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Psychosocial, mental health, and behavioral issues
of aging with HIV
Sergio Rueda a,b,c, Stephanie Law d, and Sean B. Rourke a,b,e

Purpose of review
People with HIV continue to live with the health consequences of an episodic illness that limits their ability
to fully participate in society, particularly for the growing number of older people living with HIV. The
present review describes the recent evidence exploring the psychosocial challenges facing older adults
living with HIV.
Recent findings
Aging for people with HIV may be more challenging than for the general population because of HIVrelated stigma, loss of friends and social networks, and the detrimental effects that HIV and antiretroviral
treatment have on normal aging processes. Older people with HIV are more likely to experience mental
health and neurocognitive impairment than their HIV-negative counterparts, as well as more social isolation
as a result of decreased social participation and engagement. People develop different approaches for
coping with the challenges associated with aging with HIV.
Summary
As this field of research evolves, many research gaps need to be addressed, including a better
conceptualization and measurement of successful aging and the development of high-quality integrated
care, programs, and services tailored to the needs of older people with HIV. A more integrated policy
response is needed to improve the psychosocial and economic well being of older people with HIV.
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INTRODUCTION
Despite the progress in treatments, people living
with HIV – particularly the growing number age
50 and older – continue to live with the health
consequences of an episodic illness that limits their
ability to fully participate in society [1 ,2]. In both
the USA and Canada, the prevalence of HIV disease
among older adults is growing because of longevity
(i.e., more people with HIV living into their 60s and
70s) and new HIV diagnoses among older adults
[3,4]. In high-income countries, approximately
30% of all adults living with HIV are aged 50 years
and over [5].
HIV infection among older adults is an emerging
issue in high-income, middle-income, and lowincome countries, and research in this area is evolving rapidly. We recently conducted a scoping review
of the peer-reviewed and grey literature exploring
the health of older people living with HIV (i.e.,
50 years of age or older) [1 ], which located and
catalogued 209 studies published since 1996 until
March 2011. The main domains included physical
health (comorbidities, HIV-related symptoms,
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mortality and survival, and opportunistic infections), mental health (mental health conditions,
neurocognitive function or impairment, and
psychological well being), social participation
(social support, stigma, and disclosure), antiretroviral therapy (adherence, antiretroviral response, and
alternative treatments), health services (healthcare
utilization, healthcare access, and hospitalizations),
and sexual health (sexual risk behaviors, sexuality,
and sexually transmitted infections) [1 ].
&&
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non-HIV healthcare settings [7]; and the clinical
management of older people with HIV, including
comorbidities [8 ].
&

 Older people with HIV face unique psychosocial
challenges in dealing with multifactorial comorbidities
that affect their mental health, neurocognitive
functioning, access to social support, and use of coping
strategies to aging successfully with HIV.
 Research efforts should be dedicated to further develop
the concept of successful aging with HIV, including
what constitute complete response to combination
antiretroviral therapy, how to measure it, and its
implications for clinical management.
 Novel intervention research needs to address the issues
surrounding disclosure, social support, and coping
strategies to improve the psychosocial well being of
older people living with HIV.
 There is a need to develop cognitive rehabilitation and
behavioral interventions to improve brain health, and
address the neurocognitive impairments associated with
aging with HIV and, in particular, in the context of
multiple comorbidities.
 Healthcare providers, front-line workers, and policymakers need to have a greater understanding of the
experience of aging with HIV to offer better programs
and services dedicated to mitigate the psychosocial
challenges facing older people with HIV.

