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DECISION SUPPORT

PATIENT EDUCATION/SELF MANAGEMENT

GOALS
Offer HIV screening to all
Refer all patients with HIV to HIV specialists as soon
as possible
Identify newly diagnosed cases of HIV/Acquired
Immunodeficiency Syndrome (AIDS)
Identify acute HIV seroconversion

Ensure a sexual history and appropriate risk reduction counseling is performed for
every patient with HIV at least annually.
Initiate antiretroviral therapy (ART) for all patients with HIV as soon as possible
Screen and evaluate the patients with substance use disorder as a
transmission risk factor (see CCHCS Substance Use Disorder Care Guide)
Link patients living with HIV to care on parole

ALERTS
Patients receiving only one HIV medication rather than a multi-drug combination
(note that some co-formulations exist)
Patients on treatment for months with a persistently detectable viral load
Patients with CD4 <200 cells/mm3 who are not on Pneumocystis jiroveci (PCP)
prophylaxis (see page 6)

DIAGNOSTIC CRITERIA/EVALUATION

(SEE

PAGE

2

FOR

ANY CD4
New onset fevers
Weight loss >10%
Fatigue
Skin lesions
Night sweats

CD4 <200
Dyspnea
Cough
Fevers

CD4 <100
Headache
Blurry or lost vision
Diarrhea

HIV TESTING ALGORITHM)

Consider HIV in the following circumstances:
Patients with known high risk behaviors prior to or during incarceration (tattoos, injection drug use, sexual exposure)
Patients with symptoms suggesting immunocompromised state (e.g., unexplained weight loss (>10%), recurring fevers, rashes, diarrhea, enlarged
lymph nodes, recurrent infections, thrush)
Date of diagnosis
Transmission risk factors
History of AIDS related conditions
Lowest (nadir) CD4 count
History of opportunistic infections

Current opportunistic infection (OI)
prophylaxis (if applicable)
HIV medication history
HIV resistance history
History of Tuberculosis/Sexually Transmitted
Diseases/Rapid Plasma Reagin

Vaccination history
Smoking/substance use history
Thorough review of systems
Transmission and risk reduction strategies,
sexual risk screen form
Baseline Labs (See page 4)

TREATMENT OPTIONS - INITIATING TREATMENT: GUIDELINES FOR WHEN TO START AND WHAT TO USE
Do not initiate, change, or discontinue HIV medications without first consulting an HIV specialist
WHEN TO START HIV TREATMENT:
ART is recommended for all HIV infected individuals as soon as possible, regardless of CD4 counts. ART should be initiated ONLY in consultation with
an HIV specialist. The patients starting ART must be willing to commit to treatment and understand the risks and benefits of treatment and the importance of
adherence. The patients and/or providers may elect to defer therapy based on clinical or psychosocial factors.
WHAT TO USE:
Monotherapy is NEVER acceptable for HIV treatment. In general, three agents are used in combination. See page 5 for recommended initial HIV combination
treatment regimens. See pages 8-11 for treatment precautions and side effects: noting specific contraindications and interactions between HIV medications
and the patient’s existing medications.
Ensure a sexual history is performed annually and provide risk reduction counseling and education. Order ART and complete the EHRS electronic Sexually
Transmitted Infection (STI) Risk Screen under "ADHOC" forms (tab on the banner bar). Education for health care staff on conducting a sexual history can be
found on the Center for Disease Control’s website: https://www.cdc.gov/hiv/pdf/clinicians/screening/cdc-hiv-php-discussing-sexual-health.pdf

MONITORING (SEE PAGE 4 FOR MONITORING DETAILS)
Clinic visits are recommended as clinically indicated during treatment:
Components of the clinical evaluation include:
Review of systems (fever, weight loss, cough, diarrhea, etc.),
Physical examination (vitals/BMI, oropharynx, lymph nodes, skin, etc.),
Assessment: date of diagnosis, note CD4, viral load, h/o OI, HIV medication
regimen, previous medications,
Education: health engagement, discuss risk reduction, adherence.
Evaluation of health maintenance, immunizations, cardiovascular (CV) risk factor
control and CV Risk %, cancer screening, and STI screening
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E=Exposed S=Source
* HIV testing of source is indicated for sources of unknown serostatus
** If determined to be HIV positive on follow up testing
***Additional testing for pregnancy, STDs and HBV should be performed as clinically indicated
¶ Start

