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Kaotev0vovtnpleg o0onyleg yia TNy OVIIUETOTLON
ac0cvov ne HIV Loipmén

2votacelc vy evapén ART

HIV mpotoroipmén

2TpaTNyIKEG aAlayng Oepaneioc og acOeveic Le 1OAOYIKN
KOTOUGTOAN

Ocpomelo GE IOAOYIKT] amoTLYiN

Ocpameia EYKOOV

ART o€ ovAloipwén TB/HIV

AN ceic ARVS kol GAA®V QopLAK®V
Tpomomoinon 006ewVARVS GE VEQPIKT] KO NTTOTIKTY)
OLCAELTOVPYiN

[IpOANYN cuvvocnpoTNT®V

[IpOAnyYN-taciow

METAUOGYEVGT] GLUTAYDV OPYAV®OV




TTaBoyéveon "non ~AIDS related” voonpoTnracg
kal OvntoTntac umo HAART

Effects of treatment

Fesidual viral replication

Persistent viral expression {in LM

Altered Th17/T . ratic

Collagen deposition

PMicrobial translocation

High pathogen load {oytomegalowviru s hepatitis Cwirus)
Thymic cysfunction

Suboptimum Rezsidual Immuno-
CD44 gains inflammation SEMNESCEMNOE

L - -

MNon-AlDS events and premature mortality




T;E SECRE.T H @Aieypovn tpoora0ster o€ voonpotnto 6€
T HIV a60evels, 0mog 610 YeEVIKO TANOVGNO

aThe suprisinglink betwesnINFLAMMATION x|
RTATTACKS, CANCERJEIZHEINER'S and of ABess
whSOIER bt fghtit

@VT‘]T(’)’CT‘]TOL (Kuller, PLoS Med, 2008, Sandler JID 2011, Tien JAIDS 2011)
Kapotoyyelokr) vOGOC (Baker, CROI 2013)

Aéu(pooua (Breen, Cancer Epi Bio Prev, 2010)

OpouPoeuoiikn vOGOGS (Musselwhite, AIDS, 2011)

Tomov Il A (Brown, Diabetes Care, 2010)

Nevpoyvaoolokeg SIOL’COLpOLXég (Burdo AIDS 2012)

[IpO®WPO YNPOG (Erlandson, JID 2013)



Meyarovovtog pe tov HIV.....

Avoxotovoun Mmoug
AvcAumioouio
20KYOPOONC O TNg

> Kivovuvog 2N

Neppikn vocog
Octeomevia, 0GTEOTOPMOO
Hroatotolikdtnta



Ilepintoon |

AcOevnc 47 etov, acountopotikog ue HIV Aolumén
otaoiov Al.
[ik6 poptio 120.000 cop/ml, CD4: 550 xvt/uL
vIEPMTIOUUIOL
tot cholest: 240mg/dl, HDL: 39mg/dl,
AII: 136/90mmHg ( 6yt avtivmepTactkn aywyn )
KOTTVIGTNC



Ilepintoon 1

1. O acBevnc €yel yaunAd Kopolayyeloko Kivouvo

2. O aoBevnc €xel LETPLO KAPOAYYELOKO KIVOLVO

3. Etvar avEnuévou Kivodvou yior kapotayyeloko coufopa
4. Aev vmdpyel KIivouvog Y10 KapolayYELOKT) VOGO



WA — AT

Information about your risk score:

Age:

Gender:

Total Cholesterol:

HDL Cholesterol:
Smoker:

Systolic Blood Pressure:
On medication for HBP:

Risk Score*

Wednesday, June 29, 2016

47

male

240 mg/dL
39 mg/dL
Yes

136 mm/Hg

Means 19 of 100 people with this level of risk will have a heart
attack in the next 10 years.

* Your risk score was calculated using an equation. Other NCEP
products, such as printed ATP III materials, use a point system to
determine a risk score that is close to the equation score.



AQaipeST TOL KOATVIGUOTOC. . ..

Systolic Blood Pressure: 136 mm/Hg
On medication for HBP: No
Risk Score* 6%

eapd 6 of 100 people with this level of risk will have a heart attack i1



Extoc ano tn HAART ..

A HIV-infected smokers lose more life-years to smoking than to
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Control, nonsmoking = —=—=—- Control, smoking
----------- HIV, nonsmoking —_— = HIV, smoking
_ _ 2921 HIV patients and 10 642 controls were
Helleberg et al. Clin Infect Dis. followed for 14 281 and 45 122 person-years,

2013;56(5):727-34 respectively



OEM ¢ HIV (+) xou HIV (-) ao0eveic

Acute Myocardial Infarction (AMI) rate by age group
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Cohorts (HIV+ =3851, HIV- =1,044,589) were identified in the Research Patient Data Registry.

The primary outcome was AMI.
Triant VA&t al. J Ciin Endocring Metab. 2007, 82-2508-2512.



Increasing CV Risk in ART-Nalve Patients Over Time

People living with 10
0
HIV in the [talian 20
Cohort of =
= 60
(7]
Individuals, r=
Q
_ 'g 40
Naive for o
Antiretrovirals 20
(ICONA) seen for 0

care in 2004-2014

Framingham CVD Risk Score

. Low

H 27.7

] High

16.7

27.1

- Moderate
55

2004 2014 2004 2014 2004 2014
(n=574n=823) (n=184h=677) (n=21€R)=3775)
No ART New ART Start  ART Experienced

d’Arminio Monforte. HIV Med. 2019;20:99.






Kapotayyeliakog Kivouvoc Kot avTIpETPOIKA

' CVD risk for HIV + patients can be increased
by the treatment choice

Some specific NRTIs and Pls have
been shown to be correlated with
increased MI risk with recent and/or
cumulative exposure?

Abacavir (ABC) has been associated
with a g8% increase in Ml rate,
independent of renal function,
dyslipidaemia and hypertension?

KM et al. Clin Infect Dis 2015;60(4):627-638; 2. Sabin CA et al. CROI 2014. Boston, MA. #7470LB;
d from Lundgren JD et al. CROI 2009, ORAL presentation 44LB

Relative risk of myocardial infarction for
different antiretrovirals?®

L3 NRTI - 19
L5 ) - 15
12— ’ - 12
wl ¥ lmocdw A 18,
LB — - Grestest use ) = 08
in HIV greatment
06 T T T T T T 0.6
I ddl ddC ddT 3TC ABC TDF
ALY 133,108 74407 29676 95320 152,009 53,300 35,157
#M1: 523 331 145 405 554 21 135
PI NMRTI
ov ' wmrv | v ' osan NP | EFV
#PYFL: 68,465 56,529 37,136 44 657 51,855 58,546
&Ml 298 157 150 221 228 221

PYFU, patient years of follow up. *Current or within last & months.
*Approximate test for heterogeneity: P=o.02

0oL HO15-121325y Octeber 2005
|



Ilepintoon 1

1. Xtov acbevn Ba Cektvicovpe AUEGO OVTIPETPOTKT)
oyoyn

2. O acBevnc etvar acLUTTOUATIKOC. o CEKIVIICOVE
EML CLUMTOUATIKNG AOTUMOENS

3. Oa Eektvnoovue o6tav ta CD4 gival <350 kvt/Ml

4, To 2 xon 3



[16te apyilovue aymyn?




