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1 Introduction 

 

Following the widespread use of combined antiretroviral treatment (ART), the landscape 

of the mortality and morbidity of individuals living with HIV has undergone remarkable 

changes (1-3). The proportion of AIDS-defining events and bacterial infections have 

declined, while non-AIDS defining events have become more frequent (1, 2, 4). Although 

the life expectancy of an HIV-infected person has improved dramatically and is nearly 

equivalent to the uninfected population (5, 6), a significant decrease in health-related 

quality of life has been observed, even in virologically stable individuals (7). The leading 

causes of mortality are cardiovascular events, non-AIDS-defining malignancies, liver and 

pulmonary diseases (1). The association with a heightened risk for cardiovascular disease 

has been described by several investigators (2, 4, 8, 9), and the rates of osteoporosis (10), 

physical function impairments, sarcopenia, frailty (11, 12) and neurocognitive decline 

(13) have also been reported to be higher compared with the general population. 

Individuals living with HIV have an increased risk of these age-related morbidities 

compared with HIV-negative matched controls (9, 14). Whether this increased risk is 

caused by differences in lifestyle, such as smoking (15), alcohol or drug consumption 

(16), viral replication or immunologic changes or long-term ART toxicities, remains 

unclear. However, these factors are not mutually exclusive (17, 18). 

The adverse effects and long-term toxicities of antiretroviral drugs involve all major 

organ systems and may contribute to the etiology of the aforementioned observations. For 

example, regarding the increased risk of cardiovascular events, a nucleoside reverse 

transcriptase analogue, abacavir, represents a risk factor for acute myocardial infarction 

according to observational data (19); however, this association is unclear because of the 

potential biases in this study (20). In a recent study, abacavir was associated with a greater 

than two-fold increased risk of CVD, which was not explained by renal dysfunction or 

other CVD risk factors (20). Another example is the observed loss of bone mineral density 

in patients treated with tenofovir-based antiretroviral therapy (ART) (21). Regarding 

these age-related and/or metabolic changes, the effects of the mitochondrial toxicity of 

older ART drugs are most concerning (22). Older protease inhibitors, such as lopinavir, 

and nucleoside analogues, such as zidovudine, didanosine or zalcitabine, are well-known 
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for these effects, which mainly manifest as lipid metabolic changes and lipodystrophy 

(22-26). 

Another non-mutually exclusive explanation for the increased risk for these conditions is 

a chronic HIV-induced inflammatory state (27-29). which can be characterized by 

numerous immune activation markers, such as elevated levels of plasma interleukin 6 (IL-

6), soluble tumor necrosis factor receptor I and II , soluble CD14, the ratio of kynurenine-

to-tryptophan, the levels of CD38+ CD+T cells, the ratio of CD4/CD8 and the levels of 

D-dimer (30-35). 

However, this persistent, low-grade inflammation that is triggered by multiple factors 

(e.g., viral co-infections with hepatitis B, C virus, CMV, microbial translocation and 

lifestyle factors, such as intravenous drug use), likely has the pathogenesis of HIV-

induced immune dysregulation (18, 27, 28). In addition to the immunocompromising 

effect of CD4 depletion, ongoing HIV replication and viral proteins represent a strong 

immune activating signal that results in numerous changes in nearly all of the cellular and 

non-cellular components of the immune system (27).  

The function of HIV-infected CD4 cells is greatly altered early in the course of HIV 

infection, prior to any detectable numerical decline (36).In contrast, Tregs are relatively 

preserved, which likely limits immune activation while inhibiting antiviral responses 

(37). While Treg cell activation may promote tissue fibrosis, it may also contribute to the 

observed higher rates of lymph node and liver fibrosis in HIV patients (38).  

Gut-associated lymphoid tissue (GALT) is the predominant site of HIV replication, and 

intestinal Th17 and lamina propria CD4 cells are especially affected and rapidly decrease 

in individuals living with HIV, even in the early stages of infection (39, 40). GALT is the 

largest lymphoid organ affected by HIV infection, and its dysregulation has a deleterious 

effect not only on lymphocytes but also on the number and functionality of epithelial tight 

junctions, resulting in destruction of the gastrointestinal mucosal barrier (41, 42). 

Bacterial metabolites and endotoxins are therefore chronically introduced into the 

bloodstream, resulting in and maintaining a strong proinflammatory environment (27, 42, 

43).  
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Together with CD4 Th-cell depletion, the mixed effects of immune depletion and 

activation result in immune dysfunction, which is thought to be responsible for a chronic 

inflammatory state with various organ involvement that is often considered to be age-

related or metabolic (28, 29). 

The idea that chronic, ongoing inflammation is known to play an important role in several 

long-term pathologic conditions, including carcinogenesis, and has a long history; it was 

originally described by Virchow in 1863 (44). To date, the importance of the 

inflammatory state has not only been identified in other types of malignancies, such as 

gastric MALT lymphoma (45) or diffuse large B-cell lymphoma arising from 

cryoglobulinemic polyclonal B-cell activation in HCV-infected patients (46-48) but also 

in the pathogenesis of atherosclerosis and other age-related and metabolic conditions (49). 

Therefore, the initiation of early treatment seems to be appropriate for preventing viral 

replication and the consequent inflammatory state, which results in an increased incidence 

of non-AIDS defining malignancies and other age-related conditions (50). However, 

ART-related toxicity and unfavorable metabolic changes remain concerning (51). 

The debate about the importance of ART-related toxicities versus ongoing viral 

replication, chronic inflammation and associated non-AIDS-defining morbidities seems 

to have ended. The recently published and early terminated INSIGHT START study has 

provided the most important evidence supporting the idea that control of viral replication, 

regardless of CD4 counts, is beneficial for patients, outweighing the concerns of ART 

toxicities. In that trial, participants (HIV-infected individuals with more than 500 CD4 

cells per cubic millimeter) were randomized into two different groups. The immediate 

group received ART immediately, and the deferred group received ART only if the CD4 

counts fell below 350 CD4 cells per cubic millimeter. The composite endpoint of non-

AIDS-related SAEs was significantly lower in the immediate ART group, with a hazard 

ratio of 0.61 (95% CI, 0.38 to 0.97; p=0.04) (52). Justified mainly by these results, current 

major guidelines recommend the initiation of ART regardless of CD4 counts (53, 54), 

providing benefits not only at the individual level but also at an epidemiological level by 

reducing transmission (55).  

However, concerns regarding complications from long-term ART toxicities, especially in 

the case of older ART, have not been completely resolved. For example, a substudy of 
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INSIGHT START reported that hip and spine bone mineral density loss was significantly 

higher in the immediate group than in the deferred group (56). 

In low and middle income countries, in which the newest antiretroviral combinations are 

not always available or affordable, older drugs with less favorable toxicity profiles also 

contribute to the armamentarium against HIV. In Hungary, a significant proportion of 

patients receive zidovudine, lamivudine and tenofovir-containing combinations, or they 

have a history of treatment with older NRTIs or protease inhibitors (PIs) (Sulyok, 

unpublished 2015). Therefore, although no published data are available, there is likely a 

high proportion of patients with metabolic complications. In general, little is known about 

comorbidities of the Hungarian HIV-infected population. To date, only a few studies were 

published, focusing mainly on infectious complications (57-59). 

In our study, we intended to shed light on hepatic conditions among non-AIDS-defining 

morbidities in the Hungarian HIV-infected population. Liver disease has become one of 

the most important causes of morbidity and mortality in individuals living with HIV (60), 

and liver-related deaths occur ten times more frequently in these individuals than in the 

general population (61). While hepatitis B or C co-infections remain the most significant 

cause of liver damage, liver-related mortality also affects those infected only with HIV 

(4, 62). Long-term antiretroviral and non-antiretroviral medications, HIV-induced long-

term inflammation, metabolic complications and direct cytopathic effects may also 

contribute to liver damage and hepatotoxicity (63). While an increasing number of papers 

has been published on HIV/hepatitis virus co-infected patients (64-81), only a few studies 

have analyzed the data obtained from HIV-mono-infected individuals (3, 82-92). In 

addition to fibrosis, there has been increasing concern about the role of non-alcoholic 

fatty liver disease (NAFLD) and non-alcoholic steatohepatitis (NASH) (93). The 

pathogenesis of hepatic steatosis is still incompletely understood, and multiple factors 

have been hypothesized to be necessary for its development and progression (94). 

NAFLD is the most common cause of liver disease worldwide, representing an enormous 

disease burden with an estimated prevalence of 25.24% (22.10-28.65). NAFLD is fueled 

by the global obesity epidemic (95). 

Based on histology, NAFLD is divided into 2 categories (96, 97). Non-alcoholic fatty 

liver (NAFL) includes patients with hepatic steatosis with absent or mild inflammatory 
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changes (96). The rate of progression to liver cirrhosis is approximately 4%, but in a less 

well-defined subgroup of patients presenting with hepatic inflammation (but not fulfilling 

the criteria of NASH), this figure could be higher (98, 99). Non-alcoholic steatohepatitis 

(NASH) is characterized by hepatocellular injury and ongoing fibrosis, in addition to liver 

steatosis (96), and it is estimated to occur in 6% of the general US population (100). In 

contrast to NAFL, NASH is a more progressive condition, resulting in cirrhosis in an 

estimated 20% of cases (99). Moreover, NAFLD patients have an overall increased risk 

not only of liver-related mortality but also of malignancies and cardiovascular events (97). 

The most important risk factors that are also involved in the pathogenesis of NAFLD are 

obesity and other metabolic factors, such as insulin resistance (101). However, numerous 

genetic, environmental and hormonal factors play an important role in the development 

of this condition (97, 101). Increased visceral adipose tissue generates a chronic 

inflammatory state and altered lipid and glucose metabolism (101). The ongoing 

lipotoxicity and proinflammatory state results in hepatic fat accumulation, hepatocellular 

damage and fibrosis (97). Why some patients only develop liver steatosis while others 

develop a marked inflammatory response that can result in cirrhosis or carcinogenesis 

remains unclear. Alterations in the intestinal microbiota appear to contribute to this 

difference and may be linked to the severity of NAFLD (102). 

Currently, the gold standard for the diagnosis and assessment of HS is liver biopsy (LB) 

(103). Limiting factors of LB are cost and rare, but severe, complications, with the 

additional concerns of sampling error and difficulties related to reproducibility (104, 

105). Furthermore, LB allows only semiquantitative grading. Given the high proportion 

of individuals with NAFLD in the general population, an invasive method, such as liver 

stiffness (LS), with possible life-threatening complications is impractical for diagnosis. 

Therefore, increasing attention has been paid to numerous non-invasive methods. 

Traditional radiologic approaches such as computed tomography (CT) and magnetic 

resonance imaging (MRI) for HS assessment have also been investigated, but their high 

cost, limited availability and lack of standardization prevent their widespread use (106). 

Another non-invasive and recently developed tool is the controlled attenuation parameter 

(CAP), which has demonstrated accurate and reliable measurement of HS and has been 

successfully validated in different patient groups (107, 108). CAP is based on ultrasound 
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attenuation by hepatic fat at the central frequency of the FibroScan M probe and is 

performed simultaneously with liver stiffness measurements (107).  

The evaluation and grading of liver fibrosis is facing similar problems to those observed 

with hepatic steatosis. Large-scale screenings using LB in patient populations in which 

the benefit of the assessment of fibrosis is not well-established, such as in HIV-mono-

infected individuals, is also impractical and places the subjects at risk of potentially life-

threatening complications. However, additional data concerning liver fibrosis in this 

patient population are urgently needed.  

Cross-sectional studies in HIV-mono-infected patients have reported high rates (8.3-

41.9%) of significant liver fibrosis, suggesting that HIV itself may contribute 

independently to liver damage (63). To date, only limited data are available on the 

prevalence and risk factors for liver fibrosis among HIV-mono-infected patients. Viral 

replication, low CD4 cell counts and long-term exposure to antiretroviral regimes have 

been identified as risk factors for the development of significant liver fibrosis (62, 63, 

109). Like hepatic steatosis, ongoing liver fibrosis is not always accompanied by elevated 

liver enzymes and a diagnosis of liver fibrosis. The prevention of progression to liver 

cirrhosis is an important challenge. As a result, adequate monitoring strategies for liver 

disease are needed to optimize the care of HIV-infected individuals (62, 63). 

Noninvasive fibrosis determinations, such as liver stiffness measurements (LSM) with 

transient elastography, the aspartate aminotransferase (AST)-to-platelet ratio index 

(APRI) and the FIB-4 score, have facilitated cross-sectional and prospective studies to 

evaluate the prevalence and incidence of liver fibrosis in HIV-infected individuals. These 

tests are appropriate for predicting the absence of fibrosis or mild fibrosis (liver fibrosis 

<2 METAVIR score) and the presence of advanced fibrosis (liver fibrosis >3 METAVIR 

score) (110). Liver stiffness, which is a value that describes the grade of liver fibrosis, is 

also simultaneously determined by the CAP measurement using transient elastography. 

Therefore, LSM seems to be a practical method for evaluating liver diseases, especially 

in individuals living with HIV. To date, only a few studies using LSM have examined the 

prevalence and potential risk factors for hepatic fibrosis among HIV-mono-infected 

patients. The use of different cutoff values has resulted in a wide range of prevalence 

estimates (84, 85, 88, 90, 109). 
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While the main pathogenic factors resulting in the development of NAFLD are similar to 

the ones involved in the development of non-AIDS-defining morbidities in HIV-infected 

patients, such as chronic inflammation and microbiome changes (43, 101), an increased 

prevalence in the HIV-infected population is expected. ART may also contribute to 

hepatotoxicity. Older ART drugs (protease inhibitors and dideoxynucleoside analogs) 

cause hypertriglyceridemia and lipodystrophy and are considered to be especially harmful 

(76),(111). Furthermore, people living with HIV are vulnerable to environment-related 

hepatotoxic factors, such as alcohol consumption, illicit drug use, smoking and mental 

illnesses that require possible psychiatric medication (112-115). It should be emphasized 

that patients with normal liver enzymes can still have significant steatosis and fibrosis. 

Thus, early detection of HS in HIV-infected patients is the cornerstone of prevention of 

the silent progression of NAFLD to NASH and cirrhosis (116). 

Surprisingly, data from this population are relatively scarce and are limited almost 

exclusively to hepatitis-co-infected subpopulations. To the date of the publication our 

first results (117), the only study that assessed HS with CAP in a large population of HIV 

patients is the one reported by Macías et al., who identified significant HS in 40% of the 

participants, and 60% of the study population was co-infected with HCV (74). Therefore, 

data from an unselected group of individuals living with HIV, including HIV-mono-

infected patients, are urgently needed to develop better caring and treatment strategies for 

PLWH with NAFLD. To achieve this goal, the problem of selection and switching of 

ART in this population should be addressed. However, to our knowledge, the desperately 

needed large-scale prospective studies and clinical trials that focus on patients with 

NAFLD and HIV infection have not been performed.  

As a first step, epidemiologic, cross-sectional studies are needed to better characterize the 

prevalence and disease burden. Therefore, we designed and performed a cross-sectional 

study in an unselected group of individuals living with HIV to assess the prevalence of 

NAFLD and to identify associated factors. The aim of our study was to assess the 

prevalence and severity of HS using a continuous CAP value in PLWH and to determine 

the association with different demographic, immunologic and metabolic factors. Given 

that the data for liver fibrosis in the HIV-mono-infected population are also limited, we 

planned to perform a predefined subgroup analysis in this patient population. In contrast 
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to the few published similar studies (84, 85, 88, 109, 118), we planned to use a continuous 

scale of LS and CAP values as regression endpoints to avoid the information loss and 

uncertainty that arises from cutoff values adopted from other patient populations (117).   
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2 Study objectives 

 

2.1 Primary objectives 

 

 To identify a proportion of significant hepatic steatosis in individuals living with 

HIV 

 To determine the associations between antiretroviral agents and hepatic steatosis 

in individuals living with HIV 

 To determine the associations between HIV-related immunologic parameters and 

hepatic steatosis in individuals living with HIV 

 To determine the associations between metabolic parameters and hepatic steatosis 

in individuals living with HIV 

2.2 Secondary objectives 

 

 To characterize the metabolic profile of the Hungarian HIV-infected population 

 To identify a proportion of significant hepatic fibrosis HIV-mono-infected 

individuals 

2.3 Exploratory objectives 

 

 To determine the associations between antiretroviral agents and hepatic fibrosis 

in HIV-mono-infected individuals without significant alcohol consumption 

 To determine the associations between HIV-related parameters and hepatic 

fibrosis in HIV-mono-infected individuals without significant alcohol 

consumption 

 To determine the associations between metabolic parameters and hepatic fibrosis 

in HIV-mono-infected individuals without significant alcohol consumption 
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3 Methods 

 

3.1 Study population 

 

The investigation was performed in accordance with the Helsinki Declaration and was 

approved by the Institutional Ethics Committee (approval number 34/EB/2013). From 

March 1, 2014 to October 30, 2014, all HIV-infected patients who attended the outpatient 

clinic at the HIV Center, St. Laszlo Hospital, Budapest, Hungary were invited to 

participate in the study. Patients were recruited by dedicated members of the study team 

during outpatient visits. Informational brochures were placed in the waiting hall of the 

HIV center, with the agreement of the proprietor.  

After providing written informed consent, individuals older than 18 years of age were 

enrolled in the study (n=139, intended to treat population). Pregnant women and patients 

with unreliable transient elastography measurements (<10 valid measurements) were 

excluded. Taking these criteria into account, the final study population consisted of 136 

individuals (per protocol population, Figure 1.). Following enrollment, all data were 

pseudonymized. The volunteers received an identification number, and no names, 

addresses, initials or other information that might identify the participant were stored in 

the database. Separate confidential files containing identifiable information were stored 

in secured locations that only the investigators and dedicated members of the study team 

could access. 

Participation was entirely voluntary, and participants could verbally withdraw their 

consent from the study at any time without providing further explanation. Volunteers 

received an official copy of their own transient elastography results. Other forms of 

compensation were not provided. 

A prespecified subgroup analysis of HIV-mono-infected individuals without documented 

or suspected significant alcohol consumption (defined by >50 g alcohol daily) was also 

performed. This subgroup consisted of 101 participants.   
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Figure 1. Recruitment Flow of the Study Participants. 

 

3.2 Interview and clinical parameters 

 

Interviews with the participants were conducted at the Hepatology Center of Buda, 

Budapest, Hungary, on the same day as the transient elastography. Information regarding 

the medical history was collected, including comorbidities, concomitant medications, 

mode of HIV transmission, known length of HIV positivity, history of antiretroviral 

therapy, alcohol and illicit drug intake and smoking habits. Anthropometric parameters, 

such as height, weight, gender, BMI and assessment of facial lipodystrophy, were 

gathered by an investigator experienced in HIV medicine. Facial lipodystrophy was 

assessed according to the FLA severity score using the 5-point Carruthers scale (119). 

The presence of facial lipodystrophy was defined according to a FLA severity score of 2 

(deeper and longer central cheek atrophy, with the facial muscles beginning to show 

through) or higher (in grade 3, the atrophic area is even deeper and wider, with the 
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muscles clearly showing; in grade 4, atrophy covers a wide area and extends up toward 

the orbit, with the facial skin lying directly on the muscles over a wide area) (119). 

Information obtained during the interviews regarding comorbidities, concomitant 

medications and history of antiretrovirals was also checked retrospectively in the patients’ 

archived documentation. In the case of discrepancies between the written and oral 

information, a consultation with the patient’s HIV specialist was initiated.  

Biochemical and immunological parameters, serum cholesterol, serum triglyceride, blood 

count, CD4 and CD8 count, CD4/CD8, anti-HCV, HBsAg and anti-HBc serology were 

collected at the visit when informed consent was obtained (<4 weeks before the Fibroscan 

measurement).  

3.3 Transient elastography 

 

Vibration controlled transient elastography (VTCE) is a non-invasive method to quantify 

liver fibrosis. This technique uses both ultrasound (5 MHz) and low-frequency (50 Hz) 

elastic shear waves, with a propagation velocity that is related to tissue elasticity (120). 

