
 

 
 

Who would have expected that this year would bring so many changes and challenges? Thank 
you to our wonderful community for your strength and cooperation over the past few months 

and welcome to our September newsletter! 
 

Manager’s Update 

To say Karumah is in a period of change is an understatement. The most significant change 
during 2020 was the retirement of the General Manager, Machele, and Case Manager, 
Catherine, both of whom had both been a part of Karumah for the past 8 years. 
 
The week after Jess, our new Case Manager, and I started back in March, Karumah and the 
rest of NSW entered the lockdown period in response to COVID-19. I very quickly learnt that 
the strength of Karumah was one of strong commitment to all those who depend on the 
service. Our small team responded to COVID by working from home, maintaining support 
using technology and developing skills in Zoom. 

Karumah is funded by Hunter New England Health and is an important component of the 
suite of HIV services in the Hunter. As a funded Not-For-Profit (NFP) we are accountable not 
only to our funding provider, but also to the people to whom we provide support.  As a small 
NFP, with three staff, and skinny funding we need to ensure that we provide flexible, 
accountable service which is underpinned by current research, empathy and accountability. 

The political and social landscape for NFP’s has changed dramatically since Karumah first 
began. There have been changes in accountability to external monitoring bodies, important 
life changing discoveries in medication and knowledge about HIV.  
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These changes highlight the importance of Karumah maintaining currency, being adaptable 
and responding to current needs in order to stay relevant and anticipate future directions and 
challenges.  

As General Manager I am grateful to be supported by Aly James, our Community Support & 
Promotions Officer, and our Case Manager Jess Flett as well as a wonderful and committed 
Board. The Board members are invaluable to Karumah maintaining relevance and guiding 
the direction of the organisation. They bring a depth of knowledge and commitment to 
supporting those whose lives have been affected by HIV. The Board has overall 
responsibility for overseeing the financial management and funding requirements and helps 
with the planning and shaping of our service delivery. Karumah is also supported by a peer 
reference group, consisting of service users, who met recently to begin planning our  future 
strategic direction. Having those who receive support involved in setting direct ensures that 
services are relevant and appropriate. 

Karumah covers the entire Hunter-New England health district and we are always looking for 
ways to include those who live in more regional areas. The restrictions introduced as a result 
of COVID had the benefit of Karumah establishing Zoom catch ups. Aly has done a fantastic 
job of ensuring that everyone in more regional areas are included in networking meetings 
and social gathering and the Zoom catch-up have now become a regular aspect of our 
community support. 

We recently faced the challenge of being flooded out of the office with the heavy rains at the 
end of July and are still working from home. Hopefully will be moving back into a fresh and 
revamped office in October. The constant theme for us this year has definitely been one of 
change!  

Marette Gale 
Manager  
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Earlier this year we received the sad news of the passing of Kerry Taylor. Kerry has been a 
valued member of our community for many years and was much beloved. Her kindness, joy 
and enthusiasm will be missed by all who knew her. Please keep Kerry’s family and close 
friends in your thoughts, and look out for your fellow community members, as we all go 
through this difficult time. 
 
Kerry’s funeral will be held next year when everyone is able to come together to celebrate in 
the joyful, colourful fashion she would have wanted. We will pass on these details when they 
are provided to us.  
 
“Kerry, a kind and thoughtful friend, a tireless volunteer, a funny and caring companion who 
is missed and will be forever in our hearts” - Michael Hopkins, Karumah Chairperson 
 
“Personally speaking, I will always remember Kerry’s generosity of spirit. Her warmth and 
humour always brought joy to a room and I feel privileged to have shared space with her at 
various retreats and events during my time here at Karumah. From our first meeting, Kerry’s 
support gave me the confidence to step up in my role and instilled a passion for our 
community that inspires me to this day. I will miss her and her smile dearly.” - Aly James, 
Community Support & Promotions Officer 
 
Loss is never easy but in the current circumstances can make processing grief more 
challenging than usual. As always, the Karumah team are available to provide support but 
specialised assistance is available through the NSW Grief Support Service. NALAG’s free 
grief support service is continuing during COVID-19 via telephone and online platforms 
across all of NSW. To access this service, simply visit www.nalag.org.au/griefsupport or call 
02 6882 9222. ALAG NSW does not provide a crisis service.  
 
If you or someone you know needs urgent support, please contact a crisis support service, 
such as beyondblue on 1300 22 46 36, Lifeline on 13 11 14, or 000 in an emergency. 
 
Marette and Jess extend their sincerest condolences to our community and recognise her 
valuable contributions over the years.  
 
Please do not hesitate to reach out if you need to and be sure to practice additional self-care 
if needed. I’ve included an article on grief and self-care if you need somewhere to start. 
 

Rest In Peace Kerry, treasured community member and dear friend.     
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Right as we were preparing this newsletter, we received news of the sad 
passing of Tony Fraiser. Here is his eulogy, kindly provided by his friend Mark: 

 
Eulogy For Anthony Francis Fraser 

27/10/39- 3/9/2020 
 
I first met Tony in 1996, at Karumah, in Hudson St Hamilton, and we became friends almost 
instantly. My then Partner and I would go to Tony's home in Bishopgate St, Wickham, and in 
turn, Tony would come to our home in Thornton. I leased a farm near Dungog, & Tony would 
come to the farm with me occasionally. We used to run a june long weekend camp, invite 
guys up from Newcastle, & celebrate the “Other” Queens Birthday.  He loved the outdoors.  
 
We formed Comag around 1998...with another friend.... Community Open Mature Aged 
Group… we and a group of mature aged gay men would meet for lunch on the second 
Sunday of the month, at various venues attracting up to 40 guys. That group is now run by 
someone else in Newcastle. 
 
Just before Tony's 60th, I asked him what was the dress code, he said “Oh just wear your 
best party frock” So I dressed up, as Shirley Bassey...or Burly Chassis...and had previously 
rehearsed “Hey Big Spender”,  then entered the back room at Brian Ashtons’ house during 
Tony's party, sat on his knee and gave him his personal drag show! I don't think he quite 
recovered from that shock.... 
 
In 1999, Tony introduced me to the Mission to Seafarers, he was a bus driver there. I gained 
my bus licence there also, and we would get merchant sailors from the ships, bring them 
back to the seafarers mission, change their foreign currency for australian, and then take 
them to the local brothel! After 3 months at sea, it was deemed as an essential service.  
 
In 2002, I took Tony to Colo River on a dolphin motor cycle club reunion camping weekend 
for Australia Day.  We towed one of my many caravans, and had a marvellous time. In 2003, 
Tonys’ friend Tony White passed away....he was known on the Gay scene as  
“Dame Bella Bagwash”. Tony White left his estate to Tony Fraser. Tony sold the Mayfield 
house that Tony White had, I helped to empty out Mayfield to get it ready for sale. Then 
Tony put Bishopgate St. on the market, and bought at Fleming St. I came down with my 
truck,& we had a garage sale, and then Tony moved over to the new house.  
 
A couple of years later, Tony met Bill who decided to come and live with Tony to be his carer 
& partner. Bill prolonged Tonys’ life. Tony was so in love with Bill, & looking at Bill today, we 
all know the feeling is mutual. They were together for 13 years.  
 
Well, Tony, old mate, I am going to miss our conversations, you could talk the handle off an 
iron pot, and you always helped out those less fortunate.  
 
Rest in peace my friend. 
 
Love from Mark 
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The Importance of Self-Care During Grief 
Each grief journey is as unique as the individual who walks its path. That being recognized, 
an aspect of grief that is common to all who grieve is the need for self-care. Grief may be 
experienced in a variety of ways—emotionally, physically, cognitively, psychologically and 
even spiritually. The reactions of our minds and bodies to grief can include symptoms such 
as fatigue, sleep disturbances, appetite changes, mood fluctuations, forgetfulness, loss of 

concentration and even despair.  
Coping with all of these potential responses may be overwhelming, but there are some 

things you can do to manage your grief while continuing to function day-to-day. 
 
