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Objectives

 Describe demographic difference related to age, race, and gender.

 Summarize the relationship between comorbidities in patients 
with HIV and Oral Health

 Identify oral health conditions that are prevalent in long term 
patients with HIV.

 Differentiate special oral health instructions for long term patients 
with HIV.



COVID-19:

29.7 million cases 550,000 deaths

HIV:

1.2 million people in the 
US are living with HIV

1 in 7 are not aware of 
their status and have not 
been diagnosed

There are 40,00 new diagnoses of 
HIV per year

The latest estimates indicate that 
effective HIV prevention and 
treatment are not adequately reaching 
those who could most benefit from 
them, and certain groups such as men 
who have sex with men (MSM), 
transgender persons, African 
Americans, and Hispanic/Latinx 
individuals continue to be 
disproportionately affected. 
Additionally, the highest rates of new 
HIV infection continue to occur in the 
South.

https://www.cdc.gov/hiv/policies/dear-colleague/dcl/050720.html


Changes in the HIV Landscape

Presenter
Presentation Notes
In the mid-1990s, combination, highly effective antiretroviral therapy (ART), usually consisting of a three-drug regimen, became widely available in the United States, and the death rate decreased dramatically as shown in Figure 1. The number of cases of AIDS decreased as well since treatment was started before the full manifestations of HIV occurred (3). The cause of death also changed as the rate of AIDS-defining infections and tumors decreased and other illnesses such as cardiovascular disease and liver disease became more prominent. As a consequence, the number of people living with HIV (PLWH) increased steadily.
Despite this dramatic change, the mortality rates and life expectancy of PLWH never returned to that of the general population. Mortality rates plateaued at 2- to 7-times that of the general population and the calculated life expectancy ranged from 10 years to 20 years less than the uninfected population (4–9). Of interest for this discussion, in subpopulation analyses, those with a CD4 count >500 cells/µL and a suppressed viral load on ART had a life expectancy that approached the uninfected population (9).
The demographics of the HIV epidemic have steadily changed over the past 20 years (10). In addition to the original risk groups, the number of women and children with HIV has increased. Furthermore, of the world’s estimated 38.8 million PLWH, 10% are now older than 50 years of age. Of the US’s 1.4 million PLWH, 50% are now older than 50 years of age (11), and by the year 2030, in 14 years, it is estimated that 70% of the PLWH in the United States will be older than 50 years of age. The primary reasons for this demographic shift are the effectiveness of antiretroviral drugs as well as accurate testing and early diagnosis. In addition, the complications of HIV such as cardiovascular disease are being recognized and treated earlier. Adding to the elderly population are the 18% of newly diagnosed patients older than 50 years of age 

https://cdn.hiv.uw.edu/doc/741-4/persons-living-diagnosed-hiv-infection-united-states-age-group-year-end-2018.jpg


Growing Older with HIV
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At the start of the epidemic more than 30 years ago, people who were diagnosed with HIV or AIDS could expect to live only 1-2 years after that diagnosis. This meant that the issues of aging were not a major focus for people with HIV disease.
But today, thanks to improvements in the effectiveness of treatment with HIV medicine (called antiretroviral therapy or ART), people with HIV who are diagnosed early in their infection, and who get and stay on ART can keep the virus suppressed and live long and healthy lives. For this reason, nearly half of people living with diagnosed HIV in the United States are aged 50 and older. Many of them have been living with HIV for years; others are recently infected or diagnosed.
According to the Centers for Disease Control and Prevention (PDF, 3.1 MB) (CDC), of the estimated 1.1 million people with HIV in the U.S. in 2018, approximately 400,000 (36%) were aged 55 and older. In addition, people aged 50 and older accounted for 17% of the 37,968 new HIV diagnoses in 2018 in the United States and 6 dependent areas.
Older adults (those over age 50) with HIV make up 46% of the half a million clients served by the Ryan White HIV/AIDS Program (RWHAP). In 2018, 92% of clients aged 50 and older receiving RWHAP HIV medical care were virally suppressed, which was higher than the national RWHAP average (87%).




