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Introduction
• Introduction to HIV/AIDS
• Why is substance use important in this context?
• Research in the WA HIV Cohort Study

HIV/AIDS
• Infection with the human immunodeficiency virus ‐ HIV ‐ is the
precondition for developing acquired immunodeficiency syndrome or AIDS
• AIDS is the result of damage to the immune system – CD4 T‐cells infected
with HIV and one or more clinical problems may occur – therefore it is
referred to as a syndrome
• Clinical problems are called AIDS defining because they occur at a
particular stage of immune deficiency
• Immune deficiency results in: vulnerability to infection including to
oncogenic viruses; and premature senescence of the immune system
• Transmission of HIV occurs in a social and frequently ‘emotional’ context
Reference: nam www.aidsmap.com

The virus
HIV ‐ a retrovirus was originally isolated
by Dr Luc Montagnier and his
colleagues in Paris in 1983
RNA viruses have a high mutation rate, in
the absence of drug therapy every
possible mutation in the virus would
occur once a day.
The prevention of drug resistance is a
constant issue and near perfect
adherence to medication is needed
for treatment to remain effective in
the long term

Reference: nam www.aidsmap.com
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IVDU drives the HIV epidemic in Eastern Europe, Central and SE Asia

Australia

Reference:

2009
Annual Survellance Report
HIV/AIDS, viral hepatitis and
sexually transmitted infections in
Australia

~50% of new HIV cases in WA since 2007 are overseas acquired
85% of female cases, 73% of heterosexual male cases, 24% other male cases
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2007: 75 cases

2008: 74 cases

2009: 90 cases

39 acquired overseas (52%)

37 acquired overseas (50%)

46 acquired overseas (51%)

16/21 male hetero (76%)

13/19 male hetero (68%)

21/27 male hetero (78%)

14/16 female (88%)

15/17 female (88%)

16/20 female (80%)

8/36 male non‐hetero (22%)

9/31 male non‐hetero (29%)

6/34 male non‐hetero (18%)
3 vertical transmissions (100%)
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Visa Category 457

Current 457 visa
holders in WA =
16,380

Reference: Australian Government
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Migration Wave
Where WA immigrants will come from in the next ten years
•
•
•
•
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South Asia
New Zealand
Other Australian States
North Asia
South East Asia
Britain
Sub‐Saharan Africa
North Africa
Other
Middle East
Europe
Oceania
North America

78,161
76,712
46,841
65,204
65,021
64,616
33,134
5,650
26,827
23,582
16,867
8,910
6,741
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Why is substance use important in HIV?

Social driver of transmission
and acquisition
Interferes with clinical
management

©ephemera-inc.com

"Slowed right down": Insights into the use of alcohol from
research with Aboriginal Australians living with HIV.
Thompson et al 2009

Drinking emerged as a key theme in their dialogue with
participants in their study.
• “Alcohol had a major role in disinhibition and risk‐taking
behaviour of both the participants and those they socialized
with. It was perceived as a commodity, a way of altering
reality, and a pathway through which social connection was
maintained and was central to the common narratives of loss,
chaos and transformation”.

Why is substance use important in HIV/AIDS?
Heavy use of alcohol and other drugs is more common in
people with HIV and associated independently with:
• Increased rates of disease transmission
• Poor medication adherence
• Unprotected sex
• Non‐AIDS mortality

Intoxication

Increased longevity, consequent exposure to carcinogens; premature senescence
of immune system and co‐infections eg hepatitis C, leads to risk of non AIDS
defining cancers
Cigarette smoking has been linked with
• Poor medication adherence
• Increased depressive and treatment‐related symptoms
• Use of nicotine and marijuana may lower serum concentrations of commonly
used antiretroviral drugs leading to sub‐optimal drug levels
References : Chesney 2000; Herrmann 2008;Prestage et al; Shuper 2009, Crum‐Cianflone 2009; Sigel CROI 2010; Webb et al,
2009;Vidrine, 2007;Fehintola, 2009).

