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Introduction 
 

The human immunodeficiency virus (HIV), which causes Acquired Immune Deficiency Syndrome (AIDS), 

was first identified in 1983 and is believed to have originated earlier in the 20th century (Melhuish & 

Lewthwaite, 2018). In the early days of the HIV epidemic, treatment was limited and most people 

infected with the virus developed AIDS and died (Melhuish & Lewthwaite, 2018). With the development 

of effective anti-retroviral therapies (ART) in the mid-1990s, HIV became a treatable although serious 

condition, and people who are adherent to ART can attain normal or near-normal life expectancies 

(Melhuish & Lewthwaite, 2018; Samji et al., 2013). Older people with HIV (PWH), defined as those age 

50 and older, are increasingly dominating the epidemic (High et al., 2012). Because of the success of 

ART, people 50 and older now likely make up the majority of PWH in the U.S. (High et al., 2012) and 

other countries where ART is accessible. The aging of the HIV epidemic is a global trend that is also being 

observed in low- and middle-income countries (Mahy, Autenrieth, Stanecki, & Wynd, 2014). The most 

current global estimate, from 2016, is that there were 5.7 million PWH age 50 and older [range = 4.7 to 

6.6 million] representing 16% of PWH (Autenrieth et al., 2018). This proportion is expected to rise to 

21% by 2020 (Autenrieth et al., 2018). The growth in the population of older PWH is also fueled by new 

HIV infections. In 2018, 17% of new HIV infections in the U.S. were diagnosed in people 50 and older 

(CDC, 2019). 

Given the current and projected growth of the population of older PWH in the U.S. and globally, it is 

imperative that we develop an effective policy response to address their unique needs. However, due to 

ageism and other factors, older PWH have been largely invisible. This invisibility has resulted in a lack of 

investment and resources in education and prevention programs addressing HIV and aging, and our 

current medical and social service systems are largely unprepared to deal with growing numbers of 

older people with HIV (DeMarco, Brennan-Ing, Sprague, & Brown, 2017). The purpose of this report is to 

highlight current knowledge and emerging issues in HIV and aging to serve as a foundation on which to 

develop policy and program recommendations that will address the needs of older PWH. 

Socio-Demographic Profile of an Aging Epidemic 

Older PWH are not a monolithic group but represent a diverse population with regard to age, gender 

identity, race and ethnicity, sexual orientation, and socio-economic position (Brennan-Ing, 2019). 

According to the most recent data from the Centers for Disease Control and Prevention (CDC), in the 

U.S. the largest proportion of older PWH were age 50 to 54 years (33%), followed by those 55 to 59 

years (29%), 60 to 64 years (19%), and 65 and older (18%) (CDC, 2019). Over three-quarters of older 

PWH are male (77%) and 23% are female (CDC, 2018). Older people of color are disproportionately 

affected by HIV. Non-Hispanic Blacks are the largest racial/ethnic group of older PWH (39%), followed by 

non-Hispanic Whites (37%), Hispanics/Latinx (18%), people of multiple race/ethnicities (4%), Asians 

(1%), and less than 1% each who are American Indians/Alaska Natives or Native Hawaiians/other Pacific 

Islanders (CDC, 2018). Among older male PWH, 64% were infected through male-to-male sexual contact, 

12% through heterosexual contact, 16% through injection drug use (IDU), and 8% from male-to-male 

sexual contact and IDU (CDC, 2018). Among older female PWH 70% of infections were through 

heterosexual contact and 29% through IDU (CDC, 2018). Historically, CDC included transgender women 
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in the classification “men who have sex with men” (MSM), making it difficult to estimate the numbers of 

older transgender and gender diverse (TGD) older PWH (Porter & Brennan-Ing, 2019). More recently the 

CDC has included “transgender” as a response option in HIV surveillance data and found higher HIV 

infection rates among TGD people (range = 1.7%–4.7%) when compared to both cisgender men (range = 

0.9%–1.4%) and cisgender women (range = 0.2%–0.4%) (Porter & Brennan-Ing, 2019). These findings 

confirm other research that people who are TGD are disproportionately affected by HIV (Dragon, 

Guerino, Ewald, & Laffan, 2017), and we can infer this is true of older adults as well. This disparity is due 

in part to a high proportion of sex workers in this population because employment opportunities are 

limited by transphobia and discrimination (Operario, Soma, & Underhill, 2008).  

An important subpopulation among older PWH are HIV long-term survivors (LTS). There are a variety of 

definitions of HIV LTS. According to the Well Project (The Well Project, 2018), one definition is people 

who have been living with HIV since before effective ART became available (pre-ART LTS). This group 

was infected with HIV when the virus was incurable and resulted in early death, and they experienced 

significant trauma, with lasting effects on physical and mental health and overall well-being. Another 

definition is people who were diagnosed after effective ART was available (i.e., 1996) and have been 

living with HIV for ten years or more (post-ART LTS). The post-ART LTS group has had very different 

experiences with HIV due to the availability of effective treatment. For example, one study found that 

given the lack of treatment options, pre-ART LTS were more engaged in activism, education, and support 

groups to deal with HIV infection compared to their peers, and suffered greater personal loss (Rai, 

Bruton, Day, & Ward, 2018). In contrast, post-ART LTS had relatively little collective engagement with 

others affected by the virus and tended to keep their HIV infection a private matter, in some cases to 

avoid stigma and discrimination. A third group of LTS are those who were infected through childbirth 

and have been HIV-positive their entire lives,  and are relatively young adults (The Well Project, 2018). 

The last group are HIV-negative LTS who have been profoundly affected by the impact of HIV in their 

lives, through caregiving, loss of significant others, or other involvement in combatting the epidemic 

(The Well Project, 2018).  

Data from Ryan White HIV/AIDS program participants illustrates the fragile economic status of many 

older PWH. Older women and TGD with HIV are more likely to be living in poverty (71% and 74%, 

respectively) than older men with HIV (57%) (Cohen et al., 2019). Further, non-Hispanic Blacks and 

Hispanics/Latinx were more likely to be living in poverty compared to non-Hispanic Whites regardless of 

gender identity (Cohen et al., 2019). In comparison, overall poverty rates for U.S. adults in this age group 

are approximately 9% or less (U.S. Census Bureau, 2020). These high levels of poverty are directly 

related to low levels of employment, with research finding that over half of older PWH are on disability 

(Erenrich, Seidel, Brennan-Ing, & Karpiak, 2018; Karpiak & Brennan, 2009), as compared to between 7% 

to 17% of people in this age group in the general population (Center on Budget & Policy Priorities, 2019). 

In line with the proportion in poverty, three-quarters of older PWH report inadequate incomes (Erenrich 

et al., 2018; Karpiak & Brennan, 2009). Older PWH in the Ryan White program also reported high rates 

of housing instability. Older cisgender men and women with HIV were less likely to report unstable 

housing (10% and 9%, respectively), compared to TGD PWH (15%). Rates of unstable housing were 

highest among non-Hispanic Blacks, men, and TGD people (Cohen et al., 2019). In a study of older PWH 

in San Francisco, 7% reported not having a permanent residence, and 42% were spending half or more 
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of their income on housing costs (Erenrich et al., 2018). Nearly two-thirds of older PWH in this study 

were receiving some form of financial assistance. And only slightly more than half of older PWH in the 

San Francisco study reported food security (56%), while one-quarter reported food insecurity and being 

hungry (Erenrich et al., 2018). In the U.S., approximately 12% of the overall population and 9% of those 

65 and older are food insecure (U.S. Department of Agriculture, 2018).   

In the U.S., the largest number of older PWH are concentrated in regions that have had historically high 

rates of HIV infection. These include the Northeast, South, Southwest, and West Coast, and major 

metropolitan areas in the Midwest and Western states (AIDS Vu, 2020). At the end of 2015, New York 

State had the greatest number of older PWH (67,920), followed by California (59,994), Florida (51,894), 

and Texas (30,508) (CDC, 2018). In terms of rural/urban variation, in metropolitan statistical areas (e.g., 

New York City) the prevalence rate of older people with HIV is twice the rate of metropolitan areas (e.g., 

Riverside Co., CA), and four times the rate of non-metropolitan areas or rural areas (CDC, 2018). 

Globally, the greatest number of older PWH are in sub-Saharan Africa (3.7 million), followed by North 

America and Western/Central Europe (880,000), Asia and the Pacific (450,000), Latin America and the 

Caribbean (370,000), Eastern Europe/Central Asia (280,000), and the Middle East/North Africa (27,000) 

(Autenrieth et al., 2018). HIV largely impacts heterosexuals in sub-Saharan Africa (Piot, Bartos, Ghys, 

Walker, & Schwartländer, 2001). IDU and infection of heterosexual sex partners of drug users is 

responsible for most HIV infections in Eastern Europe and China (Piot et al., 2001). In the Eastern 

Mediterranean, HIV infections are mostly among sex workers, gay and bisexual men, and IDU (Sprague 

& Brown, 2017). IDU HIV transmission is highest in Pakistan, Iran, Libya, Afghanistan, and Egypt, while 

same-sex transmission is increasing in North Africa. In Morocco, Djibouti, and Somalia female sex 

workers are increasingly at risk for HIV (Sprague & Brown, 2017). 