Liver elasticity, or stiffness, is expressed in kPa and is equal to the Young-modulus of the 

examined tissue, or E=3ρv2, where v is the shear velocity and ρ is the tissue density. The 

stiffer the tissue, the faster the shear wave propagates (121). Details of the technical 

background have been previously described (120). VTCE to assess hepatic fibrosis has 

been validated in different patient populations (122-132). VTCE is approved by the FDA 

(133) and is recommended by different international and national guidelines (121, 134, 

135), e.g., Hungarian consensus guidelines for viral hepatitis (136, 137). 

Controlled attenuation parameter measurements based on vibration controlled transient 

elastography were also simultaneously performed. CAP is the name of the algorithm that 

assesses the ultrasonic attenuation coefficient based on the ultrasonic properties of the 

radiofrequency back-propagated signals, or more precisely, it is an estimate of the total 

ultrasonic attenuation (go-and-return path) at 3.5 MHz (108). Technical details and 

validation with histological findings have also been extensively described (107, 108, 

138). 
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To date, the CAP measurement has been validated for the diagnosis of hepatic steatosis 

in different patient groups (107, 134, 138-142). In NAFLD, this method is considered to 

be especially helpful (143-147). The inter-observer concordance of CAP has been 

demonstrated in HIV-infected individuals (148). 

A cutoff of 238 dB/m was selected to define the presence of hepatic steatosis (S1), and 

cutoff values for more advanced steatosis of 260 dB/m (S2) and 292 dB/m (S3) have been 

applied (108). Because these cutoffs were adopted from a non-HIV-infected population, 

they cannot be reliably transferred to an HIV-infected population (117). Therefore, 

despite the defined cutoff values, for the univariate and multivariate analyses, a 

continuous scale of CAP values was used. 

A similar problem was encountered for the liver stiffness cutoffs. Only a few studies using 

LS measurements have examined the prevalence and potential risk factors for hepatic 

fibrosis among HIV-mono-infected patients. Using different cutoff values resulted in a 

wide range of prevalence estimates (84, 88). Pre-defined cutoffs adopted from the 

HIV/HCV-co-infected population (significant liver fibrosis defined by liver stiffness >7.2 

kPa and 14.6 kPa to identify the presence of cirrhosis) may lead to an underestimation of 

the number of HIV-mono-infected patients with clinically significant fibrosis because 

these cutoffs were determined for a population in which ongoing fibrosis is triggered by 

HCV co-infection (84, 149). A recently published observational study concluded that in 

HIV-mono-infected adults with biopsy-proven liver disease, LSM by VCTE is the best 

noninvasive method to predict fibrosis (85). However, LSM (with a cutoff value of 7.1 

kPa) was performed in only 59 participants with elevated baseline aminotransferase 

levels. 

However, using cutoffs from the general population in HIV-mono-infected individuals 

(84) may overestimate the prevalence of significant liver fibrosis. 

To overcome this limitation, we used a continuous scale of LS values to interpret this 

variable in the uni- and multivariate analyses. To characterize the patient population, 

cutoffs both from the HIV/HCV population and the ones adopted from the normal 

population (84) were used. 
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Transient elastography examination and CAP measurements were performed by an 

experienced and qualified investigator at the Hepatology Center of Buda, Budapest, 

Hungary, using FibroScan 502 equipment (Fibroscan, EchoSens™, Paris, France). 

Measurements were performed using an M probe on the right lobe of the liver. Patients 

were placed in a supine position, with their right arms elevated behind their heads. The 

tip of the probe was placed in an intercostal region with contact gel in the 9th - 11th 

intercostal space on the right side. The examining investigator utilized a time-motion 

image that located the liver tissue (regions with large vessels were avoided), and 

measurements were collected. The software determined whether a measurement was 

valid. Examinations with 10 successful shots and an interquartile range (IQR) for liver 

stiffness less than 30% of the median value and a success rate (the ratio of valid shots to 

the total number of shots) above 60% were considered reliable and successful (118, 121, 

150).  

 

Figure 2. Staging of liver fibrosis according to liver stiffness values in liver disease. 

The different stages are coded in colors. Transient zones, such as F1/2 or F2/3, are shown 

in gradient colors. The large variation between the liver fibrosis grading in different 

patient populations is evident. 

¶: Recurrence after liver transplantation 1: (132); 2: (130); 3: (131) 
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3.4 Sample size considerations 

 

The sample size was calculated a priori using the function nBinomial in the gsDesign 

package of R software package version 3.1.2 (151). Regarding the first primary objective, 

to show with a power of 80% and a two-tailed alpha of 5% that significant HS is present 

in 25% of ART naive participants and 65% of ART experienced individuals (if an 

estimated 10% of the volunteers are ART naïve), the minimum participant number was 

calculated to be 132. If metabolic conditions (diabetes, hypertension, obesity) are 

estimated to be present in every third individual, and in this patient group the proportion 

of significant HS is also estimated to be 65%, then with 25% of the subjects lacking 

metabolic conditions, the required participant number is 64, with a power of 80% and a 

two-tailed alpha of 5%. The same estimation was applied to the third primary objective 

regarding immune dysregulation. Overall, the first and most stringent calculation was 

used, and the minimum number of 132 participants was utilized. 

3.5 Statistical analysis 

 

The primary outcome variable was the CAP value. The associations of the following 

factors were analyzed: sex, age, time from diagnosis of HIV infection, CD4 and CD8 cell 

counts, BMI, self-reported daily alcohol intake, smoking habits, fasting lipid profile (total 

cholesterol, triglycerides), blood pressure and ART exposure. The univariate association 

of CAP with categorical variables was assessed using a two-independent-sample Mann-

Whitney U test. Stratified descriptive statistics are presented as the mean (median) ± SD 

(IQR) [min-max]. The univariate correlation of CAP with continuous variables was 

assessed using the Pearson (linear) and Kendall-τ rank-correlation coefficient. 

Visualization was performed with scattergrams, which indicated the best fitting linear 

curve and LOWESS-smoother for non-parametric regression. Cramér’s V was used to 

describe multiple associations between categorical data and was visualized as a Circos 

plot (152). Bonferroni correction was performed to counteract problems related to 

multiple comparisons. 

https://en.wikipedia.org/wiki/Multiple_comparisons
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For the multivariate analysis, prespecified covariates were added to a linear regression 

model, with the CAP value as the response variable, as described by Sulyok et al. (117). 

Alterative models with predictor selection based on collinearity diagnostics and with a 

combined covariable of “Metabolic unfavorable antiretroviral therapy ever taken,” which 

was defined based on a history of taking ritonavir-boosted lopinavir and/or zidovudine 

with a binary outcome, was introduced instead of different antiretroviral medications. In 

this analysis, the covariates serum triglyceride, cholesterol and HBV positivity (defined 

by HBsAg or anti-HBc positivity) were added to the model. A prespecified, but 

unpublished, subgroup analysis in HIV-mono-infected individuals without significant 

alcohol intake was also performed as described above using liver stiffness as the response 

variable. No interaction was added to the models. Categorical variables were added with 

Male/No as the reference category. The necessity of non-linearity was investigated by 

extending the model using restricted cubic splines for the continuous variables and the 

Wald-F test to assess joint significance. Aikake, Hurvich and Tsai’s corrected Aikake and 

Bayes Information Criterion was used to determine the necessity of model penalization. 

The obtained model was checked and passed routine residual diagnostics. To internally 

validate the model, a calibration curve and optimism-corrected R2 were calculated using 

the bootstrap method with 1000 replications (153). p-values less than 0.05 were 

considered significant. Multicollinearity diagnostics were also performed in the non-

penalized models, and a variance inflation factor >10 was considered to indicate a high 

degree of multicollinearity. Calculations were performed using R software package 

version 3.1.2 (151) and library rms, with a custom script that is available upon request.  
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4 Results 

 

4.1 Study population characteristics 

 

. Significant steatosis (>238 dB/m) was observed in 65 (47.8%) patients. Twenty-five 

(18.38%) patients had stage 1, 16 (11.75%) stage 2 and 24 (17.65%) stage 3. The median 

liver stiffness was 5.2 kPa (IQR 2). Fifty-two (36.76%) patients had a BMI greater than 

25 kg/m2, and obesity (defined by a BMI greater than 30 kg/m2) was identified in 6 

(4.55%) individuals. Hypertriglyceridemia (serum triglyceride levels >1.7 mmol/L) was 

detected in 57 (41.92%) patients, and hypercholesterolemia (serum cholesterol levels 

>5.2 mmol/L) or low serum HDL-C levels (<1 mmol/L in men, < 1.3 in women) were 

observed in 67 (49.26%) individuals. The mode of HIV transmission was reported to be 

sexual intercourse in 134 (98.5%) patients and transfusional or coagulation factor product 

in 2 (1.5%) individuals with hemophilia. Intravenous drug use was not reported by any 

patients. The study population characteristics are summarized in Table 1. 

Anti-HCV antibodies were detected in 13 (9.56%) individuals. Eight patients had S0 stage 

HS, 2 had S1 and 3 had S3. The median CAP value was 237 dB/m and 216 dB/m in 

individuals without anti-HCV antibodies. HBsAg was observed in 11 (8.1%) study 

participants. The median CAP did not differ significantly  between patients with (237 

dB/m) and without (238 dB/m) HBsAg positivity. Five (2.94%) individuals reported more 

than 50 g of daily alcohol intake. One hundred and twenty-five patients were taking 

antiretroviral medication regularly, and 11 were treatment naive at the time of enrollment. 

In the subgroup of 11 naive patients, 4 (36.4%) had CAP values greater than 238 dB/m, 

and none had stage 2 or stage 3 steatosis. Compared with the ART-exposed patients, 

among which 66/125 (52.8%) had significant steatosis, 26/66 (39.4%) had stage 2 

steatosis and 28/66 (42.4%) had stage 3 steatosis (p=0.465). The associations between 

antiretrovirals are shown in Figure 3.  
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Table 1. Study population characteristics. BMI: body mass index; CAP: controlled 

attenuation parameter; ART: antiretroviral therapy 

 

 

 

  

Parameter Mean (Median) ± SD (IQR) [Min-Max] 

CD4 % 26.97 (27)  ± 8.93 (12) [1 - 48] 

CD8 % 45.59 (44.5)  ± 12.3 (17) [20 - 78] 

CD4/8 ratio 0.66 (0.63) ± 0.35 (0.39) [0.01 – 1.76] 

Age (years) 44.51 (42.36)  ± 11.06 (13.48) [24.35 - 78.13] 

BMI (kg/m2) 24.69 (24.16)  ± 3.18 (3.62) [18.04 – 37.83] 

Serum triglyceride (mmol/L) 2.543 (1.6)  ± 2.32 (2.3) [0 – 13.1] 

Serum cholesterol (mmol/L) 5.24 (5.2)  ± 1.5 (1.8) [0 – 10.9] 

Known HIV positivity (years) 9.13 (7)  ± 6.71 (9) [0.75 - 28] 

Liver Stiffness (kPa) 5.92 (5.2)  ± 3.96 (2) [3 – 36.3] 

CAP (dB/m) 245 (237)  ± 52.61 (67) [160 - 385] 

 N (%) 

ART ever taken 125 (91.9) 

Darunavir 27 (19.85) 

Atanazavir 10 (7.35) 

Lopinavir 27 (19.85) 

Raltegravir 17 (12.5) 

Lamivudine 120 (88.24) 

Tenofovir 54 (39.7) 
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In the subgroup of HIV-mono-infected patients without significant alcohol consumption 

(n=101), LS ranged from 3.0 kPa to 34.3 kPa, with a median value of 5.1 kPa (IQR 1.7). 

According to the HIV/HCV co-infection LS cutoffs, significant liver fibrosis, defined as 

LS <7.2 kPa, was detectable in 10/101 individuals. The presence of cirrhosis (LS >14.6 

kPa) was observed in 2 participants. Applying the cutoff value of 5.3 kPa from a healthy 

population as described in the study by Han et al., significant fibrosis was detected in 

56/101 patients. CAP values in this subgroup ranged from 165 dB/m to 385 dB/m, with 

a median of 239 dB/m (IQR 74). Fifty-three (52.47%) participants had significant liver 

steatosis. Stage 1 steatosis was detected in 20 (19.8%) patients, stage 2 in 9 (8.91) and 

stage 3 in 24 (23.76%). The median BMI was 24.74 (IQR 3.32). A BMI greater than 25 

kg/m2 was found in 45 patients, and obesity was present in 5 patients. Age ranged from 

24.35 to 71.33 years (median 42.36, IQR 13.4), and 99/101 (98.01%) participants were 

male. The median CD4% was 29 (IQR 11, min-max 1-46), median CD8 was 44 (IQR 17, 

min-max 20-78) and CD4/8 ratio was 0.6383 (IQR 0.4502, min-max 0.01282-1.76). The 

median known disease duration was 7 years (IQR 9, min-max 0.75-25). Eleven patients 

Abacavir 20 (14.7) 

Zidovudine 47 (34.55) 

Etravirine 9 (6.62) 

Nevirapine 29 (21.32) 

Efavirenz 33 (24.26) 

Isolated anti-HBc positivity 13 (9.56) 

anti-HCV positivity 13 (9.56) 

HBsAg positivity 11 (8.08) 

Smoking 16 (11.75) 

Alcohol intake (>50g daily) 4 (2.94) 

Sex (male) 133 (97.8) 

Diabetes 13 (9.56) 

Hypertension 29 (21.32) 

Lipodystrophy 13 (9.56) 

  



26 

 

were diabetic, 21 had hypertension, and facial lipodystrophy was identified in 12 

individuals. The number of ART-experienced participants was 92 (91.09%). Twenty 

(19.8%) patients were taking darunavir, 7 (6.93%) atanazavir, 26 (25.74%) lopinavir, 8 

(7.92%) raltegravir, 9 (8.91%) etravirine, 22 (21.78%) nevirapine, 27 (26.73%) efavirenz, 

38 (37.62%) tenofovir, 13 (12.87%) abacavir, 39 (38.61%) zidovudine and 89 (88.11%) 

lamivudine. There were no significant differences in any of the parameters between this 

subgroup and the total study population. 

Figure 3. Associations between antiretroviral medications (ever taken) in the whole 

study population. The 11 most frequent antiretrovirals are coded in different colors. 
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Associations are expressed as Cramér’s V value x 1000 and are displayed as ‘two-way 

chords’ between the antiretroviral panels. The thickness of the cords, denoting the 

strength of the association, is presented numerically for the inner ring and displayed as 

color-coded percentages for the outer rings. The only association that was found to be 

statistically significant after Bonferroni-correction was between zidovudine and tenofovir 

(Cramér’s V value: 0.305, p<0.001.) 

4.2 Univariate analysis of the association between the CAP value and 
different variables 

 

The examined continuous variables showed a strong association with the CAP value 

following the Pearson and Kendall-τ-rank correlation. According to the Bonferroni-

correction, the associations of age (adjusted p<0.001), serum triglyceride (adjusted 

p<0.001), BMI (adjusted p<0.001) and disease duration (adjusted p<0.001) using the 

Pearson and Kendall-τ-rank correlation and liver stiffness with the Kendall-τ-rank 

correlation were considered significant (adjusted p<0.001). The association was only 

negative for the CD8 percentage. Among the categorical variables, the presence of 

hypertension was considered to be significant (adjusted p<0.001). Associations of the 

CAP value and different continuous and categorical variables assessed by univariate 

analysis are shown in Table 2. Figure 4 presents the assessed correlation of continuous 

variables with the CAP value in graphical form.  

Table 2. Univariate analysis: associations between the CAP value and continuous 

(panel A) and categorical (panel B) variables.a Results are presented as the mean 

(median) ± SD (IQR) [min-max]; The p-value pertains to the null hypothesis of no 

correlation; p-values are unadjusted; BMI: body mass index; CAP: controlled attenuation 

parameter; ART: antiretroviral therapy; Lipodystrophy: facial lipodystrophy 

Continuous variable Linear Kendall 

 r p τ p 

CD4% 0.18 0.0349 0.1304 0.027 

CD8% -0.21 0.016 -0.1366 0.0201 



28 

 

Continuous variable Linear Kendall 

 r p τ p 

CD4/8 ratio 0.2 0.0199 0.1435 0.0136 

Age 0.39 <0.001 0.2456 <0.001 

BMI 0.5 <0.001 0.3544 <0.001 

Triglyceride 0.35 <0.001 0.2202 <0.001 

Cholesterol 0.25 0.0036 0.1693 0.0042 

Disease 

duration 

0.36 <0.001 0.2363 <0.001 

Liver stiffness 0.18 0.041 0.2076 <0.001 

 

Panel B. Results are presented as the mean (median) ± SD (IQR) [minimum–maximum]. 

The p-value pertains to the null hypothesis of stochastic equivalence for the two 

populations (presence/absence). p-values are unadjusted. 

a Antiretroviral therapy 

 

Categorical  Presence of 

variablea 

Absence of variablea p-value  

Darunavir 247 (237) ± 54.4 (64) 

[79 - 304] 

236.9 (237) ± 44.7 

(71.5) [171 - 332] 

0.502 

Atanazavir 243 (237) ± 51.3 

(64.5) [160 - 385] 

269.9 (263.5) ± 64.9 

(89.25) [108 - 287] 

0.185 

Raltegravir 245.5 (238) ± 51.5 

(63) [79 - 304] 

241.9 (216) ± 61.8 

(51) [92 - 297] 

0.457 

Etravirine 243.8 (237) ± 52.1 

(66) [79 - 304] 

262.6 (249) ± 60.2 

(98) [116 - 287] 

0.358 

Nevirapine 243.8 (237) ± 54.3 

(67.5) [160 - 385] 

249.6 (239) ± 46.6 

(49) [97 - 297] 

0.394 

Efavirenz 239.5 (235) ± 47.4 

(58.5) [168 - 385] 

262.2 (242) ± 64.2 

(120) [79 - 287] 

0.094 
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Categorical  Presence of 

variablea 

Absence of variablea p-value  

Tenofovir 247 (237.5) ± 52.9 

(69) [79 - 297] 

241.9 (237) ± 52.5 

(68.5) [165 - 385] 

0.553 

Zidovudine 239.4 (237) ± 49.2 

(65) [79 - 304] 

255.7 (237) ± 57.7 

(79) [92 - 297] 

0.208 

Lamivudine 222.9 (231.5) ± 45.1 

(60.5) [87 - 254] 

248 (238) ± 53 (71.5) 

[160 - 385] 

0.087 

Lopinavir 240.1 (234) ± 50.4 

(67) [79 - 304] 

265.1 (245) ± 57.4 

(89.5) [185 - 378] 

0.042 

ARTa ever 247 (237) ± 53.7 (74) 

[79 - 304] 

222.6 (236) ± 31.2 

(32.5) [168 - 254] 

0.264 

HCV 244.4 (237) ± 51.7 

(65.25) [160 - 385] 

226.8 (216) ± 35.1 

(47) [90 - 201] 

0.320 

HBV 246.16 (237) ± 53.78 

(70) [79 - 304] 

232 (238) ± 36.1 (64) 

[92 - 207] 

0.632 

Smoking 242.8 (237) ± 46.2 

(57) [79 - 304] 

235.6 (233.5) ± 50.1 

(46.5) [92 - 287] 

0.425 

Alcohol 244.8 (237) ± 53.2 

(66.25) [160 - 385] 

251.5 (248) ± 29.2 

(32) [140 - 208] 

0.515 

Sex 245.1 (237) ± 53.5 

(66.5) [160 - 385] 

244 (239) ± 22.6 (22) 

[132 - 191] 

0.652 

Diabetes 240.4 (236) ± 49.6 

(61.5) [160 - 378] 

288.6 (270) ± 62.3 

(71) [121 - 304] 

0.006 

Hypertension 233.2 (229) ± 46.7 

(49) [79 - 304] 

279.5 (282) ± 49.8 

(70) [107 - 297] 

<0.001 

Lipodystrophy 240.8 (237) ± 49.5 

(62.25) [160 - 378] 

281.5 (282.5) ± 66 

(116.5) [118 - 304] 

0.031 
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Figure 4. Correlations between continuous variables and the CAP value. 

