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living with HIV

▪ Overview of HIV medications and 
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OBJECTIVES

▪ Discuss the HIV Care Continuum

▪ Understand basic person-first language related to HIV

▪ Review basic HIV monitoring after a new diagnosis

▪ Overview of health maintenance and chronic condition management in PLWH

▪ Diabetes, Hypertension, Hyperlipidemia, Substance Use 

▪ Review immunization schedules for PLWH

▪ Cancer Screenings for PLWH



HIV CARE CONTINUUM:
The series of steps a person with HIV takes from initial diagnosis through their successful treatment with HIV medication.



POLLING 

QUESTION

1) I have never prescribed antiretrovirals 
for either HIV prevention or HIV 
treatment

2) I’ve given nirmatrelvir/ritonavir 
(Paxlovid®), does that count? 

3) I have some patients on HIV pre-
exposure prophylaxis (PrEP)

4) I have prescribed PrEP, and have also 
prescribed antiretroviral treatment with 
support from an HIV expert/ID 
specialist

5) I am very comfortable managing 

On a scale of 1 to 5, my comfort level with 

antiretroviral management is…



NORTH DAKOTA

SOUTH DAKOTA



STATUS NEUTRAL 
HIV PREVENTION AND CARE

Follow CDC guidelines to test people for HIV. Regardless of HIV status, quality care is the foundation of HIV prevention and 

effective treatment. Both pathways provide people with the tools they need to stay healthy and stop HIV.

People whose HIV tests are negative 

are offered powerful prevention 

tools like PrEP, condoms, harm 

reduction, and supportive services to 

stay HIV negative.

People whose HIV tests are positive 

enter primary care and are offered 

effective treatment and supportive 

services to achieve and maintain viral 

suppression.



Person-first language is a way to emphasize the 

person and view the disorder, disease, condition, or 

disability as only one par t of the whole person. Descr ibe 

what the person “has” rather than what the person “is .” 

Person-first language avoids using labels or adjectives to 

define someone.

National Institute of Health (NIH) Style Guide

HIV Language Guide

https://www.nih.gov/nih-style-guide/person-first-destigmatizing-language#:~:text=Person%2Dfirst%20language%20is%20a,part%20of%20the%20whole%20person
https://www.niaid.nih.gov/sites/default/files/niaid-hiv-language-guide.pdf


Why are you afraid to ask your healthcare provider about your health conditions/symptoms?

PATIENT CONFIDENCE INDEX: MORE WILLING TO TALK TO THEIR PROVIDER

https://go.patientpoint.com/paent-confidence-index-2024


INITIATE ART AS SOON AS POSSIBLE AFTER DIAGNOSIS 
(SAME-DAY/RAPID ART)

▪ Benefits: Improved patient health outcomes (morbidity/mortality  

reduction) and decreased HIV transmission risk 

▪ Baseline labs: Draw blood for all baseline tests (CD4, viral load, 

genotype, kidney function, etc.) before starting ART, but do not 

delay treatment while awaiting results.

▪ The only acceptable reason to delay ART is if the patient is not 

ready to commit to therapy.



WHY DID WE SHIFT TO A “TEST AND TREAT” STRATEGY?

▪ Increases treatment uptake by starting ART earlier rather than delaying therapy

▪ Decreases time to virologic suppression by removing barriers to care

▪ Promotes proactive care planning, allowing care teams to address potential challenges early instead of 

reacting later

Source: Getting to ZERO San Francisco

https://gettingtozerosf.org/rapid-provider-detailing-brochure-rapid-art-immediate-art-initiation-upon-hiv-diagnosis/


ANTIRETROVIRAL THERAPY

Treatment is prevention

Earlier viral suppression

Low barrier, open access model of care

Improves linkage and retention in care

Supports early and ongoing adherence

Now considered a Standard of Care



CONTINUED EVALUATION OF HIV 

AFTER DIAGNOSIS

 CD4 and Viral load at diagnosis

 Then 2-4 weeks after initiating treatment

 Then approximately every 3 months for at least a year

 If stable, go to every 6 months

 Eventually, yearly if stable

❖ Ryan White Program requires labs every 6 months



MONITORING RESPONSE TO MEDICATIONS

 Baseline HIV viral load and CD4

 ANY time there is a change in clinical status – recheck labs

 Recheck a CD4 every 3-6 months for the first 2 years of therapy – Then:

