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Osteoarthritis 

(1) Osteoarthritis is not directly caused by human immunodeficiency virus (HIV), but HIV infection and its treatment may increase the risk of developing osteoarthritis, particularly 
through associated metabolic disorders. Research in the United States shows that individuals with HIV, especially those with metabolic syndrome, have a higher prevalence and severity of 
osteoarthritis compared to the general population.[1] Structural changes in the knee and hand have been observed in HIV-infected patients on antiretroviral therapy (ART), suggesting a possible 
association.[1-2] 

(2) Comorbidities and complications related to HIV in the context of osteoarthritis include metabolic syndrome, increased risk of effusions, synovitis, and abnormalities in 
periarticular fat pads. Metabolic syndrome is a significant risk factor for osteoarthritis in HIV-infected patients.[1] ART-treated HIV patients may show more severe synovitis and effusion, 
which are linked to osteoarthritis development.[2] Other musculoskeletal complications in HIV include osteoporosis, osteonecrosis, and increased risk of infections.[3-4] 

(3) Complications of HIV treatment in patients with osteoarthritis primarily involve drug interactions and increased risk of metabolic and bone disorders. Chronic use of NSAIDs for 
osteoarthritis pain can exacerbate gastrointestinal, renal, and systemic side effects, which may be worsened by ART (e.g., tenofovir).[5] ART itself is associated with metabolic syndrome, 
osteopenia, osteoporosis, and osteonecrosis.[4] 

Addressing osteoarthritis does not promote viral suppression in HIV patients. There is no evidence that treating osteoarthritis directly affects HIV viral load or disease control.[1-2][5] 

Addressing osteoarthritis can improve quality of life in HIV patients. Effective management of osteoarthritis symptoms, such as pain and functional limitation, is associated with improved 
quality of life, as recommended by the American College of Rheumatology and Infectious Diseases Society of America.[5] 

Diagnostic procedures for osteoarthritis are required and typically include clinical evaluation and imaging (e.g., X-rays, MRI). These are standard and do not require anesthesia.[1-3] 

Anesthesia is not needed for the diagnosis of osteoarthritis. Standard diagnostic procedures are non-invasive.[3] 

Anesthesia is generally not needed for the treatment of osteoarthritis, except in cases requiring surgical intervention (e.g., joint replacement). Most treatments are non-surgical, including 
pharmacologic and physical therapy approaches.[3][5] 

1.Increased Prevalence and Severity of Radiographic Hand Osteoarthritis in Patients With HIV-1 Infection Associated With Metabolic Syndrome: Data From the Cross-Sectional METAFIB-OA 
Study. 
Tomi AL, Sellam J, Lacombe K, et al. 
Annals of the Rheumatic Diseases. 2016;75(12):2101-2107. doi:10.1136/annrheumdis-2016-209262. 
 Leading Journal 
 
2.Is Treated HIV Infection Associated With Knee Cartilage Degeneration and Structural Changes? A Longitudinal Study Using Data From the Osteoarthritis Initiative. 
Liu Y, Foreman SC, Joseph GB, et al. 
BMC Musculoskeletal Disorders. 2019;20(1):190. doi:10.1186/s12891-019-2573-5. 

https://pubmed.ncbi.nlm.nih.gov/27034453
https://pubmed.ncbi.nlm.nih.gov/27034453
https://pubmed.ncbi.nlm.nih.gov/31054571
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3.HIV and Orthopaedics: Musculoskeletal Manifestations and Outcomes. 
Pretell-Mazzini J, Subhawong T, Hernandez VH, Campo R. 
The Journal of Bone and Joint Surgery. American Volume. 2016;98(9):775-86. doi:10.2106/JBJS.15.00842. 
 
4.Metabolic and Skeletal Complications of HIV Infection: The Price of Success. 
Morse CG, Kovacs JA. 

JAMA. 2006;296(7):844-54. doi:10.1001/jama.296.7.844. 
 Leading Journal 
 
5.2017 HIVMA of IDSA Clinical Practice Guideline for the Management of Chronic Pain in Patients Living With HIV. 
Bruce RD, Merlin J, Lum PJ, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2017;65(10):e1-e37. doi:10.1093/cid/cix636. 

Avascular Necrosis (AVN) of Hip/Knee (Stage 1/2, Chiropractic/Physical Medicine Context) 

1. Related to HIV? 

Yes. AVN is more prevalent in HIV-positive patients, especially those on antiretroviral therapy (ART).[1-5] 

2. Comorbidities/Complications with HIV: 

Common comorbidities include metabolic syndrome, hyperlipidemia, corticosteroid use, and alcohol abuse. HIV patients may present with AVN at a younger age and with bilateral disease.[1-3][5] 

3. Complications of HIV Treatment: 

ART, particularly tenofovir and integrase inhibitors, is associated with increased risk of AVN.[1-2][5-6] 

4. Addressing AVN promotes viral suppression? 

No. Treating AVN does not impact HIV viral load or promote viral suppression.[1-2] 

5. Addressing AVN improves quality of life? 

Yes. Early diagnosis and physical medicine interventions improve pain, function, and quality of life.[1-2][5][7] 

https://pubmed.ncbi.nlm.nih.gov/27147691
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.296.7.844?utm_source=openevidence&utm_medium=referral
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5848240/
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6. Diagnostic procedure required? 

Yes. MRI is preferred for early-stage AVN diagnosis.[2][5][7] 

7. Anesthesia needed for diagnosis? 

No. MRI and other imaging do not require anesthesia.[2][7] 

8. Anesthesia needed for treatment? 

No for physical medicine/chiropractic care. Yes only if surgical intervention (e.g., joint replacement) is needed.[2][5][7] 
 

Fibromyalgia 
1. Related to HIV? 

