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Adherence to Recommendations from
Comprehensive Geriatric Assessment
of Older Individuals with HIV
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Abstract
This retrospective cohort study sought to assess the effectiveness of comprehensive geriatric assessment (CGA) for older
patients at an HIV clinic in a large US city. We systematically reviewed medical records of all patients who underwent CGA
from June 2013 to July 2017. In addition, physicians and social workers completed an anonymous survey about the impact of CGA
on their patients. For the 76 patients (median age 67.2; Q1, Q3 ¼ 60.9, 72.6) seen by geriatricians at the clinic, there were 184
recommendations, 54 instances of counseling, and 11 direct actions. Overall adherence to recommendations was 32.8%, 34.9%
for patient-directed, and 31.7% for provider-directed recommendations. No demographic or CGA variables were associated with
adherence. Despite this lack of adherence, surveyed providers reported that they usually or always followed recommendations;
the most frequently cited barrier to implementation was lack of feasibility. Further research will be needed to determine how
CGA can improve outcomes for this population.
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Introduction

The advent of effective antiretroviral therapy has dramatically

increased the life span of people living with HIV infection.1 As

a consequence, the population of individuals with HIV is aging.

According to the Centers for Disease Control and Prevention,

in 2015 approximately 47% of those living with HIV infection

in the United States were at least 50 years of age,2 and a study

predicts that by 2020 this percentage will rise to 70%.3 Older

people with HIV (OPH) have a higher risk of age-related

comorbidities such as cardiovascular disease, type 2 diabetes

mellitus, fractures, and impaired kidney function compared to

HIV-uninfected individuals of the same age.4 In addition, they

have higher rates of multimorbidity,5,6 low bone density,7

frailty, functional impairment,8 and geriatric (age-related) syn-

dromes9 than their HIV-uninfected counterparts. The OPH

have high rates of depression,10 loneliness,11 and social isola-

tion,12 as well as increased levels of neurocognitive disorders13

and low rates of advance care planning.14 Research on the

clinical care of OPH is limited, however, and although geriatric

care has been proposed,15-17 there is no consensus regarding the

role of geriatric specialists and the comprehensive geriatric

assessment (CGA) in the care of older patients with HIV.18

Comprehensive geriatric assessment, the complete evalua-

tion of a patient over multiple health, medical, and psychoso-

cial domains, has not been formally studied in people living

with HIV; CGA has been shown to have utility in other ger-

iatric populations seen by subspecialists such as oncologists,

however. One recent large meta-analysis found that CGAs may

influence 21% to 49% of treatment decisions for older patients

with cancer.19 Some individual studies show an even greater

impact; CGA results influenced disease management decisions

for 82% of patients in a study of 161 older patients with
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cancer.20 Comprehensive geriatric assessment has also enabled

the detection of new clinically significant findings. For exam-

ple, in a study, vision loss was newly detected in 18% and

hearing impairment and depression newly detected in over

70% of older patients undergoing CGA.21 Furthermore, long-

term outcomes have been shown to be affected by the CGA.

One recent meta-analysis of 22 CGA-related studies showed

that, among adults admitted to the hospital, those who undergo

CGA were more likely to be alive at 12-month follow-up com-

pared to those who did not undergo CGA.22

Geriatric programs and syndromes are gaining attention as

adults with HIV age.18 Our geriatric HIV clinical program

offers the opportunity to study the impact of CGA in a unique,

long-standing, integrated, multidisciplinary HIV clinic. This

study had 2 components: The first was to describe the recom-

mendation patterns that arose from the CGA in a population of

HIV-infected older adults, and to assess the adherence to rec-

ommendations during a 6-month follow-up. The second com-

ponent of the study was a survey of clinic provider impressions

of the value of geriatric consultation.

Methods

Setting

The HIV clinic at the New York-Presbyterian Hospital–Weill

Cornell Medical Center (Center for Special Studies) follows

approximately 2800 HIV-infected adults at 2 locations in New

York City. All patients are followed by a designated HIV spe-

cialist (infectious diseases or internal medicine physician) and

a social worker. Full-time psychiatrists and dieticians are also

available at both locations.

