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Incidenza per 100.000 residenti

In 2015 in Italy 650 new HIV
infections occurred in people more
than 50 years old

Most of them are heterosexual
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Prevalence of different non-AIDS related co-morbidities
at different age strata in naive patients
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Pt G-C

« Male, bornin 1949
« VDU
« 1989: diagnosis of HIV infection

« 1999: neurotoxoplasomis, neurological sequelae
(right emiparesis)
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e 1999: First ART AZT+3TC+SQV/RTV
* Drop out (poor adherence and prison) until 2008
« Different ART combinations Pl/based

« Genotypes performed during STI (wild type virus)
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« 2008: TDF+FTC+DRV/r 800/100 mg
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GEPPO Italian cohort

Geriatric Patients living with HIV/AIDS

GEriatric Patiens living with HIV/AIDS Guaraldl G et al P158’ HIV Drug Therapy 2016
a Prospective multidiscgiplinary cOhort Nozza S et al. P163 HIV Drug Therapy 2016

910
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Aim of the Cohort

* To describe
— Multimorbidity (MM)
— Polypharmacy (PP)
— Antiretrovirals’'use (ARV)

In elderly patients living with HIV

Guaraldi G et al. P158; HIV Drug Therapy 2016
Nozza S et al. P163 HIV Drug Therapy 2016
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Material and Methods

Retrospective
HIV-positive subjects aged 265 years and currently on care were included

HIV negative subjects patients were age (x4 years) matched with patients attending an out-
patient cardiovascular screening clinic in a University Geriatric Centre

Demographic, therapeutic and clinical data were recorded
— Patients were stratified according to the duration of HIV infection (>20, 10-20 and <10 years)
Multimorbidity (MM) was defined as the presence of 3 or more non-infectious comorbidities

Polypharmacy (PP) was defined as the presence of 5 or more drug compounds beyond
ARVs

Multivariate binary logistic regression models were generated Data are expressed as median

values (interquartile range) Guaraldi G et al. P158; HIV Drug Therapy 2016; Nozza S et al. P163 HIV Drug Therapy 2016
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HIV+ (n=1323)

Mean (SD)[n] P-Value
-F 16.86% [223] <0.01
-M 83.14% [1100]
Age median (ds) 71.3 (4.98)[1323] 0,293
- [65,69) 45.41% [599]
- [70,74) 30.4% [401]
- [75,Inf] 24.18% [319]
Current smoker 25.05% [276] <0.0001
BMI 25.86 (9.29)[973] <0.01

HIV duration (years)

16.55 (7.5)[1302]

<10 years 424 (33.11%)

10-20 years 596 (46.5%)

>20 years 261 (20%)

CD4 Nadir 218.84 (175.77)[1231]
Current CD4 641.31 (287.62)[1294]

CD4 / CD8 median e SD

0.97 (1.42)[1077]

Viral Load < 40

94.07% [1078]

Viral Load Undetecable

86.37% [963]

HBYV co-infection

9.6% [105]

HCV co-infection

12.61% [147]

24 Non-Caucasian HIV infected patients were excluded

Guaraldi G et al. P158; HIV Drug Therapy 2016
Nozza S et al. P163 HIV Drug Therapy 2016
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Co-morbidity

| 70.84% (651)

56.25% (90)

6.33% (10)
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7.42% (64)
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Guaraldi G et al. P158; HIV Drug Therapy 2016
Nozza S et al. P163 HIV Drug Therapy 2016
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Pt G-C comorbidities

2009: osteoporosis

2009: hypetrigliceridemia

2009: hypercholesterolemia

2010: diabetes
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Risk of MM by Age Multivariate Logistic Regression for MM
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Guaraldi G et al. P158; HIV Drug Therapy 2016

Nozza S et al. P163 HIV Drug Therapy 2016
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by duration of HIV infection
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39.21% (269)
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Risk of PP by Age
Multivariate logistic regression for PP
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Guaraldi G et al. P158; HIV Drug Therapy 2016
Nozza S et al. P163 HIV Drug Therapy 2016
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Antiretroviral regimens and relationship
with MM and PP

ARV strategy 3" Drug
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Guaraldi G et al. P158; HIV Drug Therapy 2016
Nozza S et al. P163 HIV Drug Therapy 2016
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G.C. ART

« eGFR=69 mL/min/1.73 m?

* Framingham score 25, ACC/AHA score 29
« To avoid TDF

« To avoid ABC

3TC+DRVIr
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Antiretroviral therapy

Multivariate Logistic Regression for Boosted free therapy Multivariate Logistic Regression for NRTI Spearing therapy
MBA _— MM —_—
1.26 (0.57-2.88) 0.57 1.3 (0.85-1.99) 0.22
PP —_— PP - —_—
1.18 (0.56-2.49) 0.686 1.07 (0.71-1.6) 0.76
Male vs. Female Male vs. Female ———
1.55 (D.54-5.64) 0.45 1.05 (0.65-1.71) 0.B3
HIV years > 20 HIV years » 20 —_——
2.06 (0.74-6.74) 0.19 y 0.47 (0.26-0,83) 0.01
HIV years (10,20] —
1.45 (0.49-4.94) 0.52 HIV years (10,20] 0.36 (0.2-0.62) 0
Age >=75 —— A =75 - —_——
0.64 (0.24-1.52) 0.34 ge » 0.87 (0.57-1.33) 0.52
T T T T T T T
o 2 4 8 8 Rl ] 1 2 a
OR oR

