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16:10-16:30 COMORBILIDADES EN PERSONAS CON VIH. <QUE HA CAMBIADO EN ESTOS 40 ANOS
DE HISTORIA DELVIH Y CUAL ES SU IMPACTO ACTUAL EN EL PRONOSTICO?

Enrique Bernal
Consultor Senior del Servicio de Infecciones del Hospital Clinic y Profesor Asociado de Medicina
de la Universidad de Barcelona

PRIMER BLOQUE: NEOPLASIAS

16:30-17:30 CHARLA/S TEORICA DEL CANCER

+ EPIDEMIOLOGIA DEL CANCER NO SIDA EN PERSONAS CON VIH: ¢éHAY DIFERENCIAS CON
LA POBLACION GENERAL?

Marta Rava
Investigadora Miguel Servet en el Centro Nacional de Epidemiologfa del Instituto de
Salud Carlos Il

«IMPLEMENTACION Y RENDIMIENTO DEL CRIBADO DE CANCER NO ASOCIADO A SIDA EN
PERSONAS CON VIH. éHACEMOS LO SUFICIENTE?

Marta Montero
Unidad de Enfermedades Infecciosas, Servicio de Medicina Interna. Hospital Universitario
y Politécnico la Fe

17:30-18:30 TALLER PRACTICO DEL CANCER. ¢QUE INTERVENCIONES DE CRIBADO DE TUMORES
ESTAN RECOMENDADAS EN PERSONAS CON VIH?

Javier Garcia-Abellan
Facultativo especialista Unidad de Enfermedadesinfecciosas. Hospital General Universitario
de Elche
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1. éQue dicen las Guias del.cribado de
Neoplasias.no Sida'en poblacionVIH?



é\merican
ancer
? Society®

%

Canadian Task Force
on Preventive Health Care

S. Preventive Services

TASK FORCE

Test

Sigmoidoscopia >45 >50 >50

o SOH

PSA - No -
Mamografia >45 >50 >50
Citologia + VPH >25 >25 Sex activa
TAC baja >50 + >55 + >50 +
radiacién >20pag/afio >30 pag/ano >20 pag/afno

&
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Programas cribado en Espaina

Programa de cribado de cancer de mama

Poblaciéon diana

Mujeres de 45 o 50-69 afnos de edad

Prueba de cribado

Mamografia

Intervalo entre exploraciones

Programa de cribado de cancer de cérvix

Poblaciéon diana

2 anos °

Mujeres asintomaticas que sed
comprendidas entre 25y 65 a|

Prueba de cribado

[ ]
Citologia cervical cada 3 aﬁosl

Intervalo entre exploraciones
Programa de cribado de cancer colorectal

Poblaciéon diana

3-5anos |

Hombres y mujeres de 50-69 ainos

Programa de Cribado de Cancer De Prdstata
(CP). (Nivel Evidencia I, Recomendacién C)

Programa de Cribado de Cancer de Pulmén
(Nivel Evidencia I, Recomendacion C)

Prueba de cribado

SOH vs colonoscopia

Intervalo entre exploraciones

2 (SOH) vs 10 anos (colonoscopia)

)
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Comunicado de prensa | 20 de septiembre de 2022 | Bruselas

UnNnion Europea de la Salud: un

nuevo enfoque de la UE para la
deteccidon del cancer. Mas y mejor
cribado

e amplia el grupo destinatario del cribado del cadncer de mama para incluir a las mujeres
de edades comprendidas entre los 45 y los 74 afios (en comparacion con el grupo de edad

actual de 50 a 69 afios);

e recomienda que se realicen pruebas de deteccion del virus del papiloma humano (VPH)
en mujeres de entre 30 y 65 afios, cada 5 afios o0 mas, para detectar el cancer de cuello del
utero, teniendo en cuenta el estado de vacunaciéon contra el VPH;

e pide que se realicen pruebas de deteccion del cancer colorrectal en personas de entre
50 y 74 aiios mediante pruebas inmunoquimicas fecales para determinar si es necesario
realizar despues una endoscopia o colonoscopia.

Sobre la base de los datos y métodos mas recientes, la Recomendacién amplia el cribado organizado
a tres canceres mas:

e Pruebas de_cancer de pulmdn para grandes fumadores y exfumadores de entre 50 y 75 afios.

e Pruebas de cancer de prostata en hombres de hasta 70 afios sobre la base de pruebas del
antigeno prostatico especifico, € imagenes por resonancia magnética (IRM) como seguimiento.

e Cribado de la Helicobacter pylori y vigilancia de las lesiones precancerosas de estdbmago en
lugares con una elevada incidencia y mortalidad por cancer gastrico.
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Problem
Anal cancer

L(—.Q_Pj EACS European

&G | AIDS Clinical Society

Persons

MSM and persons
with HPV-associated
dysplasia

Procedure

Digital rectal exam
+ anal cytology

Evidence of benefit

Unknown; advocated by
some experts

Screening interval
1-3 years

Additional comments

If anal cytology abnormal,
anoscopy

Breast cancer

Cervical cancer

Colorectal cancer

| Women 50-74 years®™

Women > 21 years

| Persons 50-75 years or
with a life expectancy
> 10 years

Mammography

PAP smear

or

liquid based cervical
cytology test

According to local
screening programme
practice. Colonoscopy
every 10 years if willing/
able. If unable, annual
faecal immunochemis-
try test (FIT) for occult
blood, or multitarget
stool DNA (MT-sDNA)
testing every 3 years, or

| computed tomography

| colonography (CTC)

| every 5 years

| Breast cancer mor-
tality

| Cervical cancer
mortality

| Colorectal cancer
mortality

1-3 years

1-3 years

Depending on screening
method used

HPV genotype testing
may aid PAP/liquid
based cervical
screening

* Risk factors for HCC in

HepatoCellular HCC screening Ultrasound (and alpha- | Earlier diagnosis allow- | Every 6 months
Carcinoma (HCC) should follow current foetoprotein) ing for improved ability this population
EASL guidelines” see for surgical eradication include family history of
pages 8, 81 and HCC, ethnicity (Asians,
1150 Africans), HDV and
age > 45 years. EASL
guidelines propose
using the PAGE-B score
in Caucasians to assess
the HCC risk, however
this score has not been
validated in persons
with HIV
Prostate cancer Men > 50 years with PSAY Use of PSA is contro- 1-2 years Pros: 1 early diagnosis
a life expectancy >10 versial and modest | prostate
| years cancer specific mortality.
Cons: overtreatment,
adverse effects of treat-
ment on quality of life
Lung Cancer | Age 50-80 years old Low-dose helical CT | Lung cancer related Every year Evidence confirmed in

| who are at high risk of
lung cancer (at least a
20 pack-year smoking
history, and are either
current smokers or

| former smokers having
quit within the past 15

| years)