The black line shows the best fitting linear curve, and the halftone-line shows the 

LOWESS-smoother for the non-parametric regression. BMI: body mass index (kg/m2); 

CAP: controlled attenuation parameter (dB/m). Age and length of known HIV positivity 

are expressed in years, serum cholesterol and triglyceride in mmol/L and liver stiffness 

in kPa. 
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4.3 Multivariate regression models that predict the CAP value 

 

To identify significant covariates of the CAP value, a non-linear multivariate model was 

created using restricted cubic splines for the continuous variables. All examined 

parameters were entered into the model with the exception of smoking (33.09% of the 

values were missing) and gender (97.8% of the participants were male). The Wald-F test 

showed that joint non-linearity was not significant (p=0.1787); therefore, a linear model 

could be established. The regression showed a strong association with BMI . The 

associations with other covariates (diabetes,  hypertension) were also significant. 

Darunavir therapy as reported in the medical history was negatively associated with the 

CAP value. Covariates with their estimated regression coefficients and 95% confidence 

intervals are shown in Table 3 and are graphically presented in a Forest plot in Figure 5. 

No significant collinearity was detected with the exception of the CD4/8 ratio (virtual 

influence factor 10.85). Although penalization was not deemed to be necessary (Figure 

6), a large number of variables compared with the study population was concerning. 

Therefore, model calibration and validation were performed, which revealed poor fitting 

of the model (shown in Figure 7). To address this problem, we penalized the model. As 

a result, BMI and hypertension  remained significant. The estimated regression 

coefficients and confidence intervals are shown in Table 4 and are graphically presented 

in Figure 8. The penalized model calibration and validation are shown in Figure 9. 

An alternative model after selection of the covariates revealed similar results. Based on 

variance inflation factors (VIFs; CD4% VIF=5.37; CD8%-VIF=4.8; CD4/8 ratio 

VIF=10.85), CD4% and CD8% were removed. A combined variable of “Metabolic 

favorable ART” with a binary outcome was introduced instead of the 11 covariates of 

different antiretrovirals. BMI (p<0.0001; regression coefficient: 6.208; 95% CI 3.736-

8.681), diabetes (p=0.0509; regression coefficient 22.599; 95% CI 2.344-42.854) and 

hypertension (p=0.0291; regression coefficient: 28.0479; 95% CI -0.1092-56.205) 

remained significant positive predictors, but triglycerides also exhibited a significant, 

independent association (p=0.0262, regression coefficient 3.964, 95% CI 0.477-7.451). 

Significant negative predictors were not identified (Figure 10). Model fitting improved 

remarkably (R2 = 0.403; optimism-corrected R2 = 0.234), and non-linearity was not 

significant (p=0.907). 
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Table 3. Regression coefficients of covariates that predict the CAP value. S.E.: 

standard error. 

Covariate Regression 

coefficient 

S.E. t-value 95% CI P-value 

Liver Stiffness -0.707 1.251 -0.570 -3.188 to 1.774 0.573 

Age -0.131 0.533 -0.250 -1.188 to 0.927 0.807 

BMI 7.070 1.415 5.000 4.262 to 9.877 <0.0001 

CD4% 0.558 0.958 0.580 -1.341 to 2.458 0.561 

CD8% -0.701 0.656 -1.070 -2.003 to 0.601 0.288 

CD4/8 ratio -24.729 34.868 -0.710 -93.897 to 44.439 0.480 

Triglyceride 3.644 1.926 1.890 -0.177 to 7.465 0.061 

Cholesterol -0.201 2.971 -0.070 -6.095 to 5.694 0.946 

Lipodystrophy -7.629 16.236 -0.470 -39.836 to 24.579 0.640 

Diabetes 32.868 16.059 2.050 1.011 to 64.724 0.043 

Hypertension 26.328 10.976 2.400 4.554 to 48.103 0.018 

Disease duration 1.145 0.901 1.270 -0.642 to 2.933 0.207 

Nevirapine -6.693 11.941 -0.560 -30.380 to 16.994 0.576 

Efavirenz -3.971 11.104 -0.360 -25.998 to 18.055 0.721 

Etravirine -4.149 17.407 -0.240 -38.680 to 30.382 0.812 

Tenofovir 6.499 10.015 0.650 -13.368 to 26.366 0.518 

Abacavir 12.228 11.811 1.040 -11.202 to 35.657 0.303 

Zidovudine -10.810 10.325 -1.050 -31.292 to 9.672 0.298 

Lamivudine 12.565 14.936 0.840 -17.063 to 42.193 0.402 

Raltegravir -6.818 13.491 -0.510 -33.580 to 19.943 0.614 

Atanazavir -17.253 17.793 -0.970 -52.550 to 18.045 0.335 
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Covariate Regression 

coefficient 

S.E. t-value 95% CI p-value 

Darunavir -29.914 12.585 -2.380 -54.879 to -4.949 0.019 

Lopinavir 16.644 12.059 1.380 -7.278 to 40.566 0.171 

HCV positivity -8.705 15.130 -0.580 -38.718 to 21.308 0.566 

HBV positivity -2.244 11.131 -0.200 -24.325 to 19.837 0.841 

Alcohol -11.426 24.403 -0.470 -59.835 to 36.984 0.641 

 

 

 

Figure. 5. Multivariate analysis: covariates with regression coefficients and 

confidence intervals of the model predicting the CAP value. 

The figure shows the regression coefficients of the covariates. For categorical variables, 

the change is understood as being the change to the modal category, and for continuous 
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variables, it is a change of 1 IQR. In each case, this is explicitly indicated by two values 

that are separated by a colon after the variable. BMI is expressed in kg/m2; age and length 

of known HIV positivity are expressed in years; and liver stiffness is expressed in kPa. 

ART, antiretroviral therapy; CAP, controlled attenuation parameter (dB/m); 

lipodystrophy, facial lipodystrophy. The thick dark blue lines represents 90% CIs, the 

thick light blue lines are 95% CIs and the narrow light blue lines are 99% CIs. 

 

 
Figure 6. Information criterions for the multivariate model predicting the CAP 

value. Information criterions for the model predicting the CAP values are shown on the 

y-axis, and the degree of penalty is shown on the x-axis. The Aikake Information 

Criterion (AIC-upper curve), Hurvich and Tsai's corrected AIC (AIC_c-middle curve), 

and Schwarz Bayesian Information Criterion (BIC-lower curve) provided the lowest 

value without penalty.  
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Figure 7. Bootstrap overfitting-corrected nonparametric calibration curve of the 

model predicting the CAP value. The horizontal axis is the prediction of CAP. The 

vertical axis is the observed CAP. The dashed line is the identity line. The dotted line is 

the apparent model performance. The solid line is the bias-corrected (overfitting-

corrected) model performance. The optimism-corrected bootstrap validation with 1000 

repeats displayed overfitting of the model (R2=0.4635, optimism corrected R2=0.0813). 

 

Table 4. Regression coefficients of the covariates predicting the CAP value in the 

penalized model (R2=0.41, adjusted R2=0.322). 

Covariate Regression 

coefficient 

S.E: t 95% CI p-value 

CD4% 0.064 0.409 0.160 -0.764 to 0.873 0.877 
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CD8% -0.231 0.294 -0.790 -0.813 to 0.35 0.433 

Age 0.229 0.319 0.720 -0.401 to 0.856 0.474 

BMI 3.940 0.996 3.960 1.969 to 5.910 <0.001 

CD4/8 ratio 2.184 11.239 0.190 -20.053 to 24.422 0.846 

Triglyceride 2.506 1.354 1.850 -0.171 to 5.185 0.067 

Cholesterol 0.753 2.117 0.360 -3.435 to 4.942 0.723 

Disease duration 0.611 0.537 2.160 -0.450 to 1.673 0.257 

Liver Stiffness 0.359 0.802 0.450 -1.2265 to 1.945 0.655 

Diabetes 19.097 11.136 1.710 -2.938 to 41.132 0.089 

Hypertension 16.557 7.662 0.450 1.396 to 31.718 0.033 

Lipodystrophy 3.397 11.027 0.310 -18.424 to 25.217 0.759 

Darunavir -9.986 8.277 -1.210 -26.364 to 6.393 0.230 

Atanazavir -2.841 12.724 -0.220 -28.021 to 22.338 0.824 

Raltegravir -4.150 9.463 -0.440 -22.876 to 14.576 0.662 

Etravirine -0.975 12.643 -0.080 -25.993 to 24.044 0.939 

Nevirapine 1.397 7.698 0.180 -13.837 to 16.63 0.856 

Efavirenz 0.459 7.420 0.060 -14.224 to 15.141 0.951 

Tenofovir 2.086 6.585 0.320 -10.94 to 15.117 0.752 

Abacavir 2.822 8.486 0.330 -13.971 to 19.615 0.740 

Zidovudine -1.635 6.867 -0.240 -15.222 to 11.953 0.812 

Lamivudine 5.698 9.851 0.580 -13.769 to 25.191 0.564 

Lopinavir 8.807 8.132 1.080 -7.285 to 24.898 0.281 

HBV positivity -2.810 8.061 -0.350 -18.761 to 13.144 0.728 

HCV positivity  -7.747 10.423 -0.740 -28.373 to 12.879 0.459 

Alcohol -4.863 17.711 -0.270 -39.909 to 30.183 0.784 



37 

 

 

 

 
 
Fig. 8. Multivariate analysis: covariates with regression coefficients and confidence 

intervals for the penalized model. The figure shows the regression coefficients of the 

covariates. For categorical variables, the change is understood as the change in the modal 

category, and for continuous variables, it is a change of 1 IQR. In each case, this is 

explicitly indicated by two values that are separated by a colon after the variable. BMI is 

expressed in kg/m2; age and length of known HIV positivity are expressed in years; and 

liver stiffness is expressed in kPa. ART, antiretroviral therapy; CAP, controlled 

attenuation parameter (dB/m); lipodystrophy, facial lipodystrophy. The thick dark blue 

lines represent 90% CIs, the thick light blue lines 95% CIs and the narrow light blue lines 

99% CIs.  
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Figure 9. Bootstrap overfitting-corrected nonparametric calibration curve of the 

penalized model predicting the CAP value. The horizontal axis is the prediction of 

CAP. The vertical axis is the observed CAP. The dashed line is the identity line. The 

dotted line is the apparent model performance. The solid line is the bias-corrected 

(overfitting-corrected) model performance. Optimism-corrected bootstrap validation 

with 1000 repeats showed improvement in overfitting of the model (R2=0.4104, optimism 

corrected R2=0.2698) 
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Figure 10. Multivariate analysis after covariate selection: covariates with regression 

coefficients and confidence intervals. The figure shows the regression coefficients of 

the covariates. For categorical variables, the change is understood as the change in the 

modal category, and for continuous variables, it is a change of 1 IQR. In each case, this 

is explicitly indicated by two values that are separated by a colon after the variable. BMI 

is expressed in kg/m2; age and length of known HIV positivity are expressed in years; and 

liver stiffness is expressed in kPa. ART, antiretroviral therapy; CAP, controlled 

attenuation parameter (dB/m); lipodystrophy, facial lipodystrophy. The thick dark blue 

lines represents 90% CIs, the thick light blue lines 95% CIs and the narrow light blue 

lines 99% CIs.  

 

4.4 Univariate analysis of the association between liver stiffness and 
different variables 

 

A significant Kendall-τ-rank correlation was identified between the LS and CAP value 

(adjusted p<0.0001) and body mass index (adjusted p<0.0001). A non-significant but 

remarkable association was detected with age (adjusted p=0.203). With regard to 

categorical variables, no significant associations were identified, and the most 
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pronounced correlation was the presence of arterial hypertension (adjusted p>1). 

Associations between liver stiffness and different continuous and categorical variables 

are presented in Table 5 and Figure 11.  

Table 5. Univariate analysis: associations between the liver stiffness value and 

continuous (panel A) and categorical (panel B) variables.  

Panel A. Results are presented as the mean (median) ± SD (IQR) [minimum–maximum]. 

The p-value pertains to the null hypothesis of no correlation; p-values are unadjusted.  

a Controlled attenuation parameter 

 

Continuous variable Linear Kendall 

 r p τ p 

CD4% -0.087 0.387 0.008 0.902 

CD8% 0.075 0.453 -0.018 0.789 

CD4/8 ratio -0.106 0.291 -0.003 0.960 

Triglyceride 0.026 0.790 0.079 0.251 

Cholesterol 0.028 0.782 0.059 0.392 

Age 0.285 0.004 0.185 0.007 

BMI 0.255 0.010 0.261 <0.0001 

Disease duration 0.147 0.146 0.126 0.074 

CAPa 0.226 0.023 0.295 <0.0001 
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Panel B. Results are presented as the mean (median) ± SD (IQR) [minimum–maximum]. 

The p-value pertains to the null hypothesis of stochastic equivalence for the two 

populations (presence/absence). p-values are unadjusted. 

a Antiretroviral therapy 

 

Categorical  Presence of variablea Absence of variablea p-value 

Diabetes 6.96 (6.3) ± 3.31 (2.65) 

[3.9-15.3] 

5.5 (5) ± 3.32 (1.6) [3-

34.3] 

0.063 

Sex 4.66 (4.9) ± 0.58 (0.55) 

[4-5.1] 

5.69 (5.15) ± 3.38 

(1.85) [3-34,3] 

0.446 

Hypertension 6.11 (5.4) ± 2.44 (1.5) [4-

15.3] 

5.51 (4,9) ± 3.57 

(1.77) [3-34.3] 

0.045 

Lipodystrophy 5.28 (5.05) ± 0.98 (1.55) 

[4-6.9] 

5.71 (5.1) ± 3.53 (1.7) 

[3-34.3] 

0.821 

Darunavir 5.64 (5.3) ± 1.71 (1.97) 

[3.5-10.2] 

5.66 (5) ± 3.63 (1.7) 

[3-34.3] 

0.410 

Atanazavir 5.32 (5.2) ± 1.26 (1.6) 

[3.6-7.3] 

5.68 (5.05) ± 3.44 

(1.7) [3-34.3] 

0.840 

Lopinavir 6.73 (5) ± 6.08 (1.8) [3.6-

34.3] 

5.29 (5.1) ± 1.41 (1.7) 

[3-10.2] 

0.652 

Raltegravir 6.15 (5) ± 3.74 (0.65) 

[3.9-15.3] 

5.62 (5.2) ± 3.31 (1.9) 

[3-34.3] 

0.914 

Lamivudine 5.74 (5.1) ±  3.49 (1.8) 

[3.1-34.3] 

5.06 (4.4) ± 1.77 

(1.85) [3-9.3] 

0.221 

Tenofovir 6.33 (5.3) ±  5.13 (2.12) 

[3.1-34.3] 

5.26 (5) ± 1.34 (1.65) 

[3-10.2] 

0.548 

Abacavir 5.59 (5.8) ±  1.83 (2) 

[3.6-10.2] 

5.67 (5) ± 3.51 (1.75) 

[3-34.3] 

0.819 

Zidovudine 5.51 (4.9) ±  2.01 (1.65) 

[3.7-15.3] 

5.76 (5.15) ± 3.96 

(1.85) [3-34.3] 

0.941 
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Etravirine 4.93 (4.8) ±  1.04 (1.9) 

[3.6-6.3] 

5.73 (5.1) ± 3.47 

(1.75) [3-34.3] 

0.424 

Nevirapine 5.28 (5.3) ± 1.14 (1.8) 

[3.6-7.4] 

5.76 (5) ± 3.72 (1.7) 

[3-34.3] 

0.853 

Efavirenz 5.42 (5.3) ± 1.44 (2.35) 

[3.1-8.8] 

5.75 (5.05) ± 3.80 

(1.67) [3-34.3] 

0.590 

ARTa ever taken 5.27 (5.1) ± 1.92 (1.62) 

[3-9.3] 

5.69 (5.1) ± 3.43 (1.9) 

[3.1-34.3] 

0.605 

 

 

Figure 11. Correlations between continuous variables and liver stiffness. The black 

line shows the best-fitting linear curve, and the red line shows the LOWESS-smoother 
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for nonparametric regression. Liver stiffness is expressed in kPa, BMI in kg/m2; age, 

length of known HIV positivity in years, and CAP in dB/m. Linearity is clearly justified 

by matching the LOWESS-smoother and the best-fitting linear curve. 

 

4.5 Multivariate regression models predicting liver stiffness 

 

Non-linearity was deemed unnecessary (p=0.5658) in the multivariate model. The linear 

regression identified BMI, age  and the history of taking lopinavir as independent positive 

covariates. A history of taking zidovudine over the course of ART  and the presence of 

lipodystrophy  were independent negative covariates. Nevertheless, the model exhibited 

a weak fit. The regression coefficients and confidence intervals are summarized in Table 

6 and are presented graphically in Figure 12. To improve goodness-of-fit and to address 

the problem of multidimensionality (Figure 13, Figure 14), we penalized the model. 

Although general model parameters improved, the model still exhibited poor fitting, and 

no significant covariates were identified (Table 7 and Figure 15 and Figure 16).  

In the alternative model, CD4% and CD8% were removed (CD4% VIF=4.99; CD8%-

VIF=4.86; CD4/8 ratio VIF=10.10 in the unpenalized model) and “Metabolic favorable 

ART” was introduced instead of different types of antiretrovirals. Age was identified as 

a significant positive factor (p=0.036; regression coefficient: 0.09; 95% CI 0.006-0.1736), 

and the CD4/8 ratio (p=0.0313; regression coefficient-2.1942; 95% CI -4.1886 to -

0.2017) and the presence of lipodystrophy (p=0.0429; regression coefficient -2.7524; 

95% CI -5.414 to 0.0898) were identified as significant negative covariates. However, the 

model again performed poorly (R2=0.2134, optimism-corrected R2=-0.099). Therefore, 

penalization was conducted, which improved the goodness-of-fit (optimism-corrected 

R2=0.0497), but significant covariables were no longer identifiable. 

Table 6. Multivariate model predicting liver stiffness 

a Controlled attenuation parameter 

Covariate Regression 

coefficient 

S.E. t 95% CI p-value 

CAPa -0.005 0.009 -0.500 -0.0225 to 0.0134 0.615 
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Covariate Regression 

coefficient 

S.E. t 95% CI p-value 

CD4 0.043 0.082 0.530 -0.1198 to 0.2055 0.601 

CD8 0.010 0.057 0.170 -0.1036 to 0.1235 0.862 

Age 0.096 0.047 2.030 0.0018 to 0.1899  0.046 

BMI 0.336 0.145 2.320 0.0466 to 0.6262 0.024 

CD4/8 ratio -2.610 2.893 -0.900 -8.3810 to 3.1604 0.370 

Triglyceride -0.058 0.161 -0.360 -0.3787 to 0.2634 0.722 

Cholesterol -0.028 0.245 -0.120 -0.5170 to 0.4603 0.908 

Diabetes 1.729 1.326 1.300 -0.9161 to 4.374 0.197 

Hypertension 0.180 0.981 0.180 -1.7775 to 2.1365 0.855 

Lipodystrophy -3.694 1.384 -2.670 -6.4539 to -0.9334 0.010 

Disease duration 0.046 0.889 0.460 -1.3629 to 2.1857 0.645 

Darunavir -2.097 1.134 -1.850 -4.3585 to 0.1651 0.069 

Atanazavir -1.813 1.606 -1.130 -5.0176 to 1.3912 0.263 

Raltegravir -1.035 1.372 -0.750 -3.7713 to 1.7008 0.453 

Etravirine -2.088 1.354 -1.540 -4.7894 to 0.6133 0.128 

Nevirapine -0.536 1.081 -0.500 -2.6922 to 1.6206 0.622 

Efavirenz -0.552 0.957 -0.580 -2.4619 to 1.3575 0.566 

Tenofovir 0.972 0.873 1.110 -0.7687 to 2.7123 0.269 

Abacavir 1.401 1.151 1.220 -0.8958 to 3.6975 0.228 

Zidovudine -2.016 0.901 -2.240 -3.8131 to -0.2178 0.029 

Lamivudine 0.907 1.349 0.670 -3.5973 to 1.783 0.503 

Lopinavir 2.459 0.993 2.480 0.4785 to 4.4387 0.016 
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Figure 12. Multivariate analysis: covariates with regression coefficients and 

confidence intervals of the model predicting liver stiffness. The figure shows the 

regression coefficients of the covariates. For categorical variables, the change is 

understood as the change in the modal category, and for continuous variables, it is a 

change of 1 IQR. In each case, this is explicitly indicated by two values that are separated 

by a colon after the variable. BMI is expressed in kg/m2; age and the length of known 

HIV positivity are expressed in years; and liver stiffness is expressed in kPa. ART, 

antiretroviral therapy; CAP, controlled attenuation parameter (dB/m); lipodystrophy, 

facial lipodystrophy. The thick dark blue lines represents 90% CIs, the thick light blue 

lines 95% CIs and the narrow light blue lines 99% CIs.  
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Figure 13. Information criterions for the multivariate model predicting liver 

stiffness. Information Criterions for the model predicting liver stiffness are shown on the 

y-axis, and the degree of penalty is shown on the x-axis. The Aikake Information 

Criterion (AIC-upper curve), Hurvich and Tsai's corrected AIC (AIC_c-middle curve) 

and Schwarz Bayesian Information Criterion (BIC-lower curve) show the lowest value 

without penalty.  