Physical and Mental Health  

 

Physical Health. While ART is effective at controlling HIV infection, it does not spare older PWH from 

experiencing other health conditions, sometimes called comorbidities. These comorbidities may be 

diseases commonly experienced by people as they age, or they may be related to HIV infection and its 

treatments. As we grow older, the strength of our immune system tends to weaken, a process known as 

immunosenescence (Nasi et al., 2014). This weakening is due to immune system activation as well as 

chronic inflammation; a process that is exacerbated in PWH (Fülöp et al., 2017; Nasi et al., 2014). It has 

been posited that ART turns HIV into a chronic inflammatory disease (Fülöp et al., 2017). In non-HIV-

infected persons, chronic inflammation is responsible for a variety of age-related diseases, including 

cardiac disease, cancer, and dementia (Bolós, Perea, & Avila, 2017; Fava & Montagnana, 2018; 

Mantovani, 2018). Thus, the combination of HIV infection and normal changes to the immune system 

due to aging may place older PWH at greater risk of developing comorbidities. The impact of HIV on 

immune health and inflammation is related to research finding that older PWH report three comorbid 

conditions on average in addition to HIV (Balderson et al., 2013; Havlik, Brennan, & Karpiak, 2011). 

Among older sexual and gender minority adults in Chicago, those with HIV reported 3.1 comorbid 

conditions in addition to HIV as compared with 2.4 conditions overall among their HIV-negative peers 

(Brennan et al., 2011). Schouten and colleagues (2014) found that the average number of comorbidities 

was greater among PWH compared to non-infected peers (1.3 vs. 1.0 across all age groups), and was 
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greater among older PWH compared with their younger counterparts. Among older PWH, common 

comorbidities include certain cancers (lung, anal, oral, Hodgkin’s lymphoma), cardiovascular diseases, 

fractures, and hepatitis C (Havlik et al., 2011). In addition, over 50% of older PWH show signs of HIV-

associated neurocognitive problems, ranging from asymptomatic to HIV-associated dementia. 

Neurocognitive problems are related to other comorbidities as well as behavioral risk factors (e.g. 

substance use) (Vance, Cody, & Moneyham, 2017).  The occurrence of multiple comorbid health 

conditions is known as multimorbidity. Being treated for multiple comorbid conditions can result in 

polypharmacy, or the use of multiple medications by one individual (Siegler & Brennan-Ing, 2017). 

Polypharmacy can result in a number of adverse outcomes including liver and kidney failure (Abe et al., 

2017), as well as greater risk of falls and fractures (Dhalwani et al., 2017; Kim et al., 2018). 

 

One explanation for the presence of multimorbidity in older PWH is “accelerated aging.” The 

accelerated aging theory proposes that PWH experience disease conditions at earlier ages than their 

non-HIV-infected peers (Karpiak & Havlik, 2017). An alternative explanation is that PWH experience 

“accentuated aging”: rather than experiencing the onset of diseases at earlier ages, PWH experience a 

greater number of conditions at the same time compared to those without HIV. While there is some 

evidence that accelerated aging exists among PWH, this phenomenon has only been observed in a 

limited number of diseases and organ systems (Karpiak & Havlik, 2017). Available evidence suggests that 

accentuated aging is the better explanation for the high levels of multimorbidity observed among older 

PWH (Karpiak & Havlik, 2017).  

 

Behavioral Health. Older PWH face a number of behavioral health challenges in addition to physical 

illnesses, including depression, anxiety, and substance use disorders. Research finds that older PWH 

have rates of depression up to five times greater than non-HIV-infected peers (Applebaum & Brennan, 

2009a). Numerous studies have found that more than 50% of older PWH may experience clinically 

significant levels of depressive symptoms (Applebaum & Brennan, 2009a; Erenrich et al., 2018; Justice et 

al., 2004).  While we lack a good understanding of the origin of depression in older PWH, contextual 

factors such as poor physical health, stigma, and loneliness are related to greater levels of depression in 

this population (Brennan-Ing, Seidel, & Karpiak, 2017; Grov, Golub, Parsons, Brennan, & Karpiak, 2010; 

Havlik et al., 2011; Khambaty et al., 2016). Social determinants of health, such as race/ethnicity and age, 

may also be related to the likelihood of depression in older PWH (DelaCruz, Karpiak, & Brennan-Ing, 

2015; Rabkin, 2008). 

 

Anxiety has been found to be a serious and prevalent mental health issue among older adults living with 

HIV. Levels of anxiety among older PWH have been reported as high as 65% (Erenrich et al., 2018) and 

may affect twice as many in this population as compared with HIV-negative peers (Emlet, Fredriksen-

Goldsen, Kim, & Jung, 2019). Older PWH also report significant levels of current and past use of alcohol 

and other substances (Applebaum & Brennan, 2009b; Frontini et al., 2012; Justice et al., 2004) and tend 

to use these substances at greater levels than HIV-negative peers (Justice et al., 2004). In addition to 

alcohol, commonly used substances include marijuana, cocaine, and methamphetamines (Erenrich et 

al., 2018; Frontini et al., 2012). Some studies indicate that high proportions of older PWH are currently 
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using substances and about the same proportion are in recovery, such as twelve-step programs 

(Applebaum & Brennan, 2009b; Parsons, Starks, Millar, Boonrai, & Marcotte, 2014).  

 

Relation of Physical to Behavioral Health. Behavioral health issues not only impact quality-of-life among 

older PWH, but have implications for physical health as well. Depression remains one of the best 

predictors of non-adherence to medications (Goldstein et al., 2017; Sankar et al., 2018). Among PWH, 

depression and substance use have  been found to interfere with ART adherence as well (Parsons et al., 

2014; Safren et al., 2004; Sinha et al., 2017). The use of alcohol and other substances is related to 

decreased ART efficacy, which can lead to poorer clinical outcomes (Michel et al., 2010). Lastly, 

depression among older PWH is related to higher levels of contemplating suicide, and up to 25% of this 

population have recently thought of taking their own lives (Vance, Moneyham, Fordham, & Struzick, 

2008).  

 

HIV Stigma 

 

Stigma remains a powerful and toxic factor in the lives of PWH, including older adults. Much of the work 

on HIV stigma is based on the work of Erving Goffman, who described stigma as a discredited or spoiled 

identity (Goffman, 2009). In the case of HIV, stigma originates from fears of becoming infected through 

contact with a PWH, as well as moral judgements about behaviors that may have led to HIV infection, 

such as sexual activity and substance use (Brennan & Karpiak, 2009a). Further, others may believe that 

HIV infection is a punishment for sin or moral failure (Jue & Lewis, 2001; Lichtenstein, Laska, & Clair, 

2002; Reece, Tanner, Karpiak, & Coffey, 2007), and that PWH deserve their illness (Herek, Capitanio, & 

Widaman, 2002). As a result, HIV stigma contributes to the spread of HIV infection as it inhibits 

disclosure of HIV status to sexual partners, discourages people from HIV testing due to the 

consequences of a positive test result, and may inhibit prevention strategies like pre-exposure 

prophylaxis (PrEP) (Brennan & Karpiak, 2009a; Eaton et al., 2017; Kingori et al., 2012; Valdiserri, 2002). 

HIV stigma has global implications that interfere with public health initiatives such as HIV testing, 

engagement in care, and reducing new infections (UNAIDS, 2017).  

 

HIV stigma for older PWH is described as enacted or felt (Emlet, 2006a). Enacted stigma is manifested as 

prejudice, maltreatment, and discriminatory behaviors that are directed at PWH by people or society as 

a form of punishment. Enacted stigma may be experienced by a PWH as rejection by family members, 

friends, clergy, service providers, and others in the community (Geter, Herron, & Sutton, 2018; Emlet, 

2006b, 2008; Herek et al., 2002; Poindexter & Shippy, 2010). Felt stigma represents the fear, shame, and 

guilt that are internalized by PWH through experiencing enacted stigma. An additional expression of HIV 

stigma has been described as vicarious stigma, namely, that PWH may perceive high levels of 

discrimination based on how other PWH are treated (Steward et al., 2008). When PWH anticipate 

experiencing HIV stigma, they may try to blunt the experience of enacted stigma by withdrawing from 

social situations as a form of self-protection, isolating themselves socially, or fearing to disclose their HIV 

status in community spaces like religious congregations (Brennan, Strauss, & Karpiak, 2010; Emlet, 

2006a; Poindexter & Shippy, 2010). Research is limited on how HIV stigma might differ by age, but one 

study found PWH 55 and older reported lower overall and internalized (felt) HIV stigma compared to 
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younger PWH, but age differences in terms of enacted stigma were not significant (Emlet et al., 2015). In 

the U.S. and abroad, older PWH have reported not disclosing their serostatus for fear of negative 

consequences such as losing a job, rejection, spousal abandonment, blaming, accusations, angry 

reactions, physical violence, and even death (Brennan & Karpiak, 2009a; Maeri et al., 2016). 

 

Intersectional Stigma. The experience of HIV stigma for PWH may be complicated by other stigmatized, 

discredited, or marginalized components of their identities, including race/ethnicity, sexual orientation, 

gender identity and expression, and behavior (e.g., substance use, sex work), resulting in intersectional 

or layered stigma (Emlet, 2017; Turan et al., 2016). For older PWH, this intersectionality also involves 

ageism, or discrimination and bias directed at older people (Jönson, 2013; Levy & Macdonald, 2016). In 

an article entitled, “You’re Awfully Old to Have This Disease,” Emlet found that nearly two-thirds of his 

sample had experienced both HIV stigma and ageism (Emlet, 2006a). In Emlet’s study, older PWH faced 

ageism in employment and dealing with financial institutions, and had internalized ageist beliefs about 

anticipated cognitive decline and health issues. Other research with older gay and bisexual men with HIV 

documented a convergence of HIV stigma, ageism, and homonegativity (Slater et al., 2015). One study of 

older sexual minority men, including PWH, found that internalized ageism promoted a form of 

psychological  “accelerated aging” that was related to higher levels of depressive symptoms due to 

pervasive ageism in the gay community (Wight, LeBlanc, Meyer, & Harig, 2015). In fact, internalized 

ageism represents an additional health risk for older PWH who are already challenged by HIV disease 

and high levels of multimorbidity. Research finds that attitudes toward aging are related to health in 

older adults, with those having more positive perceptions of aging experiencing better functional health 

over the life course and increased longevity (Levy, 2009; Levy, Slade, Kunkel, & Kasl, 2002).  