As part of a program for people aging with HIV, a geriatrician

has been consulting on patients onsite at the clinic since 2013;

foundation support for 2½ years starting in 2015 enabled the

addition of a second geriatrician along with other nonclinical

offerings such as an arts program. HIV providers preferred an

opt-in program with no fixed criteria such as age for referral.

Instead, members of the patients’ primary care teams make ger-

iatric referrals based on perceived need (such as cognitive or

functional complaints), and consultations take place once a week

during clinic sessions. Each consultation includes a CGA,22

comprised of a thorough review of each patient’s physical and

mental health, as well as their daily functioning and strength of

social support systems. Several validated scales are used in each

patient’s CGA. The geriatrician writes a full consultation note

(including the CGA results) in the electronic medical record and

presents the case during the team’s afternoon rounds. Patients

can opt to follow up with the geriatrician, and most are seen

longitudinally every 6 to 12 months. This study examines only

the results of the initial CGA.

Study Design

This study was a retrospective cohort study, conducted via

chart review. All HIV-infected patients treated at the clinic who

were seen at least once by a staff geriatrician between June

2013 and July 2017 were included in the study.

We abstracted demographic and clinical data from the first

geriatric consultation visit that included a CGA. This included

age, sex, race/ethnicity, HIV risk factors, marital status, insur-

ance status (Medicaid versus non-Medicaid insurance), date of

HIV diagnosis, and most recent HIV viral load. Measures from

the CGA included standard, validated assessment tools: the

Patient Health Questionnaire 4 (PHQ-4) depression/anxiety

scales,23 Montreal Cognitive Assessment (MoCA),24 Géronto-

pôle Frailty Screening Tool,25 Veterans Aging Cohort Study

(VACS) mortality score,26 as well as generic quality-of-life

questions about health, pain, and function. The list of the items

used in the clinic’s CGA is provided in Appendix.

Interventions during this initial visit were divided into 3

categories: (1) recommendations, (2) provision of informa-

tion/counseling, or (3) direct action taken during the visit.

Because direct actions (such as making a phone call for a

patient) and counseling (eg, about aging or emotional responses

to retirement) did not require a response and could not be

assessed via chart review, only recommendations were evalu-

ated to assess effectiveness of the CGA.

Recommendations were further divided into patient- or

physician-directed recommendations, based on prior study

models by Reuben et al.27 All interventions were then subdi-

vided into the following categories: (1) medications, (2)

screening/diagnostic test, (3) procedure, (4) referral/follow-

up, (5) psychosocial intervention, (6) exercise and nutrition,

(7) behavioral health and substance use, and (8) recommenda-

tion for home services. Examples of common recommendation

types are provided in Table 1.

Adherence to recommendations was defined as chart evi-

dence of fulfillment of the recommendation within 6 months

following the date of the CGA. Two independent investigators,

other than the geriatrician who performed the clinical assess-

ment, reviewed each patient chart, including physician, social

worker, and nutritionist visit notes; medication, laboratory, and

What Do We Already Know about This Topic?

The population with HIV is aging, and clinical programs

are applying geriatric concepts to their care.

How Does Your Research Contribute to the
Field?

This study documents that recommendations based on

comprehensive geriatric assessment (CGA) for older peo-

ple living with HIV (PLWH) are often not implemented.

What Are Your Research’s Implications toward
Theory, Practice, or Policy?

Classic CGA may require adaptation to meet the needs of

older PLWH.
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radiology/procedure notes; and documentation of telephone

encounters.

Any differences in coding of recommendations were dis-

cussed and reconciled to ensure consistency in categorizing

interventions and determining adherence to recommendations.

Provider-directed recommendations were considered

“fulfilled” if the recommended event actually happened—for

example, if the geriatrician recommended that the primary care

provider order an echocardiogram for a patient, the recommen-

dation would only be considered fulfilled if there was evidence

in the chart that an echocardiogram was actually completed.

The act of simply ordering the test would not constitute fulfill-

ment of a provider-directed recommendation.