English

s

idelines for the Use of Antii iral Agents
in HIV-1-Infected Adults and Adolescents

g Developed by the HHS Panelon Antiretrovical Guidslines for
{ Aduits and Adolesceets - A Warking Grou cf the
% Offce of AIDS Research Advscry Council (OARAC)

Treatment of Adult HIV Infection

ndations of the International
el

Offer between 350-500
/nL if:
«>5 log c/mLHIV RNA

«>50-100 CD4/year
decrease

«>55 years
spregnancy
*Hepatitis B
*Hepatitis C

YES if:
*Pregnancy
*HIV-associated
nephropathy
*Hepatitis B
Hepatitis C
Consider depending on

patient scenarios and
comorbidities

Consider if:
«>5 log c/mLHIV RNA
«>100 CD4/year decrease
*High cardiovascular risk

*HIV-associated
nephropathy
*Hepatitis B or C

WWW.eacs.eu

http://AlIDSinfo.nih.gov



http://www.google.es/imgres?imgurl=http://static.howstuffworks.com/gif/adam/images/en/anterior-heart-arteries-picture.jpg&imgrefurl=http://healthguide.howstuffworks.com/heart-attack-and-acute-coronary-syndrome-in-depth.htm&h=320&w=400&sz=14&tbnid=OyEEs2iI97mhoM::&tbnh=99&tbnw=124&prev=/images?q=heart+image&hl=es&usg=__qfkD7Dt-rakCE2Nf7r_G98VnyyM=&ei=3Ey2SZ3NMoiKjAfmtsCnCQ&sa=X&oi=image_result&resnum=2&ct=image&cd=1
http://www.google.es/imgres?imgurl=http://static.howstuffworks.com/gif/adam/images/en/anterior-heart-arteries-picture.jpg&imgrefurl=http://healthguide.howstuffworks.com/heart-attack-and-acute-coronary-syndrome-in-depth.htm&h=320&w=400&sz=14&tbnid=OyEEs2iI97mhoM::&tbnh=99&tbnw=124&prev=/images?q=heart+image&hl=es&usg=__qfkD7Dt-rakCE2Nf7r_G98VnyyM=&ei=3Ey2SZ3NMoiKjAfmtsCnCQ&sa=X&oi=image_result&resnum=2&ct=image&cd=1

Recommendations for initiation [ A P
AL VA
of ART in HIV-positive persons J -
(before 2013) Evropean AIDS Clinical Society 2::3,;'
) e
350-500 > 500
Asymptomatic HIV infection C D
Symptomatic HIV disease (CDC B or C conditions) incl. tuberculosis R R
Primary HIV infection C C
Pregnancy (before third tnmester) R R
Conditions (likely or possibly) associated with HIV, other than CDC stage B or C disease:
HIV-associated kidney disease R R
HIV-associated neurocognitive impairment R R
Hodgkin's lymphoma R R
HPV-associated cancers R R
Other non-AlDS-defining cancers requiring chemo- and/or radiotherapy C C
Autoimmune disease — otherwise unexplained C C
High risk for CVD (= 20 % estimated 10-yr nisk) or history of CVD C C
Chronic viral hepatitis
HBV requiring anti-HBY treatment R R
HBV not requiring anti-HBY treatment C/R ¥ D
HCV for which anti-HCV treatment is being considered or given R D b
Hi™V for which anti-HCY tfreatmant nnt feaazihle R [




IMPQIMH VS OYIMH ENAPEZH ANTIPETPOIKHX AT'QI'HX

The NEW ENGLAN D
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 AUGUST 27, 2015 VOL. 373 NO. 9

Initiation of Antiretroviral Therapy in Early Asymptomatic
HIV Infection
The INSIGHT START Study Group*

ation group be offered andrerrovira! therapy. The primary end point occurred in
42 patients in the immediate-initiaton group (1.8%; 0.60 events per 100 person-
years), as compared with 96 patients in the deferred-initiation group (4.1%; 1.38
events per 100 person-years), for a hazard rario of 0.43 (95% confidence interval
[CI], 0.30 to 0.62; P<0.001). Hazard ratios for serious AIDS-related and serious
non-AIDS-related events were 0.28 (95% CI, 0.15 w 0.50; P<0.001) and 0.61 (95%
CONCLUSIONS

The initiation of antiretroviral therapy in HIV-positive adu!ts with a CD4+ count
of more than 500 cells per cubic millimeter provided net benefits over starting
such therapy in patients after the CD4+ count had declined to 350 cells per cubic
millimeter. (Funded by the National Institute of Allergy and Infectious Diseases
and others; START ClinicalTrials.gov number, NCTO0EG7048.)




‘Evapén avtipetpoikne aymyng TQPA

Me v oudyvoon, aveEdptnta amd tov oplfud tov CD4
AELLOOKVTTAP WV



Guidelines for Treatment of HIVV-Infected Pts

AIDS or CD4+ Cell Count, cells/mm3
Guideline HIV-Related
e — < 350 350-500 > 500
EACS! Yes Yes Yes Yes
DHHS Yes Yes Yes Yes
IAS-USAEI Yes Yes Yes Yes
WHOH Yes Yes Yes Yes

ART initiation now recommended for all pts, regardless
of CD4+ cell count

1. EACS HIV Guidelines. V 8.0. October 2015. 2. DHHS Guidelines. April 2015.
3. Giinthard H, et al. JAMA. 2014,;312:410-425. 4. WHO When to Start
Guidelines. September 2015



Apyikn ektipnon tpotodtoryvwctévrtog HIV(+)

aG0evong
AN pEC 10TPIKO 16TOPIKO

Owkoyevelokod 1otopikd ( mpomiun CVD, ZA, vaéptaon, XNN )

Xpovia QUPUAKEVTIKT OYMYN

2 VVVOOTPOTNTEG

Iotopuod euPforacumv

Yvyokowvemviki ektipnon

Tpéyov “ lifestyle” (ypnon aAK0OA, KATVIGUA, OLOTPOPT], AGKNON,
XPNOT PAPUAKMV)
Epyacia, Kotvoviko Status

Ymapin vELPOYVOGLOK®OV O10TOPOYDV, KOTAOA YN

01KOYEVELNKO Status: cOVTPoPOg, Todd

2E0VOMKN KO OVOTOPOY@YLIKT VYELO,
2TUTIKT) OLOAEITOVPYiR, GEEOVLUMKT] GLUTEPLPOPA LYNAOD KIvOVHVOL
Status cuvtpOPOL KOl EVNUEPOOT , LETPA AVTIGVAANYIG



Epyaoctnplakoc Ereyyog oyetikoc pe tnv HIV
AOTUOEN

HIV-VL
['ovoTumiK avToyn Ko VITOTVTTOG
RS tpomicuog
Anorvtoc apiOuoc CD4 (%), CD4/CD8
HLA-B*5701 ( Screening wpwv tv évapén ABC)
‘Eleyyoc yia cvArowuméerc ( HBV, HCV, HAV, STDs)

Screening ywo TB
Extiunon xwvdvvov yio CVD (Framingham score)

Hrotwkn, veppikn Agttovpyia, 0GTIKY TUKVOTITO
EuBoAwacpot. ..



