
medical science liaison for Janssen
Pharmaceuticals.

Alanna Johnson-Steaple,
MSN, MS, ARNP-BC, AACRN,
CCC-SLP

Neighborhood Medical Center

Career Snapshot:

Ms. Johnson-Steaple began her
career as amedical speech/language
pathologist in pediatries and geriat-
rics. She then when to nursing school
to be a nurse practitioner in public
and community health. She is now an
NP with the Ryan White HIV/AIDS
Program and primary care provid-

er at the Neighborhood Medical
Center in Tallahassee, Florida. She
received her BA from the College of
Charleston, her MSN degree from
the University of North Carolina

at Chapel Hill, and trained as a

nurse practitioner at Florida A&M
University.
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CAREER PATHWAYS IN HIV

How did you
get involved in HIV care?

Dr. Collins-Ogle:

“Ididn’t choose this path. This path chose me! I
thought I was going to do general pediatrics.
But during my residency, I was taking care of
babies that had HIV/AIDS. That changed my
direction. I made a commitment at that time
that I would stay in this fight and in this field so
£ I could do everything I could to help these kids
who look like me survive this epidemic. I had no idea that 40 years

later we would still be seeing new diagnoses.”

Dr. Dyson:

“I started out thinking I wanted to be a pediatric clinical pharmacist.
However, during my last year of pharmacy school, I did a rotation at
an adult specialty care clinic in Memphis. The first week there, I had

a patient come in who was having particularly bad side effects to his
HIV medication. The side effects were causing him to have trouble
performing his job. After listening to his concerns and conferring with
my preceptor, I changed his medication. He came back a few months
later before my rotation was over and he was a totally different person!
We cried together because he said for the first time, someone had lis-
tened to him. He said he was actually treated like a person instead of a
number. It was at that moment that the entire trajectory of my career
changed. Everything after that was about HIV and prevention for me.”

Dr. Journée:

“During my two year post-doc residency with
Florida A&M University and the Florida
Department of Health, I was able to work as the
AIDS Drug Assistance Program pharmacist.
That’s when I knew I was going to stay in HIV.
After working with the patients and the
providers, I just felt like HIV was home. I loved

HIV because I loved the fact I was helping people who looked like me.
Representation is really important.”

Ms. Johnson-Steaple:

“I started out my career in the speech and hearing sciences. I worked
was medical speech and language pathologist for about 25 years
before going back to nursing school to become a nurse practitioner.

I did this because I loved public and community health! When your
community is healthy, there’s nothing else like it. This setting auto-
matically puts you into the advocacy world because you begin to see
the vulnerable populations. I recognized that some people don’t have a
voice. I wanted to be their voice.”
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As a student
considering HIV as a
career, is it important
to know exactly in
what area you'd like
to specialize?

Dr. Collins-Ogle:

“No. Early on, I didn’t see myself doing many
of the things I'm doing now. Not having your
plan already made and not really knowing
what exactly you want to do is not a bad thing.
No matter what your background, there are
so many options in HIV that you can take.

It doesn’t even have to be in a clinical role.
Think outside the box that fits your personal-
ity and most importantly, find your passion.”

Ms. Johnson-Steaple:

“It’s important to
educate yourself on
the other disciplines
within HIV care. For
instance, cognitive
impairment issuesis a
big area of concern.
People who are working with language
support, physical and occupational thera-
pists; these are all vital components of
someone’s comprehensive care. Members of
these professions need to be educated on the
medications and issues related to HIV if they
are working within populations dispropor-
tionally affected. It’s OK to look outside of the
clinical and medical field. The HIV care team
is alarge group of people!
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Can you do traditional
care and academia?

Dr. Collins-Ogle:

“Absolutely. I didn’t realize I needed both
types of stimulation. I need to take care of
people. Taking care of people is what keeps
me going every day. You never know what
you're going to get everything. But my path
also lead me to academics and I love that.
Ifyou are interested in both of these areas,
YES, go for it! There are not a lot of women
or providers of color in academic. You need
to be voice for your population. There is
definitely a space for your and a need for

you as a person of color. If you are working
in an academic instruction, get involved in
research. It doesn’t matter if you are a nurse,
nurse practitioners, physician assistant or
pharmacist. You can definitely find those
opportunities to participate in research while
still doing clinical practice. In fact, all the
clinical work gives you access to potential
participants for clinical trials. It is extremely
important for black and brown people to be
involved in clinical trials and if you are the
one asking, someone they trust, they are more
likely to participate.”

Dr. Dyson:

“T agree. I have worked on two clinical trials
and found that it is essential to have people
of color involved with the research at every
level. You are looking out for your own com-
munity which is meaningful!”

Ms. Johnson-Steaple:

“Consider unique research angles too. For in-
stance, how does dementia affect people with
HIV? This type of outside-the-box think-

ing will lead to even more unique research
opportunities.

What would you do
differently in your career?

Dr. Collins-Ogle:

“I'wouldn’t change anything. Every experience I've had has led me to
where I am now. I do everything all over again.”

Dr. Dyson:

“I feel the same way. This is the path T was
meant to go on. In each of the positions I've
been in, I've learned something that has
prepared me for the next role. And that’s not

| justclinically. I've learned how to work with
different people and different personalities.

‘ I've carried these learnings with me. All things

have prepared me for what I'm doing now.”

Ms. Johnson-Steaple:

“I think you never truly understand why things turn out the way they
do. But when Ilook back on my career, there’s a certain level of peace
at how things turned out.”

Dr. Journée:

“As a student, I wish I would have done more internships with differ-
ent types of entities. In school, they teach traditional lessons for your
career paths. But as a student, I think it’s important to participate in
other areas outside of your clinical training, such as public policy.
‘When you get involved in those non-traditional areas, you can better
understand your true worth. As students, it’s important to get a broad
base of knowledge about the industry youre entering.”

What resources would you
recommend for students

or professionals just entering
the HIV care field?

Ms. Johnson-Steaple:

“The American Academy of HIV medicine is a wonderful springboard
for all types of resources. You also come into contact with so many
different members of the HIV care team. This is great for mentorship
and sharing best practices.”

Dr. Collins-Ogle:

“T agree. The Academy is wonderful. But also look into other HIV-
related organizations such as HIVMA and the Association of Nurses
in AIDS Care (ANAC). They are a great group and you don’t have to be
in the nursing profession to be a member.

Dr. Journée:

“Professional organizations are extremely important. And also con-
sider national medical organizations and associations. Think about
healthcare as a whole, not working in a silo. It’s very inter-profession-
al. Get involved with all sorts of professional organizations for career
advancement, learning opportunities, leadership skill development
and networking.”
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THE NEED

orRacially
Pharmacists

IN HIV CARE

‘ By Hope E. Campbell, PharmD, BCPS,
and Angela C. Riley, PharmD

N 2019, THE US DEPARTMENT OF HEALTH AND HUMAN SERVICES (HHS)

launched the Ending HIV Epidemic (EHE) initiative, which had a bold aim to

decrease new HIV transmissions by 75 percent by 2025 and by 90 percent by 2030.

Healthy People 2030 also established objectives regarding HIV that mirrored

those of the EHE.? These national goals require an “all hands on deck” approach,
and pharmacists as members of the healthcare team are well positioned to participate.

ISR

EHE intervention strategies are focused on diagnosis, treatment, and prevention. At
the frontline are specialized pharmacists working in HIV-specific care environments
who have demonstrated their proficiency and expertise as HIV Pharmacists with the
AAHIVP credential from the American Academy of HIV Medicine.

