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The Service Needs of an Emerging Population:
Older People Living With HIV/AIDS
In San Franciscq San Mateo and Marin Counties

Introduction

Only in recent years has attention begun to turn towards the people living with HIYB8Ipears of
ageandolder. In 2003 the AIDS Community Research Initiative of America (ACRIA) initiated studies
on the aging population and in 2006 they released the first comprehensive look at this pofuation
Research on Older Adults with HIV (ROAH) study which was glesi as a 1000 person cohort
analysis in New York City.

According to the ROAH study, ACRI A6s preliminar
aging HIV population does not have access to social support networks that provide support apon whi

the typical aging adult relies. Without these functional informal support networks these older adults find
themselves relying on costly formal care servi€asrmous resources have contributed to changing the
death sentence of an HIV/AIDS diagnosigtte reality of a longer life. It is disconcerting that those

who now live with HIV will face a healthcare system and communities ill prepared to care for them as
they age with the disease. 0

In San Franciscdhe aging nature of the HIV/AIDS epidemicsignificart. In 2004, the populatios0
years of agand olderaccounted for approximately 30% of all HIV/AIDS cases. Just four years later
this population accounted for approximately 40% of all HIV/AIDS case2008 47% of San
Franciscaa with anAIDS diagnosisvere 50 years of age and older afidhesel3% were over 60

years of agé.

Although the population of older people living with HIV/AIDS in San Francis@pmoaching a
majority, an inventoryconductedf publicly funded programserving this groupfoundno programs and
no dollars allocated for targeted progradkhough here are a few support groups through community
based organizations that exist for older people living with HIV/AID8 number is inadequate and
limited in that thes groups primarily targeted older gay mBlo. services from any funding stream
targeting other demographics were identified.

In early 2009members of the HIV Health Services Planning CouiiSPC)and t he Mayor 0 s
Term Care Coordinating Coun¢LTCCC)began meeting to discuss ways that the two planning bodies
might collaborated begin to address the issues relatddl¥#&AIDS and aging in San Francisco. The

HIV Health Services Planning Council is responsible for prioritizing and allocating fétigaa White

funds and working with HIV Health Services in t
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Term Care Coordinating Council makes recommendations to the Department of Aging and Adult
Services.

In mid 2009 both councils approved therfnation of a workgroup that would fall under the jurisdiction
of, and include members bbth councils and as well as community members. The Joint Workgroup on
HIV and Aging held its first meeting in October 2009 and agreed to approach its warkuiti-phase
fashion

The goals of phase one are

1) To look at theservice needs of the oldeogulation living with HIV/AIDS.

2) Make actionable recommendations to both the Long Term Care Coordinating Council and the HIV
Health Services Planning Councibtifall within their authorities and purviews

3) Provide recommendatiortiat aremore general in scope that may facilitate future research, initiatives
and programs in the future on these social service needs.

In January 2010, the San Francisco HIValde Services Planning Council, the Department of Aging

and Adult Services, the Department of Public Health and a number of community based organizations
hosted two eventsa briefing for policy makers and community leaders at the Haas Fund on HIV and
Aging presented by Sean Cahill, PhD, Director of Public Policy at GMHC in New York City and a
forum for providers from both the HIV services and Aging and Adult services sector held at the San
Francisco LGBT Center. These events were the kick off of effans the public, nofprofit and
foundati on sectors to highlight the needs of
fields of both HIV care and Elder care.

This paper is meant to begin addressing these issues in a concrete way. e smatching the
surface of this issue and while we are making initial substantive recommendatsersioaneeds,
which not only include social services but medical, treatment and preventiod needame but a few
our overarching goal is to shedr light on the issue of HIV/AIDS and aging



Methodology

It is clear that due to the lack of targeted resources for older people living with HIV/AIDS and the
growing percentage that they represent among the overall population of ppeogle/ith HIV/AIDS in
San Francisco it is imperative to understand the needs of this population.

However there have been only a few small scale efforts to research these needs. In 2007 the HIV Health
Services Planning Coun¢iHHSPC)held a communityorum for PLWHA 50 and over. In th2008 San
Francisco EMA HIV/AIDS Health Services Needs Assessraemnnissioned by theHSPG one of the

areas of focus was tim®pulation 50 years of age and older2D1Q the Council once again identified

this populatbn for moreanalysis and conducted tmcus group for people living with HIV/AIDS 50

years of age and oldas part of its targeted needs assessment activities.

In addition to these very small needs assessment actitite3doint Workgroup on HIV ahAging
developed a short dine selfselect, selreport survey attempting to glean additional information

In January 2010, the HIV Epidemiology Section of the San Francisco Department of Public Health
provided some specific epidemiological data fos fpulationwhich it presented to the workgroup
and to the HIV Health Services Planning Council

This paper utilizes these data sources and needs assessments in conjunction with national data and
studiesthat ae more comprehensive but not specific to San Frandisceport on some basic issues
that deserve attention and some preliminary recommendations for the Long Term Care Coordinating
Council, the HIV Health Services Planning Council and local policy nsaiethe social service needs

of people aging with HIV/AIDS.

