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Abstract
People living with HIV aged 50 years and over (P50+) represent a
growing population in HIV care units in Cameroon. The objective of this
study was to determine the epidemiological profile of this population
in order to better target their management in HIV care units in Cameroon. It was found that the prevalence of P50+ was 13.3% and the
median age was 58 [52-61] years. The sector of professional activity
was dominated by the informal sector (45%), followed by unemployment (30%). The level of education was predominantly represented
by secondary (52.5%) and primary (30%) education. The status of the
partner was known in 67.5% of cases and 25% of partners were HIV
positive. The median duration of HIV disease since discovery was 4 [36] years. The circumstances of discovery were mainly clinical suspicion
(67.5%). The most common type of HIV was type 1 (90%). The median
CD4 count was 181 [9-319] cells/mm3 and 85.2% of patients had an
undetectable viral load after at least 6 months of ART. The median duration of treatment was 48 [27-60] months and the 1st line of ART was
used. The prevalences of hypertension, diabetes and renal failure were
24.3%, 7.5% and 23.1%, respectively. Other cardiovascular risk factors
identified were physical inactivity (22.5%), excessive alcohol consumption (7.5%), and active smoking (5%). Electrocardiographic examination revealed the prevalence of rhythm, depolarisation, and atrioventricular conduction disorders in 11.4%, 5.7%, and 25.7% of patients,
respectively. The prevalences of atrial and ventricular hypertrophy,
repolarisation disorders, and myocardial ischemia were 37.1%, 5.7%,
8.6%, and 22.9%, respectively. The P50+ represent a distinct population within the PLWH with varied sociodemographic and clinical characteristics.
Keywords: HIV; Elderly; Cardiovascular health; Cameroon.
Abbreviations: GFR: glomerular filtration rate; CVRF: cardiovascular
risk factor; PLWH: People living with HIV P50+ : PLWH of 50 years and
over ART: antiretroviral treatment.
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Introduction
The Human Immunodeficiency Virus (HIV) infection has been
of particular interest to researchers since its discovery and occupies a place of choice in world public health policies, this is
explained by the evolution of its epidemiology. Indeed, according to the report of the Joint United Nations Programme on HIV/
AIDS (UNAIDS), the number of newly tested persons in the world
rose from 3.4 million in 1996 to 5.4 million in 1999 and of all the
registered cases of people living with HIV (PLHIV) in the world in
1999, 24.5 million were found in sub-Saharan Africa [1]. In Cameroon in particular, HIV prevalence increased from 0.5% in 1987
to 11.8% in 2002 [2]. To fight this pandemic which continues
to decimate many communities with 32 million deaths in the
world today, many strategies have been developed and implemented in a synergistic way on a global scale, the most recent
of which is the one implemented by UNAIDS with the objective
“95-95-95” to be reached by 2030 [1,3]. The impact of these
interventions is quite palpable with the 2019 UNAIDS report
which highlighted in 2018 a clear improvement in the figures
with 1.7 million newly diagnosed people worldwide and in Cameroon, a prevalence of 3.6% among subjects aged 15-49 [4,5].
This suggests that the measures undertaken to put an end to
the global scourge of HIV are bearing satisfactory fruits, placing
it in the group of chronic diseases [6]. Moreover, with the advent of antiretroviral treatment (ART), PLWH now have a longer
life expectancy [7,8]. We are therefore witnessing a decrease in
the prevalence and incidence of HIV among young subjects and
an increase in the latter among subjects aged 50 years and over:
prevalence among these subjects is estimated at 14.1% in Cameroon [9-11]. This is partly for the reason mentioned above,
but also because of the sexuality that is often ignored among
older people who often neglect preventive measures against
HIV infection [12-14]. PLWH aged 50 years and over (P50+) are
therefore faced with new challenges related not only to age but
also to HIV infection, including cardiovascular diseases [15-18].
In Cameroon, care for PLWH is provided in specialized services
whose names vary according to the health facility where they
are located, including the approved treatment center (ATC) and
the care unit (CU). From all the above, it is necessary to know
the profile of the P50+ followed in these different services, to
better organize their management in the continuum of their
care. The objective of this study was to determine the epidemiological profile of the P50+ followed up at the HIV care unit
of the Ahala district medical center.
Materials and methods
Location and duration of the study
This was a situational analysis type study conducted from
March 2021 to January 2022 at the HIV care unit of the Ahala
district medical center, a 5th category health facility located in
the 3rd district of the city of Yaounde, Cameroon.
Selection criteria
The study included all PLWH aged 50 years and over who
were regularly followed up at the care unit.