For the purposes of analysis, we examined both patient-

directed adherence and provider-directed adherence as a whole

and at the patient level. At the patient level, adherence was

defined as following at least 1 patient- or provider-directed

recommendation. Continuous data are summarized as median

(first quartile, third quartile) with the inclusion of the overall

range if appropriate. Pearson w2 and Wilcoxon rank-sum tests

assessed for comparison in the following variables based on

whether or not a patient was “adherent”: sex, age, HIV viral

load (dichotomized as <200 copies/mL versus �200 copies/

mL), recipient of Medicaid, HIV risk factor (dichotomized as

men who have sex with men versus other), MoCA score

(dichotomized as <26 versus �26), Gérontopôle frailty assess-

ment, PHQ-4 depression and anxiety scores, and VACS 5-year

mortality risk. Additionally, the relationship between the total

number of recommendations per patient and adherence rates

was assessed by scatter plot and Spearman correlation. Data

were analyzed using Stata (StataCorp 2011, Stata Statistical

Software: Release 12; StataCorp LP). A P value of less than

.05 was considered statistically significant; no adjustments

were made for multiple comparisons.

Provider Survey

Provider survey study data were collected and managed using

the Research Electronic Data Capture electronic data capture

system hosted at Weill Cornell Medical College.28 Full-time

clinic social workers and physicians were eligible for the sur-

vey portion of the study. The medical director of the clinic e-

mailed a description of the survey to potential participants (10

HIV specialists, 4 psychiatrists, and 10 social workers) using

institutional review board (IRB)–approved language, along

with a link to the survey.

Consenting participants first completed a form that con-

tained questions about their clinical role, sex, ethnicity, and

age. Next, the participant was taken to a survey about geriatric

consultation that was analyzed separately from the demo-

graphic information in order to preserve participant anonymity.

The survey included questions about the number of referrals,

length of time employed at the clinic, likelihood of referring,

usefulness of the consultations, and barriers to implementation

of recommendations. Most questions used a multiple-choice

format, with options to write in explanations (eg, reasons why

recommendations were not followed other than those listed).

Ethical Approval and Informed Consent

The retrospective study protocol was approved by the IRB of

Weill Cornell Medical College (IRB 1505016187), and

the requirement for informed consent was waived because the

study was felt to have minimal risk to participants and the

research team performing the chart reviews did not have con-

tact with the study participants. The provider questionnaire

aspect of the study was approved separately by the same board

(IRB 1412015778), which permitted participants to implicitly

grant consent by agreeing to complete the survey after reading

the key elements of informed consent that were included in a

recruitment email.

Results

Comprehensive Geriatric Assessment

Geriatricians evaluated 76 patients whose median age was 67.2

years (Q1, Q3 ¼ 60.9, 72.6; range 50.0-84.2) at the time of

evaluation (see Table 2). Fifty-two (68.4%) patients were male,

31 (40.8%) were African American, 26 (34.2%) were white,

and 17 (22.4%) were Latino/a. Median time since HIV diag-

nosis was 21.5 years (Q1, Q3 ¼ 17.7, 25.1). In terms of risk

factors for HIV acquisition, 41 patients (53.9%) were men who

have sex with men, 12 (15.8%) reported injection drug use, and

19 (25%) reported heterosexual sex as their only risk factor.

Forty-three (56.6%) patients reported that they lived alone, and

49 (64.5%) used Medicaid as their primary insurance. Of 73

patients with available HIV viral load data, 66 (90.4%) had

values <200 copies/mL, of whom 51 were below the level of

detection (<20 copies/mL).

The median PHQ-4 depression subscore was 1 (Q1, Q3¼ 0,

3; range, 0-6). The median PHQ-4 anxiety subscore was 0.5

(Q1, Q3 ¼ 0, 4; range, 0-6). The median MoCA score was 23

(Q1, Q3 ¼ 18, 26; range, 6-30). The median VACS 5-year

mortality risk was 22% (Q1, Q3 ¼ 11.9, 38; range, 3.7-75.8).

