HRSA’s Ryan White HIV/AIDS Program

Optimizing HIV Care for People Aging with HIV:
Incorporating New Elements of Care
Reference Guide for Aging with HIV
PURPOSE
The purpose of this reference guide is to identify commonly occurring health care and social needs of people aging with HIV and to highlight the
screenings and assessments for these needs. This reference guide serves as a starting point for the health care team as it builds and expands its
knowledge and practice of serving people aging with HIV.

INTRODUCTION
Because of the successes of HIV treatment over the past three decades, people diagnosed
with HIV now have a nearly normal life expectancy. Of the estimated 991,447 people with
diagnosed HIV infection in the United States as of 2016, 169,424 (17%) were age 60 years
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physicians, nurses, medical case managers,
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occupational therapists, social workers,

older—an increase from 32 percent in 2010.2 Given these data, it is incumbent upon the

and others to manage the care of people

clinical and public health communities to ensure the health care system is equipped to

aging with HIV. Together, the health care

address adequately the unique medical conditions and psychosocial needs of people aging

team establishes patient-centered goals by

with HIV.

addressing the domains of medical problems,

People aging with HIV share many of the same health concerns as the general population
age 50 years and older. However, people aging with HIV also may experience unique
health needs as a result of chronic HIV-related infections that require medical treatment.3,4
The HIV providers caring for people aging with HIV may lack specialized training in health

cognitive and functional abilities, psychiatric
disorders, and social circumstances and
maximizes the use of community resources
and referrals.

issues specific to aging patients, similar to general primary care providers in the United
States who are grappling with an aging population, as well.5 In addition, people aging with HIV—many of whom identify as lesbian, gay, bisexual,
transgender, or queer—have unique social needs compared with the general aging population. People aging with HIV would benefit from having
access to a multidisciplinary health care team that is knowledgeable about community resources available to the aging population and the
nuances of health care financing and coverage.
The geriatric multidisciplinary approach to health care, when applied to people aging with HIV, can be highly beneficial.6 This approach involves all
members of the health care team having an understanding of the geriatric conditions and adequately screening, assessing, treating, and referring
patients for geriatric clinical and psychosocial conditions. A multidisciplinary team can build the capacity to conduct screenings and assessments
for geriatric conditions and make referrals to aging-related resources, even if there is limited or no access to the geriatrician.
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HEALTH CARE CHALLENGES OF PEOPLE AGING WITH HIV
Geriatric syndromes are different from other medical syndromes in that there may be multiple etiologies for a common symptom complex.7
People aging with HIV often have additional geriatric challenges. Typical symptoms, syndromes, and risk factors of people aging with HIV may
include the following:
◗ Hearing decline or loss
◗ Impaired oral health8
❯ An elevated prevalence of caries and periodontal disease is likely to affect older adults. Periodontitis is a risk factor for several
systemic diseases, and impaired oral health is associated with nutritional problems. Those with cognitive deficiencies are especially at
risk.
◗ Premature aging of the immune system9
❯ Chronic viral infections, such as HIV infection, often cause immune activation and inflammation and are linked to premature ageassociated conditions, including cardiovascular disease, frailty, and bone loss, even in patients using antiretroviral therapy (ART).
❯ People aging with HIV may have a reduced immunological response to ART, rendering this therapy less effective.
◗ Cognitive impairment, which may have multiple etiologies
❯ Cognitive impairment due to HIV-associated neurocognitive disorder (HAND) is a
known complication of HIV.10 It is prevalent among those chronically infected
with HIV, affecting 20 to 50 percent of people with HIV.11
❯ Cardiovascular risk factors, the presence of hepatitis C virus, substance use—
including alcohol and methamphetamine12—female gender, and the presence
of depression all have been shown to negatively affect cognitive function and
frailty in people aging with HIV.13

HIV-Associated Neurocognitive
Disorder (HAND) Classification
ANI: asymptomatic neurocognitive
impairment—very mild neurocognitive disorder
MND: mild neurocognitive disorder
HAD: HIV-associated dementia

◗ Functional impairment, the inability to carry out tasks that are needed for day-to-day living, is another critical condition that greatly
affects daily life and is a core geriatric assessment. Its onset may be gradual, and the unsuspecting HIV provider may screen only after
significant impairment is apparent. The health care team needs to assess functional impairment to determine the degree of HAND the
person with HIV is experiencing.
◗ Falls, which may result from multiple underlying causes (such as functional impairment, frailty, gait instability, cognitive impairment, and
adverse reactions to medications), are especially important to monitor and address because of the increased risk of osteoporosis and
fractures among people with HIV.
◗ Polypharmacy among older adults is common,14 is associated with a higher risk of falls,15 and is especially challenging in people aging
with HIV because they must take ART, in addition to other medications for comorbidities, as well as over-the-counter medications,
vitamins, and supplements. Polypharmacy may contribute to cognitive impairment.16

COMMON GAPS IN MEDICAL MANAGEMENT FOR PEOPLE AGING WITH HIV
Health care for people aging with HIV is an evolving field with new models of care, and recommendations are beginning to emerge. However,
some common gaps in medical management that have already been identified include the following:
◗ Lack of knowledge about access to affordable hearing aids, glasses, and dental care
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◗ Failure to assess functional or cognitive status and depression
◗ Limited awareness of decreased vaccine responses due to aging
◗ Failure to address sexual health, which may be less likely to be discussed because of
competing comorbidities or the perception that older people are not sexually active.
Providers should continue to ask about sexual activity—including asking about
intimate partner violence—and provide appropriate guidance and treatment.

Care of People Aging with HIV Toolkit
The Northeast/Caribbean AIDS Education and
Training Center has developed a Care of People
Aging with HIV Toolkit. The toolkit provides links
to screening and assessment instruments, along
with programs and papers that offer clinically
useful materials.

