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Outline

• HIV Prevention
• STI Prevention
• HIV Treatment: Including the use of long-acting therapy
• Healthy living with HIV: Vaccination, cancer, screening and beyond
• Healthy aging with HIV: Addressing comorbid conditions in PLWH
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Key Steps to Ending the HIV Epidemic in the 
United States

• Target 48 counties that account for >50% of        
new HIV diagnoses

• Target select states with high rural HIV burdens

• Treat rapidly to stop HIV transmission
• Increase rates of viral suppression from 

60% to 90% 

• Increase use of PrEP for at-risk populations by at 
least 50%

• Monitor for early detection clusters
• Treat each new HIV diagnosis as a 

“sentinel event”

DHHS, 2021. HIV National Strategic Plan for the United States: A Roadmap to End the Epidemic 2021-2025. https://files.hiv.gov/s3fs-public/HIV-National-Strategic-Plan-
2021-2025.pdf. 
Harris NS, et al. MMWR Morb Mortal Wkly Rep. 2019;68:1117-1123.
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• Sexually active adults and adolescents 
who had anal or vaginal sex in the past 6 
months AND any of the following
– Sexually active partner with HIV (especially if 

partner has an unknown or detectable VL
– Bacterial STI in past 6 months
– History of inconsistent or no condom use with 

sexual partner(s)

• PWID
– Partner with HIV OR sharing injection 

equipment 
CDC. https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf. Published December 2021.
Gandhi RT, et al. JAMA. 2023;329:63-84.

Who Is at Substantial Risk of Acquiring HIV 
Infection?
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• Clinicians should not limit 
sexual history 
assessments to only 
selected patients

• All persons who desire 
PrEP should be offered 
PrEP

CDC. https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf. Published December 2021.

HIV Acquisition Risk Among
Populations Without HIV

General
Population

High Prevalence
Groups or

Communities

Indications
for PrEP

Partners of
Virally Unsuppressed

Persons With HIV

Taking a Sexual History is a Necessary First Step



Daily On-Demand Daily Every 2 or 6 Months

MSM

Transgender
women

Heterosexual
men

Heterosexual
women

Transgender
men

CDC. https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf. Published December 2021.
Gandhi RT, et al. JAMA. 2023;329:63-84.
WHO. https://apps.who.int/iris/rest/bitstreams/1453332/retrieve. July 2022.

FDA On-Label
Guideline Recommended

(DHHS, IAS-USA, WHO)

FDA Off-Label
Guideline Recommended

(IAS-USA, WHO) FDA On-Label
Guideline Recommended

(DHHS, IAS-USA, WHO)

FDA Off-Label
Not Recommended

FDA Off-Label
Not Recommended

FDA On-Label*
Guideline Recommended

(DHHS, IAS-USA, WHO)

PWID:
Assess and consider sexual risk.
CDC indicates that PWID are likely to benefit from any FDA-approved PrEP option

with or without a sexual risk indication.

Oral F/TDF Oral F/TAF Injectable CAB and LEN

PrEP Options
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“2-1-1” 

Slide 27 of 39
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Phase 3 studies
Double-blind, double-dummy,

active controlled
Persons at high-risk for HIV infection
In general good health
No IDU, HCV, HBV, seizure disorder,

CVD, abnormal liver function

HPTN 083: MSM/transgender women
HPTN 084: cisgender women

Oral
Cabotegravir

30 mg qd

Daily Oral
F/TDF

Week  0                    5                                                    190                                    238

Cabotegravir 600 mg
IM injection q8 weeks

Daily Oral
F/TDF

Daily Oral
F/TDF

Daily Oral
F/TDF

Matching oral and IM placebos included in the oral and injection phase double-blind arms. 
HPTN 083 was conducted in US, Brazil, Peru, Argentina, South Africa, Vietnam, and Thailand.
HPTN 084 was conducted in Botswana, Kenya, Malawi, South Africa, Swaziland, Uganda, and Zimbabwe.

DSMB recommended early termination of blinded phase of both studies

Step 1:
Oral Phase

Step 3:
Tail Phase

Step 2:
Injection Phase

Landovitz RJ, et al. N Engl J Med. 2021;385:595-608.
Delany-Moretlwe S, et al. Lancet. 2022;399:1779-1789.
Delany-Moretlwe S, et al. J Int AIDS Soc. 2022;25(suppl 3):227-228. Abstract OALBX0107.