Accept your feelings. 
Feelings are neither right nor wrong, they 
just are. Sadness, loneliness, fear, 
confusion, anger—these are among the 
many feelings you may experience, and 
are completely normal. Emotions are often 
raw early in the grief process, but it is 
important to express them. Attempting to 
stifle feelings usually leads to an 
emotional outburst at an inconvenient 
time. 
 

Be patient with yourself. 
Grief is an intensely personal process. Accept that it follows no magic formula or time frame. 
It will take as long as it takes. Think of the care you would extend to a friend in the same 
situation of loss, and allow yourself that same grace. Be careful not to take on 
responsibilities beyond what is realistic. It is better to allow for some flexibility in your 
obligations during this time. 
 
Pay attention to physical needs. 
It can be very easy to neglect your physical needs while grieving. However, this is a time 
when taking good care of yourself is crucial. As difficult as it may seem, making every effort 
to get adequate sleep, eat nutritionally balanced meals and fit in regular exercise and 
intentional relaxation can do wonders. 
By pursuing a healthy routine, you are preparing yourself to take on the new challenges 
facing you during this difficult time. In addition to these efforts, a check-up with your 
physician is also recommended. Be certain to make your physician aware that you have 
experienced a loss. 
 
Accept the help of others. 
Understand that grief is hard work. It requires a great deal of energy and can be exhausting. 
Even though we place a high value on self-sufficiency, it is important to ask for, and accept, 
help from those close to you. Others care and genuinely want to be of assistance, but 
usually do not know what to specifically offer. In particular, it is vital to know who will listen 
and be supportive. Sharing your story out loud is one key to healing. And, remember that 
professional guidance is also available. 
© 2017 by Hospice of the Red River Valley. All rights reserved. 
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By now you’ve probably met and/or interacted with us but we thought we’d give a 
quick introduction to our “new” Karumah team! 

 

Marette, Karumah Manager 
Professional Background: Management 
A highlight during my time at Karumah has been: Attending 
Social Events 
When I’m not at work, I like to: Relax! 
My favourite TV show at the moment is: No favourite TV show at 
the moment but I’m reading Girl, Woman, Other by Bernardine 
Evaristo – and can recommend it!  
 
Jess, Case Manager  
Professional Background: Psychology and Mental Health 
A highlight during my time at Karumah has been: Developing 
relationships with Service Users  
When I’m not at work, I like to: Spend time with family, play 
netball and go to the gym 
My favourite TV show at the moment is: Suncorp Super Netball  
 
Aly, Community Support & Promotions Officer 
Professional Background: Sexual Health and Communications 
A highlight during my time at Karumah has been: Our book, 
‘Karumah: 30 Years of Caring’ 
When I’m not at work, I like to: Play video games. Look after my 
indoor plants and take too many photos of my cat Harlow 
My favourite TV show at the moment is: Old episodes of Grand 
Designs and The Golden Girls 

 

General Manager admin@karumah.com.au 
0411 060 154 

Case Manager casemanager@karumah.com.au 
0411 060 863 

Community Support & 
Promotions Officer 

peersupport@karumah.com.au 
0411 060 492 
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'Unresolved grief': coronavirus presents eerie 
parallels for many Aids advocates 
By Peter Lawrence Kane March 22, 2020 The Guardian 
 
Because of the coronavirus, the 7 million people who live in the San Francisco Bay Area 
have been one step shy of a full lockdown since Tuesday. Amid all the canceled plans, 
cratering small businesses and disruptions to everyday life, another poignant postponement 
stands out: The Names Project Aids Memorial Quilt’s return to Golden Gate park has been 
delayed. A viral pandemic, one whose scale we haven’t fully grasped, has interacted with 
another. 
 
Many Americans have drawn parallels between HIV and Covid-19, noting the inept 
government response, the stigmatization of certain groups and the heroism of frontline 
health workers. Like a ghoulish reboot of a television show, some of the same people have 
returned. Deborah Birx, a longtime HIV doctor in the US military who later became the 
United States Global Aids coordinator, now serves as the response coordinator for the White 
House Coronavirus task force. Anthony Fauci, an immunologist, has been the director of the 
National Institute of Allergy and Infectious Diseases since 1984. 
 

“We had another silent epidemic: HIV,” Birx 
said at a White House press conference on 
Monday. “And I just want to recognize the HIV 
epidemic was solved by the community: the 
HIV advocates, and activists who stood up 
when no one was listening and got everyone’s 
attention.” 
 
Her words are unmistakably direct, but for 
many, the comparison is a cautionary one. HIV 

has killed nearly 40 million people worldwide since the early 1980s, roughly 700,000 of the 
victims were Americans – almost 20,000 of them in San Francisco. The coronavirus has not 
proven nearly as lethal. Contracting it is certainly not the death sentence that HIV was for so 
many years, and some advocates are reluctant to push the analogy. 
 
HIV has killed nearly 40 million people worldwide since the early 1980s, almost 20,000 of 
them in San Francisco. Photograph: Brendan Read/Fairfax Media via Getty Images 
 
“They’re both viruses, obviously, and there are some overlapping parts of this that obviously 
can be compared,” says John Cunningham, the executive director of the National Aids 
Memorial in San Francisco, which had been set to debut the quilt in early April, for Golden 
Gate park’s 150th anniversary. “But in totality, I would never want to draw that direct 
comparison. That being said, the National Aids Memorial and the Aids Quilt take very 
seriously our responsibility to share the stories of the epidemic and the stories of a tragic 
virus that befell a community.” 
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That the Bay Area is a focal point in both epidemics is not lost on longtime Aids activist 
Cleve Jones. When the city of San Francisco got involved in the fight against HIV, it was 
spending more than the federal government was, he says” 
 
“The most glaringly obvious similarity is that both pandemics began with Republican 
administrations and a Republican president who did not acknowledge the gravity of the 
situation,” Jones says. “And the failure of a strong early response led to tragic 
consequences.” 
 
The similarities extend to nomenclature. In the early days, before the term “acquired 
immunodeficiency disease”, Aids was known as Grid, for “gay-related immune deficiency” – 
when it wasn’t simply called the “gay cancer” or the “gay plague”, that is. When Donald 
Trump insists on tweeting about the “Chinese virus”, he claims to be playing tit-for-tat with 
Communist party propaganda that the virus is of US origin. But it ignores the dangers of 
scapegoating in a time of panic. 
 
Racist tropes, like homophobic stigma 35 years ago, can also inspire false confidence in 
groups who presume they won’t be affected. 
 
“In the early days of the Aids epidemic we were told it only affected gay people,” Jones says, 
“the result of which was the death of tens of millions of heterosexual men, women and their 
children”. 
 
But before the millions of residents in the six-county Bay Area were told to shelter in place, a 
meme had spread far and wide among LGBTQ+ Americans. It has two panels, upper and 
lower. The upper one reads, “Straights: I can’t believe the government would just ignore an 
epidemic that threatens thousands of lives.” The lower panel reads, “Gays: You don’t say...” 
superimposed over a picture of the Aids Memorial Quilt spread out over the National Mall in 
Washington DC. 
 
It’s a bit harsh and oversimplified, maybe. But the question it presupposes is a valid one in a 
region on near-lockdown – because for some people, HIV and coronavirus aren’t separate at 
all. The fear among long-term survivors of HIV/Aids is potent, according to Dr Lary 
Abramson, a retired San Francisco physician who treated patients during that epidemic’s 
early phases. 
 
“I can tell you that the people I know who are currently on meds for HIV, who have survived 
our plague, are taking extreme precautions,” he says. “They don’t want to get anywhere near 
this coronavirus and are doing all they can to follow the guidelines the NIH is promulgating.” 

A lone rose sits at the World Aids Day 
Ceremony at the National Aids Memorial 
Grove in Golden Gate park on 1 December 
2004. Photograph: David Paul Morris/Getty 
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For younger generations, the instinct is essentially the opposite: to come together in tough 
times. Even though social acceptance of LGBTQ+ people has arguably never been higher, 
queer people reflexively seek refuge in queer spaces. Juanita MORE!, a well-known San 
Francisco drag performer whose parties have raised tens of thousands of dollars for various 
LGBTQ+ causes, has to balance her advocacy for nightlife against a consistent message of 
“Stay the fuck home!” 
 
