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Key Considerations and Recommendations

e AYA with HIV largely belong to two distinct groups: (1) those who acquired HIV perinatally (intrauterine,
intrapartum, or during breastfeeding), and (2) those who acquired HIV non-perinatally.

o All AYA with HIV should initiate ART as soon as possible and stay on it indefinitely to maximize viral
suppression, reduce morbidity and mortality, and prevent secondary HIV transmission (Al).

o ltis critically important to assess behavioral and psychosocial context, as these impact adherence to ART.
Efforts should be made to provide youth-friendly, strengths-based support and infrastructure to reduce
barriers to adherence and maximize success in achieving sustained viral suppression.

¢ Pediatric and adolescent care providers should prepare AYA with HIV for the transition into adult care
settings. Adult providers should be knowledgeable about this unique population and the challenges that
frequently accompany their transition. Consulting and collaborating with pediatric and adolescent HIV care
providers is critical to ensure the successful transition of AYA with HIV to adult providers and continued
engagement in care.

Rating of Recommendations: A = Strong; B = Moderate; C = Weak

Rating of Evidence: | = Data from randomized controlled trials; || = Data from well-designed
nonrandomized trials or observational cohort studies with long-term clinical outcomes; 11l = Expert opinion

Key: ART = antiretroviral therapy; AYA = adolescents and young adults

Introduction

Adolescents (13-19 years old) and young adults (20-24 years old) (AYA) with HIV are largely
divided into two distinct groups—those who acquired HIV perinatally (intrauterine, intrapartum, or
during breastfeeding) and those who acquired HIV non-perinatally. In the United States, most
pregnant women with HIV receive effective antiretroviral therapy (ART) during pregnancy and
postpartum, which has significantly reduced the prevalence of AYA who acquired HIV perinatally. As
a result, the majority of AYA with HIV have non—perinatally acquired infection. These individuals
have lower rates of testing and diagnosis and linkage to care than adults with HIV.1? Importantly,
unique developmental, psychosocial, behavioral, and infrastructural factors affect this population.
Without having their specific challenges and needs addressed, some AYA with HIV are at risk for
poorer HIV-related outcomes, including persistent viremia, drug resistance, morbidity, mortality, and
secondary transmission. This section of the Guidelines focuses on issues unique to AYA with HIV
and provides guidance on ways to optimize care and achieve the best clinical outcomes.

Epidemiology
The Centers for Disease Control and Prevention estimates that 19% of the individuals newly
diagnosed with HIV in the United States between 2020 and 2024 are AYA.2 The majority of new

diagnoses in this age group are among Black/African American and Hispanic/Latino males who
identify as men who have sex with men (MSM). In 2024, 48% of the new infections in this age group
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were among young Black and African American AYA, and 35% were among Hispanic and Latino
AYA; at least 81% were attributed to male-to-male sexual contact and 14% to heterosexual contact.
Compared with adults with HIV, AYA with HIV are less likely to have acquired HIV from injection
drug use, and trends in HIV and AIDS prevalence indicate that the disproportionate burden of HIV
among racial and ethnic minorities is greater among youth aged 13 to 24 years than among those
older than 24. Among the 28,000 AYA with HIV in the United States, approximately 23,000 are being
followed at pediatric and adult clinics.34

Heterogeneity of Adolescents and Young Adults With HIV

AYA with HIV represent a diverse population in terms of sociodemographics, mode of HIV
acquisition, sexual and substance use history, clinical and immunologic status, psychosocial
development, and ability to adhere to medications. These distinctions have implications for HIV
treatment, including the best ways to support AYA with HIV to optimize outcomes.

Adolescents and Young Adults With Perinatally Acquired HIV

AYA who acquired HIV perinatally (intrauterine, intrapartum, or during breastfeeding) are more likely
to be treatment-experienced and may have antiretroviral (ARV) drug resistance that affects their
options for ART regimens.® This may be even more relevant for AYA with HIV who emigrated from
countries where routine viral load and genotypic resistance testing are not readily available; thus,
recognition of virologic failure and drug resistance may be delayed or missed. Also, individuals in
this group generally have undergone a longer duration of disease chronicity and may have greater
disease burden and more complications, less functional autonomy, and higher mortality risks than
those who acquired HIV after the first decade of life.6

Adolescents and Young Adults With Non—Perinatally Acquired HIV

The vast majority of AYA with diagnosed HIV in the United States fall into the category of non—
perinatally acquired HIV. Individuals in this group are a more heterogeneous group of mostly young
men (especially MSM) and other people who acquired HIV primarily through sexual contact; very few
(<5%) AYA with diagnosed HIV report acquisition through injection drug use.® The intersection of
AYA with other key risk populations (e.g., adult MSM, people who use drugs, sexual networks with
high HIV prevalence) magnifies the risk of poor clinical outcomes in this younger population.1%-1? One
study found that a higher percentage of individuals in this group reported extensive negative life
experiences (14-21 events) than those with perinatally acquired HIV (39% vs. 16%, P < 0.012).13

Less commonly, HIV acquisition may occur earlier in childhood via premastication of food,*
exposure to contaminated blood products or nonsterile medical procedures, or sexual contact
(e.g., sexual abuse).'® AYA who acquire HIV through these pathways may share some clinical and
psychosocial experiences with those who acquired HIV perinatally, including early life diagnosis,
prolonged engagement with health care systems, and developmental or mental health challenges.

Unique Characteristics and Considerations for Adolescents and
Young Adults With HIV

Although a diverse group, many AYA with HIV share unique characteristics that distinguish them
from adults with HIV. Furthermore, AYA with HIV have certain commonalities that, while not
necessarily unique to youth, disproportionately affect their chances of successful HIV treatment.
Compared with adults aged 25 years and older, AYA with HIV have been shown to have poorer
outcomes on each step of the HIV care continuum.%1” Most notably, <60% of AYA with HIV have
been diagnosed, and <40% are virally suppressed; these numbers are significantly worse than
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documented in older adults with HIV.*8 In one study of MSM of all ages, the percentage of those
linked to HIV care within 1 month of diagnosis was lowest among AYA with HIV aged 13 to 19 years
(69%) and 20 to 24 years (70%).1° This group also had the lowest rates of retention in care and viral
suppression. Older young adults (aged 25—-34 years), who currently have the highest incidence of
HIV infection among all age groups, have similar challenges, with nearly 30% unaware of their
infection status.*® They, too, require focused attention.

Some improvements, albeit modest, have been made in recent years. National HIV Surveillance
System data have shown increases in knowledge of status (from 40% to 56%), linkage to care within
1 month of diagnosis (from 75% to 82%), and viral suppression (from 57% to 69% among those
diagnosed) between 2017 and 2022/2023. However, there remains significant room to accelerate
progress toward improved outcomes for AYA.?0

Key features that are specific to AYA with HIV should be considered carefully because they can
affect HIV treatment and may alter clinical decision-making. These features are discussed below.

Developmental Changes and Engagement in Care

During adolescence and young adulthood, AYA with HIV experience socioemotional, cognitive, and
developmental changes that may impact their engagement in medical care. Developmental maturity
in AYA with HIV generally can be grouped into several, often overlapping, areas, including physical,
cognitive, communication/language, social, emotional, and sexual maturity. Several overarching
factors—especially HIV-related stigma, discrimination, and a fear of familial and/or social rejection—
can contribute to impaired development in all areas and adversely affect HIV treatment and clinical
outcomes for AYA with HIV. Additional psychosocial factors detailed in Unigue Psychosocial Factors
are also common in this population and can influence development and HIV treatment outcomes.

Cognitive Development

Evolving cognitive processes, which normally continue well into the third decade of life, are
particularly relevant to HIV treatment in AYA with HIV. Their decision-making capacity is often driven
by concrete thinking processes and limited frontal lobe maturation, which can result in a focus on
immediate rather than long-term gratification. AYA experience a strong desire for independence,
preoccupation with self-image, and a significant focus on the opinions of their peers; all of which
have the potential to affect medication adherence and long-term clinical outcomes.%?1-23 Likewise,
some AYA with HIV are at risk for neurocognitive impairment and mental health comorbidities,?*%7
including psychiatric, behavioral, and substance use disorders, which can further affect cognitive
development and compromise effective HIV treatment.

Physical Development

The rapid physiologic changes that occur in adolescence (e.g., puberty, rapid growth) may result in
altered ARV pharmacokinetics (PK), underscoring the importance of adolescent-specific studies.®
AYA with HIV, particularly those who acquired HIV early in life and/or while sexually immature, also
are at risk for impaired physical development, especially delayed sexual maturation and impaired
bone development, which may have long-term consequences, like reduced final height and peak
bone mass, the latter being a key risk factor for developing osteoporosis.?® Both delayed maturation
and short stature may increase anxiety, depression, and stigma, which may, in turn, affect treatment
adherence.?® AYA with non—perinatally acquired HIV may also be affected because peak bone mass
is not achieved until around age 30. A small study showed lower bone mass in Tanner Stage 5
young men aged 20 to 25 years who acquired HIV during adolescence than in age-matched controls
without HIV.%0
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Thus, developmental maturity should be considered in AYA with HIV, because associated clinical
implications may alter HIV treatment decisions, including ARV selection and dosing.

Unique Psychosocial Factors

Several psychosocial, behavioral, and environmental risk factors affect many AYA with HIV and can
undermine successful HIV treatment disproportionately in this population. Lack of access to services
(e.g., for mental health or substance use disorders) remains a major barrier to successfully
addressing these factors. Common key risk factors are summarized below.