Death Rates
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As would be expected, with increasing longevity among persons with HIV who receive antiretroviral therapy, most individuals who die with HIV in the United States are older than 50 at the time of death. In the CDC HIV surveillance data, among all the deaths in the United States in 2017 for persons diagnosed with HIV, approximately 71% occurred in persons 50 years of age and older  and the death rate among persons with diagnosed HIV was highest in persons 50 through 64 years of age These death statistics underscore the dramatic shift from the earlier years of the HIV epidemic where most deaths occurred in persons younger than age 40 years.


https://cdn.hiv.uw.edu/doc/745-2/deaths-persons-diagnosed-hiv-infection-united-statesby-age-group-year-end-2017.jpg


Comorbidities
 Cardiovascular
 Osteoporosis
 Renal Disease
 HAND (HIV Associated Neurological Disease
 Obesity
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Oftentimes now, the HIV-positive patient faces the challenges of aging. These include chronic comorbidities such as cardiovascular disease, osteoporosis and fractures, renal disease, chronic neurological disease, malignancies, liver disease, and metabolic syndrome as well as geriatric syndromes and frailty. Of great interest to patients and physicians caring for them is the very strong evidence that these comorbidities in HIV patients occur at increased rates at all ages compared to the uninfected population.
For example, a large cohort, cross-sectional study at VA hospitals showed a 50% increase rate of myocardial infarction in HIV-infected veterans compared to uninfected veterans  The risk for stroke is similarly increased 
Patients with HIV are at risk for osteoporosis and fractures  Cross-sectional studies from Denmark showed a 3-fold increase in the rate of fractures in HIV patients compared to uninfected patients 
Chronic renal disease is common in patients with HIV and is often multifactorial  Risk factors for renal disease in HIV patients include hypertension, diabetes mellitus, black race (particularly HIV nephropathy), low CD4 count, high viral load, and use of tenofovir. A recent reformulation of tenofovir, tenofovir alafenamide, has less renal and bone toxicity and is available in newer combinations of antiretroviral drugs.
Dementia, which was a dreaded complication of HIV in the pre-ART era, is now far less common. HIV-associated neurocognitive disease (HAND) refers to both symptomatic and asymptomatic neurocognitive changes found in HIV patients in the ART era. A recent study found an overall prevalence of HAND of 33% with asymptomatic, minor, and dementia forms of HAND of 14%, 14%, and 5%, respectively . As long as patients were on ART, there did not seem to be consistent progression of disease.
Malignancies as a whole have decreased in incidence in the ART era (22–24). Rates of lung cancer and virally related cancers now account for an increased percentage of all cancers. Lung cancer has increased absolutely, probably as a result of the increased smoking rates in PLWH. Viral-related tumors such as hepatocellular carcinoma (hepatitis C and B) have increased and are a major risk for HIV patients . Similarly, human papillomavirus – related cancers including cervical, anal, and oral cancer are increased in the HIV population.
Hepatitis C in combination with HIV confers an increased risk for PLWH for cirrhosis and hepatocellular carcinoma. Curative oral treatment for hepatitis C has revolutionized the outlook for patients dually infected with hepatitis C and HIV and is now in widespread use PWH also appear to be at increased risk for cirrhosis and hepatocellular carcinoma from fatty liver and nonalcoholic steatohepatitis. Alcohol abuse, which occurs at significant rates in HIV-positive populations, adds to the risk for liver disease 
The rates of metabolic syndrome and diabetes mellitus were increased in the pre-ART era and are increased in the obese HIV-positive population  Perhaps the biggest risk now for metabolic syndrome and diabetes in the HIV population is obesity.. Optimizing approaches to the treatment of obesity in the HIV population is an important research priority.
Finally, PLH are more at risk for geriatric syndromes and frailty than the non-HIV population Geriatric syndromes include falls, urinary incontinence, difficulties with activities of daily living, sensory deficiencies including eyesight and hearing, and frailty. Frailty, which can be defined by weight loss, exhaustion, decreased strength, decreased walking speed, and decreased activities, confers risk for morbidity, hospitalization, and death. Whether frailty can be stabilized or reversed by interventions such as exercise is being actively explored.