 

Porter and Brennan-Ing developed a conceptual framework of intersectional stigma for older PWH who 

are transgender or gender diverse (TGD) in their Five Corners Model (Porter & Brennan-Ing, 2019). The 

Five Corners Model represents the intersection of age, race/ethnicity, sexual orientation, gender 

identity, social class, and HIV stigma and describes how health disparities are associated with 

marginalized identities in older PWH who are TGD. The experience of intersectional stigma among older 

PWH may vary in different subpopulations (Johnson Shen et al., 2019). Older gay and bisexual male PWH 

may feel the greatest impact regarding HIV stigma and ageism. Older heterosexual male PWH report 

concerns with HIV stigma and behavioral stigma (perceptions that they have had sex with other men or 

are injection drug users). Older Spanish-speaking PWH express concerns about racial/ethnic 

discrimination and HIV stigma (Johnson Shen et al., 2019). Other research on older PWH found that 

having multiple marginalized identities was associated with greater levels of HIV stigma and 

psychological distress (Storholm et al., 2019). The intersection of HIV stigma and other marginalized 

identities may promote health disparities among older PWH, since this intersectionality can affect one’s 

ability to access health care resources and opportunities for wellness, such as engagement in care due 

to anticipated or experienced discrimination from service providers (Turan et al., 2017).  
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Psychological Well-being 

 

Psychological wellness, or well-being, is not merely the absence of psychological distress (e.g., 

depression, anxiety), but refers to positive emotional experiences and satisfaction with life (Brennan & 

Karpiak, 2009b). Life satisfaction ratings are a combination of positive self-appraisals, and include 

feelings of self-worth or self-esteem, optimism, and a sense of being in control of one’s life. When asked 

to rate life satisfaction on a scale of zero to ten with higher scores indicating greater satisfaction, the 

average score was 7.3 in a diverse sample of older PWH (Brennan & Karpiak, 2009b), indicating relatively 

high self-appraisals. While life satisfaction ratings in this study did not differ by gender identity or sexual 

orientation, older PWH who were non-Hispanic Black or Hispanic had significantly higher mean life 

satisfaction ratings (7.5 and 7.3, respectively) compared with non-Hispanic Whites (6.4).  

 

Ryff and colleagues conducted extensive research on the nature of psychological well-being among 

older adults and proposed the following six dimensions: Autonomy, Environmental Mastery, Personal 

Growth, Positive Relations with Others, Purpose in Life, and Self-Acceptance (Ryff, 1989a, 1989b; Ryff & 

Keyes, 1995). These aspects of well-being reflect commonly described aspects of successful aging (Rowe 

& Kahn, 1997). Using Ryff’s measures of psychological well-being in a diverse sample of older PWH, 

average scores on all six dimensions were significantly lower compared with a national probability 

sample of adults aged 25 and older. Like life satisfaction ratings, older non-Hispanic Black PWH had 

significantly higher average well-being scores on five of the six dimensions; non-Hispanic White PWH  

had the highest average score for Autonomy (Brennan & Karpiak, 2009b). While there were no 

significant differences regarding gender, older PWH who were sexual minorities had higher average 

scores on five of the six well-being dimensions (heterosexuals had higher average scores on 

Environmental Mastery). Overall, these findings suggest that among older PWH, people from historically 

marginalized groups in terms of race/ethnicity and sexual orientation tend to have higher levels of 

psychological well-being (Brennan & Karpiak, 2009b). This pattern in older PWH is consistent with 

Kimmel’s Crisis Competence model, namely, people who have been able to cope with adversity over the 

life course are better able to adapt to the challenges of aging and demonstrate well-being in later life 

(Kimmel, 1978). 

 

Other factors related to psychological well-being among older PWH include HIV stigma and social 

support. HIV stigma is significantly associated with lower levels of well-being as assessed by Ryff’s model 

(Porter, Brennan-Ing, Burr, Dugan, & Karpiak, 2017a, 2017b), as well as self-assessments of quality-of-

life (Slater et al., 2015). Older PWH who are socially isolated report lower psychological well-being with 

regard to Personal Growth and Self-Acceptance in comparison with  peers who are more socially 

integrated (Brennan-Ing et al., 2017), while those with higher perceived levels of social support report 

greater positive emotional well-being (Mavandadi, Zanjani, Ten Have, & Oslin, 2009). Psychological well-

being among older PWH may also have important implications for public health. In one study of older 

PWH, higher levels of well-being were related to more consistent adherence to safer sex practices that 

help prevent the spread of HIV (Golub et al., 2011).  

 

Social Supports and Social Isolation 
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Social supports are critical resources for people who are growing older, regardless of HIV status 

(Brennan-Ing et al., 2017; Cantor & Brennan, 2000). Social networks are valuable sources of assistance 

for older adults as they face the challenges of aging, such as caregivers in times of illness and frailty 

(Cantor & Brennan, 2000; Cantor, Brennan, & Karpiak, 2009). Early studies of social networks of older 

PWH characterized their social networks as “fragile,” with a heavy reliance on friends as opposed to 

family members, and high levels of social isolation (Schrimshaw & Siegel, 2003; Shippy & Karpiak, 2005a, 

2005b). Many members of these social networks were also HIV-positive, which decreased the 

experience of enacted HIV stigma from social network members while at the same time limiting their 

ability to provide care and support (Poindexter & Shippy, 2008; Shippy & Karpiak, 2005a).  Because the 

availability of social support was limited due to stigma and rejection, many were left with few options 

other than to turn to formal community-based service providers, which were perceived as largely 

unprepared to meet their needs (Poindexter & Shippy, 2008; Shippy & Karpiak, 2005b).  

 

In general, social network configurations and the support available are largely shaped by context, 

including cultural, geographical, and interpersonal factors such as age (Brennan-Ing et al., 2016; Cantor 

& Brennan, 2000; Carstensen, 1992). To illustrate using living arrangements as a proxy for support 

availability, a study of older PWH in New York City found that 70% live alone as compared with 35% of 

New Yorkers age 65 and older. However, the proportion living alone varied significantly by gender 

identity (cisgender men-75%, cisgender women-58%, transgender-50%) (Karpiak & Brennan, 2009). In 

upstate New York, the proportion of older PWH living alone was lower (61%) (Nguyen, Nash, Brennan-

Ing, & Karpiak, 2020). In San Francisco, 67% of older PWH lived alone as compared with 61% in Oakland 

(Erenrich et al., 2018; Nguyen, Nash, Brennan-Ing, & Karpiak, 2019). However, in sub-Saharan Africa 

proportions of older PWH living alone were substantially lower (South Africa-22%, Uganda-9%) 

(Brennan-Ing et al., 2016).  

 

A critical factor affecting social networks and support resources for older PWH is HIV stigma, whether 

through outright rejection of the PWH by family, friends, and members of the community or through the 

process of self-isolation through self-protective withdrawal (Emlet, 2006b, 2008; Herek et al., 2002; 

Poindexter & Shippy, 2010). The impact of stigma on social network dynamics is evident when we 

examine the social networks of older PWH through the lens of functionality. Functionality goes beyond 

the idea of a person merely being part of one’s social network, but whether there is sufficient contact 

and interaction that this person could be reasonably assumed to provide support in times of need. 

Previous research on older adults defined a functional social network member as a person in face-to-

face contact at least monthly or in telephone contact at least weekly (Cantor, 1979; Cantor & Brennan, 

1993). Among older PWH, research finds a noticeable decline in the proportion with functional family 

members: 42% having a parent and 27% a functional parent; 54% having a child and 38% a functional 

child; 79% having a sibling and 44% a functional sibling, and 50% having other relatives and 31% having a 

functional other relative (Cantor et al., 2009). Only in the case of friends was there parity between 

having a friend in the network (69%) and having a functional friend (66%), which is logical given that 

friend relationships are voluntary and rely on engagement by both parties.  

 

While early reports on the social networks of older PWH characterized them as friend-centered and 

fragile, later research found that there were three types of social networks in this population that are 
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roughly equally prevalent (Brennan-Ing, Seidel, & Karpiak, 2017). The first group was characterized by 

integrated social networks with a variety of interactive relationships involving children, other family 

members, and friends along with involvement in religious congregations. The second group had more 

friend-centered networks, having frequent interaction with friends but little contact with family 

members or religious congregations. This group was dominated by gay and bisexual men, who are likely 

to have friend-centered networks (sometimes called families of choice) regardless of HIV status 

(Brennan-Ing, Larson, Seidel, & Karpiak, 2017; Dewaele, Cox, Van den Berghe, & Vincke, 2011). Those in 

the third group were isolated, having intermittent contact with family members but without friends. 

And while many studies of older PWH find relatively high levels of unmet needs for assistance with 

activities of daily living and emotional support (Brennan-Ing, Larson, et al., 2017; Brennan-Ing et al., 

2016; Cantor et al., 2009), those who were socially isolated reported the lowest levels of perceived 

social support, in line with the low level of assistance they received from family and friends compared to 

those with integrated and friend-centered networks (Brennan-Ing, Seidel, et al., 2017). Further, while 

older PWH with friend-centered networks were more advantaged in terms of support received from the 

social network compared with those who were isolated, the assistance they received from friends was 

not able to compensate for the lack of support from family members in comparison to those with 

integrated networks (Brennan-Ing, Seidel, et al., 2017). However, there is evidence that an HIV diagnosis 

may activate family social support resources among older gay and bisexual men as family members 

engage with these older PWH when they perceive a need to provide support (Brennan-Ing, Larson, et al., 

2017).  

