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CD4 count at start of ART, 2003-2005
42 countries, 176 sites, 33,008 patients

Numbers are median CD4 counts
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U.S. HIV Market Dynamics

Significant Opportunity Remains in Increasing Diagnosis and
Bringing Patients onto Therapy
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EU Big 5 HIV Market Dynamics

Similar Dynamics as Seen in the U.S. with Strong Support
In the EU for Increased Testing Initiatives and Early Treatment
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HIV cascade of care in Greece: Useful insights
from additional stages
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Néeg owayvooeic HIV hoipming Kotd nAKloKy opdadoo Kotd T
O10YVMOoN Kol Katnyopia petdooons otnv EALada
(1/1/2022 - 31/12/2022) ®

r

EGNIKOZ OPTANIEMOZ
AHMOZIAL YTEIAX

To 2022 dwyvaotnkay Kol SnAwndnkay 565 véa nepiotatikd HIV, ek tov omoiwv 450 (79,6%)
apopovcayv 6e Avopes kot 115 (20,4%) oe yuvaikec

O ocvvoAikog apBuog tov teprotatikmv HIV kot AIDS éwmg tig 31/12/2022 19.899 [16.378
(82,3%) avopeg, 3.480 (17,5%) yovaixeg |

co 8 88883 8

15-19¢smwv- 20-24eTwv- 25-29eTwv- 30-39eTwWv- 40-49eTwv- 50+ ETWV - years
yearsold years old years old yearsold years old old
® EefouaAikn eTTagn petagl avipwv-Sex betweenmen
= EVETIUN XpRon efapmoloydvwy ouoiwv-Injecting druguse

u Etepo@uAo@INiKn ocovaMikn eTTagr-Heterosexual contact



IHocooToio KaTavoul TV vE®V owayvoee®y HIV
AOLHMENC KATO NAMKLOKY OA00 KOTA T1) OLAYVOGCT)
otnv EALGoo émg 31/12/2022
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CDC Recommendations for HIV Testing
In Healthcare Settings

Routine voluntary testing for patients ages 13 to 64
Not based on patient risk

Opt-out testing I \|‘ ' \“ [ A ] :1

NO Separate Consent fOF H IV Morbidity and Mortality Weekly Report
Resu Iti ng in i ncreases i n H IV testi ng rateS Recommendations and Reports September 22, 2006 / Vol. 55 / No. RR-14

Pretest counseling not required

Repeat HIV teStIng Ieﬁ to dlscretlon Revised Recommendations for HIV Testing

of prOVider, based on risk of Adults, Adolescents, and Pregnant Women
in Health-Care Settings

Within the US, 34 states are neutral
to supportive of the CDC guidelines
while 11 states have taken steps

to reduce regulatory barriers

6 states passed legislation (2007)

INSIDE: Continuing Education Examination

Branson BM, et al. MMWR Recomm Rep. 2006;55
(RR-14):1-17. S CEmrEas roR DiSEASE CoNTROL AND PREVERTION




A HepHIV

5-7 OCTOBER BARCELONA

HIV in Europe HIV and Viral Hepatitis: Challenges of Timely Testing and Care
Working Together for Optimal
Testing and Earlier Care

Which Conditions are Indicators for HIV testing across
Europe?:Results from the HIDES Il Study

Dr. Galyna Kutsyna on behalf of the HIDES Study Group

HIDES (HIV Indicator Diseases Across Europe Study)
A project under the HIV in Europe initiative
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Age Is Not a Condom

Age is not a condom.

Tolk 1o your doctor obout your sex life.
Get informed. Be safe. Get tested for HIV,

NYS 800-541-AIDS NYC 800 TALK HIV

BOO-54) 2437
S

- Age IS'I‘IOf a‘condom.

Talk to your dodol obout yo::.n-x Ih.\
Get informed., Be safe. Get tested for NIV

" NYS 800-541-AIDS NYC 800-TALK- H
L 1800-541-2437. 800-825 8448

e et | i




Apyikn ektipnon tpmtootayvocdivroc HIV(+)
0.60EvoVG

IIAMpES WTPIKO 1GTOPIKO

Owoyeveroko 1otoptkd ( mpoun CVD, ZA, vréptaon, XNN )

XpOovio QUPUAKEVTIKT] OYMYN

2 VVVOGTPOTNTEG

Iotopiko guPoracumv

Yuyokovoviki ektipnon

Tpéyov * lifestyle” (yprion aAKoOA, KATVIGULO, O10TPOPT], AGKNGOT),
XPoN apuaKmY)

Epyacia, kotvoviko status

YmopEn vevpoyvmcolok®y oo TapoymV, Koty

Owoyevelokod status: chHvipopoc, motoid

2eE0VUAIKT] KU OVOTUPOYOYIKN VYELO
2TLTIKT] OVGAELTOVPYiO, GECOVOAIKT) GLUTEPLPOPE DYTNAOD KIVOVUVOL
Status cuvtpOEOVL KOl EVNUEPOOT , LETPO AVTIGVAANYNG



EAGS:

European AIDS Clinical Society S AZN

Extipnon HIV-a60evav oty apyikn ko
EMONEVES EMGKEYELS

Prior to
Assessment A.t _— : starting ol B Comment
diagnosis frequency
ART
HISTORY
Medical Complete medical history + + First visit On transfer of care repeat assessment
including:
« Family history (e.g. + First visit Premature CVD: cardiovascular events in a first 54,
premature CVD, diabetes, degree relative (male < 55, female < 65 years) 55-56
hypertension, CKD)
» Concomitant medicines(') Every visit
- Past and current + + Every visit
co-morbidities
« Vaccination history + Annual Measure antibody titres and offer vaccinations
where indicated, see Vaccination
Psychosocial Current lifestyle (alcohol + + 6-12 months Adverse lifestyle habits should be addressed more |53
use, smoking, diet, exercise, frequently
drug use)
Employment + + Provide advice and support if needed
Social and welfare - - Every visit Provide counselling if needed
Psychological morbidity + +
Partner and children + Test partner and children if at risk
Sexual and Sexual history + Address issues concerning sexual dysfunction 80-83
Reproductive Safe sex + Risk of sexual transmission should be addressed
e Partner status and + 6-12 months Recommend starting ART in serodifferent couples
disclosure
Conception issues + +
Hypogonadism (including + + As indicated Persons with complaints of sexual dysfunction 80, 82
menopause)
POST-REPRODUCTIVE HEALTH
Menopause + + Annual/as Screen for perimenopause symptoms in women = 80
indicated 40 years.
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Epyaotnpuokog £éheyyog oyetikog ne v HIV
Aolpmen

HIV-VL

['ovoTumiK avtoyn Kot VITOTVTTOG

RS TPOTIGUOC

Anoivtog apOudg CD4, %, CD4/CDS8

HLA-B*5701 ( Screening wpwv v évapén ABC)
‘Eleyyoc yia cvArowuméelc ( HBV, HCV, HAV, STDs )
Screening ywo TB

Extiunon kwvovvov yio CVD (Framingham score)
Hrotikn, veppikn Agttovpyia, 0GTIKY) TUKVOTNTA
EuBoAlacpuot. ..




Epyootnprokog Ereyyog oyxetikoc ue v HIV o
Loipnmén

EAGS

HIV DISEASE
Virology Confirmation of HIV Ab pos More frequent monitoring of HIV-\/L at start of ART | 11-13
Plasma HIV-VL + 3-6 months Perform genotypic resistance test before starting
ART if not previously tested or if at risk of super-
infection
Genotypic resistance test +/- . .
and sub-type f:ilﬂ'rr:'c’g'cal
R5 tropism (if available) +/- Screen if considering R5 antagonist in regimen
Immunology CD4 absolute count and %, + 3-6 months Annual CD4 count if stabl[:la,lon ART and 11-13
CD4/CDS8 ratio (optional: CD4 count > 350 cells/uL
CD8 and %) CD4/CD8 ratio is a stronger predictor of serious
outcomes
HLA-B*57:01 (if available) +/- Screen before starting ABC containing ART, if not
previously tested, pages 11-12, 24
CO-INFECTIONS
STis Syphilis serology Annual/ as Consider more frequent screening if at risk 14, 80
indicated
STl screen Annual/ as Screen if at risk and during pregnancy

indicated




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.



screening ywo TB, nrotitiosg

Assessment

At HIV

diagnosis

Prior to
starting
ART

Follow-up
frequency

Comment

Viral Hepatitis

HAV screen

HBV screen

HCV screen

As indicated

Screen if ongoing risk (e.g. MSM); vaccinate if non-
immune

Annual screen if ongoing risk; vaccinate if
non-immune. Use ART containing TDF or TAF in
vaccine non-responders

Further screen based on risk behaviour and local
epidemiology.

Measure HCV-RNA if HCV Ab pos or if recently
acquired infection suspected

79, 95-
97

HDV screen

As indicated

All Persons with positive HBs-Ag should also be
screened for HDV co-infection

95, 103

HEV screen

As indicated

Screen persons with symptoms consistent with
acute hepatitis, unexplained flares of aminotrans-
ferases or elevated liver function tests, neuralgic
amyotrophy, Guillain-Barré, encephalitis or protein-
uria. Include anti-HEV 1gG and IgM and NAT for
HEV-RNA in blood and if possible in stool

103

Tuberculosis

CXR

PPD

IGRA in selected high-risk
populations (if available)

Re-screen if
exposure

Consider routine CXR in persons from high TB
prevalence populations.

Some national guidelines consider the ethnicity,
CD4 count and ART usage to define indication for
latent tuberculosis infection screening.

Use of PPD/IGRA depending on availability and
local standard of care. IGRA should, however, be
tested before PPD if both are to be used, given the
potential for a false positive IGRA after PPD.

See Diagnosis and Treatment of TB in PLWH

20,
114




EAGS:

European AIDS Clinical Society w

screening ywo dAAeg cVAALOINMEELS

Prior to
Assessment :‘It aﬁ::lsis starting :2:3::; Comment
ART
Others Varicella zoster virus + Offer vaccination where indicated 9g

serology

Measles/Rubella serology Offer vaccination where indicated

Toxoplasmosis serology

CMV serology +

Cryptococcus antigen +/- Consider screening for cryptococcus antigen in
serum in persons with CD4 count < 100 cells/pL

Leishmania serology +/- Screen according to travel history/origin

Tropical screen (e.g. Schis- +/- Screen according to travel history/origin

tosoma serology)

Influenza virus Annual In all persons with HIY, see Vaccination 9g

Streptococcus pneumoniae Mo recommendations available regarding the need | 99
for a booster dose, see Vaccination

Human papilloma virus + As indicated Vaccinate all persons with HIV with 3 doses be- 9g
tween ages 9 and 40. If HPV infection is estab-
lished, efficacy of vaccine is questionable, see
WVaccination

SARS-CoV-2 In a pandemic situation, vaccinate imespective 9g
of CD4 count and HIV-VL according to national
nuidalinec




Autia Oavdrtov og 1246 HIV(+) acbeveic D:A:D Study
(N =23,441)

100 -
(0}
80 - 66 /(3 TOV
OavaTov
NTOTIKNG
S 60- arToloyiog
%) oQeILOVTAY OE
IS HCV
S 40 33.8
a 31.0
20 - 14.5
11.0 90
N B |
AIDS Liver Cardiac Cancer Other

Sulkowski MS. J Hepatol. 2008;48:353-367. Weber R, et al. Arch Intern Med. 2006;166:1632-1641



Meyarovovtog pe tov HIV.....

