Prognostic Factors of Physical Function Decline in the PREPARE Study
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BACKGROUND
* People with HIV (PWH) appear to have an accelerated decline
of physical function compared to populations without HIV, which
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Right: bar chart showing the N for each intersection of the 4 measures, shaded by the number of measures
(from light blue for 1 to dark blue for all 4 measures); the measures represented in an intersection are shown
with black circles in the legend below the chart, those not included are in gray.
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	Slide 1: People with HIV with history of depression treatment, high BMI, or levels of inflammation and those showing early signs of functional impairment were at greatest risk for physical function decline. These individuals may benefit from early interve

