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Background: To synthesize published literature on the association between human immunodeficiency virus (HIV) infection and radiation therapy (RT)-related toxicities.

Methods: Two electronic databases, MEDLINE and Embase, were searched to identify studies published before November 2016 comparing RT-related toxicities between HIV-infected and HIV-uninfected patients receiving RT or chemoradiation therapy (CRT) for cancer. A qualitative synthesis of included articles and organ-specific toxicities was then performed.

Results: Of the 21 studies included in this review, 15 reported on anal cancer treatment, three on cervical cancer, two on Kaposi sarcoma, and one on prostate cancer. Reports in the pre-antiretroviral therapy (ART) or early ART era tended to identify increased morbidity and mortality with HIV infection. However, modern series incorporating more concurrent chemotherapy, conformal RT techniques, and ART administration result in fewer studies reporting toxicity differences in patients treated for anal and cervical cancers. When statistically significant, HIV-infected patients had higher rates of gastrointestinal toxicity with anal cancer CRT (up to 50%) and higher rates of hematologic toxicity with cervical cancer CRT (up to 31%). Of the 17 studies reporting treatment outcomes, nine suggest HIV-infected patients may have reduced local control and/or survival rates.

Conclusions: Overall, RT is likely similarly tolerated between HIV-infected and HIV-uninfected patients, especially with modern RT techniques. HIV-infected patients should continue to receive established standard of care RT and CRT dosing.
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INTRODUCTION

The global prevalence of cancer in people infected with human immunodeficiency virus (HIV) is increasing in parallel with the increased availability of cancer treatment worldwide. This has led to an increasing number of patients with HIV-associated malignancies receiving radiation therapy (RT) and chemoradiation therapy (CRT). Mortality and incidence of Acquired Immunodeficiency Syndrome (AIDS) defining cancers (ADCs) such as Kaposi sarcoma and non-Hodgkin lymphoma have decreased with expanding access to HIV antiretroviral treatment (ART) (1–3). However, non-AIDS-defining cancers (NADCs), such as anal cancer, prostate cancer, and Hodgkin lymphoma, have increased by three-fold from 1991 to 2005 (1, 2). In fact, there is now a higher rate of NADCs among HIV-infected patients compared to HIV-uninfected patients (4). The cause of this increase in NADCs among HIV-infected patients is likely multifactorial, including increased lifespan, lifestyle factors, oncogenic effects of viral co-infection, and chronic immune dysregulation resulting from HIV infection (5). Given the significant burden of malignancy among people living with HIV, and that approximately half of all cancer patients receive RT at some point during their disease course (6–8), determining the impact of HIV infection on RT-related toxicity is crucial.

Historically, concerns regarding the tolerability of RT in immunocompromised patients resulted in the exclusion of HIV-infected patients from most oncologic clinical trials. The relative paucity of clinical trial data has led to inconsistent reports regarding the association of HIV and toxicities arising from RT or CRT (9–11). A recent systematic review of studies reporting the efficacy and toxicity of RT in HIV-infected patients found that although increased toxicity was found in some studies, all cancers ought to be treated with standard-of-care regimens and there was no evidence to support treatment deintensification (12). We sought to further define the severity and type of organ-specific toxicity in HIV-infected patients treated with RT and CRT through systematic literature review.

METHODS

Study Design

A literature review protocol was drafted to include all elements of the Preferred Reporting Items for Systematic Review and Meta-Analyses (PRISMA) checklist (13). Retrospective cohort studies, prospective cohort studies, and case control studies directly comparing toxicities in HIV-infected vs. HIV-uninfected patients were eligible for this review. Case reports, case series, and cross-sectional prevalence studies were excluded due to lack of control groups. Only articles written in English were included.

Participants, Interventions, and Comparators

The population under investigation was HIV-infected cancer patients. There were no restrictions based on age, gender, ethnicity, geographic location, co-morbidities, or number of patients. The interventions under investigation were RT or CRT. The primary outcome of interest was toxicity or other complications following RT. Acute toxicities were defined as those diagnosed within 6 months of initiating RT, and late toxicities were defined as those presenting 6 months after the initiation of RT. Secondary outcomes included local disease control, disease-free survival, overall survival, and hospitalization rates.

Search Strategy and Data Sources

The core strategy was reviewed prior to execution using the Peer Review for Electronic Search Strategies checklist (14). MEDLINE (via PubMed) and Embase were searched using the medical subject heading (MeSH) terms or equivalent keywords “radiotherapy,” “chemoradiotherapy,” “Antiretroviral Therapy, Highly Active,” “HIV,” “Acquired Immunodeficiency Syndrome,” “complications,” “adverse effects,” and “toxicity”. The searches were conducted on November 5, 2016 (Appendix 1). Reference lists of full-text articles were evaluated for additional unique titles not previously identified through database search.

Study Selection

Three researchers (AL, LV, AO) reviewed the search results. The final study selection process first included a review of titles followed by abstracts. When reviewing the titles, two of the three researchers independently reviewed the studies for inclusion, and each was classified as “include,” “unsure,” or “exclude”. If a study was classified “include” by either researcher, it was automatically advanced to the next level of review. If either reviewer classified a study as “unsure,” the third researcher made the final determination. If both researchers classified a study as “exclude,” it was excluded from further analysis. Reasons for exclusion were classified into one of the following groups: (1) Study: the study type was not a randomized control trial, retrospective or prospective cohort study containing both HIV-infected and HIV-uninfected cohorts, or case-control study (2) Population: the study population did not include cancer patients with HIV/AIDS, (3) Intervention: the population did not receive either RT or CRT, (4) Outcome: the study did not investigate toxicity outcomes, (5) Language: the study was not in English, or (6) Other.

When reviewing the abstracts, two of the three researchers independently reviewed the studies for inclusion using the same method as above. In order for studies to be included in the final data extraction stage, two researchers were required to be in agreement. Disagreements were resolved by discussion among all three researchers.