Due to the limitations of the data and information used in this document, it is not meant to be a
definitive report. Insteadt should be seen as the catalyst for more robust work in theutass 6n the

issues of older people living with HIV/AIDS. The Joint Workgroup on HIV and Aging believes that this
issue is too important to wait for more comprehensive research and is confident that the information and
recommendations herein are sound aiidmove the needs of older people living with HIV/AIDS to the
level of attention and importance they deserve.

This report and its recommendations focus attention on social services for older people living with
HIV/AIDS. It only provides some basic data new infections among this population to highlight the

fact that it deserves attention in the cityods p
only recently been released and any recommendations regarding prevention impacting pldergaeb

to be thoughtfully and deliberately considered within the context of this plan and the San Francisco
Department of Publ i c Hé&bBdwtDinedtisnprépbsdl THsreportevast i on s e
prepared before such an analysis was possibleraadrpion issues will be addressguting Phase 1l of

the Workgroup.

Finally, although this report will touch on some of the health issuesiagsd with HIV/AIDS and
aging,medical, clinical or treatmemécommendations are not within the purview of tbat
Workgroup on HIV and Aging.



Epidemioloqgy

The overall increase of the Older Population Living with HIV/AIDS

According to the Centers for Disease Control (CDC), the number of persons aged 50 years and older
living with HIV/AIDS has been increasirgjeadily in recent years. This increasmipartdue to
antiretroviral therapy (ART), which has made it possible for niRItW/HA to live longerand partly due

to newly diagnosed infections in persons over the age of 50. As the US popaiddicgeconinues to

age, it is important toecognize thapecific challenges faced by older Americans and to ensure that they
get information and services to help protect them from infeéti®me estimate is that more than half of

all people living with HIV in thdJnited States will be over 50 years of age in 2bTHhe CDC reports

that from 2001 to 2007, this segment of the population increased by over 61%, going from 17% of the
HIV -positive population to about 27%

Estimated percentage of persons living with HIV/AIDS who are 50+
by year, 2001-2007
30%
27.4%
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For years 2001-2003, data is based on 33 states and U.5. dependent areas with confidential name-based HIV infection reporting, Centers for Disease Control:
HIV/AIDS Surveillance Report, 2005. For years 2004-2007, data is based on 34 states and 5 U.5. dependent areas with confidential name-based HIV infection
reparting, Centers for Disease Control: HIV/AIDS Surveillance Report, 2007,
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According to the San Francisco Department of Public Health, 40% of people living with HIV/AIDS are
over 50 years of age. For those with an AIDS diagnosis, 47% are o¥er 50.

Age Distribution Among Persons with AIDS,
San Francisco, December 31, 2008
T

Persons living

with AIDS

Age as of
12/2008

13-24 25-29 30-39 40-49 50-59 60+

HIV Epidemiology Section, AIDS Office, Depaftine 2 ¥ t dzot A O | St 0 K & {$Sah Erazéisc® T G KS
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In San Francisco, 13% of people living with AIDS are over 60 and 40% are between 40 and 49 and will
l i kel y be a gsiinnhg comingdecaddtliiselearthatbhd rieeds of older people living with
AIDS in San Francisco will grow exponentially over the next 10 years. People living with an AIDS
diagnosis tend to be less healthy and require more medical and social saangasople living with

HIV.

Analyzing the data for people living with HIV/AIDS in San Francisco, the number of people 50 and
older has increased by more than 43% in the four year period between 2004 and 2008 and this group
accounted for 40% of all ppte living with HIV/AIDS in San Francisco.

Trends in persons living with HIV/AIDS by demographic and risk characteristics,
2004 2008, San Francisco

2004 2005 2006 2007 2008
AGE Number (%) Number (%) Number (%) Number (%) Number (%)
0-19 42 (<1) 38 (<1) 35 (<1) 34 (<1) 31 (<1)
207 29 648 (4) 656 (4) 635 (4) 642 (4) 622 (4)
30-39 3,652 (24) 3,245 (22) 2,993 (20) 2,804 (18) 2,624 (17)
40 49 6,127 (42) 6,293 (42) 6,296 (41) 6290 (41) 6234 (40)
50+ 4,349 (30) 4,791 (32) 5,273 (35) 5,736 (37) 6,246 (40)

2008 San Francis¢®V/AIDS Epidemiology Annual Report

eHIV Epidernology Section, AlIDSffice, Department of Public Heal#®08 San Francisco HIV/AIDS Epidemiology Annual

Report
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Compared with the national @tSan Francisco has a significantly higher number of PLWHA over 50

years of age than the national average. In 2007, the last year in which a comparison can be made, 37%
of the cityds residents | iving witheidtiodal Al DS we
percentage of 27.4%.

By assuming a 3% increase per year, based on averaging the annual increase 2002004 likely
that by 2012 more than 50% of San Franciscans living with HIV/AIDS will be 50 or older.

New Infections among older gople living with HIV/AIDS

According to the CDC, persons living witlver 50 years of ageccounted for 15% of new HIV/AIDS
diagnose$. An October 2009 AIDS Action briefing to Congress puts the percentage higher, reporting
that 16.8% of new HIV/AIDS diawpses are 50 years of age and ofder.

