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Where We Were Back Then 

• July 3, 1981 – Rare Cancer  seen in 41 Homosexuals  is the headline of a New York  Times article,  
and the term  Gay Cancer  is born. 

• Sept. 24, 1982 – With the cause still unknown,  It  would now be called AIDS by the CDC, because it  
was  less  stigmatizing than Gay  Related Immune Deficiency,  or  Gay  Cancer.  

• Sept. 23, 1984 – HHS Secretary announces  the discovery  of the HTLV-III  virus by Dr.  Robert  Gallo,  
which is  believed to be cause of  AIDS.  (Now known as  HIV-1) 

• March 2, 1985 – The FDA approves  the first  commercial ELISA  antibody  test.  There is still no 
treatment, but earnest prevention is now possible. 

• July 25, 1985 – Actor Rock Hudson announces  he has  AIDS.  This would be a turning point  in public  
perception of  the epidemic. 

• Sept. 17, 1985 – The term  AIDS is mentioned publically  for the first  time, by President  Ronald 
Reagan. 

• October 1986 – HRSA’s  AIDS Service Demonstration Grants program  begins  with $15.4 million 
available to the cities of New York,  San Francisco, Los  Angeles  and Miami. 

• March 19, 1987 – The antiretroviral drug AZT  is approved by the FDA  for treatment against  HIV. 

Source – HIV.gov, A Timeline of HIV and AIDS 
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Carry On Baggage 

• Do  I need  to  think about  retirement  now?  – Mobility 
• How do   we p rocess  what  we h ave  been  through?  – Mentation (Mind) 
• I  still feel like c rap,  WTF?  – Medication 
• After everything else, now  there’s COVID!  – Multi-Complexity 
• Destination change.  – Modifiable 
• Quality  of life.  – Matters Most 

• The  Denver Principles apply now more  than  ever.  – Learn about  them. 



Denver Principles (1983) 
OIAl.eJl~t.t.l. l'rvw J><:7'(!1;1'-'I~ v:l,l;a ;JOO ;;.dvU:;,r;.· ,;i:;u~lloee 

'tN~ oondexnn attemJT..s to l..1.btd \lli as 'viot.ims," a term which im;r;,lies defeat= 
&").d we a..""8 or:ly oooasion.alJ,::..v •;,attentt," a term whi~h i!D.Pliet passi\"ity. 
hc1Ploo:mcss, ond dcpcndcn.oo ®On t.b.c ca.re or ot.llcro. 
We a:rc "Pc oplo Wlt.h A'IDS." 

BECOMMBNDArlOl!l8 POR AII PBQPLE 

L Suppol't UG 1n CW:' G!J'Ui!l!le aenmot thooe who v."OU.Jd fire UD !roe CU!" jobo, 
ev10t uo trom CW' bo}Ul(,, retuoe to touch uG or oopar.i.r.e u:J tr-om our 10-,,"00 oneo, 
ow- comm.t.tnlt7 or oo.r peers., stnce av~tl.(lble ev1.dence doe,; ncr;i;upport the Vie"n 
lJtaL A.LUO can be sprea<J. by casual, social cont.act . 
:l. :.Jo:.st.:v.pego&.t. pao-P:e w1t,b AIDS, b lame us !u.r t.be epidemic ,:;,r ge.c.w.•.!a.J.i,ze 
about our lifot?styles. 

llCOMM:BNDUJOITS POB HOPI.I WITH AIDS 
l. li'orm oaucu,ea to cbc.;:ae tJ:.e1r cran repreSelltatJ:vw. to deal tv1t.b. the rr..e<Ua, 
t.c, choor.;:. t ~•~r mm ,'€·F.nda.,:'-nci t;; :ril,:1,n th~ir O"nn (.t.T"/" .. ~ g;;:ie. 

2. Be: 1n-.,c1ved at 6VerJ 1.4-.,el of declSJon•makint :m6. speel&al.lS' serve en the 
bOa.l'ds or dlrect.o1-a. otpro'1t'.del' orgaut.za.lions. 
a . Be i11.clud.1:1U iJJ ~ AJOS f;)l'WW> witll equal Cl'ed.ibiliLy a$ oth~I' 1,)3,1•1,t(;JpQ,!lta, to 
a ho.re their ow-n expc~.en:ec a..""l.d knOWi..edge. 