Over 30,000 people had a new diagnosis of HIV in 2020, with a disproportionate
burden of disease occurring in men, those with male-to-male sexual contact, and
Black or African American persons. More than half of the new cases occurred in
people aged 13-34.3 The persistent statistics are partly due to the impact of social
determinants of health on minoritized populations. A long history of residential
segregation, lack of access to quality health care, and psychosocial stress contribute
to the observed health disparities*

Increasing the number of people with HIV who are diagnosed as soon as possible
after transmission is a target that pharmacists can impact. Student pharmacists
and practitioners can be certified to perform HIV testing. The Student National
Pharmaceutical Association (SNPhA), which is the student arm of the National
Pharmaceutical Association, has the Remember the Ribbon initiative.® This ini-
tiative aims to reduce the number of new HIV transmissions through awareness,
prevention, and education. The local SNPhA chapter at Belmont University College
of Pharmacy in Nashville, Tenn., is an excellent example of this initiative. Students
partner with alocal agency called Nashville Cares to become certified HIV testers
who then prioritize testing in underserved populations within the city.
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THE NEED FOR RACIALLY DIVERSE PHARMACISTS IN HIV CARE

The Pharmacist Role in PrEP Uptake

Pre-exposure prophylaxis (PrEP) is a proven strategy for preventing
new HIV transmissions. Yet, the success of PrEP or post-exposure
prophylaxis (PEP) is highly dependent upon patient acceptance

and adherence. Pharmacists are trained to counsel, improve patient
adherence, motivate, monitor, and manage the patient to ensure the
achievement of clinical care goals.® As such, it is imperative that phar-
macists are equipped and authorized to independently provide PrEP,
PEP, and HIV testing across the country. In California, for example,
the passage of the Senate bill, SB 159, allows pharmacists to provide
medications for PrEP and PEP without a prescription from a physi-
cian. Schools and Colleges of Pharmacy or educational organizations
(e.g., AAHIVM or AETCs) can provide the training required to partici-
pate in this program. Several states, such as Oregon and Illinois, have
also passed or are in the process of passing similar legislation because
pharmacists are able to expand PrEP and PEP access to populations
missed by the traditional healthcare model.”

Pharmacists are one of the most accessible members of the health-
care team with 90 percent of Americans living within five miles of a
community pharmacy.® Therefore, the community pharmacy is ideal
for pharmacists to extend access to HIV care. However, the presence
of a pharmacist and the availability of HIV-related services such as
PrEP and PEP is not enough. Patients want to engage with a provider
with whom they can communicate and trust.® Systemic racism and
years of documented abuse of minoritized populations at the hands
of medical professionals have left alegacy of medical mistrust among
Black Americans.’ This population is less likely to be users of PrEP
despite the high burden of risk that they experience.'! The resultant
health disparities experienced by minoritized people threaten the
attainment of EHE goals.

The Importance of Diversity

One of many approaches to decreasing health disparities among mi-
noritized communities is to increase the racial concordance between
provider and patient. Black patients are more likely to disclose health
information and follow medical recommendations if their medical
provider is of the same race.!® Racial concordance improves time
spent together, shared decision making and medication adherence.

It is possible that because of a shared history, culture and minori-
tized status, Black patients are more likely to trust and have deeper
communications with their Black doctors. The same phenomenon is
expected in pharmacist-patient relationships though this has been
less studied. Though there are numerous benefits to patient-provid-
er racial or ethnic concordance it is a challenge to achieve given the
low representation of minoritized doctors in the medical workforce.
Incorporating healthcare personnel, such as pharmacists, who are
members of a minoritized group in care teams is a possible though
less than ideal solution.

Within the profession of pharmacy, all minoritized groups except
for Asian persons are under-represented. This pattern is also reflect-
ed within schools and colleges of pharmacy. Using the COVID-19
pandemic as a model, to meaningfully impact the Black and Brown
communities, institutions must increase the representativeness of
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The need for pharmacists with
advanced or specialized skills to
serve the rapidly growing
population of ethnically and
racially diverse patients is

at a critical level. However,
the observation is that
student pharmacists from
minoritized backgrounds

are less likely to obtain
residency or fellowship
training opportunities.

their workforce and support initiatives to
diversify the workforce pipeline. The need
for pharmacists with advanced or specialized
skills to serve the rapidly growing population
of ethnically and racially diverse patients is
at a critical level. However, the observation is
that student pharmacists from minoritized
backgrounds are less likely to obtain resi-
dency or fellowship training opportunities.
The American Society of Health System
Pharmacists (ASHP), which oversees and
accredits residencies, does not report actual
race and ethnicity data for residencies despite
calls to do so for the last 20 years. This lack of
commitment to transparency blunts the first
step towards change which would be to know
the facts. The social activist James Baldwin
said, “not everything that is faced can be
changed, but nothing can be changed until it is
faced.” Black and Hispanic graduates appear
to hit a glass ceiling that blocks their mobility
into advanced training opportunities available
through residencies and fellowships.
Similarly, numerous solutions for increas-
ing the number of underrepresented minority
candidates in the pipeline to pharmacy faculty
have been proposed.’® These include changes
in the recruitment of residency candidates,
provision of funding support, enhanced
systems of accountability, and accreditation
standards that reflect the profession’s com-
mitment to diversity, equity, and inclusion.
Acknowledgment of, and education about, the
impact that systemic and structural racism
has on patients, students, colleagues, and
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organizations is essential for change to occur.
Enrollment data from schools and colleges
of pharmacy in Fall 2019 reveal a student
body of almost 61,000 students. White and
Asian students account for 48 percent and
25 percent of that enrollment, respective-
ly. Underrepresented minoritized (URM)
students account for only 17 percent despite
their representation at 33 percent in the gen-
eral population. The representation of URMs
in residency and fellowship programs asso-
ciated with a school or college of pharmacy
is 12.6 percent and 14.5 percent, respectively.
More glaring is the lack of Black residents and
fellows at only 7.5 percent and 12.3 percent,
respectively, in College of Pharmacy/School
of Pharmacy-associated programs.
According to the 2019 report from the
National Pharmacist Workforce Study,
4.9 percent of the 5400 pharmacists who
responded self-identified as Black."* Of these
pharmacists, 80 percent were working either
full or part-time. Due to the small sample size,
there is a concern for non-responder bias even
asit aligns with anecdotal evidence that the
pool of Black pharmacists is lower than that of
their representation in the general population.
Moreover, pharmacists in the workforce
designated as HIV pharmacists is anoth-
er means for improving concordance as a
strategy to reach target populations in the
epidemic. Based upon current data, of the
1680 pharmacists currently credentialed by
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AAHIVM, 11 percent identify as Black and
4.2 percent as Latinx.

Black patients seeking care from a racially
concordant pharmacist, particularly an HIV
pharmacist, are likely to find that search
challenging. The implications for HIV care
are that despite accessibility to a pharmacist,
their lack of racial and ethnic diversity means
that patients from minoritized populations
will have a decreased likelihood of being
served by someone that looks like them or
with whom they feel more comfortable. To ef-
fectively end the HIV epidemic, we must pri-
oritize the creation of educational pathways
and post-graduate training opportunities
for workforce diversification in STEM, with
particular emphasis on pharmacy practice.
Activities encouraging specialization among
the currently licensed pharmacists will
further increase patient access and expand
pharmacists’ role in public health, especially
regarding the HIV epidemic. HIV

HOPE CAMPBELL, PharmD,
BCPS, is an Associate Professor of
Pharmacy Practice at Belmont
University College of Pharmacy in
Nashville, Tenn. She is also the clinical
pharmacist for Family Medicine at Metropolitan
Nashville General Hospital, the city’s safety-net
hospital. Before joining Belmont, she was coordinator
of the Investigational Drug Service and pharmacist of
record for the AIDS Clinical Trials Group at Vanderbilt
University Medical Center.

ANGELA C. RILEY, PharmbD, is the
y Education and Web Programs Manager at
‘ the American Academy of HIV Medicine.
She received her Doctor of Pharmacy
from Midwestern University and her
Bachelor of Science in pharmacy degree from Texas
Southern University. She is currently licensed as a
pharmacist in Texas, New York, and lllinois. Although she
will continue to serve the community as a Consultant
Pharmacist, she has most recently served in an
academic role as a clinical associate professor.
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Exposing
the Real Truth

Why women of color are underrepresented in the healthcare hierarchy

By Michelle Collins-Ogle, M.D., FAAP, AAHIVS

S THIS COUNTRY FACES THE CHALLENGE of addressing health dis-

parities that have existed for four hundred years in the African Amer-

ican community, we can’t ignore what research has shown: For Black
people, having Black physicians leads to improved health outcomes.! 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.? Similarly, we cannot ignore the role gender plays in healthcare
and the belief women physicians are not as smart as their male counterparts.?
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.?

Sadly, gender preferences favoring men also exist among patients’ evaluation of clin-
ical performance: Many patients do not give female physicians the credit they deserve.?
As awoman of color, we face sexism and racism—"double discrimination.” We are often
overlooked for high level administrative positions or not considered for positions of
which we are more than capable. A favorite diss is having an idea which is silenced only
to be applauded when a White man repeats the exact same words. Ever had that happen
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.