In 2006, persons 50 years of age and older accounté&@ f8#%o of estimated new HIV infections
(n=54,230) Among males, 10% were men aged 50 years and @id86,820) Among females, 11.4%
were females aged 50 ysand oldetn=14,410)"

In 2005, the rates of HIV/AIDS among persons 50 and aleee 12 times as high amoAdyican
Americang51.7/100,000and 5 times as high among Hispanics (21.4/100,660@pared with white
people (4.2/100,000}

In San Franciscthe average rate of new HIV diagnoses for people 50 years of age and older averaged
11.6% per year between 2004 and 2008.

Year of HIV Initial Diagnosis

Age at HIV Diagnosis (years) 2004 2005 2006 2007 2008
0i 12 <1% <1% 0% 0% 0%
137 24 9% 9% 10% 11% 10%
2571 49 80% 80% 75% 78% 80%
50+ 12% 11% 15% 11% 9%

2008 San Francis¢dlV/AIDS Epidemiology Annual Report

Late Testers among older people living with HIV/AIDS

According to a CDC Report, amongnsons newly diagnosed with HIV, the probability of being
diagnosed with AIDS within 12 months increases with &ge.

While there are a variety of possibilities for
diagnosis within 1 year of testing fBilV), many articles found in a literature review of the subject,
i nc | ubDedlayedgPredentation and Late Testing for&llV ( Gi ar d o E nJournalof MD, et
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Ibid.
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2CDC HIV/AIDS Surlagikce Report, 2006. http://www.cdc.gov/hiv/topicsirveillance/resources/reports/index.htm
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Acquired Immune Deficiency Syndromes Au g u s t S2x0ad Risk Behavidrs i Late Middlega
and Older HIV Seropositive Adutis ( Lour des | | IADS anB Behavitrxpral 2008),et a |
point to assumptions on the part of the medical provider and the patient about risk factors.

While these data have a direct impact on developing pgpte prevention interventions for older
people, they also indicate that medical providers and social service providers should reevaluate their
assumptions of sexual and substance use risk with older people.

Concurrent HIV/AIDS among persons
diagnosed with HIV in 2006,
by age group, United States

70 4
60 4 m HIV only

| (non-AIDS)
40 4 Concurrent

1 55

49
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| 24
12 0

® 9w O
S o ©

HIV/AIDS

Percent of persons newly diagnosed with HIV
v
S

Age group at diagnosis

Among persons newly diagnosed with HIV, the probability of being diagnosed
with AIDS within 12 months increases with age.

Source: CDC HIV/AIDS Surveillance Report, 2006. http://www.cdc.gow/hiv/topics/
surveillance/resources/reports/index.htm

Older patients are twice as likely asupger patients to be diagnosed with AIDS and to be diagnosed
during hospitalizationOlder patientsas well as their providers, may perceive that they are at low risk of
HIV infection, perhaps making them less likely to be tested. Also, the availafitbpART may

reduce the sense of urgency with which people seek HIV testing today.

13 gLate diagnosis of HIV is a problem for older patients, many of whom aren't diagnosed until they've already developed
AD$ = ! 3Sy0e TF2NJ | SI flity,KUS bepdtmentod HealthZh& HumghBervicdzl
http://www.ahrg.gov/research/nov07/1107RA21.htm



Demographics of the Older Population Living with HIV/AIDS in San Francisco

HIV/AIDS cases over 50 (N=6,246)

9% 11%

Male Female TG White Afr Am Latino MSM DU MSM
DU
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In San Francisco, the population of people living with HIV/AIDS 50 years of age and older is diverse.
While the percentage is higher among Whites and African Amerfoatisis age group compared to the
overall population of PLWHA, the race/ethnicity breakdown of the population shows comparable
diversity between older PLHWA and the total population of PLWHA.

PLWH/A PLWH/A
(N=15,757) (50 plus)
(N=6,767)

Race/Ethnicity
White

African American
Latino

Other
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HIV Epidemiology Section, AIDS Office, Department df Rub
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In terms of gender the demographic breakdown, the population of PLWHA over 50 is nearly identical to
thegender make up of the overall pdgtion of PLWHA in San Francisco.

(N=15,757) (50 plus)
(N=6,767)

Gender
Male
Female
Transgender
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According to theHIV Epidemiology Section, FOS Office, Department of Public Healtgpproximately
7% ofthe50 plus population is homelesstla¢time of HIV/AIDS diagnosis®

In San Francisco, among tB6 plus population approximately 75% have had AIDS for 10 years
Additionally by looking athe age at time of HIV diagnosis and the median CD4 count, the population

of people living with HIV/AIDS over 50 tends to have lower CD4 counts than their younger
counterpart£®

AgeatHIVdx |Number | % received CD4 | Median CD4 ct

13-29 424 82% 456
30-39 687 85% 432
40-49 546 84% 401
50 plus 227 86% 363

I L+ 9LIARSYA2f238 {SO0GA2yI ! L5{ o hd@A\DSOS EpidemiSaiEranSisto Preschted talfdet A O |
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Epidemiology Conclusions

The HIV/AIDS epidemic is graying and in San Francisco the number of older people living with
HIV/AIDS is higher than the nationalverage and we believe could account for more than 50% of all
HIV/AIDS cases in 2012.

