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.Unos 25 millones de personas han muerto por sida desde 1981

Figure 2.1
Number of people newly infected with HIV
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Castilla J; Epidemiol Infect 2000; 125: 159 .
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Lifespan 10 years less

Survival Probability for Patients with HIV and General Population

1.00 PR . Population controls

0.75
E N
S
5 Late HAART
..g 0.50 (2000-2005)
>
=
o
s Early HAART B WA
© 0.25 (1997-1999) Ty T
a.

Pre-HAART -—- .
(1995-1996) Dashed lines indicate 95% Cl
0.00
25 30 35 40 45 50 55 60 65 70
Age (years)

aWithout known hepatitis C coinfection

Lohse N, et al. Ann Intern Med 2007;146:87-95
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El 40% de las personas VIH tienen menos de 200 CD4/pL al ser diagnosticados

Oliva J; Enferm Infecc Microbiol Clin 2010; 28: 583.

CD4 counts are low at start of HAART

2003-2005

e 42 countries, 176
sites,
33,008 patients

e Low CD4 count at
start of treatment
indicates that many
patients have
advanced disease

Egger M, 14th CROI, 2007. Abstract 62. ART Cohort Collaboration. http://www.art-cohort-collaboration.org
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Varon de 63 afios, dx VIH en sep2011 en serologia solicitada por MAP para confirmar + de donacién
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Figure : Risk of death according to disease’s stage at enrolment
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Objectives: Studies on delayed access to care (DAC) are difficult to compare due to many different definitions of DAC. Most studies

concerned patients presenting for care with AIDS or CD4 < 200 cells/mm?. Recently, DAC has been defined as AIDS whatever the CD4 cell
count or CD4< 350 cells/fmm3. Our objective was to assess the frequency of DAC and its impact on mortality using this new consensual definition.
Methods: We analysed the relationship between DAC and mortality in 19 911 patients enrolled in the French Hospital Database on HIV

(FHDH) between 2003 and 2009 (median follow-up 33.4 months). The impact of DAC on mortality was analysed with Cox multivariable

models adjusted for potential confounders dividing follow-up time from 0 to 6, 6 to 12 and 12 to 48 months.

Results: Overall, 10582 (53.2%) patients had DAC. As shown in the figure, compared to patient presenting for care with CD4 > 350 cells/

mm3, patients with AIDS had a very high risk of death with hazard ratio (HR) ranging from 456 in the first 6 months of follow-up to 4.8 for the
12-48 month period. For patients with CD4 < 200 cells/mm? the corresponding figures were 8.0 and 2.3. The negative prognostic value of

DAC was also observed in patients with CD4 between 200 and 350 with a significantly higher risk of mortality after 6 months of follow-up with M O nt I a h u C C . EACSZ O 1 1 . P58/6
HR being 3.1 and 1.9 for the 6-12 month and the 12-48 month periods respectively. Adjustement for sociodemographics variables and for

either period of enrolment or treatment did not medify the results.

Conclusions: DAC is still very frequent in France. Patients with DAC, including those with no major immunosuppression are at increased risk
of mortality. Encouraging early testing and access to care is still urgently needed.
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PS8/7 - Delayed Diagnosis of HIV Infection: Prevalence Risk Factors and Impact on Sanitary Costs

M. Martinez-Colubi!, M.J. Pérez-Elias1, A. Muriel2, A.M. Cornejo GutierrezZ, A. Moreno!, M. del Palacio Tamarit!, F. Drondal, J. Casado!,
S. Moreno!
1Hospital Ramén y Cajal, Infectious Diseases, Madrid, Spain, 2Hospital Ramén y Cajal, Biostatistics, Madrid, Spain

Objectives: To asses the economic impact of Delayed HIV diagnosis (DHD) and its associated nisk factors.

Methods: Prospective cohort study on 428 HIV-infected, HAART naive subjects attended at a tertiary hospital in Madrid, Spain, between
2004-2009. DHD was defined in case of HIV diagnosis with a CD4 + lymphocyte count < 350 cells / microL andf/or an AIDS-defining

iliness, whereas Early HIV Diagnosis (EHD) was considered for patients with CD4 + = 350 cells / microL at HIV-infection diagnosis. The
primary endpoint was total patient costs /months follow-up, defined as the sum of hospital visits costs, hospital admission costs on ward or in
the ICU, and costs of HAART.

Results: The overall features of the cohort were as follows: mean age 34 years, 68% Spanish nationality, 65% injection drug users (IDUs)
and 35% heterosexuals, 50% had secondary school education or university, 19% AIDS, and the prevalence of DHD was 54%_ After
multivariate analysis DHD was significantly associated to age at diagnosis (OR1.03 (1.01-1.06)) and route of HIV transmission: heterosexuals
(OR 1.94 (1.25-3.03) and IDUs (OR 1.80 (1.03-3.18)). One month’s total costs for each DHD patient was 1412 59 + 627 44€ as compared
to 352 58 + 57 41€ among EHD. One month’s medical services costs for each DHD patient was 792,34 + 312, 42€ and 80 = 8.26€ for

EHD patients (p=0.036). One month's HAART drug costs for each DHD patient was 618,72 + 560,80 € and 273 42 + 372 67€ for EHD
patient {(p=0.0001).

Conclusions: DHD increased 1060,01 € (391,06 - 1728,93) per patient-month of follow-up compared to EHD. EHD saved nearly € 13
millionfyear.
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Cost-Effectiveness of Early Versus Standard Antiretroviral
Therapy in HIV-Infected Adults in Haiti

Serena P. Koenig', Heejung Bang?, Patrice Severe®, Marc Antoine Jean Juste®, Alex Ambroise®, Alison
Edwards?, Jessica Hippolyte®, Daniel W. Fitzgerald®, Jolion McGreevy®, Cynthia Riviere®, Serge
Marcelin®, Rode Secours®, Warren D. Johnson®, Jean W. Pape®?, Bruce R. Schackman?®*

1 Division of Gobal Health Equity, Brigham and Women's Hospital, Boston, Massachusetts, United States of Amenca, 2 Department of Public Health, Waill Cornell Medical
College, Maw York, Mew York, United States of America, 3 Groupe Haitien d'Etude du Sarcome de Kaposi et des Infactions Opportunistes (GHESKIO), Port au Prince, Haiti,
4 Department of Medicine, Weill Comell Medical College, New York, New York, United States of America

Abstract

Background: In a randomized clinical trial of eariy versus standard antiretroviral therapy (ART) in HIV-infected adults with a
CD4 cell count between 200 and 350 cells/mm™ in Haiti, early ART decreased monality by 75%. We assessed the cost-
effectiveness of early versus standard ART in this trial.

Methods and Findings: Trial data included use of ART and other medications, laboratory tests, outpatient visits,
radiographic studies, procedures, and hospital services. Medication, laboratory, radiograph, labor, and overhead costs were
from the study clinic, and hospital and procedure costs were from local providers, We evaluated cost per year of life saved
(¥YLS), including patient and caregiver costs, with a median of 21 months and maximum of 36 months of follow-up, and with
costs and life expectancy discounted at 3% per annum. Between 2005 and 2008, 816 participants were enrolled and
followed for a median of 21 months. Mean total costs per patient during the trial were U551,381 for early ART and U551,033
for standard ART. After excluding research-related laboratory tests without clinical benefit, costs were U5%1,158 (early ART)
and 58979 (standard ART). Early ART patients had higher mean costs for ART (US3398 versus USS81) but lower costs for
non-ART medications, CD4 cell counts, clinically indicated tests, and radiographs (US3275 wersus US3384). The cost-
effectiveness ratio after a maximum of 3 years for early versus standard ART was US83,975/YL5S (95% Cl US82,129/YL5%
U529,979/%L5) including researcherelated tests, and US32,050/¥LS excluding research-related tests (95% Cl USS722/YL5
LUS85,537/LS).

