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Agenda

1. Why should we screen for anal cancer?

2. Who should we screen for anal cancer?

3. How should we screen for anal cancer?

4. Is anal cancer screening cost-effective?

5. Is anal cancer screening recommended?

• High Incidence

• Morbidity and Mortality

• Treating precursor lesions decreases anal cancer incidence



General population
Incidence of anal cancer: 1-2/100.000 person-year

Anal cancer

Threshold for colorectal cancer screening in ≥ 50 years

Threshold for cervical cancer screening in ≥ 35 years



Anal Cancer and HIV: mortality and screening 

2023

• Athena Cohort 1996-2020: 28.175 PWH (60% MSM, 19% women)
• Screening since 2007 in MSM

• Incidence decreases over time for MSM, not for other groups

• Risk factors changed overtime
➢ Less smoking
➢ Less cumulative exposure to CD4 <200/µL and HIV RNA > 1.000 cp/ml

 



Anal Cancer and HIV: mortality and screening 

2023

Anal cancer-related  mortality at 5 year after diagnosis of anal cancer: 
decreased from 30,4% (1996-2005) to 18,3% (2013-2020) in MSM
➢ 3,7% in screened
➢ 24% in non screened

In multivariate analysis:
-Participation in a screening program
-reduced exposure to CD4 <200/µL 

Earlier diagnosis in screened persons

In women anal cancer-related  mortality at 5 year :
62,5% with more advanced stage cancer at time of diagnosis



Anal Cancer and HIV: mortality 

2024

All-cause mortality:
HIV was associated with 

1·35 times (95% CI 1·24–1·47) increase in males
2·47 times (2·10–2·90) increase in females

Anal cancer-specific mortality 
HIV was associated with 

1·52 times (1·18–1·97) in female



Women are often not included 
in national guidelines for anal 

cancer screening in Europe 

Online survey on guidelines and practice on 
anal screening in WLWH
• 240 health care workers
• from 25 countries in WHO European 

region

Anal Cancer screening in WLWH in Europe



Anal cancer morbidity

2025



Treating precursors lesions (HSIL) decreases anal cancer 

2022

Rate of progression to cancer 
according to HSIL size:

>50%:  1047/ 100,000 person-years 

≤50%:    185/ 100,000 person-years
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Screening guidelines: anal cancer

International Journal of cancer, Dec 2023

Who to screen?
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Which one is more 
sensitive, specific and 
needs less HRA referral?



Sensitivity and specificity of anal swab testing



How to screen? Which steps? 

• Without screening: most cancers are detected at ≥30 mm
• When detected at < 20 mm: 80-100% survival
• Asking for symptoms at the consultation:

 pain, bleeding, local mechanical symptoms or lesion

• DARE digital ano-rectal examination or self DARE

➢ Refer to proctogist

1. Detect early stage cancer: 80% are symptomatic

N=774 patients
clinician provided all education and DAREs
245 lesions detected 
median size= 3 mm (1-10 mm)
30% prefered self- or partner- DARE
Easy to perform in 90%



https://bodypositive.org.nz



How to screen? Which steps? 

• Anal swab

• Cytology

• HPV DNA

• Other markers of cellular proliferation (p16/Ki67, E6/E7 mRNA,…)

➢ Anoscopy

➢ Referal to High resolution anoscopy (HRA)

➢ Need well-trained physician
➢ Timely, costly
➢ Not always reimbursed
➢ May cause pain, bleeding and infection
➢ How to prioritize patients?

2. Detect HSIL= high grade squamous intraepithelial lesions



Availibility High resolution anoscopy (HRA) in Belgium

• UZ Antwerpen 

• UZ Gent 

• UZ Ghent 

• UZ Leuven 

• CHU St-Pierre 

• UZ Brussel 

• Université de Liège 



How to reduce HRA referal and over treatment?

• Alternative to HRA

• Prioritize/optimize candidates for HRA

• Need to distinguish between LSIL and HSIL



Alternative to HRA

Retrospective comparison between
➢ new endoscopic technique to detect and remove ASILs in non-anesthetized patients with a diathermia snare after local 

injection of xylocaine/adrenaline: n=37 (less invasive than surgery and more available than HRA)
➢ standard surgical treatment n=43
➢ Comparable in term of bleeding post procedure
➢ Need more endoscopy procedures to reach treatment of all lesions



21

Prioritizing patients?



Highest risk at Saint-Pierre HIV reference centre

        N= 65% HRA

• MSM and transgender women > 35 years     1136 738

• MSM and transgender women > 35 years and CD4 nadir < 350/µL  568 370

• MSM and transgender women > 35 years and CD4 nadir < 200/µL  260 169

• Women with previous vulvar or cervical cancer        7 5

• Women with previous vulvar or cervical HSIL    178 116 
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New surrogate markers
Alone or in combination

• Distinguish between LSIL and HSIL

• Distinguish which HSIL will become cancer

• Dual staining by p16 and Ki-67

• HPV E6/E7 mRNA

• DNA Methylation of human genes

Biopsies



New surrogate markers

Distinguish between LSIL and HSIL on anal swabs:
MAL methylation was significantly (p = 0.002) increased in HSIL compared with LSIL in HIV positive
participants with 79.8% correctly indicated as HSIL.



New surrogate markers

2025

DNA Methylation of human genes on
➢ Anal biopsies
➢ Anal swabs

Decrease HRA by 43% 
while detecting all cancers and the majority of HSIL



New surrogate markers

Cytology and reflex biomarkers decreases HRA 
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• Harm to benefit analysis

• Cost effectivness of different screening strategies including no screening

➢ 100.000 MSM ≥ 35 years with HIV during lifetime:

In absence of screening, 4064 cancers and 680 deaths

➢ Annual cytology in MSM ≥35 years: reduce mortality by 65%

➢ Best interval?

• Triennial cytology yields optimal values

• …but less unnecessary HRA and overtreatment with triage

2025

Most efficient triage:
1. Quadrennial cytology with HPV16 triage
2. Triennial HPV16 with cytology triage
3. Biennial HPV16/18 with cytology triage
4. Annual HPV16/18 with cytology triage
5. Annual HR HPV with cytology triage

Screening starting at 35 years-old with cytology 
is more cost-effective than at 40-45 years
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Anal cancer screening is recommended

• IANS International Anal Neoplasia Society (Stier 2024)

• DHHS 2025

• EACS Oct 2025

Person: 
MSM and TW age >35 y, all others > 45 y. 
Vulvar HSIL or cancer regardless of age within one year of diagnosis.

Procedure:
symptoms review, digital rectal examination and co-testing cytology plus HR HPV on anal swab if a follow-up system is in 
place . 
Refer to high resolution anoscopy, but if not available, proctoscopy +/- biopsy if:
-presence of symptoms or abnormal digital anal rectal examination
-or any dysplasia (LSIL, ASCUS, ASCH, HSIL) on cytology (if co-testing available with any positive HR HPV )
-or positive HPV 16 once or positive HR HPV non 16 confirmed after 6 to 12 months (even if cytology normal)



Conclusion

Anal cancer screening should be performed in persons living with HIV 
because of 

➢High incidence, morbidity and mortality of anal cancer

➢First steps (asking for symptoms, self- DARE) are easy but need patients and 
health care workers education and new care bundles

➢Anal cytology combined with HPV detection and other biomarkers in 
development could reduce the number of patient that need HRA

➢Screening decreases mortality, is cost-effective and is recommended by several 
health authorities
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