Behavioral and Mental Health

The percentage of AYA with HIV with behavioral and mental health conditions is high and can
undermine engagement in care and medication adherence. The most common conditions include
anxiety and behavioral disorders, mood disorders (including depression), and attention deficit
hyperactivity disorder. Adolescents with perinatally acquired HIV have especially high rates of
mental health conditions, nearly 70% meet criteria for a psychiatric condition at some point in their
lives.?6:31-34 Similarly, among AYA with HIV presenting for care at treatment sites in the Adolescent
Trials Network, depression and anxiety were identified by symptom inventory 43% and 31% of the
time, respectively.®®> These conditions can create a syndemic that further contributes to poor
adherence, virological failure, and HIV-associated neuroinflammation, all of which can exacerbate
mental health disorders.¢

Substance Use

Substance use is prevalent among AYA with HIV. Among more than 2,000 AYA with HIV

(72% non—perinatally acquired) surveyed by the Adolescent Trials Network, weekly or more frequent
use of tobacco (33%), marijuana (28%), alcohol (21%), and other illicit drugs (23%) was
reported.3”*® Young MSM had higher odds of each substance use behavior. Studies have suggested
that substance use contributes to HIV risk through medication nonadherence, sexual violence,
internalizing of mental health, and condomless anal sex, with some samples reporting prevalence of
polysubstance use as high as 86%.3%4! Suboptimal ART was associated with increased risk of
substance use behaviors,®” underscoring the need to screen for and address substance use to
improve treatment outcomes.

Unstable Housing

Data from the early 2000s found substantially higher rates of HIV among unhoused youth than
among the general population.*? In a more recent nationally representative survey of high school
students, respondents from multiple racial and ethnic groups (American Indian/Alaska Native, Native
Hawaiian/Pacific Islander, and Black) and sexually minoritized youth experienced disproportionate
rates of housing instability; youth with unstable housing also reported higher rates of substance use
and suicidal ideation than their housed peers.* National surveillance data show that unstable
housing and homelessness are more common among young adults with HIV aged 18-24 years
(37%) than among those aged 25 years and older (18%).4 AYA with HIV and unstable housing have
greater difficulties securing and sustaining resources and engaging in and being retained in care and
treatment, and they are at risk for sexual coercion and transactional or survival sex (e.g., sex for
money or a place to stay).4>46

Trauma

AYA with HIV may disproportionately experience trauma. According to 2023 Youth Risk Behavior
Survey data among the general population, 76.1% of high school students reported one or more
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adverse childhood experiences (ACEs), and 18.5% reported four or more.*” The most common
ACEs reported in the sample were emotional abuse (61.5%), physical abuse (31.8%), and
household poor mental health (28.4%). Populations of youth that are disproportionately impacted by
HIV, including multiracial youth and youth who identified as gay, lesbian, or bisexual, or who
described their sexual identity in some other way, experienced the highest number of ACEs. The
proportion of ACEs in AYA with HIV is not well studied; however, large adult data analyses suggest
that as high as 82% of people with HIV experience one or more ACE,*® while smaller AYA-focused
data have demonstrated this proportion is closer to one-third.° Evaluating for the presence of ACEs
is important, given data in Black and Latine AYA with HIV found that a history of ACEs was
associated with lower odds of engagement in HIV care.>®

There is a lack of guidance specific to the frequency of and tool used to assess ACES in clinical
practice. Current research suggests that screening for ACEs be part of a trauma-informed approach
that has the potential to identify previous or current experiences that could contribute to poor health
outcomes (e.g., violence, housing instability, food insecurity).>! More research is needed to better
understand the best screening approaches in AYA with HIV; the potential benefits, challenges, and
harms of routinely screening; and the best approach for addressing ACEs in clinical settings and
determining how they may impact ART outcomes.

Additional Social and Environmental Factors

A number of social and environmental factors commonly found among AYA with HIV negatively
affect their HIV treatment, including limited familial and/or social support, lack of health insurance
and/or experience with health care systems, unstructured and chaotic lifestyles, transportation
barriers, food insecurity, limited educational opportunities, limited employment opportunities and/or
unstable employment, and a history of trauma and/or sexual abuse.%?

Optimizing Treatment Effectiveness and Supporting Adherence
in Adolescents and Young Adults With HIV

Given the unique physiological, developmental, and psychosocial characteristics discussed above,
AYA with HIV require comprehensive systems of care with providers with adolescent-specific
expertise and tailored treatment to serve all their specific medical and psychosocial needs. To
maximize their chances of success, it is imperative to routinely assess each AYA with HIV for
individual factors that may need to be addressed or considered in treatment decisions or that may
affect adherence.

Table 14 summarizes common adherence barriers among AYA with HIV, along with recommended
support strategies. Refer to the Adherence to Antiretroviral Therapy in Children and Adolescents
With HIV in the Pediatric ARV Guidelines for additional approaches. Targeted interventions to
improve treatment effectiveness and adherence related to a few key psychosocial factors among
AYA with HIV also are highlighted in the sections below.

Neurocognitive Considerations

Neurocognitive disorders and limitations are pervasive among AYA with HIV and may be due to HIV
neuropathogenesis that occurs during early infection, uncontrolled viremia, and/or virus in the central
nervous system, even during aviremic states.”->3%* Additional factors, such as intrauterine
exposures, trauma, and psychosocial stressors, may exacerbate the risk of developing
neurocognitive dysfunction. AYA with perinatally acquired HIV have an increased risk of
neurocognitive challenges, including cognitive impairment. A recent meta-analysis highlighted
limitations in processing speed, working memory, and, to a lesser degree, executive function
compared with matched controls without HIV.%® In a prospective study, an estimated 65% of young
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adults aged 18 to 24 years with non—perinatally acquired HIV had evidence of HIV-associated
neurocognitive disorders, and impairments in executive and motor function as well as verbal
memory. Notably, histories of special education (22%) and needing to repeat a grade (22%)
preceded the HIV diagnosis, suggesting some premorbid limitations.>*5¢ Another study
demonstrated that young adults aged 18 to 24 years with HIV had poorer executive function than
seronegative controls.®” Data are limited but suggest that neurologic impairment is at least as
prevalent as in older adults despite lower viremia, higher CD4 count, and shorter durations of
infection in AYA.>* Given that the neurocognitive limitations may be subtle and are often
underrecognized, attaining formal neurocognitive assessments can be critical to identifying potential
challenges and providing access to resources where available. Using clear, simple, concrete
language with accompanying visual aids and other modalities (e.g., videos, graphics), read-
back/teach-back, and other strategies may be critically important to ensuring an understanding of
instructions related to ART and other aspects related to HIV treatment and care. Strategies for
understanding and mitigating the development of neurocognitive disorders remain active areas in
need of research.

Mental Health Care

AYA with HIV are at increased risk for mental health disorders, including depression, anxiety, and
post-traumatic stress disorder.>® Strategies to improve the provision of mental health care for AYA
with HIV are critically important for optimizing treatment for co-occurring HIV and mental health
problems.5%:80 These strategies include improving provider education, integrating trauma-informed
care practices, increasing access to mental health professionals through co-located services for HIV
care, expanding care delivery paradigms like telemedicine, and optimizing treatment approaches. An
example of the latter is a combination of tailored psychotherapy and pharmacotherapy.':62
Screening for mental health disorders should be done routinely and systematically using tools
validated in adolescents (e.g., Patient Health Questionnaire [PHQ-253 and PHQ-9%4], Generalized
Anxiety Disorder [GAD-7]%°6). A recent review of evidence-based guidelines highlighted different
models and the need for further research on strategies that can effectively address mental health in
AYA with HIV.5%87 Further guidance for providing appropriate mental health care for AYA with HIV
can be found in the Pediatric ARV Guidelines.

Substance Use Disorders

Providers should routinely assess and recommend treatment for substance use disorders, with
consideration of emerging substance use trends, such as the use of electronic vapor products and
marijuana,®® which can impact the HIV care continuum for AYA with HIV.%° The American Academy
of Pediatrics recommends the use of a validated tool, such as the S2Bl (Screening to Brief
Intervention) or BSTAD (Brief Screener for Tobacco, Alcohol, and other Drugs), to screen first,
followed by a risk-stratified assessment tool like CRAFFT, a clinical questionnaire used to identify
problems associated with substance use.”® Further guidance for providing appropriate substance
use screening and treatment for AYA with HIV can be found in the Pediatric ARV Guidelines and in
the Substance Use Disorders and HIV section.

Psychosocial and Environmental Stressors

Many AYA with HIV have significant numbers of social determinants of health (SDOH), such as
poverty, limited education, food insecurity, intimate partner violence, and insurance gaps. Compared
with adults with similar numbers of SDOH indicators, AYA with HIV have worse HIV outcomes.”?
Multimodal interventions that enhance social support and teach adaptive coping skills may help AYA
with HIV manage environmental stressors and improve clinical outcomes.
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Specific Antiretroviral Therapy Considerations in Adolescents and
Young Adults With HIV

All AYA with HIV should initiate ART as soon as possible and stay on ART indefinitely to maximize
viral suppression, reduce morbidity and mortality, and prevent secondary HIV transmission (Al). As
described below, clinicians should consider simplifying ART regimens and using ARV drugs with
high barriers to resistance whenever possible to support adherence.