 If less than 300 – every 3-6 months

 300-500 – every 12 months

 If consistently greater than 500 – optional (Complete Health still checks every 12 months)

 Repeat viral load in 2-8 weeks, no later than 8 weeks

 Recheck VL every 4-8 weeks until virally suppressed

 After fully suppressed – extend VL to every 3-4 months for 1-2 years

 Long-term suppression – VL every 6 months



MY PATIENT IS ON OTHER MEDS – NOW WHAT DO I DO? 

HIVinfo.NIH.gov: HIV treatment – side effects

HIV and HCV Drug Interactions: Quick Guides for Clinicians

University of Liverpool: HIV Drug Interactions Checker

https://hivinfo.nih.gov/hiv-source/hiv-treatment/side-effects
https://hivinfo.nih.gov/hiv-source/hiv-treatment/side-effects
https://hivinfo.nih.gov/hiv-source/hiv-treatment/side-effects
https://aidsetc.org/resource/hiv-and-hcv-drug-interactions-quick-guides-clinicians
https://www.hiv-druginteractions.org/checker


MEDICATIONS – KEY CONCEPTS

STEROIDS

 HIV medications can increase concentrations

 Cushing’s syndrome adrenal suppression

 More common with “boosters”

 Adjust dosing for:

 Most inhaled steroids

 Prednisone

 AVOID Flonase

OVER THE COUNTER (OTC) MEDS

 St. John’s Wort – CP450 3A4

 May reduce concentration of PIs and NNRTIs by as 

much as 82%

 Garlic – topic of debate

 PPIs and H2 receptor antagonists

 Antacids – magnesium and/or aluminum

 Neutralizes stomach acids and may interfere with 

absorption of ART (space out the dosing if necessary)



HEALTH MAINTENANCE

 STI testing and Trichomoniasis at diagnosis, then every 3 months, and at least annually

 Syphilis at diagnosis, every 3 months, and at least annually

 Cervical pap at diagnosis – then routine if normal, if abnormal follow ASCCP guidelines

 Anal Pap smear – at diagnosis

 Mental Health / Substance Use Disorder Screening – bi-annually 

 Cholesterol panel – at diagnosis, then 1-3 months after starting meds

 DEXA Scan – at age 50 – then based on sex characteristics at birth

 Breastfeeding – shared decision making

Source: HIVMA/IDSA 2024 Primary Care Guidance Update for Providers Who Care for Persons with HIV

https://www.asccp.org/guidelines/screening-guidelines/
https://www.idsociety.org/practice-guideline/primary-care-management-of-people-with-hiv/


HEALTH 

MAINTENANCE

 TB Screening – At Dx and bi-
annually, more if vulnerable

 Hep A/B/C Testing – At Dx 
and annually

 Hep B surface Ab testing 
at diagnosis

 HPV vaccine – All PLWH up 
to age 45

 STOP SMOKING

 Dentist every 6 months

 Yearly eye exam

Source: HIVMA/IDSA 2024 Primary Care Guidance Update for Providers Who Care for Persons with HIV

https://www.idsociety.org/practice-guideline/primary-care-management-of-people-with-hiv/


2025 ACIP RECOMMENDED IMMUNIZATIONS FOR ADULTS WITH HIV, U.S.



VACCINES IN THE ADULT IMMUNIZATION SCHEDULE



IMMUNIZATIONS – 

KEY POINTS

 NO LIVE VACCINES – avoid 
FluMist

 Know your CD4 before giving 
vaccinations

 No varicella, MMR, or Zoster if 
CD4 is less than 200

 Yes, they need a Covid vaccine 
and a flu vaccination

 CDC: Vaccines & Immunizations

https://www.cdc.gov/vaccines/hcp/imz-schedules/index.html
https://www.cdc.gov/vaccines/hcp/imz-schedules/index.html


