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ELENA WELCOME TO OPEN DOOR 

Name: 
Elena Alva-
rado 
Title: Medi-
cal Case 
Manager 
     What 
did you do 
before 
coming to 
Open 
Door? Be-
fore coming 
to Open 
DoorI was 
earning my 
masters 

degree in social work from Aurora 
University. I also interned as case 
manager at Outreach Community 
Center in Carol Stream and as a 
clinical therapy intern at Central 
DuPage Hospital in Winfield.  
     How long have you been with 
Open Door? Since the end of July 
2014.  
     What types of things do you 
do or would like to do with 
Open Door? I am currently a 

Medical Case Manager so I am 
working with Ryan White clients 
helping them with insurance is-
sues to medication issues, and 
everything in between to ensure 
they are able to keep up their 
medical care and stay on their 
medication.  I am not really sure 
what other things I want to do at 
Open Door because I’m still trying 
to learn all I can about case man-
agement. 
     Describe your family (define 
family however you want)? Both 
of my parents are retired high 
school teachers.  I have two older 
sisters; Lauren is a 5th grade 
teacher in Wheaton and Lexie is a 
PA at a health care clinic in Indi-
ana.  I have one nephew named 
Evan who is 2 years old. I have 
two pugs named Sammie and 
Lulu. 
     What do you enjoy doing in 
your free time? I enjoy spending 
time with friends and family, espe-
cially with my 2 year old nephew. I 
love to travel to different countries 
and experience different cultures.  

I love reading, watching movies 
and playing with my 2 dogs.  
     Where is the farthest place 
from home you have ever been? 
I’ve been to Mexico, Costa Rica, 
Spain, Sweden and Denmark.  
     What is your favorite food? I 
love pesto and anything with 
cheese.  
     What one thing do you want 
to do that you haven’t done yet? 
I want to travel to London and 
Ireland.  
     Who is the most impactful 
person in your life or most im-
pactful person on humanity 
(dead or alive)?  
Currently I think Malala Yousafzai 
is one of the most impactful peo-
ple in the world.  The way she is 
able to stand up for her beliefs and 
push for the education of women 
not only in her country but in the 
world is very impressive to me, 
especially for her being so young.  
I think she is someone we can all 
emulate and learn from in our daily 

lives.   
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WHAT DOES 2015 HOLD IN STORE FOR HIV RESEARCH? 

From TheBodyPRO.com 
 
      While current HIV treatment 
allows patients to live long, 
healthy lives, there are still con-
cerns over tolerability, adherence 
and general quality of life. We 
also continue to see new infec-
tions, despite prevention efforts. 
Therefore, we asked some of the 
leading HIV experts what re-

search they're most looking for-
ward to over the next year. 

David Wohl, M.D. 
     Dr. Wohl is an 
associate professor of 
medicine at the Uni-
versity of North Caro-
lina School of Medi-

cine and the co-director of HIV 
services at the North Carolina 
Department of Corrections. 

     I think you're going to see 
more of the long-acting 
[injectables]. I think you're going 
to see the battles over hepatitis 
C, and how we treat hepatitis C, 
for coinfected and non-coinfected 
[patients]. 
I think we're going to be treating 
people but it's going to be the 
whole: What are the restrictions? 
If I drink alcohol, why can't I get 

therapy and get cured? Are the 
restrictions going to be too restric-
tive? 
     And then there's going to be 
all new therapies. And how does 
the marketplace deal with that? 
And what happens with the pric-
ing? It's obviously not clear-cut, 
so I think the hepatitis C thing is a 
big deal. 
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I'm really into the single-tablet 
regimens. I think coformulation 
helps. And I think that we have a 
cobicistat/darunavir, and eventu-
ally maybe a cobicistat/darunavir/
TAF mega combination that does 
almost all things to all people. 
     I think TAF [tenofovir alafena-
mide] will be really great because 
the nucleoside/nucleotide family 
that we've been living with for so 
long just hasn't kept up with our 
expectations. 

