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Agenda 

• PART 1: General overview on mandatory screening 

 

• PART 2: Standard of care / Cascade of care 

 

• PART 3: How to measure patient’s satisfaction of care? 



• European AIDS Clinical Society: EACS Guidelines 8.1 3 (2016) 

 

• Centers for Disease Control and Prevention, the National Institutes of Health and the 

Infectious Diseases Society of America: Guidelines for the prevention and treatment of 

opportunistic infections in HIV-infected adults and adolescents (2016) 

 

• Infectious Diseases Society of America: Primary Care Guidelines for the Management of 

Persons Infected With HIV: 2013 Update.  

 

• HHS Panel on Antiretroviral Guidelines for Adults and Adolescents: Guidelines for the 

Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents (2014) 

 

• Società Italiana Malattie Infettive e Tropicali: Italian guidelines for the use of antiretroviral 

agents and the diagnostic-clinical management of HIV-1 infected persons (2016)    

 

Current guidelines 



Part I: Assessment of HIV-positive 
Persons at Initial & Subsequent Visits 
Part II: ARV Treatment of HIV-positive 
Persons 
Part III: Prevention and Management of 
Co-morbidities in HIV-positive Persons  
Part IV: Clinical Management and 
Treatment of Chronic HBV and HCV Co-
infection in HIV-positive Persons  
Part V: Opportunistic Infections 

 
 
 

I: What initial evaluation and immediate 
follow-up should be performed for HIV-
infected patients?  
II: What are the special considerations for 
women and the prevention of mother-to-
child transmission? Contraception and 
Preconception Care  
III. What are the special considerations for 
children?  
IV: What are the special considerations for 
adolescents?  
V: What are the metabolic comorbidities 
associated with HIV and 
antiretroviral therapy?  
VI: How can patient adherence to HIV care 
be optimized? 

Section 1: Adults and 
adolescents 
Section 2: HIV related diseases 
Section 3: Special populations 
Section 4: Special conditions 
Section 5: Prophylaxis 

Structure of guidelines 



Not only medicine in the checks for health care 

PATIENT/FAMILY HISTORY 

HIV, IMMUNE STATUS, 
and CO-INFECTIONS 

cART/COMPLICATIONS 
SOCIETY 

HEALTH SYSTEM 



Patient/family history 

PATIENT/FAMILY HISTORY 
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Tarr P et al. Clin Infect Dis. 2013 Jul;57(1):112-21 



HIV and co-infections 

PATIENT/FAMILY HISTORY 

HIV, IMMUNE STATUS, 
and CO-INFECTIONS 

cART/COMPLICATIONS 
SOCIETY 

HEALTH SYSTEM 



• All patients should be assessed for transmitted drug resistance with 

an HIV genotype test upon initiation of care  

(strong recommendation, high quality evidence) 

• Resistance testing is also indicated for patients who are 

experiencing virologic failure to guide modification of ART  

(strong recommendation, high quality evidence) 

• In persons failing integrase strand transfer inhibitor (INSTI)–based 

regimens, genotypic testing for INSTI resistance should be ordered 

(strong recommendation, high quality evidence) 

Resistance testing 



• Use of ultradeep resistance test is currently not extensively used in 

standard of care, but it could be useful in case of suspected 

transmitted resistance or in case of HIV-RNA undetectability (proviral 

HIV-DNA) 

 

• Proviral HIV-DNA analysis can be requested in particular conditions 

(switch for simplification, prospect of cART efficacy) 

Resistance testing (new technologies) 



Pou et al. Clin Infect Dis 2014 Aug 15;59(4):578-88 



Zaccarelli M et al. J Clin Virol. 2016; 82(5):94-100  



• Viral load (strong recommendation, moderate quality evidence) 

o Every 3–4 months (untreated patients and patients on stable ART)  

o Every 6 months (adherent patients whose viral load has been suppressed for more than 2–3 

years and whose clinical and immunologic status is stable) 

o Within 2–4 weeks and not more than 8 weeks (after initiation or modification of HAART) with 

repeat testing every 4–8 weeks (until viral load becomes undetectable)  