4 . SUbstl~te low·l'J6k 6EQCU,),J bat a:v1or6 tor three wh1oh oould eLCIMger 
themRe.lves or t'helr partne.rn; w.; fP.el pE!op1e w:tn AIDS r.a•,a .u: at.htcal 
r-es:por.610W-;y ;o bform t.l1e1r ~ownt1eJ. sexual pE.rt.n.ers ott.hel.r healtJl status. 

BIGJO:S OF PBOPLE WITH N P§ 

L Tc as rau a:c<I satts:!71ng sext:.al an<1 emottcnaJ uves as anyo:::ie else. 
:?. To q\Wlit,y :n r:r;,:.(.'W :,"eatuJ~n t. u.nd \(UElity :social atu·vic,; l,Jl'C\'isiou witJ1Qut;. 
discrilr.instion of !l!lJ' fr:rm Ul¢ludine ecxua.J oriontatio=:,, goru::!o:r, cb.et'noSJ.G, 
~eonomJe st.~t.ut-or rae~. 
3 . To )\.111 erplan.;.J;:l.ons of L o .i;:i:t· ('.,1..l pl"(l(!adt.1re~ .;..n!'! r'J.-$►.s, -.Q ~hoc~ (Ir :reflJ$e 
t.t..eu· t.reatme.nt inod.li.ltttes, to refuse to partJcipa.te u1 reaear:h w1tli0\:.t 
jeol)3,Nlzi,ng tl'>.eir troo.tm«::l.t a.:i~ t.o rr.a.lw Wormed d~h::l.Oll& o.bo\lt. the.ir u-,.100. 
1.. TO priVMY, t.o 000:.,dentJ.Mlt._y of .med.i.o.:.l reoord.G, t.o hUl':ll\:l :reGpeot 
an.a to•!hoose ,mo UteJr s~ant others are. 

5 , To <Ile - and t◊ LCVE - In <tgn!ty. 
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What Time is It? 
• It’s time  to recall. 

• The HIV/AIDS timeline  - HIV.gov 
• The Denver  Principles 

• It’s time  to act. 
• Hire the Experts in the Field  - PLWHA 50+ Peer Advocates  and Case 

Managers 
• It’s time  to change. 

• Existing Ryan White Service Categories 
• Additional Ryan White Service Categories 
• Standards  of Care  (SOC) for Ryan White Service Categories 
• Measures for the SOC of Ryan White Service Categories 
• Guidance from HRSA  regarding older  adults living with HIV/AIDS 
• Align Data  with other RW Parts and entities (CDC) 

• Using 5 year increments beginning with Age 50 
• Barriers to Care need to be lessened or eliminated 

• Especially for  Psychosocial  Services, needed now more than ever 
• COVID-19 enhances the need for the Ryan White Care Act 

• Support Services are increasingly becoming Core Services 



 
 

How Can We Improve HIV Care by 
Considering Principles of

Geriatrics? 
Maile Young  Karris,  MD 
Associate Professor of Medicine 

Divisions of  Infectious Diseases and Global Public Health & Geriatric and 
Gerontology  

Email:  m1young@health.ucsd.edu Website:  https://profiles.ucsd.edu/maile.karris 
Twitter: @lilhigal 

mailto:m1young@health.ucsd.edu
https://profiles.ucsd.edu/maile.karris
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HIV and Geriatric Medicine 

HIV Medicine 
• HIV  and other co-morbidities 
• Medication  review (ART) 
• Problem list 

• Mental Health 

• Social circumstances
• Environment 
• Multidisciplinary 

 
ART  adherence,  
barriers  to care 

Geriatric Medicine 
• Co-morbidities in context of  severity 
• Medication  review (age-appropriate) 
• Problem list 
• Nutrition 
• Mental Health,  cognition 
• Function 
• Social circumstances
• Environment 
• Multidisciplinary 

 
Safety 
Independence 

Welsh, Gordon and Gladman Int J Clin Pract 2014,  Singh et  al CID  2017 



 

     

Embracing Geriatric 
Concepts (The Ms) 

• Matters Most 
• Mind 

5M 6M• Mobility 4M 

• Medications 
• Multi-complexity/Multi-morbidity 
• Modifiable 

Tinetti, Huang and Molnar JAGS 2017, Erlandson and Karris Infectious disease clinics of North America, 2019 



Matters Most 

• Understand personal health goals and care preferences 

• Align care according to those preferences 

• NOT just  end of life care 
• Multi-morbidity  management prioritization 
• Risk/benefit discussions 