(where local screening
programs are available)

mortality

large RCT, but persons
with HIV not included
and there may be a
higher false positive rate
among people with HIV

EACS Guidelines v11.1- October 2022. https://www.eacsociety.org/media/guidelines-11.1_final_09-10.pdf

Anal: HSH y displasia con
VPH tacto rectal +/- citologia
anal 1-3 anos

Mama: mujer 50-74 afios
mamografia 1-3 afios
Cérvix: > 21 afos citologia y
VPH entre 1-3 afos
Colorectal: 50-75 afios segun
cribado local

CHC: ECO + alfafeto 6 meses
Prostata: hombres > 50 afios
PSA

Pulmdn: 50-80 afios historia
de >20 pag/afio, fumador o
exfumador <15 aiios TC baja

radiacion
i i
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Estimated number of incident diagnoses of ADC and NADC in adults living
with HIV in the United States during 2006—2030, stratified by age

A B C.
AIDS-Defining Cancers Non-AlIDS-defining Cancers with Non-AlIDS-defining Cancers without
200 ~ Elevated Rates in PLWH Elevated Rates in PLWH
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Ann Intern Med. 2018 June 19; 168(12): 866—873. d0i:10.7326/M17-2499.
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to answer

10,723 Participants were assessed for eligibility
8362 (78.09%) Were men
2031 (18.9%) Were women
306 (2.9%) Were transgender
24 (0.2%) Were nonbinary or declined

6264 Were excluded
17 Received a diagnosis of
anal cancer at baseline
5252 Did not meet other
inclusion criteria
441 Declined to participate
554 Had other reason

‘ 4459 Underwent randomization ‘

|

l

2237 Were assigned to treatment
2227 Received assigned intervention
10 Did not receive assigned
intervention

2222 Were assigned to active
monitoring
2219 Received assigned intervention
3 Did not receive assigned

|

|

2071 Were in the trial at the time
of trial closure

2080 Were in the trial at the time
of trial closure

156 Di 139 Di: i d
25 Were lost to follow-up 26 Were lost to follow-up
55 Withdrew consent 39 Withdrew consent
55 Died 48 Died

1 Had adverse event
9 Had progression to cancer

5 Were withdrawn by investigator
6 Had other reason

21 Had progression to cancer
4 Were withdrawn by investigator
1 Had other reason

N Engl J Med 2022; 386:2273-2282

Cumulative Risk
of Anal Cancer (%)

3.0q

2.5

2.0+

359

1.04

355

Treatment of Anal High-Grade Squamous
Intraepithelial Lesions to Prevent Anal Cancer

J.M. Palefsky, J.Y. Lee, N. Jay, S.E. Goldstone, T.M. Darragh, H.A. Dunlevy,

Time to Progression to Anal Cancer

P=0.03 by log-rank test

[l Treatment Group

[l Active-Monitoring Group

(shaded areas, 95% Cl)

Invasive Anal Cancer (Median Follow-up, 25.8 Mo)

0.0
0

No. of Participants

Months

50

40

30

20

10

Trial-Related Serious

50+

u 404
c
<
Q.

. 30-
=
g

W 204
o
o

Z 104

O_

Ad Events

P=0.07

1

Rate of progression to cancer
57% lower

95% Cl, 6-80;
P=0.03 by log-rank test

(173/100,000 person-years;
95% Cl, 90-332)
9

Treatment Group

Treatment Group

Active-Monitoring Group

(402/100,000 person-years;
95% Cl, 262-616)
21

Active-Monitoring Group



JORNADAS
DOCENTES

Viernes 22 ptiembre de 202:

Immediate AIN2+ risk

% % % Test % Test %
Screening test N studies (95% Cn) (95% Cn (95% C1) (95% Cn (95% C1)
Population
A ST N — 33 420 B — 3s s
(32-52) - (29-43) (4-10)
Cytology (HSIL) 26 o 211 96.4 64 19
(5-10) (16-27) (95-98) (56-72) (13-26)
H 3 RN A — 21 87 L —— et 31 o
éCon qué debemos e W
Cytology and HPV Co-testing 12 74 93.0 33.4 27 s
. . (63-82) P ————— (20-35) E-7)
HPV16 Genotyping 10 23 455 834 39 13
realizar el Cribado ae Goze  Gasn  oeen o550 520
HPV16/18 Genotyping 8 30 441 77.4 32 16
’ (23-38) (33-56) (70-83) (17-53) 11-21)
HPV E6/E7 mRNA 3 a7 742 643 49 16
u (45-50) (69-79) (58-70) (35-64) (10-25)
P16 or p16/Ki-67 Dual Stain 6 41 540 65.2 34 16
. (32-51) (34-73) (55-75) (17-55) (10-24)
? P16/Ki-67 Dual Stain 4 41 658 70.3 44 15
l ) (28-56) (39-85) (55-82) (23-68) (8-28)
PLWH Cytology (ASC-US+) 27 45 841 60.0 37 3
(35-56) (75-90) (49-70) (29-46) (4-11)
Cytology (HSIL) 18 8 226 95.6 64 20
(6-12) 17-29) (94-97) (52-74) (12-32)
HPV Testing 17 73 938 349 31 5
(66-78) (88-97) (28-43) (23-41) 3-9)
Cytology and HPV Co-testing o 76 919 315 27 3
[ (63-86) (82-97) (21-44) (18-39) 4-9)
] L] .
HPV16 Genotyping 8 23 43.6 821 36 14
A systematic review and meta-analysis of cytology and e o A o
HPV16/18 Genotyping 5 38 462 68.7 24 16
4 * (35-40) (31-62) (63-74) (9-52) (11-24)
HPV-related biomarkers for anal cancer screening among MW opesbosytASSUSH e o = 2
(41-61) (77-91) (43-62) (23-42) (3-11)
H . Cytology (HSIL) 10 6 246 96.0 56 A
different risk groups DET | SR | e O [Eks —
HPV Testing 12 76 961 299 30 4
(69-81) (90-99) (22-39) (21-41) (2-9)
HPV16 Genotyping 5 24 424 804 29 12
(20-28) (27-59) (74-85) (13-54) (6-25)
HPV16/18 Genotyping 4 38 429 66.5 18 13
(35-41) (24-64) (61-72) (6-43) (10-18)
Women Cytology (ASC-US+) 8 21 65.7 822 33 s
(9-41) (36-86) (64-92) (22-46) (2-11)
Cytology (HSIL) E 6 36.2 95.6 70 13
(2-19) (26-48) (93-97) (51-85) (7-249)
HPV testing -3 59 911 471 27 4
(45-71) (76-97) (37-58) (15-43) (2-11)
MSM, no HIV  Cytology (ASC-US+) 4 39 56.6 66.5 38 14
(19-63) (25-83) (44-83) (5-48) 9-21)
HPV Testing 4 53 76.1 53.7 26 10
(30-74) (43-93) (32-74) (12-47) (7-16)
Abbreviations: AIN2+, anal intraepithelial neoplasia grade 2 or worse; Cl, confidence interval; ASC-US +, atypical cells of

significance or worse; HRA. high resolution anoscop:
with human immunodefidency virus: PLWH, people i

HSIL. high grade squamous intraepithelial lesion: MSM, men who have sex with men: LWH, living
ng with HIV.

