AIDS in Older People

he diagnosis of acquired immunodeficiency syndrome

(AIDS) has recently been found to decrease slightly for
patients in many subgroups and age groups. A notable excep-
tion to this trend is the lack of decrease in AIDS in older
people.’~?

This development is accompanied by some special prob-
lems for older people, partly because of the greater stigma
they attach to the diagnosis. In younger age groups, accord-
ing to one study, only 89% of people with AIDS disclose this
information to their physician. Disclosure of AIDS to the
patient’s dentist is even lower (53%).* Many people choose
to die of AIDS rather than have it identified officially, and
more older than younger patients are likely to make this
decision.® As a result, older people can be expected to avoid
the diagnosis of AIDS and may refuse to disclose it even if
they are aware of it.

In older people, conditions that are comorbid with AIDS
may cause nearly as much difficulty as the diagnosis itself. In
particular, people who are homeless, nursing home patients,
and persons in epidemic situations are often subject to an
escalating threat of tuberculosis.®” Studies throughout the
world have indicated increasing difficulty not only with tu-
berculosis but with resistant tuberculosis.®~° In conjunction
with this outbreak of tuberculosis, problems with compliance
with medications for tuberculosis have increased.!! Although
older people are among those who are diagnosed with tuber-
culosis, they also have special problems with some of the
usual infections seen particularly in AIDS. It has been sug-
gested that older adults have increased problems with relapse
of Pneumocystis carinii pneumonia.’> AIDS may also lead to
increased problems with certain cancers, in particular, cervi-
cal cancer, which is an increased problem in women with
AIDS.'3 Other coexisting illnesses complicated by AIDS in-
clude a wide variety of infections and cancers that have not
been studied specifically in conjunction with AIDS. Because
there is a wide variety of both infections and cancers among
older people, there are likely many important entities that are
worsened by AIDS and that will lead to increased mortality.

The spread of AIDS in older people is certain to lead to
problems in regard to their health beliefs. These health pre-
sumptions have been particularly studied in women. Impres-
sions about AIDS held by Latina women are sometimes
accurate but are often inaccurate and very incomplete.'* The
nursing literature also indicates that viewpoints about AIDS
held by white women, especially low-income white women,
are very inaccurate.!’ Studies concerning AIDS in heterosex-
ual women in Germany indicate an increasing problem,
partly because of poor health practices and inaccurate beliefs
about AIDS.! Another study has indicated that it is very
difficult to find infected women and to produce an accurate
estimate of infection occurrence.'® Indications of the increase
of AIDS in older American women have appeared for some

time and were reviewed in an alert published in 19952 and
have also been reviewed by Tichy? and others.

See also pp 153 and 249

There are indications that treatment and care can be
difficult for older people with AIDS. One of the reasons for
this is that many have factors that tend to decrease their
compliance with antiretroviral therapy. These include pov-
erty, memory failure, and health beliefs that favor the use of
nontraditional medications. Increasing compliance can be
seen, however, when there is no history of intravenous drug
use and if the older individual is not depressed.'” In addition
to the factors associated with treatment compliance, which
will probably vary greatly among groups of older people, it is
difficult to care for people who wish to stay home with the
complications of AIDS. Because homecare would seem espe-
cially likely to be chosen by older persons, homecare units or
mobile units will be indicated to help with the problem of
their care.8

The study by Chen et al. in this issue of the Journal ** is
based on the Maryland AIDS Registry from 1981 to 1984.
Certain outcomes noted in the paper are worthy of further
mention. First, the proportion of whites with AIDS was
higher in the older group than in the younger group in this
Maryland population. This probably reflects the location of
the patients and their economic status. Second, transfusion
appears to be a less important source of AIDS than sexual
transmission and drug abuse in this group aged 60 years or
older. This change is also noted in some of the international
data.!

There is at least one important caveat in this interpreta-
tion of AIDS in older people.!” Now that the entities “wast-
ing syndrome” and HIV encephalopathy contribute to diag-
nosis, there may be some inflation of case numbers as a result
of inclusion of patients who would not previously have met
criteria. These new cases are often active people with histories
of indiscretions rather than blood transfusion.

As AIDS becomes more common in older people, the
issue of the feasibility of screening arises. Because it is so
difficult to recognize AIDS encephalopathy among other de-
mentia cases, should AIDS screening become a part of demen-
tia tests? The answer to this is probably no, unless the
patient’s history points to some high risk. However, older
people are rarely questioned about such matters and may
refuse to discuss drug abuse or their sexual history.

Problems with health beliefs merit further study in the
United States and increased educational programs, possibly
with posters in senior centers, talks in senior centers, and
other forms of education. The effectiveness of various cam-
paigns that point out the risk of AIDS to older people should
be evaluated.
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A tragic part of the increased development of AIDS in
older people is their shorter survival time compared with the
younger people. This greater mortality may reflect actual
damage by the HIV virus itself, the comorbid conditions of
AIDS, and difficulties in compliance with treatment and in the
delivery of care. It may also reflect a different mix of oppor-
tunistic infections, increased severity of the tuberculosis
problem, or a decreased choice of aggressive treatment by
older people. Reasons for increased mortality of AIDS in
older people certainly need further study.?**'

The letter by Thong and Tuazon, also published in this
issue of the Journal, reflects some of the successes in therapy
in the case of a woman with AIDS.?? It also reflects the need
to maintain vigilance for cases of AIDS in older, heterosexual
women,

Many of the questions regarding prevention of AIDS in
older people require much further study. Studies should
include work on health beliefs in different subgroups, peo-
ple’s willingness to be tested for HIV, the feasibility of pre-
ventive vaccine trials, the likelihood of self-disclosure, use of
appropriate precautions, design of education, and develop-
ment of improved communication between physicians and
patients.
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