• CD4 cell counts (strong recommendation, moderate quality evidence) 

o Every 3–4 months 

o Every 6-12 months (patients on suppressive ART regimens whose CD4 counts have 

increased well above the threshold for OI risk) 

• CD8 cell count and the ratio of CD4 cells to CD8 cells is unnecessary as the 

results are not used in clinical decision making  

(strong recommendation, high quality evidence) 

Viro-immunological monitoring 



Emily P. Hyle et al. JAMA Intern Med. 2013 October 14; 173(18): 1746–1748 



• Monitoring of CD4+ count is less cost-effective than viral load 

  

• CD4+ should be monitored 

o 3 months after start of therapy [AIII] 

o Every 1-3 months after switching ART for viral failure [AIII] 

o Every 4-6 months after 2 years of ART (undetectable HIV-RNA, CD4+ 300-
500/μL) [BII]  

o Every 6-12 months after 2 years of ART (undetectable HIV-RNA, CD4+ 
>500/μL) [BII]  

 

o CD4+/CD8+ ratio should be measured together with CD4+ [AII] 

Immunological assessment 



Distribution of PCP cases in the MACS 



Serrano-Villar S et al. PLoS Pathog. 2014 May 15;10(5):e1004078 





Lichtner M et al. J Infect Dis. 2015 Jan 15;211(2):178-86 



cART/complications 

PATIENT/FAMILY HISTORY 

HIV, IMMUNE STATUS, 
and CO-INFECTIONS 

cART/COMPLICATIONS 
SOCIETY 

HEALTH SYSTEM 





Use the Framingham  

equation or whatever 

system local National 

Guidance recommends 

Cardiovascular prevention 



• The same cardiovascular risk factor of general population should be evaluated 

o Age > 50 years 

o Gender  

o Positive family history for MACE (< 55 years for males, < 65 years for females) 

o Cholesterol (total, HDL, LDL) positive family history for dyslipidemia  

o Blood pressure  

o Smoke  

o Diabetes 

• Update cardiovascular risk factors yearly and discuss treatment and prevention measure with 

patients 

• American Heart Association CVD-Risk score is more reliable than other scores [AII] 

 

 

Cardiovascular prevention 

Crane HM et al. Oral #42, CROI 2016 



Ageing alter the interplay between Host, 

HIV and ARV toxicities in the 

development of HIV associated non 

AIDS (HANA) conditions 

ARV 
HIV 

Host 
ARV 

HIV 

Host 



Before & Beyond HIV                    
undetectability  

How to screen for comorbidities 

1. Collect modifiable and not 

modifiable risk factors 

2. Estimate risk probability  

with algorithms 

3. Evaluate vulnerability with 

markers of subclinical disease 

How to treat comorbidities 

1. Get HIV un-detectability 

2. Reactive or pre-emptive 

ARV switch 

3. Treat risk factors or 

existing comorbidities 

4. Empower the patients for 

life style changes 

 

Clinical management of comorbidities 



Pharmacologic interactions management  

in patients with polypharmacy 

Actions 
Strength of 

evidence 

Register all patient therapy and not only the ART in the medical records 
[BII] 

Instruct the patient about the potential risk of drug-drug interactions and who they should contact in 

case of prescription changes [AII] 

Consider the increased risk in 10% of adverse reaction, in each new prescription introduced in a 

complex therapeutic regiment. Ponder the use of alcohol, smoke and abuse substances [AII] 

Ponder individual paths of supervision and management of all therapy, because neurocognitive 

deficits and / or dementia are frequently present [BII] 

Consider the inclusion of the pharmacist, as an important element in the multidisciplinary approach of 

the patient [BII] 