Not directly, but chronic pain syndromes, including fibromyalgia-like symptoms, are more common in HIV-positive patients.[8-9] 

2. Comorbidities/Complications with HIV: 

Depression, anxiety, sleep disturbances, and other chronic pain syndromes are frequent in HIV.[8-9] 

3. Complications of HIV Treatment: 

No direct link, but ART may contribute to chronic pain syndromes via metabolic and musculoskeletal effects.[8-9] 

4. Addressing fibromyalgia promotes viral suppression? 

No. Treating fibromyalgia does not affect HIV viral load.[8-9] 

5. Addressing fibromyalgia improves quality of life? 

Yes. Multimodal pain management and physical medicine interventions improve quality of life.[8-9] 
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6. Diagnostic procedure required? 

Yes. Diagnosis is clinical, based on history and exclusion of other causes.[8-9] 

7. Anesthesia needed for diagnosis? 

No. Diagnosis is clinical; no anesthesia required.[8-9] 

8. Anesthesia needed for treatment? 

No. Physical medicine and chiropractic treatments do not require anesthesia.[8-9] 

 
Chronic HIV-Related Myopathy/Myalgia (Physical Medicine Context) 

1. Related to HIV? 

Yes. HIV is associated with chronic myopathy and myalgia, including inflammatory myopathies.[9-10] 

2. Comorbidities/Complications with HIV: 

Opportunistic infections, metabolic syndrome, and immune dysregulation are common.[9-10] 

3. Complications of HIV Treatment: 

ART can cause or exacerbate myopathy, especially with older agents (e.g., zidovudine).[9-10] 

4. Addressing myopathy/myalgia promotes viral suppression? 

No. Treating myopathy/myalgia does not affect HIV viral load.[9-10] 

5. Addressing myopathy/myalgia improves quality of life? 

Yes. Physical medicine interventions improve pain, strength, and function.[9-10] 
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6. Diagnostic procedure required? 

Yes. Diagnosis is clinical, sometimes supported by labs or imaging.[9-10] 

7. Anesthesia needed for diagnosis? 

No. Routine diagnosis does not require anesthesia; rare muscle biopsy may use local anesthesia.[9-10] 

8. Anesthesia needed for treatment? 

No. Physical medicine treatments do not require anesthesia.[9-10]

 
Osteopenia/Osteoporosis 

1. Related to HIV? 

Yes. HIV and ART are associated with increased risk of osteopenia and osteoporosis.[1-4][11] 

2. Comorbidities/Complications with HIV: 

Vitamin D deficiency, hypogonadism, metabolic syndrome, and increased fracture risk.[1-4][11] 

3. Complications of HIV Treatment: 

Tenofovir and other ART agents can cause bone mineral density loss.[1-4][11] 

4. Addressing osteopenia/osteoporosis promotes viral suppression? 

No. Treating bone disease does not affect HIV viral load.[1-4][11] 

5. Addressing osteopenia/osteoporosis improves quality of life? 

Yes. Management reduces fracture risk and improves mobility and quality of life.[1-4][11] 
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6. Diagnostic procedure required? 

Yes. DEXA scan is required for diagnosis.[1-2][4][11] 

7. Anesthesia needed for diagnosis? 

No. DEXA scan does not require anesthesia.[1-2][4][11] 

8. Anesthesia needed for treatment? 

No. Physical medicine and pharmacologic treatments do not require anesthesia.[1-2][4][11]

 
Rheumatic Diseases 

1. Related to HIV? 

Yes. HIV is associated with a spectrum of rheumatic diseases, including arthritis, spondyloarthropathies, and myopathies.[6][8-10] 

2. Comorbidities/Complications with HIV: 

Opportunistic infections, immune dysregulation, metabolic syndrome, and increased risk of AVN and bone loss.[6][8-10] 

3. Complications of HIV Treatment: 

ART, especially integrase inhibitors, may increase risk of rheumatic manifestations.[6][10] 

4. Addressing rheumatic disease promotes viral suppression? 

No. Treating rheumatic disease does not affect HIV viral load.[6][8-10] 

5. Addressing rheumatic disease improves quality of life? 

Yes. Appropriate management improves pain, function, and quality of life.[6][8-10] 
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6. Diagnostic procedure required? 

Yes. Diagnosis is clinical, often supported by labs and imaging.[6][8-10] 

7. Anesthesia needed for diagnosis? 

No. Routine diagnosis does not require anesthesia; rare joint or muscle biopsy may use local anesthesia.[6][8-10] 

8. Anesthesia needed for treatment? 

No. Physical medicine and most pharmacologic treatments do not require anesthesia; anesthesia is only needed for surgical interventions.[6][8-10] 

References are indicated in brackets and correspond to US-based research and guidelines. 
1.Primary Care Guidance for Providers of Care for Persons With Human Immunodeficiency Virus: 2024 Update by the HIV Medicine Association of the Infectious Diseases Society of America. 
Horberg M, Thompson M, Agwu A, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2024;:ciae479. doi:10.1093/cid/ciae479. 
Practice Guideline 
Leading Journal 
 
2.Primary Care Guidance for Persons With Human Immunodeficiency Virus: 2020 Update by the HIV Medicine Association of the Infectious Diseases Society of America. 
Thompson MA, Horberg MA, Agwu AL, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2021;73(11):e3572-e3605. doi:10.1093/cid/ciaa1391. 
Practice Guideline 
Leading Journal 
 
3.Metabolic and Skeletal Complications of HIV Infection: The Price of Success. 
Morse CG, Kovacs JA. 

JAMA. 2006;296(7):844-54. doi:10.1001/jama.296.7.844. 
 Leading Journal 
 
4.Bone Disorders in Human Immunodeficiency Virus Infection. 
Glesby MJ. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2003;37 Suppl 2:S91-5. doi:10.1086/375884. 
Leading Journal 

https://doi.org/10.1093/cid/ciae479
https://academic.oup.com/cid/article-lookup/doi/10.1093/cid/ciaa1391
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.296.7.844?utm_source=openevidence&utm_medium=referral
https://pubmed.ncbi.nlm.nih.gov/12942380
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5.Antiretroviral Therapy and Periarticular Osteonecrosis Development in Patients With HIV. 
Bahoravitch TJ, Agarwal A, Ifarraguerri AM, et al. 
The Journal of the American Academy of Orthopaedic Surgeons. 2023;31(3):e148-e156. doi:10.5435/JAAOS-D-22-00619. 
 