Sharon Dian Lee, 
M.D. 
     Dr. Lee is an assis-
tant clinical professor 
of medicine at the 
University of Kansas 

and the founder and director of 
Southwest Boulevard Family 
Health Care. 
     More about nucleoside-free 
treatment options. I look forward 
to having more treatment choices 
that are focused on viral mecha-
nisms and have fewer interactions 
with human enzymes/metabolism. 
Also, additional pre-exposure 
prophylaxis [PrEP] options will be 
forthcoming. 

Henry Masur, M.D. 
     Dr. Masur is a clini-
cal professor of medi-
cine at George Wash-
ington University and 

chief of the Critical Care Medicine 
Department at the NIH Clinical 
Center. 
     There are many issues inher-
ent to operational research, in 
terms of what's effective for 
changing behavior, what's effec-
tive for getting people onto ther-
apy. In terms of HIV research, I 
think we're all fascinated by the 
potential to cure HIV. There's so 
little that is promising in terms of 
data. The clinical arena is a little 
bit disappointing. Yet we're under-
standing more about reservoirs; 
we're understanding more about 
drugs that might be able to eradi-
cate this retrovirus. So what I'm 
looking for in the next few years is 
both animal and human data on 
how we might be able to get 
closer to not suppressing HIV, but 
actually curing it. 

Paul Sax, M.D. 
     Dr. Sax is director 
of the HIV Program 
and Division of Infec-
tious Diseases at 
Brigham and 

Women's Hospital in Boston. 
     Well, it will be interesting to 
see what happens with two-drug 

maintenance therapy, in general, 
and in particular with cabotegravir 
[CAB, GSK1265744] and  
rilpivirine [Edurant], whether it's as 

a single, tiny little pill, or it's as an 
injectable -- if that premise works 
out. It could really give patients and 
providers a lot to think about. 
Whether that's the right approach, 
we'll see. 
what we've done. 
     [In terms of injectable HIV 
drugs], as initial treatments, we're 
not even close. But as a way of 
maintaining virologic suppression, I 
do think there will be a subset of 
patients who will really prefer that it 
be taken out of their hands, that 
they're tired of taking pills, that 
they're not good at taking pills. But if 
you said to them, "We can give you 
an injection once a month, or once 
every two months, and have some-
one come to your house and do it 
for you, or have just a community 
center that you can get it," then 
they're going to offer that. And that 
would be very much a change . 

Michael Saag, M.D. 
     Dr. Saag is a physician 
and HIV researcher at the 
University of Alabama at 
Birmingham. 
     What's happening 

inside the cell at the molecular level 
that inflammation is either inducing, 
or is causing the inflammation it-
self? We need to just dive deep, 
because otherwise we aren't going 
to have targeted therapies for these 
types of disorders. And it tran-
scends HIV, or even hepatitis. It's 
for all of us as we age. Inflammation 
is a driving common factor. And if 
we can understand inflammation 
better at a molecular level, I think 
we can start finding targeted thera-
pies to combat that. 

Jen Kates, Ph.D. 
     Dr. Kates is vice presi-
dent and director of 
Global Health Policy and 
HIV at the Kaiser Family 

Foundation. 
     There is much to anticipate in a 
variety of areas, but one that I am 
particularly anticipating is emerging 
data on the role and effect of the 
Affordable Care Act on access to 
health insurance coverage for peo-
ple with HIV in the U.S. With almost 
one year of experience behind us 
and the next open enrollment just 
ahead, we will soon be able to ex-
amine its impact. 
     How many people with HIV have 
gained new coverage? Where do 
barriers still exist? How are state 
decisions about Medicaid expansion 
affecting coverage? 
     We have baseline data on some 
of these questions and going for-

ward, it will be important to assess 
how coverage is changing.. 