 

Because of the relation between social supports and physical and mental health, the issue of social 

isolation is critical to older PWH. Among people in general, social isolation has strong associations with 

poor health, and may be as detrimental to health as smoking, obesity, and high blood pressure 

(Cornwell & Waite, 2009; Holt-Lunstad, Smith, Baker, Harris, & Stephenson, 2015; Holt-Lunstad, Smith, 

& Layton, 2010). Among middle-age and older military veterans with HIV, research finds that social 

isolation is related to greater likelihood of hospitalization and risk for mortality (Greysen et al., 2013). 

Inadequate social supports are associated with non-adherence to ART, which interferes with viral 

suppression and may lead to poor clinical outcomes such as multimorbidity (Edwards, 2006). Social 

isolation also impacts mental health and psychological well-being in older PWH, and is associated with 

greater levels of perceived HIV stigma, depressive symptoms, and loneliness (Brennan-Ing, Seidel, et al., 

2017).    

 

Loneliness 

 

Loneliness and social isolation are related, but are different indicators of social connectedness. Social 

isolation refers to the objective characteristics of the presence of and interaction with other people in 

one’s social network, while loneliness is a psychological state related to the discrepancy between a 

person’s desires and expectations for social interactions (including intimacy) and their perceptions of 

such interactions (Gale, Westbury, & Cooper, 2018; Gardiner, Geldenhuys, & Gott, 2018; Gierveld, Van 

Tilburg, & Dykstra, 2018). Loneliness has effects similar to those of social isolation in terms of physical 

health and well-being in older adults (Gale et al., 2018; Ong, Uchino, & Wethington, 2016). Loneliness 

may impact health through health behaviors as well as direct effects on physiological processes (Ong et 

al., 2016). Among older PWH, loneliness is associated with functional impairment, lower health-related 
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quality of life, and severe levels of depressive symptoms (Greene et al., 2018; Grov, Golub, Parsons, 

Brennan, & Karpiak, 2010). Older PWH report high levels of loneliness (nearly two-thirds report being 

lonely) (Erenrich et al., 2018; Greene et al., 2018), and experience greater loneliness on average 

compared with older adults in general (Brennan & Applebaum, 2009). In addition to impacting the 

health of older PWH, the high levels of loneliness in this population represent an additional challenge to 

secondary HIV prevention since loneliness is linked to greater sexual risk and drug-use behaviors that 

may result in HIV transmission (Greene et al., 2018; Leigh-Hunt et al., 2017; Mergenova et al., 2017; 

Valdes, Gattamorta, Jones, Fenkl, & De Santis, 2019). 

 

Resilience  

 

Given the myriad challenges faced by older PWH due to HIV infection and aging, there is growing 

attention to how resilience in this population may help them in facing these issues more successfully. 

Resilience among older PWH in terms of being proactive about one’s health has been identified as a 

critical resource enabling long-term survival and coping with HIV and aging (Halkitis, Krause, & Vieira, 

2017). However, there is no consistent definition of resilience in the HIV or larger scientific literature, 

and resilience may be understood as both a personality trait and a process of coping with life’s 

adversities (Emlet, Shiu, Kim, & Fredriksen-Goldsen, 2017; Halkitis et al., 2017). In terms of a trait, 

resilience has features of hardiness, grit, determination, and strength of character; inherent qualities 

that help a person cope with challenging situations. But resilience can also be viewed as a process 

involving coping mechanisms and the impact of these ways of coping in adapting to life’s challenges 

(Halkitis et al., 2017). Halkitis and colleagues have unified these two aspects of resilience in considering 

it a trait that enables older PWH to engage in these adaptive processes resulting in more favorable 

outcomes (Halkitis et al., 2017). These resilience processes are hypothesized as being multifaceted, and 

may involve factors such as self-acceptance, optimism, purpose in life, spiritual transcendence, positive 

connections with others, active coping, autonomy, and generativity (Dulin et al., 2018; Emlet, Harris, 

Pierpaoli, & Furlotte, 2018; Emlet et al., 2017; Furlotte & Schwartz, 2017; Halkitis et al., 2017; McGowan 

et al., 2018; Porter et al., 2017). 

 

Among older gay and bisexual men with HIV, resilience was associated with higher levels of education, 

not having a history of depression, greater perceived mastery (sense of control), and greater social 

support and community engagement (Emlet et al., 2017). Among older women with HIV, resilience was 

related to self-perceived successful aging (Rubtsova et al., 2019). There are numerous studies that 

report resilience is related to more positive outcomes among older PWH, including ART adherence, CD-4 

count, and viral suppression, although these positive associations were not universal in all studies (Dulin 

et al., 2018). Resilience in PWH has also been related to lower depression and anxiety and better 

functional ability (activities of daily living) (McGowan et al., 2018). Resilience, in the form of spirituality 

and active coping through complementary and integrative health practices (CIH), was found to 

significantly mediate the negative impact of HIV stigma on psychological well-being among older PWH 

(Porter et al., 2017). Interestingly, the effects of spirituality in buffering psychological well-being from 

stigma were stronger in gay and bisexual men as compared with heterosexual men in this study (Porter 

et al., 2017). This finding was explained in terms of gay and bisexual men developing stronger coping 
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mechanisms to deal with homophobia in addition to HIV relative to their heterosexual male peers 

(Kimmel, 1978; Porter et al., 2017). Thus, research on resilience among older PWH has the potential to 

identify important targets for intervention that will support the ability of these individuals to maintain 

optimal health and psychological well-being as they grow older (Emlet et al., 2017; High et al., 2012). 

 

Accessing Critical Medical and Social Services 

 

Older PWH are likely to turn to government and community-based services due to high rates of 

multimorbidity and behavioral health issues and having limited social support resources to provide 

assistance during times of need (Cantor, 1979; Cantor & Brennan, 2000). Unfortunately, available 

information about service utilization and barriers to service among older PWH is fairly limited to date. 

One study examined service use patterns among older PWH who were clients at a large AIDS service 

organization (ASO) in New York City (NYC) (Brennan-Ing, Seidel, London, Cahill, & Karpiak, 2014). In this 

sample, heterosexual men and women were the most likely to be enrolled in Medicaid, while gay and 

bisexual men were more likely to have Medicare or private insurance coverage. The most frequently 

expressed service needs were opportunities for socialization (54%), personal or family counseling (42%), 

help with accessing entitlements (41%), someone to call or visit regularly (31%), an escort to a health 

care provider (31%), or help finding a job (28%). Approximately one-quarter of these older PWH needed 

help with instrumental and personal care tasks (meals brought to the home, housekeeping/personal 

care, care after hospital stays, and home repairs). Gay men were the most likely to need counseling 

(53%), while heterosexual women were the most likely to need meals brought to the home (38%) 

(Brennan-Ing et al., 2014). Recent data on older PWH in San Francisco found similar patterns of need, 

but greater proportions needing these services such as socialization opportunities (79%), counseling 

(73%), help with home repairs (67%), and help with entitlements (64%) (Erenrich et al., 2018).  

 

Service questions in the NYC study pertained to use in the past year and were grouped into four 

domains: government agencies and offices, HIV/AIDS services, health and long-term care services, and 

other older adult services. The most frequently used government services were the NYC Human 

Resources Administration (66%) and the Social Security office (62%). Among HIV/AIDS services nearly all 

reported using one or more ASOs (88%), while 70% used the NYC HIV/AIDS Services Administration. The 

most frequently used health services were dental services (61%), outpatient hospital and behavioral 

health services (44% each), and the emergency room (40%). Meal and nutrition services were the most 

frequent type of other service (59%). On average, older PWH used 9.9 services. Using a list of 15 services 

that did not include HIV/AIDS agencies, for comparison purposes, older PWH used significantly more 

services on average (3.6) than older New Yorkers in general (1.0). Significant factors involved in overall 

service use included being a heterosexual male, using case management services (which serve as a 

bridge to other services), higher levels of depressive symptoms, and the number of self-reported service 

needs (Brennan-Ing et al., 2014).  

 

The high levels of service use among older PWH belies the fact that many experience barriers to 

accessing services. Looking at NYC and San Francisco, two cities that are considered “resource rich” in 

terms of health and social service availability, significant proportions of older PWH face service barriers 
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in terms of access (not knowing where to go, an inability to afford services or access free services, a lack 

of locally available services, a long wait for services, a confusing or difficult service enrollment process, 

transportation difficulties), staff/organizational barriers (a perception that the staff dislikes “people like 

me,” unmotivated or unhelpful staff, difficulty in expressing needs to staff, staff that do not speak the 

client’s language), and personal barriers (trouble keeping appointments, fear that HIV status would be 

disclosed, caregiving interferes with getting services) (Brennan-Ing, 2012; Erenrich et al., 2018). In 

addition, older women with HIV are more likely to report barriers to services in all three domains 

(access, staff/organizational, personal) than their male peers (Brennan-Ing, 2012). In less service-rich 

environments, such as smaller cities and rural areas, barriers to service are similar in some respects (lack 

of transportation, long waits to obtain services), but other issues arise (Nguyen et al., 2020). For 

example, older PWH in these locations reported that the time or distance to get needed services was 

too long, locations to access services were limited, providers did not accept reimbursement through 

Medicaid or the AIDS Drug Assistance Program (ADAP), there was a shortage of behavioral health care 

providers, and providers lacked knowledge about hepatitis C treatment, a common comorbidity among 

PWH (Nguyen et al., 2020).  

 

Policy Goals and Recommendations on Areas of Focus  

 

Based on the data in this report, there are a number of areas where policy development to support 

older PWH is needed. This list is not exhaustive but suggests primary areas of focus. 