Int J Cancer 2022 Dec 1;151(11):1889-1901.
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Anal cytologic screening
(anal Pap test and
clinical assessment) [b]

r ! 1
New York State e | o
Department of "y et s

Health
AIDS Institute

Guidelines, ot
Feb 2022 L ! <

LSIL: Follow up HSIL: Treat and
Normal 1 year later with follow up every
histology or HRA.Stop HRA 6 months with
no biopsy after 2 normal HRA. Stop HRA
indicated. results and after 2 normal
continue with results and
Follow up 1 o s
year later assessment and ‘with annual
with HRA anal cytology assessment and

anal cytology F VET
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a unified anal cancer risk scale

—
. I |
10 4559 yrs) Risk scale 1 5 15 50 100

30-44 yrs
( )

Vulvar
cancer

50

Vulvar

=3

Vaginal
pre-cancer

>45 yrs
<"
5

30-44 yrs

25

5-10 yst
(female)

Ulcerative
Colitis

Anal cancer incidence (per 100,000 person-year)

Cervical
pre-cancer

o HIV - .<' <30 yrs .<.

MSM Non-MSM All Gynaecological Non-HIV
(pre)cancers immuno-
Males Females suppressed

Int J Cancer. 2021;148:38-47
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The Natural History of Anal High-grade Squamous

Intraepithelial Lesions in Gay and Bisexual Men

1 Mary Poynten,'* Fengyi Jin,"* Jennifer M. Roberts,” David J. Templeton,** Carmella Law,’ Alyssa M. Cornall,*’* Monica Molano,®

D e b e m os i d e nti ﬁ Ca r a I o S Dorothy A. Machalek,"’ Andrew Carr,® Annabelle Farnsworth,> Sepehr Tabrizi,® Samuel Phillips,® Christopher K. Fairley,’ Suzanne M. Garland,*’®
Richard J. Hillman,® and Andrew E. Grulich'; on behalf of the Study of Prevention of Anal Cancer Study Team
pacientes de mas riesgo
para optimizar el cribado

Table 4. Multivariate Analysis of the Incidence and Clearance of Anal HSIL in the Study of the Prevention of Anal Cancer

Incidence Clearance

Hazard Ratio 95% Cl Pvalue Hazard Ratio 95% Cl Pvalue

Age .004 .049 Y
35-44 1.80 1.21-2.68 143 1.00-2.05
>44 1 1

HIV status .059 .210
HIV-negative 1 o 1 o
HIV-positive 143 .99-2.08 0.81 .58-1.13

Lesion characteristics
Grade of severity <.001 .019
Composite negative 1
Composite LSIL 197 1.29-3.00
Composite ASC-H 3.30 1.97-5.52
Composite AIN2 1.51 1.07-2.12
Composite AIN3 i

In association with HPV status tested at baseline and first follow-up <.001 <.001
Persistent HPV16 positive 1 1
Persistent type-specific non-HPV16 H-RHPV positive 0.51 .34-75 1.83 1.26-2.64
Nonpersistent type-specific HRHPV positive 0.18 .10-.32 3.14 1.87-5.26
Consistently HRHPV negative 0.07 .02-.19 3.78 1.66-8.62

Clinical Infectious Diseases 2021;72(5):853-61
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CD4 y CD4/CD8 Ratio and Cancer Risk Among Adults With HIV

HR WITH 95%CI P VALUE

ANY CANCER (N=4940) | A 110 (106 to 1.14) <0.001
TABLE 2 Hazard ratios (HR) with 95% confidence intervals (Cl) of progression from anal intraepithelial neoplasia (AIN) 3 to anal squamous e 124 (11410 1.35)
cell carcinoma (ASCC) among individuals at risk 6 mo after AIN3 diagnosis 1985-2016 (total number of person years = 12 824)
. NON-HODGKIN LYMPHOMA (N=433) f Foodhene 153 (1.3110179) <0.001
Number of person ~ Number of ASCC  Incidence per 100 ) ] : 2 51 (18216347)
years cases person years HR®  (95% CI) HR®  (95% CI) KAPOSI SARCOMA (N=401) [T - 1.35 (11210 1.64) <0.001
" ; l L ——
Autoimmune disease . ! K ! 8,3 12810284
CERVICAL (N=43) faennenn dheenenened 1.03 (06910 1.54) 091
Never 11 994 83 0.7 Ref. Ref. ¥ ; ! 1.09 (0.58 t0 2.06)
Yes, before AIN3 469 6 13 176 (0.77-403) 186 (0.81-4.29) g
Yes, only after AIN3 361 8 22 396 (186-842) 337 (158-7.19) HUNG (hi=504) | B ) (150142 “<0,001
Genital warts ANAL (N=395) ; Fredensd 1.54 (1.3310 1.79) <0.001
: "
Never 8378 55 07 Ref. Ref. Cm— - . e
Yes, before AIN3 3557 34 1.0 149 (097-2.28) 204 (1.27-3.29) ’_'_'f_' 085 (0.0NggF17)
HODGKIN LYMPHOMA (N=157) 103 (08210128 088
Yes, only after AIN3 889 8 09 153 (0.72-322) 1.88 (0.87-4.08) —_— 1.08 (067 10 1.73)
HEAD AND NECK (N=120) B 1,14(08810146) 030
HIV-status before AIN3 : . \d dehiodon
diagnosis !
Negative 12 368 86 07 Ref. Ref. U i )
PROSTATE (N=724) Foded 096 (0.8710 1.06) 084
Positive® 456 11 24 340 (1.81-6.38) 425 (1.87-9.65) —t— 0.94 (0.7510 1.17)
COLORECTAL (N=199) E:-"-"""-"f 125(1.02t0153) 0.01
CD4 > 200 cells/pL 273 25 218 349 (1.61-7.56) 371 (1.44-9.55) —————— 145 (0.94 10 2.23)
CD4 < 200 cells/pL 74 <5 <6.7 733 (268-200) 811 (276-238) BREAST (N=65) :.,. 1.08 (083 to ',‘5’ 035
N S— 0.93 (054 10 1.60)

