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AHIV: Human Immunodeficiency Virus

APLWH: People Living with HIV (HIVB} e dUU9 a6 a)
AAIDS: Acquired Immune Deficiency Syndrome (? fj 0 dHiy)
AHIV co-morbidities & HIV-related Opportunistic Infections (OIs)
AART: Anti-Retroviral Trerapy Y H A A RGARR
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HIV/AIDS Deaths Continue To Decline

2,000,000
HIV/AIDS Age-Standardized Death Rates (ASDR)
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Comorbidity is more common and occurs earlier in persons
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WHO, 1999 European Group for the Study of Insulin Resistance, 1999

Diabetes or impaired fasting glycaemia or impaired glucose Insulin resistance—hyperinsulinaemia: top 25% of fasting insulin
tolerance or insulin resistance (hyperinsulinaemic, euglycaemic  values from non-diabetic population

clamp-glucose uptake in lowest 25%)

Plus 2 or more of the following Plus 2 or more of the following

Obesity: BMI =30 or waist-to-hip ratio >0-9 (male) or Central obesity: waist circumference =94 cm (male) or =80 cm
>0-85 (female) (female)

Dyslipidaemia: triglycerides =1.7 mmol/L or HDL cholesterol  Dyslipidaemia: triglycerides >2.0 mmol/L or HDL cholesterol <1.0
<<0-9 (male) or <1-0 (female) mmol/L Hypertension: blood pressure =140/90 mm Hg and/or medication
Hypertension: blood pressure >140/90 mm Hg Fasting plasma glucose =6->1 mmol/L

Microalbuminuria: albumin excretion =20 pg/min

Table 1: Comparison of definitions of the metabolic syndrome

ATPIII, 2001

3 or more of the following

Central obesity: waist circumference =102 cm (male), =88 cm (female)
Hypertriglyceridaemia: triglycerides =1-7 mmol/L

Low HDL cholesterol: <<1.0 mmol/L (male), <1-3 mmol/L (female)
Hypertension: blood pressure =135/85 mm Hg or medication

Fasting plasma glucose =6-1 mmol/L

Eckel RH et al, Lancet, 2005; 365: 1415
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Table 1

Comparison of definitions of MetS

Year

Number of
risk factors

Obesity

>30 kg/m? >80 cm F

Dyslipidemia

WHO
1999

IFG/IGT/T2DM
or insulin
resistance®
and 2 of...

Waist/hip ratio

>09M, >085F

or

BMI

HDL-C

<0.91 mmol/lL M
(35 mg/dL)

<1.0 mmol/L F
(<39 mg/dL)

TG

>1.7 mmol/L
(150 mg/dL)

Hyperglycemia T2DM

Hypertension

Additional
components

FPG >6.1 mmol/L
(110 mg/dL)

2 h OGT >7.7
mmol/L
(140 mg/dL)

SBP =140

DBP >90

Microalbuminuria
>20 pg/min
Albumin/creatinine
=30 mg/g

EGIR
1999

Insulin
resistance®
and 3 or more
of .,

Waist
circumference

>94cm M

>80cm F

HDL-C
<1.0 mmol/L
(39 mg/dL)

TG

>2.0 mmol/L
(177 mg/dL)

or treated

Not T2DM
FPG >6.1 mmol/L
(110 mg/dL)

or treated

NCEP/ATPIII
2001

Three or
more of....

Waist

circumference
>102cm M
=88 am F

HDL-C
<1.0 mmol/L M
(40 mg/dL)
<1.3mmol/L F
(50 mg/dL)
TG
9 mmol/L
(150 mg/dL)

T2DM
FPG >110 mg/dL
(6.1 mmol/L)

SBP >130
DBP >85

AACE
2003

IGT/IFG with
any of the
following...

BMI
=25 kg/m?

HDL-C

<1.0 mmol/L M
(40 mg/dL)

<1.3 mmol/L F
(50 mg/dL)

TG

>1.69 mmol/L
(150 mg/dL)

Not T2DM
FPG >110 mg/dL
(6.1 mmol/L)
2 h OGT >7.7
mmol/L
(140 mg/dL)
SBP =130
DBP =85

Insulin resistance
(family history
T2DM, age,
ethnicity,
sedentary,
lifestyle, PCOS)

AHA/NHLBI/ADA
Updated NCEP/
ATPIIl

2004

Three or
more of...

Waist
circumference

>102cm M

>88 am F

HDL-C

<1.0 mmol/L M
(40 mg/dL)

<1.3mmol/L F
(50 mg/dL)

TG

>1.69 mmol/L
(150 mg/dL)

or treated

T2DM
FPG >5.6 mmol/L
(100 mg/dL)

DBP >85
or treated

IDF
2005

Obesity
and 2 of...

Waist
circumference

>94cm M

>90 (Asian M)

HDL-C

<1.0 mmol/L M
(40 mg/dL)

<1.3 mmol/L F
(50 mg/dL)

TG

>1.7 mmol/L
(150 mg/dL)

or treated

T2DM
FPG >5.6 mmol/L
(100 mg/dL)

SBP >130
DBP >85
or treated

Harmonized
Definition®

2009

Three or more of...