Guaraldi G et al. P158; HIV Drug Therapy 2016
Nozza S et al. P163 HIV Drug Therapy 2016
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RARA

PP

Male vs. Female

HIV years » 20

HIV years (10,20]

Age »=75

Guaraldi G et al. P158; HIV Drug Therapy 2016
Nozza S et al. P163 HIV Drug Therapy 2016
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Multivariate Logistic Regression for MonoDual therapy

1.81 (1.15-2.9) 0.01

1.42 (0.93-2.16) 0.1

1.07 (0.64-1.82) 0.8

I
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1.04 (0.6-1.84) 0.88

e

0.64 (0.37-1.11) 011

—

0.95 (0.61-1.49) 0.84
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Conclusions

 In this cohort both multi-morbidity and polypharmacy are
function of HIV duration rather than age

« Elderly people living with HIV have higher burden of
comorbidities than the general population

« A significant proportion of these patients are treated with
non-conventional ARV regimens: the selection of ARVs
seems to be driven by several factors including MM and PP
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G.C.
« Metformina 1000 mg: 1 tb TID

* Fenofibrate 200 mg: 1 tb QD

* Rosuvastatine 20 mg: 1 tb QD

« Cardioaspirina 100 mg: 1 tb QD



Infection (2015) 43:500-522

DOI 10.1007/515010-015-0795-5 CrossMark
REVIEW
Ageing with HI'V: a multidisciplinary review
A. Calcagno' - S. Nozza® - C. Muss® - B. M. Celesia® - F. Carli® - S. Piconi® -
G. V. De Socio” - A. M. Cattelan® - G. Orofino” - D. Ripamonti'? - A. Riva'' - G. Di Perri’
Fig. 1 Schematic representa- »“\‘,eragc” pa(i(‘nt Elder pa“en(
tion of pharmacokinetic modifi-
cations in elder patients and the + | body weight
potential associated conse- i + altered water/fat content t interindividual variability
quences. Rounds and arrows D; ug-sp(.‘ﬂ'ﬁci h:irge + | absorption
represent ideal average and therapeutic index * | plasma proteins )
range concentrations: in elderly * | metabolism Drug smmc, n_nrrower
* | renal excretion therapeutic index

patients a higher variability
increases the chance of supra-
or sub-therapeutic exposures

High exposure = Toxicity

Therapeutic window

High exposure

- Toxicity

¢ Therapeutic window
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And now

« Left carotid stenosis (85%) and right carotid stenosis
destra (70%)

« Surgical intervention
« CD4=301/mmc (21%)
« HIVRNA<1 cp/mL
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ART
To continue dual therapy with 3aTC+DRV/r

To change PIl: 3aTC+ATV/r

Triple therapy: TAF/FTC/EVG/c

Dual therapy: 3STC+DTG
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Clinical case. HIV journey

« Medical history: male, 67 year-old, osteoporosis, dyslipidemia,
diabetes, carotid stenosis

« HIV history: CD4 301 (21%), RNA-VIH <1 c/mL

* ART with XXX...

« Concomitant Rx: Metformina 1000 mg/8 h, Fenofibrate 200
mg/24 h, Rosuvastatine 20 mg/24 h, AAS 100 mg/24 h
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« Now what???7???
a. Follow him as any other HIV patient

b. Follow him as any other HIV patient, asking the GP/other
specialists to look after all co-morbidities & prevention

c. Follow him for HIV AND all co-morbidities & prevention
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Pros & Cons of centralizing care in HIV Units

Less visits for the patient
(1 physician)

No loss of information between
physicians .

Lower risk of DDI .
Better control??

Limitations

Need for actualization in non-HIV
fields

Hospital care more expensive?
More tests performed?

Globally, more time per visit/more
ViSits?
— In an increasing HIV-population
— In an older HIV-population
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In an ideal world (no limitation of time or
expenses), in the “older” HIV patients we should...

« Screen for & treat co-morbidities (pro-actively)
* Polypharmacy
« Specific vaccinations
« Evaluate non-medical aspects
— Nutrition
— Social
— Functional
— Frailty???
— Others
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The Can Ruti’'s “Over-60 Cohort” Example

Paciente con
i én por

Se determinaria (si no estd ):
KD EPI, Colesterol HDL-LDL, HbA1C, vit D, PSA
Sanere oculta en heces
fas virus hepatitis por si €5 necesario vacunar.

Métodos

VIH 260 anys

Visita médica
rutinaria
(médico habitual)

Tuex/aio
Misma dia que s visita
‘con sumédico

Visita enfermeria }

TA, peso, talla

Revisién hibitos (ejercicio, dieta, tabaco..), caidas,
Revisionvacunas

Revisién TARV / Tto concomitantes / Interacciones
RxTorax / ECG / DXA sea y tejidos blandos
Calculo FRAX, SCORE,

Derivacién Proctologia / Ginecologia, i es necesario
Funcionalidad: Index de Barthel / TestLawson
Test susurro (HDD) / Trastornos del suefi

| MEDICO:

Test Barber {poblacién mayor de riesgo)

+

In 15-20 minutes per patient???

(adapt del cuestionario SERAD, 2007)

- Sintomas depresivos (Escala geriatrica de
depresién, GDS, 1983)

- Calidad de vida (adapt MOS-VIH, 1991)

- Queja cognitiva (Simioni y col, 2010)

- Reserva cognitiva (CRC 2011)

FUNCIONAL/otros:

- Test funcional: Barthel y Lawson

- Test sensorial: HDD (oido), test visual

- Test nutricional

- Test de Pittsburgg

- Test Barber (personas de alto riesgo)

- Sindrome de fragilidad.