“As a mother to so many people in San Francisco, I have noticed that a lot of people are 
having a hard time – and did all the way up until the quarantine was instated – staying in,” 
she says. “When we were in that first year of the Aids crisis, that was also hard for a lot of 
people, and the reason was that everyone had just come to San Francisco. They had just 
gotten free and come out, and were told again they couldn’t. Those comparisons, to me, are 
the same.” 
 
As of Thursday, some 70 San Franciscans have tested positive for coronavirus, while 
approximately 15,000 are living with HIV. For Cunningham of the National Aids Memorial, 
the trauma lingers. 
 
“I lived in the Castro during the darkest days of the epidemic,” Cunningham says, referring to 
San Francisco’s famous gay neighborhood. “And since Covid-19 came upon the scene, 
there has been a building wave of emotion inside of me and others. I’ve had many 
conversations and it’s bringing up a lot of unresolved grief and anger.” 
 
But, he says, the noble impulse to help one another – within the strictures of a 
shelter-in-place order – are a welcome parallel between HIV and the coronavirus. 
 
“What gave hope and galvanized individuals to step forward out of what was a tragedy, with 
the discrimination and prejudice and the lack of a response from the government, we saw 
some of the best in humanity. We saw neighbors helping neighbors. … Some of the best 
examples of what it means to be a community were born there.” 
 
Donald Trump speaks during a news conference with Mike Pompeo, Mike Pence, Dr 
Deborah Birx and Dr Anthony Fauci. Photograph: REX/Shutterstock 
 

If people can’t feed one another, we 
can always check in with a phone call or 
by Zoom. Regarding public-health 
leadership under a conservative 
Republican presidential administration, 
Cunningham observes that it’s “ironic 
that two of our heroes, Anthony Fauci 
and Deborah Birx, were there in the 
days of the Aids crisis and are here 
today”. Jones notes the surreality of 
their presence as well. 

 
“One of the things that almost every longtime survivor I know has commented on is how 
eerie it is to see them up there smiling and nodding while this fool blathers on,” he says. 
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“One can only imagine what is going on inside their head. I think both of them are, every 
day, probably laying out the degrees of harm: If they were to overly criticize Trump, they 
would be fired.” 
 
Indeed, Fauci has been conspicuously effusive in his praise for the president. But for nurses 
at Zuckerberg San Francisco general hospital like Sasha Cuttler, the reassuring presence of 
capable figures at the top doesn’t necessarily translate into an adequate response on the 
ground. There, too, a resemblance to the Aids crisis years is unsettling. 
 
“What strikes me is the casual disregard of the voice of nurses and others on the frontlines. 
That [comparison] is not off at all,” Cuttler says, adding that they’ve been removed from field 
nursing in retaliation for speaking with the media about a lack of urgency and coordination in 
testing for Covid-19. 

 
People march down San Francisco’s Market 
Street for the 10th international Aids 
candlelight march in 1993. Photograph: 
Denis Poroy/AFP via Getty Images 
 
As it was with Aids patients during the 1980s at 
the hospital’s experimental and nurse-led Ward 
86, the frontline caregivers are “predominantly 
women and queer people”, Cuttler adds. “And 
we’re doing it with love and caring, making it 

clear to the patients that we do this job because it’s our job – and we’re not afraid of them or 
judging them. Both epidemics are used to blame people for their own illness and doing 
something bad to spread it.” 
 
In the meantime, misinformation has continued unabated, much of it from prominent voices. 
Displaying considerable ignorance of why residents of the Bay Area were urged to remain at 
home – and of how contemporary HIV medications work – the conservative commentator 
Mark Steyn remarked on Rush Limbaugh’s show that “It’s a big gay town, San Francisco, 
and they’re the ones with all the compromised immune systems from all the protease 
inhibitors and all the other stuff. And they don’t want all the gays dropping dead on the San 
Francisco mayor’s watch.” 
 
Those words could have been uttered on Tuesday, or on any given Tuesday in 1986.  
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It has been 5 months since I began my journey as the case manager at Karumah. It has 
been an exciting journey with numerous challenges along the way such as operating during 
the COVID-19 pandemic and the flooding of our office. However, the Karumah team are 
always positive, resilient and strive to keep moving forward.  

During my time, I have gotten to know the service users and their families, plus linked up 
with numerous other agencies in the community such as ACON and Pacific Clinic. I have 
supported service users to solve complex problems, improve their quality of life and 
self-management of their HIV.  

An example of the things I help service users with is housing issues, my aged care, 
Centrelink, health issues, NDIS, mental health, and general socialisation. I have greatly 
enjoyed supporting each of you and watching you move towards your goals!  

I am excited for Karumah to grow and expand in the future, as well as participating in my first 
retreat!  
 

Jess Flett 
Case Manager 
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HIV Rebounds Similarly With New vs. Old 
Regimens After Antiretroviral Break  
By Benjamin Ryan June 12, 2020 POZ.com 

 

An analysis looked at the way HIV rebounds during treatment interruptions based on the age 

of the antiretrovirals used. 

 
Regardless of the type of antiretroviral (ARV) regimen taken—specifically whether the ARVs 
hit the market recently or further back in time—HIV rebounds similarly when treatment for 
the virus is interrupted. 
 
This finding comes from a new study, published in the Journal of Infectious Diseases, that 
was led by Anthony S. Fauci, MD, director of the National Institute of Allergy and Infectious 
Diseases (NIAID), and Tae-Wook Chun, PhD, chief of the HIV Immunovirology unit at 
NIAID’s Laboratory of Immunoregulation. 
 
During studies for HIV cure therapies or therapeutic vaccines, participants are often put 
through what’s known as an analytical treatment interruption (ATI), during which their ARV 
treatment is interrupted and they are closely monitored. The purpose of the ATI is to 
determine how the experimental treatment may have affected the virus, looking at how the 
virus rebounds during this period as a benchmark. 
 
The investigators conducted the study out of concern that historical data regarding how the 
virus rebounds during an ATI was based on ARVs that were approved further back in time. 
This could mean that participants in older studies experienced greater levels of resistance to 
ARVs, which in turn could affect their viral rebound patterns. 
 
Additionally, the studies providing those data amounted to a patchwork, using 
unstandardized intervals for monitoring an individual’s immune system and a variety of 
criteria for when participants should restart their ARVs, thus ending their ATIs. 
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The authors of the new study sought to establish an updated data set for use as a new 
effective control group—one that would allow a comparison of viral rebound during an ATI 
among people in HIV cure or therapeutic vaccine studies with others who interrupted their 
ARVs but did not use such an experimental therapy. 
 
To that end, the investigators put 22 people with HIV through an ATI. The participants had 
taken only ARVs approved more recently. They had sustained an undetectable viral load for 
a median of 7.7 years prior to their ATI. 
 
The participants were slated to restart their ARVs if they experienced a viral load higher than 
1,000 for four weeks or longer, a defined decrease in their CD4 count, any HIV-related 
illness or pregnancy. 
 
HIV rebounded in all the participants during their ATI. Half of them restarted their ARVs 
because of a decline in their CD4 count, 35% did so because their viral load increased too 
much, and 1% (two people) because of a low platelet count. 
 
The median length of the ATI was nearly five weeks. 
 
The study authors wrote that these findings suggest that more recently approved ARVs do 
not lead to a difference in the rate of viral rebound during an ATI compared with older HIV 
medications. 
 
The findings also back up previous findings that ATIs are safe when conducted in a 
controlled research setting. Further, taking people with HIV off their ARVs for a relatively 
short period of time while closely monitoring them is, according to the study authors, an 
effective means of assessing how well experimental cure or therapeutic vaccine treatments 
can control viral load when standard ARVs are interrupted. 
 
Fauci’s team further stressed that their findings underline the importance of adhering to 
standard ARV regimens, which helps promote long-term health as well as longevity among 
people living with HIV.  
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We’re very excited to introduce you to our new monthly event calendar which combines both 
our traditional lunch at the Wicko with the other new events we’ve introduced this year.  

