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The Demographic Revolution

THE AGEING WAVE

PLWHIV IN THE UK (2024)

112,500

people living with
diagnosed HIV

@& ~96% are on antiretroviral therapy
@ ~97% have a suppressed viral load

@ Life expectancy is approaching
that of the general population

KEY MESSAGES

PLWHIV are living longer
Thanks to effective ART

The population is ageing
More people over 50 and 65

Increasing complexity
Multimorbidity, frailty, mental and
cognitive health

Services must adapt
To support healthy ageing
and quality of life

Ageing with HIV is now th
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lic Health England HIV in the

AGE DISTRIBUTION OF PLWHIV IN THE UK

B 2010 (n=72,000) B 2024 (n=112,500)

Growth in the number of PLWHIV aged 50+
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More multimorbidity
L th lity and frailty

e norm — not the exception.

@

PLWHIV =

Mental health and
wellbeing are central
to healthy ageing

Greater risk of
neurocognitive
impairment

le living with HIV | ART = Antiretroviral therapy
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Mental Health: Why It Matters

Depression
Anxiety
Substance use disorders

» Psychosis

Cognitive impairment
Trauma / PTSD
Sleep disorders

Commen, treatable
and often under-recognised
in people living with HIV

©
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Mental illness can lead to:
= Poor motivation and
low energy

» Forgetfulness and
disorganisation

e Substance use interfering
with medication

» Loss of routine and
chaotic lifestyles

» Reduced engagement
with healthcare

Result: poorer ART
adherence and
sub-optimal HIV control

&
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Mental illness can lead to:
» Cognitive difficulties
+ Reduced self-care

» Social withdrawal
and isolation

* Unemployment and
financial hardship

+ Relationship breakdown

* Poor management of
co-morbidities

2. IMPACT ON
MENTAL ILLNESS 1. IMPACT ON ADHERENCE
_ _ INDEPENDENCE
X @

Result: loss of
independence and

poorer daily functioning

A NEGATIVE CYCLE

Worsening mental health «+— pocrer health outcomes <+ more social and economic stressors

which further worsen mental health
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»

Mental illness increases risk of:
= Uncontrolled HIV
and co-morbidities
« Cardiovascular disease
« Substance-related harm
» Suicide
* Reduced help-seeking
and delayed diagnosis

* Increased healthcare
utilisation and complications

&

Result: increased
morbidity and
mortality

3. IMPACT ON
MORTALITY

WORSE OUTCOMES

Higher viral load
and disease
progression

More hospital
admissions

Loss of
independence
and quality of life

Increased risk
of premature

death



The Triple Burden of Ageing with HIV

HIV, ageing and comorbidity - interacting factors that impact brain health, mental health and function

@ HIV-Associated
Brain Injury (HABI)

HABI can be driven by both
ongoing (active) processes

and the legacy of earlier

brain injury. It interacts with
ageing and comorbidity,
increasing vulnerability to

cognitive and functional
difficulties.

a- Clinical implications

Take a holistic, biopsychosocial approach
Identify and treat reversible contributors

Optimise physical and mental health

Review medication and consider
deprescribing where appropriate

O 0000

Support brain health, activity and
social connection

¢ ;
A L
HIV-related factors Age-related factors s
» Chronic immune activation ¢ Normal brain ageing The bigger picture
and inflammation e Increased risk of )
e HlV-associated brain injury neurodegenerative disease These three domains
LH:BU , : - e Frailty and reduced physiological often coexist and interact,
e Past severe immunosuppression reserve i i i
and opportunistic CNS infection o Incre??mg the risk of
: : « Sensory impairment cognitive, mental health
= Antiretroviral treatment (vision, hearing) : e !
(efficacy, CNS penetration, Greaterrsicor 4 ‘ _ and functional difficulties
side effects) Bunitive, mental health f e o (elieeid in older people living

e Stigma and psychosocial impact bereavement, isolation)

with HIV.

Comorbidities and
lifestyle factors (d) Key message

e Cardiovascular and metabolic disease

(hypertension, diabetes, stroke) Cognitive and mental health
e Mental health conditions (depression, anxiety) problems in older people with
e Substance use (alcohol and other drugs) HIV are usually multifactorial.
* Sleep disorders (e.g. sleep apnoea) Addressing the triple burden
* Polypharmacy and drug interactions can improve quality of life
e Lifestyle factors (physical activity, diet, smoking) function and independence.
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What We See in CASCAID

Contributors

* Childhood adversity

+ HIV diagnosis

+ AlDS-era experiences
« Discrimination & stigma
* Loss & bereavement

* Violence & abuse

Consequences

* Increased anxiety

= Poor sleep

+ Emotional dysregulation
= Social withdrawal

@®  Contributors

« Cognitive difficulties

+ Depression

« Fatigue & poor sleep

= Physical illness & frailty
« Polypharmacy

Consequences

« Loss of confidence

+ Isolation & loneliness
= Increased carer burden
* Reduced quality of life

©
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Cognition, depression, trauma, sleep and functional decline
A dynamic, bidirectional relationship that can accelerate over time in people living with HIV

Contributors

» HIV-associated brain
injury (HABI)

» Ageing & vascular risk

* Inflammation

» Medications

* Poor sleep

» Depression & trauma

@

5. TRAUMA
& STRESS

+ PTSD symptoms

*» Hypervigilance

* Flashbacks

= Emotional numbing

4. FUNCTIONAL
DECLINE
+ Reduced independence
+ Difficulties with daily
activities

+ Work/volunteering
challenges

Social disengagemen

1. COGNITION

* Poor concentration

+ Memory difficulties
« Slower thinking

» Executive dysfunction

Person
living with HIV
Multiple biological,
psychological and
social influences

These factors interact
in a vicious cycle -
worsening each other
over time

Integrated assessment and treatment across HIV, mental health, neurology, geriatric and social care
Addressing all five domains together improves outcomes, independence and quality of life

Consequences
9 » Reduced confidence
« Difficulty managing
medications &
appointments
» Social withdrawal