Periodically evaluate the prescription adequacy, pondering the indication and cost-benefit of each 

therapy [BII] 



Cancer screening 



Cancer Population Screening methods Screening schedule Recommendation 

Cervical Women > 18 years PAP test 

 

Colposcopy 

Every year in case of 2 

negative exams 

Colposcopy If altered PAP test 

AI 

Anal MSM, people with anal condylomas, 

women with genital diseases 

PAP test 

 

Anoscopy in case of MSM 

Yearly in case of 2 negative 

exams 

 

AIII 

Liver Cirrhotic HCV+ or HCV/HBV+ Abdomen ultrasound and 

alphafetoprotein 

Every 6-12 months AI 

Lung Smokers (>30 packages/years), ex 

smokers (within 15 years from 

cessation), age >40 years 

TC Yearly AI 

Skin Caucasian (non-hispanic) Clinical exam Yearly AIII 

Cancer screening 



• Vaccinate according to national guidelines for healthy population 

• Consider repeating vaccination performed at CD4 count < 200 cells/μl following adequate immune-reconstitution 

• Attenuated live vaccine are contra-indicated if CD4+ count <200 cell/μl 

Vaccinations 



The same of European Guidelines without 

varicella-zoster, but adding typhoid fever 

Vaccinations 



• PART 1: General overview on mandatory screening 

 

• PART 2: Standard of care / Cascade of care 

 

• PART 3: How to measure patient’s satisfaction of care? 

Agenda 



90-90-90   Where are we now? 

Vietnam Switzerland 



Torti C et al. Int J Epidemiol. 

2015 Oct 7. pii: dyv192 



• Communication difficulties 

• Literacy levels  

• Inadequate knowledge  of HIV 

disease  

• Inadequate understanding of 

effectiveness of medications 

• Lack of social support 

• Discomfort with disclosure of HIV 

status 

• Difficult life conditions 

• Alcohol and drug use  

• Depression and other psychiatric 

problems  

• System barriers 

Barriers against adherence 



SLEPT 

IN 

AWAY 

FROM  

HOME 

RAN 

OUT OF 

PILLS 

FELT 

ILL 

FELT 

BETTER PILLS 

DO NOT 

HELP 

FEAR SIDE 

EFFECTS 

DID NOT 

WANT 

OTHERS 

TO SEE 

FAMILY SAID 

NO TO 

MEDICATION 

FORGOT/  

BUSY 

DID NOT 

UNDERSTAND 

INSTRUCTIONS 

MISSED DOSES 

TAKING 

PILL 

HOLIDAYS  UNABLE 

to CARE 

FOR SELF 

Let’s find together a solution for your problem 

• I am listening 

• You can trust me 

• I understand  

• I suggest… 

• What do you think? 

• I’ll explain to you how to take these medicines 

Why do patients miss doses? 



Continuum of care 



• Use new technologies (apps for smartphones, web sites) [AII] 

• Participate with patient’s associations [AII] 

• Involve social assistance groups [AII] 

 

 

Continuum of care 



• PART 1: General overview on mandatory screening 

 

• PART 2: Standard care / Cascade of care 

 

• PART 3: How to measure patient’s satisfaction of 

care? 

Agenda 



Resolve the disconnect between value and cost: 

reimbursement should be aligned with value  

 

 Financial success of  system participants 
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Quality of life as a health check (no data) 

Lazarus JV et al. BMC Med. 2016.14:94 

? 



• Needs and perceptions of patients are not the needs of 

public health system 

• Many scores of tools to measure outcomes that are 

important for the patient have been developed in the 

recent past 

• Measures of subjective well-being (like satisfaction 

or happiness) experienced by the patient 

 

 

What are PROMs? 



Outcomes of commonly used PRO  

measurement in clinical trials 

Simpson et al. Health and Quality of Life Outcomes 2013;11:164.  