Conclusions: Initiating ART in HIV-infected adults with a CD4 cell count between 200 and 350 cells/mm’ in Haiti, consistent
with World Health Organization advice, was cost-effective (USS/YLS <3 times gross domestic product per capita) after a
maximum of 3 years, after excluding research-related laboratory tests,

Tral registration: ClinicalTrials.gov NCT00120510

' PLoS Medicine | www.plosmedicine.org 1 September 2011 | Volume B | Issue 9 | 21001095
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Figura 18. Estimacion de la responsabilidad en las nuevas infecciones anuales por transmision
sexual entre las personas con VIH que conocen y las que desconocen su infeccion

25%
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54% de las
infeccion nuevas
infecciones

75%
conocen su
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46% de las

nuevas
infecciones

Personas con VIH Nuevas infecciones anuales por transmision
sexual

Estimacion asumiendo la hipétesis mas conservadora realizada para EEUU por Marks G, Crepaz N. Janssen RS. AIDS 2006

- Prevalencia de VIH oculto en la poblacion general de la Comunidad de Madrid: 0,32%*
- Este desconocimiento es muy negativo sobre la pandemia y cada paciente?

- El retraso diagndstico afecta fundamentalmente a la transmision sexual,

que es la forma de contagio que predomina actualmente3.

- E1 17% de la poblacién entre 18 y 49 aflos mantiene relaciones sexuales

con parejas ocasionales, y de ellos el 41% no utiliza preservativo®.

1. Moreno S; International AIDS Conference; 2010. Abstract LBPE28
2. Moreno S; Antivir Ther 2010;15 Suppl 1: 9.

3. Oliva J; Enferm Infecc Microbiol Clin 2010; 28: 583.

4. http://www.ine.es/prodyser/pubweb/saludyhs03/saludyhs03.htm




Enfermedad por VIH: de 1981 a 2011

éDel panico a la indiferencia?
De enfermedad mortal a cronica
De las infecciones a la inflamacion

De las 4 H a la infeccidon oculta

Homosexual
Haitiano
Heroindmano
Hemofilico

)  30% de VIH lo desconocen
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DOI: lO.Illl/j.1468—1293.2009.00708.x
HIV Medicine (2009), 10, 432-438 0 2009 British HIV Association

ORIGINAL RESEARCH

Reductions in HIV transmission risk behaviour following
diagnosis of primary HIV infection: a cohort of high-risk
men who have sex with men

Julie Fox,' Peter J White,”? Neil Macdonald,* Jonathan Weber," Myra McClure,' Sarah Fidler' and Helen Ward*

Results

A total of 98 of 104 eligible MSM (949%) participated in the study, with 100% follow-up. PHI was
associated with high levels of recreational drug use, low levels of condom use, high numbers of
sexual partners and a history of sex work. In the 12 weeks post-diagnosis, 76% of participants
eliminated risk of onward transmission entirely and, overall, there was a significant reduction in
transmission-risk behaviour, with patients reporting greater condom use and fewer sexual partners.
Those with continued transmission-risk behaviour were more likely to have another sexually
transmitted infection (STI), use ketamine and have more sexual partners at baseline.
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Principio fundamental de las enfermedades infecciosas:

“El tamano del indculo determina
la probabilidad de infeccion”

“The viral load is the chief predictor

of the risk of heterosexual transmission of HIV-1,

and transmission is rare among persons with levels of less
than 1500 copies of HIV-1 RNA per milliliter”

(Quinn TC; N Engl J Med 2000; 342: 921)

From “Treatment is Prevention”
To “Treatment as Prevention”?
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“Treatment as Prevention”...in mother to child transmission

The New England
Journal of Medicine

©Copyright, 1994, by the Massachusetts Medical Society

Volume 331 NOVEMBER 3, 1994 Number 18

REDUCTION OF MATERNAL-INFANT TRANSMISSION OF HUMAN IMMUNODEFICIENCY
VIRUS TYPE 1 WITH ZIDOVUDINE TREATMENT

Epwarp M. Connor, M.D., RHODA S. SperLING, M.D., RicHARD GELBER, PH.D., PAveEL KiseLEv, PH.D.,
GwenpoLyN Scott, M.D., Mary Jo O’SuLrivan, M.D., RusseLL. VanDvyke, M.D., MonamMmeED By, M.D.,
WiLLiaMm SHEARER, M.D., Pu.D., RoBerT L. Jacosson, M.D., ELEaNOR JiMENEZ, M.D.,

Epwarp O’NEeLL, M.D., BriciTTE Bazin, M.D., Jean-Frangors DeLrraissy, M.D., Mary CULNANE, M.S.,
RoeerT Coomss, M.D., Pu.D., Mary ELkins, M.S., Jack Move, M.D., PameLA STraTTON, M.D.,

AND JaMmEs BavsLey, M.D., Pu.D,
ror THE PEDIATRIC AIDS Crinicar TriaLs Group ProTocor 076 Stuny Group*

were 8.3 percent (95 percent confidence interval, 3.9
to 12.8 percent) in the zidovudine group and 25.5 per-
cent (95 percent confidence interval, 18.4 to 32.5 per-
cent) in the placebo group. This corresponds to a 67.5
percent (95 percent confidence interval, 40.7 to 82.1
percent) relative reduction in the risk of HIV transmis-
sion (Z = 4.03, P = 0.00006). Minimal short-term toxic ef-
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ORIGINAL ARTICLE

Prevention of HIV-1 Infection with Early
Antiretroviral Therapy

ABSTRACT

Myron S. Cohen, M.D., Ying Q. Chen, Ph.D., Marybeth McCauley, M.P.H.,

BACKGROUND

Antiretroviral therapy that reduces viral replication could limit the transmission of
human immunodeficiency virus type 1 (HIV-1) in serodiscordant couples.

METHODS

In nine countries, we enrolled 1763 couples in which one partner was HIV-1-positive
and the other was HIV-1-negative; 54% of the subjects were from Africa, and 50%
of infected partners were men. HIV-1-infected subjects with CD4 counts between
350 and 550 cells per cubic millimeter were randomly assigned in a 1:1 ratio to receive
antiretroviral therapy either immediately (early therapy) or after a decline in the CD4
count or the onset of HIV-1-related symptoms (delayed therapy). The primary preven-
tion end point was linked HIV-1 transmission in HIV-1-negative partners. The pri-
mary clinical end point was the earliest occurrence of pulmonary tuberculosis, severe
bacterial infection, a World Health Organization stage 4 event, or death.

RESULTS

As of February 21, 2011, a total of 39 HIV-1 transmissions were observed (incidence
rate, 1.2 per 100 person-years; 95% confidence interval [CI], 0.9 to 1.7); of these, 28 were
virologically linked to the infected partner (incidence rate, 0.9 per 100 person-years,
95% CI, 0.6 to 1.3). Of the 28 linked transmissions, only 1 occurred in the early-
therapy group (hazard ratio, 0.04; 95% CI, 0.01 to 0.27; P<0.001). Subjects receiving

The authors’ affiliations are listed in the
Appendix. Address reprint requests to Dr.
Cohen at the University of North Carclina
at Chapel Hill, Institute for Global Health
and Infectious Diseases, Suite 2115, Bio-
informatics Bldg., 130 Mason Farm Rd.,
CB 7030, Chapel Hill, NC 27599, or at
mscohen@med.unc.edu.

*0Other members of the HIV Prevention
Trials Network (HPTM) 052 Study Team
are listed in the Supplementary Appen-
dix, available at NE/M.org.

This article (10.1056/MNEJMoall05243) was
published on July 18, 2011, at NEJM.org.

N Engl ) Med 2011.
Copyright © 2011 Massachusetts Medical Society.

Early ART that suppresses viral replication led to 96%
reduction of sexual transmission of HIV-1 in
serodiscordant couples

early therapy had fewer treatment end points (hazard ratio, 0.59; 95% CI, 0.40 to
0.88; P=0.01).