2. DEPRESSION

» Low mood
+ Anhedenia
+ Hopelessness

= Fatigue

3. SLEEP PROBLEMS

+ Insomnia

* Fragmented sleep
» Early morning waking

» Daytime fatigue

)

+ Mistakes & forgetfulness

T

Contributors

= Chreniciliness burden
* Loss, bereavement

+ Stigma & isolation

» Trauma history

+ Pain & disability

+ Sleep disturdrance

Consequences

= Recuced motivation
+ Poor self-care

* Worse adherence

* Increased suicide risk

Contributors

» Depression & anxiety

* Pain

= Medications/substances
» O5A & medical iliness

+ Trauma & hyperarousal

Consequences
= Poor concentration
= Mood instability
» Fatigue & irritability
* Reduced resilience

Small improvements in each area
can create positive change across all

AMPLIFIERS

8o
@

HIV & HABI
Persistent inflammation,
neurotoxicity, vascular
changes

Comorbidity &
polypharmacy
Complex interactions
and side effects

Social determinants
Poverty, housing,
loneliness, marginalisation

Substance use
Interacts with mood,
sleep and cognition

Unresolved pain
Physical pain worsens
mood, sleep and
function

BREAKING THE CYCLE

Early identification
and monitoring

Integrated, person-centred
care

Treat mood, trauma
and sleep

Support cognition and
daily functioning

Address social needs
and reduce stigma

Build resilience and
social connection




HIV Associated Brain Injury (HABI)

ACTIVE HABI

Potentially modifiable

Ongoing brain changes despite effective treatment

Ongoing neuroinflammation
Chronic immune activation

Cerebrovascular disease
Vascular risk factors and metabolic health

Sleep disturbance
Poor sleep quality and sleep apnoea

Depression and anxiety
Common and potentially reversible

Frailty and multimorbidity
Ageing and coexisting health conditions

Polypharmacy
Medication side effects and drug interactions

Typical clinical features
= Cognitive slowing

= Poor concentration

« Executive dysfunction

= Fluctuating symptoms

¥,
=
Q
0
&

Clinical goal
Identify and treat reversible contributors

-

o

LEGACY HABI (T

Different pathways
A shared impact

\A personalised approach

Historical brain injury

&

Residual effects of earlier HIV-related brain injury

@ Historical severe immunosuppression
Including past opportunistic CNS infection

Previous uncontrolled HIV
Higher viral load, lower CD4 counts

Mixed
HABI

Many people

; Earlier neurotoxicity and inflammation
have elements ty

From HIV and/or earlier treatments

Established structural brain injury
Residual changes that may persist

Typical clinical features

* Persistent executive dysfunction

» Memory difficulties

» Slowed information processing

» Generally static or slowly progressive

Assessment should evaluate:

o Mental health
o Sleep

o Vascular risk factors 0 Functional impact

Q Frailty

o Medication burden

e®e Clinical goal
T@RA® chabilitation, compensation and support

L&
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Cognitive Symptoms in Practice

Subjective vs Objective Cognitive Complaints

How a person feels about their thinking vs how they perform on testing

SUBJECTIVE COMPLAINTS

How the person experiences their thinking

in daily life

What this includes
= | forget things more easily”

@

“My concentration is poor”

“I'm not as sharp as | used to be”

Difficulties noticed in everyday situations
(e.g., conversations, appointments,
misplacing items)

o

Impact on confidence and worry

WHY THE DIFFERENCE?

SUBJECTIVE
EXPERIENCE

OBJECTIVE PERFORMANCE

els
| | How the person performs on standardised
cognitive testing
What this includes

= Neuropsychological tests of memory,
attention, processing speed,
executive function, language, visuospatial skills

Both are

OBJECTIVE
PERFORMANCE

important
and
inform

care = Performance compared to normative data

= Usually conducted in a quiet, structured
environment

=

» Provides an estimate of cognitive ability

about memory

Influenced by

R

Mood (depression, anxiety)

@

at the time of testing
Key points

Influenced by

@

The brain is complex - tests measure

certain skills at a point in time. HIV-associated brain changes

Sleep problems and fatigue

Ez'
¥
L/
¢’

Stress and life circumstances
Pain and physical health

@ =i
e
@&

Medications and substance use

‘{ Personality, coping style, past trauma

*

Subjective complaints are VALID
They reflect the person’s experience and distress

People can feel worse than they -ﬁ- Inflammation and vascular factors

test due to mood, stress or fatigue. ﬂ@

E'4
: o2
L

@

Co-morbid neurolegical conditions

People can test lower than they feel

Ageing and medical comorbidity
due to subtle brain changes.

Medications (e.g., sedating, anticholinergic)
Clinical decisions should integrate
both experience and testing,
along with function in daily life.

Education, premorbid ability, language

Objective testing is IMPORTANT
It helps detect subtle impairment and track change

S

Always explore both
subjective experience
and objective performance.

Look for contributing
factors that explain
mismatch.

Q y

CLINICAL TAKE-HOME MESSAGES

e®o Consider impact on s Repeat assessment . Validate concerns, provide
... daily function — this is —| overtime to identify information, and plan
what matters most. — change. individualised support.
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HABI Versus Dementia

HIV is often multifactorial - careful assessment is essential

CLUES FROM THE HISTOR
i Features favouring HABI

* Longstanding HIV infection

Past CNS opportunistic
infections

Fluctuating cognition

Slower processing speed
> memory

Prominent fatigue,
sleep disturbance

Depression, anxiety,
trauma history

» Substance use (past/present)
= ARV neurotoxicity / interactions

Features favouring

neurodegenerative dementia

* Insidious onset, progressive
decline

* Prominent episodic memory loss

+ Language and visuospatial
deficits

« Strong family history

* Parkinsonism / cortical signs

* Age >70 with significant
neurodegeneration

COMMON OVERLAP
* Vascular risk factors
Tav + Inflammation
" + Polypharmacy
* Depression / apathy
+ Sleep disturbance