1.0 20
ADJUSTED HAZARD RATIO (95% CI)

~* 030vs 080 - 0.50vs0.80

Int J Cancer 2022 Oct 15;151(8):1240-1247. JNCI J Natl Cancer Inst 2022
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Impacto del cribado con ECO del CHC en diagndstico precoz y supervivencia

Author, Year Relative Risk (95% CI)

Al Hasani 2014 4.53 (1.97 - 10.44)
Ali 2018 —_—— 1.40 (0.62 - 3.15)

Allaire 2021 T 2.94(1.53 - 5.66)
Benjira 2019 —— 1.08(0.78 - 1.51)

Branch 2016 3.98 (1.44 - 10.97)

Ghaiteeraki 2017 | —— 2.38 (2.00 - 2.84)

Chinnaratha 2019 D T — 2.47 (1.53 - 4.00)

Ghoi 2019 - 1.93 (1.83 - 2.04)

Costentin 2018 —_— 1.28 (1.08 - 1.59)

Cross 2017 —dl— 1.79(1.33 - 2.44) . .

Cuchetti 2014 - 1720156 1.89) Los pacientes que se sometieron a
Dixon 2018 e — 2.25 (1.46 - 3.47)

Edenvik 2015 —r 1.67 (1.87 - 2.08)

Sskesmncors : vigilancia tenian significativamente mas

1.46 (095 - 2.24)

Gounder 2017 — 1.49 (1.09 - 2.05) b b, I _d d d I
H —_—— -

Homs 2015 T et probaniliaadaes ae que se les
Huang 2018 —— 1.91(1.46 - 2.50)

o diagnosticara CHC en una etapa

Kalman 2014 1.70 (1.39 - 2.08)
Khalili 2015 - 1.10 (094~ 1.28)

ez siower. 2o temprana (OR 1,94; IC del 95 %: 1,80 —

o 2ove e PO indice de riesgo combinado de 0,66 (IC
~ rwoz- e del 95 %: 0,61 —0,71);sin embargo, hubo

Pinero 2019 Jl—o— 2.16 (1.76 - 2.66) . . . . o
oo s Lapa 2017 == e heterogeneidad significativa (12=84%,
Shindo 2015 1.49 (1.21 - 1.83)

-
—
Singal 2017 —e— 178 (1.40 - 2.14) <0 00 1
Sidadany 2018 : a'57 (1.80 - 7.09) pP<y, .
:
—_—

I——

-—., _4 1o e 2,08); y mejor supervivencia, con un
e
i -—

Sonovane 2018
Tojo 2014
Tong 2017
Toyoda 2018 *> 1.70 (1.61 - 1.81)

Tran 2018 —_— 1.80 (1.34 - 2.43)

Van Meer 2015 2.90 (2.46 - 3.42)

' —_——
Wong 2016 —— 0.84(0.53 - 1.34)
Wong 2017 f— 3.43 (2.26 - 5.19)
Yamago 2019 -+ 1.81(1.63 - 2.02)
S —-—
v
L

7.00 (3.42 - 14.34)
186 (137 - 2.53)
—_— 2.91 (2.25 - 3.76)

Yeh 2016 2.28 (2.06 - 2.52)
Pooled Early Detection 1.86 (1.73 - 1.98)
12=82.1%

AIDS 2004; 18:2285-93. Oncologist 2011; 16:1258-69. J Hepatol 2007; 47:527-37Cir Res Hepatol Gastroenterol 2012; 36:214-21. Clin Gastroenterol Hepatol 2012; 10:1284-90. Hepatol. 2022;77(1):128-139.
AIDS. 2019 Feb 1;33(2):269-278
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for the diagnosis of hepatocellular carcinoma
Cohorte GEHEP-002 in HIV-infected patients

* 346 CHCen VIH—> 108 (54%) dtco en programa de cribado
* Fallo de vigilancia con ECO con similar

e Tasa de deteccion con ECO adherencia al cribado
@ (b) HIV positive mHIV negative
2 0 %100 +
o P <0.0001 P <0.0001

80 - 80 4

60 -
_€_, < s

40

§\

BCLC stage B-D HCC beyond Milan criteria @

AIDS. 2019 Feb 1;33(2):269-278
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Low performance of ultrasound surveillance
for the diagnosis of hepatocellular carcinoma

Cohorte GEHEP-002 in HIV-infected patients

(a) (b) i P <0.0001

P <0.0001

* Supervivencia a

ly2afios56y
ol HIV positive 45% en VIH y 79
y 64% en no VIH

AIDS. 2019 Feb 1;33(2):269-278
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Predictors of adequate ultrasound quality for hepatocellular

carcinoma surveillance in patients with cirrhosis

Factores asociados a calidad inadecuada de la ECO en

70 pacientes cirréticos
60
. Univariate analysis Multivariable analysis
50
§ Characteristic OR 95% CI OR 95% CI
()
5 40 Male gender 1.51 0.99-2.29 172 1.07-2.77
‘5 0 Child Pugh B or C cirrhosis 1.99 1.36-2.90 1.65 1.06-2.57
2 BMI category
9
o 2 - 14.2% Normal (BMI <25) Ref Ref Ref Ref
10 . 6.1% Overweight (BMI 25-29.99) 215  1.16-3.99 2.60 1.36-4.97
Obesity class II (BMI 30-34.99 2.79 1.46-530 347 1.74-6 .94
" - esity class II ( )
Definitely adequate  Likely adequate  Likely inadequate Definitely inadequate Obesity class I (BMI 35-39.99) 422  2.04-8.74 5.59 2.54-12.30
Ultra sound quality evaluation Morbid obesity (BMI >40) 639  3.07-13.32 8.86 4.02-19.51

Aetiology of liver disease

Fig“‘je 11, ' . ' Hepatitis C Ref Ref Ref Ref
Quality of ultrasound exams for exclusion of liver masses. Among 941 patients, ultrasounds

Hepatitis B 123 044-345 202 067-6.10
were inadequate in 191 (20.3%) of cases — 134 definitely inadequate and 57 likely — poe  |asssE] - 1,09-3.09
inadequate. Non-alcoholic steatohepatitis 247 137444 248 130-4.75 ‘@
Other 064 022189 073  024-228
ALT >40 U/L 068  046-101 092  059-143 =
In-patient status 214 140-327 211 127-351

