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Background and introduction

An estimated 2 334 662 people are living with HIV in Europe and Central Asia, of whom 1 944 695 (83%; range:
65—-100%) have been diagnosed with the infection [1]. As the population with HIV is aging, 18.7% of new HIV
diagnoses occur in people aged over 50 years [2]. Additionally, it is estimated that in Western and Central Europe,
the proportion of people living with HIV aged 55 years and older will increase from 34% in 2020 to 47% in 2030 [3].

With increasing life expectancy, people living with HIV face a growing burden of non-communicable diseases
(NCDs), including cardiovascular disease (CVD), diabetes, cancers, chronic renal, liver, and pulmonary diseases, as
well as mental and neurocognitive disorders. In the general population, the age-standardised mortality rate from
NCDs in the World Health Organization (WHO) European Region was 427.1 (312.0-572.9) per 100 000 in 2019,
with premature deaths accounting for 29.8% of cases [4], with people living with HIV experiencing an even higher
burden of NCDs and increased mortality [5-7], as studies show that after 10 years of follow-up, individuals living
with HIV have nearly twice the risk of developing an NCD (42.2% vs. 23.9% in the non-HIV cohort) [5]. By 2030, it
is projected that up to 84% of people living with HIV will have at least one NCD, with 28% experiencing three or more [8].

The factors contributing to the higher prevalence of NCDs among people living with HIV are numerous and vary
across countries and healthcare settings. Some are HIV-specific, such as persistent inflammation, late diagnosis,
and antiretroviral therapy (ART)-related toxicities [9-11]. Others, though common in the general population, may
be more prevalent among those with HIV, including substance use [12, 13], smoking [14], unhealthy diet [15],
stigma and discrimination [16], barriers to care [17], and coinfections [18], all of which significantly impact NCD
development and management.

The Sustainable Development Goals (SDG), adopted by the United Nations in 2015, emphasise the importance of
ensuring healthy lives and promoting well-being for all ages. This includes the commitment to end AIDS, but also
to ‘reduce by one-third premature mortality from non-communicable diseases through prevention and treatment
and promote mental health and well-being’ by 2030. Achieving these goals requires a strong and standardised
framework for HIV prevention and care across Europe.

What are standards of care for HIV?

The standards of care for HIV define the expected or desired quality of prevention, treatment, and care for people
at risk of HIV acquisition or living with HIV.

The standards are based on a scientific rationale, as well as the responsibilities of each stakeholder, to ensure that
people receive appropriate, high-quality prevention and care that aligns with the most up-to-date medical
knowledge and ethical standards.

The European Centre for Disease Prevention and Control (ECDC) in partnership with the European AIDS Clinical
Society (EACS) have developed standards of care in the areas of HIV testing, pre-exposure prophylaxis (PrEP),
antenatal screening, commencement of ART, and HIV and co-morbidities
(https://www.ecdc.europa.eu/en/infectious-disease-topics/hiv-infection-and-aids/prevention-and-
treatment/ecdceacs-standards-hiv).

Each standard is based on the following structure:

. Brief description of the rationale for the standard;

. Quality statements describing best practice based on current guidelines, evidence, and expert opinion;

. Related, measurable and auditable outcome indicators used to assess the quality and effectiveness of the
services;

. Numeric values for defined targets.

The standards are person-centred in their approach with a specific focus on being equitable, non-discriminatory,
relevant, appropriate, and accessible for people at risk of or living with HIV.

Who is the intended audience of the standards of care?

These standards of care are designed for three distinct audiences:

. people at risk of acquiring HIV or people who are living with HIV;
. people responsible for the provision and delivery of HIV-related services (service providers);
. people who have a responsibility for policy, guidance development and commissioning or funding of HIV

services (European Commission and public health institutes).


https://www.ecdc.europa.eu/en/infectious-disease-topics/hiv-infection-and-aids/prevention-and-treatment/ecdceacs-standards-hiv
https://www.ecdc.europa.eu/en/infectious-disease-topics/hiv-infection-and-aids/prevention-and-treatment/ecdceacs-standards-hiv
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Applying the standards

Auditing is an essential tool to support the application and measurement of these standards. Audits at clinic and at
structural/policy levels provide a reference point against which to benchmark the quality of HIV prevention or care services.

The indicators listed in the standards are either structural, process or outcome indicators (defined in Annex 2).
Many of the structural indicators are collected annually through the 2004 Dublin Declaration monitoring. On the
other hand, to evaluate performance against the process indicators, in particular at the clinical service level, cyclical
audits can generate results to form recommendations to improve quality and provision of care. Clinical level audits
can thus supplement data collected through the Dublin Declaration monitoring. Specifically, findings from clinical
audits could be used to identify areas of underperformance to produce specific clinic recommendations and drive
quality improvement.

On a broader scale, auditing can assess the quality-of-care patients receive in Europe, guide service
commissioning, and support the development of public health, clinical, and community guidelines.

Methodology

How were the standards of HIV care developed?

