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Introduccion

Las neoplasias no SIDA son la principal causa de mortalidad en PVVIH

Percentages of Categorised causes of death, by Mortality rate per Observed Expected Standardised
calendar year periOd of death :;)ng(c)lg)erson-years deaths deaths g;z/taclll\)ty ratio
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People diagnosed with HIV 448 839 person-years
All-cause mortality 118 (115-121) 5302 938 57 (5-5-5-8)

Non-AIDS deaths 44-9 (43-0-46-9) 2017 923 2-2(2:1-23)
Non-AIDS infections 8.0 (7-2-8-9) 358 33 10-8 (9-8-12-0)

| I Non-AIDS cancers 5-6 (7-8-9-5) 385-3 300 1-3(1-2-1-4)
Cardiovascular disease and stroke o4 (7-6-9-3 37 223 17 (1-5-1-9)

Liver disease 52 (4-6-5-9) 234 63 37 (3:3-4-2)
1996-99 2000-03 2004-07 2008-11 2012-15 2016-20 Accident 21(17-2:6) 63 14(12-17)
=AIDS mCNS » Cardiovascular/heart caden 1(@7-2 24 4(1-2-17
Liver Non-AIDS infection = Non-AIDS non-hep malignancy Suicide 2-1(1-8-2-6) 96 48 2.0 (1-6-2-4)
Other Respiratory m Substance use .
" Substance misuse 27 (2332 121 2:6 (2-1-31
Suicide/accident = Unknown/unclassifiable =30 7(2:3-32) 47 ( 31)
C R( Other causes 7-8 (7-0-8-6) 348 141 2.5 (2-2-2-7)
Rates of Key Death Causes With HIV Falling in Europe/America. Deaths Due to Comorbidities 30th CROI, Conference on Retroviruses and Opportunistic Infections, g j

February 19-22, 2023, Seattle Mark Mascolini

Croxford S, Kitching A, Desai S, et al. Mortality and causes of death in people diagnosed with HIV in the era of highly active antiretroviral therapy compared with
the general population: an analysis of a national observational cohort. Lancet Public Health. 2017 Jan;2(1):e35-e46. doi: 10.1016/52468-2667(16)30020-2. Epub
2016 Dec 15. PMID: 29249478.
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Introduccion

Ensayos clinicos demuestran reduccion de la mortalidad en la mayoria de las
neoplasias en poblacion general ..

Cribado de cancer implementado en PVVIH deriva del de poblacion general :

D

1.US Preventive Services Task Force. Screening for Lung Cancer: US Preventive Services Task Force Recommendation Statement. JAMA. 2021;325(10):962-970. doi:10.1001/jama.2021.1117
2.Shaukat A, Kahi CJ, Burke CA, Rabeneck L, Sauer BG, Rex DK. ACG Clinical Guidelines: Colorectal Cancer Screening 2021. Am J Gastroenterol. 2021;116(3):458-479. doi: 10‘14309/ajg.0059pﬁ0000001122.

3.European AIDS Clinical Society Guidelines. Version 11.1, October 2022. Accessed May 2023.
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Cancer: Screening Methods’ EACS GUIDELIN ES’ Octo be r 2022

Problem Persons Procedure Evidence of benefit ing interval Additional
Anal cancer MSM and persons Digital rectal exam Unknown; advocated by | 1-3 years If anal cytology abnormal,
with HPV-associated +anal cytology some experts anoscopy
dysplasia
Breast cancer Women 50-74 years' Mammography | Breast cancer mor- 1-3 years
tality
Cervical cancer Women > 21 years PAP smear | Cervical cancer 1-3 years HPV genotype testing
or mortality may aid PAP/liquid
liquid based cervical based cervical
cytology test screening
Colorectal cancer Persons 50-75 years or | According to local | Colorectal cancer Depending on screening
with a life exp cy i i method used
=10 years 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
HepatoCellular HCC screening Ultrasound (and alpha- | Earlier diagnosis allow- | Every 6 months * Risk factors for HCC in
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,
115™ 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 PSA® Use of PSAiis 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 1 Lung cancer related | Every year Evidence confirmed in
who are at high risk of | (where local screening | mortality large RCT, but persons
lung cancer (atleasta | programs are available) with HIV not included
20 pack-year smoking and there may be a
history, and are either higher false positive rate
current smokers or among people with HIV

former smokers having
quit within the past 15

GUIA DE PRACTICA CLINICA SOBRE LOS
TUMORES NO DEFINITORIOS DE SIDA E
INFECCION POR EL VIH

Escenarios clinicos para aplicar cribado



Women living Cervical cancer Risk ratio (95% C1)