Avoxotovoun Mmovug
AvcAurtioouio
2OKY0POONC O TNG

> Kivouvog 2N

Neppikn vocog
Octeomevia, 06TEOTOPMO
Hratotolikdtnta






Hapayovteg mov oyetiCovror pe tnv HIV hotpmén mov
UTOPEL VO, GUUPALOVY GE KUPOLAYYELUKN

Eppévovoa EvooOniwaxi)
QpAeyLOVY ovclelTovpyla

AwoTapayEg
Mmotmyv

AyyewoKn vo60g
ot HIV Oetika Avtoyn otnv
aropa WVGOVAIVY

OO0 mTIKO
Stress

@ -y ioipedn
@ - v oiuetn & ART



ITAPAT'ONTEX KINAYNOY I'TA CVD XE
ATOMA ME HIV

TOPAYOVTEC KIVOUVOD Y10
CVD

XyeTilOpevoL pe '
OV igvfctﬁﬁ 1'5 iﬁ'ﬁg’fwl . KAuooucot
- ZvvvoonpotnTeg - Xpovia - ABC » Hhwia
. Tevetwol PAgyLOVY . ddl, d4T . Kénviopa
+ EMewnokons . Evdonloxt | py/RTV . dvAo
. Haxm,a Pre pAafn . Boosted - Ay
I S + 2VALOIpLEN DRV .
e HOV - Yrmeptoon

« ZuAolumén pe
CMV

© YTepmmKTikOTnTa
ABC, abacavir; CMV, cytomegalovirus; CVD, cardiovascular disease; d4T, stavudine; ddl, didanosine; DRV, darunavir; HCV, hepatitis C virus; LPV, lopinavir; PLHIV, people living
with HIV; RTV, ritonavir.
1. De Gaetano Donati K, et al. J Hematol Infect Dis 2010;2:€2010034; 2. Lichtner M, et al. J Infect Dis 2015;211:178-86; 3. Shahbaz S, et al. World J Cardiol 2015;7:633—-44. 4.
Lundgren JD, et al. CROI 2009, #44LB; 5. Ryom L, et al. CROI 2017, #128LB; 6. Elion R. J Acquir Immune Defic Syndr 2018;78:62—72.



Nicotine
Hypertension

Obesity
Age T inids
I %  Glucose

Atheroma formation Plaque instability Hyper-
and growth and rupture coagulability

? b
7/

i S8ntiammationdd
7

GI_Iipids
ucose
Fat tissue HIV-therapy

Behrens & Reiss Curr Opin Infect Dis 2010




IHopayovTes KIvoUVoL Y10, KOPOLXYYELOKT] VOGO

Mn petapintol

Metafintoi

nicio
OTKOYEVELNKO 1GTOPIKO

EOvikotto,

@OAO

AMAOL TOPBEYOVTES LUV TIKAL
oyetiCopevol pe v HIV

" Avénuéva emineda TpryAvkepidiov
" DAeYLOVIOOELC OETKTES
= AvcAertovpyia evdooOniiov
= Avtoyn o1V IvGOuAvn

Kanvicua

VITEPTOON
avénuéva erimeda oAtkne ko LDL-C
younAd enineda HDL-C

COKYOPMONG O1af1TNg

‘EAletyn copotikng Ackmong
TOYLGOPKIO

Me KoxKiva YpAUUOTo, 01 CTIUAVTIKOL TapAyoVTES
|: Avvntikd cvoyetilopevor pe v HIV kar v HAART

http://info.med.yale.edu/library/heartbk/3.pdf; Grundy et al, J Am Coll Cardiol 1999; 34: 1348-1359,
Dubé et al. Clin Infect Dis 2003; 37: 613—-627; Hackam et al. JAMA 2003; 290: 932-940




Artery Research (2009) xx, 1-7

available at www.sciencedirect.com
J—— ARTERY
-, . R ’
s’ ScienceDirect
journal homepage: www.alsevier.com/locate/artres -

Impact of human immunodeficiency virus infection
on arterial stiffness and wave reflections in the
early disease stages

Charalambos Vlachopoulos **, Helen Sambatakou ®, DimitrisTsiachris 2,
llias Mariolis ®, Konstantinos Aznaouridis 2, Nikolaos loakeimidis 2,
Athanasios J. Archimandritisb,ChristuduulosStefanadisa

Pulse Wave Velocity (PWV)

A distance

Non-invasive
evaluation

3
9&\‘5\‘3

e




XYXXETIZOMENOI ME ART ITAPAT'ONTEX
KINAYNOY I'TA 2YNNOXHPOTHTEX

H ypnion ART pmopetl va cvoyetiletor pe tnv avamtodn
GLVVOGTPOTHTMOV KUl HOKPOTPOOETN®V EMTAOK®OV, OTTMC:

O 0 O

CV to&ikémra Ooc 1K1 VOG05* >/ Nevpoyvoyrotpukad11
(Enopoypa)l? LPV/RT DTG
ABC DRV V TDF %e EFV
LPV/RTV % e RPV
NegppotoSikéTnTad AMNAEMOPAGELS
TDF y. ART pe avtomeptacukd kot
kanotec Pls (ATVIRTYV, avTucortaO TG

LPV/RTV)

*Bone toxicity in this context refers to reduction of BMD, leading to increased risk of osteoporotic fractures.

ABC, abacavir; ART, antiretroviral therapy; ATV, atazanavir; BMD, bone mineral density; CV, cardiovascular; DRV, darunavir; DTG, dolutegravir; EFV,

efavirenz; LPV, lopinavir; MI, myocardial infarction; PI, protease inhibitor; RTV, ritonavir; RPV, rilpivirine; TDF, tenofovir disoproxil fumarate; PI, protease

inhibitor.