HBV vaccination if evidence of non-immunity
HCV infection is acquired during the original exposure
Syphills only unless clinically indicated. αIf exposed person is susceptible to Hep C at baseline
∞ If exposed person is susceptible to Hep B at baseline
¥ Only if
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1. Obtain an HIV genotype if no previous genotype is noted in
the health record.
2. Obtain HIV viral load every 4-8 weeks after starting
treatment until it is undetectable, then obtain every 3-4
months if consistently undetectable x2 years, may increase
interval to every 6 months.
3. Obtain CD4 every 3-6 months during 1st 2 years of HIV
treatment. After 1st 2 years, if CD4 300-500, may
increase interval to every 12 months, if CD4 >500, CD4
re-check is optional. If CD4 <300, continue checking every 3
-6months.
4. Only obtain tropism testing if considering maraviroc in next
HIV regimen
5. Obtain CBC after ~4 weeks on treatment if on AZT; check
CBC if CD4 ordered.
6. Repeat fasting if abnormal and non-fasting. If abnormal or
other cardiovascular risk factors are present, repeat
annually; otherwise repeat every 5 years.
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7. Repeat fasting if abnormal, non-fasting, and no history of
diabetes. Repeat annually to screen for diabetes.
8. UA pre-treatment and every 6 months while on
treatment if regimen contains tenofovir (Atripla,
Complera, Genvoya, Stribild, Truvada, Viread); monitor
glucose and protein.
9. From EHRS banner bar “ADHOC” form tab
10.Repeat serology post vaccination if applicable.
11.In women of childbearing potential.
12.If HBV Core Antibody is Positive and HBV Surface Antibody
is negative or if HBV Surface Antigen Positive.
13.In patients with chronic kidney disease who are on tenofovir
containing regimens.
14.Consider in patients newly diagnosed with HIV without signs
of meningitis if the CD4 <100
15.Offer annual 3-site testing (urogenital/pharyngeal/rectal) for
gonorrhea/chlamydia if clinically indicated.
16.Offer all patients with vaginal sex in the past 12 months and
then annually if ongoing.

-

17.Not needed if born in US prior to 1957 or documentation of
previous vaccination.
18.Offer to all patients sexually active with high risk partners,
men who have sex with men, intravenous drug abuse, sex in
exchange for money, and/or multiple partners
19.CV Risk calculators have been studied and shown to
underestimate the risk in persons living with HIV, especially if
HCV coinfection; metabolic syndrome, lipodystrophy/
lipoatrophy, or fatty liver disease; HIV treatment failure/
nonadherence; low CD4 count (< 350 cells/mm3); or a history
of prolonged HIV viremia or delayed initiation of antiretroviral
therapy. HIV is an independent inflammatory and CV risk
enhancer. Optimal time for CV reassessments are unclear,
but if previously not at 5% or more risk, Q4-6 years at least.
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Immunization
Name

Dosage

Comments and Warnings

Recommended for All HIV Positive Adults
Immunocompromised
have 3 shot series and
4th shot booster. Nonimmunocompromised
have 2 shot series and
3rd shot booster.
COVID-19 (mRNA)

Check the latest
Advisory Committee on
Immunization Practices
(ACIP)
recommendationsꝉ
and CDC Interim
Clinical
Considerations‡

All persons with HIV should receive a COVID-19 vaccine regardless of CD4 count or viral load. Please check current
CDC recommendations.§
Persons with advanced HIV (CD4 <200 and/or OI) or not virally suppressed and other immunocompromised:
· Pfizer-BioNTech- 3 doses with the first 2 doses separated by at least 21 days, the third dose 28 days after the second dose, then
4th dose (booster) at least 3 months after initial series.
· Moderna- 3 dose series separated by at least 28 days, then 4th dose (booster) at least 3months after initial series.
· Jansen– do not give as initial series for the immunocompromised. If received 1st dose, mix and match 2nd dose preferred with
Pfizer–BioNTech or Moderna 28 days after first. 3rd shot (booster at least 2 months after second. No further doses or boosters.
Persons living with HIV and virally suppressed- as general population: 2 dose series for Pfizer-BioNTech or Moderna and then
booster (3rd dose) 5 months after completion of initial series. Mix and match boosters allowed and mRNA vaccine recommended as
2nd dose if Jansen’s was 1st dose- at least 2 months after first and then no further doses.
Note: CDC states that providers who care for moderately or severely immunocompromised patients may administer mRNA
COVID-19 vaccines outside of the FDA and CDC dosing intervals based on clinical judgement when the benefits of
vaccination are deemed to outweigh the potential and unknown risks.

