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The management and prognosis of HIV 

disease has changed dramatically since the 

introduction of combination HIV antiretro-

viral therapy in 1996. Thus, the number of 

older adults with HIV is increasing partly 

because people with HIV are living longer. 

At the same time, the rates of new HIV cases 

in older adults (usually defined as people 

over the age of 50) are also increasing. Cur-

rently, about 25 percent of all patients liv-

ing with HIV are older than 50, and by 2015 

adults older than 50 will account for 50 

percent of the population living with HIV.1 

These trends make understanding the medi-

cal challenges of HIV in older adults more 

important than ever. This article reviews the 

special issues associated with HIV and AIDS 

in an older population.

Epidemiology
While a portion of the increased rate of 

HIV in older adults results from the greater 

prevalence of HIV in the entire population, 

the number of new infections in older adults 

has also risen in recent years. There was an 

alarming 17 percent increase in the number 

of older people living with HIV and AIDS in 

the period from 2001 to 2005. People over 

50 years old account for 15 percent of newly 

diagnosed cases of HIV, and 19 percent of all 

new AIDS cases. Twenty-nine percent of those 

living with AIDS are also in this age group.1 

A variety of possible explanations for 

this exist, including the fact that HIV-posi-

tive people are living longer with the virus. 

A recent review indicates that the average 

life expectancy for a 20-year-old person 

beginning antiviral treatment is 43 years 

(until age 63), or about two-thirds as long 

as the general population. Unfortunately, 

too few older patients have been followed 

to extend this projection to older patients 

with HIV.2 Approximately 33 percent of all 

AIDS deaths occur in older adults. Demo-

graphics for this age group describe a dif-

ferential between the death rates for racial 

and ethnic groups: the death rates are five 

times higher among older Hispanic Ameri-

cans with AIDS and 12 times higher in older 

Black Americans with AIDS than they are 

for White Americans with AIDS.1 

Prevention and Testing
Prevention and early diagnosis of HIV 

infection remain the keys to combating this 

disease, but older adults are often ignored 

or forgotten in these critical areas. Preven-

tion campaigns have generally targeted 

younger people, and many older people 

do not consider themselves at risk for con-

tracting HIV. Older adults are much less 

likely to use condoms than younger adults. 

Many consider condoms a method of birth 

control, and patients out of their childbear-

ing years may not realize that condoms 

also prevent transmission of STDs like HIV. 

A large national survey of sexual prac-

tices in older adults found that older adults 

at risk of HIV infection were one-sixth as 

likely as younger adults to use condoms 

during sex and one-fifth as likely to have 

been tested for HIV infection.3 HIV testing 

campaigns have not been geared toward 

older adults, and even the CDC’s expanded 

recommendations regarding HIV testing 

suggest that routine testing only be con-

ducted on people who are 13–64 years old. 

Medical providers often do not consider 

that older adults are sexually active and 

may use injection drugs, and therefore do 

not perform an adequate HIV risk assess-

ment. These may be the reasons why older 

patients are more often “late testers”—peo-
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ple who enter medical treatment with more 

advanced HIV disease. Late testing is also 

associated with a poorer response to HIV 

antiviral treatment, and thus may account 

for some age-related differences in treat-

ment outcomes.

HIV Prognosis and Treatment
Aging itself weakens some parts of 

the immune system. For example, with 

age, CD4+ cell counts drop, and the ratio 

between CD4+ and CD8+ cells shifts. This 

may be part of the reason for more nega-

tive outcomes among older HIV-positive 

adults than among younger ones.

Prior to the use of combination HIV anti-

viral therapy, older adults with HIV had 

worse outcomes than younger adults, 

including poorer survival rates and more 

rapid progression to AIDS. Age is less of 

a factor in predicting treatment outcomes 

today, although older adults sometimes still 

respond differently to treatment than other 

age groups. Many studies, however, show 

no difference in clinical outcomes for older 

adults treated with HIV antiviral therapies.4  

Older adults maintain better adherence 

than younger adults to HIV antiviral thera-

pies despite a higher risk of adverse events 

such as medication side effects and the pres-

ence of other illnesses that make the treat-

ment of HIV more complex. These co-occur-

ring illnesses, along with the normal aging 

process, increase the likelihood of drug tox-

icity and interactions between drugs. How-

ever, age and the presence of co-occurring ill-

nesses should not be a deterrent to the use of 

HIV antiviral therapy. A recent study found 

that older patients were no more likely to 

discontinue antiviral therapy than younger 

patients (although when discontinuation 

did occur, older adults on average discon-

tinued 7.7 months earlier than the younger 

cohort).5 Toxicities more likely to occur in 

older patients in this study included neu-

rologic (nervous system), psychiatric, and 

hematologic (blood-related) adverse effects. 

Conditions more common in older adults 

such as kidney, liver, and heart disease can 

also interfere with drug metabolism and 

increase the risk of toxicity or interactions 

between drugs. Changes in drug metabolism 

simply associated with normal aging can also 

increase the potential for toxicity.