1. Lundgren JD, et al. CROI 2009, #44LB; 2. Ryom L, et al. CROI 2017, #128LB; 3. Ryom L, et al. CROI 2012, #865; 4. Nishijima T, et al. AIDS 2014;28:1903-10; 5.
Borges A, et al. CROI 2016, #46; 6. Borges AH, et al.

Clin Infect Dis 2017;64:1413-21; 7. Bedimo R, et al. AIDS 2012;26:825-31; 8. Mollan K, et al. Ann Intern Med 2014;161:1-10; 9. Hoffman C, et al. HIV Medicine
2017:18'56—63-10 Woh!lID et al IDWeek?2017 #1687



Digestive and Liver Disease 48 (2016) 1471-1477

Contents lists available at ScienceDirect ~  Digestive
and Liver
Disease

Digestive and Liver Disease

journal homepage: www.elsevier.com/locate/dld

Liver, Pancreas and Biliary Tract

Prevalence and predictors of liver steatosis and fibrosis in unselected @Cmgmﬂk
patients with HIV mono-infection

Rosa Lombardi?, Helen Sambatakou”, Ilias Mariolis”, Demosthenis Cokkinos®,
George V. Papatheodoridis%!, Emmanuel A. Tsochatzis®*!

2 Sheila Sherlock Liver Unit and UCL Institute for Liver and Digestive Health, Royal Free Hospital and UCL, London, UK
® 2nd Department of Internal Medicine, Hippokration General Hospital, Athens, Greece

€ Department of Radiology, Evangelismos General Hospital, Athens, Greece

4 Academic Department of Gastroenterology, Laiko General Hospital, Athens, Greece

Conclusions: Liver fibrosis can dE;FElﬂ[} in asymptomatic HIV mono-infected patients. This is likely asso-
ciated with NAFLD and usually manifests with normal transaminases. Non-invasive screening for the
presence of NAFLD and fibrosis should be considered in the routine care of such patients.



NeoowryvmoOeic HIV ac0svig

2VYYOPNYOVUEVO QAPLLOKOL?
2 VVVOGTPOTNTES
Xvirowuanéec (HCV, HBV, TB)?
KAnpovouko 16toptko?
‘Ecelg, ouvnoetec?
Yvuyatpikn koatdotoon?
Etowpotnta yia evapén, copuopemwon otnv HAART?



IIepintwon acBevoug |

AcBevic 47 etwv pe veooltayvooieica HIV Aoipumén telkov
otadiov C3 ( mwvevpovio ad Pneumocystis jirovecii )

[ikd poprtio: 120.000 cop/ml, CD4: 120

Yrephmoauia (tot cholest: 240mg/dl, HDL: 39mg/dl)

AIT: 136/90mmHg ( dev Aaupdvel avtiomepTaciKn aymyn )
Kanviotng ~ 25 pack-yrs

BMI:29

["ovotvmikn avtoyn: wild type

T 0 Tpoteivovue Yo petaforiko cvovopono?
T cioovg HAART 0a yopnynoovpe?



»T1 dALo coumAnpouatikd EAeyy0 ypelolOnaoTe?

> Eyelr vnéptaon pe Baon pio pEtpnon ( cuGTNVE KOTOYPAQN
tpwi-Ppdov Yo 1 efooudoan)?

»11010¢ elvan 0 Kapdiayyelakoc Kivouvoc?

»11010¢ elvan 0 KaAOTEPOC TPOYVMOSTIKOG OEIKTNG 0TO YEVIKO TANOLG LU

» B0 pémel vo EEKIVIIGOVUE AVTIDTEPTOUGIKA, GTATIVES KAT 1 apyiKdl
otarta, AGKNGOT), O0KOTY) KOTVIGUATOS Kl ETAVASIOAOYNoN?

»I1owoi eivan o1 otdy01 TC Oepameiog ( PLOIOAOYIKEC TIUEC?)

» TNV EMAOYN o YPALUNG OVTIDTEPTACTKMV TOGO POAO Toilel veapng
NAKiog 6 Gyéon Ue LEGTIMKES Kot Ave?



[ToLog elvall 0 KapOLAKOC KivOUVOoC;

Elvail to Framingham score a&lomniotoc deiktng

ektipnong kivduvou oe HIV aoBeveic?

Observed and Predicted MI Rates According to ART Exposure
(D:A:D Study)

Observed
rates

Best
‘. estimate of

-./ predicted

-./ _./ rates

Rates per 1000 Person-Yrs
o — N W 4= n D -~ o

Nove <1 12 23 34 >4
Duration of cART Exposure (Yrs)

Law MG, et al. HIV Med. 2006;7:218-230.



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.
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HIV-infected smokers lose more life-years to smoking than to HIV
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Control, nonsmoking
HIV, nonsmoking

Control, smoking
— — = HIV, smoking

Helleberg et al. Clin Infect Dis. 2013;56(5):727-34

2921 HIV patients and 10 642 controls were
followed for 14 281 and 45 122 person-years,
respectively
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Systolic Blood Pressure: 136 mm/Hg

On medication for HBP: No

Risk Score*
vieans 6 of 100 people with this level of risk will have a heart attack i1
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; Grade 1
High normal BP Hypertension
BP 130-139/83-89 mmHg BP 140-159/90-99 mmHg

l l

Lifestyle advice

Drug treatment in low moderate
risk persons without CVD,
renal disease or HMQOD after Aim for BP control within 3 months
3-6 months of lifestyle intervention
if BP not controlled
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Hypertension Management in Persons With HIV

< 55 Yrs of Age > 55 Yrs of Age or Black (Any Age)

First Line*"

A: ACE inhibitor or angiotensin C: Dihydropyridine calcium channel

receptor blockers blocker*

Second Line'

White: A + C
Black: A + C or C + thiazide-type diuretic (D)

Third Line’
A + C+ D + Spirolactone (12.5-50 mg)

*2 antihypertensive drugs are increasingly recommended as first-line and second-line therapy, particularly

if pretreatment SBP is > 160 mm Hg. "Wait 4-6 wks to assess if target is achieved; if not, proceed to next

step. *If not tolerated or if deemed high risk of heart failure, a thiazide-type diuretic can be used instead. If

dihydropyridine calcium channel blocker is preferred but not tolerated, verapamil or diltiazem may be used.
EACS Guidelines v10. November 2019.