JORNADAS WithHIV (o) cases ()
DOCENTES

Registry linkage studies

4023 de septiembre de 20 Cooksley et al, 1999 14611 13 —_— 2:50(1:30-430)
Sesraino et al, 1999 2141 10 —— 280 (6-60-22-40)
Mbulaiteye et al, 2006 8423 7 —e 270 (1-80-4-00)
Vogel et al, 2011 280 6 e 4:00(1:50-7-90)
Zhangetal, 2011 4982 14 —— 6810 (19-20-84:50)
I 4 I 4 ° Godbole et al, 2016 11710 3 —a 1570 (11-00-22-00)
C a n C e r C e rv I x Mayor etal 1,2016 502 8 ———e 47-00 (20-00-93-00)
Mayor etal 2,2016 403 8 —_— 1500 (6-00-29-00)
Mayor etal 3,2016 313 7 —— 9-00 (4-00-19-00)
Salters et al, 2016 2m n — 2418 (15-15-36.60)
Hernandez-Ramirez et &), 2017 129995 428 - 324(2:94-356)
Massad et al, 2017 1807 B ———— 3:31(0-90-8-47)
° ° ° Grabaretal 1, 2019 28977 14 —— 540 (3-00-8-90)
Estimates of the global burden of cervical cancer associated | cezzs  wn o | — +oarst
Grabaretal 3,2019 28977 n e 3:40(2:10-5-10)
. Grabar et al 4, 2019 28977 3 —-— 330(2:20-4.70)
W lt h H IV Pooled risk ratio S 7-64 (4:58-12.73)

Risk estimate model for registry linkage studies (dfe15; F<957%)

Dominik Stelzle*, Luana F Tanaka*, Kuan Ken Lee, Ahmadaye Ibrahim Khalil, lacopo Baussano, Anoop S V Shah, David A McAllister, ::f:;:tzm 871 B 799 (467-13.67)

Sami L Gottlieb, Stefanie | Klug, Andrea S Winkler, Freddie Bray, Rachel Baggaley, Gary M Clifford, Nathalie Broutet, Shona Dalal Clifford et 2, 2005 2045 6 800 (2:90-17-40)
Bedimo et al, 2009 725 12 1280 (2:90-57:30)
Tanonet al, 2012 93 153 7:90(3-80-16-70)
Abraham et al, 2013 13690 7 4-10{2:30-6-60)
Akarolo-Anthony et al, 2014 10580 8 — 2-00(0-40-3-50)
Chenetal, 2014 1360 7 410 (166-8-48)
Pooled risk ratio 5-68 (3-97-8-12)

6 veces mas frecuente en mujeres con VIH o e 5 7 = A

Case-control studies

il Wl o(‘*w

Sekirime et al, 2007 3 116 et 1:26(0-45-3-49)
Kahesa et al, 2008 45 138 2:90(1-40-5-90)
Holmes et al 1, 2009 16 150 650 (240—19-80}
Holmes et al 2, 2009 6 150 820 (1:30-50-00)
Holmes et al 3, 2009 10 150 530(1:30-21-40)
Adjoriclo-Johnson et al, 2010 31 132 — 1-80(0-60-530)
Jagquet et al, 2015 127 258 430(2:20-830)
Mpunga et al, 2018 155 560 590 (3-80-9-20)
Stelzle D, Tanaka LF, Lee KK, et al. Estimates of the global burden of cervical cancer associated Pooled risk ratio 378(250573)
. . i il de! fi -control studies (df7; '«32-9%
with HIV. Lancet Glob Health. 2021;9(2):e161-e169. doi: 10.1016/52214-109X(20)30459-9. pe sl ot T e ARz s
Overall pooled risk ratio 6.07 (4-40-837)

Risk estimate mode! for all studies (d<30; 7<91.5%)

f T Y T T T T 1
025 050 100 2000400 8O0 1600 3200 6400

Figure 1: Risk of developing cervical cancer among women living with HIV, by type of study
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Cancer cérvix Cervical Cancer Standardized
Incidence Ratios by Age Group
e (Citologia cérvix 16-
3
§7 o
IRR 6 L { } I -
| el =)
Entre 25-29 afios, 6 veces mas = § y $ § I =
incidencia de cancer de cervix. g B, ¢
LA MAS ELEVADA 38 {
- ©
cx 1+
‘g * % *
Duracion del cribado de ®? o — T =T T
: N A 1D o 1D i 1O (I (D K (D Ak 1O
cérvix: toda la vida R @%’h@f’é’b@b&b«é«‘;\

Age group, years

Stier EA, Engels E, Horner MJ, Robinson WT, Qiao B, Hayes J, Bayakly R, Anderson BJ, Gonsalves L, Pawlish KS, Zavala D, Monterosso A, Shiels MS. @ ‘@
Cervical cancer incidence stratified by age in women with HIV compared with the general population in the United States, 2002-2016. AIDS. 2021 Sep
1;35(11):1851-1856. doi: 10.1097/QAD.0000000000002962. PMID: 34049357; PMCID: PMC8373779. F La]
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ca’ ncer Cér\’ix eo- Prevalence of HR-HPV by Age and Race
° VPH -~ Whites
] = Blacks
_ -
Prevalencia muy elevada  §
de VPH hasta los 30 g !
anos 2°':

1 1 1 1 1 1 1 1 1
2124 2529 30-34 3539 40-44 4549 50-54 5559 60+ @ ‘@
Age (years)

Clarke MA, Risley C, Stewart MW, et al. Age-specific prevalence of human papillomavirus and abnormal cytology at baseline in a diverse statewidfv@
prospective cohort of individuals undergoing cervical cancer screening in Mississippi. Cancer Med. 2021 Dec;10(23):8641-8650. doi:
10.1002/cam4.4340. Epub 2021 Nov 3. PMID: 34734483; PMCID: PMC8633239.