Kenneth Mayer, M.D. 
     Dr. Mayer is a profes-
sor of medicine and com-
munity health at Brown 
University and an attend-

ing infectious disease physician at 
Miriam Hospital. 
     In the next year or so the biggies 
are that there's a tiebreaker vaginal 
microbicide that's called the FACTS 
001 study. So, if the FACTS 001 
study shows efficacy, even if it's not 
a total home run, it will lead towards 
a path towards licensure of the 
vaginal gel. If there's compelling 
data that gel can make a difference 
in the epidemic, you might see rapid 
uptake of gel. 
     The implication of that may be 
that some of the work in rectal mi-
crobicides will move more quickly, 
as well, because you'll have proof of 
concept. On the flip side, if the 
study is negative because of poor 
adherence, it may be harder to 
convince people to do studies of 
rectal microbicides. 
     And then the other biggie for 
women is the whole issue of vaginal 
rings. There are two studies now 
that are efficacy trials going on. If 
both studies show consistent data, 
you might have then a ring formula-
tion. The reason why that's particu-
larly relevant is that there already 
are hormonal contraceptive rings so 
the vaginal ring would have immedi-
ate implications for men who have 
sex with men, or people who en-
gage in anal intercourse. 
     But the idea that you could co-
formulate preventive technology, 
where you could have one ring that 
could be only hormonal contracep-
tion; the same looking ring could 
have hormonal contraception and 
anti-HIV protection; and a third 
could be only anti-HIV protection 
alone. And that might destigmatize 
women going in for family planning 
and being able to get the right ring. 
So I think those are biggies in terms 
of the field of HIV prevention. 

Theo Katsivas, M.D. 
     Dr. Katsivas is an as-
sociate physician at the 
Owen Clinic at the Univer-
sity of California, San 

Diego. 
     It would be interesting to see 
treatment that would be available 
with less, smaller pill burdens. Pos-
sible injectable, possible long-acting 
[treatment] -- those are very promis-
ing initial research that we've heard 
about. 
     Then also the ability of doing 
point-of-care testing for HIV, and 
identifying more cases. I'm really 
focusing on testing because the 

people that we're really treating we 
tend to treat really well. Once some-
one gets to clinic, gets clinical care 
and gets connected to clinical care, 
I think they fare very well. But the 
problem is getting people into treat-
ment. 
     The other possibility is to use 
treatment as prevention -- the con-
cept of PrEP. And there's controver-
sies regarding that. I share the con-
cerns of some of my colleagues, 
claiming that this could lead into 
increase in STDs [sexually transmit-
ted diseases], liberalization of sex-
ual behavior, less use of condoms, 
and might actually drive rates higher 
up for other STDs as well as HIV. 
It's a concern. But I think overall 
getting people in treatment will have 
a positive effect. 

 Pablo Tebas, M.D. 
     Dr. Tebas is an asso-
ciate professor of medi-
cine at the University of 
Pennsylvania School of 

Medicine and principal investigator 
in the AIDS Clinical Trials Unit 
(ACTU) at the University of Penn-
sylvania. 
     I'm very excited about neutraliz-
ing antibodies, in both prevention 
and therapeutics. I think they are 
going to change the way we ap-
proach this disease. I am very ex-
cited also about implementation of 
PrEP in the community, and imple-
mentation of hepatitis C treatment in 
the community, both in the hepatitis 
C monoinfected, and HIV infected. I 
think those will be the big themes 
over the next year. It's going to be 
how we deliver what we know now 
about PrEP and hepatitis C treat-
ment, and then how these new 
classes of antibodies, as we're un-
derstanding how they fit in our pre-
vention efforts, and how they fit in 

our therapeutic efforts. 
Roy Gulick, M.D. 
     Dr. Gulick is a profes-
sor of medicine and chief 
of the Division of Infec-
tious Diseases at Weill 

Medical College of Cornell Univer-
sity, and an attending physician at 
the New York Presbyterian Hospital 
in New York City. 
     One interesting investigational 
drug is cabotegravir, which is the 
injectable integrase inhibitor that 
you only have to dose every three 
months. And so we are expecting to 
see some phase-2 data on that 
compound in prevention, as well as 
treatment, in combination with the 
injectable rilpivirine. If we really had 
two long-acting injectables, that 
could be a strategy, both for treat-
ment and, importantly, for preven-
tion. So I'm interested in that. 

