
It’s 2022 and Karumah are back! So much has happened already this year and
it looks like we’re in for another unusual year. As always, our community will

adapt and evolve to look after each other and keep everybody as safe as
possible.

General Manager Update
Hello Everyone!

Welcome to ’22 - which is already shaping up to be another COVID crazy year.

The Karumah team are all back at work and doing a combination of working from home as
well as from the office. Peer Catch Ups are starting in February. We’re keeping the
Carrington Bowling Club as our venue – as it is an outdoor location, BBQ, plenty of tables
and chairs, shelter from the weather and privacy mean it's just perfect for our Karumah
community.

We have planned a few combined events with Positive Life for 2022, and all the info will be
in on our website and listed below. However, this is with the proviso of being “flexible” and
“pivot” if COVID/health orders change.

This year the Board members are very keen for the Karumah meeting room to be open as a
drop-in on Wednesdays. They want members of the Karumah community to be able to
gather and make use of the space, including our IT equipment. All done in a COVID safe
way, of course – with masks and distancing! It will be lovely to have a busy office space after
two years of quiet due to COVID restrictions and moving out because of the flood. We will let
you know when this happens… So don’t rock up just yet.

Looking forward to seeing you all soon,

Marette Gale

General Manager
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Cancer drug could one day help cure HIV by
waking up dormant viruses

By Clare Wilson - January 26, 2022 - New Scientist

The pembrolizumab monoclonal antibody drug protein

Today, HIV can be kept under control, but for most people, there is no cure because the
virus can become dormant so HIV medicines have no effect. That could change in future,
now progress has been made in waking up dormant viruses.

People with HIV can take antiviral medicines that stop the virus from reproducing, giving
them nearly normal lifespans. But HIV inserts copies of its genetic material into human
immune cells, which then become dormant. As a result, people have to take the antivirals for
the rest of their lives because, if they stop, viruses inside the cells wake up and start
infecting more and more immune cells.

Now, a drug already used to treat cancer has been found to make HIV reactivate. To be
turned into a cure, it would have to be combined with a second kind of medicine that kills the
immune cells churning out viruses. No such medicine is yet proven to work, although some
experimental versions are in development.

The idea that dormant viruses could be reactivated before being destroyed is sometimes
known as a “kick and kill” strategy. In the latest work, Sharon Lewin at the University of
Melbourne, Australia, and her colleagues studied people with HIV who also had cancer and
were being treated with a relatively new medicine called pembrolizumab.
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This is an antibody that blocks a protein on immune cells called PD-1, which normally acts
as a brake on immune cell activity. Taking away the brake helps the immune system attack
tumour cells.

It now seems that removing the brake also makes HIV inside dormant immune cells wake
up. In 32 people who received pembrolizumab, the amount of HIV in their blood rose
1.6-fold.

But the approach needs further work, as strategies to kill immune cells with actively
replicating HIV, such as vaccines and antibodies, are still in development. “It’s an additional
tool that we can use to perturb the HIV reservoir, and we would need that in combination
with other interventions,” says Lewin.

Other researchers have found that combining another cancer medicine with an experimental
HIV vaccine let some people – although only a minority – stop taking their antiviral drugs for
several months without HIV levels rebounding.

Journal reference: Science Translational Medicine , DOI: 10.1126/scitranslmed.abl3836

Source:
https://www.newscientist.com/article/2306093-cancer-drug-could-one-day-help-cure-hiv-by-w
aking-up-dormant-viruses/
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Hello everyone, I hope you
are all well and safe.

I hope everyone had a
wonderful Christmas and you
are all looking forward to a
great year.

Thank you to everyone who
attended our AGM. We have a
new board member to add to
the existing board who I am
pleased to say all put their
hands up for another year.

Thank you to all of you who joined us for our Christmas party and special thanks to the
board members and staff who made it all happen from the catering to the decorations
everything was wonderful.

I hope we have a fantastic year and I look forward to seeing you all at our various
get-togethers, lunches, and zoom meetings. So please look out for the invitations and come
join us.

Michael Hopkins
Chairperson
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Time to upgrade from cloth and surgical masks
to respirators? Your questions answered
By Leyla Asadi, C Raina MacIntyre, Lisa M Brosseau, and Trish Greenhalgh
January 17, 2022 - The Conversation

With the rapid spread of Omicron, many countries are rethinking their COVID mask advice
for the community.

Respirators have been mandatory in public places in Austria for a year. Now, the United
States Centers for Disease Control and Prevention suggests respirators be considered for
greater protection, for instance, on public transport or in enclosed crowded spaces. It’s time
to rethink and upgrade masks for you and your family.

What is a respirator?
Respirators, often wrongly called “masks” because of their appearance, are personal
protective equipment made to a particular standard and designed to prevent inhalation of
hazardous airborne contaminants.

In the US, respirator standards are managed by the National Institute for Occupational
Safety and Health (NIOSH), and cover three things: filter efficiency, breathing resistance and
fit. A filter that meets the N95 standard (equivalent to Europe’s FFP2) must capture at least
95% of particles in the most penetrating size range at a high flow rate. In Australia, a
respirator must meet TGA standards.

A respirator that consists entirely of filtering material – rather than having layers, say for
waterproofing – is called a filtering facepiece respirator (FFR). An FFR can be worn multiple
times but must eventually be thrown away. Research suggests FFRs lose their ability to fit
well after 20 wears – due to stretching of straps or failure of the nose clip or edge
components.
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The filter material is usually a non-woven polypropylene electret, which means the fibres
carry an electrical charge to enhance particle collection while ensuring low breathing
resistance.

N95 masks capture 95% of particles of a certain size. Shutterstock

Why were we told to wear cloth masks at first?
It was initially assumed SARS-CoV-2 spread via droplets (in coughs and sneezes) which
caused infection when they landed on the mouth, nose or eyes. For such particles, a cloth or
surgical mask is an efficient form of source control to protect others from virus emitted by the
wearer.