I JORNADAS
DOCENTES

Cancer cérvix

Cervical cancer Women > 21 years PAP smear | Cervical cancer 1-3 years
or mortality
liquid based cervical
cytology test

Mujer joven: cribado cancer de cérvix desde los 21 afios (o tras 12 relacién) con
citologia anual (3 primeros afios) y posteriormente cada 3 afios, toda la vida.

Estudio de VPH mas rentable a partir de los 30 afios 7

) )

EACS GUIDELINES 2022
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Cancer anal

Es la neoplasia no SIDA con mayor exceso de incidencia y mortalidad

Excess cancer prevalence in men with HIV/Koroukian et al
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Koroukian SM, Zhou G, Navale SM, et al. Excess cancer prevalence in men with HIV: A nationwide analysis of Medicaid data. Cancer.

2022;128(10):1987-1995. doi: 10.1002/cncr.34166

42.64 (34.15-53.24)

70.43 (63.77-77.82)
70.33 (63.84-77.62)
3.06 (2.51-3.74)
1.34 (1.21-1.48)
1,50 (1.37-1.65)
1.31 (0.91-1.88)
0.93 (0.82-1.07)
0.97 (0.85-1.09)
3.63 (2.36-5.57
01 (077331
1.25 (1.00-1.57)
2.50 (1.94-3.22)
113 (1.00-1.27)
1.24 (1.12-1.38)
3.30 (2.33-4.66)
1.08 (0.90-1.30)
1.27 (1.07-1.49)
199 (085149
0.70 (0.62-0.79
0.74 (0.67-0.83)
14.56 (12.71-16.68)
5.14 (4.76-5.54)
6.00 (5.61-6.42) @ \@
2.36 (0.88-6.31)
1.06 (0.67-1.68)
1.18 (0.78-1.79)
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Cancer anal Es la tercera, tras pulmon e higado, con mayor mortalidad

Table 2. Total years of life lost to cancer by subgroups, and by

ES |a prlmera con méS aﬁos de Vlda perd'dos cancer types in the total United States population of people with HIV

between 2006 and 2015.

TYLL to Percentage of
Table2. Cancer-attributable Mortality Among People Living With Human Immunodeficiency Virus from 10 States, 20012015, by Cancer Site Subgroup cancer TYLL to any cancer
Overall 135 000 100.0
Cancer- Age
Number of Proportion of Deaths Preceded Adjusted Hazard Population-attributable attributable 20-39 23 400 17.3
Cancer Site Cancers by Cancer, p, (95% Cl) Ratio (95% Cl} Fraction (5% Cl) Mortzlity Rate 40-59 91 200 67.5
60+ 20 400 15.1
All sites combined 3161 175% (173%-178%) 5.79 (5.69-5.89) 14.5% (13.6%-15.4%) 386.9 Race
AIDS-defining cancers 12315 6.5% (6.4%-6.7%) 4.28 (4.17-4.40) 5.0% {4.4%-5.6%) 134.1 Non-Hispanic white 37 200 27.5
Kaposi sarcoma 4485 1.9% (1.8%-2.0%) 2.99 (2.86-3.14) 1.3% (9%-1.6%) 340 :?S";':'izpamc black ;f ggg fg?
Non-Hodgkin lymphoma 7072 4.3% (4.1%—-4.4%) 5.35 (5.18-5.52) 3.5% (3.0%-3.9%) 926 Risk g?oup )
Cervical 758 A% (.3%-4%) 2.56 (2.31-2.85) 2% (.1%-.4%) 59 MSM, non-PWID 73 400 54.4
Non-AIDS-defining cancers 19296 11.0% (10.8%~-11.2%) 6.21 (6.08-6.34) 9.2% (8.5%-9.9%) 2457 /’m"')?her }42 ggg ;2‘3
Anus 1729 8% (.7%-.9%) 4.02.(3.74-4.31) 6% (4%—8%) Caricen type ’
Liver 1331 1.1% (1.1%-1.2%) 19.0 (179-20.2) 1.1% (.8%-1.3%) 284 AlDS-defined cancer
Hodgkin lymphoma 1420 6% (.5%-.6%) 3.47 (3.20-3.77) 4% (.2%-.6%) 13 Non-Hodgkin lymphoma 27 800 20.5
Kaposi sarcoma 12 800 9.5
Breast 110 4% (4%-5%) 2.97 (2.70-3.27) 3% (.1%-.4%) 78 Cervix Uteri 2600 1.9
Prostate 2252 5% (.5%-.6%) 1.21 (1.11-1.32) 1% (-.1%-.2%) 23 2 ofi
Lung 2878 2.5% (2.4%-2.6%) 16.3 (15.7-170) 2.4% (2.0%-2.7%) 63.0 o Zé
Colorectal 1272 8% (6%—7%) 4.00 (3.69-4.34) 5% (.3%~.7%) 12.6 Colon and rectum 6000 44
Other 7304 4.3% (4.2%—-4.5%) 6.25 (6.06-6.45) 3.6% (3.2%—4.1%) 974 Hodgkin Lymphoma 5000 3.7
Liver 4500 33
Breast 3800 2.8
Horner MJ, Shiels MS, Pfeiffer RM, Engels EA. Deaths attributable to cancer in the US HIV population during 2001-2015 J Acquir Immune Defic Prostate 2600 1.9
Other 35 000 259

Syndr 2022;90(2):184-192. doi: 10.1097/QAI1.0000000000002930.
Luo Q, Pfeiffer RM, Noone AM, et al. Years of life lost to cancer among the United States HIV population, 2006-2015. AIDS. 2022;36(9):1279-

1286. doi: 10.1097/QAD.0000000000003249.