Hepatitis B Virus
(HBV)

Two injections over a 1
month period (the 2
doses must be at least 4
weeks apart)

Recommended unless: 1. Already immune (Hepatitis BsAb > 10 mIU/mL), 2. Chronic active HBV (Hepatitis BsAg positive). Consider
vaccination if isolated HBV cAb positive and HBV DNA/viral load negative. Check Hepatitis BsAb 1-2 months after completion of
immunization series. Use current formulary 2 shot series (Example; Heplisav-B®). Additional injections (may be necessary if antibody
levels are < 10 after completion of an initial series. For information on interchangeability of vaccine brands, see CDC on Heplisav-B®.

Influenza

One injection

Should be given every year.
Only injectable flu vaccine should be given to those who are HIV positive.
The nasal spray vaccine (FluMist/LAIV) is contraindicated.

Meningococcal
(MenACWY)

Two injections; two
months apart

Recommended also for college students, military recruits, people who do not have a spleen, and people traveling to certain parts of the
world. Revaccinate every 5 years.

Pneumococcal

Age 19-64
For those who have not previously received any pneumococcal vaccine, CDC recommends either 1 dose of PCV15 followed by a dose of PPSV23 at
least 8 weeks later or single dose PCV20. If PCV20 is used as initial dose, follow up dose of PPSV23 is NOT indicated.
For those who have only received PPSV23, CDC recommends 1 dose of PCV15 or PCV20 administered at least one year after the most recent PPSV23
vaccination; no follow up dose is needed.
For those who have received PCV13 with or without PPSV23, CDC recommends 1 dose of PPSV23 at least 8 weeks after PCV13 and at least 5 years
after the previous dose of PPSV23 (Note: A second dose is not indicated for those with cerebrospinal fluid leaks or cochlear implants). Administer 1 final dose
of PPSV23 at 65 years or older. This dose should be given at least 5 years after the most recent dose of PPSV23.
Age 65 and up
One additional dose of PCV 15 or PCV20 if never received any pneumococcal vaccine before or if received PPSV23 before, given at least 1 year from last
PPSV23 if given. If use PCV 15, give PPSV23 at least 8 weeks later. If PCV 20 is given as the >65 dose, no additional pneumococcal vaccine is needed. Do
not give an additional PPSV23 after 65 if received PPSV 23 before 65.
If received only PCV 13 before age 65, follow prior pneumococcal vaccine recommendations.
See CDC guidelines for more information.

Tetanus and
Diphtheria
Toxoid (Td)

One injection

Repeat vaccine every ten years.

Tetanus, Diphtheria,
and Pertussis (Tdap)

One injection

Recommended for adults 64 years of age or younger and should be given in place of next Td booster one time only.

Zoster (Shingrix)

Two injections; at least 4 Recommended for all people with HIV age 18 years old and older and regardless of previous herpes zoster or history of Zostavax
(ZVL). Do not give during an acute episode of herpes zoster. Consider delaying vaccination until the patient is virologically
weeks apart (1-6
months).
suppressed on ART and CD4 count >200 cells/mm3 to maximize response to vaccine. See Jan 2022 CDC MMWR

Recommended for Some HIV Positive Adults
Hepatitis A Virus
1440 units/mL IM
suspension (Havrix®)

Patients living with HIV should be tested for immunity. Recommended for all non-immune (Hepatitis A lgG negative) HIV infected
Two injections over a 12
patients. Note that the HBV/HAV combination vaccine is no longer favored and for those patients with both HAV and HBV non-immune
month period
status, use the 2 dose HBV vaccine (see above) and the 2 dose Hepatitis A series (4 shots total).

Haemophilus
influenzae Type B

One injection*

Can be used in those with functional or anatomical asplenia, sickle cell disease, undergoing elective splenectomy (administer 2 weeks
prior to surgery).
*Recipients of hematopoietic stem cell transplants should receive 3 doses 4 weeks apart 6-12 months after a successful transplant
regardless of Hib vaccination history.

Human
Three injections over 24
Papillomavirus (HPV) weeks (0, 1-2mo, 6mo)

Recommended for HIV infected men and women under 26 years of age. Routine vaccination is not recommended for patients living
with HIV between 26-45 years old but can be considered after shared decision making. The two dose regimen is not recommended in
patients living with HIV.