1. Clinical history

HIV history, vascular
risk, psychiatric history,
substance use, trauma,

medications

2. Cognitive profile

Screening then
detailed neuropsychological
assessment to define

A STEPWISE APPROACH TO DIAGNOSIS

3. Neuroimaging

MRI brain (+ FDG-PET}
to identify atrophy,
vascular disease or

pattern other pathology

' 0'® @ 00

4, Laboratory tests
Exclude reversible causes:
B12, folate, TFTs, U&E,
syphilis, HCV, substance
screen, CRP

5. Functional impact 4. Integrate & review

Synthesis of data,
diagnostic formulation
and lengitudinal
follow-up

Effect on daily living,
independence and
informant report

(e.g. Alzheimer's disease)

Onset & course

Cognitive profile

Neuroimaging

HIV factors

Psychiatric symptoms

Reversibility

Functional pattern

» © @O P [

Variable; stepwise or fluctuating
May stabilise with treatment

Attention, processing speed,
executive dysfunction
> memory

Subcortical changes, white matter
lesions, basal ganglia involvement

Lower nadir CD4, viremia, coinfections,
CNS infections, inflammation

Common: depression, anxiety,
apathy, irritability

Potentially treatable contributors
(depression, sleep, inflammation,
substances, meds)

Variable; can improve with treatment
and support

HABI is a potentially modifiable condition.

A careful, comprehensive and longitudinal approach
helps distinguish it from neurodegenerative dementia

and ensures optimal care.

Insidious, gradual, relentlessly progressive

Early prominent episodic memory
impairment

Medial temporal / hippocampal atrophy,
cortical atrophy (temporoparietal)

Nao direct HIV association

May occur later; apathy more typical

Reversible causes less common

Progressive loss of independence

REMEMBER

Diagnosis guides prognosis —
but partnership, support and
optimised modifiable factors
impreve outcomes regardless.
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COMMON PITFALLS

Attributing everything
to HIV or aging

Missing treatable causes
(depression, meds, sleep,
B12 deficiency, syphilis)

Relying on screening
alone - pattern matters

Lack of informant
collateral

Diagnostic uncertainty
- requires longitudinal
follow-up

TAKE HOME MESSAGES

Cognitive change in older PLWHIV
is often multifactorial

OR L SH

HABI and dementia can coexist
Pattern of cognitive strengths
and weaknesses is key

Exclude and treat reversible
contributors

Longitudinal assessment improves
diagnostic accuracy

00000

Person-centred care beyond
the diagnosis

\ When in doubt -
) reassess over time and

—” focus on what helps
the person function
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of older

PLWHIV experience
clinically significant
depressive symptoms

25-40%

Risk increases with:

Be
3
Be

Increasing age

Longer duration of HIV
and comorbidity burden

HIV-associated brain injury
(HABI) and inflammation

Polypharmacy and drug
interactions

Stigma, isolation, trauma
and bereavement

Socioeconomic adversity
and housing insecurity

© Do i $ or

Substance use and

-;=
2

alcohol misuse

Depression is often under-recognised
or attributed to ‘'normal ageing’

or other medical illness.

&

IMPACT OF
UNTREATED I I
DEPRESSION I Poor ART
adherence
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Depression is common, treatable and a major driver of poor outcomes.

Core symptoms

Persistent low mood or emptiness

Loss of interest or pleasure

L] L]

® Fatigue and loss of energy
* Feelings of worthlessness or guilt
® Poor concentration and indecision

® Recurrent thoughts of death or
suicide

Additional features in older PLWHIV

Sleep disturbance (insomnia

or hypersomnia)

Change in appetite or weight

Psychomotor slowing
or agitation

Memory and cognitive difficulties

Increased pain and physical
symptoms

- @000

Symptoms may be masked by
physical illness, fatigue, or medication

side effects - ask directly.
B ) B
Cognitive decline

Functional decline
and loss of and poarer brain
independence health

Q

More hospital
admissions

Clinical interview
Explore mood, anhedonia,
sleep, appetite, energy,
suicidal ideation and
functional impact

Screening tools
PHQ-9, GDs-15,
HADS (depression subscale)

Physical & neurological exam
Review comorbidities, pain,

HABI, endocrine disorders,
substance use

Investigations

FBC, U&E, LFTs, TFTs, B12, folate,
vitamin D, CRP, HbA¢, syphilis
serclogy; consider MRI if indicated

Medication review

Identify depressogenic drugs
and interactions (including
ART-psychotropic interactions)

Assess risk

Suicide risk, safeguarding,
social circumstances and
care needs

Always consider differential diagnosis:
delirium, dementia, HABI, hypomania,
substance effects, adjustment disorder.

L L
e

<

1
Reduced quality Increased
of life mortality

L)
|P
LM
Higher risk of
suicide

&

DEPRESSION IN OLDER PEOPLE LIVING WITH HIV

Early recognition and integrated care improve quality of life and treatment engagement.

1. PREVALENCE & RISK 2. COMMON SYMPTOMS 3. ASSESSMENT 4. TREATMENT & MANAGEMENT

Psychological interventions

» CBT, behavioural activation

* Interpersonal therapy

* Trauma-informed therapy

* Mindfulness and stress reduction

Pharmacological treatment

.

SSRIs first line (e.g. sertraline, citalopram)
* SNRIs for pain or partial response

(e.g. venlafaxine)

Start low, go slow — monitor closely

Check drug interactions (ART, benzaos,
opioids, methadone, antiretrovirals)

Monitor for hyponatraemia, Gl effects,
QTc prolongation, falls

Lifestyle & social interventions

® Physical activity and exercise

= Sleep optimisation

» Reduce alcohol and substance use

s Social connection and peer support

¢ Address housing, financial and
practical needs

Integrated, person-centred care
addressing physical health, social
factors and mental health leads to
better adherence and outcomes.

KEY MESSAGE

\/

Depression in older PLWHIV is
commen, multifactorial and
treatable. Early identification
and integrated management
improve lives.




Suicide Risk and Distress

Higher risk than the general population

People living with HIV (PLWH) have a higher risk
of suicidal thoughts, self-harm and suicide
compared with the general population.

General population People living with HIV

~0.5% ~3-5x

die by suicide annually’ higher risk of suicide®?