The number of new infections and Al ate tester so
significant challenges.

Many older persons are sexually active but matybe practicing safer sex to reduce their risk for HIV
infection!’ Some older persons inject drugs or smoke crack cocaine, which can put them at risk for HIV
infection. HIV transmission through injection drug use accounts for more than 16% of AIDS cases
among persons aged 50 and oltfer.

Some older persons, compared with those who are younger, may be less knowledgeable about
HIV/AIDS and therefore are less likely to protect themselves. Many do not perceive themselves as
at risk for HIV, do not use condonasd ultimately do not get tested for H¥.

The CDC reports that older persons of color may face additional barriers in the form of discrimination
and stigma that can lead to later testing, diagnosis and an increased reluctance to see® services.

Pl L+ 9LMARSYAZE2A& (S

lF(’Sresented to the Joint Wpr3 NB dzLJ 2 Yy
Ibid.

YlindauSBid Ff ® &! & daeadth adchg oddé Behirts in thé Bniteld Ftéaeddew England Journal of

Medicine 2007;357:762,74.

Blyal b[® a1 L+ I ARSYREader POROB(RI43ONRdzE (i & ¢

;zd L+k! L5{ lY2y3 tSN&B2ya ! 3SR pn FyR ht RSNE /5/ CIOi {KSS
Ibid.

OGA2yS 1 L5{ hTFAOSS 535 LISanlrraiged 2F t dz
L+ FYR !'3AY3IAEST HAMA



Accordng t o tHeealQDhC,ciar e professionals may wunderes
HIV/AIDS and thus may miss opportunities to deliver prevention messages, offer HIV testing, or make
an early diagnosis that could help their patients get early care.

Physicians may miss a diagnosis of AIDS because some symptoms can mimic those of normal aging, for
example, fatigue, weight loss, and mental confusion. Early diagnosis, which typically leads to the
prescription of Antiretroviral Therapy (ART) and to ethmedical and social services, can improve a
personbs chances of Iiving a |l onger and healthi

The stigma of HIV/AIDS may be more severe among older persons, leading them to hide their diagnosis
from family and friends. Failure to disclose HIV @&ation may limit or preclude potential emotional and
practica&l support. o

Many of the trends and concerns coming from an analysis of data on late testers and new infections must
be addressed through adequate prevention efforts and healthcare provideoeduc

This population is diverse and will need to have social services delivered in ways that reflect not only
their age and their HIV status but their gender identity, their ethnicity and their sexual orientation.

Since this population has a highmercentage of late testers with an average lower median CD4 itount

is likely that older people entering the system of care will have greater medical and social service needs.
The next section of this paper will provide an overview of some of theleaitis of the medical

issues faced by older people and how they will exacerbate the strains on the system of care for older
people living with HIV/AIDS.

2 bid.
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Physiologicaland Mental Health Issues

Physiological Issues

In September 200 Ne ws week o publ i shed an inatantes ahigheprofileh at wa
reporting by a national news magazine on HIV an
Medical advances are helping many HIV Patients live into old age.hBublessing presents its own
unique set of tribulatons Thi s refl ects the sentiments expr e:
San Francisco HIV Health Services Planning Council held in 2007 when one participantistatéedv e

been living withthisdiease since the early 198006s and | am
the epidemic. 0O

Long term effect of Antiretronal Medications (ARVS)

According to GMAGHewpongi Ol de a pddlifetexpectartietor geppled e mi ¢
on therapy (and who adhere to theiedication regimens) are still only tvibirds thatof the general

population. For intravenous drugers with HIV, the figure is even lower. Thesatistics point to

important areas of concebecausave are only beginnintp see theffects of therapy on longevity.

Researchers know that HIV and age make for a complicated balancing echvoluted interplay of

the disease itself, natural aging symptoms and the side effects of antiretroviral medication that may
enhancehose symptoms. Part of the aging process is already aboutdh ilmssunity. So the fact that
HIV is an immune disease may be one reason why PLWHA tend to age ifastverything from body
changes to cardiovascular disease. But PLWHA can also ¢pegoldy ongoing side effects of
antiretroviral therapy (ART), which range from high blood pressure to neurocognitive disorders.

Drug Toxicity

According to the GMHC papér Gr owi ng OI der o aniireétrovirdisiare leds oxicdharmi ¢
they used tde, but they araot entirely benign: side effedtsclude liver toxicity, osteoporosis,
pancreatitis, lipodystrophifat loss and redistributionperipheral neuropathy (numbnessxtremities),
and buildupof lactic acid, to name a fefd The paper gaeon to report thaesearch suggests that older
adults may be less able to metabolize antiretrovirals, which can lead to increased#oxicity.

