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clinical care, a group of more 
than 200 clinicians and research-
ers who specialize in HIV care or 
investigation formally protested 
the bill, which is expected to un-
dergo further revision.

Remarkably, HIV infection has 
made the transition from death 
sentence to chronic condition in 
relatively short order. Laws that 
restrict the ability to collect, ana-
lyze, and appropriately share data 
on HIV-infected patients put them 
at risk for suboptimal care. HIV-
positive patients should be treat-

ed in patient-centered, coordinated 
systems that ensure they receive all 
needed elements of care, for all 
their conditions. We believe it  
is time to remove special provi-
sions for privacy that are based 
exclusively on HIV testing and di-
agnosis.
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By 2015, half the U.S. popula-
tion living with human im-

munodeficiency virus (HIV) infec-
tion will be older than 50 years 
of age. As antiretroviral therapy 
(ART) coverage continues to ex-
pand worldwide, this aging of the 
HIV epidemic will be mirrored 
in developing countries. In sub-
Saharan Africa, ART has already 
reduced mortality rates, with 
320,000 (or 20%) fewer people 
dying of HIV-related causes in 
2009 than in 2004.1 Currently, 
HIV-infected Ugandans in their 
40s who are receiving ART can 
expect to live well into their 60s.2 
The increased life expectancy of 
HIV-infected persons will lead to 
increases in HIV prevalence among 
older adults. Approximately 1 in 
8 HIV-infected adults and 1 in 
10 patients receiving ART in sub-
Saharan Africa are older than 
50 years of age,3 and these ratios 
are likely to increase manyfold in 
the coming decades (see maps).

Yet the world is unprepared to 
deal with an aging population 

with HIV. We are still learning 
about what determines the success 
of ART in older age groups, and 
our understanding of the future 
needs with regard to treatment 
for chronic noncommunicable dis-
eases, such as cardiovascular dis-
ease and diabetes, in older HIV-
infected adults in developing 
countries is very limited. To date, 
the focus of the global response 
to HIV has been on providing 
care to mothers, children, and the 
most severely immunocompro-
mised patients. The June 2011 
United Nations High-Level Meet-
ing on AIDS emphasized the in-
tegration of HIV services with 
maternal and child health services 
but neglected the emerging evi-
dence on the aging of the HIV 
epidemic. Similarly, the September 
2011 United Nations High-Level 
Meeting on Non-Communicable 
Diseases did not consider the ef-
fect of the large-scale provision of 
ART in developing countries on 
the age distribution of the popu-
lation and the future global need 

for the treatment of noncommu-
nicable diseases. The failure of 
both meetings to consider the is-
sue of HIV and aging underscores 
how little attention is being paid 
to this coming challenge.

Effectively addressing the needs 
of aging HIV-infected populations 
will require political will, strength-
ened health systems, a greater 
commitment of human resources, 
and improved clinical infrastruc-
ture and expertise.

Political will is needed to put 
the aging of the epidemic on po-
litical agendas worldwide, just as 
it was necessary before 2004 to 
mobilize governments and donors 
to commit to improving access 
to ART. Political pressure helped 
drive down the price of ART from 
more than $10,000 to less than 
$100 per person per year. Similar 
action could help address the cur-
rent high cost of drugs for dis-
eases occurring late in life, includ-
ing many cancers and end-stage 
organ diseases such as congestive 
heart failure and renal failure.
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The second major challenge 
relates to the way in which health 
systems in developing countries 
respond to the need for treatment 
of chronic noncommunicable dis-
eases in HIV-infected patients. 
Both HIV infection and ART ex-
acerbate a range of diseases that 
occur in older people, including 
cardiovascular disease, diabetes, 
and osteoporosis. In Africa, pro-
viders of HIV-related services are 
unable to meet the health systems 
challenges of caring for HIV- 
infected patients with other chron-
ic diseases. Clinics that provide 

ART are typically minimally 
stocked with drugs other than 
antiretrovirals and rarely offer 
drugs that reduce modifiable dis-
ease risk factors (most notably, 
antiplatelet, antihypertensive, and 
lipid-lowering medications). Health 
maintenance through routine as-
sessment of blood pressure, blood 
glucose levels, and cardiac func-
tion through clinical examination, 
as well as counseling and screen-
ing for common cancers, is often 
overlooked. Clinical visits for HIV 
care may be the only medical ac-
cess that a patient has in many 

African countries. ART programs 
therefore ought to begin screening 
for coexisting chronic conditions 
and ensuring that patients have 
access to appropriate treatments. 
Yet few ART clinics can offer lab-
oratory tests to detect risk factors 
for noncommunicable diseases 
and to diagnose cardiovascular 
disease, diabetes, and cancers; and 
treatments for common chronic 
diseases of old age are either not 
integrated into ART services or 
not available at all.