LA PrEP: HPTN 083 and HPTN 084
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Landovitz RJ, et al. N Engl J Med. 2021;385:595-608.
Delany-Moretlwe S, et al. Lancet. 2022;399:1779-1789.
Delany-Moretlwe S, et al. J Int AIDS Soc. 2022;25(suppl 3):227-228. Abstract OALBX0107.
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(0.18-0.62)

0.44

Injectable
Cabotegravir

(n=2241)

Daily Oral
F/TDF

(n=2247)

1.29

14 
infections

41 
infections

HR: 0.33
(0.17-0.66)

0.76

Injectable
Cabotegravir

(n=1662)

Daily Oral
F/TDF

(n=1627)

2.20

11 
infections

31 
infections

HPTN 083 (MSM/TGW)

Year 1
Unblinded Analysis

HPTN 084 (Cisgender Women)
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(0.05-0.31)

0.20

1.85

4 infections
35 

infections

HR: 0.11
(0.05-0.24)

0.18

1.70

6 infections
56 

infections

Combined Blinded and 
Unblinded Analysis

Injectable
Cabotegravir

(n=1614)

Daily Oral
F/TDF

(n=1610)

Injectable
Cabotegravir

(n=1613)

Daily Oral
F/TDF

(n=1610)

HPTN 083 and HPTN 084 Infection Rate
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Bekker LG, et al. NEJM 2024;391:1179-92.
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• International, double-blind, randomized phase III trial

Coprimary endpoints: background HIV incidence per 100-PY at screening, HIV incidence
• Key secondary endpoints: HIV incidence while adherence to study therapy, safety

• Interim analysis: LEN vs background HIV incidence, LEN vs FTC/TDF during blinding
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§ Median follow-up: 39.4 wk
§ In LEN arm, 2 HIV infections occurred
§ LEN reduced HIV infections by 96% vs background 

incidence and by 89% vs daily oral FTC/TDF

Background
(N = 4634)

LEN
(n = 2179)

2 infections
1938 PY

FTC/TDF
(n = 1086)

9 infections
967 PY
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Patient Groups
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Purpose 2: Outcomes

29 D/C for ISR (26 LEN) Kelley CF, et al. NEJM 2024: 
DOI: 10.1056/NEJM0a2411858
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PrEP-to-Need Ratio (2021)

Adapted from AIDSVu. https://map.aidsvu.org/map.
PrEP-to-need ratio: the number of PrEP users to the number of people newly diagnosed with HIV.

PrEP-to-need ratio
(higher is better)

0-5

>5-15

>15-25

>25
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Key Barriers Potential Solutions
Limited awareness of PrEP Education (patient/provider)

Communication between providers
Low-risk perception Education (patient/provider)

Stigma Increase cultural understanding
Improve communication/understanding between patient and provider

Provider bias and mistrust of
healthcare system

Education (patient/provider)
Address systemic biases

(eg, education, advocacy, and diverse healthcare professional staff)
Limited access to medical care Education (patient/provider)

Extending access to PrEP
Technological alternatives (eg, telemedicine)
Address competing priorities (eg, food, shelter, safety, other healthcare, childcare)

Financial barrier Awareness/guidance of financial aid options

Concern about side effects Education (patient/provider)

Mayer KH, et al. Adv Ther. 2020;37:1778-1811.
Magnus M, et al. J Med Access. 2023;Dec 6.;7:27550834231214958.

PrEP Uptake:
Barriers and Potential Solutions



PK of Q month MK-8527 
(NRTTI): Phase 2 study 

in low risk adults

Mayer K, et al. IAS 2025; Abst. OA50106LB 



CAB-Ultra long acting (q4 months)

Han K, et al. CROI 2024



Lenacapavir IM once-yearly
• Phase 1, open-label in participants without HIV
• PK, safety and tolerability of 2 LEN free acid formulations administered by 2 

ventrogluteal IM injections as a single 5000 mg dose (formulation 1 with 5% w/w 
ethanol, formulation 2 with 10% w/w ethanol)

• Injection site pain :16 (80%) given formulation 1, 15 (75%) formuation
• ISR generally mild, resolved within 1 week and reduced by pretreatment with ice

Jogiraju V, et al. CROI 2025, Abst 154, and Lancet online 11 March 2025



Slide 19

DoxyPEP

Luetkemeyer, #125, CROI 2024
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Key Steps to Ending the HIV Epidemic in the 
United States

• Target 48 counties that account for >50% of        
new HIV diagnoses

• Target select states with high rural HIV burdens

• Treat rapidly to stop HIV transmission
• Increase rates of viral suppression from 

60% to 90% 

• Increase use of PrEP for at-risk populations by at 
least 50%

• Monitor for early detection clusters
• Treat each new HIV diagnosis as a 

“sentinel event”

DHHS, 2021. HIV National Strategic Plan for the United States: A Roadmap to End the Epidemic 2021-2025. https://files.hiv.gov/s3fs-public/HIV-National-Strategic-Plan-
2021-2025.pdf. 
Harris NS, et al. MMWR Morb Mortal Wkly Rep. 2019;68:1117-1123.