African American women began practicing medicine as midwives and herbalists.*
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.® 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.® 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 expe-
rienced intense racism working as a Black “Doctress” in the South.® From this came
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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 in-
fancy to five years.® 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 his-
tory of medicine, while making history. The late ophthalmologist, Dr.
Patricia Bath, is the first African American female physician awarded
a patent for a medical invention. She invented a new device and tech-
nique for cataract surgery known as laserphaco. In fact, Dr. Bath is
one of two Black women inducted into the National Inventor’s Hall of
Fame and was also the first woman appointed chair of ophthalmology
at a U.S. medical institution (UCLA) in 1983.” Dr. Helen Dickens, is
the first Black woman admitted to the American College of Surgeons.
The only Black woman in her graduating class, Dr. Dickens earned her
M.D. from the University of Illinois in 1934 and completed her intern-
ship at Provident Hospital in Chicago and in 1945, she was the first
Black woman to be board certified in obstetrics and gynecology. Five
years later, she became the first Black woman admitted as a fellow of
the American College of Surgeons.

“Angry Black Woman,” “Stupid Bitch,”

“You're here. Thank Affirmative Action.”

As said by the Greenlining Institute, “Given the numerous inequities
that disproportionately impact marginalized communities, especially
women and people of color, the health sector must elevate the voices
of physicians who represent the intersection of these identities—
women physicians of color.” Yet, women physicians of color continue
to face barriers and challenges that inhibit their ability to be com-
munity leaders. To improve the quality of patient care for the most
vulnerable and underserved communities, medical schools, hospitals,
and all health institutions must empower women of color to achieve
their potential as health equity champions within the healthcare
system. Visit www.greenlining.org for more information.

Black Americans represent 13 percent of the population but only
four percent of approximately 877,000 active physicians in the work-
force. Even worse, Black female doctors represent only two percent
of physicians. In 2017, The American Association of Medical Colleges
(AAMC) celebrated the fact that women now comprise over 50 percent
of medical students. According to the AAMC, in 2018 and 2019, women
matriculants outnumbered men. Now, for the first time, women make
up the majority of students in U.S. medical schools. According to 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.

A Long Way to Go

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-mak-
ing positions. Black women have tremendous hurdles placed in front
of'us making it difficult to reach equity with our male counterparts.
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According to the AAMC report Diversity in
Medicine: Facts and Figures 2019, “medical
school faculty continued to be predominantly
White (63.9%) and male (58.6%).” 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.
Why? Well, it’s complicated. The race
and gender pay gap remains a barrier for
females and African Americans, according
to Medscape’s 2018 compensation report.
Overall, Black physicians earned $50,000 per
year less than White physicians ($308,000
for White versus $258,000 for Black). It’s far
worse for Black women physicians, earn-
ing nearly $100,000 less than Black male
physicians ($322,000 for Black men versus
$225,000 for Black women). For African
American women, bias is definitely a con-
tributing factor. Far too often we are seen as
“angry Black women” without the tempera-
ment 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.”
Speaking of perception and bias, recall
the Delta Airlines incident a few years ago:
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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 communities, medical schools, hospitals,

and all health institutions must empower women of color to achieve their

potential as health equity champions within the healthcare system.

Tamika Cross, M.D., a Black physician who
says she offered to provide medical assis-
tance to an ill passenger aboard a Delta
Air Lines flight. After asking if there were
qualified passengers who could help, a White
flight attendant told Dr. Cross to put her hand
down because she was “looking for actual
physicians or nurses or some type of medical
personnel.” The flight crew “didn’t have time”
to talk to Dr. Cross, who was a fourth-year
OB/GYN resident at the University of Texas
Health Science Center at Houston. Many
Black female physicians shared their stories
of being mistaken for nurses, physician
assistants, dietitians, hospital food service
employees, and housekeeping staff (often
after introducing themselves as doctors). In
addition, implicit bias doesn’t allow some
people to see beyond their preconceived no-
tions even when the facts should be obvious.
T had the honor of working with and being
taught by Dr. Alexa Canady, the first African
American woman neurosurgeon in the U.S.
in 1981. Dr. Canady engaged in research
which led to the invention of a programma-
ble antiphon shunt to treat hydrocephalus.
With such impressive accomplishments,
Dr. Canady was teased by White physicians
about her dialect. She was told didn’t sound
“White enough” or parents of children she
performed surgery on didn’t believe she could
be the neurosurgeon, demanding 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 “you need to
know your place.” The list goes on. Dr. Mae
Jemison was the first Black woman in space.
Dr. Velma Scantlebury was the nation’s first
Black female transplant surgeon. Family
physician Regina Benjamin, M.D., M.B.A.,
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 may suffer
from imposter syndrome which is defined
as a collection of feelings of inadequacy that
persist despite having success.® This syn-
drome 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 like we aren’t 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 overcome) this
syndrome. Being told, you aren’t good enough,
you're lesser than or can only succeed
because you benefit from affirmative action,
become internalized narratives which can
unconsciously become facts.

Women of Color Unite!

‘We must continue to address the dispari-
ties and barriers placed in the face of Black
women. We need to recognize implicit bias
exists and should be incorporated as a vital
component in medical schools, and higher in-
stitutions of learning. We must advocate for
equal pay and encourage mentorship, social,
and cultural support.

It’s not hyperbolic to say Black women
endure micro-aggression and hostility regu-
larly. Supreme Court Justice, Ketanji Brown
Jackson endured vicious, and vile personal
attacks during her confirmation hearing.

She couldn’t be the “angry Black woman.”
Displaying any emotion would certainly have
cost her the seat on the SCOTUS. She faced
every attack with poise and intellect: She had
no choice! She couldn’t have had an emotion-
al outburst with yelling and talked of how
much she likes beer like Brett Kavanaugh.
Justice Brown Jackson persevered. Women
of color continue killing the game! Kamala
Harris, our first Black, South Asian and
Jamaican female Vice President continues
to be an exemplar in courage and strength

as she endures daily micro-aggression, and
racist rants by privileged White men. Don’t
worry, she knows how to succeed and gain
strength in the face of racist misogynistic
language. And finally, huge congratulations
to Karine Jean-Pierre, the first Black woman
and first openly gay person to serve as White
House Press Secretary. The verbal, bigoted
attacks will come, I have no doubt. But like
many others before her, she’s got this! HIV

DR. MICHELLE COLLINS-OGLE is a
pediatric and adolescent HIV Specialist
at Children’s Hospital at Montefiore’s
Division of Pediatric Infectious Diseases
at the Einstein College of Medicine in the

Bronx, NY.
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By Theresa Mack, M.D., MPH, FACP, AAHIVS

N THE TITLE OF HER OP-ED IN THE WASHINGTON POST,
Dr. Michelle A. Williams, epidemiologist said, “Racism is T H E R U l E U F
killing Black people.! It’s sickening them, too.” As a primary
care physician working in New York City for the past 30
years, I can say with absolutely certainty, she’s right. G l I N I B I A N s
Racism is killing us.
As aphysician, I have a closer view than most of the truth of this 0 F G u l u R I N
statement—of how exactly racism is killing my patients. The
institution of racism is so insidious, so pervasive, that infects
all that we do unless we make a conscious effort to combat it. A D V 0 c A G Y
Racism doesn’t require bad actors or hateful people to flourish.

Well-meaning people can be agents of racism simply by allow-
ing our system to function as it currently does.

Racism is a public health crisis. And until the institution of
structural racism is addressed and our structurally racist poli-
cies are changed, healthcare disparities will continue to persist
in the United States.

Why focus on institutional racism?

Dr. Camara Jones, an epidemiologist and family medicine phy-
sician specializing in the effects of racism on health dispari-
ties, has developed several prescient analogies that answer this
question beautifully.

In her gardener analogy, Dr. Jones introduces us to a gar-
dener with two plots of land: one with rich, fertile soil, and one
with hard, rocky, nutritionally-deficient soil.? The gardener has
two types of seeds: one that produces red flowers, and anoth-
er that produces pink flowers. Due to her preference for red
flowers, the gardener decides to plant the seeds for red flowers
in the rich, fertile soil, and as an afterthought, plants the pink
flowers in the poor, infertile soil.

As you might expect, the red flowers bloom beautifully,
while the pink flowers struggle. At the end of harvest season,
the gardener looks at her two plots of land and thinks to herself,
“Whew! I knew there was a reason I preferred red flowers.”

