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Objectives 

Å1. The participant will be able to describe the 
importance of early initiation of treatment for 
HIV-1 infection, and how/why primary care 
providers can/should get involved 
 

Å2. The participant will be able to prescribe (or 
assist) initial treatment of HIV positive adults 
and adolescents, utilizing currently-
recommended antiretroviral medications, and 
will retain information on at least 1 combination  
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Treatment references 
  ÅMain sources for recommendations on initiation 

of ART (antiretroviral therapy) 

ïDHHS Guidelines, ARVs (antiretrovirals) for 
adults/adolescents with HIV-1: U.S. Dept. Health 
and Human Services (not for pediatric or HIV-2) 

ÅPublished by National Institutes of Health (NIH) on 
HIV.gov Website; latest is 01/20/2022 update 
https://clinicalinfo.hiv.gov/sites/default/files/guidelines/d
ocuments/guidelines-adult-adolescent-arv.pdf 

ïAAHIVM Fundamentals of HIV Medicine and Kaiser- 
Permanente Website for history and physical 
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Clinical case question,  
discuss at end 
ÅIn the course of your routine screening of 

patients, one test (4 th generation, with 
confirmation) has come back positive for 
HIV-1. What should you do? 

ï1) Wait for the patientôs next regular visit to 
discuss the result? 

ï2) Call the patient in right away? If so:  

ÅTell him/her the result, provide post -test counseling, 
but hold treatment till the CD4 count is under 200?  

ÅProvide post-test counseling, order immediate blood 
tests and urge the patient to start treatment now?  

ÅSchedule a referral of patient to Infectious Diseases? 
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Primary care providers will be in 
position to start HIV treatment  
ÅRoutine screening recommended by US Preventive 

Services Task Force (2013), CDC (2006) 

ïCA law: most primary care to offer if order blood tests  

ÅAbout 13-14% of US HIV infections not yet diagnosed 

ÅPrimary care providers will occasionally get a positive 
result and need to do something about it  

ÅCall patient in same day or ASAP: start tests, meds  

ÅDo not need to be an HIV expert to initiate therapy 

ÅSee back 2-6 wks to assess labs, drug tolerance 

ÅOptions : 1) continue HIV care in practice; 2) refer 

HIV care, retain primary care; 3) refer total care  
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Deciding whether to be the HIV 
provider and when to consult  

6 

ÅHIV can be simple to treat if  
ïHigh CD4 cell count, asymptomatic, no complications 
ÅCD4 cell = T cell with CD4 receptor (a lymphocytic white blood cell critical   to 

to immune system, and preferentially attacked by HIV) 

ïNo serious co-morbidities (mental, physical)  

ïPatient tolerates, adheres to first drugs prescribed 

ÅAfter 2-6 wk. f/u, see q 2 -8 wks. till virus 
suppressed, then q 3-4 mos. for labs, refills, 
counseling; consults only when need help  

ÅIf CD4 count <200, called AIDS, more complex 
ïProphylaxis for opportunistic infections is indicated 

ïMetabolic, neurocognitive, renal, cardiac, psych, other 



Studies justifying early treatment  

ÅIn 2011, Cohen et al.: HIV infectiousness is reduced 
by at least 96% with suppressed (undetectable) viral 
load (VL) = virus in blood: ñtreatment as preventionò 
ï http://www.nejm.org/doi/full/10.1056/NEJMoa1105243#t=article   

ÅThe START and TEMPRANO studies showed improved 
clinical outcomes with early antiretroviral treatment 
even at high CD4 levels  
ï https://www.ncbi.nlm.nih.gov/pubmed/26192873 , 

http://www.ncbi.nlm.nih.gov/pubmed/26193126  

ÅStudies starting treatment on day of diagnosis show  

ÅMore rapid  achievement of viral suppression 

ÅBetter 12 -month  viral suppression, retention in care 
Koenig S. et al., PLOS Medicine 2017; 14(7) (Haiti), Pilcher CD, JAIDS 2017, 744:44-51 
(San Francisco), https://www.ncbi.nlm.nih.gov/pubmed/27434707  

Å  
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U.S. treatment guidelines since 
2012: treat positives, right away  
Å1996 Hattis, Jason (LLU PM) proposed that 

rapid treatment should reduce infectiousness 

Å2001-2011 guidelines delayed treatment till 
CD4 count low, which could take years 

Å2012 expanded treatment to anyone with HIV  
(ñtest and treatò) 

ïBe sure truly positive; have documentation of 
positive test 

ÅErrors and fictitious cases, esp. in mental patients 

Å9/15: WHO endorsed ñtest and treatò globally  

http ://www.sajhivmed.org.za/index.php/hivmed/article/view/459/870  
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Exceptions to immediate treatment   

 ÅPatient refuses to start immediate treatment  

ÅPatient in mental shock after first told of positive 
HIV test, not ready to accept or recall instructions 

ÅTuberculosis co-infection: HIV treatment can be 
delayed for up to 30 days after TB treatment start, 
especially if TB meningitis, CD4  

   count is <50, or miliary TB  
ÅConcern is possible IRIS (Immune  

    Reconstitution Inflammatory Syndrome) 

ÅñElite controllersò (<1%): baseline VL undetectable 
ïClinical benefit of immediate treatment uncertain  

ïTreat if CD4 drops, viremia, clinical progression (HIV.gov 1/20/22)  

 

 

  



Baseline history/physical (AAHIVM, Kaiser) 

ÅSpecial topics to discuss at first visit: 
ïReassurance about prognosis with treatment 

ïImportance of immediate initiation of treatment  

ïBasic information and Q and A about HIV/AIDS 

ÅChief complaint/health history:  
ïPrimary HIV or opportunistic infection symptoms: Fever, 

weight, chills, night sweats, fatigue, rash, GI, other acute? 

ïExposure risk or contact with HIV 

ÅAfter lab results back, if CD4<200 
ïMore questions and exam regarding opportunistic infôs 

ÅReview of systems:  
ïStandard, including skin, HEENT, pulmonary, cardiac, 
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Baseline history/physical (AAHIVM) 

ÅPast history, social, etc. 

ïPrior history of HIV dx, treatment?  

ïTB, viral hepatitis history? 

ïMedications, street drug use/opiates to treat? 

ïAnxiety, depression, psychiatric history?  

ïImmunization, allergy histories 

ÅPhysical exam: special attention to: 

ÅSkin 

ÅEyes, mouth 

ÅLymph nodes 

ÅChest (cardio-pulmonary) 

ÅAbdomen 

Å(Gynecological, Anorectal) 
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