Hypertension: Drug Sequencing
Management

Hypertension: Drug Sequencing Management

T\.’_I‘% EACS European
&P [ AIDS Clinical Society

Consider monotherapy in

1 il | 't'slhtel? 1 ACEi or ARB + CCB or low risk grade 1 hypertension Black persons
! nitial therapy + thiazide-like diuretic | (systolic BP < 150 mmHg), or in very CCB + thiazide-like diuretic
Dual combination .
old (z 80 years) or frailer persons
1Pill’  Step2 ACEi or ARB + CCB + diuretic ACEi or ARB
Triple combination
Step3 Resistant hypertension . o
2Pills’ Triple combination + Add spironolactone (25-50 mg qd) i::fr':?;eﬁﬁﬂr‘m;ﬂeg?gf
spironolactone or other drug Or other diuretic, alpha-blocker or beta-blocker ¢

Beta-blockers
Consider beta-blockers at any treatment step, when there is a specific
indication for their use, .g. heart failure, angina, post-M|, atrial fibrillation,
or younger women with, or planning, pregnancy
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EYPQITAIKEY OAHTIEX I'TA ITIPOAHYH KAPAIAITEIAKHX
NOXOY (CVD) £E ATOMA ME HIV

‘ Assess CVD risk in next 10 years'

J
Advise on diet and lifestyle Consider ART modification if
in all persons 10-year CVD risk = 10%"
J
Smoking (see page 61) - Identify key modifiable risk factors
[ | l | [
Blood pressure ‘ ‘ Coagulation ‘ ‘ Glucose ‘ ‘ Lipids
N N2 J N
Drug treatment if: SBP = 140 Drug treatment if: established Confirm DM and treat with diet Drug treatment if: established
or DBP = 90 mmHg (especially if CVD or DM with very high/high and druas CVD or DM or 10-year CVD risk
10-year CVD risk = 10%) CVD risk™ ¢ =10%
N2 J S Nz
Target"” ‘ Target - N/A Target Target""*
DBP < 80 mmH Consider treating with acetylsali- v tion or very High risk
g cylic acid 75-150 mg"” ‘ Treatment (see page 68) high risk"
LDL-c** | < 1.4 (55) |<1.8(70)
’ljg‘l:_c <2.2(85) |<2.6(100)
‘ Treatment (see pages 63-65) 2

‘ Treatment (see page 69)

*

. . .. . ) Fasting or non-fasting samples
Use Framingham equation or similar annually in all men with HIV > 40 yrs of age and all women may be used

** and = 50% reduction from

with HIV > 50 yrs of age without CVD. baseline
TReplace with ARV known to cause less metabolic disturbances; consider replacing ZDV or ABC with TDF or use

an NRTI-sparing regimen
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nisoidipine

‘quinaprl
lercanidipine
nicardipine
nifedipine

ramipril
trandolapril

walsartan
amlodipine

lacidipine

atenolol
bisoprolol
labetalol
metopnolol
nebivolol
felodipine

lisinopril

methiazide
hydralazine
methyldopa

miconicine:

sacubiril

amiloride:
bendroflu-
indapamide
clonidine

0L 3% spsiu ofeue uisusoibuy ayeiq 201G LD W3 ED

Antihypertensives
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EAGS

European AIDS Clinical Society

Aliniemopaocers ART e ototiveg

Antiretroviral
RPVI

EVG/COBI/FTC/
TDFI

DTGIL2
ATV/RTVII

DRV/RTVI

EFVIY

RAL[M

ATV/COBI or
DRV/COBI

1. DHHS Guidelines.

Contraindicated

Titrate Dose

Atorvastatin
Rosuvastatin

Metformin

Atorvastatin
Rosuvastatin

Atorvastatin
Pravastatin
Rosuvastatin

Atorvastatin
Simvastatin
Pravastatin

Rosuvastatin

No Dose Adjustment




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
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Prior to

Assessment A.t — : starting Falomly Comment
diagnosis ART frequency
Haematelogy FBC + + 3-12 months
Haemoglobinopathies + Screen at risk persons
GG6PD + Screen at risk persons
Body Body mass index + + Annual 67
Composition
Cardiovascular | Risk assessment + + Annual Should be performed in all men > 40 years and 68
Disease women > 50 years without CVD
ECG + +- As indicated Consider baseline ECG prior to starting ARVsS
associated with potential conduction problems
Hypertension Blood pressure Annual 69-70
Lipids TC, HDL-c, LDL-¢c, TG Annual Repeat in fasting state if used for medical interven- | 76
tion (i.e. = 8 h without caloric intake)
Glucose Serum glucose + + Annual Consider oral glucose tolerance test / HbATc if fasting | 73-74
glucose levels of 5.7-6.9 mmol/L (100-125 mg/dL)
P!.llmonary Respiratorgﬁymploms and + + Annual If severe shnrtness of breath is _reported with 116
Disease risk factors preserved spirometry, echocardiography may
be performed to rule out heart failure and/or pulmo-
nary hypertension
Spirometry As indicated Spirome&riaf should be performed in all symptomatic
persons
Liver Disease Risk assessment + + Annual 86-91
ALT/AST, ALP, Bilirubin + + 3-12 months More frequent monitoring prior to starting and on
treatment with hepatotoxic drugs
Staging of liver fibrosis 12 months In HCV and/or HBV co-infected persons and/or 86-91
persons with HIV at risk for NAFLD (as per algo-
rithm on page 82) — every 2-3 years
(e.g. FibroScan, serum fibrosis markers)
Hepatic ultrasound & months Persons with liver cinh[)sis[xm} 86-91




