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Historia de la Epidemiologia

e Griegos y Romanos “Pestis”
* Quarante Giorni, “Isolamento” -
(Ragusa, Venecia, 1374)

e Legado importante, pero que termina
siendo el origen del vinculo “casi”
indisoluble entre la epidemiologia y las
enfermedades infecciosas.




Contribuciones de la Epidemiologia

Escorbuto (James Lind) — ensayo de intervencion, deficiencia
nutricional

Cancer escrotal (Percival Pott) — salud ocupacional, carcinogenos
Sarampion (Peter Panum) — periodo de incubacion, periodo infeccioso
Colera (John Snow) — transmision hidrica, experimento natural

Fiebre Puerperal (Ignatius Semmelweis) — prevencion por higiene

Rubéola y defectos congénitos del nacimiento (Gregg) — exposicion
prenatal

Cancer de pulmon y el habito de fumar — maduracion de la
epidemiologia de las enfermedades cronicas

Fltor y caries dentales — epidemiologia comunitaria, prevencion
ambiental

Ensayo de inmunizacion contra la poliomielitis - un gran experimento
que demostro la efectividad de la vacuna contra este virus que era
muy temido

Enfermedad cardiovascular — estudios comunitarios longitudinales,
ensayos de intervencion comunitarios
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Factores de Riesgo para
Enfermedades Infecciosas

* Supongamos que deseamos ver la asociacion entre la presencia
de piso de tierra en las casas de ninos familias de Caimalito y la
ocurrencia de ascariasis

e Se encontro que:
 De 107 ninos con ascariasis: 89 vivian en casas con piso de tierray 18 no.
e De 113 nifnos sin ascariasis: 15 vivian en casas con piso de tierra y 98 no.

e iCual es la razon de chances (OR) de encontrar un nifio con
ascariasis que viva en una casa con piso de tierra en comparacion
con aquellos que viven en casas con otros materiales de piso?

|
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E Tablas de contingencia: Tablas 2x2 simples X
Origen de datos | Resultados |

Tipo de estudio Nivel de confianza (%)
@ Transversal

850
¢ Cohortes '

 Caso-control

" Caso-control emparejado

| Sumar 0,5 a todas las frecuencias si hay ceros

Enfermedad
Enfermos Sanos Total
| Expuestos 63 19 104
Factor deriesgo [, - expuestos 18 98 116

Total 107 | 113 | 220
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1= Tablas de contingencia: Tablas 2x2 simples X
Origen de datos | Resultados ]

Tipo de estudio Nivel de confianza (%)
® Transversal

| 950
¢ Cohortes '

" Caso-control

" Caso-control emparejado

| Sumar 0,5 a todas las frecuencias si hay ceros

Enfermedad
Enfermos Sanos Total
_ Expuestos 89 15 | 104
Factorderiesgo |, expuestos 18 98 | 116

Total 107 | 113 | 220




Prevalencia de exposicidn Eztimacidn

En enfermos 0,831776
En no enfermos 0,132743
OR IC(95,0%)
32,303704 15,368202 67,590184¢6 (Woolf)

107 sujetos con ascariasis, 89 tuvieron piso de tierra
89/89+18=0,8318 (83,18%)
113 sujetos sin ascariasis, 15 tuvieron piso de tierra
15/15+98=0,1327 (13,27%)
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¢ Como se clasifican los agentes infecciosos?

* Bacterias
* Hongos
*Virus

* Priones

e Parasitos
e Helmintos
 Protozoarios
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Factores de Riesgo para Parasitosis

Table 4

Univariate and multivariate analysis of household risk factors for ascariasis and trichuriasis in individuals from North Central Venezuela (May 2007 to
December 2008)

Variable Ascariasis Trichuriasis

Crude OR Adjusted OR Crude OR Adjusted OR
(univariate) (95% CI) (multivariate) (95% CI) (univariate) (95% CI) (multivariate) (95% CI)

Vulnerable house

Yes 4,242 (4.198-4.287)
Mo 1.000

In a rural area
Yes 5.597 (5.543-5.652)
Mo 1.000

Near to small rivers or wetlands
Yes 4,928 (4.838-5.020)

1479 (1.428-1.532)
1.000

2.067 (2.035-2.101)
1.000

NS

2.598 (2.547-2.650)
1.000

2.610 (2.564-2.657)
1.000

NS

10.519 (9.971-11.097)

1.000

1.918 (1.868-1.970)
1.000

NS

Mo 1.000
Rudimentary wall materials
Yes 4.097 (4.055-4.139) 1.598 (1.564-1.634)
Mo 1.000 1.000
Soil floor
Yes 13.283(13.127-13.440) 5.027 (4.895-5.162) 3.726 (3.630-3.825) 5.190 (4.944-5.448)
MNo 1.000 1.000 1.000 1.000
Tap water access
Mo 8.719 (8.626-8.809) 2.512 (2.465-2.560) 3.014 (2.950-3.080) NS
Yes 1.000 1.000 1.000
Collection of water in inappropriate receptacles
Yes 1.734(1.708-1.759) NS 1.453 (1.417-1.490) 1.118 (1.089-1.149)
Mo 1.000 1.000 1.000
Appropriate disposal of sewage waters
Mo 6.728 (6.597-6.862) 2.315(2.254-2.378) 1.091 (1.023-1.163) NS
Yes 1.000 1.000 1.000
Appropriate waste disposal
Mo 3.061(3.031-3.091) 1.798 (1.775-1.820) 1.700 (1.671-1.729)
Yes 1.000 1.000 1.000

NS: not significant.

Quintero K, Duran C, Duri D, Medina F, Garcia J, Hidalgo G, Nakal S, Echeverria-Ortega M, Albano C, Nino Incani R, Cortez J, Jiménez S, Diaz M, Maldonado C, Matute F, Rodriguez-Morales AJ. Household social determinants of
ascariasis and trichuriasis in North Central Venezuela. International Health 2012 Jun; 4(2): 103-110
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Epidemiologia de las Enfermedades
Transmisibles

Figura 1
Triangulo epidemiologico

Agente

Huésped < eessssssssssssssssss Ambiente

Figura 1. Modelo de causalidad del triangulo epidemiologico.

Echezuria, Risquez, Fernandez, Rodriguez-Morales.
Temas de Epidemiologia y Salud Publica. Tomo I, 2013.




Epidemiologia de las Enfermedades
Transmisibles

Figura 2
Cadena de infeccion

RESERVORIO MODO DE TRANSMISION HUESPED SUCEPTIBLE

Echezuria, Risquez, Fernandez, Rodriguez-Morales.
Temas de Epidemiologia y Salud Publica. Tomo I, 2013.




Ecoepidemiologia de la Malaria

Transmisién

No Vectorial

Transmisién oA =
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odriguez-Morales, 2005
Fesliaies : 20 Rev Peru Med Exp Salud Publica 2005 Ene-Mar; 22(1):54-63.



* El concepto clasico de causa viene asi a ser
substituido por el de factor de riesgo,

* el atributo o variable que consideramos que esta
relacionado al incremento de la probabilidad de que un
individuo desarrolle la enfermedad.

* Una definicion mas completa de factor de riesgo nos
dice que

» “es la caracteristica o circunstancia detectable en una
persona o en un grupo de ellas, asociada con un aumento
en la probabilidad de padecer, desarrollar o estar
especialmente expuesta a un dano de salud”.

Echezuria, Risquez, Fernandez, Rodriguez-Morales.
Temas de Epidemiologia y Salud Puablica. Tomo I, 2013.




Figura 4
Tipos de asociacion entre variables

VARIABLES
|
Sin asociacion estadistica Con asociacion estadistica
< >
Asociacidén sin causa Asociacién con
- >
- >
Artificial Espuria Indirectamente Directamente

Echezuria, Risquez, Fernandez, Rodriguez-Morales. .
Temas de Epidemiologia y Salud Publica. Tomo I, 2013. L e @
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Estudios con analisis multivariaco

e
Table 4 \‘.\‘,
Univariate and multivariate analysis of household risk factors for ascariasis and trichuriasis in individuals from North Central Venezuela (May 2007 to Y
December 2008) N\ |
N\
Variable Ascariasis Trichuriasis (@ wsrun 8 .\‘\.
. N\
Crude OR Adjusted OR Crude OR Adjusted OR International Health W
(univariate) (95% CI) [multivariate) (95% CI) (univariate) (95% CI) (multivariate) (95% CI)

Vulnerable house

Yes 4.242 (4.198-4.287) 1.479 (1.428-1.532) 2.598 (2.547-2.650) 10.519(9.971-11.097)
Mo 1.000 1.000 1.000 1.000
In a rural area
Yes 5.597 (5.543-5.652) 2,067 (2.035-2.101) 2.610(2.564-2.657) 1.918 (1.868-1.970)
Mo 1.000 1.000 1.000 1.000
Near to small rivers or wetlands
Yes 4928 (4.838-5.020) NS NS NS
No 1.000
Rudimentary wall materials
Yes 4.097 (4.055-4.139) NS 1.598 (1.564-1.634) NS
MNo 1.000 1.000
Soil floor
Yes 13.283(13.127-13.440) 5.027 (4.895-5.162) 3.726 (3.630-3.825) 5.190(4.944-5.448)
No 1.000 1.000 1.000 1.000
Tap water access
No B.719(8.626-8.809) 2,512 (2.465-2.560) 3.014 (2.950-3.080) NS
Yes 1.000 1.000 1.000
Collection of water in inappropriate receptacles
Yes 1.734(1.708-1.759) NS 1.453 (1.417-1.490) 1.118 (1.089-1.149)
Mo 1.000 1.000 1.000
Appropriate disposal of sewage waters
No 6.728 (6.597-6.862) 2.315(2.254-2.378) 1.091 (1.023-1.163) NS
Yes 1.000 1.000 1.000
Appropriate waste disposal
Mo 3.061(3.031-3.091) 1.798 (1.775-1.820) 1.700(1.671-1.729) NS
Yes 1.000 1.000 1.000

NS: not significant.

Quintero K, Duran C, Duri D, Medina F, Garcia J, Hidalgo G, Nakal S, Echeverria-Ortega M, Albano C, Nino Incani R, Cortez J, Jiménez S,
Diaz M, Maldonado C, Matute F, Rodriguez-Morales AJ. Household social determinants of ascariasis and trichuriasis in North Central &
Venezuela. International Health 2012 Jun; 4(2): 103-110 &




EVOLUCION DEL PENSAMIENTO CAUSAL

En la Grecia antigua, Aristdteles preconizaba la importancia de conocer
las causas de los fendmenos. Pero el “estagirita” ( asi también se le conoce
a Aristoteles, por haber nacido en la ciudad de Estagira) reconocia que una
sola causa no bastaba para explicar la produccién de un efecto entendiendo
que para ello se requeria la presencia de cuatro factores, a saber. (5)

1- La causa material que constituiria el receptaculo pasivo sobre el que ac-
tuarian las demads causas.

2- La causa formal que vendria siendo la esencia o ideal de lo tratado.

3- La causa eficiente seria la fuerza motriz o compulsion externa a la cual

obedecen los cuerpos y, por ultimo.

La causa final, a la cual todo tiende o sirve.

Echezuria, Risquez, Fernandez, Rodriguez-Morales. 5
Temas de Epidemiologia y Salud Publica. Tomo I, 2013. - ge



R Koch and Causality

The microorganism must be
found in all cases of the disease

It must be isolated from the host
and grown in pure culture

It must reproduce the original
disease when injected into a
susceptible host

It must be found in the
experimental host so infected.




1. El agente patogeno debe estar presente en cada caso de la enfermedad
en las condiciones apropiadas y ausente en las personas sanas.