An advisory group and topic-specific writing groups consisting of representatives from clinical care providers, public
health practitioners, community organisations and people living with HIV from across Europe were established (see
Annex 1). The advisory group provided overarching advice throughout the duration of the project, supported the
prioritisation of module selection, prioritisation of quality statements and indicators and reviewed the standards of
care module. The topic-specific writing groups have developed the quality statements, indicators, and targets
(under the guidance of an EACS expert lead writer) and also reviewed the final standards of care testing module.

In developing the standard, a combination of consensus-building techniques, such as the RAND/UCLA
Appropriateness method and the Delphi method, were used. The RAND method is a formal consensus technique
that combines scientific evidence with expert opinions to create guidelines, recommendations, and quality
indicators, particularly in healthcare settings. This method was used to identify topics for the standards of care and
for developing quality statements and indicators. The Delphi method is a structured communication process that
gathers expert opinions and facilitates consensus through multiple rounds of questions and feedback — this method
was used as part of the writing group meetings.

The methodology is described in more detail in the method paper on ECDC’s website at:
https://www.ecdc.europa.eu/en/infectious-disease-topics/hiv-infection-and-aids/ecdceacs-standards-hiv-care

Quality statements, indicators, and targets

The standards of care for HIV and co-morbidities is divided into topics under which quality statements and
indicators have been developed. The topics are listed below followed by the quality statements describing best
practice and the minimum service and care that a person at risk of or living with HIV should expect to be able to
access relative to HIV risk or status and across the life-course.

Topics

Prevention and management of cardiovascular disease;
Cancer screening;

Mental health;

General screening for chronic diseases;

Ageing in people living with HIV;

Lifestyle interventions;

Monitoring and evaluation.

For each of the quality statements listed above, indicators and targets have been developed to support their
monitoring.

A detailed overview of quality statements, indicators, numerator, denominator, targets, and data source can be
found in Annex 2.

Note: The indicators in this module focus on ongoing monitoring and disease management of people in routine HIV care. For the
baseline visit assessments, please refer to the '‘Commencement of ART' Standard of care module.


https://www.ecdc.europa.eu/en/infectious-disease-topics/hiv-infection-and-aids/surveillance-and-updates-hiv-and-aids#monitoring-implementation-of-the-dublin-declaration
https://www.ecdc.europa.eu/en/infectious-disease-topics/hiv-infection-and-aids/ecdceacs-standards-hiv-care
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1. Prevention and management of
cardiovascular disease

Rationale

People living with HIV have an accelerated development of certain chronic non-AIDS co-morbidities including
cardiovascular diseases (CVD) [6, 20]. In the modern antiretroviral treatment era, the risk for myocardial infarction
and stroke in people with HIV remains elevated and is estimated to be between 50-100% higher than in the
general population, even after adjusting for traditional cardiovascular risk factors. While the contribution of
cardiovascular disease to mortality is decreasing in the general population, cardiovascular mortality is increasing in
people living with HIV [21]. Some traditional cardiovascular risk factors are more prevalent among people living
with HIV such as tobacco smoking and dyslipidaemia, however recent reports suggest even when accounting for
these factors, cardiovascular risk remains elevated among people living with HIV[22].

In addition to traditional risk factors, it is postulated that the direct effect of HIV and its consequences on
inflammation, immune activation, and immunodeficiency as well as certain antiretroviral drugs, such as abacavir
and protease inhibitors, may also play a role in CVD development [23]. The more frequently used cardiovascular
disease risk calculators were developed for the general population and tend to underestimate cardiovascular risk
among people living with HIV, as they do not consider the risk-enhancing factors associated with HIV and/or
antiretroviral drugs.

Nevertheless, the EACS Guidelines recommend using the SCORE2 (for people aged 40-69 years) or SCORE2-OP
(for people aged >70 years) to estimate cardiovascular disease risk annually [24]. Recent evidence from a large
interventional clinical trial demonstrated that lifestyle modifications and statin use in people with low to moderate
cardiovascular disease risk reduces cardiovascular disease events in people living with HIV [25]. Hence, it is
imperative to assess cardiovascular risk, and to monitor and treat cardiovascular risk factors in this population for
the prevention of cardiovascular disease.

Table 1. Quality statements, indicators, and targets for topic 1 ‘Prevention and management of CVD’

Quality statement

1.1 People living with HIV should be screened for CVD and have their modifiable risk factors managed

Indicator Target

1.1.1 Percentage of people aged = 40 years accessing HIV care who have their 10- 90%
year CVD risk estimated annually.

Indicator Target

1.1.2 Percentage of people aged > 40 years screened for diabetes (blood glucose or HB1Ac) 90%
within the last 15 months**

Quality statement

1.2 In people living with HIV where elevated cardiovascular risk was identified, an appropriate intervention should be offered

Indicator Target

1.2.1 Percentage of people aged > 40 years with a 10-year CVD risk estimate > 5% who were | 800/
offered a statin or referred/advised to attend routine provider of statin within the last 5 years

Indicator T t
arge

1.2.2 Percentage of people aged > 40 years with a 10-year CVD risk estimate > 5% who were 9

offered referrals to relevant experts (i.e., endocrinologists, dieticians, etc.) within the last 5 90%

years depending on confounding uncontrolled risk factors***

*Indiicators highlighted in bold have been selected for prioritisation to maximise acceptability and feasibility of adoption and
reporting against the standards.