 
Event Details: 

First Thursday of the Month - Karumah Community Picnic (12 - 2 pm, Free) 
Second Wednesday of the Month - Zoom Catch Up  (11 - 11:30 am, Free)  

Third Thursday of the Month - Peer Catch Up @ The Wicko (12 - 2 pm, $12 for your meal) 
Fourth Wednesday of the Month - Zoom Catch Up (11 - 11:30 am, Free)  

 
Email peersupport@karumah.com.au or text Aly for more info and this schedule is obviously 

subject to change pending future COVID developments. 
 

We really look forward to seeing everyone both face-to-face and virtually! 
 

 

Other September Events  

17th - 27th September Queerscreen Film Festival, Online,queerscreen.org.au 

Sunday 20th September Mr. Perfect Free BBQ, Islington Park 11.30am 

Friday 25th September Drawn to Life, Online Life Drawing, 
facebook.com/NewcastleArtGalleryAustralia 

Saturday 26th September The Exchange Hotel Re-launch, The Exchange Hotel, 6pm 
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No, there’s no shortage of HIV drugs in 
Australia due to COVID-19 
By Destiny Rogers April 4, 2020 — QNews 

 

 
 
Experts have again reassured Australians living with HIV there are no shortages of 
medications due to the COVID-19 pandemic. 
 
The National Association of People with HIV in Australia (NAPWHA) have advised there is 
“no risk to supply and no need to stockpile.” 
 
“Despite continued assurances that supply is not, nor is it likely to be compromised, rumours 
to the contrary persist,” NAPWHA said. 
 
But they advise Australia has “enough of the medication to keep us all going for the long 
haul.” 
 
“The pharmaceutical companies that supply antiretrovirals (ARVs) in Australia have given 
assurances there is no shortage,” their advice states. 
 
“There are enough HIV treatments in the country right now to meet the needs of people with 
HIV for many months. 
 
“Stock-outs or delays in re-stocking ARVs at a local pharmacy don’t mean that national 
supply is limited.” 
 
NAPWHA has published an extensive online factsheet providing advice to people living with 
HIV during the COVID-19 pandemic. 
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The advice states it is vital for people with HIV to continue treatments as prescribed and 
don’t reduce doses. 
 
“People with HIV should not skip doses or share medication with friends worried about their 
own supply,” the advice states. 
 
“Prescriptions for ARVs are currently limited to two months’ supply at a time and this is 
standard for everyone.” 
 
Excessive stockpiling of medication beyond this may lead to unnecessary shortages, 
NAPWHA warns. 
 
Keep up your medical appointments during COVID-19 
NAPWHA also urge people to maintain regularly scheduled medical appointments during the 
COVID-19 pandemic. 
 
However patients should also consider asking doctors about telehealth consultations. 
 
People with HIV can also discuss with their local pharmacist about mailing their medication 
to reduce trips. 
 
The Australian Federation of AIDS Organisations (AFAO) also recommend keeping one 
month’s supply of essential medications at home. 
 
AFAO advise anyone taking PrEP for HIV prevention to discuss any changes to their 
regimen with their doctor to ensure safety, as with any medication. 
 
New South Wales-based ACON has also published an extensive information hub for 
LGBTIQ Australians during COVID-19. 
 
Areas covered include sex, PrEP, trans and gender diverse people, Aboriginal and Torres 
Strait Islander people, mental health, alcohol and drug support and more. 
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It’s hard to know exactly what to say about the past few months. It has been such a 
challenging time in so many ways but also a time of tremendous change. I know I’ve 
definitely learnt a lot in a short amount of time and I’m sure a lot of you have too.  
 

Firstly, we welcomed two new staff 
members to the Karumah team. Getting 
to know and work with Marette and Jess 
has been such a joy. We certainly didn’t 
expect to be thrown into something as 
dramatic as the COVID lockdown or our 
office flooding right off the bat but I’m very 
proud of how quickly we were able to 
come together and adapt. While it 
certainly hasn’t been easy, I think we’re a 
much stronger team for it and that can 
only help us moving forward. I also want 
to thank our wonderful board for 
supporting me and the rest of the team 
through this transition. 

 
The HIV community has always had to grow and adapt and this crisis has been no 
exception. When COVID took away our in-person catch ups, we made the move to Zoom 
and I am so impressed with everyone’s willingness to not only engage with new technology 
but also support each other during those sessions. While nothing can replace our 
face-to-face events, being about to keep our community connected in whatever way we 
could was wonderful. 
 
We are trialing a new event schedule with a more diverse range of regular events and I think 
it will be great! Our first picnic was a delight and I think they will add some wonderful variety 
to our calendars, especially through Spring and Summer. I miss seeing everyone’s lovely 
faces and I’m glad COVID is under control in Newcastle again so we can come together 
again. 
 
I’m developing some really exciting education and peer support programs with support from 
Marette. I think it’s a really great direction for Karumah to move in and is something I’m very 
passionate about. We’re making sure to involve different parts of our community in every 
step of the development to ensure that everything is peer-driven and accurately represents 
the contemporary HIV experience. 
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I also want to briefly pay my respects to Kerry and Tony, who we very sadly lost this year. 
Losing community members is something very new for me and I’d like to thank both our 
team and our community for supporting myself and each other through these sad events. I 
hope they both rest in piece and pay tribute to their contributions to our community. 
 
Remember to email me at peersupport@karumah.com.au if you would like a copy of  our 
amazing book  Karumah: 30 Years of Caring.  
 
True to form, I’ve gone on far too long but I just want to say how proud and inspired and 
grateful I am of our very special Karumah community. Our jobs aren’t always easy but your 
passion, strength and resilience continues to make it worth it. We try our best to be here for 
you and more importantly you all do so much to be there for each other. I’m sure there will 
be more challenges ahead but I know that we can get through them together. 
 
P.S. You’ve probably heard (or met her on Zoom) but I got a kitten during lockdown named 
Harlow and now she is all I talk about. Just warning you since we’re restarting in-person 
events! 
 
 
Aly James 
Community Support & Promotions Officer 
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Why We’re Still Waiting on a Vaccine for HIV 
and Other Deadly Viruses 
By Leslie Nemo June 9, 2020 — Discover Magazine 

 

 
  
If scientists develop a SARS-CoV-2 vaccine within a year and a half, it would be a world 
record. The title is currently held by Maurice Hilleman, who turned his daughter’s throat swab 
into a licensed mumps prophylaxis within four years. Otherwise, preventive measures 
typically take a long time to develop: Measles, for example, was a nationally recognized 
disease in the U.S. for over 50 years before a vaccine was ready. In 1984, officials declared 
that an HIV vaccine would be ready for testing in two years. More than 35 years later, 
however, there is no HIV vaccine. 
 
Why is it that some vaccines are harder to develop than others? Often, the answer has to do 
with the virus itself, and how it behaves in our bodies. Sometimes, a vaccine is not 
commercially viable. And in other instances, the perceived threat of an illness can prolong 
(or shorten) how long it takes to develop a way to stop it.  
 
Still No Vaccine for HIV 
Before diving into the challenges with vaccines, here’s a reminder on how they work: 
Vaccines deliver a small and modified amount of a particular virus to your immune system. 
This tiny introduction isn’t enough to make you sick; instead, it lets your body recognize the 
particles and build up a tailored defense to those molecules. “The next time around, when 
you actually get exposed to the virus, then that virus will trigger your immune cells to wake 
up,” says Wilton Williams, an assistant professor at the Duke University School of Medicine. 
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HIV is particularly good at tricking immune systems, says Williams, who is working to 
develop an HIV vaccine. As soon as the virus starts replicating in our bodies, molecules on 
its surface — which our immune system reads to determine whether a cell is friend or foe — 
look a lot like other proteins in healthy people. The resemblance allows the virus to get a big 
head start on infecting cells, Williams says, before the immune system recognizes a threat. 
 