PWID, persons who inject drugs; TYLL, total years of life lost.
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Table 1. Cumulative incidence of anal cancer among people with HIV and among those with AIDS at 10years from HIV or AIDS
diagnosis and between 10 and 20years from diagnosis®

Cancer anal

Cumulative inddence, % (95% confidence interval)

Sex/risk group stratified by
age at HIV/AIDS diagnosis HIV, 0-10y AIDS, 0-10y HIV,10-20y AIDS, 10-20 y
MSM
<30y 0.17 (0.13 to 0.20) 035 (0.28 to 0.41) 0.88 (0.75 to 1.01) 1.23 (1.05 to 1.40)
30-34y 0.22 (0.18 to 0.26) 0.42 (0.35 to 0.48) 0.86 (0.75 t0 0.98) 1.26 (1.10 to 1.42)
35-39y 0.27 (0.23 to 0.31) 0.51 (0.43 to 0.58) 0.76 (0.66 t0 0.86) 1.17 (1.00 to 1.33)
. 40-44 0.27 (0.22 to 0.31 0.55 (0.46 to 0.64 0.68 (0.58 t0 0.78 1.12 (0.93 t0 1.32
Dxo previo de SIDA 45-59§ 024 Eo.21 mo.zsg 0.60 §0.51t00.68; 0.63 Eo.ss zoo.ng m‘&rmi— JBT.
, >60y 032 (0.20 to 0.43) 0.63 (0.37 to 0.90) 0.38 (0.2 t0 0.54) 0.44 (0.05 t0 0.84)
como FR mas Other men
<30y 0.04 (0.02 1o 0.06) T 009(00450.13 0.22 (0.14 t0.0.29) 0.35 (0.22 t0 0.48)
i 30-34 0.12(0.07 0 0.1 0.20 (0.13 10 0.2 0.36 (0.25 t0 0.47 0.51 (0.36 t0 0.67
Importante que la edad 35-39§ 0.11 %o.os toO.lg)) 0.18 %0.12 mo.zg 0.35 %o.zs mo.44§ 0.37 Eo.zs to 0.493
40-44y 0.09 (0.06 t0 0.12) 0.20 (0.15 to 0.26) 0.30 (0.22 t0 0.37) 0.38 (0.26 t0 0.49)
45.59y 0.09 (0.07 to 0.11) 0.17 (0.13 t0 0.22) 0.21 (0.16 t0 0.26) 0.35 (0.24 to 0.47)
>60y 0.08 (0.03 o 0.13) 0.10 (0.02 to 0.18) 0.19 (0.07 t0 0.31) 0.33 (0.03 t0 0.63)
Women
<30y 0.03 (0.01 10 0.04) 0.09 (0.05 to 0.13) 0.25 (0.19 t0 0.31) 0.47 (0.33 t0 0.60)
30-34y 0.06 (0.03 to 0.09) 0.1 (0.06 to 0.16) 0.20 (0.13 t0 0.26) 0.41 (0.27 t0 0.54)
35-39y 0.07 (0.04 to 0.10) 0.17 (0.1 to 0.22) 0.24 (0.17 t0 0.31) 0.40 (0.27 t0 0.53)
40-44y 0.06 (0.03 to 0.09) 0.13 (0.08 10 0.19) 0.31(0.22 t0 0.39) 0.36 (0.21 t0 0.51)
45-59y 0.09 (0.06 to 0.12) 0.20 (0.14 to 0.26) 0.22 (0.15 t0 0.28) 0.34 (0.21 to 0.48)
>60y 0.04 (0.00 to 0.09) 0.08 (0.00 to 0.17) 0.14 (0.00 t0 0.29) 0.07 (0.00 t0 0.21)

® Age is inyears and wasmeasured at AIDS diagnosis (for people with AIDS) or HIV report (for people with HIV only). Cumulative incidence estimates for people
with HIV do not censor at the onset of AIDS. MSM, men who have sex with men.

Haas CB, Engels EA, Horner MJ, Pfeiffer R, Luo Q, Kreimer A, Palefsky JM, Shiels M. Cumulative incidence of anal cancer since HIV or AIDS
diagnosis in the United States. J Natl Cancer Inst. 2023 Jul 3:djad128. doi: 10.1093/jnci/djad128. Epub ahead of print. PMID: 37399095..
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ORIGINAL CONTRIBUTION DISEASES OF THI

Incidence of Anal Cancer and Related Risk Factors in HIV- [@{@)F@)\L<'s RE(,TUM
Infected Patients Enrolled in the National Prospective

Spanish Cohort CoRIS .. 1\ haive 2004-2020

26 dxo cancer ano (22 incidentes)
|A: 22.29/100,000 personas-ano

&establ e),
Dxo SIDA previo 9/26 (34,6% vs 15 % en

resto cohorte)

Riesgo cancer anal: Recuento CD4: k4 28%/100 CD4
Dxo previo de SIDA: x 2,7 veces adicionales 2
g

Cudds ES, De La Piedra CS, Canuto MM, Ubeda AC, Curran A, Hermida AO, Rava M, Muriel A, Macias J, Rial-Crestelo D, Martinez-Sanz J, Martinez L, De La Villa Lopez-Sanchez M, Perez=Molina JA:
Incidence of Anal Cancer and Related Risk Factors in HIV-Infected Patients Enrolled in the National Prospective Spanish Cohort CoRIS. Dis Colon Rectum. 2023 Aug 3. doi: 10.1097/DCR.0000000000002940.