Now it’s understood the virus is airborne. Virus-laden particles build up in the air over time
indoors because of breathing and speaking.

Will a respirator protect me even if others are unmasked?
It depends on the type of exposure and how long you are exposed. It is important to consider
your risk depending on where you are, what you’re doing, with whom and how long you’re
there. The safest situation, especially for prolonged contact in crowded settings, is when
everyone is wearing well-fitting N95 respirators.

It’s hard to show evidence to support respirator use in the community – but lack of
randomised controlled trials (RCT) does not mean they are not effective. Studying masks or
respirators at a population level is complex and involves many variables. There is strong
evidence from RCTs in health workers and laboratory studies showing respirators are
effective for source control and personal protection.

I really like my cloth mask. Is it OK to keep wearing it?
Probably not. Cloth masks are not made to any particular standard, so their properties and
quality vary considerably. In general, they are poor filters of small airborne particles.

6



Mask effectiveness table. Lisa M Brosseau, Author provided

Surgical masks are cheaper – can I just switch to those?
Not really. While some surgical masks may have better filtration capacity than cloth masks,
they were designed primarily to prevent the emission of large droplets. Some medical-grade
surgical masks may also offer protection from body fluid splashes or sprays. No surgical
mask will prevent the emission or inhalation of small infectious particles, however.

A key deficiency of surgical and cloth masks is their loose fit compared to respirators.

While some older, hard-cup style respirators may be uncomfortable, newer styles are better
tolerated. This may be due to their greater surface area, which could contribute to lower
breathing resistance.

Should I have my respirator professionally fitted?
No. When respirators are used to protect workers from airborne hazards such as dust or
pollution, employers are legally required to undertake fit-testing (see for example the US
Occupational Safety and Health Administration fit-testing standard). But even non-fit tested
respirators will provide superior protection over cloth or surgical masks.

A respirator should rest against your face with no gaps, especially around the nose and chin.
To create a tight seal, form the nose clip and place both straps around your head, adjusting
them if necessary.
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If the facepiece collapses a small amount when you inhale, the respirator probably fits well.
Get in the habit of doing a “self seal-check” before each wear.

Shouldn’t respirators be reserved for healthcare professionals?
No. Early in the pandemic, the public were discouraged from buying respirators because of a
global shortage of personal protective equipment and the assumption healthcare workers
were at higher risk of catching COVID from so-called “aerosol-generating procedures” such
as intubation.

We now know everyday activities like talking and singing are more likely to generate
infectious aerosols than medical procedures.

As with vaccines, there are global equity issues and we need to expand manufacturing
capacity to ensure sufficient supply for everyone.

What about the cost and environmental impact?
Compared to cloth masks, respirators (which are not washable) cost more and have a
greater environmental impact. But disposable respirators can be used for extended periods if
they are not wet or damaged, and there are re-usable options such as elastomeric
respirators. A respirator should be thrown away when it gets dirty or the straps, nose clip or
other components lose their integrity.

Costs and environmental concerns need to be weighed against the costs and waste
produced by a single COVID hospital admission. In Australia, the average daily cost of an
Intensive Care Unit stay has been estimated at $4375.

What if I can’t afford or get my hands on a N95 respirator?
The Korean KF94 and Chinese KN95s are cheaper alternatives that provide better
protection than a surgical or cloth mask. Beware counterfeits, such as those without a GN
stamp to show they meet manufacturing standards.

KN95 masks may be easier to find and cheaper but beware fakes. Unsplash/Markus Winkler, CC BY
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If you can’t get hold of a respirator, you can improve protection of a surgical or cloth mask.

Options include “double masking” by wearing a tight-fitting cloth mask over a surgical mask.
You can also “knot and tuck” a surgical mask by tying the sides and tucking the remainder
inside. Finally, a well-designed cloth mask (with three layers) can perform as well as a good
quality surgical mask.

It’s still true that something is better than nothing. But don’t count on these types of masks to
provide the same level of protection for the same amount of time as an N95 respirator.

Respirators should be provided and required
The World Health Organization has stressed the importance of a “vaccines-plus” approach.

There is a strong case, when prevalence of COVID is high, for governments to both mandate
and fund the provision of respirators for the public, as some parts of the US are now doing.

Source:
https://theconversation.com/time-to-upgrade-from-cloth-and-surgical-masks-to-respirators-yo
ur-questions-answered-174877
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Let Us Welcome 2022!

A new year, a blank canvas, ready to be painted by us! I hope everyone had a wonderful
break. I am looking forward to catching up with everyone, including new and existing service
users.

Outreach visits have now recommenced with COVID safe measures in place.

IC Solutions will be providing IT support for service users, contact us to book in.

Our Peer Catch-Ups, Workshops, and Education Sessions will be recommencing soon-
they are a lot of fun, and a great way to spend time together. Please check the website
calendar, emails and texts for details.

Looking forward to beginning the Karumah office ‘Drop-In’ sessions, which will occur on
Wednesdays, starting in March. Come say hello, grab a cuppa, socialise with other PLHIV
and Karumah community members, and use our laptops and printing facilities.

Positive life has an Employment and Vocational Support (EVS) Program that is available to
all people living with HIV, to assist in accessing and engaging in study, training, paid or
voluntary work options.

Jess Flett
Case Manager
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Heres where (and how) you are most likely to
catch COVID: new study
By Trish Greenhalgh, Jose-Luis Jimenez, Shelly Miller, and Zhe Peng
September 23, 2021 - Newcastle Herald (Originally posted on The Conversation)

A poorly ventilated nightclub with singing and dancing without masks in close quarters is an easy way
for COVID to transmit. Photo: File

Two years into the pandemic, most of us are fed up. COVID case rates are higher than
they've ever been and hospitalisation rates are once again rising rapidly in many countries.

Against this bleak picture, we yearn to get back to normal. We'd like to meet friends in a pub
or have them over for dinner. We'd like our struggling business to thrive like it did before the
pandemic. We'd like our children to return to their once-familiar routine of in-person
schooling and after-school activities. We'd like to ride on a bus, sing in a choir, get back to
the gym, or dance in a nightclub without fear of catching COVID.

