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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
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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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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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Many HIV-positive people, who are living 
longer than ever before, face not only the many 
challenges of living with HIV, but also those of 
aging with it. While much remains unknown 
regarding the intersection of the aging and HIV 
disease processes, this article begins to explore 
some of the factors that threaten and support 
successful aging with HIV. 

What Is Successful Aging? 
Successful aging means maximizing exist-

ing abilities and minimizing difficulties asso-
ciated with age-related losses. At the Uni-
versity of Alabama, Tuscaloosa, researchers 
proposed that successful aging requires four 
essential components: prevention of disease 
and disability, active engagement in life, opti-
mal cognitive and physical functioning, and 
spirituality within a developmental context.1 
However, being diagnosed with HIV repre-
sents a barrier in each of these areas. On the 
physical front, HIV may lead to disease and 
disability. Lifesaving medications can simul-
taneously increase the risk for diabetes and 
cardiovascular, renal, and liver disease. In 
the social arena, the stigma attached to both 
aging and HIV may discourage a person from 
actively engaging in life. Similarly, judgments 
of HIV-positive people as “lewd” or “sinful” 
may cut these individuals off from their spir-
itual communities and their own spiritual 
development. These physical, social, and 
spiritual conditions can remove people with 
HIV from others, leading to isolation. Lack of 
social stimulation, together with the risk of 
vascular disease and HIV-related neurological 
challenges, places those aging with the dis-
ease at increased risk of cognitive declines. 
Such declines, in turn, hinder a person’s abil-
ity to negotiate the social and physical envi-
ronment, making isolation more complete. 

Successful aging with HIV, like successful 
aging in general, does not mean an attempt 
to stop the aging process, but rather means 
focusing on building personal and social 
resources to achieve the highest quality of 
life.2 This article describes some of the psy-
chosocial challenges of aging with HIV, and 
suggests coping strategies for improving qual-
ity of life. Dealing with the biopsychosocial 
challenges of aging with HIV requires the 
older adult to be creative in compensating for 

conditions that cannot be altered and to adapt 
to or cognitively reframe conditions over 
which the person can exercise some control. 

Challenges to Successful Aging
Besides the physical challenges of HIV dis-

ease, some of the key obstacles to success-
ful aging that many HIV-positive adults face 
include ageism and HIV-related stigma, finan-
cial and vocational distress, loss of social 
support, and depression and suicidality. 
These difficulties, as discussed below, may 
interact to create an experience of marginal-
ization and isolation.

Ageism and HIV-Related Stigma. HIV-
related stigma labels HIV-positive people as 
“dirty,” “immoral,” or otherwise “tainted.” 
Similarly, ageism causes older adults to feel 
“unwanted,” “undesirable,” or “unproduc-
tive.” This combination of marginalizing 
experiences (together with any others the 
person experiences because of gender, eco-
nomic status, race, or sexual orientation) 
can have a negative impact on the individu-
al’s sense of self and connection to the com-
munity. In west central Florida, a 2002 study 
of 172 older adults found that the combina-
tion of HIV-related stigma and ageism influ-
enced whether participants would seek assis-
tance from organizations, friends and family, 
and religious institutions. Some participants 
remarked that they felt invisible because edu-
cational and outreach information was clearly 
targeted toward younger people. This feel-
ing of invisibility may be exacerbated by the 
reactions of some medical and social service 
providers. For example, many participants 
experienced difficulty disclosing their HIV 
status to providers because they encountered 
the attitude that an older person “should 
have known better than to contract HIV.”3 

Financial and Vocational Distress. In the 
current economy, financial hardship is wide-
spread—and older adults with HIV may be 
hit especially hard. In the 2002 study cited 
above, 63 percent of the 172 HIV-positive 
participants stated that “not having enough 
money to live on” was the foremost difficulty 
they faced in living with HIV.3 Unfortunately, 
medication side effects, fatigue, and other co-
occurring illnesses, patchy work histories, 
obsolete job skills, and ageist attitudes often 
make it particularly challenging for older 
adults with HIV to reenter the workforce. 
Even if they find a job, the prospect of finding 
employment that not only supports them, but 
also builds financial reserves for retirement 
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is small.2 Securing employment may also 
result in loss of entitlement benefits.

