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Prevalence of KS 

• KS >20,000x more frequent if HIV+ 

 

• By March 1989, 15% of PWA in USA 
(n=13,616) 

– 21% in MSM 

– 1% in haemophiliacs 

 

 
Beral et al., Lancet 1990 Jan 20;335(8682):123-8 



1994: discovery of causative agent 

• KSHV (HHV-8) 

 

• Also implicated in: 

– Multicentric Castleman’s Disease 

– Primary Effusion Lymphoma 

 

Chang et al. Science. 1994 Dec 16;266(5192):1865-9 



Franceschi et al, Br J Cancer 2008; 99: 800-4 



KS in 2018 

• Incidence reduced 

 

• Occurs at higher CD4 counts 



Approach to management 

Ideally joint management between HIV 
physician and oncologist 

 

1. Confirm the diagnosis histologically 

 







Approach to management 

1. Confirm the diagnosis 

2. Start ART 



Approach to management 

1. Confirm the diagnosis 

2. Start ART 

3. Take photographs 





Approach to management 

1. Confirm the diagnosis 

2. Start ART 

3. Take photographs 

4. Staging 

– Is there an indication for chemotherapy? 



Visceral disease: 14% of patients 











Chemotherapy 

• Visceral disease 

• Extensive cutaneous disease (despite ART) 

 

• Liposomal doxorubicin (every 3 weeks) 

• Paclitaxel (every 2 weeks) 

 





Approach to management 
1. Confirm the diagnosis 
2. Start ART 
3. Take photographs 
4. Staging 

– Is there an indication for chemotherapy? 

5. Chemotherapy (or radiotherapy) in a minority 
 
Ideally joint management between HIV physician and 
oncologist 



Lymphoma 

 



Non-Hodgkin lymphoma 

Bohlius et al., Antivir Ther 2009 

53605  patients 
22 European cohorts 
212042 PY FU 
 521 NHL 
62 PCNSL 
 
165-fold increased  
Incidence in HIV+ 



Presentation 

• Lump 

• Systemic symptoms 

– Fever, sweats 

– Weight loss 

– Anaemia, raised C-RP 



Is it lymphoma? 

• Tissue biopsy 

– Excision vs. needle biopsy 
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2. Confirm diagnosis and type 



• Hodgkin lymphoma 

• Non-Hodgkin lymphoma 
– DLBCL 

– Burkitt-type (histological/ c-MYC rearrangement) 

– Plasmablastic 

– Primary effusion lymphoma 

• Primary CNS lymphoma 



Hodgkin lymphoma 

• 10-20x increase in incidence if HIV+ 

• Incidence has not fallen markedly with ART 

 

• ABVD 4-6 cycles 

• Outpatient-based 



 Good prognosis 

• 23 consecutive patients with Hodgkin lymphoma 
from 6 centres 2007-2010 

 

• All treated with ART and ABVD 

 

• 100% 2 year survival for patients with negative 
PET-CT after 2/3 cycles 

Okosun et al., AIDS 2012, 26: 861-5 
 



DLBCL 

• R-CHOP 6-8 cycles 

• Outpatient-based 

 

• 78% overall survival  

– 97 patients (2003-11) 

Coutinho et al. AIDS 2014 Mar 13;28(5):689-97 



Burkitt-type 

• More aggressive 

• Higher risk of CNS disease 

 

• CODOX-M/IVAC 

• Inpatient-based 



Rodrigo et al., 2012  







HIV-associated plasmablastic lymphoma 

• 50 patients from 13 institutions over 10 years 

 

• Median CD4 206 cells/mm3 

• 90% extranodal disease, 27% oral involvement 

• myc rearrangements in 41% 

• CR 66%; median overall survival 11 months 

• Intensive chemotherapy didn’t improve survival 

Castillo et al. Cancer 2012, epub17 APR 2012 DOI: 10.1002/cncr.27551 



Primary CNS lymphoma 

• High-dose methotrexate + rituximab 

+/-Autologous stem cell transplantation 



Lymphoma – approach to management 

1. Obtain tissue 
2. Confirm diagnosis and type 
3. Start ART 
4. Staging (?CNS disease; baseline PET) 
5. Start chemoprophylaxis 
6. Chemotherapy 
7. Follow up for relapse 



Role of the HIV physician 
1. Optimise ART 

– Integrase inhibitors 
– Avoid ritonavir and cobicistat 
– ?Avoid TDF in aggressive chemotherapy regimens 

 

2. Prophylaxis 
– Co-trimoxazole 
– Fluconazole 
– Aciclovir 
– TDF/TAF + FTC if Hepatitis B cAb+ 
– Azithromycin (?caution if stem cell transplantation) 

 

3. Co-ordination/morale 