WA HIV Cohort
Study

Western Australian
HIV Cohort Study

Observational Cohort Study since 1983
– underpins clinical care, clinical
audits and scientific research
Current patients ~ 730, 80% men,
median age + 50 years
Just over 200 of these are registered
with the RPH Rural and Remote
Outreach Service
Ascertainment has been influenced by
geographical and historical factors

Adherence to
Antiretroviral Therapy
in the
WA HIV Cohort 2002

Self-report questionnaires (n=215)
Alcohol intake: use in the last 30 days; number of
drinks/day and number of drinks in a row;
Drug use ever and in last 6 months: marijuana,
cocaine, heroin, amphetamines and ecstasy
(References: Chesney et al 2000, Herrmann et al, 2008)

RESULTS: PROQOL HIV ‐ All Countries
Variable

West
Australia
N = 102

All countries
N = 692

P ‐ value

Depression

24% (24)

10 % (67)

0.037

Psychiatric disorder

5%

6%

NS

Hepatitis C

17% (17)

12% (72)

NS

Hepatitis B

2% (2)

6% (36)

NS

Cardiovascular
disease

3% (3)

11% (69)

NS

Alcohol (>2/day)

15% (15)

8% (47)

0.027

Tobacco (>2/day)

40% (41)

28% (163)

0.008

(5)

(41)

Co-morbidities and Substances

Unpublished data: M. Duracinsky, S. Herrmann, Christophe Lalanne

Substance use
in the Western Australian HIV Cohort : 2008Study
Objective: To establish the prevalence of alcohol, drug and nicotine use
in the Western Australian HIV Cohort Study and inform clinical
outpatient care.
Methods:
• Cross sectional survey
• Royal Perth Hospital Immunology Outpatient Clinic.
• Self‐report questionnaires on (1) alcohol and non‐prescribed drug
use (N=152) and (2) smoking habits (N=186)
• 81 patients completed both surveys.

Questionaires
• A self‐report questionnaire (Q) on: alcohol intake: use in the last 30 days;
number of drinks/day and number of drinks in a row; drug use: marijuana,
cocaine, heroin, amphetamines, and benzodiazepines. (Chesney et al 2000)
• Drinking patterns over the last month as: abstinent (no drinks in the last
month); light (1‐2 drinks/week); moderate (3‐14 drinks/week); heavy
consumption (> 14 drinks/week); and sessional drinking (>=5 drinks within
a 2‐4 hour period). (NHMRC Guidelines, 2009)
• A self‐report questionnaire on smoking status, number of cigarettes/day,
history of stopping and whether patients had sought or would seek advice
about quitting from a health professional.

Results
• Patterns of alcohol consumption and drug use were similar
between the 2002 and 2008 surveys (p>0.3).
• In those that responded to both surveys (n = 60) there was a
marginal reduction in heavy alcohol consumption (p=0.06)
• Sessional drinking was associated with younger age (p=0.004, 2002;
p = 0.01, 2008) but not with gender.

2002

2008

Occasions of drinking 2002 - 2008

Other drug use
Results of
(1) alcohol & drug survey
(2) subgroup of 81 smoking survey

Smoking survey
Alcohol and
Drug survey
N = 152

*Currently
Smoking
N = 39

*Not currently
Smoking
N = 42

marijuana

90/151 (59.6%)

29/39 (74.4%)

18/42 (42.9%)

cocaine

29/149 (19.5%)

11/38 (28.9%)

6/45 (13.6%)

heroin

22/149 (14.8%)

12/38 (31.6%)

2/41 (4.9%)

amphetamines

54/150 (36.0%)

21/39 (53.8%)

10/42 (23.8%)

benzodiazepine

52/144 (36.1%)

17/36 (47.2%)

15/42 (35.7%)

34/141 (24.1%)

16/37 (43.2%)

3/40 (7.5%)

cocaine

1/149 (0.7%)

1/39 (2.6%)

0/41 (0.0%)

heroin

2/150 (1.3%)

1/39 (2.6%)

0/41 (0.0%)

amphetamines

12/149 (8.1%)

3/39 (7.7%)

2/48 (4.8%)

benzodiazepine

22/143 (15.4%)

10/36 (27.8%)

3/41 (7.3%)

History of drug usage [n/N* (%)]
Ever used

Used within past 6 months
marijuana

Abbreviation: N*= number of respondents who answered question.

(*>=3 drinks/wk: 77% vs 45%, p=0.006)

Amongst sessional drinkers (22% vs 12%; p=0.02) recent amphetamine use was
more prevalent, and compared with lighter and heavier alcohol consumers,
moderate drinkers used marijuana (p=0.05) and benzodiazepines more recently
(p=0.03).