Aging and FCell Production

HIV and aging both diminish the production and health-oElls, a key componén of t he body
defense against infection. As people get older, the organ whezkisTmature (the thymus) shrinks, and

as a result older adults produce fewere€lls than younger peopfeHIV infection also depletes-ells,

and HIV-positive individuald y pi cal | y h-eelVpopulatiomismédapte someorie 20 to 30

2Cahi t {Styox Si Ifo aDNRBgAY3I ht RSNI2AGK (GKS 9LARSYAOET D¢
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Ibid.
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years oldef® Older age has also been linked to decreased production of cytokines that regelhte T
production and maintenance, which may also influence immune recovery in older®EAWH

Inflammation

According to an article by Tim Horn reporting on an ImmiBased Therapies Strategy Workshop held

in February 2010 in San Francisco, hosted by Project Inform and Treatment Action Group and published
on POzZ Al DSMeds . c dnamnfadavederdgafanaliar dvords in thé HIV lexicon,

up there with terms likCD4 cell] dviral loadda nd 6 ant iTrheetrreodvsi raa lgsoto.d r e a s
People living with HIV appear to age fasiess seen in the premature onset ofaggociatediseases

and immune system defiaitsthan those not infected with the virus. This is likely because of chronic

infl ammation, a |Iingering effect of HIVOs perse
working to the best of its ability.

Theconneci on between inflammation and aging isnot
variable in HIVresearch,noa bl vy i n studi es e xgbuntoeatediHty infedian 6 nat |
and treatment clinical trials. In fact, researchers are talategof the antinflammatory properties of

various compounds agents that can work alone or in tandem with viraliloaducing ARVs to calm

the bodydés overzeal ous inflammatory response to
living with HIV. 5"

In the same article Horn quotes Steven Deeks, MD, a professor of medicine at the University of
California San Francis¢cavho has been studying the issues of HIV, inflammation and aging.

Treatment adherence struggles and side effect problems asidgprayjed sur vi val with
without its risks. #AHIV infection and its treat
commonag@a s soci ated complicat i ons;pharmBoy sskes, inswaichd. A T
there is a greater risk of dyunteractions when drugs used to manage HIV are combined with

medi cations used to treat diseases typically as

Using cardiovascular disease as an example, Deeks explainadsgrgtsmall population afo-called

elite controllerd peope living with HIV able to keep their viral loads undetectable and their CD4

counts well within the normal range without the use of ARV treaténéatve a higher risk of heart

disease compared with HiRegative individualsi Thi s f i ndi ngtpaneffeetofdll&¥i d, #|
associated inflammation rather than to effects

Cognitive decline was anothaspecDeeks explored. There are a number of possible reasons why
neurologic deficits can be documented in some people otleeresponding well to ARV therapy,

including lowlevel replication of HIV in the central nervous system, active substance abuse and the
presence of other infections such as hepatitis
consider, especialiyn patients starting antiretroviral the

*Robert C. Kalayjianand Lend At NI KA S d¢KS 9FFS0Ga 2F !'3Ay3a 2y 1L+ 5raS8t 2
Current Clinical Neurology (New York Humana Press, 2009)
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Osteopenia and osteopord@sismoderate and severe bone mindoak, respectivefy may also be
causedbpy ngoi ng
certain drugs obone metabolism may play a rale.

Co-Morbidities
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Accordingto theGMHC paper non-AIDS co-morbidities are becominigcreasingly important. In
recent years, less tharthird of all deaths in H\positive individualsvere associad with diseases
traditionally linkedto HIV infection. In many cases, however, it is not clear whethese ce
morbidities are caused by the viragjing, antiretroviral therapy, or some other fagtor found among
some HIVpositiveolder adults. Whais clearis that HIV-positive individuals arékely to have more
diseases thaHIV negativeindividuals, regardlessf age, many of which are nspecificallyAIDS-
related® In the ROAH study, 91% of the sample of 914 oldeults living with HIV in NewYork City

had at leasbnecomabidity; 77% had two or mord.heseconditions include hypertension, neuropathy,

hepatits, arthritis, and depressidh.

In another studfiCo-Morbidities inolderpatients with HIV: A Retrgsective Study

ROAH Study Comorbidities Chart®!

Comorbid Health Problems
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patients 50 years or older who sought treatment at the Oral Medicine Clinic of the New Jersey Dental
School University of Medicine and Dentistry of New Jersey in Newarlakbial of 144 of thel62

study subjects (88.%) reported having aleast one comorbidity. Among those who reported having a
comorbidity, 26 (18.@%) reported having one, 40 (27248 reported having two, and 78 (544)
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reported having three or more. Among all study subjects, 72 ¥@.dported havindepatitis C

(HCV), 67 (41.4%) reported having hypertension, @6.7%) reported having psychiatric disorders, 26
(16.1%) reported having COPD, 25 (194 reported having anemia, and 24 (14.8 percent) reported
having heart diseasg.

fi C-tlorbidities in ord er patients with HIV: A Retrospective StudyC h a F*t o

COMORBIDITY TOTAL (n = 162) (N [%]) | MEN (n = 119) (N [%]) WOMEN (n = 43) (N [%])
Hepatitis € Virus T2 i(44.4) 59 (49.6) 12 (30.2)
Hypertension 67 (41.4) 43 (36.1) 24 (55.8)
Psychiatric Disorders 27 (16.7) 17 (14.3) 10 (23.3)
Chronic Obstructive 26 (16.1) 17 (14.3) 9(20.9)
Pulmonary Disease