Data Extraction

After articles were selected for inclusion, data from each study was extracted using a structured form. Data extracted included study identification information, study design and methods, population characteristics (including HIV status, CD4 count, and type of cancer), treatments (including ART, RT, and CRT), outcome measures (organ-specific toxicity outcomes, disease-free survival, overall survival), results, author's key conclusions, and reviewer comments (Appendix 2). Data extraction focused on the following main endpoints of interest: discontinuation due to any adverse event; grade 3–4 adverse events; mortality; hospitalization; and gastrointestinal (GI), cutaneous, or respiratory adverse events. Each study's definition of these outcomes was also extracted. Study-specific toxicity definitions were recorded. Differences in data extraction were resolved by consensus among the three researchers.

Bias in each study was also assessed using the Cochrane Risk of Bias Tool. Specifically, studies were evaluated for selection bias, information bias, and bias in analysis. Risk of bias assessments were performed using the Cochrane Risk of Bias tool (15).

Data Analysis

Qualitative synthesis was conducted using evidence tables and written evidence summaries. Studies were summarized by cancer type to minimize heterogeneity in comparing treatment regimens and organ-specific toxicities. For each study, the study design and participant characteristics were noted. This included study size, cancer type and stage, HIV status, and initial CD4 counts or viral loads. Differences between HIV-infected and HIV-uninfected populations with regard to RT dosing and chemotherapy dosing (if applicable), RT duration, treatment compliance, toxicity, and survival outcomes were compared. HIV management was also examined, including use of ART. Due to small sample sizes and significant heterogeneity among studies, no meta-analyses were performed. Risk of bias was assessed for each individual study. The PRISMA reporting checklist can be found in Appendix 3.

RESULTS

Search Results

The search of electronic databases resulted in a total of 1,733 studies, including 1,061 studies from PubMed and 661 studies from Embase (Figure 1). Eleven unique studies were identified during full text article review and also assessed for inclusion in the review. After removing duplicates, a total of 1,538 unique studies remained. During the title review, 1,026 studies were excluded and 512 remained for abstract review. Reasons for exclusion based on title review were: incorrect type of study (n = 329), incorrect study population (n = 244), incorrect intervention (n = 281), incorrect outcome (n = 161), non-English language (n = 10), and duplicate (n = 1).
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FIGURE 1. Consort diagram for study selection in this systematic review.



During the abstract review, 478 studies were excluded and 34 studies remained for full-text review. Reasons for exclusion based on abstract review were: incorrect type of study (n = 350), incorrect study population (n = 37), incorrect intervention (n = 42), incorrect outcome (n = 11), non-English language (n = 27), and abstract-only text (n = 11). During the full-text review, 13 studies were excluded, and 21 remained for the data extraction phase of this study (Appendix 4). Reasons for exclusion based on full-text review were: incorrect type of study (n = 2), incorrect intervention (n = 3), incorrect outcome (n = 2), and abstract-only text (n = 6) (Figure 1).

Of the 21 studies in the analysis, all were cohort studies including both HIV-infected and HIV-uninfected populations (16–36). Four were prospective studies and 17 were retrospective cohort studies. Altogether, these studies included a total of 2,320 patients, including 725 (31.3%) HIV-infected patients and 1,595 (68.8%) HIV-uninfected patients. Anal cancer was the most frequently studied disease site with 15 reports, followed by cervical cancer with three reports. All studies except Wieghard et al. (30) reported that HIV-infected cancer patients were more likely to be of younger age and in non-genitourinary (GU) cancers, all studies reported that HIV-infected cancer patients were more likely to be male. Seventeen studies originated from North America or Western Europe, and four studies originated from South Africa, Botswana, or Kenya. Toxicities were graded by either Radiation Therapy Oncology Group guidelines or Common Terminology Criteria for Adverse Events, both of which have similar criteria for severe grade 3 or higher toxicities. Five studies did not define a precise toxicity grading scheme (17, 22, 23, 26, 31). The most commonly assessed toxicities were acute skin, gastrointestinal, hematologic, and systemic (e.g., dehydration, pain) toxicities, which are listed for each study in Table 1.


Table 1. Studies reporting treatment toxicity in HIV-infected (HIV+) and HIV-uninfected (HIV–) patients treated for anal cancer in chronological publication order.
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All patients received RT, with concurrent chemotherapy (CRT) administered in 53–100% of anal cancer patients and in 0–84% of cervical cancer patients. RT was delivered as 3D conformal RT (3DCRT) or intensity modulated RT (IMRT). Where technique was not specified, Tables 1, 2 list “external beam RT (EBRT)” as the treatment technique. Boost RT doses were delivered with external beam or brachytherapy. Concurrent chemotherapy regimens are listed in Tables 1, 2. For anal cancer (Table 1), the majority of studies reported use of standard-of-care 5-fluorouracil (5FU) with mitomycin C (MMC) with a minority of studies reporting using of 5FU and cisplatin, which was an acceptable standard until the Radiation Therapy Oncology Group 9,811 results were reported in 2008 (37). For cervical cancer (Table 2), the preferred chemotherapy agent was cisplatin, which is also consistent with contemporary standards of care.


Table 2. Studies reporting treatment toxicity in HIV-infected (HIV+) and HIV-uninfected (HIV-) patients treated for cervical cancer.
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Description of Studies and Qualitative Synthesis by Cancer Type

Anal Cancer

Fifteen of the total 21 studies examined anal cancer patients, totaling 1,439 patients, 373 of whom were HIV-infected (16–30). All of the studies were published between 2001 and 2017 (Table 1). Total RT dose administered and modalities were similar between studies, with 3DCRT as the most common method of EBRT and boost RT delivered through either EBRT or brachytherapy. In studies reporting differences in cancer treatment regimen by HIV status, HIV-infected patients were found to have more EBRT boost compared to brachytherapy (16, 24), higher rates of chemotherapy dose reduction(e.g., 72% HIV-infected patients received full dose chemotherapy vs. 91% HIV-uninfected patients) (19, 21), and longer delay between diagnosis and initiation of therapy(e.g., 84 days in HIV-infected vs. 54 days in HIV-uninfected) (20, 21). Of the 11 of the 15 anal studies reporting ART use (Table 1), 70–100% of HIV-infected patients were on ART at the time of treatment.