Results: Smoking Survey
N = 187 (83% men) completed the survey
•
•
•

never smoked = 51 (28%)
current smoker = 98 (52%)
ex‐smokers
= 37 (20%)

mean= 10‐25 cigarettes/day (age (r=0.30, p=0.004))

Twelve respondents had hepatitis C/HIV coinfection
– eleven were current smokers
Being a current smoker was associated with:
• IVDU transmission (p = 0.006)
• Male gender
(p = 0.05)

n = 81 completed A & D, smoking survey
Current smokers (n=39)
• Greater alcohol consumption than non‐smokers (>=3
drinks/wk: 77% vs 45%, p=0.006)
• More likely to have engaged in sessional drinking (54% vs
22%, p=0.003) and recently used marijuana (43% vs 9%,
p=0.0006) and benzodiazepines (28% vs 7%, p=0.02).
• Being a current smoker (52%) was associated with male
gender (p=0.004) and recent drug use (p=0.05) and greater
alcohol consumption (p=0.0005).

Results Smoking Survey
Age correlated with no of cigarettes per/day (r = 0.03, p = 0.004)
No difference in likelihood of detectable virus or CD4 T-cell counts between
smokers and non-smokers

8% or respondents had CD 4 counts <200 and 21% in the range of 200400 - half of these were smokers

Results: Smoking survey
• 90 patients had tried to quit
• 25 wanted to keep smoking
• 13 were thinking about it
• 59 patients expressed interest in smoking
cessation strategies and/or how to implement
lifestyle changes

Summary
In the WA HIV Cohort:
•

High rates of alcohol & other drugs, including nicotine with no diminution
over last 5 ‐ 6 years

• A pattern of high risk drinking in ‘moderate’ drinkers that may go unnoticed
without diligent inquiry
• The legacy of intravenous drug use in those with Hep C/HIV co‐infection and
ongoing multi‐substance use
• An indication that uptake of lifestyel education
and smoking cessation programmes
may be welcomed by patients in this setting.

Intoxication

Recommendations
• Diligent substance use assessments – including pattern of usage, context of
use and motivation towards use
• Combining assessments with medication counseling and adherence
monitoring
• Strengthen the multidisciplinary team and approach patient care with a
renewed focus on lifestyle factors that will influence overall health outcomes.
• Train staff (motivational interviewing) to implement and support substance
use interventions – stepped care model. Ensure continuity of care
• Establish links and rapport with community services acknowledging fears
about disclosure of HIV status
• Develop algorithm to establish the relative contribution of substances to an
overall risk of cancer and CVD.
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Proportion of non-Aboriginal heterosexually acquired HIV male
cases by place of acquisition, Western Australia 2002-2006.

HP = high HIV prevalence, LP = low HIV prevalence
LP Other = Fiji, India, European countries, North and South American Countries.
HP Other = Includes only Papua New Guinea.
HP-South East Asia = includes Myanmar, Cambodia, and Thailand .
LP-South East Asia = includes Indonesia and Vietnam.
Reference: Combs, B & Giele, C. Sexual Health, 2009

Proportion of non-Aboriginal heterosexually acquired HIV female cases by place
of acquisition, Western Australia 2002-2006.
HP = high HIV prevalence, LP = low HIV prevalence
LP-Other = includes European countries, North and South American countries.
HP-South East Asia = includes Thailand and Burma.
LP South East Asia = includes only Indonesia.
Reference: Combs, B & Giele, C. Sexual Health, 2009

The virus
•

HIV ‐ a retrovirus was originally
isolated by Dr Luc Montagnier and his
colleagues in Paris in 1983

•

RNA viruses use an enzyme called
reverse transcriptase to copy the RNA
into a DNA copy of themselves

•

It is then capable of integrating into
the host DNA

•

RNA viruses have a high mutation rate

•

Naturally occurring strains of HIV are
called the ‘wild type’ virus – this
reproduces itself best

Reference: nam www.aidsmap.com

•In the absence of drug therapy every
possible mutation in the wild type virus
would occur once a day
•Sometimes the mutated virus is less ‘fit’
Other genetic changes can occur in the
virus and these are called polymorphisms
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