Ther. 2017;45(1):169-177.
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Utilization of surveillance for hepatocellular
carcinoma among hepatitis C virus-infected veterans
in the United States

Missed Opportunities for
Hepatocellular Carcinoma Screening
in an HIV/Hepatitis C Virus-
Coinfected Cohort

Table 2. Univariate and Multivariate Cox Proportional Hazards Models of Factors Associated With Time to First Screening Ultrasound

for Hef llular Carci After Diagnosis With D d or Possible Cirrhosis
*  >33% cirroticos confirmada o posible

* Cohorte de veteranos — no ECO cribado e
) : rocadzanosspert o 2 de cada 9 CHC No disponian de Eco “

* Cirrosis VHC 1998 y 2005 e :
Monthly income, <$1¢ p reVI a 1

Current IDU at diagnos .98

L] 126_ 670 pts VHC' 13-002 (10 1%) Current alcohol use at .05

4 4 CD4 count <200 cells/ o Me' d‘ t d ‘b d t .

S jor predictor de cribado correcto: -

cirrosis o iy Y control por Hepatdlogo, consumo de e
s alcohol y recibir TAR »

e Eco cribado: 12% vigilancia de rutina,

58,5% vigilancia inconsistente y

Female sex

Aboriginal

Monthly income, <$1¢
Current IDU at diagnos

19

Menor adherencia al cribado: bajo
nivel socioecondmico, consumo activo -

Current alcohol use at 23,0 H .80
o4 <200 ol de toxicos iv
o . . e . HIV RNA <50 copies/n.. Ry U eo o i o 48
29'5 A) nlngu na VIgIIa nCIa On ART at diagnosis 0.88 (.56-1.39) 59 0.67 (.38-1.18) 16
Systematic HCC screening system 2.23 (1.44-3.46) <.001 1.96

(1.21-3.16) .006

Ann Intern Med 2011 Jan 18;154(2):85-93.Clinical Infectious Diseases 203;57(9):1339-42
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TABLE 1 Demographic characteristics

Total
Cohort

Age at cirrhosis
diagnosis

Gender

Region of origin

Transmission route
of HIV

Hepatitis co-infection

Use of cART

Follow-up time since
diagnosis of cirrhosis
)

Cirrhosis diagnosis

Mortality

N

AHIVCOS

ATHENA

HEPAVIH

Hospital San Raffaele
Years (median, IQR)

Male

Female
Western

Sub Saharan Africa
Other

IDU

MSM
Heterosexual
Other
Unknown
HCV

HBV

HCV & HBV
N

Median (IQR)

Fibroscan

Liver biopsy

Liver biopsy &
Fibroscan

Clinical chart only®

Overall

Liver-related

HCC

Decompensated
cirrhosis

HCV/HBV-related, NOS

646

115 (18%)
243 (38%)
242 (37%)
46 (7%)
44 (40-49)

514 (80%)
132 (20%)
537 (83%)
34 (5%)
75 (12%)
371 (57%)
137 (21%)
75 (12%)
40 (6%)
23 (4%)
518 (80%)
85 (13%)
43 (7%)
603 (93%)

5.33
(3.37-9.51)

368 (57%)
15 (2%)
12 (2%)

251 (39%)
138 (21%)
76 (55%)
9

33

34

J Viral Hepat. 2019,;26:1224-1228.

cirrhosis

450

Adherencia al cribado de CHC baja del 5% al 18%
(monoinfectados 13% al 51%)

Tasas de cumplimiento maximo del 30% con intervalo de 12
meses entre ecografias

AN

I
=
.
3
]
E-1
£
E]
=z
2005 2006 2007 2008 2009 2010 2011 2012 | 2013 2014
<65 m 11 21 37 56 59 64 49 54 | 47 22
6.5 m 194 206 214 249 208 326 337 325 301 84
=% screened < 6.5 5.4 9.3 14.7 18.4 16.5 16.4 127 14.3 13.5 14.2

20

Low compliance with hepatocellular carcinoma screening
guidelines in hepatitis B/C virus co-infected HIV patients with

Percentage screened of total population in follow-up




51X s
Low Adherence of HIV Providers to Practice

Guidelines for Hepatocellular Carcinoma

Screening in HIV/Hepatitis B Coinfection

Infectdlogos controlaban con menor frecuencia con ECO y CV VHB, HBeAg/anti-Hbe, HBsAg/anti-
Hbs (P < 0,00001) que los hepatdlogos.

90

o]
o

4 )

~
o

D
o

P < §,00001)

9]
o

Percent of Subjects
B
o

w
o

(

N
o

[y
o

o

81.8

12

21.9

"ﬁ"l

Not Ordered

Ordered, Not Completed

Clinical Infectious Diseases 2015;61(11):1742-8

\ Completed )

mHIV-HBV
OHBV

&

#
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e NEW ENGLAND Screening de cancer de pulmén
JOURNAL o MEDICINE

Reduced Lung-Cancer Mortality with Low-Dose Computed
Tomographic Screening

nosed with Ca ()

tents diag
A =5 =8

Proven

Hodally Efficacy

Sputum Cytology No
Chest X-ray (CXR) No

H |
X |
|
Low-Dose CT Yes . mdA ~ II II II II
ource: University Hospitals Seidman o &F |
) L] ] > ) "o v
Stage

Cancer Center

B Death from Lung Cancer
500

DT wax

2 Chest radiography TO; Number of patients di doflung cancer g to Stage.

E RS

§ Low-dose CT

q! 300

3 2013 USPSTF recomienda screening anual de CP con LDCT

F en adultos de 55 a 74 afios que tengan un historial de

3 1 . ~

: tabaquismo de 30 paquetes al aino y que actualmente @
BN fumen o hayan dejado de fumar en los ultimos 15 afios.