2. El agente no debe aparecer en otra enfermedad de manera fortuita o
saprofita.
3. El agente debe ser aislado del cuerpo en un cultivo puro a partir de las

lesiones de la enfermedad.

4, El agente debe provocar la enfermedad en un animal susceptible al ser
inoculado.

El agente debe ser aislado de nuevo de las lesiones producidas en los
animales de experimentacion. &




“Un evento o estado de la naturaleza que
inicia o permite el comienzo, ya sea en
forma solidaria o en conjuncion con otras
causas, de una secuencia de eventos que
dan como resultado un efecto”.

Echezuria, Risquez, Fernandez, Rodriguez-Morales. [ -
Temas de Epidemiologia y Salud Publica. Tomo I, 2013. - =
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1. Biologicos (sexo, ciertos grupos de edad, la herencia).

2. Ambientales (contaminacion atmosférica, disposicion de excretas inade-
cuada, carencia de agua potable).

3. De comportamiento (ingerir bebidas alcohodlicas en exceso, fumar ciga-
rrillos, dietas inadecuadas en cantidad y calidad).

4. Infraestructura sanitaria (relacionada con la atencion a la salud, como
baja calidad de la misma o ausencia de la misma, cobertura insuficiente).

5. Socioeconomicos (nivel educativo, ingreso, ocupacion, vivienda, trabajo,

recreacion).

Echezuria, Risquez, Fernandez, Rodriguez-Morales.
Temas de Epidemiologia y Salud Publica. Tomo I, 2013.



Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccién por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Materiales y métodos
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Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

 Se evaluaron 305 casos de pacientes con VIH/SIDA:
e 2010: 146 casos; incidencia de 31,94 casos/100.000 hab.
e 2011: 159 casos; incidencia de 34,59 casos/100.000 hab.

 Distribucion por género:
* 66,9% hombres (G) y 33,1% mujeres (?) (sd por aio) v

 Edad:

H Hombres
W Mujeres

* Promedio: 35,5 anos (+13,8) (sd por aiio)

« d:37,25 ainos; 9: 32,08 aiios (p=0,002)
e 2010: J": 36,92 aiios; Q: 30,50 arios (p=0,01)
* 2011: J: 37,59 aiios; Q: 33,30 aiios (p=0,06)

uencia ()

* Procedencia:
* 96,7% de zonas urbanas y 3,3% de zonas rurales

Afiliacion al SGSSS:
* 80,3% afiliado a seguridad social, 19,7% no.

No afiliado

Especial |,7

Afiliacion

Subsidiado

Contributivo




Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

* Del total (n=305)

* Ocurrencia de oportunistas:
* 24,9% (1C95% 19,9-29,9) presentaron 21 EO
e 75,08% (1C95% 70,1-80,1) no

* Hospitalizacion:
* 37% (1C95% 31,5-42,6) se hospitalizaron

Numero de Oportunistas Encontradas Hospitalizacion segin ocurrencia de EO
100,00 +
ia Hospitalizacion
90,00 - Ocurrencia 'p Total
80,00 { 75,08 de EO Si No
o . n 49 27 76
60,00 - Si
< 50,00 - % 64,5% 35,5% 100,0%
40,00 - n 64 165 229
30,00 - No
18,03 % 27,9% 72,1% 100,0%
20,00 -
00 - n 113 192 305
1222 . w2 Total

0 | 1 2 30mas % 37,0% 63,0% 100,0% :
Enfermedades Oportunistas :‘.'.2=32’642; p<0,001; OR=4,679 (1IC95% 2,696-8,120)




Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

 Variables asociadas a la ocurrencia de EO
* Ocurrencia de oportunistas fue mayor en sujetos 235 afios
 30,5% (1C95% 22,5-38,5) (OR=1,742; 1C95% 1,032-2,941).

* Ocurrencia de oportunistas fue mayor en aquellos no
afiliados al SGSSS

* 36,7% (1C95% 23,6-49,7) (OR=2,048; 1C95% 1,117-3,753).

Ocurrencia de EO seguin grupos de Edad Ocurrencia de EO segun afiliacion a SGSSS
Y Ocurrencia de EO L. Ocurrencia de EO
Edad (anos) - Total Afiliacion - Total
Si No Si No
n 43 98 141 n 22 38 60
>35 No
% 30,5% 69,5% 100,0% % 36,7% 63,3% 100,0%
35 n 33 131 164 i n 54 191 245
<
% 20,1% 79,9% 100,0% I % 22,0% 78,0% 100,0%
Total n 76 229 305 Total n 76 229 305
ot % 24,9% 75,1% 100,0% ota % 24,9% 75,1% 100,0%

v°=4,362; p=0,037; OR=1,742 (1C95% 1,032-2,941) v*=5,511; p=0,019; OR=2,048 (1C95% 1,117-3,753)




Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

0,0 1,0 2,0 3,0 4,0 5,0 6,0

Infecciones por micobacterias 5,9
Neumonia recurrente 4,6
TB pulmonar 4,3
Candidiasis esofagica 3,6
Sindrome de emaciacion 2,
Meningitis 2
TB meningea 2,3
Neumonia por P. jirovecii 2,
Candidiasis de vias aéreas 2
Toxoplasmosis cerebral 1,6
TB extrapulmonar no meningea
Criptosporidiasis crénica
Hepatitis B
Herpes zoster en multiples
Sarcoma de Kaposi
Septicemia recurrente por
Céancer cervical invasivo
Encefalopatia por VIH
Linfoma inmunoblastico
Criptococosis extrapulmonar
Leucoencefalopatia multifocal
Coccidioidomicosis
Infeccién por CMV (no retinitis)
Retinitis por CMV
Histoplasmosis extrapulmonar
Cystoisosporiadiasis cronica
Histoplasmosis diseminada
Linfoma de Burkitt
Hepatitis C

Enfermedades Oportunistas Encontradas\f
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Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

e Letalidad

Muerte segun ocurrencia de EO

Ocurrencia Muerte Total
de EO Si No
) n 14 61 75
. % 18,7% 81,3% 100,0%
No n 8 221 229
% 3,5% 96,5% 100,0%
22 282 305
Total

% 7,2% 92,8% 100,0%

¥?=19,376; p<0,001; OR=6,34 (1C95% 2,543-15,810)

* 7,2%, mayor en aquellos con EO (OR=6,3; 1C95% 2,5-15,8)




Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

e Algunas oportunistas especificas fueron
significativamente mas frecuentes en aquellos >35

anos
Edad (anos)
Enfermedad Oportunista (%) >35 <35 OR 1C95%
Candidiasis esofagica 6,4 1,2 5,556 1,182-2,632
Sindrome de emaciacion 5,0 0,6 8,547 1,035-71,429
Candidiasis de vias aéreas 4,3 0,0 1,045 1,009-1,082

TB extrapulmonar 2,8 0,0 1,029 1,001-1,059




Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

* Algunas oportunistas especificas conllevaron significativamente mas a
la muerte de los pacientes.

Muerte (%) OR IC95%

Septicemia recurrente por Salmonella  Si 66,7 28,100 2,442-323,34
No 6,6

Neumonia por P. jirovecii Si 50,0 14,684 2,774-77,725
No 6,4

Candidiasis esofagica Si 36,4 8,698 2,329-32,490
No 6,2

Meningitis Si 37,5 8,747 1,942-39,397
No 6,4

Candidiasis de la via aérea Si 33,3 6,925 1,195-40,130
No 6,7

Leucoencefalopatia multifocal Si 50,0 13,381 0,808-221,601
No 7,0

muerte: OR =7,738 (1C95% 1,368-43,777).
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Morbidity and mortality related to acquired immunodeficiency syndrome (AIDS)-defining opportunistic

Opportunistic diseases

Infections due to atypical mycobacteria 23.7 diseases (ODs) have been significantly reduced since the introduction of highly active anti-retroviral
Pu,mo;?;utgfgﬁcﬂ?:;:?{'; 17'318'5 therapy (HAART). However, they still represented a significant epidemiological burden among patients
Espphogenl candidiasis i with AIDS in some developing countries [1] and [2]. Even more, there is few recent data, particularly
Emaciation syndrome 10.4
" Menin:g_iFi; 104 population-based, about the prevalence and factors associated to ODs in AIDS patients of some countries
eningeal 9.2 . i .. . . . .
Pneumocystis jirovecii pneumonia  se——§.0 of South America, with limited access to HAART, such as Colombia [3] and [4]. Surveillance studies on it
"“ﬁ,";ﬁ;‘;&g;’;‘ﬁﬁ;ﬁ::: — G 4 - should be frequently done. According to the World Health Organization, this country is in the list of nations
N°"""e”'E%?;Liec"(‘;;z‘t‘g‘:::galg [— gg with 40-59% of eligible people receiving HAART at the end of 2011 [4].
Hepatitis B s 4 8 . . . .
Herpes zoster in multiple dermatomes s 4.0 For these reasons we assessed the prevalence of ODs in the population of AIDS patients living and
K iS — 4 . .. . . . . . .

Recurrente septicemia duea ?: 23.;’5,?;‘;: — 4‘3 attended in the municipality of Pereira, the capital area of Risaralda department, in western Colombia,
'",‘f"l’\s/";g:mglg;’;f:; — g:g during 2010-2011. This population is included in the HIV control program of Pereira municipality. Pereira
- Imlmunoblasiic:ymphon{a = ig (459.667 pop. for 2011) is one of the municipalities with highest incidence of HIV/AIDS in the country,

xtrapulmonary cryptococcosis s 2,

Progressive multifocal leukoencephalopathy — s 2.8 34.6 cases/100,000 pop. for 2011, with a significant increase in the last 6 years (2006-2011) [5].
Coccidioidomycosis = 1.2
Cymg‘,as\’/a:g;’;&‘;r(ﬁm]):::l':l':::) = 12 Patients were diagnosed based on epidemiological, clinical and serological confirmation (ELISA HIV-1 and
Extrapulmonary histoplasmosis == 1.2 HIV-2 tests and Western-blot, with voluntary counseling and testing). Data was collected through the
Chronic cystoisosporiasis === 1.2
Disseminated histoplasmosis === 1.2 Epidemiological Surveillance System (SIVIGILA), HIV/AIDS trimester program reports and through
Burkitt's lymph — 12 e . . : .

o sHye"gﬁti{?;" 3 — 1.0 HIV/AIDS treatment cohort reports. Opportunistic diseases were clinically, microbiologically and

0.0 5.0 10.0 15.0 20.0 25.0 pathologically diagnosed. Collected data was compiled in Excel and then analyzed with SPSS v.1 7.0%,
o
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1. Descripcion de los patrones de infeccion y su aparicion en la poblacion.

2. Determinar si las tasas del proceso infeccioso representa un aumento
inusual o no endémico.

3. Apoyarse de toda la tecnologia diagndstica posible a fin de determinar
etiologicamente el agente infeccioso involucrado.

4. Determinar la poblacion de portadores asintomaticos o enfermedad

subclinica.

Describir el comportamiento clinico de las enfermedades infecciosas que

ocurren en la poblacion, es decir, definir los casos. &

Echezuria, Risquez, Fernandez, Rodriguez-Morales.
Temas de Epidemiologia y Salud Publica. Tomo I, 2013.
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gl le

Ayudar a la comprension de la patogenia de la enfermedad.
[dentificar la cadena de infeccion que contribuye a la trasmision del agente.
Evaluar y dirigir los protocolos diagnosticos y de tratamiento.

o o N

Desarrollar programas de prevencion y medidas de control para los
individuos.
10. Ampliar dicha vigilancia a un rango poblacional de manera permanente.