Strategies to Improve Medication Adherence

Clinicians selecting ART for AYA with HIV must balance the goal of prescribing a maximally potent
regimen with a high barrier to resistance alongside an individualized assessment of existing and
potential adherence barriers and available youth-friendly support strategies to facilitate adherence.”?
Additional considerations and strategies that may affect adherence among AYA with HIV are
highlighted below in Table 12.

Table 12. Strategies to Improve Antiretroviral Therapy Adherence

Category Strategies to Improve ART Adherence
Regimen e Simple ART regimens (e.g., fixed-dose, once daily combinations) with high barriers to
selection resistance are preferable, if possible.

o Long-acting injectables may also be considered, including for youth with adherence
challenges due to social environment (e.g., unstable housing, coexisting substance
use).

¢ Minimal side effects

o Small pill size

Treatment plan o Develop the plan in partnership with AYA with HIV, considering daily schedule;
disclosure; tolerance of pill number, size, and frequency; issues affecting absorption;
dietary considerations; and potential adverse effects and interactions with other
medications.

o Design youth-friendly reminder systems (e.g., apps, cell phone/text reminders, pill
boxes) for adherence support.

Motivators o Emphasize personal benefits (e.g., viral suppression, improved health).

o Undetectable equals untransmittable (U=U) status disclosure to sexual partners
without HIV may act as a particularly strong motivator for reducing stigma and
improving adherence among AYA with HIV.

Key: ART = antiretroviral therapy; AYA = adolescents and young adults

Antiretroviral Therapy Regimens for Adolescents and Young Adults With HIV Without
Drug Resistance

The recommendations for initial ARV regimens for AYA are the same as for the general population
(see What to Start). Clinical trials have demonstrated the superiority of dolutegravir (DTG) over
boosted protease inhibitor-based regimens. Bictegravir (BIC) coformulated with tenofovir
alafenamide (TAF) and emtricitabine (FTC) also has a low risk of treatment-emergent resistance and
is available as a single-tablet regimen with a small pill size and no food requirements. Adolescents
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aged 212 years and weighing =35 kg can be treated with an adult fixed-dose combination of
BIC/FTC/TAF given favorable PK and viral suppression results in a stable adolescent switch study.”

Several two-drug ARV regimens are effective as initial therapy or as a switch therapy in people who
achieved viral control and have no resistance to the ARV drugs in the combination; some examples
include oral regimens of DTG plus lamivudine, DTG plus rilpivirine (RPV), doravirine plus islatravir,
and the long-acting (LA) injectable combination of cabotegravir (CAB) plus RPV (or LA CAB/RPV).
However, none of these two-drug regimens are effective as treatment for hepatitis B virus (HBV),
and they are not recommended for AYA with HBV/HIV coinfection, because using these regimens in
individuals with concomitant HBV infection risks HBV flaring (see HBV/HIV Coinfection for more
details).”

LA CAB/RPV, given intramuscularly on a monthly or every-two-month schedule, is U.S. Food and
Drug Administration—approved in the United States for individuals with HIV who are engaged in care
and virally suppressed on oral therapy. These agents have been studied in adolescents with HIV
aged 12 to 17 years, weighing 235 kg,”>’” and virally suppressed on oral ART without relevant ARV
resistance.”® Among adolescents who switched from oral ART, LA CAB/RPV demonstrated
sustained viral suppression, a favorable safety profile, and high acceptability and tolerability. Some
AYA with HIV who have a history of nonadherence may have high interest in LA regimens.’®"° Case
series of viral suppression with the use of LA CAB/RPV®° in AYA with HIV with a history of poor
adherence are encouraging.82#? Studies to evaluate these modalities among nonadherent
individuals, including AYA with HIV, are needed,®® and those including AYA with HIV are underway
(see NCT06694805).

Antiretroviral Therapy—Experienced Adolescents and Young Adults With HIV and With
Drug Resistance

AYA with HIV who acquired HIV early in life often have treatment challenges associated with the
long-term use of ART that mirror those of older ART-experienced adults, such as extensive drug
resistance, complex regimens, and adverse drug effects. It is critically important to assemble a
comprehensive ARV history and cumulative HIV genotype/phenotype test results to fully appreciate
the extent of archived resistance mutations. In ART-experienced adolescents, DTG was safe and
well tolerated, and it achieved viral suppression rates of 44% to 66% when combined with an
optimized background regimen.84 Acquired treatment-emergent integrase strand transfer inhibitor
resistance may occur.8® Further, the advent of newer agents with novel mechanisms of action

(e.g., fostemsavir, ibalizumab, lenacapavir) presents the opportunity to design suppressive regimens
for AYA with drug resistance (see Virologic Failure), including those in need of fully injectable
regimens.

Antiretroviral Therapy Considerations in Sexually Immature Adolescents and Young
Adults With HIV

The physiological changes (e.g., puberty, rapid growth) that occur in adolescence may result in
altered PK. Therefore, although generally it is appropriate for postpubertal adolescents to be dosed
with ARV drugs according to adult guidelines, adolescents in early puberty should be dosed
according to the Pediatric ARV Guidelines, which factor in dosages by weight and sexual maturity
ratings.

Additional Antiretroviral Therapy Considerations in Adolescents and Young Adults
With HIV

Additional considerations include an increased risk of side effects, such as bone and renal toxicity
with tenofovir-based drugs in rapidly growing adolescents. These concerns are magnified in low-
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weight adolescents for whom appropriate lower-dose formulations are not available. Because AYA
with HIV have not yet reached peak bone mass, TAF generally should be used instead of tenofovir
disoproxil fumarate, because of a greater bone loss with the latter ARV drug.

For a more detailed discussion on ART therapy in AYA with HIV, please see the What to Start
section and the Pediatric ARV Guidelines. For additional information on treatment adherence in AYA
with HIV, please see Adherence to the Continuum of Care, Adherence to Antiretroviral Therapy in
Children and Adolescents With HIV, and Modifying Antiretroviral Regimens in Children With
Sustained Virologic Suppression on Antiretroviral Therapy.

Preventive Measures and Supporting Long-Term Health in
Adolescents and Young Adults With HIV

People with HIV are at an increased risk of HIV- and ART-related comorbidities, including
cardiovascular disease, type 2 diabetes mellitus (DM), metabolic syndrome, osteoporosis, and
neurocognitive impairment. When HIV is acquired at birth or early in life, an individual can live for
many decades. However, changes indicative of premature aging and earlier onset of multiple
comorbidities have been documented.® Data from NA-ACCORD found elevated rates of DM (19%),
hypercholesterolemia (40%), chronic kidney disease (25%), and other cardiometabolic conditions
among young adults aged 18 to 30 years with perinatally acquired HIV.8” Engagement in health-risk
behaviors (e.g., tobacco smoking, alcohol and drug use, unhealthy diet, physical inactivity) may have
greater long-term implications for clinical outcomes in this population.

Preventive health care and promotion of positive health behavior during the critical time of
adolescence and young adulthood can shape future habits and clinical outcomes over a lifetime.
Incorporating regular screening, preventive health care, and health education is critical for optimizing
short- and long-term physical and mental well-being and should be considered part of routine HIV
treatment. Careful attention should be paid to modifiable risk factors in these early decades, such as
weight gain and obesity, dyslipidemia, steatohepatitis, vitamin D deficiency, and tobacco use.
Aggressive screening and risk factor mitigation early in the life of AYA with HIV not only improves
current health but also can decrease their risk of developing comorbidities later in life. See the HIV
Medicine Association of the Infectious Diseases Society of America HIV Primary Care Guidance for
more details.

Transitioning to Adult HIV Care

Given lifelong infection with HIV and the need for treatment throughout the life course, HIV care
programs and providers need flexibility to transition care appropriately for AYA with HIV. A
successful transition requires an awareness of fundamental differences between many adolescent
and adult HIV care models.

In most adolescent HIV clinics, care is teen-centered and multidisciplinary, with primary care highly
integrated into HIV care.® Often, the setting is discrete, with clinics not being devoted specifically to
HIV or infectious diseases. Moreover, such services as sexual and reproductive health and mental
health care are often found in one clinic setting (i.e., the medical home). Additionally, these clinics
are often “youth-friendly” by including such aspects as waiting areas where AYA with HIV can
access computers and other items that may facilitate engagement; flexible schedules that include
evening hours or walk-ins; technology like social media and texting to engage patients; availability of
telemedicine when appropriate; staff who are trained specifically in the unique cognitive,
developmental, and other psychosocial aspects of AYA with HIV; and lower patient-to-provider
ratios. In contrast, some adult HIV clinics may be more HIV-specific and rely more on referral of the
AYA to separate subspecialty care settings, such as gynecology. Furthermore, adult clinic settings
tend to be larger and can easily intimidate younger, less motivated AYA.8°
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https://www.idsociety.org/practice-guideline/primary-care-management-of-people-with-hiv/

When transitioning the care of an AYA with HIV, one must consider such factors as medical
insurance; degree of independence, autonomy, and decision-making capacity; patient confidentiality;
and informed consent. Nonetheless, given the structural limitations (adolescent clinics not being able
to see patients over a certain age), care transitions must occur, usually between the ages of 21 and
25. The period of transition is a highly vulnerable time for attrition from HIV care. Data on transition
outcomes show variable rates of successful transition to adult care ranging between 50% and
85%.90'93

It is important to recognize that the transition for AYA with HIV acquired perinatally versus those who
acquired HIV non-perinatally may pose distinct challenges. AYA with HIV who acquired HIV
perinatally—who often have experienced significant instability and prior loss—may experience the
transition to adult HIV care as yet another traumatizing event. Alternatively, those who acquired HIV
non-perinatally, given their more recent engagement in the medical system, may be less likely to be
effectively engaged in pediatric and adolescent care, which may affect their ability to transition
successfully; however, engagement levels vary, as some may be highly engaged with the pediatric
program where they may have received care since being diagnosed. Either group may perceive the
transition as a major loss or disruption in their social support. Factors to date that have been
associated with successful transition for those with HIV acquired perinatally include high self-
management and perceived emotional and social support.®4

To maximize the likelihood of a successful transition, interventions to facilitate transition are best
implemented early on.8%92.93.95 Strategies and approaches for both the adult and pediatric or
adolescent programs are discussed in Table 13 below.