 

• A Healthcare System Prepared to Meet the Needs of an Aging Epidemic. To date, we lack an 

agreed upon standard of care for older PWH, which is critical given the high level of physical and 

behavioral health comorbidities in this population. This standard of care can be informed by 

existing geriatric care models (Siegler & Brennan-Ing, 2017; Singh, Del Carmen, Freeman, Glesby, 

& Siegler, 2017). We need to critically examine how well current reimbursement mechanisms 

and clinical practice serve the older PWH who have complex needs, and who may require more 

time with a provider and/or different approaches to address the complex intersection of 

comorbid conditions. In addition, older PWH may require additional support in navigating a 

complex health care environment and accessing services given the high volume of health 

services needed, barriers to care, and personal factors that might make accessing needed 

services difficult (e.g., language, immigration status, cognitive difficulties). Recent rollbacks by 

the federal government in policies regarding equitable treatment of sexual and gender 

minorities in health care settings, who constitute a substantial proportion of older PWH, can 

only serve to exacerbate these barriers. 

• A Focus on Behavioral Healthcare. Research consistently finds high levels of mental health 

problems (e.g., depression, anxiety, substance use) among older PWH, suggesting both a lack of 

attention to these issues in healthcare settings as well as a lack of capacity within the system to 

adequately provide needed services. Contextual factors that promote behavioral health care 

problems, such as HIV stigma, social isolation, and loneliness, need to be reduced through policy 

and program remedies. 
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• Planning for Caregiving Needs and Other Forms of Assistance. While some older PWH have 

robust social support networks that will be able to meet their needs for caregiving and other 

types of help as they face the challenges of aging, many, perhaps the majority, do not. Our 

current system of long-term care services and supports is expensive and does not have the 

capacity to meet current demands, much less the projected demands given population aging. 

When asked about plans for caregiving needs when they get older, many older PWH had not 

even considered being in this situation (Erenrich, Seidel, Karpiak, Brennan-Ing, & Lunievicz, 

2017). Policies are needed to expand long-term services and supports to meet the needs of a 

growing aging population that includes older PWH. 

• Recalibrating Community-based Older Adult and Social Services. Older PWH have many of the 

same service needs as other older adults, but with a median age of approximately 60, they are 

not eligible for age-restricted programs such as those funded through the Older Americans Act. 

Older PWH would benefit from being able to access mainstream services, and at the same time 

they express a need for community spaces to be with other people like themselves. These two 

options are not mutually exclusive, and policies are needed to make the services older PWH 

need available and accessible.  

• Ensuring that Health and Social Service Providers Deliver Competent Services. Efforts to 

broaden health and social services for older PWH will fall short of their goals if providers are not 

knowledgeable and competent to work with this population, as well as the many subpopulations 

this group comprises, such as racial/ethnic minorities, sexual minorities, people who are gender 

diverse, sex workers, and people who use drugs. 

• Supporting Community Organizing and Advocacy. A number of grassroots movements to 

organize HIV long-term survivors and older PWH have emerged in recent years (e.g., ACT-UP HIV 

& Aging Wellness Coalition, Let’s Kick ASS [AIDS Survivor Syndrome], the Reunion Project). 

Policies that encourage and promote this type of community organizing are needed so that 

older PWH are equal partners in addressing the aging of the HIV epidemic.   

  



HIV & Aging Update      15 

References 

 

Abe, J., Umetsu, R., Uranishi, H., Suzuki, H., Nishibata, Y., Kato, Y., . . . Nakamura, M. (2017). Analysis of 
polypharmacy effects in older patients using Japanese Adverse Drug Event Report database. 
PLoS One, 12(12).  

AIDS Vu. (2020). Number of People Age 55+ Living with HIV 2016. Retrieved from 
https://map.aidsvu.org/map 

Applebaum, A., & Brennan, M. (2009a). Mental health and depression. Research on older adults with 
HIV: an in-depth examination of an emerging population. New York: Nova Science, 27-34.  

Applebaum, A., & Brennan, M. (2009b). Substance and alcohol use. Research on older adults with HIV: 
an in-depth examination of an emerging population. New York: Nova Science, 35-42.  

Autenrieth, C. S., Beck, E. J., Stelzle, D., Mallouris, C., Mahy, M., & Ghys, P. (2018). Global and regional 
trends of people living with HIV aged 50 and over: Estimates and projections for 2000–2020. 
PLoS One, 13(11), e0207005.  

Balderson, B. H., Grothaus, L., Harrison, R. G., McCoy, K., Mahoney, C., & Catz, S. (2013). Chronic illness 
burden and quality of life in an aging HIV population. AIDS Care, 25(4), 451-458.  

Bolós, M., Perea, J. R., & Avila, J. (2017). Alzheimer’s disease as an inflammatory disease. Biomolecular 
concepts, 8(1), 37-43.  

Brennan, M., & Applebaum, A. (2009). Loneliness among Older Adults with HIV. In M. Brennan, S. E. 
Karpiak, R. A. Shippy, & M. H. Cantor (Eds.), Older Adults with HIV: An In-Depth Examination of 
an Emerging Population (pp. 75-78). New York: Nova Science Publishers. 

Brennan, M., & Karpiak, S. E. (2009a). HIV Stigma and Disclosure of Serostatus. In M. Brennan, S. E. 
Karpiak, R. A. Shippy, & M. H. Cantor (Eds.), Older Adults with HIV: An In-Depth Examination of 
an Emerging Population (pp. 51-60). New York: Nova Science Publishers. 

Brennan, M., & Karpiak, S. E. (2009b). Psychological well-being among older adults with HIV. In M. 
Brennan, S. E. Karpiak, R. A. Shippy, & M. H. Cantor (Eds.), Older Adults with HIV: An In-depth 
Exmaination of an Emerging Population (pp. 79-86). New York: Nova Science Publishers. 

Brennan, M., Karpiak, S. E., & Seidel, L. (2011). Health and Psychosocial Needs of Lesbian, Gay, Bisexual 
and Transgender (LGBT) Older Adults. Final Report to the Center on Halsted, Chicago, IL. New 
York: AIDS Community Research Initiative of America (ACRIA). 

Brennan, M., Strauss, S. M., & Karpiak, S. E. (2010). Religious Congregations and the Growing Needs of 
Older Adults with HIV. Journal of Religion, Spirituality & Aging, 22(4), 307-328. 
doi:10.1080/15528030.2010.499746 . 

Brennan-Ing, M. (2012). Service Needs, Barriers and Utilization among Older People with HIV/AIDS. 
Paper presented at the Aging in America, Washington, DC.  

Brennan-Ing, M. (2019). Diversity, stigma, and social integration among older adults with HIV. European 
Geriatric Medicine, 10(2), 239-246.  

Brennan-Ing, M., Larson, B., Seidel, L., & Karpiak, S. E. (2017). Social Networks and Supports among 
Older Gay and Bisexual Men: The Impact of HIV. In Later-Life Social Support and Service 
Provision in Diverse and Vulnerable Populations (pp. 74-96): Routledge. 

Brennan-Ing, M., Porter, K. E., Seeley, J., MacPhail, C., Kuteesa, M., Geddes, L., . . . Negin, J. (2016). 
Differences in Social Support Resources among Older Adults with HIV in South Africa and 
Uganda: Findings from the Research on Older Adults with HIV (ROAH) Africa Project. Paper 
presented at the 21ST INTERNATIONAL AIDS CONFERENCE, Durban, South Africa.  

Brennan-Ing, M., Seidel, L., & Karpiak, S. E. (2017). Social support systems and social network 
characteristics of older adults with HIV. In M. Brennan-Ing & R. F. DeMarco (Eds.), HIV and Aging 
(Interdiscip Top Gerontol Geriatr, Vol. 42, pp. 159-172). Basel: Karger Publishers. 

https://map.aidsvu.org/map


HIV & Aging Update      16 

Brennan-Ing, M., Seidel, L., London, A. S., Cahill, S., & Karpiak, S. E. (2014). Service utilization among 
older adults with HIV: the joint association of sexual identity and gender. J Homosex, 61(1), 166-
196. doi:10.1080/00918369.2013.835608 

Cantor, M. H. (1979). Neighbors and friends: An overlooked resource in the informal support system. 
Research on Aging, 1(4), 434-463.  

Cantor, M. H., & Brennan, M. (1993). Family and community support systems of older New Yorkers.  
Growing older in New York City in the 1990s:  A study of changing lifestyles, quality of life, and 
quality of care, Vol. V.  New York: New York Center for Policy on Aging, New York Community 
Trust. 

Cantor, M. H., & Brennan, M. (2000). Social care of the elderly: The effects of ethnicity, class and culture: 
Springer Publishing Company. 

Cantor, M. H., Brennan, M., & Karpiak, S. E. (2009). The Social Support Networks of Older People with 
HIV. In M. Brennan, S. E. Karpiak, R. A. Shippy, & M. H. Cantor (Eds.), Older Adults with HIV: An 
In-depth Examination of an Emerging Population (pp. 61-74). New York: Nova Science 
Publishers. 

Carstensen, L. L. (1992). Social and emotional patterns in adulthood: support for socioemotional 
selectivity theory. Psychology and Aging, 7(3), 331.  

CDC. (2018). Diagnoses of HIV infection among adults aged 50 years and older in the United States and 
dependent areas, 2011–2016. Retrieved from 
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-supplemental-
report-vol-23-5.pdf . 

CDC. (2019). HIV Surveillance Report, 2018 (Preliminary). Retrieved from 
http://www.cdc.gov/hiv/library/reports/hiv-surveillance.html.  

Center on Budget & Policy Priorities. (2019). Policy Futures. Chart Book: Social Security Disability 
Insurance. Retrieved from https://www.cbpp.org/sites/default/files/atoms/files/7-21-14socsec-
chartbook.pdf.  

Cohen, S., Klein, P. W., Matosky, M., Mills, R., Redwood, R. C., & Cheever, L. W. (2019). Projected Growth 
and Needs of Aging People Living with HIV in HRSA’s Ryan White HIV/AIDS Program. Paper 
presented at the Conference on Retroviruses and Opportunistic Infections (CROI), Seattle, WA. 
Poster retrieved from  

Cornwell, E. Y., & Waite, L. J. (2009). Social disconnectedness, perceived isolation, and health among 
older adults. Journal of Health and Social Behavior, 50(1), 31-48.  