47 

 

 

Figure 14. Bootstrap overfitting-corrected nonparametric calibration curve of the 

model predicting liver stiffness. The horizontal axis represents the prediction of liver 

stiffness. The vertical axis is the observed liver stiffness. The dashed line is the identity 

line. The dotted line is the apparent model performance. The solid line is the bias-

corrected (overfitting-corrected) model performance. Optimism-corrected bootstrap 

validation with 1000 repeats showed overfitting of the model (R2=0.362, optimism 

corrected R2=-0.1856). 
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Table 7. Multivariate penalized model predicting liver stiffness. 

a Controlled attenuation parameter 

 
Regression 

coefficient 
S.E. t 95% CI 

p-

value 

CAP 0.005 0.005 0.920 -0.0054 to 0.0146 0.362 

CD4 -0.019 0.032 -0.600 -0.0836 to 0.0448 0.550 

CD8 0.011 0.023 0.490 -0.0343 to 0.0567 0.625 

Age 0.042 0.025 1.670 -0.0078 to 0.0909 0.098 

BMI 0.122 0.084 1.460 -0.0438 to 0.2877 0.148 

CD4/8 ratio -0.644 0.851 -0.760 -2.3344 to 1.0461 0.451 

Triglyceride -0.018 0.102 -0.170 -0.2208 to 0.1853 0.863 

Cholesterol -0.011 0.169 -0.060 -0.3468 to 0.3257 0.950 

Diabetes 0.162 0.489 0.330 -0.0779 to 0.1069 0.742 

Hypertension 0.004 0.460 0.010 -0.8097 to 1.1334 0.994 

Lipodystrophy -0.366 0.493 -0.740 -0.9097 to 0.9171 0.460 

Disease duration 0.015 0.047 0.310 -1.344 to 0.6128 0.756 

Darunavir -0.162 0.467 -0.350 -1.0893 to 0.7659 0.730 

Atanazavir -0.095 0.507 -0.190 -1.1019 to 0.9110 0.851 

Raltegravir -0.005 0.497 -0.010 -0.9916 to 0.9817 0.992 

Etravirine -0.177 0.493 -0.360 -1.1565 to 0.8017 0.720 

Nevirapine -0.159 0.454 -0.350 -1.0614 to 0.7432 0.727 

Efavirenz -0.182 0.446 -0.410 -1.0667 to 0.7031 0.684 

Tenofovir 0.392 0.432 0.910 -0.4653 to 1.2495 0.366 

Abacavir 0.091 0.475 0.190 -0.8516 to 1.0333 0.849 

Zidovudine -0.282 0.436 -0.650 -1.1468 to 0.5831 0.519 

Lamivudine 0.063 0.483 0.130 -1.0223 to 0.8969 0.897 

Lopinavir 0.420 0.451 0.930 -0.4760 to 1.3161 0.355 
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Figure 15. Multivariate analysis: covariates with regression coefficients and 

confidence intervals for the penalized model using liver stiffness as the response 

variable. The figure shows the regression coefficients of the covariates. For categorical 

variables, the change is understood as the change to the modal category, and for 

continuous variables, it is a change of 1 IQR. In each case, this is explicitly indicated by 

two values that are separated by a colon after the variable. BMI is expressed in kg/m2; 

age and the length of known HIV positivity are expressed in years; and liver stiffness is 

expressed in kPa. ART, antiretroviral therapy; CAP, controlled attenuation parameter 

(dB/m); lipodystrophy, facial lipodystrophy. The thick dark blue lines represent 90% CIs, 

the thick light blue lines 95% CIs and the narrow light blue lines 99%. 
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Figure 16. Bootstrap overfitting-corrected nonparametric calibration curve of the 

penalized model predicting liver stiffness. The horizontal axis shows the prediction of 

liver stiffness. The vertical axis is the observed liver stiffness. The dashed line is the 

identity line. The dotted line is the apparent model performance. The solid line is the bias-

corrected (overfitting-corrected) model performance. Optimism-corrected bootstrap 

validation with 1000 repeats showing overfitting of the model (R2=0.1949, optimism 

corrected R2=0.0525). 
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5 Discussion 

 

To the best of our knowledge, CAP had only been used in one other study performed in 

a large, unselected group of HIV-infected individuals to evaluate HS at the time of the 

publication our results (118). Using the same cutoff value (238 dB/m) and a methodology 

similar to our analysis, they detected HS in 40% of the participants (118). Our cross-

sectional design resulted in similar findings, and we identified significant HS in 47.8% of 

the individuals living with HIV. However, Macías et al. used a dichotomized endpoint 

(the presence of significant HS). In contrast, we used a continuous scale of CAP values 

in the multivariate regressions for an HIV-infected population. One of the main 

advantages of CAP in comparison to other methods is that the quantitative measurement 

of HS can be integrated without losing information (117). Most recently, a longitudinal 

cohort was performed in a population of 326 PLWH (154). After 12 months, the baseline 

37% prevalence of significant HS (>238 dB/m) increased to 39% (154). 

Most studies assessing HS in HIV-infected patients enrolled a selected population with 

HCV co-infection. These studies, based on LB, reported a wide range of HS prevalence 

(11-72%) (72, 74, 76, 155-157). A meta-analysis demonstrated HS in 40% of HIV/HCV 

patients assessed with LB (73). Of note, LB is more likely to be performed in patients 

who require anti-HCV treatment or have more progressed liver disease; therefore, the 

results could have been influenced by selection bias (118). Two recent studies using 

ultrasonography described a 54% and 52% prevalence in a subset of co-infected patients 

(71, 72). 

Few studies have assessed HS in HIV-mono-infected patients. The prevalence of HS was 

31% and 52% in five studies using ultrasonography (71, 94, 111, 158) and 37% in another 

study using CT (94). Ingiliz et al. reported a 60% prevalence that was evaluated with LB 

in participants with persistent liver enzyme elevation (159). However, there are 

considerable concerns regarding the heterogeneity of the study population and the 

methods applied in these surveys. In another recently published cross-sectional study in 

HIV-mono-infected individuals, NAFLD was identified in 48% of the participants using 

(160) CAP measurements. 
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Similar to hepatic steatosis, only a limited number of published studies have assessed 

liver stiffness in HIV-infected patients without HBV or HCV infection. In these 

publications the prevalence of liver fibrosis ranged from 11% to 42% using different 

cutoff values (84, 85, 88, 90, 92, 160). The highest proportion was reported by Han et al., 

who identified abnormal LS values in 39/93 (42%) patients on ART for at least 12 months 

without hepatitis virus co-infection (84). Using the same cutoff value, the proportion of 

individuals with abnormal LS was even higher in our subgroup of HIV-mono-infected 

patients without significant alcohol consumption (56/101; 55.44%). Of note, this cutoff 

was adopted from the general Korean population; therefore, ethnical differences may 

have influenced these results. In contrast, Merchante et al. (88) identified 29/258 (11.2%) 

patients in their study population with significant liver fibrosis (cutoff >7.2 kPa). In the 

prospective study of Rivero-Juarez et al., the incidence of significant LF among HIV-

infected individuals with liver damage of uncertain origin was reported to be 10.6% with 

the same cutoff (89). Applying their cutoff value (>7.2 kPa), we obtained similar results: 

abnormal LS values were detected in 10/101 (9.9%) individuals in the subgroup. In a 

large study published by Mohr et al., a 10% prevalence of significant liver fibrosis was 

obtained with VTCE among 343 HIV-mono-infected patients (cutoff of 7.1 kPa) and 432 

individuals living with HIV (109). Applying the same cutoff, Vuille-Lessard et al. 

reported 15% prevalence (160). Our results for the prevalence of significant liver fibrosis 

were very similar to those of published values.  

The observed outlier value in one participant in the HIV-mono-infected group refers to 

an advanced liver disease of unknown origin. Similarly, other observational studies in the 

HIV mono-infected population also identified individuals with high grade fibrosis and 

even with cryptogenic cirrhosis (88, 90). Recently, cirrhosis was identified in 5.2% 

percent of the HIV mono-infected patients (defined as LS>10.3 kPa) compared to the 

0.6% of the uninfected control group (90).  

Nevertheless, these diverse results underline the importance of identifying better cutoff 

values for HIV-mono-infected patients. The most reliable method to achieve this goal 

would be to perform a liver biopsy and compare the results with those of transient 

elastography. Nevertheless, to our knowledge, no such study has yet been conducted. 
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Morse et al. verified the cutoff of 7.1 kPa in HIV-mono-infected patients with elevated 

transaminases undergoing liver biopsy (85), but as previously mentioned, adopting this 

cutoff for an unselected HIV-mono-infected population may underestimate the true 

prevalence. The discrepancies in cutoff values may lead to an unreliable estimation of the 

rate and grade of liver fibrosis. Therefore, instead of dichotomizing our study population 

to patients with abnormal and normal LS values, we used a continuous scale of LS for 

further correlation and regression analyses to avoid uncertainty arising from using a pre-

defined “abnormal” value as the cutoff.  

Regarding the general patient characteristics of the study population, demographic and 

anthropometric parameters, namely age and BMI, were similar to the findings of 

observational VTCE studies of large unselected patient groups (84, 109, 118), with the 

notable exception of the high proportion of male participants in our participant 

population. Correspondingly, because the HIV transmission route was almost exclusively 

sexual, the prevalence of HCV co-infection remained low, similar to the reported values 

among MSM PLWH of 1-12% (161). In contrast, among HIV-infected IVDUs, 72-95% 

were found to be co-infected with HCV (161). Therefore, our findings are likely explained 

by the absence of intravenous drug users in our study population. Despite the 24% 

seropositivity of hepatitis C infection among Hungarian IVDUs (162), HIV remained 

relatively rare (163). Because illicit intravenous drug use was not reported, it was not 

included in the analysis. The absence of IVDUs may be related to a general mistrust of 

Hungarian HIV patients toward the healthcare system and may underscore the use of these 

addictive substances in this population. 

Regarding HBV, the HBsAg seroprevalence (8.08%) was both comparable to the reported 

values in HIV-infected IVDU (7-10%) and the MSM (9-17%) populations (161). 

Nevertheless, the identified proportion of patients with HBsAg was slightly higher than 

the ones identified in the largest observational VTCE studies of unselected HIV-infected 

patient groups (5-6.7%) (109, 118). If isolated anti-HBc positivity was also taken into 

account, then roughly one-fifth of the study population had contracted HBV. 

Nevertheless, the clinical significance of isolated anti-HBc positivity is not well-defined 

in PLWH (164). However, it does not have an impact on HIV progression of liver-related 

mortality (165), and individuals with isolated anti-HBc positivity have a significantly 
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shorter survival than those with positive anti-HBs at baseline (166), suggesting a role of 

HIV-associated immunologic changes in the presence of this marker. The proportion of 

HBV DNA positivity among HIV-infected patients with isolated anti-HBc positivity was 

reported to be 8.3% (164). Based on these findings and the possibility of ongoing 

abnormal immunologic and inflammatory changes in the liver, we decided to incorporate 

this variable in the analysis. However, to avoid model overfitting, we combined it with 

the patient pool of HBsAg, which could be interpreted as an oversimplification of the 

immunologic effects of different serologic states of HBV infection in this patient 

population.  

Although alcohol consumption in Hungary is one of the highest in the world, with an 

APC (alcohol per capita consumption) of 13.3 L of pure alcohol annually (167), only a 

small proportion (2.94%) of the patients reported significant regular alcohol intake. A 

high index of suspicion should be maintained about the generalizability, especially in 

terms of data about addictive substance use, of the mode of HIV transmission and 

hepatitis co-infections, given the possible absence of non-compliance in our study 

population. 

The prevalence of diabetes (9.56%) was somewhat higher than the prevalence in the 

general adult Hungarian population (7.5%) (168), but it was comparable to the prevalence 

(7-13%) reported from PI, stavudine and zidovudine-experienced HIV patients. However, 

whether HIV infection itself increases the risk of diabetes remains unclear (169-173). 

Interestingly, our identified DM prevalence was higher than the reported values from 

similar studies (4.4-5%) (109, 118). Although assessing comparability is difficult given 

the different definitions of DM, our results may reflect an unfavorable metabolic profile 

of the Hungarian HIV-infected population compared with the Spanish and German HIV-

infected populations reported in the aforementioned studies (109, 118), which could be 

partially explained by the high proportion of zidovudine and PI-exposed individuals and 

the potential high cumulative exposure to these ARVs. 

The prevalence of hypertension portrays a similar profile. In our study, it was similar 

(21.32%) to the general Hungarian population (22.6%) (174), but we should note that our 

results likely constitute an underestimation because hypertension was defined by the 

regular intake of an antihypertensive. Therefore, patients with undiagnosed hypertension 
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and hypertension not requiring medication were not identified. Of note, studies have 

shown a wide range of results regarding the prevalence of hypertension in HIV–infected 

individuals; thus, whether it is more prevalent than in the general population remains 

unclear (175-181). 

In our study, using univariate analysis, ART medications were not significantly 

associated with steatosis. In the multivariate analysis, darunavir exposure was a 

significant independent variable with lower CAP values. Darunavir has previously been 

shown to have a more favorable metabolic profile (especially with regard to serum lipid 

level changes) than older PIs such as LPV/r (182). Our findings may provide additional 

support for these observations. It must be emphasized, however, that this association 

disappeared after penalizing the model, and no other associations with ARV remained 

significant in the alternative model. Thus, the generalizability of this result remains 

questionable. In addition, the duration of ARV therapy was not assessed, which could 

influence the results. Associations between NRTI exposure, particularly 

dideoxynucleoside analogs, such as didanosine, stavudine or zalcitabine, and hepatic 

steatosis have been described in a few studies (74, 76, 111, 155, 159). In a study 

investigating HCV-co-infected patients, the cumulative dideoxynucleoside analogue 

exposure revealed a significant association with HS progression (74). According to 

another study, HS was associated with stavudine use in the multivariate analysis in HCV-

co-infected patients (155). In our study population, the number of dideoxynucleoside-

treated patients was negligible (n=2) (117); thus, we did not include them in our analysis. 

In contrast, Woreta et al. found an association between ART and reduced progression of 

HS in HIV/HCV-co-infected patients (156); however, most other investigators did not 

observe such an association (71, 73, 75, 118, 183).  

Regarding immune dysregulation, we used the CD4/8 ratio as a surrogate marker. A lower 

ratio and a higher CD8 percentage are characteristics of ongoing inflammatory processes 

(184). Most other studies did not find an association between CD4 or CD8 cell counts, or 

the CD4/8 ratio, and HS (71, 73, 74, 94, 111, 118, 155, 183). Our results were similar 

because after adjustment, none of these values were significant. Another possible marker 

of immune activation is the length of known HIV positivity (referred to as ‘disease 

duration’), which may refer to a cumulative amount of viral replication and may refer to 
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triggered immunologic alterations. The association of CAP with this value remained 

significant after adjustment, but this variable may also reflect some other parameters (e.g., 

ART, lifestyle factors) that raise the possibility of the presence of confounders. With 

multivariate models and in the alternative model with improved fitting, the association 

with this value remained non-significant after penalization. Therefore, a reasonable link 

between CAP and ARVs, or markers of HIV-induced immune activation, cannot be 

confirmed. Overall, the relationship of immunologic markers, such as lymphocyte 

percentages and the CD4/8 ratio, length of known HIV positivity and antiretroviral 

exposure, with HS remains controversial. To better characterize these associations, 

clinical trials using the CAP value or other methods of liver steatosis detection as the 

endpoint are needed. 

In contrast, metabolic factors showed a strong association with the CAP value. In the 

univariate analysis, BMI, age, hypertension and serum triglycerides were significantly 

associated with the CAP measurements. In the multivariate models, BMI remained 

significant with a narrow 95% CI of the regression coefficients not involving zero. These 

findings are in accord with the only other similarly published study from Spain performed 

by Macías et al., in which BMI was the only significant independent covariate, with an 

adjusted odds ratio of 1.34 (95% CI 1.22–1.47; p<0.001) (118). Later, BMI was also 

indentified as the only independent predictor (B (standard error): 9.03 (1.9); p< 0.001) of 

CAP value progression (154). Moreover, in the cross-sectional study performed by 

Vuille-Lessard et al.(160), BMI also showed the greatest effect size on significant CAP 

value (adjusted odds ratio 4.86, 95% CI 2.55-9.26  

The results for hypertension were also convincing. This covariate was independently 

associated with CAP in all multivariate models. Nonetheless, in the alternative model, the 

95% CI of the regression coefficient was too wide, incorporating zero. In this model, 

diabetes and serum triglycerides were detected as independent significant predictors. 

Similarly, a study performed by Li Vecchi et al. showed that triglyceride levels and the 

Framingham risk score were independently associated with HS when assessed by 

ultrasonography (71). Altogether, the association with these factors was not as impressive 

as with BMI, but they were still independently associated with CAP and should thus be 
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considered as a main driving force of HS in individuals living with HIV. However, as 

previously mentioned, prospective studies are needed to address causal relationships.  

According to our findings, neither HCV nor HBV co-infection was associated with HS. 

Previous studies have reported similar results (71, 72, 118), with the notable exception of 

the survey performed by McGovern et al., in which HCV genotype 3 co-infection was 

identified as a significant covariate (76). 

 

In the subgroup analysis of HIV-mono-infected patients without clinically significant 

alcohol consumption, significant positive correlations were observed for CAP and BMI 

in the univariate analysis. However, in the multivariate models, no significant association 

could be identified if the models were penalized to avoid overfitting. Therefore, an 

independent association with liver stiffness remains to be determined. Previous studies 

investigating HIV-mono-infected patients identified an association of metabolic factors, 

such as central obesity in HIV/HCV co-infection (64), elevated homeostasis model 

assessment-estimated insulin resistance levels (89), diabetes (160), and the presence of 

metabolic syndrome (92) with LS. A study using the non-invasive APRI score in 432 

HIV-mono-infected patients enrolled in the Center for AIDS Research Database also 

identified diabetes (adjusted OR, 3.15; 95% CI, 1.12–10.10) and detectable HIV viremia 

(adjusted OR, 2.56; 95% CI, 1.02–8.87) as independent covariates for significant fibrosis 

after controlling for active alcohol use and site (87). These results shed light on the 

possible importance of metabolic conditions in the development of LF, which can be 

triggered by ongoing HIV replication. However, the relationship between unfavorable 

metabolic conditions, such as insulin resistance, is increasingly observed in persons 

infected with HIV, and viral replication is unclear and must be established (63).  

Data suggesting direct HIV-induced effects on the pathogenesis of fibrosis generation 

have mainly been described in patients with HIV/HCV co-infection (63), but the 

mechanism has not been precisely determined. In HCV-infected patients, the CD4/CD8 

ratio as a contributing factor to liver fibrosis has also been considered (185). CD4 cells 

can stimulate anti-fibrotic NK cell activity; thus, the loss and impaired activity of CD4 

cells may contribute to the progression of liver fibrosis (63). Age has also been previously 
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identified as a predictor of fibrosis (88) (adjusted OR 1.05, 95% confidence interval [CI] 

1.002-1.1; p=0.004). The CAP value has demonstrated a significant linear correlation in 

a univariate analysis, and it was also detected in the whole study population (117). 