Any preventive measure that convinces the immune system to attack this protein in HIV 
must be fine-tuned. The vaccine will likely deliver tweaked versions of HIV surface proteins. 
These molecules must be distinct enough from actual HIV for the immune system to 
recognize them as a threat while also provoking the exact infection-fighting qualities needed 
to fend off a real infection. Other viruses don’t require vaccine developers to engineer this 
kind of deception. 
 
Additionally, the best defenses our body puts up against HIV — ones the vaccine would like 
to elicit — appear naturally after a patient’s immune system is ruined. These protective tools 
are called antibodies, which are proteins your body produces in response to an infection — 
and which can ward off a subsequent infection. 
 
(If the term sounds familiar, that’s because there’s been a lot of talk lately about coronavirus 
“antibody tests,” which are designed to look for signs that a person has begun fighting off 
SARS-CoV-2.) 
 
In coronavirus patients, it seems antibodies appear a few weeks after symptoms kick in. But 
the kind of antibodies that are most effective in HIV take way longer to appear. In labs, 
“we’ve isolated them, we’ve characterized them, we know what they do, we know how they 
function,” Williams says. “But we find them usually very late — like three to five years, or 
even longer, [after a person has been infected.]” Being sick that long dismantles an immune 
system. Vaccine developers hope to skip that waiting period — and avoid ruining someone’s 
ability to fight off other infections. “You would try to make a vaccine that triggers that exact 
moment of what [normally] happens three to five years later,” Williams says. 
 
The Money Hurdle 
Funding creates another roadblock for vaccine research. Federal or independent agencies 
typically allocate HIV research funds for two- to five-year-long projects. In that period, 
scientists like Williams might generate small-scale studies that prove their larger hypothesis 
deserves more investigation — but then it’s time to apply for a new grant. Projects can end if 
they don’t secure enough money the next time around. Investigators form consortiums and 
develop several ideas simultaneously to save precious time, an aspiration playing out as 
researchers collaborate to develop a SARS-CoV-2 vaccine. “What if we were able to test 
multiple ideas at the same level over the same period of time? You might save some time in 
the long run,” Williams says. 
 
Logistical woes have stymied other vaccine developments, too. In the case of Epstein-Barr 
virus (EBV), some pharmaceutical companies don’t consider the proposed treatments to be 
commercially viable, says Hank Balfour, a pathologist at the University of Minnesota Medical 
School. EBV, which is a type of herpes, can cause infectious mononucleosis — commonly 
known as “mono” — and, in some cases, cancers like Hodgkin lymphoma. 
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For a vaccine to be effective, someone has to receive it before they encounter the real virus. 
That’s why, for example, it’s recommended that women receive vaccines for sexually 
transmitted infections like human papillomavirus (HPV) before they are sexually active. 
What’s tricky about EBV is that there can be a lag time between infection and symptoms. 
Children exposed to the virus often keep it in check and eventually develop mono when 
they’re older. Adolescents or teens are more likely to show the illness right after 
transmission. Ideally, preschoolers would get the vaccine to ensure neither scenario 
happens, Balfour says. But pharmaceutical companies think the lacking symptoms in 
EBV-infected children could make FDA approval hard to get for that age range. “That is one 
of the biggest stumbling blocks to the vaccine,” he says. 
 
Balfour has also noticed that some professionals and members of the public think of mono 
as a kind of “rite of childhood” disease. Since people consider this ramification of EBV to be 
an inevitable part of growing up, that can make it more difficult to rally support for vaccine 
development. 
 
Race for the Covid-19 Cure 
Scientists are still learning what COVID-19 infections look like and how to vaccinate against 
them. The preventive treatment is essential, however — even the most accurate antibody 
tests indicate that only a small percentage of the population has built immunity to the virus. 
That’s why there are over 100 potential COVID-19 vaccines in the works, with some 
researchers already testing their versions in humans. 
 
Some experts think the year-and-a-half development goal that public health officials have 
mentioned could be too ambitious. Either way, the attention might do good for other vaccines 
that have been in the works much longer. “Maybe the general mindset will come around to 
the fact that we need more vaccines,” Balfour says.  

21 



 

 
 

Welcome to Self Care Corner!  
In this section, you’ll find resources and information on topics such as health, mindfulness, 

nutrition and more. If you have a topic suggestion, please email 
peersupport@karumah.com.au 

 
If we have learned anything this year, it’s the importance of self care during times of 

crisis. Whether that alone or through connections to our friends, family or community, 
it is vital to take extra care of ourselves at the moment for both our physical or mental 

health. The Karumah community is one of courageous survivors and no one knows 
how powerful joy, connection and compassion better than you. 
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Quote of the Month 
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Standing Tall: Understanding lipodystrophy 
among people living with HIV 
By Liz Highleyman 22 June, 2020 POZ.com 

 

Lillibeth Gonzalez, 65, celebrated her 28th “HIVersary” in early June by dancing in her New 
York City apartment and chatting with her son and her friends via Zoom. Having survived 
addiction, domestic violence and the AIDS-related deaths of three siblings, she is doing well 
today, but living with HIV for 28 years has taken its toll. 

“There are days I wake up feeling well, and there are days I wake up feeling like I’m 90 years 
old,” she says. “The good part is that from zero [CD4] T cells, I was able to come up to 
1,030, due to the medications. I’m healthy enough to work and exercise. When I feel good, I 
do as much as I can.” 

People living with HIV—nearly half are now 50 or older—are prone to a variety of health 
conditions as they age. Research has shown that HIV-positive people may experience 
problems such as cardiovascular disease and non-AIDS-related cancers as much as a 
decade earlier than their HIV-negative peers. 

One of these problems is lipodystrophy, or abnormal body fat distribution. Although not 
limited to older people, the chances of developing lipo increase with age. These days, 
lipodystrophy is most often seen among long-term survivors who took older antiretroviral 
drugs with more side effects—and Gonzalez has taken plenty of them over the years. 

Lipodystrophy is often accompanied by metabolic complications, such as diabetes, high 
cholesterol and hypertension, which raise the risk of cardiovascular disease and other health 
problems. What’s more, it can lead to emotional distress, reduced adherence to HIV 
treatment and poorer quality of life. 

Gonzalez, who has worked as a community health educator at GMHC for 14 years, after 
starting out there as a client, struggles with a big belly due to lipo as well as persistent 
gastrointestinal problems, arthritis and brain fog. But she doesn’t let that get her down. 
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“I look at myself in the mirror, and I say, ‘Oh my God! I’m getting old!’ I feel like I look like the 
man in Despicable Me, with the big stomach and the skinny legs. I’ve come to just laugh 
about everything because I do not want to stress out. I’m happy to be 65 and alive. Aging is 
just something you have to deal with as it comes. My body reminds me every day that I’m 
getting old, but my mind is keeping me young.” 

What Is Lipo? 

Lipodystrophy is an umbrella term that covers both fat loss (known as lipoatrophy), 
especially in the face, limbs and buttocks, and fat accumulation (known as lipohypertrophy), 
especially in the belly and breasts. Lipodystrophy was once thought of as body fat 
redistribution, but it is now understood that these conditions are independent—rather than 
reflecting a shift of fat from one area to another—and have different causes. 

“While an individual may experience both, they are almost certainly separate processes,” 
says Marshall Glesby, MD, PhD, a professor of medicine and health care policy and 
research at Weill Cornell Medical College in New York City. 

A gaunt face with sunken cheeks was once a common sign of AIDS, attributable both to 
overall wasting and the side effects of certain early medications. Although these drugs are 
no longer widely used and are not recommended in the United States, the facial fat loss they 
caused may never be fully reversed. 

The advent of protease inhibitors and modern combination antiretroviral therapy in the 
mid-1990s finally enabled people to maintain control of their HIV. But soon after the new 
drugs arrived, many people who took them started seeing unexpected new health problems, 
including unusual body shape changes. 

People with HIV may experience wasting as their immune function declines, followed by 
weight gain as they return to health after starting treatment. But HIV-related lipohypertrophy 
goes beyond that. 