Ten of the 15 anal cancer studies found no difference in acute grade 3–4 toxicities in HIV-infected patients; only five reported increased toxicities (22–27). In two of those five studies conducted in the pre- or early ART era (1980–1990s), no information was available regarding the use of ART or viral control (23, 24). Therefore, although up to 80% of HIV-infected patients experienced acute grade 3–4 skin, GI, and hematologic toxicities (24) or required more treatment breaks and chemotherapy dose reduction (23), the conclusions are difficult to generalize to contemporary practice among HIV-infected patients on ART. The remaining three studies reported increased acute grade 3–4 toxicities in HIV-infected patients despite adequate HIV control. In these patients, ART was prescribed in 95–100% of patients and the median reported CD4 counts ranged from 306 to 321 cells per microliter, with < 30% of patients with CD4 counts < 200 (22, 26, 27). The incidence of acute toxicities in HIV-infected patients was primarily GI-related and double that of HIV-uninfected patients (17–24% in HIV-uninfected vs. 35–48% in HIV-infected), but not exceeding 50% in absolute incidence (22, 27). In one study, RT duration was found to be significantly longer in HIV-infected patients by 8 days (p = 0.007). Out of 1,439 patients, only one treatment-related death was reported in an HIV-infected patient and the death was due to bowel obstruction/perforation (28). Importantly, studies reported since 2014, which include over 600 patients, have not shown increased rates of acute toxicities in HIV-infected populations, increased RT duration, or increased rates of chemotherapy dose reduction.

Only two of the 15 anal cancer studies compared late toxicity rates; one study reported decreased late grade 2 or higher proctitis in HIV-infected patients 8% in HIV-infected vs. 25% in HIV-uninfected) (28) while another study found increased rates of late grade 3 to 4 ulcer formation (GI toxicity) among HIV-infected patients 35% in HIV-infected vs. 15% in HIV-uninfected) (18).

In the 13 post-ART anal cancer studies, seven evaluated toxicity, and clinical outcomes using CD4 counts or viral load stratification and found no differences in toxicity (20, 27, 28), colostomy rates (20, 22), local recurrences (20), distant metastases (20), or overall survival (16, 20, 22, 26, 28, 29).

Cervical Cancer

Three studies examined RT toxicities in patients treated for cervical cancer (Table 2). Although two of three found increased rates of acute grade 3 or higher toxicity in the HIV-infected cohort (32, 34), the most recent and largest prospective cohort study to date did not (31). Types of acute toxicities varied by study, with the oldest study (32) identifying more GU toxicities using anterior-posterior and posterior-anterior (AP/PA) beam arrangements (relative risk, RR 4.8) and the more modern study utilizing 3DCRT, brachytherapy boost, and concurrent chemotherapy (34) finding more grade 3 or higher acute hematologic toxicities (31% in HIV-infected vs. 10% in HIV-uninfected) despite only 60% receiving concurrent chemotherapy. In the recent prospective cohort study by Dryden-Petersen et al. (31) reporting on the largest cohort of HIV-infected women to date with 231 patients, no differences in acute skin, GI, GU, hematologic, or renal toxicity were observed between HIV-infected and HIV-uninfected women.

Kaposi Sarcoma

Two studies evaluated RT toxicities in treatment for Kaposi sarcoma. Chang et al. (17) compared toxicities and clinical responses between classic Kaposi sarcoma and epidemic Kaposi sarcoma. Patients were treated with RT alone from 1963 to 1990 using electron beam therapy, superficial x-rays, or Co-60 teletherapy. No grade 3–4 toxicities were found in either group. Stein et al. (31) also examined toxicities following RT in classic and epidemic Kaposi sarcoma in patients treated between 1978 and 1992. In this study, lesions were treated with electron beam therapy, superficial x-rays, or Co-60 teletherapy. Of the 15 patients with AIDS, ten were diagnosed with opportunistic infections, and the majority presented with disseminated skin involvement as part of advanced disease. Three patients developed grade 3 or higher toxicity, and all three were patients with AIDS-related Kaposi sarcoma of the oral mucosa. Because both studies were conducted in the pre-ART era, no data on CD4 count, or ART use was available.

Prostate Cancer

One study examined RT toxicity in prostate cancer. Kahn et al. (33) matched each of 13 HIV-infected men with two HIV-uninfected control men to evaluate a total of 39 patients. Patients were matched by RT dose and treatment technique, tumor stage, Gleason score, prostate specific antigen, age, and race. The median CD4 count was 354 cells per microliter (range 50–1,002), and ART was administered in 62% of patients prior to diagnosis and in 69% of patients during treatment. The four-year biochemical failure rate was similar at 87–89%, but increased pre-treatment and post-treatment HIV viral loads were found to be significant risk factors for biochemical failure (p = 0.04). Acute GU and GI toxicities were significantly decreased in HIV-infected patients (p < 0.001 and p = 0.003, respectively), but only one HIV-uninfected patient (4%) experienced an acute grade 3 GU toxicity. Late GU and GI toxicities were also significantly decreased in HIV-infected patients (p < 0.001 and p < 0.001, respectively), with only one HIV-infected patient (7%) reporting a late grade 3 GU toxicity.

Reported Treatment Outcomes

Although not the primary aim of this study, 17 of the 21 studies evaluated differences in clinical response to therapy by HIV-infection status in addition to cancer treatment-related toxicities (Table 3). Nine of the studies reported worse outcomes in HIV-infected compared to HIV-uninfected patients, either with poorer local control and recurrent rates (20, 22, 23, 27, 32) or worse survival (20, 23–26, 31).


Table 3. Studies reporting treatment outcomes in HIV-infected (HIV+) and HIV-uninfected (HIV–) patients.
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Bias

Not every paper included details about CD4 count or ART administration. Among all studies that did, there was a wide range of CD4 values without obvious selection of only patients with well-controlled HIV infection. Reporting bias was found in all studies. In studies reporting changes in treatment technique for HIV-infected patients without associated increased toxicity, treatment selection bias favoring dose reduction or use of EBRT boost, rather than brachytherapy, may be present (16, 19, 21, 24, 30, 34). Observer bias may result in physicians grading toxicities differently based on a patient's known HIV status.