This summer is offering many 

of us who work in the HIV field 

(especially those of us based 

in California) the opportunity 

to further develop our coping 

skills. Funding cuts, reductions 

in services to our clients, and, 

for many of us, the loss of our 

own jobs are all realities of life 

to which we must adapt. The one 

thing that we have some control 

over is our response to this new 

world —our struggle to maintain 

our sense of purpose and com-

munity even as scarcity threat-

ens and the ground shifts under 

our feet.

Our clients have never been 

strangers to the process of con-

tinuous change and adaptation, 

loss and renewal. HIV itself is 

complex and often unpredict-

able, and its treatment is con-

stantly evolving, with new med-

ications entering the market 

more rapidly than ever before. 

A more predictable evolution 

that people living with HIV face 

is aging with a chronic illness. 

While growing old with HIV was 

little more than a dream when 

I entered the field 18 years ago, 

today, happily, it is common-

place. Yet it brings its own set 

of challenges, both physical 

and emotional. In this issue of 

FOCUS, Mark Simone and Jona-

than Appelbaum update us on 

the medical concerns that HIV-

positive people over 50 face, 

including cardiac, blood sugar, 

and neuropsychiatric disorders. 

Simone and Appelbaum also 

remind us that many health care 

providers are slow to recognize 

HIV transmission risk among 

people in this population.

On the emotional front, in 

addition to HIV-related stigma, 

and other marginalizing experi-

ences (racism, homophobia, gen-

der and class discrimination), 

there’s an added obstacle: age-

ism in a youth-crazy culture. 

Also in this issue, David Vance 

and Teena McGuinness explore 

the psychosocial toll that aging 

with HIV can exact, particularly 

in terms of diminished social 

networks. They also describe 

some of the coping and adapta-

tion strategies people aging with 

HIV can employ. Many of the 

answers to the problems they 

explore lie in familiar places—

making friends with uncertainty, 

finding meaning in challenges 

and ways to support each other, 

and, along the way, pioneering 

what this brave new world of 

aging with HIV will look like. n

Brave New (Old) World
Michelle Cataldo, LCSW, Clinical Editor

http://www.cdc.gov/hiv/topics/over50
http://www.cdc.gov/hiv/topics/over50
http://www.cdc.gov/hiv/topics/over50
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Communication
Communication between health care pro-

viders and patients is critical for all aspects 

of HIV care. To reduce the risk of HIV trans-

mission, providers must discuss HIV risk 

behaviors and specific prevention methods 

(such as safer sex practices) with their older 

patients.

Thorough medical histories that include 

questioning of older adults about sexual 

behavior, sexual orientation, and drug use 

are necessary for appropriate screening. 

And because HIV is a chronic illness, there 

must be an open and trusting relationship to 

allow the patient to discuss concerns related 

to adherence and medication side effects.

Co-Occurring Illnesses and HIV 
Many illnesses become more common 

with age. HIV infection and perhaps its 

treatment may accel-

erate the deterioration 

of physical systems—

as though a person 

were aging more rap-

idly. Abnormal choles-

terol (dyslipidemia), 

diabetes, reduced 

bone density (osteopo-

rosis), kidney and liver 

diseases, psychiatric 

illness, neurocognitive 

impairment (demen-

tia), and coronary 

artery disease are all 

more likely to occur 

earlier in HIV-infected 

individuals. Routine 

general medical care 

and prevention are 

critical to the health 

maintenance of older HIV-positive adults, 

as described below.

Cardiovascular disease. Coronary artery 

disease is the most common cause of death 

in people over the age of 65. There is gen-

eral consensus that HIV itself and its treat-

ment modify the traditional risk factors 

and increase the risk of early coronary 

artery disease. The mechanisms for this are 

unknown. It may be due to an unrecognized 

feature of the HIV virus or an increase in 

traditional coronary artery disease risk fac-

tors among HIV-positive people. Protease 

inhibitors are especially associated with 

an increased incidence of heart attack, but 

some other HIV antiviral therapies may also 

increase the risk.6 However, traditional cor-

onary artery disease risk factors (hyperten-

sion, abnormal cholesterol, diabetes, and 

smoking) contribute more to the risk of cor-

onary artery disease than HIV-related fac-

tors, so reducing traditional risk factors, 

particularly smoking, is important in caring 

for patients with HIV.

Glucose intolerance. Disorders of glu-

cose (or “blood sugar”) metabolism—such 

as insulin resistance and diabetes—are 

associated with aging. Some HIV antivi-

ral medications, particularly protease 

inhibitors, also induce these conditions.7 

Screening for glucose intolerance with 

fasting glucose levels is recommended 

before and after HIV antiviral therapy ini-

tiation, and at regular intervals thereaf-

ter. Management options include switch-

ing to another antiretroviral regimen and 

following the Ameri-

can Diabetes Asso-

ciation’s medication 

guidelines for diabe-

tes treatment. 