Some people with HIV experience a buildup of fat around the midsection that may have little 
connection with how much they eat or exercise. Both women and men may experience 
breast growth (known as gynecomastia when it occurs in men), or they may develop a fat 
pad on the upper back known as a “buffalo hump.” A combination of fat loss and gain can 
give the appearance of a potato on toothpicks. 

Fortunately, lipodystrophy is not as common as it used to be. In particular, facial fat loss is 
seldom seen among people who promptly start treatment with modern antiretrovirals, before 
they develop serious immune deficiency. 

“Lipoatrophy is generally something that we see in people who were treated with older drugs 
like stavudine and zidovudine. It is rarely seen in people who have never been on these 
older drugs but is also not a problem that typically goes away,” says Glesby. 
“Lipohypertrophy, in contrast, is something that still occurs and in many cases may be 
similar to the abdominal obesity and metabolic syndrome that is relatively common in the 
general population.” 

In recent years, there’s been a growing recognition that weight gain—often as much as 
several pounds—is common among people starting treatment with modern meds. Black 
women living with HIV appear to be particularly susceptible. Although this can occur after 
starting any type of antiretroviral drug, integrase inhibitors and the newer form of tenofovir 
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(tenofovir alafenamide, a component of Descovy and other combination pills) are frequently 
implicated. 

But general weight gain and normal obesity are not the same as lipohypertrophy. 

Fat buildup can occur in two different patterns, one of which is linked to more health risks 
than the other. Subcutaneous fat builds up beneath the skin, often around the abdomen, 
hips, buttocks and thighs. It is soft and squishy, hence the nickname “love handles.” People 
with mostly subcutaneous fat often have a pear-shaped body. 

Visceral fat builds up inside the abdomen and surrounds the internal organs. This extra fat 
pushes up against the muscles of the abdominal wall, resulting in a taut, hard belly. People 
with mostly visceral fat typically have an apple-shaped body and a larger waistline in relation 
to the size of their hips. This type of fat can be harder to reduce with diet and exercise. 

While obesity and lipo both lead to large abdomens, people with normal obesity usually have 
pinchable fat under the skin and rolls of soft fat on their belly. HIV-associated hypertrophy, in 
contrast, is distinguished by the kind of fat that causes a hard belly. 

In some cases, fat buildup can be severe enough to cause pain, limit movement or interfere 
with sleep. A protruding hard belly is especially worrisome because of its link to other health 
problems, including heart disease. And along with its physical effects, lipodystrophy can also 
lead to emotional distress and loss of self-esteem. (Click here to read “The Stigma of Lipo.") 

“This has changed my life in a terrible way,” Gonzalez says. “I used to model, so I was 
always a size 4 in clothing. But I saw my stomach growing and growing. The clothes that I 
liked didn’t fit me. I didn’t know how to shop for a size 10, 12 or even a 14. I got up to a size 
14, but only because of my stomach. It’s the only thing that’s huge. My legs, hands and arms 
are slim.” 
 

What Causes Lipo? 

Four decades into the HIV/AIDS epidemic, experts still do not fully understand the causes of 
lipodystrophy or the best ways to manage it. 

Older individuals are more likely to develop lipo. Men are more likely to experience fat loss, 
while women more commonly have fat buildup in the belly or breasts. People who have lived 
with HIV or used antiretrovirals longer, those who have a high viral load before starting 
treatment and those with low CD4 counts—especially if they ever had advanced immune 
suppression with very low CD4s—are also at greater risk. 

In the case of lipoatrophy, the biggest culprits are first-generation nucleoside reverse 
transcriptase inhibitors, especially AZT (Retrovir or zidovudine) and d4T (Zerit or stavudine). 
These drugs are toxic to the mitochondria, the tiny energy-producing powerhouses in cells, 
and can damage fat cells known as adipocytes. 

Fat buildup was initially blamed on early protease inhibitors—it was once dubbed “Crix belly” 
after Crixivan (indinavir), one of the first drugs in this class—which can cause metabolic 
abnormalities that contribute to fat gain. But it soon became clear that this was not the whole 
story. 
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“We do not fully understand the causes of lipohypertrophy,” Glesby says. “Unlike lipoatrophy, 
there are not clear associations with use of specific antiretroviral drugs or classes of drugs. 
There are multiple hypotheses about the causes.” 

HIV infection itself can lead to body fat changes. The virus can trigger chronic inflammation, 
raising the risk of health conditions including heart, liver and kidney disease. Inflammatory 
cytokines, or chemical messengers produced by immune cells, can alter metabolism in ways 
that promote fat buildup. 

Fat doesn’t just take up space in the body. Rather, it is active tissue that produces cytokines 
and hormones of its own. Hormones made by fat tissue include estrogen, adiponectin (which 
regulates glucose and fat metabolism) and leptin (which controls appetite). Some of the 
cytokines released by fat cells can cause further inflammation, which, in a vicious cycle, can 
lead to more fat buildup. 

HIV-related lipo often goes hand in hand with other metabolic abnormalities, such as insulin 
resistance, diabetes, high cholesterol and hypertension, collectively known as metabolic 
syndrome. It has been linked to health problems ranging from cardiovascular disease to 
dementia as well as to a higher risk of death. Visceral fat can sometimes accumulate inside 
the liver and other organs. Over time, fatty liver disease can lead to cirrhosis and liver 
cancer. 

HIV can also affect hormones. For example, it has been linked to lower production of growth 
hormone by the pituitary gland in the brain or reduced responsiveness to it. This hormone 
helps build muscle and break down fat, and low levels can lead to excess belly fat. 

Some experts think the seesaw effect of immune system damage caused by HIV, followed 
by immune reconstitution after starting treatment, also contributes to lipodystrophy—which 
helps explain why it occurs more often in those who have had low CD4 counts. Alterations in 
the gut microbiome related to HIV or antiretroviral drugs may also play a role, according to 
Glesby. 

In addition, genetic traits, lifestyle factors such as diet and exercise and being overweight or 
having normal obesity can affect the likelihood of developing lipodystrophy. But for reasons 
that remain unclear, many people with HIV who appear to be at risk never develop lipo. 
 
Managing Lipo 

Suppressing HIV viral load, getting CD4 counts back into normal territory and adopting a 
healthy lifestyle are great for overall health, but they may not fully reverse body fat changes 
due to lipo. Lost facial fat, in particular, can be very difficult to restore, leaving a lasting 
legacy for long-term survivors. 

People starting antiretrovirals for the first time or switching regimens should have their body 
weight and fat distribution monitored regularly, as it’s easier to address lipo early rather than 
trying to reverse facial fat loss or belly fat buildup later. 

The first step in managing lipodystrophy is a comprehensive checkup and discussion with 
your doctor. This can help determine which specific factors are contributing to your body fat 
changes and distinguish lipo from other conditions, including normal obesity. Your clinician 
will want to know about your HIV treatment history, diet, exercise, sleep, smoking, alcohol 
consumption and recreational drug use. 
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Your doctor will likely feel your belly to see whether it’s hard or soft and measure your waist 
and hips to calculate your waist-to-hip ratio. Having a bigger waistline relative to the size of 
the hips can be a sign of lipo. CT, MRI or DEXA imaging scans may help show how fat is 
distributed in the body. 

Your clinician may run blood tests for metabolic or hormonal abnormalities. These include 
tests for blood sugar (glucose), lipids such as cholesterol and triglycerides, and certain 
hormones. An overactive thyroid can lead to weight loss, while a sluggish thyroid can cause 
weight gain. Cushing syndrome, caused by high levels of the stress hormone cortisol, can 
lead to body fat changes that look like lipo. These conditions can be treated with 
medications. 

If you’re taking older antiretrovirals that can cause lipoatrophy, you and your doctor may 
want to switch to newer medications with fewer side effects. This is often a good idea 
anyway, because modern meds are more convenient and may do a better job of controlling 
HIV. But while stopping problematic meds can halt further facial fat loss, it generally doesn’t 
reverse existing lipoatrophy. And changing HIV regimens does not seem to have much effect 
on lipohypertrophy, according to Glesby. 