Prior to

Assessment ::ita::'osis starting ;2::::;:
ART
Renal Disease Risk assessment™" + Annual More frequent monitoring if eGFR < 90 mL/min, 81-82
eGFR (CKD-EPI)™! + 3-12 months | CKD risk factors present'’ and/or prior to starting
and on treatment with nephrotoxic drugs™
Urine dipstick analysis'™ + Annual Every 6 months if eGFR < 60 mL/min or rapid
decline in eGFR, if proteinuria = 1+ and/or eGFR <
60 mL/min perform UA/C or UP/C
Bone Disease Bone profile: calcium, POy, + 6-12 months 78-80
ALP
Risk assessment™ + 2 years Consider DXA in specific persons, see page 78 for
(FRAX®x! in persons = 40 details
years)
Vitamin D 25(0H) vitamin D As indicated Screen at risk persons 79
Cognitive Screening questionnaire + As indicated Screen all persons without highly confounding con- | 114
impairment ditions. If abnormal or symptomatic, see algorithm
page 114 for further assessment.
Anxiety Questionnaire + As indicated Consider screening at each routine HIV clinic visit | 110-
111
Depression Questionnaire + As indicated Consider screening at each routine HIV clinic visit | 106-
107
Older persons Polypharmacy review Annual Perform periodic medicines review 120-
121
Frailty Annual Screen with Gait walking speed, Short Physical 122-
Performance Battery (SPPB), FRAIL Scale (FS) or | 123
Clinical Frailty Scale (CFS)
Falls Annual 124
Cancer Mammography 1-3 years Women 50-74 years 65
Cervical PAP or liquid based 1-3 years Women with HIV > 21 years, as per national
cytology guidelines
Rectal exam, anal cytology 1-3 years MSM and persons with HPV-associated dysplasia
and anoscopy
Ultrasound and alpha-foe- 6 months Controversial; persons with cirrhosis and persons
toprotein with HBV co-infection at high risk of HCC™"
Prostate cancer (PSA) 1-2 years Controversial, men > 50 years with a life expectan-
cy =10 years
Others As indicated Lung cancer and colorectal cancer screening
according to local screaning oroarammes




Screening ywo. ve@piki] v060 6¢
HIV (+) ac0eveig

Baseline extiunon:

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

[Tocotikn pétpnon
TPWOTEIVOLPLOG
(protein:creatinine )
Ynépnyo veppwv
Extiunon and veppordyo

Ye Kivouvo? yia ovamTuén
YPOVIOC VEQPPIKNG VOGOL?

Etmoia extipnon GFR kot
UIKPOGKOTIKNG OVP®V

# mapayovrteg Kivouvou yia XNN: éyxpwpog, Z.A., utréptaon, 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



CrCl Cutoffs for Single-Tablet Regimens

Single-Tablet Regimen FDA Approved for Pts
With CrCl, mL/min
EVG/COBI/TDF/FTCL 270
EFV/TDF/FTCL] > 50
RPV/TDF/ETCE] 2 50
DTG/ABC/3TCI4 > 50
EVG/COBI/TAF/FTCPE 2 30




ANTIMETQIIIXH KAI ITPOAHYH CVD XE
ATOMA ME HIV

2TPATNYIKEG:

OAitokéynGn KOl OVTILETOTION TOV KAUCCIK®V Tapaydvimv Kivouvoul

qmmoucom'] Komviopatogh2—4

@Akkayég lifestyle/kon cvotTuatikny doknont

@Ek‘rim]m] Yo avaykn ypnong orativycls ((avaroyo ue HIV (-) droua

@Bskﬂm‘onomcn ™ ART
* 'Evapén ART oe ART-naive acbeveic pe HIV!
o Allayn o€ oudda ART ue yvooti peimon kivovvov yio CV ko/n

KOAOTEPO UETAPOAKO TPOPIA 1
o Avtetonion rvg( vV aAANAemOploemvl

ART, antiretroviral therapy; CV cardiovascular; CV cardlovascular disease; DDI drug—drug interaction; PLHIV, people living with HIV.

1. EACS Guidelines, Version 12.0, October 2023. Available at: www.eacsociety.org/files/quidelines_9.0-english.pdf. Last accessed: April 2020; 2. Bedimo R, et
al. ID Week 2017, #2473; 3. Helleberg M, et al. Clin Infect Dis 2013;56:727-34; 4. VVeterans Health Administration. HIV Provider Smoking Cessation Handbook.
Julv 2012 5 Althoff K et al CROI| 2017 #619



http://www.eacsociety.org/files/guidelines_9.0-english.pdf

REPRIEVE: Phase 3 study (12 countries)
Pitavastatin to Prevent CVD in PLWH

PLWH on stable ART Outcome =1 March 26
I?)%ve-(tjoé-lr%:)?eyaetgrﬁsvl\(”g‘ = Occurrence of major adverse 2015 JU';’
N=g,76 ASCVD Placebo (n=3,881) cardiovascular events (MACE) 31, 2019
. : efficacy after a mean follow-up of 5.1 years (nc
First MACE First MACE or Death unexpected safety concerns were reported)
< 8- -35% vs. 8- -21% vs.
G placebo placebo - Efficacy generally consistent among
% 6- 6- subgroups
©
2 44 4- + Effect on CV risk reduction was larger than
o Placebo predicted based on the impact of LDL lowering
= 21 2- alone (potential additional mechanisms
E Pitavastatin involved beyond LDL lowering)
SO0 7171 0 | I B e — . . _ T
O 0 12 24 36 48 60 72 0 12 24 36 48 60 72 Ir_mdence_of non-fatal SAEs was similar in the
Months Months pitavastatin and placebo groups
Cumulative incidence of event, % Cumulative incidence of event, % (4'16 and 4'131 respectlvely)