The present review focuses on the recent evidence exploring the psychosocial challenges facing
older adults living with HIV. We conducted a series
of electronic searches to capture the peer-reviewed
literature from January 2013 until February 2014
related to mental health and quality of life, neurocognitive functioning, social isolation and support,
and coping with HIV. The 13 electronic databases
covered the national and international literature
(restricted to English language) in medical and
health sciences, psychology, social sciences and
social work, including AgeLine, CINAHL, Cochrane
Library, Embase, MEDLINE, PsycINFO, Social Sciences Abstracts, Social Work Abstracts, and Sociological Abstracts (search strategy available upon
request). We considered studies for inclusion if they
met the following criteria: provided results from
empirical research (quantitative, qualitative or
mixed methods studies); study population included
people with HIV age 50 or older, or people identified
as older, middle-aged, seniors, aged, aging or elderly;
and addressed one or more psychosocial domains.
Given the broad focus of the review, we focused on
the most salient literature. We also found three
recent reviews that summarize the public health
challenges of growing old with HIV [6 ]; challenges
nurses face when caring for older people with HIV in
&
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MENTAL HEALTH AND QUALITY OF LIFE
The process of aging may be more challenging for
people living with HIV than for the general population. This is because of the detrimental effects that
HIV and its treatment have on normal aging processes as well as other factors, such as HIV-related
stigma, loss of friends and social networks [9 ].
According to a case-controlled study comparing
HIVþ and HIV – older people, people with HIV are
less happy, less resilient, and have poorer attitudes
toward their aging [10 ]. They also report lower
physical and mental health, and experience more
negative life-events, anxiety, and perceived stress.
On the other hand, both groups reported similar
levels of optimism, mastery, and social support.
The more medical comorbidities someone
experiences, the poorer their quality of life
[11,12]. In a United States multistate study, 94%
of people with HIV aged 50 years or older (n ¼ 452)
had at least one other chronic illness, with an average of three comorbid conditions (including depression) [13]. Commonly reported chronic illnesses
included high blood pressure (46%), chronic pain
other than headache and back pain (45%), hepatitis
(39%), arthritis (35%), diabetes (21%), and major
depression (14% reported symptoms consistent
with major depression). The presence of more
chronic conditions was also associated with
decreased functioning [11,12]. Another United
States study of 262 people with HIV found that older
people with HIV had significantly higher medical
comorbidity burden (as measured with the Charlson
Co-morbidity Index): almost half had at least
one major medical comorbidity, including diabetes
(18%), neurocognitive impairment (15%), and
malignancy (12%) [11]. In a cohort study of 1230
injection drug users (IDUs), HIVþ participants had
an increased risk of frailty (odds ratio ¼ 1.66; 95%
confidence interval, CI 1.24–2.21) [14], and depressive symptoms were independently associated with
frailty.
The prevalence of depression among older
adults with HIV differs according to subpopulations
and geographical settings. In a Brazilian study of
people with HIV over age 60, 28% experienced
major depression, and women had 10.65 times
higher odds of being diagnosed with major depression (95% CI 8.96–12.33) than men [15]. An Ontario
study of 1129 older adults with HIV found that,
compared with heterosexual, bisexual, and gay
men, women had the highest mean scores for
&
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depressive symptoms (using the Center for Epidemiologic Studies Depression Scale) [16]. However, in
a study of older adults with HIV in the USA (n ¼ 904),
similar proportions of men and women experienced
depressive symptoms (61% for both groups) and
loneliness (34 and 28%, respectively) [17]. Differences across the studies may be because of different
sample compositions and different measures or
cutoffs to evaluate depression and depressive symptoms.
In terms of sex differences, Storholm et al. [17]
found that men were significantly more likely than
women to report a lack of positive relations with
others (50 vs. 39%), purpose in life (51 vs. 39%),
self-acceptance (51 vs. 42%), and environmental
mastery (53 vs. 35%). Mediation analyses showed
that individuals with greater minority burden (i.e.,
the number of minority statuses, including being
gay or bisexual, nonwhite, disabled, low-income,
foreign-born, and speaking English as a second
language) experienced greater HIV-related stigma,
which was associated with greater mental health
burden. Another study, however, found that gay
and bisexual men reported higher mental healthrelated quality of life than heterosexual men and
women [16], and gay men reported less HIV-related
stigma than women or heterosexual and bisexual
men, which may be associated with the supportive
networking within the gay community, better programs and services from AIDS service organizations,
and the experience of having lived with HIV for
many years.
In qualitative studies exploring the experiences
of older adults with HIV, the main theme is uncertainty about the future and the unpredictability
of the aging process [9 ,18,19]. Older people with
HIV often compare themselves to their HIVpeers
and report experiencing an earlier and more rapid
decline in health, which increases anxiety about the
future [18,19]. Other uncertainties include concerns
regarding the ability of healthcare providers to provide high-quality care at the intersection of aging
and HIV; the financial situation and transition to
retirement, including adequate pension; the availability of appropriate long-term housing; and
the decreasing ability to care for themselves [20 ].
In addition, older adults with HIV often need to
negotiate multiple identities and the resulting
stigma(s) attached to those identities, including
ageism, homophobia, and HIV-related stigma
[12,18]. Although ageism plays a role in the overall
stigma experienced by older adults with HIV, some
also report experiencing stigma and rejection from
their HIV – contemporaries [19]. Many express concerns about being discriminated against by other
older people if they have to move into old-age care
&
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facilities [18,20 ]. Whereas disclosure is important
for people with HIV to receive social support, perceived and internalized stigma affects disclosure
among older adults living with HIV [21,22].
Psychosocial well being – which includes
perceived positive relationships and a purpose in
life, as well as environmental mastery – is important
for older adults to age successfully. It can also have a
positive impact on HIV prevention. For example, in
one study, better psychological well being was
associated with sustained safer sex practices, including the consistent use of condoms [23].