I JORNADAS
L DOCENTES The NEW ENGLAND JOURNAL of MEDICINE

o0 23 de septiembre de 2023

Ca’ncer anal ORIGINAL ARTICLE

Tto HSIL: Reduccién del Treatment of Anal High-Grade Squamous ANCHOR

riesgo de progresiona  Intraepithelial Lesions to Prevent Anal Cancer

4 0
cancer del 57% J.M. Palefsky, J.Y. Lee; N« Jay, S.E. Goldstone, T.M. Darragh, H.A..Dunlevy,

Time to Progression to Anal Cancer

Invasive Anal Cancer (Median Follow-up, 25.8 Mo)
P=0.03 by log-rank test

50
3.0 - .. A
1 I Treatment Group 1 | Rate of progression to cancer
_ 251 B Active-Monitoring Group Z 40+ 57% lower
(o]
& (shaded areas, 95% Cl) gy 95% CI, 6-80; (402/100,000'person-years;
x5 S 304 P=0.03-by log-rank test 95% C1,-262-616)
e = - 21
50 o 173/100,000 n-years;
© o 204 (173 J person-years;
2= ° 95% Cl, 90-332)
€ c ) 9 '
S Z 10
o
0

Treatment Group Active-Monitoring Group

Months

Palefsky JM, Lee JY, Jay N, et al; ANCHOR Investigators Group. Treatment of Anal High-Grade Squamous Intraepithelial Lesions to Prevent Anal
Cancer. N Engl J Med. 2022 Jun 16;386(24):2273-2282. doi: 10.1056/NEJM0a2201048. PMID: 35704479; PMCID: PMC9717677.
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Anal cancer MSM and persons Digital rectal exam Unknown; advocated by | 1-3 years
with HPV-associated + anal cytology some experis
dysplasia™

Hombre HSH joven (sobre todo con dxo previo SIDA): cribado cancer anal con examen
digital y citologia anal anual +- estudio VPH.

Si citologia alterada, AAR con biopsia y tratamiento de lesiones HSIL (biopsia).
Repetir AAR 2 al aio tras tto de HSIL.

)]

EACS GUIDELINES 2022
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Cancer pulmodn

in the French Dat’AIDS Cohort oc

Table 3. Global incidence rates overall and by sex of ADCs and selected NADCs in the French Dat’AIDS cohort between 2010 and 2015.

Overall Men Women
Incidence/100,000 Incidence/100,000 Incidence/100,000
N PY (95% CI) N PY (95% CI) N PY (95% CI)
ADCs 345 191.4 (172.3-212.7) 289 2329 (207.6-261.4) 56 99.7 (76.8-129.6)
Kaposi sarcoma 137 76.0 (64.3-89.9) 127 102.4 (86.0-121.8) 10 17.8 (9.6-33.1)
NHL 191 106.0 (92.0-122.1) 160 129.0 (110.5-150.6) 3 55.2 (38.8-78.5)
NHL (ICD-10: C83 and C85) 169 93.8 (80.7-109.0) 141 3.7 (96.4-134.1) 28 49.9 (34.4-72.2)
ICC 16 28.5 (17.5-46.5)
NADCs 989 548.8 (515.6-584.1) 746 601.3 (559.7-646.0) 234 432.8 (381.6-490.7)
Lung cancer 98 54.4 (44.6-66.3) | 76 61.3 (48.9-76.7) 22 39.2 (25.8-59.5)
Liver cancer 96 53.3(43.6-651) 76 61.3 (48.9-76.7) 20 356 (23.0-55.2)
HL 82 455 (36.6-56.5) 73 58.8 (46.8-74.0) 9 16.0 (8.3-30.8)
HNC 54 30.0 (23.0-39.1) 42 33.9(25.0-45.8) 12 214 (121-37.6)
Anus cancer 57 31.6 (24.4-41.0) 43 347 (25.7-46.7) 4 249 (14.8-42.1)
Colon and rectum cancer 45 25.0 (18.6-33.4) 35 28.2 (20.3-39.3) 10 17.8 (9.6-33.1)
Anus/colon/rectum cancer® 96 53.3(43.6-65.1) 74 59.6 (47.5-74.9) 39.2 (25.8-59.5)
Urinary bladder cancer 25 13.9 (9.4-20.5) 23 185 (12.3-27.9) 2 3.6(0.9-14.2)

Breast cancer
Prostate cancer

n3

91.1(75.7-109.5)

51

90.8 (69.0-19.5)

Poizot-Martin et al, Cancer Epidemiol Biomarkers Prev 2021

Spectrum and Incidence Trends of AIDS- and
Non-AIDS-Defining Cancers between 2010 and 2015