http://kff.org/hivaids/issue-brief/assessing-the-impact-of-the-affordable-care-act-on-health-insurance-coverage-of-people-with-hiv/


PA G E  4  H O L I D A Y  P A R T Y  D E C E M B E R  1 3 T H  

 By: Thebody.com 
    Some might say that the golden 
age of HIV drug development has 
come and gone. Those people 
might just be right. 
     But if there are fewer HIV an-
tiretrovirals in the pipeline these 
days than there were in the late 
1990s and much of the 2000s, it's 
with good reason: The drugs that 
made it through that grind trans-
formed HIV treatment from a toxic-
ity-filled, resistance-prone moun-
tain of a pill burden into a highly 
manageable, tremendously effec-
tive intervention. 
     However, HIV treatment re-
mains far from perfect, and there 
are still seats at the table available 
for improved antiretrovirals. At 
IDWeek 2014 in Philadelphia, Paul 
Sax, M.D., made the case for this 
new generation of drugs, and pro-
vided an update on several of the 
most noteworthy candidates cur-
rently in development. 
The High Bar for New Drugs 
     "I don't think any talk about 
drugs in the pipeline can go on 
without acknowledging how   ex-
traordinarily good our treatments 
are right now," Sax began. 
     Clinical trials utilizing popular 
first-line antiretroviral regimens in 
the U.S. now regularly boast vi-
rologic suppression rates of 90% or 
higher, even after 96 weeks of 
therapy, he noted. Even in a true 
clinical setting, current regimens 
are highly successful. An examina-
tion of the Johns Hopkins HIV 
Clinical Cohort -- a group of pa-
tients living in a large, urban area -- 
found overall virologic suppression 
rates of just 37% in the late 1990s. 
By 2010, that rate had increased to 
87%. 
     Since 2010, the number of 
highly effective treatment options 
has grown larger. The past year 
alone has brought two new inte-
grase inhibitors -- dolutegravir and 
elvitegravir -- along with a new 
booster drug, cobicistat. These 
drugs are "very widely used, and 
some would argue that they're 

among our best therapies," Sax 
said. "It's very rare to find people 
who cannot be virologically sup-
pressed on current treatments." 
      With HIV treatment success 
rates so high, what qualities can a 
new drug exhibit that will make it 
likely to win U.S. Food and Drug 
Administration (FDA) approval -- or 
that will make a pharmaceutical 
company feel that the drug is worth 
developing? 
HOW TO MEET THE BAR 

     Despite the strength of our cur-
rent crop of antiretrovirals, there is 
still a place for new drug develop-
ment, Sax said. The key lies not in 
a drug's ability to suppress viral 
replication, but in its ability to bring 
a unique benefit. "It has to offer 
something novel," Sax said. 
     There are a number of charac-
teristics in particular that can make 
experimental antiretrovirals stand 
out from the crowd, Sax noted: 

 Drug resistance. It still hap-

pens, usually due to insufficient 
adherence, and it can severely 
restrict a person's treatment op-
tions. 

 Short-term toxicity. Gastroin-

testinal issues, rash and central 
nervous system side effects are 
not uncommon among our popular 
regimens. 

 Long-term toxicity. As long as 

HIV treatment remains a lifelong 
commitment, there will be concerns 
about issues that can emerge over 
years (rather than weeks) on treat-
ment. 

 Drug-drug interactions. We 

are at the dangerous intersection 
of an aging HIV-positive popula-
tion, increasing comorbidity rates 
and the rising use of medications 
to treat them. 