Echezuria, Risquez, Fernandez, Rodriguez-Morales.
Temas de Epidemiologia y Salud Publica. Tomo I, 2013.




Figura 1
Triangulo epidemiologico

Agente

Echezuria, Risquez, Fernandez, Rodriguez-Morales.
Temas de Epidemiologia y Salud Publica. Tomo I, 2013.
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Economy

Society

Mds educacion, menos TB

Rodriguez-Morales AJ, Castafieda-Hernandez DM. Relationships between morbidity and mortality from tuberculosis and the
human development index (HDI) in Venezuela, 1998-2008. Int J Infect Dis. 2012 Sep;16(9):e704-5.
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Figure 1. Relationships between the human development index (HDI) and morbidity and mortality rates due tuberculosis in Venezuela, 1998-2008. (A) Linear regression &L
between HDI and TB morbidity rates. (B) Linear regression between HDI and TE mortality rates. (C) Linear regression between education and TB morbidity rates. (D) Linear &5
regression between education and TB mortality rates.
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Figura 4. Regresiones lineales en-
tre la tasa de incidencia de la Leish-
maniosis cutanea y las variables so-
cioecondmicas: (A) educacion, (B)
esperanza de vida, (C) ingreso, (D)
alfabetizacion e (E) IDH en el Esta-
do Trujillo (Venezuela), 1994-2003.
&

Rodriguez-Morales et al. Rev Peru Med Exp Salud Publica. 2010; 27(1):22-30 =




Figure 1. Malana morbidity in Venezuela, 1995 -2004 (A) and spatial distnbution Figure 2. Linear regressions between malana mortality rates (MMR) and

of cases for year 2004 (B) [13, 14]. socioeconomical vanables (A, education, B, life expectancy, C, income, D, lite racy and
E. HDI), Venezuela, 1995-2004.
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Rodriguez-Morales et al. 14th International Congress on Infectious Diseases, Miami, USA, 2010



Venezuela, 1995-2004

Malaria Mortality

r2=0.6164
\ p=0.0071

MMR

MMR, malaria mortality rate (deaths/100,000pop)
LE, Life Expectancy (years) ICID 2010




Venezuela, 1995-2004

Malaria Mortality

0.4 r2=0.5082
- p=0.0207

MMR

MMR, malaria mortality rate (deaths/100,000pop)
Education (combined gross enrollment ratio)

ICID 2010



Educacidon y Parasitosis

* Se encontré que aquellos sujetos con madres
gue tienen primaria incompleta tienen 5,237
(IC95%: 5,164 — 5,310) veces mas riesgo de
sufrir ascariasis, que aquellos cuyas madres
tienen primaria completa hasta universitaria.

* Mientras que aquellos sujetos cuyas madres
son analfabetas tienen casi 2 veces mas
riesgo de padecer esta parasitosis (OR 1,846
IC 95%: 1,782-1,912).

&
ASOVAC2010 ¢




Malaria y Diabetes Mellitus

e Estudio de casos y controles
* Nn=1466 (675 con DM)

Table 2. Univanate and multivanate associations with Plasmodium falciparum infection, Kumasi, Ghana, 2007-2008"*

Total no. P. falciparum Univariate analysis Multivariate analysis

Parameter patients  infection, no. (%) OR (95% CI) p value aOoR (95% CI) p value
Diabetes mellitus type 2

No 791 81(10.3) 1

Yes 675 108 (16.0) 1.67(1.22-2.27) 0.007 1.46 (1.06—2.03) 0.021
Gender

F 1,113 124 (11.2) 1

M 353 65 (18.5) 1.80 (1.29-2.50) <0.0001 213(150-3.03) <0.0001
Wealth score

=25th percentile 923 94 (10.2)

<25th percentile T 536 94 (17 6) 1.88 (1.38-2.56) <0.0001 1.76 (1.27-2.42) 0.001
Literacy

Able to read 947 103 (10.9) 1

Unable to read 514 85 (16.6) 1.63(1.20-2.23) 0.002 1.59 (1.11-2.28) 0011

&

Q\\
Danquah et al. Emerging Infectious Diseases Vol. 16, No. 10, O&tober 2010



Risks for Chagas Disease ‘ )

Trypanosoma cruzi and immunosuppresion

Reactivation of latent infection in
immunosuppressed individuals, such as the HIV-
infected and transplant recipients

Reactivates from the donated organ or in a
previously infected host due to
immunosuppression in transplant recipients

- Transmitted through blood transfusion.

. . donor/recipient recipient
immunosupression ’ .

HIV, Cancer, Pregnancy Transplantation
» ‘Blood transfusion

Transplantation

sero+

L

Latin American European/
(latent) North American

sero-

Franco-Paredes C, et al. Int J Infect Dis.
2010 Mar;14(3):e189-96




Enfermedad de Chagas en el
Viejo Continente

Paises Afectados

Norte América: - Casos esporadicos;
- EUA

- Canada
Europa:

- Espana
- RU

- ltalia

- Francia
- Suiza

- Bélgica

- Casos esporadicos:




Chagas y Diabetes Mellitus

e Estudio de casos y controles
* n=647 (362 con Chagas)

registradas em 647 mulheres com idade - 40 anos, atendidas no HE-FMTM.

Tabela 2 - Caracteristicas gerais e metabolicas do grupo controle e das formas cardiaca,

megas e assintomatica,

Parametros Controle Cardiaca Megas Assintomatica
(n = 285) (n=178) (n = 58) (n=125)
Idade (anos) @ a7, 0x11,3 a7, 8+105 60,0+ 101 95,4 +105
Cor (branca, em %) 758 754 759 80,0
IMC (kg/m?) 26256 271,759 23143 210x£58
Glicemia 1 (mg/dl) = 95 (60-363) 100 (62-445) 94 5 (69-309) 95 (52-100)
Glicemia 2 (mg/dl) 985 (70-476) 101 (60-346) 98 (61-338) 94 (71-352)
Hiperglicemia (%) © 26.7 37.4 25.9 212 |
DM (%)™ 74 151 74 56 | | §s~

IMC = indice de massa corporal. DM = diabetes mellitus. 2 Grupn\c\m a forma megas difere dos demais. ® Grupo com a forma @Kﬁaca &

difere dos demais.

v

10,5%

Modesto dos Santos et al. Revista da Sociedade Brasileira de Medicina Tropical 32(5):489-496, set-out, 1999




Leishmaniasis y Diabetes Mellitus =%

* Reportes de Casos — Formas diseminadas

S
Aghaei et al. Dermatology Online Journal 20045 10 (2): 21
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Case Report

HIV, visceral leishmaniasis and Parkinsonism combined with
diabetes mellitus and hyperuricaemia: A case report

Krishna Pandey*, Prabhat Kumar Sinha, Vidya Rabidas, Nawin Kumar,

Sanjiva Bimal, Neena Verma, Chandrasekhar Lal and Pradeep Das
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ELSEVIER Acta Tropica 99 (2006) 102-105
Short communication

Is there an association between positive Strongyloides stercoralis
serology and diabetes mellitus?

Suzan C.L. Mendonga, Maria do Rosario F. Goncalves-Pires,
Rosangela M. Rodrigues, Alvaro Ferreira Jr., Julia M. Costa-Cruz *

* The frequency of positive S. stercoralis serology in
diabetics was 23% versus 7.1% in the control group (P
< 0.05).

* The odds ratio for diabetics was 3.9 (Cl, 1.6—15.9, P <
0.05).

* Diabetic patients with HbA1c <7 had a greater chance
of testing negatively for S. stercoralis infection (OR:
1.5, P > 0.05). &




Clinical Infectious Diseases  2003;36:e71-2
@ 2003 by the Infectious Diseases Society of America. All rights reserved.
1058-4838/2003/3605-00E3315.00

Diabetes Mellitus, Insulin,
and Melioidosis in Thailand

Andrew J. H. Simpson,'** Paul N. Newton,'* Wirongrong Chierakul,'
Wipada Chaowagul? and Nicholas J. White'*

CID 2008:47 (1 July) * 144-6

In Patients with Type 2
Diabetes Mellitus, Are

lecnsylatad HEh‘IﬂQ'GbII‘I Gino G. Fernandini-Paredes,’
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North America
2010 37 400000 (11-6%)
2030 53 200000 (13-6%)

Westemn Pacific
2010:76 700 000 (5 0%)

§  southeastAsia
2010: 58 700 000 (7 -0%)
% 2030: 101 000000 (8-4%)

Middle East and
north Africa k
2010 26 600 000 (7 7%)

Central and South America
2010. 18 000 000 (6:3%) *
2030- 26 600 000 (7 7%)

Tuberculosis incidence per 100000
Lessthan 10

10t 24

25t0 49

500 99

100to 299

300 or more

No estimate

R000E00

2030: 112 800 000 (6-4%)

from International Diabetes Foundation and WHO. ™"

Dooley & Chaisson. Lancet Infect Dis 2009; 9: 737-46




DM como factor de riesgo para TB

Year Location Setting Type ot sbudy Participants (n) Owtcome variable and hindings \‘\3.
Boucotetal™ 1952  Philadelphia . Chest rdicgraph survey comparing DM 73873 Prevalent TE by chest mdiograph: 8-4% in DM (2 times
USA patients with healthy industrial workers that of controls) K%
\
Olmos et 2l* 1985 Chile Teaching hospital Retrospective cohort of DM patients followed 1529 10-year risk of TE in IDOM or MIDDM ve genersl u
10vears population: 24% IDDM, 4% NIDDM, 0-8% general '\‘
population "Q
Swai et & 1990 Tanzania Inpatient and Prospective cohort of DM patients followed 1250 Risk of pulmonary TB: 9-0% in IDDM, 2-73% in NIDDM A
outpatient dinis -7 years
Bermejoetal* 1995  Spain General medicine Cross-sectional study of TST results in DM 163 TST positivity at 3 days: 42-2% \ 3
dinics patients \
Kimet a9 1995  Korea Civil servants Longitudinal cohort study wsing insurance 8015 cases, RR of developing pulmonany TB: 3-47 (DM ws non-DM);
claims 806693 controls 05% C11-19-1-45
Pablos-Mender 1097 California, USA  Inpatient hospitals  Case—control shudy using discharge diagnoses 5290 cases 0f of DM comparing tuberoulosis patients with patients
et a 37366 controls with deepvenous thrombosis, pulmonary embolus, or
appendicitis: 2-95 for Hispanic people (95% C1 2.61-233),
1.31 forwhite people (1. 19-1-45)
Mboussaetal® 2003 Conmgo University hospital — Casacontrol study using chart review 32 cases, OR for TB- 8-33 (DM v= non- DM )
100 controls
Shahand Hux® 2003  Ontaric Inpatient and Retrospective cohort study using province- 513749 ineach OR for TB:- 1-12 (DM vs non-DM); 95% C11.03-1-23
Canada outpatient wide administrative database group
Ponce-De-Ledn 2004  Mexico Inpatient and Populationbased cohort linked to statewide 1915 IRR of TE: 6-8 (OM vs non-DM); 95% O 57-8-2
etal® outpatient clinics dluster housshold survey
Coker et al® 2006  Russia TR dinisinuban  Case-control studywith controls sampled from 334 cases, ACR for TB: 783 (DM vs non-DM). controlling for assets,
satting general population 334 controls overarowding, employment, and Ainancial seourity:
95% 00 2-37-259
Jabbar et aF* 2006  Pakistan Teaching hospital ~ Case-control study using discharge diagnoses 1458 cases, OR for TB:-7-83 (DM vs non-DM); 95% (1 6-55-9-37
405900 controls
Jick et al” 2006 LK General practices Case—control study using lange couvntrywide 497 cases, AR for TB: 3-8 (DM vs mon- DM}, adjusting for steroid use,
database 1866 controls smoking. body-mass index, pulmonary diseases,
immunosuppressive use: 95% O 2.3-6-1
Perez et al® 2006 Texas USA Inpatient clinic Casa-control study using hospital dischange 4915 cases, ADR for TB (DM vs non- DM ). adjusting for s=:. age. and
datahase 70808 controls racefethnicity: 1.51 in non-border Texas (95% C1
1.36-1-67). 1-82 in counties bordering Mexico (95% O
1.57-2-13)
Shetty et af" 2006 India Outpatient clinic Matched case-control study using chart review: 180 cases, OR for TB: 2-44 (patients with diabetes, hypertension, or
controls wene relatives of cases. 189 controls heart disease vs those without), matched for age and sex:
95% O 1-17-5-09
Dryck et al® 27  Saskatchewan  Inpatient and Retrospective cohort study using large health 2122 @ses® IRR for TB: 153 (DM vs non-DM); 95% O 1-25-1-87
Canada outpatient clinics database
Lewng et al* 2008  HongKong Eldery health Prospective population-based cohart 42116 AHR for TB: 177 (95% C11-41-2-24), DM vs non- D;
sarvice 3-11{95% C11-63-5-92) in diabetics with HBALCs 7% v
HbALC<T%