B EONIKO KAl KAMOAIZTPIAKO MANEMIZTHMIO AOGHNQN
IATPIKH 2XOAH
EPFAZTHPIO YTIEINHZ, EMIAHMIOAOTIAZ KAl IATPIKHZ ZTATIZTIKHZ

EONIKO KENTPO ANA®OPAS PETPOIQN

EAEI'XOX 'ONOTYIIIKHY ANTOXHE *E ANTIPETPOIKH OEPAIIEIA

APXIKA (Emifeto - Ovopa) : MII. KQ. HM/NIA TEN: 8/1/1965 ®YAO: APPEN
APIOMOX ATOMOY: HIVRES -000014

AP.KEEAIINO:

HM/NIA AHYHX AEITMATOX: 14/11/2011 @P«: IIAPAAABH : 14/11/2011 ©PA:
IATPOZX: XAMITIATAKOY E.

NOZOKOMEIO/MON. YT'EIAX: IIIIOKPATEIO-MEA

Eywe RT-PCR otV neproyn g npotedong (PR) kot oo tpmipo (keodikdvia 35 - 244) g aviictpogng
petaypapdong (RT).

211 GLVEXELD TOVTOTOWONKE 1] VOLKAEOTIOKT GAANAOLYIC TV TOPUTAVOD TEPLOYADV KUl AVLLVELON KOV O
axodAov0eg peTAAAAYES TOV GLVIEOVTOL PE OVOEKTIKOTITO GE OVTIPETPOLIKY Bepameia :

O Mepioxn AvrtioTpoeng Metaypagdong (RT)
E138A,K70G,M184V

O Neproxn MNpwredong (PR)
HB69K,113V,162V,K20R,L89M,M361,V771

ExTipdpevi) ovOEKTIKOTITO 6E GYECT] LE TIG TAPOTPOVREVES LETUALAYEG.
Dappoko  XopokTnpioudg @dppoko  Xopokmnpopés Pdappoxo  Xopokmnpiopds Pdappaxo  Xopoknpioudg

NELFINAVIR S KALETRA S ZIDOVUDINE S EFAVIRENZ S
ATAZANAVIR S SAQUINAVIR/R S DIDANOSINE I NEVIRAPINE S
FOSAMPRENAVIR S INDINAVIR/R S LAMIVUDINE R ETRAVIRINE S
TIPRANAVIR/R S STAVUDINE S
DARUNAVIR/R S ABACAVIR I
ATAZANAVIR/R S TENOFOVIR I
FOSAMPRENAVIR/R S  EMTRICITABINE R
Eneéiyno

R Ioyvpn avroy 1 oty dwdikaosio avantving Loyvpric avroyis.

AT T e T S ¢ .’ - A



L~ EGNIKO KAl KAMOAIZTPIAKO MANEMIZTHMIO A©@HNQN
IATPIKH ZXOAH

EPTAZTHPIO YTIEINHEZ, ENIAHMIOAOTIAZ KAl IATPIKHZ ZTATIZTIKHZ

EAEI'XOX TPOINIXMOY TOY HIV-1

APXIKA (EmiBeto - Ovopa) : MIL KQ. HM/NIA T'EN: 8/1/1965 ®YAO: APPEN
APIOGMOZ ATOMOY: HIVTROP -000079

AP.KEEAIINO:

HM/NIA AHYHX AEI'MATOZX: 24/1/2012 QPA: MMAPAAABH :24/1/2012 OPA:
IATPOL: ZAMITATAKOY E.

NOZOKOMEIO/MON. YIT'EIAZ: IIIIOKPATEIO-MEA

LYMIIEPAZMA :  Katomy tavtonoinong g vovkieotidumg aliniovyiog g
reployng V3 g mpoteivng gpl20 and delypo HIV-RNA Bpébnke
411 0 10¢ £yet Tpomio o Yo Tov cuvorodoyéo CXCR4.



NeoowyvmoOeic HIV ao0evic

20YYOPNYOOUEVO POAPLLOKOL?
20VVOoNPOTNTEC
Xvirowuanéec (HCV, HBV, TB)?
KAnpovouko 16toptko?
‘Ecelg, ouvnoetec?
Yuyotpikn koataoctaon?
Etowotnta yia Evapén, copuopemon otnv HAART?



Etowpotnto yia £vapin, copuop@mon otny
HAART
( adherence vs compliance )

. XopokTnplroTiKd vocov
1. Kowoviki etipién
. Xyéon a60evovc-y1oTpov

Iv. IInyéc whnpoopnong
v. Ileprariiov mapoyng vyetog




IepinToon 2

Avopog 21 etov MSM

AteyvoOn opobetikdc oto Athens checkpoint
[ikd poprtio 15.443 copies/mL CD4: 850 cells/ul,
AGUUTTOUOTIKOC

AvaQépeL 3 EpMTIKOVE GLVTPOPOVS TOV TEAELTALO UNva €
(raONTIKOC Kol EvepyNTIKOG)



EACS, IAS-USA Recommendations on Timing of ART Initiation

“ART should be initiated
unless patient is not ready to

commit to starting therapy (evidence rating Ala)”

Evidence accumulating for In primary HIV infection,

same-day ART initiation especially with
meningoencephalitis

Requires identification of o
person’s readiness to start In persons wishing to start
and adhere to regimen immediately

To prevent loss to follow-up
“ART initiation should be offered to people who are ready

to start
( Strong regammendabion ).”EAcs Guidelines v9.1. 2018. 3. WHO; 2017.



€ mepmtoelc Toyetac Evaping ART |, evapin eoapudkomv
LLE VYNAO YEVETIKO QPaYLO
Ta amoteAéopata TG YOVOTLTIKNG avToyNG 0o mpémel va
aCloA0YNO0VV UE TPOGOYN YL TNV ETIAOYT TNS APYLKNG
Oepameiog.



IepinTtoon 3

Avopag 38 etaov, MSM

HOomo10¢

Aidryvoon HIV Loipwénc to 2014 6ta miaicio
EAEYYOL POLTIVOC

AGUUTTOUOTIKOC

Topa CD4= 650 cells/ml, VL=31.000 cop/mL
HLA B5701 (-)

O¢&lel va EeKvnoel avTpeTpoikt Oepaneia



IepinTtoon 3

Kanviotc (~1 mokéto nuepnoing, 20 pack-years)
Aev AapPavel ypovia arymyn
BMI 27,2 ( 93Kg, 185cm )
Kpeativivn 1,0 mg/dL
ATOOUIKO TPOPIA
XoAnotepdin 260mg/dL, HDL 38 mg/dL ,
LDL 171 mg/dL , Tprylvkepidwo 150 mg/dL
AII 120/70mmHg



[Towo avTIPETPOTKT] QYY) ETAEYOLUE?
Al aoywyn?