Challenges with Efficacy

VACCINE EFFICACY WITH LOW CD4 COUNTS

 Current or advanced immunosuppression in 

people with HIV can lead to reduced responses 

to standard vaccine doses

 Vaccine response may depend on both current 

CD4 count and nadir (lowest recorded) CD4 

count

 Higher CD4 counts are generally associated with 

better vaccine responses

 Immune reconstitution from antiretroviral 

therapy (ART) can improve vaccine effectiveness

 Vaccination is usually not delayed while waiting 

for CD4 counts to rise above 200 cells/mm³



CANCER SCREENINGS 

NOT IMPACTED BY HIV

BREAST CANCER 

COLON CANCER

LUNG CANCER

PROSTATE CANCER



CANCER SCREENINGS 

SPECIFICALLY 

IMPACTED BY HIV

ANAL CANCER 

CERVICAL CANCER



ANAL CANCER SCREENING IN HIV
<p>*No specimen collected<br />
Abbreviation: HRA = high resolution anoscopy; DARE = digital anorectal examination; HPV = human papillomavirus; hr-HPV = high-risk HPV; LSIL = low-grade squamous intraepithelial lesion</p>

Source: Panel on Opportunistic Infections in Adults and Adolescents with HIV. Guidelines for the prevention and treatment of opportunistic infections in adults and adolescents with HIV: recommendations from the Centers for Disease Control and 

Prevention, the National Institutes of Health, and the HIV Medicine Association of the Infectious Diseases Society of America. Human papillomavirus disease. July 9, 2024.

https://cdn.hiv.uw.edu/doc/1336-2/anal-cancer-screening-asymptomatic-people-hiv.jpg


CERVICAL CANCER SCREENING IN HIV

Source: Panel on Opportunistic Infections in Adults and Adolescents with HIV. Guidelines for the prevention and treatment of opportunistic infections in adults and adolescents with HIV: recommendations from the Centers for Disease Control and 

Prevention, the National Institutes of Health, and the HIV Medicine Association of the Infectious Diseases Society of America. Human papillomavirus disease. July 9, 2024.

*See Opportunistic Infections Guidelines for HPV testing in Women aged 25-29 years<br />
Abbreviations: ASC-US = atypical squamous cells of undetermined significance; LSIL: low-grade squamous intraepithelial lesion

https://cdn.hiv.uw.edu/doc/1332-6/women-aged-21-to-29-years.jpg


PRIMARY CARE 

MANAGEMENT 

 Remember common 
ailments present commonly

 Opportunistic infections are 
rare in patients routinely 
engaged in care with stable 
CD4 counts

 Don’t go Zebra hunting 
unless you’ve ruled out the 
dogs and cats



 Management of Diabetes: in many cases, persons with HIV and mild blood glucose abnormalities can be 

effectively managed with lifestyle changes that include weight loss, increased exercise, and dietary modification

 Monitoring Glycemic Status: check 2x/year 

 The glycemic goal for nonpregnant adults is an HBA1c of less than 7% without significant hypoglycemia

 The blood glucose target goal is to have greater than 70% of readings in the target range of 70-180 mg/dL

 Screening for Renal Disease: in addition to routine monitoring of kidney function, should have annual 

monitoring of urine albuminuria 

 Antiretroviral Therapy: switching the antiretroviral regimen is not usually beneficial for impaired glucose 

tolerance – it is important to evaluate potential drug interactions 

 Use of Metformin and Antiretroviral Medications: should be carefully monitored – concurrent use of 

metformin with dolutegravir or Bictegravir can increase the concentrations of metformin

DIABETES MANAGEMENT IN PERSONS WITH HIV (ADA GUIDELINES)

 

https://professional.diabetes.org/standards-of-care


HYPERTENSION

▪ Caution with calcium channel 

blockers and protease inhibitors

▪ Amlodipine, diltiazem, felodipine, 

nifedipine, and verapamil, in 

patients taking protease inhibitors 

or cobicistat, since these 

medications can raise levels of 

calcium channel blocker drugs

▪ EKG monitoring is recommended 

if a calcium channel blocker is 

used with either atazanavir or 

saquinavir

The 2017 ACC/AHA Hypertension Guideline revised the definition of hypertension as any systolic blood pressure of at 

least 130 mm Hg or any diastolic BP of at least 80 mm Hg



HYPERLIPIDEMIA

The following summarizes recommendations for monitoring lipid profiles in people with HIV