Measles, Mumps,
and Rubella (MMR)

One or two injections

People born before 1957 do not need to receive this vaccine. HIV positive adults with CD4 counts < 200 cells/mm3 or clinical
symptoms of HIV should not get the MMR vaccine. Each component can be given separately if needed to achieve adequate
antibody titer levels.

Varicella

Two injections; three
months apart

People born before 1980 do not need to receive this vaccine. Recommended for all others unless there is evidence of immunity (IgG)
or CD4 count is 200 cells/mm3 or below. Not recommended to be given during pregnancy.
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RECOMMENDED REGIMENS - Those with optimal and durable efficacy, favorable
tolerability and toxicity profile, and ease of use
INTEGRASE STRAND TRANSFER INHIBITOR BASED REGIMENS

Bictegravir/emtricitabine/tenofovir alafenamide (Biktarvy®)
Dolutegravir (Tivicay®) and tenofovir alafenamide/
emtricitabine (Descovy®) or tenofovir disoproxil fumarate/
emtricitabine (Truvada®)
Dolutegravir/lamivudine (Dovato®)
Dolutegravir/abacavir/lamivudine (Triumeq®)
PREFERRED REGIMENS FOR PREGNANCY
Refer to the HHS Perinatal Guidelines for recommendations for an ARTnaive person around the time of conception and during pregnancy.
CHOOSE ONE
Abacavir/lamivudine
(Epzicom®)
Tenofovir disoproxil
fumarate/emtricitabine
(Truvada®)
Tenofovir disoproxil
fumarate (Viread®) and
lamivudine (Epivir®)

CHOOSE ONE

PLUS

Atazanavir (Reyataz®)
boosted with ritonavir
(Norvir®)
Darunavir (Prezista®)
boosted with ritonavir
Dolutegravir (Tivicay®)
Raltegravir (Isentress®)

Note: Bictegravir should not be prescribed to people who are pregnant
because of insufficient data in pregnancy.
TREATMENT RESPONSE DEFINITIONS:
Intermittent Viremia/Virologic Blip: After achieving virologic suppression, a
single detectable HIV RNA level (usually less than 200 copies/mL) that is
followed by a return to virologic suppression. Usually do not correlate with
HIV resistance or virologic failure, although potentially with blips > 500
copies/mL. Changing ART regimen NOT recommended, especially if < 200
copies/mL. Assess adherence and food and drug interactions.
Low-Level Viremia: Persistent HIV RNA levels above the level of detection
of the assay, usually 20-50 copies/mL, but below 200 copies/mL. Changing
ART NOT recommended by HHS, but do monitor HIV RNA every 3
months. Most, but not all, studies have shown a low risk of virologic
resistance in persons with persistently detectable HIV RNA levels that
remain below 200 copies/mL. When HIV RNA levels are less than 200
copies/mL, standard genotypic drug resistance testing may not be able to
be performed. Check adherence, food and drug interactions.
Virologic Failure (Treatment Failure): The inability to achieve or maintain
HIV RNA levels less than 200 copies/mL. Viremia > 200 copies/mL is a
considered virologic failure. HIV RNA levels between 200 and 1000 copies/
mL are often associated with drug resistance. Obtain resistance testing.
Expert consultation is advised. If > 1000 copies/mL, a prompt change in
ART is warranted (with consultation and genotyping). If on an Integrase
inhibitor, add integrase resistance testing.

COMMENTS
Abacavir and Abacavir/lamivudine and Dolutegravir/Abacavir/
lamivudine:
Should not be used in the patients who test positive for HLA-B5701.
Atazanavir:
Should not be used in the patients who require >20mg omeprazole
equivalent per day.
Cabotegravir/rilpivirine:
Patients without prior ART should first achieve viral suppression on
another regimen before switching to oral, and then injectable,
cabotegravir/rilpivirine (Cabenuva®)
Cobicistat:
Should not be started in the patients with a pretreatment estimated CrCl
<70ml/min.
Cobicistat is a potent CYP3A inhibitor. It can increase the concentration
of other drugs metabolized by this pathway. Multiple drug-drug
interactions exist.
Darunavir:
Treatment experienced patients with a history of resistance to HIV
medications require twice daily darunavir boosted with ritonavir.
Consult an HIV specialist for dosing requirements.
Dolutegravir:
Recommended as a preferred regimen in pregnant women regardless
of trimester (updated data show a reduced risk of neural tube defects
over time and the difference is no longer significant compared with
other ART regimens).
Dolutegravir/lamivudine:
Except in the patients with HIV RNA >500,000 copies/mL, HBV
coinfection or in whom ART would be started before the results of a HIV
Genotype or HBV testing are available.
Efavirenz:
Now considered safe to use in pregnancy
Screen and monitor for antepartum depression in pregnancy.
Elvitegravir/cobicistat/tenofovir/emtricitabine:
Should not be started in the patients with a pretreatment estimated CrCl
<70ml/min and should be changed to an alternative regimen if the
patient’s CrCl falls below 50 ml/min.
Cobicistat is a potent CYP3A inhibitor. It can increase the concentration
of other drugs metabolized by this pathway. Multiple drug-drug
interactions exist.
Emtricitabine (Emtriva®):
May be substituted by lamivudine (Epivir®) and vice versa.
Tenofovir:
Use with caution in the patients with renal insufficiency.