Suicidal thoughts increase with age

The prevalence of suicidal ideation tends to be higher
in older age groups.

iy ~15-18%
g 15
E 5 1 ~12%
O
5y 104 ~8%
T =
8
&R 5-
@
0 ~
18-34 35-49 =50
Age group (years)’

Psychological distress is common

Older adults with HIV report high rates of
depression, anxiety and distress.

Depressive symptoms

B 25-40%

report clinically significant symptoms®?

Anxiety symptoms

I 20-34%

report clinically significant symptqms"-s

-

High psychological distress

B 25-45%

report moderate to severe distress®

Warning signs
Be alert to signs of increased risk, especially in
older adults with HIV.

e Persistent low mood or hopelessness

Talking about death or suicide

o)

Social withdrawal or isolation

Increased substance use

Recent loss (bereavement, relationships, health)

o Decline in physical health or functioning

Feelings of being a burden

References: 1. WHO (2021). 2. Fazel et al. (2014). 3. Pirkis et al, (2020). 4. Rueda et al. (2018). 5. Skeen et al. (2020). 6. Oursler et al. (2021). 7. Emlet et al. (2019).

Note: Prevalence estimates vary between studies and populations
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Risk is influenced by multiple factors

Suicide risk in older people with HIV is shaped by
a combination of individual, social and clinical factors.

Mental health
conditions
(e.g. depression,
anxiety, PTSD)

Stigma
and discrimination

Social isolation Phys_ical »
and loneliness multimorbidity
and pain

History of trauma
and adversity

Substance use
(including chemsex)

What can help?

Suicide is preventable. A holistic, compassionate approach
can reduce risk and improve wellbeing.

Ask, listen, and take distress seriously
Routine mental health screening in HIV care

Provide timely access to psychological support
e.g. counselling, CBT, trauma-informed care

Tackle stigma and isolation
Peer support and community connection

Manage comorbidities and substance use
Integrated, multidisciplinary care

9 Promote hope, purpose and meaningful lives

Focus on strengths, relationships and what matters




Anxiety Disorders in Older Adults Living with HIV

Common, often under-recognised and powerfully impact quality of life and engagement with care

Living with HIV across decades can create ongoing worr

WHY ANXIETY IS COMMON
IN OLDER PLWHIV

Long-term stress exposure
Decades of living with a
stigmatised, life-limiting
condition,

Biological vulnerability
Chronic inflammation, HABI,
comorbid illness and
medication effects.

Psychological factors
Trauma history, past losses,
health anxiety and fear

of decline.

Social pressures
Stigma, isolation, discrimination
and financial insecurity.

Uncertainty

About the future, treatment
changes, ageing and
dependence.

Anxiety is a normal response

to extraordinary life experiences
— but when persistent, it becomes
disabling.

000 00O

WHAT CAN HELP?

CBT

=,
P

Psychoeducation Address trauma
and vali and and past
techniques experiences
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. Many survivors remain hypervigilant

Decades of living with threat, stigma and loss can
b3 leave a lasting imprint

A O @

about health, ageing and the future.
COMMON ANXIETY DISORDERS

Generalised Anxiety
Disorder (GAD)

Excessive worry about
health, finances, family
and the future.

M=,

Panic Disorder
Unexpected panic attacks, —,
physical symptoms and |
fear of recurrence.

* Phobias o

*  e.g needles, hospitals,
contamination or
leaving home.

on the nervous system.

KEY MAINTAINING FACTORS

ﬁzz

NG

1

pl wsical tension Poor sleap
Short-term refief but | thinking Headaches, muscle Increases worry
i gnifies threat tension, itati and it
and uncertainty. and breathlessness. reactivity.
® v
* b
* i
Sleep Physical activity Social connection Review
optimisation and breathing and community medications
exercises support and interactions

Q)

D

Health Anxiety
m Persistent worry about
v symptoms, tests and

cognitive decline.

Social Anxiety

Fear of judgement,
rejection or stigma in
social situations.

PTSD / Complex PTSD

Flashbacks, hypervigilance,
avoidance and emational
numbing.

Anxiety is treatable

Recognition, validation and tailored
interventions can restore hope
and improve outcomes.

& &

Isolation Substance use
Less support,
mare wWorry
and rumination.

May be used to cope,
but increases anxiety
avertime,

CLINICAL PEARLS

* Ask about worry as well as low mood.
Anxiety is often missed.

* Validate the impact of lifelong stress

and stigma.

Tailor treatment to cognition, frailty

and patient preferences,

Monitor and treat sleep problems.

Always assess suicide risk.

IMPACT OF ANXIETY

@
%
£

o
.

Cognition
Worry and tension impair attention,
memory and decision-making.

Sleep
Anxiety disrupts sleep, leading to
fatigue and poorer brain function.

Adherence

Avoidance, catastrophising and
health worry reduce engagement
with treatment and care.

Function
Avoidance and physical tension
limit activity and independence.

Quality of life
Persistent anxiety reduces
wellbeing and life satisfaction.

Anxiety is associated with poorer
health outcomes and increased
service use and costs.

RED FLAGS - SEEK URGENT HELP IF

» Severe panic or agitation
# Marked functional decline
* Suicidal thoughts

* Significant sleep loss

* Substance use escalation

\/

KEY MESSAGE

Anxiety disorders in older
people living with HIV are
common, treatable and
profoundly affect brain health,
function and quality of life.

Early recognition and integrated
care make a real difference.




Psychotic Disorders

Prevalence, assessment and treatment: a holistic, multidisciplinary approach

Accurate assessment and individualised treatment improve outcomes and quality of life

TREATMENT AND MANAGEMENT

1. PREVALENCE AND RISK FACTORS 2. ASSESSMENT AND DIAGNOSIS
HH st Q

HOW COMMON?

Higher rates of psychosis

in PLWHIV compared

with HIV-negative peers.
Estimates 2-5% over lifespan;
risk increases with age.