Years since Randomization

N EnglJ Med 2011; 365:395-409



JORNADAS - .
DOCENTES Benefits and harms of lung cancer screening

in HIV-infected individuals with CD4™ cell
count at least 500 cells/pl

16
Age 45.77,PY 2
Cohorte de veteranos “r e
Modelo simulacién . i PR
TAR 100% X — Age 50-72,PY 20
‘S Age 55.77.PY 20 0 Age 45-72, PY 30
CD4 > 500 B4 o el Age 50-77, PY 30
- § — A Age80-72,PY30
X Age 55-77,PY 30 (CMS) =Age 55-72,PY 20
2 (-
S Age 55-72,
-
Sof :
= | Jestimada de
A | .
4t mortalidad 18,9%
2 |
0 : No scree'l‘ 1 1 I I 1 J @ @
0 100,000 200,000 300,000 400,000 500,000 600,000 700,000

# Screening CT exams per 100,000

) )

Thorac Oncol. 2014 Jun;9(6):752-9
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Screening de cancer de pulmén en poblaciéon con VIH

- VW CLINICIAN'S CORNER

Benefits and harms of IunF cancer screening
in HIV-infected individuals with CD4* cell R
count at least 500 cells/pl Benefits and Harms of CT Screening
for Lung Cancer
A Systematic Review

i . . . Benefits and harms of lung cancer screenin;
Annals of Internal Medicine ‘ ORIGINAL RESEARCH in HIV-infected individuai with CD4+ Ce"g Alicia Hulbert, M.D.", Craig M. Hooker, MPH', Jeanne Keruly, M.S., Travis Brown, M.S.,
- Karen Horton, M.D., Eliott Fishman, M.D, Kristen Rodgers, B.A., Beverly Lee, M.A., Celis
count at least 500 cells/p.l Sam, CANP, Salina Tsai, M.D, Elizabeth Welthe, M., Genevieve Pridham, BS, Brad
Drummond, M.D, Christian Merlo, M.D., Maria Geronimo, R.N., Michelle Porter, R.N.,
Solange Cox, BS, Dan Li, BS, Marian Harline, RN, Mario Teran, M.D, John Wrangle, ..,
Beatrice Mudge, R.T., Gregory Taylor, M.D, Gregory Kirk, M.D., PhD, James G. Herman,
M.D* Richard Moore, M.D.%, Robert Brown, M.D¥, and Malcolm V. Brock, M.D.#

Published in final edited form as:
J Thorac Oncol. 2014 June ; 9(6): 752-759. doi:10.1097/1TO.0000000000000161 .

Prospective CT Screening for Lung Cancer in a High-Risk
ion: HIV-Positive

Benefits and Harms of Computed Tomography Lung Cancer Screening
Strategies: A Comparative Modeling Study for the U.S. Preventive
Services Task Force

Hary 1. de Kning, MO: afal Mz, PHD: i K. lt, PO K e Hast,MSc VK N. Mansh, MS: Ihyoun Jeon, PO
Sut s o, R Chun i Kon. .S o, 1. ot i R PD: S o ok . P Py, 0

stine D. Berg, MD; Wiiliam C. Black, MD; Martin C. Tammemagl, PhD: William D. Hazelton, PhD;
Eric ). Feuer, PAD*; and Pamela M. McMaon, PhD*

Chung Yin Kong™®, Keith Sigel, Steven D. Criss?, Deirdre F. Sheehan®,

Matthew Triplette', Michael J. Silverberg®, Claudia I. Henschke®,
Amy lustice"s, R. Scott Braithwaite”, Juan Wisnivesky®

and Kristina Crothers'

@snupn DE ESTUDIO DEL SIDA-SEIMC

GUIA DE PRACTICA CLINICA SOBRE LOS

DIAGNOSTICO PRECOZ CANCER DE PULMON

TUMORES NO DEFINITORIOS DE SIDA E 'Edad 55-74 a”OSI o e tabace s 30 oo
|NFECC|O’N POR EL VIH -Consumo acumulado de tabaco 2 paquetes/ano

-Fumadores hasta hace 15 anos

JAMA 2012; 307 (22): 2418-29. Ann Intern Med. 2014;160:311-320. N Engl J Med2011; 365:395-409. BMJ 2017; 356:j347. AIDS 2016; 30:573-582. AIDS 2018, 32:1333—-1342. Guia de practicaclinica sobre los
Tumores no definitorios de sida e infeccion por el VIH (Actualizaciéon marzo 2014) Mayo 2014. Grupo de Estudio de Sida-SEIMC. EACS Guidelines v11.1- October 2022.



I ﬂ,%%“éﬁ'%’é% Potential lung cancer screening outcomes using different
age and smoking thresholds in the ANRS-CO4 French

Hospital Database on HIV cohort

Estudio Cohorte ANRS-CO4 => estimar la M= s -
proporcion maxima de CP ocurridos entre 2012 y g 80 / g,
2016 que habrian sido potencialmente . = o ,’fMa,Eiy,::::)age
detectados con el cribado f 20 K wﬁfm
* N2 pacientes elegibles para el cribado i P L ' y
N2 pacientes a cribar para detectar 1 caso CP ——— I
100 - m 20 pack-years (for former smokers,
Ampliar la edad de cribado y reducir el grado de N Jduit< L0yearspreviousty)
tabaquismo aumenta el % de CP potencialmente quit < 15 years previously)
detectable. il

40 4
Cribado del CP en VIH con recomendaciones
USPSTF de 2013 es subdptimo

20

% of total number of cancer

45-80 50-80 55-80
Age (vears) EE]

HIV Med 2020 Mar;21(3):180-188.
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. —| 45 afos =2 x3
3.00 50 afios 2x2
© — J umbral de tabaquismo:
=2 . .
2 200 - X2 pacientes elegibles
: T - M 65% el NNS para cualquiera
@ 100 (years) rango de edad
E 80
°
-7
0.00
M 20 pack-years (for former smokers,
50 quit < 10 years previously)
. 55 50 M 30 pack-years (for former smokers,
Minimum age (years) quit < 15 years previously)
40 - 87
M 20 pack-years (for former smokers,
50 = quit < 10 years previously)
46 M 30 pack-years (for former smokers,
quit < 15 years previously)
40 - 36

Number needed to screen to
detect one cancer

detect one cancer

45-80 50-80 55-80

Age (years) @
havsd

Age (years) ==

Number needed to screen to

45-80 50-80 55-80

HIV Med 2020 Mar;21(3):180-188.
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JAMA | US Preventive Services Task Force | RECOMMENDATION STATEMENT

Screening for Lung Cancer
US Preventive Services Task Force Recommendation Statement

What does the USPSTF | Adults aged 50 to 80 years who have a 20 pack-year smoking history and currently smoke or have quit within the past 15 years:
? .
recommend? « Screen for lung cancer with low-dose computed tomography (CT) every year.
+ Stop screening once a person has not smoked for 15 years or has a health problem that limits life expectancy or the ability
to have lung surgery.
Grade: B
Lung Cancer Age 50-80 years old [oMsé helical CT || Lung canc;ar re]z@ . Evéry erari o ——EQideﬁce 7conﬂ7rme;1 ini
who are at highrisk of | (where local screening - | mortality ' large RCT, but persons
~ lung cancer (atleasta | programs are available) ' with HIV not included
é:,fz EACS _European 20 pack-year smoking and there may be a
\zZb)" | AIDS Clinical Society history, and are either higher false positive rate
current smokers or among people with HIV
former smokers having
quit within the past 15
years)