SOCIAL:

- Test OARS

Visita Dietista ]

HIV).4 preguntas
Queja cognitiva (Simioni).
itiva (CRC)

= -
Recomendaciones habitual
Otras evaluaciones:
- Densitometria 6sea y de grasa total
- Electrocardiograma

- Rx térax y columna lumbar

Caracterizacién inmunolégica:
Activacién inmune, inmunosenescencia y
marcadores de inflamacién.

Negredo E et al. GeSIDA Conference San Sebastian Dec 16. PO-36
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SCREEN FOR CO-MORBIDITIES. CV RISK



Assess CVD risk in next 10 years')
e
Advise on diet and lifestyle in all Consider ART modification i 10-
PErsons year CVD risk 2 20%")
e
‘ Smoking (see page 25) dentify key modifiable risk faciors!"!
[ ' ! | |
| Blood Pressure Coagulation | | Glucose | Lipids
o £ T g
Drug treatment if: SBP21400r  Drug reatment if established CVD ' Drug treatment "/ f: established
DEP 2 80 mmHg (especially if 10- or age 2 50 and 10-year CVD risk Confirm DM and traat with drugs CVD or type 2 diabetes or 10-year
year GV risk 2 20%) z 20% CVD risk = 10%
ik & o b
Target Target - NIA Target Target"|
SBP < 140 mmHg + HBATC 6.5-7.0% Optimal | Standard
DBP = 80 mmHg Consider treating with acetylsali- ¥ TC £4(1558) |[=&(190)
& cyfic acid 75-150 mg ! | Treatment (see page ¢ ) LDL [$2(80) |s3(115)
| Treatment (see page 77-20) "
Trealment (sea page 47)

Use the Framingham equation or whatever system local National Guid-
ance recommends; a risk equation developed from HIV populations is
available: see http://www.chip.dk/Tools. This assessment and the asso-
ciated considerations outlined in this figure should be repeated annually
in all persons under care, see pages 5-6, to ensure that the various
interventions are initiated in a timely way.

EACS Guidelines v 8.1. October 2016

Thompson-Paul AM et al. Clin Infect Dis 2016; 63: 1508-16
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Screen for co-morbidities. CV Risk

« HIV considered as high CV risk subjects
* More aggressive treatment??

Table 32 Recommendations for lipid-lowering drugs
in HIV patients

Recommendations for treatment goals for low-density lipoprotein-cholesterol

I patients at VERY HIGH CV risk¢ an LOL-C goal of < 8 mmolL (70 mg/dL), or a reduction ofat least S0% f the baseline LDL-C"s
between .8 and 3.5 mmollL (70 and 35 mg/dL) s recommended.

In patients at HIGH CV risk’, an LDL-C goal of <2.6 mmolIL (100 me/dL), or a reduction of at least 50% i the basefine LDL-C" s
between 2.6 and 5.2 mmolL (100 and 200 mg/dL) is recommended.

2016 ESC/EAS Guidelines for the management of dyslipidaemias. Atherosclerosis 2016 Oct; 253:281-344
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Mortality attributable to smoking among HIV-1-infected individuals

84
2
£
3
o
g
o
§.
3 40 45 5 5 60 6 70 75 80
Age (years)
——— Control, nonsmoking = ====- Control, smoking
........... HIV, nonsmoking —_—— e HIV, srnokmg 6'
History of E’ ) )
5.0 CV disease g 54 / Reducing systolic BP
' [ Reducing cholesterol
(]
a | /
. 40 Current 5a?
8 smoking 'r'% b
Z 30 Male 8 3 _.** Smoking cessation
o . gender ) o*
o Increasing = i
Protease &8 2
2.0[inhibitors 29 o
4 o
] n n n n n n
%)8 Risk 40 45 50 55 60 65
. factor Age (Yrs)

Helleberg M CID 2013; 56:727-34. Stein JH. N Engl J Med 2007;356:1773-1775. Petoumenos K, et al. HIV Med.2014;15:595-603
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SCREEN FOR CO-MORBIDITIES. KIDNEY
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Screen for co-morbidities. Kidney

Proximal Tubule

* CKD-epi
— Cobi and cobi-like effect ool
(DTG, RPV, RTV) Tenofovir ATP o
ate ATP-Binding
Cassette

OAT3 ar

Ve Q==

N — -

Creatinine dolutegravir Cimetidine @
Trimethoprim (ocT )

Solute Carrier

Ritonavir
Cobisistat

Blood Urine
(Basolateral) (Apical)

Cihlar T et al. Antivir Ther 2007; 12:267-72. Tong L et al. AAC 2007;51:3498-34504. Stray KM et al. AAC 2013;57:4982-9




YI\G Kidney Disease: Definition, Diagnosis and Management

Diagnosis of kidney disease

eGFR()
2 60 mL/min 30-59 mL/min < 30 mL/min
UP/ClIN < 50 Regular follow-up + Check risk factors for CKD and nephrotoxic
UP/C(1)50-100  + Check risk factors for CKD¥ and nephrotoxic medicines including ART'"/
medicines including ART ¥ + Discontinue or adjust drug dosages where appropriate!’’
+ Discontinue or adjust drug dosages where * Perform renal ultrasound

+ Perform renal ultrasound

+ [f haematuria present with any level of proteinu-
ria refer to nephrologist

+ Refer to nephrologist if new CKD or progressive
decline in eGFR

Proteinurialll)

uP/Cli) > 100

, . I Urinalysis: use urine dipstick to screen for haematuria. To screen for
' ForeGFR: Use CKD-EPI formula based on serum creatinine, gender, proteinuria, use urine dipstick and if 2 1+ check urine protein/creatinine

ana and athnirity haraiiea aRFR Alantifinating ie validatad = RN ml / (11IRPICY ar erraan with | IR/ Pratainiiria Aafined ae narcictant if ran.

