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ABSTRACT

RESULTS

DISCUSSION

The incidence of non-AIDS-defining cancers (NADCs) is occurring at a much higher
rate among HIV-infected persons when compared to the general population due to
prolonged survival with antiretroviral therapy.

•

Seventy-eight percent of our HIV-infected outpatient population with a
malignancy were found to have NADCs (Fig. 1). The most common malignancies
found were skin, prostate, lung, and anal cancers (Fig. 4).

We analyzed the types of malignancy in our population and correlated if applicable and
appropriate preventive screening methods were performed prior to the subsequent
diagnosis of malignancy.

•

The majority of patients were Caucasian and male (Figs 3a&3b), with an
average age of 57 years (Fig. 2).

•

Only two patients were counseled on skin cancer prevention; a third had regular
skin surveillance by dermatology. Basal cell carcinoma was the primary skin
malignancy that was identified.

•

The two patients with a history of anal condyloma did not receive screening anal
pap smears prior to diagnosis.

•

Excellent compliance was noted for regular colon and prostate cancer screening
with colonoscopy (86%) and prostate specific antigen (96%), respectively (Fig.
5). No colonic malignancies were identified, and two patients were found to have
prostate cancer with active screening.

•

Both females in the study underwent regular cervical cancer screenings with PAP
smears. One individual was found to have invasive cervical cancer and only one
underwent annual mammogram (Fig. 5).

•

Ninety-three percent of patients were screened for hepatitis B (HBV) and C
viruses (HCV). No hepatocellular carcinomas were identified.

•

Other cancer prevention methods, such as smoking and alcohol cessation,
revealed 79% and 67% of patients were counseled to cut back or quit tobacco
and alcohol, respectively (Fig. 6). Both patients found to have lung cancer had
counseling for tobacco cessation.

A retrospective medical chart review was performed from 2004-2014 at the Stratton
VAMC using ICD-9 codes for HIV and all neoplasms. Preventive screening methods
(e.g. smoking cessation counseling, colonoscopy, etc.) were collected for analysis.
Twenty-two patients (78%) were diagnosed with a NADC. Skin cancer was the most
common followed by equal numbers of anal, prostate, and lung cancers. Only three
patients had documented skin cancer prevention counseling or follow-up. Two patients
received anal pap smears, but neither anal cancers in our study were detected by prior
screening. Ninety-six percent of males had prostate specific antigen testing, including
both patients diagnosed with prostate malignancies. Seventy-nine percent of patients
had smoking cessation counseling, including the two individuals who developed lung
cancer.

Figure 1: 55 patients identified with concurrent diagnoses of HIV
and malignancy, 28 patients with diagnosed ADC or NADC after
excluding benign neoplasms (i.e. colonic polyps)

The shift in cancers diagnosed (NADC) among this population highlights the
importance cancer screening plays in chronic HIV care. While good screening
compliance and cessation counseling was observed in our clinic population, areas of
improvement to align more with published guidelines were noted (skin and anal cancer
screening). Patients undergoing regular surveillance had objectively shorter diagnosisto-treatment courses. Whether differing or additional screening from standard
guidelines is warranted in HIV patients requires further study.

BACKGROUND

.

Figure 2: Line graph depicting the average age (57 year
old) of 28 HIV-positive patients with a coexisting malignancy.

• The advent of highly active antiretroviral therapy (HAART) has improved the life
expectancy of people living with HIV. This has led to an increased number of
HIV-infected individuals who are at risk of developing non AIDS defining cancers
(Table 1) due to aging.

CONCLUSIONS
Figure 3a & 3b: Our study
population demographics

• In the United States, NADCs such as lung, liver, colorectal, anal, and skin
cancers now account for the majority of overall cancer burden found in HIVinfected individuals.

• Limited guidelines have been established for cancer screening in HIV-infected
patients (Table 2.). The decision to screen for cancer should include assessment of
individual risk, life expectancy, and harm vs. benefits associated with screening
interventions.

• Not only are NADCs often more aggressive in nature, the prognosis for HIVinfected cancer patients is typically worse than in those who are uninfected.
• Risk factors described as potential causes of NADCs include HIV itself,
coinfection with oncogenic viruses, advanced age, multiple sexual partners, sun
exposure, smoking, alcohol use, substance abuse, and HBV and HCV
coinfection. The association of HAART as well as the degree of
immunosuppression with this risk remains uncertain.

Figure 4: Cancer diagnoses made from 2004
to 2014 at the VAMC’s HIV outpatient clinic.

Figure 6: Bar graph depicting rates of
cessation counseling vs. percentage of
patients with habits (tobacco and alcohol
use) contributing to NADC rates.

Objectives

• Prevention is key and can be accomplished to some degree by targeting modifiable
risk factors: aggressive smoking and alcohol cessation, vaccination against
preventable oncogenic viruses such as HBV and HPV, treatment for known coinfections such as HIV/HCV & HIV/HBV, sunscreen use and limiting sun exposure.
• This project highlights the well described emerging clinical and public health need
for prospective trials to address and define the need for aggressive screening and
prevention in this high-risk population

FUTURE DIRECTIONS

Table 2. HIV Cancer Screening Guidelines
Cancer Type

Screening Test

Population

Frequency

Anal

• Visual inspection &
DRE
• Anal cytology
• High-resolution
Anoscopy (HRA) for
abnormal cytology

• All HIV+ adults & HPV
coinfected
• MSM
• Anogenital condylomas
• Females with abnormal
cervical histology

• Annual
• USPSFT †
• Baseline & annual, • NYSDOH AI ‡
repeat 3-6 months if
abnormal

• Pap smear
• Colposcopy for
abnormal cytology

• Females starting at age
21

• Baseline, repeat at
6 months, then
annual thereafter

Methods
A retrospective medical chart review was conducted based on the ICD-9 codes
corresponding to HIV diagnosis (042, 042.0, 042.1, 042.2, 042.9, V08) and
neoplasms (≥140 and ≤240) from September 2004 to September 2014 at the
Albany-Stratton VAMC’s outpatient HIV clinic population using the electronic
medical record. Documented malignancies were stratified into AIDS-defining and
non-AIDS-defining cancers and application of current screening guidelines were
assessed. Sociodemographic factors were also collected to further evaluate trends
within this select VA HIV outpatient population.

• Screening for skin and lung cancers may require adaptation for HIV-infected patients
secondary to increase risk (behaviors and conditions common in HIV) among
PLWHA
Figure 5: Incidence of cancers vs. USPSTF
recommended screening tests for HIV-positive
patients.

• Primary preventive measures play a critical role in reducing the risk of NADCs,
however, standard cancer screening guidelines in people living with HIV/AIDS
(PLWHA) are not defined

The objectives of this study were to:
-1. Determine the rates of HIV-infected patients with a concurrent diagnosis of
malignancy
-2. Correlate if appropriate preventive screening methods were performed prior to
the subsequent diagnosis of NADCs

• NADCs account for more morbidity and mortality than ADCs in the post-HAART era.
The increase in NADCs may, in part, be explained by the higher incidence of
smoking, alcohol consumption, and coinfections with oncogenic viruses (HCV &
Hepatitis) among PLWHA.

Cervical

Recommendation

• USPSFT †
• NYSDOH AI ‡
• VA/DoD §

• Should HIV-infected patients be screened more frequently?
• Should healthcare providers start screening for cancers that are not generally
screened for in the general population (renal, pancreatic, oropharyngeal)? If so,
can we still maintain the assumption that screening, identification, and treatment
will improve survival?
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