Es la neoplasia no
SIDA con mayor

incidencia
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Cancer pulmodn

B. Non-infection related cancers

Mesothelial and soft tissue 3.50 (2.10-5.81) HiH

Multiple myeloma 3.41(2.44-4.77) HIH

Biliary tract 3.19(0.78-13.02) H——

Bone and joints 294 (1.53.5.64) (=

Trachea, bronchus, arii lung 2.48 (1.94-3.16) M I
Leukaemia Zﬂm T

Brain and central nervous system 2.80 (1.80-4.37) HilH

Small intestine 2.53 (1.15-5.54) ——

Ovary 2.40(1.53-3.77) HH H H i T A
Thymus, heart, mediastinum, and pleura 217 (0.90-5.21) H—— 2'5 VeCes mayor InCIdenCIa que en pOb|aCIOn general
Testis 2.10(1.43-3.11) HEH

Pancreas 1.99 (1.32-3.01) HlH

Kidney and renal pelvis 1.47 (0.98-2.21) HEH

Gallbladder 1.39 (1.01-1.90) HilH

Melanoma of skin 1.19 (0.89-1.61)

Bladder 1.18 (0.82-1.68)

Colon and rectum 1.09 (0.79-1.51)

Thyroid 0.98 (0.60-1.59)

Breast 0.91(0.68-1.20)

Prostate 0.81(0.63-1.05)

Yuan T, Hu'Y, Zhou X, Yang L, Wang H, Li L, Wang J, Qian HZ, Clifford GM, Zou H. Incidence and mortality of non-AIDS-defining cancers among people living with HIV: A
systematic review and meta-analysis. EClinicalMedicine. 2022 Aug 11;52:101613. doi: 10.1016/j.eclinm.2022.101613. PMID: 35990580; PMCID: PMC9386399.
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Viernes o0 23 de septiembre de 2023

Cancer pulmodn Es la neoplasia no SIDA con mayor mortalidad

Table 2. Cancer-attributable Mortality Among People Living With Human Immunodeficiency Virus from 10 States, 20012015, by Cancer Site

Cancer-
Number of Proportion of Deaths Preceded Adjusted Hazard Population-attributable attributable
Cancer Site Cancers by Cancer, p, (95% Cl) Ratio (95% Cl) Fraction (95% Cl) Mortality Rate

All sites combined 31611 175% (17.3%~17.8%) 5.79 (5.69-5.89) 14.5% (13.6%~15.4%) 386.9
AlIDS-defining cancers 12 315 6.5% (6.4%-6.7%) 4.28 (4.17-4.40) 5.0% (4.4%-5.6%) 134.1
Kaposi sarcoma 4485 1.9% (1.8%-2.0%) 2.99 (2.86-3.14) 1.3% (.9%-1.6%) 34.0
Non-Hodgkin lymphoma 7072 4.3% (4.1%-4.4%) 5.35 (6.18-5.52) 3.5% (3.0%-3.9%) 92.6
Cervical 758 A% (.3%~.4%) 2.56 (2.31-2.85) 2% (1%-.4%) 59
Non-AlDS-defining cancers 19 296 11.0% (10.8%-11.2%) 6.21 (6.08-6.34) 9.2% (8.5%-9.9%) 245.7
Anus 1729 .8% (.7%—.9%) 4.02 (3.74-4.31) 6% (.4%—8%) 16.1
Liver 1331 1.1% (1.1%-1.2%) 19.0 (17.9-20.2) 1.1% (.8%-1.3%) 284
Hodgkin lymphoma 1420 6% (.5%—.6%) 3.47 (3.20-3.77) 4% (.2%-.6%) 1.3
Breast 1110 4% (.4%-.5%) 2.97 (2.70-3.27) 3% (1%-.4%) 78
22 5% (.56%—.6%) 1.21 (1.11-1.32) A% (-.1%-.2%) 22
Lung 2878 2.5% (2.4%-2.6%) 16.3 (15.7-17.0) 2.4% (2.0%-2.7%) 63.0
2 6% (.6%~.7%) 4.00 (3.69-4.34) 5% (.3%—.7%) 26
Other 7304 4.3% (4.2%-4.5%) 6.25 (6.06-6.45) 3.6% (3.2%-4.1%) 974

L=l

Horner MJ, Shiels MS, Pfeiffer RM, Engels EA. Deaths attributable to cancer in the US HIV population during 2001-2015 J Acquir Immune Defic
Syndr 2022;90(2):184-192. doi: 10.1097/QAI1.0000000000002930.
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Viernes 2. 3 de septiembre de 2023

Table 2. Comparison of Median Ages at Diagnosis Between HIV-Infected People in the North American AIDS Cohort Collaboration on Research and
Design (NA-ACCORD) and the General Population, After Weighting the General Population to the Age Structure of NA-ACCORD

Observed in HIV-Infected Observed in General Population
Individuals General Population After Weighting®
Cancer Cases Median Age, y Median Age, y Median Age, y PValue
ﬂ; 644 54 68 58 <.0001
Prostate 504 58 66 59 43
Anus 291 47 57 51 <.0001
Liver 226 54 62 54 .50
Oral cavity and pharynx 173 51 60 53 .04
Hodgkin lymphoma 171 44 39 45 .98
Colon m 55 67 56 .65
Kidney 109 52 62 54 .0003
Larynx 86 53 63 56 .09
Melanoma (whites only) 77 49 56 51 .18
Breast 56 48 58 47 27
Pancreas 55 53.5 67 57 14
Myeloma 49 52 66 56 .008