Which of these activities is safe? And how safe exactly? These were the questions we
sought to answer in our latest research.

SARS-CoV-2, the virus that causes COVID, spreads mainly by airborne transmission. So the
key to preventing transmission is to understand how airborne particles behave, which
requires knowledge from physics and chemistry.

Air is a fluid made up of invisible, rapidly and randomly moving molecules, so airborne
particles disperse over time indoors, such as in a room or on a bus. An infected person may
exhale particles containing the virus, and the closer you are to them, the more likely you are
to inhale some virus-containing particles. But the longer the period you both spend in the
room, the more spread out the virus will become. If you are outdoors, the space is almost
infinite, so the virus doesn't build up in the same way. However, someone can still transmit
the virus if you're close to them.

11

https://www.worldometers.info/coronavirus/
https://www.worldometers.info/coronavirus/
https://ourworldindata.org/grapher/current-covid-patients-hospital?country=GBR
https://pubs.acs.org/doi/pdf/10.1021/acs.est.1c06531
https://theconversation.com/covid-how-the-disease-moves-through-the-air-173490
https://elpais.com/especiales/coronavirus-covid-19/a-room-a-bar-and-a-class-how-the-coronavirus-is-spread-through-the-air/


Viral particles can be emitted every time an infected person breathes, but especially if their
breathing is deep (such as when exercising) or involves vocalisation (such as speaking or
singing). While wearing a well-fitting mask reduces transmission because the mask blocks
the release of virus, the unmasked infected person who sits quietly in a corner is much less
likely to infect you than one who approaches you and starts a heated argument.

All variants of SARS-CoV-2 are equally airborne, but the chance of catching COVID depends
on the transmissibility (or contagiousness) of the variant (delta was more contagious than
previous variants, but omicron is more contagious still) and on how many people are
currently infected (the prevalence of the disease). At the time of writing, more than 97 per
cent of COVID infections in the UK are omicron and one person in 15 is currently infected
(prevalence 6.7 per cent). While omicron appears more transmissible, it also seems to
produce less severe illness, especially in vaccinated people.

Likelihood of becoming infected

In our study, we have quantified how the different influences on transmission change your
risk of getting sick: viral factors (transmissibility/prevalence), people factors
(masked/unmasked, exercising/sitting, vocalising/quiet) and air-quality factors
(indoors/outdoors, big room/small room, crowded/uncrowded, ventilated/unventilated).

We did this by carefully studying empirical data on how many people became infected in
superspreader events where key parameters, such as the room size, room occupancy and
ventilation levels, were well-documented and by representing how transmission happens
with a mathematical model.

The new chart, adapted from our paper and shown below, gives a percentage likelihood of
becoming infected in different situations (you can make it bigger by clicking on it).

Risk of catching COVID. Author provided
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A surefire way to catch COVID is to do a combination of things that get you into the dark red
cells in the table. For example:

● Gather together with lots of people in an enclosed space with poor air quality,
such as an under-ventilated gym, nightclub or school classroom

● Do something strenuous or rowdy such as exercising, singing or shouting
● Leave off your masks
● Stay there for a long time.

To avoid catching COVID, try keeping in the green or amber spaces in the table. For
example:

● If you must meet other people, do so outdoors or in a space that's well-ventilated
or meet in a space where the ventilation is good and air quality is known

● Keep the number of people to a minimum
● Spend the minimum possible amount of time together
● Don't shout, sing or do heavy exercise
● Wear high-quality, well-fitting masks from the time you enter the building to the

time you leave.

While the chart gives an estimated figure for each situation, the actual risk will depend on the
specific parameters, such as exactly how many people are in a room of what size. If you
fancy putting in your own data for a particular setting and activity, you can try our COVID-19
Aerosol Transmission Estimator.

Source:
https://www.newcastleherald.com.au/story/7579889/heres-where-and-how-you-are-most-like
ly-to-catch-covid-new-study/
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See KARUMAH.ORG.AU/EVENTS for further details:
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Doctors Keep Telling Me to Chuck My Longtime
HIV Regimen. I’m Not—and Here’s Why
By Tim Murphy - December 7, 2021 - The Body

Have you heard of nevirapine, once more commonly known by its commercial name of
Viramune? Very likely not. The HIV drug, in a class called NNRTIs (or non-nukes for short),
was approved by the U.S. Food and Drug Administration (FDA) in 1996. This was at a time
when protease inhibitors were also hitting the market and revolutionizing HIV treatment.

Of course, protease inhibitors, despite their power, were rife with side effects, including high
cholesterol and kidney stones—so no surprise that, within about a decade, they started to be
replaced by entry inhibitors and integrase inhibitors, with their “cleaner” side-effect profiles.
Today, such drugs are included in the most popular branded one-pill-daily combos, including
Biktarvy (bictegravir/tenofovir alafenamide/emtricitabine), Dovato (dolutegravir/lamivudine),
Genvoya (cobicistat/emtricitabine/elvitegravir/tenofovir alafenamide), and Triumeq
(abacavir/lamivudine/dolutegravir). It’s very common that folks with HIV in rich nations like
the U.S. have, in recent years, been switched to one of these combos.

But I’m not one of them. When I first went on HIV meds in 2001, I briefly went on the newest
protease inhibitor at the time, Kaletra (lopinavir/ritonavir), as part of a study, along with
Combivir (zidovudine/lamivudine). But because my father had heart disease and my own
cholesterol crept up after I started Kaletra, I was worried. So around 2002 or 2003, my
doctor switched me to nevirapine (along with the two pills that would soon become the
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ubiquitous combo pill Truvada). We had to be careful at the beginning because, in about 1%
of folks who start nevirapine, it can cause a very serious rash that can require
hospitalization—and immediate discontinuation of the drug.