DelaCruz, J. J., Karpiak, S. E., & Brennan-Ing, M. (2015). Health outcomes for older Hispanics with HIV in 
New York City using the Oaxaca decomposition approach. Global Journal of Health Science, 7(1), 
133.  

DeMarco, R. F., Brennan-Ing, M., Sprague, C., & Brown, S. M. (2017). Ageism, aging and HIV: community 
responses to prevention, treatment, care and support. In HIV and Aging (Vol. 42, pp. 234-239): 
Karger Publishers. 

Dewaele, A., Cox, N., Van den Berghe, W., & Vincke, J. (2011). Families of choice? Exploring the 
supportive networks of lesbians, gay men, and bisexuals 1. Journal of Applied Social Psychology, 
41(2), 312-331.  

Dhalwani, N. N., Fahami, R., Sathanapally, H., Seidu, S., Davies, M. J., & Khunti, K. (2017). Association 
between polypharmacy and falls in older adults: a longitudinal study from England. BMJ Open, 
7(10), e016358.  

Dragon, C. N., Guerino, P., Ewald, E., & Laffan, A. M. (2017). Transgender Medicare Beneficiaries and 
Chronic Conditions: Exploring Fee-for-Service Claims Data. LGBT Health, 4(6), 404-411. 
doi:10.1089/lgbt.2016.0208 

https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-supplemental-report-vol-23-5.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-supplemental-report-vol-23-5.pdf
http://www.cdc.gov/hiv/library/reports/hiv-surveillance.html
https://www.cbpp.org/sites/default/files/atoms/files/7-21-14socsec-chartbook.pdf
https://www.cbpp.org/sites/default/files/atoms/files/7-21-14socsec-chartbook.pdf


HIV & Aging Update      17 

Dulin, A. J., Dale, S. K., Earnshaw, V. A., Fava, J. L., Mugavero, M. J., Napravnik, S., . . . Howe, C. J. (2018). 
Resilience and HIV: a review of the definition and study of resilience. AIDS Care, 30(sup5), S6-
S17.  

Eaton, L. A., Kalichman, S. C., Price, D., Finneran, S., Allen, A., & Maksut, J. (2017). Stigma and conspiracy 
beliefs related to pre-exposure prophylaxis (PrEP) and interest in using PrEP among black and 
white men and transgender women who have sex with men. AIDS and Behavior, 21(5), 1236-
1246.  

Edwards, L. V. (2006). Perceived Social Support and HIV/AIDS Medication Adherence Among African 
American Women. Qualitative Health Research, 16(5), 679-691. 
doi:10.1177/1049732305281597 

Emlet, C. A. (2006b). “You're awfully old to have this disease”: Experiences of stigma and ageism in 
adults 50 years and older living with HIV/AIDS. The Gerontologist, 46(6), 781-790.  

Emlet, C. A. (2006b). A Comparison of HIV Stigma and Disclosure Patterns Between Older and Younger 
Adults Living with HIV/AIDS. AIDS Patient Care & STDs, 20(5), 350-358. 
doi:10.1089/apc.2006.20.350 

Emlet, C. A. (2008). Truth and consequences: a qualitative exploration of HIV disclosure in older adults. 
AIDS Care, 20(6), 710-717. doi:10.1080/09540120701694014 

Emlet, C. A. (2017). Stigma in an Aging Context. In HIV and Aging (Vol. 42, pp. 144-158): Karger 
Publishers. 

Emlet, C. A., Brennan, D. J., Brennenstuhl, S., Rueda, S., Hart, T. A., & Rourke, S. B. (2015). The impact of 
HIV-related stigma on older and younger adults living with HIV disease: does age matter? AIDS 
Care, 27(4), 520-528. 

Emlet, C. A., Fredriksen-Goldsen, K. I., Kim, H.-J., & Jung, H. (2019). Accounting for HIV Health Disparities: 
Risk and Protective Factors Among Older Gay and Bisexual Men. Journal of Aging and Health, 
0898264319848570.  

Emlet, C. A., Harris, L., Pierpaoli, C. M., & Furlotte, C. (2018). "The Journey I Have Been Through": The 
Role of Religion and Spirituality in Aging Well Among HIV-Positive Older Adults. Res Aging, 40(3), 
257-280. doi:10.1177/0164027517697115 

Emlet, C. A., Shiu, C., Kim, H.-J., & Fredriksen-Goldsen, K. (2017). Bouncing back: resilience and mastery 
among HIV-positive older gay and bisexual men. The Gerontologist, 57(suppl_1), S40-S49.  

Erenrich, R., Seidel, L., Brennan-Ing, M., & Karpiak, S. (2018). HIV and Aging in San Francisco: Findings 
from the Research on Older Adults with HIV (ROAH) 2.0 San Francisco Study. Retrieved from New 
York, NY: https://bit.ly/2AhRvJV 

Erenrich, R., Seidel, L., Karpiak, S., Brennan-Ing, M., & Lunievicz, J. (2017). Research on Older Adults with 
HIV: Bay Area Focus Group Report: Alameda County and San Francisco. 
http://gmhc.org/files/ROAH_2.0_San%20Francisco_ACRIA_HIV_Aging_White_Paper_FINAL.PDF. 

Fava, C., & Montagnana, M. (2018). Atherosclerosis is an inflammatory disease which lacks a common 
anti-inflammatory therapy: how human genetics can help to this issue. A narrative review. 
Frontiers in Pharmacology, 9, 55.  

Frontini, M., Chotalia, J., Spizale, L., Onya, W., Ruiz, M., & Clark, R. A. (2012). Sex and race effects on risk 
for selected outcomes among elderly HIV-infected patients. Journal of the International 
Association of Physicians in AIDS Care, 11(1), 12-15.  

Fülöp, T., Herbein, G., Cossarizza, A., Witkowski, J. M., Frost, E., Dupuis, G., . . . Larbi, A. (2017). Cellular 
senescence, immunosenescence and HIV. In HIV and Aging (Vol. 42, pp. 28-46): Karger 
Publishers. 

Furlotte, C., & Schwartz, K. (2017). Mental health experiences of older adults living with HIV: 
uncertainty, stigma, and approaches to resilience. Canadian Journal on Aging/La Revue 
Canadienne du Vieillissement, 36(2), 125-140.  

https://bit.ly/2AhRvJV
http://gmhc.org/files/ROAH_2.0_San%20Francisco_ACRIA_HIV_Aging_White_Paper_FINAL.PDF


HIV & Aging Update      18 

Gale, C. R., Westbury, L., & Cooper, C. (2018). Social isolation and loneliness as risk factors for the 
progression of frailty: the English Longitudinal Study of Ageing. Age and Ageing, 47(3), 392-397.  

Gardiner, C., Geldenhuys, G., & Gott, M. (2018). Interventions to reduce social isolation and loneliness 
among older people: an integrative review. Health & Social Care in the Community, 26(2), 147-
157.  

Geter, A., Herron, A. R., & Sutton, M. Y. (2018). HIV-Related Stigma by Healthcare Providers in the 
United States: A Systematic Review. AIDS Patient Care and STDs, 32(10), 418-424. 
doi:10.1089/apc.2018.0114 

Gierveld, J. d. J., Van Tilburg, T. G., & Dykstra, P. A. (2018). New ways of theorizing and conducting 
research in the field of loneliness and social isolation. In A. L. Vangelisti & D. Perlman (Eds.), 
Cambridge Handbook of Personal Relationships, 2nd revised edition. Cambridge, New York: 
Cambridge University Press. 

Goffman, E. (2009). Stigma: Notes on the management of spoiled identity: New York: Simon and 
Schuster. 

Goldstein, C. M., Gathright, E. C., Gunstad, J., Dolansky, M. A., Redle, J. D., Josephson, R., . . . Hughes, J. 
W. (2017). Depressive symptoms moderate the relationship between medication regimen 
complexity and objectively measured medication adherence in adults with heart failure. Journal 
of Behavioral Medicine, 40(4), 602-611.  

Golub, S. A., Botsko, M., Gamarel, K. E., Parsons, J. T., Brennan, M., & Karpiak, S. E. (2011). Dimensions 
of Psychological Well-being Predict Consistent Condom Use among Older Adults Living with HIV. 
Ageing International, 36(3), 346-360. doi:10.1007/s12126-011-9113-4 

Greene, M., Hessol, N. A., Perissinotto, C., Zepf, R., Parrott, A. H., Foreman, C., . . . John, M. (2018). 
Loneliness in older adults living with HIV. AIDS and Behavior, 22(5), 1475-1484.  

Greysen, S. R., Horwitz, L. I., Covinsky, K. E., Gordon, K., Ohl, M. E., & Justice, A. C. (2013). Does social 
isolation predict hospitalization and mortality among HIV+ and uninfected older veterans? 
Journal of the American Geriatrics Society, 61(9), 1456-1463.  

Grov, C., Golub, S. A., Parsons, J. T., Brennan, M., & Karpiak, S. E. (2010). Loneliness and HIV-related 
stigma explain depression among older HIV-positive adults. AIDS Care, 22(5), 630-639. 
doi:10.1080/09540120903280901 

Halkitis, P. N., Krause, K. D., & Vieira, D. L. (2017). Mental health, psychosocial challenges and resilience 
in older adults living with HIV. In HIV and Aging (Vol. 42, pp. 187-203): Karger Publishers. 

Havlik, R. J., Brennan, M., & Karpiak, S. E. (2011). Comorbidities and depression in older adults with HIV. 
Sexual Health, 8(4), 551-559.  