6.Rheumatic Diseases in HIV-infected Patients in the Post-Antiretroviral Therapy Era: A Tertiary Care Center Experience. 
Parperis K, Abdulqader Y, Myers R, Bhattarai B, Al-Ani M. 
Clinical Rheumatology. 2019;38(1):71-76. doi:10.1007/s10067-018-4089-z. 
 
7.Research Progress of Femoral Head Necrosis in HIV-infected Patients. 
Yang Y, Ke F, Pan Z, Chen L. 
Annals of Medicine. 2025;57(1):2451185. doi:10.1080/07853890.2025.2451185. 
 New Research 

8.Assessment and Management of Musculoskeletal Disorders Among Patients Living With HIV. 
Walker-Bone K, Doherty E, Sanyal K, Churchill D. 
Rheumatology (Oxford, England). 2017;56(10):1648-1661. doi:10.1093/rheumatology/kew418. 

9.Rheumatic Manifestations of HIV/AIDS. 
Gopal A, Jose A, Singh BK, Antony PT, Thabah MM. 
Best Practice & Research. Clinical Rheumatology. 2025;39(2):102071. doi:10.1016/j.berh.2025.102071. 
 New Research 

10.Rheumatic Manifestations Associated With HIV in the Highly Active Antiretroviral Therapy Era. 
Nguyen BY, Reveille JD. 
Current Opinion in Rheumatology. 2009;21(4):404-10. doi:10.1097/BOR.0b013e32832c9d04. 

11.Emerging Bone Problems in Patients Infected With Human Immunodeficiency Virus. 
Mondy K, Tebas P. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2003;36(Suppl 2):S101-5. doi:10.1086/367566. 
 

 

 

 

https://pubmed.ncbi.nlm.nih.gov/36656276
https://pubmed.ncbi.nlm.nih.gov/29619587
https://pubmed.ncbi.nlm.nih.gov/39847393
https://pubmed.ncbi.nlm.nih.gov/28013196
https://pubmed.ncbi.nlm.nih.gov/40374411
https://pubmed.ncbi.nlm.nih.gov/19444116
https://pubmed.ncbi.nlm.nih.gov/12652379
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Atherosclerosis, Coronary Artery Disease, Heart Disease, Hyperlipidemia, Peripheral Artery Disease, Peripheral Vascular Disease, And Phlebitis 

1. Is this condition related to HIV? 

• Atherosclerosis, coronary artery disease, heart disease, hyperlipidemia, peripheral artery disease, and peripheral vascular disease are all significantly more prevalent in people 
living with HIV (PLWH) compared to the general population. HIV is now recognized as an independent risk enhancer for atherosclerotic cardiovascular disease (ASCVD) in US 
guidelines. Phlebitis (venous inflammation) and thrombotic events are also increased in PLWH due to chronic inflammation and endothelial dysfunction.[1-4] 

2. What comorbidities or complications are associated with HIV in the context of this condition? 

• PLWH have higher rates of traditional cardiovascular risk factors (smoking, hypertension, diabetes, dyslipidemia) and HIV-specific factors (chronic inflammation, immune 
activation, ART effects). Complications include earlier onset of ASCVD, increased risk of myocardial infarction and stroke, and higher rates of venous thromboembolism and phlebitis.[1-

4] 

3. What complications of HIV treatment are relevant to this condition? 

• Certain antiretroviral therapies (ART), especially older protease inhibitors and some non-nucleoside reverse transcriptase inhibitors, are associated with dyslipidemia, insulin 
resistance, and increased ASCVD risk. Drug-drug interactions between ART and statins can increase statin toxicity; pitavastatin and pravastatin are preferred due to fewer interactions. 
Tenofovir may have a lipid-lowering effect but is less used due to renal and bone risks.[1][3][5] 

4. Does addressing this disease promote viral suppression in HIV-positive patients? Does it improve quality of life? 

• Treating cardiovascular and vascular disease does not promote viral suppression. However, addressing these conditions—especially with statins, lifestyle modification, and 
optimal management—substantially improves quality of life and reduces morbidity and mortality in PLWH. The REPRIEVE trial showed statin therapy reduces major 
cardiovascular events in PLWH, regardless of viral load.[1][3] 

5. Is a diagnostic procedure required for this disease? 

• Yes, all these conditions require diagnostic procedures. 

o Atherosclerosis/ASCVD: lipid panels, imaging (e.g., coronary CT, carotid ultrasound).[2-3] 
o Coronary artery disease/heart disease: ECG, echocardiogram, stress testing, angiography.[2-3] 

o Hyperlipidemia: fasting lipid profile.[1-2] 
o Peripheral artery/vascular disease: ankle-brachial index, Doppler ultrasound.[2-3] 



OpenEvidence Review of Ryan White Allowable Conditions List  
for the Medical Care Subcommittee-November 2025 

10 
 

o Phlebitis: clinical exam, ultrasound if thrombosis suspected.[2][4] 
6. Is anesthesia needed for the diagnosis of this disease? 

• No, anesthesia is not needed for standard diagnostic procedures for any of these conditions. All are non-invasive or minimally invasive.[2-3] 

7. Is anesthesia needed for the treatment of this disease? Please answer for each disease separately. 

• Atherosclerosis, hyperlipidemia, and most heart disease, peripheral artery/vascular disease, and phlebitis are managed medically and do not require anesthesia. 

• Anesthesia is only needed for invasive procedures: 

Condition 
Related 
to HIV? 

HIV 
Comorbidities/Complications 

HIV Treatment 
Complications 

Promotes 
Viral 

Suppression? 
Improves 

QoL? 

Diagnostic 
Procedure 
Required? 

Anesthesia 
for 

Diagnosis? 