partment. After obtaining ethical and administrative authorizations and informed consent from the participants, sociodemographic, clinical (history of HIV infection), and paraclinical data
(blood glucose, lipid profile, creatinin level with calculation of
GFR according to the Cockroft and Gault formula, electrocardiogram) were collected.
Data analysis
The data were entered into CsPro 7.1 software and analyzed
via SPSS 23 software. Because the data did not follow a normal
distribution, quantitative data were expressed as median and
interquartile range, whereas qualitative data were expressed as
frequency and percentage.
Ethical considerations
This study was approved by the Ethics Committee of the Faculty of Medicine and Biomedical Sciences of the University of
Yaoundé I (FMBS) and was conducted in strict accordance with
the fundamental principles of the Declaration of Helsinki.
Results
Socio-demographic profile of the population
At the Ahala HIV care unit, 572 PLHIV are followed and 13.3%
were P50+. The proportion of P50+ newly tested in the year of
the study was 20%. The sex ratio male/female was 0.5 and the
median age was 58 [52-61] years. The status of the partner was
known in 67.5% of the cases and 25% of the partners were HIVpositive (Table 1).
Clinical and anthropometric data
The cardiovascular risk factors (CVRF) identified were physical inactivity (22.5%), hypertension (15%), excessive alcohol
consumption (7.5%), active smoking (5%), and diabetes (2.5%).
Clinical examination revealed a median body mass index (BMI)
of 25.5 [20.3-29.7] kg/m² (Table 2). The waist-to-hip circumference (W/H) ratio was elevated in 21 (91.3%) women (W/H
≥0.85) and 6 (42.9%) men (W/H≥0.90). Elevated blood pressure
figures were found in 9 (24.3%) patients and 3(6%) were known
hypertensive. Fasting hyperglycemia was detected in 3 (7.5%)
known non-diabetic patients.
Paraclinical data
Kidney disease was detected in 9 (23.1%) patients with a
GFR<60 ml/min/1.73m². Dyslipidemia with HDL (<0.4 g/l) was
found in 5 (12.5%) patients and with LDL (>1.6 g/l) in 1 (2.5%)
patient. Electrocardiographic examination revealed rhythm disorders in 4 (11.4%) patients and depolarisation disorders in 2
(5.7%) patients, atrioventricular conduction disorders such as
bundle branch block in 9 (25.7%) patients, atrial and ventricular hypertrophy in 13 (37.1%) and 2 (5.7%) patients respectively. Repolarisation disorders such as abnormal T waves were
found in 3 (8.6%) patients and signs of myocardial ischemia in 8
(22.9%) patients (Table 2).

Sampling and procedure
The sampling was consecutive. Recruitment was based on
the medical records of PLWH followed up at the care unit dewww.jcimcr.org			
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Figure 1: Electrocardiographic abnormalities.
Table 1: General characteristics of the population.
Variables
(N=40)

Age (years)

Marital status

Region of origin

Level of education

Sector of activity

Categories

Frequence

Table 2: Anthropometric characteristics.
Percentage

Variables
(N=38)

Categories

Frequence

Percentage (%)

50-54

18

45

<25 (Normal)

16

42,1

55-59

8

20

25-29,9 (Overweight)

13

34,2

60-64

9

22,5

65-69

4

10

30-34,9 (Moderate
obesity)

8

21,1

≥ 70

1

2,5

Single

14

35

35-39,9 (Severe
obesity)

1

2,6

Married

15

37,5

Common-law

3

7,5

Widow(er)

7

17,5

Adamaoua

2

5

Center

31

77,5

North-West

1

2,5

West

4

10

South

1

2,5

Southwest

1

2,5

Not in school

3

7,5

Primary

12

30

Secondary

21

52,5

Higher education

4

10

Not employed

12

30

Public sector

4

10

Private sector

1

2,5

Informal sector

18

45

Retired

5

12,5
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BMI (kg/m²)

Table 3: Paraclinical characteristics.
Variables
(N=39)
GFR (ml/
min/1,73m²)

Categories

Frequence

Percentage (%)

≥90

9

23,1

60-89

21

53,8

30-5

9

23,1
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Discussion
The proportion of P50+ and newly detected persons in this
study was 13.3% and 20% respectively. This result is close to
that of E.Eduard & al and R. A. Roomaney & al who respectively
found a proportion of P50+ of 10% and 18.3% [19,20]. Furthermore, the Centers for Disease Control and Prevention (CDC) reports that in 2015, 47% of PLWH were aged 50 years and older
and in 2016, 17% were newly screened [21]. These findings
demonstrate that there is an increasing number of older PLWH
in HIV services.
Secondary and primary education levels were the most represented in this research work compared to the R.A. Roomaney
study (52.5% vs 42.1% and 30% vs 52.9%). This suggests that the
majority of the P50+ population has a minimum level of understanding that could be an asset when implementing strategies
to control certain diseases. The cardiovascular risk factors found
were sedentary lifestyle (22.5%), kidney disease (23.1%), hypertension (15%), diabetes (7.5%), excessive alcohol consumption
(7.5%), and active smoking (5%). These results are comparable
to those of R. A. Roomaney & al who found prevalences of hypertension and diabetes of 38.2% and 7.8% respectively [20].
These results support the idea that P50+ have high prevalences
of CVRF that make them vulnerable to cardiovascular diseases,
which are responsible for 11-30% of deaths in PLWH [22].
The electrocardiographic abnormalities found are comparable to those reported by Y. Ding & al: rhythm disorders (11.4%
vs 29.5%), conduction disorders such as bundle branch block
(25.7% vs 0.9%), ventricular hypertrophy (5.7% vs 4.6%), abnormal T wave (8.6% vs 10.9%) and signs of ischemia (22.9%
vs 0.4%) [23]. These results highlight the different types of cardiac dysfunction that are generally ignored by PLWH and that
require specialized management and follow-up to reduce the
mortality that could be related to them.
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Conclusion
Ageing PLWH represent a significant and growing population
in HIV care services. This could be explained by ART which efficiently reduces HIV-related deaths, increasing the life expectancy of this population. However, this population has several
co-morbidities, including cardiovascular diseases. The question
that arises is how these morbidities are managed in the continuum of care for PLWH.
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