CONCLUSIONS

The early initiation of antiretroviral therapy reduced rates of sexual transmission of
HIV-1 and clinical events, indicating both personal and public health benefits from
such therapy. (Funded by the National Institute of Allergy and Infectious Diseases
and others; HPTN 052 ClinicalTrials.gov number. NCT00074581.)
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www.thelancet.com Published online July 15, 2011 DO0I:10.1016/50140-6736(11)61136-7
*Salim S Abdool Karim, Quarraisha Abdool Karim

Eficacia de estrategias de prevencion de VIH en ensayos clinicos aleatorizados

Study Effect size (95% CI)
Antiretroviral treatment for prevention
4‘ 96% (73-99
HPTN 052 Africa, Asia, Americas® v )
PrEP for discordant couples
73% (49-85
Partners PrEF Uganda, Kenya® . ( )
PrEP for heterosexual men and women 63% (21-8
TDF2 Botswana® . 3% H
Medical male circumcision
54% (38-66
Orange Farm,® Rakai,” Kisumu®% . ( )
PrEP for MSMs
% (15-6
iPrEX Americas, Thailand, South Africat . 4% (1563)
Sexually transmitted diseases treatment % (21-58
Mwanza Tanzania'® . 42% (21-55)
Microbicide
39% (6-60
CAPRISA 004 South Africa® . ( )
HIV vaccine
1% (1-51
RV144 Thailand" . 31% (1-51)
[ I I I I I I I I I I
0 10 20 30 40 50 60 70 80 90 100
Efficacy (%)

Figure: HIV preventiopn technologies shown to be effective in reducing HIV incidence in randomised controlled trials™="
PrEP=Pre-exposure prophylaxis. *Meta-analysis of circumcision trials.




Universal voluntary HIV testing with immediate
antiretroviral therapy as a strategy for elimination of HIV

transmission: a mathematical model
Lancet 2009; 373: 48-57

Reuben M Granich, CharlesF Gilks, Christopher Dye, Kevin M De Cock, Brian G Williams

Methods We used mathematical models to explore the effect on the case reproduction number (stochastic model) and
long-term dynamics of the HIV epidemic (deterministic transmission model) of testing all people in our test-case
community (aged 15 years and older) for HIV every year and starting people on ART immediately after they are
diagnosed HIV positive. We used data from South Africa as the test case for a generalised epidemic, and assumed
that all HIV transmission was heterosexual. —

Findings The studied strategy could greatly accelerate the transition from the present endemic phase, in which most
adults living with HIV are not receiving ART, to an elimination phase, in which rpostare on ART within 5 vears, It
could reduce HIV jncidence and mortality to less than qne case per 1000 people per year by 2016, or within 10 years

of full implementation of the strategy, and reduce the prevalence of HIV to less than 1% within 50 vears. We estimate
that in 2032, the yearly cost of the present strategy and the theoretical strategy would both be USS$1-7 billion; however,

Present phase Roll-out Elimination phase
020 — N\ I 0.020

n / —— Incidence of HIV in people -

1 | \ not yet started on ART B

7 ‘.‘ — Prevalence of HIV in people

- \
= o1c \ not yet started on ART L o, =
2 015 | — Mortality of HIV in people | 0015 §_
= _ not yet started on ART L 'R"
g a Prevalence of people on ART o
= - —— Mortality of people on ART - a2
£ 010 - 0010 3
& 7 N g
g 7 - =
= 7 - ®
L s
2 0.05 I- 0.005 £

— / N -

- / S -

— / S -

Lo/ S e O D D D B B
1980 1990 2000 2010 2020 2030 2040 2050
Year
Figure 5: Time trends resulting from appli of universal y HIV testing and immediate ART

strategy for people who test HIV positive, in combination with other adult prevention interventions that
reduce incidence by 40%

The programme implementation start date is arbitrarily set as immediate, with coverage increasing logistically
to 50% by 2012 and 90% by 2016. The parameters are 1=1-0 per year; [=0.-08; (0=0.015 per year; and 11=0-10. See
figure 2 legend for description of these variables.

after this time, the cost of the present strategy would continue to increase whereas that of the theoretical strategy )
I
would decrease. e S t

== 17% of available global funding for HIV
prevention, care, and treatment
8 - = 17% of the UNAIDS estimate of funds )
needed to achieve universal access by Incidence
2010 and sustain it to 2015
—— Universal voluntary HIV testing and perAyear
6 immediate ART HIV
% ART when CD4+ count <350 cells per pL ) No intervention
5 2\
: 0020 [\, —— ART(D4+when count <350 cells per uL
£ 4 A Universal voluntary HIV testing and
a f \ . .
o . \ immediate ART
- 01
24 |
|
2010 | \
0 |‘ I|I
2000 2010 2020 2030 2040 2050 | \
Year 0005 - [
Figure 6: Yearly cost of the two strategies compared with available and projected funding for HIV/AIDS for .I I\._
the test-case country / N . e p—
Heavy lines correspond to expected treatment costs, light lines to high and low estimates of treatment costs for 0 T T T

the hypothetical epidemic representing 17% of worldwide HIV prevalence, as described in the methods section.
Blue line: 17% of available global funding for HIV prevention, care and treatment;* brown line: 17% of the UNAIDS
estimate of funds needed to achieve universal access by 2010 and to sustain it to 2015
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The NEW ENGLAND JOURNAL of MEDICINE

Routine Screening for HIV Infection —

N ENGL ) MED 352;6 WWW.NEJM.ORG FEBRUARY 10, 2005
Samuel A. Bozzette, M.D., Ph.D.

Cost-Effectiveness of Screening for HIV
in the Era of Highly Active Antiretroviral Therapy

Gillian D. Sanders, Ph.D., Ahmed M. Bayoumi, M.D., Vandana Sundaram, M.P.H.,
S. Pinar Bilir, A.B., Christopher P. Neukermans, A.B., Chara E. Rydzak, B.A.,,
Lena R. Douglass, B.S., Laura C. Lazzeroni, Ph.D., Mark Holodniy, M.D.,
and Douglas K. Owens, M.D.

CONCLUSIONS
The cost-eftectiveness of routine HIV screening in health care settings, even in relatively

low-prevalence populations, is similar to that of commonly accepted interventions,
and such programs should be expanded.

Expanded Screening for HIV in the United States
— An Analysis of Cost-Effectiveness

A. David Paltiel. Ph.D.. Milton C. Weinstein. Ph.D.. April D. Kimmel. M.Sc..
CONCLUSIONS
In all but the lowest-risk populations, routine, voluntary screening for HIV once every

three to five years is justified on both clinical and cost-effectiveness grounds. One-time
screening in the general population may also be cost-effective.



Opt-In: Limitar el dx a aquellas personas que tienen mas probabilidades de infeccién

3.- éSuficiente Opt-In?

Indicator disease-guided HIV testing 35

Table 1 AIDS-defining illness and other illnesses strongly associated

with immunodeficiency in HIV-infected populations [13,14]

Table 2 Prevalence of HIV in patients presenting with various indicator

diseases [European studies)

Candidiasie of the bronchi, trachea, or
lungs

Candidiasis (esophageal)

Cervical cancer [imasive)
Cocadioidomycosis [disseminated
or extrapulmonary)

Cryptococcoses [extrapulmonary

Cryptosporidioss, chronic intestinal
[z 1 month's duration]

Cytomegalovirus disease [other than
liver, spleen, or nodes)
Cytomegalovirus retinitis (with loss of
wision |

Encephalopathy (HW-related)

Herpes simplex: chronic uleers)
[= 1 month's duration];

or bronchitis, preumonitis, or
esophagitis

Histoplasmosis [disseminated or
extrapulmonary]

Eosporniasis [chronic intestinal
[=1 month's duration])

Kaposi's sarmoma

Lymphoma, Burkitt's
Wﬁm munoblastic)
Lymphoma (primary] of the brain
Mycoboctenum owum complex or
Mycobocterium kansasii
[disseminated or extrapulmonary)
Mycoboctenum tubercuwlosis, any site
[extrapulmonary or pomonary]
Mycobocternium, other species or
unidentified species
[disseminated or extrapulmonary)
Preumocystis jirovecid pneumaonia

Preumonia (recument)

Prog ressive multifocal
leukoencephalopathy
Salmonela septicemia (recurment]

Toxoplasmosis of the brain

Wasting syndrome due to HIV

DO 10.1111/5.1 4681293 2008.00592.x
HIV Medicine (2008), 9 (Suppl. 2), 34-40

OR1GINAL RESEARCH

2008 British HIV Association

Indicator disease-guided testing for HIVI— the next step for

urope?