T emAoyéc HAART &yovug??

Guidelines



‘Evopén avtiperpoiknc ayoyng (1) .. HE
2 NRTIs+ INSTI

Regimen Dosing Food
requirement

ABC/3TC/DTG ABC/3TC/DTG 600/300/50 mg,1  None
tablet qd

TAF/FTC or TAF/FTC 25/200 mg, 1 tablet qd None

TDF/FTC or

+ DTG TDF/FTC 300/200 mg, 1 tablet qd

+ DTG 50 mg, 1 tablet qd

TAF/FTC/BIC TAF/FTC/BIC 25/200/50 mg, 1 None
tablet qd

TAF/FTC or TAF/FTC 25/200 mg, 1 tablet qd None

TDF/FTC or

+ RAL TDF/FTC 300/200 mg, 1 tablet qd

+ RAL 600 mg, 2 tablets qd or
+ RAI 400 ma 1 tablet bid



‘Evapin avtipetpoikne aymyne (2) EAGS
2 NRTIs+ NNRTI 2NRTIs + Pl/r or Pl/c

2 NRTIs + NNRTI

TAF/FTC/RPV TAF/FTC/RPV 25/200/25 mg,

or 1 tab gd or

TDF/FTC/RPV TDF/FTC/RPV 300/200/25 mg,
1 tab qd

2 NRTIs + Pl/r or Pl/c

TAF/FTC or TAF/FTC 10/200 mg, 1 tablet
TDF/FTC gd or
+ DRV/c or TDF/FTC 300/200 mg, 1 tablet
+ DRV/Ir qd
+ DRV/c 800/150 mg, 1 tablet
gd or

+ DRV 800 mg, 1 tablet qd +
RTV 100 mg, 1 tablet qd or
TAF/FTC/DRV/c
10/200/800/150 mg, 1 tablet qd

Evropean AIDS Clinical Society

Only if CD4 count > 200 With
cells/pL and food
HIV-VL <

100,000 copies/mL.

Monitor in persons with ~ With
a known sulfonamide food
allergy



Initiating ART: International Guidelines

WHO
NNRTI: EFV + TDF/FTC; EFV + TDF/3TC

EACS
INSTI: DTG + TDF/FTC; DTG + ABC/3TC; RAL + TDF/FTC; EVG/c/TDF/FTC
Boosted Pl: DRV/r + TDF/FTC
NNRTI: RPV + TDF/FTC

IAS-USA
INSTI: DTG + TDF/FTC; DTG + ABC/3TC; RAL + TDF/FTC; EVG/c/TDF/FTC
NNRTIs: EFV + TDF/FTC; EFV + ABC/3TC; RPV + TDF/FTC
Boosted PI: ATV/r + TDF/FTC; ATV/r + ABC/3TC; DRV/r + TDF/FTC

DHHS

INSTI: DTG/ABC/3TC; DTG + TDF/FTC; EVG/c/TAF/FTC; EVG/c/TDF/FTC; RAL + TDF/FTC
Boosted Pl: DRV/r + TDF/FTC



Recommended regimens 2019 i B

Main requirements Additional guidance {footnotes)
Recommended regimens
2 NRTIs + INSTI (PREFERRED)
ABCITC + DTG HLA-B*57:01 negative | (ABC: HLA-B*57-01, cardiovascular risk)
ABC/ATC/DTG HBsAg negative
TAFIFTC or TOF/FTC or TODF/3TC [l (TDF: prodrug types. Renal and bone toxicity.
+ DTG TAF dosing)

[l Weight increase
TAFIFTC/BIC
TAFIFTC or TOF/FTC or TODF/3TC [l (TDF: prodrug types. Renal and bone toxicity.
+RAL qd or bid TAF dosing)
[V (RAL: dosing)

1 NRTI + INSTI
DTG + 3TC HBsAg negative

HIV-VL < 500,000 copies/mL

CD4 count > 200 cells/uL

bl e MM

TAF/FTC or TDFE/FTC or TOF/3TC [l (TDF: prodrug types. Renal and bone toxicity.
+DOR TAF dosing)
JDECTCDOR YV (DOR: HIV-2)
TAFIFTC or TDF/FTC or TOF/ATC | CD4 count > 200 cells/pL Il (TDF: prodrug types. Renal and bone toxicity.
+ RPV HIV-VL < 100,000 copies/mL TAF dosing)
TAFIFTC/IRPYV Mot on proton pump inhibitor VI (RPY: HIV-2)
TDF/FTC/IRPV With food
2 NRTIs + Plir or Plic
TAF/FTC or TDF/FTC or TDF/3TC | With food [l (TDF: prodrug types. Renal and bone toxicity.
+ DRVic or DRVIr TAF dosing)
TAFIFTC/IDRV/c VIl (DRVIr: cardiovascular risk)



Alternative regimens 2019

EAGS

European AIDS Clinical Society

Alternative regimens

2 NRTIs + INSTI

ABC/3TC + RAL qd or bid HBsAg negative | (ABC: HLA-B*57:01, cardiovascular risk)
HLA-B*57:01 negative [V (RAL: dosing)

TDF/FTCIEVGIc With food [l (TDF: prodrug types. Renal and bone toxicity)

TAFIFTC/IEVGle VI {(EVG/c: use in renal impairment)

2 NRTIs + NNRTI

ABC/TC +EFV HLA-B*57:01 negative | (ABC: HLA-B*57:01, cardiovascular risk)

HBsAg negative
HIV-VL < 100,000 copies/mL
At bed time or 2 hours before dinner

X (EFV: suicidality. HV-2 or HIV-1 group 0)

TAF/FTC or TDF/FTC or TDF/3TC
+ EFV
TDF/FTC/ERY

At bed time or 2 hours before dinner

[l TDF: prodrug types. Renal and bone toxicity.
TAF dosing)
X (EFV: suicidality. HV-2 or HIV-1 group 0)




Iepirtooon 3

T ayoyn Oa Cextvnooovue?

1
2
3
A
5
6
{

. EFV/FTC/TF (ATRIPLA)

. RPV/ FTC/TF (Eviplera)

. EVG/COBI/FTC/TF (Stribild)
. DTG/ABC/3TC (Triumeq)

. RPV/FTC/
. EVG/COBI/

=TCr

. DRV/COBI/

"AF (O0

A

=TCr

A

efsey)
- (Genvoya)

- (Symtuza)
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ART is recommended in all adults with chronic HIV infection,
rrespective of CO4 counts™

I needs to be initiated before genotypic testing re

available, it is recommended to include a drug with high gen
bamier to resistance n the firstdine regimen (e.g. a Pl'r, Plic or
ODTG). ldeally, before starting treatment, the HIV-VL level and
should be repeated to obtain a baseline to assess
quent re
Use of ART should also be recommended with any CD4 count
in orger to reduce sexual transmissson, nsk of AIDS event and
mother-to-child transmission of HIV (before third tnmester of

pregnancy).