NEUROCOGNITIVE FUNCTIONING
About 50% of people living with HIV will develop
HIV-associated neurocognitive impairments and
disorders (HAND) [24,25]. Combination antiretroviral therapy (cART) is allowing people with HIV to
live longer, but it is not sufficient on its own to
prevent neurocognitive problems in those with the
milder forms of HAND – asymptomatic neuropsychological impairment (ANI) and HIV-associated
neurocognitive disorder (MND) [26]. Important
research work is necessary in the context of aging,
as MND can significantly affect people’s ability to
work, adherence to medication and function in
their daily lives.
Cognitive function in HIV is associated with a
host of medical and psychiatric factors [24,25,27],
including demographics, HIV disease severity, substance use, and comorbid conditions [24,25,28–31].
A recent study examined the interaction between
aging and HIV on neurocognitive impairment and
everyday functioning by comparing younger and
older adults, with and without HIV [29]. Although
the study failed to find interaction effects, older
people with HIV consistently performed worse on
eight of nine neuropsychological and everyday
functioning tests. Another study of people living
with HIV (n ¼ 106) found that older age was associated with about a five-fold higher odds of developing memory deficits: about half of those over age 50
had measurable memory impairment [32]. In one
study, the driving performance of older people with
HIV was less efficient and slower than their younger
counterparts [33]. In a qualitative study that used
a disability framework to examine the subjective
experiences of older men with HIV [34], participants
described how HAND resulted in difficulties with
work and social relationships. The study suggests
that managing HAND should focus on triggers that
worsen the condition, not just on the impairments
themselves. In addition to affecting function,
HAND can have damaging effects on older adults’
psychosocial well being.
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As people age, there is a need to emphasize
psychosocial and cognitive rehabilitation specifically for HAND [35 ] and the associated comorbidities [36–38]; particular attention is warranted as
well on the primary and secondary prevention
efforts to address the medical, mental health, and
addiction complications which can contribute to
the development of cognitive impairments in
HIV. Although several studies have looked at the
risk factors for neurocognitive impairment, we were
only able to identify two that examined potential
interventions to help older people with HIV
improve their cognitive abilities. Kaur et al. [39] –
following on a previous report [40 ] – conducted a
pilot study to determine the predictors of neurocognitive and everyday function improvement following speed of processing training. The study
found that participants who presented with worse
outcomes at baseline (i.e., worse performance on
neurocognitive and everyday function, higher viral
load, poorer medication adherence, and longer time
since HIV diagnosis) benefitted most from the intervention. In a randomized, double-blind, placebocontrolled crossover pilot study with 17 HIVþ
patients with HAND to examine the efficacy of
receiving oral rivastigmine (up to 12 mg/day for
20 weeks) in improving neuropsychological functioning, researchers found that the drug improved
processing speed but had nonsignificant effects on
the primary outcome (Alzheimer’s Disease Assessment Scale-Cognitive subscale) and other neurocognitive functions [41].
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SOCIAL ISOLATION AND SUPPORT
Older adults living with HIV are at an increased risk
of social isolation because of less social participation
and shrinking social networks. As people with HIV
age, they may lose friends and find it increasingly
difficult to make new social connections [19,42,43].
In some cases, they may find it easier to be alone to
avoid stigma or discrimination, or they may not
have the energy to be socially engaged.
Social isolation decreases social support, which
can have a negative impact on mental and physical
well being. Older adults living with HIV enrolled in
the United States Veterans Aging Cohort Study
(VACS) had significantly greater social isolation
than their HIV counterparts [9 ]. Using a composite social isolation score – based on the frequency of
visits by close friends or family, number of close
friends and family, use of self-help groups, volunteer
work or involvement with a community organization, attendance at religious events, relationship
status, and living alone – this study found that
being HIVþ increased the odds of social isolation
&
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by 1.0–6.8 times, with an increasing trend by age.
Social isolation was associated with a higher risk of
hospitalization and death among both HIVþ and
HIV – participants. Given the higher overall prevalence of social isolation among people with HIV, the