JAMA. 2021;325(10):962-970. JAMA 2012; 307 (22): 2418-29.. Grupo de Estudio de Sida-SEIMC. EACS Guidelines v11.1- October 2022.
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with HIV

Optimal lung cancer screening criteria among persons living

CP Mujeres CP hombres

Criterios 2013 11 (22%) 6 (32%)
Age | Pack-years | Time since quit Sensitivity Specificity Youden’s J
(95% CI) (95% CI)
Criterios 2021 22 (44%) 12 (63%) S
. Old USPSTF criteria | 55 >30 <I5 22% (12%-36%) | 98% (97%-99%) 020
1.09 _ 1.0 —e— Sensitivity - WIHS
o ﬁm_ s L= Spociicity=WIHS New USPSTE criteria_| >50 20 <15 44% (30%=59%) | 92% (91%-93%) 036
£ 06 5T s -_0_67;' : 22222!33?22 High sensitivity >40 =15 <2 74% (60%-85%) | 66% (64%—69%) 0.40
= — T = °
§ 0.4 T 14+ Dres 2 High specificity >55 >30 <16 22% (12%-36%) | 98% (97%—99%) 020
021 0.2 Balanced >49 >16 <4 62% (47%-75%) | 86% (85%-88%) 048
%0 pa 50 MACS
B. 10. rF o Old USPSTF criteria | =55 | 230 <15 30% (13%-57%) | 93% (92%-95%) | 025
» Ny . <15 63% (38%-84%) | 83% (81%-85% 046
i os Evaluacion adicional de los e | )
£ 06! 06 .. . <15 84% (60%-97%) | 62% (59%-65%) 046
- 040 f g modelos de prediccion de riesgos
S04 L I 1T Tl | | T 1 }osg o < 2% - 1% o (92%-95% 2
g LS g 15 32% (13%-57%) | 93% (92%-95%) 025
|- B .
0.2 LI T b que Incorporen el sexo <15 68% (43%-87%) | 82% (80%-84%) 051
0.0 0.0

20 25 30
Lower Limit Pack-year History

-
o

J Acquir Immune Defic Syndr. 2022 June 01; 90(2): 184-192
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st Low Rates of Lung Cancer Screening Referrals

in Patients With Human Immunodeficiency
Virus: A Correlational Study

Table 2. Demographic and Clinical Characteristics of Patients Referred and Completed Lung Cancer Screening.

Total N (%) Missing Completed Mean (SD) or n (%) NotC Mean (3D) or n (%) P-value
July 1, 2016, and July 1, 2018 Age, years 2 0 605 (3.8) 61.1 33) 618
Sex/Gender
Male 18 (82) 0 10 (83) 8 (80) 1.000
Female 4(18) 2(17) 2 (20)
Individuals excluded Never smoked (n = 8), Transgender, male to female 0 (0) 0 (0) 0 (0)
based on secondary decsased (n = 38), Heterosexual 9 45) 2 4 (36) 5 (56) 653
exclusion criteria unknown pack history p
(n = 39), and prior lung MSM (males only) 11 (69) 2 7 (78) 4 (57) 59
(n=91) cancer diagnosis (n = 6) Race/Ethnicity
Individuals who met Non-Hispanic White Il (50) 0 5 (42) 6 (60) 691
inclusion criteria Met USPSTF lung Non-Hispanic Black 9 (41) 6 (50) 3 (30)
(n=347) \ cancer screening criteria Other 2(9) 1(8) 1 (10)
\\ (n=104) Poverty level
\ : Less than 100% of FPL 10 (48) 1 6 (55) 4 (40) 850
s B 100-200% of FPL 8 (38) 4 (36) 4 (40)
Over 200% FPL 3 (14) 1(9) 2 (20
AN Did not meet USPSTF Insurance
b lung cancer screening Private Il (50) 0o 4 (33) 7 (70) .198
criteria (n = 152) Medicare/Medicaid/VA 11 (50) 8 (67) 3 (30)
RW/Pending/None 0 (0) 0 (0) 0 (0)
Alcohol use 13 (59) 0 7 (58) 6 (60) 1.000
lllegal drug use 10 (48) I 3(27) 7 (70) 086
Tobacco cessation counseling 21 (95) 0 1 (92) 10 (100) 1.000
. 0.2 .. . HIV disease duration, years® 21 | 208 (7.5) 16.4 (8.8) a21°
Tasa de derivacion Yy cumpllmlento bajas Care interval, years 21 ! 46 (89) 27 32) 1.000°
Diabetes 6 (27) 0 5 (42) 1 (10) 162
(o) 0, Hypertension 13 (59) 0 8 (67) 5 (50) 666
10 A) VS 2 A) Cardiovascular disease 4 (18) 0 2(17) 2 (20) 1.000
Liver disease 1 (5) 0 0 (0) 1 (10) 455
Hepatitis B 1(5) 0 0 (0) 1 (10) 455
Hepatitis C 10 (45) 0 8 (67) 2 (20) 043
. . . Kidney disease 2(9) 0 1 (8 1 (10) 1.000
Factores a favor: asociar asesoramiento para CD4 T-cell count
. . ., 0-200 1 (5) 0 0 (0) 1 (10) 481
- 201-350 1 (5) 1 ® 0 (0)
dejar de fumar y co-infeccion con VHC oL =0 19 .8 °0
501+ 18 (82) 9 (75) 9 (90)
HIV viral load >200 1 (5) 0 1 (® 0 (0) 1.000
# Of HIV primary visits 2 0 29 (1.3) 34 (8) 4250
Number of visits 2017-2018 (Any) 2 0 13.1 (9.7) 10.8 (9.0) 337°

Lung cancer 2021; 29:1-7
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Additional records
identified through
other sources (n=0)

Records identified
through database
searching (1=10 982)

Records screened after duplicates removed (n=5597)
Records excluded (n=5488)
Full text articles assessed for eligibility (1=109)

Full text articles
excluded (n=77)

Studies included in qualitative analysis (n=32*)

Studies included in quantitative
synthesis (meta-analysis) (n=32%)

*Total numberof included references is 32 mapping to s unique tias

Prostate cancer screening with prostate-specific antigen (PSA
test: a systematic review and meta-analysis

Study PSA screening
CAP 2018 25 459/1 853 167*
Lundgren (Stockholm) 2018 1420/2400t
PLCO 2017 9212/533 014*