DISCUSSION

As patients with HIV live longer and develop NADCs, defining the risk of RT toxicity in HIV-infected patients is becoming increasingly relevant. In a systematic review of literature examining RT-related toxicity differences in HIV-infected and HIV-uninfected cohorts, we did not find compelling evidence that RT toxicity was increased in HIV-infected patients. However, several studies have reported increased acute grade 3 or higher toxicities in HIV-infected patients that may have the potential to negatively affect clinical outcomes. Thus, aggressive management of acute toxicities remains a high priority for HIV-infected patients.

Our systematic literature review identified 21 studies examining RT-induced toxicities. In studies conducted in the pre-ART or early ART era, where HIV-infected patients had overall poorer performance status, HIV-infected patients were observed to experience 2- to 6-fold increases in acute grade 3 or 4 skin, GI, pain, and hematologic toxicities that translated into increased treatment breaks and chemotherapy dose reductions (23, 24, 36). As a result of compromised treatment regimens, and, perhaps more importantly, reflecting the natural history of untreated HIV, both studies found that HIV-infected patients had significantly worse survival outcomes. However, in the post-ART era, severe RT-related toxicities among HIV-infected patients were found to be less prevalent.

In the 13 anal cancer studies conducted in the post-ART era, nine reported no differences in acute toxicity by HIV status. Of the four studies reporting increased toxicity rates (three reporting increased acute toxicity and one reporting increased late toxicity), the most common severe toxicity was GI-related (up to 48% of HIV-infected patients) followed by skin toxicity (up to 35%) in studies using 3DCRT techniques (18, 22, 27). Interestingly, in studies published after 2014 with greater proportions of patients treated using IMRT technique, acute skin, GI, and hematologic toxicity differences were not found. This could be due to a more favorable toxicity profile with IMRT compared to 3DCRT in anal cancer (38), perhaps with synergistic effects of better and earlier HIV treatment, but additional studies are required to further explore this association.

Only three studies evaluating cervical cancer treatment were identified. With increasing use of ART, increased concurrent chemotherapy administration, and improvements in technique from AP/PA to 3DCRT, toxicity profiles have changed from primarily GU-related to hematologic-related (32, 34), with the most recent large prospective cohort study finding no differences in severe toxicities. These findings support the notion that increasingly conformal RT delivery techniques can improve acute toxicities, even in the context of concurrent chemotherapy in cervical cancer (38).

Grade 3 or higher skin toxicities were rare among Kaposi sarcoma studies. However, Stein et al. (36) reported more opportunistic infections and disseminated skin involvement in HIV-infected patients and found that all three of their patients who experienced grade 3 toxicities were HIV-infected. These observations likely reflect the challenges in treating patients with advanced AIDS in the pre-ART era rather than RT-related skin toxicities, but modern reports comparing toxicity in patients with HIV treated with superficial RT for skin cancers are needed.

Lastly, one study examined prostate cancer treatments and found that HIV-infected patients were less likely to experience acute and late GU and GI toxicities (33). Unfortunately, the reasons for decreased toxicities in HIV-infected patients were not determined. However, grade 3 toxicities were rare as only one HIV-uninfected patient experienced an acute grade 3 toxicity and only one HIV-infected patient experienced a late grade 3 GU toxicity. Altogether, this study appears to support the evidence that no significant differences in severe toxicities are observed between HIV-infected and HIV-uninfected patients.

Of the 17 studies commenting on differences in treatment outcomes, nine reported either worse local disease control or survival. Some explanations for these outcome disparities included compromised treatment regimens due to acute toxicities (24, 26, 32) and differences in biology, such as early oncologic progression (31), HIV-related comorbidities or persistence of the human papilloma virus implicated in anal and cervical cancers (20, 22). Further studies are needed to better define the contribution of biology and compromised treatment regimens to clinical outcomes in HIV-infected patients.

Many studies attempted to stratify toxicity and clinical outcomes by HIV control. CD4 counts, viral load, and ART administration did not appear to strongly affect toxicity or clinical outcomes in any anal or cervical cancer studies evaluating this effect. In the single prostate cancer study, increased pre- and post-RT viral load was associated with increased risk of biochemical failure, but decreased CD4 count was not (33). However, the results from these studies should be interpreted with caution due to small sample size and inconsistent ART initiation times. For example, although Simonds et al. (34) report 100% ART administration, only 44% of the patients were on ART prior to RT, and the remaining patients started ART during or after RT. Other studies with higher percentages of HIV-infected patients initiated on ART prior to RT may not have described the duration of ART, HIV control, or specific components of ART administered (22, 23, 33). There remains heterogeneity in using CD4 counts, viral load, and ART to measure HIV control, and future studies evaluating the effect of HIV control on toxicity and clinical outcomes are still greatly needed.

Many of the studies in this review were limited by their small sample sizes and retrospective study design. Statistical comparisons of toxicities were frequently limited to acute toxicities alone; chronic toxicities were often difficult to assess due to limited follow-up. Although these studies encompass patients in both developing and developed countries, the vast majority originated from academic centers in the US and Europe and may therefore not be generalizable to other countries. Two studies had significant loss to follow-up (32, 36). Five studies did not define a precise toxicity grading scheme (17, 22, 23, 26, 31). Potential biases included treatment selection bias and observer bias, where physicians may prescribe treatment regimens and grade toxicities differently depending on knowledge of a patient's HIV status.