B Gazzard,' N Clumeck,” A d’Arminio Monforte® and JD Lundgren®

Disease HN prevalence References
1. Candidiasis B-23% [20.21]
2. Herpes zoster Un known
3. Fungal infections of the skin

Cryptococoosis TT%: [22]
4. Oral manifestations of HW Unknown
disease
5 Sexually trarsmitted infections
Hepatitis B Un known
Hepatitis © B 5o [22-26]
Lymphogranuloma venereum T4% [27]
6. Pregnancy
France O3 4% [28]
Greece 01% [28]
Italy 0.1-0.3% [28]
Nethe dands 0.30% [z9]
Romania 02% [20]
Seotland 0.2% [28]
LK 0.01-0.26% [28]
7. Respiratory infections
Tuberculosis 10-25% [17,31,33]
Cap 19-24% [33.24]
B Neumlogical disease
Meningitis (cryptomocosis) BE-34 0% [22 35, 36]
Perinatal listeriosis W [27]
9. Gastroentenology
Mesocomial dlarboss 10-12% [x8,35]
10. Comstitutional symptoms
Unexplained fever T [40]

1. Mononudeoses % [41]

12 Laboratory indicators Un known

13 Tomours

Kaposi's sarcoma 45 4%" [42]

*Presence of Human Herpesvirus-8 antibodies.

CAP, community acquired preumonia.
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HIV Testing and Diagnosis Among Adults-United States, 2001-2009. MMWR / December 3, 2010 / Vol. 59 / No. 47

TABLE 1. Estimated number,* percentage, and rate of HIV diagnoses among per-
sons aged 18-64 years (37 states'), and percentage who reported ever being
tested for HIV (United States$), by selected characteristics, 2008

HIV diagnoses (37 states)

% ever tested
Rate per for HIV (United
Characteristic No. (%) 100,000 States)

Total 39,857 (100.0) 29.9

FIGURE 1. Percentage of persons aged 18-64 years who reported ever being
Key Points tested for HIV (United States, 2001-2009%), and percentage of late HIV diag-
noses (AIDS diagnosis within 12 months of initial HIV diagnosis) (33 states,

2001-2007%)
* Approximately 56,000 persons in the United

States are newly infected with HIV each year. =
* The number of adults aged 18-64 years who 451 /
have ever been tested for HIV increased by 11.4 40 - —
—
million during 2006-2009; however, an esti- B e
mated 55% of adults have never been tested. ey
* An estimated 32% of all HIV diagnoses in §m 30 -
2007 were late diagnoses, occurring shortly £ 254
before persons developed AIDS, making early 5 a0] T Evertestedfor HV (United States)
treatment impossible. - mxus |ate HIV diagnoses (33 states)
* Early HIV testing reduces the spread of disease, 15 4
extends life expectancy, and reduces costs of 10 -
care. Every new HIV infection averted saves
approximately $367,000 in lifetime medical >
COsts. 0 T T T T T T T T T
* Everyone should be tested for HIV. Persons at 2001 2002 2003 2004 2005 2006 2007 2008 2009
higher risk and in high-prevalence populations Year
should be tested more often than others. * Data from the National Health Interview Survey. Available at http://www.cdc.gov/nchs/nhis/

. e . . . . J quest_data_related_1997_forward.htm.
* Additional mfoT‘maFlon is available at httpf/ * Data from the National HIV Surveillance System. Includes data reported from 33 states
www.cdc.gov/v1t21151gns. with confidential, name-based reporting of HIV infection since at least December 2000:
Alabama, Alaska, Arizona, Arkansas, Colorado, Florida, Idaho, Indiana, lowa, Kansas, Louisiana,
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Figura 19. Porcentaje de personas de 18 a 49 anos que se ha realizado la prueba del VIH alguna
vez en la vida segun sexo y comunidad autonoma. Espana, 2003.

40,1 Espaiia
349 Andalucia
3.6 Aragon

37.9 Asuras
Balares
Comaroas

o0 8 Cantabria

Casty Ladn

346 € LaMancha
Camluna

EValncianm

Exremadura

Madrid

Murcia

314 Navamra
Fakis Vasco

Lo Feaja

Caua y Melia

b IR | 9 ¥ n 10 0 0 10 20 0 40 50 60 70
Hombres Mujeres

Fuente: Encuesta de Salud y Habitos Sexuales. INE/SPNS
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UK Mational Guidelines for HIV Testing 2008

Table 1: Clinical indicator diseases for adult HIV infection

41

4.2

Recommendations for testing

Who can test?

It should ba within the competonce of any doctor, midwife, nurse o trained heslthcare worker 1o obtain
corsent for and conduct an HV test

Who should be offered a test?

A Univarsl WV testing Is recommended in all of the following ssttings:

1. GUM orsmoml hoalth dinies

2 arienatal services

3 termiration of pragnancy serices

4. drug dependony progrEmmes

% healthcare serdices for those disgnosed with fuberculoss, hepatiis B, hepatits © and
hymphoma.

B An HIV test should be ronadered in the following settings whore diagnosed HIV provalonc
in the local population (PCTILA) exceeds 2 in 1000 populetion s ol POT data’|:

1. all men and women regisbenng in ganeral practice

. al ganeral medical admissiors.

The introduction of univorsal HIV testing in these sattings showld be thormughly evakuatod for acooptabiling
and feasibility and tho resulktant data made avalable o/ better inform the ongoing implermentaion of tese
gquidalings.

iC HIV tosting should ba also routinely offerod and rocommended to the following patiants:
1. al patients presorting for healthcare whare HIV, including primary MV infaction, eniers the
differential diagross (s table of iIndicator dseases and section on primary HY infection]
all patients disgnosad verth 2 seually traremitiod infection
dll semual partners of men and women knoan bo be HIV posittee
all men who have disdosed sl contact with othor men
dll ferralle sexuzl contacts of mon who have son with men
dl patients reporting a history of infecting drug e
dllimen and women known 1o be from 3 country of Righ HIV provalence (1964
dl men ared women who repont seual contact abeoad or in the UK with indesduzks from
countrizs. of high HiY provalonce. *
& for an up to date kst s

PN WA kW

affered
Fespiratory Tuberruloss Bacterial preumonia
Preaumocysiis Aspergloss
Meurology Cenchial tomplemoss Azsppiic meringitEencophalits
Primary cerehral pmphoma Carsbral shsre
Cryplocoocal meningis Spane occupying kesion of unknoan e
Progressive malifiocal Gullin-Eamt myrdrome
leoeroep halopathy Trameverss myelis
Perpharal neuropathy
Damentiz
Leurnercephalopathy
Dermatology Kaposl's sarooma Sewere of recalcitrant sehorthosic demmatns
Sowere o recalciirant Eorask

Orcology Hon-Hodghin's lymphoma
Gyrasrlogy Cerdcal cancar
Hasmatology

Mulidermatomal or recurnent herpes noster

Ol candidists

Oral hairy keadeoplakea

Chronic darhosa of unknoan e
‘walght ko of unkrown cause
Zalmonella, shigela or campgiobacier
Hapalitis B infoction

Hapaiitis C infection

Aral cancer or andl intreepitholal deplsa
Lung cander

Sominoma

Haad and redk cancar

Hodgiin's ymphoma

Castloman's disazso

waginal niraepitheial reoplzsda

Cenical iniraopithdial neoplasta Grade 7 or abowe
Ary unoplained blood dysrasta nduding:
» thrombocytopenia