population level effect of social isolation on hospitalization and death is likely greater among those
who are aging.
Both employment and volunteering can provide
social support. However, HIV-associated neurocognitive impairments greatly reduce older HIVþ
adults’ ability to stay employed. With less ability
to focus on or remember tasks, multitask and solve
problems, and more fatigue, older adults with HIV
often find it difficult to maintain satisfactory job
performance [9 ,22] and may retire early. As a result,
they are less likely to get social support through
employment and are at risk of deteriorating financial situations and living conditions [19]. Lack of
employment can exacerbedate feelings of social
isolation, whereas the inability to be a productive
member of the workforce limits social engagement.
On the other hand, volunteering can empower older
people with HIV by allowing them to contribute
to their communities. Some view volunteering as
an opportunity to be productive [9 ] and find it
fulfilling [22]. However, volunteering, like paid
employment, comes with challenges, including lack
of organizations’ flexibility to accommodate HIVþ
older adults.
In terms of interventions to enhance the quality
of life, emotional or informational support, including people with whom to express and share feelings
and to obtain advice, information and guidance, has
the greatest positive influence [11,44]. On the other
hand, limited activities, lifetime victimization,
decreased self-efficacy, and low levels of social support are significantly associated with poorer mental
health-related quality of life [45].
&
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COPING WITH HIV
A growing body of research is exploring coping
strategies to minimize the negative impact of aging
with HIV. According to a recent qualitative study of
long-term survivors, coping strategies can be
grouped in three categories: disease coping, practical
coping, and emotional coping [46 ]. For disease
coping, older adults with HIV find that being well
educated on the effects of HIV medications, being
able to manage treatment requirements within their
daily lives, and having good physician–patient
communication helps. Although disease coping is
important, recent research has found that practical
and emotional coping mechanisms seem to have
the greatest positive effect on psychosocial well
&
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being [12,21,46 ,47]. Practical coping strategies,
including seeking social support and solutionfocused coping, are associated with lower reports
of depression and loneliness [12,47]. They help older
adults with HIV find meaning in new activities, such
as primary caregiver for a child or a grandchild
[19,46 ]. Caregiving can also be a motivator to live
well and remain socially engaged [22]. The wisdom
that comes with age can be a practical coping
strategy: older people with HIV experience lower
overall and internalized stigma than their younger
counterparts, probably related to increased selfacceptance, positive self-concept, and self-compassion (C. Emlet, personal communication). Social
interactions with spouses or partners, family, close
friends (and even pets) as well as meaningful
employment were important to maintain an optimistic outlook and nurture positive traits and relationships [46 ].
Emotional coping includes identifying strategies to stay positive and to manage negative
emotion. The most common type of emotional
coping was through spirituality and religion
[18,21,46 ,47]. In a study that examined a new
measure to evaluate coping in older adults, participants who were depressed or lonely were significantly less likely to use spiritual coping techniques,
whereas those who were experiencing anxiety were
more likely to use spirituality as a coping mechanism [47]. Given the cross-sectional nature of this
study, it is not clear whether anxiety prompted the
use of spirituality as a way to search for inner peace
or the use of spirituality increased anxiety as a result
of an augmented sense of personal responsibility. In
a phenomenological study, older adults with HIV
often reported beneficial effects from newly
acquired spirituality, which helped them develop
a more positive outlook and empower them in life
[18]. Emotional coping strategies appear to be population and context specific. For example, in a study
of spirituality and religiousness among HIVþ gay,
bisexual, and other men who have sex with men,
men of color were more likely to report higher levels
of existential well being as well as spirituality and
religiousness [48].
Spiritual and faith-based connections can also
enable social engagement and participation [21].
Spiritual explorations within self and disease can
help ground individuals, and could guide them
away from fears and anxiety about their disease
and future [18]. As an intervention, guidance for
spiritual coping may help reduce depressive symptoms, improve the quality of life, and reduce the
need to seek refuge in more harmful habits, such as
illicit drug use or excessive alcohol consumption
[49].
&