Iepinrtoon 3

21ov acOevn amopacicOnke Evapén Symtuza
(DRV/COBI/FTC/TAF)

[Towa otativn Oa ypnoipuomomcw;
1. ZiuPaoctotivn
2. AtopPaoctativn
3. PocovPactativn



Drug—Drug Interactions With First-line ART and Lipid-Lowering Therapy

Antiretroviral

Contraindicated

Titrate Dose

No Dose Adjustment

EFV Atorvastatin Pitavastatin
Simvastatin
Pravastatin
Rosuvastatin
RPV Atorvastatin
Pitavastatin
ATV/IRTV Lovastatin Atorvastatin Pitavastatin
ATV/COBI Simvastatin Rosuvastatin
DRV/RTV Lovastatin Atorvastatin Pitavastatin
DRV/COBI Simvastatin Pravastatin
Rosuvastatin
EVG/COBI/TAF/FTC Lovastatin Atorvastatin
Simvastatin
EVG/COBI/TDF/FTC Lovastatin Atorvastatin
Simvastatin Rosuvastatin
DTG All
RAL All

DHHS Adult Guidelines. April 2015. US Food and Drug Administration.




2tativeg, avtwneptactkd: AAAniemopdoeic ue HAART

Hon-ARY drugs ATVic | ATVIr | DRVie | DRVIr | LPVir EFVY ETV | NWP | RPV | MVC | DTG |EVGIc | RAL |ABC | FTC | 3TC | TAF | TDF | ZDV
Ftorvastatin 1822%| 1 [1200%| 1 [teoom| gean (3T | S (S [ ¥ e [ | |00 |02 | = | &
2 | pravastatin (] 1 i f81% — 1445 1 — — A - i = T N e —+
% | rosuvastatin 1242% | 1213% | 103% | reE% [1107%| = o | 2 | & | o | 2= |PEK| & | or | 45 | 0 | 2 | 2 | &
amlodipine " " t 1 1" 1 1 1 - — o t + | [ =] o
_§ dittiazem 'S 1 t 1 t 169% IE 1 E E - t o+ | o || =] =] ] =
§ | metoprolol t t t 1 t —- = | e - - - t RN R UR U U R
O | verapamil 'S 1 t 1 t 1 IE 1 E E . t o+ || = |=|E|E]| =
warfarin T [teri| 1 1 L [ torl | 1 (1o o= [ = | = [ 1 [ |o][o]eo|o]e] o

EAGS

European AIDS Clinical Society




Interaction Report from www.hiv-druginteractions.org

www.hiv-druginteractions.org

Interaction Report

o

-
"r

Page 1 of 2

UNIVFRSITTY OF

[ IVERPCOON

Report ID: DE EY
Date Produced: 09 June 2016
Antiretroviral Treatment Co-medications
Cobicistat (with ATV or DRV) Clopidogrel
Darunavir Diltiazem
Fish oils
Perindopril

Rosuvastatin
Trazodone



EmAoyn apyiknc Oepameiog

[Hapdyovteg Tov PAPUAKOL

Ap1Ouog yammv, nEyeboc, cuyvoTNTA Kol OLTPOPIKES OVAYKEC
OTOTEAECULATIKOTITOL

[Ipo@ik avoyng/toSikoOTnToC

[Hapdyovteg acBevoic

IIpo Bepameiac apOpuoc CD4+ kvttdpov

2vvvoonpotntec ( Kopdioyyelakog Kivouvog, youyloTpikn vocoq)

Svyyopnyovueva eapuoxa ( aviipopatikd, PPl ....), cuAloinmén

[Ipotiunon acBevoic, cuuudpemon

IIpoomTIKY) £YKLUOGVVNG

[Tapdyovteg Tov 100

Yropén mpmToyevovg avToyns
HIV-1 RNA tpo ™ évaping




[Hoc emAéyom HAART?

AvemOounTteg evépyereg | embouio Yo 0tA0VGTELON
I'vootn 1 avopuevopuevn un couuopPOon
IIpoomTiKI) €yKvHOGUVNG

Xviroipoén (HCV, TB)

2 VVVOOTPOTNTES



IepinTtoon 4

. 38 et yovaika pe HIV Aoipwén vnod
DTG + TAF/FTC
HIV-1 RNA cg 01000)1KEC LETPNGELC UM OV VEDGIUO

 Embupel va petvel £ykoog pe cOVTPOPo emiong
opoleTiko, pe un aviyvevoiwo HIV-1 RNA



Pregnancy Registry Data: DTG

European Pregnancy and Paediatric HIV Cohort
Collaboration
Birth defects in 3 of 42 (7.1%) live births with DTG
exposure at conception or first trimester
Antiretroviral Pregnancy Registry Birth defects In
5 of 162 (3.1%) live births with DTG exposure at
conception or first trimester

Vannappagari. J Acquir Immune Defic Syndr. 2019



EACS Recommendations on DTG In ot g

Women of Childbearing Potential

Recommendations published after 2018 warning about
DTG during conception, but before 2019 data updated
( Tsepamo data )

should not be

prescribed to women seeking to become pregnant
Women who can become pregnant while taking DTG
should
At third trimester, DTG can be used if HIV viral load Is
undetectable

EACS Guidelines v9.1. 2018.



Updated WHO Guidance on DTG Use In
Treatment-Naive Women of Childbearing Potential

WHO Guidance

DTG can be prescribed for adult women and adolescent
girls of childbearing age or potential who wish to become
pregnant or who are not otherwise using or accessing
consistent and effective contraception if they have been
fully informed of the potential increase in the risk of

neural tube defects (at conception and until the end of the
first trimester).

WHO ARV Policy Update. July 2019.




EACS Recommendations on ART in Women

Scenario Recommendation

Planning pregnancy
or becoming
pregnant, on ART

Maintain ART unless regimen
contraindicated

Becoming pregnant,

ART naive Start ART as soon as possible

Follow-up starts late

: ) Start ART immediately, consider RAL
in second or third

to rapidly lower HIV viral load

trimester
HIV viral load Perform resistance testing, if not
undetectable at receiving INSTI consider switching to
third trimester or adding RAL or DTG
Common EU Scenarios Recommendation
On RAL 400 mg BID Can continue
On RAL 1200 mg QD No data; not recommended

Can continue in pregnancy;
On EFV suitable alternative for starting
treatment in pregnancy

EACS Guidelines v9.1. 2018.