Dooley & Chaisson. Lancet Infect Dis 2009; 9: 737-46




DM como factor de riesgo para TB

Year Study location  Participants (n) Lower lung more More cavitary More diffuse
commonly involved?  lesions? imyohrement?
With Without X
diabetes diabetes

Weaver!® 1574 LSA 20 182 Yes

Marzis® 1380 South Africa g 427 Yes

lkezoe et al* 19492 Japan i Fal Mo s Yes

Morris et al™ 19932 Texas, LISA 20 20 Mo Mo Mo

Umut et al* 1904 Turkey ETd ET Mo Yes ‘fas

Kuaban et al¥ 1996 Camercomn - 173 Yes

al-‘Wabel ot 2 13497 Saudi Arabia 8 38 Mo

E-a-:ak-ﬂlu et al® 2001 Turkey q3 a3 Mo% Mok Mo

Perez-Guzman et al=e 2000-01 Mexico 142 13'[! Yes Yies ‘fes

Shaikh et al* 2003 Saudi Arabia 187 505 Yes

Wang et al® 2005 Taiwan 0g 362 Mo Yes

Wang et al* 2008 Taiwan 74 143 Yes Yes

Al Tawhqet al* 2009 Sawdi Arabia &7 78 - Mo
*Aypart from the study by lkezoe et al* inwhich computed tomography wias used. fPatientswith diabetes mellitus orwho were immunocompromised. $Patients with
tuberculosis, of whom 28 had lowear-lung disaase. Sinsulin-dependant diabetes mallitus had more vitary disease than non-insulin-dependent diabetes mallitws; in subgrowp
analysis, diabetes mellituswas a risk factor for lower-lung disease in patients aged =40 years. -=not reported.
Table 2: Studies assessing chest radicgraphic findings® in patientswith tuberculosis, comparing diabetic to non-diabetic patients

Dooley & Chaisson. Lancet Infect Dis 2009; 9: 737-46 &




DM como factor de riesgo para TB

Year Location Setting Ty pe of study Participants {n) Outcome variables and findings (diabetes vs non-diabetes)*
Treatment failure
Morsy 2002 Egypt TBtreatment Case—control study assessing risk factorsfor 119 cases, Cruede OR 291 {1-65-9-5) for sputum smear positivity after 5 months of
et al”® centres treatment failure, matched for sex and centre 119 controls treatment; ADR .32 (27-31-7) adjusted for factors indwding age, sex,
distance to tuberoulosis centre. health education, and disease knowledge
Alisghbana 2007 Indonesia Outpatient Prospective cohort study of new pulmonary 634 Proportionwith positive spubum culture at & months: 22.2% vs 6-9%.
et al? dinics TE patients ADRT-65{1-89-30-95), adjusted for age, sex, BM |, radicgraphic indings.
2-mionth sputum results, non-compliance, and drug resistance
Mortality
Oursler 2002 Maryland  Outpatient Retrospective cohort study of culbure- 139 HE 4-8 (2-0-11-6), AHR 6-7 (1-6-29-3), adjusted for renal diseass, COPD,
et al@ LsA dlinic confirmed TE patients HIV infection, and age
M bouwsza 2002  Congo University Case—control study using chart review 32 cases, 25 1% vs 8%
et al” hospital 100 controls
Limdoso 2008 SaoPawlo, Urban Retrospective study of all TB-related deaths 416 Proportion of patients with TB-related death who had diabetes mellitus:
et al™ Brazil using death certificates, surveillance data, 16%
hospital records
Dooley 2009 Marvland, TEpatientsin  Retrospective cohort study of culbure- 97 OR 2.0 (074-5-2) ADR 6-5 (1-1-38-0), adjusted for HIV status, age.
et al® LIsA three counties  positive TB patients weight, and foreign birth
Wang 2009 Taiwan Teaching Retrospective study of culture-positive 17 OR 2.56 (1-08-6-03), ADRE 5.5 {2.27-13-5). adjusting for age and sex
et al™ hospital pulmonary TR patients

*Unless otherwise indicated. AHR=adjusted harards ratio (HR). AOR=adjusted odds ratio (OR). BEMI=body mass indes:. COFD=chronic obstructive pulmonary disease.

Table 4: Studies assessing the effect of diabetes mellitus on treatment failure and death in patients treated for tuberculosis (TE)

Dooley & Chaisson. Lancet Infect Dis 2009; 9: 737-46 ¥
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Ciclo de Toxocara spp. en el Hombre

o, T
'.:I:‘-"" \

1. Ingreso S

(huevos embrionados)_>

5. Enfermedad: "
............. Larva migrans ocular
*e Larva migrans visceral

-
o...
.
"""""

.
000000 -,

o’
.
.
.
-
°o®
.

...... Higado,
et " Rifiones

4. Luego alcanzan la 33
circulacion sistémica
y pueden diseminarse
a cualquier

oérgano

3. Las larvas alcanzan el sistema porta
(algunas quedan en higado)

\ 2o

2. Eclosidn de larvas en el
intestino delgado
(alli penetran la mucosa)
Delgado O, Rodriguez-Morales AJ.

Boletin de Malariologia y Salnd

%mbimta/ 2009 Ene/Jul; 49(1):1- (Delgado & Rodriguez-Morales, 2008)




* Bioldgicas (vectores y reservorios)
* Fisicas (Humedad, Temperatura)

* Sociales (organizacion, costumbres,
cultura)
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Figura 1. Ciclo de Destitucion entre Pobreza y Salud. Franco Paredes C, Woodworth M, Rodriguez Morales AJ. Las
Enfermedades Desatendidas en Latino América: Un Circulo Vicioso entre Pobreza y Salud. Acta Cientifica Estudiantil 2007 é\\@
Oct-Dic;5(4):173-177. (Special Issue Global Theme Issue on Poverty and Human Development) y



Determinantes Sociales de las
Enfermedades Infecciosas en Latinoamérica

Figura 1 - Determinantes sociais: modelo de Dahlgren e Whitehead
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Determinantes Sociales de las
Enfermedades Infecciosas en Latinoamérica

Figure 1.1 A Model of the Determinants of Health
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Determinantes Sociales de las
Enfermedades Infecciosas en Latinoamérica

Figura 2 - Determinantes sociais: modelo de Diderichsen e Hallqvist
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Determinantes Sociales de las
Enfermedades Infecciosas en Latinoamérica

Figure 2.1 Social Determinants of Health and the Pathways to Health and Illness
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THE CANADIAN FACTS

Figure shows how the organization of society influences the living and working conditions we experience that then go on to shape

health. These processes operate through material, psychosocial, and behavioural pathways. At all stages of life, genetics, early life, and
cultural factors are alse streng influences upen health.

Source: Brunner, E_, & Marmot, M. G. (2006). “Social Organization, Stress, and Health* In M. G. Marmot &
R. G. Wilkinson (Eds.), Social Determunants of Health. Oxford: Oxford University Press, Fipure 2.2 p. 9.




Globalization and Global Changes
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Climate Change
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Impacto Potencial de la Variabilidad Climatica sobre la
Incidencia de Dengue Hemorragico en Honduras, 2010

Materiales y Metodos

e Area de estudio y recopilacién de datos:
Hospital Escuela, Tegucigalpa, Honduras.

Google




Impacto Potencial de la Variabilidad Climatica sobre la B
Incidencia de Dengue Hemorragico en Honduras, 2010 . LN
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R eS u I tad O S Estadistica descriptiva

Figura 1. Reporte diario de casos de Dengue Hemorragico en el Hospital Escuela,
Tegucigalpa, Honduras, 01/01/2010-31/12/2010.
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Impacto Potencial de la Variabilidad Climatica sobre la i
Incidencia de Dengue Hemorragico en Honduras, 2010 \ e
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Figura 2. Mapas de patrones de lluvia obtenidos del satelite TRMM para Honduras, durante
Enero a Agosto 2010 (NEO/NASA).
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Zambrano LI, Sevilla C, Reyes-Garcia SZ, Sierra M, Kafati R, Rodriguez-Morales AJ, Mattar S.
Potential impacts of climate variability on Dengue Hemorrhagic Fever in Honduras, 2010.
Tropical Biomedicine 2012; 29(4):499-507.
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Figura 3. Diferencia en incidencia media de los casos por Dengue, durante los meses de El Nino y
La Nifa, Hospital Escuela, Tegucigalpa, Honduras, Enero-Diciembre 2010.
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Figura 4. Relacion entre las variables macro y microclimaticas y el registro mensual de casos de
Dengue Hemorragico en el Hospital Escuela, Tegucigalpa, Honduras, Enero-Agosto 2010.
A. Indicador macroclimatico ONI. B. Indicador probablilidad mensual de lluvia (%).
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Figura 4. Relacion entre las variables macro y microclimaticas y el registro mensual de casos de Dengue
Hemorragico en el Hospital Escuela, Tegucigalpa, Honduras, Enero-Agosto 2010.
C. Lluvia acumulada (mm). D. Humedad relativa (%).
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Cuadro 1. Resumen del modelo de regresidon lineal multiple para prediccién de casos mensuales de DH,
usando humedad relativa, lluvia acumulada, probabilidad de lluvia y valores de ONI.

Estadisticos de cambio

r? Error Cambio Cambio
oll ol2 p
R r? ajustado  estandar del r? F
0,836 0,699 0,649 319,11 0,699 13,929 1 6 0,01
Coeficiente no Coeficiente
estandarizado estandarizado IC 95% para p
B Error B Limite Limite
estandar t p inferior superior
Valores
delont  -450,193 120,625 -0,836 -3,732 0,01 -745,351 -155,035

Zambrano LI, Sevilla C, Reyes-Garcia SZ, Sierra M, Kafati R, Rodriguez-Morales AJ, Mattar S. Potential impacts of climate
variability on Dengue Hemorrhagic Fever in Honduras, 2010. Tropical Biomedicine 2012; 29(4):499-507.
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Figure 1. Location of the study, Cerete, Colombia, 2003-2008.
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Dengue en Cerete

Figure 1. Relations between climate variables and the morbidity due dengue in
Cerete, Colombia, 2003-2008. A. Linear regression between precipitations
and mean dengue weekly cases. B. Linear regression between relative
humidity and mean dengue weekly cases. C. Linear regression between
temperature and mean dengue weekly cases.

o
i
b

r=0,1415 r=0,2156
F=8.241 F=13.74
P=0,0060 P=0,0003

#=0,04156
F=2,168
P=0.1472

[}
[ 7]

Mean Weekly Cases Record
P

I
2
g
3
=
E
=
=

1]
50 100 150 75 76 77 76 ™ 80 81 82 83 &4 &85

Mean Precipitation {(mmiweek) Mean Relative Humidity (% fweek) Mean Temperatu re ,::.,': fweek)

Salim Mattar, Victor Morales, Alexander Cassab, Alfonso J. Rodriguez-Morales. Effect of Climate Variables on Dengue
Incidence in a Tropical Caribbean Municipality of Colombia, Cereté, 2003-2008. IJID 2013 May;17(5):€358-9.