* neufropeni

* lymphopenia

Irfactive retinal diseases inchuding herpesaneos
and imoplama

Any unexplzined retinopathy
lympradenopathy of unkrown cuse
Chronic pancti
Lymphoepitheliasl parlid ot
Monoruckeoss-hke syndeome {primary HY
infecton]

Pyrexia of unlmown ongin

Ay ymphadanopathy of unlmown s
Ay sty traremitied infection
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Oral Abstract Presentation

P58/1 - HIV Testing: How Are We Doing? Results of British HIV Asseciation (BHIVA) Hational Auwdit 2010.
On the behalf of BHIVA Audit and Standards Sub-committee

5. Bllis!, H. Curtis?, E. Ong?®

1Royal Victoria infirmary, Infection & Tropical Medicine, Newcasfie Upon Tyne, United Kingdom, 2BHIVA, Audit and Standard
Subcommitfes, London, Unifed Kingdom, *Royal Vicfona infimnary, Department of infection & Tropical Medicine, Newcasfie Lipon Tyme,
United Kingdom

Objectives: UK National HIW Testing Guidelines (2008) aim to increase testing in all healkhcare settings. In 2010 BHIVA's national

audit programme assessed adherence to these guidelines in dlinical practice. This included

{1} a clinic survey and

{2} a case-note audit.

Metheads: Survey - Online survey of testing practice completed by UK sites prowviding adult HIWV care.Case-note audit - Sites reviewsd
case-notes retrospectively for consecutive patients aged 16 or over seen for initial work-up after testing HIV positive between 15 August and
318t September 2010 (max. 40 patients per site). Data collected included demographic details, circumstances of testing and baseline clinical data.
Result: Survey (132 sites). HIVW testing was offered routinely in genitourinary medicine (GLUM) and antenatal services (100% of sites).
Fewer sites offered testing routinely in TB (70%), hepatitis (50%) or termination of pregnancy services (24%). 51% of sites routinely use a
fourth generafion antigen/antibody tesing 1D HEgNOSE ATV, S0 of sites exceed national guidelines (< 72hours) for laboratory reporting of
non-urgent HIV test Case-note sudit (1112 pafients). 52 2% were diagnosed late (S04 = 350cells/mn) Most (53.5%) were diagnosed in
GLM. Compared with a 2003 audit, the proportion of diagnoses had increased in general prachice, inpatient admissions and outpatients
through the Iatter remained low at 7.1% (2.8% in 2003). 78.1% of patients diagnosad in GUM had a CO4=200cellsfmm3 compared with 31.8%
of impatient. (p= 0.001). Between January 2008 and testing positive, 36.8% of patients had indicator conditions that should have prompted
HIV testing. However, in 24 5% of cases, testing was not offered for these condiions and in some cases was offered only after

profonged investigation.

[foLINICAL SETTING 2010 AUDIT{%)

[{EUM/ Sesxual Health 53.8

([RIv Ciinic (non-GuM) 15 23

|[General Practice 10.4 | EE]

14.7

Conclusion: While the 2008 guidelines hawe had some impact. more needs io be done to increase testing across clinical setiings to reduce
the propaortion of patients living with undiagnosed infection.
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Opt-Out: realizar la prueba a todas las personas que acuden a un servicio de salud

Promover un diagnodstico precoz es clave en el control de la pandemia.

Ademas:

a) se puede detectar con pruebas fiables, baratas y no invasivas,

b) su cribado, prevencion y tratamiento tiene un buen coste-beneficio,

c) puede ser diagnosticada antes de que aparezcan complicaciones,

d) su tratamiento a tiempo conlleva la ganancia de muchos afnos de vida®.

CDC 20062:

test VIH en todas las personas de 13 a 64 afios que acudieran a los servicios de salud
independientemente de la existencia de practicas de riesgo y de la prevalencia del VIH,
y se llevaria a cabo salvo que el paciente exprese su negativa (“opt-out”).

OMS y sociedades médicas USA recomiendan esta estrategia de normalizacién del test3->.

El cribado rutinario se implantd afios antes en gestantes, con resultados muy positivos®.

1. ECDC: http://www.ecdc.europa.eu/en/publications/Publications/0703 TER HIV in Europe 25 Years Pandemic.pdf
2. Branson BM.MMWR 2006; 55(RR14);1.

3. WHO/UNAIDS: http://whglibdoc.who.int/publications/2007/9789241595568 eng.pdf

4. Lubinski C; Clin Infect Dis 2009; 48: 1335.

5. Qaseem A; Ann Intern Med 2009; 150:125.

6. Stringer EM; Obstet Gynecol 2001; 98: 1104.
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Ofrecer sistematicamente la serologia VIH a los pacientes de atencion primaria
a quienes se va a solicitar una analitica de sangrey

reconozcan haber mantenido una relacion sexual no protegida

con una persona de la que se desconocian su estado seroldgico frente al VIH,
aumenta significativamente su realizacion (del 3 al 27%)*

Cuando se incorpora una anamnesis sexual basica en la consulta de AP,

la inmensa mayoria (93%) de la poblacidn estudiada reconoce

haber mantenido una relaciéon sexual no protegida

con una persona de la que se desconocian su estado seroldgico frente al VIH
y excepcionalmente rechaza la realizacion de la prueba (1.5%) 2.

La aceptacion del cribado rutinario es mejor que
el tradicional basado en poblaciones de alto riesgo3.

1. Martin De Cabo; Congreso Gesida 2009; P38
2. Martin De Cabo; Congreso Gesida 2009; PO21.
3. Mahoney MR; Am Fam Physician 2009; 80: 1441.
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Enferm Infecc Microbiol Clin, 2011:29(7):490-496

ELSEVIER.
DOYMA

Enfermedades Infecciosas y el
Microbiologia Clinica

Enfermodades
Infeccinsas

www.elsevier.es/eimc

Original

Actitudes y practicas de los médicos de atencion primaria ante el diagnostico
de la infeccion por virus de la inmunodeficiencia humana

Maria José Busto-P-#, Lucia Garcia San Miguel®, Maria Elena Castelao?-€ y Elena Bermidezd

a Centro de Salud de San Martin de Valdelglestas, Area 8 Modrid, Espafia

b Facultad de Clencias Blomédicas, Universidad Europea de Madrid, Madrid, Espaiia

 Facultad de Crencias de Ia Salud, Universidad Europea de Madrid, Madrid, Espaia

4 Servicio de Microbiologia, Unidod de Seguimiento Cercano y Atencidn a Domicilio, Hospital General Universitario Gregorio Marafidn, Madrid, Espaia

INFORMACION DEL ARTiCULOD

Historta del articulo;

Recibido el 2 de agosto de 2010
Aceptado el 11 de febrero de 2011
On-line el 20 abril 2011

Palabras clave;

Retraso diagndstico

Serologia virus de la inmunodeficiencia
humana

Opt-out prueba rutinaria

Cribado virus de la inmunodeficiencia
humana

Atencion primaria

RESUMENRN

Objetivo: _Explorar las aotitudes v practicas de los médicos del primer nivel asistencial del Servicio

Madrilefio de 5alud respecto al diagnéstico de la infeccidn por VIH segin los protocolos actuales y el
grado de aceptacidn de la introduccion de el diagnéstico de la infeccién VIH de forma simplificada (sin un
documento aparte de consentimiento informado ni el interrogatorio acercm
WTaterial y metodos: EStUOI0 ODsErvacional escriptve tTansversal [eallizano en atencion primaria ae salid
de la Comunidad Auténoma de Madrid. La recogida de datos se hizo mediante encuestas telefanicas
durante 2009,

Resultados: Se consultd a 210 médicos_El 21% va realizaba el diagndstico de la infeccidn VIH de forma
simplificada y el 28,6% manifestd una actitud favorable hacia las nuevas recomendaciones. El 71,4% no
pedia consentimiento informado por escrito aparte v un 42% no manifestd dificultades de comunicacion.