UP/C

— Role in the TAF vs ABC vs non-nuke regimen era?
UP/C + UA/C

— Role of HBP and DM in proteinuria, mainly microalbuminuria

S e e S R e T R ]

‘ int after 1-2 h urine protein (mg/L) / urine creatinine (mmol/L); may also be expressed
new set point after 1-2 monins as mg/mg. Conversion factor for mg to mmol creatinine is x 0.000884

EACS Guidelines v 8.1. October 2016
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SCREEN FOR CO-MORBIDITIES. BONE



Bone Disease: Screening and Diagnosis

|EA

Risk factors Diagnostic tests

Consider classic risk factors!') DXA scan

Consider DXA in any person Rule out causes of secondary

with 2 1 risk of: (I osteoporosis if BMD low'"

1. Postmenopausal women

2. Men 2 50 years Lateral spine X-rays (lumbar and

3. History of low impact fracture thoracic) if low spine BMD, osteopo-

4, High risk for falls'"! rosis on DXA, or significant height

5. Clinical hypogonadism (sympto-  loss or kyphosis develops. (DXA-
matic, see Sexual based vertebral fracture assessment
Dysfunction) can be used as an alternative to

6. Oral glucocorticoid use (minimum |ateral spine X-ray).
5 mg/gd prednisone equivalent for
> 3 months)

Flrmafmrakli nafarms MY A in thana

Consider HIV as an individual risk factor?

DXA results in the FRAX® score

(hitp:/fwww.shef.ac.uk/FRAX)

* Only use if > 40 years

+ May underestimate risk in HIV-
positive persons

* Consider using HIV as a cause of
secondary osteoporosis!”)

EACS Guidelines v 8.1. October 2016
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= History of fragility fracture
« Glucocorticoid use (25 mg »x 3 months)
= High risk of falls at any age

1

Screening ( Adult with HIV infection ) % EACS

Clinical

Mo risk factors Society

¢' b 4

[ Younger than 40 years ] [ 40-50 years ] All postmenopausal women
Men =50 years
Assessment
v . 4 w

4
[No screening ner.essaryj Caleulate fracture risk by FRAXS

* Use country-specific FRAX®
algorithms

Measure BMD by DXA ] [ FRAX® if DA not readily available J

~ v ¥ ¥

~Chark Seconitien cansethos i = Mo hfo fracture Intervention threshold FRAX® score
Using the FRAX® calculator tool = Lowest T-score determined by country- 220% or 23%
=25 specific guidelines in al the hip
« FRAX® score general population (wi/o BMD)?
<20% Example: US guidelines
B =T-scora 5-2.5 at

the FN. TH, or LS
OR ~T-score between
—10and -2.5 AND
FRAX® score 220%
or 3% at the hip

OR - Hip or vertebral

—[ FRAX® score =10%:

i

FRAX® scone >10%
(ie. 10-year probability any

| osteoporatic fracture =10%) fractura
L FRAX" score 220%* L[ Exclude secondary causes
L of ostecporosis or low BMD
Management
~w "
Ensure adequate calcium intake Ensure adequatd calcium intake Consider bisphosphonate therapy
Ensure adequate vitamin D levels Ensure adequatd vitamin D levels Ensure adeqguate calcium intake
Lifestyle advice Lifestyle advice J Ensure adequate vitamin D levels
Lifestyle advice
Monitoring
~ . 4 yr
[ Maonitor FRAX® in 2-3 years ] Repeat DXAin If started on hisphosphonate,
= 1-2 years if advahced osteopenia _rep_eat_DXA in2 Years, (eassess
(T-score, —2 00 tog2.4%) indication for continuation in
= 5 years if mild— derate osteopenia F5 years

{T-3c0re~1.01-to . 55) Brown TT et al. CID 2015; 60: 1242-51
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HIV-Associated Neurocognitive Disorders
(HAND): Frascati criteria

Asymptomatic
HIV-associated Mild neurocognitive neurocognitive
dementia (HAD) disorder (MND) impairment (ANI)
Marked cognitive Cognitive Abnormality
impairment with impairment with in two or more
marked functional mild functional cognitive abilities
impairment impairment with no functional

impairment

Onset delayed and HAD reduced

Antinori A et al. Neurology 2007; 69: 1789-99
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People aging with HIV have Non-HIV Dementias

Relative contribution to
cognitive impairment

ART

100%

Due to active HIV
replication (CSF HIV
RNA)

Ageing cohort

On-going
neuroinflammation (CSF
biomarkers)

Damage prior to cART initiation
(nadir CD4)

CVD (Framingham score)

Drug and alcohol
abuse (history)

Antiretroviral neurotoxicity?
(drug concentrations)

1980s 1990s 2000s

>

Time
2010s 2010s

Underwood J &Winston A; Curr HIV/AIDS Rep 2016 Oct; 235-40
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Screen for cognitive impairment?

Probably only if symptomatic

If we do, simple test for multiple cognitive domains

— 3 questions:
‘Do you experience frequent memory loss?’