**Diabetes is listed here as a risk factor for CVD events.

***Confounding risk factors: diabetes, arterial hypertension, BMI>30, smoking.
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2. Cancer screening

Rationale

Cancer has emerged as the leading cause of mortality in people living with HIV after AIDS-related deaths, and is
expected to account for a growing number of deaths as people living with HIV age [26]. Indeed, the incidence and
prevalence of numerous malignancies are much higher in people living with HIV than in the general population and
often occur at younger ages, are diagnosed at later stages, and cause higher mortality [27]. Given the devastating
consequences of late cancer diagnosis, enhancing early detection is paramount to improving patient outcomes.
Implementing recommended cancer screening for the general population is highly advisable to increase early
cancer diagnosis rates.

Specific screening recommendations are required for people living with HIV where infection-associated cancers,
such as anal and cervical cancer as well as liver cancers in hepatitis co-infected individuals occur at a much higher
rate than in the general population [24, 28]. Increasing HPV and HBV vaccination rates in people living with HIV
should also contribute to a decrease in infection-related malignancies.

Table 2. Quality statements, indicators, and targets for topic 2 ‘cancer screening’

Quality statement

2.1 All people living with HIV should receive cancer screening in line with EACS Guidelines

Indicator Target

2.1.1 Percentage of women and people with a cervix aged >18 years who have @ 80%
been screened for cervical cancer at least once in the last three years following
EACS Guidelines

Indicator Target
2.1.2 Percentage of men who have sex with men who have received anal 90%
cancer screening within the last two years following EACS Guidelines

Indicator Target
2.1.3 Percentage of people aged 50-75 years who are not terminally ill and have a life 90%

expectancy > 10 years who have been at least once referred for colon cancer screening
or been called up by national screening programmes

Indicator Target
2.1.4 Percentage of people with liver cirrhosis who have been screened for 90%
hepatocellular carcinoma using ultrasound

Indicator Target
2.1.5 Percentage of people aged 50-80 years with at least a 20 pack-year 90%

smoking history*, and are either current smokers or former smokers who have
stopped smoking within the past 15 years, who have been screened for lung

cancer
Indicator Target
2.1.6 Percentage of men and people with a prostate aged > 50 years who are not 90%

terminally ill and have a life expectancy > 10 years who have been screened for prostate
cancer at least once

Indicator Target

2.1.7 Percentage of women and trans men aged 50-74 years who have received 90%
mammography-based breast cancer screening within the last five years

*A 20 pack-year smoking history indicates a cumulative exposure to tobacco equivalent to smoking one pack of cigarettes (20
cigarettes) per day for 20 years, or any combination that multiplies to 20 (e.g. two packs a day for 10 years).

No quality statement

2.2 All people living with HIV should receive cancer preventive vaccination as recommended by EACS

Indicator Target

2.2.1 Percentage of people aged < 45 years who received at least one dose of 90%
HPV vaccination following EACS guidelines




OPERATIONAL SUPPORT European standards of HIV prevention and care: Module on HIV and co-morbidities

Quality statement

2.3 People living with HIV who are diagnosed with cancer should have timely access to specialised oncologists, and should be
managed jointly by HIV physicians and oncologists

Indicator Target

2.3.1 Number of services with documented, agreed-upon referral pathways for people who | 95%
are newly diagnosed with cancer

2.3.2 Percentage of people with a new cancer diagnosis who have a documented Target
medicines review checking for potential drug-drug interactions (DDI) between ART and 97%
proposed chemotherapy drugs, by a competent clinician (e.g. pharmacologist/pharmacist,
experienced HIV physician) or using the Liverpool HIV Interaction website

*Indicators highlighted in bold have been selected for prioritisation to maximise acceptability and feasibility of adoption and
reporting against the standards.

3. Mental health

Rationale

People living with HIV experience higher rates of mental health disorders than the general population. This is
associated with lower retention in HIV care and decreased rates of virological suppression [29]. HIV-associated
stigma and discrimination can further contribute to mental health conditions [30]. The integration of screening,
diagnosis, treatment and care for mental health conditions and psychosocial support, such as counselling and peer
support, with HIV services, appears important to improve HIV treatment outcomes.

The development of integrated approaches that are people-centred and local context-specific could ensure better
HIV and overall health outcomes, well-being and quality of life (QoL) [31]. Simple mental health screening tools
will also help identify individuals who need to be referred to more specialised mental healthcare providers.

Table 3. Quality statements, indicators, and targets for topic 3 ‘mental health’

Quality statement

3.1 All people living with HIV should be screened for mental health problems and quality of life

Indicator Target

3.1.1 Percentage of people who are assessed for QoL within 15 months of last visit | 80%
using a recognised and validated assessment tool**

Indicator Target

3.1.2 Percentage of people screened for depression and anxiety within 15 months of | 80%
HIV diagnosis using recognised and validated screening tools*

*e.g. Patient Health Questionnaire (PHQ) for depression [32], Generalised Anxiety Disorder
(GAD) for anxiety [33] or other validated questionnaires. Diagnostic questions proposed
in the EACS Guidelines may also be used

Indicator Target

3.1.3 Percentage of people living with HIV screened for sleep disorders within 15 months of last | 80%
visit, preferably using insomnia-specific screening questions or a validated tool (e.g.
Insomnia Severity Index ISI-3 [34] **

Quality statement

3.2 People living with HIV with mental health problems should have accessible, documented referral pathways for further
management of their condition, to ensure timely access to mental health care

Indicator Target

3.2.1 Percentage of people with mental health problems with documented referral 80%
or access to mental health care service

*Indicators highlighted in bold have been selected for prioritisation to maximise acceptability and feasibility of adoption and
reporting against the standards.