 It may seem obvious, but HIV 

still can't be cured -- at least, not in 
any way that's realistically scalable. 
     The well of HIV drugs in devel-
opment may not be deep, but a 

number of candidates seek to hit 
one or more of these sweet spots. 
NEW NRTIS TAKE THE STAGE 

     The NRTI class has not seen a 
new entry since the FDA approved 
emtricitabine (FTC, Emtriva) more 
than a decade ago. Yet NRTIs 
remain the backbone of first-line 
antiretroviral therapy, despite their 
well-known and increasingly well-
established toxicity risks. 
     It is those toxicity risks -- renal 
and bone concerns with tenofovir 
(Viread, TDF), a years-old debate 
over cardiovascular concerns with 
abacavir (Ziagen) -- that leave the 
door open for new NRTIs, Sax 
said. 
     Three NRTIs of note are cur-
rently in development, according to 
Sax. One, known variously as festi-
navir, BMS-986001 or OBP-061, is 
a Phase 2 thymidine analog that 
has been engineered to cause very 
little mitochondrial toxicity. A dose-
ranging study presented earlier this 
year found that a 400-mg dose had 
similar efficacy to TDF, but resis-
tance concerns led Bristol-Myers 
Squibb to decline further develop-
ment, Sax said. The drug is now 
back in the hands of Oncolys, a 
small biotech firm, to determine its 
next step forward. 
     Another NRTI, EFdA, was de-
signed with a "distinctive structure" 
and a novel mechanism of reverse 
transcriptase inhibition, Sax said. It 
has proven highly potent in vitro, 
but its current status is not well 
known, he said. 
     The experimental NRTI furthest 
in development is tenofovir ala-
fenamide (TAF), a reformulation of 
the tenofovir dipovoxil fumarate 
(Viread, TDF) we have known 
since the early 2000s. 
HIGH MARKS FOR TAF 

     "TAF gets very high intracellular 
concentrations and has very, very 
low plasma levels," Sax explained. 
"The hope is that with this combi-
nation, it would have preserved 
antiretroviral activity but reduced 

renal and bone toxicity" compared 
to TDF. 
     Phase 2 clinical trials comparing 
TAF to TDF appear to bear out 
these hopes; research to date 
points to much lower increases in 
glomerular filtration rate, lower 
markers of renal tubular toxicity, 
lower negative changes in spine 
and hip bone mineral density, and 
lower markers of bone turnover 
among people on TAF -- all while 
retaining the same levels of HIV 
suppression, Sax said. 
     Another TAF plus: The drug's 
high intracellular concentration 
may yield drug doses as low as 10 
mg, which could significantly lower 
production costs, Sax said. The 
new formulation may even have 
greater activity than TDF does 
against TDF-resistant strains, he 
added. 
     One quirky downside, however: 
The high levels of TDF in patients 
currently taking the drug appear to 
have a cholesterol-lowering effect, 
Sax noted. If a patient replaces 
TDF with TAF, an increase in cho-
lesterol levels may be an unin-
tended result. 
     Phase 3 research on TAF is 
now ongoing; studies include a 
single-tablet regimen combining 
the drug with cobicistat, darunavir 
(Prezista) and emtricitabine (which 
Sax referred to as DCF-TAF). TAF 
is also being studied for anti-
hepatitis B virus (HBV) activity, and 
this research is expected to con-
firm that TAF shares TDF's propen-
sity for HBV suppression. 
A TRICKLE OF NNRTIS 

      NRTIs aren't the only long-
standing drug class that could 
benefit from a new addition or two: 
Non-nucleosides are also in need 
of fresh options, Sax suggested. 
Whether it's the neuropsychiatric 
toxicity of efavirenz (Sustiva, 
Stocrin), drug interactions with 
etravirine (Intelence), "numerically 
better" virologic suppression rates 
after 24 weeks, Sax said; those  
      

HIV DRUG DEVELOPMENT PIPELINE UPDATE, FALL 2014 EDITION  

BOWLING  PARTY           KEEP THE DATE:  FEBRUARY 8, 2015        

TIME: NOON TO 2:00PM            LOCATION: ST. CHARLES BOWL 



PA G E  5  H O L I D A Y  P A R T Y  D E C E M B E R  1 3 T H  

results were presented earlier this 
year at CROI.the hypersensitivity 
risk of nevirapine (Viramune), or 
underperformance of rilpivirine 
(Edurant) in people with high viral 
loads or low CD4 counts, "all of our 
NNRTIs that we use now have 
some problem with them," Sax 
said. 
     The NNRTI pipeline is no longer 
as flush with candidates as it once 
was, but one drug that has built 
momentum is doravirine, alter-
nately known as MK-1439. A 
Phase 2 dose-ranging trial pitting 
the drug against efavirenz yielded 
The 100-mg, once-daily dose that 
was selected for further develop-
ment appears to hit a sweet spot of 
antiretroviral activity, Sax said, with 
good response both against wild-
type virus as well as virus with 
NNRTI mutations. 
 