Shiels et al, Clin Infect Dis 2017
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JAMA | US Preventive Services Task Force | RECOMMENDATION STATEMENT
Screening for Lung Cancer
US Preventive Services Task Force Recommendation Statement

Cancer pulmodn

Summary of Recommendation

Adults aged 50 to 80 years who have a 20 pack-year | The USPSTF recommends annual screening for lung cancer with low-dose computed
smoking history and currently smoke or have quit tomography (LDCT) in adults aged 50 to 80 years who have a 20 pack-year smoking
within the past 15 years history and currently smoke or have quit within the past 15 years. Screening should 3
be discontinued once a person has not smoked for 15 years or develops a health

problem that substantially limits life expectancy or the ability or willingness to have
curative lung surgery.
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Cancer pulmodn

EACS GUIDELINES 2022

Lung Cancer

Age 50-80 years old
who are at high nisk 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)

Low-dose helical CT
(where local screening
programs are available)

| Lung cancer related
mortality

Every year

EACS Guidelines 2022

&
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Cancer colon

B. Non-infection related cancers

Mesothelial and soft tissue 3.50 (2.10-5.81) HiH
Multiple myeloma 3.41(2.44-4.77) HIH

Biliary tract 3.19(0.78-13.02) H——
Bone and joints 2.94 (1.53-5.64) .
Trachea, bronchus, and lung 2.48 (1.94-3.16) H
Leukaemia 2.81(2.18-3.62) HH

Brain and central nervous system 2.80 (1.80-4.37) HilH

Small intestine 2.53 (1.15-5.54) ——

Ovary 2.40(1.53-3.77) HH H H H - H H4
Thymus, heart, mediastinum, and pleura 217 (0.90-5.21) H—— Sl m lla r lnCIdenCla d pOblaCIOn general
Testis 2.10(1.43-3.11) HEH

Pancreas 1.99 (1.32-3.01) HlH

Kidney and renal pelvis 1.47 (0.98-2.21) HEH

Gallbladder 1.39 (1.01-1.90) HilH

Melanoma of skin 1.19 (0.89-1.61)

Bladder 1.18 MJ .68)

Colon and rectum | 1.09 (0.79-1.51) |
Thyroid Om

Breast 0.91(0.68-1.20)

Prostate 0.81(0.63-1.05)

Yuan T, Hu'Y, Zhou X, Yang L, Wang H, Li L, Wang J, Qian HZ, Clifford GM, Zou H. Incidence and mortality of non-AIDS-defining cancers among people living with HIV: A
systematic review and meta-analysis. EClinicalMedicine. 2022 Aug 11;52:101613. doi: 10.1016/j.eclinm.2022.101613. PMID: 35990580; PMCID: PMC9386399.
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B Bronchus/lung -'-’
s Colon e
Cancer de recto bl
sophagus e
Head/neck -I.‘_ _—
Leukemia —Il_—._ i
Mayor prevalencia de cancer rectal, F W g
sobre todo el escamoso relacionado con 5 - -
] Lymphoma -
VPH © . *
Other respiratory ___._.__
Pancreas —E‘_
Prostate ?r—
Rectum il I ”‘..? - 'Ea;llvsmtus
o —A—fSymptomatic HIV
sy _.__—A.-—- 1 —— Asymptomatic HIV
—— —&— Symptomatic &
Asymptomatic HIV
All Cancers l. *
0.5 1.0 20 5.0 10.0 20.0 50.0 100.0

Adjusted Prevalence Ratio (APR)

Koroukian SM, Zhou G, Navale SM, Schiltz NK, Kim U, Rose J, Cooper GS, Moore SE, Mintz LJ, Avery AK, Mukherjee S, Markt SC. Excess cancer prevalence in men with HIV:
A nationwide analysis of Medicaid data. Cancer. 2022 May 15;128(10):1987-1995. doi: 10.1002/cncr.34166. Epub 2022 Mar 14. PMID: 35285515.
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Cancer colo-rectal

Colorectal cancer

EACS Guidelines 2022

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

According to local
screening programme
practice. Colonoscopy
every 10 years if willing/
able. If unable, annual
faecal iimmunochemis-
try test (FIT) for occult
blood, or multitarget
stool DNA (MT-sDNA)
testing every 3 years, or
computed tomography
colonography (CTC)
every 5 years

| Colorectal cancer
mortality

Depending on screening
method used

&
EE
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Cancer prostata ¢ Cribado con evidencia?
Ofrecerlo
Prostate cancer Men > 50 years with PSAv Use of PSA is contro- 1-2 years
a life expectancy >10 versial
years

Hombre 55 afios fumador y HSH: cribado de cancer de pulmdn (TC; es la ppal causa
de muerte y a edades mas tempranas), colo-rectal (similar a PG excepto >recto), anal

(dxo previo SIDA, condilomas) y ofrecer de préstata (2030 el mas frecuente).
W &P
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Cancer mama

Breast cancer Women 50-74 years™ | Mammography | Breast cancer mor- 1-3 years
tality

Mujer 55 afios fumadora: cribado de cancer de mama (edad mas temprana, solo mx
cada 2 afos?), pulmon (TC menos sensibilidad, valorar edades mas tempranas), colo-
rectal (similar a PG), anal (si sexo anal o VPH genital).

