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What is iCHANGE? iCHANGE, or Integrative Care for Healthy Aging &
Navigation of Geriatric Effects, is a program that helps you and your
care team build a plan for aging well with HIV.

( iCHANGE Step-by-Step Guide for Healthy Aging w/ HIV )
Use this journey map to guide you through the iCHANGE Program.

Complete the
iCHANGE Screener
With your HIV provider .
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Review your needs I
and priorities
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I Use your iCHANGE care p
plan to create goals ’
Choose what health goals

you would like to
‘ prioritize and take steps

to make it happen
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Connect to helpful
services and resources
Receive referrals, tools, and
support to achieve your

Feel Empowered!
Take charge of your health
and use supportive
services as needed
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Talk to your HIV provider about how the iCHANGE Program
can support your health and goals as you age.




THE ICHANGE PROJECT: |
Optimizing Aging w/ HIV Through an Integrative Geriatric Approach

What is the iCHANGE Project?

(" The iCHANGE (Integrative Care for Healthy Aging and Navigation of Geriatric Effects) Project is a
nationally recognized initiative that integrates geriatric principles into HIV care for people aging with
HIV aged 50 years and older, using the Geriatric 5Ms Framework—Multicomplexity, Medications,
Mentation, , and Matters Most—to assess and support their evolving needs.

The iCHANGE Project includes two key components:

Co-created care plans and milestone tracking tailored to
each client’s goals, values, and health needs.

PART 1: iCHANGE Screener PART 2: Personalized Care Planning

A geriatric-informed screening process using evidence-
based tools to identify aging-related risks across the 5Ms.
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What are the iCHANGE objectives?
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Improves access to

Supports early risk
specialized, client-

Offers comprehensive

geriatric screenings for
older people with HIV

detection and client

self-advocacy for aging centered aging services
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iICHANGE reimagines HIV care to reflect the realities of aging with HIV, offering providers a framework
\ to address the multiple needs of older people with HIV and promote quality of life as they age. /

and coordinated care./

\ in place. / \
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Scan to see how
iCHANGE supports
whole-person care for
older people with HIV.
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: PART 1: ICHANGE SCREENER I
I Supporting Aging-Informed HIV Care Using the Geriatric 5Ms H

Part 1 of the iCHANGE Project begins with a holistic screening process to identify the unigue health
needs of older people with HIV. This screener draws on validated tools to assess key areas that impact
aging and well-being. The following section outlines five core domains we evaluate—each guided by
principles of geriatric care—and highlights the specific screeners used within each.

( Domain 1: Multicomplexity )

4 N
Measures complex bio social factors related to HIV & aging health.
o O alle 8
AGE & OTHER MEDICAL COMMUNITY EMPLOYMENT HOUSING
\ DEMOGRAPHICS HISTORY NETWORK & INCOME STABILITY )
( Domain 2: Mobility ) ( Domain 3: Medication )
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Fallsin gleasures the interactions Polypharmacy, | Measures prescribed
People with etween HIV, & Aging medications, and HIV
HIV treament adherence to
[ B{ identify risks related to
12%-41% | | (IADLs). Screening tools polypharmacy & potential
EACT The prevalence mcl;glbe:_ Bal Scal FACT: Polyhammacy drug-drug interactions.
of falls in older people ° Ibrio Balance Scale is common among Screenlng tOOIS InCIUde:
with HIV. They are 2- ¢ HearWHO older people with HIV, e HIV Treatment
3X more likely to e WHOeyes with reported rates Adherence Visual Analog
| “erescm i | * LawtonlADLS § St across sudies. Scale
. - ) 2 - J
C Domain 4: Mentation ) C Domain 5: Matters Most )
e ———————— ~ N N A
ggggt'it(')‘faf‘ Assesses key factors of mental Dignityin End | Measures personal values,
and emotional well-being, health goals, and care
Health including cognitive status, preferences to guide
depressive symptoms, . decision-making and align
perceived loneliness, & social services with what matters
FACT: -40%ofolder | SUPpOrt. Screening tools T . most to the individual.
Leoplewith MV 1 include: . directivesensure | Screening tools include;
moderate cognitive ¢ Montreal Cognitive medical wishesare | o E]lder Abuse Suspicion
r . respected if a client
impairment due to Assessment becomes unable to Index
'“ﬁ;?ﬁ;'cgtiggl‘;‘,“d * Patient Health _speakforthemselves. | o (Adapted) Serious
N Questionnaire B - iliness Conversation
» DeJong Loneliness Scale Guide
L ¢ Duke Social Support Index ) L )

"It felt good to be seen as a whole person—not just my HIV. The questions made me
think about my life, my goals, and what really matters as | age."

~ iCHANGE Participant, 67, Female

e CONTINUE TO PART 2: PERSONALIZED CARE PLANNING e
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: PART 2: PERSONALIZED CARE PLANNING |
I L] L] L] . o I
| Supporting Aging-Informed HIV Care Using the Geriatric 5Ms I
e e J
Part 2 of the iCHANGE Project builds on screening outcomes to develop a client-centered care plan that
identifies key goals, sets realistic milestones, and connects older people with HIV to aging-related services.

This process ensures that care aligns with the client’s values, priorities, and well-being as they age.

( Centering What “Matters Most”: Step-by-Step Care Planning )
4 N\
A collaborative 4-step process rooted in client goals, values, and health needs.

( /g STEP1: N STEP 2: N (- Y ( (] STEP 4: A

‘G, IDENTIFY CLIENT CO-CREATE 'F TRACK
PRIORITIES MILESTONES _n’TIT PROGRESS
To Do: Review the To Do: Collaboratively Identify steps, To Do: Schedule
iCHANGE screener define short- & long- referrals, resources for | |regular check-ins to
outcomes together. term milestones. each milestone. monitor progress and
e Prioritize e Linktooneor ¢ Ensure steps are update goals as
outcomes based more of the appropriate, needed.
on client values Geriatric 5M realistic, and e Adjust plan based
9 and needs. ) L domains. ) L achievable. ) L on evolving needs.)
Ask the Client: “What matters Ask the Client: “What do you Ask the Client: “What kind of Ask the Client: “How are you
most to you based on your want to work on to support your support would be most helpful doing in achieving your
screener results” goals, values, & aging needs?” for reaching this goal?” milestones?”
\_
( Example ICHANGE Care Plan )
GERIATRIC MILESTONE 2:3::_':::-5: RESOURCES/ PROGRESS
5M DOMAIN IDENTIFIED REFERRAL
DATE
End-of-Life Planning:
| L I | : A .
Complete Advanced 06/15/2025 Co oradf) ega N progress: Appt
. . Services made w/ counselor
Directive
MATTERS MOST
Address Depression: . ‘ .
Seek Behavioral 05/19/2025 CHNHE:::; foral Pe:dl:gv';inizrle
Health Counseling PP
MENTATION
Improve Balance: ‘ Complete:
Attend at least one (1) 05/01/2025 Center on Colfax Attended group
group exercise class yoga (4/30/2025)
( For information about the iCHANGE Project, implementation support, or access to iCHANGE tools, contact: )
Principal Investigator: Erin Burk-Leaver, MPH, MA Email: Erin.Burk-Leaver@ColoradoHealthNetwork.org
Co-Principal Investigator: Haley Sanner, BSc Email: Haley.Sanner@ColoradoHealthNetwork.org )

The Health Resources and Services Administration (HRSA), Department of Health and Human Services (HHS) provided financial support for this project. The award provided 100% of
total costs and totaled $300,000. The contents are those of the author. They may not reflect the policies of HRSA, HHS, or the U.S. Government.