* ‘Do you feel that you are slower when reasoning, planning activities, or solving problems?’

* ‘Do you have difficulties paying attention?’
— International HIV Dementia Scale (IHDS)
* Motor speed, psychomotor speed, memory-recall
— Mini-cog
*+  Remember 3 nouns
+ Draw a clock
— MoCA (Montreal Cognitive Assessment)
* Picks up MCI
— Others: MEC-35, SPMSQ Pfeiffer, Bloch...
— Probably MMSE not useful

Important to rule out Depression as cause of Cl!!!

CSF viral escape rare!!!

Borson J et al. Int J Geriatr Psychiatry 2000; 15: 1021-7. Sacktor NC et al. AIDS 2005; 19:1367-74 www.mocatest.org Underwood J & Winston A. Curr HIV/AIDS Rep 2016

Oct; 235-40. EACS Guidelines v 8.1. October 2016 Bloch et al. CID 2016; 63: 687-93
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Problem Persons Procedure Evidence of benefit Screening interval Additional comments
Anal cancer MSM Digital rectal exam Unknown; advocated by | 1-3 years If anal cytology abnor-
+ anal cytology some experts mal, anoscopy
Breast cancer Women 50-70 years Mammography | Breast cancer mor- 1-3 years
tality
Cervical cancer Sexually active women  Liguid based cervical | Cervical cancer 1-3 years Target age group should
cytology test mortality include the 25 to 64
years at least. HPV test-
ing may aid screening
Colorectal cancer Persons 50-75 years Faecal occult blood test | | Colorectal cancer 1-3 years Flexible sigmoidsco-

mortality

py at 55-years is an
alternative

Hepatocellular
carcinoma

Prostate cancer

Lung cancer??

i |Screening recommendations derived from the general population.

Persons with cirrhosis
& persons with HBV
co-infection at high risk
of HCC)

Men > 50 years

Ultrasound and alpha-
foetoprotein

Digital rectal exam
1 PSA

Earlier diagnosis allow-
ing for improved ability
for surgical eradication

Use of PSA is contro-
versial

Every 6 months

1-3 years

These screenings should preferably be done as part of national general
population-screening programmes. Although non-Hodgkin's lymphoma
has a higher incidence in HIV-positive persons than in the general popula-
tion, it is currently unknown whether it can be screened.
Careful examination of skin should be performed regularly to detect
cancers such as Kaposi's sarcoma, basal cell carcinoma and malignant

melanoma.

ii Persons of Asian and Black ethnicity, family history of HCC, liver cirrhosis,
NAFLD or replicating HBV infection

See pages 52 and 69

Pros: 1 early diagnosis.
Cons: overtreatment;
ambiguity about size
of | cancer-related
mortality
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Infection Vaccination rationale in HIV-positive Comment
persons
Influenza Virus Higher rate of pneumonia. Explicitly rec- Yearly

ommended in all HIV-positive persons

Human Papilloma Virus (HPV)  Shared risk with HIV of contracting
infection. Higher rate of cervical and anal

cancer

If HPV infection is established, efficacy of vaccine is questionable

Hepatitis B Virus (HBV) Shared risk with HIV of contracting Vaccinate if seronegative. Consider double dose (40 ug) in non-respond-
infection. HIV accelerates liver disease ers, in particular with low CD4 count and high HIV-VL. Repeat doses until
progression HBs antibodies =2 10 IU/L / 2 100 IU/L accerding to national guidelines.

See page 69

Hepatitis A Virus (HAV) According to risk profile (travel, MSM, Vaccinate if seronegative. Check antibody titres in individuals with

VDU, active hepatitis B or C infection) risk profile
See page 69
Neisseria meningitidis As general population Use conjugated” vaccine (2 doses 1-2 months apart) if available. Booster

every five years if exposure continues. Polysaccharide vaccine not recom-

mended aovmore,

Strepfococcus pneumoniae Higher rate and severity of invasive
disease. Vaccine explicitly recommend-

ed for all HIV-positive persons

Higher rate and severity of both chicken-
pox and zoster

Varicella Zoster Virus (VZV)

Use conjugated”’ 13-valent vaccine instead of PPV-23 polysaccharide
vaccine if available. No recommendations yet about the need for a booster

Perform serology if exposure history negative. Vaccinate if seronegative.
For contra-indications, see*

Yellow Fever Virus Mandatory for travel to selected coun-
tries (provide exemption letter if no true

risk of exposure)

Vaccination

» Vaccinate according to national guidelines for healthy population, prefe-
rably after having achieved suppressed viremia and immune reconstituti-
on (GD4 count > 200 cells/uL)

+ Consider repeating vaccinations performed at CD4 count < 200 cells/pL
(< 14%) following adequate immune reconstitution (HIV-VL undetectable
and CD4 count > 200 cellsfuL)

+ As vaccine responses may be significantly lower in HIV-positive per-
sons, consider antibody titers to assess their effectiveness

» Avoid polysaccharide vaccination

« For additional details, see http://www.bhiva.org/vaccination-guidelines.
aspx

Contra-indicated if past or current haematological neoplasia or thymus
affection (thymoma, resection/radiation)
For other contra-indications. see*

» For attenuated live vaccines!!)
(in addition to restrictions for general population):

* *Varicella, measles, mumps, rubella, yellow fever
Contra-indicated if CD4 count < 200 cells/pL (14%) and/or AIDS

+ Oral live typhoid
Contra-indicated if CD4 count < 200 cells/pL (14%): give inactivated
parenteral polysaccharide vaccine. Preferred if CD4 count > 200 cells/
uL (> 14%).
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“Non-medical’aspects

Lifestyle interventions
— Dietary, Exercise, Toxics
Sexual (dys)function
— Causes: psychological, co-morbidities, drugs, hypogonadism
— Treatment: DDI!
— STDs!
Functional/autonomy/dependency
— Basic activities (ambulation, bathing, eating, dressing, grooming, toilet,...): Barthel, Katz

— Instrumental activities (finances, cooking, shopping, housekeeping, telephone, transportation, taking
meds): Lawton&Brody

— Advanced activities (lifestyle, social relationships)
Pain/range of motion/gait (risk of falls & fractures)
Social
* Frailty??