Yanoussi ZM et al. J Viral Hep. 2016; 23:857-865 



Slater LZ et al. J Assoc Nurses AIDS Care. 2015 Jan-Feb;26(1):24-35 



Not only medicine in the checks for health care 

PATIENT/FAMILY HISTORY 

HIV, IMMUNE STATUS, 
and CO-INFECTIONS 

cART/COMPLICATIONS 
SOCIETY 

HEALTH SYSTEM 
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Screening and medical care  

of specific populations 

Nuno Marques 

Hospital Garcia de Orta, E.P.E., Portugal 



Clinical case #1 

• Angolan black female 

• 42 years-old 

• Living in Almada, PT since 02/2016 

• Anorexia, weight loss, upper 

abdominal discomfort, chills 

• PMH: malaria in childhood 



Migrant Health Assessment 

 – Problems and Priorities 

• Exclude an infectious disease – TB, malaria, HIV, other… 

• Exclude a non-infectious condition – anemia, woman’s health, other… 

• Assess mental and emotional health and wellbeing 

• Consider social issues; housing, financial security, education,  

social supports   

 



Clinical case #1 

• Apyretic 

• Fine crackles on the auscultation 

of lungs 

• Discrete axillary lymphadenopathy 

 

 

 

• Fever – exclude malaria 

• BCG scar 

• Cervical, axillary and inguinal 

lymphadenopathy – TB, HIV 

• Cardiorespiratory exam – TB, COPD, CVD 

• Hepatosplenomegaly – consider chronic 

malaria, chronic liver disease including 

HBV, schistosomiasis, TB, HIV  

• Visual acuity 

• ENT - middle ear disease, dental caries  

• Neurologic examination 

• BP, BMI, nutritional status 

 



Testing for Infectious Diseases  

– All migrants 

• Full blood count (eosinophilia…) 

• HIV serology 

• TB (latent vs active infection) 

– TST and/or IGRA 

• HBAg, HBcAb, HBsAb 

• Strongyloides serology 

• Varicella serology (>14 yrs) 

• Rubella serology (women of child bearing age)  

• Catch-up vaccination  



• Full blood count 

– A mild leucopenia and neutropenia are common in African and 

several other ethnic groups and do not require follow-up 

– If leucopenia is more severe, consider testing for visceral 

leishmaniasis or HIV 

– If thrombocytopenia, consider testing for malaria or visceral 

leishmaniasis. If LFTs are also abnormal and no other cause is 

found, test for Entamoeba 



Clinical case #1 
 

HIV negative 

TST: cutaneous anergy 

Non-immune to HBV 

Immune for Varicella 

and Rubella 

Negative Strongyloides 

serology  

 



Clinical case #1 

• What is your diagnostic procedure? 

 

 

 

Miliary 
TB 





Clinical case #1 

• What is the most important known 

risk factor for progression from 

latent TB infection to TB disease? 

 

 

 



Testing for Infectious Diseases  

– All migrants 



Testing for Infectious Diseases  

– Country risk based 

http://www.who.int/malaria/travellers/en/ 

Travel from/ through an endemic 

malaria area within 3 months of 

arrival if asymptomatic, or within 12 

months if symptoms of fever  



Clinical case #1 

• Malaria RDT  

• Thick and thin blood films  

 
Malaria RDT 

negative 



Testing for Infectious Diseases  

– Country risk based 

http://www.cdc.gov/travel-static/yellowbook/2016/map_3-12.pdf 



Clinical case #1 

 

Negative 

Schistosomiasis 

serology  

 



Schistosomiasis 

• Stool microscopy for ova  

• Dipstick for hematuria 

• Urine microscopy for ova (ideally collected between 10am – 2pm) 

• End organ disease with ultrasound and LFTs  



Testing for Infectious Diseases  

– Country risk based 

http://www.cdc.gov/travel-static/yellowbook/2016/map_3-05.pdf 

+ Risk factors 



Clinical case #1 

 