Only one recent study explored interventions to
help older adults with HIV cope with their disease
and reduce depressive symptoms. Heckman et al.
[50 ] conducted a randomized controlled trial with
361 older adults with HIV across 24 States to test
the effectiveness of two different telephone-administered interventions: supportive-expressive group
therapy (tele-SEGT) and coping effectiveness training (tele-CET). Both interventions, which have been
proven effective at reducing depressive symptoms in
previous studies, were compared to a standard-ofcare control arm. Participants in the tele-SEGT arm
reported significantly fewer depressive symptoms
than those who received the tele-CET or standard
of care: there was a 2.5-fold increase in the proportion of participants who had more than a 50%
reduction in depressive symptoms compared with
the other two arms.
&&

&

&

CONCLUSION
The intersection of HIV, aging, and health raises a
host of issues that health research, policy, and
practice need to address, including challenges
related to mental health, quality of life, neurocognitive functioning, social isolation and support,
and coping with aging and HIV. In our view, healthcare providers, front-line workers, and policy makers should have a greater understanding of the
experience of aging with HIV. As the first cohorts
of people with HIV grow old, they have concerns
about the ability of providers to deliver high-quality
integrated care, programs and services that address
their mental health, neurocognitive, and social
needs. Interdisciplinary teams will need to find
new ways to organize care and share the knowledge
and skills required to address the complex mental
health needs of older people with HIV in an
environment in which no single discipline holds
all the expertise. Front-line providers at AIDS
service organizations will need to develop and integrate more programs and services that mitigate the
social isolation and stigma experienced by many
older people with HIV and help them cope with
aging with HIV. As a substantial proportion of
people with HIV approach retirement age, policy
makers need to develop new policies or adapt the
existing ones to improve their social and economic
outlook. For example, reforming retirement benefit
programs could allow people with HIV to remain in
the workforce as long as possible, and providing
better integrated housing models could remove
some of the barriers to subsidized housing and
ensure that retirement homes and long-term facilities become more welcoming places for older people
with HIV.
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Although there are no data on the potential
impact of retirement on the health and economic
security of people with HIV, a number of concerns
have been raised in the general population by the
unprecedented size of the baby boom generation,
including an increased burden on public and private
retirement systems that threatens the financial
security of baby boomers themselves. In addition
to the financial benefits of working, many older
workers appreciate the opportunity to maintain
social contacts and contribute to society. Even those
planning to retire often do not view retirement as an
end to their working life. For many, retirement is a
transition from working full-time to new employment opportunities and work arrangements (e.g.,
part-time and contract work). However, concerns
about baby boomers remaining in the workforce
have also been raised, particularly about the mental
capacity of aging workers and their ability to remain
productive. Of particular concern is a subgroup of
older people with HIV who have been out of the
labor force for a long time (>10 years) and who have
become increasingly detached from the labor
market over time. This group is less likely than
the average older person with HIV to re-enter the
labor market in the traditional sense (i.e., full-time
work) and will need a different set of accommodations (e.g., strengthening social assistance access
or amounts and flexibility of allowances for parttime work).
We have identified key areas for future research
in psychosocial well being and increasing age with
HIV, including effective strategies and the healthcare resources (e.g., multidisciplinary clinics and
teams including psychologists, social workers, and
nurse practitioners) to help older people with HIV
deal with the issues related to disclosure and negotiating safer sex, and studies to understand the
reciprocal relationship between psychosocial well
being and HIV prevention; effective cognitive rehabilitation and behavioral treatments for neurocognitive impairment associated with HIV, especially
the milder forms of HAND; interventions tailored to
the needs of older adults living with HIV that target
modifiable factors such as emotional or information
social support and self-efficacy, which can have a
positive impact on quality of life; population and
context-specific interventions to help older adults
living with HIV develop and nurture their own
coping strategies; the epidemiology of mental
health and brain health in cohorts of older people
with HIV, including the use of common measures to
characterize their status and needs, and document
and monitor other strength-based factors that may
mitigate the health decline of older people with HIV
(e.g., resilience); longitudinal studies exploring the
330
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process of aging with HIV, which should result in
causal inferences about the factors that could
increase psychosocial well being; and qualitative
research to explore in depth the subjective, lived
experiences of older people with HIV, which will
help health planners and policy makers address the
contextual challenges of aging with HIV.
Acknowledgements
We would like to acknowledge and thank Jean Bacon for
her editorial assistance.
Conflicts of interest
Disclosure: There are no conflicts of interest related to
this article.