na gran mayoria opind que la excepcionalidad en el manejo del diagnastico de la inteccion por VIH,
omparandola con otras infecciones de similar forma de transmision, podria contribuir a mantener el
stigma. Para un 75,2% la falta de tiempo en la consulta no representaba un problema y un 97,1% tenia la
utopercepcion de ser un azente esencial en el diagnosti i id

gstico de la infeccion por el VIH,

Conclusiones: La simplificacion del diagnéstico de VIH es aceptable para un porcentaje elevado de los
encuestados v uno de cada cinco médicos yva lo esta realizando en las consultas de atencion primaria.
@ 2010 Elsevier Espafia, 5.L. Todos los derechos reservados.
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-wl‘ Infeccion VIH
EOCEDAD EERAMCLA DE MEDICHE INTERNA

. Infeccion eneral
Para detectar pacientes con =

infeccion VIH podemos utilizar el VIH
codigo de diagnéstico 042 o el EM 12,63 £

V08 (infeccion VIH asintomatical).

edad 41,35 71,32

Durante el bienio se codificaron
21.672 episodios en Peso 2,58 1,72

seropositivos/infectados en MI.
coste 4927€ 3641€

El 52% de los pacientes son

varones. ; s ; ;
Se trata de pacientes significativamente mas
jovenes, mas complejos, que estan mas tiempo
i ingresados y consumen mas recursos.
e \\Q o Aunque soblo fallecen el 6,3% de los pacientes

infectados, cuando la probabilidad de fallecer se
ajusta por variables como la edad, el sexo o la
comorbilidad el paciente VIH tiene 3,1 veces (IC
: — g S 95% 2,9-3,3) veces mas posibilidades de

A Y fallecer.

Capsula

Barba R. V Jornadas en Enf Infecciosas GTEI. 2009
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428  Intematonal Joumal of STD & AIDS  Vekime 20 Jure 2009

Partridge DG, et al. z
HIV testing: the boundaries. .
A survey of HIV testing o 50
practices and barriers N
to more widespread testing a0 ]
in a British teaching hospital ‘2'
Maadicing Surgery Carmmuricable B+E Ok and Gynag
dispases

Fgue 1 Porcontage of respondonts from indivicdusl spo cinfty groups who had o onsidered | lghth
mnd porformed (dark) ot loast ono HIY tost over the proceding six months pordod. Moedionl regis-
trors weoro sgnifioantty mone likely to hove performed a test than thoso treining in surgioal spo-
cipfties (P 0.001 consider, P 0.01 porform)

A survey of HIV testing practices among

registrars of all admitting specialties 133 |

within Sheffield Teaching Hospitals 80

National Health Service Trust ;g:

was performed in 2007. % 50

Respondents from most specialties ‘;3

tested patients for HIV infrequently 5] -

and several barriers were identified, 10

which prevented testing even y ore-1007 ) 10031606 2000 orwards
when the diagnosis was considered. Yaar of qradustion

Fgue 2 Rolationship botwes n yoar of grsduation and poncertsg o o f respond emts. oon skdodng
(Bgiht) and porfoming (dork) ot loast one HY test owver the preco ding sic months poriod. Thoso
whio qualfied after 2000 wenn significanthy mone likely to hove considomd [ 85% wmus 50%,
P 0.01) and porformed (657% woesus 42%, P=0.03) a HIV test than those grsdusting pror
to 189948, This differencs pomisted whon oommunioabilo disorsos and obstotno tminoes woro
eooiucko d
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H1-1405 - A Study of HIV Testing Practices by Clinical Service Before and
After Revised Testing Guidelines i a Swiss University Hospital

Absolute number of HIV test requests & HIV
testing rate* in 10 clinical services in 2010
* = number of patients tested / number of patients seen in each clinical service
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A Multicenter Study of Internal Medicine Residents’
Perceptions of Training, Competence, and Performance
in Qutpatient HIV Care

Karran A. Phillips, M.D., M.S¢., Joseph Cofrancesco, Jr, M.D., MP.H.? Stephen Sisson, MD.?
Albert W. Wu, M.D., M.P.H.? Eric B. Bass, M.D., MP.H.* and Gail Berkenblit, M.D., Ph.D*

Abstract

Routine HIV screening is recommended by the Centers for Disease Control and Prevention (CDC), but it is
unknown how well mternal medicine residents are tramed m HIV nsk assessment, testing, counseling, and
initial management of HIV patients. We sought to determine internal medicine residents” attitudes about HIV
training and the factors that influence their HIV care performance utilizing a cross-seciional survey of 321
second- and third-yvear intemal mediane residents from four programs in Baltimore, Boston, Detroit, and New
York City between March and Jume 2006, Measurements included HIV care experience; attitudes, competency,
and adequacy of HIV training; and basic HIV care performance and factors impacting performance. Two
hundred twenty-three residents (69%) completed the survey. While 50% of residents reported over 30 HIV
mpatient encounters in the past year, the majority of residents had limited outpatent exposure providing care
for only 1-5 HIV outpatients. Managing HIV patients was rated an excellent edumtional opportunity by 89% of
residents and 77% planmed to care for HIV patients in the future. However, 39% stated that they did not feel
competent to provide HIV outpatient care. Higher rates of residents reported_defidency in oupatient HIV
training compared to outpatient non-HIV training (p < 0.08) or inpatient HIV training (p < 0.05). Residents
reported substandard HIV risk assessment, testing, counseling, and initial management performance. Self-
reported proficiency correlated with the number of HIV outpatients cared for and perceived training adequacy.

oF OQUTPATIENT ExPOSURE aAnD T
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Interna,

All residents

% Report
Item asked about or discussed performing
Self-perceived risks for HIV 55
Sexual orientation 44
# sexual partners 47
Partners” HIV risk factors 35
History of STDs 58
Prior HIV testing 55
History of incarceration 26
HIV prevention strategies 57
Referral to HIV prevention counselor 35
HIV transmission prevention 60
Partner notification 58

NING SATISFACTION

Current residency traiming m HIV care remains largely mpatient-based and residents frequently rate HIV out:
patient training as inadequate. TabBLE 3. RESIDENTS’ PERFORMANCE OF HIV Risk Factor WNSELWC, AND PREVENTION BY LEVEL

sidents who cared for

Residents who perceived their

=10 HIV outpatients vs. HIV /AIDS ambulatory training
All residents | <10 HIV oulpatients in past year ~ as adequale vs. those who did not
% Report Odds 95% Confidence Odds 95% Confidence
Item asked about or discussed performing ratio interval ratio interval
Self-perceived risks for HIV 55 1.7 09,33 3.3" 18,60
Sexual orientation 44 1.9 097, 3.9 442 23,84
J# sexual partners 47 1.8 0.95, 3.4 5.7% 30,11
Partners” HIV risk factors 35 23 11,47 6.5% 32,14
History of STDs 58 1.7 0.88, 3.2 3.2 17,59
Prior HIV testing 55 2.6 1.3,5.2 3.3 1.7, 64
History of incarceration 26 2.0 0.92, 4.2 1.9% 0.89, 4.0
HIV prevention strategies 57 1.9¢ 1.0, 3.7 3.5 19,65
Referral to HIV prevention counselor 35 59 27,13 4.587 24,98
HIV transmission prevention 60 2.2% 12,42 3.5° 1.9, 6.6
Partner notification 58 6.07 2.7,13.1 34° 1.8, 6.6

Adjusted for level of exposure to HIV/AIDS inpatient care, Post Graduate Year, and program.
*p<0001, 1’p <001, ‘exposure to HIV /AIDS inpatient care also significant. N =213, excludes “Don’t know".
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Knowledge of the Centers for Disease Control
and Prevention’s 2006 Routine HIV Testing
Recommendations among New York City
Internal Medicine Residents

Charu L. Jain, M.D., M.P.H.,'* Christina M. Wyatt, M.D.* Ryan Burke, MPH.,'
Kent Sepkowitz, M.D.," and Elizabeth M. Begier, M.D., M.PH.'