 Entry into Care: At the time of entry into HIV care, a lipid profile should be ordered; if the test performed was 

a random lipid profile and it is abnormal, then a fasting lipid panel should be ordered

 Antiretroviral Initiation or Modification: A lipid profile should be ordered at the time of initiating or 

changing antiretroviral therapy

 After Initiation or Modification of Antiretroviral Therapy: Consider ordering a lipid profile 4 to 8 weeks 

after initiating or modifying antiretroviral therapy

 Routine Monitoring: If the lipid profile is abnormal or the person has cardiovascular risk, then monitoring 

should be conducted every 12 months. If the lipid profile remains normal and there is no cardiovascular risk, then 

monitoring should be every 5 years

 Persons on Lipid-Lowering Therapy: Persons receiving lipid-lowering therapy should have lipid monitoring 

individualized, and more frequent monitoring may be needed



HYPERLIPIDEMIA

The following summarizes recommendations in the Adult and Adolescent ART Guidelines for the use of statins in 
persons with HIV as primary prevention of ASCVD.  Age 40-75 Years and Low-to-Intermediate (<20%) 10-Year ASCVD 
Risk Estimates:

➢ If ASCVD 5-20%, start at least moderate-intensity statin (AI)

▪ Pitavastatin 4 mg orally once daily (AI), or

▪ Atorvastatin 20 mg orally once daily (AII), or

▪ Rosuvastatin 10 mg orally once daily (AIII)

➢ If ASCVD <5%, the guidelines favor starting at least moderate-intensity statin therapy, after shared decision-making, 
taking into account the presence or absence of HIV-related factors that can increase ASCVD risk (CI)

▪ Pitavastatin 4 mg orally once daily (AI), or

▪ Atorvastatin 20 mg orally once daily (AII), or

▪ Rosuvastatin 10 mg orally once daily (AIII)

➢ Data are insufficient to recommend for or against statin therapy as primary prevention of ASCVD in persons 
younger than 40 years of age



OSTEOPOROSIS 

 All postmenopausal women with HIV and men 50 years of age and older with HIV should undergo bone mineral density screening with a DXA 
scan. Bone mineral density should also be assessed with a DXA scan in all adults with HIV who have a major risk factor for fragility fracture, 
including personal history of fragility fracture, chronic glucocorticoid treatment (greater than or equal to 5 mg of prednisone daily or equivalent 
for at least 3 months), or high risk of falls.

 In men with HIV 40 to 49 years of age and premenopausal women with HIV 40 years of age and older without a major risk factor for 
osteoporotic fracture, clinicians should assess fracture risk using the Fracture Risk Assessment Tool (FRAX Calculation Tool) specific to their 
country and the patient’s race/ethnicity. Risk assessment should be performed every 2 to 3 years or when a new clinical risk factor develops. 
When using the FRAX tool, some experts recommend checking the “secondary osteoporosis” box to better adjust the estimate, considering the 
increased risk of osteoporosis conferred by HIV. A DXA scan should be performed if the FRAX tool determines the 10-year risk of major 
osteoporotic fracture to be greater than 10%.

 When interpreting DXA results, use T-scores for postmenopausal women and men 50 years of age and older and use Z-scores for persons 
younger than 50 years of age.

 Optimal screening intervals (for DXA or FRAX assessment) are not clear for persons with HIV. Consider repeating a DXA scan after 1 to 3 years 
for individuals who have advanced osteopenia (T-score -2.0 to -2.49) and after 4 to 5 years in those with mild-to-moderate osteopenia (T-score of 
-1.01 to -1.99); for those who have a normal DXA, guidance on when to repeat screening is not given, though some experts will repeat in 5 to 10 
years.