Table 13. Approaches to Optimize Transition to Adult Care for Adolescents and
Young Adults With HIV

Pediatric/Adolescent Adult

Personnel

e Engage a team knowledgeable about medical and | « Engage an adult care team knowledgeable about
psychosocial issues of AYA with HIV, including medical and psychosocial issues of AYA with HIV,
the challenges of transitioning youth to adult care including the challenges of transitioning youth to
settings. adult care settings.

o Utilize providers with training in medical care o Utilize providers with training in medical care
across the lifespan, if available, and discuss across the lifespan and ensure adequate training
distinct models of care (i.e., HIV providers as of adult providers to care for AYA with HIV.
primary care physicians vs. as consultants) with

AYA ¢ Assign a transition point person and have their
' contact information readily available.
e Assign a transition point person and have their

contact information readily available. * |dentify and engage outreach specialists,

navigators, social workers, case managers, and
e Educate clinic personnel about transitioning AYA providers with a youth-friendly approach.

with HIV and their needs. e Educate clinic personnel about intersection and

e Encourage a member of the pediatric care team to structural stigmas that many AYA with HIV
attend the first appointment with the adult provider experience.
if feasible.

o Train personnel in cultural competence to address
intersectional and structural stigmas that AYA with
HIV experience.
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Table 13. Approaches to Optimize Care Transition for AYA With HIV

Pediatric/Adolescent

Adult

o Encourage a member of the pediatric care team to
attend the first appointment with the adult provider
if feasible.

Education and Preparation of AYA With HIV

o Enhance AYA with HIV health literacy, including
understanding of HIV and their medical history.

¢ Address resistance to transition of care caused by
lack of information, concerns about stigma or risk
of disclosure, and differences in practice styles.

e Help AYA develop life skills, including, but not
limited to, counseling on appropriate use of a
primary care provider and how to manage
appointments; prompt symptom recognition and
reporting; and self-efficacy in requesting
prescriptions, arranging for transportation to
appointments, and managing insurance and
assistance benefits.

o If possible, meet AYA with HIV before transition, if
possible. Clearly outline policies and expectations
before and during the first visit, if possible.

e Have an orientation plan to acquaint newly
transitioned AYA with HIV to the clinic
environment and adult clinical care program,
including workflows that may be new to them
(e.g., using an electronic portal to schedule
appointments), and provide concrete examples of
when to use different communication modalities
(e.g., messaging, leaving a voicemail, paging).

« Implement interventions that may improve
outcomes, such as patient navigators, peer
support groups, mental health assessment, and
inclusion of guardians where available.

e Address health literacy and ensure AYA with HIV
understand HIV and goals of care.

« Continue to work with AYA with HIV toward
developing life skills, etc.

Strategies and Approaches

o Develop a formal, individualized transition plan to
address comprehensive care needs, including
medical, psychosocial, and financial aspects of
transitioning to adult HIV care.

e Optimize provider communication between
adolescent and adult clinics, including a warm
multidisciplinary, medical history handoff that
includes prior regimens, outcomes
(e.g., adherence, virologic failure and resistance),
and primary data (e.g., dated genotypic resistance
testing results) whenever possible.

¢ Develop a clinic model based on specific needs
(e.g., simultaneous transition of mental health
and/or case management versus a gradual
phase-in) and staffing.

e Engage in a warm handoff from the pediatric
team, which allows a nuanced understanding of
challenges and goals for the patient. Devise a
plan for how to continue building the skills on the
adult side.

o Build in flexibility (e.g., permissive grace period for
appointments, leniency for missed appointments if
feasible), particularly when first transitioning.

e Encourage physical spaces, structures, and pins
that are supportive of AYA with HIV and their
identities (e.g., youth-friendly art, pride flag,
expedited rooming, separate waiting areas when
space allows).

¢ Incorporate other aspects of care beyond HIV
management, if possible (e.g., family planning,
sexually transmitted infection testing and
treatment, mental health, substance use).
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Table 13. Approaches to Optimize Care Transition for AYA With HIV

Pediatric/Adolescent Adult

¢ Close the loop with the pediatric/adolescent
providers and encourage them to reach out if the
AYA continues to contact their former clinic.

Communication

o Foster regular dialogue between pediatric and adolescent and adult teams before and after transition
through regular meetings, case conferences, etc.

« Solicit feedback from the AYA with HIV.

« Use digital technology (e.g., texting, HIPAA-compliant messaging apps, telemedicine).

Evaluation

« Implement ongoing evaluation to measure the success of the selected model (retention in adult care).

Key: AYA = adolescents and young adults; HIPAA = Health Insurance Portability and Accountability Act

Discussions regarding transition should begin early and precede the actual transition process. Attention
to the key interventions noted above will be likely to improve adherence to appointments and avoid the
potential for youth to disengage from care during this period. For a more detailed discussion on specific
topics related to transitioning care for AYA, see Transitioning to Adult HIV Care. Please also refer to the
Pediatric ARV Guidelines.
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Table 14. Adolescents and Young Adults With HIV Antiretroviral Adherence
Barriers and Strategies to Support Adherence

ART Adherence
Barrier

Adherence Support
Strategy

Rationale for Adherence Support Strategy

Prioritization of short-
term goals and
socialization with
peers over daily HIV
treatment adherence

Youth-friendly reminder
systems (e.g., text, phone,
apps, pill boxes, support
buddies/peers/groups)

¢ Daily adherence to ARV regimens may not take
priority in the lives of AYA with HIV.

o AYA with HIV benefit from reminder systems to
facilitate adherence.

Novel ART delivery
strategies (e.g., long-acting
oral or injectable ARVs)

e AYA with HIV show high interest in long-acting
alternatives for ART delivery.

e May obviate disclosure concerns

¢ Promising tool to facilitate adherence for AYA
with HIV

Directly observed therapy (in
person or virtual) may be
considered

e May provide support and oversight, particularly
for AYA with barriers to independently taking
ART.

Social concerns
related to loss of
confidentiality

Simple ARV regimens

o Adolescents do not want to be different from
peers; adherence to complex regimens is
particularly challenging.

e Simple ARV regimens are preferable for AYA
with HIV.

User-friendly and discreet
regimens

e Avoidance of HIV-related stigma and of
unintentional disclosure of HIV status is a
priority for AYA with HIV.

¢ Protect confidentiality with user-friendly and
discreet adherence supports (e.g., discreet pill
bottles, reminder systems).

Side effects/fear of
side effects

ARV regimens that minimize
side effects

Early and expeditious
prevention, recognition, and
management of side effects,
with transparency about
potential side effects

o Side effects are associated with nonadherence
to ARVs.

¢ Regimens with minimal side effects and
medications that manage side effects have
utility for AYA with HIV.

Denial or dismissal of
HIV diagnosis

Motivational interviewing and
motivational enhancement
therapy

« Motivational interviewing and motivational
enhancement therapy acknowledge AYA with
HIV’s autonomy and potential ambivalence
about treatment adherence.

¢ Motivational interviewing and motivational
enhancement therapy have shown promise for
improving adherence to chronic disease
treatment, including HIV.
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Table 14. Adolescents and Young Adults With HIV Antiretroviral Adherence
Barriers and Strategies to Support Adherence

ART Adherence
Barrier

Adherence Support
Strategy

Rationale for Adherence Support Strategy

Positive affirmation
messages (e.g., text, app,
trusted messengers)

o Electronically delivered positive affirmation
messages can improve self-esteem and ARV
adherence among AYA with HIV.

e Some advocacy groups provide other resources
with positive affirmations that can improve self-
esteem and ARV adherence.

Non-disclosure

Early disclosure and
assistance with disclosure

o Early (by age 10-12 years) disclosure of HIV
status for those with perinatally acquired HIV
enhances adherence and self-esteem and limits
stigma.

e Assistance with disclosure to partners or peers
may enhance outcomes, including self-esteem,
self-acceptance, and mood.

Lack of health literacy
regarding the benefits
of ART

Health literacy support and
U=U education

e AYA with HIV may not fully understand the
importance of taking ARVs daily or receiving
LA CAB/RPYV injections, particularly when they
are asymptomatic.

¢ Increased health literacy is associated with
better adherence to ARV regimens.

e U=U education holds promise for AYA with HIV.

Mistrust of providers
and the medical
establishment

Empathetic and patient-
centered communication

e Communication exploring the needs of AYA
with HIV can build trust, including exploring
needs not directly related to HIV treatment
(e.g., school, employment, relationships).

Mental health and/or
substance use

Individualized mental health
and substance use services

e Comprehensive mental health and substance
use services have shown promise for improving
viral suppression among AYA with HIV.

e Service should be delivered based on
individualized needs assessments.