Table 1. Examples of Recommendations from Comprehensive
Geriatric Assessment.

Subtype Patient Directed Physician Directed

Medication Have spouse help with
administration

Change dose/frequency

Screening test NA Order screening test
(eg, bone density scan)

Procedural Agree to dental work NA
Referral/

follow-up
Attend referral

appointment
Recommend referral to

specialist
Psychosocial Increase socialization Recommend family meeting
Physical Stretching exercises NA
Behavioral Smoking cessation NA
Home services NA Initiate home attendant

services

Abbreviation: NA, not applicable.
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Initial consultation for the 76 patients resulted in several

different types of consultant behaviors. These were classified

as direct actions (n ¼ 11), counseling/provision of information

(n ¼ 54), and distinct recommendations (n ¼ 63 patient-

directed recommendations and n ¼ 120 provider-directed rec-

ommendations, or 183 in total). Only the recommendations

outcomes were analyzed. Table 1 gives examples of the differ-

ent classes of recommendations.

Geriatricians made at least 1 recommendation for 67

(88.5%) patients, of which 38 (50.0%) patients received at

least 1 patient-directed recommendation, and 57 (75.0%)

patients received at least 1 provider-directed recommendation

(Figure 1). The median number of patient-directed recommen-

dations per patient was 0.5 (Q1, Q3 ¼ 0, 1; range, 0-5) and the

median number of provider-directed recommendations was 1

(Q1, Q3 ¼ 0.75, 3; range, 0-6). The median number of total

recommendations per patient was 2 (Q1, Q3¼ 1, 3; range, 0-7).

Overall, 22 (34.9%) of 63 patient-directed recommendations

and 38 (31.7%) of 120 provider-directed recommendations

were fulfilled (Table 3).

Of the 67 patients who received at least 1 patient- or

provider-specific recommendation, there was adherence to at

least 1 recommendation in 40 (59.7%). Median total adherence

was 33.3% (Q1, Q3 ¼ 0%, 66.7%; range, 0%-100%; Figure 2).

Of the 38 patients who received at least 1 patient-directed

recommendation, 20 (52.6%) were adherent to at least 1 rec-

ommendation (Figure 2). Median adherence was 33.3% (Q1,

Q3 ¼ 0%, 100%; range 0%-100%). Of 57 patients for whom at

least 1 provider-directed recommendation was made, 29

(50.9%) followed at least 1 recommendation (Figure 2).

Median adherence was 16.7% (Q1, Q3 ¼ 0%, 66.7%; range

0%-100%). The most common subcategories were medication-

related (37.2% of total recommendations), referrals (19.1% of

total recommendations), and screening/diagnostic tests (15.3%
of total recommendations).

We compared specific variables in patients stratified by adher-

ence to at least 1 recommendation (versus adherence to 0 recom-

mendations). We found no relationship between the following

variables and adherence to at least 1 recommendation: sex (P ¼
.41), age (P ¼ .34), viral load <200 copies/mL (P ¼ .18), Med-

icaid usage (P¼ .41), HIV risk factor (P¼ .45), MoCA less than

26 (P ¼ .21), frailty (P ¼ .59), depression subscore (P ¼ .73),

anxiety subscore (P ¼ .13), and VACS mortality risk (P ¼ .45).

Additionally, total number of recommendations was not corre-

lated with percentage adherence (Spearman r¼ 0.044; P¼ .72).

Survey

Altogether, 21 people started the provider survey. Two parti-

cipants filled out the demographic form but did not proceed to

Table 2. Characteristics of Patients Who Underwent
Comprehensive Geriatric Assessment (n ¼ 76).