ART: When to Start



When to Start
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Components
(Serious Events)

Composite
Endpoint

96
Deferred ART (n=2359)
Immediate ART (n=2326)

42

50

14

47

29

Number of Serious Events

57%
Reduction
(P<0.001)

72%
Reduction
(P<0.001)

39%
Reduction
(P=0.04)

Lundgren JD, et al. NEJM 2015; 373:795-807; Cohen M ,et al. NEJM 2016; 375:830-839

HPTN 052START

Supported by 
PARTNER, 

PARTNER 2, 
Opposites Attract



https://www.cdc.gov/hiv-data/nhss/national-hiv-prevention-and-
care-outcomes.html



§ Systematic review of ART initiation within 14 days of eligibility determination 
across 4 randomized clinical trials 

‒ Compared with standard care, same-day ART increased likelihood of ART 
initiation in first 90 days, patient retention, and viral suppression at 12 mos 

Improved Clinical Outcomes With Rapid ART 
Initiation

Ford. AIDS. 2018;32:17.

Characteristic

ART start within 90 days

Retained in care at 12 mos

Viral suppression at 12 mos

LTFU at 12 mos

Died by 12 mos

.2 1 3

Standard Care Same Day ART

2

RR (95% CI)

1.35 (1.13-1.62)

1.11 (0.99-1.26)

1.17 (1.07-1.27)

0.66 (0.42-1.04)

0.53 (0.28-1.00)



Current Recommendations for Same-Day ART

1. DHHS ART Guidelines, Https://clinicalinfo.hiv.gov/en/guidelines/ September 2024; 2. WHO Guidelines. July 2019. 3. Gandi RT, et al. JAMA. 2022.

WHO[2]

§ Recommended
where feasible

IAS-USA[3]

§ Start ART as soon as 
possible, including 
immediately after 
diagnosis, if patient is 
ready

RecommendedDHHS[1]

§ Recommend initiating 
ART at time of 
diagnosis (when 
possible), or soon 
afterwards (AII)

• No randomized data outside of RLS showing improved retention in 
care or outcomes beyond time to viral suppression

• Can be resource intensive, including staff and drug availability
• Rationale for immediate ART in resourced setting is to increase uptake 

of ART, decrease time required to link to care and viral suppression, 
and improve rate of suppression

• Risk of immediate ART is likely to be very low 

https://clinicalinfo.hiv.gov/en/guidelines/


ART: What to Start



First-Line regimens

Preferred Regimen for most patients
• Bictegravir/Emtricitabine/Tenofovir alafenamide (B/F/TAF)
• Dolutegravir (DTG) + Tenofovir alafenamide/emtricitabine (TAF/FTC)
• Dolutegravir/lamivudine (DTG/3TC)*

*Only if HIV RNA <500,000 c/mL and CD4 >200 cells/uL, no HBV and resistance genotype available

Preferred regimen for most pregnant patients
• DTG + TDF (or TAF)/FTC
• Bictegravir/Emtricitabine/Tenofovir alafenamide (B/F/TAF)

LA Cabotegravir PrEP in previous 12 months
• Darunavir/cobicistat (or ritonavir if pregnant) + TDF (or TAF)/FTC (pending 

INSTI resistance results)



Considerations that influence choice of ARVs
HBV infection

• Use potent, high barrier to resistance agent, i.e. TDF, TAF, Entecavir

Chronic kidney disease
• Avoid TDF if CrCl <60 mL/min or TAF if <30 mL/min

Cardiovascular risk factors
• Avoid ABC if possible

HLA-B5701 positive
• Avoid ABC

Drug-drug interactions
• Particularly relevant with ritonavir or cobicistat-containing regimens



ART: Switch in those with 
no underlying resistance



ARV Switch: The Why and How in Clinical 
Practice

Why
• Optimization in suppressed patients

• Simplify regimen (# and frequency)
• Tolerability
• Co-morbidity
• Drug-drug, drug-food interactions
• Pregnancy
• Cost

• Virologic failure (VL repeatedly >200 
c/mL despite good adherence)