ERSPC (core) 2014 15 369/825 018*
Random effect: P=0.53 for heterogeneity, 1’=0%

* Rate by total number of person-years
1 Rate by total number of patients

Control

28306/2 095 405*
13 283/25 0811
9375/529 860*

19108/1 011 192*

Incidence rate ratio

Incidence rate ratio

(95% CI) (95% C1)
—_— 0.99 (0.94 to 1.03)
—_—— 1.01 (0.95 to 1.06)
— = 0.98 (0.95 to 1.00)

T

Favours
screening

1.00 (0.98 o 1.02)
0.99 (0.98 t0 1.01)

Favours
non-screening

Fig 3 | Forest plot showing the incidence rate ratio (IRR) for all-cause mortality for PSA screening v control groups.
Horizontal bars denote 95% Cls. Studies are represented as squares centred on the point estimate of the result of
each study. The area of the square represents the weight given to the study in the meta-analysis. The pooled IRR was
calculated by DerSimonian-Laird random effects model. The diamond represents the overall estimated effect and its

95% Cl

Study PSA screening

153/281 182*
86/2400t

Labrie (Quebec) 2004
Lundgren (Stockholm) 2018

PLCO 2017 255/533 014*
ERSPC (core) 2014 355/825018*
CAP 2018 549/1 853 167*

Random effect: P=0.05 for heterogeneity, 1’=58%

* Rate by total number of person years
1 Rate by total number of patients

Control

75/148 852*
771/25 081t
244/529 860*
545/1 011 192*
647/2 095 405*

Incidence rate ratio

Incidence rate ratio

(95% CI) (95% C1)
—— 1.08 (0.82t0 1.42)
— 1.05 (0.83 t0 1.27)
—— 1.04 (0.87 to 1.24)
—_— 0.79 (0.69 t0 0.91)
== 0.96 (0.85 to 1.08)
g 0.96 (0.85 to 1.08)
1
Favour§ Favoyrs
screening non-screening

Fig 4 | Forest plot showing the incidence rate ratio (IRR) for prostate-specific mortality for PSA screening v control
groups. Horizontal bars denote 95% Cls. Studies are represented as sauares centred on the point estimate of the

BMJ. 2018;362:k3519

PSA como cribado de Ca Prostata en
Poblacion General:

- se asocia con un estadio y grado mas bajos
del CaP en el momento del diagndstico

- analisis de sensibilidad parece no tener
ningun efecto sobre la mortalidad por todas
las causas (TIR 1,0, 0,98 a 1,02; certeza
moderada)

- puede tener un pequefio efecto sobre la
mortalidad especifica de la prdstata. (TIR
0,79; 0,69 a 0,91; certeza moderada)

)
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European HIV-positive cohort: does one size fit all?

Leah Shepherd™, Alvaro H Borges?, Lene Ravn®, Richard Harvey’, Mark Bower’, Andrew Grulich®,
EuroSIDA Michael Silverberg’, Gitte Kronborg®, Massimo Galli®, Ole Kirk? Jens Lundgren?, Amanda Mocroft',
EuroSIDA in EuroCOORD

Table 1 Baseline characteristics for cases and controls.

Table 2 Unadjusted conditional odds ratio of PCa for a two-fold increase in each marker

Baseline Latest
Factors Cases Controls p-value OR of 2 fold
" A OR of 2 fold

Marker :::T(:sreleI:el vahf: ncreass/i) Malay vaI;le
PSA (ng/mL)° (95%Cl) level (95%Cl)
baseline 2.8(1.6,4.6) 0.8(0.5,1.2) <0.01 tPSA (ng/mL) 4.67 (1.69,12.89) <.01 8.09 (1.11,58.86) 0.04
la ) ; —— 1,04 fPSA (ng/mL)p—r=tt-laeco.az an) O 10D O A ALE )
1Ps PSA elevado se asoci6 con mayores ety tPSA >4 ng/ml E99 %y S 38 %
ba :l: . .01 estosterone
] probabilidades de Ca Prostata ) . Punto de corte éptimo PSA 1,5 ng/mll
/t PSA ratio® [mim] 0O (nmol/L) l E 84 %’ S 81%
b 0.01 Models are - . i .
la PSA tOtaI PSA Ilbre y PSA'IbI’E/PSAtOtal o .01 Baseline was date of first plasma sample. Latest sample was last sample prior to PCa diagnosis in

predlctores de Ca Préstata cases or matched sample in controls.

Predictor mas fuerte -- PSA total

)

Antivir Ther 2016;21(6):529-534
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Proportion of patients enrolled in the Veterans Aging
Cohort Study receiving PSA testing by HIV status

Patients Enrolled in
Excluded (N=47.935
VACS 2000-2015 -Duplicates (N=326)

-Women (N=4,510)

-Not active in VACS or VA system during analysis
period (N=17,645) 1
-Age <45 for duration of study (N=14,134)
-Prostate cancer before analysis period (N=535)
-Prostate cancer before VACS enrollment (N=771) 0.9
-Excluded condition (N=10,014)

0.8
. : B 0.6 / —— \
Vetf]r\;i:; {Jgﬁ]hg;ﬂv ([]J\]ll];lgg?:) g y B 7 A
| £ Al menos una detecciéon de PSA en 76% VIH y el
g o4
B N ol 84% no VIH (p<0,001)
Tasa de pruebas de PSA en VIH 0,58
‘g 0.2 ~ .
& pruebas/persona-afio y 0,63 en no infectados
Tostate Biops; Prostate Biops: = . . . .
| sy | oo \ (N4396; 6 190 ‘ - Incidencias CaP similar
0
Prostate Cancer Diagnosis Prostate Cancer Diagnosis 2000-2001 2002-2003 2004-2005 2006-2007 2008-2009 2010-2011 2012-2013 2014-2015

(N=787; 58.6%*) P=0.016 (N=2,378; 54.1%%)

—o—HIV Infccted ==@=HIV Uninfected

VACS=Veterans Aging Cohort Study; VA=Veterans Affairs

J Urol. 2022 February ; 207(2): 324-332
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Es necesario generar evidencia robusta que evalue la eficacia y rentabilidad de
las estrategias de cribado de TNDS de poblacion general en pacientes VIH
Evaluacion adicional de los modelos de prediccion de riesgos de los TNDS que
incorporen variables que permitan una mejor seleccion de pacientes VIH en
riesgo

Identificar e intervenir sobre los factores implicaciones en la indicacion y

adherencia a los programas de cribado de TNDS en pacientes VIH

)
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