The gardener analogy works beautifully as an allegory for
structural racism. The pink flowers won't start to grow until
the structural reason for their stunted growth—their poor, nu-
tritionally deficient soil—is addressed. But if you aren’t inves-
tigating for reasons for the disparity—aren’t actively searching
the reasons for the poor growth of the pink flowers—you might
miss them. You might just come to the conclusion that pink
flowers don’t grow as well as red flowers do.
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THE ROLE OF CLINICIANS OF COLOR IN ADVOCACY

Racism produces a rigged system, and
structural racism is the mechanism that
institutionalizes the inequity in this system.
In his piece for HealthCity entitled “The
Physician’s Role in Racial Equity,” Dr. Jonas
Attilus describes racism as a major social
determinant of health, because racismis “a
system that distributes unequal access to
resources, power, and privilege.”3

When we define racism this way, we can
see that it is much more far-reaching and
pervasive than just interpersonal instanc-
es of bias or micro-aggressions. Racism is
also the system that underlies the bias, and
which gives it power. Racism is a public
health crisis, and it is the fundamental cause
of'adverse health outcomes and inequity in
patients of color.

Manifestations of Racism

in the Medical System

Every seven minutes, a Black person dies
prematurely. Put another way, more than
200 Black people die every day who would
not die if the health of Black and White
patients were equal.*

In 2003, the Institute of Medicine pub-
lished the results of a comprehensive and
exhaustive study that assessed the extent of
disparities experienced by minorities in the
United States and explored possible reasons
for those disparities. In short, this study found
that even after correcting for insurance status,
income, education, and severity of conditions,
non-White people in the U.S. experience a
lower quality of medical care than White
people, across all specialties.® To say this
slightly differently, if you are a Black person in
the U.S. with a disease, chances are you're re-
ceiving worse care than you would if you were
a similarly insured, similarly paid, similarly
educated, and similarly sick White person.

I could go on for more pages than I have
space for about the effects of racism in
medicine, but for the sake of space, I'll focus
specifically on the intersections of racism
and HIV care.

Black people make up 12 percent of the
U.S. population, but in 2019, they accounted
for an astounding 42 percent of the new HIV
diagnoses.%” Once diagnosed with HIV, Black

people are less likely to be linked to care, retained in care, receive
antiretroviral treatment and achieve adequate viral suppression.”
Finally, and most heartbreakingly, Black people are more likely to die
from HIV than people from other ethnic groups.”

But how are these outcomes related to structural racism?

As you know, people with HIV who are homeless or lack stable
housing “are more likely to delay HIV care and are less likely to access
care consistently or to adhere to their HIV treatment.”®

In the U.S,, Black people make up a disproportionate percentage
of people experiencing homelessness.® Black people are 12 percent
of the general population but make up 40 percent of people
experiencing homelessness. One in 20 White people will experience
homelessness at some point throughout their lifetime. For Black
people, that number is one in six.X°

The Role of Clinicians of Color in Advocacy
Before writing this piece, I made the conscious choice to tailor my
writing towards a specific target audience. I chose to write this piece
as a letter addressed to clinicians of color. As people who work in
and navigate the medical system daily, but who are also personally
negatively impacted by racism, we have a personal, vested interest in
making the healthcare system more anti-racist. Clinicians of color
occupy a unique position in the healthcare system, and one that we
can leverage to address racial disparities.

I see three major categories of ways that we can operate as agents
of anti-racism.

1) Being an anti-racist clinician to patients

The first is in our capacity as clinicians, where we can use our medical
knowledge and our familiarity with the inner workings of the medical
system to advocate for change for our patients.

The role of clinicians of color in advocacy is to address

the racism that our patients experience on a daily basis. We

can leverage our medical expertise and our vested interest in
dismantling racism to work to address structural inequities. In her
article for Health Affairs, Dr. Ayotomiwa Ojo states, “Clinicians
must leverage their expertise to promote the overall health of
their patients. Physician advocacy is not elective, but essential to
providing quality care and dismantling structural inequities that

contribute to poorer health in vulnerable communities.”*

The role of clinicians of color in advocacy is to not remain
silent about racial injustice, but to take action against racism.
Desmond Tutu famously said, “If you are neutral in situations of
injustice, you have chosen the side of the oppressor.” This rings
especially true for clinicians. By remaining neutral, by not being
actively antiracist, we allow ourselves to become complicit in the
institutionalized racism of the medical system. We should, as Dr.
Attilus says in his piece for HealthCity, “make it clear that there
will be zero passes for racist behaviors and policies, whether in our
hospitals or their communities.”®
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2) Being an antiracist mentor
to medical trainees

The next is in our capacity as mentors to
trainees. As people who have successfully
navigated professional training in medicine
and nursing, we are in prime positions to pave
the way for future generations of medical
professionals.

The role of clinicians of color in
advocacy is to encourage and mentor
students. Be a role model for them, and
help them understand that as clinicians,
we need to assist in solving the entire
problems of the patient, not just their
medical maladies.

The role of clinicians of color in advo-
cacy is to help medical trainees of color nav-
igate the racism of the system. A 2015 study
published in the Journal of the American
Medical Association (JAMA) found that
Black medical graduates in U.S. M.D. schools
were three times as likely to go unmatched
as White medical students.’® Even after
correcting for Step 1 score, Black medical
graduates were still one and a half times as
likely to be unmatched. The persistence of
the disparity after correction for Step 1 score
is anindication that there is underlying
structural racism to be addressed.

THIRDMAN/ PEXELS

Racism is much more far-reaching and pervasive than
just interpersonal instances of bias or micro-aggressions.
Racism is also the system that underlies the bias, and
which gives it power. Racism is a public health crisis,

and it is the fundamental cause of adverse health
outcomes and inequity in patients of color.

3) Being an anti-racist member of
society

Finally, we have capacity to act as advocates
not just in our capacity as physicians, but also
in our capacity as citizens, and as members of
our communities.

The role of clinicians of color in
advocacy is to expand our sphere of
influence outside the medical arena. Many
of'the structures upholding racism are
bigger and more pervasive than even the
healthcare system, and require fixes at a
larger scale, such as the level of govern-
ment. We can advocates for our patients
by supporting governmental policies that
benefit public well-being and address
social issues such as the lack of medical
insurance, underinsurance, and poverty.

How you can act as an Advocate
In your practice as an anti-racist
clinician to patients:

1. Identify practices in your own health
system that are contributing to struc-
tural racism and work to address them.
Examples of practices might include a) clini-
cal algorithms that are based erroneously on
race, such as eGFR (estimated Glomerular
Filtration Rate), or b) teaching race as arisk
factor instead of racism as a risk factor, or

c) embedded differences in the ways that
patients with private insurance vs. public
insurance are treated. It may be difficult to
change this as just one person, so it is import-
ant to do this work with other people who
share anti-racism as a value.

2. Become active in medical advocacy
organizations. There is power in numbers,
and the good that you can do will be multi-
plied when you work with other like-minded
clinicians. Here are a few organizations to
consider becoming involved with: White
Coats for Black Lives, Physicians for a
National Health Program, National Medical
Association, National Hispanic Medical
Association, National Council of Asian and
Pacific Islander Physicians. White Coats for
Black Lives, while a medical-student organi-
zation, would definitely benefit from the sup-
port of established physicians and clinicians.
Also, don’t limit yourself only to working with
other people in the medical field! Consider
lending your labor to any organizations doing
work that will positively impact the patients
in your community.

3. Conduct research on solutions to
health inequities. Try to avoid the pitfall of
performing research that solely investigates
the presence of health inequities. Much of
that research has already been done. What
is needed is research into interventions that
will address health inequities, not research
into whether those disparities exist. Identify
organizations that fund research into inter-
ventions that directly benefit patients, such
as Patient-Centered Outcomes Research
Institute (PCORI).

4, Practice anti-racism in your person-
al relationships with your patients. In
addition to being cognizant of implicit biases
and not letting preconceived notions color
how you treat patients of different races,
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there are some positive actions you can take
to personally practice anti-racismin the
clinical space. For one, get in the practice of
asking all of your patients standard questions
to assess which social determinants of health
may be affecting them, and which need to be
addressed. Be familiar with the landscape in
your area of practice so that you can connect
patients with unmet needs to social workers
or community-based organizations (CBOs)
that can lend assistance.

Inyour practice as an anti-racist
mentor to medical trainees:

1. Be arole model. Whether as a formal
preceptor for a rotation or via unstructured
shadowing, let your trainees see the way you
interact with your patients and serve as a
model for anti-racist behavior as a clinician.
Most importantly, show them how to listen to
your patients and develop an actual relation-
ship with them. Encourage them to see the
patient not just as a collection of illnesses,
but as a full person with hobbies, goals, and
dreams.

2. Be amentor who can provide en-
couragement and guidance to medical
trainees. Help them identify research
mentors. Develop strong relationships with
them so that you can write excellent letters
of recommendation. Where possible, use
your experience to help them avoid pitfalls.
Advocate for them. Let them know that you
are in their corner, and that they can lean on
you for support.