Yokohama, JAPAN

28th International Congress of Chemotherapy and Infection

Incorporating the 14t Asia-Pacific Congress of Clinical Microbiology a Infection

Date: 5t — 8t June, 2013
Venue: Yokohama, Japan (Pacifico Yokohama)

A. J. Rodriguez-Morales 127, J. W. Martinez 1, A. C. Herrera-Giraldo 1 3, S. Botero 3, S. Bernal-Gutiérrez 1, E. V. Cardenas-Giraldo 1, E. A. l‘- "‘ ‘ ‘
Guerrero-Matituy 1, A. H. Molina-Delgado 1, C. P. Montoya-Arias 1, L. L. Quintero-Herrera 1, V. Ramirez-Jaramillo 1, J. A. Rico-Gallego ! Ry |

IFaculty of Health Sciences, Universidad Tecnoldgica de Pereira, 20ffice of Scientific Research, Cooperativa de Entidades de Salud de

Risaralda (COODESURIS), 3Secretary of Health of Risaralda, Goverment of Risaralda, Pereira, Colombia

Modelo de regresion
no lineal, Poisson

m Nino

m Neutral
m Nifa

ANOVA F=66,59, P<0,001 ONI (coef 0,329; 95%CL 0,209-0,450)
. . pluviometria (coef 0,003; 95CI 0,002-0,004)
Bonferroni en todas las comparaciones p<0,01 ajustado por afio y semana (p<0,001, pseudo r2=0,6913).



ANIMAL BIODIVERSITY AND EMERGING DISEASES

Zoonoses and Climate Variability

The Example of Leishmaniasis in Southern
Departments of Colombia
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* Main fmdmgs of an entomologlcal survey in Norte de
Santander, Colombia

— During the study period (2006-07) 5,079 sandflies were
collected, Lu. spinicrassa represented 95.2% of them.

— The climatic period corresponded to a dry.season of El
Nino (highest Oscillation Nino Index in the last 2006
trimester, 1.2 SST).

— In general, the MCA evidenced a significant inverse
relation between L. spinicrassa abundance and the
e relative humidity (p<0.05), as well also with
e the rainfall (p<0.05),
* but not for the average temperature (p>0.05).
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Risaralda

rante el periodo climatico

Departamentos

®El Nifio ® La Nifia

Regression model showed that ONI and SOI were
significantly associated with cutaneous leishmaniasis
incidence rates in Risaralda (p=0.0002, pseudo r?=0.0609)
but not in Magdalena (p=0.2478, pseudo r>=0.0283).
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Malaria Early Warning Systems: the rationale
Gathering cumulative evidence for early and focused response

Year 1 Year 2 Year 3 Year

4
(DPre-season assessment O @ 00 @
L]

®

@Rainy season assessment
@ Malaria season assessment

Vulnerability

Low
al—
high

Seasonal climate forecast
anomalies above
(updates available

each month) normal

below

Rainfall mm monitoring

(or other environmental
variable monitoring)

(e.g 10 day data from satellite
or meteorological station)
black line = long term mean

Malaria morhidity/mortality
monitoring at sentinel sites
(e.g. weekly case numbers)
black line =long term mean

Fagl-Flag £—-Flag 3
Year 3 Pre-season assessment - vulnerability increasing due to period of drought. ’ - =

Year 4 Pre-season assessment - vulnerability still increasing due to period of drought and seasonal forecast above normal - Flag 1.

Year 4 Rainy season assessment - vulnerability remains high, weather monitoring indicates higher than normal rainfall - Flag 2.

Year 4 Malaria season assessment - vulnerahility remains high, rainfall higher than normal through much of season, malaria cases pass
epidemic threshold - Flag 3.

Figure 1: The use of early warning indicators in the malaria control planning cycle (WHO, 2001a)




Epidemiologia de la Enfermedad de Chagas
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- Practicamente cualquier mamifero (incluso doméstico)

T ¢

St

pRAR o 434

Tin

BUUTTIEELE
REEETTTY!
e
TR
S

Rural Miranda, Venezuela, March 2008






REVIEW

The socio-ecology of zoonotic infections
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Human-related factors

Modem life trends Industrialization saquelae Politics Sc1cnuﬁi.: ad\'anfr,s
- local and international ecotourism - urbanization/megacities - stale .reforrn -novel di_agnqsucs
- pet ownership - intensive hushandry systems - conflict - novel hllgh-flik
- culinary habits - food-chain industry automatization - border control loosening populations
- global travel - global trade intensification - free trade economy
- human intrusion in ecosystems/deforestation - Surveillance and public health infrastructure
breakdown

- voluntary and involuntary human immigration
- hierarchy issues
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vector-lifecycle
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B A e . Climate/
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environment
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FIG. |.Factors influencing the resurgence of zoonotic infections and their interplay. ENSO, El Nino southern oscillation.
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Title Cycle of transmission of Trypanosoma cruzi and its vectors to humans. Triatomine bugs live in the crevices of
poorly constructed houses in impoverished areas in Latin America. Metacyclic trypomastigote is the infecting form to humans,
while the amastigote is the intracellular form responsible for the immunopathogenesis in target human organs.

Franco-Paredes C, Von A, Hidron A, Rodriguez-Morales AJ, Tellez I, Barragan M, Jones D, Naquira CG, Mendez J.
Chagas disease: an impediment in achieving the Millennium Development Goals in Latin America. BMC Int Health Hum Rights. 2007 Aug 28;7:7.



1. La presencia del agente infeccioso en cantidades suficientes para afectar
al individuo o individuos.

2. Un modo de trasmision adecuado de este patogeno al huésped susceptible

3. Un huésped o grupo de huéspedes susceptibles que se expongan al agente

patogeno.

Echezuria, Risquez, Fernandez, Rodriguez-Morales. P
Temas de Epidemiologia y Salud Publica. Tomo I, 2013. g &




1. Cuando un nuevo grupo de individuos susceptibles se introduce o incorpora en
un medio en el que una enfermedad es endémica.

2. Cuando una nueva fuente de infeccion se introduce en una zona donde el
agente infeccioso ha estado ausente y muchos o todos los individuos son
susceptibles, como por el ejemplo la presencia de visitantes en un pais
extranjero, desplazamientos demograficos o contaminacion de los alimentos por
un agente poco comun.

3. Cuando la cadena de infeccion se hace mas eficaz como resultado de cambios
en la vida social, de comportamiento, de habitos, practicas sexuales, o
culturales. El hacinamiento en una prision o la exposicion a una nueva puerta de
entrada son ejemplos.

Echezuria, Risquez, Fernandez, Rodriguez-Morales. P
Temas de Epidemiologia y Salud Publica. Tomo I, 2013. - e
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5. Un aumento de la susceptibilidad a la infeccion o la enfermedad o de ambos a
través de la inmunosupresion u otros factores que influyen en la respuesta del
huésped como los trastornos nutricionales, el tratamiento con farmacos
iInmunosupresores, 0 la presencia de una enfermedad cronica. El efecto
devastador del VIH sobre el sistema inmunoldgico resultd en una epidemia
mundial de enormes proporciones.

6. Un aumento en la virulencia, el incremento del inéculo de un agente microbiano.

Echezuria, Risquez, Fernandez, Rodriguez-Morales. P
Temas de Epidemiologia y Salud Publica. Tomo I, 2013. - = i &
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Mortality Mortality rates (deaths/

(deaths) 100,000pop)
Region Population Best Low High Best Low High
Global burden 6,869,573,000 1,100,000 920,000 1,200,000 16.0 134 175
WHO African Region 836,970,000 250,000 220,000 280,000 299 263 335
WHO South-East Asia Region 1,807,594,000 500,000 370,000 640,000 277 205 354
WHO Eastern Mediterranean
Region 596,747,000 95,000 74,000 120,000 159 124 201
WHO Western Pacifi c Region  1,798,335,000 130,000 120,000 150,000 72 6.7 83

WHO European Region 896,480,000 61,000 48,000 75,000 68 54 84
WHO Region of the Americas | 933,447,000 | 20,000 | 17,000 23,000 | 21 | 18 25

Table 3. Estimated epidemiological burden of mortality due to TB, according regions by the WHO in 2010 (World
Health Organization 2011) (excluding HIV positive deaths). Mortality rates were calculated for this chapter.

. Castafieda-Hernandez and Alfonso J. Rodriguez-Morales. Epidemiological Burden of $
sis in Developing Countries. In: Rodriguez-Morales AJ. Current Topics in Public Health. ISBN 978-953-51-1121-4, May 15@\‘2013
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FIGURE 2.5
Estimated TB incidence rates, 2012
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Pneumocystis Pneumonia — Los Angeles

in the period October 1980-May 1981, 5 young men, all active homasexuals, were
treated for biopsy-confirmed Pneumocystis carinii pneumonia at 3 different hospitals
in Los Angeles, California. Two of the patients died. All 5 patients had laboratory-
confirmed previous or current cytomegalovirus (CMV) infection and candidal mucosal
infection. Case reports of these patients follow.

Patient 1: A previously healthy 33-year-old man developed P. carinii pneumonia and
oral mucosal candidiasis in March 1981 after a 2-month history of fever associated with
elevated liver enzymes, leukopenia, and CMV viruria. The serum complement-fixation
CMV titer in October 1980 was 256, in May 1981 it was 32.* The patient's condition
deteriorated despite courses of treatment with trimethoprim-sulfamethoxazoie (TMP/
SMX), pentamidine, and acyclovir. He died May 3, and postmortem examination showed
residual P. carinii and CMV pneumonia, but no evidence of neoplasia.
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WEEKLY REPORT

The diagnosis of Pneumocystis pneumonia was confirmed for all 5 pautents ante-
mortem by closed or open lung biopsy. The patients did not know each other and had no
known common contacts or knowledge of sexual partners who had had similar illnesses.
The 5 did not have comparable histories of sexually transmitted disease. Four had sero-
logic evidence of past hepatitis B infection but had no evidence of current hepatitis B
surface antigen. Two of the 5 reported having frequent homosexual contacts with various
partners. All 5 reported using inhalant drugs, and 1 reported parenteral drug abuse. Three
patients had profoundly depressed numbers of thymus-dependent lymphocyte cells
and profoundly depressed in vitro proliferative responses to mitogens and antigens.
Lymphocyte studies were not performed on the other 2 patients.

Reported by MS Gottlieb, MD, HM Schanker, MD. PT Fan, MD, A Saxon, MD, JD Weisman, DO,
Div of Clinical Immunology-Allergy, Dept of Medicine, UCLA School of Medicine; | Pozalski, MD,
Cedars-Mt. Sinai Hospital, Los Angeles; Field Services Div, Epidemiology Program Office, cocC.