Abstract

In 2004, the Centers for Disease Control and Prevention (CDC) endomsed routine voluntary HIV testing in health
care settings to identify the many HIV-infected but undiagnosed pemons. Realising this goal will require
primary care providers including internal medicdne physicians to order HI'V tests routinely. In particular, urban
mtemal medicine trainees who work in high HIV prevalence settings need to adopt this approach. We therefore
examined the practice of routine HIV testing and to identify factors that comrelate with offering HIV testing o
this group. We conducted a self-administered electromic cross-sechional_survey of New York City's (NYC)
imtemal medicine residents on HIV testingrelated knowledge, attitudes, and behaviors with 29 dose-ended
questions. Fifteen of 42 NYC internal medicine residency programs participated in early 2007. Of 1175 residents,
450 (38.3%) responded. Most (64.1%) ordered 10 or less HIV tests in the past 6 months; 32.6% were aware of the
2006 guidelines; 35.8% utilized a routime he*;l‘mg_aElprnam Eespondents aware of nmmdm& WETE MOre
likely to practice routine testing (odds ratio [OR] 3.7, 95% confidence imterval [CI]: 2.4-5.6). Two common
barriers to testing were procedural: time-consuming consent process (27.1%); difficulty lomting consent forms
(19.3%). Most (68.4%) respondents indicated that oral consent would facilitate more testing. Most NYC internal
medicine residents are not routmely offenng HIV tests as advised by the 2006 COC HIV testing guidelines and
continue to test patients according to perceived patient HIV nsk. 1his is lkely contributing to their low testing
rates. Most identified institutional and policy barriers to routine testing. Efforts should be made o improve
dissemination of guidelines and address institutional and policy barmiers to allow more people to leam their HIV
status.

o s derech
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EL INTERNISTA'Y EL VIH: NUEVOS RETOS

Comunicaciones Orales a la Mesa Redonda:

PROTOCOLO DIAGNOSTICO Y SEGUIMIENTO LESIONES DE ALTO GRADD
DE MALIGNIDAD DE LAMUCOSA DEL CANAL ANAL DE HSH VIH (£}

C. H|daig§: Tenorio M Rivero Ro\:lnguez C.Gil Angmta M. Lopez de H1erTu
P Palma’, A. Concha . J. Garcia Castro’, V. Sotorrio

"Unidad de Gestidn Cn’:mca de Enfemedades Infecciosas, *Senvicio de Digestivo,
*Servicio de Cirugia General, *Servicio de Anafomia patologica. Hospital
Universitario Virgen de las Nieves. Granada

FACTORES DE RIESGO PARA LA DEFICIENCIA DE VITAMINA D EN
ADULTOS INFECTADOS POR VIH

/. Achaval-Rodriguez, C. Rinascente, M. Cervero Jiménez

Senvicio de Medicina Interma. Severo Ochoa. Leganés (Madrid)

PERSISTENCIA DE HIPERGAMAGOBULINEMIA EN PACIENTES CON
INFECCION POR VIH Y RELACION COM LA INMUNODEPRESION

L. Engonga Obone, G. Hemando Benito, D. Bernal Bello, L. Abejon Lopez,
P. Chacon Téstor, C. Betancort Plata, E. Aguila Fernandez-Paniagua,

M. Tomalba Gonzalez de Suso

Senvicio de Medicina Interna. Hospital Universitario. Guadalajara

CARACTERISTICAS DE PACIENTES VIH MAYORES DE 55 ANOS QUE
INICIAN TRATAMIENTO ANTIFIRETRDVIRAL EN LAACTLIALIDAD

W, Niifiez’ . M. Marms LA Agmlar A DeIArm J. Olalla’ i Prada M. GI’H.I'Iﬂ
J DelLa Tone-lea

"Unidad de Medicina Inferna. Hospital Costa del Sol (1). Marbella {(Mdlaga)

* Servicio de Medicina Interna. Hospital de la Serrania. Ronda (Malaga)

ESTUDIO CONFORT: ESTUDIO MULTICENTRICO PARA DEMOSTRAR LA
EFICACIA Y SEGURIDAD DE DIFERENTES REGIMENES TERAPEUTICOS
CON ATA?_ANAVIR (ATV) ND POTEN CIADO

E. Pedrol’ , 5. Ruiz’ .M. Tasias' .0 Araup E. Dﬁg J. Cucurull® - Deleg|do
J. Blanco®

;Servicio de Medicina Inferna. Hospital de Sant Pau i Santa Tecla. Taragona
Unitat VIH. Hospital General de Granolfers. Granollers (Barcelona)

Senvicio de Medicina Interna. Hospital de Figueres. Figueres (Girona)
“Unidad de Infecciosas. Hospital San Pedro. Logrofio (La Rioja)

NUEVOS DIAGNGSTICOS DE INFECCION POREL VIRUSDELA
INMUNODEFICIENCIA HUMANA (VIH) ; QUE HA CAMBIADO EN LOS
ULTIMOS AﬁOS"

E. Lopez Ti Tinoca' A Femandez Roclrlguez M. Sotc Cardenas

P. Romero Cores C Fernandez Gutiémez del Alamo .F. Guerrero S-anc:hez
J Girdn Gonzalez

*Sewvicio de Medicina Interna, “Servicio de Microbiclogia Clinica. Hospital
Universitario Puerta del Mar. Cadiz

CARACTERISTICAS CLINICAS Y EPIDEMIOLOGICAS DE LOS

PACIENTES CON NUEVO DIAGNOSTICO DE VIH VISTOS EN UNA
CONSULTA DE ENFERMEDADES INFECCIOSAS

. Sendin Martin, P. Ruiz Artacho, M. Sanchez Martinez, B. Gonzalez Casanova,
E. Agrela Rojas, P. Gonzdlez de Lara, A. Molino Gonzélez, J. \lergas Garcia
Servicio de Medicina Infema Ill. Hospital Clinico San Carlos. Madrid

RETRASO EN EL DIAGNOSTICO DE NUEVOS CASOS DE INFECCION POR

VIH GRUPO ACYLEI

E. Martinez \Velado, A. Chocarmo Martinez, C. Martin Gomez, F. Alvarez Mavia,

INFESTACION POR STRONGYLOIDES STERCORALIS EN PACIENTES CC
INFECCION POR EL VIH

M. Martinez Sela’, N. Moran Suarez’, M. Rodriguez’, F. Pérez Gonzélezo,

V. Carcaba’, J. Cartén’, A. Rodriguez Guardado’

'Servicio de Medicina Interna, *Servitio de Microbiologia. Hospital Universitanc
Cenfral de Asturias. Oviedo (Astunas)

EL PAPEL DE LOS CD4 NADIR EN LA APARICION DE ATEROSCLEROSIS
SUBCLINICA EN PACIENTES INFECTADOS POR EL VIH

C. Hidalgo Tenorio', F. Jarilla Femandez', M. Arenas Miras”, P. Bafios”,

M. Rivero’, J. Pasquau’, C. Garcia', M. Lopez Ruz’

'Unidad de Enfermedades Infecciosas, *Servicio de Medicina Intema. Hospital
Universitario Virgen de las Nieves. Granada

ANALISIS DEL PAPEL DE LA SIMPLIFICACION DEL TRATAMIENTO
ANTIRRI:__FROVIRAL EN PACIENTES VIH EN LA ACTUALIDAD

. Nufiez . F. Jiménez-oﬁate .. Santos D. Marankiewicz , R. Palacios ,
M Marcos’ - Agullar J. de la Torre-Lima'

mdad de Medicina Interna. Hospital Costa del Sol (1). Marbella (Mélaga)