Antiretroviral regimens for ART naive pregnant
women

Recommended regimens
2 NRTIs + INSTI (PREFERRED)
ABC/ATC + DTG Initiate after B weeks of pregnancy | (ABC: HLA-B*57:01, may delay starting ART)
ABCATC/IOTG HLA-B*57:01 negative [l (DTG: neural tube defects nsk during penconcep-
HBsAg negative fion)
TDF/FTC or TDF/3TC + DTG Initiate after 8 weeks of pregnancy [l (Tenofovir salts)
[l (DTG: neural tube defects nsk during penconcep-
tion)
TDF/FTC or TDF/3TC + RAL 400 [l (Tenofovir salts)
myg bid [V (RAL in pregnancy, bid dosing)
2 NRTIs + Plir
TDF/FTC or TDF/3TC + DRVIr With food [l (Tenofovir salts)
600 mg/100 mg bid V' (DRV dosing)
VI (COBI boosting)

I- ABC contraindicated if HLA-B*57:01 positive. Even if HLA-B*57:01 negative, counselling on H3R. nisk still mandatory. If testing for HLA-B*57:01 results
in delay of ART initiation, consider other recommended backbone

[l Data from the Tsepamo observational cohort showed neural tube defects occurred in 3 per 1000 deliveries among women on DTG from conception, a
small but significant increase compared with all other antiretroviral exposures [16]

lll:  Some generic forms of TDF use phosphate, maleate, and succinate salts instead of fumerate. They may be used interchangeably. In certain countries,
TDF is labelled as 245 mg rather than 300 mg to reflect the amount of the prodrug (tenofovir disoproxil) rather than the fumarate salt {tenofovir disoprox-
il fumarate)

[': There were no reports of neural tube defects among 1991 prospective reports of RAL exposure in pregnancy, 456 of which were in the perconception
penod. No data on RAL 1200 mg qd: not recommended

Vo DRV 800/100 mg gd not recommended during pregnancy due to decreased levels. DRV/c is not recommended during pregnancy due to significant
lower exposures of DRV and COBI in the second and third timester of pregnancy

VI:  Boosting with COBI is not recommendead after the second timester of pregnancy (insufficient drug levels)

VII: EFV not active against HIV-2 and HIV-1 group O sfrains



Antiretroviral drugs not recommended in women who
become pregnant while on ART

DRUG Reason

NRTI

TAF Insufficient data about safety and efficacy in pregnancy
INSTI

RAL qd Insufficient data about safety and efficacy in pregnancy
BIC Insufficient data about safety and efficacy in pregnancy
DTG Higher nsk of neural tube defects if used periconception
EVGic Lower levels dunng pregnancy

NNRTI

DOR Insufficient data about safety and efficacy in pregnancy
Pl

ATV/ic Lower levels dunng 2 and 3 tnmester

DRVic Lower levels dunng 2™ and 3™ trimester

OTHER

COBI Low levels duning 2 and 3 tnmester of pregnancy, subtherapeutic levels of boosted drug should be expected




Iepimtwon S

['vvaika 51 etov, pe owdryvoon HIV holpménc to 19938
CDA4+ nadir, 6 cells/mm3; HIV-1 RNA zenith,
6 exatop. copies/mL
Yvvvoonpotres: katabAnym vrd citalopram, I'OIT v
omeprazole
[otopucd ART: Avdpopor cuvovacuoi pe AZT, DAT, 3TC,
EFV, nelfinavir.... Av kot 6€ 10AOY1KN KOTOGTOAN,
aALOYEC AOY® TOEIKOTNTOG.
Ritonavir - I'EZ dwotopoyég
Nelfinavir = didppoia
ZDV = avoupio
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Tpéyovoa Oepameia

EFV/TDF/FTC

HIV-1 RNA ctafepd
Un aviyveLGUO
EvtoAn yio DXA
(camviotpia, | BMI, |
Brrauivn D)

Bpoyyitioa kot

Laboratory

Parameter

Serum creatinine,
mg/dL

Urinalysis

Serum
phosphorus,
mg/dL

Baseline

1.01

Normal

3.2%*

Current
Presentation

1.23

New trace to
2+ protein

2.3
(FEphos:
30%)



DEXA Scan Needed to Assess Bone Mineral Density

DEXA Scanner(12]




GS-US-311-1089: Bone Safety of Switch From TDF to TAF

Switch from TDF to TAF improves BMD, but maintaining TDF does not decrease BMD

Spine Hip

3 BMD 3 BMD
O 2.2
o 2 2 1.9
[Tp)
)

1 1
; P<.001 P < .001
§ O m 0
=

1 -1

BL 48 96 BL 48 96
—— Switch to FTC/TAF + Continue FTC/TDF +

3rd agent 3rd agent



Is Dual ART the Future?

Regimen Selected Clinical Trials

Initial ART

* DTG +3TC ACTG 5353, GEMINI-1/-21

* DRV/RTV +3TC ANDESE!

* DRV/COBI + RPV PREZENT!
Maintenance ART

* DTG/RPV SWORD-1/-2F!

* DRV/RTV + DTG DUALISI®!

* DTG +3TC LAMIDOL,"”! ASPIRE®!

* DRV/RTV +3TC DUAL-GESIDAP!

* CAB IM + RPV-LA IM LATTE-2,120 ATLAS, MY FLAIR?]



Approach to fracture reduction in PLWH

2019

Reducing risk
of fractures

Subjects at
high risk of
fractures:
-Frail or
sarcopenic
subjects
-Low BMD

= Aim to decrease falls by addressing fall nsks
= Ensure sufficient dietary calcium (1-1.2 g daily) and
vitamin D (800-2,000 U daily) intake
= Consider screening by DXA scan
» Rule out causes of secondary osteoporosis if BMD low
» Where appropnate, screen for osteoporosis™' and refer
to national/regional guidelines on treatment of osteopo-
rosis
— If no guidelines available, consider bisphosphonate ™
— Treatment based on FRAX score (see section on
Bone Disease Screening and Diagnosis).
— Ensure adequate calcium and vitamin D intake
— Mo significant interactions between bisphosphonates
and antiretrovirals
— If diagnosed with osteoporosis and requinng therapy,
optimize vitamin D status and consider using ART
that preserves or improves BMD™
= Optimal management of frailty and sarcopenia includes
optimising nutrition, exercise (aerobic and resistance
training) and hormone replacement in cases of
deficiency, see section on frailty, page 52
* In complicated cases (e.g. young men, premenopausal
women, recurrent fracture despite bone protective thera-
py), refer to osteoporosis specialist
= If on bisphosphonate treatment, repeat DXA after 2
years and reassess need for continued treatment after
3-5 years

EAGS

European AIDS Clinical Society



Toxicity Profile of Certain ARVs May Negatively

Affect Comorbidities A
Class Agent Select AEs
ABC Ischemic heart disease
MR TDF ' BMD, osteomalacia, 1* fracture risk, \, eGFR, Fanconi syndrome
NNRTI EFV Depression, sleep disturbance, headache, suicidal ideation
ATV ' eGFR, nephrolithiasis
PI DRV Ischemic heart disease, nephrolithiasis
LPV Ischemic heart disease, |, eGFR

EACS Guidelines. October 2018.