Editorial Note: Pneumocystis pneumonia in the United States is almost exclusively
limited to severely immunosuppressed patients (7). The occurrence of pneumocystosis
in these 5 previously healthy individuals without a clinically apparent underlying immu-
nodeficiency is unusual. The fact that these patients were all homosexuals suggests an
association between some aspect of a homosexual lifestyle or disease acquired through
sexual contact and Pneumocystis pneumonia in this population. All b patients descrited

in this report had laboratory-confirmed CMV disease or virus shedding within 5 months
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The Discovery of HIV as the Cause of AIDS

Robert C. Gallo, M.D., and Luc Montagnier, M.D.

Progress in scientific research rarely follows a
straight path. Generally, it entails many unexpected
meanderings, with a mix of good and bad ideas,
good and bad luck. The discovery of the human im-
munodeficiency virus (HIV) as the cause of AIDS
did not avoid this pattern.

The storybegan in an unfavorable environment:
during the late 1970s, many people thoughtthat ep-
idemic diseases caused by microbes, including vi-

sion of putative latent retroviruses. This effort was
helped greatly by the isolation of specific factors —
in particular, the T-cell growth factor (now called in-
terleukin-2) in Bethesda, Maryland. The role of in-
terferon in repressing the production of retroviruses
in mouse cells was demonstrated in Paris, and this
discovery led to the use of anti-interferon serum in
the search for human retroviruses. Thus, at the be-
ginning of the 1980s, we had the essential tools re-
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Believe 15 Jepan's obvse of power. In the
woeds ol one Scandsavisn diplomar, “the
DTgAnETIOn & 1ob velusble | be allowed o
Pt B85 @ provaie fapaness comcerm.”

Seafl ar WHO, members of the secreariar,
wred even U diplomars walk openly, duough

B8] weiukin 3086 16 pasaks 1993

Eump:m mizsans in Gremeva Imrfnn far
the organisation’s fimancial security o he 1=
re-zlecrad. Half of the res vearly budget of
515t comes from volencary commbucions
e WHO's  imernaoonal  programmes,
including those om AIDS, immunisation, and
digrthoeal discases, These, say obeerver,
have comcmmed o perform well despone
rather than because of Dr Makajima, and
'!'Hu of their ﬁnchnzac:\um IEnIJuI: l:m.nmel
'-'I.mb-m ot"!"HD's secrrtanian predict dhat
Dir Blakajima's re-leciion would lewee some
donom unwilling bo contmwe financang thess
programmas.

Few people ae preicnding  that T
Abdedmouming = che perfec candidace,
In hiz favour, =y obeservers, in be siwded
dewre in refoem the winacture of WHO. &n
.ﬂ.h!mndmw,hthnhenm special lraes
wnee bring dismizmed by Dir Makajea afice
declaning ke candidacy in Ssptember,

Only %) of WHO" 182 member siaics have
a woie on the cxecutivg hoanl. Each of these
has nominaied a peron—is Briteis's case the

chief mefcal officer, Dr Ken Calman—ue
cam fis wore in g secrer balloe The final
nominatons will not be kmown weed the
opening of the exeoative board meenng on 18
January. B there ssems limle dosbe thar a
third candidare, Dr Olikoye Bapsome=Kun
of Migeria, will be included. Migeria has oo
wonz an the baard, and Dr Bassome-Kun &
unlikely 1w snracy much suppent from the
seven Afrcan countrees with wooes, most of
whom are bebeved 10 be heawlly commomed
o Dy Makapma. Buc a third homse in the race
may divide the wie suffidently 1w forme
a second roemd. A close vore s alss Bkely
o mean conireed lobbying in the thee
maonths e May, when the Ted:l iluhh
Assembly meets w0 omwify the  execmive
board's decrion —rots copues, asr

Gallo guilty of AIDS
misconduct

Hobert Galln, onoe credived as the discowerer
of HIV, has been found guilty of scenofic
mmcenduct by an  official | govemmens
mguiry in dhe U8, Galke, head of a labormory
ar the US MNavional Cancer Iratimme mear
Washangon, dSebbenrely concealed expeis
mens thar woukd have made it clear thae

Incegriy—am
imveestiprtive arm of the U5 Depariment of

el

Headlines

Eurn 999 wervice: A panBumopess
emerpency Bumber came (N operas
dion i e Eusopean Community on 1
Jarsary. Anvone Jwaling 112 will b=
lirked 10 ﬂ'l.rlm'bu]lmt,p-ulm-,l.rrd
fire services im a scheme which

parallel e the UK's %54 r|.|.|.n1h¢|:
Spain ead che  Metherlands  are
eapecred oo pen the scheme by 1999,

HHA chairman resignes: S James
Ackers has remipned  ax  chairman
of West Midand: Rrgional Heakh
Aurbormy and will be suceeeded by Sir
Dronald Wilsen, chairman of Mersey
BHA The authonty was crticsed by
the Matiomal Audit Office for wassing
[lmmmnmn’mm Sl.r:lmnl

Diepartrnent sk that health care cost
more than 14% of ke natien’s coo-
nome: outpat last yess, Cout Bave
neacly doubled sinee 1985 and ase
prodcied io seech $040 ba s yead
Bill Clindon has promised @ heslth plan
in his firse 100 days a8 peesident.

Russia's infinr deatk rale riscic The
infani death mime in Fssls Bas’ in-
creased from L6-B per 100D bimbs in
1991 w 17-1 in 1992, The pumber of
Eirths has Sallen by %00 over the past
four years, The governmwem said that
coaples ke puming off having children
] e FECESEios Impraves

foar pobice nrnm.:nmmulmrdm
mistly for intoxicabon, = a sady
carmed ot for the Royal Commission
on Criminal Jeetce, The commision
says thant there i o need o pimsdandi-
sanon in the mie of doctors m assessng
» speat's fimes for mserview,

thihlmdw:untrhnqﬁlﬂl
in nord and emst London kanve been
put o= an wfficial alert became of a

mgw: of heda. for ¥ ke
wizes. The henpritls affzcted have been
mked bo et substanialy  theie

Compulsory AIDS tests: The Sirgs-
pure gurernmenl his introduged com-
pulsssy AIDS 1= for s 300000
have been excluded. Anyone fousd 10
Be HIV positive will have o leave e
counicy.

ey ey Sy ey

Health st Human Services—aaid hat i &
rescirch paper publshed in Soewce i 1584
Cralln wamted poe Bade & crimcal Bscr thar
woukd hive given credi for tae discovery of
the cames of AIDDE o a nesss led by Luc
Muomegnier af the Pasieur bsorme n Pars
Crallo was gives o saeple of e Feench viros
in 10EY Bur sald = ks paper ther b fuded
L gFew i besee corafe The ducr

b was ot palry of soemific miscondoct.
The misconduc finding has thercfore pm
Bemadine Mealy, the direcior of HIH, who
suppomed Galle, i an awloward positien.
Sihe sand- *1 concunred with the conclusions
of te MIH Office of Sciendfic [meegriny
based on the facts & they were preseeed o
mie afier a lengthy imvesoganon.™

Crall> is facing a wider invemiganon by a
wabcommimes of Congress, wiich will review
evidence thar ke misppropnased the French
wirgs. It will also investgate a possbie cover
up of the Gallo affur, 2 Conpressional seare
said. Dir Gallo also faces another invesngs-
tian inm: alleguticea thar he gave false infor-
manon i an application for o paEne—a
poesibke criminal offence.

Lawyvers for the Pastesr Inmitute, mean-
while, meend 1o paess for & gresier share in
resalties om the blood semt for AIDS, “Thae
L15 Gowernmenn's position—bailt on a feslcy

: two~virys theory—bas been simong @1 the

[Dreparmment of Healih] bike a ocking time
b, said Bobert Cidle, an aiomey for the
Pameur Institube, *H has mow exploded *—

FTEVE coKTa, wner comespondens, Tods-

s

Canadian medical
research expands
Having comploied what @ ocalls e mio

thoreugh wll sppeaisal in i Bsory, e
Medicsdl R ¥ C A of Cansda will

inquiry fourd thet dus wes “knowingly fale
when wreimien” and acoses Dr Gallo of
concealing infeemacon thas would hive besn
helpful po other sclennss,
“lurhermare, the mbsepresenation Bad
the pocential oo impede the ppld advanoe
ment of pesesrch effors with LAY [the name
for e French wins|,” the ingary concludes.
“Because af Dr {ralle’s senior swous and
his highly vaible rode in the resesrch com-
mmw,meﬁmn:ufld!nu.ﬂ-rmmm

oum research findings o hypotheses,” D
Giu:u.lhug'niu'uf *irrespomaible labore-

management thar har permanemh
mumﬂwmmmmmmn
steps maken” i research o AIDHE and of
impamng “rericove conditons® on acces

Research

marreunding she dlm-rrfl:lfh AT wins
Loonrw, . a eragedy For ssience.
Gﬁﬂﬂhh“wwdlpinﬂ

the inquiry report, which “codd only take

maue wich # frer erivial mistakes and & single

wmenee wricen by me” He Huvd 'rhr

pulilish Bnes i meeeh & five year siisgic
plin dun will grealy capasd @ mole
Hresdcning i rema (o cover (e wides
dedimivion of Bealth sclemoss reearch, the
councl winm o probe the secectasmic
Bacpors i @l Beahh; ssk fundamescal ques-
honts @hour the oancomes s oo effecnves
meis of medicel imervennons, underaie
research imo becethical bsues, and form
creative parnessheps with indusry.

The covamcil says thar the phasmaceoical
mdusiry B g PCObn busiess & Canada
and wanis m weppam mede research. Oser
mdusiries, such as thoss making medical
devices, compurer  softwnre,  elecronecs,
and chemicals, might alss enter parmner-
ships wirh the Medical Besearch Council of
Canada.

“The range of specamhies contnbuting
experise o health issess now inclodes

says the agency’s report. Where once only
in traditional biomedical smubjects

ﬂnfmﬂdbjldn sounsil, nhrhrnﬂ'

pan "we may fmd oursehees supporting

pmjecty propoasd by an nml,ahﬂ-

wthicist, a lpuhh &

viom specialist and othen, ™

Crvar the yram the mouncil's robe has bem

pursit of &
zan have devaatating consequences for scien-
ific reseanch. ™
Tha conclusions: of the Office of Resanch

largely wather than mitaic ressarch
it has rebied o a large sxtent on the soemeids
communEy o mbmit proposals, Bach year
maore than 3HK peopls do o, whils m-l
204 Capactian and intemational rperts

their time o evaluass them '|n |"-‘91-li||l
eoungil disirbated $C10m be seme T2H)
researchars and 1500 sesrarch trainers.
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The Nobel Prize in Physiology or Medicine 2008
Harald zur Hausen, Francoise Barré-Sinoussi, Luc Montagnier

The Nobel Prize in Physiology or Medicine 2008
Nobel Prize Award Ceremony
Harald zur Hausen

Francoise Barre-Sinoussi

Luc Montagnier

Photo: U. Montan Fhoto: U. Mo

Harald zur Hausen Francoise Barré- Luc Montagnier
Sinoussi

The Nobel Prize in Physiology or Medicine 2008 was divided, one half awarded to
Harald zur Hausen "for his discovery of human papilloma viruses causing cervical

cancer", the other half jointly to Francoise Barré-Sinoussi and Luc Montagnier
"for their discovery of human immunodeficiency virus".