Beyond these survival concerns, work is a 
key part of many people’s identity, and being 
unable to find adequate work often makes peo-
ple feel devalued in their relationships with 
themselves and with others. In addition, the 
lack of financial resources restricts individuals’ 
ability to engage in some social activities, and 
the lack of employment also reduces the poten-
tial for social support through a network of 
work-related contacts. All 
of these factors may con-
tribute to more restricted 
social networks for older 
adults living with HIV.

Restricted Social Net-
works. Illness, unemploy-
ment, stigma, social with-
drawal, depression, and 
poor body image can all 
act to separate older adults 
living with HIV from poten-
tial sources of support. 
Social withdrawal and lone-
liness have been observed 
with increasing age and 
HIV. In a 2005 study of 160 
older New Yorkers with HIV, researchers found 
that most (71 percent) lived alone, and their 
primary social supports were mainly friends 
who also had HIV. Although it would seem that 
having HIV in common would create a bond 
of closeness in those relationships, 57 percent 
reported that their emotional needs remained 
largely unmet. The researchers concluded that 
the social networks of older adults with HIV are 
fragile in that they lack many of the more tra-
ditional social supports that help with success-
ful aging.4 In this regard, those aging with HIV 
may withdraw from traditional social supports 
due to age and HIV-related stigma, contributing 
to their marginalization from more traditional 
social supports. 

Co-occurring illnesses increase with age, par-
ticularly for people with HIV. In a recent study 
at the University of Alabama at Birmingham, 
researchers examined the medical records of 
1,478 patients from an HIV clinic and noted the 
prevalence of co-occurring conditions across 
each decade of life.5 Medical conditions that 
were particularly prevalent with age were high 
blood pressure, high cholesterol, coronary 
artery disease, decreased production of sex hor-
mones, erectile dysfunction, diabetes, nerve 
pain and numbness in the hands and feet, hepa-
titis C, kidney disease, and condyloma (a genital 

wart caused by human papilloma virus). These 
conditions can create physical and sexual limi-
tations that restrict social interaction. Fatigue 
due to hormonal and metabolic changes is also 
associated with both aging and HIV2 and reduces 
the energy needed to engage in social activi-
ties. Finally, changes in appearance, due to aging 
or HIV medication-related lipodystrophy, may 
cause mild to severe changes in appearance, 
which negatively affect one’s body image and 
sense of self, reducing the motivation to engage 

in activities that promote and 
maintain social networks. 

It is well established that a 
significant, intimate relation-
ship is probably one of the 
best buffers against stressors 
such as financial distress, poor 
health, and loneliness.6 Fur-
thermore, being in a relation-
ship provides opportunities 
to extend one’s social network 
through interaction with one’s 
partner’s family, friends, and 
co-workers. Yet, researchers 
in the above-cited 2005 New 
York study found that fewer 
than half of HIV-positive older 

adults were in a committed relationship.4 Fears 
about disclosing HIV status, which may be espe-
cially difficult for older adults, may thwart the 
ability to form intimate relationships.

Depression and Suicidality. Many of the phys-
ical and psychosocial difficulties discussed 
above can cause depression in some older 
adults with HIV. In the 2005 study cited above, 
58 percent of participants reported being cur-
rently depressed; this figure is telling when 
compared with the 5 percent to 10 percent of 
the non-HIV elderly population who experi-
ence depression and dysthymia disorders.7 
Such depression may lead to suicidality. In the 
2002 West Central Florida Survey of Middle-Age 
and Older Adults with HIV cited earlier, 17 per-
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We invite readers to send letters re -
sponding to articles published in FOCUS 
or dealing with current AIDS research and 
counseling issues. We also encourage read-
ers to submit article proposals. Send cor-
respondence to rob.marks@ucsf.edu or to 
Editor, FOCUS, UCSF AIDS Health Project, 
Box 0884, San Francisco, CA 94143-0884.
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poor body image, 

unemployment, and 

depression can all 

separate HIV-positive 

older adults from 

sources of support.
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cent reported thinking about suicide within the 
past six months; this is in contrast to 8 percent 
of the non-HIV elderly population.3,7 Further-
more, in a 2000 Medical College of Wisconsin 
study conducted in both Milwaukee and New 
York City, researchers found in a sample of 113 
older adults with HIV that 27 percent indicated 
having experienced suicidal ideation within the 
past week.8 Such depression and suicidal ide-
ation both contribute to and result from a lack 
of active engagement with life. 