Hypertension. Many 

investigators feel that 

hypertension in HIV 

disease was uncom-

mon before the advent 

of HIV antiviral ther-

apy. Most recent data 

suggest that the inci-

dence of hypertension 

in people with HIV 

overall is similar to 

that of matched con-

trols, but is higher in 

HIV-positive patients 

with metabolic syn-

drome (people who 

experience insulin resistance and who 

are overweight with abnormal cholesterol 

profiles). Treatment of older HIV-positive 

patients with hypertension should be as 

aggressive as it is for non-infected indi-

viduals: lifestyle modification (diet, weight 

reduction, salt restriction) and antihyper-

tensive medications. 

Dyslipidemia. Abnormal cholesterol 

(lipid) profiles are common in HIV-positive 

people. Both HIV infection itself and HIV 

antiviral therapy can adversely affect the 

lipid profile. Management follows the stan-

dard guidelines for HIV-negative adults, 

but HIV-positive adults tend to have a 

weaker treatment response to lipid-low-
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Medical providers often 

do not adequately assess 

older patients’ HIV risk 

behaviors—perhaps 

one reason that these 

patients more often 

enter treatment with 

advanced HIV disease.
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ering medications.8 For patients requir-

ing medication therapy, statins are gen-

erally recommended. Providers must be 

aware, however, of potential drug interac-

tions between certain statins and protease 

inhibitors that increase the serum levels 

of some statins and increase toxicity. For 

example, simvastatin and lovastatin are 

contraindicated with any protease inhibi-

tor, and lower doses of other cholesterol-

lowering medications are often recom-

mended. Switching patients to a different 

antiviral regimen that is less likely to cause 

this side effect is also an option.

Bone disease. While 

bone density decreases 

with age in both men 

and women, HIV-positive 

adults have significant 

bone density loss com-

pared to age-matched 

HIV-negative controls.9 

There may be an asso-

ciation with certain HIV 

antiviral medications 

and the development of 

bone loss. For example, 

tenofovir is associated 

with bone mineral den-

sity decline, which stabi-

lizes after the first year 

of use. Management of 

bone loss appears to be 

the same as in HIV-nega-

tive individuals. 

Neuropsychiatric disease. Age is the 

greatest risk factor for the development of 

dementia, but older adults with HIV are also 

susceptible to dementia from HIV-related 

disease. (HIV-associated dementia was 

recently reviewed in the Summer 2008 pub-

lication of FOCUS.)10 As patients with HIV 

age, they are also susceptible to more com-

mon degenerative forms of dementia, such 

as Alzheimer’s disease. Doctors should test 

patients with early-onset dementia (demen-

tia occurring in someone younger than 60 

years old) for HIV. In addition, any patient 

with dementia who reports risk factors for 

HIV should be tested. 

Epidemiologic studies suggest that adults 

with HIV have higher rates of major depres-

sion, generalized anxiety disorder, sub-

stance abuse, and possibly psychotic disor-

ders and post-traumatic stress disorder.11 

Treatment with certain HIV medications 

such as efavirenz has been associated with 

depression and other neuropsychiatric side 

effects. However, little is known about the 

prevalence of mental health disorders in 

older adults with HIV and the relationship 

between aging, HIV, and psychiatric illness. 

Studies suggest that older adults with HIV 

may have more fragile social support net-

works because they may be more likely to 

live alone, lack a partner, and rely on friends 

rather than family.12 Further research is 

needed to better characterize the psychoso-

cial impact of HIV in older adults and how 

best to address their needs.

Chemical dependence. Alcohol and drug 

abuse are a significant 

and underestimated 

health problem in older 

patients. In the general 

population, HIV infec-

tion is often accom-

panied by substance 

abuse, with one-third 

of new HIV cases attrib-

uted to intravenous 

drug use. While aging, 

substance abuse, and 

HIV can each affect cog-

nitive and psychologi-

cal function, the com-

bination of risk factors 

may increase the risk 

of brain injury.13 Aside 

from the added affects 

of aging, the intersec-

tion of chemical depen-

dence and mental health conditions does not 

appear to be any different in the older HIV-

positive person than in the younger HIV-pos-

itive person; however the need to consider 

substance abuse, mental illness, cognitive 

impairment, and HIV as potential co-occur-

ring illnesses is a challenge in providing 

comprehensive geriatric care.

Conclusions
The prevalence of HIV in older adults is 

increasing and will continue to increase in 

the years to come. With better treatment, 

people infected with HIV are living longer 

with the disease. Unfortunately, older adults 

are also acquiring the disease at increasing 

rates, and often the diagnosis is not made as 

early as in younger patients. In response to 

this phenomenon, providers must be mind-

ful of the prevention, testing, and health 

care needs of older adults who are at risk for 

HIV and those who are HIV-positive. n
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Older adults often 

maintain better 

adherence to HIV 

antiviral therapies 

than younger adults 

do—even though older 

adults have a higher 

risk of side effects and 

co-occurring illnesses.
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