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Question 1

40 y/o women living with HIV.
 Would you consider
 her           risk ?



Objectives

❑ Increase awareness about current status of that cardiovascular 
disease (CVD) in people living with HIV.

❑ Explain how HIV factors contribute to HIV-associated CVD

❑ Improve clinician ability to assess cardiovascular risk by 
incorporating HIV-specific risk enhancers. 

❑ Translate REPRIEVE findings into routine clinical practice.

❑  Evidence-based prevention strategies to the Caribbean context



WHY ARE WE HERE?



The Global HIV Burden in 2026

41.0
million

People living with HIV globally in 2025
[35.3–47.5M]

1.2M
New HIV infections 
in 2025
[950,000–1.7M] — a 42% 
reduction from 2.1M in 
2010

570K
AIDS-related deaths in 

2025
[430,000–780,000] — a 57% 
reduction from peak (2004)

32.1M
People on antiretroviral 

therapy (ART) in 2025
Up from 7.6M in 2010

78%
Of all PLWH accessing treatment 
in 2025
[59–94%]

88%
Knew their HIV status in 2025
[67–>98%] — 5.0M remained 
undiagnosed

65%
Of PLWH reside in the WHO 
African Region
Region of the Americas: 4.2M PLWH

Global HIV & AIDS statistics — Fact sheet | UNAIDS 2025

 Caribbean Regional profile 2025 Global AIDS Update AI...

Women and girls represent 53% of all PLWH globally

https://www.unaids.org/en/resources/fact-sheet
https://www.unaids.org/en/resources/fact-sheet
https://www.unaids.org/en/resources/fact-sheet


The Caribbean HIV Success Story

340K
People living with HIV in the 

Caribbean (2024)

15K
New HIV infections annually

−62%
Decline in AIDS-related deaths since 
2010 — largest of any UNAIDS region

−21%
Decline in new infections since 2010

Treatment Cascade Progress

Know Status 85%

On ART 74%

Suppressed 66%

The Caribbean's HIV success story has 
created a new challenge: preventing 
cardiovascular disease in an aging HIV 
population.

Source: UNAIDS Caribbean Regional Profile 2024
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Caribbean HIV Prevalence 2nd Highest



The Caribbean
HIV Landscape
& CVD Burden

HIV success in the Caribbean 
has created a new frontier :
cardiovascular disease.

340,000 people living with HIV in the Caribbean

−62% decline in AIDS-related deaths since 2010

CVD is now the #1 cause of non-AIDS death in 
PLHIV

Source: [^1]



HOW?
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INFLAMMATION

Journal of Hypertension41(10):1521-1543, October 2023.





HOW



Multiple pathways converge on vascular injury and events

HIV • CVD • Caribbean CME

Do not over-teach every pathway; focus on clinically actionable mechanisms.





Q: Would you prescribe a statin?
• 40-year-old women with HIV

• viral suppression

•  LDL 110 mg/dL 

• ASCVD risk of 2%

A:

Question 1



Risk Calculators Miss HIV Risk

PCE
Pooled Cohort Equations

Low

Mod

High

Underestimates
Points to "low" —misses true HIV risk

Traditional Only

PREVENT
AHA PREVENT Score

Low

Mod

High

Partial Capture
Improved but still misses HIV-specific factors

Incomplete

SCORE2
ESC European Risk Model

Low

Mod

High

Underestimates
Validated in Europe — not calibrated for HIV

Traditional Only

HIV risk ≠ calculator risk
Use calculators as a floor, not a ceiling — then layer HIV-specific factors to guide statin decisions.
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Evidence & Guidelines:
The REPRIEVE Era

❑ REPRIEVE transformed HIV cardiovascular prevention from expert opinion to 
evidence-based medicine.

❑ REPRIEVE changed the conversation from treating cholesterol to preventing cardiovascular 
events in people living with HIV.

The first landmark RCT to prove statin benefit for primary CVD 
prevention specifically in people living with HIV

Grinspoon et al. N Engl J Med. 2023;389:687-699.



Randomized evidence for primary prevention in people with HIV

Grinspoon et al. N Engl J Med. 2023;389:687-699.



Clinical Impact in 2026





What to do Next?



https://www.ahajournals.org/doi/abs/10.1161/CIR.0000000000001078



#1 Blood Pressure



#2 Lipids (Statins)

Always verify interactions before prescribing: Liverpool HIV Drug Interaction Checker (hiv-druginteractions.org)





ART and Metabolic Risk

Key Principle: ART-related metabolic effects are a recognized 
contributor to HIV-associated CVD alongside chronic inflammation :
ART choice matters.

ART Class / Agent Key Metabolic / CVD 
Effect

Clinical Signal Risk Level

TAF vs. TDF
TAF associated with greater lipid 

increases; TDF may be more 
lipid-neutral

Lipid profile worsening with TAF 

switch
MONITOR LIPIDS

INSTIs(dolutegravir, bictegravir)
Associated with weight gain; 

metabolic monitoring needed
Weight gain → increased DM & CVD 
risk

MONITOR WEIGHT

Boosted PIs(darunavir/r, 

lopinavir/r)

Dyslipidemia, insulin resistance; 

older PIs carry greatest risk
↑LDL, ↑TG, insulin resistance USE CAUTION

Abacavir (ABC)
Cardiovascular signal debated; 

ongoing research

MI signal in some cohorts, not 

conclusive
DEBATED

Thymidine Analogues(older ART)
Mitochondrial toxicity, 

lipodystrophy — significant 
metabolic burden

Lipoatrophy, dyslipidemia, lactic 

acidosis
HIGHEST RISK





#3 Glucose



#4 Smoking Cessation



#5 Physical Activity & Weight Management

Exercise reduces inflammation and CVD risk: 150 minutes per week is the 
prescription.