The third challenge — the need 
for adequate human resources — 
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HIV Prevalence in Sub-Saharan Africa in 2011, 2025, and 2040.

Shown are the prevalence of HIV in the population 15 to 49 years of age and in the population 50 years of age or older in sub­
Saharan Africa for the year 2011 and projections of HIV prevalence in those populations in the years 2025 and 2040 with continuous 
scale­up of antiretroviral therapy programs. Maps courtesy of Jan Hontelez, Erasmus University, Rotterdam.
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has been largely ignored. There 
are fewer than 25 geriatric clini-
cians in all of sub-Saharan Africa, 
and in most of the region’s coun-
tries there are none. In many sub-
Saharan African countries, medi-
cal schools do not offer courses 
in geriatrics. Clinicians in HIV 
service organizations typically do 
not receive ongoing education 
about the complexity of HIV in 
older patients.

One of the great achievements 
in the organization of the HIV re-
sponse has been the definition of, 
training for, and large-scale im-
plementation of appropriate ways 
of shifting clinical tasks from 
medical experts to nonphysician 

clinicians and even lay health 
workers and patients. Given cur-
rent shortages in the health work-
force in many developing coun-
tries, it seems likely that managing 
chronic diseases in HIV-infected 
patients will require similar ap-
proaches. Task shifting in the pro-
vision of clinical services such as 
hypertension screening, monitor-
ing of adherence to cardiovascular 
drugs, tobacco cessation pro-
grams, and cancer support groups 
can be a first step while infra-
structure is built. However, task 
shifting is not a long-term solu-
tion to aging-related care. Train-
ing and recruiting specialist non-
physician clinicians with expertise 
in geriatrics will be necessary and 
require the involvement of medi-
cal colleges and support from in-
ternational funding bodies.

Rehabilitation services, includ-

ing physical therapy, occupational 
therapy, and mobility aids, will 
also present an important chal-
lenge for HIV service providers. 
Building rehabilitation infrastruc-
ture will require innovative strat-
egies such as turning to resources 
and talent in the affected com-
munities. For example, makeshift 
mobility or rehabilitative aids con-
structed from locally sourced ma-
terials could benefit patients when 
standard equipment is unavail-
able or in short supply. Even such 
small advances can have a large 
positive impact on communities.

Finally, older adults with HIV 
face a number of distinct clinical 
challenges, including slower im-

munologic recovery with ART than 
is observed in younger popula-
tions. According to emerging evi-
dence on survival, patients 50 
years of age or older who are re-
ceiving ART are 30% (95% confi-
dence interval, 19 to 40) more 
likely than younger adults to die 
prematurely within 4 years after 
beginning treatment.4

The reasons for poor survival 
in this population are not well 
understood. Insufficient attention 
has been given to clinical chal-
lenges of adherence, drug inter-
actions, and toxicities when older 
HIV-infected patients are receiv-
ing multiple treatments for various 
conditions such as tuberculosis. 
These challenges are exacerbated 
by poor nutrition, high rates of 
poverty, and the social demands 
on older adults in many commu-
nities in developing countries.

Yet services for HIV-infected 
patients cannot be provided with-
out also considering the needs of 
HIV-negative patients with aging-
associated diseases. Although 
there is currently international 
attention focused on noncommu-
nicable diseases, the level of com-
mitment for treating these con-
ditions is limited. The principles 
of the HIV–AIDS response — test, 
treat, retain, adhere, and simplify 
care — can be useful in address-
ing aging-associated diseases in 
Africa.

U.S. Secretary of State Hillary 
Clinton has called on the world 
to commit greater treatment and 
preventive resources in the hope 
of ushering in an “AIDS-free gen-
eration.” This is indeed a laud-
able goal, yet we must also care 
for the millions of already-infected 
people struggling to obtain and 
cope with long-term ART while 
dealing with coexisting condi-
tions. Recent modeling using 
South African data suggests that 
HIV prevalence among people 
older than 50 years of age will 
nearly double in the next 30 years, 
and the absolute number of simi-
larly aged HIV-infected patients 
will triple in the same period.5 
The development of programs for 
aging HIV-infected populations 
in developing countries will thus 
be a critical medical and public 
health challenge in the near fu-
ture. How it is addressed may 
well decide the long-term success 
of the global ART scale-up, one 
of the largest public health inter-
ventions in history.
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thors are available with the full text of this 
article at NEJM.org.

From the Faculty of Health Sciences, Uni­
versity of Ottawa (E.J.M.); the Harvard 
School of Public Health, Boston (T.B.); the 
Africa Centre for Health and Population 
Studies, Mtubatuba, South Africa (T.B.); 

HIV and Aging — Preparing for the Challenges Ahead

Both HIV infection and antiretroviral therapy 
exacerbate a range of diseases that occur in 
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