•DHHS ART Guidelines, Https://clinicalinfo.hiv.gov/en/guidelines/ September 2024

How
• Maintain or achieve viral 

suppression to avoid resistance
• Need to consider

• Previous ART
• Previous/current resistance
• Likelihood of adherence
• Drug-drug or drug-food
• Comorbid conditions

https://clinicalinfo.hiv.gov/en/guidelines/


Considerations When Switching Regimens in 
Virologically Suppressed Patients (Optimization)

Comorbidity
§HBV coinfection
§Cardiovascular disease or risk
§Renal function
§Bone mineral density
§Pregnancy
§Other coinfections

Safety
Review ART history for intolerance
§ Must be HLA-B*5701 negative if considering 

ABC
§ Consider drug–drug interactions with 

comedications

Drug Resistance
§ Review ART history
§ Review all resistance test results (old and 

new)
§ Consider switch only if new regimen is likely 

to maintain suppression
§ Within-class switches usually maintain 

virologic suppression if no resistance to 
drugs in that class

§ Caution when switching from high barrier 
regimen (e.g., boosted PI) to low barrier 
regimen (e.g., NNRTI) if any underlying 
resistance

§ Consider expert consultant if underlying 
resistance

DHHS ART Guidelines, Https://clinicalinfo.hiv.gov/en/guidelines/ September 2024

https://clinicalinfo.hiv.gov/en/guidelines/


TANGO and SWORD Studies
Novel 2-drug regimens

TANGO SWORD 1 and 2

Van Wyk J, et al. CID 2020; 71:1920-1929; . Llibre JM, et al. Lancet 2018; 391:839-849



Long-Acting CAB/RPV vs Oral ART 
ATLAS and FLAIR

LA CAB/RPV is noninferior to oral ART at 
48 weeks in treatment-experienced patients1,a

LA CAB/RPV is noninferior to oral ART at 
48 weeks in treatment-naïve patients2,b

aN=618 adults with HIV who were virally suppressed for ≥6 months on standard oral ART regimens were randomly assigned to continue their current regimen or switch 
to oral CAB/RPV for 4 weeks followed by monthly IM injections of long-acting CAB/RPV for 52 weeks; bN=618 adults with HIV who had not previously received ART 
were given 20 weeks of DTG/ABC/3TC. Those who had HIV RNA <50 copies/mL after 16 weeks were randomly assigned to continue their current regimen or switch to 
oral CAB/RPV for 4 weeks followed by monthly IM injections of long-acting CAB/RPV for 48 weeks.

1. Swindells S, et al. N Engl J Med. 2020;382(12):1112-1123; 2. Orkin C, et al. N Engl J Med. 2020;382(12):1124-1135.
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Injection site reactions were seen in 81% of CAB/RPV group 
and decreased to 11% at week 48

Injection site reactions were seen in 86% of CAB/RPV group 
and decreased to 20% at week 48



Long-Acting CAB/RPV Q4W vs Q8W
ATLAS-2M (at 48 wks)

• Injection site reactions were 
rated as mild-to-moderate by 
98% of participants experiencing 
them

• Median duration of 3 days

CAB/RPV Q8W noninferior to Q4W

Overton ET, et al. Infect Chemother. 2020;52(suppl):S378-S379.

Pa
rt

ic
ip

an
ts

, %

LA CAB/RPV only indicated for those virologically suppressed:
Limited data in those with poor adherence or viremia



ARTISTRY-1: LEN + BIC once daily

November 13, 2025

Gilead’s Investigational Single-Tablet 
Regimen of Bictegravir and 
Lenacapavir for HIV-1 Treatment 
Meets Primary Endpoint in Phase 3 
ARTISTRY-1 Trial



Switch to DOR/ISL (100/0.25 mg) QD from cART

Fox M, et al. CROI 2025, Abst 204B



Fox M, et al. CROI 2025, Abst 204B
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Once-weekly oral therapy on the horizon 
(Lenacapavir + Islatravir)
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Virologic outcome at 48 weeks



ISL/LEN Once-weekly vs. B/F/TAF

40



LEN SC + 2 bNAbs IV (TAB + ZAB) in suppressed

Ogbuogu O, et al. CROI 2025, Abst 151





Managing virologic failure



Defining Virologic Response
§ Virologic suppression: Confirmed HIV RNA level below the 
LLOD of available assays.

§ Virologic failure: The inability to achieve or maintain 
suppression of viral replication to HIV RNA level <200 copies/mL.