**Measured as occurring at least once within a 15-month time period; 12 months plus a three-month window allowing for
variation in clinic attendance.
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4. General screening for chronic diseases

Rationale

With the advent of effective ART, the prognosis for people living with HIV has improved significantly and HIV is
now a chronic manageable condition requiring lifelong treatment. People living with HIV may develop chronic
diseases, which may be pre-existing, HIV-associated, or due to the normal ageing process. Moreover, some
antiretrovirals may be associated with toxicities which can affect the development of chronic diseases [35, 36].
Evidence suggests that the chronic inflammation and microbial translocation seen in people with uncontrolled viral
replication reduces, but does not fully normalise, despite effective antiretroviral treatment [37, 38].

Therefore, the optimisation of co-morbidities is crucial for the long-term care of people living with HIV, as it
ultimately impacts quality of life. Importantly, co-morbidities need to be considered when selecting antiretroviral
regimens for treatment initiation or switch, due to the potential for adverse effects of certain antiretroviral drugs.

Table 4. Quality statements, indicators, and targets for topic 4 ‘general screening for chronic
diseases’

Quality statement

4.1 All people living with HIV should be offered regular organ-specific screening for chronic diseases

Indicatr  Target
4.1.1 Percentage of people with renal profile (including at least creatinine and 90%
proteinuria) measured within the last 12 months**

Indicator Target
4.1.2 Percentage of people who have liver profile assessment (AST and/or ALT) 90%

measured within the last 12 months**

Indicator Target

4.1.3 Percentage of smokers/ex-smokers with documented screening for respiratory symptoms 90%
(shortness of breath, cough, sputum, re-occurring lung infections) within the last 24 months

Indicator Target

4.1.4 Percentage of people older than 40 years of age with risk factors for osteoporosis 90%
(including smoking, alcohol use, metabolic syndrome, and frailty-related factors) with a
calculated FRAX! score within the last 24 months

Indicator Target

4.1.5 Percentage of people at increased risk of fracture who had vitamin D checked within the 90%
last 15 months (Assessment based on clinical evaluation, screening questionnaires, or biomarker
evidence as defined in Annex 2)

Quality statement

4.2 If abnormalities in organ function have been detected, patients should be fully assessed for the underlying cause and
appropriately managed and monitored, including specialist referral when indicated

Indicator Target

4.2.1 Percentage of people with chronic kidney disease monitored by repeat renal 95%
profile test and/or UPCR/UACR at least once in the last 15 months**

Indicator Target

4.2.2 Percentage of people with elevated liver transaminases who had received non- | 90%
invasive fibrosis assessment through biomarkers, fibroscan or imaging within the
last 15 months**

Indicator Target

4.2.3 Percentage of people with organ impairment with documented referral to specialised care 90%

*Indicators highlighted in bold have been selected for prioritisation to maximise acceptability and feasibility of adoption and
reporting against the standards.

**Measured as occurring at least once within a 15-month time period; 12 months plus a three-month window allowing for
variation in clinic attendance.

1 Fracture Risk Assessment Tool: https://pmc.ncbi.nim.nih.gov/articles/PMC10904566/
10
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5. Ageing in people living with HIV

Rationale

The availability of potent ART has transformed HIV infection into a chronic disease such that life expectancy for
people living with treated HIV is increasing and at present, almost 50% of all people living with HIV in developed
countries are older than 50 years old [39]. Evidence suggests that HIV is associated with premature ageing and
increased risks of age-related co-morbidities, including frailty and neurocognitive disorders [40-42]. This leads
inevitably to polypharmacy which is commonly defined as the concurrent use of > 5 non-HIV medications.

Polypharmacy occurs two to four times more frequently in people living with HIV compared to the general
population and has been associated with several negative outcomes including drug-drug interactions (DDI),
cognitive impairment, frailty, falls, and hospitalisation [43]. The knowledge of adverse health outcomes associated
with polypharmacy should ensure that there are interventions to prevent harm including medication reconciliation,
medication review (i.e. check of DDI) and medication evaluation considering the risks/benefits for older people
living with HIV.

Table 5. Quality statements, indicators, and targets for topic 5 ‘ageing in people living with HIV’
Quality statement

5.1 In older people living with HIV (aged 50 years or older) timely screening for ageing-related conditions should be
considered and adequately supported to help maintain health

Indicator Target

5.1.1 Percentage of people over 50 years of age experiencing weakness, 70%
slowing, decreased energy, lower activity, or unintended weight loss screened
for frailty using validated tools*

*e.g. gait speed measurement, Short Physical Performance Battery (SPPB), Clinical
Frailty Scale (CFS) and FRAIL Scale (FS)

Indicator Target
5.1.2 Percentage of people with cognitive symptoms/complaints and no 80%
known cause with documented neurocognitive assessment

Indicator Target
5.1.3 Percentage of people living with HIV over 50 years of age with annual 90%

medication review for possible DDI

Indicator Target

5.1.4 Percentage of HIV clinics offering linkage/direction to social support for | 70%
ageing people or having agreed documented pathways to social support
services

"Indicators highlighted in bold have been selected for prioritisation to maximise acceptability and feasibility of adoption and
reporting against the standards.