Social isolation and
lack of familial and
social support

Family and peer support
groups

o Family members and peers are a defense
against stigma and social isolation, a source of
emotional support, and partners in medication
management.

Provider views of
AYA with HIV as
“risky” and/or not
ready for ART

Promote development of a
positive rather than risk-
centered identity among AYA
with HIV

e Adolescence and young adulthood are periods
of identity development where HIV stigma is
particularly problematic.

e To reduce stigma and improve ARV adherence,
providers should not conceptualize AYA with
HIV as “high risk.”

Provider implicit
biases regarding AYA
with HIV

Implicit bias training

e Consciously changing biased associations and
repeated bias self-regulation training can
reduce providers’ implicit biases.
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Table 14. Adolescents and Young Adults With HIV Antiretroviral Adherence
Barriers and Strategies to Support Adherence

ART Adherence
Barrier

Adherence Support
Strategy

Rationale for Adherence Support Strategy

Lack of youth-friendly
services

Dedicated youth HIV clinic or
adaptation of youth-friendly
services

¢ Clinic days or hours dedicated to AYA with HIV

patients better address unique adherence
needs; youth-friendly services include the
following:

o Flexible hours, easy scheduling,
telephone/telehealth appointments

o0 Providers trained in working with AYA with
HIV

o0 Youth-friendly waiting rooms and physical
spaces

0 Supplemental services that comprehensively
address psychosocial and health needs of
AYA with HIV

o Incentives for AYA with HIV care
engagement

Youth-friendly hours, staff,
and physical space

Where dedicated hours and services are not
possible, youth-friendly service elements can
be integrated into existing clinic structures using
strategies such as—

o Offering evening hours

o Staff training on service delivery to AYA with
HIV

o0 Youth-friendly waiting rooms and physical
spaces

Referrals to more youth-
friendly HIV providers

Where youth-friendly services are not possible,
referrals to more youth-friendly HIV care
providers should be considered.

Referral decisions should be made
collaboratively with the patient.

Lack of
comprehensive
services that address
common
psychosocial
stressors

Supplemental health,
behavioral health, and
psychosocial support
services

Individualized delivery of comprehensive
supplemental services helps address unique
needs of AYA with HIV, including the following:

o0 Primary care and sexual and reproductive
health services

o Behavioral health services

o0 Psychosocial support services (e.g., school
support, transportation, support groups,
housing and food assistance)
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Table 14. Adolescents and Young Adults With HIV Antiretroviral Adherence
Barriers and Strategies to Support Adherence

ART Adherence Adherence Support .
. PP Rationale for Adherence Support Strategy
Barrier Strategy
Collaboration with and o Where delivery of comprehensive supplemental
refe(rals to outside support services is not possible, collaborations with and
services referrals to outside support services should be

considered.

e Emphasize strengths-based supports

Key: ART = antiretroviral treatment; ARV = antiretroviral; AYA = adolescent and young adult;
LA CAB/RPV = long-acting cabotegravir plus rilpivirine; U=U = undetectable equals untransmittable

Knowledge Gaps

More research is needed related to the following:

Safety and efficacy of LA injectable ART for AYA patients with viremia

Best strategies for optimizing retention in care, the transition from pediatric-focused to adult-
focused care settings, and clinical and virologic outcomes for AYA

Metabolic complications associated with HIV and long-term use of ART in AYA with HIV and the
effectiveness of preventive strategies (including cardiometabolic and bone health)

The utility, affordability, scale-up, and cost-effectiveness of strategies for improving outcomes for
AYA with HIV (e.g., retention in care, adherence to ART, earlier screening for metabolic
complications in AYA)

Understanding and evaluation of strategies for identifying and mitigating ACEs and the
development of neurocognitive disorders in AYA with HIV

Identifying effective interventions to address mental health and substance use disorders among
AYA with HIV

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-16



References

1. Patel D, Johnson CH, Krueger A, et al. Trends in HIV testing among US adults, aged 18-64
years, 2011-2017. AIDS Behav. 2020;24(2):532-539. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/31595375.

2. Centers for Disease Control and Prevention. Core indicators for monitoring the Ending the
HIV Epidemic initiative, preliminary data through December 2025. 2026;Available at:
https://stacks.cdc.gov/view/cdc/256157.

3. Centers for Disease Control and Prevention. HIV diagnoses, deaths, and prevalence: 2026
update. 2026. Available at: https://www.cdc.gov/hiv-data/nhss/hiv-diagnoses-deaths-and-
prevalence-2026.html.

4, Centers for Disease Control and Prevention. National HIV prevention and care objectives:
2026 update. 2026. Available at: https://www.cdc.gov/hiv-data/nhss/national-hiv-prevention-
and-care-objectives-2026.html.

5. Van Dyke RB, Patel K, Kagan RM, et al. Antiretroviral drug resistance among children and
youth in the United States with perinatal HIV. Clin Infect Dis. 2016;63(1):133-137. Available
at: https://www.ncbi.nlm.nih.gov/pubmed/27056398.

6. Masenga SK, Cote HCF, Hunt PW. Subclinical cardiac disease in children with perinatally
acquired HIV is associated with inflammation. AIDS. 2022;36(15):2213-2214. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/36382437.

7. Benki-Nugent S, Boivin MJ. Neurocognitive complications of pediatric HIV infections. Curr
Top Behav Neurosci. 2021;50:147-174. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/31522375.

8. Shearer WT, Jacobson DL, Yu W, et al. Long-term pulmonary complications in perinatally
HIV-infected youth. J Allergy Clin Immunol. 2017;140(4):1101-1111 e7. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/28279683.

9. Agwu AL, Fairlie L. Antiretroviral treatment, management challenges and outcomes in
perinatally HIV-infected adolescents. J Int AIDS Soc. 2013;16(1):18579. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/23782477.

10. Arrington-Sanders R, Leonard L, Brooks D, Celentano D, Ellen J. Older partner selection in
young African-American men who have sex with men. J Adolesc Health. 2013;52(6):682-8.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/23523311.

11. Tieu HV, Liu TY, Hussen S, et al. Sexual networks and HIV risk among Black men who have
sex with men in 6 U.S. Cities. PLoS One. 2015;10(8):e0134085. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/26241742.

12. Joseph HA, Marks G, Belcher L, et al. Older partner selection, sexual risk behaviour and
unrecognised HIV infection among black and Latino men who have sex with men. Sex
Transm Infect. 2011;87(5):442-7. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/21705378.

13. Lewis JV, Abramowitz S, Koenig LJ, Chandwani S, Orban L. Negative life events and
depression in adolescents with HIV: A stress and coping analysis. AIDS Care.
2015;27(10):1265-74. Available at: https://www.ncbi.nlm.nih.gov/pubmed/26313848.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-17


https://www.ncbi.nlm.nih.gov/pubmed/31595375
https://stacks.cdc.gov/view/cdc/256157
https://www.cdc.gov/hiv-data/nhss/hiv-diagnoses-deaths-and-prevalence-2026.html
https://www.cdc.gov/hiv-data/nhss/hiv-diagnoses-deaths-and-prevalence-2026.html
https://www.cdc.gov/hiv-data/nhss/national-hiv-prevention-and-care-objectives-2026.html
https://www.cdc.gov/hiv-data/nhss/national-hiv-prevention-and-care-objectives-2026.html
https://www.ncbi.nlm.nih.gov/pubmed/27056398
https://www.ncbi.nlm.nih.gov/pubmed/36382437
https://www.ncbi.nlm.nih.gov/pubmed/31522375
https://www.ncbi.nlm.nih.gov/pubmed/28279683
https://www.ncbi.nlm.nih.gov/pubmed/23782477
https://www.ncbi.nlm.nih.gov/pubmed/23523311
https://www.ncbi.nlm.nih.gov/pubmed/26241742
https://www.ncbi.nlm.nih.gov/pubmed/21705378
https://www.ncbi.nlm.nih.gov/pubmed/26313848

14. Nash SH, Rutledge M, Frenkel LM, et al. HIV transmission through premastication.
Pediatrics. 2022;150(4)Available at: https://www.ncbi.nim.nih.gov/pubmed/36052601.

15. Workowski KA, Bachmann LH, Chan PA, et al. Sexual assault or abuse of children. 2021.
Available at: https://www.cdc.gov/std/treatment-guidelines/sexual-assault-children.htm.

16. Kapogiannis BG, Koenig LJ, Xu J, et al. The HIV continuum of care for adolescents and
young adults attending 13 urban US HIV care centers of the NICHD-ATN-CDC-HRSA SMILE
Collaborative. J Acquir Immune Defic Syndr. 2020;84(1):92-100. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/32267659.

17. Kariminia A, Law M, Davies MA, et al. Mortality and losses to follow-up among adolescents
living with HIV in the iedea global cohort collaboration. J Int AIDS Soc. 2018;21(12):e25215.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/30548817.

18. Centers for Disease Control and Prevention. Monitoring selected national HIV prevention
and care objectives by using HIV surveillance data—United States and 6 territories and
freely associated states, 2022. 2024. HIV Surveillance Report. May 21. Available at:
https://stacks.cdc.gov/view/cdc/156511.

19. Singh S, Mitsch A, Wu B. HIV care outcomes among men who have sex with men with
diagnosed HIV infection - United States, 2015. MMWR Morb Mortal WKly Rep.
2017;66(37):969-974. Available at: https://www.ncbi.nlm.nih.gov/pubmed/28934185.