§ Incomplete virologic response: Two consecutive plasma HIV 
RNA levels ≥200 copies/mL after 24 weeks on an ARV regimen in 
a person who has not yet had documented virologic suppression 
on that regimen. 

§ Virologic blip: After suppression, an isolated detectable HIV 
RNA level that is followed by a return to virologic suppression.

§ Low-level viremia: Confirmed HIV RNA >LLOD but <200 
copies/mL. DHHS ART Guidelines. January 2025.



Managing virologic failure without
underlying resistance (e.g., poor 

adherence) 



LATITUDE (ACTG A5359): LA CAB/RPV q4wks 
in nonadherent patients

Phase 3, randomized, open-label trial in PLWH with barriers to adherence (poor 
viral response after oral ART ≥6 months or loss to clinical f/u with ART non-

adherence for ≥ 6 months, no HBV, no ISTI or NNRTI Resistance 

• BL Step 1: median 40 yrs, 30% female, 64% 
AA, BL>100,000 c/mL (14%); <200 c/mL (32%); 
median CD4 270 cells/uL

• BL Step 2: RNA >200 c/mL: LA CAB/RPV 
(17%); SoC (7%) Rana AI, et al. CROI 2024, Abst. 212LB 

• Primary outcome: Regimen failure (confirmed 
VF or treatment discontinuation) in Step 2



LATITUDE (ACTG A5359): Outcomes

Rana AI, et al. CROI 2024, Abst. 212LB 



LA CAB/RPV in VulnerableViremic
Patients without Resistance

Gistand NL, et al. CROI 2025, Abst 689

• Ward 86 HIV Clinic
• Retrospective study of 370 

PWH with high rates housing 
instability, substance use and 
low CD4 count (241 
suppressed;129 viremic)

• LA CAB/RPV Jan 2021-2024
• Virologic suppression (RNA 

<200 c/mL) at week 48
• 99.4% suppressed at BL
• 97.9% viremic at BL



Managing virologic failure in patients 
with resistance

*National Clinician Consultation Service: 
https://nccc.ucsf.edu/clinician-consultation/hiv-aids-management/



Data informing the management of those 
with underlying resistance

Mid
1990s

Late 
2000s

Early 
2000s

Late 
1990s

Early 
1990s

Late 
1980s

Early 
1980s

No 
ART

ZDV 
mono-

therapy

Sequential NRTI 
monotherapy and 
dual-NRTI therapy

Sequential 
monotherapy 

with unboosted PIs 
and NNRTIs 

without active 
NRTIs

Deferral 
of 

therapy

Highly adherent patients aggressively 
treated with nonsuppressive regimens led 

to selection of multidrug-resistant HIV

Earlier 
initiation of 
therapy with 

better 
treatments

“Hit hard, 
hit early”

hiv.gov/hiv-basics/overview/history/hiv-and-aids-timeline.

Virologic failure(s), often with NRTIs, NNRTIs and unboosted PIs

Virologic failure on NRTIs and NNRTIs



Paton NI, et al. N Engl J Med 2021;385: N330-41.

INSTI resistance in 9 (2.3%) PI resistance in 0



Cooper. NEJM. 2008;359:355.
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Managing Virologic Failure:  BENCHMRK, when 
there are no fully active high barrier drug

Two and preferably 
3 fully active agents



Managing confirmed virologic failure
(Consider expert consultation*)

§ If a fully active second generation INSTI or boosted PI available:
‒DTG + tenofovir + emtricitabine
‒BIC/TAF/FTC
‒Boosted DRV + tenofovir + emtricitabine
‒Boosted DRV + second generation INSTI ± NRTIs

§ Neither 2nd generation INSTI or boosted PI
available (use 2-3 active agents ± partially active):

‒Lenacapavir
‒Maraviroc (if R5 only)
‒Fostemsavir
‒Ibalizumab
‒Other?

• Unboosted PIs not 
recommended 
since 2008

• 2nd gen INSTI 
largely replaced 1st 
gen in 2014

*National Clinician Consultation Service: 
https://nccc.ucsf.edu/clinician-consultation/hiv-aids-management/



> Associated demographic factors 
• Younger age
• Black/African American
• Cisgender women
• Transgender & gender diverse

> Key Barriers:  The big 3
• Unstable housing
• Substance use disorders
• Mental health disorders

Populations Likely to be Out of Care and Virally 
Unsuppressed in the U.S.?