Dental Management of HIV infected Patients
HIV infected patients do not require special precautions or prophylaxis for dental care beyond standard precautions and the routine standard of care.
Check patient’s dental history for evidence of a routine comprehensive dental examination. Advise HIV infected patients to request a dental
comprehensive exam once a year.
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Current recommended minimum effective combination consists of three antiretroviral medications from a minimum
of two classes. DO NOT PRESCRIBE MONOTHERAPY FOR HIV. If any medication is discontinued due to toxicity or other reason, discontinue
combination.
Monitor for hepatotoxicity; use with caution in the patients with chronic hepatitis B or C or end stage liver disease.
The data on antiretroviral medication associated weight gain are insufficient to the recommendations. It is advised to counsel patients on the
potential for weight gain.
Monitor for renal dysfunction and consult with an HIV specialist for dosing in renal dysfunction.
Multiple concerns regarding drug-drug interactions (DDI) exist. Liverpool HIV DDI checker (See page 12 for more information). Pravastatin is the
least likely statin to interfere with ART, atorvastatin and rosuvastatin may also be considered. Be sure to check DDIs with estrogens, progestins and
hormone therapy.
ART should be initiated in all patients with HCV/HIV coinfection, regardless of CD4 T lymphocyte cell count. All patients with co-infection should
have liver fibrosis staging, (fibrotest preferred if treatment naïve). HBV reactivation can occur and it is imperative that HBV serology is done before
HCV treatment, and HBV treatment started before HCV treatment if chronic HBV is present. See HHS HCV/HIV Co-infected Guidelines.
A long-acting ARV regimen, such as the combination of injectable cabotegravir and rilpivirine, is a non-formulary optimization option for patients with
extreme pill fatigue or problems with oral medication compliance, but who are engaged with their health care, virologically suppressed on oral
therapy for 3 to 6 months, who are capable of making the frequent clinic visits needed to receive the injectable drugs and are not paroling within
6-12 months.
For patients with poor CD4 recovery despite viral suppression, additional ARV drugs are NOT recommended and interventions to increase CD4
counts are not recommended outside of a clinical trial
For patients with virologic failure, a new regimen can include two fully active drugs if at least one with a high resistance barrier is included (e.g., DTG
or boosted darunavir). Clinical trial data shows that in these patients, a new regimen containing two fully antiretroviral (ARV) drugs can effectively
achieve viral suppression, provided that one of the two drugs has a high barrier to resistance.
See review of factors to consider for treatment experienced: HHS Optimizing Antiretroviral Therapy in the Setting of Virologic Suppression).
To check resistance mutations in treatment when prescribing ART: Stanford HIV Mutation Database
Many NRTIs are associated with:
Hepatic steatosis
Lactic acidosis (rare but potentially fatal): look for nausea, vomiting, abdominal pain, fatigue, weakness, dyspnea with an associated metabolic
acidosis. Discontinue all potential offending agents immediately
Lipodystrophy

Hypersensitivity reaction;
potentially FATAL if re-challenged

Hypersensitivity associated with positive
HLA-B5701: screen prior to initiation
Hypersensitivity reaction: look for fever, rash, GI symptoms, cough,
dyspnea, pharyngitis
Adjust dose for hepatic dysfunction
Avoid in treatment naïve patient if HIV viral load >100,000 copies/ml

Peripheral neuropathy
Pancreatitis
Lactic acidosis– See above

Weight based dosing
Adjust dose for renal dysfunction
Adjust dose if given with tenofovir
Avoid in combination with stavudine
Contraindicated with ribavirin
Prolonged exposure associated with noncirrhotic portal hypertension
with esophageal varices