  Mind = Cognitive Function 

• Identify  and manage  dementia 
• Inquire about  safety  

• Optimize cognition 
• Diagnose and treat  mood disorders 
• Explore  mediators/moderators: social 
prescriptions,  support  groups,  substance  use 

• Maintain mental ac tivity  



 Mobility = Physical Function 

• Maintain ability to walk  
• Exercise prescriptions 

• Preventing falls  
• Home safety  evaluations  
• Balance training 
• Polypharmacy 

https://go4life.nia.nih.gov/walking-clubs/walking-club-benefits/ 

https://go4life.nia.nih.gov/walking-clubs/walking-club-benefits/


Medications 

• Aging c hanges  pharmacokinetics and  
pharmacodynamics 
• Increased harm to benefit ratio  

• Only  prescribe n ecessary  medications (Beer’s  Criteria) 
• Avoid medications  that may alter mind  or  mobility 

• De-prescribe 
• Identify  and stop  prescription cascades 



Multi-complexity 

• Manage a variety of  health conditions 
• Highest priority  screening and treatment 
• Consistent  with Matters  Most   

• Within the context  of social and living conditions 
• Safety  
• Social isolation  
• Access to transportation

Magnified during 
COVID-19 

 



Modifiable 
• 50 is still young--- lets  focus on prevention 
• Prioritize  factors that impact multiple systems 

• Physical activity 
• Nutrition 
• Substance  use 
• Connection 
• Stress 

Get more 
bang for 

your buck! 



  Implementing into Practice 

• Medicare annual wellness exam 
• Return to every 3 month visit with specific aging focus 
• Systematically introduce aspects of 6Ms or the 
comprehensive geriatric assessment (i.e. functional 
assessment, advanced care planning) 

• Encourage and support ancillary staff to pursue 
training (social worker training in geriatrics) 

• Consider incorporating Geriatricians into HIV clinic 



 

 

How Can we Incorporate
the Geriatricians? 

Kristine M. Erlandson, MD 
Associate Professor of Medicine 

University  of Colorado 
Divisions of Infectious  Diseases and Geriatric  Medicine 

Email:  Kristine.Erlandson@CUAnschutz.edu 

mailto:Kristine.Erlandson@CUAnschutz.edu
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What HIV/Aging Clinical Programs Currently Exist? 
Brighton Vera Geriatrician in HIV clinic, team meets/reviews monthly 

Montreal Falutz Geriatrician in HIV clinic, CGA for 60+, referrals as needed 
Chelsea Boffito Separate multidisciplinary clinic, pharmacist, NP, trainee (50+) 

Madrid Brañas In HIV clinic, 50+, CGA on all, geriatrician does yearly follow-up, more often if needed 

San Fran Greene Geriatrician in HIV clinic, pharmacist, additional services 

NYC Siegler Geriatrician in HIV clinic, geriatrician follow longitudinally, additional services 

G
ra

nt
 R

ec
ip
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nt

s Chicago* CORE Center 60+, activities developed/endorsed by clients, ”Aging Ambassadors” 

Baltimore* Schmalzle Gerontology input for screenings, medication review, cognitive function 

DC* MedStar Care coordination, navigation services, peer support, education 

NYC* Sharma Attempting to adapt a CGA to older PWH within an HIV clinic 

San Diego* Ramers/Rojas Home-base care for older adults with HIV (building on their mobile program)– barriers 

Boston Fitch/Triant Not able to keep program running 

Penn Krain ID/geriatrics trained clinician interested but logistically not possible 

Baltimore VA Oursler VA-based, multi-disciplinary geriatric evaluation clinic; clinical lead moved institutions 

Siegler 2018 J Int AIDS Soc; *Gilead HIV Age Positively Grantees CGA=  comprehensive geriatric  assessment 



 Positive Aging in Colorado 

• Simple approach of ensuring access to a geriatrician 
• Referred  to  Senior’s Clinic (same  building,  different  floor)  
• Unable  to  embed  a  geriatrician  in  the  ID clinic due  to  billing 
• Advertisements in  clinic and  pharmacy,  recruitment  emails to  all providers,  

pharmacists  and students reac hed out to ~  200 patients that   were 50+  to 
let them  know  about the program. 