However, in the other study by Macías et al. measuring CAP values in an HIV-infected 

population, no association was observed between LS and abnormal CAP values (>238 

dB/m) (118). This finding was confirmed by others later (154, 160). The presence of 

steatosis is not unexpected in HIV-mono-infected patients with liver fibrosis. The 

prevalence of hepatic steatosis confirmed by LB was 66.6% in HIV-mono-infected 

patients with abnormal liver stiffness and liver damage of unknown origin (>7.2 kPa) 

(89). 

With regard to ART, no ARV was found to be significantly associated with LS. Han et 

al. found that the cumulative exposure to boosted PIs was a significant independent 

negative predictor [OR 0.941, 95% CI, 0.889–0.997] (84). The authors concluded that 

ritonavir boosting may provide a protective effect. Considering the metabolic changes 

associated with boosted protease inhibitors, this result is surprising (63). Contrary, Vuille-

Lessard et al. (160) identified current PI use as a risk factor (adjusted OR 3.96, 95% CI 

1.64-9.54). 

Associations between didanosine and stavudine and liver fibrosis have been previously 

described (88, 186, 187). An unexpected finding, the significant association between LS 

and previous abacavir exposure (adjusted OR 3.01, 95% CI 1.18-7.67; p=0.02), has also 

been obtained (88). The proinflammatory effect of abacavir has been previously 

described, but the exact mechanisms underlying the induction of liver damage are unclear 

(19). These results raise questions regarding this ARV that may have causal relationships 

with LF, but our findings could not support this observation. Clearly, further prospective, 

controlled trials will be needed to clarify the role of these side effects in the pathogenesis 

of LF in HIV-infected individuals. 

A published analysis performed on the same subgroup of HIV-mono-infected individuals 

used an alternative approach (188). Bayesian Model Averaging (BMA) (189) provided a 

high support for age (Posterior Effect Probability-PEP: 84.5%), moderate for BMI (PEP: 

49.3%), CD4/8 ratio (PEP: 44.2%) and lipodystrophy (PEP: 44.0%) (188). These findings 
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overall suggest that age and BMI have a positive association with LS, while CD4/8 ratio 

and lipodystrophy are rather negatively associated.  

These results shed light on the possible importance of ageing, overweight and HIV-

induced immune dysregulation in the development of liver fibrosis in the HIV-infected 

population. Nonetheless, these reported findings. clearly underscore the advantages of 

using alternative modelling strategies and variable selection methods in small datasets. 

As we concluded (188): “It is worth contrasting these result with those obtained using 

traditional linear regression (without variable selection). At 5%, age (p=0.0415), BMI 

(p=0.0204), presence of lipodystrophy (p=0.0131), history of taking zidovudine 

(p=0.0442) and lopinavir (p=0.0173) were significant. However while this model has an 

apparent R2 of 36%, its realistic - overfitting-optimism corrected - R2 is practically zero 

(obtained through bootstrap validation). Thus, regularization was applied - with the 

penalty parameter selected by Hurvich and Tsai's corrected AIC - which resulted in a 

realistic model, however, it had no significant variable at all (153). This experiment 

clearly illustrates the problems of modelling with so limited sample size, and the possible 

advantages of BMA. In particular for small datasets the effect of model uncertainty can 

be substantial - this is disrespected in the framework of traditional regression modelling. 

Variable selection is often employed, however, when it is non-blinded to the outcome, it 

leads to models that are biased in virtually all of their parameters. For small sample sizes, 

the sound alternatives - such as regularization - might lead to results that are clinically not 

meaningful. BMA is a relevant alternative, which avoids these issues by explicitly 

considering many models.” 

 

Our study has considerable limitations, the relatively small sample size of which is the 

most important. However, the proposed sample size was calculated based on a higher 

expected proportion of HS than observed. Moreover, the calculation did not aid in 

establishing the required participant numbers for the multivariate analysis, which was 

particularly problematic in the shrunken subgroup for liver stiffness assessment. Given 

the numerous covariates, two different approaches were utilized to address overfitting, 

namely the penalization and post-hoc predictor selection, but the models still performed 

relatively poor, especially in the subgroup analysis. Another important limitation is the 

possibility of selection bias and significant confounders. In addition, the presence of 
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diabetes and hypertension was determined by regular intake of antidiabetic and 

antihypertensive medication. As a result, it was difficult to identify non-compliant 

subjects and individuals with undiagnosed disease or those who were in the early stages 

of disease. Therefore, the prevalence of these conditions was likely underestimated. Basic 

liver function tests, such as transaminases, gamma-glutamyl transferase and alkaline 

phosphatase, were not assessed. Although it would be desirable to describe a patient 

subpopulation with biochemical evidence of ongoing liver damage, e.g., NASH patients, 

the high number of variables compared with the patient number in the multivariate 

analysis was already concerning. Thus, we focused on factors that could play an etiologic 

role in hepatic steatosis/fibrosis rather than biochemical markers of the ongoing liver 

damage. Moreover, other causes of liver disease were not explored in detail, but no 

patients with previously diagnosed liver diseases, other than viral hepatitis, NAFLD and 

ALD, were included. A further limitation is that genotype testing or viral load 

measurement was not performed in the HCV seropositive patients. Molecular methods to 

detect HBV DNA would be helpful, especially in HIV-infected individuals with isolated 

anti-HBc positivity. To determine associations with ARVs more accurately, a cumulative 

exposure to the drug would be more appropriate, but with the potential unreliable 

character of retrospective data collection, we decided to use the binary variables instead. 

The main strength of our study is the use of a non-invasive quantitative assessment of HS 

in an unselected group of individuals living with HIV. In addition to the novelty of this 

method, especially in this population, to our knowledge, this was the first study in the 

literature that did not use CAP cutoff values resulting in information loss. Furthermore, 

this observational study provided insight into epidemiologic data about the non-AIDS 

defining metabolic conditions and characteristics of the Hungarian HIV-infected 

population. 
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6 Conclusions 

 

In conclusion, the prevalence of significant HS in HIV-infected patients was high, 

affecting every second patient in the study population. Significant independent covariates 

were metabolic factors (BMI, diabetes and hypertension, serum triglycerides). The 

association was unequivocally the most impressive with BMI. With the exception of an 

independent negative relation in the unpenalized model with darunavir exposure, ART 

and ARVs were not significantly associated with CAP values. Thus, our findings reflect 

the overwhelming importance of metabolic factors in HS. Lifestyle modification, dietary 

counseling and physical activity are paramount in fighting NAFLD (190) and should be 

included in the care of HIV patients (53). To better identify the target group of individuals 

with ongoing liver steatosis and fibrosis, non-invasive CAP and LS measurements with 

transient elastography could be considered as regular screening methods because TE is 

already recommended for the annual evaluation of HIV/hepatitis co-infected patients 

according to the EACS guideline (53). However, the role of other metabolic factors, such 

as HIV-induced chronic immune activation, in NAFLD should not be underestimated 

(191), and ART of all HIV-infected individuals, regardless of CD4 cell count, is the 

cornerstone of prevention of non-AIDS-defining morbidities (52, 53). 

Regarding the secondary objectives, according to the general patient population 

characteristics, diabetes was more prevalent, and other demographic, metabolic and 

immunologic parameters were comparable to those reported in similar studies. Notable 

exceptions were the low proportion of HCV-co-infected individuals, patients with 

significant daily alcohol intake and the absence of IVDUs. 

Furthermore, significant hepatic fibrosis (LS >7.1 kPa) was detectable in one out of every 

ten patients in the subgroup of HIV-mono-infected individuals without significant daily 

alcohol intake.  

We were unable to show any meaningful statistical relationship between LS and any of 

the analyzed parameters as specified in the exploratory objectives. Therefore, further 

investigations in larger patient populations will be performed in future analyses.  
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Using CAP and LS values as continuous variables offers a valuable tool in clinical studies 

for detecting even subtile changes in hepatic steatosis and fibrosis. In the everyday, 

clinical setting of HIV care the regular use of CAP and LS values without cutoffs might 

also help to coordinate preventive measures. Therefore, as future directions, longitudinal 

data collection would be desirable. Further prospective studies and the organization of 

patient registries are warranted to better understand the epidemiology, burden and 

possible clinical consequences of NAFLD, as this common cause of liver disease in HIV-

infected and uninfected individuals is fueled by the ongoing, silent epidemic of obesity. 
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7.A  Summary 

Following the widespread use of combined antiretroviral treatment (ART), the landscape 

of mortality and morbidity has shifted from AIDS-defining conditions to age-related, 

metabolic conditions. Liver-related deaths occur ten times more often in the HIV-infected 

population than in the general population, even in those who are devoid of hepatitis virus 

co-infection. Long-term antiretroviral medications, HIV-induced immune dysregulation, 

and metabolic complications may also contribute to liver damage. Fueled by the global 

epidemic of obesity, non-alcoholic fatty liver disease (NAFLD), which is the most 

frequent cause of liver disease worldwide, is expected to have a prominent impact on the 

HIV-infected population; however, available data concerning the prevalence in the 

unselected HIV-infected population are limited. The aims of this study were to determine 

the prevalence of hepatic steatosis, assess associated factors, and characterize the 

demographic, immunologic and metabolic profile of the Hungarian HIV-infected 

population. A prespecified subgroup analysis to determine the prevalence of significant 

fibrosis and the associated factors in HIV-mono-infected patients without significant 

daily alcohol intake were secondary and exploratory objectives. One hundred and thirty-

six HIV-infected individuals were enrolled in this cross-sectional study. Patients 

underwent liver stiffness and CAP measurements to assess the degree of liver fibrosis and 

steatosis. We used a continuous scale of CAP values to identify significant covariates of 

hepatic fat accumulation. The prevalence of significant HS (defined as CAP >238 dB/m) 

in HIV-infected patients was high, affecting every second patient in the study population. 

A significant independent association with hepatic steatosis was found for hypertension 

(p=0.0328; R: 16.557; 95% CI 1.396 to 31.71) and more impressively for BMI (p<0.0001; 

R: 3.94; 95% CI 1.969 to 5.910). Darunavir use was a significant negative covariate with 

the CAP value in the unpenalized model (p=0.0193 R: -29.913; 95% CI -54.879 to -

4.948). Furthermore, significant hepatic fibrosis (defined as LS >7.1 kPa) was detectable 

in 9.9% (10/101) of the subgroup of HIV-mono-infected individuals without significant 

daily alcohol intake, but no significant covariates could be identified. Our findings reflect 

the importance of metabolic factors in hepatic steatosis. Nonetheless, further prospective 

studies are warranted to clarify causal relations. The possible protective effect of 

darunavir should be determined in the future in randomized controlled trials.  
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7.B  Összefoglalás 

A kombinált antiretrovirális kezelés (ART) elterjedése alapvetően változtatta meg a HIV 

fertőzöttek megbetegedéseit. A korábbi AIDS definiáló állapotok háttérbeszorulásával az 

időskorra jellemző anyagcserebetegségek kerültek előtérbe. A májjal összefüggő 

halálozás a normál populáció tízszerese HIV fertőzöttekben, és krónikus vírushepatitissel 

nem rendelkező HIV fertőzötteket is érinti. Ennek okai összetettek; a ART 

hepatotoxicitásától és kedvezőtlen metabolikus hatásaitól kezdve a HIV által indukált 

immundiszreguláción át, az életmódból fakadó faktorokig több tényező is okozhatja, 

azonban pontos szerepük a mai napig sem tisztázott. A világ leggyakoribb májbetegesége, 

a nem-alkoholos eredetű zsírmáj feltehetően különösen súlyosan érinti a HIV 

fertőzötteket, azonban erre vonatkozóan kevés klinikai adat áll rendelkezésre az 

irodalomban. Jelen vizsgálat célja a klinikailag jelentős májzsírosodás prevalenciájának, 

illetve az ezzel összefüggő faktorok megállapítása volt. További célkitűzésként szerepelt 

a magyar HIV fertőzöttek anyagcserebetegségeinek, demográfiai és immunológiai 

jellemzőinek felmérése, illetve a krónikus vírushepatitissel és jelentős 

alkoholfogyasztással nem rendelkező betegek alcsoportjában a májfibrózis 

előfordulásának és az azzal összefüggő faktorok meghatározása szerepelt. A vizsgálatban 

136 beteg vett részt, akiknél “liver stiffness” (LS) és “controlled attenuation parameter” 

(CAP) meghatározás történt tranziens elasztográfiával a májfibrózis ás szteatózis 

számszerűsítésére. A többváltozós analízisekben a CAP és LS értékeket folyamatos 

változóként értelmeztem. Klinikailag jelentős májzsírosodás (CAP> 238 dB/m) minden 

második beteget érintett. A magas vérnyomás betegség jelenlétét (p=0.0328; R: 16.557; 

95% CI 1.396 - 31.71) mint független szignifikáns kovariánst azonosítottam, azonban 

még erősebb összefüggés mutatkozott a testtömegindexszel (p<0.0001; R: 3.94; 95% CI 

1.969 - 5.910). A darunavir használata független negatív asszociációt mutatott a CAP 

értékkel a nem penalizált modellben (p=0.0193; R: -29.913; 95% CI -54.879 to -4.948). 

Jelentős májfibrózis (LS >7.1 kPa) a vizsgált alcsoport 9.9%-ban volt kimutatható, 

szignifikáns, független faktort azonban nem sikerült azonosítani. A vizsgálat eredményei 

az elhízás és egyéb metabolikus betegségek HIV fertőzöttek májszírosodásban betöltött 

szerepére hívja fel a figyelemet. A darunavir esetleges protektív szerepét a későbbiekben 

randomizált, kontrollált klinikai vizsgálatokban kell meghatározni.   



65 

 

 

8  Conflicts of interest  

 

MS has been an investigator in clinical trials supported by Novartis, Bristol-Myers 

Squibb, Janssen-Cilag, Roche, Boehringer-Ingelheim, Merck Sharp & Dohme and 

AbbVie Pharmaceuticals.  

 

  



66 

 

 

9  Bibliography 

1. Palella FJ, Baker RK, Moorman AC, Chmiel JS, Wood KC, Brooks JT, Holmberg 

SD. (2006) Mortality in the highly active antiretroviral therapy era: changing causes of 

death and disease in the HIV outpatient study. J Acquir Immune Defic Syndr, 43: 27-34. 

2. Bonnet F, Chêne G, Thiébaut R, Dupon M, Lawson-Ayayi S, Pellegrin JL, Dabis 

F, Morlat P. (2007) Trends and determinants of severe morbidity in HIV-infected 

patients: the ANRS CO3 Aquitaine Cohort, 2000-2004. HIV Med, 8: 547-554. 

3. Collaborative Group on AIDS Incubation and HIV Survival including the 

CASCADE EU Concerted Action, Concerted Action on SeroConversion to AIDS and 

Death in Europe. (2000) Time from HIV-1 seroconversion to AIDS and death before 

widespread use of highly-active antiretroviral therapy: a collaborative re-analysis. Lancet, 

355: 1131-1137.  

4. Antiretroviral Therapy Cohort Collaboration. (2010) Causes of death in HIV-1-

infected patients treated with antiretroviral therapy, 1996-2006: collaborative analysis of 

13 HIV cohort studies. Clin Infect Dis, 50: 1387-1396. 

5. Antiretroviral Therapy Cohort Collaboration. (2008) Life expectancy of 

individuals on combination antiretroviral therapy in high-income countries: a 

collaborative analysis of 14 cohort studies. Lancet, 372: 293-299. 

6. Nakagawa F, Lodwick RK, Smith CJ, Smith R, Cambiano V, Lundgren JD, 

Delpech V, Phillips AN. (2012) Projected life expectancy of people with HIV according 

to timing of diagnosis. AIDS, 26: 335-343. 

7. Miners A, Phillips A, Kreif N, Rodger A, Speakman A, Fisher M, Anderson J, 

Collins S, Hart G, Sherr L, Lampe FC. (2014) Health-related quality-of-life of people 

with HIV in the era of combination antiretroviral treatment: a cross-sectional comparison 

with the general population. Lancet HIV, 1: 32-40.  

8. Friis-Møller N, Ryom L, Smith C, Weber R, Reiss P, Dabis F, De Wit S, Monforte 

AD, Kirk O, Fontas E, Sabin C, Phillips A, Lundgren J, Law M; D:A:D Study Group. 

(2016) An updated prediction model of the global risk of cardiovascular disease in HIV-

positive persons: The Data-collection on Adverse Effects of Anti-HIV Drugs (D:A:D) 

study. Eur J Prev Cardiol, 23: 214-223.  

9. Althoff KN, McGinnis KA, Wyatt CM, Freiberg MS, Gilbert C, Oursler KK, 

Rimland D, Rodriguez-Barradas MC, Dubrow R, Park LS, Skanderson M, Shiels MS, 

Gange SJ, Gebo KA, Justice AC; Veterans Aging Cohort Study (VACS). (2015) 

Comparison of risk and age at diagnosis of myocardial infarction, end-stage renal disease, 

and non-AIDS-defining cancer in HIV-infected versus uninfected adults. Clin Infect Dis, 

60: 627-638.  



67 

 

10. Brown TT, Qaqish RB. (2006) Antiretroviral therapy and the prevalence of 

osteopenia and osteoporosis: a meta-analytic review. AIDS, 20: 2165-2174.  

11. Erlandson KM, Allshouse AA, Jankowski CM, MaWhinney S, Kohrt WM, 

Campbell TB. (2013) Functional impairment is associated with low bone and muscle 

mass among persons aging with HIV infection. J Acquir Immune Defic Syndr, 63: 209-

215.  

12. Erlandson KM, Schrack JA, Jankowski CM, Brown TT, Campbell TB. (2014) 

Functional impairment, disability, and frailty in adults aging with HIV-infection. Curr 

HIV/AIDS Rep, 11: 279-290. 

13. Sacktor N, Skolasky RL, Cox C, Selnes O, Becker JT, Cohen B, Martin E, Miller 

EN; Multicenter AIDS Cohort Study (MACS). (2010) Longitudinal psychomotor speed 

performance in human immunodeficiency virus-seropositive individuals: impact of age 

and serostatus. J Neurovirol, 16: 335-341.  

14. Rasmussen LD, May MT, Kronborg G, Larsen CS, Pedersen C, Gerstoft J, Obel 

N. (2015) Time trends for risk of severe age-related diseases in individuals with and 

without HIV infection in Denmark: a nationwide population-based cohort study. Lancet 

HIV, 2: e288-298.  

15. Friis-Møller N, Weber R, Reiss P, Thiébaut R, Kirk O, d'Arminio Monforte A, 

Pradier C, Morfeldt L, Mateu S, Law M, El-Sadr W, De Wit S, Sabin CA, Phillips AN, 

Lundgren JD; D:A:D Study Group. (2003) Cardiovascular disease risk factors in HIV 

patients--association with antiretroviral therapy. Results from the D:A:D study. AIDS, 

17: 1179-1193.  

16. Prestage G, Jin F, Kippax S, Zablotska I, Imrie J, Grulich A. (2009) Use of illicit 

drugs and erectile dysfunction medications and subsequent HIV infection among gay men 

in Sydney, Australia. J Sex Med, 6: 2311-2320.  

17. Petoumenos K, Law M. (2015) HIV-infection and comorbidities: a complex mix. 

Lancet HIV, 2: 265-266. 

18. Deeks SG. (2011) HIV infection, inflammation, immunosenescence, and aging. 

Annu Rev Med, 62: 141-155. 

19. Strategies for Management of Anti-Retroviral Therapy/INSIGHT Study Group; 

D:A:D Study Group. (2008) Use of nucleoside reverse transcriptase inhibitors and risk of 

myocardial infarction in HIV-infected patients. AIDS, 22: 17-24.  