In summary, the results of this systematic review suggest that RT is likely similarly tolerated by HIV-infected and HIV-uninfected patients, especially in the era of ART, conformal RT techniques, even when combined with chemotherapy. In studies where HIV-infected patients experienced increased grade 3 or 4 acute toxicities, toxicities were primarily GI for anal cancer patients or hematologic for cervical cancer patients, resulting in treatment delays or chemotherapy dose reductions that may have a negative impact on cancer control outcomes. Because there is no definitive evidence that HIV-infected patients are more likely to experience acute toxicities, especially in the era of modern ART, and the available data argues against upfront dose reduction or treatment de-intensification due to the negative impact on clinical outcomes, we recommend continuing with established standard of care dosing with aggressive treatment for acute toxicities. Additional studies with larger comparative cohorts treated in the modern ART era with advanced RT techniques, focused on different cancer sites, and more homogeneous cancer treatment regimens are needed to strengthen the evidence on this topic.

AUTHOR CONTRIBUTIONS

The study design was conceptualized by MX, AL, and SG, with data collection performed by AL, LV, and AO. Data analysis was performed by MX, AL, LV, and SG. Manuscript writing and editing was performed by MX, NZ, and SG.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fonc.2018.00276/full#supplementary-material

REFERENCES

 1. Shiels MS, Pfeiffer RM, Gail MH, Hall HI, Li J, Chaturvedi AK, et al. Cancer burden in the HIV-infected population in the United States. J Natl Cancer Inst. (2011) 103:753–62. doi: 10.1093/jnci/djr076

 2. Shiels MS, Engels EA. Evolving epidemiology of HIV-associated malignancies. Curr Opin HIV AIDS (2017) 12:6–11. doi: 10.1097/COH.0000000000000327

 3. Cobucci RN, Lima PH, de Souza PC, Costa VV, Cornetta MaC, Fernandes JV, et al. Assessing the impact of HAART on the incidence of defining and non-defining AIDS cancers among patients with HIV/AIDS: a systematic review. J Infect Public Health (2015) 8:1–10. doi: 10.1016/j.jiph.2014.08.003

 4. Shiels MS, Cole SR, Kirk GD, Poole C. A meta-analysis of the incidence of non-AIDS cancers in HIV-infected individuals. J Acquir Immune Defic Syndr. (2009) 52:611–22. doi: 10.1097/QAI.0b013e3181b327ca

 5. Worm SW, Bower M, Reiss P, Bonnet F, Law M, Fätkenheuer G, et al. Non-AIDS defining cancers in the D:A:D Study–time trends and predictors of survival: a cohort study. BMC Infect Dis. (2013) 13:471. doi: 10.1186/1471-2334-13-471

 6. Barton MB, Frommer M, Shafiq J. Role of radiotherapy in cancer control in low-income and middle-income countries. Lancet Oncol. (2006) 7:584–95. doi: 10.1016/S1470-2045(06)70759-8

 7. Barton MB, Jacob S, Shafiq J, Wong K, Thompson SR, Hanna TP, et al. Estimating the demand for radiotherapy from the evidence: a review of changes from 2003 to 2012. Radiother Oncol. (2014) 112:140–4. doi: 10.1016/j.radonc.2014.03.024

 8. Tyldesley S, Delaney G, Foroudi F, Barbera L, Kerba M, Mackillop W. Estimating the need for radiotherapy for patients with prostate, breast, and lung cancers: verification of model estimates of need with radiotherapy utilization data from British Columbia. Int J Radiat Oncol Biol Phys. (2011) 79:1507–15. doi: 10.1016/j.ijrobp.2009.12.070

 9. Klein EA, Guiou M, Farwell DG, Luu Q, Lau DH, Stuart K, et al. Primary radiation therapy for head-and-neck cancer in the setting of human immunodeficiency virus. Int J Radiat Oncol Biol Phys. (2011) 79:60–4. doi: 10.1016/j.ijrobp.2009.10.042

 10. Sanfilippo NJ, Mitchell J, Grew D, DeLacure M. Toxicity of head-and-neck radiation therapy in human immunodeficiency virus-positive patients. Int J Radiat Oncol Biol Phys. (2010) 77:1375–9. doi: 10.1016/j.ijrobp.2009.06.087

 11. Housri N, Yarchoan R, Kaushal A. Radiotherapy for patients with the human immunodeficiency virus: are special precautions necessary? Cancer (2010) 116:273–83. doi: 10.1002/cncr.24878

 12. Alongi F, Giaj-Levra N, Sciascia S, Fozza A, Fersino S, Fiorentino A, et al. Radiotherapy in patients with HIV: current issues and review of the literature. Lancet Oncol. (2017) 18:e379–93. doi: 10.1016/S1470-2045(17)30440-0

 13. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement. PLoS Med. (2009) 6:e1000097. doi: 10.1371/journal.pmed.1000097

 14. Sampson M, McGowan J, Cogo E, Grimshaw J, Moher D, Lefebvre C. An evidence-based practice guideline for the peer review of electronic search strategies. J Clin Epidemiol. (2009) 62:944–52. doi: 10.1016/j.jclinepi.2008.10.012

 15. Higgins JP, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman AD, et al. The cochrane collaboration's tool for assessing risk of bias in randomised trials. BMJ (2011) 343:d5928. doi: 10.1136/bmj.d5928

 16. Abramowitz L, Mathieu N, Roudot-Thoraval F, Lemarchand N, Bauer P, Hennequin C, et al. Epidermoid anal cancer prognosis comparison among HIV+ and HIV- patients. Aliment Pharmacol Ther. (2009) 30:414–21. doi: 10.1111/j.1365-2036.2009.04026.x

 17. Amin R, Ebisutani K, Zeng J. Impact of HIV status and protease inhibitor use on blood counts during chemotherapy and radiation treatment for anal and lung cancers. J Rad Oncol. (2016) 3:25. doi: 10.1016/j.ijrobp.2014.05.1274

 18. Doyen J, Benezery K, Follana P, Ortholan C, Gérard JP, Hannoun-Levi JM, et al. Predictive factors for early and late local toxicities in anal cancer treated by radiotherapy in combination with or without chemotherapy. Dis Colon Rectum. (2013) 56:1125–33. doi: 10.1097/DCR.0b013e3182a226bd