Algorithm for Diagnosis and Management
of Cognitive Impairment in PLWH EACS

European AIDS Clinical Society

PLWH self or their 3 | Initial assesments

relatives complain- "
ng ﬂf: Or care giver Problems suspected
noting cognitive e

problems - without
obvious confounding
conditions

Evaluation for
depression and pos-
sible treatment

e

Problems persisting but
depression excluded or
optimally managed

)
NP examination

e
Cognitive impairment

Meurological
examination
Brain MRI
CSF examination

o
Additional causes of
cognitive impairment other
than HIY excluded andlor
managed



Algorithm for Diagnosis and Management

of Cognitive Impairment in PLWH

Off ART

Diagnosis:

HiV-associated cog-

nitive impairment

s

—

On ART _\L

J{ CSF viral escape- Other situations™
b a b
Start ART™, (refer to Optimise ART ™ by Systemic | Likely
general guidelines) CSF fallure with | ART
and plasma GDR plasma toxicity
testing HIY-
RNA>CSF
HIV-RNA
e b W+
Repeat CSF exam- Referto  Switch
ination and other general from
evaluations as by guidelines EFV or
clinical judgement consider
other ART
toxicities

EAGS

European AIDS Clinical Socie



IleproToTIKO 6

AcBeviic MSM, etav 60,

lotopikd HIV Lolpwénc and 25¢etiog.
AxorovBel Tig oonyiec, elval cuvennc ota pavtePov
( Tpocépyetor vopitepa ) Kot OEV KAVEL PO OVGLOV
Kénvicuoa, aAkKoo : Oyt.
2.A tomov II amd 30etiog vod dokio apykd ( amd Tov
09/00 & tvGovAivn )
HBV ¢ nikia 16 etov
KAnpovouiko 16topiko:
[Hatépag ameBimoe amd OEM ( 48 etchv )
Mntépa and emumlokéc XA 11
214010 B2 xatd CDC ( ITP, otopatikn pokntioon )
[TpopOAaén pue INH Adyw Mantoux (+) 7mm , kotd tnv

aPYIKT OLLYVMGOT



IleproToTIKO 6

08/96 AZT 400mg+ddi 400mg

01/97 AZT+3TC

05/97 d4t/ddI/Viramune

07/97 CD4 549 VL un aviyvevoiuo

Intron 5 exat/24h Aoyw ITP xor XII® yu PCP Adyw thrush
Xvyyoprnyovueva: pravachol 20mgx2— Zarator, bezalip 400mg/24h
wvoovAivn: Penfil ( 45-35). Actrapid (15)

111/01 éxonAn Amodvatpopio ( Kupime AmodmepTpo@ia )

Aevkouo ovpwv: 500mg/It

01/04 EvtayOnke o TpOYPAULO TPDOLUNGC
npdcPaong o Atazanavir: T Tiu®v cokydpov aipatoc— otokonn ATZ
ko Evopén 3TC/ddI/viramune
05/09 mpmivn dSvokopyio
06/09 truvada/viramune — tpdc@ata



IleproToTIKO 6

2011 AOTTOPOGKOTIIKT) YOAOKVGTEKTOLUN Kol
otepavioypapio ( yopic evpniuatall)

CD4: 630, VL: un aviyyveveiuo

Toaxtikn) mapakoAovONGN 610 TOKTIKO OL0PNTOAOYIKO,
QVTIVTTEPTOCIKO 10TPELO

EAoactoypaoio fratog ( fibroscan ): 13.9

U/S fratoc: soPfapov Baduod Mmmone omobnon
["Avkolvhouévn Hb: 7.5%

Framingham Risk Score: 13%



08/06/15 Emaveépyetot yio TOV TOKTIKO EAEYYO

BMI 30.7 kg/m2 (100.4 kg, 181 cm)

Kpeotvivn 1,25 mg/dL ( Creat Clear: 87.74 mL/min)
Xoinotepoin 148mg/dL, HDL 31 mg/dL , LDL 71 mg/dL ,
Tpryhokepiown 232 mg/dL ALT 52 TU/mL
HLA B5701 (-)

AIT 130/70mmHg

["'evikn ovpwv (dipstick): Aevkopo 1+

VL<34 cop/ml, CD4: 643 cells/ml

Emixaiporoinon tov cynuotoc?



Chronic kidney disease: Definitions

GFR

Kidney damage with normal or increased GFR

2 Kidney damage with mild reduction in GFR 60—-89 Use ‘(p) to denote
when significant
3A . 45-59 S
3B Moderate reduction in GFR 30-44 p_rotemurma
is present
4 Severe reduction in GFR 15-29 (AER==0Img/nmal)
5 Kidney failure <15 (or dialysis)

Kidney damage is defined as having either proteinuria,

haematuria or anatomical abnormality

ACR, albumin:creatinine ratio
Chronic kidney disease: National clinical guideline for early identification and management in adults in
primary and secondary care Royal College of Physicians, September 2008



Screening ywo. ve@piki] v060 6¢
HIV (+) ac0gveig

Baseline extiunon:

Extipmon eG,FR (1 CrCl) > 1+ mpwreivovpia oe dipstick
Mikpockonnon yia eGFR 1 CrCl < 60 ml/min
TPpOT:ivovpia

[Tocotikn pétpnon
TPOTEIVOLPTLOG
(protein:creatinine )
YEPNY0 VEQPPOV
Extiunon and veppordyo

Ye Kivouvo? yia ovamTvén
YPOVIOGC VEQPPIKNG VOGOL?

Etmoia extipnon GFR kot
UIKPOGKOTIKNG OVP®V

# mmapayovrteg Kivouvou yia XNN: éyxpwpog, Z.A., utrépraon, HCV, CD4 counts < 200
cells/mms3, HIV RNA > 4000 copies/ml

Gupta SK, et al. Clin Infect Dis 2005; 40:1559-158
*Infectious Diseases Society of America



T1 Qo emA&yate ?

1. TDF/FTC + aArayn NP ( boosted DRV, DTG, RAL, or RPV)
2. DTG/ABC/3TC

3. EVG/COBI/TAF/FTC

4. RPV/TAF/FTC

5. TAF/FTC + 3% mapdyovtog

6. AAAO



Increasing exposure to ARVs has been associated with CKD in PLWHIV

Tenofovir Indinavir Atazanavir Lopinavir/r

8 p<0.0001 p<0.0001 p<0.0001 p<0.0001
=

Lo
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o

o
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o

(&)

<

O 1
y L

Not staftetll —22—3 >3 Not staftetll —22—3 >3 Not staftetll —22—3 >3 Not staftethl —22—3 >3

N with CKD86 21 34 29 55 67 31 35 25 67 127 20 19 11 48 143 23 20 18 21
Years of exposure to ARV

CKD, confirmed (persisting for >3 months) decrease in eGFR £80
ml /min/1 73mM2if eGFR at baseline >60 ml /min/1 73 m?2



CrCI Cutoffs for Single-Tablet Regimens

Single-Tablet Regimen FDA Approved for Pts With CrCl,
mL/min
EVG/COBI/TDF/FTCM =270
EFV/TDF/FTCI?] = 50
RPV/TDF/FTCEI = 50
DTG/ABC/3TC4 = 50
EVG/COBI/TAF/FTCDI = 30

1. EVG/COBI/TDF/FTC [package insert].
2. EFVITDF/FTC [package insert].
3. RPV/TDF/FTC [package insert].
4. DTG/ABC/3TC [package insert.
5. EVG/COBI/TAF/FTC [package insert].