SCREENING TOOLS FOR GERIATRIC CONDITIONS AMONG PEOPLE AGING WITH HIV
Functional Assessment
A patient’s functional status is his or her ability to carry out tasks needed for day-to-day living. These tasks are grouped mostly into activities
of daily living—which includes dressing, transferring, eating, grooming, and bathing—and instrumental activities of daily living, such as
taking medications accurately, managing funds, using a telephone, grocery shopping, and preparing meals. Different tools are available for
assessing a patient’s functional status. The majority of these tools are self-reported questionnaires and may be applicable in a primary care
setting. Linkage to resources on home health, nursing homes, day programs, and wellness centers can be initiated from the outcome of these
assessments.

Frailty, Gait, and Falls Assessment
Frailty, gait, and falls are interrelated. Frailty is a clinically recognizable state of increased vulnerability resulting from an aging-associated
decline in reserve and function across multiple physiologic systems, such that the ability to cope with everyday or acute stressors is
compromised.17,18 Gait is one component used to determine a person’s frailty. Increased frailty and poor gait result in more falls. According to
the frailty criteria developed in the Cardiovascular Health Study, the overall prevalence of frailty in community-dwelling adults age 65 years or
older in the United States ranged from 7 to 12 percent and increased with age.17 Gustafson and colleagues found that women with HIV were
more likely to have frailty compared with women without HIV.19 Various screening tools are available for frailty and gait. See the Care of People
Aging with HIV Toolkit for links to some of these tools.

Cognition Assessment: General and HIV-Specific
The U.S. Prevention Task Force has concluded that overall evidence is insufficient to make a single recommendation on screening for mild
cognitive impairment; however, Medicare began covering the cost of diagnosing cognitive impairment as part of the annual wellness visit
benefit in 2011.20 Although no robust treatment options exist for cognitive impairment and little evidence supports that early detection will
improve the patient’s outcome,21 early detection of cognitive impairment can allow both patients and family members to start planning while
the patient is still capable of making informed decisions. The health care team should conduct cognitive assessment screening if individuals
complain of memory impairment or other symptoms or if family members identify lapses in memory. Furthermore, the health care team should
assess the medications provided to people with HIV to identify and remediate any drug interactions that may cause cognitive impairment.
Although ART is effective at repressing circulating HIV, the central nervous system (CNS) may serve as a reservoir for HIV. Several ART
medications are unable to cross the blood-brain barrier to target CNS-specific HIV, allowing the virus to continue to replicate. This replication
may lead to neurocognitive disorders in people with HIV as they age. Screening and testing tools specific to HAND detection include the
Montreal Cognitive Assessment (MoCA),22 Frascati criteria,23 and the HIV dementia scale.24 In a recent study, prevalence estimates for HAND
diagnoses were 33 percent for asymptomatic neurocognitive impairment (ANI), 12 percent for mild neurocognitive disorder (MND), and

Page 4 | Optimizing HIV Care for People Aging with HIV: Incorporating New Elements of Care

2 percent for HIV-associated dementia (HAD).25 Although the
incidence of HAD has been decreasing in recent years, the
overall prevalence of all
HAND diagnoses has remained high or has increased over
the same period, despite widespread use of ART.10,11
MoCA is a 10-minute cognitive screening tool that is widely
used in detecting mild cognitive impairment, especially early
HAND. Detection of impairment may warrant further evaluation
or referral to a geriatrician, neurologist, or neuropsychologist. It
may be beneficial to interview the patient’s family or persons
who are close enough to identify changes in cognitive function.

National HIV Curriculum
The National HIV Curriculum, funded by the Health Resources and
Services Administration AIDS Education and Training Center Program,
provides ongoing, up-to-date information needed to meet the core
competency knowledge for health care providers in the United States.
A special topic section on “HIV in Older Adults” is available that covers
many of the issues raised in this short report.
Free Continuing Medical Education contact hours and Continuing
Medical Education credits are offered throughout the website.
Pharmacology Continuing Education for advanced practice nurses is
also available for many activities.

Depression Assessment
The National Institute of Mental Health considers depression in older adults to be a significant public health problem.26 Although widespread,
depression in older adults often is undiagnosed and untreated, and the system of care for the treatment of depression lacks a unified
approach. A thorough clinical evaluation is essential. Insomnia, which is very common in the older adults, is both a symptom of and a risk
factor for depression. Left untreated, depression may contribute to physical, social, and cognitive impairment. Depression may delay recovery
from medical treatments and may, in some cases, lead to suicide.

SOCIAL CHALLENGES OF PEOPLE AGING WITH HIV
◗ Social isolation may become more acute among people aging with HIV, particularly those who have experienced the loss of close
friends to HIV throughout the past four decades or those who have limited family support.
◗ Disclosure of medical information is a relevant issue for people aging with HIV, who may wrestle with decisions about which
components of their medical history they want to disclose to family or friends who may be supporting them.
◗ Food and housing insecurity are often areas of concern for people aging with HIV.
◗ Financial management and management of health care benefits, such as Medicare and Social Security, become more
challenging as Americans age and can be especially complex for people aging with HIV because of the high cost of ART and treatment for
comorbidities.
◗ Traumatic life events may affect the mental health of people aging with HIV, specifically those who have experienced trauma earlier in
life, adding importance to intimate partner violence screening.

CONCLUSIONS
Providing optimal care for people aging with HIV requires a specific focus but can be incorporated into existing HIV care systems. A
multidisciplinary approach that balances quality of life with medical necessity, as well as addressing the unique needs of people aging with
HIV, is likely to result in improved health outcomes for this population.
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