Your provider will likely suggest lifestyle changes, such as improving your diet, getting more 
exercise, getting enough sleep and quitting smoking. A combination of regular 
cardiovascular exercise and strength training to build muscles is key. Experts recommend at 
least 30 minutes of moderate-intensity activity at least five times a week. Stick with a diet 
and exercise program for at least six months to give it time to work. 

“Dietary modifications and exercise are important as general health measures to reduce 
cardiovascular risk, and they may specifically have an impact on lipohypertrophy, though 
there is a shortage of good data on this,” Glesby says. “Those with access to a registered 
dietitian could benefit from devising a tailored, balanced diet to reduce calories.”  

However, lifestyle changes alone are often not enough to alleviate lipodystrophy. If that’s the 
case, adding medical treatments might help. 

The medications Egrifta (tesamorelin) and Serostim (somatropin) may be helpful, especially 
if lipo is related to low growth hormone levels. 

The Food and Drug Administration (FDA) approved Egrifta in 2010 to reduce excess belly fat 
in HIV-positive people with lipodystrophy. It’s self-administered as an injection under the skin 
of the belly, usually once daily. The newer formulation approved last year, Egrifta SV, is 
easier to prepare, does not require refrigeration and can be administered with a smaller 
needle. 

Egrifta is a growth hormone–releasing factor analogue, meaning it mimics a natural hormone 
produced in the brain that triggers the release of growth hormone. Clinical studies showed 
that it reduced visceral hard belly fat by up to 18%, on average; some people have a better 
response than others. However, lost belly fat usually returns within a few months after 
stopping treatment. Recent research has shown that Egrifta can also reduce liver fat in 
HIV-positive people with non-alcoholic fatty liver disease, but it is not approved for this 
purpose. 
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“I took the shots for about six months, and it helped,” Gonzalez says. “This is a treatment 
that you must continue taking for the rest of your life, and I don’t know if I want to continue 
injecting my stomach for the rest of my life. My stomach was getting a little sore. So I 
changed my diet, and people are telling me that my stomach has gone down more. I 
exercise. And I might ask my doctor to prescribe Egrifta again.” 

The older drug Serostim is a synthetic version of growth hormone approved by the FDA in 
1996 to treat HIV-related wasting. Studies suggest it may also reduce visceral abdominal fat. 
Like Egrifta, it is administered as a daily injection. 

Other medications may be used to manage the metabolic problems that often accompany 
lipodystrophy and reduce the risk of cardiovascular disease and other health problems. For 
example, Glucophage (metformin) may be prescribed to control blood sugar, and statins 
may be used to lower cholesterol levels. Some studies have found that Glucophage may 
help reduce visceral belly fat as well. 

For some people, surgical approaches may be the answer. For those with lipoatrophy, facial 
fillers may be used to fill out sunken cheeks and smooth deep smile lines. In some cases, a 
fat graft can be transferred to the face from another part of the body. 

Sculptra (poly-L-lactic acid) and Radiesse (calcium hydroxylapatite) are injectable synthetic 
fillers that stimulate the body to produce collagen to fill in the empty space. Both are 
approved by the FDA for treating facial lipoatrophy in people with HIV. The effects of 
Radiesse are apparent right away, while Sculptra builds up over a few months and lasts 
longer, typically around two to three years. While these fillers are broken down by the body 
over time, Bellafill (bovine collagen plus a synthetic filler) is semipermanent. 

Liposuction, which uses a suction technique to remove fat tissue, may be an option for 
reducing excess breast fat or a buffalo hump. But it is not a safe way to remove visceral fat 
deep within the abdomen. 

Breast reduction surgery is another option for those whose breasts have swelled enough to 
cause pain or limit movement. 

However, the cost of medications, fillers and surgery for lipo can be a barrier, as many 
insurers consider them to be cosmetic. 

“My doctor recommended Egrifta injections, but Medicaid did not approve them. I had to wait 
till I was over 65, when Medicare kicked in,” Gonzalez says. “Medicaid hardly approves 
anything, and it’s so difficult to find a doctor who accepts Medicaid. That’s why people are 
falling out of care, and it gets me very angry. I wish I could do something about this health 
system.” 

The manufacturers of Egrifta and Serostim offer patient assistance programs to help cover 
medication costs and insurance co-pays. Medicare covers Radiesse and Sculptra for people 
who experience depression due to HIV-related facial lipoatrophy. Some people have 
managed to obtain coverage for lipo procedures by having their doctor classify them as 
reconstructive. 

Managing lipodystrophy can be challenging, and you and your doctor may have to try a 
variety of approaches—or a combination of them—before finding a solution. 
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Today, Gonzalez draws on her own experiences to help other people with HIV deal with the 
challenges of aging. “Helping others is what helps me,” she says. 

“I’m on the long-term survivors page on Facebook. We discuss everything. I talk about my 
lipodystrophy and how I’ve managed it,” Gonzalez says. “I advise them to make sure they 
have a great rapport with their health care team. Look for what is best for you. You are the 
client.” 

“What I can tell long-term survivors is that if we’ve come this far, we can continue living a 
healthy, happy life,” she continues. “What I offer them is to maintain a healthy mind, body 
and soul. It’s so important that you have a healthy spirit because your spirit is what’s going to 
lead you.” 
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This month we’re focusing on how we can eat more fruit and veggies! 

Despite ever-changing advice on what’s best for us, all experts agree that a diet rich in fruits 
and vegetables is healthiest. Fresh, frozen and even canned all count, and may reduce the 
risk of heart disease, diabetes and some forms of cancer, plus help fight the signs of ageing. 

 

A recent study by University College London reported increasing health benefits for people 
who ate up to seven or more portions of fruits and vegetables a day, with vegetables and 
salad proving more beneficial than fruit. Studies such as this continue to stress the value of 
plant-based foods in our diets, reminding us not only of the importance of fibre, but also 
colour. Many of the beneficial compounds in plants are linked to their colour pigments, so it’s 
important to eat a wide variety to get all the nutrients your body needs. 

Although the recent study reported vegetables, salad, fresh and dried fruit were best, the 
following also count: 

- Fruit and veg cooked in stews and soups, plus frozen, canned and dried fruit and 
veg. 

- We are advised to keep an eye on the amount of fruit juice and smoothies we 
consume. Limit your consumption of fruit or vegetable juices and smoothies to a 
combined total of 150ml a day (one portion). Crushing fruit into juice releases the 
sugars contained in the fruit, which can cause damage to teeth. Even unsweetened 
fruit juice and smoothies are sugary, so limit these to a combined total of 150ml a day 
and enjoy as part of a meal to minimise the effects on your teeth. 

- Potatoes don’t count because we tend to use them as a starch in place of bread, 
pasta or rice. However, they are still a source of fibre, B vitamins and potassium. 
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Sweet potatoes do count because they are often eaten in addition to the starchy food 
in a meal. 

- A smoothie containing 80g each (including the pulp) of two different fruit or veg 
counts as a maximum of two. 

Top Tips To Help You Eat More Fruits And Vegetables 

1. Start With Breakfast 

If you’re aiming to pack more portions into your day, it’s worth starting as you mean to go on. 
Dried and fresh fruit can be added to porridge bowls or cereals, or you can include grilled 
tomatoes, mushrooms or beans in savoury breakfasts. 

2. Include Fruit And Veg In Snacks 

Snacks are a great way to work in an extra portion of fruits and vegetables in between 
meals. Each of the following suggestions provides one portion: 

- Veggie dippers (80g): try a mix of peppers, baby sweetcorn, cucumber batons and 
radishes 

- One glass (150ml) of unsweetened 100% veg juice: when possible, make it fresh and 
include the natural pulp for fibre 

- A small bowl of mixed salad: try a crisp slaw with a homemade oil-based dressing 
- Lettuce wraps: use Little Gem leaves and fill with three tablespoons of spicy Mexican 

bean salsa 
- Half an avocado scooped straight from its skin with a teaspoon: avocados – which 

are actually a fruit – have a high protein content, so they help to keep you fuller for 
longer 

- A cupped handful (30g) of dried fruit, such as apricots, sultanas or goji berries 
- One medium piece of fruit 

3. Eat The Rainbow 

As well as being rich in essential vitamins, fruits and vegetables are packed with plant 
compounds, important for maintaining health and wellbeing. These compounds are found 
across the colour spectrum, but certain colours are especially rich in powerful protectors. 