Herek, G. M., Capitanio, J. P., & Widaman, K. F. (2002). HIV-related stigma and knowledge in the United 
States: prevalence and trends, 1991–1999. American Journal of Public Health, 92(3), 371-377.  

High, K. P., Brennan-Ing, M., Clifford, D. B., Cohen, M. H., Currier, J., Deeks, S. G., . . . Goronzy, J. J. 
(2012). HIV and aging: state of knowledge and areas of critical need for research. A report to the 
NIH Office of AIDS Research by the HIV and Aging Working Group. Journal of Acquired Immune 
Deficiency Syndromes (1999), 60(Suppl 1), S1-18. doi:10.1097/QAI.0b013e31825a3668 

Holt-Lunstad, J., Smith, T. B., Baker, M., Harris, T., & Stephenson, D. (2015). Loneliness and social 
isolation as risk factors for mortality: a meta-analytic review. Perspectives on Psychological 
Science, 10(2), 227-237.  

Holt-Lunstad, J., Smith, T. B., & Layton, J. B. (2010). Social relationships and mortality risk: a meta-
analytic review. PLoS medicine, 7(7), e1000316.  

Johnson Shen, M., Freeman, R., Karpiak, S., Brennan-Ing, M., Seidel, L., & Siegler, E. L. (2019). The 
intersectionality of stigmas among key populations of older adults affected by HIV: a thematic 
analysis. Clinical Gerontologist, 42(2), 137-149.  



HIV & Aging Update      19 

Jönson, H. (2013). We will be different! Ageism and the temporal construction of old age. The 
Gerontologist, 53(2), 198-204.  

Jue, S., & Lewis, S. (2001). Cultural considerations in HIV ethical decision-making: A guide for mental 
health practitioners. Ethics in HIV-related psychotherapy: Clinical Decision Making in Complex 
Cases, 61-82.  

Justice, A. C., McGinnis, K. A., Atkinson, J. H., Heaton, R. K., Young, C., Sadek, J., . . . Brown, S. T. (2004). 
Psychiatric and neurocognitive disorders among HIV-positive and negative veterans in care: 
Veterans Aging Cohort Five-Site Study. AIDS, 18, 49-59.  

Karpiak, S. E., & Brennan, M. (2009). The Emerging Population of Older adults with HIV and Introduction 
to ROAH the Research Study In M. Brennan, S. E. Karpiak, R. A. Shippy, & M. H. Cantor (Eds.), 
Older Adults with HIV: An In-Depth Examination of an Emerging Population (pp. 13-26). New 
York: Nova Scienc Publishers. 

Karpiak, S. E., & Havlik, R. (2017). Are HIV-Infected Older Adults Aging Differently? Interdiscip Top 
Gerontol Geriatr, 42, 11-27. doi:10.1159/000448539 

Khambaty, T., Stewart, J. C., Gupta, S. K., Chang, C.-C. H., Bedimo, R. J., Budoff, M. J., . . . Leaf, D. A. 
(2016). Association between depressive disorders and incident acute myocardial infarction in 
human immunodeficiency virus–infected adults: Veterans Aging Cohort Study. JAMA Cardiology, 
1(8), 929-937.  

Kim, T. W., Walley, A. Y., Ventura, A. S., Patts, G. J., Heeren, T. C., Lerner, G. B., . . . Saitz, R. (2018). 
Polypharmacy and risk of falls and fractures for patients with HIV infection and substance 
dependence. AIDS Care, 30(2), 150-159.  

Kimmel, D. C. (1978). Adult development and aging: A gay perspective. Journal of Social Issues, 34(3), 
113-130.  

Kingori, C., Reece, M., Obeng, S., Murray, M., Shacham, E., Dodge, B., . . . Ojakaa, D. (2012). Impact of 
internalized stigma on HIV prevention behaviors among HIV-infected individuals seeking HIV 
care in Kenya. AIDS Patient Care and STDs, 26(12), 761-768.  

Leigh-Hunt, N., Bagguley, D., Bash, K., Turner, V., Turnbull, S., Valtorta, N., & Caan, W. (2017). An 
overview of systematic reviews on the public health consequences of social isolation and 
loneliness. Public Health, 152, 157-171.  

Levy, B. (2009). Stereotype embodiment: A psychosocial approach to aging. Current Directions in 
Psychological Science, 18(6), 332-336.  

Levy, B. R., Slade, M. D., Kunkel, S. R., & Kasl, S. V. (2002). Longevity increased by positive self-
perceptions of aging. Journal of Personality and Social Psychology, 83(2), 261-270. 
doi:10.1037/0022-3514.83.2.261 

Levy, S. R., & Macdonald, J. L. (2016). Progress on understanding ageism. Journal of Social Issues, 72(1), 
5-25.  

Lichtenstein, B., Laska, M. K., & Clair, J. M. (2002). Chronic sorrow in the HIV-positive patient: Issues of 
race, gender, and social support. AIDS Patient Care and STDs, 16(1), 27-38.  

Maeri, I., El Ayadi, A., Getahun, M., Charlebois, E., Akatukwasa, C., Tumwebaze, D., . . . the SEARCH 
Collaboration. (2016). “How can I tell?” Consequences of HIV status disclosure among couples in 
eastern African communities in the context of an ongoing HIV “test-and-treat” trial. AIDS Care, 
28(S3), 59-66.  

Mahy, M., Autenrieth, C. S., Stanecki, K., & Wynd, S. (2014). Increasing trends in HIV prevalence among 
people aged 50 years and older: evidence from estimates and survey data. AIDS (London, 
England), 28(4), S453.  

Mantovani, A. (2018). The inflammation–cancer connection. The FEBS Journal, 285(4), 638-640.  



HIV & Aging Update      20 

Mavandadi, S., Zanjani, F., Ten Have, T. R., & Oslin, D. W. (2009). Psychological well-being among 
individuals aging with HIV: the value of social relationships. J Acquir Immune Defic Syndr, 51(1), 
91-98. doi:10.1097/QAI.0b013e318199069b 

McGowan, J. A., Brown, J., Lampe, F. C., Lipman, M., Smith, C., & Rodger, A. (2018). Resilience and 
physical and mental well-being in adults with and without HIV. AIDS and Behavior, 22(5), 1688-
1698.  

Melhuish, A., & Lewthwaite, P. (2018). Natural history of HIV and AIDS. Medicine, 46(6), 356-361.  
Mergenova, G., Shaw, S. A., Terlikbayeva, A., Gilbert, L., Gensburg, L., Primbetova, S., & El-Bassel, N. 

(2017). Social support and HIV risks among migrant and non-migrant market workers in Almaty, 
Kazakhstan. Journal of Immigrant and Minority Health, 19(4), 809-817.  

Michel, L., Carrieri, M. P., Fugon, L., Roux, P., Aubin, H.-J., Lert, F., . . . VESPA study group. (2010). 
Harmful alcohol consumption and patterns of substance use in HIV-infected patients receiving 
antiretrovirals (ANRS-EN12-VESPA Study): relevance for clinical management and intervention. 
AIDS Care, 22(9), 1136-1145.  

Nasi, M., Pinti, M., De Biasi, S., Gibellini, L., Ferraro, D., Mussini, C., & Cossarizza, A. (2014). Aging with 
HIV infection: a journey to the center of inflammAIDS, immunosenescence and neuroHIV. 
Immunol Lett, 162(1 Pt B), 329-333. doi:10.1016/j.imlet.2014.06.012 

Nguyen, A., Nash, P., Brennan-Ing, M., & Karpiak, S. E. (2019). HIV & Aging in Alameda County and 
Oakland California. Findings from Research on Older Adults with HIV 2.0. Retrieved from: 
https://static1.squarespace.com/static/584edccc2e69cf27ac376416/t/5e3b3f6a1751714b098c5
eba/1580941163593/ROAH2.0OAKLANDWHITEPAPER112019.pdf . 

Nguyen, A., Nash, P., Brennan-Ing, M., & Karpiak, S. E. (2020). HIV & Aging in Upstate Rural New York 
State. Findings from Research on Older Adults with HIV 2.0. New York: GMHC. ACRIA Center on 
HIV and Aging.  

Ong, A. D., Uchino, B. N., & Wethington, E. (2016). Loneliness and health in older adults: A mini-review 
and synthesis. Gerontology, 62(4), 443-449.  

Operario, D., Soma, T., & Underhill, K. (2008). Sex work and HIV status among transgender women: 
systematic review and meta-analysis. JAIDS Journal of Acquired Immune Deficiency Syndromes, 
48(1), 97-103.  

Parsons, J. T., Starks, T. J., Millar, B. M., Boonrai, K., & Marcotte, D. (2014). Patterns of substance use 
among HIV-positive adults over 50: implications for treatment and medication adherence. Drug 
and Alcohol Dependence, 139, 33-40.  

Piot, P., Bartos, M., Ghys, P. D., Walker, N., & Schwartländer, B. (2001). The global impact of HIV/AIDS. 
Nature, 410(6831), 968-973.  

Poindexter, C., & Shippy, R. A. (2008). Networks of older New Yorkers with HIV: fragility, resilience, and 
transformation. AIDS Patient Care STDS, 22(9), 723-733. doi:10.1089/apc.2007.0260 

Poindexter, C. C., & Shippy, R. A. (2010). HIV diagnosis disclosure: stigma management and stigma 
resistance. J Gerontol Soc Work, 53(4), 366-381. doi:10.1080/01634371003715841 

Porter, K. E., & Brennan-Ing, M. (2019). The intersection of transgender identities, HIV, and aging. In C. 
Hardacker, K. Ducheny, & M. Houlberg (Eds.), Transgender and Gender Non-Conforming Health 
and Aging (pp. 61-77). New York: Springer. 