Anesthesia 
for 

Treatment? References 

Atherosclerosis Yes Early ASCVD, MI, stroke Dyslipidemia, 
drug-drug 

No Yes Yes No Only for 
surgery 

[1-4] 

Coronary artery 
disease 

Yes Early onset, MI Dyslipidemia, 
drug-drug 

No Yes Yes No Only for 
invasive tx 

[1-2, 4] 

Heart disease Yes Heart failure, arrhythmia Dyslipidemia, 
drug-drug 

No Yes Yes No Only for 
invasive tx 

[1-2, 4] 

Hyperlipidemia Yes ASCVD, diabetes ART-induced 
dyslipidemia 

No Yes Yes No No [1-2, 4-6] 

Peripheral 
artery disease 

Yes Claudication, ulcers Dyslipidemia, 
drug-drug 

No Yes Yes No Only for 
invasive tx 

[1-2, 4] 

Peripheral 
vascular disease 

Yes Thrombosis, ulcers Dyslipidemia, 
drug-drug 

No Yes Yes No Only for 
invasive tx 

[1-4] 

Phlebitis Yes Thrombosis, VTE ART effects, 
inflammation 

No Yes Yes No Rarely 
(surgery) 

[1-4] 
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o Coronary artery disease/heart disease: Cardiac catheterization, stent placement, or bypass surgery require local or general anesthesia.[2-3] 
o Peripheral artery disease: Angioplasty or surgical bypass require anesthesia.[2-3] 

o Phlebitis: Rarely, surgical intervention for severe thrombosis may require anesthesia.[2][4] 
o Hyperlipidemia: No anesthesia required for treatment (statins, lifestyle).[1][6] 

Summary Table 

In summary, cardiovascular and vascular diseases are closely linked to HIV and its treatment, require diagnostic procedures without anesthesia, and only require anesthesia for 
invasive interventions. Addressing these conditions improves quality of life but does not affect viral suppression. 

1.Primary Care Guidance for Providers of Care for Persons With Human Immunodeficiency Virus: 2024 Update by the HIV Medicine Association of the Infectious Diseases Society of America. 
Horberg M, Thompson M, Agwu A, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2024;:ciae479. doi:10.1093/cid/ciae479. 
Practice Guideline 
Leading Journal 
 
2.Characteristics, Prevention, and Management of Cardiovascular Disease in People Living With HIV: A Scientific Statement From the American Heart Association. 
Feinstein MJ, Hsue PY, Benjamin LA, et al. 
Circulation. 2019;140(2):e98-e124. doi:10.1161/CIR.0000000000000695. 
Practice Guideline 
Leading Journal 
 
3.Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents With HIV. 
Roy M. Gulick, Alice K. Pau, Allison Agwu, et al 
Office of AIDS Research Advisory Council (2024) 
Practice Guideline 
 
4.Cardiovascular Disease and Thrombosis in HIV Infection. 
Perkins MV, Joseph SB, Dittmer DP, Mackman N. 
Arteriosclerosis, Thrombosis, and Vascular Biology. 2023;43(2):175-191. doi:10.1161/ATVBAHA.122.318232. 
Leading Journal 

 

https://doi.org/10.1093/cid/ciae479
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7993364/
https://clinicalinfo.hiv.gov/sites/default/files/guidelines/documents/adult-adolescent-arv/guidelines-adult-adolescent-arv.pdf
https://pubmed.ncbi.nlm.nih.gov/36453273
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5.Primary Care Guidance for Persons With Human Immunodeficiency Virus: 2020 Update by the HIV Medicine Association of the Infectious Diseases Society of America. 
Thompson MA, Horberg MA, Agwu AL, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2021;73(11):e3572-e3605. doi:10.1093/cid/ciaa1391. 
Practice Guideline 
Leading Journal 
 
6.FDA Orange Book. 

 
HIV-related chronic arthralgia and peripheral neuropathy 

HIV-related chronic arthralgia and peripheral neuropathy are both well-established complications of HIV infection and its treatment. 

Chronic arthralgia is common in people living with HIV (PLWH), often presenting as part of a spectrum of rheumatic manifestations that can arise from direct viral effects, immune 
dysregulation, or as a consequence of antiretroviral therapy (ART). Arthralgia may be self-limited or mimic other rheumatic diseases, and is more frequent in advanced HIV or with immune 
reconstitution.[1] 

Peripheral neuropathy—specifically distal symmetric polyneuropathy—is one of the most prevalent neurological complications in PLWH. It is associated with advanced HIV disease, older 
age, diabetes, and exposure to certain neurotoxic ART agents (notably older nucleoside reverse transcriptase inhibitors such as stavudine, didanosine, and zalcitabine).[2-4] The risk of neuropathy 
is higher with lower CD4 counts and higher viral loads, but has decreased with modern, less neurotoxic ART regimens.[2] 

Comorbidities and complications associated with HIV in this context include metabolic syndrome, diabetes, vitamin deficiencies (B6, B12, folate), thyroid dysfunction, alcohol use, and 
opportunistic infections (e.g., syphilis, varicella zoster).[1-2] Immune reconstitution inflammatory syndrome (IRIS) can also unmask or worsen musculoskeletal and neuropathic symptoms.[1] 

Complications of HIV treatment relevant to these conditions include ART-induced neurotoxicity (especially with older agents), mitochondrial toxicity, and exacerbation of neuropathic pain. 
Modern ART has reduced but not eliminated these risks.[2][4] 

Addressing chronic arthralgia or peripheral neuropathy does not promote viral suppression, as these are symptomatic complications rather than drivers of HIV replication. 
However, effective management of these conditions significantly improves quality of life, functional status, and treatment adherence in PLWH.[2][5] 

Diagnostic procedures are required for both conditions: 

• Chronic arthralgia: Diagnosis is clinical, supported by physical examination and, when indicated, laboratory tests to exclude other rheumatic diseases.[1][6] 
• Peripheral neuropathy: Diagnosis is clinical, based on history and neurologic examination; nerve conduction studies or skin biopsy may be used in atypical cases.[2][6-7] 

https://academic.oup.com/cid/article-lookup/doi/10.1093/cid/ciaa1391
https://www.fda.gov/drugs/drug-approvals-and-databases/approved-drug-products-therapeutic-equivalence-evaluations-orange-book
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Anesthesia is not needed for diagnosis of either condition. Nerve conduction studies and physical/lab assessments are non-invasive. Rarely, a skin or nerve biopsy may require local anesthesia, 
but this is not routine.[6-7] 

Anesthesia is not needed for treatment of either condition. Management is primarily pharmacologic (e.g., gabapentinoids, topical agents, medical cannabis) and nonpharmacologic (e.g., 
physical therapy, exercise, self-management strategies).[2][7] Anesthesia would only be required for unrelated surgical interventions. 