20. Centers for Disease Control and Prevention. NCHHSTP AtlasPlus. 2026. Available at:
https://www.cdc.gov/nchhstp/about/atlasplus.html.

21. Sanders RA. Adolescent psychosocial, social, and cognitive development. Pediatr Rev.
2013;34(8):354-8; quiz 358-9. Available at: https://www.ncbi.nlm.nih.gov/pubmed/23908362.

22. Reisner SL, Mimiaga MJ, Skeer M, Perkovich B, Johnson CV, Safren SA. A review of HIV
antiretroviral adherence and intervention studies among HIV-infected youth. Top HIV Med.
2009;17(1):14-25. Available at: https://www.ncbi.nlm.nih.gov/pubmed/19270345.

23. The National Academies of Sciences Engineering and Medicine. In: The promise of
adolescence: Realizing opportunity for all youth. 2019: Available at:
https://pubmed.ncbi.nim.nih.gov/31449373.

24. Mellins CA, Tassiopoulos K, Malee K, et al. Behavioral health risks in perinatally HIV-
exposed youth: Co-occurrence of sexual and drug use behavior, mental health problems,
and nonadherence to antiretroviral treatment. AIDS Patient Care STDS. 2011;25(7):413-22.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/21992620.

25. Nichols SL, Brummel SS, Smith RA, et al. Executive functioning in children and adolescents
with perinatal HIV infection. Pediatr Infect Dis J. 2015;34(9):969-75. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/26376309.

26. Bucek A, Leu CS, Benson S, et al. Psychiatric disorders, antiretroviral medication adherence
and viremia in a cohort of perinatally HIV-infected adolescents and young adults. Pediatr
Infect Dis J. 2018;37(7):673-677. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/29227462.

27. Harris LL, Chernoff MC, Nichols SL, et al. Prospective memory in youth with perinatally-
acquired HIV infection. Child Neuropsychol. 2018;24(7):938-958. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/28782457.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-18


https://www.ncbi.nlm.nih.gov/pubmed/36052601
https://www.cdc.gov/std/treatment-guidelines/sexual-assault-children.htm
https://www.ncbi.nlm.nih.gov/pubmed/32267659
https://www.ncbi.nlm.nih.gov/pubmed/30548817
https://stacks.cdc.gov/view/cdc/156511
https://www.ncbi.nlm.nih.gov/pubmed/28934185
https://www.cdc.gov/nchhstp/about/atlasplus.html
https://www.ncbi.nlm.nih.gov/pubmed/23908362
https://www.ncbi.nlm.nih.gov/pubmed/19270345
https://pubmed.ncbi.nlm.nih.gov/31449373
https://www.ncbi.nlm.nih.gov/pubmed/21992620
https://www.ncbi.nlm.nih.gov/pubmed/26376309
https://www.ncbi.nlm.nih.gov/pubmed/29227462
https://www.ncbi.nlm.nih.gov/pubmed/28782457

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Bellavia A, Williams PL, DiMeglio LA, et al. Delay in sexual maturation in perinatally HIV-
infected youths is mediated by poor growth. AIDS. 2017;31(9):1333-1341. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/28358737.

Dwyer AA, Phan-Hug F, Hauschild M, Elowe-Gruau E, Pitteloud N. Transition in
endocrinology: Hypogonadism in adolescence. Eur J Endocrinol. 2015;173(1):R15-24.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/25653257.

Yin MT, Lund E, Shah J, et al. Lower peak bone mass and abnormal trabecular and cortical
microarchitecture in young men infected with HIV early in life. AIDS. 2014,;28(3):345-53.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/24072196.

Neilan AM, Karalius B, Patel K, et al. Association of risk of viremia, immunosuppression,
serious clinical events, and mortality with increasing age in perinatally human
immunodeficiency virus-infected youth. JAMA Pediatr. 2017;171(5):450-460. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/28346597.

Mellins CA, Brackis-Cott E, Leu CS, et al. Rates and types of psychiatric disorders in
perinatally human immunodeficiency virus-infected youth and seroreverters. J Child Psychol
Psychiatry. 2009;50(9):1131-8. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/19298479.

Gadow KD, Chernoff M, Williams PL, et al. Co-occuring psychiatric symptoms in children
perinatally infected with HIV and peer comparison sample. J Dev Behav Pediatr.
2010;31(2):116-28. Available at: https://www.nchi.nlm.nih.gov/pubmed/20110828.

Mellins CA, Malee KM. Understanding the mental health of youth living with perinatal HIV
infection: Lessons learned and current challenges. J Int AIDS Soc. 2013;16(1):18593.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/23782478.

Lally MA, van den Berg JJ, Westfall AO, et al. HIV continuum of care for youth in the United
States. J Acquir Immune Defic Syndr. 2018;77(1):110-117. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/28991884.

Mudra Rakshasa-Loots A, Vera JH, Laughton B. Neuroinflammation and mental health
outcomes in adolescents living with HIV. Curr Opin HIV AIDS. 2024;19(6):355-360. Available
at: https://www.ncbi.nlm.nih.gov/pubmed/39514787.

Gamarel KE, Brown L, Kahler CW, et al. Prevalence and correlates of substance use among
youth living with HIV in clinical settings. Drug Alcohol Depend. 2016;169:11-18. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/27750182.

Abrams EJ, Mellins CA, Bucek A, et al. Behavioral health and adult milestones in young
adults with perinatal HIV infection or exposure. Pediatrics. 2018;142(3):e20180938. Available
at: https://www.ncbi.nlm.nih.gov/pubmed/30097528.

Mustanski B, Phillips G, 2nd, Ryan DT, Swann G, Kuhns L, Garofalo R. Prospective effects
of a syndemic on HIV and sti incidence and risk behaviors in a cohort of young men who
have sex with men. AIDS Behav. 2017;21(3):845-857. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/27844298.

Arrington-Sanders R, Galai N, Falade-Nwulia O, et al. Patterns of polysubstance use in
young Black and Latinx sexual minority men and transgender women and its association with
sexual partnership factors: The PUSH study. Subst Use Misuse. 2024;59(3):317-328.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/38146133.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-19


https://www.ncbi.nlm.nih.gov/pubmed/28358737
https://www.ncbi.nlm.nih.gov/pubmed/25653257
https://www.ncbi.nlm.nih.gov/pubmed/24072196
https://www.ncbi.nlm.nih.gov/pubmed/28346597
https://www.ncbi.nlm.nih.gov/pubmed/19298479
https://www.ncbi.nlm.nih.gov/pubmed/20110828
https://www.ncbi.nlm.nih.gov/pubmed/23782478
https://www.ncbi.nlm.nih.gov/pubmed/28991884
https://www.ncbi.nlm.nih.gov/pubmed/39514787
https://www.ncbi.nlm.nih.gov/pubmed/27750182
https://www.ncbi.nlm.nih.gov/pubmed/30097528
https://www.ncbi.nlm.nih.gov/pubmed/27844298
https://www.ncbi.nlm.nih.gov/pubmed/38146133

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

Bonar EE, Whiteside LK, Walton MA, et al. Prevalence and correlates of HIV risk among
adolescents and young adults reporting drug use: Data from an urban emergency
department in the u.S. J HIV AIDS Soc Serv. 2014;28(2):625-630. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/25126024.

Beech BM, Myers L, Beech DJ, Kernick NS. Human immunodeficiency syndrome and
hepatitis B and c infections among homeless adolescents. Semin Pediatr Infect Dis.
2003;14(1):12-9. Available at: https://www.ncbi.nlm.nih.gov/pubmed/12748917.

Centers for Disease Control and Prevention. Experiences of unstable housing among high
school students — Youth Risk Behavior Survey, United States, 2021. Vol. k72. 2023:29-36.
MMRW. Available at: https://www.cdc.gov/mmwr/volumes/72/su/su7201a4.htm.

Marcus R, Dasgupta S, Taussig J, Tie Y, Nair P, Prejean J. Social determinants of health
and unmet needs for services among young adults with HIV: Medical monitoring project,
2018-2021. J Acquir Immune Defic Syndr. 2025;99(1):9-19. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/39780305.

Arrington-Sanders R, Alvarenga A, Galai N, et al. Social determinants of transactional sex in
a sample of young Black and Latinx sexual minority cisgender men and transgender women.
J Adolesc Health. 2022;70(2):275-281. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/34580030.

Palepu A, Milloy MJ, Kerr T, Zhang R, Wood E. Homelessness and adherence to
antiretroviral therapy among a cohort of HIV-infected injection drug users. J Urban Health.
2011;88(3):545-55. Available at: https://www.nchi.nlm.nih.gov/pubmed/21409604.

Swedo EA, Pampati S, Anderson KN, et al. Adverse childhood experiences and health
conditions and risk behaviors among high school students - Youth Risk Behavior Survey,
United States, 2023. MMWR Suppl. 2024;73(4):39-50. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/39378222.

Young-Wolff KC, Sarovar V, Sterling SA, et al. Adverse childhood experiences, mental
health, substance use, and HIV-related outcomes among persons with HIV. AIDS Care.
2019;31(10):1241-1249. Available at: https://www.ncbi.nlm.nih.gov/pubmed/30887831.

Chenneville T, Drake H, Cario A, Rodriguez C. Adverse childhood experiences among a
sample of youth living with HIV in the Deep South. Int J Environ Res Public Health.
2022;19(15)Available at: https://www.ncbi.nim.nih.gov/pubmed/35955095.