Sources: Bulsara, AIDS and Behavior, 2016; Aidala, AJPH 2016; Mautner, Population Health Management 2013,  Dickson-Gomez, AIDS and Behavior 2016; Levison, 
AIDS Patient Care and STDs, 2016;   O’Donnell, AIDS Care, 2017; Ports KA, J Urban Health, 2017; Ross J, Curr Opin Infect Dis

Underlying Factors
Poverty
Racism

Early life trauma
Stigma

Social isolation
Incarceration

Food insecurity
Domestic violence

Health beliefs
Migration…..



“Irrespective of the interventions, mixed results were found for re-engagement into 
care or ART re-initiation. None of the studies led to an improvement in viral 

suppression.”

HIV Care Re-Engagement Interventions

Using data to identify, 
trace & contact out-of-

care PWH

Health workers provide 
added support

Multicomponent 
interventions (most with 
counseling, reminders)

(125 U.S. studies, published through 2020)

Blanco N, AIDS and Behav 2022; Higa D, AIDS 2022



Managing comorbid conditions in 
PLWH



§ Significantly greater weight increase* with DTG vs EFV, with TAF vs TDF; plateauing 
in weight gain after Wk 48 observed in men but not in women

ADVANCE: Mean Change in Weight After ART

Wk

Women

Hill. IAS 2019. Abstr MOAX0102LB. Reproduced with permission.
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Predictors of weight gain over 3 years

Elion RA, et al. IAS 2025, Abst. OAB0204

• Retrospective case-control study, TRIO HIV Research data base (12 
clinics in US)

• 2015-2023: adults virologically suppressed during 3 years
• Case: >10% weight gain (n=1274)
• Control: 0 - <5% weight gain (n=2712)
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Significant weight gain 
(>10%) associated with

• Black race
• Female gender
• Younger baseline age
• Normal baseline BMI
• Lower baseline CD4 count
• No ART factors
• TAF exposure vs. no TAF 

or TDF exposure 12 
months pre-baseline was 
associated with lower odds 
of significant weight gain 
during 3 yrs

Conclusion
Weight gain observed in PWH is reflective of 
the general population and community 
characteristics rather than direct effect of ART
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A5391: Randomized 3-arm controlled trial for 
people with obesity on INSTI + TAF-based 

regimen (The DO-IT Trial)

Koethe J, et al. IAS 2025, Abst. OAB0206LB
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A5391: Randomized 3-arm controlled trial for people 
with obesity on INSTI + TAF (The DO-IT Trial)

Koethe J, et al. IAS 2025, Abst. OAB0206LB

• July 2021-Nov 2023, 145 from 25 sites in US randomized 
1:1:1

• 49% female, 53% black and 18% Hispanic
• Median age 49 yrs, BMI 34.9 kg/m2, CD4 688 cells/uL
• Median time on current ART= 3.4 yrs, 86%on BIC, 13% DTG
• 65% had >10% wt gain in first 1-3 yrs of INSTI-based regimen
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REPRIEVE: Time to First Major Cardiovascular 
Event

§ Baseline characteristics well balanced between treatment arms; median ASCVD risk score 4.5% 
(IQR: 2.1 to 7.0) and median LDL cholesterol 108 mg/dL (IQR 87 to 128)

§ Pitavastatin prolonged time to first MACE vs placebo
First Primary MACE
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HIV encephalopathy: Cognitive Impairment
• Highly prevalent  

– ALLRT 
• 39% mild impairment
• 21% developed impairment after baseline

– CHARTER
• 40% neurocognitive impairment

• Pathogenetic mechanisms
– HIV in the CNS
– Ongoing immune activation

• IDSA management guidelines 
recommend screen for and work-up 
cognitive deficits*

*Horberg M et al. CID 2024



Cysique L, et al. .Lancet HIV 2024, doi.org/10.1016/S2352-3018(24)00248-0



IDSA Primary Care Guidelines 20242

• Annual screening for frailty should be 
considered in PLWH over 50 years of age

• Frailty Phenotype or Frailty Index
• The most effective interventions to prevent 

and treat frailty are increasing physical 
activity and structured exercise

• Nutritional optimization is efficacious and 
increases the efficacy of an exercise 
intervention

• Diagnosing and treating depression is also 
important

1. Serrano-Villar et al. OFID 2016, doi: 10.1093/ofid/ofw097; 2. Horberg M et al. CID 2024



Bone Health in People Living with HIV

Ahmed M, et al. Microorganisms 2023; 11:789; Brown TT, et al. CID 2015; 60:1242-51





United States Preventative Services Task 
Force Cancer Screening Guidelines
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