Red fruits and vegetables supply lycopene, which protects the skin from sun damage and 
may help against certain cancers. 

Examples: Tomatoes, Pink Grapefruit, Watermelon, Red Peppers 

Orange fruits and vegetables are packed with beta-carotene, which the body converts to 
vitamin A for healthy skin. 

Examples: Squash, Sweet Potatoes, Carrots, Mango, Papaya, Nectarines, Apricots, 
Peaches 

Yellow fruits and vegetables supply the carotenoids – lutein and zeaxanthin – that protect 
the eyes from damage and help to reduce the risk of developing cataracts. 

Examples: Sweetcorn, Yellow Peppers, Yellow Courgettes 

Green fruits and vegetables are rich in energising chlorophyll. 
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Examples: Spinach, Watercress, Rocket, Broccoli, Kale, Asparagus, Cucumbers, Avocado, 
Kiwi Fruits, Green Grapes 

Purple fruits and vegetables are a good source of protective anthocyanins, which are great 
anti-agers. 

Examples: Eggplant, Red Cabbage, Blueberries, Red Grapes, Blackcurrants, Plums 

4. Pack A Healthy Lunch 

Planning ahead and making your own packed lunches can save time and money, and it’s 
usually more nutritious and tempting than a shop-bought sandwich. Salads offer plenty of 
opportunities to add extra vegetables, while soups can be great vehicles for beans and 
pulses. 

5. Plan produce-packed dinners 

With a bit of forward planning, you can ensure your dinners are full of nutritious fruits and 
vegetables. Try setting some time aside at the weekend to choose some recipes, then write 
a shopping list so you know exactly what you’ll need and when. Check the use-by dates on 
fresh produce, or opt for canned or frozen foods for later on in the week. 

 

These tips are taken from the BBC Good Food article ‘How to eat more fruit and veg’ by 
Kerry Torrens – Nutritionist, last reviewed in November 2019 
(https://www.bbcgoodfood.com/howto/guide/easy-ways-7-day) 
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One-Pot Vegetable Thai Red Curry 
This One-Pot Vegetable Thai Red Curry is a flavorful and satisfying meal that takes 

just 30 minutes to make! Vegan and gluten-free. 

Ingredients: 

● 2 tablespoons olive oil 
● 1 small onion, finely chopped  
● 1/2 teaspoon salt 
● 3-4 cloves garlic, minced  
● 2-inches fresh ginger, minced  
● 2 large carrots, chopped  
● 4 ounces red curry paste 
● 1 cup Coconut Milk 
● 1 and 1/4 cup water 
● 1 small russet potato, diced* 
● 1 and 1/2 cups broccoli florets 
● 1 and 1/2 cups cauliflower florets 
● 2 tablespoons tamari 
● 1/2 tablespoon sugar 
● 1 tablespoons lime juice or rice wine vinegar 
● Thai fresh basil and brown rice for serving 

 

Yield: 4 servings Prep Time: 15 mins 

Total Time: 30 mins Cook Time: 15 mins 

 
Directions: 

1. In a large pot, warm the oil over medium heat. Add the onion, sprinkle with salt and 
cook for 3 minutes, until translucent. Next add the garlic, ginger and carrot. Continue 
to cook for 5 more minutes. 

2. Add the curry paste, coconut milk and water then bring to a boil. Stir in the potato, 
broccoli and cauliflower. Reduce to a simmer then cover and cook for about 7 
minutes, until vegetables are tender. 

3. Stir in the tamari, coconut sugar, and lime juice (or rice wine vinegar). Serve over 
warm rice with fresh Thai basil and enjoy! 

*Make sure the potato isn’t diced into larger than 1-inch cubes otherwise it will take longer to 
cook and the other vegetables will get mushy. Nobody likes mushy vegetables. 

Recipe from: https://www.makingthymeforhealth.com/one-pot-vegetable-thai-red-curry/ 
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A quarter of people with HIV may have 
post-traumatic stress disorder 
By Roger Pebody 8 May, 2020 AIDSMAP 

 

There is a high prevalence of post-traumatic stress disorder in people living with HIV, 
according to the first comprehensive systematic review and meta-analysis on the topic, 
published in BMJ Open. 
 
Post-traumatic stress disorder (PTSD) occurs when a person has experienced a traumatic 
event and is unable to process the shock properly. Such events could include a serious 
injury, illness, or accident; being abused or sexually assaulted; multiple bereavements; being 
rejected because of stigma or prejudice; war, political violence or forced migration. 
 
PTSD can cause flashbacks, nightmares, a powerful sense of dread, nervousness and an 
avoidance of reminders of the event. Memories of the event can also be affected and people 
often say they have difficulty concentrating as they are easily distracted by worries. 
 
Studies were eligible for inclusion in the review if PTSD was identified in accordance with the 
criteria of either the Diagnostic and Statistical Manual of Mental Disorders or the 
International Classification of Diseases and provided a prevalence figure in a population of 
adults living with HIV. Studies which only recruited those who had mental distress or were 
published before 2000 were excluded. 
 
Most of the 38 studies were from the United States (21 studies) or sub-Saharan Africa (11 
studies). Most were small (two-thirds had fewer than 300 participants and only three had 
more than 1000). 
 
Across the 38 studies, the average prevalence of PTSD was 28%. 
 
However, there was a wide variation in the results, perhaps in part due to methodological 
issues. The seven studies which systematically sampled consecutive patients at clinics had 
a lower prevalence (17%) than the 20 studies using convenience samples (32%). The 
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one-third of studies which assessed PTSD through a clinical interview also reported a lower 
prevalence (22%) than the two-thirds which used self-report questionnaires (31%). 
 
The prevalence appeared to be higher in women (35%) and men who have sex with men 
(33%) than heterosexual men (20%), although very few studies provided estimates for the 
latter two groups. 
 
Nonetheless, these prevalence figures exceed those for PTSD in the general population (in 
global surveys, 4% of people who have experienced a traumatic event) as well as people 
with cancer (15%) or chronic pain (10%) and even military veterans (14%). 
 
“PTSD among people living with HIV is common worldwide,” the authors conclude. “This 
review highlights that PTSD should be routinely screened for and that more effective 
prevention strategies and treatment packages targeting PTSD are needed in people living 
with HIV.” 
 
Glossary 
 
Stigma: Social attitudes that suggest that having a particular illness or being in a particular 
situation is something to be ashamed of. Stigma can be questioned and challenged. 
 
Systematic Review: A review of the findings of all studies which relate to a particular 
research question and which conform to predetermined selection criteria.  
 
Meta-Analysis: When the statistical data from all studies which relate to a particular research 
question and conform to a predetermined selection criteria are pooled and analysed 
together. 
 
Exclusion Criteria: Defines who cannot take part in a research study. Eligibility criteria may 
include disease type and stage, other medical conditions, previous treatment history, age, 
and gender. For example, many trials exclude women who are pregnant, to avoid any 
possible danger to a baby, or people who are taking a drug that might interact with the 
treatment being studied. 
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Positively Women: Online Art Workshop 
Are you a woman living with HIV in Australia? Participate in an online art workshop this 

October! Benefits include peer connections, art skills, mediation and completed artwork. For 
more information: https://kirby.unsw.edu.au/positively-women 
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Salvation Army: Moneycare  
Our financial experts at Moneycare will be hosting 7 free, 20-minute webinars from Monday, 

October 12 through to Friday October 16, which we are collectively calling ‘Money 
Essentials’. These webinars will cover different subjects each day and include subjects such 

as ‘What to do when you can’t buy up front?’ and ‘Why Insure?’ to name but two and are 
designed to help you and those around you master your ‘Money Essentials’.  

Link below to register: https://calendly.com/moneycare 
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