But, in the 25 years nevirapine has been around, it’s been found that once the vast majority
of nevirapine takers (including me) start the drug without incident, it’s smooth and powerful
sailing thereafter. Despite the fact that it has been shown to cause liver problems in a very
small percentage of takers—usually those with preexisting liver issues, and usually only at
the outset of taking the drug, upon which it is discontinued—nevirapine has otherwise held
up well as a “clean” drug much longer than its protease peers ever did.

Also, it isn’t associated with weight gain, as some of the newer HIV meds are. It powerfully
penetrates the blood-brain barrier, meaning that it likely fights HIV in the brain and central
nervous system—that’s a good thing! And it has such a long half-life (meaning how long it
stays in your system) that, for nearly the past decade, I’ve actually taken nevirapine plus (the
now generic version of) Truvada every other day and remained undetectable. But that’s
another story—and it’s also not something I recommend anyone do without consulting and
carefully working with their doctor, as I did.

A Newer, “Cleaner” Regimen?
My point is, 20 years on, I’m just fine staying on nevirapine, which went generic a long time
ago (just so you know I’m not flacking for a particular drugmaker). But it seems I can’t turn
around without an HIV doctor—either my own (and I’ve had a few since leaving the one who
put me on nevirapine in the first place) or a friend—asking me why I don’t switch to one of
those shiny new once-daily pills (my regimen is two pills every other day). You know—those
pills that are making so much money for Gilead or ViiV because they’re still exclusively
branded.

This first happened a few years ago. I was having dinner with a friend who is a very
well-respected longtime HIV doc. “You need to get off Viramune,” he said. “It’ll kill your liver.”
I reminded him that I followed HIV drug data for a living, and that I’d seen no data suggesting
that nevirapine was bad for the liver except in a small subset of takers, and even then often
mildly or briefly. But my friend just shook his head ominously.

When I got home, I Googled every which way to find a recent(ish) study linking Viramune to
liver problems beyond what I already knew. I found none. In fact, I found this 2020 study
from Italy finding nevirapine kept people undetectable for three years and counting when
taken with just one of the drugs in Truvada. (Again, not that I suggest doing this, and nor did
the study, but just sayin’.) The study—again, published only last year—also said that
nevirapine was “known for more than 20 years in clinical practice with documented long-term
tolerance and efficacy over decades.”

Bingo! That was me. I felt vindicated. But only a few weeks ago, my current primary care
provider—a young gay nurse practitioner at an LGBT-focused community health clinic in
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New York City, which is generally excellent even if provider turnover is high—looked at my
chart, sighed, and said, “I really wish we could get you off the nevirapine and onto a newer,
cleaner regimen.”

Cleaner—that word again! I took a breath and told my provider, who knows I’m an HIV health
writer, that I’d been on nevirapine for two decades without incident, and that, moreover, I
could find no data suggesting that nevirapine downsides had ever emerged for chronic
takers at any serious scale. He couldn’t dispute that—and so we left well enough alone.

But the exchange stayed with me because, to me, it illustrated so perfectly how drugmaker
marketing and “medical education” get providers to kind of passively go along with the idea
that the new drug is the better drug—that older, generic (and hence cheaper) drugs must
somehow be deficient simply because they’re older and, often, seldom prescribed anymore.
And most patients, of course, just go along with whatever their provider recommends.

Know When to Speak Up and Ask Questions
Now, let me be clear: I am not suggesting that we folks with HIV—or patients of any sort,
really—buck and question our providers’ advice at every turn just for the sake of doing so.
And I acknowledge that, because of my work, I have an unusually nerdy amount of
knowledge and interest in HIV drug regimens. My point is, if—and only if—you feel that a
particular drug or treatment choice is working for you without problems, it’s worth vigorously
questioning your provider if they want you to make a change.

As one of my TheBody editors, Ginger Skinner, points out, you can always start by saying to
your provider: “But I’m happy with this regimen ... so what will happen to me if I don’t make
the switch you’re asking me to make?” In my case, my provider might have said, “There’s a
chance that Viramune could turn on you at some point.” But that’s merely a theoretical. It
hasn’t turned on me in 20 years of normal liver labs, and I’ve discovered no studies
suggesting that it turns on long-term takers. So I’m willing to not change a good thing. (Of
course, if I ever have any evidence that it’s turned on me, I’ll probably switch in an instant.)

But if, on the other hand, your provider says, “There’s a major new study linking the drug
you’re on to heart disease/bone loss/kidney or liver failure/depression/plug in any horrible
health outcome you want” ... well, you’re perfectly entitled to just believe your provider,
especially if you’ve long trusted them, and make the switch. And that might even apply to
your provider saying that they are seeing adverse events in a substantial number of their
own patients, short of a formal study.

But it’s also a moment when, before acquiescing, you could exercise some patient
empowerment by:

Getting on Google.
Search the drug or treatment in question alongside “side effects” or “adverse events.” Ask
your provider to show you the new study in question, or maybe you’ll find it. And make sure
that you look at links from reputable sources like TheBody, POZ, Aidsmap, the Mayo Clinic,
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or major journals like New England Journal of Medicine or The Journal of Infectious
Diseases. Providers constantly tell their patients not to “go down an internet wormhole.”
That’s true when you’re trying to diagnose yourself versus going to a provider for some
mystery symptom.

But it’s also true that the same data providers rely on is usually available to everyone
online—if you know the right sources to look for.

Talking to other people living with HIV or advocates.
On Facebook, particularly, there are tons of groups with thousands of members living with
HIV, such as HIV Longterm Survivors, The Reunion Project, HIV Women—Open and Proud,
and National Black Women’s HIV/AIDS Network. (There are many more.) Tell other folks in
the group what your provider is proposing and ask if folks can share their own experiences
about the treatment decision in question. In addition to being great clearinghouses for actual
lived experiences, the Facebook groups provide a valuable sense of community. You are not
in this alone—there are thousands out there in the U.S. grappling with the same questions
and choices as you.

