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BACKGROUND et Characteristics at baseline! Incidence of NHL and HL Continued (Figures 2 and 3) P9 8idence of Hodgkin lymphomas (HL) and non-Hodgkin (NHL)
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Non-Hodgkin (NHL) and Hodgkin lymphomas (HL) are common in HIV+ people’. I8 Toain e .yﬁ‘;aﬁgf |y:§fr.‘§.:/.f + Ofthe 117NHL, 48 (41%1were immunoblastic, 14 (12%) were Burkitt, 5 (4%) were T °Dm‘_’:f
Previous research has described significant declines in NHL2 but not HL3 after cART, | o wao(m o (00 primary brain, and 46 (43%) were of unknown or other subtype. 3 .
however data on individual risk factors is limited. Median age (years, 10R) wieisey sseses ssesoss | IN unadjusted analysis, incidence of NHL increased with lower current CD4 category, ¢,
Mcion)Voor/of mono (07 R 00 (2001,20061 | 200 (2001 2064 2002001 200) HIV-VL=400 copies/mL, and was higher in those who spent less than half of follow —up £
e D C2D ML 012 B B0 with HIV-VL <400 copies/mL. Figure 2. Those with a prior AIDS defining malignancy ~ € °
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Determine th le of demoaraphic. immunological and HIV-related factors on NHL and | iwsmsmisen me: 6016 406) 62630 . (ADM, excluding NHL) also had higher incidence. Figure 3. £
etermine the role of demographic, unological a elated factors o a Prior AIDS (Not NHL) 40% @7.6) a5 @09) s@a |+ Incidence of HL was higher in those with lower current CD4 category, however this was §°*
HL incidence across Europe. ErRien A o) g Zi) 2ED less marked than for NHL. Figure 2.Incidence of HL was not found to be associated =
METHODS e T with current HIV-VL, % follow-up spent with HIV-VL <400 copies/mL or a prior ADM D TP B s B S DD
HIV-Viral Load? <400 copiesimL. 749 (53.) 44055) 19@08) (excluding NHL). Figure 2 and Figure 3. CurntAge  Modeof ansmision _Prio DI Curent AT use
EuroSIDA participants with follow-up after 1/1/2001 and without a history of NHL or HL EE - + Neither NHL or HL incidence was associated with age, cCART use, or transmission i) G
were included. Crude incidence of NHL and HL were calculated and stratified by patient [as Incidence of Hodgkin (HL) and mode. rigue 4 Adjusted incidence rate ratios (alRR)
characteristics. Separate Poisson regression models were used to identify risk factors for o nomHodgKin (NHL) ymphoma over time " -
NHL and HL. Both current and historical measures of HIV Viral-load (HIV-VL) (% of time | 2 polusted analysis (FIOUT® &) eved and listed in the footnote of Fidure 4 = =
with HIV-VL <400 copies/ml) and immunosuppression (Nadir CD4, % of time with | 5 er adjusiment for 1actors olspiaye In e ‘ gured. o —of
3 . k. » Historical HIV-related variables, such as a prior diagnosis of ADM or less time with g el L
CD4<200 cells/mm?) were considered. H . . o e ing cacer (i)
LIS R controlled HIV RNA, were more strongly associated with NHL incidence than current ervata —o— ———
RESULTS 17 y A HIV-VL. Figure 4. e e
i L i el o Sicit + The association between lower CD4 cell count and increased incidence remained for o o ra
Baseline characteristics (Table 1) Sl ¥ 9o to  —om— both HL and NHL, however no time trend in either NHL or HL incidence was evident ~ emmmwa —o
« Atotal of 14,820 people were included contributing 97,220 person years of follow-up  wewens Catencar year after adjustment. Figure 4. - — A==
peop 5ol :
(PYFU), of which 14,679 (95,804 PYFU) were included in analyses for NHL and | § % e s i s s s s as s s » Older age was associated with higher NHL but not HL incidence. Figure 4. 55-200%

14,785 (96,824PYFU) were included for analyses of HL. Table 1.

CONCLUSION
+ The cohort was mainly male (73%), white (87%) with a median age of 39 years at . . . - .
baseline. At baseline, 80% had ever used cART, 59% had a CD4 > 350 cells/mm3 and | Incidence of Hodgkin lymphomas (HL) and non-Hodgkin (NHL) NHL development was as_somated W't,h current immunodeficiency and hlgtory Of_ .
54% had a HIV-VL <400 copies/mL.Table 1 lymphoma by CDA, HIV-VL and history of viral suppression uncontrolled viral replication, suggesting that exposure to uncontrolled viral replication may
° ’ ' aw = play a part in NHL development in addition to current immunodeficiency. Conversely, HL

Incidence of NHL and HL (Figure 1) g incidence was elevated in those with current severe immunodeficiency (CD4<200
g, 3 . - X

+ Intotal, 117 developed NHL (incidence rate 1.2/1000 PYFU, 95%Cl 1.0-1.5) and 45 § . cells/mm3), but cumulative exposure to uncontrolled HIV replication was not a risk factor.
developed HL (0.5/1000 PYFU, 95%CI 0.3-0.6). Incidence of NHL and HL declined Jos References
over time. NHL incidence declined by 12 (95%Cl: 7-16)% from 2.1 (1.2,3.7) /1000 . , . ) fici Viral Replicati he Risk of .
PYFU in 2001 to 0.5 (0.2,1.3) /1000 PYFU in 2013/14/15 and incidence of HL émzu k g!\;irebreé%ic?im‘]iaIeltsiilr-n(;r?(;:l P':el\v/ ;rggczu)or;slér:rnz%nst;de ieone Vial Repleaton, and the fisc of Cancer.
declined by 9 (1-15)% per year from 0.9 (0.4,2.1)/1000 PYFU to 0.5 (0.2,1.3) /1000 o 2. Clifford, G. M., et al. (2005). "Cancer risk in the Swiss HIV Cohort Study: associations with
PYFU in unadjusted analyses. Figure 1. e VAL % Tt VYL 400 immunodeficiency, smoking, and highly active antiretroviral therapy." J Natl Cancer Inst 97(6): 425-432.

o ooy SN oo b 3. Patel, P., et al. (2008). "Incidence of Types of Cancer among HIV-Infected Persons Compared with the
ERiE e General Population in the United States, 1992-2003." Ann Intern Med 148(10): 728-736.