REFERENCES AND RECOMMENDED
READING
Papers of particular interest, published within the annual period of review, have
been highlighted as:
&
of special interest
&& of outstanding interest
1. Chambers LA, Wilson MG, Rueda S, et al. Evidence informing the intersection
of HIV, aging and health: a scoping review. AIDS Behav 2014; 18:661–675.
This study presents a scoping review of peer-reviewed and grey literature (1996–
2011) to explore the impact of aging on the health of older people with HIV
(50 years or older). It catalogued 209 studies and organized them into health
topics, including comorbidities, disease progression, neurocognitive functioning,
mental health conditions, psychological well being, social supports, stigma,
antiretroviral adherence, healthcare utilization or access, and sexual risk behavior.
2. Kirk JB, Goetz MB. Human immunodeficiency virus in an aging population, a
complication of success. J Am Geriatr Soc 2009; 57:2129–2138.
3. U.S. Centers for Disease Control and Prevention. Diagnoses of HIV infection
among adults aged 50 years and older in the United States and dependent
areas, 2007–2010. HIV Surveillance Supplemental Report 2013; 18(3).
http://www.cdc.gov/hiv/topics/surveillance/resources/reports/#supplemental.
[Accessed 23 April 2014]
4. Public Health Agency of Canada. HIV/AIDS epi updates: Chapter 6. HIV/
AIDS and older Canadians. 2010; http://www.phac-aspc.gc.ca/aids-sida/
publication/epi/2010/pdf/EN_Chapter6_Web.pdf. [Accessed 23 April 2014]
5. Joint United Nations Programme on HIV/AIDS (UNAIDS). HIV and aging: a
special supplement to the UNAIDS report on the global AIDS epidemic.
2013; http://www.unaids.org/en/media/unaids/contentassets/documents/
unaidspublication/2013/20131101_JC2563_hiv-and-aging_en.pdf. [Accessed 23 April 2014]
6. Cahill S, Valadez R. Growing older with HIV/AIDS: new public health
&
challenges. Am J Public Health 2013; 103:e7–e15.
This review describes the public health challenges associated with older people
living with HIV, including the long-term effects of living with HIV, social support and
isolation, caregiving, HIV-related stigma, sexual health education, and senior
services, housing and income supports.
7. Ridgers H. Caring for older HIV-positive men who have sex with men. Nurs
Standard 2013; 27:44–49.
8. Greene M, Justice AC, Lampiris HW, Valcour V. Management of human
&
immunodeficiency virus infection in advanced age. J Am Med Assoc 2013;
309:1397–1405.
This study reviewed the published guidelines and consensus statements on the
management of HIV to maximize everyday function in older adults.
9. Greysen SR, Horwitz LI, Covinsky KE, et al. Does social isolation predict
&
hospitalization and mortality among HIVþ and uninfected older veterans? J Am
Geriatr Soc 2013; 61:1456–1463.
This longitudinal study reports on the association between social isolation and risk
of hospitalization and death in both HIVþ and HIV – older veterans, suggesting that
the population-level effect of social isolation may be greater in older people living
with HIV.
10. Moore RC, Moore DJ, Thompson WK, et al. A case-controlled study of
&
successful aging in older HIV-infected adults. J Clin Psychiatry 2013;
74:e417–e423.
This cross-sectional, case-controlled study explored the concept of successful aging
with HIV, suggesting that positive psychological traits (e.g., resilience, optimism, and
mastery) have stronger relationship with successful aging than duration or severity of
HIV disease.