Porter, K. E., Brennan-Ing, M., Burr, J. A., Dugan, E., & Karpiak, S. E. (2017a). HIV Stigma and Older Men's 
Psychological Well-Being: Do Coping Resources Differ for Gay/Bisexual and Straight Men? The 
Journals of Gerontology: Series B.  

Porter, K. E., Brennan-Ing, M., Burr, J. A., Dugan, E., & Karpiak, S. E. (2017b). Stigma and Psychological 
Well-being Among Older Adults With HIV: The Impact of Spirituality and Integrative Health 
Approaches. The Gerontologist, 57(2), 219-228. doi:10.1093/geront/gnv128 

https://static1.squarespace.com/static/584edccc2e69cf27ac376416/t/5e3b3f6a1751714b098c5eba/1580941163593/ROAH2.0OAKLANDWHITEPAPER112019.pdf
https://static1.squarespace.com/static/584edccc2e69cf27ac376416/t/5e3b3f6a1751714b098c5eba/1580941163593/ROAH2.0OAKLANDWHITEPAPER112019.pdf


HIV & Aging Update      21 

Rabkin, J. G. (2008). HIV and depression: 2008 review and update. Current HIV/AIDS Reports, 5(4), 163-
171.  

Rai, T., Bruton, J., Day, S., & Ward, H. (2018). From activism to secrecy: Contemporary experiences of 
living with HIV in London in people diagnosed from 1986 to 2014. Health Expectations, 21(6), 
1134-1141.  

Reece, M., Tanner, A., Karpiak, S., & Coffey, K. (2007). The impact of HIV-related stigma on social service 
providers. J HIV/AIDS & Social Services, 6(3), 55-73.  

Rowe, J. W., & Kahn, R. L. (1997). Successful aging. The Gerontologist, 37(4), 433-440.  
Rubtsova, A. A., Wingood, G. M., Ofotokun, I., Gustafson, D., Vance, D. E., Sharma, A., . . . Holstad, M. 

(2019). Prevalence and correlates of self-rated successful aging among older women living with 
HIV. Journal of Acquired Immune Deficiency Syndromes, 82(2), S162.  

Ryff, C. D. (1989a). Beyond Ponce de Leon and life satisfaction: New directions in quest of successful 
ageing. International Journal of Behavioral Development, 12(1), 35-55.  

Ryff, C. D. (1989b). Happiness is everything, or is it? Explorations on the meaning of psychological well-
being. Journal of Personality and Social Psychology, 57(6), 1069.  

Ryff, C. D., & Keyes, C. L. M. (1995). The structure of psychological well-being revisited. Journal of 
Personality and Social Psychology, 69(4), 719.  

Safren, S. A., Hendriksen, E. S., Mayer, K. H., Mimiaga, M. J., Pickard, R., & Otto, M. W. (2004). Cognitive-
behavioral therapy for HIV medication adherence and depression. Cognitive and Behavioral 
Practice, 11(4), 415-424.  

Samji, H., Cescon, A., Hogg, R. S., Modur, S. P., Althoff, K. N., Buchacz, K., . . . Gill, M. J. (2013). Closing 
the gap: increases in life expectancy among treated HIV-positive individuals in the United States 
and Canada. PloS one, 8(12).  

Sankar, V., Justin, A., Payman, H. M., Swathy, P., KUMAR, N. S. C., & KUMAR, R. S. (2018). Medication 
adherence and clinical outcomes in type 2 diabetes mellitus patients with depression: A 
prospective interventional study. Age, 30(35), 1.  

Schouten, J., Wit, F. W., Stolte, I. G., Kootstra, N. A., van der Valk, M., Geerlings, S. E., ... & Reiss, P. 
(2014). Cross-sectional comparison of the prevalence of age-associated comorbidities and their 
risk factors between HIV-infected and uninfected individuals: the AGEhIV cohort study. Clinical 
Infectious Diseases, 59(12), 1787-1797. 

Schrimshaw, E. W., & Siegel, K. (2003). Perceived barriers to social support from family and friends 
among older adults with HIV/AIDS. J Health Psychol, 8(6), 738-752. 
doi:10.1177/13591053030086007 

Shippy, R. A., & Karpiak, S. E. (2005a). The aging HIV/AIDS population: fragile social networks. Aging 
Ment Health, 9(3), 246-254. doi:10.1080/13607860412331336850 

Shippy, R. A., & Karpiak, S. E. (2005b). Perceptions of Support Among Older Adults With HIV. Research on 
Aging, 27(3), 290-306. doi:10.1177/0164027504273780 

Siegler, E. L., & Brennan-Ing, M. (2017). Adapting systems of care for people aging with HIV. Journal of 
the Association of Nurses in AIDS Care, 28(5), 698-707. doi:10.1016/j.jana.2017.05.006 

Singh, H. K., Del Carmen, T., Freeman, R., Glesby, M. J., & Siegler, E. L. (2017). From One Syndrome to 
Many: Incorporating Geriatric Consultation Into HIV Care. Clin Infect Dis, 65(3), 501-506. 
doi:10.1093/cid/cix311 

Sinha, S., McCaul, M. E., Hutton, H. E., Monroe, A. K., Alvanzo, A., Lesko, C., . . . Chander, G. (2017). 
Marijuana use and HIV treatment outcomes among PWH receiving care at an urban HIV clinic. 
Journal of Substance Abuse Treatment, 82, 102-106.  

Slater, L. Z., Moneyham, L., Vance, D. E., Raper, J. L., Mugavero, M. J., & Childs, G. (2015). The multiple 
stigma experience and quality of life in older gay men with HIV. J Assoc Nurses AIDS Care, 26(1), 
24-35. doi:10.1016/j.jana.2014.06.007 



HIV & Aging Update      22 

Sprague, C., & Brown, S. M. (2017). Local and global HIV aging demographics and research. In HIV and 
Aging (Vol. 42, pp. 1-10): Karger Publishers. 

Steward, W. T., Herek, G. M., Ramakrishna, J., Bharat, S., Chandy, S., Wrubel, J., & Ekstrand, M. L. (2008). 
HIV-related stigma: adapting a theoretical framework for use in India. Social Science & Medicine, 
67(8), 1225-1235.  

Storholm, E. D., Huang, W., Siconolfi, D. E., Pollack, L. M., Carrico, A. W., Vincent, W., . . . Kegeles, S. M. 
(2019). Sources of Resilience as Mediators of the Effect of Minority Stress on Stimulant Use and 
Sexual Risk Behavior Among Young Black Men who have Sex with Men. AIDS and Behavior, 1-12.  

The Well Project. (2018). Who are HIV Long-term Survivors? Long-term Survivors of HIV. Retrieved from 
https://www.thewellproject.org/hiv-information/long-term-survivors-hiv  

Turan, B., Hatcher, A. M., Weiser, S. D., Johnson, M. O., Rice, W. S., & Turan, J. M. (2017). Framing 
mechanisms linking HIV-related stigma, adherence to treatment, and health outcomes. 
American Journal of Public Health, 107(6), 863-869.  

Turan, B., Smith, W., Cohen, M. H., Wilson, T. E., Adimora, A. A., Merenstein, D., . . . Metsch, L. (2016). 
Mechanisms for the negative effects of internalized HIV-related stigma on antiretroviral therapy 
adherence in women: the mediating roles of social isolation and depression. Journal of Acquired 
Immune Deficiency Syndromes, 72(2), 198.  

UNAIDS. (2017). Confronting discrimination: Overcoming HIV-related stigma and discrimination in 
healthcare settings and beyond. Retrieved from Geneva, Switzerland: 
https://www.unaids.org/sites/default/files/media_asset/confronting-discrimination_en.pdf . 

U.S. Census Bureau. (2020). POV-01. Age and Sex of All People, Family Members and Unrelated 
Individuals. https://www.census.gov/data/tables/time-series/demo/income-poverty/cps-
pov/pov-01.html . 

U.S. Department of Agriculture. 2018. Household Food Security in the United States in 2017. Economic 
Research Report Number 256. https://www.ers.usda.gov/webdocs/publications/90023/err-
256.pdf?v=0 .  

Valdes, B., Gattamorta, K., Jones, S. G., Fenkl, E. A., & De Santis, J. P. (2019). Social support, loneliness, 
depressive symptoms, and high-risk sexual behaviors of middle-aged hispanic men who have sex 
with men. Journal of the Association of Nurses in AIDS Care, 30(1), 98-110.  

Valdiserri, R. O. (2002). HIV/AIDS stigma: an impediment to public health. In: American Public Health 
Association. 

Vance, D. E., Cody, S. L., & Moneyham, L. (2017). Remediating HIV-associated neurocognitive disorders 
via cognitive training: A perspective on neurocognitive aging. In HIV and Aging (Vol. 42, pp. 173-
186): Karger Publishers. 

Vance, D. E., Moneyham, L., Fordham, P., & Struzick, T. C. (2008). A model of suicidal ideation in adults 
aging with HIV. Journal of the Association of Nurses in AIDS Care, 19(5), 375-384.  

Wight, R. G., LeBlanc, A. J., Meyer, I. H., & Harig, F. A. (2015). Internalized gay ageism, mattering, and 
depressive symptoms among midlife and older gay-identified men. Soc Sci Med, 147, 200-208. 
doi:10.1016/j.socscimed.2015.10.066 

 

https://www.thewellproject.org/hiv-information/long-term-survivors-hiv
https://www.unaids.org/sites/default/files/media_asset/confronting-discrimination_en.pdf
https://www.census.gov/data/tables/time-series/demo/income-poverty/cps-pov/pov-01.html
https://www.census.gov/data/tables/time-series/demo/income-poverty/cps-pov/pov-01.html
https://www.ers.usda.gov/webdocs/publications/90023/err-256.pdf?v=0
https://www.ers.usda.gov/webdocs/publications/90023/err-256.pdf?v=0