KEY RISK FACTORS

HIV and brain factors
HIV-associated brain injury (HABI),
CNS inflammation, opportunistic
infections, cerebrovascular disease

Ageing and comorbidity
Neurodegeneration, vascular risk,
sensory impairment, frailty

— Substance use
E° Alcohol stimulants, cannabis,

|ated wiibist

Mental health and trauma
Depression, anxiety, PTSD,
childhood or lifetime trauma

Medications

Polypharmacy, drug-drug
interactions, corticosteroids,
interferons, dopaminergic agents

Psychesecial factors
Atigma, isolation, bereavement,
poverty, housing instability

/J Risk accumulates across the lifespan
I from biological, psychological and
R social exposures,

4. RED FLAGS - SEEK URGENT HELP

* Acute onset conf

» New focal neurclogical signs or sefzures

* Sudden behavioural change or sevare agitation
» Suspected CNS infection or encephalitis

# Suicidal ideation or risk to self/others
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STEPWISE ASSESSMENT
= =
@ — @ —

- 4/;

1. Hlsbory 2. Mental state 3. Medical review 4. Inveshg,atuons 5. Differential
Onset, time course, Positive sympmm; HIV history, comarbidities,  Bloods, B12, TFTs, UKEs, diagnosis
tous ef delusions, halluci ) pharmacy, e, syphilis, CRP, urine tox,  Rule out dalirium,
substance use, negative symptoms, physcca! and neumluglcal CDA4, viral load, depression, dementia,
trauma, meds mood, cognition imaging as indi d subst, ind\

psychosis

POSSIBLE CAUSES OF PSYCHOSIS IN OLDER PLWHIV

HiV-associated
brain injury (HABI)
CNS inflammation, neuronal
damage, vascular injury

Opportunistic
infections
e.9. PML, toxoplasmaosis,
cryptococeosis

Substance-induced
psychosis
Alcohol, stimulants, cannabis,
GHEB/GBL, ketamine etc.

Think reversible. Treatable causes are common.

Primary psychotic
disorders
Schizophrania-spectrum
iliness, late-onset psychosis

Mood disorders
with psychotic features
Major depression, bipolar
disorder

Delirium and
neurocognitive disorders
HABI, dementia, Lewy body

disease, vascular disease

Early differentiation prevents unnecessary treatment and improves outcomes.

PRINCIPLES
9 Identify and treat underlying causes

e Person-centred, trauma-informed care

. Start low, go slow

0 Regular review of benefits and side effects

@ Minimise polypharmacy and interactions

‘; Work in partnership with the person and carers

PHARMACOLOGICAL TREATMENT

Use antipsychotics judiciously

* Start low, go slow

* Monitor for metabolic, cardiac and
neurological side effects

# Clozapine rarely used - consider
only in treatment-resistant cases

* Consider long-acting formulations
for adherence issues

NON-PHARMACOLOGICAL INTERVENTIONS
* Psychological interventions
(CBT, psychoeducation)
= Manage sleep, pain, sensory impairment
* Address substance use
* Social support, housing, meaningful
activity and community connection

i W @

d care Person-centred, Early intervention

&

Psychosis is g

and multifactorialin s e-nsemia\ toidentify  improves outcomes collaborative care protects brain health,
older PLWHIV. reversible causes. and reduces relapse. builds trust and independence and
Supports rcavery. quality of life.

E0C0900

HIV specialist / physician
Psychiatrist / neuropsychiatrist
Clinical psychologist
Neuropsychologist

MNeurolegist (as indicated)

With the right assessment

and support, people can

live well, stay connected
and maintain hope.

Pharmacist

Nursing, social work and peer support




Sleep: The Forgotten Symptom

A bidirectional relationship - poor sleep and low mood feed each other

HOW POOR SLEEP CAN
WORSEN MOOD

Affects brain regions
involved in emotion
regulation (amygdala,
prefrontal cortex)

2

Increases stress
and emotional
reactivity

Alters neurotransmitters
(serotonin, dopamine)
linked to mood

Reduces resilience
and ability to cope
with daily challenges

Increases risk of
depression, anxiety
and relapse

Chronic illness
and pain

# 8.

Poor sleep affects
mood and emotions

A vicious
cycle that
can worsen
over time

POOR SLEEP

|
|
Difficulty falling asleep,
frequent waking,
| early morning waking,
non-restorative sleep

LOW MOOD

Sadness, irritability,
hopelessness,
loss of interest,
low motivation

Low mood affects
| sleep quality

FACTORS THAT CAN DISRUPT BOTH SLEEP AND MOOD

[e]

Financial stress
and worries

Medications

.’e (side effects)

Alcohol and
substance use

[ ] @ @ Social isolation

'.‘ and loneliness

HOW LOW MOOD CAN
WORSEN SLEEP

Ruminative thinking
and worry make it
harder to switch off

Low motivation
leads to irregular
sleep routines

Heightened arousal
and stress hormone
activity

Less daytime activity
and exposure to light
disrupts sleep drive

Reduced enjoyment
and energy for healthy
sleep habits

a Neurological
% conditions

Life events and
loss or trauma

POTENTIAL CONSEQUENCES WHAT CAN HELP BREAK THE CYCLE

[

Reduced
quality of life

Poor treatment
adherence

Improving sleep can lift mood.
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t‘l—
Impaired concentration,
memory and function

x

Regular physical
activity

A C

Increased risk of
suicide

Higher healthcare
use and costs

Good sleep
hygiene

m S 1

® o (9 ) ’

L . S X

Talking therapies
& support

Review of medical
and psychiatric
treatment )

Daylight
exposure

Assess both sleep and mood together for the best outcomes.