Fragility
1. Unintentional weight loss,
2. Self-reported exhaustion,
3. Low energy expenditure,
4. Slow gait speed, and
5. Weak grip strength
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Most experts conceptually define frailty as a state of increased vulnerability of older adults to have a sudden change in health status after a stressor event, such that a relatively small event may cause a disproportionate decline in health status.[52] Normal aging is associated with a gradual decline in physiological reserve, but in frailty syndrome, the decline is accelerated.[52] Typical clinical presentations of frailty include extreme fatigue, recurrent infections, falls, delirium, or fluctuating disability.[53] Experts on aging have quantitatively defined frailty as the presence of three or more of the following five parameters:[53Several studies have shown that individuals with HIV are more likely to suffer from frailty syndrome than individuals without HIV and they are more likely to develop frailty at a younger age.[54,55,56] A cross-sectional study of 445 adults with HIV in an outpatient setting identified various risk factors for frailty syndrome, including prior opportunistic infections, more advanced immune suppression, and a higher number of comorbid conditions.[54] A review on this topic cited multiple factors that predispose adults with HIV to frailty, including longer time since HIV diagnosis, low current CD4 cell count, low nadir CD4 cell count, detectable plasma HIV RNA levels, low or high body mass index, hepatitis C virus infection, diabetes, kidney disease, and longer duration of antiretroviral therapy.[57



Testosterone Deficiency
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Hypogonadism becomes more common as men age. In adult men with HIV, hypogonadism is more likely to occur and may occur at a younger age than in men without HIV. The prevalence of hypogonadism among men with HIV who are 50 years of age or older may be as high as 32% and hypogonadism-related symptoms may negatively impact quality of life by causing fatigue, depression, impaired concentration, sleep disturbance, and decreased libido.[74] Hypogonadism may also contribute to decreases in muscle mass, body hair, and bone mineral density. In addition, a recent retrospective analysis of 1,359 men with HIV showed a bidirectional association between low serum testosterone and multimorbidity syndrome, frailty, and HIV-associated non-AIDS comorbidities.[75] The HIVMA/IDSA Primary Care Guidance recommend testing for testosterone deficiency in men with any of the following: decreased libido, erectile dysfunction, reduced bone mass (or low-trauma fractures), hot flashes, or sweats; testing should also be considered in persons with less specific symptoms, such as fatigue and depression.[65] Testosterone replacement may be considered for persons with symptomatic hypogonadism; individuals receiving testosterone replacement therapy should be reevaluated in conjunction with following testosterone levels to see if they have improved clinically. Persons receiving testosterone therapy should be counseled about increased risk of prostate cancer—testosterone should not be offered to men with prostate cancer or high risk of prostate cancer. The impact of testosterone replacement therapy on cardiovascular disease is not clear.[76]




HIV Diagnosis and Aging

Presenter
Presentation Notes
Among people with diagnosed HIV at year end 2018 in the United States, 51% were 50 years of age or older  and those 50 to 54 years of age comprised 15% of all persons living with diagnosed HIV.[5] In 2018, among all adults and adolescents newly diagnosed with HIV, 17% were 50 years of age or older  In addition, the new HIV diagnoses rate (persons diagnosed with HIV per 100,000 population) was lower in persons 50 years of age than in younger age groups Among people with diagnosed HIV at year end 2018 in the United States, 51% were 50 years of age or older  and those 50 to 54 years of age comprised 15% of all persons living with diagnosed HIV. In 2018, among all adults and adolescents newly diagnosed with HIV, 17% were 50 years of age or older ( In addition, the new HIV diagnoses rate (persons diagnosed with HIV per 100,000 population) was lower in persons 50 years of age than in younger age groups In 2018, among persons 55 years of age or older newly diagnosed with HIV, 35.2% had stage 3 HIV infection (AIDS) at the time of diagnosis (based on CD4 count less than 200 cells/mm3 or a CD4 percentage less than 14%, or an AIDS-defining clinical condition); this proportion of older individuals with AIDS at diagnosis was much higher than with newly diagnosed younger adults  These data are consistent with a report from 2007 that showed a median CD4 count of only 266 cells/mm3 at diagnosis for adults over age 50