Inyour practice as an anti-racist
member of society:

1. Support anti-racist government
policies. I don’t plan to tell you who to vote
for. All 'l say is that increasing the minimum
wage helps to address poverty, which is a
social determinant of health. Universal child-
care and paid parental leave help ease the fi-
nancial burden of raising children. Universal
healthcare will ensure that everyone has
access to medical care regardless of their fi-
nancial situation. You can amplify your voice

by writing op-ed or opinion articles for your
local newspapers to raise awareness about
issues of social injustices.

2.Become involved with all levels of
politics from community boards to
Capitol Hill. Although voting is an extreme-
ly important act, it is far from the only thing
that you can do. National politics receive

an outsized share of attention, but local

and community politics can also have large
implications for your patients. Working with
folks in your local community to address
matters of injustice. In addition to voting in
local elections and financially supporting
your mayoral and city council candidates of
choice, consider working with community or-
ganizations in the area. Here, it is important
to recognize the privilege that you hold as a
medical professional and avoid speaking for
people. As Dr. Suw'ah Abdul Khabeer so keenly
pointed out, “You don’t need to be a voice for

the voiceless. Just pass the mic.”?

Conclusion

As aphysician and a teacher, I consistently
stress to my students the importance of see-
ing the whole patient. To do this effectively,
we as clinicians must take into account the
social structures that contribute to the health
of'the patient, including, but not limited to,
institutional racism. As clinicians, it is imper-
ative that we use our knowledge, our voices,
and our power to fight for the changes that
will lead to better outcomes for our patients.
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Powering the Knowledge and
Skills to end HIV at the
Community Level

»

Building the capacity of the nation’s HIV prevention workforce is at the core
of this CDC-funded training and technical assistance program

By Greg Grisolano, MA, and Zoe Sullivan-Blum, MPH

IKE MANY OF HIS PEERS inthe
HIV prevention field, Randy Rafter
knows that the work he’s doing
isn’t easy. But it is life-changing for
individuals and their communities.

A program manager at The Community
Wellness Project, a community-based or-
ganization in St. Louis, Mo., Rafter recalled
atearful phone conversation late one night
from a community member who feared a
possible exposure to HIV. When that phone
call came, Rafter said he knew just what to
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do, thanks to the capacity building assis-
tance (CBA) training he’'d received from the
CBA Provider Network (CPN).

“After a couple of phone calls and through
the CBA training and development that I
received, I was able to get the young person
to come in and meet me at the office at three
o’clock in the morning,” he said.

Once the diagnosis was confirmed, Rafter
said he was able to continue utilizing that
training to connect the individual with ser-
vices and with peer support to help navigate

the next part of the journey.

“I'was able to be there for our individual
like I wanted someone to be there for me
when I was 14,” Rafter said.

The training and technical assistance
professionals like Rafter receive from CPN is
funded by the Centers for Disease Control and
Prevention (CDC) and supports evidence-based
interventions, which are aligned with the broad-
er goal of Ending the HIV Epidemic (EHE) in
the U.S. The EHE initiative seeks to reduce the
number of new HIV transmissions in the United
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States by 75 percent by 2025, and then by at
least 90 percent by 2030.1

The CPN understands that the needs of
community-based organizations (CBOs) and
health departments providing high-impact
HIV prevention services have not diminished
during COVID-19, but rather, have increased.
The CPN offers critical training and tech-
nical assistance to these CBOs and health
departments. We know it’s more important
than ever to get information into the hands of
organizations needing support in their work
to end the HIV epidemic.

Who are Capacity Building
Assistance Programs and
Services for?

Capacity building assistance programs and
services are for CDC-funded health depart-
ments, community-based organizations,

and healthcare providers to enable the HIV
prevention workforce to optimally plan, inte-
grate, implement, and sustain comprehensive
programs and services that will help achieve
the nation’s HIV prevention goals.

Services are free and are provided by a
network of expert training and technical as-
sistance organizations. Think of the network
as a “one-stop-shop” for products, services,
and trainings that are all tailor-made to sup-
port the HIV prevention workforce.

To end HIV at the community level, the
HIV prevention workforce must be better
equipped and prepared to do the local-lev-
el work that will address unique needs to
reduce HIV transmission.

That workforce development training has
been essential for Preston Tang in his career.

“Receiving CBA services has helped me
grow exponentially as a professional, but also
learn new innovation in the field of public
health, HIV prevention and care,” said Tang,
a Health Program Specialist and Substance
Abuse/HIV Program Coordinator with
Nevada’s HIV Prevention Program. “From
starting in the field as a volunteer, now I've
grown to be a leader of change.”

The Three Aspects

of CBA Services

There are three major components of CBA
services: national training, regional techni-
cal assistance, and a professional learning

community for leaders in community-based organizations. These
three areas of training and technical assistance help organizations
to increase their capacity to test and diagnose all people with HIV in
their communities and enhance linkage, retention, and re-engage-
ment of people in HIV care and treatment. Training can also help
organizations utilize proven interventions, such as pre-exposure
prophylaxis (PrEP), to help increase their capacity to prevent new
HIV transmission, as well as help prepare organizations to identify
and respond to potential HIV outbreaks at the community level.

“We've been receiving CBA support for PrEP Institutes,” said
Telly Harris, a prevention coordinator with the Kentucky Cabinet for
Health and Family Services. “These training professionals have been
exemplary and willing to assist at all levels. Listening to the concerns
of our state and the needs of our population’s served. Their help has
pushed our efforts tremendously and Kentucky couldn’t be more
grateful for their support.”

National Training, both in the
Classroom and via E-learning
The National HIV e-Learning Centers offer free national training op-
tions in e-learning formats and at different skill levels. The trainings
cover a wide array of topics, including high-impact prevention (HIP)
interventions and public health strategies. Self-paced e-learning has
taken off'as a way of building the capacity of teams. Supervisors and
staff are able to plan professional development as a team, staff are able
to learn at their own pace, and the workforce is empowered to take
control of their own professional development.

Some organizations prefer more guided instruction, and live, in-
structor-led trainings in the National HIV Classroom Learning Center
(NHCLC) can meet this need. These trainings
occur in a virtual classroom format with a
live instructor. Skilled trainers provide the
HIV prevention workforce with high-quality
courses designed to increase skill for imple-
menting evidence-based and evidence-in-
formed, culturally relevant HIV prevention
interventions and public health strategies.

The needs-based, community aware
approach to training is exactly what caught
Chelsy Holland’s attention at a recent CPN
training event.

Holland, a program coordinator with
the Alabama Department of Public Health’s
Office of HIV Prevention and Care, says en-
gaging with local partners such as churches
and rape crisis centers, has helped create
amore holistic approach to tackling HIV
prevention in her state. Holland organized
several CBA trainings with local partners.
“CPN has offered us several trainings. The
most beneficial was the HIV 101. They aren’t
just talking to directors or peer navigators.
They're talking to me, too.”
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Regional Technical Assistance
To provide more personalized support and
facilitate long-term working relationships
at the local level, the CPN offers tailored
regional technical assistance (TA) to meet
HIV prevention workforce capacity building
needs and gain support in implementing
evidence-based interventions.

The primary focus of regional TA is to
help address challenges to effectively plan,
integrate, implement, and sustain HIV
prevention programs and services within
ajurisdiction. This helps to address local
implementation challenges, with an in-
creased focus on responding to local capacity
building needs and preferences across four
regions of the United States. To increase
knowledge, skills, and competencies for
CDC-supported HIV prevention interven-
tions and strategies, regional TA services
include mentoring, consultation, demonstra-
tion, skills building, information, resource
development and sharing, and peer-to-peer
learning opportunities.

ﬁ

Quality Improvement

for HIV/CBO Leadership

The third component of CBA services is
focused on leadership development of senior
leaders and managers working in CBOs.

The National Learning Community for HIV
CBO Leadership is a free, distance learning
program that connects CBO leaders with re-
sources to manage the people, programs, and
organizations working to end the HIV epi-
demic. The aim is to empower and strengthen
the next generation of leaders in the field. It
includes a catalog of self-paced short courses
designed by and for CBO managers, a virtual,
cohort-based Creative Problem-Solving
Intensive, and access to an exclusive online
community of peers, coaches, and mentors in
the HIV prevention workforce.

Capacity building assistance should not
be a “one-and-done” method to workforce
training. Rather, the CPN is more like a
streaming service for staff training and de-
velopment that HIV prevention professionals
can return to repeatedly as needed.