* Advanced-care planning???
Greene M et al. JAMA 2013; 309:1397-1405. EACS Guidelines v 8.1. October 2016
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Frailty phenotype

« Shrinking (unintentional weight loss 4.5> kg in prior year)
 Weakness (grip strength lowest 20%)

 Poor endurance/exhaustion (self report)

 Slowness (4 m walk 6-7 sec)

 Low activity (subject report)

» 23 criteria: fralil
» 1-2 criteria: prefrail or intermediate

Fried LP et al. J Gerontol A Biol Sci Med 2001; 56: 146-56
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Some simpler Frallty Screens

“FRAIL” Questionnaire
3 or greater = frailty; 1 or 2 prefrail

-Fatigue: are you fatigued?

-Resistance: Cannot walk up 1 flight
of stairs?

-Aerobic: Cannot walk 1 block?

olllnesses: Do you have more than 5
illnesses?

-Loss of weight: Have you lost more
than 5% of your weight in the past 6
months?

Morley et al. J Nutr Health Aging. 2012 Jul;16(7):601-

8. PMID: 22836700

Gérontopole Frailty Screening Tool
(yes to at least 1, + gestalt)

-Patient living alone?

oInvoluntary weight loss in the past 3
months?

-Fatiguability from the past 3 months?

-Mobility difficulties for the past 3
months?

-Memory complaints?
-Slow gait speed (>4 s for 4 m)

Subra et al. J Nutr Health Aging 2012
doi: 10.1007/s12603-012-0391-7.

Timed up and Go

Get up of the chair,
walk 3 m, turn around,
walk 3 m, sit on the
chair

Normal <10”

Frail 10-20”

Risk of falls 20-30”
High risk of falls >30”
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VACS Calculator: Assess prognosis/disease progression

Age: years. .
Sex: male lem:;lcl
Race:| ( black 'mharl
CD4:| =500 (350 to 489 (1200 to 348 (100 t6 199 ()50 t0 99 (<50 cells/mm?®
HIV-1 RNA:| (<500 (500 to 10° MO"lcooiea/m‘
Hemoglobin:| (214 (171210138 ()10t0 11.9 <10 g/dl
AST: wL..
ALT: L.
Plateiet
& 108/
FIB-4: (<145 11.45103.25 ( )>3.25
Serum
Creatinine:
eGFR: (=60 ()45 10 59.9 ()30 to 44.9 { <30 |mli/mén
Hepatitia C:| ( No () Yes
VACS Index: § z |
S5Year _ __ _
Mortality 2% [What does this mean?] [Comments]
Risk:

Highly predictive of

- All cause and cause-specific mortality
- Hospitalization, ICU admission

- Fragility fractures

Associated with

- Markers of chronic inflammation
- Cognitive performance

- Functional performance

https://vacs.med.yale.edu/calculator/
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Impact of Frailty

Minar #ress in FIT OLDER PERSON

v

L/

Mirar lliness in FRAIL OLDER PERSON

v

European

T |3 ][]
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Geriatric (ageing-related) syndromes

* Immobility

« Falls

* Incontinence

*  Confusional syndrome/delirium, dementia
* Infections

*  Malnutrition

«  Sight/hearing impairment (doctor-patient communication!)
« Constipation

«  Depression, insomnia

« latrogenic (polypharmacy!)

«  Sexual dysfunction

These syndromes may have a greater impact than co-morbidities in our aging HIV patients!
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HIV Continuum of Care for People
2 50 and older in the U.S.

100 —~
89% 89% 89%

[ ] Virally Supressed

80 [~ Bl 75% 74% 73% [ prescribed ART
I Retained in Care

60 [ ]Linkedto Care
B oi-crosed

43% 36% e
40 39% 36%
31%
20 -
0
Ages 45-54 Ages 55-64 Ages 265

Reference: http:i//www.cdc.gov/hiv/risk/age/olderamericans/
Disclaimer: The original version of this bar graph was taken from the CDC website
and modified to display data for the 45 years and older population only.
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Effective antiretrovieal therapy (ART) has prolonged the lifespan of pespie
living with HIV_ Non HIV/AIDS refated conditions now scrount for most
morbidity and mortality amang older people with HIV infection. Although
A rdicet the afecs of I disaace and <hronic inflamanation  doss
ot restore normal immunologic funciion.

= Disease progression since Last visit

= Consultations, specialty cars vis
changes in medications
= ew symptoms and d

oral health care. ancilary tests,

gnoses

HiV-infected population (between 5o-65 ye-nvl age) with high rates of
i e

oy decline and
nigh rates of depression, alconol and substance use, and sacial soiation. The
gesls of caring for cider i HIV Infection are to minimize lliness

ailty, optimize health and well-being, and prolong life.