ILONG-ACTING ANTIRETROVI-
RALS 
      But enough about once-daily 
HIV medications. The era of long-
acting antiretrovirals appears to be 
drawing closer, and excitement is 
rising for this potentially less-
intensive dosing option. 
     The key selling point for these 
drugs, of course, is that they may 
help separate a person with HIV 
from the heavy sense of burden 
that can accompany daily antiretro-
viral therapy. Sax offered a case 
example of a patient who has been 
"on and off, but mostly off" of anti-
retroviral therapy since his diagno-
sis in 2006. "He understands that 
he should take his medications, but 
he says he hates taking them 
every day, he hates being re-
minded he's HIV positive," Sax 

said. "Even the idea that he could 
be treated with a shot or a patch is 
very exciting to him, and he would 
definitely be interested."  
NJECTIONS ONCE PER MONTH -
- AT MOST 
      Enter cabotegravir, an integrase 
inhibitor formerly known as S/
GSK1265744 or 744. The drug has 
been under study for years as a 
potential long-acting option, either 
taken orally or via parenteral injec-
tion. For its Phase 2b study, cabo-
tegravir was paired with rilpivirine, 
the FDA-approved once-daily 
NNRTI that allows for nanoformula-
tion, making it ideal for further de-
velopment as a long-acting drug. 
      This cabotegravir/rilpivirine duet 
is the star of the LATTE study, a 
uniquely designed induction-
maintenance trial intended to 
quickly suppress a treatment-naive 
patient's viral load with multi-class, 
once-daily oral therapy and then 
switch them to the experimental 
regimen after 24 weeks. The dose-
ranging trial yielded comparable 
virologic efficacy for the induction-
maintenance approach to the cur-
rent efavirenz-based standard of 
care, Sax said. 
      Next up for this unique drug 
combo is the LATTE-2 study, which 
will examine the relative efficacy 
and safety of cabotegravir/rilpivirine 
injected intramuscularly either once 
every four weeks or once every 
eight weeks. 
     While LATTE-2 progresses, long
-acting antiretrovirals are also being 
explored for another key use, Sax 
noted: pre-exposure prophylaxis 
(PrEP). "If the major problem with 
pre-exposure prophylaxis is adher-
ence, what better way to take ad-
herence out of the picture than to 

give an injectable agent every three 
months?" Sax asked. 
SOLVING PAN-CLASS RESIS-
TANCE 
     Extensive multi-drug resistance 
has not become nearly as prevalent 
as some experts predicted in the 
early 2000s. But it does happen -- 
and when it does, it's a serious 
problem. 
     "These patients are rare, but 
they are a cause of great conster-
nation for those of us who manage 
them, because it's very unusual not 
to have [antiretroviral] options," Sax 
said. 
     Offering some hope is the at-
tachment inhibitor BMS-663068 (or 
"068" for short), which binds to the 
gp120 on HIV's surface. Unlike the 
attachment inhibitor maraviroc 
(Selzentry, Celsentri), 068 is tro-
pism agnostic. Even better, in vitro 
testing has shown no evidence of 
cross-resistance between 068 and 
any other antiretroviral class, Sax 
said. Efficacy and safety have also 
looked promising in early monother-
apy trials, he noted. 
     One caveat with 068 is that 
roughly 5% of the HIV-1-infected 
patient population appears to have 
a variant of HIV that makes the drug 
"intrinsically inactive," Sax said. 
Once predictors have been deter-
mined, Sax suggested that some 
sort of pre-treatment assessment of 
drug susceptibility will be neces-
sary. 
     A Phase 3 study of 068 is being 
planned, but "it is going to be very, 
very challenging, of course, to find 
patients who are eligible for this 
study," Sax said. "I hope they have 
very, very broad inclusion criteria, 
because these are difficult patients 
to treat, they have no other options, 