Trauma Across the Lifespan

Many people living with HIV carry multiple, overlapping traumas
that shape mental health and wellbeing over time

CHILDHOOD ADOLESCENCE YOUNG ADULTHOOD MID ADULTHOOD / AIDS ERA OLDER ADULTHOOD

0--”

=
B8
O O O O O >
0-12 YEARS 13-24 YEARS 25-39 YEARS 40-59 YEARS 60+ YEARS

Early adversity Identity and HIV diagnosis AIDS era Later life
« Abuse or neglect social challenges and early impact and its aftermath stressors
« Family dysfunction = Coming out and = Receiving an HIV e Witnessing illness * Ageing with HIV
« Domestic violence sexual minority stress diagnosis and loss of friends * Physical health decline
+ Poverty and instability » Bullying and stigma = Fear, shock, uncertainty * Grief and bereavement » Cognitive changes
« Bullying and » Relationship difficulties « Disclosure difficulties e Survivor guilt s/l oneliness and isolation

discrimination * Substance use ¢ Rejection and stigma = Discrimination in . » Loss of partner(s)

and experimentation e Financial and heaithcare and society and community
occupational impact * Employment and

3 s Financial insecurity
housing loss

CUMULATIVE IMPACT () % w |\' éi'

OVER TIME ; L _ : lam
Chronic strass Impact on brain Increased risk of Reduced resilience, Greater risk of
and allostatic load | develnpmen.t.and menta_d and physical ! func_tion ar_1d : i§olation and
neurocognition ' ill health : quality of life ' disconnection
PROTECTIVE FACTORS 0o o \"J : uf)s ﬁ _ 0
Build resilience ..‘ Q y
at every stage Supportive Affirming Trauma-informed, Coping skills Stable housing Integrated
relationships communities compassionate care and self-care and resources HIV and mental

health services
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Stigma as a Chronic Stressor

The hidden burden that drives poor mental and physical health in people living with HIV

Stigma is persistent, cumulative and embedded in everyday life
FORMS MA HOW STIGMA ACTS AS A CHRONIC STRESSOR

|
HIV STIGMA e
STRESS RESPONSE @ Psychological impact
. e row i Shame, low self-esteem, self-blame
Persistent activation of: ) ; 5
and internalised stigma

Negative attitudes, blame and EXPOSURE TO STIGMA
discrimination related to HIV
+ Stress hormones
(cortisol, adrenaline)

= Enacted stigma
(discrimination)

* Anticipated stigma

transmission and misconceptions

SEXUALITY STIGMA {fear of discrimination) + Sympathetic nervous " <

R Behavioural impact
Discrimination related to sexual * Internalised stigma system ¥ . y
orientation, gender identity and (self-blame, shame) SilRflaRmatich Delay in testing, disclosure challenges,
expression avoidance of care, social withdrawal

Immune dysregulation
* Reduced neurcplasticity

* Structural stigma
(inequitable systems)
AGEISM

Stereotypes and discrimination

related to ageing and assumptions OVER TIME THIS LEADS TO...

about decline

Relationship impact

Strained relationships, isolation
and reduced social support

0O

P Agas

4 {J@i} Changes in brain m Cardiovascular Weakened Greater vulinerability
INTERSECTIONAL STIGMA =) function and v and metabolic immune to mental health Economic impact
The combined impact of multiple e righ TS0ALY preblens Discrimination in employment
stigmati:led cnidEntities leading to T financial insecurity and poverty
greater disadvantage

COMES
STIGMA IS NOT JUST ATTITUDES Health impact
Q n ﬂ oo Depression, Cogritive — Poor ART I\ @E Increased Worse mental and physical health,
o0 A :’;’;‘;W and impairmant n° adherence III “"")b‘:’:‘f and poorer quality of life and
Words Behaviours Policies Structures Functional More hospital moviality shorter life expectancy
decline admissions

Experienced in healthcare, communities, workplaces,
media and even internalised

REMEMBER .. . o
Stigma gets under the skin — and under the brain - affecting health across the lifespan ... Stigma is not a personal failing.

Itis a social and structural problem
that requires a collective response.

PROTECTIVE FACTORS 00e KEY MESSAGES
- ..‘ ° Stigma is common, harmful and persistent.

3 ﬂ 8 =% | compassion |
it drives st that damage brsin and body over time.
'.‘ w “ L RESPECT ° rives stress responses that damage brain and body over time.

INCLUSION o It increases risk of depression, cognitive decline and poarer outcomes.
Supportive Affirming Stigma-free Advocacy and Resilience EQUITY
relationships communities healthcare rights and meaning

° Addressing stigma is essential to improve mental health, engagement in care A STIGMA-FREE FUTURE
and quality of life for peeple living with HIV. LEADS TO HEALTHIER

BRAINS, BETTER LIVES
AND STRONGER COMMUNITIES

Reducing stigma is good medicine. Together we can build a world where everyone living with HIV can thrive.
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Frailty and Brain Health

HOW FRAILTY CONTRIBUTES
TO POOR MENTAL HEALTH

AND BRAIN HEALTH

Biological vulnerability [
‘ Inflammation, hormonal

changes and multimorbidity

affect brain health

Reduced physical function

Limits independence,

activity and social

participation

Chronic illness burden
Pain, fatigue and repeated
hospitalisations increase
risk of depression

and anxiety

Polypharmacy

Increases risk of CNS side
effects, delirium and
cognitive impairment

Social consequences
Isclation, loss of roles and
bereavement worsen
mental wellbeing

0'v"6%l==l

Ageing  Multimorbidity Polypharmacy Sleep
problems
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Cogpnitive
decline

o®e
dgan

Social isolation

FRAILTY

* Reduced reserve
and resilience

* Sarcopenia and
weakness

* Slower recovery
from stressors

» Higher vulnerability
to illness and disability

Depression
and anxiety

Physical activity  Good nutrition Sleap
and hydration

and strength

and loneliness

training

Frailty increases risk
and severity of mental

iliness and cognitive decline

: viclous
L CYCLE /

Mental illness and brain
health problems increase
risk and severity of frailty

SHARED CONSEQUENCES

Falls and
fractures

Hospital
admissions

psychosis
Cognitive impairment
Sleep disturbance

Stress and trauma

Poor brain health

&

Loss of
independence

WHAT CAN HELP? (BREAK THE CYCLE)

Mental health

treatment

optimisation

MENTAL ILLNESS /
BRAIN HEALTH

Depression, anxiety,

2

=2

\ g
Increased
mortality

L+

Medication Social connection Integrated,
review and and purpose person-centred
deprescribing care

HOW MENTAL ILLNESS AND POOR
BRAIN HEALTH CONTRIBUTE

OO0 ®C€

TO FRAILTY

Behaviour and motivation
Low motivation and apathy
reduce activity, exercise

and self-care

Sleep disturbance
Leads to fatigue, reduced
physical performance
and slower recovery

Poor nutrition

Poor appetite and
malnutrition increase
muscle loss and weakness

Medication effects
Sedation, dizziness and
orthostatic hypotension
increase frailty risk

Stress and inflammation
Chronic stress and elevated
inflammation drive muscle
wasting and frailty

KEY MESSAGE

W%

Frailty and mental illness/brain
health problems fuel each other.