 19. Fraunholz I, Rabeneck D, Gerstein J, Jäck K, Haberl A, Weiss C, et al. Concurrent chemoradiotherapy with 5-fluorouracil and mitomycin C for anal carcinoma: are there differences between HIV-positive and HIV-negative patients in the era of highly active antiretroviral therapy? Radiother Oncol. (2011) 98:99–104. doi: 10.1016/j.radonc.2010.11.011

 20. Grew D, Bitterman D, Leichman CG, Leichman L, Sanfilippo N, Moore HG, et al. HIV infection is associated with poor outcomes for patients with anal cancer in the highly active antiretroviral therapy era. Dis Colon Rectum. (2015) 58:1130–6. doi: 10.1097/DCR.0000000000000476

 21. Hammad N, Heilbrun LK, Gupta S, Tageja N, Philip PA, Shields AF, et al. Squamous cell cancer of the anal canal in HIV-infected patients receiving highly active antiretroviral therapy: a single institution experience. Am J Clin Oncol. (2011) 34:135–9. doi: 10.1097/COC.0b013e3181dbb710

 22. Hogg ME, Popowich DA, Wang EC, Kiel KD, Stryker SJ, Halverson AL. HIV and anal cancer outcomes: a single institution's experience. Dis Colon Rectum. (2009) 52:891–7. doi: 10.1007/DCR.0b013e31819eefa6

 23. Holland JM, Swift PS. Tolerance of patients with human immunodeficiency virus and anal carcinoma to treatment with combined chemotherapy and radiation therapy. Radiology (1994) 193:251–4. doi: 10.1148/radiology.193.1.8090901

 24. Kim JH, Sarani B, Orkin BA, Young HA, White J, Tannebaum I, et al. HIV-positive patients with anal carcinoma have poorer treatment tolerance and outcome than HIV-negative patients. Dis Colon Rectum (2001) 44:1496–502. doi: 10.1007/BF02234605

 25. Martin D, Balermpas P, Fokas E, Rödel C, Yildirim M. Are there HIV-specific differences for anal cancer patients treated with standard chemoradiotherapy in the era of combined antiretroviral therapy? Clin Oncol. (2017) 29:248–55. doi: 10.1016/j.clon.2016.12.010

 26. Munoz-Bongrand N, Poghosyan T, Zohar S, Gerard L, Chirica M, Quero L, et al. Anal carcinoma in HIV-infected patients in the era of antiretroviral therapy: a comparative study. Dis Colon Rectum (2011) 54:729–35. doi: 10.1007/DCR.0b013e3182137de9

 27. Oehler-Jänne C, Huguet F, Provencher S, Seifert B, Negretti L, Riener MO, et al. HIV-specific differences in outcome of squamous cell carcinoma of the anal canal: a multicentric cohort study of HIV-positive patients receiving highly active antiretroviral therapy. J Clin Oncol. (2008) 26:2550–7. doi: 10.1200/JCO.2007.15.2348

 28. Seo Y, Kinsella MT, Reynolds HL, Chipman G, Remick SC, Kinsella TJ. Outcomes of chemoradiotherapy with 5-Fluorouracil and mitomycin C for anal cancer in immunocompetent versus immunodeficient patients. Int J Radiat Oncol Biol Phys. (2009) 75:143–9. doi: 10.1016/j.ijrobp.2008.10.046

 29. White EC, Khodayari B, Erickson KT, Lien WW, Hwang-Graziano J, Rao AR. Comparison of toxicity and treatment outcomes in HIV-positive versus HIV-negative patients with squamous cell carcinoma of the anal canal. Am J Clin Oncol. (2017) 40:386–92. doi: 10.1097/COC.0000000000000172

 30. Wieghard N, Hart KD, Kelley K, Lu KC, Herzig DO, Mitin T, et al. HIV positivity and anal cancer outcomes: a single-center experience. Am J Surg. (2016) 211:886–93. doi: 10.1016/j.amjsurg.2016.01.009

 31. Dryden-Peterson S, Bvochora-Nsingo M, Suneja G, Efstathiou JA, Grover S, Chiyapo S, et al. HIV infection and survival among women with cervical cancer. J Clin Oncol. (2016) 34:3749–57. doi: 10.1200/JCO.2016.67.9613

 32. Gichangi P, Bwayo J, Estambale B, Rogo K, Njuguna E, Ojwang S, et al. HIV impact on acute morbidity and pelvic tumor control following radiotherapy for cervical cancer. Gynecol Oncol. (2006) 100:405–11. doi: 10.1016/j.ygyno.2005.10.006

 33. Kahn S, Jani A, Edelman S, Rossi P, Godette K, Landry J, et al. Matched cohort analysis of outcomes of definitive radiotherapy for prostate cancer in human immunodeficiency virus-positive patients. Int J Radiat Oncol Biol Phys. (2012) 83:16–21. doi: 10.1016/j.ijrobp.2011.05.047

 34. Simonds HM, Neugut AI, Jacobson JS. HIV status and acute hematologic toxicity among patients with cervix cancer undergoing radical chemoradiation. Int J Gynecol Cancer (2015) 25:884–90. doi: 10.1097/IGC.0000000000000441

 35. Chang LF, Reddy S, Shidnia H. Comparison of radiation therapy of classic and epidemic Kaposi's sarcoma. Am J Clin Oncol. (1992) 15:200–6. doi: 10.1097/00000421-199206000-00004

 36. Stein ME, Lakier R, Spencer D, Dale J, Kuten A, MacPhail P, et al. Radiation therapy for non-AIDS associated (classic and endemic African) and epidemic Kaposi's sarcoma. Int J Radiat Oncol Biol Phys. (1994) 28:613–9. doi: 10.1016/0360-3016(94)90186-4

 37. Chuong MD, Freilich JM, Hoffe SE, Fulp W, Weber JM, Almhanna K, et al. Intensity-modulated radiation therapy vs. 3D conformal radiation therapy for squamous cell carcinoma of the anal canal. Gastrointest Cancer Res. (2013) 6:39–45.