In summary: Both chronic arthralgia and peripheral neuropathy are related to HIV and its treatment, are associated with multiple comorbidities, and require clinical diagnosis without anesthesia. 
Addressing these conditions improves quality of life but does not affect viral suppression.[1-2][5] 

1.Rheumatic Manifestations of HIV/AIDS. 
Gopal A, Jose A, Singh BK, Antony PT, Thabah MM. 
Best Practice & Research. Clinical Rheumatology. 2025;39(2):102071. doi:10.1016/j.berh.2025.102071. 
 New Research 
 
2.2017 HIVMA of IDSA Clinical Practice Guideline for the Management of Chronic Pain in Patients Living With HIV. 
Bruce RD, Merlin J, Lum PJ, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2017;65(10):e1-e37. doi:10.1093/cid/cix636. 
Practice Guideline 
Leading Journal 
 
3.Human Immunodeficiency Virus-Related Peripheral Neuropathy: A Systematic Review and Meta-Analysis. 
Julian T, Rekatsina M, Shafique F, Zis P. 
European Journal of Neurology. 2021;28(4):1420-1431. doi:10.1111/ene.14656. 
 
4.Pathogenic Mechanisms of Human Immunodeficiency Virus (HIV)-associated Pain. 
Liu X, Tang SJ. 
Molecular Psychiatry. 2023;28(9):3613-3624. doi:10.1038/s41380-023-02294-7. 
Leading Journal 
 
5.People Living With HIV and the Emerging Field of Chronic Pain-What Is Known About Epidemiology, Etiology, and Management. 
Slawek DE. 
Current HIV/AIDS Reports. 2021;18(5):436-442. doi:10.1007/s11904-021-00563-0. 
 
 
 

https://pubmed.ncbi.nlm.nih.gov/40374411
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5848240/
https://pubmed.ncbi.nlm.nih.gov/33226721
https://pubmed.ncbi.nlm.nih.gov/37857809
https://pubmed.ncbi.nlm.nih.gov/34046859
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6.Primary Care Guidance for Providers of Care for Persons With Human Immunodeficiency Virus: 2024 Update by the HIV Medicine Association of the Infectious Diseases Society of America. 
Horberg M, Thompson M, Agwu A, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2024;:ciae479. doi:10.1093/cid/ciae479. 
Practice Guideline 
Leading Journal 

7.HIV Neuropathy-a Review of Mechanisms, Diagnosis, and Treatment of Pain. 
Egan KE, Caldwell GM, Eckmann MS. 
Current Pain and Headache Reports. 2021;25(8):55. doi:10.1007/s11916-021-00971-2.

 
Abnormal Anal Pap Smears 

1. Related to HIV? 

Yes. People with HIV (PWH) have a markedly increased risk of abnormal anal cytology, high-grade squamous intraepithelial lesions (HSIL), and anal cancer due to persistent HPV 
infection and immunosuppression.[1-3] 

2. Comorbidities/Complications with HIV: 

Low CD4 count, history of receptive anal intercourse, multiple HPV types, and prior genital dysplasia increase risk. Anal HSIL can progress to anal cancer, which is more common and 
aggressive in PWH.[1-3] 

3. Complications of HIV treatment: 

ART improves immune status, which may reduce risk, but does not eliminate it. Drug-drug interactions may occur if cancer treatment is needed.[2] 

4. Addressing disease promotes viral suppression? Improves quality of life? 

No direct effect on viral suppression. Screening and treatment of anal HSIL improve quality of life by reducing progression to anal cancer and associated morbidity.[1-2] 

5. Requires diagnostic procedure? 

Yes. Anal Pap smear, digital anorectal exam (DARE), and high-resolution anoscopy (HRA) are recommended for diagnosis and follow-up.[1-4] 

 

https://doi.org/10.1093/cid/ciae479
https://pubmed.ncbi.nlm.nih.gov/34236528
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6. Anesthesia needed for diagnosis? 

No. Anal Pap, DARE, and HRA are outpatient procedures and do not require anesthesia.[1-2][4] 

7. Anesthesia needed for treatment? 

No for topical therapy or office-based ablation (e.g., hyfrecation/electrocautery). Local anesthesia may be used for excision or ablation, but general anesthesia is rarely required.[2]

 
Fistulas 

1. Related to HIV? 

Yes. HIV increases risk of anorectal and perianal fistulas, especially in those with advanced immunosuppression or concurrent infections (e.g., tuberculosis, CMV, HSV).[1] 

2. Comorbidities/Complications with HIV: 

Opportunistic infections, poor wound healing, and increased risk of abscess formation are common. Fistulas may be more complex and recurrent in PWH.[1] 

3. Complications of HIV treatment: 

ART generally improves healing, but drug interactions may complicate management if surgery or antibiotics are needed.[1] 

4. Addressing disease promotes viral suppression? Improves quality of life? 

No direct effect on viral suppression. Effective management of fistulas improves quality of life by reducing pain, infection risk, and functional impairment.[1] 

5. Requires diagnostic procedure? 

Yes. Diagnosis is clinical, often supplemented by imaging (MRI, endoanal ultrasound) or examination under anesthesia for complex cases.[1] 

6. Anesthesia needed for diagnosis? 

No for routine exam and imaging. Examination under anesthesia may be needed for complex or deep fistulas.[1] 
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7. Anesthesia needed for treatment? 