https://cdn.hiv.uw.edu/doc/751-3/percentage-persons-stage-3-aids-time-hiv-diagnosis-age-group-2018.jpg


The importance of Testing and Education
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The Centers for Disease Control and Prevention (CDC) recommends that all individuals ages 13 to 64 be tested for HIV at least once, and more often if there are ongoing risks for HIV acquisition.[33] Available CDC surveillance data estimates that more than 90% of persons with HIV aged 55 years or older had a known HIV diagnosis; this high fraction of diagnosed HIV contrasted with a much lower fraction of diagnosed HIV in younger persons (Figure 8).[34] The CDC screening guidelines do not recommend routine HIV testing for persons 65 years of age and older, though many individuals in the age group continue to be sexually active. Indeed, national surveys have shown high rates of sexual activity in these older adults, but low rates of condom use due to lack of need for pregnancy prevention and a low perception of risk of acquiring HIV and other sexually transmitted infections.[35,36,37] Erectile dysfunction medications have enabled many older men to remain sexually active when they might not otherwise. For older women, age-related changes that lead to vaginal dryness can increase HIV acquisition risk.[20] Major barriers to HIV screening in the elderly include lack of knowledge about HIV in this population and underestimation of HIV risk by medical providers who often assume their elderly patients are not sexually active.[20] 


https://cdn.hiv.uw.edu/doc/750-3/proportion-persons-living-hiv-united-states-who-have-diagnosed-hiv-2018.jpg


Does HIV Accelerate Aging

Does HIV make me age faster?” 
or 

“Am I going to die earlier because of HIV
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This question of accelerated aging due to HIV is controversial and there is evidence on both sides of the issue (Table 1) (34). Evidence against accelerated aging includes the subgroup analysis referred to previously indicating that PLWH on ART who have a CD4 T cell count of >500/µL and an undetectable viral load have a mortality rate and calculated life expectancy that approach those of the uninfected population. If HIV alone accelerated aging, all infected patients would be expected to have a shortened life expectancy. In addition, risks for comorbidities are similar (for example, 50% increase in risk for cardiovascular disease) at any age. If the risk were related to an accelerated aging, then it would increase over time (for example, from 50% increase to higher rates of increase). Finally, illnesses or defects that increase with age, such as prostate and breast cancer or hearing loss, would be expected to be increased in HIV patients. They are not.




Does HIV Accelerate Aging
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Investigators have observed that adults with HIV have immune profiles that mimic those found in older adults who do not have HIV, leading to the hypothesis that HIV-related immune dysfunction and inflammation are responsible for early aging of the immune system (immunosenescence).[10,13,25] In a study of biomarkers of innate immunity in persons with HIV (with and without detectable HIV RNA levels) and persons without HIV, the individuals with HIV who had detectable HIV RNA levels showed levels of age-related monocyte activation biomarkers that were comparable to persons without HIV who were 12 years older.[26] This effect was less pronounced in the subset of persons with HIV who had undetectable HIV RNA levels—their markers corresponded to those seen in controls without HIV who were 4 years older.[26]


https://cdn.hiv.uw.edu/doc/749-3/model-accelerated-accentuated-aging-persons-hiv.jpg