Anemia 25 (15.4) 15 (12.6) 10 (23.3)
Heart Disease 24 (14.8) 14 (11.8) 10 (23.3)
Stroke 18 (11.1) 12 (10.1) 6i(14.0)
Diabetes Mellitus 20(12.4) 17 (14.3) 3(7.0)
Kidney Disease 16 (9.9) 12 (10.9) 3(7.0)
Neurclogical Disorders 13 (8.0) 10 (8.4) 3(7.0)
Orthopedic Disease 13 (8.0) 10 (8.4) 3(7.0)
Bleading Disorders 11 (6.8) 6 (5.00 50117
Cancer 6i(3.7) 41(3.4) 2(4.7)
Tuberculosis 201.2) 2(1.7) 0 (0.0}
Othert 81 (50.0) 62 (62.1) 19 (44.2)

According to a citation in the GMHC repdgi&rowing Older with the Epidemi¢ilV and Aging, liver

disease is the most common MIDS related complication as a cause of death for-pbgitive

individuals and older patients experience a fbold increase in liverelated mortality compared with

younger adults with causes including hepatitis infection, alcohol use and diabetes. The report goes on to
state that dnpeopl e wriiskdfdidbetes i genalai, and @anse studyafoured thatt g r
the risk of diabetes in older H¥gositive veterans is higher in the HAART era than it was during the
preHAART %ra. o

The ROAH study showed three times the numbers -oheidities for their studygpulation of people

living with HIV than all elderly 70 and older.
Average Number ofComorbidities*®

ROAH

%2 Heidi Hansen and Michael Glitkarina Gallottiri Magalhaes, Barbara GreenbeégComorbidities in older patients with
HIV: A Retrospective stuélyournal ofAmerican Dental Asso@tion 2007;138;14681475
33 ||

Ibid
¥IEPKAEE {Styos SG Ffd aDNRSAYI ht RSNI2AGK GKS 9LIARSYAO:T
¥ Karpiak & An Indepth Examination of an Emerging Population Who Are These Older Adults Living &jtN ¥SVAIDS
Conference 2008
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Mental Health
Depression

While there are a variety of mental health issues that can be present for people living with HIV/AIDS,
the most common issug depressionThe ROAH study shows that depression is the most common
comorbidity for older people living with HIV/AIDS and that 2/3 were moderately depré&sed.

In an April 2010 article ifi A1 D S , data fr@nmdROAH were further analyzed and showed that
39.1% of participants exhibited symptoms of major depression and much of tregmifisantly
related to increased Hbdssociated stigma, increased loneliness, decreased cognitive funcéioding
reduced levels of energy

Comparison of UCLA Loneliness Scale Scores between Older Adults with HIV
and Community Dwelling Elderly as reported in Adams et al. (2004)

45
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41
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39
38

38.6

37
36
35

Older Adults in General Older Adults with HIV

According to the researchers there is no single evident reason that these numbers are so high. The
ROAH cohort was already in care and argydiad access to a wide array of supportive services for the
management of depression. The researchers hypothesized that it is possible that symptoms of depressiol
are confused with physical ailments and that many treating physicians are focused on k#¥ and
depressive symptoms as an expected reaction to living with HIV. The ROAH study concludes that the
co-occurrenceof HIV and depression may add to continued distress on the immune system and that
healthcare providers should be prepared to assess anithéreamorbid physical and mental health

conditions that aging adults will preséfit.

Substance Use
The ROAH study found that a majority of the stu

illicit drugs in their lifetime (84%). Current drugeusvas reported as follows: crack (16%), cocaine
(15%), heroin (7%) and crystal meth (5%%).

BYFNLIAF1E { FYR { KALIWERSWI ! RRANBIAT sAWiKE $HLNDOWhY | 06 HnNnc

% Grov GCGolub SAParsons JBrennan M Karpiak SE Eoneliness and Hielated stigma explain depressi@mong older

HIVLI2 AA GA DS | Rdzf Gag o

zzvl- NLALFT1Z { YR {KALLRI w ! YRNBST awS&SINDK 2y hf RSN ! Rdz
Ibid.
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According to the CDC,@ne older persons inject drugs or smoke crack cocaine, which can put them at
risk for HIV infection. HIV transmission through injectionug) use accounts for more than 16% of

AIDS cases mong persons aged 50 and ol¢fn one studyalthough drug users 50 years and older

were less likely than a younger cohort to share needles, they were just as likely as younger drug users to
engage in risy sexual behavior. The researchers also found that older users who smoked crack engaged
in behaviors that were deemed extremely risky (for example, injecting drugs, having multiple sex
partners, and exchanging sex for drugs or money). Older injectioruseusg living with HIV tend to be

poorer and to have less social support than their younger countétparts

Aging and substance abuse are also known to increase the risk of cognitive declines, although to what
degree these factors act synergistically ia gopulation remains unclear. That said, studies indicate that
older adults with HIV or AIDS may be at greater risk for cognitive declines than themaighed,

HIV -negative peer¥.