Yes. Surgical repair of fistulas typically requires local or general anesthesia, depending on complexity.[1]

 
Hernias 

1. Related to HIV? 

No direct association. Hernias are not specifically increased in PWH, but may occur due to general risk factors (e.g., increased intra-abdominal pressure, prior surgery). 

2. Comorbidities/Complications with HIV: 

Advanced HIV may impair wound healing and increase risk of postoperative complications, especially in those with low CD4 counts or malnutrition.[1] 

3. Complications of HIV treatment: 

No direct ART-related complications, but drug interactions may affect perioperative management.[1] 

4. Addressing disease promotes viral suppression? Improves quality of life? 

No effect on viral suppression. Repairing hernias improves quality of life by reducing pain and risk of incarceration/strangulation. 

5. Requires diagnostic procedure? 

Yes. Diagnosis is clinical, sometimes confirmed with imaging (ultrasound, CT) for complex or occult hernias. 

6. Anesthesia needed for diagnosis? 

No. Physical exam and imaging do not require anesthesia. 

7. Anesthesia needed for treatment? 

Yes. Surgical repair of hernias requires local, regional, or general anesthesia depending on the procedure. 

 



OpenEvidence Review of Ryan White Allowable Conditions List  
for the Medical Care Subcommittee-November 2025 

17 
 

Summary Table 

Condition 

Related 
to 

HIV? 
HIV 

Comorbidities/Complications 

HIV 
Treatment 

Complications 

Promotes 
Viral 

Suppression? 
Improves 

QoL? 

Diagnostic 
Procedure 
Required? 

Anesthesia 
for 

Diagnosis? 
Anesthesia for 

Treatment? References 

Abnormal 
Anal Pap 
Smear 

Yes HPV, low CD4, prior dysplasia Drug 
interactions 
(cancer) 

No Yes Yes (Pap, 
DARE, 
HRA) 

No Rarely (local for 
excision/ablation) 

[1-4] 

Fistula Yes Opportunistic infection, poor 
healing 

Drug 
interactions 
(surgery/abx) 

No Yes Yes 
(exam, 
imaging) 

Rarely 
(complex 
cases) 

Yes (surgical 
repair) 

[1] 

Hernia No Poor healing (advanced HIV) Drug 
interactions 
(periop) 

No Yes Yes 
(exam, 
imaging) 

No Yes (surgical 
repair) 

[1] 

In summary: Abnormal anal Pap smears and fistulas are related to HIV and require diagnostic procedures, with anesthesia generally only needed for treatment. Hernias are not directly related to 
HIV but may have increased complications in advanced disease. Addressing these conditions does not promote viral suppression but does improve quality of life. 

1.Guidelines for the Prevention and Treatment of Opportunistic Infections in Adults and Adolescents With HIV. 
Constance Benson, John Brooks, Shireesha Dhanireddy, et al 
Infectious Diseases Society of America; Office of AIDS Research Advisory Council (2025) 
Practice Guideline 
 
2.Cancer in People with HIV. 
National Comprehensive Cancer Network 
Updated 2025-09-05 
 
3.Factors Associated With Prevalent Abnormal Anal Cytology in a Large Cohort of HIV-infected Adults in the United States. 

Conley L, Bush T, Darragh TM, et al. 
The Journal of Infectious Diseases. 2010;202(10):1567-76. doi:10.1086/656775. 

https://clinicalinfo.hiv.gov/sites/default/files/guidelines/documents/adult-adolescent-oi/guidelines-adult-adolescent-oi.pdf
https://www.nccn.org/professionals/physician_gls/pdf/hiv.pdf
https://pubmed.ncbi.nlm.nih.gov/20925532
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4.Primary Care Guidance for Providers of Care for Persons With Human Immunodeficiency Virus: 2024 Update by the HIV Medicine Association of the Infectious Diseases Society of America. 
Horberg M, Thompson M, Agwu A, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2024;:ciae479. doi:10.1093/cid/ciae479.

 
Anal Cancers 

1. Is anal cancer a condition related to human immunodeficiency virus (HIV)?Yes. Anal cancer is strongly related to HIV infection, with people living with HIV (PWH) having a 15- to 
35-fold increased risk compared to the general population. The risk is especially high among men who have sex with men (MSM) with HIV, but is elevated in all PWH regardless of sex or 
risk group.[1-4] 

2. What comorbidities or complications are associated with HIV in the context of anal cancer? 

Persistent high-risk HPV infection, low CD4 count, history of anal HSIL, prior genital dysplasia, smoking, and longer duration of immunosuppression are key comorbidities and risk 
factors. Anal cancer in PWH is often multifocal and may be associated with other HPV-related cancers (cervical, vulvar, vaginal).[1][5] Poor performance status may be due to HIV, cancer, or 
other comorbidities. 

3. Are there any complications of HIV treatment relevant to anal cancer? 

Drug-drug interactions between antiretroviral therapy (ART) and cancer therapies are important considerations. ART should be continued during cancer treatment, but modifications 
may be needed to avoid interactions, especially with chemotherapy, radiation, or immune checkpoint inhibitors. ART may improve performance status and reduce hematologic toxicity risk.[1-

2] Some evidence suggests ART may reduce progression of high-grade AIN to cancer, but has not significantly reduced anal cancer incidence.[2] 

4. Does addressing anal cancer promote viral suppression in HIV-positive patients, and does it improve quality of life? 

Treating anal cancer does not directly promote viral suppression. However, maintaining ART and viral suppression is associated with better cancer outcomes and lower 
mortality.[6] Addressing anal cancer and its precursors (HSIL) improves quality of life by reducing morbidity, preventing progression, and improving survival.[1-2] 

5. Is a diagnostic procedure required for anal cancer? Yes. Diagnosis requires clinical evaluation, digital anorectal examination (DARE), anal cytology, high-resolution anoscopy 
(HRA), and biopsy of suspicious lesions. Imaging (CT, MRI, PET) is used for staging.[1-2][7] 

6. Is anesthesia needed for the diagnosis of anal cancer? 

No anesthesia is needed for routine screening (DARE, cytology, HRA). Local anesthesia may be used for biopsy of suspicious lesions, but general anesthesia is not required for 
diagnosis.[1-2][7] 

https://doi.org/10.1093/cid/ciae479
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7. Is anesthesia needed for the treatment of anal cancer? 