11
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6. Lifestyle interventions

Rationale

Complementing ART, lifestyle interventions are pivotal to optimise health outcomes for people living with HIV.
There is evidence that regular physical exercise enhances cardiovascular function, reduces chronic systemic
inflammation, and improves metabolic control, mitigating risks of comorbid conditions such as metabolic syndrome
and type 2 diabetes [44, 45]. Nutritional strategies can support immune reconstitution, counter oxidative stress,
and improve the quality of life for people living with HIV [46]. Stopping smoking decreases endothelial dysfunction
and reduces the risk of respiratory and CVD in people living with HIV [47, 48]. Limiting alcohol and substance use
protects hepatic function, ensures ART adherence, and improves mental health outcomes [49, 50].

Together, these integrated lifestyle interventions promote better quality of life, increase life expectancy, and
empower individuals to actively manage their health. Addressing these modifiable risk factors is essential for
reducing morbidity and improving long-term virological and immunological outcomes in people living with HIV.

Table 6. Quality statements, indicators, and targets for topic 6 ‘lifestyle interventions’

Quality statement

6.1 All people living with HIV should be screened for modifiable risk factors and informed about effective lifestyle intervention
to reduce the risk of co-morbidities

Indicator Target
6.1.1 Percentage of people who have a documented smoking status within the 80%
last 15 months**

Indicator Target
6.1.2 Percentage of current smokers provided with smoking cessation advice 90%
Indicator Target

6.1.3 Percentage of people with documentation of (history of) recreational drugs = 80%
and alcohol use within the last 15 months* including men who have sex with
men under the influence of recreational drugs (sometimes referred to as
‘chemsex’) *

Indicator Target

6.1.4 Percentage of people who have been asked about their level of physical activity at 60% (85% minimum in the

least once within the last 15 months aging group of older than 50
years old)

"Indicators highlighted in bold have been selected for prioritisation to maximise acceptability and feasibility of adoption and
reporting against the standards.

**Measured as occurring at least once within a 15-month time period; 12 months plus a three-month window allowing for
variation in clinic attendance.
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7. Monitoring and evaluation

Rationale

Building monitoring systems for chronic healthcare requires stronger person-centred, longitudinal monitoring and
linkage to services for NCDs and other conditions. Good quality health services are integral to universal health
coverage and contributes to achieving SDG 3 ‘Good health and well-being’ [19].

Quality assurance, in the context of delivery of health services, refers to a range of activities related to systematic
assessment and monitoring, intended to ensure that services are fulfilling stated requirements for quality. These
include measuring performance against standards; performing external evaluation (such as accreditation);
communicating standards to users; and monitoring compliance with established standards [51].

To monitor chronic health conditions and ensure comprehensive care for people living with HIV, a well-integrated
system, which combines technology and evidence-based guidelines should be in place.

Table 7. Quality statements, indicators, and targets for topic 7 ‘monitoring and evaluation’

Quality statement
7.1 Every country should develop a standardised protocol that will assure the highest possible quality of care for people living

with HIV, care that is coordinated across levels and providers throughout the life-course, together with ways of measuring and
auditing performance.

Indicator Target

7.1  Percentage of countries with adopted national protocol or guidelines for HIV and co- 90%
morbidity management or alternatively adopt relevant regional or global guidelines if a
national one is not yet available

*Indicators highlighted in bold have been selected for prioritisation in order to maximise acceptability and feasibility of adoption
and reporting against the standards.
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Annex 2. Overview of quality statements and indicators

The indicators? highlighted in green and bold are those selected for prioritisation to maximise acceptability and feasibility of adoption and reporting against the standards .

Prevention and management of cardiovascular disease

were offered referrals to
relevant experts (i.e.,
endocrinologists, dieticians,
etc.) within the last five years
depending on confounding
uncontrolled risk factors*

evidence of having been offered
referrals to relevant experts (i.e.,
endocrinologists, dieticians, etc.)
within the last five years
depending on confounding
uncontrolled risk factors*