Need More Info? Contact the
CBA Provider Network Today

The CPN wants to help meet the training
and technical needs of the HIV prevention
workforce. Visit https://www.cdc.gov/hiv/
capacity-building-assistance/index.html

to learn more. Organizations not directly
funded by CDC for their HIV prevention
work should ask their state health depart-
ment to submit a request for services on their
behalf. Health department contacts are listed
at https://wwwn.cdc.gov/CTS/Pages/Main/
HDExternallnfo. HIV

GREG GRISOLANO, M.A., brings
two decades of publishing experience to
his role as a content developer for the
CBA Provider Network. He previously
worked in journalism for a variety of
newspapers, magazines, and websites.

ZOE SULLIVAN-BLUM, MPH, works
alongside the CBA Provider Network as a
senior project manager for the Peer
Recovery Center of Excellence. She
previously did research on raising HPV
vaccination awareness and rates among people taking
PrEP, as well as with smoking cessation efforts in
perinatal women.

Funded by Centers for Disease Control and Prevention
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MENTORSHIP |

A tool for
improving racial
and ethnic
representation

in HIV
research




By Leonard Sowah, MBChB, MPH, FACP, AAHIVS

BOUT A MONTH AGO, I had the opportunity to talk to Dr. George Yendewa, a Sierra Leonean immigrant in the

United States. Dr. Yendewa spoke about his work in HIV research and the impact of the AIDS Clinical Trials Group
(ACTG) Minority HIV Investigator Mentoring Program (MHIMP) has had on his career. He describes himselfas a
family man, with his first child on the way. He is working hard to make lives better for people with HIV both here in

the U.S. and internationally in Sierra Leone and Uganda.

He speaks with fondness about this mentor
Dr. Robert Salata who is currently the chair of
the department of medicine at Case Western
Reserve University School of Medicine and
the University Hospitals Cleveland Medical
Center in Ohio. He appreciates how this men-
tor, another HIV researcher with several years
of experience working in Uganda, has helped
mold his career in academia and research.

He says that having the support of the ACTG
award allowed him the flexibility to follow
research ideas and further widened his pool of
potential mentors. The ACTG award has also
allowed him to work on research ideas that
are usually poorly funded but very important
to the day to day lives of people with HIV in
places like Sierra Leone.

Dr. Yendewa did not start out looking to do
research in HIV. In his early career in infec-
tious diseases, he had been drawn back home
to work as an Ebola researcher, mostly due to
his ties with West Africa, Sierra Leone, and
Liberia, which were badly hit by the epidemic.
His interest in post-Ebola syndrome, a prob-
lem much like long-haul COVID-19, drew his
attention to the slowly escalating HIV epidem-
icin Sierra Leone. This epidemic is most likely
driven by several years of civil war and the
associated breakdown in social structures and
destruction of the civil support systems. Dr.
Yendewa was quickly drawn into this problem;
and he soon recognized the interaction be-
tween two viral epidemics, HIV and hepatitis
B, which has been endemic in many countries
in the region, probably for centuries.

Asan ACTG MHIMP awardee, Dr.
Yendewa could draw on a wide and active
network of scientists and clinicians involved
in both HIV and viral hepatitis research. He
believes the guidance and peer review of
these individuals has made him the research-
er heis today. As a person who has benefited
from mentorship, he is an advocate for con-
tinuous learning. Based on this philosophy,
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heloves being a part of the growth of other

up and coming researchers. He believes his
interactions with younger colleagues always
challenges his beliefs and refashions his
ideas about what he knows. When I asked
him specifically about mentorship, he shot
back with “Who is going to continue the work
that you are doing when you are no longer
here? The quality of the work that the next
generation is going to do is dependent on the
quality of the training that we have given
them
always agree with him but will question and

el

He hopes that his mentees will not

help reshape what he has taught them and
take it in different directions.

Working as a HIV clinician and pursuing
acareer in research has its stresses, so Dr.
Yendewa, who is a soccer fan, says a good
English Premier League game always helps
him relax. He describes himself as a lifelong
supporter of Arsenal FC, a North London
team. On the question of what he would like to
do with his time if he has the choice, he says
he is torn between doing cutting edge research
and work that may not be novel but saves a lot
of lives. George says he is a bit disappointed
with the National Institutes of Health’s (NTH)
excessive focus on funding cutting edge re-
search which is not usually what underrepre-
sented minorities like himself are interested in
on account of their backgrounds. Dr. Yendewa
lauds the work of philanthropists like Bill
Gates whose organization he believes is more
likely to fund such researchers.

My conversation with this young, dedi-
cated and talented physician raised one very
important issue on the lack of diversity in
representation in research leadership. A good
look at this problem that he drew my attention
to brought to light how much structural
racism has molded our lives and society. In
the field of academia and research, many have
been warned to steer away from research into
healthcare disparities and minority health

issues for several reasons. While many rea-
sons have been given for this advice, the most
common and likely reason is funding.

In the year 2020, the NTH received 703
RO1 grant applications from individuals who
identified as African American or Black and
funded only 166 of these; a funding rate of 23.8
percent.! This was an improvement from 2013
when the funding rate for African Americans
researchers was 12.2 percent. This funding rate
islow compared to 21.8 percent for Whites in
2013 and 31.3 percent in 2020. Overall, NIH
funding rates have improved across all cate-
gories but for some reason underrepresented
minorities continue to trail Whites in this
important determinant of research success.

Iwill not dive into the reasons driving
this disparity but will say that this raises a
question on the need for mentorship both
targeted at underrepresented minorities in
research and possibly some changes in NTH
funding mechanisms. Lack of good men-
torship though has been identified as one of
the reasons minority researchers have less
success in funding and academic scholarship.
On this note, I hope more individuals like
Dr. Yendewa can access the mentorship they
deserve and help improve diversity that we
clearly need in all areas of our lives. HIV

DR. LEONARD SOWAH is an
internist with several years of experience
serving low-income communities with a
high burden of HIV. In his work, he has
had the opportunity to interact with
patients and other providers with intimate knowledge
of the workings of HIV screening, prevention, and care
in our prison system.
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HIV Clinical Leadership
Fellowship Program

Growing and Elevating the HIV Workforce

HE LOS ANGELES AREA
PACIFIC AIDS EDUCATION AND
TRAINING CENTER at USC, a
division of the department,
created one of the first HIV Fellowships
open to primary care physicians in 2001.

Now in partnership with the Los Angeles
County Department of Health Services
(DHS), the second-largest municipal
safety net system in the United States,
the training center offers a unique

HIV fellowship training program for
physicians committed to improving
primary care for people living with

HIV in underserved communities. This
program brings together the unique
strengths of DHS, USC Keck School

of Medicine’s LA Area Pacific ATDS
Education and Training Center, UCLA’s
National Clinician Scholars Program
and ViiV Healthcare.

The purpose of the fellowship is to train
physicians in the knowledge and skills
necessary to provide expert HIV care, to be
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health systems leaders, and to be successful community partners in
patient-centered and community-specific HIV interventions.

Candidates are competitively selected through a national search
for this two-year fellowship program. Those selected participate in
the HIV Clinical Leadership Program with a full fellowship salary and
benefits. Up to four fellows may be selected for each cohort. Following
satisfactory completion of the program, fellows with eligible academic
loans may receive up to $150,000 in loan repayment if they continue
to provide HIV-related services in underserved communities.

Due to the HIV epidemic, we encourage physicians with an
interest in practicing in the South and Mid-Atlantic to apply!

Desired qualifications for potential candidates include:

B A strong interest in primary care and HIV medicine

B A strong interest in pursuing and implementing outpatient quality
improvement or system innovation

B A sincere desire to work with under-served communities.

The HIV Clinical Leadership Program is seeking applicants who
are Board eligible, or Board certified in Family Medicine, Internal
Medicine, or Medicine-Pediatrics. Applicants must have completed
an accredited United States medical residency program. The
fellowship does not support any international visas.

The application cycle for the 2023-2025 cohort opens July 1st.

Apply July 1st of each year here: https://www.
hivmedfellowship.com/
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Meet Dr. X Kao. He recently
completed the HIV Clinical Leadership
Fellowship Program. We recently

sat down with him to discuss his
experience and his plans for the future:

Why did you choose to pursue a
career in HIV Primary Care?

Like many Med-Peds physicians, I have a
broad range of interests in medicine and
wanted to be able to do everything. I loved
doing primary care and being able to care
for patients over the course of their life but
always had a special interest in infectious
diseases as well. Inresidency, I learned I
could combine my interests when I worked
in an HIV primary care clinic and it was a
perfect fit.