Characteristics N (%) or Median (Q1, Q3)

Age (years) 67.2 (60.9, 72.6)
Male sex 52 (68.4%)
Race/ethnicity

African American 31 (40.8%)
White 26 (34.2%)
Latino 17 (22.4%)

Years since HIV diagnosis 21.5 (17.7, 25.1)
HIV risk factor

Men who have sex with men 41 (53.9%)
Injection drug use 12 (15.8%)
Heterosexual 19 (25.0%)
Lives alone 43 (56.6%)

Medicaid as primary insurance 49 (64.5%)
HIV-1 viral load <20 copies/mL 51 (67.1%)
Anxiety (PHQ-4) subscore 0.5 (0, 4)
Depression (PHQ-4) subscore 1.0 (0, 3)
MoCA 23 (18, 26)
VACS 5-year mortality risk (%) 22 (11.9, 38)

Abbreviations: MoCA, Montreal Cognitive Assessment; PHQ, Patient Health
Questionnaire; VACS, Veterans Aging Cohort Study.
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Figure 1. Number of patient-directed and provider-directed rec-
ommendations per patient.

Table 3. Recommendation Adherence by Type.

Recommendation
Type

Patient-
Directed

Adherence (%)

Provider-
Directed

Adherence (%)

Total
Adherence

(%)

Medication 2/9 (22.2) 20/59 (33.9) 22/68 (32.4)
Screening/diagnostic

test
NA 6/28 (21.4) 6/28 (21.4)

Procedure 1/1 (100) NA 1/1 (100)
Referral/follow-up 7/15 (46.7) 10/21 (47.6) 17/36 (45.7)
Psychosocial 4/14 (28.6) 0/2 (0.0) 4/16 (25.0)
Physical 3/10 (30.0) NA 3/10 (30.0)
Behavioral 5/14 (35.7) NA 5/14 (35.7)
Home services NA 2/10 (20.0) 2/10 (20.0)
Total 22/63 (34.9) 38/120 (31.7) 60/183 (32.8)
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the survey about the geriatric program; their demographic

information was not included. Data from 10 physicians (6/10

HIV specialists and 4/4 psychiatrists) and 9 (of 10) social work-

ers were analyzed. Two physicians declined to provide their

sex or ethnic group (1 listed their age as 80). Median age of

physicians was 57.5 (range, 37-80) and that of the social work-

ers was 38 (range, 27-66). Reanalyzing the data without the

ages of those who did not give other demographic data did not

change the median age.

Table 4 summarizes provider responses to geriatric consul-

tation. Of note, both social workers and physicians identified

recommendations (to themselves, others on the team and

patients) as a major focus of the consultation; all but 1 in each

group said that they implemented recommendations either usu-

ally or always.

The most common reason for not following recommenda-

tions was that they were not feasible. Neither group felt that the

number of recommendations was a major barrier to implemen-

tation, an impression confirmed by the chart review. Social

workers appeared to be more concerned than physicians about

cognition and social supports as barriers to implementation, but

given the small number of participants, no test of statistical

significance was performed.

Discussion

This study examines the recommendation patterns based on

CGA in OPH. Overall, approximately one-third of all recom-

mendations based on the CGA results were fulfilled, which is

somewhat lower than adherence reported in the literature; for

example, a study in the general population reported rates of

adherence approaching 80% in older patients.27 In our study,

for approximately half of the 67 patients who received

recommendations, there was adherence to at least 1

recommendation overall; this proportion remained consistent

when analyzing patient- and provider-directed recommenda-

tions separately. Of note, there were no apparent demographic

or CGA-related differences in patients with adherence to 0

versus 1 or more recommendations. Sex, age, HIV viral load,

Medicaid usage, HIV risk factors, MoCA score, frailty status,

depression score, anxiety score, and VACS mortality risk

Table 4. Survey Participants’ Assessment of Value of Geriatric
Consultation.a

Survey Question
Physicians,

n ¼ 10

Social
Workers,

n ¼ 9

Years at HIV clinic (median; range) 13.5 (5-27) 7 (2-15)
Patients referred in prior 12 months

(median; range)
5 (2-12) 3 (0-6)

Likelihood to refer (n)
Extremely or very likely 7 6
Somewhat likely 2 2
Not at all likely 1 1

Usefulness of consult (n)
Not useful 0 0
A little or somewhat useful 3 0
Very or extremely useful 7 9

Purpose of consult (n)
Making or confirming diagnosis 3 4
Providing direct assistance 1 5
Providing recommendations to me 8 8
Providing recommendations to other
team member