Selection of Antiretroviral Regimens in Older Persons
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The Adult and Adolescent ARV Guidelines recommend the same regimens for older adults with HIV as for younger persons with HIV.[35] Unfortunately, most antiretroviral therapy trials have included only a small proportion of persons older than 50 years, and there are no unique guidelines for initial regimens or monitoring while on antiretroviral therapy for older adults with HIV. Since older persons have higher rates of comorbid medical conditions, such as renal or liver disease, some experts have advocated closer monitoring for antiretroviral therapy side effects, drug toxicity, and adverse interactions with other disease-related medications.[35]
The Adult and Adolescent ARV Guidelines include tables that provide important information about of drug interactions between antiretroviral medications and other medications.[45] Any antiretroviral regimen that includes either ritonavir or cobicistat can potentially cause significant interactions with other medications. Other antiretroviral medications can also cause significant drug interactions. Antiretroviral medication drug interactions are particularly an issue in older individuals with HIV who frequently take multiple medications in addition to antiretroviral therapy. Further, the high prevalence of multiple comorbid medical conditions among older persons with HIV heightens the likelihood of polypharmacy.[20,46] In one study, 82% of adults with HIV took at least one additional medication and 58% took more than five, and these numbers were higher than for persons without HIV.[47] Not surprisingly, older individuals with HIV are more likely than younger persons with HIV to take multiple medications.[48,49,50] Furthermore, older adults are more likely to have renal or hepatic impairment that can impact metabolism and elimination of medications, so close monitoring is advised.[35]





INITIATING ANTIRETROVIRAL THERAPY IN PERSONS OLDER THAN AGE 50
The Adult and Adolescent ARV Guidelines recommend initiating antiretroviral treatment 
in all persons with HIV, including persons 50 years of age and older, regardless of the 
CD4 cell count. There are multiple reasons to justify starting antiretroviral therapy in all 
persons with HIV who are older than 50 years of age:
1. Older persons with HIV have greater risk of developing non-AIDS complications than 

younger persons with HIV,

2. Older persons with HIV often have a blunted immunologic response to antiretroviral 
therapy,

3. Chronic HIV may cause accelerated development of comorbid conditions that are 
common in older persons,

4. Persons older than 50 years may have significant risk of HIV transmission due to 
unfavorable changes in mucosal surfaces and infrequent use of condoms (due to lack 
of concern for pregnancy).

5. Antiretroviral therapy substantially reduces mortality in older persons with HIV. The 
mortality benefit conferred by antiretroviral therapy was in large part due the 
prevention of cardiovascular, renal, and hepatic events (and not just due to the 
prevention of AIDS-related events), a finding particularly important with older 
persons.



COVID-19 and HIV
 Researchers are still learning about COVID-19 and how it affects people with HIV. 
Based on limited data, scientists believe people with HIV who are on effective HIV 
treatment have the same risk for COVID-19 as people who do not have HIV.

 Older adults and people of any age who have serious underlying medical 
conditions might be at increased risk for severe illness. This includes people who have 
weakened immune systems. The risk for people with HIV getting very sick is greatest in 
people with a low CD4 cell count and people not on effective HIV treatment 
(antiretroviral therapy or ART).

 Read CDC’s FAQs about COVID-19 vaccines and people with HIV and steps people 
with HIV can take to prevent getting COVID-19 and transmitting it to others

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/evidence-table.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-increased-risk.html
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/recommendations/underlying-conditions.html
https://www.cdc.gov/hiv/basics/covid-19.html


The Importance of Support Services
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Living with HIV presents certain challenges, no matter what your age. But older people with HIV may face different issues than their younger counterparts, including greater social isolation and loneliness. Stigma is also a particular concern among older people with HIV. Stigma negatively affects people’s quality of life, self-image, and behaviors, and may prevent them disclosing their HIV status or seeking HIV care.
Therefore, it is important for older people with HIV to get linked to HIV care and have access to mental health and other support services to help them stay healthy and remain engaged in HIV care. You can find support services through your health care provider, your local community center, or an HIV service organization. Earlier in the HIV epidemic, prior to the availability of potent combination antiretroviral therapy, advanced care planning was routinely incorporated into HIV care.[20] Now that patients are leading longer, healthier lives, advanced care planning is often overlooked and underutilized.[88] Experts recommend that clinicians caring for older adults with HIV discuss end-of-life issues with these individuals and encourage them to designate a durable power of attorney for health care, as well as to complete an advance healthcare directive, such as the state-specific Physicians Orders for Life Sustaining Treatment forms.