Yes, anesthesia is often required for surgical procedures (e.g., excision, ablation, or tumor resection). 

• Topical therapy and office-based ablation may use local anesthesia. 

• Major surgery (e.g., abdominoperineal resection) requires general anesthesia. 
• Chemoradiation, the mainstay of treatment, does not require anesthesia. 

Treatment should follow standard NCCN Anal Carcinoma guidelines, with no modifications solely based on HIV status.[1-2] 

In summary: Anal cancer is highly related to HIV, with increased risk due to immunosuppression and persistent HPV infection. Comorbidities include low CD4 count, prior dysplasia, 
and multifocal HPV disease. ART interactions and toxicity are relevant during cancer treatment. Diagnosis requires clinical and procedural evaluation, with local anesthesia for 
biopsy. Treatment may require anesthesia for surgery, but not for chemoradiation. Addressing anal cancer improves quality of life but does not directly affect viral suppression; 
maintaining ART is critical for optimal outcomes. 

1.Cancer in People with HIV. 
National Comprehensive Cancer Network 
Updated 2025-09-05 
 
2.Anal Carcinoma. 
National Comprehensive Cancer Network 
Updated 2025-10-31 
 
3.Cancer Prevention and Early Detection Facts & Figures. 
Rick Alteri, Deana Baptiste, Emily Butler Bell, et al 
American Cancer Society (2025) 
Practice Guideline 
 
 
 
 
 

https://www.nccn.org/professionals/physician_gls/pdf/hiv.pdf
https://www.nccn.org/professionals/physician_gls/pdf/anal.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-prevention-and-early-detection-facts-and-figures/2025-cped-files/cped-cff-2025-2026.pdf
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4.Anal Cancer: Emerging Standards in a Rare Disease. 
Eng C, Ciombor KK, Cho M, et al. 
Journal of Clinical Oncology : Official Journal of the American Society of Clinical Oncology. 2022;40(24):2774-2788. doi:10.1200/JCO.21.02566. 
 Leading Journal 

 
5.Clinical Predictors and Outcomes of Invasive Anal Cancer for People With HIV in an Inception Cohort. 
Cachay ER, Gilbert T, Qin H, Mathews WC. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2024;79(3):709-716. doi:10.1093/cid/ciae124. 
Leading Journal 

6.Primary Care Guidance for Providers of Care for Persons With Human Immunodeficiency Virus: 2024 Update by the HIV Medicine Association of the Infectious Diseases Society of America. 
Horberg M, Thompson M, Agwu A, et al. 
Clinical Infectious Diseases : An Official Publication of the Infectious Diseases Society of America. 2024;:ciae479. doi:10.1093/cid/ciae479. 
Practice Guideline 
Leading Journal 
 
7.Guidelines for the Prevention and Treatment of Opportunistic Infections in Adults and Adolescents With HIV. 
Constance Benson, John Brooks, Shireesha Dhanireddy, et al 
Infectious Diseases Society of America; Office of AIDS Research Advisory Council (2025) 
 

Giant Aphthous Ulcers 

1. Are giant aphthous ulcers related to HIV infection? 

Yes. Giant (major) aphthous ulcers are strongly associated with HIV infection. People living with HIV (PLWH) experience more frequent, severe, and persistent aphthous ulcers—including 
major (giant) forms—compared to immunocompetent individuals. These ulcers can also occur in other mucosal sites (esophagus, rectum, anus, genitals) in HIV-positive patients.[1-4] 

2. What comorbidities or complications are associated with HIV in the context of giant aphthous ulcers? 

Comorbidities include advanced immunosuppression (low CD4 count), nutritional deficiencies (vitamin B12, folate, iron, zinc), and other oral conditions (candidiasis, herpes simplex, 
Kaposi sarcoma). Giant aphthous ulcers in HIV can lead to significant pain, dysphagia, secondary malnutrition, and impaired oral intake, which may worsen overall health status.[2-4] These 
ulcers may also be associated with similar ulcerations in other mucosal sites.[1] 

 

https://pubmed.ncbi.nlm.nih.gov/35649196
https://pubmed.ncbi.nlm.nih.gov/38573010
https://doi.org/10.1093/cid/ciae479
https://clinicalinfo.hiv.gov/sites/default/files/guidelines/documents/adult-adolescent-oi/guidelines-adult-adolescent-oi.pdf
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3. Are there any complications of HIV treatment relevant to giant aphthous ulcers? 

Yes. Some antiretroviral therapies (ART) may cause oral side effects, but the main complication is drug-drug interactions when immunomodulatory agents (e.g., thalidomide, 
corticosteroids) are used to treat severe ulcers. Thalidomide, while effective, can increase HIV viral load and has notable toxicity risks (somnolence, rash, neuropathy).[4-5] ART generally 
improves immune status and may reduce ulcer severity, but does not eliminate risk.[4] 

4. Does addressing giant aphthous ulcers promote viral suppression or improve quality of life in people living with HIV? 

Treating giant aphthous ulcers does not promote viral suppression. However, effective management significantly improves quality of life by reducing pain, improving oral intake, and 
preventing malnutrition.[1][4-6] Thalidomide and topical agents have demonstrated efficacy in healing ulcers and improving pain and function.[5-6] 

5. Is a diagnostic procedure required for giant aphthous ulcers? 

Diagnosis is primarily clinical, based on history and examination. However, biopsy is recommended for non-healing or atypical ulcers to exclude deep fungal infection, viral infection, 
or neoplasm.[1][3-4] Laboratory tests may be used to rule out nutritional deficiencies or other systemic causes.[3] 

6. Is anesthesia needed for diagnosis or treatment of giant aphthous ulcers? 

No anesthesia is needed for routine diagnosis. Local anesthesia may be used for biopsy of non-healing ulcers, but general anesthesia is not required.[1][3-4] Treatment is usually topical 
or systemic and does not require anesthesia. Only rarely, for extensive procedures, would local anesthesia be considered.[1][4] 

Summary: 

• Giant aphthous ulcers are related to HIV and are more severe in PLWH. 
• Comorbidities include immunosuppression and nutritional deficiencies; complications include pain and malnutrition. 