Capsule:
200mg

Severe acute exacerbation of chronic
hepatitis B can occur with abrupt
discontinuation in the
patients coinfected with chronic hepatitis B

Active against chronic hepatitis B
Dose adjustment for renal dysfunction
Contraindicated for use with lamivudine

Tablet:
100mg, 150mg, 300mg

Severe acute exacerbation of chronic
hepatitis B can occur with abrupt
discontinuation in the
patients coinfected with chronic hepatitis B

Active against chronic hepatitis B
Adjust dose for renal dysfunction
Contraindicated with emtricitabine

Capsule:
15mg, 20mg, 30mg,
40mg

Peripheral neuropathy
Pancreatitis
Lactic acidosis– See above
Hyperlipidemia

Weight based dosing
Dose adjustment for renal dysfunction
Avoid in combination with didanosine
Contraindicated with zidovudine

Tablet:
150mg, 200mg,
250mg, 300mg

Severe acute exacerbation of chronic
hepatitis B can occur with abrupt
discontinuation in the
patients co-infected with chronic hepatitis B
Renal impairment
Fanconi's Syndrome
Decreased bone mineral density

Active against chronic hepatitis B
Adjust dose for renal dysfunction
Adjust dose if given in combination with didanosine and/or atazanavir

Bone marrow suppression
Anemia (usually macrocytic)
Myopathy
Nausea

Contraindicated for use with stavudine
Caution in use with other agents that cause bone marrow suppression
Adjust dose for renal dysfunction

Tablet:
300 mg
Solution:
20mg/ml
Delayed release capsule:
200mg, 250mg
400mg
Powder for
solution:
2gm, 4gm

Solution:
10mg/ml

Powder:
40mg/gm
Tablet: 300mg
Syrup: 50mg/ml
Capsule: 100mg
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Many NNRTIs are associated with:
Rash and potential Stevens Johnson Syndrome: monitor for rash during initiation of these medications and discontinue if
severe or accompanied by mucous membrane involvement. Less severe rash may be treated with antihistamines and
followed closely
Hyperlipidemia
Cross class resistance; if history of prior NNRTI use and poor virologic response, consult HIV specialist prior to initiation of
second NNRTI
Long half life: consult HIV specialist if possible prior to discontinuation to avoid the emergence of resistant mutations
Multiple concerns regarding drug-drug interactions. (See page 12 for more information)
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Hyperlipidemia
Hyperglycemia
Lipodystrophy/fat redistribution
Elevated transaminases
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GI intolerance: nausea, vomiting, diarrhea
Hepatotoxicity especially in the patients with
underlying liver disease or coinfection with
hepatitis B or C
Increased bleeding in hemophiliacs

Most PIs are prescribed in combination with ritonavir in order to
achieve more optimal drug levels
Multiple concerns regarding drug-drug interactions
(See page 12 for more information)
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Anal Cancer Screening

TEST YOURSELF
Self-collected Rectal Swab

Wash your hands
with soap and water
for at least 20
seconds.

Remove the tube
and swab from
the packaging.

Get into a comfortable position
that allows you to access your
anus.

Slowly pull the
swab out over a
period of 15 to 30
seconds, moving in
a circle.

Place your label
on the tube.

Wet the tip of the
swab with tap
water.

Gently insert the swab 2-3 inches into the anus. Move
the swab ONCE in a large circle, pressing gently
against the inside.

Swish the swab
around in the liquid
several times.

Throw away swab.
Place cap back on
the tube and twist it
closed.

Wash your
hands with
soap and
water and
return to lab.
-
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Prueba de cáncer anal PRUEBA PERSONAL
Hisopo rectal de recolección personal

Lávese las manos con
agua y jabón durante
al menos 20 segundos.

Saque el tubo y el
hisopo del empaque.

Colóquese en una posición cómoda,
que le permita llegar al ano.

Retire lentamente el
hisopo durante 15 a
30 segundos,
moviéndolo en círculos.

Pegue su etiqueta
en el tubo.

Humedezca la
punta del hisopo
con agua del grifo.

Inserte suavemente el hisopo 2-3 pulgadas en el ano.
Mueva el hisopo UNA VEZ haciendo un círculo grande y
presionando suavemente contra el interior.

Agite el hisopo en el
líquido varias veces.

Deseche el hisopo.
Coloque la tapa al
tubo y gírela para
cerrar.

Lávese las
manos con
agua y jabón.
Envíe al
laboratorio.
-
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