This reference guide for care of older adults with HIV supplements.
but does not replace. standard guidelines for all adults with HIV,
which can be found at www.hivguldelines.arg.

KEY POINTS

ssociated with, L
e, resulting |nmenem;pmm[ Ufrm\(lulecambntmn-lum
arHIV. HIv

" Sse rogresvon.

= Older people-with HIV are at particular risk for polypharmacy, wi
Incroases the risk of drig-drug interactions and adverse everts: ¢ alsa can
egathvely affect cognitive function and qualiy of lfe.

To prevent or delay disability, the following assessments.
particularly important for older adults with HIV/AIDS:

= Changes in hearing and sight

= Basic actiities of dalty Iiving (ADLs)

= Pain, range of motion, gait

= Fraily

= Niood for horme care o sidled pursing.ar hasp
= baygione hai, nals feet

Sereening Tools:

owmmmmty vitamin D

ipid profile
inchuding otal choestero, HDL DL and trglycerides (3 least anmusly, repest
AT DS S o

K patent

T paronm e ol et it o wihous axitanee bt sters o

from assistive devices.

+ Basic ADL: faeding. tolsting. continence, bathing. grooming, dressing
‘ambulation, transfars (1o of from bed or chair)

All patients., regardiess of CD4 count, shauld be evaluated for ART. Patierts

250 years of age are & high-risk group for whom iniliation of ART is particularly urgent

= Older untreated Hiv Inficted persons have mone rapid disease progression than
younger persans,

® Imemunciogic response b less robus

i ckder patents o, patierts soyear:
€04 counts are better

= Patients who have langstanding HIV infection have increased susceptibility to
Inflaememation induuced diseases and have diminished capacity to Rght certain diseases

teractions, toxlcity, and paor adherence.
HECOMMENDATIONS:

= Parform madscation review at every vist
= Discontinue medications that are N-I'mgq'l reeded
= Encourage patients 1o uss one ph
= o cbtainig  dpering histcey fom the pharmacy
Assess:

= Curent medications nd adherence

= Potential g nterocions, adverse drug effcts, allerges

o Instrumental ADL: telephane,
Taund

= Pin,range af mation, gk Note whather patient s impaired by pain, joint
‘s8ffess, or 3bormal or unsteady gait and i at ik for falls
= Fraiity*: Using a phermotype assessment_ally ks eicated by the presence of
theee or mare of the following fve facior
7 SIRKINGE nintEntional weight koss b1 s  price vear)
 Weakness: 2 determined by grip stiength
o Poor endurance and enesgy. self-epart of exhaustion
 Slowness: more than 67

renal andd hepatic function, phamacok

tic changes with ang

vy 3 uars s 65 sy 13

Frfarm visian
years i s s5+6a; annually for s with CD. 200, disbetes.

[resrer— Ty —
e kg BT Ab g S Tt ot HAATR s

melius, or hypertension
[ o i [ S ————
Potparmncy i [ —
il e ors that i g e meeind
o M e,
i g}
Sl letation e e

I e o degesion ey i
me—r—

_ Screen for substance use at beseboe and ot east areally
s o prescriptions

As with all HIV-infected patients, clinicians should screen for akcohal
and substance use at baseline and at least anmually.
signs of Possible Abuse of Prescription Medic.
= Frequent rapants of Tosng” prescriptions and requests for moe 1o be wiitten
. o than ane doctor

[ ot e tymuncnion meseations 1 s
Canioam AR 1. DO s e e RS

Screening Tools: * Urinescroen = Blood panel

Medication List and Adherence Verification:
v

s, supplements,
and complementary and lterative medications.
v \Iﬂ?ﬁ'mmt pu.mcy;m check prescription pattem snd il dates.

 Dicreasing physical activity

= HIV dsease)  The WACS Index, a prognostic tool based
cakculation of age and exght routine laboratory Lests, belps manitor HIV disease

essed at

it fscs e yabe s

RIS
v Cros
e e coivst o e i v (i sl ot e

their own), hame delivery, peepackaging of medication, “easy-open” containers.

= Taking higher doses than prescribed = Miood swings
= Change insleep patierns = Poaar decision making
HV

Clinicians

3 @
(avallable at v ivguicelines org).

Ais with all HIV-i perform 3 c
LTl NEAITN SCrEeing at baseline and 3t ast annuslly,
Assasss  * Dopression anwety PTSD.  * Pychltrc hstony

= Cogn idalrwicent eation

= Seep hatitsand wpstme = Parchosocl

itive funcrion

tion ana X
Tor samphe

See
screening 100k for

Cognitive Function

Screening Tool
nal HIV Dementia Scale (IHDS)

i

hat, bean, red)—1 second
tosay each. vmmn-paumuu‘mmmmwm Repeat
he words if recall them

you will ask for recall of the words again a bit later.

Speed: the

+ Score: 4=15in 5 seconds, 3
1= 36in 5 seconds,
2. Psychomotor Speed: Have the patient perform the following
movements with the non-dominant hand as quickly as possible:
)Ci . 2) Put
down. 3

1414 in § seconds, 2=7-10 in 5 seconds,

o= o2ins sec

=

 Score: 4 = 4 sequences In 10 seconds, 3 = 3 sequences In 10 seconds,
22 sequences in 10 seconds, 1= 1 sequence In 10 seconds,
0= unable to perform

For words not

: vegetable (bean): color (red).
+ Scare: Give 1 point for each word spontaneously recalled. Give 0.5 point
for esch correct answer sfter prompting, Maximum - 4 points

score of
Rrpretdyperomn of Woktes e et ke N Wrg M. Hakaea N o s T bttt

Questions to Identify Depression (PHQ-2)"

of the following problems?
1. Little interest or pleasure in doing things: © = Not at al, 1 Several days.
2 = More than half the days, 3 - Nearly every day
i 0w, demsnd Schan iSRS W
2=Mote than hai the days 3= Neay every day
+ Score: A score of 3.