• HIV treatment may interact with ulcer therapies; thalidomide can increase HIV viral load. 
• Treating ulcers improves quality of life but does not affect viral suppression. 

• Diagnosis is clinical; biopsy may be needed for non-healing ulcers. 
• Anesthesia is not needed for diagnosis or routine treatment. 

References:[1-6] 
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1.Management Strategies for HIV-associated Aphthous Stomatitis. 
Kerr AR, Ship JA. 
American Journal of Clinical Dermatology. 2003;4(10):669-80. doi:10.2165/00128071-200304100-00002. 
 Leading Journal 

2.Oral Ulceration in HIV Infection: Investigation and Pathogenesis. 
MacPhail LA, Greenspan JS. 
Oral Diseases. 1997;3 Suppl 1:S190-3. doi:10.1111/j.1601-0825.1997.tb00358.x. 

3.Common Oral Conditions: A Review. 
Stoopler ET, Villa A, Bindakhil M, Díaz DLO, Sollecito TP. 

JAMA. 2024;331(12):1045-1054. doi:10.1001/jama.2024.0953. 
 Leading Journal 

4.Oral Lesions Associated With Human Immunodeficiency Virus Disease. 
Patton LL. 
Dental Clinics of North America. 2013;57(4):673-98. doi:10.1016/j.cden.2013.07.005. 

5.Thalidomide for the Treatment of Oral Aphthous Ulcers in Patients With Human Immunodeficiency Virus Infection. National Institute of Allergy and Infectious Diseases AIDS Clinical Trials 
Group. 
Jacobson JM, Greenspan JS, Spritzler J, et al. 
The New England Journal of Medicine. 1997;336(21):1487-93. doi:10.1056/NEJM199705223362103. 
 Leading Journal 

6.Clinical Therapeutic Effects of Topical Agents in Adult Patients With Human Immunodeficiency Virus-Related Oral Mucosa Ulcers: A Protocol for Systematic Review and Meta-Analysis. 
Ding X, Xu F, Zhang X. 
Medicine. 2021;100(6):e23626. doi:10.1097/MD.0000000000023626.

 
Human Papillomavirus Associated Oral Lesions, Dental Cancers, and Oral Cancers 

Overview of HIV and HPV-Associated Oral Lesions, Dental Cancers, and Oral Cancers 

HPV-associated oral lesions, dental cancers, and oral cancers are all recognized as HIV-associated cancers by the National Comprehensive Cancer Network (NCCN) and are more common in 
people with HIV (PWH) in the United States. PWH have a higher incidence of HPV-driven oral and oropharyngeal cancers, with increased risk and earlier onset compared to the general 
population.[1-5] 

https://pubmed.ncbi.nlm.nih.gov/14507229
https://pubmed.ncbi.nlm.nih.gov/9456687
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.2024.0953?utm_source=openevidence&utm_medium=referral
https://pubmed.ncbi.nlm.nih.gov/24034072
https://pubmed.ncbi.nlm.nih.gov/9154767
https://pubmed.ncbi.nlm.nih.gov/9154767
https://pubmed.ncbi.nlm.nih.gov/33578511
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Relationship to HIV 

There is a clear epidemiologic link between HIV and these cancers. PWH have a higher prevalence of oral HPV infection, increased risk of persistent infection, and a greater likelihood of 
developing HPV-associated oral lesions and cancers, including oropharyngeal squamous cell carcinoma. These cancers are classified as HIV-associated by the NCCN.[1-5] 

Comorbidities and Complications 

Common comorbidities include low CD4 count, persistent high-risk HPV infection, tobacco and alcohol use, and co-infection with other oncogenic viruses (e.g., EBV, HBV, HCV). PWH are at 
increased risk for aggressive disease, poorer outcomes, and higher cancer-specific mortality.[1-3][6-10] 

Complications of HIV Treatment 

Antiretroviral therapy (ART) can interact with cancer therapies, requiring careful management of drug-drug interactions, as outlined by NCCN.[1] ART may also cause oral side effects and 
complicate administration during head and neck cancer treatment.[1][11] 

Impact of Disease Management on Viral Suppression and Quality of Life 

Treating these cancers does not directly promote viral suppression. However, maintaining ART and viral suppression is associated with improved cancer outcomes and lower mortality in 
PWH.[1][12] Multidisciplinary management improves quality of life and survival.[1][10][12] 

Diagnostic Procedures 

Diagnosis requires a thorough oral examination, biopsy of suspicious lesions, imaging (CT, MRI, PET as indicated), and sometimes HPV typing, per NCCN and IDSA guidelines.[1-2][13] Routine 
oral health exams are recommended for PWH.[12] 

Anesthesia for Diagnosis and Treatment 

Most diagnostic procedures do not require anesthesia; local anesthesia may be used for biopsy.[2][13] 

• HPV-associated oral lesions: Usually managed with topical or minor procedures, rarely requiring anesthesia. [2] 

• Dental cancers: Surgical treatment may require local or general anesthesia, depending on extent. [1] 
• Oral cancers: Surgery and some ablative procedures require anesthesia; chemoradiation does not.[1][3] 
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Gaps 

Recent US-based studies and ASCO abstracts confirm that PWH with oral cancers have poorer outcomes, especially in early-stage disease, and may have unique tumor biology (e.g., lower CD8 
T cell infiltration).[10] Data on dental cancers specifically in HIV are limited. 

In summary, HPV-associated oral lesions, dental cancers, and oral cancers are more common and often more aggressive in PWH, require specific diagnostic and therapeutic approaches, and 
benefit from ongoing ART and multidisciplinary care to optimize quality of life and outcomes.[1-3][10][12] 
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