attending for routine HIV
care with at least 1 HIV

care-related consultation
within the last 15 months

| Quality statements __________Indicator | Type of indicator _ Key audience | Numerator ___ __ Denominator | Targets _ Datasource |
1.1 People living with HIV should be 1.1.1 Percentage of people Process Healthcare providers Number of people aged = 40 Number of people aged2 | 90% Audit
screened for CVD and have their aged 2 40 years accessing years accessing HIV care with a | 40 years accessing HIV
modifiable risk factors managed. HIV care who have their 10- 10-year CVD risk estimated in care with at least one HIV
year CVD risk estimated the last 15 months care-related consultation
annually. within the last 15
months
1.1.2 Percentage of people Process Healthcare providers Number of people aged = 40 Number of people aged = | 90% Audit
aged 2 40 years screened for years attending for routine HIV 40 years attending for
diabetes (blood glucose or care with blood glucose or HB1Ac | routine HIV care with at
HB1Ac) within the last 15 measured in the last 15 months least one HIV care-related
months™ consultation within the last
15 months
1.2 In people living with HIV where 1.2.1 Percentage of people Process Healthcare providers Number of people aged = 40 Number of people aged > | 80% Audit
elevated cardiovascular risk was aged 2 40 years with a 10-year years with a 10-year CVD risk 40 years with a 10-year
identified, an appropriate intervention | CVD risk estimate = 5% who estimate = 5% with documented | CVD risk estimate = 5%
should be offered. were offered a statin or evidence of having been offered a | attending for routine HIV
referred/advised to attend statin or referred to a routine care with at least one HIV
routine provider of statin within provider of statin (e.g. primary care-related consultation
the last five years care) within the last five years within the last 15 months
1.2.2 Percentage of people Process Healthcare providers Number of people aged = 40 Number of people aged > | 90% Audit
aged = 40 years with a 10-year years with a 10-year CVD risk 40 years with a 10-year
CVD risk estimate = 5% who estimate = 5% with documented | CVD risk estimate = 5%

*Confounding risk factors: diabetes, arterial hypertension, BMI>30, smoking
**Measured as occurring at least once within a 15-month time period; 12 months plus a 3-month window allowing for variation in clinic attendance.

2Indicators highlighted in bold have been selected for prioritisation in order to maximise acceptability and feasibility of adoption and reporting against the standards.



Cancer screening
(Clpemimns  |odsts  [Ueedlelss [Pmerdis

2.1 All people living with HIV should
receive cancer screening in line with
EACS guidelines

2.1.1 Percentage of women
and people with a cervix aged
>18 years who have been
screened for cervical cancer at
least once in the last three
years following EACS
guidelines

2.1.2 Percentage of men who
have sex with men who have
received anal cancer
screening within the last two
years following EACS
guidelines

2.1.3 Percentage of people aged
50-75 years who are not
terminally ill and have a life
expectancy > 10 years who have
been at least once referred for
colon cancer screening or been
called up by national screening
programmes

2.1.4 Percentage of people
with liver cirrhosis who have
been screened for
hepatocellular carcinoma
using ultrasound

2.1.5 Percentage of people
aged 50-80 years with at least
a 20 pack-year smoking
history, and are either current
smokers or former smokers
who have stopped smoking
within the past 15 years, who
have been screened for lung
cancer

2.1.6 Percentage of men and
people with a prostate> 50 years
who are not terminally ill and
have a life expectancy >10 years
who have been screened for
prostate cancer at least once

Process

Process

Process

Process

Process

Process

Healthcare providers

Healthcare providers

Healthcare providers

Healthcare providers

Healthcare providers

Healthcare providers

Number of women >18 years old
attending routine HIV care with a
record of cervical cancer screening
in the last three years

Number of men who have sex with
men attending routine HIV care who
have received anal cancer
screening in the last two years

Number of persons 50-75 years with a
life expectancy > 10 years
(assessment based on documented
medical record entries) attending
routine HIV care who have been
referred for colon cancer screening

Number of people with known liver
cirrhosis in routine HIV care
undergoing liver ultrasound in the
last 12 months

Number of people aged 50-80 years
with a 20 pack-year smoking history
and either current smokers or
former smokers who have stopped
smoking within the past 15 years
who have been screened for lung
cancer

Number of men and people with a
prostate, > 50 years with a life
expectancy >10 years (assessment
based on documented medical record
entries) who have been screened for
prostate cancer

Number of women >18 80%
years old attending
routine HIV care

Number of men who have  90%
sex with men attending
routine HIV care

Number of people aged 50- | 90%
75 with a life expectancy >

10 (assessment based on
documented medical record
entries) years attending

routine HIV care

Number of people with 90%
known liver cirrhosis in
routine HIV care

Number of people aged 90%
50-80 years with a 20

pack-year smoking history

and either current

smokers or former

smokers who have stopped
smoking within the past 15

years

Number of men and people | 90%
with a prostate, living with

HIV, > 50 years with a life
expectancy >10 years

(assessment based on
documented medical record
entries)

Audit

Audit

Audit

Audit

Audit

Audit
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| 2A.7Percentage of womenand | Percentage of womenand | Process Healthcare providers Number of women and trans men aged | Number of women and trans | 90% Audit
trans men aged 50-74 years who 50-74 years who have received men aged 50-74 years
have received mammography- mammography-based breast cancer
based breast cancer screening screening
within the last five years
2.2 All people living with HIV should 2.2.1 Percentage of people Process Healthcare providers Number of people <45 years old.in  Number of people < 45 90% Audit
receive cancer preventive vaccination as | aged < 45 years who received routine HIV care who received at years old in routine HIV
recommended by EACS. at least one dose of HPV least one dose of HPV vaccination  care
vaccination following EACS
guidelines
2.3 People living with HIV who are 2.3.1 Number of services with Structural Policy/Public health Number of services with documented | Number of HIV services 95% Audit
diagnosed with cancer should have documented, agreed-upon referral pathways
timely access to specialised oncologists, | referral pathways for people who
and should be managed jointly by HIV are newly diagnosed with cancer
physicians and oncologists
2.3.2 Percentage of people with | Process Healthcare providers Number of people newly diagnosed Number of people newly 97% Audit

a new cancer diagnosis who
have a documented medicines
review checking for potential
drug-drug interactions (DDI)
between ART and proposed
chemotherapy drugs, by a
competent clinician (e.g.
pharmacologist/pharmacist,
experienced HIV physician) or
using the Liverpool HIV
Interaction website

with cancer with DDI check

diagnosed with cancer
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Mental health