Talking to other providers.
True, how much choice you have in terms of what HIV provider you see often depends on
your health coverage and where you live. But—especially if it’s not the first time your
provider’s urgings have rubbed you the wrong way—it never hurts to look into whom else
you might see and what they’d have to say about your treatment choice.

Again, I want to be clear: I’m not urging you to question or buck your provider just to be
ornery. But ultimately, your health and treatment choices are yours—nobody can make you
do something you don’t want to do. So it never hurts to do some homework and confer with
some other sources. You’ll feel more invested in your own health and treatment—and that’s
a great feeling!

As for me, I’m sticking with my nevirapine regimen. In addition to it being effective and
nonproblematic for me, I like the fact that it’s generic. That means it’s a cheaper copay than
a newer, branded med, and—on a more, well, political note—I like that I am not passively
going along with Big Pharma’s billions-making mantra that newer is always better.

But of course, both as a journalist and a person living with HIV, I’m always open to new
information. And, when it comes to your treatment choices, I hope you’ll forever be that way,
too.

Source: https://www.thebody.com/article/sticking-with-longtime-hiv-regimen
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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

How to Start a Self-Care Routine You’ll Follow
By Moira Lawler, Medically Reviewed by Justin Laube, MD - April 6, 2020 -
Everyday Health

Self-care is all about the everyday habits that help you take care of and nurture your health and
well-being.

You may have read about self-care and you may be on board with the benefits it can offer —
even if it requires some extra effort on your part.

“[Self-care] means really listening to your body, taking moments to check in, intentionally
tuning in to the thoughts going on in your mind, and challenging your behaviors and belief
systems if things feel out of alignment in your life,” says Kelsey Patel, a Los Angeles–based
wellness expert. You may feel up for the challenge, but recognizing the need for self-care is
one thing. Actually adopting a self-care practice that can improve your life is another. Here’s
how to do it.
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First, Understand What Is Self-Care and What Isn’t

“The way I define self-care is the intentional, proactive pursuit of integrated wellness that
balances mind, body, and spirit personally and professionally,” says Paula Gill Lopez, PhD,
an associate professor and the chair of the department of psychological and educational
consultation at Fairfield University in Fairfield, Connecticut.

It’s about more than taking care of your physical health. “Just eating healthy isn’t enough
anymore,” Patel says. “Things are moving so fast around us that we need space to self-care
and slow down to rest from all the busyness in our lives.”

And just because a behavior is “good for you” doesn’t make it self-care, explains Brighid
Courtney, of Boston, a client leader at the wellness technology company Wellable and a
faculty member at the Wellness Council of America (WELCOA). You need to get some
sense of gratification out of it for it to be self-care, she says. “Although activities such as
running or meditating may be good for your overall health and well-being, if you hate them,
then they are not considered self-care.” (If you do find those activities energizing and
fulfilling, however, they are potential self-care practices.)

The common denominator of self-care practices is that you get some enjoyment out of the
activity, says Marni Amsellem, PhD, a licensed psychologist based in Fairfield County,
Connecticut.

Your perspective plays a role in determining what types of behaviours constitute self-care for
you. For instance, say you are new to running and set a goal of running 10 miles per week.
The act of running itself may not be enjoyable and you may struggle through every minute of
it as you’re getting started. But if you get satisfaction from meeting your goals, it could still be
worthwhile. If that practice allows you to say: Look at what I did today. I’m working toward my
goal and that feels good — then that counts even if in the moment it doesn’t feel like
self-care, Dr. Amsellem says.

Ultimately, your self-care routine should make you a better version of yourself. “My rule of
thumb is, as long as the activities that you choose are adding to your well-being and are not
detrimental to the other areas of your life, then there is a benefit,” Courtney says. “You are
better suited to take care of others, foster strong relationships, be resilient, and balance
personal and professional responsibilities.”

A 5-Step Approach for Creating (and Getting Into) a Self-Care Routine

Follow these five steps to adopt a sustainable self-care practice.

1. Find what makes you feel centred. Gill Lopez, who leads self-care workshops for
students, professional groups, and community groups, says she exposes participants
to different types of self-care because one size doesn’t fit all. “I go through all
different kinds of things that might appeal to people in hopes that they'll find
something they can do on a regular basis,” Gill Lopez says. Start by writing down as
many things as you can think of that bring you joy, whether it’s the color purple,
receiving back rubs, springtime, certain smells, or essential oils.
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2. Brainstorm how you can incorporate those things into your daily life. It could be
in the background (such as filling your space with the colors and smells you enjoy) or
it could take up a more prominent space in your daily routine (such as designating a
set amount of time for a certain activity), Gill Lopez says. Starting small may make
the habit easier to get into. “Pick one behavior that you would like to make part of
your routine for the next week,” Courtney says.

3. Set goals for incorporating self-care behaviors every day. Once you decide what
self-care practices you’d like to incorporate into your life, come up with goals for how
often and when. Make your goal realistic and measurable, Gill Lopez writes in a 2017
article published in National Association of School Psychologists Communique. (1)
For instance, if you’re trying to unplug from electronic devices in order to be more
present, start with a short amount of time, like 20 minutes during dinner. When you
successfully stick to that for a week, you can set a more challenging goal.

4. After seven days, evaluate. Once you’ve completed a seven-day streak, Courtney
says to reflect on how you’re feeling and note any positive benefits. “Use this as fuel
to maintain the behavior throughout the month,” she says.

5. Adjust and tweak your approach as you go. It’s okay if there are bumps along the
way. “We're talking about a practice, we're talking about trial and error, and we're also
talking about our needs changing over time,” says Ellen K. Baker, PhD, a
psychologist based in Washington, DC. “What might be self-care in one period might
be less so in another period.”

Some examples of easy-to-adopt self-care practices include: reading a book to your toddler
(or yourself) every night; taking a 10-minute walk outside; going to sleep earlier; powering
down your devices in the evening; cooking with more nutritious ingredients; and surrounding
yourself with things that make you happy.