EACS GUIDELINES 2022
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Recomendaciones actuales

Person living with HIV

Y ¥ —1

>50 years?*

Yes‘

Candidate for anal® or
cervical® cancer screening?

Initiate screening for lung, colorectal
breast and prostate cancer

Colorectal

o
g
-

sAnnual LDCT for 50-80 year-old
smokers of 220 pack-years, active or
quit within past 15 years

*Colonoscopy every 10 years

*Annual fecal immunochemical
testing (FIT)

*Biennial mammographyfor women
50-74 years

*Shared decision-making for PSA

Yes l

*DARE
*(Cytology thrHPV) + HRA

«Cytology test 1-3 years/21 years;
Cytology/cotesting every 3 years
for 230 years

Candidate for hepatocellular
carcinoma screening? *

Yes

sSemiannual utrasound * AFPin
cirrhosis C-P A/B and C awaiting
transplant; non-cirrhotic HBV
infected, all or when PAGE-B
score 210

Hepatocell

ular



FHIXSEAE  Encuestas entre especialistas UE

106 cuestionarios --- 12 CC.AA

e Cancer hepatico (94,3%), cérvix (93,2%) y mama (85,8%).
e Cancer colo-rectal (68,9%), anal (63,2%)
* Prostata (46,2%) y pulmodn (19,8%)

 Motivo: Falta de recursos, no concienciado en la importancia del cribado de
cancer.

e Lugar realizacion cribado:

UEI = higado (86,8%), cérvix (50,5%), prostata (46,2%), ano (43,4%) y pulmodn (14,1%)
Salud Publica = cancer colo-rectal y de mama

e Variabilidad entre hospitales y CCAA I
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Nuestra propuesta

>40 years?

Initiate screening for lung, colorectal
breast, and prostate cancer

eAnnual LDCT fo -_40-80 ear-old
smokers of 220 pack-year active o
quit<15 years

eLower thresholds for women ¢?

eRectal cancer surveillance with
sigmoidoscopy for MSM+previous
AIDS

mammography for women
245-70)years

¢ |[fden igh-risk®
groups'ultrasound or RMi

Colorectal

Person living with HIV

Candidate for anal® or
cervical® cancer screening?

Yes

*Cytology + HRA and ,HSIL
treatment biannually if ,HSIL; or
annually if ,LSIL
Jse o arke or HS "
and progression: E6/E7 mRNA,
DNA methylation, condyloma, low
CD4+ count...

sLiquid based cervical cytology test
hrHPV annually in women 221 years

Cervical

Candidate for hepatocellular
carcinoma screening?’

Yes No
*MRI in high-risk i
> Rroupsi® or with Candidate for
Iﬁ obesity/NAFLD prostate cancer
S eTrimestral ultrasound screening?®
or ultrasound in F3

0w

-~ | eAnnual PSA if >50years |
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STUDY PROTOCOL

Open Access

e Ciinical Impact of an enhanced screening program c@y
ms Trials Team on the detection of non-AIDS neoplasias in —

Fiog Espanola 03 Investigacsn an Sica

PreEC/RIS-50

patients with human immunodeficiency

virus infection

M. Masia'", s. Padilla’, G. Estai”, J. Portu?®, A. Silva®, A. Rivero®, A. Gonzalez-Cordén®, L Garcia-Fraile”, O. Martinez®,
E. Bernal®, C. Galera'®, V. Boix Martinez'", J. Macias'?, M. Montero'?, D. Garcia-Rosado'”, M. J. Vivancos-Gallego'?,

J. Llenas-Garcia'®, M. Torralba'?, J. A. Garcia’, V. Agullé?, M. Gonzélez-FernandeZ’, F. Gutiérrez' 7@,
E. Martinez®" and IMPAC-NEO Study Group

IMpacto de un Programa Ampliado de Cribado en la deteccion de
NEOplasias no-sida en pacientes con infeccion por el VIH

Una marers g hacer Eurcga”

PI18/01861

2 estrategias de cribado

* Screening options to which the patientis
susceptible according to Age/Sex/Study Arm: para la deteccidn precoz
Rand izati .
‘/omlza _ e ey - de neoplasias anales, de
T —e=2e iy | R o, S cérvix, pulmén, mama,
Co! ti I = Enhanced @ ga& | . ol .- . | [N N 7
Screoning ‘ _ » woman | asao | Hepatic Hepatic colon skin|  prdstata, colorrectales,
S50-70 Breast Breast Lung L. .
l Colon __ Cervix Cervix hepaticas y de piel
acas | . Anal | Anal  Colon ) .
Perform blood collection to: T MAN 50-70 | Prostate FITEEE =l Convencional vs ampliado
Save plasma sample GRS tic ESPENC] Lung

Full analytics
Determination of AFP or PSA if
applicable as screened

-
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Conclusiones

* Las neoplasias no SIDA son la principal causa de mortalidad
en PVVIH

* El exceso de incidencia y de mortalidad de muchas de
estas neoplasias respecto a la poblacion general implica
que el cribado de cancer es primordial en PVVIH

* Necesidad de adaptar los cribados a PVVIH y generar
evidencia sobre la estrategia idonea de cribado y
estratificacion del riesgo en PVVIH Y &
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