Early identification and integrated
care can break the cycle and

improve outcomes.




Nutrition & Mental Health in Older Adults Living with HIV

HOW NUTRITION INFLUENCES BRAIN AND MENTAL HEALTH

WHY IT MATTERS

People living with HIV (PLWHIV)
have increased risk of
cardiometabolic disease,
frailty and cognitive decline.

NUTRITIONAL FACTORS

Micronutrients
(B12, folate, vit D,
iron, zinc, omega-3)

Mutritional deficiencies and
poor diet quality are common
and often overlooked.

S
~ BRAIN HEALTH

& HABI

Protein & energy
adequacy

Nutrition strongly influences

Diet quality
mood, cognition, energy,

(Mediterranean-style

WHAT CAN WE DO?

ASSESS

* Routine nutrition screening (MUST)
« Micronutrient testing when indicated

MENTAL HEALTH * Review weight, appetite & function
OUTCOMES
- — 4 OPTIMISE
epression & low moo
- + Balanced, nutrient-dense diet
i = Protein intake for muscle & brain
nxiety & worry
» Omega-3 rich foods
Cognitive complaints * Hydration
& slower processing
SUPPLEMENT

{C % e i

il - L L

[ ws Q¥ %

immunity and functional patterns, fibre, Neishie —aton Fatigue & low energy . Treat‘ deficiencies (e.g. B12, vit D)
indenendaics: phytonutrients) i * Consider targl?jted supplements
L B Sleep disturbance where appropriate
Gut health » Vascular health
@®@® Addressing nutrition can Emrcrobmme, « Neurotransmitter synthesis Rediiced wellbeing SUPPORT
i ntati 3 T P 2
“‘ lrmpiilrio:e rnennctial htifltitf’;f . ermentation) « Myelin & neuronal integrity & quality of life » Dietetic input & perscnalised advice
esilience and quality €. Hydration +» Address food insecurity
I e ~ » Social support & community
P ——— = resources
COMMON CONTRIBUTING FACTORS IN OLDER PLWHIV
°9e . ‘, N ' 0®¢ NTEGRATE _
ad@» == [ ‘.‘ » Collaborate: HIV, psychiatry,
&P:‘)lg,rpharr\;na‘t:i«It Food Iinsec‘urity Chranic inflammation Sacial isolation, Blcohol, substance Poor oral I?ealth primary care, geriatrics, dietetics
N & financial & comorbidities stigma & trauma use & smoking 8chewing « Monitor & review regularly
interactions barriers problems

BENEFITS OF GOOD NUTRITION

@ i @ I\;_.zz /J
-+ S A =y I
v / aid
Better physical Improved mood Moare energy Stronger immunity Better sleep Improved quality
health & cognition & function & resilience quality of life
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KEY TAKE HOME MESSAGE

OUR APPROACH

Nutrition is a powerful, modifiable factor
that supports brain health, mental wellbeing
and healthy ageing in people living with HIV.

Integrated, holistic care that
addresses nutrition alongside
physical, mental and social
needs leads to better outcomes
and healthier lives.

oo
T
Good nutrition is an essential part
of person-centred HIV and mental
health care.




Polypharmacy and Mental Health

COMMON MEDICATION CLASSES

ANTIRETROVIRALS

.Oo e.g. TAF, DTG, BIC, boosted Pls
Metabolism via CYP450
and transporters

PSYCHOTROPICS

e.g. antidepressants,
antipsychotics, benzodiazepines,
mood stabilisers

CARDIOVASCULAR AGENTS
e.g. antihypertensives,
antiarrhythmics, statins,
antiplatelets, anticoagulants

METABOLIC AGENTS
e.g. diabetes medications,
thyroid replacement,
lipid lowering agents

PAIN & INFLAMMATION
e.g. opioids, NSAIDs,
corticosteroids, gabapentinoids

Gl & OTHER AGENTS
e.g. PPls, laxatives,
bladder medications,

O
&
o
O

supplements

Average clder person with HIV
often takes 8+ regular medications

‘k@
Multimorbidity
& frailty

ii
Ageing
(=50 years)
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Many older people
and physical heal

conditions — i

ng with HIV take multiple medications for HIV,
easing the risk of interactions and adverse effects.

1. INTERACTIONS: COMPLEX AND COMMON

Pharmacokinetic
interactions
Affect absorption, 4 L3
distribution e N o
and excretion i LS =
!:
18 W MULTIPLE
S MEDICATIONS
CYP450 & transporter | |

Pharmacodynamic
interactions
Additive or opposing
effects increase

risk of taxicity or
therapeutic failure

interactions L . i Cur.nulathive .
Many drugs share ;:T;::' nergic
pathways (e.q. e e
CYP3A4, 2D6, P-gp, From multiple

BCRF, OATPs)

medications

HIGH RISK MEDICATION COMBINATIONS (EXAMPLES)

Boosted Pls + Antihypertensives
il Jrel
antipsychotics opioids

1 Sedation, T Hypotension,
respiratory syncope, falls

depression

4. WHO IS AT GREATEST RISK?

s’ 6 ¢

Existing cognitive
impairment or
mental illness

=5 regular
medications

Renal / hepatic
impairment

Multiple: Anticanguiins
anticholinergic disturbances
drugs

1 Cognitive 1 Bleeding
impairment, risk

delirium

» &

Pelypharmacy
present for =1 year

ntal health

3. IMPACT ON FALL RISK

2. IMPACT ON COGNITION

Anticholinergic Sedation ,
load Reduced alertness, . L]
Impaired attention, slowed processing
memaory and speed

\\g:xecu!iva function 5 \

Orthostatic hypotension
From antihypertensives,
psychotropics, diuretics,
vasadilators