Physiological and Mental Health Issue€onclusions

Clearly the phgiological and mental health issues that older people living with HIV face are remarkably
complex. Combining issues of drug toxicity, long term use of ARVSs, effects of drug combinations used
to treat HIV, other heal tdmorbiditeuiregenenaleeffeattad d t o a g
inflammation, mental health and substance use history creates a daunting challenge for healthcare
providers but also for older people living with HIV/AIDS themselves. Navigating the many unknowns

and the complexity of thlandscape successfully is essential for older people living with HIV/AIDS to

enjoy better health and a decent quality of life. Simply put, support services must be equal partners with
medical care in order to ensure that life is not just extended fer p&bple butthain e 6s qual i ty
is improved and meaningful.

“° Centers for Disease Control and Prevention Webditt//AIDS Persons Aged&td Older
http://www.cdc.gov/hiv/topics/over50/challenges.htm

I Kwiatkowski CF, Booth RE. HIV risk behaviors among older American drudawwea. of Acquired Immune Deficiency
Syndrome2003;33(suppl 2)S13%S137.

42 Hardy DJ, Vance DE. The neurapsyogy of HIV/AIDS in older aduldeuropsychol Re2009; 19(2): 26672.
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Data and Needs Assessment Information of Older People Living With HIV/AIDS in
the San Francisco EMA

The San Francisco HIV Health Services Planning Council (HHSPChlteghrect some focus on the
aging population and HIV in 2007 and held a small community meeting to discuss the subject.
Everyone at the meeting was a long term survivor of HIV/AIDS and there is one comment that came
from that meeting which summed up gentiments of the meeting participariisam tired of always

being on the cutting edge of the epidemdic

Since 2007 the HHSPC has directed more resources to listening to the needs of older people living with
HIV/AIDS. In 2008, the council directed tha focus group for adults over 50 living with HIV/AIDS be

part of the large scale needs assessment of the severe need population that was done that year. In late
2009 the council joined forces with the Long Term Care Coordinating Council to form the Join

Workgroup on HIV and Aging whicimcludes community membeirs addition to members of both
council s. Il n 2010 as part of the HHSPC6s targe
over 50 were conducted and arlme survey was conducted.

2008 Comprehensive Needs AssessméhtFocus Group targeting PLWHA 504§

The 2008 focus group primarigxaminedhe unmet HIV service needs and barriers to care. Notably,
participants did not report any barriers or challenges to receiving medicaBudrthe key challenges
that they mentioned were:
1) Awareness of available services and benefits and having difficulty navigating a complex system
of services.
2) Eligibility for services and benefits. Focus group participants explained that due to income
requrements for many services some middle income individuals often face challengesigccess
needed services such as dental care.

The unmet needs articulated by the participants in this focus group were:
1) Complementary Alternative therapies
2) Housing
3) Activities and Social Support
4) Mental Health

Focus group participants spoke about the challenges they currently face as well as those they anticipate
as they continue to age. Many of them were concerned about developing resistance to medications and
spoke of the imortance of alternative complementary therapies for people who may have medication

side effects and other issues associated with long term use of medications. Additionally focus group
participants discussed the importance of having providers who areatlyltompetent when it comes

to older people with HIV/ AIDS. They added that
facilities. o

*Harder + Company, SFHHPC 2008 Comprehensive Needs Assessment, September 2008
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2010 Focus Groupg2 Focus Groupd 1 for PLWHA 5059 years old and 1 for PLWHA 60%)

In 2010, Harder + Company eened several focus groups and presented their findings to the Joint
Workgroup on HIV and Aging in May. Many of the same themes from the 2008 focus group were
repeated and expanded upon. The topics covered in these focus groups included health seialices, s
support, older adult services, other general services, challenges in accessing care and unmet needs.

The demographics for the focus groups were:

12 males, 1 female, 1 transfemale
7 African American, 6 White
Average age: 56 years old (b®&7 years)
o Focus Group 1 Age 50360 (n=10)
o Focus Group 2- Over 60 (n=4)
e 71% (n=10) identified as gay or homosexual
e More than half had some college education
e Average time living with HIV wad7 years; shortest time living with HiWas 4 years; and one
participanthas been living with HIV for 29 years

Barriers to healthcare included transportation, long wait listsdecialist care (e.g., urologist), and not
being able to see a doctorreeededAs in the 2008 focus groupome participants expressed frustration
with finding information and navigating the system.

Participants emphasized the need for other services such asiadileg, transportation and fadd
order b stay healthy, participants also mentiottegl need foexercise, adequate sle@poper
medications, ands in the 2008 focus groumany participants spoke of the needdomplementary
care such as herbaledicinesandthe importance of support groupstireir lives and the need for more
opportunities for social interacti@and daytime adatities.

Participants spoke about the need to prepare providers for geriatric HIVRateipants shared how

their medical needs are changesthey age and providers are not prepared or educatetigrstand

their emerging need®ne participanstatedii| t hi nk it gets into a very
They kdnooonwbtbecause there are so manyquebudkdyoaf f ect
are dealing with an HI VSome gatidipanis naticed doadraairggi ng pr o
difficulty differentiating which symptoms are tied to aging or HIV.