 38. Hui B, Zhang Y, Shi F, Wang J, Wang T, Yuan W, et al. Association between bone marrow dosimetric parameters and acute hematologic toxicity in cervical cancer patients undergoing concurrent chemoradiotherapy: comparison of three-dimensional conformal radiotherapy and intensity-modulated radiation therapy. Int J Gynecol Cancer (2014) 24:1648–52. doi: 10.1097/IGC.0000000000000292

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Xu, Liewen, Valle, Olson, Zetola and Grover. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fonc-08-00276-t002.jpg
Study n (HIV+,
HIV-)

Gichangi et al.
@2y
n=218(414,
167-)
Simonds et al.
@4y,
n=218(36+,
1774

Dryden-Petersen
etal. (31);
n=327 231+,
96-)

RT modalityand  Reported treatment
dose differences in HIV+
AP/PA using More treatment
Co-60 (46.8Gy,

range 40-50Gy)

3DCAT (46-60Gy)  More liely to receive
+ BT boost RT alone (o = 0.01)
(20-25Gyin 4-5

)

EBRT(45-50Gy)  None

+ BT boost

(14-26in2-4 1)

%Concurrent
chemo

0%

61%+
Cisplatin or
carboplatin
76%-
Cisplatin or
carboplatin
84%+
Cisplatin
73%-
Cisplatin

%ART

ND

829%

CD4 counts

ND

Median 341 (range
33-790)
<200in 17%

Median 397 QR
264-655)

Toxicities
assessed

Acute G3-4 GU,
G, and skin

Acute G3-4
overall, heme,
renal, G, GU, and
skin

Acute G3-4
overall, heme,
renal, Gl, GU, ID,
skin

Significant toxicity
differences in HIV+
vs. HIV-

Higher acute G3-4 GU
and overall toxicites:
RR 4.8 (o = 0.002) and
RR6.7 (p = 0.003)
Increased acute G3-4
heme and overall
toxicities: 30.6%+ vs.

10.2%- (p = 0.003)
and OR2.16 (CI
098-4.8;p = 0.05)

None

Anterior-posterior and posterior-anterior paralll-opposed fields (AP/PA), anti-retroviraltherapy (ART), brachytherapy (BT), chemotherapy (chemo), Cobalt 60 (Co-60), confidence interval
(G fractions ), gastrointestinal (GI), genitourinary (GU), grade 3-4 (G3-4), interquartie range (IQR) odds ratio (OR), radiotherapy (RT), reetive risk (RR), three-clmensional conformel
radiation therapy (3DCRT), and not discussed (ND).





OPS/images/fonc-08-00276-t003.jpg
Study

Abramowitz et . (16)

Doyen et al. (18)
Dryden-Petersen et al.
@1

Fraunholz et al. (19)

Gichangi et al. (32)

Grew et al. (20)

Hammad et al. (21)

Hogg et al. (22)

Holland et al. (23)

Kahn et al. (33)

Kim et al. (24)

Martin et al. (25)

Munoz-Bongrand et al.
o)

Oehler-Janne et al. (27)

Seo et al. (28)

White et al. (29)

Wieghard et al. (30)

Site

Anal

Anal

Anal

Anal

Anal

Anal

Anal

Prostate

Anal

Anal

Anal

Anal

Anal

Anal

Anal

Outcomes evaluated

3-year LC
3-year 0S

3-year relapse frequency

5-year cumulative colostomy incidence
Median OS

Initial complete response

5year LC

5-year OS

Risk of residual tumor at 4-7 months in
HiVeinfected

3-year colostomy-free survivalin HIV-
3-year OS in HIV-

Response duration

Median OS

Recurrence rate after 6 months
Mean recurrence-free sunvival

os

Time to failure™

Actuarial survival (2 years for HIV+, 4
years for HIV-)

Biochemical failur free survival
os

Initial complete response
Median cause-specific mortality
Initial complete response.
5-year locoregional ailure
5-year distant metastasis
5-year OS

S-year CSS

5-year LG

5-year disease-free suvival
5-year 0S

Initial complete response
5-year LG

5-year relapse-free suvival
5-year 0S

5-year CSS

3-year colostomy-free survival
3-year 0S

3-year CSS

3-year colostomy-free sunvival
3-year progression-free suvival
3-year 0S

3-year CSS

Initial complete response
Recurrence status
Colostomy-free survival
Median 08

Significance

NS
NS
NS
NS
22 months HIV+ vs. 31 months HIV- (o = 0.

NS
NS
NS
ARB.7 (1.3-102), p = 0.009

HR3.23,p = 0.036
HR 2.33,p = 0.087

NS

NS

29% HIV+ vs. 8% HIV- (p = 0.009)

30.6 months HIV-+ vs. 45.3 months HIV- (o = 0.02)

NS
1.4 months HIV-+ vs. 14.4 months HIV-
29% HIV+ vs. 71% HIV- (o < 0.001)

NS
NS

NS

1.4 year HIVA- vs. 6.3 year HIV- o < 0.05)
NS

NS

NS

NS

80.5% HIV+ vs. 93.8% HIV- (o = 0.03)
NS

NS

39% HIV+ vs. 84% HIV- (0 = 0.03)
NS

38% HIV+ vs. 87% HIV- (0 = 0.008)
35% HIV+ vs. 74% HIV- (p = 0.03)
NS

NS

NS

NS

NS

NS

NS

NS

NS

NS

NS

NS

NS

Cause-specific survival (CSS), hazard ratio (HR), local control (LC), non-significant (NS), overall survival (OS), and relative risk (RR). *Study did not report p-value for this event.