&&

Volume 9  Number 4  July 2014

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

Psychosocial issues of aging with HIV Rueda et al.
11. Rodriguez-Penney AT, Iudicello JE, Riggs PK, et al. Co-morbidities in persons
infected with HIV: increased burden with older age and negative effects on
health-related quality of life. AIDS Patient Care STDs 2013; 27:5–16.
12. Slater LZ, Moneyham L, Vance DE, et al. Support, stigma, health, coping, and
quality of life in older gay men with HIV. J Assoc Nurses AIDS Care 2013;
24:38–49.
13. Balderson BH, Grothaus L, Harrison RG, et al. Chronic illness burden and
quality of life in an aging HIV population. AIDS Care 2013; 25:451–458.
14. Piggott DA, Muzaale AD, Mehta SH, et al. Frailty, HIV infection, and mortality in
an aging cohort of injection drug users. PLoS One 2013; 8:e54910.
15. Carmo Filho A, Fakoury MK, Eyer-Silva Wde A, et al. Factors associated with a
diagnosis of major depression among HIV-infected elderly patients. Rev Soc
Bras Med Trop 2013; 46:352–354.
16. Brennan DJ, Emlet CA, Brennenstuhl S, Rueda S. Socio-demographic profile
of older adults with HIV/AIDS: gender and sexual orientation differences. Can
J Aging 2013; 32:31–43.
17. Storholm ED, Halkitis PN, Kupprat SA, et al. HIV-related stigma as a mediator
of the relation between multiple-minority status and mental health burden in an
aging HIV-positive population. J HIV/AIDS Soc Serv 2013; 12:9–25.
18. Lawrence S, Cross M. Life transition with HIV: some observations of the
phenomenon of growing older with the infection. Couns Psychol Rev 2013;
28:25–36.
19. Wallach I, Brotman S. Ageing with HIV/AIDS: a scoping study among people
aged 50 and over living in Quebec. Ageing Soc 2013; 33:1212–1242.
20. Solomon P, O’Brien K, Wilkins S, Gervais N. Aging with HIV and disability: the
&
role of uncertainty. AIDS Care 2014; 26:240–245.
This qualitative study uses a grounded theory approach to describe the contribution of uncertainty to the experience of social participation and disability of older
adults living with HIV, highlighting the need to focus on the notion of successful
aging to identify effective interventions.
21. Moore A. Older people living with HIV/AIDS (OPLWHA) in Lom?, Togo:
personal networks and disclosure of serostatus. Ageing Int 2013; 38:218–
232.
22. Siemon JS, Blenkhorn L, Wilkins S, et al. A grounded theory of social participation among older women living with HIV. Can J Occup Ther 2013; 80:241–250.
23. Golub S, Botsko M, Gamarel K, et al. Dimensions of psychological well being
predict consistent condom use among older adults living with HIV. Ageing Int
2013; 38:179–194.
24. Heaton RK, Clifford DB, Franklin DR Jr, et al. HIV-associated neurocognitive
disorders persist in the era of potent antiretroviral therapy: CHARTER Study.
Neurology 2010; 75:2087–2096.
25. Heaton RK, Franklin DR, Ellis RJ, et al. HIV-associated neurocognitive disorders before and during the era of combination antiretroviral therapy:
differences in rates, nature, and predictors. J Neurovirol 2011; 17:3–16.
26. Antinori A, Arendt G, Becker JT, et al. Updated research nosology for HIVassociated neurocognitive disorders. Neurology 2007; 69:1789–1799.
27. Marquine MJ, Umlauf A, Rooney AS, et al. The Veterans Aging Cohort Study
Index is associated with concurrent risk for neurocognitive impairment.
J Acquir Immune Defic Syndr 2014; 65:190–197.
28. Patel SM, Thames AD, Arbid N, et al. The aggregate effects of multiple
comorbid risk factors on cognition among HIV-infected individuals. J Clin Exp
Neuropsychol 2013; 35:421–434.
29. Vance DE, Fazeli PL, Gakumo CA. The impact of neuropsychological performance on everyday functioning between older and younger adults with and
without HIV. J Assoc Nurses AIDS Care 2013; 24:112–125.
30. Sun B, Abadjian L, Rempel H, et al. Differential cognitive impairment in HCV
coinfected men with controlled HIV compared to HCV monoinfection. J Acquir
Immune Defic Syndr 2013; 62:190–196.
31. Kupprat SA, Halkitis PN, Perez-Figueroa R, et al. Age-matched and educationmatched comparison of aging HIVþ men who have sex with men to general
population on common neuropsychological assessments. J Health Psychol
2013. [Epub ahead of print]
32. Tan I, Smith B, Hammond E, et al. Older individuals with HIV infection have
greater memory deficits than younger individuals. J Neurovirol 2013; 19:531–
536.