Gwadz M, Wilton L, Cleland CM, et al. A mixed methods descriptive study of a diverse cohort
of African American/Black and Latine young and emerging adults living with HIV:
Sociodemographic, background, and contextual factors. BMC Public Health. 2025;25(1):620.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/39953496.

Austin AE, Anderson KN, Goodson M, et al. Screening for adverse childhood experiences: A
critical appraisal. Pediatrics. 2024;154(6)Available at:
https://www.ncbi.nlm.nih.gov/pubmed/39497538.

Bekker LG, Hosek S. HIV and adolescents: Focus on young key populations. JIAS: Journal
of the International AIDS Society. 2015;18(Suppl 1):1-94. Available at:
https://doi.org/10.7448/IAS.18.2.20076.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-20


https://www.ncbi.nlm.nih.gov/pubmed/25126024
https://www.ncbi.nlm.nih.gov/pubmed/12748917
https://www.cdc.gov/mmwr/volumes/72/su/su7201a4.htm
https://www.ncbi.nlm.nih.gov/pubmed/39780305
https://www.ncbi.nlm.nih.gov/pubmed/34580030
https://www.ncbi.nlm.nih.gov/pubmed/21409604
https://www.ncbi.nlm.nih.gov/pubmed/39378222
https://www.ncbi.nlm.nih.gov/pubmed/30887831
https://www.ncbi.nlm.nih.gov/pubmed/35955095
https://www.ncbi.nlm.nih.gov/pubmed/39953496
https://www.ncbi.nlm.nih.gov/pubmed/39497538
https://doi.org/10.7448/IAS.18.2.20076

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

Wagner TA, Tierney C, Huang S, et al. Prevalence of detectable HIV-DNA and HIV-RNA in
cerebrospinal fluid of youth with perinatal HIV and impaired cognition on antiretroviral
therapy. AIDS. 2024;38(10):1494-1504. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/38814693.

McGuire JL, Grinspan JB, Jordan-Sciutto KL. Update on central nervous system effects of
HIV in adolescents and young adults. Curr HIV/AIDS Rep. 2023;20(2):19-28. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/36809477.

Dahmani S, Rakhmanina N, Jiang X. Cognitive impairment in children and adolescents living
with perinatal HIV disease in the ART era: A meta-analysis. EClinicalMedicine.
2024;72:102602. Available at: https://www.ncbi.nlm.nih.gov/pubmed/39010974.

Nichols SL, Bethel J, Garvie PA, et al. Neurocognitive functioning in antiretroviral therapy-
naive youth with behaviorally acquired human immunodeficiency virus. J Adolesc Health.
2013;53(6):763-71. Available at: https://www.nchi.nlm.nih.gov/pubmed/23972941.

Baker LM, Paul RH, Heaps JM, et al. Impact of human immunodeficiency virus on
neurocognition and risky behaviors in young adults. J Neurovirol. 2014;20(5):466-73.
Available at: https://www.nchi.nlm.nih.gov/pubmed/24970235.

Tan Y, Ma Z, Cao Q, Gao SC, Xiong Y. Prevalence of common mental disorders and sleep
disorder among adolescents and young adults with HIV: A systematic review and meta-
analysis. BMJ Open. 2025;15(5):e093320. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/40379341.

Bhana A, Kreniske P, Pather A, Abas MA, Mellins CA. Interventions to address the mental
health of adolescents and young adults living with or affected by HIV: State of the evidence.
J Int AIDS Soc. 2021;24 Suppl 2(Suppl 2):e25713. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/34164939.

Wisdom JP, Cavaleri M, Gogel L, Nacht M. Barriers and facilitators to adolescent drug
treatment: Youth, family, and staff reports. Addiction Research & Theory. 2011;19(2):179-
188. Available at: https://www.tandfonline.com/doi/abs/10.3109/16066359.2010.530711.

Brown LK, Kennard BD, Emslie GJ, et al. Effective treatment of depressive disorders in
medical clinics for adolescents and young adults living with HIV: A controlled trial. J Acquir
Immune Defic Syndr. 2016;71(1):38-46. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/26761270.

Reisner SL, Jadwin-Cakmak L, White Hughto JM, Martinez M, Salomon L, Harper GW.
Characterizing the HIV prevention and care continua in a sample of transgender youth in the
u.S. AIDS Behav. 2017;21(12):3312-3327. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/29138982.

National AETC Support Center. Patient Health Questionnaire-2 (PHQ-2). 2016. Available at:
https://aidsetc.org/sites/default/files/resources files/PHO-2 English.pdf.

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: Validity of a brief depression severity
measure. J Gen Intern Med. 2001;16(9):606-13. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/11556941.

McNamara S, Patra KP, Aslam SP. Suicide risk in children and adolescents: Assessment
and management. StatPearls. 2026. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/35015441.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-21


https://www.ncbi.nlm.nih.gov/pubmed/38814693
https://www.ncbi.nlm.nih.gov/pubmed/36809477
https://www.ncbi.nlm.nih.gov/pubmed/39010974
https://www.ncbi.nlm.nih.gov/pubmed/23972941
https://www.ncbi.nlm.nih.gov/pubmed/24970235
https://www.ncbi.nlm.nih.gov/pubmed/40379341
https://www.ncbi.nlm.nih.gov/pubmed/34164939
https://www.tandfonline.com/doi/abs/10.3109/16066359.2010.530711
https://www.ncbi.nlm.nih.gov/pubmed/26761270
https://www.ncbi.nlm.nih.gov/pubmed/29138982
https://aidsetc.org/sites/default/files/resources_files/PHQ-2_English.pdf
https://www.ncbi.nlm.nih.gov/pubmed/11556941
https://www.ncbi.nlm.nih.gov/pubmed/35015441

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

American Academy of Pediatrics. Screening tools: Pediatric mental health minute series.
2026;Available at: https://www.aap.org/en/patient-care/mental-health-minute/screening-
tools/.

Songtaweesin WN, Thisayakorn P, Arrington-Sanders R, Foster C, Puthanakit T.
Opportunities for building lifelong resilience and improving mental health for adolescents
living with HIV. J Int AIDS Soc. 2024;27(10):e26377. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/39382028.

Centers for Disease Control and Prevention. YRBS Data Summary & Trends Report, 2013—
2023. 2024. Youth Risk Behavior Surveillance System (YRBSS). Available at:
https://www.cdc.gov/yrbs/dstr/index.html.

Starks TJ, MacDonell KK, Pennar AL, Dinaj-Koci V, Millar BM, Naar S. Drug use among
adolescents and young adults with unsuppressed HIV who use alcohol: Identifying patterns
of comorbid drug use and associations with mental health. AIDS Behav. 2020;24(10):2975-
2983. Available at: https://www.ncbi.nlm.nih.gov/pubmed/32246358.

Augustyn M, Zuckerman BS, Ebook Central Academic C. In: Zuckerman parker handbook of
developmental and behavioral pediatrics for primary care. Fourth edition. ed. Wolters Kluwer;
2019: Available at: https://pediatrics.lwwhealthlibrary.com/book.aspx?bookid=3020.

Menza TW, Hixson LK, Lipira L, Drach L. Social determinants of health and care outcomes
among people with HIV in the United States. Open Forum Infect Dis. 2021;8(7):0fab330.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/34307729.

Guilamo-Ramos V, Thimm-Kaiser M, Benzekri A, Futterman D. Shifting the paradigm in HIV
prevention and treatment service delivery toward differentiated care for youth. Presented at:
NAM Perspectives, Discussion Paper. 2019. Available at: https://nam.edu/shifting-the-
paradigm-in-hiv-prevention-and-treatment-service-delivery-toward-differentiated-care-for-

youth/.

Gaur AH, Cotton MF, Rodriguez CA, et al. Fixed-dose combination bictegravir, emtricitabine,
and tenofovir alafenamide in adolescents and children with HIV: Week 48 results of a single-
arm, open-label, multicentre, phase 2/3 trial. Lancet Child Adolesc Health. 2021;5(9):642-
651. Available at: https://www.ncbi.nlm.nih.gov/pubmed/34302760.

Gaur AH, Baltrusaitis K, Capparelli EV, et al. Safety, antiviral activity, and pharmacokinetics
of long-acting injectable cabotegravir-rilpivirine in virologically suppressed adolescents living
with HIV-1 (IMPAACT 2017/MOCHA): 48-week results of a multinational, phase 1/2, single-
arm study. Lancet HIV. 2026;13(2):e85-e94. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/41547359.

Gaur AH, Capparelli EV, Calabrese K, et al. Safety and pharmacokinetics of oral and long-
acting injectable cabotegravir or long-acting injectable rilpivirine in virologically suppressed
adolescents with HIV (IMPAACT 2017/MOCHA): A phase 1/2, multicentre, open-label, non-
comparative, dose-finding study. Lancet HIV. 2024;11(4):e211-e221. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/38538160.