Photos: Copyright © The Nobel Foundation
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NUMBER OF PEOPLE NEWLY INFECTED WITH HIV, GLOBAL, 1990-2011

5

millicrs

Nuevos infectados

1990 2011
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NUMBER OF PEOPLE LIVING WITH HIV, GLOBAL, 1990-2011 34 m
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Personas viviendo con VIH

1990 2011
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ADULT AND CHILD DEATHS DUE TO AIDS, GLOBAL, 1990-2011
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millions

Muertes relacionadas al Sida

1990 2011
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Number of people newly infected with HIV, 2001-2011, by region

SUB-SAHARAN AFRICA EASTERN EUROPE AND CENTRAL ASIA

3 000 250

MNumber of pecple newly
infected with HIV (tho usands)

2001 2011

LATIN AMERICA

3%‘ 150
:a
= a -
a2 =
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£ ¥
z% .
2001 2011

Adults and children living with HIV | Adults and children newly infected with HIV

LATIN AMERICA 1, 1.4 million 83 000
[1 100 0001 700 00] [51 000-140 000]
e 1.2 million 93 000

[770 000-1 500 000] [&7 000-120 000]
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Figure 2.2

Changes in the incidence of HIV infection, 2001 to 2009
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M Decreasing >25%

| Insufficient data
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Figure 2.4

Global prevalence of HIV, 2009
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UNAIDS Report on the
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Table 2.2 (3/6)

Regional HIV and AIDS statistics, 2001 and 2009

Regional figures on adults and children newly infected and living with HIV and AlIDS-related deaths

L Ry L T N T L L o Ty L e Y Ly Ly L ey Ty L Ly L Ty T L Ty L L Ny L FE E Y S F T S L L Ty ]

Adults and children Adults and children % Adult prevalence AlDS-related deaths
living with HIV newly infected (15-49 years) among adults and
OCEANIA 2009 57 000 4500 0.3 1400
[50 000-64 000] [3400-6000] [0.2-0.3] [=1000-2400]
2001 29 000 4700 0.2 <1000
[23 000-35 00Q] [3800-5600] [0.1-0.2] [«500-1100]
CENTRAL AND 2009 1.4 million 82 000 0.5 58 000
SOUTH AMERICA [1.2-1.6 million] [70 000-120 000] [0.4-0.6] [43 000-70 000}
2001 1.1 million 89 000 0.5 53 000

[1.0-1.3 million] [85 000-120 000] [0.4-0.5] [44 000-65 000}
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Figure 2.16
HIV prevalence in Central and South America
HIV prevalence among adults aged 15-49 years old in Central and South America, 1990 to 2009.
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Estimated number of TB-related deaths among people living with HIV, 2004-2011

700 000

2004 201 2015

Global mortality estimate

Martality estimate for sub-5aharan Africa

Global mortality: high and low estimates

Martality in sub-Saharan Africa: high and low estimates

Gleobal target, 2015

Target for sub-5aharan Africa, 2015
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Proportion of eligible people receiving antiretroviral therapy in selected low- and middle-

@YONUSIDAE &

income countries at the end of 20112

<20%

Afghanistan

Baolivia (Plurinational State of)
Iran {lslamic Republic of)
Latvia

20-39%

Algeria
Angola
Armeania
Azerbaijan
Bangladesh
Bhutan®
Bulgaria

Central African Republic

Chad
Djibouti
Egypt
Indonesia
Kazakhstan
Kyrgyzstan
Lebancn
Liberia
Lithuania®
Malaysia
Mauritania
Mauritius
Morocco
Myanmar
Mepal
Miger

1 40-59%

|
|
Belize I
Burkina Faso
Burundi I
Cameroon
Cape Verda I
Jd

Céte d'lvoire
Eritrea
Ethiopia
Gabon
Gambia
Ghana
Guatemala
Guinea
Guinea-Bissau
Haiti
Honduras
India

Laz People’s Democratic Republic
Lezotho

Mali
Mozambigue
Panama
Philippines
Sao Tome and Principet
Senegal
Sierra Leone
Suriname

60-79%

Argentina
Benin
Brazil

Chile
Ecuadoer

El 5abvador
Georgia
Jamaica
Kenya
Malawi
Micaragua
Papua Mew Guinea
Paraguay
Peru
Romania

RO DOMIURTO DE LAS RACIOAMES. USIDSS SORAE F1L VIFSIns,

>80%

Botswana
Cambodia

Cuba

Dominican Republic
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GRAFICA 1. CASOS NOTIFICADOS DE VIH/SIDA/MUERTES.

CASOS NOTIFICADOS DE VIH/SIDA/MUERTES
Distribucion anual por sexo y Razon Hombre:Mujer

Colombia 1983-2009
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Fuente: Base de datos SIVIGILA. INS-MPS

Provesamienta Observalono Nacianal de Geshon an VIHISIDA Marzo de 2010
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La tendencia general es de incremento en la frecuencia de cas™
notificados que puede obedecer
a varios factores:

El crecimiento de casos de infecciones recientemente
adquiridas.

Mayor acceso a la asesoria y pruebas voluntarias.
Oferta masiva al grupo de gestantes.

Mayor demanda de servicios diagnosticos.

Disminucion de barreras administrativas para autorizacion
de servicios.

MPS 2010



GRAFICA 2. PROMEDIO DIARIO DE CASOS NOTIFICADOS DE VIH/SIDA/MUERTE.

PROMEDIO DIARIO DE CASOS NOTIFICADOS DE VIH/SIDA/MUERTE
Distribucion anual total y por sexos
Colombia 1983 a 2009
18,0 —Total
16,0
14,0 w—Hombres
12,0
= Mujeres
10,0
8,0
6,0 -~
4,0
2,0
0,0 s o= 3 | | \ | | |
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Fuente, Base de dats SIVIGILA_ INS-MPS
Procesamiento Obssvatarks Naoianal de Gestion en VIMSIDA Marzo de 2010
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GRAFICA 4. PROPORCION DE INCIDENCIA DE VIH Y SIDA POR 100.000 HAB.

PROPORCION DE INCIDENCIA {P1) DE VIH Y SIDA POR 100.000 HAB
Distribucion anual para VIH - SIDA- Total
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GRAFICA 5. PROPORCION DE INCIDENCIA DE CASOS REPORTADOS DE VIH/SIDA. SEXO Y EVE

PROPORCION DE INCIDENCIA DE CASOS REPORTADOS DE VIHISIDA X 100.000 HAB.
Distribucion anual por sexo y evento.
Colombia 1985 a 2009,
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1100 st VIH Homnbi e s
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10.00 | s Sl MUt jeres
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Fuente: Base de datos SIVIGILA, INS-MPS. Poblkichwn Estinvciones 19852005 y Proyecciomnes 2000-2020, DANE Ot 2008
Procesamiento: Observatorio Noavianod de Gestidn en VIN/SIDA, Muarzo 2010,
\
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GRAFICA 13. CASOS NOTIFICADOS DE VIH/SIDA — 15 A 49 ANOS. PROYECCION.
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Grafica 12.

CASOS NOTIFICADOS DE VIH/SIDA - DE 15 A 49 ANOS
Distribucion anual por sexo
Calombia 1985 2009
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Grafica 13.

CASOS NOTIFICADOS DE VIH/SIDA - DE15A 49 ANOS
Distribucion anualy proyeccion a 3 afos
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GRAFICA 14. CASOS NOTIFICADOS DE VIH/SIDA — 50 Y MAS ANOS. SEXO.

GRAFICA 15. CASOS NOTIFICADOS DE VIH/SIDA —50 Y MAS ANOS. PROYECCION.

Grafica 14. Gréafica 15.

CASOS NOTIFICADOS DE VIH/SIDA - DE 50 Y MAS ANOS
Distribucion anualpor sexo
Colombia 1985 2009

CASOS NOTIFICADOS DE VIH/SIDA - DE 50 Y MAS ANOS
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TABLA 1. PREVALENCIA GLOBAL DE VIH/SIDA.
Estudios Centinela varias subpoblaciones. Colombia 1988 a 2009.

1.988
1.991
1.994
1.996
1.999
2.003
2.009

1
6
6
5
12

11
13

4.085
7.025
12.044
7.037
22.069
3.239
18.934

0.02%
0.10%
0.30%
0.40%
0.49%
0.65%
0.22%

Fuente: Observatorio Nacional de VIH. Ministerio de la Proteccion Social. Febrero 2010.

MPS 2010



TABLA 2. PREVALENCIA DE VIH EN GESTANTES. ESTUDIOS CENTINELA.
Distribucién por afio.
Colombia, varias ciudades 1988 a 2009.

mmm

1988 4.085 0,02%

1991 10.825 4 0,04%

1994 11.265 23 0,20%

1996 8.739 19 0,22%

1999 8.690 21 0,24%

| 2003 1.548 10 0,65%
Vil 2009 18.934 42 0,22%

Fuentes: Infeccion por VIH y sida en Colombia. Ministerio de Salud y ONUSIDA. 1999. pp.95.
V Estudio Centinela Nacional de Vigilancia de Infeccion por VIH-1. Colombia 1999. Instituto Nacional de Salud y
Ministerio de Salud. Publicado en 2000. pp.10.
VI Estudio Nacional Centinela de VIH 2003-2004. Informe Final. Instituto Nacional de Salud. Agosto de 2004. pp.7.
Infeccion por VIH y sida en Colombia. 2000-2005. Ministerio de la Proteccion Social y ONUSIDA. 2006. pp.67-69.
VIl Estudio Nacional Centinela de VIH en Gestantes. Informe de resultados. Instituto Nacional de Salud y Ministerio de
Salud. Diciembre 2009. pp. 14.
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TABLA 4. CASOS DE MORTALIDAD ASOCIADA AL VIH/SIDA
Distribucion anual de frecuencias, tasa de mortalidad por 100.000 Habitantes

Colombia 1991 a 2006
ARo. Mortalidad por el VIH Poblacion. 2 Tasa por 100.000

(SIDA).1 Hab.
1991 262 34.833.548 0,75
1992 637 35.530.177 1,79
1993 849 36.208.244 2,34
1994 1.117 36.862.626 3,03
1995 1.326 37.489.666 3,54
1996 1.479 38.076.638 3,88
1997 1.467 38.646.043 3,80
1998 1.444 39.201.321 3,68
1999 1.713 39.745.714 4,31
2000 1.907 40.282.217 4,73
2001 2.112 40.806.313 5,18
2002 2.115 41.327.459 5,12
2003 2.205 41.847.421 5,27
2004 2.430 42.367.528 5,74
2005 2.305 42.888.592 5,37
2006 2.343 43.405.387 5,40
2007 2.489 44.450.260 5.60

°S 2010



PROPORCION DE INCIDENCIA DE CASOS NOTIFICADOS DE VIH/SIDA/MUERTE
DISTRIBUCION POR DEPARTAMENTO DE RESIDENCIA Y EVENTO

Colombia 2009 x 100.000 Hab.