What brought you to the HIV
Clinical Leadership Fellowship
Program in particular?

I am originally from Los Angeles so

was happy to find a program close to

home. I was also drawn to the program’s
focus on providing care for underserved
communities including working with
primary care clinics throughout the county
system, providing care for patients who are
incarcerated, and ensuring access to care
for unhoused people.

What did you particularly

enjoy about the HIV Clinical
Leadership Fellowship Program?
When I met the faculty in the program,

I knew it would be a great match. Their
passion for their patients and dedication

to both the academic research and clinical
practice of medicine inspire meto be a
better doctor.

What was your favorite clinical
experience and why?

Providing consulting services in the
emergency department for newly diagnosed
and out-of-care patients with HIV was my
favorite clinical experience. It was a great
opportunity to develop clinical skills in
diagnosis and management of opportunistic
infections and other complications of

HIV. In addition, learning how to counsel
patients and identify and overcome barriers
to care has been invaluable.

What was the best part of

your training in the HIV Clinical
Leadership Fellowship Program?
The best part of training in this fellowship
was the breadth of experiences from
inpatient infectious disease rotations to
providing care on the streets with the Street
Medicine team. Getting the chance to work
in a variety of settings and provide care in
both primary and acute settings has helped
me feel comfortable managing a wide range
of clinical situations.

How did the HIV Clinical
Leadership Fellowship Program
prepare you for a career as an
HIV Specialist?

The fellowship allowed me to see patients
across the spectrum of HIV infection from
those who have had undetectable viral loads
for years to advanced AIDS while under
the guidance of infectious disease and HIV
providers. Their mentorship in managing
complex social and medical issues has
prepared me well to be an HIV Specialist.

Now that you have completed
the HIV Clinical Leadership
Fellowship Program, where have
you taken your career?

Iwill be joining the Internal Medicine and
Pediatrics Primary Care team at UCLA
Health where I will continue to provide
general primary care and specialized

care for people living with HIV in my
community. HIV
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ON THE

FRONTLINES

The Intersection of

Social Determinants of Health and HIV

By Klodiana Myftari, PharmD, BCACP and Milena Murray, PharmD, MSC, BCIDP, AAHIVP, FCCP

OCIAL DETERMINANTS OF HEALTH (SDOH) can be
defined as conditions in the environments in which
people are born, live, learn, work, play, worship, and
age that affect a wide range of health, functioning,
and quality-of-life outcomes and risks.! The impact of SDOH
on infectious diseases, including HIV, has been known for over
a decade.? People with HIV that have recurrent issues with
mental health, substance use, homelessness, or food insecurity
are more likely to fall out of care, less likely to adhere to
treatment, and are less likely to achieve an undetectable HIV
RNA 2 Controlling the HIV epidemic will involve more than
afocus on HIV RNA and decreased HIV incidence. A call
for honest dialogue and integrating SDOH into public health
practice has not fully been met.*

Health is affected by genetics, social circumstances, environmen-
tal exposures, behavioral patterns, and health care.’ These factors
contribute to premature death in a population. Resources that en-
hance the quality of life can significantly influence population health
outcomes, including, but not limited to, safe and affordable housing,
access to education, public safety, availability of healthy foods, local
emergency/health services, and environments free of life-threatening
toxins. The conditions in these various environments and settings
have been referred to as “place.”! Understanding the relationship
between how population groups experience “place” and the impact
of “place” on health is vital to understanding SDOH.! Screening may
be the most essential tool when addressing SDOH, with effective
screening and identification of proper interventions that may be im-
plemented. Furthermore, once identified, following up with patients
and providing support via medication management and disease state
education are simple introductory steps to help assist a population
that has been often overlooked.!

A study examining trends and patterns of differences in infectious
disease mortality among counties in the United States found that
HIV/AIDS mortality first increased in some of the wealthiest U.S.
counties on the West Coast but has shifted to some of the poorest
counties in the southeastern U.S. The authors state that a potential
explanation for this phenomenon may stem from the fact that affluent
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populations might have benefited from
advanced medical HIV care and changing
behaviors for HIV acquisition. Likewise, the
study found substantial differences among
counties in death rates from all infectious
diseases. HIV/AIDS had the highest relative
mortality inequality between counties (10.0
as the mortality rate ratio in the 90th and
10th percentile of the distribution). One
of the SDOH factors driving the mortality
outcome in certain counties was housing,
where a high proportion of a county’s pop-
ulation was housed at Union Correctional
Institutions.®

A study of loneliness, another SDOH fac-
tor, in people with HIV aged 50 years or great-
er (n=356) reported 58 percent had loneliness
symptoms, and of those, 22 percent reported
moderate, and 12 percent reported severe
loneliness.” These participants were more
likely to report depression, substance use,
and fewer supportive relationships. After ad-
justments, low income and depression were
associated with poor health-related quality of
life.” The authors noted that a comprehensive
care approach, including mental and psycho-
social assessments, is needed with traditional
clinical care.

Among the various strategies to ad-
dress SDOH factors is the Health Impact
Assessment (HIA), a combination of meth-
ods to formally examine the potential health
effects of a proposed policy, program, or
project.8 An HIA includes several steps such
as screening, scoping, assessing, providing
recommendations, reporting, monitoring,
and evaluating projects, policies, and the
HIA’s implementation on the impact and
health status of a population.® HIA has
received considerable interest over the past


https://aahivm.org/

Resources that enhance the quality of life can significantly influence
population health outcomes, including, but not limited to, safe and
affordable housing, access to education, public safety, availability of
healthy foods, local emergency/health services, and environments
free of life-threatening toxins.

decade, although interest in HIA in the U.S.
has been relatively slow to develop. Several
groups have conducted formal HIAs across
the U.S., examining the potential health
impacts of various projects and policies.
HIAs have added value when it comes to
public decision-making. They can provide a
means for bringing the public’s health to the
attention of policymakers by adding health
information to considerations of specific
proposals in other sectors.® Additionally,
HIAs provide an exact method of assess-
ing possible positive and adverse health
effects. If carefully performed, they provide
areasonable projection of health effects
over time that can be important in public
justification of decisions made by elected
decision-makers. HIAs bring attention to the
broad determinants of health, but they may
also suggest ways to promote healthy public
policy across sectors.®

Ttis difficult to determine where the best
action plan is with such a complicated issue
at hand. However, medical professionals
must recognize and take action in their re-
spective practices to make the largest impact
on people with HIV. Practicing healthcare
professionals see firsthand the impact of

SHUTTERSTOCK/ ARTEM KNIAZ

SDOH on the health outcome of people with
HIV. Additionally, healthcare profession-

als recognize the barriers and inequities

that specific policies have created for this
population. Therefore, healthcare profes-
sionals should actively engage in any step of
an HIA to develop clear goals and targets for
HIV care in the public health sector. These
goals and targets should be tracked as part of
ending the HIV epidemic. HIV
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CLINICAL RESEARCH

UPDATE

CAROLYN CHU, MD, MSC, AAHIVS
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FEATURED LITERATURE:

Patel N, Blumenthal J, Dubé MP, et al. Method of calculating renal function
estimates could inappropriately exclude transgender patients receiving
gender-affirming hormone therapy from pre-exposure prophylaxis
eligibility. LGBT Health. 2022 Feb 23. doi: 10.1089/1gbt.2021.0219. Online
ahead of print.

Study investigators quantified the variability in kidney function
estimates between three commonly used equations when applied to a
population of 258 transgender participants enrolled in a PrEP demon-
stration project (parent study: ImPrEPT, NCT03086200). Primary
outcome was estimated renal function based on the Cockeroft-Gault,
Modification of Diet in Renal Disease (MDRD), and Chronic Kidney
Disease Epidemiology Collaboration (CKD-EPI) equations. Two
iterations of calculations were performed, the first using sex assigned
at birth and the second gender identity. Authors observed a median
difference of +16 (-11 to +21) mL/min in estimated CLCR when using
sex assigned at birth for the gender coefficient vs. gender identity.
Median differences in eGFR when using sex assigned at birth vs. gen-
der identity were +25 (-19 to +33) mL/min and +13 (-10 to +22) mL/
min, respectively, for GFRMDRD and GFRCKD-EPI. Among male
sex assigned at birth individuals, significantly higher median renal
function estimates were observed among users of gender-affirming
therapy than nonusers (this observation was consistent regardless of
method or equation used). Conversely, renal function estimates were
lower for female sex assigned at birth users of gender-affirming thera-
py compared with nonusers. Overall, 6.6 percent of participants would
have been potentially rendered ineligible for TDF/FTC-based PrEP
based on at least one of the equations/methods yielding a creatinine
clearance value < 60 mL/min (the proportion varied by equation and
gender coefficient used).