HIV and Oral Health

 People with human immunodeficiency virus (HIV), the 
virus that causes acquired immunodeficiency syndrome 
(AIDS), are at special risk for oral health problems. 
 People with HIV/AIDS have an increased risk for oral 

health problems because HIV/AIDS weakens the immune 
system and makes it harder to fight off infection.
 The relationship between oral health and overall health is 

well established.
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Some of the most common oral problems for people with HIV/AIDS are: chronic dry mouth, gingivitis, bone loss around the teeth (periodontitis), canker sores, oral warts, fever blisters, oral candidiasis (thrush), hairy leukoplakia (which causes a rough, white patch on the tongue), and dental caries. Combination antiretroviral therapy, which is used to treat the HIV condition and restore immune system function, has made some oral problems less common. Oral conditions can be painful, annoying, and can lead to other problems. n addition to the problems listed in the table above, you may experience dry mouth. Dry mouth happens when you don’t have enough saliva, or spit, to keep your mouth wet. Saliva helps you chew and digest food, protects teeth from decay, and prevents infections by controlling bacteria and fungi in the mouth. Without enough saliva, you could develop tooth decay or other infections and might have trouble chewing and swallowing. Your mouth might also feel sticky or dry and have a burning feeling, and you may have cracked, chapped lips.
To help with a dry mouth, try these things:
Sip water or sugarless drinks often
Chew sugarless gum or suck on sugarless hard candy
Avoid tobacco
Avoid alcohol
Avoid salty foods
Use a humidifier at night
Talk to your doctor or dentist about prescribing artificial saliva, which may help keep your mouth moist.




Basic Oral Health Care
Home Oral Care Recommendations to Reduce the Risk of 
Caries and Gum Disease Advise all patients to: 
• Brush teeth twice a day with fluoride toothpaste 
• Clean between teeth daily
• Eat a healthy diet that limits sugary beverages and snacks 
• See a dentist regularly for prevention and treatment of oral disease 
• For patients with increased risk of gum disease, consider mouth rinse or toothpaste with 
proven antimicrobial activity 
• For patients with increased risk of caries, consider fluoridated mouth rinse 
• For patients who struggle to clean between their teeth, consider what interdental cleaning tool 
might be best 
• For patients seeking or needing improved plaque removal, consider a power toothbrush
• Discourage practice of do-it-yourself orthodontic treatment 
• Recommend that patients drink fluoridated water
• Discuss tobacco cessation (smoking and smokeless tobacco)
• Recommend that patients avoid oral piercings





Summary Points
• Approximately 50% of all persons with HIV in the United States 

are 50 years of age or older.

• Current CDC guidelines recommend routine HIV screening for 
persons aged 13 through 64 years, but do not address HIV 
screening for persons 65 years of age and older.

• Persons who are older than 50 years of age tend to underestimate 
HIV risk acquisition.

• Older persons with HIV have higher rates of comorbid conditions 
than persons without HIV and many older persons with HIV have 
multimorbidity that requires taking many non-antiretroviral 
medications.



Summary Points
• The Adult and Adolescent ARV Guidelines recommend initiating 

antiretroviral therapy in all persons with HIV, including persons 
with HIV who are 50 years of age and older, regardless of CD4 cell 
count or HIV RNA level.

• Older adults with HIV have a less robust immune response to 
antiretroviral therapy than younger adults despite equally good, 
if not better, rates of virologic suppression.

• Many of the common age-related, non-AIDS conditions play a 
major role in the clinical management of older persons with HIV.

 Engage clients in oral health care services
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