20. Marcus JL, Neugebauer RS, Leyden WA, Chao CR, Xu L, Quesenberry CP, Klein 

DB, Towner WJ, Horberg MA, Silverberg MJ. (2016) Use of abacavir and risk of 

cardiovascular disease among HIV-infected individuals. J Acquir Immune Defic Syndr, 

71: 413-419 

21. Bernardino JI, Mocroft A, Mallon PW, Wallet C, Gerstoft J, Russell C, Reiss P, 

Katlama C, De Wit S, Richert L, Babiker A, Buño A, Castagna A, Girard PM, Chene G, 

Raffi F, Arribas JR, NEAT001/ANRS143 Study Group. (2015) Bone mineral density and 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Multicenter%20AIDS%20Cohort%20Study%20(MACS)%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Strategies%20for%20Management%20of%20Anti-Retroviral%20Therapy%2FINSIGHT%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=NEAT001%2FANRS143%20Study%20Group%5BCorporate%20Author%5D


68 

 

inflammatory and bone biomarkers after darunavir-ritonavir combined with either 

raltegravir or tenofovir-emtricitabine in antiretroviral-naive adults with HIV-1: a 

substudy of the NEAT001/ANRS143 randomised trial. Lancet HIV, 2: e464-473. 

22. Pérez-Matute P, Pérez-Martínez L, Blanco JR, Oteo JA. (2013) Role of 

mitochondria in HIV infection and associated metabolic disorders: focus on nonalcoholic 

fatty liver disease and lipodystrophy syndrome. Oxid Med Cell Longev, 2013: 493413.  

23. Koczor CA, Jiao Z, Fields E, Russ R, Ludaway T, Lewis W. (2015) AZT-induced 

mitochondrial toxicity: an epigenetic paradigm for dysregulation of gene expression 

through mitochondrial oxidative stress. Physiol Genomics, 47: 447-454.  

24. Zha BS, Wan X, Zhang X, Zha W, Zhou J, Wabitsch M, Wang G, Lyall V, 

Hylemon PB, Zhou H. (2013) HIV protease inhibitors disrupt lipid metabolism by 

activating endoplasmic reticulum stress and inhibiting autophagy activity in adipocytes. 

PLoS One, 8: 59514.  

25. Gardner K, Hall PA, Chinnery PF, Payne BA. (2014) HIV treatment and 

associated mitochondrial pathology: review of 25 years of in vitro, animal, and human 

studies. Toxicol Pathol, 42: 811-822.  

26. Margolis AM, Heverling H, Pham PA, Stolbach A. (2014) A review of the toxicity 

of HIV medications. J Med Toxicol, 10: 26-39.  

27. Younas M, Psomas C, Reynes J, Corbeau P. (2016) Immune activation in the 

course of HIV-1 infection: Causes, phenotypes and persistence under therapy. HIV Med, 

17: 89-105. 

28. Erlandson KM, Campbell TB. (2015) Inflammation in Chronic HIV Infection: 

What Can We Do? J Infect Dis, 212: 339-342.  

29. Utay NS, Hunt PW. (2016) Role of immune activation in progression to AIDS. 

Curr Opin HIV AIDS, 11: 131-137 

30. Tenorio AR, Zheng Y, Bosch RJ, Krishnan S, Rodriguez B, Hunt PW, Plants J, 

Seth A, Wilson CC, Deeks SG, Lederman MM, Landay AL. (2014) Soluble markers of 

inflammation and coagulation but not T-cell activation predict non-AIDS-defining 

morbid events during suppressive antiretroviral treatment. J Infect Dis, 210: 1248-1259.  

31. Giorgi JV, Liu Z, Hultin LE, Cumberland WG, Hennessey K, Detels R. (1993) 

Elevated levels of CD38+ CD8+ T cells in HIV infection add to the prognostic value of 

low CD4+ T cell levels: results of 6 years of follow-up. The Los Angeles Center, 

Multicenter AIDS Cohort Study. J Acquir Immune Defic Syndr, 6: 904-912.  

32. Liu Z, Cumberland WG, Hultin LE, Kaplan AH, Detels R, Giorgi JV. (1998) 

CD8+ T-lymphocyte activation in HIV-1 disease reflects an aspect of pathogenesis 

distinct from viral burden and immunodeficiency. J Acquir Immune Defic Syndr Hum 

Retrovirol, 18: 332-340.  



69 

 

33. Zheng L, Taiwo B, Gandhi RT, Hunt PW, Collier AC, Flexner C, Bosch RJ. 

(2014) Factors associated with CD8+ T-cell activation in HIV-1-infected patients on 

long-term antiretroviral therapy. J Acquir Immune Defic Syndr, 67: 153-160.  

34. Guaraldi G, Luzi K, Bellistrì GM, Zona S, Domingues da Silva AR, Bai F, 

Garlassi E, Marchetti G, Capeau J, Monforte A. (2013) CD8 T-cell activation is 

associated with lipodystrophy and visceral fat accumulation in antiretroviral therapy-

treated virologically suppressed HIV-infected patients. J Acquir Immune Defic Syndr, 

64: 360-366. 

35. Lu W, Mehraj V, Vyboh K, Cao W, Li T, Routy JP. (2015) CD4:CD8 ratio as a 

frontier marker for clinical outcome, immune dysfunction and viral reservoir size in 

virologically suppressed HIV-positive patients. J Int AIDS Soc, 18: 20052.  

36. Shearer GM, Clerici M. (1991) Early T-helper cell defects in HIV infection. 

AIDS, 5: 245-253.  

37. Boasso A, Shearer GM, Chougnet C. (2009) Immune dysregulation in human 

immunodeficiency virus infection: know it, fix it, prevent it? J Intern Med, 265: 78-96. 

38. Estes JD, Wietgrefe S, Schacker T, Southern P, Beilman G, Reilly C, Milush JM, 

Lifson JD, Sodora DL, Carlis JV, Haase AT. (2007) Simian immunodeficiency virus-

induced lymphatic tissue fibrosis is mediated by transforming growth factor beta 1-

positive regulatory T cells and begins in early infection. J Infect Dis, 195: 551-561.  

39. Brenchley JM, Paiardini M, Knox KS, Asher AI, Cervasi B, Asher TE, Scheinberg 

P, Price DA, Hage CA, Kholi LM, Khoruts A, Frank I, Else J, Schacker T, Silvestri G, 

Douek DC. (2008) Differential Th17 CD4 T-cell depletion in pathogenic and 

nonpathogenic lentiviral infections. Blood, 112: 2826-2835.  

40. Mehandru S, Poles MA, Tenner-Racz K, Horowitz A, Hurley A, Hogan C, Boden 

D, Racz P, Markowitz M. (2004) Primary HIV-1 infection is associated with preferential 

depletion of CD4+ T lymphocytes from effector sites in the gastrointestinal tract. J Exp 

Med, 200: 761-770.  

41. van Marle G, Gill MJ, Kolodka D, McManus L, Grant T, Church DL. (2007) 

Compartmentalization of the gut viral reservoir in HIV-1 infected patients. Retrovirology, 

4: 87.  

42. Vergnon-Miszczycha D, Lucht F, Roblin X, Pozzetto B, Paul S, Bourlet T. (2015) 

Key role played by the gut associated lymphoid tissue during human immunodeficiency 

virus infection. Med Sci (Paris), 31: 1092-1101.  

43. Zevin AS, McKinnon L, Burgener A, Klatt NR. (2016) Microbial translocation 

and microbiome dysbiosis in HIV-associated immune activation. Curr Opin HIV AIDS, 

11: 182-190 

44. Virchow R. Die Krankhaften Geschwülste. Verlag von August Hirschwald, 

Berlin, 1863: 57–101. 



70 

 

45. Suarez F, Lortholary O, Hermine O, Lecuit M. (2006) Infection-associated 

lymphomas derived from marginal zone B cells: a model of antigen-driven 

lymphoproliferation. Blood, 107: 3034-3044.  

46. Sulyok M, Makara M, Újhelyi E, Vályi-Nagy I. (2015) Non-Hodgkin lymphoma 

and hepatitis C: where we are and what next? Pathol Oncol Res, 21: 1-7.  

47. Makara M, Sulyok M, Csacsovszki O, Sulyok Z, Vályi-Nagy I. (2015) Successful 

treatment of HCV-associated cryoglobulinemia with ombitasvir/paritaprevir/ritonavir, 

dasabuvir and ribavirin: A case report. J Clin Virol, 272: 66-68. 

48. Saadoun D, Suarez F, Lefrere F, Valensi F, Mariette X, Aouba A, Besson C, Varet 

B, Troussard X, Cacoub P, Hermine O. (2005) Splenic lymphoma with villous 

lymphocytes, associated with type II cryoglobulinemia and HCV infection: a new entity? 

Blood, 105: 74-76.  

49. Hotamisligil GS. (2006) Inflammation and metabolic disorders. Nature, 444: 860-

867. 

50. Krebs SJ, Ananworanich J. (2016) Immune activation during acute HIV infection 

and the impact of early antiretroviral therapy. Curr Opin HIV AIDS, 11: 163-172.  

51. Maina EK, Bonney EY, Bukusi EA, Sedegah M, Lartey M, Ampofo WK. (2015) 

CD4+ T cell counts in initiation of antiretroviral therapy in HIV infected asymptomatic 

individuals; controversies and inconsistencies. Immunol Lett, 168: 279-284. 

52. INSIGHT START Study Group, Lundgren JD, Babiker AG, Gordin F, Emery S, 

Grund B, Sharma S, Avihingsanon A, Cooper DA, Fätkenheuer G, Llibre JM, Molina 

JM, Munderi P, Schechter M, Wood R, Klingman KL, Collins S, Lane HC, Phillips AN, 

Neaton JD, (2015) Initiation of Antiretroviral Therapy in Early Asymptomatic HIV 

Infection. N Engl J Med, 373: 795-807. 

53. Ryom L, Boesecke C, Gisler V, Manzardo C, Rockstroh JK, Puoti M, Furrer H, 

Miro JM, Gatell JM, Pozniak A, Behrens G, Battegay M, Lundgren JD; EACS Governing 

Board. (2016) Essentials from the 2015 European AIDS Clinical Society (EACS) 

guidelines for the treatment of adult HIV-positive persons. HIV Med, 17: 83-88  

54. WHO Guidelines Approved by the Guidelines Review Committee. Guideline on 

When to Start Antiretroviral Therapy and on Pre-Exposure Prophylaxis for HIV. World 

Health Organization, Geneva 2015 

55. Safren SA, Mayer KH, Ou SS, McCauley M, Grinsztejn B, Hosseinipour MC, 

Kumarasamy N, Gamble T, Hoffman I, Celentano D, Chen YQ, Cohen MS; HPTM052 

Study Team. (2015) Adherence to Early Antiretroviral Therapy: Results From HPTN 

052, a Phase III, Multinational Randomized Trial of ART to Prevent HIV-1 Sexual 

Transmission in Serodiscordant Couples. J Acquir Immune Defic Syndr, 69: 234-240. 

56. Carr A, Grund B, Neuhaus J, Schwartz A, Bernardino JI, White D, Badel-Faesen 

S, Avihingsanon A, Ensrud K, Hoy J; International Network for Strategic Initiatives in 

Global HIV Trials (INSIGHT) START Study Group. (2015) Prevalence of and risk 

https://www.ncbi.nlm.nih.gov/pubmed/?term=INSIGHT%20START%20Study%20Group%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=International%20Network%20for%20Strategic%20Initiatives%20in%20Global%20HIV%20Trials%20(INSIGHT)%20START%20Study%20Group%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=International%20Network%20for%20Strategic%20Initiatives%20in%20Global%20HIV%20Trials%20(INSIGHT)%20START%20Study%20Group%5BCorporate%20Author%5D


71 

 

factors for low bone mineral density in untreated HIV infection: a substudy of the 

INSIGHT Strategic Timing of AntiRetroviral Treatment (START) trial. HIV Med, 16: 

137-146.  

57. Sinkó J, Sulyok M, Denning DW. (2015) Burden of serious fungal diseases in 

Hungary. Mycoses, 58: 29-33.  

58. Pónyai K, Ostorházi E, Mihalik N, Rozgonyi F, Kárpáti S, Marschalkó M. (2013) 

Syphilis and HIV coinfection - Hungarian Sexually Transmitted Infection Centre 

Experience between 2005 and 2013. Acta Microbiol Immunol Hung, 60: 247-259. 

59. Szalai E, Gerlei Z, Szlávik J, Szládek G, Patel R, Hunyadi J, Gergely L, Juhász 

A. (2005) Prevalence of human herpesvirus-8 infection in HIV-positive patients with and 

without Kaposi's sarcoma in Hungary. FEMS Immunol Med Microbiol. 43: 265-268.  

60. Weber R, Sabin CA, Friis-Møller N, Reiss P, El-Sadr WM, Kirk O, Dabis F, Law 

MG, Pradier C, De Wit S, Akerlund B, Calvo G, Monforte A, Rickenbach M, Ledergerber 

B, Phillips AN, Lundgren JD. (2006) Liver-related deaths in persons infected with the 

human immunodeficiency virus: the D:A:D study. Arch Intern Med, 166: 1632-1641.  

61. Hernando V, Perez-Cachafeiro S, Lewden C, Gonzalez J, Segura F, Oteo JA, 

Rubio R, Dalmau D, Moreno S, Amo JD; Cohort of the Spanish Network on HIVAIDS 

Research. (2012) All-cause and liver-related mortality in HIV positive subjects compared 

to the general population: differences by HCV co-infection. J Hepatol. 57: 743-751.  

62. Shur NF, Tan Y, Goubet S, Fisher M, Gilleece Y, Verma S. (2016) Non-viral liver 

disease burden in HIV-monoinfected individuals: a longitudinal observational 

retrospective cohort study. AIDS Care, 28: 1522-1527. 

63. Rockstroh JK, Mohr R, Behrens G, Spengler U. (2014) Liver fibrosis in HIV: 

which role does HIV itself, long-term drug toxicities and metabolic changes play? Curr 

Opin HIV AIDS, 9: 365-370. 

64. Bailony MR, Scherzer R, Huhn G, Plankey MW, Peters MG, Tien PC. (2013) 

Association of HIV infection, hepatitis C virus infection, and metabolic factors with liver 

stiffness measured by transient elastography. J Infect Dis, 208: 1776-1783.  

65. Borghi V, Bisi L, Manzini L, Cossarizza A, Mussini C. (2013) Absence of liver 

steatosis in HIV-HCV co-infected patients receiving regimens containing tenofovir or 

abacavir. Infection, 41: 425-429. 

66. Chakvetadze C, Bani-Sadr F, Lescure FX, Fontaine C, Le Pendeven C, Bonnard 

P, Mariot P, Soussan P, Pialoux G. (2013) Liver stiffness values in HIV-infected patients 

with isolated anti-hepatitis B core antibodies. Med Mal Infect, 43: 222-225.  

67. de Lédinghen V, Douvin C, Kettaneh A, Ziol M, Roulot D, Marcellin P, 

Dhumeaux D, Beaugrand M. (2006) Diagnosis of hepatic fibrosis and cirrhosis by 

transient elastography in HIV/hepatitis C virus-coinfected patients. J Acquir Immune 

Defic Syndr, 41: 175-179. 



72 

 

68. Gonzalez FA, Van den Eynde E, Perez-Hoyos S, Navarro J, Curran A, Burgos J, 

Falcó V, Ocaña I, Ribera E, Crespo M. (2015) Liver stiffness and aspartate 

aminotransferase levels predict the risk for liver fibrosis progression in hepatitis C 

virus/HIV-coinfected patients. HIV Med, 16: 211-218.  

69. Ioannou GN, Bryson CL, Weiss NS, Boyko EJ. (2015) Associations between 

lipodystrophy or antiretroviral medications and cirrhosis in patients with HIV infection 

or HIV/HCV coinfection. Eur J Gastroenterol Hepatol, 27: 577-584.  

70. Konerman MA, Mehta SH, Sutcliffe CG, Vu T, Higgins Y, Torbenson MS, Moore 

RD, Thomas DL, Sulkowski MS. (2014) Fibrosis progression in human 

immunodeficiency virus/hepatitis C virus coinfected adults: prospective analysis of 435 

liver biopsy pairs. Hepatology, 59: 767-775.  

71. Li Vecchi V, Soresi M, Giannitrapani L, Di Carlo P, Mazzola G, Colletti P, 

Terranova A, Vizzini G, Montalto G. (2012) Prospective evaluation of hepatic steatosis 

in HIV-infected patients with or without hepatitis C virus co-infection. Int J Infect Dis, 

16: e397-402.  

72. Li Vecchi V, Giannitrapani L, Di Carlo P, Mazzola G, Colletti P, La Spada E, 

Vizzini G, Montalto G, Soresi M. (2013) Non-invasive assessment of liver steatosis and 

fibrosis in HIV/HCV- and HCV- infected patients. Ann Hepatol, 12: 740-748. 

73. Machado MV, Oliveira AG, Cortez-Pinto H. (2010) Hepatic steatosis in patients 

coinfected with human immunodeficiency virus/hepatitis C virus: a meta-analysis of the 

risk factors. Hepatology, 52: 71-78.  

74. Macías J, Berenguer J, Japón MA, Girón-González JA, Rivero A, López-Cortés 

LF, Moreno A, Márquez M, Iribarren JA, Ortega E, Miralles P, Merchante N, Pineda JA. 

(2012) Hepatic steatosis and steatohepatitis in human immunodeficiency virus/hepatitis 

C virus-coinfected patients. Hepatology, 56: 1261-1270. 

75. Martinez V, Ta TD, Mokhtari Z, Guiguet M, Miailhes P, Valantin MA, Charlotte 

F, Bertheau P, Molina JM, Katlama C, Caumes E. (2012) Hepatic steatosis in HIV-HCV 

coinfected patients receiving antiretroviral therapy is associated with HCV-related factors 

but not antiretrovirals. BMC Res Notes, 5: 180.  

76. McGovern BH, Ditelberg JS, Taylor LE, Gandhi RT, Christopoulos KA, 

Chapman S, Schwartzapfel B, Rindler E, Fiorino AM, Zaman MT, Sax PE, Graeme-Cook 

F, Hibberd PL. (2006) Hepatic steatosis is associated with fibrosis, nucleoside analogue 

use, and hepatitis C virus genotype 3 infection in HIV-seropositive patients. Clin Infect 

Dis, 43: 365-372.  

77. Audsley J, Robson C, Aitchison S, Matthews GV, Iser D, Sasadeusz J, Lewin SR. 

(2016) Liver Fibrosis Regression Measured by Transient Elastography in Human 

Immunodeficiency Virus (HIV)-Hepatitis B Virus (HBV)-Coinfected Individuals on 

Long-Term HBV-Active Combination Antiretroviral Therapy. Open Forum Infect Dis, 

3(1): ofw035.  



73 

 

78. Brunet L, Moodie EE, Young J, Cox J, Hull M, Cooper C, Walmsley S, Martel-

Laferrière V, Rachlis A, Klein MB; Canadian Co-infection Cohort Study. (2016) 

Progression of Liver Fibrosis and Modern Combination Antiretroviral Therapy Regimens 

in HIV-Hepatitis C-Coinfected Persons. Clin Infect Dis, 62: 242-249. 

79. Costiniuk CT, Brunet L, Rollet-Kurhajec KC, Cooper CL, Walmsley SL, Gill MJ, 

Martel-Laferriere V, Klein MB. (2016) Tobacco Smoking Is Not Associated With 

Accelerated Liver Disease in Human Immunodeficiency Virus-Hepatitis C Coinfection: 

A Longitudinal Cohort Analysis. Open Forum Infect Dis, 3: ofw050. 

80. Kliemann DA, Wolff FH, Tovo CV, Alencastro PR, Ikeda ML, Brandão AB, 

Barcellos N, Fuchs SC. (2016) Biochemical non-invasive assessment of liver fibrosis 

cannot replace biopsy in HIV-HCV coinfected patients. Ann Hepatol, 15: 27-32. 

81. Njei B, McCarty TR, Luk J, Ewelukwa O, Ditah I, Lim JK. (2016) Use of 

Transient Elastography in Patients with HIV-HCV Co-infection: A Systematic Review 

and Meta-analysis. J Gastroenterol Hepatol, 31: 1684-1693. 