and there isn't a whole lot coming 
soon in this area." 
ALSO WORTH NOTING 
      Sax wrapped up his waltz 
through the drug development ball 
with a brief mention of two other 
experimental antiretrovirals of note: 
cenicriviroc and ibalizumab. 
     Cenicriviroc is a CCR5 antago-
nist in the same general vein as 
maraviroc. "So far, our CCR5 an-
tagonists have all been not quite 
good enough," Sax said. Maraviroc 
is a little-used drug with antiretrovi-
ral activity that doesn't quite match 
the most effective drugs we have 
today, he said. A once-promising 
anti-CCR5 candidate, vicriviroc, was 
killed partway through development 
for similar reasons. 
     But cenicriviroc has one quality 
that other CCR5 antagonists lack: It 
also inhibits attachment to the 
CCR2 receptor, which appears to 
give the drug an anti-inflammatory 
effect. "Maybe the CCR2 thing with 
cenicriviroc will help see it through, 
though it's not as effective as 
efavirenz," Sax said. He noted that 
the drug was tentatively set to be 
investigated as a coformulation with 
lamivudine (3TC, Epivir), which 
would set it up as a new backbone 
combination to compete with aba-
cavir/lamivudine (Epzicom, Kivexa) 
and tenofovir/emtricitabine 
(Truvada). 
     And then there was ibalizumab. 
The monoclonal antibody is the 
marathon runner of experimental 
HIV drugs: "It's been in develop-
ment for over a decade now, and 
that probably is telling us some-
thing," Sax said. Although "it defi-
nitely has antiviral activity," he said, 
its future remains uncertain. 

 

STARTS  
12/13/14 

DONT FORGET THE NEW  

SOCIAL ACTIVITIES PROGRAM 

STARTS  AT THE HOLIDAY PARTY 

COME AND JOIN  AND        

ENJOY THE PARTY 

 AT THE END OF THE  

PROGRAM YEAR  TURN IN YOUR 

CARDS AND YOU JUST MIGHT BE 

ONE OF THE LUCKY FOUR WHO 

WILL BE CHOOSEN TO ATTEND A 

VERY SPECIAL VIP EVENT IN YOUR 

HONOR 

 ALL YOU HAVE TO DO IS … PICK 

UP A CARD AT ONE OF THE SO-

CIAL EVENTS, ATTEND THE CAC 

EVENTS DURING THE PROGRAM 

YEAR , AND GET YOUR CARD 

STAMPED AT EACH EVENT. 

THE MORE YOU ATTEND THE BETTER 

YOUR CHANCES TO WIN! 
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THE NEWSLETTER.   
PLEASE EMAIL DEAN AT  
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(A)  Aurora  Clinic   
       157 S. Lincoln Ave Rm K 
       Aurora, IL  60505       
(E)  Elgin Clinic 
      164 Division St, Suite 607 
       Elgin, IL  60120 
(G) First Congregational Church       

