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INTRODUCTION
* Inthe START study,' immediate cART initiation reduced the risk of
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METHODS prospective follow up

« EuroSIDA participants were followed from the latest of 1/1/2001 or
recruitment to last visit or death (Figure 1). Participant follow-up
and events were censored when current CD4 count was < 500
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allowed multiple events per participant. Recurrences of the same
event were not included.

Figure 4: Relationship between a new diagnosis of opportunistic disease

RESULTS and prior diagnosis of different opportunistic diseases

« Of 11,378 persons (median age 40y, median CD4 589 cells/pL, e e
73.3% male, 87.7% on cART and 77.1% VL < 400 at baseline), fepmnie e T e O
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« After adjustment, a higher nadir CD4 was associated with a
marginally significantly increased incidence of cancer and a lower
incidence of viral infections (Figure 3).

« Other than viral or protozoal infections, prior history of all types of
opportunistic diseases was significantly associated with a new
opportunistic disease after immune recovery (Figure 4). .’Jﬁm ﬂr%"imm:: ~-w:“ﬁmwmm;:. e e )
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CONCLUSIONS

« A subset of HIV+ persons with CD4 > 500 cells/uL, particularly
those with prior history of opportunistic disease and without good
response to cART, remains at subsequent risk of new opportunistic
diseases.

¢ Clinical scores to quantify individual risk of developing
opportunistic diseases after immune recovery are needed.
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