6 7

Recommendations to patient 8 9
Counseling the patient or caregiver 8 6
Other 1 4

How often they implemented
recommendations (n)
Never or rarely 1 0
Sometimes 0 1
Usually or always 9 8

Commonest reason recommendation not
followed (n)
Not applicable 3 4
I did not agree with recommendations 0 0
Recommendations weren’t feasible 5 4
Too many recommendations 0 0
Recommendations weren’t clear 0 0
Other 2 1

Significance of barriersb (mean, range)
Patient’s cognitive ability/executive
functioning

3.22 (2-5) 4.67 (4-5)

Patient’s mental health 3.44 (2-4) 3.88 (3-5)
Patient’s physical health 3.22 (2-4) 3.63 (2-5)
Strength of patient’s social support
system

3.25 (1-4) 4.67 (4-5)

Too many recommendations at one time 2.22 (1-4) 2.75 (1-5)
Patient’s health beliefs or behaviors 3.33 (2-4) 3.25 (1-5)

Usefulness of geriatrician’s attendance on
roundsc (mean, range)

3.78 (2-4) 4.00 (3-5)

a“Other” comments are listed in Box 1.
bScale of 1-5: 1 ¼ not significant, 5 ¼ very significant.
cScale of 1-5: 1 ¼ not at all useful, 5 ¼ extremely useful.
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were not significantly different between these groups, possibly

due to small sample size. Additionally, there was no relationship

between adherence rates and the number of recommendations

per patient; this is in contrast to prior studies which found that

there was a negative correlation between number of provider-

directed recommendations and adherence.27,29

Comparison of chart review and survey data elicited some

contradictions. Clinicians responded that they valued the ger-

iatric assessments for their recommendations and felt that they

followed through with recommendations. Objectively, how-

ever, this was not the case. Social workers uniformly felt the

geriatric assessments were valuable; although most physicians

scored the assessments positively, they were not unanimous in

their support.

There are a number of reasons that might explain why CGA

was less successful for OPH in our study than for published

data on the general population. As consultants, geriatricians

could not control the outcomes. This was no doubt a contribu-

tor, but as much of the CGA literature describes consultation, it

cannot completely explain this study’s lower success rates.

There may have been differences in patient characteristics, in

the quality of the CGA, or in the methodology such as docu-

mentation or operational definitions of adherence. It is possible

that the patient population needed time to develop trust in

providers, and a new consultant may not have had much influ-

ence, or that the problems identified by the geriatricians

required a longer time to solve.

This was a young population by geriatric standards and it

is likely that CGA requires translation to a new population

that is aging differently. A recent editorial announced,

“Geriatric-HIV Medicine is born,”15 but it is having some

growing pains. Our understanding of the HIV-aging phe-

nomenon has evolved from a recognition of the changing

demographics, to the documentation of multimorbidity and

aging-related syndromes, to the recognition that geriatric

principles can inform the care of the growing population

of older patients living with HIV at all levels—from ambu-

latory to long-term care.30 This study offers evidence to

suggest that traditional geriatric care is unlikely to achieve

maximum success if duplicated directly into the care of

OPH. Rather, geriatric care is likely to require some adapta-

tion if it is to be successful. We are using these data to

explore such adaptations with clinic staff.

Limitations

One major limitation of this study is that it was conducted via

retrospective chart review. Determining adherence to recom-

mendations was therefore limited by provider documentation;

if explicit evidence of fulfillment was not present in the chart,

the recommended intervention was considered to have never

occurred, leading to possible underestimation of adherence.

Furthermore, we conservatively required documentation that

diagnostic tests, for example, were actually completed rather

than just ordered by a clinician. In the future, prospective

studies of this type may be useful to more accurately deter-

mine adherence to both patient- and provider-directed

recommendations.

Additionally, although this study serves as a comprehensive

analysis of the nature of recommendations and adherence to

these recommendations, clinicians rarely documented in the

electronic health record the reasons for not adhering to recom-

mendations. Furthermore, there was no control group to com-

pare patient outcomes such as mortality or quality of life. We

are unable to conclude how CGA ultimately affects patient

outcomes.