DEPARTAMENTO POBLACION 2009 | |

ATLANTICO 2.284.840 20,7 5,7 04 269
QUINDIO 546.566 201 4,2 15 258
CESAR 953.827 185 18 16 218
VALLE 4.337.909 152 44 21 217
CASANARE 319.502 169 28 03 200
SANTANDER 2.000.045 135 26 18 17,9
GUAVIARE 78449 127 51 00 178
BOGOTA 7.259.597 135 2,6 16 17,7
MAGDALENA 1.190.585 123 3.2 17 171
RISARALDA 919.653 12,1 3,0 20 17,

MPS 2010



CASOS REGISTRADOS DE VIH/SIDA/MUERTE
Distribucion por DTS y evento

Colombia 2009

BOGOTA
ANTIOQUIA

VALLE
BARRANQUILLA DT.
SANTANDER
CORDOBA

CESAR

ATLANTICO
CARTAGENA. DT.
RISARALDA

978
693
660
317
270
185
176
157
151
111

191
257
190
105
53
54
17
25
23
28

115
50
92

36
20
15

11
18

1.284
1.005
942
428
359
259
208
186
185
157

MPS 2010



Situacion del VIH-Sida en Colombia

Epidemia de bajo nivel
*Epidemia Concentrada: Cuando la prevalencia en

grupos mas expuestos supera el 5% y cuando en
mujeres gestantes esta es menor del 1%

Epidemia Generalizada

Grupos mas expuestos:

*‘HSH

*‘Mujeres trabajadoras sexuales

Jovenes

‘Poblacion en situacion de desplazamiento: 200 desde 2004




Condiciones de Riesgo

HSH y Mujeres Trans

 Mujeres trabajadoras sexuales

« Jovenes

« Poblacion en situacion de desplazamiento
« Habitantes de calle

 Personas privadas de la libertad

 Poblaciones moviles y fuerzas militares



PREVALENCIA DEL VIH EN HSH EN COLOMBIA

Barranquilla 13,6%
Cartagena 10%
Medellin 9,1%
Pereira 5,6%
Bogota 15%
Cali 24,1%
Cdcuta 10,9%

Fuente: MSPS, UNFPA, OPS, SDS Bta, 2010



PREVALENCIA DEL VIH EN MTS EN COLOMBIA

Barranquilla 4,54%
Medellin 1,19%
Cali 1,67%
Bucaramanga 3,82%

Fuente: MSPS, UNFPA, OPS, SDS Bt4, 2010
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Tabla 25. Primeras causas de mortalidad. Pereira, 2008

2008
ORDEN CAUSA No | TASA* %
1 Tumores malignos 521 115.1 19,2
2 Homicidios 379 83,7 14.0
3 Infarto agudo del miocardio 347 76.6 12,8
4 Enfermedad pulmonar obstructiva cronica 198 43,7 7.3
5 Hemorragia Intraencefdlica no especificada 118 26,1 4.4
6 Diabetes mellitus 97 21.4 3.6
7 Accidente de Transito 61 13.5 2.2
8 Sida 51 11.3 1.9
9 Otras enfer. cerebrovasculares no especificadas 38 8.4 1.4
10 Insuficiencia renal cronica no especificada 34 7.5 1.3
Resto de Causas 1348 49.7
Total 3193 117.7
Poblacion 451645

* Tasa x 100000 hab
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Jimenez et al. Caracteristicas epidemiologicas de pacientes VIH —
SIDA. Revista Médica de Risaralda 2001; 7(1):19-23.
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Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccién por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

Se evaluaron 305 casos de pacientes con VIH/SIDA:
2010: 146 casos; incidenciade 31,94 casos/100.000 hab.
2011: 159 casos; incidenciade 34,59 casos/100.000 hab.

Distribucion por género: ”
66,9% hombres (d) y 33,1% mujeres (?) (sd por an

H Hombres

Edad:
Promedio: 35,5 afios (¥13,8) (sd por afio) | L

d:. 37,25 anos; @: 32,08 afnos (p=0,002)
2010: g: 36,92 anos; Q: 30,50 afos (p=0,01)
2011: 4. 37,59 afnos; Q: 33,30 anos (p=0,06)

uencia ()

vvvvvvvv

Procedencia: Y S—
96,7% de zonas urbanas y 3,3% de zonas rurales-|-
Afiliacion al SGSSS:

Contributivo 433

80,3% afiliado a seguridad social, 19,7% no.

T T T 1
20,0 30,0 40,0 50,0
%
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=
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Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccién por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados
Del total (n=305)

Ocurrencia de oportunistas:
24,9% (IC95% 19,9-29,9) presentaron 21 EO
75,08% (IC95% 70,1-80,1) no

Hospitalizacion:
37% (IC95% 31,5-42,6) se hospitalizaron
Numero de Oportunistas Encontradas Hospitalizacion segun ocurrencia de EO
100,00 +
ia Hospitalizacion
90,00 - Ocurrencia ’p Total
80,001 7508 de EO Si No
70,00 - . n 49 27 76
60,00 - S|
< 5000 - % 64,5% 35,5% 100,0%
40,00 - n 64 165 229
30,00 - No
18,03 % 27,9% 72,1% 100,0%
20,00 -
1000 ] . EE ropa M 113 192 305
0.00 . | ] | ) T omse % 37,0% 63,0% 100,0%

Enfermedades Oportunistas xz=32,642; p<0,001; OR=4,679 (|C95% 2,696-8, 120)



Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

Variables asociadas a la ocurrencia de EO
Ocurrencia de oportunistas fue mayor en sujetos 235 anos
30,5% (IC95% 22,5-38,5) (OR=1,742; IC95% 1,032-2,941).
Ocurrencia de oportunistas fue mayor en aquellos no afiliados

al SGSSS
36,7% (IC95% 23,6-49,7) (OR=2,048; IC95% 1,117-3,753).

Ocurrencia de EO segln grupos de Edad Ocurrencia de EO segun afiliacién a SGSSS
. Ocurrencia de EO L Ocurrencia de EO
Edad (anos) - Total Afiliacion ; Total
Si No Si No
n 43 98 141 n 22 38 60
>35 No
% 30,5% 69,5% 100,0% % 36,7% 63,3% 100,0%
35 n 33 131 164 Si n 54 191 245
<
% 20,1% 79,9% 100,0% I % 22,0% 78,0% 100,0%
n 76 229 305 n 76 229 305
Total Total
% 24,9% 75,1% 100,0% % 24,9% 75,1% 100,0%

v*=4,362; p=0,037; OR=1,742 (1C95% 1,032-2,941) ¥?=5,511; p=0,019; OR=2,048 (IC95% 1,117-3,753)



Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

0,0

Infecciones por micobacterias
Neumonia recurrente

TB pulmonar

Candidiasis esofagica
Sindrome de emaciacion
Meningitis

TB meningea

Neumonia por P. jirovecii
Candidiasis de vias aéreas
Toxoplasmosis cerebral

%
3,0

1,0 2,0 4,0 5,0

4,6
4,3
3,6

TB extrapulmonar no meningea
Criptosporidiasis crénica
Hepatitis B

Herpes zoster en multiples
Sarcoma de Kaposi
Septicemia recurrente por
Céancer cervical invasivo
Encefalopatia por VIH

Linfoma inmunobléastico
Criptococosis extrapulmonar
Leucoencefalopatia multifocal
Coccidioidomicosis

Infeccién por CMV (no retinitis)
Retinitis por CMV
Histoplasmosis extrapulmonar
Cystoisosporiadiasis cronica
Histoplasmosis diseminada
Linfoma de Burkitt

Hepatitis C

Enfermedades Oportunistas Encontradas

OCO0OO0O0C0O00O0O0o
WWWWwwwww



Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccién por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados
| etalidad

7,2%, mayor en aquellos con EO (OR=6,3; 1C95%
2,5-15,8)

Muerte segun ocurrencia de EO

Ocurrencia Muerte Total
de EO Si No
) n 14 61 75
. % 18,7% 81,3% 100,0%
No n 8 221 229
% 3,5% 96,5% 100,0%
22 282 305
Total

% 7,2% 92,8% 100,0%
+2=19,376; p<0,001; OR=6,34 (IC95% 2,543-15,810)




Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

Algunas oportunistas especificas
fueron significativamente mas
frecuentes en aquellos >35 anos

Edad (anos)

Enfermedad Oportunista (%) >35 <35 OR 1C95%

Candidiasis esofagica 6,4 1,2 5,556 1,182-2,632
Sindrome de emaciacion 5,0 0,6 8,547 1,035-71,429
Candidiasis de vias aéreas 4,3 0,0 1,045 1,009-1,082

TB extrapulmonar 2,8 0,0 1,029 1,001-1,059




Perfil Clinico-Epidemioldgico de las Enfermedades Oportunistas en
Pacientes con Infeccidn por el Virus de Inmunodeficiencia Humana (VIH)/
Sindrome de Inmunodeficiencia Adquirida (SIDA) en el municipio Pereira, 2010-2011

Resultados

Algunas oportunistas especificas conllevaron
significativamente mas a la muerte de los pacientes.
Muerte (%) OR IC95%
Septicemia recurrente por Salmonella  Si 66,7 28,100 2,442-323,34
No 6,6
Neumonia por P. jirovecii Si 50,0 14,684 2,774-77,725
No 6,4
Candidiasis esofagica Si 36,4 8,698 2,329-32,490
No 6,2
Meningitis Si 37,5 8,747 1,942-39,397
No 6,4
Candidiasis de la via aérea Si 33,3 6,925 1,195-40,130
No 6,7
Leucoencefalopatia multifocal Si 50,0 13,381 0,808-221,601
No 7,0

* Solo la meningitis fue significativa en el analisis multivariado, para la
muerte: OR =7,738 (1C95% 1,368-43,777).
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DR Morbidity and mortality related to acquired immunodeficiency syndrome (AIDS)-defining opportunistic
Infections due to atypical mycobacteria 23.7 diseases (ODs) have been significantly reduced since the introduction of highly active anti-retroviral
P Wl g oL T therapy (HAART). However, they still represented a significant epidemiological burden among patients
Esgphagenl candidiacls 144 with AIDS in some developing countries [1] and [2]. Even more, there is few recent data, particularly
Emaciation syndrome 10.4
N Menin:giTti; =t 10.4 population-based, about the prevalence and factors associated to ODs in AIDS patients of some countries
eningeal 5
Pneumocystis jirovecii p,:e%monia —— 8 0 of South America, with limited access to HAART, such as Colombia [3] and [4]. Surveillance studies on it
. P“ﬁ,";ﬁ:‘;&gﬁ{;i‘ﬁ:ﬁ::: ——— - should be frequently done. According to the World Health Organization, this country is in the list of nations
Non-meningeal extrapulmonary TB  me— 5.2 with 40-59% of eligible people receiving HAART at the end of 2011 [4].
Chronic cryptosporidiasis —=— 5.2
Hepatitis B se— 4.8
Herpes zoster in multiple de'rmatclarfnes —4() For these reasons we assessed the prevalence of ODs in the population of AIDS patients living and
Recurrente septicemia dL'.(ea ?: 2;;?,?2&2 — 3:3 attended in the municipality of Pereira, the capital area of Risaralda department, in western Colombia,

'",‘f"l’\s/";g:;]'glg;’;f:; — g:g during 2010-2011. This population is included in the HIV control program of Pereira municipality. Pereira
Extm;mmgggza:;;gf;%fgzz p— §:§ (459.667 pop. for 2011) is one of the municipalities with highest incidence of HIV/AIDS in the country,
Progressive multifocal leukoencephalopathy — s 2.8 34.6 cases/100,000 pop. for 2011, with a significant increase in the last 6 years (2006-2011) [5].

Coccidioidomycosis = 1.2

Cymg‘,a?/a:g;’;;’;r(ﬁm]):::l':l':::) = 1; Patients were diagnosed based on epidemiological, clinical and serological confirmation (ELISA HIV-1 and

Extrapé:?gzlacrzgtsggﬂzsgg;lss : 12 HIV-2 tests and Western-blot, with voluntary counseling and testing). Data was collected through the

Disseminated histoplasmosis == 1.2 Epidemiological Surveillance System (SIVIGILA), HIV/AIDS trimester program reports and through

B“""“'S.Lye"giﬂt?;" (a} = 1% HIV/AIDS treatment cohort reports. Opportunistic diseases were clinically, microbiologically and

0.0 5.0 10.0 15.0 20.0 25.0 pathologically diagnosed. Collected data was compiled in Excel and then analyzed with SPSS v.1 7.0%,
o
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