OPS/images/fonc-08-00276-g001.gif
e

T






OPS/images/fonc-08-00276-t001.jpg
Studyn (HIV+, RTmodality  Reported %Concurrent %ART  CD4 counts Toxicities Significant toxicity

HIV-) and dose treatment chemo assessed differences in HIV+
differences in vs. HIV-
HIV+
Holland et al. 3DCRT (53Gy) ~ Chemo dose 100%+ ND  ND Acute G3-4 skin,  Acute G3-4 toxcities
(23) reduction (57%+ vs.  29% with SFU/MMC Gl, heme, ID including skin, Gl, ID,
n=62(7+ 55 7%-) pain, and dehydration
Increased treatment  76% (43%-+ vs. 7%-)"
breaks (100%+vs.  65% with SFUMMC
55%-)
Kmetal. 24)  ND None 77%+ SFUIMMC ND  Median 146 (ange  Acute and late Increased acute G3-4
n=73(13+, 70%- 30-200) G3-4 skin, G, skin, GI, and heme
60-) SFUMMC heme toxicities (overall 80%-+
vs. 30%-, p < 0.009)
Oehler-Janne  3DCRTwhole  Increased duration 5%+ with 30% 100%  Median 321 range  Acute and late Increased acute G3-4
etal. (27); pelvis (45Gy) +  of RT (o = 0.007) SFU/MMC 2-1200) G3-4 skin, G, ‘skin toxicities (35%+
n=121(40+, BT boost Fewer received 729%- with 64% heme V5. 17%-, p = 0.04)
81-) (14Gy) chemo (55%+vs.  SFU/MMC and decreased late G2
72%-)" or higher procitis 8%+
Inguinal RT more vs. 25%-, p = 0.03)
often (o < 0.005)
and BT boost
avoided (p <
0.0005)
Abramowitz SDCRTwhole  More EBRT than BT 52%+ 9%  <200in71% Acute and late None
etal. (16); pelvis + EBRT (o= 0.04)and 83% vith G3-4
n=151(44+,  or BT boost longer time between  5FU/cisplatin
107-) (60-65Gy) diagnosis and 56%-
chemo o =0016)  70% with
SFU/cisplatin
Hoggetal. (22  ND None 95%+ 9%  <200in26% Acute andlate G, Increased acute GI
n=87@21+, SFUMMC GU, heme, ID, toxicities (48%+ vs.
66-) 89%- SFUMMG skin, systemic 24%-,p = 0.04)
Seoetal. (28  3DCRTwhole  None 95%+ SFUMMC 71%  Mean 190 Acute and late None
n=36(14+,3  pelis 100%- skin, GI, GU
post-transplant,  (43-68Gy) SFUMMC
199
Fraunholzetal.  3DCRTwhole  Fewer received 72%+ SFUIMMC 100%  Median 347.5 Acute G3-4 skin,  None
(19 pelvis (50.4Gy)  full-dose chemo 91%- (range 63-930) G, heme
n=70(5+,  +EBRTOrBT  (72%+vs.91%-,p SFUMMC
457) boost =004
(6.4-10.8Gy)
Hammad et al. EBRT whole Less likely to receive  85%-+ 5FU/MMC 100% Median 232 (range  Acute G3-4 skin, None
@ pelvis full dose chemo 88%- 125-460) heme, G, brain,
n=45(13+,  (45-59Gyin  (educeddosein  SFU/MMC dehydration, ID
32-) HIV+ and 54%+ and 12%-)
45-63Gyin
HIV-)
Munoz- 3DCRTwhole  Increased duration ~ 80%+ SFU/Gisplatin ~ 95%  <200in 15% Duration of GRT,  Increased duration of
Bongrand etal.  pelvis + EBRT  oftreatmentdueto  73%- Median 306 (range ~ acute toxicities treatment due to acute.
(6); boost (60Gy)  acute toxicities (o = 5FU/cisplatin 118-621) toxicity [p = 0.027)
n=46(20+, 0027)
26
Doyenetal. (18 3DCRTwhole  None 1%+ ND  ND Acute and late Increased late G3-4 Gl
n=105(17+,  pelvis (45Gy) + 92% with G3-4skinand Gl toxicity (35.3%+ .
88-) EBRT boost SFU/cisplatin 14.8%-, p = 0.04)
(14.4Gy) or BT 0% wiith SFL/MMG
boost (12Gy in 83%-
319 70% with
SFUcisplatin
9% with SFUMMC
Aminetal (17, Anal:50.4Gy  None 50% SFUMMC 100%  Mean 282 Acute heme None
n=58(11+ Lung: 60-74 Gy 36% other
anal, 8+ lung,
39- anal)
White etal. (29 EBRT (APPAor  None 8%+ 70%  Mean 455 Acute and late. None
n=258(53+,  IMRT)+EBRT 96% with SFUMMC G3-4 skin, G,
205-) or BT boost heme
(54 Gy, range 8%~
28-60Gy) 95% vith SFUMMC
Grewetal.(20);  3DCRTor IMRT  Longer duration 81%+ SFUMMC ND <200in 8% Acute fatigue, None
n=107(39+,  wholepelis  frombiopsytoCRT  88%- SFU/MMC Median 381 (range skin, GI
68-) (654Gy) (p=0042) 13-1177)
Wieghard otal.  EBRT(MRT)  Less likely torecove  36%+ 100%  Median 238 Treatment breaks,  None
(30); MMGC (o = 0.001) SFUMMC all G3-4 toxicities
n=86(14+, 86%-
724) SFUMMC
Martin et l. (25;; 3DCRT or IMRT  More likely to receive  100%-+ SFU/MMG ND ND Acute G3-4 skin,  None
n=142(42+,  whole pelvis chemo dose 100%- SFU/MMC @I, heme, and pain
100 504Gy +/~  reduction, butnot
EBRT boost statistically

(5.4-108Gy)  significant

Anterior-posterior and posterior-anterior paraliel-opposed fieds (AP/PA), anti-retroviral therapy (ART), brachytherapy (BT), chemotherapy (chemo), chemoradiotherapy (CRT), external
beam radiation therapy (EBRT), fractions (i), gastrointestinal G, genitourinary (GU), grade 3-4 (G3-4), infectious disease (D), intensity-modulated radiation therapy (IMRT), mitomycin
C (MMC), three-dimensional conformal radliation therapy (3DCRYT), 5-fluorouracil (5FU), and not discussed (ND). *Study did not report p-values.





OPS/images/cover.jpg
, frontiers
in Oncology

Organ-Specific Toxicities Due to
Radiation Therapy in Cancer Patients
With or Without HIV Infection: A
Systematic Review of the Literature









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Oncology