@

Sedation & psychomotor
impairment

From benzodiazepines,
antipsychotics, opioids

Delirium risk Vascular effects Muscle weakness
Acute confusional Hypotension, & deconditioning
states, fluctuating metabolic effects, Steroids, inactivity, frailty
cognition arrhythmias
) Visual disturbance
'Meubnh‘: @) Anticholinergics, opioids,
disturbances hypotension
Hyponatraemia,
B12 deficiency, Gait & balance impairment

Neuropathy, vestibular
dysfunction, cerebellar
effects

thyroid dysfunction

oorer cognition, reduced independence,

Result: increased falls, fractures,

medication errors and poorer quality of life
hospital admissions and loss of

independence

5. WHAT CAN HELP?

Regular medication review (start low, go slow, but also stop)
Use deprescribing tools and STOPP/START criteria

Check for interactions (use digital tools, BNF, Liverpool HIV Interactions) . .
Minimise anticholinergic burden .
Menitor cognition, mood, orthostasis and falls risk

Person-centred,
® team-based care
leads to safer
medication use
and better brain

Involve patient and carers in shared decision making
health cutcomes

Q000000

Coordinate care across HIV, primary care and mental health




The CASCAID Model

Integrated neuropsychiatric care for people living with HIV

Expert assessment, treatment and support for HIV-Associated Brain Injury (HABI) and mental health conditions

WHO WE SUPPORT HIV MEDICINE OUR APPROACH

People living with HIV Optimised HIV care

with neurological or ART and side-effect
management

Person-centred
We listen, involve and

neu;c.?sychlatnc mebioiy marcemert respect individual goals
conditions SPECIALIST NURSING Treatment adherence PSYCHIATRY and preferences
HIV-Associated ﬁare:t;(wrdina:ion Afssessrzem a‘m:i treatment

2 3 ealth promotion of mood, anxiety, Inteagrated
Brain Injury (HABI) Medication support psychosis and trauma g-
cognitive, behavioural, Moanitoring and review . Medication management We br.ldge HIV, nelfrology,
neurological and Liaison and advocacy . Suicide risk assessment psychiatry and social care

psychiatric presentations

PERSON

Trauma-informed

Mental health disorders
9 depression, anxiety, LIVING WITH HIV We recognise the impact
sychosis, PTSD and NEUROLOGY At risk of or living with: of trauma and stigma
Eo!r; lex trauma Neurological assessment - PSYCHOLOGY
P » HIV-Associated Brain Injury (HABI) = :
CNS infections il Psychological therapies .
@@®® Complex multimorbidity Movement disorders = Mental r.'Less e Trauma-informed care Inclusive
'-‘ frailty, pain, sleep Seizures = Ne“"‘fbg'ca' "’mlf'!'cat'f’“.s CET, ACT, EMDR We promote equity and
disorders and physical Neuroimaging liaison = Frailty and multimorbidity Coping strategies culturally responsive care
comorbidity * Psychosocial adversity Behavioural support
m LGBTQ+ communities Outcome-focused
<\ .4 people experiencing NEUROPSYCHOLOGY ' COMMUNITY & SOCIAL CARE We aim to improve
minority stress Assessment of HABI Social prescribing quality of life, function
Cognitive assessment Peer :UPPZ"T and wellbeing
Rehatilitation strategies Benefits advice t
. Pt.aople affected by esimnciing sgem MULTIDISCIPLINARY WORKING Housing support
\J stlg.rna, trauma and Return-to-work Regular MDT meetings Link to community
social disadvantage support Shared care planni resources

Joined-up communication
with patient and carers

i
HOW WE WORK 5
Comprehensive - @ a @ MDT discussion sy lv= Collaborative Coordinated 2 ,\ Ongoing review -5 o/ Achieve personal
assessment i 8 R formulation v—| careplan interventions w & adjustment goals together

OUR GOAL: | _ Improved cognitive | Better treatment Greater independence Reduced hospital Stronger connections, Enhanced quality
Better brain health, : function and adherence and and daily admissions and " community and of life and
b It | mental wellbeing health outcomes functicning | crisis episodes | / belonging hope for the future
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Future Directions

Digital health, telepsychiatry and prevention

Innovating care to improve access, early detection, resilience and outcomes for people living with HIV

3. PREVENTION & EARLY INTERVENTION

Prevent problems, promote brain and
mental health

1. DIGITAL HEALTH

Technology to extend reach and precision

Wearables & passive monitoring

Sleep, activity, heart rate and
cognition indicators

9

Digital cognitive assessments
Remote screening, longitudinal
tracking and flagging of change

Apps for self-management

Moed tracking, medication
reminders, psychoeducation

Data-driven insights
Risk stratification, personalised
care pathways and interventions

Secure and accessible
Privacy-by-design, inclusive

and easy to use

Ageing & HIV 2026 | Dr Michael Newson

2. TELEPSYCHIATRY & CONNECTED CARE

Bringing expert care closer to the person

s
'\!/ Y

Digital peer support

Community connection, +._

reduced isolation

Home-based care

Supports independence

and comfort

Better access Timely
to care intervention

(2]

———
Video consultations
Increased access,

less travel, more choice | . (\ ‘ ‘/_.-l

Virtual MDT
Integrated, timely
specialist input

Person living

with HIV i "“‘\1;'
Connected, supported ( m |
and seen 2 \\ 7
— Remote_'Follow—up
/ -\\. Monitoring,
{ h ) medication review
P i and support

Shared digital records
Seamless information |

| sharing across teams |
L )

Benefits

v Y ®

Improved adherence
and outcomes

Empowerment
and engagement

Efficient and
sustainable care

Early detection of HABI
Routine screening for cognition,
mood and function

Mental health promotion
Building resilience, coping skills
and self-care

Lifestyle and brain health
Exercise, sleep, nutrition,
smoking cessation

Address social determinants
Housing, finances, stigma,
social isolation

Trauma-informed care

Recognise, respond and
prevent re-traumatisation

Risk reduction
Substance use support,
safe sex, harm reduction




Take Home Message

Good mental health is central to successful ageing with HIV

Thank you for listening.

cascaid@slam.nhs.uk
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