Overcoming Barriers to Self-Care

If you have trouble getting started with a self-care routine, it might be worth exploring where
that roadblock is coming from. “If there is a stuck-ness or a difficulty getting started or
sustaining some kind of a self-care program, I'd look at what might be going on,” Baker says.
Some people can unravel that mystery through independent journaling, but you may need to
visit a therapist to get to the root of the issue. Baker says a therapist will be particularly
helpful if the question you keep running into is, “Am I worth it?”

Ultimately, Patel says self-care shouldn’t be a chore. “More self-care equals more
self-awareness, which equals more self-love, which will ripple out onto others you interact
with every day in the form of compassion, gratitude, and deeper kindness,” she says.

“If you take the time for even just a few minutes of daily self-care, you will be able to show up
to the world from a place of inner peace, and things will likely feel much easier.” That, she
says, should be all the justification you need to get started now.

Source: https://www.everydayhealth.com/self-care/start-a-self-care-routine/
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HIV diagnoses in Australia lowest since 1980s,
but COVID-19 a likely driver
By Luci Bamford - December 1, 2022 - The Kirby Institute

40 years after the first case of AIDS was described in the United States, the number of
people diagnosed with HIV in Australia is at an all-time low.

Across Australia, there were 633 new diagnoses of HIV in 2020, a decline of 30% since
2019, according to new data released today on World AIDS Day by the Kirby Institute at
UNSW Sydney.

While the reductions are encouraging and reinforce a downward trend over the past six
years, experts warn that the numbers need to be interpreted with caution, as COVID-19 and
related restrictions are likely to have driven behaviour change.

“The number of new HIV cases each year has been declining in Australia since 2015, thanks
to a combination of prevention measures, including sustained community-led responses,
increased testing and treatment strategies and high uptake of the HIV prevention medication
PrEP,” says Dr Skye McGregor, an epidemiologist and head of the Surveillance Innovation
Group at the Kirby Institute.

“While we expected HIV diagnoses to continue on a downward trajectory, a decline of this
magnitude has almost certainly been influenced by the COVID-19 pandemic. With
COVID-19 social restrictions in place, people have been having less sex, and were less
likely to go and get tested. There has also been less travel in and out of Australia.

“Nevertheless, these low numbers are good news and should be celebrated. We have a real
opportunity and responsibility to seize this moment to refocus our efforts and to ensure
widespread and equitable access to effective prevention strategies. We should be aiming to
drive these numbers even lower as people emerge from the pandemic.”
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In 2020, two-thirds of new cases (67%) were attributed to sex between gay and bisexual
men – the population most impacted by HIV in Australia. A quarter (24%) were attributed to
heterosexual sex. The remaining small numbers were attributable to injecting drug use and
other exposures. The low numbers in this population reflect the availability and uptake of
needle and syringe programs. Effective prevention programs have also helped sustain low
rates among sex workers.

“There have been huge reductions in HIV diagnoses among gay and bisexual men – from
765 in 2016 down to 426 in 2020. This success has meant that each year, a greater
proportion of new HIV cases are attributed to heterosexual sex – even though the numbers
have remained more or less stable among this group. Future HIV prevention strategies will
need to consider these changes and include more targeted approaches, so that we can see
reductions across the board,” says Dr McGregor.

“As restrictions lift, we head into the holiday season with international travel possible again,
and people resume their pre-pandemic sexual activity, it’s important to remember that HIV is
still a risk, and prevention, testing and treatment are priorities.”

Late diagnoses highlight the need for targeted awareness campaigns

Nearly half (44%) of people who were diagnosed with HIV in 2020 were considered ‘late
diagnoses’, meaning that they had been living with the infection for four or more years
without knowing it, and have missed the opportunity to be on highly effective life-saving
treatment.

“We know from looking at data from sexual health clinics that testing went down by 32% in
2020, with COVID-19 social restrictions and lockdowns preventing many people from getting
tested,” says Dr McGregor.

“These late diagnoses numbers are a timely reminder that anyone who is sexually active
should have regular sexual health check-ups. Remembering that for HIV and syphilis a blood
test is required – it’s important to ask for a comprehensive sexual health screening.”

Progress on international targets

UNAIDS has set global targets to eliminate AIDS by 2030. These targets include, 95% of all
people living with HIV being diagnosed and knowing their HIV status, 95% of all people who
are diagnosed with HIV are taking antiretroviral therapy, and 95% of all people receiving
antiretroviral therapy have achieved viral suppression (meaning that their treatment is
working and effectively prevents transmission to other people).

“Australia is tracking well towards these targets but there is still work to be done,” says Dr
McGregor. “We estimate that there were 29,090 people living with HIV in Australia in 2020,
of whom 91% had been diagnosed, 91% of people diagnosed were on treatment and 97% of
people on treatment had a suppressed viral load.”

Chief Executive of AFAO (Australian Federation of AIDS Organisations), Adjunct Professor
Darryl O’Donnell says Australia is a global leader in HIV prevention, but that we need to
push harder if we are to eliminate HIV transmission.
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“This is entirely achievable with political will and investment. It will deliver a remarkable
health achievement while also saving taxpayers billions of dollars in long term costs,” he
says.

Pandemic did not impact HIV treatment

Treatment coverage and viral suppression remained high and stable in 2020, despite the
pandemic forcing a shift in how people living with HIV access healthcare.

Dr John Rule, Senior Research Manager, NAPWHA (National Association of People with
HIV Australia), says “thankfully, for people living with HIV in Australia, the COVID-19
pandemic has not impacted treatment supply, access and adherence; although COVID
impacts on quality of life remain to be seen. We would hope that for people living with HIV,
ongoing connection to care is sustained and maintained. This will ensure that HIV positive
people continue their important role in prevention through staying in care and on HIV
treatments.”

Reductions among Aboriginal and Torres Strait Islander populations

There were 18 new HIV diagnoses in Aboriginal and/or Torres Strait Islander people in 2020,
representing a 28% reduction since 2019, however with small numbers, caution needs to be
taken in interpreting this.