Waist circumference®
Geographic and
ethnic specific

HDL-C

<1.0 mmol/L M
(40 mg/dlL)

<1.3 mmol/L F
(50 mg/dL)

TG

>1.7 mmol/L
(150 mg/dL)

or treated

FPG >5.6 mmol/L
(100 mg/dL)
or treated

SBP >130
DBP >85
or treated

Samson SL, Garber AJ, Endocrinol Metab Clin N Am , 2014; 43: 1
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Hadigan C, Kattakuzhy S,Endocrinol Metab Clin N Am, 2014; 43: 685
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Hadigan C, Kattakuzhy S,Endocrinol Metab Clin N Am , 2014;43: 685
Brown TT et al, Arch Intern Med , 2005;165(10):1179

Capeau Jetal, AIDS, 2012;26(3):303

Calza Letal, IntJ STD AIDS,2011;22(1):43

GalliL et al, EurJ Epidemiol, 2012;27(8):657
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Kotler DP, Liver International, 2009; 29(s2): 38
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Koethe JR et al, Nat Rev Dis Prim, 2020; 6(48): 1
Palios J, Kadoglou NPE,Exp Diabetes Res, 2012; 2012:103063
Hussain I, Garg A, Endocrinol Metab Clin N Am, 2016; 45: 783
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NRTIs
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Mallewa JE,J Antimicrob Chemother, 2008; 62: 648
Hussain I, Garg A, Endocrinol Metab Clin N Am, 2016; 45: 783
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NRTIs A B

AzsUcceslgmdafpUdUU 1000 EU) (1500 PRU)
Ase’euguU;euaU o]
Aua»Uose e a9  Lliegd o
q&ct: U “tusnOr ynacrosss | | 84
actor -a (TNFU p Lm{erleukm 6 (IL-6) a
qﬁq UsUaGUUGdd 0
(|R)
A Stavudine (g4T)Y tGecgy) AUV (
uguey Usud
A Zidovudine (AZT) & Dldanosme (ddl) Y
so902hUU] @ Ucgjse uglcecyUsd

Kotler DP, Liver International, 2009; 29(s2): 38
De Wit et al, Diabetes Care , 2008; 31(6): 1224
Brown TT et al, AIDS, 2005; 19:1375



A4

CpO U G & y 3 U Relative rate (95% CI) P value

Fo) %
e Uo BDM:(D Exposure to antiretroviral drugs (per year)
Stavudine 08=1.15) 0.0001
(DAD StUdy - The Zidovudine 01110 0.01
Data Collection on Didanosine 1.01-1.11) 0.02
Adverse Events of Ritonavir 0.90 (0.85-0.95) 0.0001

. evirapine .92 (0.86-0.99) 0.02
Anti-HIV Drugs NEArapis | 0.92 ( ..
g ) HDL cholesterol (per mmol/1 higher) 0.75 (0.58-0.96) 0.02

Triglycerides (per log, higher) 1.64 (1.50-1.80) 0.0001
Fat loss 1.09 (0.88-1.36) 0.42
Fat gain 1.36 (1.09-1.68) 0.006

De Wit et al, Diabetes Care , 2008; 31(6): 1224
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A»} ydeahfU OJ d . GglaeyUs ﬁH{A\Ame‘ V0GdU3 Ua d O “kofkrop, Liver International, 2009: 20(s2): 38
ucgee UWU e U Mason AL et al, Hepatology , 1999; 29: 328533

Duong M et al, J Acquir Immune Defic Syndr, 2001; 27: 245
Jain MK et al, HIV Med, 2007; 8: 491
Mehta SH et al, J Acquir Immune Defic Syndr, 2003; 33: 577
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Hemkens LG, Bucher HC, Eur Heart J, 2014; 35: 1373
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NRTI Abacavir (ABC) Oelij UoeU e€gasaly
NRTI Didanocine (ddl) Oe iy UoeU e€gaoly
Pls Z3?Bst T BKz, | KK (8} 9uc
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Hemkens LG, Bucher HC, Eur Heart J, 2014; 35: 1373
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Drugs used to lower LDL-c

Drug class Drug Dose Side effects Advise on use of statin together with ART
use with Pl/r use with NNRTIs

Statin 10-80 mg qd Gastrointestinal Start with low dose Consider higher dose

symptoms, (max: 40 mg)
fluvastatin 20-80 mg qd headache, insomnia, Consider higher dose Consider higher dose

rhabdomyolys:; (rare) Consider higher Consider higher dose
and toxic hepatitis —

5-40 mg qd Start with low dose!'! Start with low dose

(max: 20 mg)
simvastatin 10-40 mg qd Contraindicated

Intestinal cholesterol ezetimibe! 10 mg qd Gastrointestinal No known drug-drug interactions with ART
absorption inhibitor| symptoms

pravastatin 20-80 mg qd

PCSK9-inhibitor evolocumab 140 mg 2 weekly or Nil No drug-drug interactions anticipated
420 mg monthly
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