“Senvicio de £ Infecciosa. Complejo Hospitalario Carios Haya.
Ma.raga
*Unidad de Gestion de dadies Infecciosas. Complejo Hospitalario Virgen

de la Victoria. Mélaga

SiINDROME DE RECONSTITUCION INMUNE EN LOS PACIENTES CON
INFECCION VIH

A_Arca, M. Camba, L. Movoa, H. Enriquez, 5. Aratjo, J. De la Fuente
Senvicio de Medicina Inferna. Hospital Povisa S.A. Vigo (Ponfevedra)

VIRUS DEL PAPILOMA HUMANO Y ANORMALIDADES CITOLOGICAS EN
LA MUCOSA DEL CANAL ANAL DE HOMBRES QUE TIENEN SEXO CON
HOMBRES (HSH) INFECTADOS POR EL VIRUS DE LA INMUNODEFICIENCIA
HUMANA (HIV)

C. Hidalgo Tenorio , M. Rivero Fhoclnguez AL Conl:ha R Lopez Cas!m

M Lépez de Hiemo, J. Pasquau M. Lopez Ruz’ C Gll

mdaddesesa‘roncirmcadef" dades Infe Senvicio de A
Patoldgica, *Servicio de Di gestivo. Hospital Uni i Wgen de las Nieves.
Granada

LAS TABLAS SCORE SUBESTIMAN EL RIESGO CARDIOVASCULAR EN
PACIENTES CON VIH

5. Semano‘, . Extrada‘, D. Gémez—Garre‘, M. rivila‘, M. Fuerﬂea—FerrerQ,

C. Sénchez—Parra', T Sainzg, M. De Camranza’

'Servicio de Medicina Interna, *Servicio de Medicina Preventiva. Hospital Clinico
San Carlos. Madrid

“Laboratorio de I biologia. Hospital G | Gregorio Maraiion. Madrid

LAS TABLAS DE FRAMINGHAM SUBESTIMAN EL RIESGO
CARDIOVASCULAR EN PACIENTES CON VIH . .
5. Semano’ A Estrada’ .D. Gnmaz GarTe M. Fuentes Femrer’, T. Sainz’,
C Sanchez .M.De Carranza A Femandez Cruz'
Serwcrode"‘ i .fm‘ema rvicio de Medicina Pr
Inmunobiologia. Hospital Clinico San Carfos. Madrid

PRESENTACION Y EVOLUCION DE LA HIPERTENSION PORTAL

IDIOPATICA EN PACIENTES VIH. COMPARACION CON HTP CIRROTICA

POR VHC

0. Marin Casajus M. Sanchez R Berenguer D. Rineén’ R Banares

B Padilla’ P Miralles”

Serw:ro o‘e Medicina Interna (LIMID). Has,uﬂai General Gregorio Marafion. Macirid
icio de E i VIH, *Unidad de Hepatologia. Hospital

General Universitario Gregorio Marafidn. Madrid

PREVALENCIA DE ATEROSCLEROSIS SUBCLINICA, EVALUADA A TRAVES
DEL GROSOR iNTIMA-MEDIA CAROTiDEO, EN PACIENTES INFECTADOS
POR VIH TRATADOS CON ZIDOVUDINA

A. Gulldn, D. Real de Asta, A. Salas, J. Sanz, |. De los Santos

Servicio de icina Interna y E Infecci . Hospital Uni

de la Princesa. Madrid

DIFERENCIAS DE GENERO EN LA TOLERANCIA Y TOXICIDAD DEL
PACIENTE VIH FRENTE A EFAVIRENZ ;UNA CUESTI ON DE SEX0?

M. Marces Herrero', M. Marquez”, J. Colmenero®, M. Grana’, 5. Feméandez”,

F. Rivas’, A. Del Arco', J. De la Torre’

"Servicio de Medicina Interna, *Unidad de Investigacion. Hospital Costa del Sol
1). Marbella (Malaga)
Servicio de Enfermedades Infecciosas. Complejo Hospitalarie Virgen de la
Victoria. Malaga

“Servicio de Enfermedades Infecciosas. Complejo Hospitalaric Carlos Haya.

Malaga

*Servicio de Medicina inferna. Hospital de la Serrania. Ronda (Malaga)
Servicio de Medicina interna. Hospital Comarcal de la Axarquia. Vélez-Malaga

COMPLICACIONES MO INFECCIOSAS EN LA INFECCION POR VIH
F. Sanchez-Baranco Vallejo', C. Ferrer Perales’, M. Martin Macha”,

Y. Bombin Molinero’, R. Carvajal Martinez', P. Benito Garcia’,

J. Gémez Barquero', J. Sénchez Navarro'

'Servicio de Medicina Interna, “Servicio de Medicina Infensiva. Complejo
Asistencial de Palencia. Palencia

CAUSAS DE INGRESO HOSPITALARIO Y MORTALIDAD EN PACIENTES VIH
EN ERATARGA

F. Sénchez-Bamanco Vallgjo', Y. Bombin Molinero', S. Maestro Antolin',

M. Martin Macho’ , C. Ferrer Peralm‘, J. Sanchez Navar'ro‘, J. Da Cnuz Soares‘,
R. Carbajal Martinez'

Serwcro de Medicina Inferna, Serwcro de Medicina Infensiva. Compigjo

A ial de Palencia. Pale

CARACTERISTICAS CLINICAS DE LA TUBERCULOSIS EN LA ACTUALIDAD
EN ARAGON. IMPLICACIONES DE LA INFECCION POR VIH, LA
INMIGRACION Y LAS RESISTENCIAS

M. Crespo Avellana, P. Casanova Esteban, A. Comin Orce, M. Guiral Femandez,
A Pardillos Tome, C. Ramos Passa, A. Pascual Catalan, A Ballester Luna
Servicio de Medicina Interna. Hospital Universitario Miguel Servef. Zaragoza

C,POR QUE INGRESAN LOS PACIENTES CON INFECCION VIH/SIDA 30
AHOS DESPUES DEL COMIENZO DE LA PANDEMIA?

C. Maldonado Ubedﬂ, P Sanchez Lopez, M. Esteban Moreno, G. Parra Garcia,
B. Hemandez Siemra, 5. Domingo Roa, A. Garcia Pefia, L. Diez Garcia
Eervicio de Medicina Interna. Complejo Hospitalario Torrecardenas. Almeria
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Hoapetnl General Univerisno Gregono Marshén. Madrid
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M. Chimeno Vinas, A. De la \Jega Lanciego, J. Soto Delgado, F. Martin Cordero G et i s
senicio de Medicina Interna. Complejo Asistencial de Zamora. Zamora

antiretroviral?
Ponente: Ur Ratal Rubio Garcia

H-nﬂl"n—ﬁxnw Mastricd



= f XXXI11 L= Eemi® e - Hospital Universitario
= | Congreso Nacional (=] Fundacidn Alcorcdn

= | (=R

m de la SEMI Sah b Azdrid E comunidas do madris
X1V Congreso de la Sociedad Canaria de Medicina Interna S ——
26.28 Octubre 2011

-

6.- Conclusiones

‘rM Recomendaciones para
Poblacion General

+ Es recomendable realizarse una prueba de VIH si:

— Se han mantenido relaciones sexuales con penetracién sin usar
el preservativo con una o varias parejas de las cuales se
desconocia si estaban infectadas o no. Deberia utilizarse siempre el
preservativo, también con |la pareja estable a no ser que las dos
personas sepan gue no tienen el VIH.

— Se ha compartido el material utilizado para inyectarse drogas.
— Se ha tenido alguna infeccién de transmision sexual.

— Se estda embarazada o piensa tener un hijo.
— Setiene una pareja estable y se quiere

dejar de utilizar el preservativoen las
relaciones sexuales.
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6.- Conclusiones

¢Es posible diagnosticar antes
el VIH en Medicina Interna?

Si
Opt-Out u Opt-In

pero

OptA

por pedir mas la serologia VIH

Juan E. Losa.
Hospital U. F. Alcorcén. Universidad Rey Juan Carlos.