Quality statements

3.1 All people living with HIV should be

screened for mental health problems and

quality of life.

3.2 People living with HIV with mental

health problems should have accessible,
documented referral pathways for further
management of their condition, to ensure

timely access to mental health care.

3.1.1 Percentage of people who are
assessed for QoL within 15 months
of last visit using a recognised and
validated assessment tool**

3.1.2 Percentage of people
screened for depression and
anxiety within 15 months of HIV
diagnosis using recognised and
validated screening tools*

*e.g. Patient Health Questionnaire
(PHQ) for depression [32],
Generalized Anxiety Disorder
(GAD) for anxiety [33] or other
validated questionnaires.
Diagnostic questions
proposed in the EACS
Guidelines may also be used

3.1.3 Percentage of people living with
HIV screened for sleep disorders
within 15 months of last visit,
preferably using insomnia-
specific screening questions or a
validated tool (e.g. Insomnia
Severity Index ISI-3(34))*

3.2.1 Percentage of people with
mental health problems with
documented referral or access
to mental health care service

Process

Process

Process

Process

Healthcare providers

Healthcare providers

Healthcare providers

Healthcare providers

Number of people with a record of the

quality-of-life assessment in the last 15

months
Number of people screened for

depression and anxiety in the last 15
months

Number of people screened for sleep
disorders in the last 15 months

Number of people with mental health

problems (based on clinical suspicion or

screening results) with a documented

pathway to mental health care/support

service

**Measured as occurring at least once within a 15-month time period; 12 months plus a 3-month window allowing for variation in clinic attendance.

o

Number of peopleon  80%
routine HIV care

Number of peopleon  80%
routine HIV care

Number of people on 80%
routine HIV care

Number of people with ' 80%
mental health

problems in routine

HIV care

Audit

Audit

Audit

Audit
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General screening for chronic diseases

Quality statements

4.1 All people living with HIV should be offered regular

organ-specific screening for chronic diseases

4.2 If abnormalities in organ function have been detected,
patients should be fully assessed for the underlying cause
and appropriately managed and monitored, including

specialist referral when indicated

22

4.1.1 Percentage of people with renal
profile (including at least creatinine and
proteinuria) measured within the last 12
months *

4.1.2 Percentage of people who have liver
profile assessment (AST and/or ALT)
measured within the last 12 months*

4.1.3 Percentage of smokers/ex-smokers with
documented screening for respiratory
symptoms (shortness of breath, cough,
sputum, reoccurring lung infections) within the
last 24 months

4.1.4 Percentage of people older than 40
years of age with risk factors for osteoporosis
(including smoking, alcohol use, metabolic
syndrome, and frailty-related factors) with a
calculated FRAX score within the last 24
months (excluding people with already
diagnosed disease)

4.1.5 Percentage of people at increased risk
of fracture who had vitamin D checked within
the last 15 months

4.2.1 Percentage of people with chronic
kidney disease monitored by repeat renal
profile test and/or UPCR/UACR at least
once in the last 15 months*

4.2.2 Percentage of people with elevated
liver transaminases who had received non-
invasive fibrosis assessment through
biomarkers, fibroscan or imaging within
the last 15 months*

Process

Process

Process

Process

Process

Process

Process

Healthcare providers

Healthcare providers

Healthcare providers

Healthcare providers

Health care providers

Healthcare providers

Healthcare providers

Number of people attending
routine HIV care with renal
profile measured in the last 12
months*

Number of people with liver
profile assessment (AST, ALT,
bilirubin) within the last 12
months*

Number of smokers/ex-smokers
attending routine HIV care with
respiratory symptoms screening

documented in the last 24 months

Number of people older than 40
years of age in routine HIV care
with risk factors for osteoporosis
with a calculated FRAX score in
the last 24 months

Number of people at increased
risk for fracture in routine HIV
care who had vitamin D checked

Number of people with chronic
kidney disease in routine HIV
care monitored by repeat renal

profile test and/or UPCR/UACR

at least once in the last 15
months

Number of people with elevated

liver transaminases liver
impairment (low risk for liver
cirrhosis) in routine HIV care
monitored within the last 15
months