AUTHOR’S COMMENTARY:

Findings of this study suggest large variability in estimated renal
function depending on gender coeflicient selection as well as exoge-
nous use of gender-affirming therapy. Such variability may have clini-
cally meaningful implications at the individual patient level (for both
PrEP initiation as well as continuation) but also broader public health
impact, given disproportionate rates of HIV in some transgender
communities. Ongoing research is needed to increase understanding
of appropriate biomarker and calculation/equation use to accurately
assess renal function for transgender individuals including people on
gender-affirming therapy, as well as best clinical practices in PrEP
care for transgender populations.
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FEATURED LITERATURE:

Eshleman SH, Fogel JM, Piwowar-Manning E, et al. Characterization of
Human Immunodeficiency Virus (HIV) infections in women who received
injectable cabotegravir or tenofovir disoproxil fumarate/emtricitabine
for HIV prevention: HPTN 084. J Infect Dis. 2022 March 18; jiab576. doi:
10.1093/infdis/jiab576. PMID: 35301540. Online ahead of print.

This study describes baseline and incident HIV infections observed
among 3,224 cisgender women enrolled in HPTNO084. Results of HIV
diagnostic testing, viral load testing including a single-copy RNA
assay, resistance testing, and study drug concentration analysis are
included. Three incident infections were identified among partici-
pants receiving cabotegravir (CAB) and 36 incident infections were
identified among participants receiving TDEF/FTC. Incident infec-
tions in the CAB arm included 2 participants with no recent drug
exposure and no injections (testing suggested low/no adherence to
blinded oral CAB), and 1 participant with delayed injections: for this
case, 3 out of 9 injections occurred outside protocol-specified allow-
able windows. In all 3 incident CAB cases, CAB concentration at the
first HIV-positive visit was below the level predicted to be protective
based on non-human primate SHIV challenge studies. No cabote-
gravir resistance was identified. In 35 of the 36 TDF/FTC incident
infection cases, suboptimal drug concentrations near the time of the
first HIV-positive visit indicated low or no adherence. The M184V
mutation was identified in 1 participant in the TDF/FTC arm: inves-
tigators were unable to determine whether this was acquired from
study drug exposure. In1 CAB and 8 TDF/FTC cases, retrospective
testing revealed a delay between the first HIV-positive visit and the
first site-positive visit (delay was longer for the participant receiving
CAB compared to participants on TDF/FTC).

AUTHOR’S COMMENTARY:

Results from HPTNO084 indicate both long-acting cabotegravir and
oral TDE/FTC are highly effective for HIV prevention in cisgender
women. However, detailed characterization of cases of HIV acquisi-
tion in the setting of pre-exposure prophylaxis use help advance our
understanding of how medication exposure may affect HIV infec-
tion detection, inform optimal HIV testing approaches for persons
initiating/maintained on PrEP, increase understanding of gender
differences in adherence “forgiveness” of TDE/F'TC, and also — impor-
tantly—inform implementation of long-acting cabotegravir as PrEP in
real-world settings. Additional results from HPTNO084 and 083 (both
have transitioned to open-label extension studies) are expected to
provide further insight; authors also note “ongoing analysis ... from the
two trials will provide more information about the correlates of HIV
protection with CAB-LA PrEP [and its impact] on viral replication,
antibody expression, and drug resistance.”
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FEATURED LITERATURE:

Wood BR, Bauer K, Lechtenberg R, et. al. Direct and indirect effects
of a Project ECHO longitudinal clinical tele-mentoring program

on viral suppression for persons with HIV: a population-based
analysis. J Acquir Inmune Defic Syndr. 2022 Apr 29. doi: 10.1097/
QA/.0000000000003007. PMID: 35499527.

Health workforce capacity-building is a key component of the updated
National HIV/AIDS Strategy—provider-level interventions such as Project
ECHO can help disseminate and standardize best clinical practices
through virtual communities of practice and learning. Project ECHO

in particular aims to reach providers with limited specialist access, and
outcomes have historically focused on qualitative measures, i.e., provider
confidence, self-efficacy, and professional satisfaction. This study explored
patient viral load (VL) outcomes for medical providers participating in

the University of Washington/Mountain West AETC’s Project ECHO
program using 2011-2018 population-based data from Washington and
Oregon (states which have comprehensive VL reporting systems). Patient
demographic characteristics by Project ECHO participation status were
generally similar. The percentage of patients with VL suppression (defined
as VL = 200 copies/mL) increased over time in both Project ECHO and
non-Project ECHO cohorts, however, after adjusting for time, geograph-
iclocation, and several patient and provider factors, participation was
associated with an increased proportion of patients with VL suppression
compared to no participation. Among patients of Project ECHO partici-
pants, overall VL suppression rate was significantly higher (by 13.7 per-
centage points) although authors note differences varied by provider PWH
panel size. Additionally, greater improvement in the proportion of patients
achieving VL suppression was observed among providers attending a larg-
er number of ECHO sessions, though this also varied by panel volume.

AUTHOR’S COMMENTARY:

It is highly encouraging that results of this study point to favorable
patient-level HIV treatment outcomes associated with a provider-fac-
ing capacity building intervention such as Project ECHO. Secondary
analyses also suggest indirect benefits: namely, VL suppression among
patients of lower-volume providers who didn’t participate in Project
ECHO themselves but worked in the same clinic system as at least

one Project ECHO participant was higher than patients of providers
with no engagement/connection to Project ECHO. Given the evolving
nature of HIV care and advances in antiretroviral therapy, alongside the
limited exposure most medical, nursing, and pharmacy students get to
HIV medicine, dynamic and effective practice-based capacity building
interventions such as virtual learning collaboratives are much need-

ed. The impact of scaling up and expanding the reach of such efforts may
be especially meaningful for PWH living in rural areas and/or individuals
receiving care from lower PWH panel-volume providers.

FEATURED LITERATURE:

Hugueley B, McClung RP, Saduvala N, et. al. Baseline HIV drug-
resistance testing: 12 U.S. jurisdictions, 2014-2019. AIDS. 2022 Jun 1;
36(7): 1039-1043. PMID: 35142706

This study examined patterns in reported baseline ARV drug
resistance testing among 12 select U.S. jurisdictions (Alabama,
California, Connecticut, D.C., ITowa, Michigan, New York, Rhode
Island, South Carolina, Texas, Washington, and Wisconsin).
Authors analyzed National HIV Surveillance System data report-
ed to CDC regarding persons 13 years of age and over who were
diagnosed with HIV during 2014-2019 (n = 93,666). 49.2 percent
of individuals had a PR/RT (with or without integrase) sequence
reported 90 days or less after diagnosis. A lower proportion of
persons aged at least 60 years at diagnosis had baseline sequenc-
es reported compared with persons aged 13-19 years (45.1% vs.
50.2%). Testing rates also differed by race/ethnicity (testing

was least common among American Indian/Alaska Native at
45.6%, and most common among Native Hawaiian/Other Pacific
Islander at 54.8%); transmission category (53.2% for persons with
HIV infection attributable to male-to-male sexual contact and
inject drug use, compared to 46.8% for persons with infection
attributable to injection drug use); initial CD4 count (62.1% for
persons with CD4 cell counts less than 200 cells/yL or oppor-
tunistic infections vs. 52.4% for persons with CD4 cell counts at
least 500 cells/yLy); and geographic region (higher baseline testing
was reported in the Midwest at 62.1% compared to 44.2% in the
South). During the time period analyzed, PR/RT with integrase
testing increased year to year (from 8.5% to 23.5%) and PR/RT-
only testing decreased (from 39.2% to 26.2%).

AUTHOR’S COMMENTARY:

Baseline ARV drug resistance testing is recommended at entry
into care for all people newly diagnosed with HIV, however
findings from this analysis suggest only approximately half of

all persons undergo initial PR/RT (with or without integrase)
genotype testing in the U.S. Investigators also observed notewor-
thy demographic and geographic disparities. Collectively, these
underscore opportunities to improve clinical practice and data
reporting systems. Providers also appear to be including inte-
grase resistance testing alongside PR/RT testing with increasing
frequency — although this study is unable to determine reasons
for this shift in practice, authors suggest the trend “may reflect
the increased use of INST1Is as first-line ART, increased concern
about transmitted INSTI resistance, or increased availability and
ease of ordering integrase testing in combination with PR/RT
testing”. HIV
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