Personal Coping Strategies
Despite the difficulties of aging with HIV, a 

number of personal coping strategies and indi-
vidual resources seem to mitigate the nega-
tive effects of such stressors. “Crisis compe-
tence” is a coping resource that many people 
develop over time in response to dealing with 
other stressors.2 For example, it has been sug-
gested that gay people who overcame obsta-
cles to accepting their sexual orientation were 
better equipped than their heterosexual coun-
terparts to cope with their aging status. Cer-
tainly many of the people living with HIV have 
experienced social marginalization due to HIV-
related stigma and other obstacles, including 
homophobia, racism, poverty, and physical dis-
ability. In response, many HIV-positive people 
have developed skills that may help them to 
overcome some of the stressors that they expe-
rience while aging with HIV. There are limits to 
“crisis competence,” however. Researchers at 
the University of Alabama suggest that people 
may also respond by feeling overwhelmed by 
too many crises at once, becoming perpetually 
anxious about this multiplicity of threats.10

Using a spiritual belief system to cognitively 
reframe HIV can also be an effective coping 
strategy. A University of Alabama study of the 
spiritual and religious implications of aging with 
HIV reported, perhaps surprisingly, that 44 per-
cent of respondents viewed HIV as a blessing. 
When asked why, many stated that they felt that 
HIV brought them “closer to God.” Some said that 
having HIV helped them learn to decrease the 
negative influences in their lives—including fam-
ily, friends, or church members who “brought 
them down,” judged them, or engaged in 
unhealthy practices.9 This “weeding out” process 
may offer another, more positive explanation for 
the smaller social networks of older adults with 
HIV observed in earlier studies.4

Hardiness
Studies of successful aging in older adults 

provide insight into the processes of aging 

successfully with HIV. In a cohort of older 
HIV-negative women in Australia, research-
ers found that the characteristic that 
seemed most related to the concept of suc-
cessful aging was hardiness.10 Hardiness is 
described as possessing three essential com-
ponents: challenge, control, and commit-
ment. Thus, hardy people see obstacles as 
a challenge, take control of the things they 
can change instead of dwelling on the things 
they can’t, and remain committed to their 
life goals. 

Fostering hardiness in clients may be a way 
to improve the chances of successful aging 
with this disease. People aging with HIV must 
look at their circumstances as challenges, not 
obstacles. They can recognize areas where 
they can exert control such as taking their 
medication, exercising, and eating well, rather 
than areas where they can’t, such as curing 
HIV. Since researchers have remarked that 
commitment is probably the cornerstone 
of hardiness, those who remain committed 
to their personal or professional goals have 
something to which they can aspire. 

Researchers at the University of Alabama 
proposed that hardiness is not a static trait, 
but a resource that fluctuates in response to 
the amount and difficulty of the stressors a 
person confronts.11 Internal resources such 
as spirituality, social support, creativity, and 
financial assets support hardiness, and these 
can be depleted in response to declining 
health, stigma, and medical bills. Likewise, 
hardiness can be increased by nurturing one’s 
sense of control, commitment, and challenge, 
and by reducing the impact of such stressors. 

Clinicians can help clients identify their 
own successful responses to past challenges 
and to draw on appropriate strategies, 
while integrating new ones. Physical coping 
strategies, such as exercise, and cognitive 
approaches, such as repeating mantras, as 
well as listening to upbeat music and view-
ing examples of positive coping can all be 
useful in supporting hardiness.