+ Emergency contact information

+ Name of case manages, care coordinator, agencses providing services

o Need for interpreter, family conference, advanc
o hospice dscussion

directives, lont term care.

+ HIPAA consents for communicating with support network
SAMPLE SCREENING QUESTIONS:
* Social/household support. Ask
+ Doyou do things sockally with friends? What do you like to do?
& there anyone who coukd come with you to medical appointments?
+ Is there anyone who you would call ifyou fel really sick?
 Does anyone help you shop, cook, do the Laundry, or take care of the house?
“ Nutrition. A
+ How often do you eat? What do you eat for breakfast? Lunch? Dinner?
“ Mobllity. Ask:
+ What do you do for exsrcise? How often to doyou leave the house?
+ Doyou ever use 3 cane, walker, or wheelchair?
 Doyou drive? Do you use the subway, buses, of Laxis? Can you manage st
Do you have friends or famdy members who could help with transportation?
« Safety, Ask
+ Have you ever fallen in your hoeme o cutside? Do you ever feel that you might?
+ & your telephone always working? Do you have 3 phone In your bedroom?
+ Currently, does anyone hit you, bully you, or yell 3t you? Do you feel safe.
Inyour home and nerghbarhood?
+ Doyou manage your own money

y? Do you think that anyene & stealing from

700 or king ahantage of you rancialy?

* Estbleh  supportve relaionshi, cknomsde paten eehogsand conce
and offer
o el e e oo i ks

* Help define Speipaiors ad o deson o nd progcss

* Discus e heeds, recommend level of care (home care, assisted i
miing hosplce, an atabih consena fr trestment pla

. sklled

rapport:
* Use respectful, preferred forms of address
* Engage the patient: maintain eye cont

sporses; avoud rus

Compensate:

se frequent, brief, affirmative
gand intermupting cemonirate empatty
for vision and hearing deficits:

* Ensure patients are wearing eyeglasses and/or working hearing aids, f needed
cak slowly and clearly; keep hands away from face
* Use farge type, visual aids
for discussion of sex:
* Ask whether the patient

ually active and has any problems to address
s knowledge of safer-sex peactices

ing:
* Write down important information

v, ask if larification s needed

teps

New York State Office for the Aging wwiw.oging.ny.90v

Senior Citizens’ Resource Guide:

Senior Citizens' Help Line: 1-800-342-9871

New York State Department of Health

LongTerm Care (information. facilities, services, hotlines):
wwwh 'wy.'w i long.tem.

New

) (for

low income m-urs) wmmwmm mz/-vk
Red. Threads:

(AIDS Institute conference materialsy:
WwwheaRth.ny gov/diseases/aids/conferences.
New York State Office of Mental Health

Footnotes:
0 ) Kot 5 A st e Acses oy Wng, ki o naumerssl
i A Comts S 77573 Lo W o e o s g

o et ke e e
P

etk sy d e v g o

ek Fra

ke 3t ot o 3ghenceyse

Shaty s o mortaltywith
e O o ey s

s e oshng

m“..‘,...»m.-v e oty e v
et gy i e b A ek v
Bt e A g ot G 531

-

9 Corwen rom the Haten

For more quick reference guides for HIV primary care
clinicians, visit www.hivguidelines.org.

New
Report abuse in NY State: 1800-343-3009 (Option 6) or

etp focfs.nygoy/main/local dss.asp

New York State Advance Directives

Health Care Proxy: wiwwhealth.ny.gov/Jorms /doh-1430.0f
Living Will (NY State Bar Association):

wwwnysba.org, Search “living will"

DoNot

New York City Department for the Aging
Senior Sen

www.hivguidelines.org
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ConferenceMore than managing CD4/VL and comorbidities...

Pharmacist

Medical
HIV

Medication

(opi, AE)
In 15-20 minutes per patlent'-"-"-’

© OlderHV o
evaluation
Functional

Physiotherapist
Speech therapist

Other “-ists”

Nutritionist

Cognitive

Social worker




EACS Young B
Investigators 7
Conference

YNG

Older HIV patients care in the future...
Open question

* How should we organize the medical care to our geriatric patients???
— Within the HIV Units, on our own (after all we are Internists...)

— Within the HIV Units, incorporating adequate professionals (geriatrician,
nutritionist, physiotherapist, social worker, psychologist...)

— Incorporating HIV physicians (part-time) to the existing Geriatric Units

— Visiting patients both at the HIV Clinic and the Geriatric Unit
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Conclusions

« Patients will die WITH HIV, NOT FROM HIV, and many of them will
achieve old ages

* Itis not only about HIV or comorbidities, there is also functional,
cognitive, social and many more issues to evaluate! Not only extend

survival but maintain quality of life!!

« Comprehensive geriatric assessment cannot be completed in an hour
(or 20 min!), but you can start

« We will have to start thinking on how to organize the holistic care of our
HIV aging population



EACS Young @ EACS
Investigators AIDS

European
I
Clinical
Conference Sacity

YN

THANK YOU