“While the declines are welcome, sustained and culturally appropriate prevention efforts are
needed to eliminate HIV in our communities. It is especially important that these programs
are maintained alongside COVID-19 prevention programs,” says Robert Monaghan,
Manager of Aboriginal and Torres Strait Islander Health Research and Education at the Kirby
Institute.

Declines in testing, but treatment and prevention among gay and bisexual men
sustained

Despite a decline in HIV testing between January and December 2020, most likely linked to
decreased sexual activity and the COVID-19 pandemic, it is encouraging that use of the HIV
prevention medication PrEP increased again over the same period, despite an initial
reduction.

“It is very understandable that with reduced sexual activity and lockdowns that gay and
bisexual men tested less, but it is now time to ensure access to wide-ranging testing options
to support a return to timely and frequent testing,” says Dr Benjamin Bavinton from the HIV
Epidemiology and Prevention Program at the Kirby Institute.

“Gay and bisexual men have been proactively protecting themselves and their community
from HIV for decades and the reductions in HIV diagnoses are testament to this.”

Source:
https://kirby.unsw.edu.au/news/hiv-diagnoses-australia-lowest-1980s-covid-19-likely-driver
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Mexican food is a great way to add colour and flavour to healthy Summer meals!
If you make any of the recipes, send Aly photos and we’ll share them in the next newsletter

Quick Veggie and Rice Burritos

Prep 5 Mins || Cook 5 Mins || Serves 2

Quick, healthy, and delicious. Veggie burritos filled with
Fajita veggies, rice, beans, avocado, sour cream and
salsa.

INGREDIENTS

1/2 onion sliced

1/2 bell pepper sliced (any color)

1 teaspoon olive oil

2 large flour tortillas

1 ripe avocado sliced

1/2 cup pinto or black beans

1/4 low-fat cup sour-cream

2 tablespoons Mexican salsa

salt and pepper to taste

1 cup rice

METHOD

STEP 1
Begin by cooking down the rice. You can use any type of rice you have ready on hand.

STEP 2
While the rice is cooking, heat a small pan to high heat. Add the olive oil, onions, and bell
peppers. Cook on high for 3-4 minutes or until the veggies begin to brown on the edges. Turn
off heat and set pan aside.

STEP 3
Lay a flour tortilla on a flat surface. Top with half of the fajita veggies, 1/2 sliced avocado, 1/4
cup beans, 2 tablespoons sour cream, 1 tablespoon salsa, and a sprinkle of salt and pepper.
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Fold in the sides of the tortilla over the filling and roll up to completely enclose. Wrap in foil
and cut in half. Serve warm. Enjoy!

Mexican Three Bean Salad Recipe

Prep 16 Mins || Cook 4 Mins || Serves 8

This chocolate bark dessert recipe is done in
just 5 minutes and can easily be jazzed up
with different flavours.

INGREDIENTS

250g frozen corn

1 can black beans, drained and rinsed

1 can kidney beans, drained and rinsed

1 can cannellini

1 red capsicum, diced

1 small red onion, diced

1 jalapeño or serrano chili, seeded and diced
(optional)

1/4 cup fresh coriander, chopped

1-2 avocado, chopped

FOR THE CITRUS VINAIGRETTE

1/2 cup olive oil

2 tablespoons lime juice, freshly squeezed

1/4 cup red wine vinegar

1 tablespoon lemon juice

1 tablespoon honey

1 garlic clove, minced

1/2 teaspoon ground cumin

1 tablespoon salt

1/2 teaspoon ground black pepper

1/4 teaspoon ancho chili powder (or any other chili powder)

extra chopped coriander (optional)
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METHOD

STEP 1
Heat a 10 inch cast iron skillet over medium-hot heat. When hot, add the corn kernels in a
single layer and cook for about 3-4 minutes. Stir and cook until the corn is charred. You may
have to repeat this process until all the corn is nicely charred.

OR Defrost the corn and use it as is.

STEP 2
To Make the Citrus Vinaigrette:
In a small bowl whisk together the oil, lime juice, red wine vinegar, lemon juice, honey, minced
garlic, ground cumin, salt, pepper and chilli powder and coriander.

STEP 3
Assemble the Salad:

- In a large bowl combine the corn, beans, bell pepper, onions and jalapeño (if using).
- Pour the Vinaigrette over the beans and vegetables. Mix well to combine.
- At this point, you can serve it (just fold in the chopped avocado gently), or you can

refrigerate for a few hours. The flavors will develop as the salad sits. Just add the
avocado before serving.

- Taste and adjust seasoning. Garnish with extra chopped coriander, if desired.

Chef’s Tips

If making the salad ahead, do not add the avocado until you are ready to serve.
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First HIV vaccines administered in Moderna
clinical trial
By Shirin Ali - January 31, 2022 - The Hill

In a historic step, pharmaceutical company Moderna announced it has administered the first
doses of an experimental HIV vaccine as part of a clinical trial that will study the safety and
efficacy of the vaccine.

Releasing a statement last week, Moderna said the first doses of an HIV vaccine were
administered as part of a clinical trial called IAVI G002. The mRNA vaccine delivers
HIV-specific antigens to the body in hopes that it will induce an immune response.

The vaccine was developed by William Schief, a professor at Scripps Research and
executive director of vaccine design at IAVI’s Neutralizing Antibody Center, and colleagues.
Schief originally conducted a separate IAVI G001 clinical trial that showed the HIV vaccine
induced a desired immune response in 97 percent of recipients.

The new IAVI G002 clinical trial will not only test the desired immune response of the HIV
vaccine but also the ability of a booster version by using Moderna’s mRNA technology, which
proved to be successful in the company’s COVID-19 vaccine.

America is changing faster than ever! Add Changing America to your Facebook or Twitter
feed to stay on top of the news.

"We are tremendously excited to be advancing this new direction in HIV vaccine design with
Moderna's mRNA platform. The search for an HIV vaccine has been long and challenging,
and having new tools in terms of immunogens and platforms could be the key to making
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rapid progress toward an urgently needed, effective HIV vaccine," says Mark Feinberg,
president and CEO of IAVI.