 Vitamin D screening is recommended in all individuals with low bone mineral density or history of a fragility fracture; it should be considered in 
persons who have any of the major known risk factors for low vitamin D levels (e.g., dark skin, dietary deficiency, avoidance of sun exposure, 
malabsorption, obesity, chronic kidney disease, or treatment with regimens containing efavirenz).

 Routine measurement of serum or urine markers of bone turnover or inflammation for screening or treatment monitoring is not recommended 
for persons with HIV.

 Treatment – avoid TDF if known osteoporosis – drug interactions are rare 

https://frax.shef.ac.uk/FRAX/tool.aspx?country=9


OLDER ADULTS WITH HIV/AIDS

 Currently, more than 50% of PLWH in the US are over age 50

 In 2021, 16% of new HIV diagnoses in the US were in people over 

age 50

 By 2030, over 70% of PLWH in the US with be over age 50

 Many PLWH who expected to live only a few years are alive and 

thriving

 Geriatricians not trained in HIV

 HIV Specialists without Geriatric Training

 The role of PRIMARY CARE



MULTI-COMPLEXITY

 Comorbidities

 Comorbidities

 Comorbidities

 HIV is really the least of 

their problems





https://www.hiv.uw.edu/page/symptom-evaluation/guides

https://www.hiv.uw.edu/page/symptom-evaluation/guides
https://www.hiv.uw.edu/page/symptom-evaluation/guides
https://www.hiv.uw.edu/page/symptom-evaluation/guides


People don’t stop having sex when 

diagnosed with HIV

GUESS WHAT?

 Current Guideline: all patients aged 13-64 

should receive HIV testing at least one time in 

their life

 Condom use

 PrEP and PEP access for partners

 STI testing

 Meds for menopause symptoms and 

hypogonadism

 Erectile Dysfunction



TOBACCO CESSATION



SUBSTANCE USE: SUMMARY POINTS

 Substance use disorders are common among adults with HIV in the United States.

 Many substance use disorders in people with HIV are linked to decreased retention in care, reduced adherence to antiretroviral medications, and lower rates of virologic 

suppression.

 Combining psychosocial interventions with pharmacotherapy (acamprosate, disulfiram, oral naltrexone, or extended-release naltrexone injection) is the optimal approach 

for treating alcohol use disorder; all pharmacotherapies can be used to treat persons with HIV, keeping in mind that disulfiram has several clinically significant drug 

interactions with antiretroviral medications whereas acamprosate and naltrexone do not.

 There is a high rate of cannabis use among persons with HIV, and treatment for cannabis use disorders should focus on behavioral therapies.

 The use of methamphetamines and "club drugs" (e.g., hallucinogens and ecstasy) is significant among bisexual men and men who have sex with men, including those with 

HIV.

 Behavioral strategies are the primary intervention for stimulant and hallucinogen use disorders, although there is increasing evidence to support the use of mirtazapine or 

the combination of bupropion plus injectable naltrexone for persons with methamphetamine use disorder.

 The rise in opioid addiction has paralleled the rise in opioid prescribing habits over the past several decades; tackling the opioid epidemic will require educating clinicians 

and patients alike about the risks, benefits, and proper role of opioid pain medications.

 Medications for opioid use disorder are necessary and highly effective for the treatment of opioid use disorder, and options include opioid agonists (methadone), opioid 

partial agonists (buprenorphine), and, though less effective, opioid antagonists (naltrexone).

 Among persons with HIV who inject opioid drugs, both drug- and HIV-related mortality are lower when antiretroviral therapy and medications for opioid use disorder are 

prescribed jointly.

 Treatment strategies for substance use disorders should embrace a harm reduction philosophy in order to best serve those individuals at the highest risk for ongoing 

substance use.



LOW-BARRIER CARE MODEL TABLE







LEARNING GROUP



ALWAYS REMEMBER – HIV IS A MEDICAL DIAGNOSIS, 

NOT A CHARACTER FLAW

Jenn Sobolik, CNP,  AACRN,  AAHIVS
Jsobolik@chsd.care | 605.721.8939 x228

mailto:Jsobolik@chsd.care
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