Several participants expressed worries about theterngeffects of HIV medications on their physical
health One individual saidi We dondt know -tetmaseftaking IV druggforof | on
people over 50.0

Mobility issues came up as a concern for a few participants as weldivat keep an active and healthy
lifestyle as they ageDther concerns include depression, hearing loss, and generalgrelldms
associatd with aging

“I'F NRSNJ b -dzidsb SERA t 2®4aSaaYSydyY h@GSNI pn FYyR [AGAY3I 6AGK |1
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One participant stated, | worry about being African Ameri can
Mostly just keeping blood pressure at a normal level and not stressing wui so h @rother

individual saidfi Wi t h agingi i nyparaneud agay man and HI V j
societyit he gay community. Getting old in itself <ca

Many participants expressed anxiety about the future ankho@ting what to expect in regards to their

health and well bag. One individual statedi| 6 m 67 and | 6ve had i ssues [
relatedeéenowi ngel d6ml wot sure of i s what expectl h ar
health wise? Where do you get that information?

Focus group participants weasked for their recommendations on how best to meet the needs of older
people living with HIV/AIDS and they made the following five recommendations:

1) Increase opportunities for social interaction and connection with each other such as support
groups andaxial activities.

2) Provide a centralized information source & service coordination for seniors, specifically.

3) Train and prepare providers for a growing elderly population living with. HIV

4) Provide and expand resources related to housing and finances fpPayifH.

5) Expand research on geriatric HIV including long teffiects of HIV medication

Joint Workgroup on HIV and Aging On -Line Survey®

The HIV and Aging Workgroup wanted to obtain information on issues that are not apparent in the
Epidemiological datalheon-line survey would be one more tool to use for making decisions along
with Harder + Co 2010 focus groupgsdprevious needs assessments findings.

The survey went live on April 13, 2010 in English and Spanish and closed on May 7, 2010. 117
individuals participated in the survey which, according to the data reportiedEpidemiology section
of this paper is a sampling of > 1.5% of the population of people living with HIV/AIDS in the EMA.
While the survey is self report and self select thus maksngsults less scientific, due to the sample
size, there is a sense that the results of this survey, while not sci@anéfgignificant.

Demographics of Respondents

The county distribution of the respondents was reflective of the epidemic wighihrée counties of the
San Francisco EMA:

County # %

San Francisco 104 88.8%
San Mateo 9 7.7%
Marin 4 3.4%

The age range of the respondents was broad with 1/3 aget] 3(8 aged 559 and 1/3 aged over 60.
4 respondents were 70 and older. The gender identity was reflective of the demographics reported in the

s Randy Allgaier, itector of the SF HHSPC provided the analysis for all data from tlieeosurvey
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epidemiological data: 91% were male, 4.3% were female, 3.4% were MTF transgender and .9%
identified as intersex.

Age Distrbution of Respondents

08%

T T
50-54 55-59 60-64 65-69 T0-74 75-79 80 or older

Gender Identity

Male 91.5 % (107)

MTF Transgender

Intersex — 0.9 % (1)

FTM Transgender—|

Other —

Decline to State —

The race/ethnicity of respondemtas oversampled among White/ Caucasian, undersampled among

African Americans and slightly undersampled among Latino/Latina. The survey drilled down among

API, Native American and MuHiacial which were bundled together in the epidemiological data on the

50 and ol der population as fAother. o Respondent s
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Race Ethnicity

African American 26%

Latino/Latina 69%

Asian/ Pacific Islander—8 1.7 %

Caucasian/White:

Native American—§ 0.8 %

Mutli-racial 17%

Decline to state—8 1.7 %

The epidemiological data does not provide information on sexual orientation. Instead it provides data on
behavioral risk categories. According to the aancisco Department of Public Health, for the

population that is over 50 years of age, 75% report MSM and 11% report MSM IDU. Other risk
categories do not report sexual behaffor.

The sexual orientation of respondents reported out as 81% MSM witlety\afrother sexualities being
reported. When the survey was developed, it was
have sex0 would be added. This choice was the
surveyods ré@&g8pondents (6.1

Sexual Orientation

Man who has sex with Men

Have made the choice
not to have sex

‘Woman who has
sex with men

Decline to State

Man who has sex
with Women

‘Woman who has
sex with women

Man who has sex
with men and women

Woman who has sex
wtih men and women

100

L+ 9LIARSYA2f238 {80GA2ysT !''L5{ hTFAOST 5SLINIYSYd 2F tdz
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The income level of respondents was also diverse. Nearly 1/3 of respondents reported incomes at below
200% of poverty, 43% reported annual incomes between $20,000 and $50,000 and 24% reported
incomes above $50,000.

Nearly twothirds of respondes reported that their income was derived from retirement and/or
disability benefits (public and private) and about 25% were currently employed.

One third of respondents cited their source of healthcare coverage as private and the vastmaagority
than halfof the respondentsited Medicare or Medicare Advantage as one source of their coverage.
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