• Few  referrals and many ‘no-shows’  
• Only 11  patients completed  at  least  1  seniors clinic visit  over  18  months 



 Positive Aging in Colorado 
Geriatric Conditions N= 11 
Fallen  in t he prior  year 6 
Vision  loss 10 
Hearing l oss 6 
Urinary incontinence 6 
Cognitive impairment 2 

• Mean number  of medications  = 17.7 (range 10-33) 
• At least 4 had high-risk medications 
• Recommended stopping higher risk  

medications  with limited success 

• Topics  commonly addressed:  screenings (osteoporosis, cognition, falls, hearing), 
advanced directives, driving safety 

• If recommendations were not completed: 
• Patient felt overwhelmed, didn’t want to see multiple providers, never  scheduled 

follow-up assessments  (DXA), or  didn’t want to stop the high-risk medications 



  What Worked or Went Well? 

• Providers with complicated older patients appreciated the input 
• Geriatrician very willing and interested in seeing patients with HIV 
• Identified new  medical issues,  able to remedy some 
• Additional screenings addressed 
• Some very complicated patients continued care in the geriatric clinic 
• Many patients completed or at  least  began to address advanced 

directives 
• Simple,  no additional funding or grant  support  needed 



What Were Our Barriers To 
Success? 

• Very little uptake from providers and patients 
• May  not have appreciate added benefit of geriatric  perspective 
• Patients didn’t  see themselves as ‘old’ 

• Unable to have geriatrician in the HIV clinic 
• Providers  forgot (or didn’t see the added benefit) 
• No direct, face-to-face communication 
• Patients didn’t want to schedule in or go to a new clinic  

• No additional support  
• Coordination  of  care  is as important  as the  initial geriatrics input 
• Lack the added benefit of  team input 



 Mass General Hospital 

• 2 physicians  and  nurse practitioner (NP) 
• NP volunteered time  twice/month  to complete  1 hour visit  for comorbidity  

risk  assessment & recommendations  for mental health,  cognition,  falls,  
nutrition/exercise, eye/dental 

• Pros:  
• Patients  appreciated the duration of visits  and education provided 
• Providers appreciated screening & addressing other  issues 
• Interest from  geriatrics  to incorporate a geriatrician 

• Cons:   
• Burden of appointments may have contributed to high rate of no-shows 
• Provider engagement/referrals  challenging 
• Financial  support not yet available 
• Currently  on hold 

Source:  Katie Fitch, NP 
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UPenn Medicine 

• Double-boarded ID/Geriatrics trained physician eager (but 
unable) to establish an HIV/geriatric clinic 

• Barriers:  
• Geographically spread  out  hospital system,  patients don’t  want  to  travel 
• Financial & personnel support:   ID can’t  bill for  geriatric visits,  can’t  see  

non-Medicare  patients in  geriatrics clinic 
• Ownership  issues:   who  coordinates referrals,  do  complicated  patients 

transition  to  geriatrician  for  primary care  with  HIV referral 
• Many “younger”  HIV patients don’t  want  to  go  to  a  geriatric clinic 
• Need for  grant support to start and keep a clinic runni ng 

Source:  Alysa Krain, MD 



THRIVE Clinic (Baltimore) 

• Grant-funded program to bring gerontology  focus into HIV  clinic 
• Multi-disciplinary team  (ID,  gerontology graduate  students,  NP,  pharmacist,  

social workers) 
• Solicited provider and patient feedback first 
• Patients self-refer,  receive  $25  grocery gift  card  for  completing 
• MD/NP  do  chart  review for  screenings,  pharmacist  does med  review,  grad  

students  complete mental and cognitive screening +  questionnaires:  
summary is provided  to  PCP  to  follow-up on recommendations 

• Positive  feedback from  patients;  providers appreciate  the  time  & information 
• Recruiting,  billing,  community resources,  and  sustainability after  grant  

support  are concerns 

Source:  Dr. Sarah Schmalzle 



A  Model of Success  for a  
Combined HIV/Geriatric  Clinic 

Meredith Greene, MD 
Assistant  Professor  of  Medicine,  Division  of  Geriatrics 

University of  California  San  Francisco 
Email:  Meredith.greene@ucsf.edu 

mailto:Meredith.greene@ucsf.edu
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Development of HIV-
Geriatric Program 

• 1)Literature review 

• 2) Demonstration/pilot 
program  (Silver Project) 

• 3) Surveys and focus groups 
with patients and providers --
- stakeholder engagement 
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Themes from Focus Groups 

•Four overarching themes: 
1) Knowledge of HIV  and aging topics 
2) Health/aging needs for Older HIV+ adults 
3) Importance of Social Networks 
4) Need for integrated services 