Placebo 0.00 0.66 1.38 2.14 2.74 3.36 4.36 Placebo 0.00 0.80 2.03 3.34 4.44 5.35 7.06

Pitavastatth00 0.56 0.95 1.35 1.89 2.41 2.73 PitavastatthO0 0.77 1.58 2.39 3.40 4.54 5.54 « Pitavastatin was well tolerated with low

No. at risk No. at risk discontinuation rate versus placebo (2% vs.
Placebo 3,8813,6933,5063,3562,9972,182 959 Placebo 3,8813,6933,5063,3562,9971,975 919 10/)
PitavastaBrB883,6473,4753,3642,9971,9471,052 PitavastaBiB883,6473,4753,3642,9981,9481,027 0

PLWH who received pitavastatin had a lower risk of major adverse cardiovascular events
than those who received placebo over a median follow-up of 5.1 years

(AS)CVD, (atherosclerotic) cardiovascular disease; DSMB, Data Safety Monitoring Board; MACE, major adverse cardiovascular events
Grinspoon SK, et al. N Engl J Med 2023 [Epub ahead of print]. doi: 10.1056/NEJM0a2304146. These findings were presented at IAS: Grinspoon S, et al. IAS 2023,

Cvuymnncitim SVYNQR
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“ RESEARCH SUMMARY ”

Pitavastatin to Prevent Cardiovascular Disease in HIV Infection

Grinspoon SK et al.

CLINICAL PROBLEM

In persons with HIV infection, the risk of atherosclerotic
cardiovascular disease is twice that in the general popu-
lation. Randomized studies of primary prevention strate-
gies in this population are needed.

CLINICAL TRIAL

Design: A phase 3, multinational, randomized, placebo-
controlled trial assessed the efficacy and safety of pita-
vastatin for the prevention of cardiovascular events in
persons with HIV infection and low-to-moderate risk
of atherosclerotic cardiovascular disease.

Intervention: 7769 participants between the ages of 40 and
75 years (median screening LDL cholesterol, 108 mg/dl)
receiving stable antiretroviral therapy were assigned to
receive oral pitavastatin calcium (4 mg) (3888 partici-
pants) or placebo (3881 participants) daily. The primary
outcome was the occurrence of a major adverse cardio-
vascular event — cardiovascular death, myocardial in-
farction, hospitalization for unstable angina, stroke,
transient ischemic attack, peripheral arterial ischemia,
revascularization, or death from an undetermined cause,
as measured in a time-to-event analysis.

RESULTS

Efficacy: During a median follow-up of 5.1 years, the
incidence of major adverse cardiovascular events was
significantly lower in the pitavastatin group than in the
placebo group.

Safety: The incidence of nonfatal serious adverse events
was similar in the two groups. Participants in the pitava-
statin group were more likely than those in the placebo
group to have newly diagnosed diabetes mellitus and
grade 23 myalgia, muscle weakness, or myopathy.

LIMITATIONS AND REMAINING QUESTIONS

Although other statins that do not interact with HIV
medications may have similar protective effects, the
results reported are specific to pitavastatin.

Other strategies that lower LDL cholesterol may be
useful in this population and need to be compared
with statin therapy with respect to efficacy, safety,
and cost.

Links: Full Article | NEJM Quick Take | Editorial

DOI: 10.1056/NEJMoa2304146

Major Adverse Cardiovascular Events
HR, 0.65 (95% Cl, 0.48-0.90); P=0.002
s 7.32

136 events

Incidence per 1000 Person-Yr

Pitavastatin Placebo

Adverse Events
&

Incidence rate ratio, 1.01
(95% Cl,0.91-1.12)

416 413

ﬂ
|
]
|
1

Incidence rate ratio, 1.35
(95% C1, 1.05-1.66) Incidence rate ratio, 1.74

113 (95% Cl, 1.24-2.45)
0.84
0.49

2

Incidence per 100 Person-Yr

1

0.28
0
Nonfatal Serious Diabetes Mellitus Grade =3 Myalgia,
Event Muscle Weakness,

or Myopathy

CONCLUSIONS

In persons with HIV infection receiving stable antiretrovi-
ral therapy and at low-to-moderate cardiovascular risk,

daily treatment with pitavastatin resulted in a significantly
lower risk of major adverse cardiovascular events than
placebo over approximately 5 years of follow-up.

Copyright © 2023 Massachusetts Medical Society.

The NEW ENGLAND

JOURNAL o MEDICINE



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

. XopokTnplroTiKd vocov
1. Kowoviki etipién
. Xyéon ac0evovc-yioTpov

Iv. TInyéc minpo@opnong
v. Ileprariiov mapoyng vyetog




Emioyn apyunc HAART. Xe mo1ov
acOevn?