82. Hasson H, Merli M, Galli L, Gallotta G, Carbone A, Messina E, Bagaglio S, 

Morsica G, Salpietro S, Castagna A, Lazzarin A, Uberti-Foppa C. (2013) Non-invasive 

fibrosis biomarkers - APRI and Forns - are associated with liver stiffness in HIV-

monoinfected patients receiving antiretroviral drugs. Liver Int, 33: 1113-1120. 

83. Tahiri M, Sodqi M, Lahdami FE, Marih L, Lamdini H, Hliwa W, Lahcen AO, 

Badre W, Haddad F, Chakib A, Bellabah A, Alaoui R, Filali KM. (2013) Risk factors for 

liver fibrosis among human immunodeficiency virus monoinfected patients using the 

FIB4 index in Morocco. World J Hepatol, 5: 584-588.  

84. Han SH, Kim SU, Kim CO, Jeong SJ, Park JY, Choi JY, Kim dY, Ahn SH, Song 

YG, Han KH, Kim JM. (2013) Abnormal liver stiffness assessed using transient 

elastography (Fibroscan®) in HIV-infected patients without HBV/HCV coinfection 

receiving combined antiretroviral treatment. PLoS One, 8: 52720.  

85. Morse CG, McLaughlin M, Proschan M, Koh C, Kleiner DE, Heller T, Kovacs 

JA. (2015) Transient elastography for the detection of hepatic fibrosis in HIV-

monoinfected adults with elevated aminotransferases on antiretroviral therapy. AIDS, 29: 

2297-2302. 

86. Price JC, Seaberg EC, Badri S, Witt MD, D'Acunto K, Thio CL. (2012) HIV 

monoinfection is associated with increased aspartate aminotransferase-to-platelet ratio 

index, a surrogate marker for hepatic fibrosis. J Infect Dis, 205: 1005-1013.  

87. DallaPiazza M, Amorosa VK, Localio R, Kostman JR, Lo V. (2010) Prevalence 

and risk factors for significant liver fibrosis among HIV-monoinfected patients. BMC 

Infect Dis, 10: 116.  

88. Merchante N, Pérez-Camacho I, Mira JA, Rivero A, Macías J, Camacho A, 

Gómez-Mateos J, García-Lázaro M, Torre-Cisneros J, Pineda JA; Grupo Andaluz para el 

Estudio de las Hepatitis Víricas de la Sociedad Andaluza de Enfermedades Infecciosas. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Canadian%20Co-infection%20Cohort%20Study%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Grupo%20Andaluz%20para%20el%20Estudio%20de%20las%20Hepatitis%20V%C3%ADricas%20de%20la%20Sociedad%20Andaluza%20de%20Enfermedades%20Infecciosas%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Grupo%20Andaluz%20para%20el%20Estudio%20de%20las%20Hepatitis%20V%C3%ADricas%20de%20la%20Sociedad%20Andaluza%20de%20Enfermedades%20Infecciosas%5BCorporate%20Author%5D


74 

 

(2010) Prevalence and risk factors for abnormal liver stiffness in HIV-infected patients 

without viral hepatitis coinfection: role of didanosine. Antivir Ther, 15: 753-763.  

89. Rivero-Juárez A, Camacho A, Merchante N, Pérez-Camacho I, Macias J, Ortiz-

Garcia C, Cifuentes C, Torre-Cisneros J, Peña J, Pineda JA, Rivero A; Grupo Andaluz 

para el Estudio de las Hepatitis Víricas de la Sociedad Andaluza de Enfermedades 

Infecciosas. (2013) Incidence of liver damage of uncertain origin in HIV patients not co-

infected with HCV/HBV. PLoS One, 8: 68953. 

90. Lui G, Wong VW, Wong GL, Chu WC, Wong CK, Yung IM, Wong RY, Yeung 

SL, Yeung DK, Cheung CS, Chan HY, Chan HL, Lee N. (2016) Liver fibrosis and fatty 

liver in Asian HIV-infected patients. Aliment Pharmacol Ther, 44: 411-421. 

91. Kooij KW, Wit FW, van Zoest RA, Schouten J, Kootstra NA, van Vugt M, Prins 

M, Reiss P, van der Valk M; AGEhIV Cohort Study Group. (2016) Liver fibrosis in HIV-

infected individuals on long-term antiretroviral therapy: associated with immune 

activation, immunodeficiency and prior use of didanosine. AIDS, 30: 1771-1780.  

92. Lombardi R, Sambatakou H, Mariolis I, Cokkinos D, Papatheodoridis GV, 

Tsochatzis EA. (2016) Prevalence and predictors of liver steatosis and fibrosis in 

unselected patients with HIV mono-infection. Dig Liver Dis, 48: 1471-1477.  

93. Crum-Cianflone NF. (2007) Nonalcoholic fatty liver disease: an increasingly 

common cause of liver disease among HIV-infected persons? AIDS Read, 17: 513-518. 

94. Crum-Cianflone N, Dilay A, Collins G, Asher D, Campin R, Medina S, Goodman 

Z, Parker R, Lifson A, Capozza T, Bavaro M, Hale B, Hames C. (2009) Nonalcoholic 

fatty liver disease among HIV-infected persons. J Acquir Immune Defic Syndr, 50: 464-

473.  

95. Younossi ZM, Koenig AB, Abdelatif D, Fazel Y, Henry L, Wymer M. (2016) 

Global Epidemiology of Non-Alcoholic Fatty Liver Disease-Meta-Analytic Assessment 

of Prevalence, Incidence and Outcomes. Hepatology, 64: 73-84. 

96. Kleiner DE, Brunt EM, Van Natta M, Behling C, Contos MJ, Cummings OW, 

Ferrell LD, Liu YC, Torbenson MS, Unalp-Arida A, Yeh M, McCullough AJ, Sanyal AJ; 

Nonalcoholic Steatohepatitis Clinical Research Network. (2005) Design and validation 

of a histological scoring system for nonalcoholic fatty liver disease. Hepatology, 41: 

1313-1321.  

97. Rinella ME. (2015) Nonalcoholic fatty liver disease: a systematic review. JAMA, 

313: 2263-2273.  

98. Pais R, Charlotte F, Fedchuk L, Bedossa P, Lebray P, Poynard T, Ratziu V, 

Nonalcoholic Steatohepatitis Clinical Research Network. (2013) A systematic review of 

follow-up biopsies reveals disease progression in patients with non-alcoholic fatty liver. 

J Hepatol, 59: 550-556.  

https://www.ncbi.nlm.nih.gov/pubmed/?term=Grupo%20Andaluz%20para%20el%20Estudio%20de%20las%20Hepatitis%20V%C3%ADricas%20de%20la%20Sociedad%20Andaluza%20de%20Enfermedades%20Infecciosas%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Grupo%20Andaluz%20para%20el%20Estudio%20de%20las%20Hepatitis%20V%C3%ADricas%20de%20la%20Sociedad%20Andaluza%20de%20Enfermedades%20Infecciosas%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Grupo%20Andaluz%20para%20el%20Estudio%20de%20las%20Hepatitis%20V%C3%ADricas%20de%20la%20Sociedad%20Andaluza%20de%20Enfermedades%20Infecciosas%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=AGEhIV%20Cohort%20Study%20Group%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Nonalcoholic%20Steatohepatitis%20Clinical%20Research%20Network%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Nonalcoholic%20Steatohepatitis%20Clinical%20Research%20Network%5BCorporate%20Author%5D


75 

 

99. Matteoni CA, Younossi ZM, Gramlich T, Boparai N, Liu YC, McCullough AJ. 

(1999) Nonalcoholic fatty liver disease: a spectrum of clinical and pathological severity. 

Gastroenterology, 116: 1413-1419. 

100. Younossi ZM, Stepanova M, Afendy M, Fang Y, Younossi Y, Mir H, Srishord 

M. (2011) Changes in the prevalence of the most common causes of chronic liver diseases 

in the United States from 1988 to 2008. Clin Gastroenterol Hepatol, 9: 524-530.  

101. Than NN, Newsome PN. (2015) A concise review of non-alcoholic fatty liver 

disease. Atherosclerosis, 239: 192-202.  

102. Boursier J, Diehl AM. (2015) Implication of gut microbiota in nonalcoholic fatty 

liver disease. PLoS Pathog, 11: 1004559. 

103. Nalbantoglu IL, Brunt EM. (2014) Role of liver biopsy in nonalcoholic fatty liver 

disease. World J Gastroenterol, 20: 9026-9037.  

104. Cadranel JF, Rufat P, Degos F. (2000) Practices of liver biopsy in France: results 

of a prospective nationwide survey. For the Group of Epidemiology of the French 

Association for the Study of the Liver (AFEF). Hepatology, 32: 477-481.  

105. Bedossa P, Dargère D, Paradis V. (2003) Sampling variability of liver fibrosis in 

chronic hepatitis C. Hepatology, 38: 1449-1457.  

106. Schwenzer NF, Springer F, Schraml C, Stefan N, Machann J, Schick F. (2009) 

Non-invasive assessment and quantification of liver steatosis by ultrasound, computed 

tomography and magnetic resonance. J Hepatol, 51: 433-445.  

107. Sasso M, Beaugrand M, de Ledinghen V, Douvin C, Marcellin P, Poupon R, 

Sandrin L, Miette V. (2010) Controlled attenuation parameter (CAP): a novel VCTE™ 

guided ultrasonic attenuation measurement for the evaluation of hepatic steatosis: 

preliminary study and validation in a cohort of patients with chronic liver disease from 

various causes. Ultrasound Med Biol, 36: 1825-1835.  

108. Sasso M, Miette V, Sandrin L, Beaugrand M. (2012) The controlled attenuation 

parameter (CAP): a novel tool for the non-invasive evaluation of steatosis using 

Fibroscan. Clin Res Hepatol Gastroenterol, 36: 13-20.  

109. Mohr R, Schierwagen R, Schwarze-Zander C, Boesecke C, Wasmuth JC, 

Trebicka J, Rockstroh JK. (2015) Liver Fibrosis in HIV Patients Receiving a Modern 

cART: Which Factors Play a Role? Medicine, 94: 2127.  

110. González Guilabert MI, Hinojosa Mena-Bernal C, del Pozo González J, del Pozo 

Pérez MA. (2010) Retrospective study of FibroScan, APRI, FIB-4 and FORNS indexes 

compared with liver biopsy in the evaluation of liver fibrosis in patients with chronic 

hepatitis C monoinfection and HIV coinfection. Gastroenterol Hepatol, 33: 425-432.  

111. Guaraldi G, Squillace N, Stentarelli C, Orlando G, D'Amico R, Ligabue G, 

Fiocchi F, Zona S, Loria P, Esposito R, Palella F. (2008) Nonalcoholic fatty liver disease 



76 

 

in HIV-infected patients referred to a metabolic clinic: prevalence, characteristics, and 

predictors. Clin Infect Dis, 47: 250-257.  

112. Shirley DK, Kaner RJ, Glesby MJ. (2013) Effects of smoking on non-AIDS-

related morbidity in HIV-infected patients. Clin Infect Dis, 57: 275-282.  

113. Garey L, Bakhshaie J, Sharp C, Neighbors C, Zvolensky MJ, Gonzalez A. (2015) 

Anxiety, depression, and HIV symptoms among persons living with HIV/AIDS: the role 

of hazardous drinking. AIDS Care, 27: 80-85.  

114. Chibanda D, Benjamin L, Weiss HA, Abas M. (2014) Mental, neurological, and 

substance use disorders in people living with HIV/AIDS in low- and middle-income 

countries. J Acquir Immune Defic Syndr, 67: 54-67.  

115. Blank MB, Himelhoch S, Walkup J, Eisenberg MM. (2013) Treatment 

considerations for HIV-infected individuals with severe mental illness. Curr HIV/AIDS 

Rep, 10: 371-379.  

116. Dyson JK, Anstee QM, McPherson S. (2014) Non-alcoholic fatty liver disease: a 

practical approach to diagnosis and staging. Frontline Gastroenterol. 5: 211-218.  

117. Sulyok M, Makara M, Rupnik Z, Ferenci T, Újhelyi E, Kormos L, Gerlei Z, 

Szlávik J, Horváth G, Vályi-Nagy I. (2015) Hepatic steatosis in individuals living with 

HIV measured by controlled attenuation parameter: a cross-sectional study. Eur J 

Gastroenterol Hepatol, 27: 679-685.  

118. Macías J, González J, Tural C, Ortega-González E, Pulido F, Rubio R, Cifuentes 

C, Díaz-Menéndez M, Jou A, Rubio P, Burgos A, Pineda JA. (2014) Prevalence and 

factors associated with liver steatosis as measured by transient elastography with 

controlled attenuation parameter in HIV-infected patients. AIDS, 28: 1279-1287.  

119. James J, Carruthers A, Carruthers J. (2002) HIV-associated facial lipoatrophy. 

Dermatol Surg, 28: 979-986.  

120. Sandrin L, Fourquet B, Hasquenoph JM, Yon S, Fournier C, Mal F, Christidis C, 

Ziol M, Poulet B, Kazemi F, Beaugrand M, Palau R. (2003) Transient elastography: a 

new noninvasive method for assessment of hepatic fibrosis. Ultrasound Med Biol. 29: 

1705-1713.  

121. European Association for Study of Liver; Asociacion Latinoamericana para el 

Estudio del Higado. (2015) EASL-ALEH Clinical Practice Guidelines: Non-invasive 

tests for evaluation of liver disease severity and prognosis. J Hepatol, 63: 237-264.  

122. Castéra L, Vergniol J, Foucher J, Le Bail B, Chanteloup E, Haaser M, Darriet M, 

Couzigou P, De Lédinghen V. (2005) Prospective comparison of transient elastography, 

Fibrotest, APRI, and liver biopsy for the assessment of fibrosis in chronic hepatitis C. 

Gastroenterology, 128: 343-350.  

https://www.ncbi.nlm.nih.gov/pubmed/?term=European%20Association%20for%20Study%20of%20Liver%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Asociacion%20Latinoamericana%20para%20el%20Estudio%20del%20Higado%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Asociacion%20Latinoamericana%20para%20el%20Estudio%20del%20Higado%5BCorporate%20Author%5D


77 

 

123. de Lédinghen V, Vergniol J, Gonzalez C, Foucher J, Maury E, Chemineau L, 

Villars S, Gin H, Rigalleau V. (2012) Screening for liver fibrosis by using FibroScan(®) 

and FibroTest in patients with diabetes. Dig Liver Dis, 44: 413-418.  

124. Marcellin P, Ziol M, Bedossa P, Douvin C, Poupon R, de Lédinghen V, 

Beaugrand M. (2009) Non-invasive assessment of liver fibrosis by stiffness measurement 

in patients with chronic hepatitis B. Liver Int, 29: 242-247.  

125. Musso G, Gambino R, Cassader M, Pagano G. (2011) Meta-analysis: natural 

history of non-alcoholic fatty liver disease (NAFLD) and diagnostic accuracy of non-

invasive tests for liver disease severity. Ann Med, 43: 617-649.  

126. Nguyen-Khac E, Chatelain D, Tramier B, Decrombecque C, Robert B, Joly JP, 

Brevet M, Grignon P, Lion S, Le Page L, Dupas JL. (2008) Assessment of asymptomatic 

liver fibrosis in alcoholic patients using fibroscan: prospective comparison with seven 

non-invasive laboratory tests. Aliment Pharmacol Ther, 28: 1188-1198.  

127. Shaheen AA, Wan AF, Myers RP. (2007) FibroTest and FibroScan for the 

prediction of hepatitis C-related fibrosis: a systematic review of diagnostic test accuracy. 

Am J Gastroenterol, 102: 2589-2600.  

128. Chon YE, Choi EH, Song KJ, Park JY, Kim dY, Han KH, Chon CY, Ahn SH, 

Kim SU. (2012) Performance of transient elastography for the staging of liver fibrosis in 

patients with chronic hepatitis B: a meta-analysis. PLoS One, 7: 44930.  

129. Miailhes P, Pradat P, Chevallier M, Lacombe K, Bailly F, Cotte L, Trabaud MA, 

Boibieux A, Bottero J, Trepo C, Zoulim F. (2011) Proficiency of transient elastography 

compared to liver biopsy for the assessment of fibrosis in HIV/HBV-coinfected patients. 

J Viral Hepat, 18: 61-69.  

130. Nahon P, Kettaneh A, Tengher-Barna I, Ziol M, de Lédinghen V, Douvin C, 

Marcellin P, Ganne-Carrié N, Trinchet JC, Beaugrand M. (2008) Assessment of liver 

fibrosis using transient elastography in patients with alcoholic liver disease. J Hepatol, 

49: 1062-1068.  

131. Wong VW, Vergniol J, Wong GL, Foucher J, Chan HL, Le Bail B, Choi PC, 

Kowo M, Chan AW, Merrouche W, Sung JJ, de Lédinghen V. (2010) Diagnosis of 

fibrosis and cirrhosis using liver stiffness measurement in nonalcoholic fatty liver disease. 

Hepatology, 51: 454-462.  

132. de Lédinghen V, Vergniol J. (2008) Transient elastography (FibroScan). 

Gastroenterol Clin Biol, 32: 58-67.  

133. Bonder A, Afdhal N. (2014) Utilization of FibroScan in clinical practice. Curr 

Gastroenterol Rep, 16: 372.  

134. Cardoso AC, Beaugrand M, de Ledinghen V, Douvin C, Poupon R, Trinchet JC, 

Ziol M, Bedossa P, Marcellin P. (2015) Diagnostic performance of controlled attenuation 

parameter for predicting steatosis grade in chronic hepatitis B. Ann Hepatol, 14: 826-836.  



78 

 

135. AASLD/IDSA HCV Guidance Panel. (2015) Hepatitis C guidance: AASLD-

IDSA recommendations for testing, managing, and treating adults infected with hepatitis 

C virus. Hepatology, 62: 932-954.  

136. Horváth G, Hunyady B, Gervain J, Lengyel G, Makara M, Pár A, Szalay F, 

Telegdy L, Tornai I. (2014) Diagnosis and treatment of chronic hepatitis B and D. 

Hungarian national consensus guideline. Orv Hetil, 155: 25-36.  

137. Hunyady B, Gerlei Z, Gervain J, Horváth G, Lengyel G, Pár A, Rókusz L, Szalay 

F, Telegdy L, Tornai I, Werling K, Makara M. (2015) Hepatitis C: diagnosis, anti-viral 

therapy, after-care. Hungarian consensus guideline. Orv Hetil, 156: 343-351. 

138. Sasso M, Tengher-Barna I, Ziol M, Miette V, Fournier C, Sandrin L, Poupon R, 

Cardoso AC, Marcellin P, Douvin C, de Ledinghen V, Trinchet JC, Beaugrand M. (2012) 

Novel controlled attenuation parameter for noninvasive assessment of steatosis using 

Fibroscan(®): validation in chronic hepatitis C. J Viral Hepat, 19: 244-253.  

139. Masaki K, Takaki S, Hyogo H, Kobayashi T, Fukuhara T, Naeshiro N, Honda Y, 

Nakahara T, Ohno A, Miyaki D, Murakami E, Nagaoki Y, Kawaoka T, Tsuge M, Hiraga 

N, Hiramatsu A, Imamura M, Kawakami Y, Aikata H, Ochi H, Takahashi S, Arihiro K, 

Chayama K. (2013) Utility of controlled attenuation parameter measurement for 

assessing liver steatosis in Japanese patients with chronic liver diseases. Hepatol Res, 43: 

1182-1189.  

140. Ferraioli G, Tinelli C, Lissandrin R, Zicchetti M, Dal Bello B, Filice G, Filice C. 

(2014) Controlled attenuation parameter for evaluating liver steatosis in chronic viral 

hepatitis. World J Gastroenterol, 20: 6626-6631.  

141. Mi YQ, Shi QY, Xu L, Shi RF, Liu YG, Li P, Shen F, Lu W, Fan JG. (2015) 

Controlled attenuation parameter for noninvasive assessment of hepatic steatosis using 

Fibroscan®: validation in chronic hepatitis B. Dig Dis Sci, 60: 243-251.  

142. Wang CY, Lu W, Hu DS, Wang GD, Cheng XJ. (2014) Diagnostic value of 

controlled attenuation parameter for liver steatosis in patients with chronic hepatitis B. 