Conclusion
Social service and health care profession-

als can assist clients aging with HIV by rec-
ognizing both their unique challenges and 
internal and external coping resources.11 
The psychosocial needs of older adults with 
HIV are complex and vary from person to 
person, yet understanding these needs can 
help us mitigate the challenges to their suc-
cessful aging in this growing population. n

11. Vance D, Burrage J, 
Couch A, et al. Promot-
ing successful aging 
with HIV through har-
diness: Implications for 
nursing practice and 
research. Journal of 
Gerontological Nurs-
ing. 2008; 34(6): 22–31.
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Journal Articles
Evans S, Clifford D, Chen H, et al. HIV-
associated peripheral neuropathy in 
the HAART era: Results from AIDS 
Clinical Trials Group Longitudinal 
Linked Randomized Trials Protocol 
A5001 [Abstract 462]. 16th Conference 
on Retroviruses and Opportunistic 
Infections, Montreal, February, 2009. 
Explores the relationship between 
neuropathy incidence and antiretroviral 
treatment in a meta-study of 
2,135 participants. Finds greater 
susceptibility to neuropathy as age 
and years of treatment increase.

Emlet CA. Experiences of stigma in 
older adults living with HIV/AIDS: A 
mixed-methods analysis. AIDS Patient 
Care and STDs. 2007; 21(10): 740–752.
Author studied 25 HIV-infected adults 
aged 50 to 72 years from the Pacific 
Northwest to explore how HIV stigma 
affects coping mechanisms, behaviors, 
self-image, and interpersonal and 
psychosocial issues. African-Americans 
and participants with an AIDS diagnosis 
had significantly higher scores on 
a 40-point instrument measuring 
stigma experiences. Argues for HIV 
practitioners and service providers 
to thoroughly assess stigma in older 
populations and to work with patients as 
partners instead of receivers of care.

Web Sites and Presentations
Emu B. Medical management of older 
HIV-infected adults. HIV InSite. San 
Francisco: University of California 
San Francisco, 2008. http://hivinsite.
ucsf.edu/InSite?page=cfphp-emu. 
This 45-minute multimedia presentation 
reviews the epidemiology and progression 
of HIV in older adults, including 
immunologic similarities between HIV and 
aging, age and non-HIV-related medical 
conditions, and approaches to medical 
care for older adults living with HIV. 

Services and Advocacy for Gay, 
Lesbian, Bisexual and Transgender 
Elders (SAGE). http://www.sageusa.
org/index.cfm. Global nonprofit agency 

that advocates and provides services 
for the specific needs of lesbian, gay, 
bisexual, and transgender elders. 
Services include case management, 
counseling, a caregiver program, and 
support groups to enable a welcoming 
and “culturally competent” community. 
SAGE also advocates at the national 
level to set federal policy agendas. nExecutive Editor; Director, 
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Next Issue
Despite performing with mixed 

results in clinical trials, biomedi-
cal interventions such as micro-
bicides, vaccines, circumcision, 
and pre-exposure prophylaxis 
(PrEP) continue to hold some of 
the HIV community’s most fer-
vent hopes for stemming the tide 
of new infections. But how close 
are we to realizing the promise of 
such interventions, and how great 
is their impact on incidence likely 
to be? And does the availability 
of effective biomedical preven-
tion interventions cause individu-
als to engage in “riskier” behavior 
because they feel sufficiently pro-
tected, as some fear?

In our Fall issue, Sandra I. McCoy, 
MPH, PhD, Epidemiologist at the 
Women’s Global Health Imperative 
at RTI International and Nancy S. 
Padian, MPH, PhD, Executive Direc-
tor of the Women’s Global Health 
Imperative at RTI International, and 
Adjunct Professor at the School 
of Public Health at the University 
of California at Berkeley, offer an 
update on the status of several key 
biomedical interventions. 

Also in our Fall issue, Matthew 
Hogben, PhD, Chief of the Behav-
ioral Interventions and Research 
Branch, and Sevgi O. Aral, PhD, 
Associate Director for Science, both 
of the Division of STD Prevention 
at the Centers for Disease Control 
and Prevention, take a closer look 
at the idea of “risk compensation”—
what the term means, whether the 
phenomenon exists, and if it mat-
ters to how we envision the future 
of prevention.
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