Negative HCV Ab 

 

Gower E et al. J Hepatol. 2014 Nov;61(1 Suppl):S45-57 



Testing for Infectious Diseases  

– Other risk based 
• STI 

– NAAT test – self collected low vaginal sampling or first past urine and consideration of throat and rectal 
swabs for Chlamydia trachomatis and Neisseria gonorrhoea 

– Syphilis serology  

• Helicobacter pylori 
– H. pylori stool Ag or breath test  

– High risk groups: family history gastric cancer, and/or symptoms/ signs of dyspepsia or peptic ulcer 
disease  

• Intestinal parasites 
– Empiric single dose albendazole therapy  

– If eosinophilia at baseline recheck in 8 weeks. If eosinophilia persists perform stool microscopy for OCP 

– Perform stool microscopy OCP followed by directed treatment.  
Recheck eosinophils and stool microscopy OCP at 8 weeks after directed treatment  



High risk HPV: Age standardized incidence rates  

of cervical cancer  in the World 



ACIP recommendations for HPV vaccine 

• 9vHPV, 4vHPV or 2vHPV can be used for routine vaccination of females 

aged 11 or 12 years and females through age 26 years who have not been 

vaccinated previously or who have not completed the 3-dose series.  

• 9vHPV or 4vHPV can be used for routine vaccination of males aged 11 or 

12 years and males through age 21 years who have not been vaccinated 

previously or who have not completed the 3-dose series. 

• ACIP recommends either 9vHPV or 4vHPV vaccination for men who have 

sex with men and immunocompromised persons (including those with HIV 

infection) through age 26 years if not vaccinated previously. 



Testing for Non-Infectious Conditions 

• Anemia (all) 

• Iron deficiency (women and children, men where risk factors are present) 

• Low vitamin D (dark skin, lack of sun exposure/covering clothing) 

• Vitamin B12 deficiency (history of food insecurity, or if vegan diet) 

• Women’s heath (Cervical cancer, breast cancer, contraception, antenatal/ 

perinatal care, sexual violence and/or sexual abuse, intimate partner 

violence, female genital mutilation/cutting, forced marriage)   

 



Testing for Non-Infectious Conditions 

• Hypertension, obesity, CVD, diabetes, COPD, dyslipidemia, breast/ 
cervical/ bowel cancer, smoking, alcohol use and substance use  

• Dental caries and oral health concerns (all) 

• Visual impairment (all) 

– Consider vitamin A deficiency or trachoma 

• Glaucoma (African descent >40 years, all others >50 years) 

• Hearing impairment (all) 

• Mental health, social and emotional health (all)  





Clinical case #2 

• Caucasian, male 

• 45 years-old 

• Co-infected with HIV/HCV 

• HCV genotype 3a 

• HCV viral load of 875437 IU/ml 

• Undetectable HIV viral load (cART: FTC/TDF+DTG) 

• CD4+ count: 538/mm3 

• Natural immunity for HBV and HAV 

 



Regarding HCV, what is the clinical priority? 

• HCV treatment 

• Status of liver damage 

– Staging of fibrosis  

(e.g. FibroScan®, liver biopsy, serum fibrosis markers) 

– Hepatic synthetic function (e.g. coagulation, albumin, cholinesterase) 

– Ultrasound  

• HCC surveillance 











HCV extrahepatic manifestations  

affecting oral cavity 

• Xerostomia 

– Increases patient vulnerability to caries and oral soft tissue disorders 

• Sjögren’s syndrome 

• Sialadenitis 

• Lichen planus   

+ Oral deficient hygiene 

 



Immunization – chronic liver disease 

• Influenza 

• Tdap 

• Pneumococcal vaccine 

• Hepatitis B 

• Hepatitis A 

• Zoster vaccine (>60 years) 

• HPV (woman up to age 26; man up to age 21) 

• MMR  

• Varicella  