Conclusion

In this retrospective cohort study and survey, we found that

CGA of patients cared for in a large US city HIV clinic resulted

in diverse recommendations for which documentation of adher-

ence was present in the medical record less than one-third of

the time, even though most clinicians perceived that the rec-

ommendations were being followed and found value in the

consultations. Further studies are needed to determine (1) the

true rates of adherence to recommendations, using prospective

data and comprehensive documentation methods; (2) the rea-

sons for patient and provider nonadherence; (3) effective adap-

tations of CGA to meet the needs of OPH; and (4) the impact of

CGA—whether those cases reviewed within the CGA para-

digm when compared to non-CGA cases have better clinical

outcomes.

Appendix

Components of Comprehensive Geriatric Assessment

General history

Goals, what’s important to the patient

Box 1. Answers Listed under “Other” in
This Table

Purpose of consult:

Social workers: Increase understanding of patients’

limitation; the consultation validates and supports SW

goals of care and provides guidance for appropriate inter-

ventions; reiterating recommendations to patient; of par-

ticular importance around cognitive.

Physicians: Help with resources for patients.

Commonest reason recommendations not followed:

Social workers: Social barriers

Physicians: Patient declined to follow the recommen-

dation; would be more helpful if geriatrics consult would

directly implement some recommendations, that is, phys-

ical therapy or age related, that is, ophthalmology/hearing

tests.
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Basic and Instrumental Activities of Daily Living (including

continence, falls)

VACS (calculated ahead of time)26

PHQ-423 (depression, anxiety)

Frailty screen (Gérontopôle)25

Strength (handgrip)

MoCA24

Questions about quality of life and pain

Impact of hearing, visual impairment

FRAX (calculated ahead of time) (https://www.sheffield.ac.

uk/FRAX)

Physical exam, including observing gait

Scales are part of the medical record
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23. Löwe B, Wahl I, Rose M, et al. A 4-item measure of depression

and anxiety: validation and standardization of the Patient Health

Questionnaire-4 (PHQ-4) in the general population. J Affect Dis-

ord. 2010;122(1-2):86–95. doi:10.1016/j.jad.2009.06.019

24. Nasreddine ZS, Phillips NA, Bédirian V, et al. The Montreal

Cognitive Assessment, MoCA: a brief screening tool for mild

cognitive impairment. J Am Geriatr Soc. 2005;53(4):695–699.

doi:10.1111/j.1532-5415.2005.53221.x.

25. Vellas B, Balardy L, Gillette-Guyonnet S, et al. Looking for

frailty in community-dwelling older persons: the Gérontopôle

Frailty Screening Tool (GFST). J Nutr Health Aging. 2013;

17(7):629–631. doi:10.1007/s12603-013-0363-6

26. Justice AC, Modur SP, Tate JP, et al. Predictive accuracy of the

Veterans Aging Cohort Study index for mortality with HIV

infection: a North American cross cohort analysis. J Acquir

Immune Defic Syndr. 2013;62(2):149–163. doi:10.1097/QAI.

0b013e31827df36c.

27. Reuben DB, Maly RC, Hirsch SH, et al. Physician implemen-

tation of and patient adherence to recommendations from com-

prehensive geriatric assessment. Am J Med. 1996;100(4):

444–451.

28. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG.

Research Electronic Data Capture (REDCap) – a metadata-driven

methodology and workflow process for providing translational

research informatics support. J Biomed Inform. 2009;42(2):

377–381. doi:10.1016/j.jbi.2008.08.010.

29. Sears C, Charlson M. The effectiveness of a consultation: com-

pliance with initial recommendations. Am J Med. 1983;74(5):

870–876. doi:10.1016/0002-9343(83)91079-3.

30. Siegler EL, Brennan-Ing M. Adapting systems of care for people

aging with HIV. J Assoc Nurses AIDS Care. 2017;28(5):698–707.

doi:10.1016/j.jana.2017.05.006.

8 Journal of the International Association of Providers of AIDS Care



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