The clinical trial is taking place at four sites across the country, including George Washington
University in Washington, D.C., the Hope Clinic of Emory Vaccine Center in Atlanta, the Fred
Hutchinson Cancer Research Center in Seattle and the University of Texas-Health Science
Center at San Antonio.

Each site will enroll 56 healthy, HIV-negative adult volunteers. Moderna says 48 of the
participants will get one or two doses of the HIV mRNA vaccine, while 32 of them will receive
the booster HIV shot. An additional eight volunteers will only get the booster shot by itself.

Researchers will monitor the participants’ safety six months after their last vaccination and
the immune responses for those who received a vaccine.

"We've seen promising proof of concept for germline targeting in IAVI G001, and this trial lets
us take that approach to the next stage. What's more, we've been able to expedite
production of clinical trial material at a remarkably rapid pace because of Moderna's
technology," said Schief, in a statement.

The new HIV clinical trial is also being funded in part by the Bill & Melinda Gates Foundation,
as Moderna entered a global health project framework with the foundation to advance
mRNA-based development projects for various infectious diseases back in 2016.

Source:
https://thehill.com/changing-america/well-being/prevention-cures/592151-first-hiv-vaccines-ad
ministered-in-moderna
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Gay Men With HIV Should Be Informed They
Can Have Children
By Heather Boerner - January 18, 2022 - POZ.com

Informing gay and bi men that parenthood is possible through U=U could quell HIV stigma.

At HIV diagnosis, should gay men be told that they can still have children, even if at that
moment children are the last thing on their minds? Maybe so, if clinicians want to fight HIV
stigma, according to a qualitative study published in the journal BMC Public Health.

As part of a team led by Tristan Barber, MD, at University College London, Robert Pralat,
PhD, a sociology researcher at the University of Cambridge, interviewed 25 men living with
HIV who identified as gay or bisexual about their desire for children and whether they’d ever
talked to a doctor about it. In addition, researchers interviewed 16 of their health care
providers.

The men came from four demographically and socioeconomically diverse clinics around
London. Still, they were rather homogenous in their demographics. Most were white, in their
30s and had a college degree and a job. Only one participant was Black, and almost all of
the men identified as gay. Most of the men—14 of them—were single, and eight of them had
an HIV-negative partner. Only three had partners who were also living with HIV.

Actual parenthood desires varied. The eight men in their 20s said they weren’t closed off to
the possibility of having children in the future, though it wasn’t a priority at the time.

When the researchers asked the men and their providers about parenthood discussions, a
few themes emerged:

● Men living with HIV and their clinicians agreed that this was a rare conversation
between them. Only four of the 25 men said they had discussed the topic.
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● Others said they may have been told about parenthood, but the information got
drowned out by all the other HIV-specific data they received at clinic visits.

● The clinicians said they assumed that parenthood was not a priority for men. If they
asked at all, they inquired if the men already had children. If the response was “Oh
god no!” they didn’t bring up the desire for future children either. “I don’t need to have
that conversation,” one physician said they thought to themselves.

● Clinicians who themselves had children were more likely to bring it up in passing.
The clinicians’ gender also played a role.

● Clinicians who worked in a “patient-led clinic” hesitated to raise the question of
parenthood out of fear that clients would perceive them as “pushing an agenda” to
have children.

● Some clinicians said it simply never occurred to them, in part because they thought
about parenthood wishes only in regard to straight women. “I wouldn’t ask them that,”
one clinician said. “I’d respond if I was asked, but I wouldn’t give them information,
perhaps in the way I would if I was with a straight man or woman. Which may be
wrong.”

This lack of information left some men with questions. “Even though I don’t have any
intention [to become a parent], it’s something I’d be curious about—in case, you know, I
decided to do it,” one said. Another said he’d never been asked about parenthood before,
and now that the researchers had broached the subject, he had questions “that I didn’t
realize were there.” “That alone is justification for there being some kind of provision for
discussing parenting,” a man in his late 20s said.

Many men perceived their HIV to be a barrier to parenthood, and it was an area around
which HIV stigma lingered. When one man asked whether he could adopt, the clinician said,
“It should be all right.” One man said he would have wanted to know about the possibility of
having children from the beginning, not because he planned to use that information to
become a father himself but because it would have taken away some of that negative
programming about what it means to be living with HIV.

“[If] they told me, ‘Listen, you’ll have boyfriends, you’ll be fine…. But at that point, you can’t
really hear that,” he said. “The idea of having kids…just in a practical sense, like, well, this
cannot happen. You know, my sperm is now sullied, it cannot be used by anyone.”

Another man in hs 30s agreed and said his HIV diagnosis killed his earlier desire to be a
father. “It doesn’t even cross my mind anymore,” said the man. “[B]efore I was diagnosed, I
had always grown up thinking, you know, Just because I’m gay that doesn’t mean that I will
never have children… But since diagnosis, I’ve just kind of thought, Well, that’s just not going
to be possible.”

Most of the men said they rarely heard about Undetectable Equals Untransmittable
(U=U)—that is, the science showing that a person with a durably undetectable viral load
can’t pass HIV on to a partner. That includes not being able to transmit HIV to a surrogate or
as part of in vitro fertilization.
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Only two men reported being told this news without prompting, and another two reported
asking about it. The two men who reported receiving information about U=U said it occurred
in the context of care received at a clinic that mostly catered to women.

All this led Pralat and colleagues to surmise that explaining parenthood options could be a
good practice on its own, even when men didn’t intend to become fathers.

“Our findings highlight the potentially beneficial effects of emphasizing that having children is
a possibility at diagnosis, regardless of patients’ gender or sexuality,” they wrote. “Conveying
this information seems meaningful, not only to the men who want to become parents in the
future but also to others, as it appears to alleviate fears about mortality and ill health.”

Source: https://www.poz.com/article/gay-men-hiv-informed-can-children
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