Tpomomoinon 00ce®v ART o€ ve@pikn voco

eGFR  (mL/min)
=50 30-49 10-29 <10

NRTIs
ABC 300 mg q12h No dose adjustment required
ddl™ 260 kg 400 mg gq24h 200 mg g24h 150 mg q24h 100 mg g24h 100 mg g24hiv

<60 kg 250 mg gq24h 125 mg q24h 100 mg g24h 75 mg q24h 75 mg g24hi
ddT =60 kg 40 mg q12h 20 mg q12h 20 mg q24h 20 mg g24h 20 mg g24h™

<60 kg 30 mg q12h 15mg qlzh 15 mg q24h 15 mg q24h 15 mg q24h™
FTC 200 mg q24h 200 mg g48h 200 mg q72h 200 mg q96h 200 mg q96h"vI
3TC 300 mg q24h 150 mg q24h 100 mg q24hm 50-25 mg g24ht | 50-25 mg g24hi). (v
TDF« Not recommended | Mot recommended

30007 mg q24h 3000 mg q48h | (3000 mg q72-96h, | (3000 mg q7d, if | 300 mg gq7d™
if no alternative) no alternative)
ZDV 300 mg q12h No dose adjustment 100 mg g8h 100 mg qBh™
required
ABC/3TC 600/300 mg g24h
LR i Use individual drugs
ABCI3TCIZDV 300/150/300 mg
qizh

TAFFTC 2517200 mg g24h Not recommended
TDF/FTC 3000200 mg g24h | 3007200 mg g48h Use individual drugs




EACS Guidance on Comorbidity Screening

Scrgemng

Diagnosis

Pre-ART

Follow-up

Screening

Pre-ART

ik

Follow-up

Hematology
* Full blood count
* Hemoglobinopathies
" G6PD
* Serum glucose

BMI

Cardiovascular disease
» Risk assessment
* Electrocardiogram
* Blood pressure
®» TC, HDL-C, LDL-C, TG

Pulmonary disease
* Symptoms/risk factors
® Spirometry

Renal disease
» Risk assessment
* eGFR (CKD-EPI)
» Urine dipstick analysis

+ o+ + + +

+ + + +

3-12 mos

Annual

Annual

2 yrs
As indicated
Annual
Annual

Annual
As indicated

Annual
3-12 mos
Annual

EACS Guidelines. October 2018.

Liver disease
®* Risk assessment
» ALT/AST, ALP, bilirubin
* Fibrosis staging*
* Hepatic ultrasound’

Bone disease
* Risk assessment
* Calcium, PO,, ALP
= Vitamin D

Neurocognitive impairment
Depression

Cancer
* Mammography
® Cervical PAP®
® Rectal exam, anoscopy!

-+

+ + +

-+

Annual
3-12 mos
12 mos
6 mos

2yrs
6-12 mos
As indicated

As indicated

As indicated

1-3yrs
1-3yrs
1-3yrs



Differences in Ease and Accuracy
of Comorbidity Screening Methods

Type of Comorbidity Screening Method Ability to Predict Clinical Problem
Kidney Blood and urine chemistries Highly accurate

Bone DEXA + FRAX score Not as highly accurate
Cardiovascular Framingham score Less accurate

Cancer Limited (anal, breast, cervical, colon) Early diagnosis at best

Neurocognitive None (psychometric tests?) Lacking



Comorbidities Affect First-line Regimen Selection

Recommendations may differ based on CrCl, eGFR,
HBsAQg status, bone mineral density, cardiovascular risk,
lipidemia, and presence of liver disease

DHHS!Y |AS-USAR EACSE! WHOM
BIC/FTC/TAF BIC/FTC/TAF BIC/FTC/TAF DTG + (3TC or FTC) +
DTG/ABC/3TC* DTG/ABC/3TC* DTG/ABC/3TC* 12k
DTG + FTC/(TAF or TDF) DTG + FTC/TAF DTG + FTC/(TAF or TDF)

RAL + FTC/(TAF or TDF) RAL + FTC/(TAF or TDF)
DRV/(COBI or RTV) +
FTC/(TAF or TDF)
RPV/FTC/(TAF or TDF)

DHHS Guidelines. October 2018. 2. Saag. JAMA. 2018;320:379. 3. EACS Guidelines. October 2018. 4. WHO
Policy Brief. July 2019



Hoc emiéym apypikn HAART o€ cvvvoonpotntes?

"2€ QUENUEVO KOPOLOYYELOKO KIVOUVO, OmToQLYN
ABC, LPV/RTV, or DRV + RTV
"2e EKTTMOTN VEQPPIKNG Agttovpyiag, To TDF Oa mpémel va
amoevyeTal, Wioitepa ue boosted Pl
=Xe ovENuévo Kivouvo KaToylatmy, O? 9 .
(v e el
elvol KaAO Vo amoQEVYETAL TO l‘ f |
m > 8

TDF, wwitepa pe boosted Pl - S

B =



2LVUTEPACLLOTIKA. . ...

O1 GLVVOGTPOTNTES UTAVTMOVINL GE AVENUEVT
GLYVOTNTOS

210V¢ ynpackovteg acteveic ue HIV Aolpmén
amonTeEiTO TPOANYN Kou Depameia avtmv

H nopovcio GuvvoenpotitoVv amoTEAEL KPITNPLO YioL TNV
emhoyn 1M ypoapunc ART

A emitevén 10AOYIKNG EMITUYIOG OEV TTPETEL VO EIVOIL EIG
33p0oc TV GLVVOCT|POTNTOV

H dmopén alinA/ocemv pe cuyyopnyodUeEVO QOPLLOKA
amoteAEl Kprtnplo yio airoyn ART

Mepikéc popéc, 1 Oepameio TV GLVVOGTPOTHTOV Elvot
TLO CNUOVTIKN oo T0 pioko tng arllayng ARV




Kidney
Disease

Bone
Disease

ART Toxicity
Inflammation
Life-style

Neurologic
Disease

Liver
Disease

.\}
Qge Y
cohort study

Ileprocotepor amo
10 50% Tv HIV
opodeTIKOV
aTONMV Elvan
nMkioag 55-60 gTv
KoL £yovv = 2
GLVVOOT|POTNTES,
MEPLGGOTEPES ATTO
OVTEG OE
0POUPVITIKOVS
UEYUAVTEPOVS
Kota 1 oekoeTia



Meyoimvovtac pe tov HIV.. ...

T mpoxAnceic pépvel n emPimon owtn?
ITowo Tpemel va etvat n Tpoceyyion?

Bonnet F et al. HIV patients today and 10
years ago: do they have the same needs?
Results from cross-sectional analysis of
ANRS CO3 Aquitaine cohort. International
Congress on Drug Therapy in HIV Infection
(HIV Glasgow), Glasgow, abstract 0212,
2016.