Daramiatr——Tagets | Souis

Number of people 90%
attending routine HIV

care within the last 12
months*

Number of people 90%
attending routine HIV

care within the last 12
months*

Number of smokers/ex- | 90%
smokers attending

routine HIV care within

the last 24 months

Number of people older | 90%
than 40 years of age

attending routine HIV

care visit within the last

24 months, excluding

people with already

diagnosed disease

Number of people at 90%
increased risk for

fracture in routine HIV

care

Number of people with = 95%
chronic kidney

disease in routine HIV

care

Number of people with  90%
elevated liver

transaminases in

routine HIV care

Audit

Audit

Audit

Audit

Audit

Audit

Audit



Process Healthcare providers Number of people with liver (APRI | Number of people with | 90% Audit
score >0.5 or FIB-4 > 1.45 or organ impairment (liver:
transient elastography value >7 | APR1> 0.5 or FIB-4 >
kPa), kidney (A/C ratio > 3),and | 1.45, kidney: ACR > 3,
respiratory impairment or respiratory
(FEV1/FVC < 0.7) in routine HIV | impairment: FEV1/FVC
care with documented referral <0.7) in routine HIV
pathways to specialised care care

4.2.3 Percentage of people with organ
impairment with documented referral to
specialised care

*Measured as occurring at least once within a 15-month time period; 12 months plus a three-month window allowing for variation in clinic attendance.

Ageing in people living with HIV

‘ Quality statements

5.1 In older people living with HIV (aged 50 years or older) | 5.1.1 Percentage of people over 50 years of  process Healthcare providers | Number of people over 50 years  Number of people Audit
timely screening for ageing/related conditions should be age experiencing weakness, slowing, of age in routine HIV care over 50 years of age in
considered and adequately supported to help maintain decreased energy, lower activity, or screened for frailty by either tool:  routine HIV care
health unintended weight loss screened for frailty gait speed measurement, Short
using validated tools Physical Performance Battery
*e.g. gait speed measurement, Short (SPPB), Clinical Frailty Scale
Physical Performance Battery (SPPB), (CFS) or FRAIL Scale (FS)
Clinical Frailty Scale (CFS) and FRAIL Scale
(FS)
5.1.2 Percentage of people with cognitive Process Healthcare providers | Number of people with cognitive  Number of people with  80% Audit
symptoms/complaints and no known cause symptoms/complaints withoutan  cognitive
with documented neurocognitive identifiable cause with symptoms/complaints
assessment documented neurocognitive without an identifiable
assessment cause
5.1.3 Percentage of people over 50 years of | Process Healthcare providers  Number of people over 50 years ~ Number of people 90% Audit
age with annual medication review for old in routine HIV care who over 50 years of age in
possible drug-drug interactions (DDI) underwent medication routine HIV care
reconciliation and review (i.e., within the last 15
DDI) within the last 15 months months
5.1.4 Percentage of HIV clinics offering Structural Policy/public health Number of HIV clinics offering Number of HIV clinics | 70% Audit
linkage/direction to social support for ageing linkage/direction to social
people or having agreed documented support for ageing people
pathways to social support services
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Lifestyle interventions

‘ Quality statements

Indicator

6.1 All people living with HIV should be screened for 6.1.1 Percentage of people who have a Process Healthcare providers = Number of adults aged 221 | Number of adults aged 80% Audit
modifiable risk factors and informed about effective documented smoking status within the last years* attending for routine | 221 years** attending
lifestyle intervention to reduce the risk of co-morbidities 15 months* HIV care with at least 1 HIV for routine HIV care
care-related consultation with at least 1 HIV
with smoking status care-related
documented in the last 15 consultation within
months the last 15 months
6.1.2 Percentage of current smokers Process Healthcare providers  Number of individuals who  Number of individuals =~ 90% Audit
provided with smoking cessation advice are current smokers who who are current
have been provided with smokers
smoking cessation advice
6.1.3 Percentage of people with a history of  Process Healthcare providers | Number of people with a Number of people in 80% Audit
recreational drugs and alcohol use history of recreational drugs | routine HIV care in the
documented within the last 15 months* and/or alcohol use last 15 months
including men who have sex with men under documented within the last
the influence of recreational drugs 15 months including men
(sometimes referred to as ‘chemsex’) who have sex with men
under the influence of
recreational drugs
(sometimes referred to as
‘chemsex’)
6.1.4 Percentage of people who have been Process Healthcare providers Number of people with Number of people on 60% minimum Audit
asked about their level of physical activity at documented level of physical routine HIV care (85% mini .
o - ) b minimum in
least once within the last 15 months activity provided the aging group of
older than 50 years
old)

*Measured as occurring at least once within a 15-month time period; 12 months plus a three-month window allowing for variation in clinic attendance.
** In some countries, individuals aged 18-20 may still be managed in paediatric care; threshold of =21 years used for consistency across adult indicators

Monitoring and evaluation

Indicator

‘ Quality statements

Structural Public health Number of countries with adopted national or relevant | Number of European countries | 90% National focal points for HIV
regional or global protocol or guidelines for HIV and
co-morbidity management

7.1 Every country should develop
standardised protocol that will assure
the highest possible quality care for
people living with HIV, care that is
coordinated across levels and
providers throughout the life-course,
together with ways of measuring and
auditing performance

Percentage of countries with
adopted national protocol or
guidelines for HIV and co-morbidity
management or alternatively adopt
relevant regional or global
guidelines if a national one is not
yet available
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