321 Hamilton 
       Geneva IL 60134 

H O L I D A Y  P A R T Y  D E C E M B E R  1 3 T H  

01 - WORLD AIDS DAY 
01 - Substance Use Group     
       (A) 11a - 12p   
02 - Positive MH (A)                              
       4p - 5:30p  
03 - Positive MH Group (E)   
       12p - 1:30p  
05 - HIV/AIDS Activity  
       Education Group  
       (A) 4p -6p  
08 - Positive MH Group (E) 
       12p - 1:30p  
12 - HIV/AIDS Activity  
       Education Group  
      (A) 4p - 6p  
15 - CAC Meeting  5:30p (G) 
15 - Newsletter Articles Due 
15 - Substance Use Group    
       (A) 11a - 12p   
16 - Positive MH Group (A) 
       12p - 1p  
19 - Positive MH Group (E) 
       12p - 1:30p  
19- HIV/AIDS Activity  
        Education Group  
        (A) 4p - 6p  
22 - Newsletter to Clinics  
22 - Substance Use 
       Group (A) 11a - 12p 
23 - Positive MH Group (A) 
       12p - 1p  
24 - Christmas  Eve (Closed) 
25 - Christmas Day (Clinics  
       Closed) 
26 - Positive MH Group (E)         
       12p - 1:30p  
26 - HIV/AIDS Activity 
       Education Group  
       (A) 4p - 6p  
26 - Bingo Night (E) 4p - 6pm  
27 - Pain Management Group  
       (A)1p - 2p  
31 -  New Years Eve (Closed) 

D E C E M B E R  

E V E N T S  

By: Diane H.   
     What is stigma? Stigma is 
complex and occurs on multi-
ple levels in our society and 
tends to be self perpetuating. 
According to Graham Davey 
(2013), a psychologist, stigma 
on an individual level can be 
divided into 2 forms; social 
stigma and internalized 
stigma. Social stigma is the 
negatively biased beliefs, atti-
tudes and behaviors 
(discrimination) about some-
thing like a disease, sexual or 
gender orientation, mental 
health or substance use con-
dition. Internalized stigma oc-
curs when the individual who 
has the disease, mental 
health or substance use con-
dition accepts and/or abides 
by these beliefs. Stigma is 
often based on misinforma-
tion, miscommunication and a 
double dose of fear and 
shame. Stigma twists and 
obscures the facts and is 
problematic in the health care 
community because it often 
prevents individuals from get-
ting needed care. Unfortu-
nately, people or groups of 
people who perpetuate stigma 
often times don’t have all the 
information needed to make a 
good decision. They may be 
motivated by fear, low self 
esteem or a sense of power-
lessness regarding the issue. 
The take home point of the 
last sentence is the fact that 
stigma has little or nothing to 

do with the person. We have 
seen the spread of stigma 
flourish because many people 
still buy into the belief that 
HIV/AIDS is a disease that 
only “those” people get. I ask, 
how many people have con-
tracted HIV because they did 
not believe they were one of 
“those” people, and did not 
use protection. How many 
people needlessly experi-
enced the advanced stages of 
the disease because they did-
n’t seek medical care again 
thinking that it’s only “those” 
people. Even within the HIV/
AIDS community there is 
stigma about being diagnosed 
with HIV as opposed to AIDS. 
The discomfort associated 
with being a part of a stigma-
tized group can also be seen 
in other parts of the health 
care community. Individuals 
who have mental health and/
or alcohol/drug problems fear 
coming in for care due to 
stigma. 
     Making the decision to dis-
close or not disclose your per-
sonal health care information 
needs to be carefully consid-
ered . It is important to select 
trustworthy individuals who 
you can share your health 
care information with because 
stigma can and does some-
times lead to discrimination. 
Clients might find it helpful to 
come in and explore trust is-
sues n groups and individual 
therapy sessions.  

     There are many things 
individuals can do to reduce 
the impact and control they 
give stigma in their lives. A 
diagnosis is a small aspect 
not your whole life. Although 
we don’t have control over 
social stigma or what other’s 
chose to believe about us, but 
we do have control over what 
we chose to believe about 
ourselves. Open Door pro-
vides both individual and 
group therapies that take 
place in safe and confidential 
environments. At Open Door 
we have found that providing 
a non-judgmental caring envi-
ronment allows clients to 
share their concerns about 
disclosure, sorting and healing 
the impact of stigma, and one 
of its most disabling symp-
toms, shame.   
 To learn other skills 
to combat stigma and its im-
pact in your life schedule an 
appointment with Shannon or 
Diane Aurora (630) 264-1819, 
Elgin (847) 695-1093.  
 
Ask about our Recovery 
Group Motivational Incentives 
Program. 
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