150 min/week
Target: moderate-intensity aerobic activity

2× per week
Resistance training — reduces visceral adiposity, 
improves lipids

BMI + Waist
Track both — central adiposity is the key CV driver

"Taking your HIV medications protects your immune system. Exercise protects your heart."

● Anti-inflammatory: Exercise reduces IL-6 and hsCRP — directly addressing HIV-related 
inflammation

● Caribbean diet counseling: Reduce processed foods, salt, and sugar; obesity rising as a 
dual epidemic

● Accessible options: Walking, swimming, cycling — low-cost, feasible in any Caribbean 
setting



Heart Failure in PLHIV
PLHIV have 1.7× higher heart failure risk — both HFpEF and HFrEF occur, through distinct mechanisms.

1.7× Higher Heart Failure Risk in PLHIV

HFpEF — Preserved EF
More common in older PLHIV

Hypertension + chronic inflammation as primary drivers

Myocardial stiffness; diastolic dysfunction

Increasingly prevalent with aging HIV population

HFrEF — Reduced EF
HIV cardiomyopathy; systolic impairment

Myocardial fibrosis and direct HIV cardiomyopathy

Persistent immune activation and ART effects

CMV coinfection amplifies myocardial damage

Shared Mechanisms

Myocardial inflammation & immune activation

ART metabolic effects on cardiac tissue

Coinfections (CMV) driving cardiac injury

Accelerated atherosclerosis compounding load

SCREENING

Echo if dyspnea, edema, or exercise intolerance

TREATMENT

Standard HF guidelines apply — ACE-I/ARB, beta-blockers, diuretics

Always check ART drug-drug interactions before prescribing

"Don't attribute dyspnea or edema solely to HIV — screen for 
HF."

HIV-Related Cardiovascular Disease: What We Should Know in 2026







Stroke and Peripheral Vascular Disease
Stroke risk is 90% higher in PLHIV — ischemic mechanisms predominate, driven by both traditional and HIV-specific factors.

RR 1.90 Stroke risk in PLHIV — 90% higher than the general population

BMJ Global Health 2026 — 35 cohort studies, 4.17M PLHIV [2]

Stroke Mechanisms

Women with HIV have higher ischemic stroke risk in subgroup analyses — sex-specific 
vigilance required.

Peripheral Artery Disease (PAD)

Management Principles

Caribbean priority: Stroke is a leading cause of disability in the region — HIV 
amplifies existing high baseline stroke risk.

37

● Ischemic predominant

●Cardioembolism

●HIV-associated coagulopathy

●Accelerated carotid atherosclerosis

● Increased PAD risk in PLHIV — often under-recognized

● ABI screening in symptomatic patients (claudication, rest pain)

● Smoking is the primary modifiable driver — cessation is essential

● Standard stroke protocols apply — no HIV-specific deviation in acute care

● Continue ART during acute stroke events — do not interrupt

● Secondary prevention: antiplatelet + statin + BP control (check DDIs for DOACs if 

AF present)



HIV • CVD • Caribbean CME





Five Reflection Questions
Before you leave today — reflect on your practice.

1 Do you consider HIV a cardiovascular risk enhancer when making prevention decisions?

2 True or False: Virally suppressed HIV patients have the same CV risk as people without HIV? FALSE

3 Would this patient have received a statin before REPRIEVE? (The 52-yr Jamaican from Case 1)

4 What is the biggest HIV-CVD prevention barrier in your country?

5 What will you change in your practice NEXT WEEK?

By the end of this talk, I hope everyone answers 'always' to question 1.









• in the Caribbean, HIV care has successfully 
extended life. 

• The next frontier is ensuring those added 
years are free from cardiovascular disease.

• what is the one change you will make in your 
practice next week?



Thank You!

• cmartinez5@miami.edu



Every HIV visit is a prevention visit — five actions take less than five minutes.

The 5-Step HIV Visit CVD Protocol

1

MEASURE

Blood Pressure

Measure at every visit. Record and 
trend over time. Uncontrolled HTN 
is the most actionable CVD target.

2

SCREEN

Lipids & HbA1c

Fasting lipids and HbA1c annually. 
Sooner if ART change or weight 
gain detected.

3

COUNSEL

Smoking Status

Ask at every visit. Offer cessation 
pharmacotherapy — varenicline is 
safe and preferred in PLHIV.

4

CALCULATE

ASCVD Risk + HIV 
Enhancers

Annual ASCVD risk + HIV-specific 
enhancers. Consider statin for 
eligible PLHIV ages 40–75.

5

CHECK

ART Drug Interactions

Before ANY new cardiovascular 
prescription. Use Liverpool DDI 
Checker — hiv-
druginteractions.org

Maintain viral suppression — taking your HIV medications is also 
a cardiovascular prevention strategy. "Five minutes at every HIV visit can prevent the first heart attack."

Source: [^1]
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