World J Gastroenterol, 20: 10585-10590.  

143. Ahn JM, Paik YH, Min SY, Cho JY, Sohn W, Sinn DH, Gwak GY, Choi MS, Lee 

JH, Koh KC, Paik SW, Yoo BC. (2016) Relationship between Controlled Attenuation 

Parameter and Hepatic Steatosis as Assessed by Ultrasound in Alcoholic or Nonalcoholic 

Fatty Liver Disease. Gut Liver, 10: 295-302. 

144. Castera L, Vilgrain V, Angulo P. (2013) Noninvasive evaluation of NAFLD. Nat 

Rev Gastroenterol Hepatol, 10: 666-675. 

145. Castera L. Noninvasive Evaluation of Nonalcoholic Fatty Liver Disease. (2015) 

Semin Liver Dis, 35: 291-303.  

146. Chan WK, Nik Mustapha NR, Mahadeva S. (2014) Controlled attenuation 

parameter for the detection and quantification of hepatic steatosis in nonalcoholic fatty 

liver disease. J Gastroenterol Hepatol, 29: 1470-1476.  

https://www.ncbi.nlm.nih.gov/pubmed/?term=AASLD%2FIDSA%20HCV%20Guidance%20Panel%5BCorporate%20Author%5D


79 

 

147. Friedrich-Rust M, Romen D, Vermehren J, Kriener S, Sadet D, Herrmann E, 

Zeuzem S, Bojunga J. (2012) Acoustic radiation force impulse-imaging and transient 

elastography for non-invasive assessment of liver fibrosis and steatosis in NAFLD. Eur J 

Radiol, 81: e325-331.  

148. Recio E, Cifuentes C, Macías J, Mira JA, Parra-Sánchez M, Rivero-Juárez A, 

Almeida C, Pineda JA, Neukam K. (2015) Interobserver concordance in controlled 

attenuation parameter measurement, a novel tool for the assessment of hepatic steatosis 

on the basis of transient elastography. Eur J Gastroenterol Hepatol, 25: 905-911.  

149. Vergara S, Macías J, Rivero A, Gutiérrez-Valencia A, González-Serrano M, 

Merino D, Ríos MJ, García-García JA, Camacho A, López-Cortés L, Ruiz J, de la Torre 

J, Viciana P, Pineda JA; Grupo para el Estudio de las Hepatitis Viricas de la SAEI. (2007) 

The use of transient elastometry for assessing liver fibrosis in patients with HIV and 

hepatitis C virus coinfection. Clin Infect Dis, 45: 969-974.  

150. Castera L, Forns X, Alberti A. (2008) Non-invasive evaluation of liver fibrosis 

using transient elastography. J Hepatol, 48: 835-847.  

151. Team R Core. (2016) R: A Language and Environment for Statistical Computing. 

Vienna, Austria: R Foundation for Statistical Computing 

152. Krzywinski M, Schein J, Birol I, Connors J, Gascoyne R, Horsman D, Jones SJ, 

Marra MA. (2009) Circos: an information aesthetic for comparative genomics. Genome 

Res. 19: 1639-1645.  

153. Harrell FE. (2016) rms: Regression Modeling Strategies. R package version 4.5-

0. https://CRAN.R-project.org/package=rms. 

154. Macías J, Real LM, Rivero-Juárez A, Merchante N, Camacho A, Neukam K, 

Rivero A, Mancebo M, Pineda JA. (2016) Changes in liver steatosis evaluated by 

transient elastography with the controlled attenuation parameter in HIV-infected patients. 

HIV Med, 17: 766-773. 

155. Sulkowski MS, Mehta SH, Torbenson M, Afdhal NH, Mirel L, Moore RD, 

Thomas DL. (2005) Hepatic steatosis and antiretroviral drug use among adults coinfected 

with HIV and hepatitis C virus. AIDS, 19: 585-592.  

156. Woreta TA, Sutcliffe CG, Mehta SH, Brown TT, Higgins Y, Thomas DL, 

Torbenson MS, Moore RD, Sulkowski MS. (2011) Incidence and risk factors for steatosis 

progression in adults coinfected with HIV and hepatitis C virus. Gastroenterology, 140: 

809-817.  

157. Gaslightwala I, Bini EJ. (2006) Impact of human immunodeficiency virus 

infection on the prevalence and severity of steatosis in patients with chronic hepatitis C 

virus infection. J Hepatol, 44: 1026-1032.  

158. Nishijima T, Gatanaga H, Shimbo T, Komatsu H, Nozaki Y, Nagata N, Kikuchi 

Y, Yanase M, Oka S. (2014) Traditional but not HIV-related factors are associated with 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Grupo%20para%20el%20Estudio%20de%20las%20Hepatitis%20Viricas%20de%20la%20SAEI%5BCorporate%20Author%5D
https://cran.r-project.org/package=rms


80 

 

nonalcoholic fatty liver disease in Asian patients with HIV-1 infection. PLoS One, 9: 

87596. 

159. Ingiliz P, Valantin MA, Duvivier C, Medja F, Dominguez S, Charlotte F, Tubiana 

R, Poynard T, Katlama C, Lombès A, Benhamou Y. (2009) Liver damage underlying 

unexplained transaminase elevation in human immunodeficiency virus-1 mono-infected 

patients on antiretroviral therapy. Hepatology, 49: 436-442.  

160. Vuille-Lessard E, Lebouche B, Lennox L, Routy JP, Costiniuk CT, Pexos C, 

Giannakis A, Szabo J, Klein MB, Sebastiani G. (2016) Nonalcoholic fatty liver disease 

diagnosed by transient elastography with controlled attenuation parameter in unselected 

HIV monoinfected patients. AIDS, 30: 2635-2643.  

161. Alter MJ. Epidemiology of viral hepatitis and HIV co-infection. (2006) J Hepatol, 

44:6-9. 

162. Tresó B, Takács M, Dencs Á, Dudás M, Pár A, Rusvai E. (2013) Molecular 

epidemiology of hepatitis C virus genotypes and subtypes among injecting drug users in 

Hungary. Euro Surveill, 18: 20639.  

163. Wiessing L, Ferri M, Grady B, Kantzanou M, Sperle I, Cullen KJ, Hatzakis A, 

Prins M, Vickerman P, Lazarus JV, Hope VD, Matheï C; EMCDDA DRID Group. (2014) 

Hepatitis C virus infection epidemiology among people who inject drugs in Europe: a 

systematic review of data for scaling up treatment and prevention. PLoS One, 9: 103345.  

164. Sun HY, Lee HC, Liu CE, Yang CL, Su SC, Ko WC, Lin CY, Tsai JJ, Wong WW, 

Ho MW, Cheng SH, Lin YH, Miao WJ, Hung CC. (2010) Factors associated with isolated 

anti-hepatitis B core antibody in HIV-positive patients: impact of compromised 

immunity. J Viral Hepat, 17: 578-587.  

165. Osborn MK, Guest JL, Rimland D. (2007) Hepatitis B virus and HIV coinfection: 

relationship of different serological patterns to survival and liver disease. HIV Med, 8: 

271-279.  

166. Sheng WH, Kao JH, Chen PJ, Huang LM, Chang SY, Sun HY, Hung CC, Chen 

MY, Chang SC. (2007) Evolution of hepatitis B serological markers in HIV-infected 

patients receiving highly active antiretroviral therapy. Clin Infect Dis, 45: 1221-1229. 

167. WHO. Global status report on alcohol and health 2014. 

http://apps.who.int/iris/bitstream/10665/112736/1/9789240692763_eng.pdf [Accessed 

on 04 April 2015] 

168. International Diabetes Federation 2014 https://www.idf.org/membership/ 

eur/hungary. [Accessed on 04 April 2015] 

169. De Wit S, Sabin CA, Weber R, Worm SW, Reiss P, Cazanave C, El-Sadr W, 

Monforte A, Fontas E, Law MG, Friis-Møller N, Phillips A; Data Collection on Adverse 

Events of Anti-HIV Drugs (D:A:D) study (2008) Incidence and risk factors for new-

onset diabetes in HIV-infected patients: the Data Collection on Adverse Events of Anti-

HIV Drugs (D:A:D) study. Diabetes Care, 31: 1224-1229.  

https://www.ncbi.nlm.nih.gov/pubmed/?term=EMCDDA%20DRID%20group%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Data%20Collection%20on%20Adverse%20Events%20of%20Anti-HIV%20Drugs%20(D%3AA%3AD)%20study%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=Data%20Collection%20on%20Adverse%20Events%20of%20Anti-HIV%20Drugs%20(D%3AA%3AD)%20study%5BCorporate%20Author%5D


81 

 

170. Eastone JA, Decker CF. (1997) New-onset diabetes mellitus associated with use 

of protease inhibitor. Ann Intern Med, 127: 948.  

171. Carr A, Samaras K, Thorisdottir A, Kaufmann GR, Chisholm DJ, Cooper DA. 

(1999) Diagnosis, prediction, and natural course of HIV-1 protease-inhibitor-associated 

lipodystrophy, hyperlipidaemia, and diabetes mellitus: a cohort study. Lancet, 353: 2093-

2099. 

172. Paik IJ, Kotler DP. (2011) The prevalence and pathogenesis of diabetes mellitus 

in treated HIV-infection. Best Pract Res Clin Endocrinol Metab, 25: 469-478.  

173. Tripathi A, Liese AD, Jerrell JM, Zhang J, Rizvi AA, Albrecht H, Duffus WA. 

(2014) Incidence of diabetes mellitus in a population-based cohort of HIV-infected and 

non-HIV-infected persons: the impact of clinical and therapeutic factors over time. Diabet 

Med, 31: 1185-1193.  

174. Sonkodi B, Sonkodi S, Steiner S, Helis E, Turton P, Zachar P, Abrahám G, 

Legrady P, Fodor JG. (2012) High prevalence of prehypertension and hypertension in a 

working population in Hungary. Am J Hypertens, 25: 204-208.  

175. De Socio GV, Ricci E, Maggi P, Parruti G, Pucci G, Di Biagio A, Calza L, Orofino 

G, Carenzi L, Cecchini E, Madeddu G, Quirino T, Schillaci G, Group CS. (2014) 

Prevalence, awareness, treatment, and control rate of hypertension in HIV-infected 

patients: the HIV-HY study. Am J Hypertens, 27: 222-228.  

176. Jericó C, Knobel H, Montero M, Sorli ML, Guelar A, Gimeno JL, Saballs P, 

López-Colomés JL, Pedro-Botet J. (2005) Hypertension in HIV-infected patients: 

prevalence and related factors. Am J Hypertens, 18: 1396-401.  

177. Nsagha DS, Assob JC, Njunda AL, Tanue EA, Kibu OD, Ayima CW, Ngowe 

MN. (2015) Risk Factors of Cardiovascular Diseases in HIV/AIDS Patients on HAART. 

Open AIDS J, 9: 51-59.  

178. Medina-Torne S, Ganesan A, Barahona I, Crum-Cianflone NF. (2012) 

Hypertension is common among HIV-infected persons, but not associated with HAART. 

J Int Assoc Physicians AIDS Care, 11: 20-25.  

179. Guaraldi G, Orlando G, Zona S, Menozzi M, Carli F, Garlassi E, Berti A, Rossi 

E, Roverato A, Palella F. (2011) Premature age-related comorbidities among HIV-

infected persons compared with the general population. Clin Infect Dis, 53: 1120-1126.  

180. Onen NF, Overton ET, Seyfried W, Stumm ER, Snell M, Mondy K, Tebas P. 

(2010) Aging and HIV infection: a comparison between older HIV-infected persons and 

the general population. HIV Clin Trials, 11: 100-109.  

181. Arruda Junior ER, Lacerda HR, Moura LC, Albuquerque MeF, Miranda Filho 

DeB, Diniz GT, Albuquerque VM, Amaral JC, Ximenes RA, Monteiro VS. (2010) Risk 

factors related to hypertension among patients in a cohort living with HIV/AIDS. Braz J 

Infect Dis, 14: 281-287.  



82 

 

182. Ucciferri C, Falasca K, Vignale F, Di Nicola M, Pizzigallo E, Vecchiet J. (2013) 

Improved metabolic profile after switch to darunavir/ritonavir in HIV positive patients 

previously on protease inhibitor therapy. J Med Virol, 85: 755-759.  

183. Xiao J, Han N, Yang D, Zhao H. (2013) Liver steatosis in Chinese HIV-infected 

patients with hypertriglyceridemia: characteristics and independent risk factors. Virol J, 

10: 261. 

184. Serrano-Villar S, Sainz T, Lee SA, Hunt PW, Sinclair E, Shacklett BL, Ferre AL, 

Hayes TL, Somsouk M, Hsue PY, Van Natta ML, Meinert CL, Lederman MM, Hatano 

H, Jain V, Huang Y, Hecht FM, Martin JN, McCune JM, Moreno S, Deeks SG. (2014) 

HIV-infected individuals with low CD4/CD8 ratio despite effective antiretroviral therapy 

exhibit altered T cell subsets, heightened CD8+ T cell activation, and increased risk of 

non-AIDS morbidity and mortality. PLoS Pathog, 10: 1004078.  

185. Feuth T, van Baarle D, van Erpecum KJ, Siersema PD, Hoepelman AI, Arends 

JE. (2014) CD4/CD8 ratio is a promising candidate for non-invasive measurement of liver 

fibrosis in chronic HCV-monoinfected patients. Eur J Clin Microbiol Infect Dis, 33: 

1113-1117.  

186. Akhtar MA, Mathieson K, Arey B, Post J, Prevette R, Hillier A, Patel P, Ram LJ, 

Van Thiel DH, Nadir A. (2008) Hepatic histopathology and clinical characteristics 

associated with antiretroviral therapy in HIV patients without viral hepatitis. Eur J 

Gastroenterol Hepatol, 20: 1194-1204.  

187. Blanco F, Barreiro P, Ryan P, Vispo E, Martín-Carbonero L, Tuma P, Labarga P, 

Medrano J, González-Lahoz J, Soriano V. (2011) Risk factors for advanced liver fibrosis 

in HIV-infected individuals: role of antiretroviral drugs and insulin resistance. J Viral 

Hepat, 18: 11-16.  

188. Sulyok M, Ferenci T, Makara M, Horváth G, Szlávik J, Rupnik Z, Kormos L, 

Gerlei Z, Sulyok Z, Vályi-Nagy I. (2017) Hepatic fibrosis and factors associated with 

liver stiffness in HIV mono-infected individuals. PeerJ, 5: 2867.  

189. Raftery A, Hoeting J, Volinsky C, Painter I, Ka YY. (2015) BMA: Bayesian 

Model Averaging. R package version 3.18.6. https://CRAN.R-project.org/package=BMA 

190. Nascimbeni F, Pais R, Bellentani S, Day CP, Ratziu V, Loria P, Lonardo A. (2013) 

From NAFLD in clinical practice to answers from guidelines. J Hepatol, 59: 859-871.  

191. Mohammed SS, Aghdassi E, Salit IE, Avand G, Sherman M, Guindi M, Heathcote 

JE, Allard JP. (2007) HIV-positive patients with nonalcoholic fatty liver disease have a 

lower body mass index and are more physically active than HIV-negative patients. J 

Acquir Immune Defic Syndr, 45: 432-438.  

https://cran.r-project.org/package=BMA


83 

 

10 Bibliography of the candidate’s 

publications 

 

10.1 Related publications 

 

Sulyok M, Makara M, Rupnik Z, Ferenci T, Újhelyi E, Kormos L, Gerlei Z, Szlávik J, 

Horváth G, Vályi-Nagy I. (2015) Hepatic steatosis in individuals living with HIV 

measured by controlled attenuation parameter: a cross-sectional study. Eur J 

Gastroenterol Hepatol, 27: 679-685.         

Sulyok M, Ferenci T, Makara M, Horváth G, Szlávik J, Rupnik Z, Kormos L, Gerlei Z, 

Sulyok Z, Vályi-Nagy I. (2017) Hepatic fibrosis and factors associated with liver stiffness 

in HIV mono-infected individuals. PeerJ, 5: 2867. 

 

10.2 Unrelated publications 

 

Sulyok M, Rózsa L, Bodó I, Hardi R, Tappe D. (2014) Ocular Pentastomiasis in the 

Democratic Republic of the Congo. PLoS Negl Trop Dis, 8: 3041. 

Tappe D, Sulyok M, Riu T, Rózsa L, Bodó I, Schoen C, Muntau B, Babocsay G, Hardi 

R. (2016) Co-infections in visceral pentastomiasis, Democratic Republic of the Congo. 

Emerg Infect Dis, 22: 1333-1339. 

Tappe D, Sulyok M, Rózsa L, Muntau B, Haeupler A, Bodó I, Hardi R. (2015) Molecular 

diagnosis of abdominal Armillifer grandis pentastomiasis in the Democratic Republic of 

Congo. J Clin Microbiol, 53: 2362-2364. 

Hardi R; Sulyok M; Rózsa L; Bodó I. (2013) A Man With Unilateral Ocular Pain and 

Blindness Clin Inf Dis, 57: 469-470. 

Sulyok M, Makara M, Újhelyi E, Vályi-Nagy I. (2015) Non-Hodgkin lymphoma and 

hepatitis C: Where we are and what next? Pathol Oncol Res, 21: 1-7.  

 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Tappe%20D%5BAuthor%5D&cauthor=true&cauthor_uid=25948609
http://www.ncbi.nlm.nih.gov/pubmed/?term=Sulyok%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25948609
http://www.ncbi.nlm.nih.gov/pubmed/?term=Rozsa%20L%5BAuthor%5D&cauthor=true&cauthor_uid=25948609
http://www.ncbi.nlm.nih.gov/pubmed/?term=Muntau%20B%5BAuthor%5D&cauthor=true&cauthor_uid=25948609
http://www.ncbi.nlm.nih.gov/pubmed/?term=Haeupler%20A%5BAuthor%5D&cauthor=true&cauthor_uid=25948609
http://www.ncbi.nlm.nih.gov/pubmed/?term=Bod%C3%B3%20I%5BAuthor%5D&cauthor=true&cauthor_uid=25948609
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hardi%20R%5BAuthor%5D&cauthor=true&cauthor_uid=25948609
http://www.ncbi.nlm.nih.gov/pubmed/25948609


84 

 

Makara M, Sulyok M, Csacsovszki O, Sulyok Z, Vályi-Nagy I. (2014) Successful 

treatment of HCV-associated cryoglobulinemia with ombitasvir/paritaprevir/ritonavir, 

dasabuvir and ribavirin: A case report. J Clin Virol, 24: 88–93.  

Sinkó J, Sulyok M, Denning D. (2015) Burden of serious fungal diseases in Hungary. 

Mycoses, 58: 29-33.                 

Sulyok M. (2014) Újdonságok a HIV betegség kezelésében. Háziorvosi Továbbképző 

Szemle, 19: 563-567. 

Sulyok M, Makara M, Újhelyi E, Vályi-Nagy I. (2014) The role of hepatitis C virus in 

the development of B-cell non-Hodgkin lymphomas. Lege Artis Medicinae, 24: 88-93. 

Sulyok M; Sinkó J, Mihály I, Szalai B, Csire M, Dolgos J, Reményi P, Bobek I, Masszi 

T. (2014) Respiratory syncytial virus infections in hematological patients. Hematológia 

és Transzfúziológia, 47: 17-22.  



85 

 

11 Acknowledgements 

 

 I am indebted to:  

Aaron Sulyok 

Ágnes Kissné Halász 

Dávid Sulyok 

Dénes Bánhegyi 

Erzsébet Varga 

Eszter Rezes-Molnár 

Eszter Újhelyi 

Gábor Horváth 

Imre Bodó 

Irén Karl Rezes-Molnár Mihályné 

István Vályi-Nagy (Advisor) 

János Sinkó 

János Szlávik 

Johanna Haß 

Kornélia Barbai 

Máté Kapitány-Fövény 

Mihály Makara 

Mihály Rezes-Molnár 

Richárd Sulyok 

Sándor Lueff 

Tamás Ferenci 



86 

 

Tamás Masszi (Program leader) 

Zita Sulyok 

Zsófia Rupnik 

Zsuzsanna Gerlei 

 

 

 