-consultative services 
•Program  name:  theme of  navigation healthcare systems; 
“golden years” acceptable term for aging 

Greene M, PLOS One 2018 



 

Golden Compass Program
Helping  PLWH Navigate their Golden Years 

WESTERN POINT: 
Dental, Heari ng1 and 

Vision 
Components: Medical 
assistant navigation lo 
these three services 

Heart and Mind 
Components: Cardiorogy 
clinic on-site, brain health 

and memory classes, 
cognitive .assessment 

testing 

:SOUTHERN PO.INT: 
Network and Navigation 

Co·mponents: Social 
suppott groups, link with 

community programs, peer 
navi ators and he1 ers 

EASTERN IPOlNT: 
Bones and Strength 

Components: Frailly and 
tall assessments, chair 
exercise classes. DEXA 

machine on-site (coming} 

Greene M, PLOS One 2018 



N 
PASS 

     

One story 
• 62 y/o Latino male,  long term  survivor 

• Geriatrics clinic: dizzy;  bp/prostate meds adjusted & dizziness 
resolved 

• Grieving loss family member;  isolated :  connected to volunteer 
who still meets with him  weekly 

• Highly engaged in all classes ~LDE

Reflecting on improvements in both physical and mental 
health: “I’m in a good place compared to how I was before I 
started in the program.” 
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Initial Evaluation (2017-2018) 

• RE-AIM framework 
• Reach: 200 older adults 

• Providers noted difficulty  getting patients to see "aging 
specialist" 

• Effectiveness: >90% patients and  providers satisfied  with services; 
Medications,  mobility,  cognition  were  valued 

• Adoption: 85% providers  referred ≥  1 patient to geriatrics  clinic 

• Implementation:  largely as intended;  co-location  services important 

Greene  JIAPAC  in  press 
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Lessons Learned 

• Framing still a challenge– addressing ageism 

• Role of consultant  geriatrician- Co-management,  consults only 
-coordination of care 

• Should (or can) everyone over 50 with HIV  be seen? 
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Lessons Learned 

• Outcome evaluation –especially for consultative models 

• Funding mechanisms; finding sustainable, long term  funding 
• Ryan White funds c an be used to support subspecialists  and staffing 

(and services) 



-Friendly ~
Health Systems 

Committed to 
Care Excellence 

for Older Adults 
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 Teaching the “Ms” 

• HRSA Bureau of Health Workforce:  Geriatric Workforce 
Enhancement  Program  (GWEP) 

• 48 programs  across  the US 
• Northern California:  Optimizing Aging Collaborative 

• Teaching  “4Ms”  to  include  HIV clinic staff  and  community partners 

The Optimizing Aging Collaborative at UCSF is 

empowering San Francisco to meet the needs facing 

older adults. 
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Conclusions 

• Older adults have unique needs that  are not being met by the 
classic HIV  paradigm 

• COVID-19 stress on our medical system  highlights vulnerable 
essential needs (and creative solutions,  such as telehealth) 

• Support  services are increasingly becoming core services 
• 6 M’s provide a way of  incorporating geriatric issues within the 

HIV paradigm 
• Consider innovative ways that we can engage Geriatric 

consultations,  structure care and enhance partnerships with 
sustainable funding solutions 


	HIV & Aging�A Long-term Survivor Perspective on What Is Needed for the Care of Older Adults with HIV
	Where We Were Back Then
	Percent of PLWA 1990/2010 in San Francisco
	Carry On Baggage
	What Time is It?
	How Can We Improve HIV Care by Considering Principles of Geriatrics?
	HIV and Geriatric Medicine
	Embracing Geriatric Concepts (The Ms)
	Matters Most
	Mind = Cognitive Function
	Mobility = Physical Function
	Medications
	Multi-complexity
	Modifiable
	Implementing into Practice 
	How Can we Incorporate the Geriatricians?
	Slide Number 17
	Positive Aging in Colorado
	Positive Aging in Colorado
	What Worked or Went Well?
	What Were Our Barriers To Success? 
	Mass General Hospital
	UPenn Medicine
	THRIVE Clinic (Baltimore) 
	A Model of Success for a Combined HIV/Geriatric Clinic
	Development of HIV-Geriatric Program
	Themes from Focus Groups
	Golden Compass Program� Helping PLWH Navigate their Golden Years
	One story
	Initial Evaluation (2017-2018)
	Lessons Learned
	Lessons Learned
	Teaching the “Ms”
	Conclusions