33. Foley J, Gooding A, Thames A, et al. Visuospatial and attentional abilities
predict driving simulator performance among older HIV-infected adults. Am J
Alzheimer’s Dis Other Demen 2013; 28:185–194.
34. Hopcroft L, Bester L, Clement D, et al. ‘My body’s a 50 year-old but my brain is
definitely an 85 year-old’: exploring the experiences of men ageing with HIVassociated neurocognitive challenges. J Int AIDS Soc 2013; 16:18506.
35. Weber E, Blackstone K, Woods SP. Cognitive neurorehabilitation of HIV&&
associated neurocognitive disorders: a qualitative review and call to action.
Neuropsychol Rev 2013; 23:81–98.
This qualitative review highlights and critiques the emerging literature on cognitive
and behavioral rehabilitation approaches to address HIV-associated neurocognitive disorders, and suggests future directions to guide research and interventions.
36. Vance DE. The cognitive consequences of stigma, social withdrawal, and
depression in adults aging with HIV. J Psychosoc Nurs Ment Health Serv
2013; 51:18–20.
37. Vance DE, Fazeli PL, Grant JS, et al. The role of neuroplasticity and cognitive
reserve in aging with HIV: recommendations for cognitive protection and
rehabilitation. J Neurosci Nurs 2013; 45:306–316.
38. Valcour VG. HIV, aging, and cognition: emerging issues. Top Antivir Med
2013; 21:119–123.
39. Kaur J, Dodson JE, Steadman L, Vance DE. Predictors of improvement
following speed of processing training in middle-aged and older adults with
HIV: a pilot study. J Neurosci Nurs 2014; 46:23–33.
40. Vance DE, Fazeli PL, Ross LA, et al. Speed of processing training with middle&
age and older adults with HIV: a pilot study. J Assoc Nurs AIDS Care 2012;
23:500–510.
This pilot study provides evidence for the efficacy of 10 h of computerized speed of
processing training in improving cognitive and everyday functioning in older adults
living with HIV.
41. Simioni S, Cavassini M, Annoni JM, et al. Rivastigmine for HIV-associated
neurocognitive disorders: a randomized crossover pilot study. Neurology
2013; 80:553–560.
42. Zhang Y, Fuller-Thomson E, Anne Mitchell C, Zhang X. Older adults with HIV/
AIDS in rural China. Open AIDS J 2013; 7:51–57.
43. Brennan-Ing M, Seidel L, London AS, et al. Service utilization among older
adults with HIV: the joint association of sexual identity and gender. J Homosex
2014; 61:166–196.
44. Emlet CA, Brennan DJ, Brennenstuhl S, et al. Protective and risk factors
associated with stigma in a population of older adults living with HIV in
Ontario, Canada. AIDS Care 2013; 25:1330–1339.
45. Emlet CA, Fredriksen-Goldsen KI, Kim H-J. Risk and protective factors
associated with health-related quality of life among older gay and bisexual
men living with HIV disease. Gerontologist 2013; 53:963–972.
46. Slomka J, Lim J-w. Gripshover B, Daly B. How have long-term survivors
&
coped with living with HIV? J Assoc Nurses AIDS Care 2013; 24:449–
459.
This qualitative study describes the themes that characterize the coping mechanisms (i.e., disease coping, practical coping, and emotional coping) and social
supports (i.e., family, friends, professionals, and peer groups).
47. Hansen NB, Harrison B, Fambro S, et al. The structure of coping among older
adults living with HIV/AIDS and depressive symptoms. J Health Psychol
2013; 18:198–211.
48. Hampton MC, Halkitis PN, Perez-Figueroa R, Kupprat SA. Religiousness,
spirituality, and existential well being among HIV-positive gay, bisexual, and
other MSM age 50 and over. J Religion Spirituality Aging 2013; 25:160–
176.
49. Skalski LM, Sikkema KJ, Heckman TG, Meade CS. Coping styles and illicit
drug use in older adults with HIV/AIDS. Psychol Addict Behav 2013;
27:1050–1058.
50. Heckman TG, Heckman BD, Anderson T, et al. Supportive-expressive and
&&
coping group teletherapies for HIV-infected older adults: a randomized clinical
trial. AIDS Behav 2013; 17:3034–3044.
This randomized clinical trial found that 12 weekly sessions of telephone-administered, supportive-expressive group therapy is an effective treatment to reduce
depressive symptoms in older adults living with HIV.

1746-630X ß 2014 Wolters Kluwer Health | Lippincott Williams & Wilkins

www.co-hivandaids.com

331

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