Lowenthal ED, Chapman J, Baltrusaitis K, et al. Acceptability and tolerability of long-acting
injectable cabotegravir-rilpivirine in adolescents with HIV-1 (IMPAACT 2017/MOCHA):
48-week results of a multicentre, open-label, non-comparative phase 1/2 trial. Lancet HIV.
2026;13(2):€95-e103. Available at: https://www.ncbi.nim.nih.gov/pubmed/41547358.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-22


https://www.aap.org/en/patient-care/mental-health-minute/screening-tools/
https://www.aap.org/en/patient-care/mental-health-minute/screening-tools/
https://www.ncbi.nlm.nih.gov/pubmed/39382028
https://www.cdc.gov/yrbs/dstr/index.html
https://www.ncbi.nlm.nih.gov/pubmed/32246358
https://pediatrics.lwwhealthlibrary.com/book.aspx?bookid=3020
https://www.ncbi.nlm.nih.gov/pubmed/34307729
https://nam.edu/shifting-the-paradigm-in-hiv-prevention-and-treatment-service-delivery-toward-differentiated-care-for-youth/
https://nam.edu/shifting-the-paradigm-in-hiv-prevention-and-treatment-service-delivery-toward-differentiated-care-for-youth/
https://nam.edu/shifting-the-paradigm-in-hiv-prevention-and-treatment-service-delivery-toward-differentiated-care-for-youth/
https://www.ncbi.nlm.nih.gov/pubmed/34302760
https://www.ncbi.nlm.nih.gov/pubmed/41547359
https://www.ncbi.nlm.nih.gov/pubmed/38538160
https://www.ncbi.nlm.nih.gov/pubmed/41547358

7.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

Bolton C, Gaur A, Adeyeye A, et al. IMPAACT 2017 / MOCHA. 2020. Available at:
https://www.impaactnetwork.org/studies/impaact2017.

Weld ED, Rana MS, Dallas RH, et al. Interest of youth living with HIV in long-acting
antiretrovirals. J Acquir Immune Defic Syndr. 2019;80(2):190-197. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/30418298.

Barfield A, Ohene-Kyei ET, Smith R, et al. Exploring preferences, concerns, and
implementation of different long-acting antiretroviral strategies for youth with HIV facing
adherence challenges. AIDS Patient Care STDS. 2025;39(7):289-295. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/40471081.

Chilton D, Mukela A, Ali A, Doctor J, Kulasegaram R. Long acting (LA), injectable ARVs in
clinical practice — two UK case studies of compassionate access to LA cabotegravir and
rilpivirine in young adults with perinatally acquired HIV-1. Presented at: 25th Annual
Conference of the British HIV Association (BHIVA). 2019. Bournemouth International Centre,
UK. Available at: https://onlinelibrary.wiley.com/doi/10.1111/hiv.12739.

Unternaher J, Craddock C, Koay WLA, Barnett AP, Williams T, Rakhmanina N. Acceptability,
facilitators, and barriers of long-acting injectable cabotegravir/rilpivirine among youth with
HIV in the United States. J Adolesc Health. 2025;77(6):1135-1143. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/40965392.

Williams T, Unternaher J, Koay WLA, et al. Efficacy, safety and retention in care among
adolescents and youth with HIV on long-acting injectable cabotegravir/rilpivirine treatment:
Real-world observational cohort outcomes. Pediatr Infect Dis J. 2025;44(7):650-656.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/39853281.

Lazar N, Castillo M, Confident G, et al. Letter: Implementation of a long-acting injectable
program for HIV prevention and treatment in adolescents and young adults: Insights from a
northeastern US program. AIDS Patient Care STDS. 2026;40(1):1-4. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/41273184.

Scott K, O'Rourke J, Jackson C, et al. Viral suppression, viral failure, and safety outcomes in
children and adolescents with HIV on dolutegravir in Europe and Thailand. Clin Infect Dis.
2025;81(4):e115-e127. Available at: https://www.ncbi.nlm.nih.gov/pubmed/40215206.

Viani RM, Ruel T, Alvero C, et al. Long-term safety and efficacy of dolutegravir in treatment-
experienced adolescents with human immunodeficiency virus infection: Results of the
IMPAACT P1093 Study. J Pediatric Infect Dis Soc. 2020;9(2):159-165. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/30951600.

Nanditha NGA, Paiero A, Tafessu HM, et al. Excess burden of age-associated comorbidities
among people living with HIV in British Columbia, Canada: A population-based cohort study.
BMJ Open. 2021;11(1):e041734. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/33419911.

Haw NJL, Lesko CR, Ng DK, et al. Incidence of non-AIDS defining comorbidities among
young adults with perinatally acquired HIV in North America. AIDS. 2024;38(9):1366-1374.
Available at: https://www.ncbi.nlm.nih.gov/pubmed/38507583.

Yusuf H, Agwu A. Adolescents and young adults with early acquired HIV infection in the
united states: Unique challenges in treatment and secondary prevention. Expert Rev Anti
Infect Ther. 2021;19(4):457-471. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/32990092.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-23


https://www.impaactnetwork.org/studies/impaact2017
https://www.ncbi.nlm.nih.gov/pubmed/30418298
https://www.ncbi.nlm.nih.gov/pubmed/40471081
https://onlinelibrary.wiley.com/doi/10.1111/hiv.12739
https://www.ncbi.nlm.nih.gov/pubmed/40965392
https://www.ncbi.nlm.nih.gov/pubmed/39853281
https://www.ncbi.nlm.nih.gov/pubmed/41273184
https://www.ncbi.nlm.nih.gov/pubmed/40215206
https://www.ncbi.nlm.nih.gov/pubmed/30951600
https://www.ncbi.nlm.nih.gov/pubmed/33419911
https://www.ncbi.nlm.nih.gov/pubmed/38507583
https://www.ncbi.nlm.nih.gov/pubmed/32990092

89. Momplaisir F, McGlonn K, Grabill M, et al. Strategies to improve outcomes of youth
experiencing healthcare transition from pediatric to adult HIV care in a large U.S. City. Arch
Public Health. 2023;81(1):49. Available at: https://www.ncbi.nlm.nih.gov/pubmed/37004125.

90. Hussen SA, Doraivelu K, Goldstein MH, et al. Human immunodeficiency virus (HIV) care
continuum outcomes after transition to adult care among a prospective cohort of youth with
HIV in Atlanta, Georgia. Clin Infect Dis. 2023;76(7):1218-1224. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/36409586.

91. Shimbre MS, Belete AG, Guyo TG, Ma W. Retention in care after transition to adult care for
adolescents and young adults with HIV: A systematic review and meta-analysis. Int J Public
Health. 2025;70:1607733. Available at: https://www.ncbi.nim.nih.gov/pubmed/40196728.

92. Nassau T, Loabile B, Dowshen N, et al. Factors and outcomes associated with viral
suppression trajectory group membership among youth transitioning from pediatric to adult
HIV care. J Adolesc Health. 2022;71(6):737-743. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/36220688.

93. Xia Q, Abraham B, Shah D, Ramaswamy C, Braunstein SL, Torian LV. Transition from
paediatric to adult care among persons with perinatal HIV infection in New York city, 2006-
2015. AIDS. 2018;32(13):1821-1828. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/29894382.

94. Lam PK, Fidler S, Foster C. A review of transition experiences in perinatally and
behaviourally acquired HIV-1 infection; same, same but different? J Int AIDS Soc.
2017;20(Suppl 3):21506. Available at: https://www.ncbi.nim.nih.gov/pubmed/28530044.

95. Tassiopoulos K, Huo Y, Patel K, et al. Healthcare transition outcomes among young adults
with perinatally acquired human immunodeficiency virus infection in the United States. Clin
Infect Dis. 2020;71(1):133-141. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/31584617.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV K-24


https://www.ncbi.nlm.nih.gov/pubmed/37004125
https://www.ncbi.nlm.nih.gov/pubmed/36409586
https://www.ncbi.nlm.nih.gov/pubmed/40196728
https://www.ncbi.nlm.nih.gov/pubmed/36220688
https://www.ncbi.nlm.nih.gov/pubmed/29894382
https://www.ncbi.nlm.nih.gov/pubmed/28530044
https://www.ncbi.nlm.nih.gov/pubmed/31584617

	Considerations for Antiretroviral Use in Special Populations
	Adolescents and Young Adults With HIV
	Introduction
	Epidemiology
	Heterogeneity of Adolescents and Young Adults With HIV
	Adolescents and Young Adults With Perinatally Acquired HIV
	Adolescents and Young Adults With Non–Perinatally Acquired HIV

	Unique Characteristics and Considerations for Adolescents and Young Adults With HIV
	Developmental Changes and Engagement in Care
	Cognitive Development
	Physical Development

	Unique Psychosocial Factors
	Behavioral and Mental Health
	Substance Use
	Unstable Housing
	Trauma
	Additional Social and Environmental Factors


	Optimizing Treatment Effectiveness and Supporting Adherence in Adolescents and Young Adults With HIV
	Neurocognitive Considerations
	Mental Health Care
	Substance Use Disorders
	Psychosocial and Environmental Stressors
	Specific Antiretroviral Therapy Considerations in Adolescents and Young Adults With HIV
	Strategies to Improve Medication Adherence



	Table 12. Strategies to Improve Antiretroviral Therapy Adherence
	Antiretroviral Therapy Regimens for Adolescents and Young Adults With HIV Without Drug Resistance
	Antiretroviral Therapy–Experienced Adolescents and Young Adults With HIV and With Drug Resistance
	Antiretroviral Therapy Considerations in Sexually Immature Adolescents and Young Adults With HIV
	Additional Antiretroviral Therapy Considerations in Adolescents and Young Adults With HIV
	Preventive Measures and Supporting Long-Term Health in Adolescents and Young Adults With HIV
	Transitioning to Adult HIV Care

	Table 13. Approaches to Optimize Transition to Adult Care for Adolescents and Young Adults With HIV
	Table 14. Adolescents and Young Adults With HIV Antiretroviral Adherence Barriers and Strategies to Support Adherence
	Knowledge Gaps

	References


