
SCREENING FOR ANAL SQUAMOUS INTRAEPITHELIAL
LESIONS

A meta-analysis estimated the clinical benefits and cost-
effectiveness of screening HIV-positive homosexual and bisex-
ual men for anal squamous intraepithelial lesions (ASIL) and
anal squamous cell carcinoma. Researchers calculated lifetime
costs, life expectancy, and quality-adjusted life expectancy for
no screening and four screening strategies using anal Papani-
colaou (Pap) tests (screening every 3 years, every 2 years, every
year, and every 6 months). In patients with CD4 cell counts
higher than 0.5 x 109/L, anal Pap screening every 2 years
increased quality-adjusted life expectancy by 2.7 months and
increased total costs by $2940, resulting in an incremental cost-
effectiveness ratio of $13,000 per quality-adjusted life year
(QALY) saved compared with no screening. Annual Pap
screening demonstrated a clinical benefit of $16,600 per
QALY saved compared with screening every 2 years. In pa-
tients with CD4 cell counts lower than 0.5 x 109/L, annual anal
Pap screening demonstrated a clinical benefit of less than
$25,000 per QALY saved compared with no screening. Increas-
ing screening frequency to every 6 months did not demon-
strate significant clinical benefit in either patient population
when compared with annual screening. The study concluded
that screening HIV-positive homosexual and bisexual men for
ASIL was associated with substantial benefit, regardless of HIV
development. Additional research is necessary to identify rates
of progression of high-grade ASIL to cancer with and without
highly active antiretroviral therapy, to evaluate treatment
modalities for high-grade ASIL, and to assess acceptability of
screening to both patients and health care providers.
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HIV-1 REPLICATION AFTER COMBINATION
ANTIRETROVIRAL THERAPY

A cohort study examined evidence of ongoing HIV-1 replica-
tion as well as a decrease in the size of the latent reservoir in
patients who had undetectable plasma HIV-1 RNA levels for 2
to 3 years during combination therapy with three or four drugs.
The study included patients (n = 8) who exhibited complete
suppression of plasma HIV-1 while being fully compliant with
the prescribed antiretroviral therapy. Sequential peripheral-
blood mononuclear cells (four from each patient) were exam-
ined for changes in DNA sequence, which would indicate on-
going replication of HIV-1. No evolution of viral sequence was
demonstrated during treatment in six of the eight patients.

However, two patients exhibited substantial sequence diver-
gence only possible through continued viral replication. De-
spite viral replication, no evidence of drug-resistant viral geno-
types was found in the DNA of these patients. Ongoing HIV-1
replication was demonstrated in the lymphocyte population of
one of the patients with sequence divergence. The study con-
cluded that highly active antiretroviral therapy is not always
strong enough to eradicate HIV-1 infection or induce remis-
sion. Continued research is necessary to facilitate a truly effec-
tive therapy able to eliminate the latent reservoir of HIV-1.
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ACQUIRED RIFAMYCIN MONORESISTANCE

Researchers examined a randomized, open-label multicenter
study comparing two regimens of short-course tuberculosis
therapy to determine possible mechanisms of acquired rifamy-
cin monoresistance in HIV-seropositive patients. Patients with
HIV-related tuberculosis (an HIV-seropositive group and an
HIV-seronegative group) were randomized to rifapentine and
isoniazid once weekly or rifampin and isoniazid twice weekly for
the last 4 months of standard 6-month tuberculosis therapy.
Within the observation period, four HIV-seropositive patients
in the rifapentine/isoniazid arm developed rifamycin monore-
sistance, which led to the premature closure of the HIV-
seropositive study group. Patients in the HIV-seropositive group
(n = 61) were assessed for tuberculosis relapse. No treatment
failures occurred during the study phase. Five of 30 patients in
the rifapentine/isoniazid arm and three of 31 patients in the
rifampin/isoniazid arm relapsed after treatment. The relapses
in the rifapentine/isoniazid arm occurred from 9 to 34 weeks
after treatment ended; the relapses in the rifampin/isoniazid
arm occurred from 11 to 24 weeks after treatment. Age, CD4
cell count, combined extrapulmonary and pulmonary disease
at baseline, and use of azole antifungal drugs each demonstrat-
ed a univariate association with rifamycin monoresistant
relapse. Researchers concluded that HIV-seropositive patients
should not be treated with the once-weekly continuation-phase
regimen of isoniazid and rifapentine.
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sistance in patients with HIV-related tuberculosis treated with once-
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A I D S  U p d a t e

Abstracts of current literature on epidemiology, diagnosis, and treatment
Series Editor: Jihad Slim, MD

Hospital Physician  August 1999 15

Dr. Slim is Assistant Professor of Medicine, Seton Hall University, South
Orange, NJ, and Infectious Disease Specialist, St. Michael’s Medical Center,
Newark, NJ. Abstracts written by Stacy S. Boyle, Hospital Physician.

Copyright 1999 by Turner White Communications Inc., Wayne, PA. All rights reserved.