‘Evapén 6e mpdsatn Aoiumen

‘Evapén o€ acbevn pe cuvvoenpotntec

‘Evapén oe acOevn ue mpoyopnuévn HIV
AOTU®OEN



Emloyn apyikne Oepameiog

Hopayovteg TOV GUPUAKOV

Ap1Ouog yammv, HEYEBOC, cuyvOTNTA Kol OLULTPOPIKES OVAYKEC
OTOTEALEGLLOTIKOTITOL

IIpo@ik avoyng/toSikoTnToc

IHopayovtes 0.60gvovg

IIpo Bepanciog aprOpog CD4+ kvtTdpov

2vvvoonpotnteg ( kapdiayyelakog Kivouvog, yoylatpikn vocoq)
Yvyyopnyovueva eapuoka ( avtipopatikd, PPl yio yaotpitida,....),
GLAAOTU®OEN

[Ipotiunon acBevoic, cupunopemon
[TIpoomTIKY) £YKLUOGVVNG
Hopayovteg TOV 100
Yroapin mpoToyeEvovs avTomes
HIV-1 RNA ©tpo ™ évaping







International Guidance on First-line ART

Recommended Initial Recommended Recommended Recommended
Regimens for Most Initial Regimens = BIC/FTC/TAF = DTG+
PWH for Most PWH = DTG/ABC/3TC* XTC/TDF
= BIC/FTC/TAF = BIC/FTC/TAF = DTG + FTC/TAF or
= DTG/ABC/3TC* = DTG + FTC/TAF XTC/TDF Alternative
= DTG+ XTC + (TAF or XTC/TDE = RAL + FTC/TAF or = EFV+3TC+
D = |DTG + 3TC™ XTC/TDF TDF
. | DTG/3TC' = DTG + 3TC8
= DOR + FTC/TAF or
XTC/TDF or
DOR/3TC/TDF

*Only if HLA-B*5701 negative. "Except when HIV-1 RNA >500,000 copies/mL, HBV coinfected, or ART to
be started before

RT genotypic resistance testing or HBV testing results available. *“Perhaps” not recommended for
patients with a CD4+ cell count <200 cells/mm3. 80nly if HBsAg negative and HIV-1 RNA <500,000

copies/mL.
1. DHHS. Guidelines for the use of antiretroviral agents in adults and adolescents living with HIV. ) _ o E
2. Saag. JAMA. 2020;324:1651. 3. EACS Guidelines v11.0, October 2021. 4. Slide credit: clinicaloptions.

who.int/publications/i/item/9789240031593.


http://www.clinicaloptions.com/

EACS European
AIDS Clinical Society

Initial Combination Regimen for ART-naive
Adult PLWH

Regimen Main requirements Additional guidance (see footnotes)
Recommended regimens
2 NRTIs + INSTI
ABC/3TC + DTG HLA-B*57:01 negative | (ABC: HLA-B"57:01, cardiovascular risk)
ABC/3TC/IDTG HBsAg negative Il |(Weight increase (DTG))
TAF/FTC/BIC II'| (Weight increase (BIC, TAF))
TAF/FTC or TDF/XTC Il |(Weight increase (DTG, TAF))
+DTG Il (TDF: prodrug types. Renal and bone toxicity.
TAF dosing)
TAF/FTC or TDF/XTC I L(Weight increase (RAL. TAF)) |
+RAL qd or bid Il (TDF: prodrug types. Renal and bone toxicity.
TAF dosing)
IV (RAL: dosing)

1 NRTI + INSTI

XTC + DTG or 3TC/IDTG HBsAg negative '] (Weight increase (D1G))
HIV-VL < 500,000 copies/mL \/ 3TC/DTG not after PreP failure)
Not recommended after PrEP failur

2 NRTIs + NNRTI
TAF/FTC or TDF/XTC + DOR or [I'] (Weight increase (TAF))
TDF/3TC/DOR Il (TDF: prodrug types. Renal and bone toxicity.

TAF dosing)
VI (DOR: caveats, HIV-2)




Initial Combination Regimen for ART-naive

Adult PLWH ( cont’)

Regimen

Main requirements

EACS European
AIDS Clinical Society

Additional guidance (see footnotes)

Alternative regimens

2 NRTIs + NNRTI

TAF/FTC or TDF/XTC + EFV or
TDF/FTCIEFV

At bedtime or 2 hours before dinner

Il (Weight increase (TAF)

Il (TDF: prodrug types. Renal and bone toxicity.
TAF dosing)

VII' (EFV: neuro-psychiatric adverse events.
HIV-2 or HIV-1 group 0)

TAF/FTC or TDF/XTC + RPV or
TAF/FTC/RPV or TDF/IFTC/IRPV

CD4 count > 200 cells/pL
HIV-VL < 100,000 copies/mL
Not on gastric pH increasing agents

Il (Weight increase (TAF))
Il (TDF: prodrug types. Renal and bone toxicity.
TAF dosing)

With food VI (RPV: HIV-2)
2 NRTIs + Pl/r or Plic
TAF/FTC or TDF/XTC + DRV/c or | With food Il (Weight increase (TAF))
DRV/r or TAF/FTC/IDRV/e Il (TDF: prodrug types. Renal and bone toxicity.

TAF dosing)
IX (DRVIr: cardiovascular risk)
X (Boosted regimens and drug-drug interactions)




CONVENIENCE BEYOND ONCE-DAILY DOSING

No boosting
required

No time-of-day

Small tablet size restrictions

Few DDIs with
commonly used
medications

Can be taken with

or without food




Clinical Infectious Diseases

SIDSA

Rapid Antiretroviral Therapy: Time for a new Standard
of Care

Susa Coffey,' Jason Halperin,? Aadia |. Rana,® and Jonathan A. Colasanti*®

Clinical Infectious Diseases® 2020;



Same day HIV diagnosis and antiretroviral therapy initiation
affects retention in Option B+ prevention of mother-to-child
transmission services at antenatal care in Zomba District, Malawi

Adrienne K Chan™%*?, Emmanuel Kanike®, Richard Bedell®, Isabel Mayunil_, Ruth Manyeral, William Mlotha?,

Results and discussion: A total of 10,528 women were newly registered at ANC between October 2011 and March 2012 in
23 rural health facilities (12 were Model 1 and 11 Model 2). HIV status was ascertained in 8,572 (81%) women. Among
914/8,572 (9%) HIV-positive women enrolling at ANC, 101/914 (11%) were already on ART; of those not on treatment, 456/813
(56%) were started on ART. There was significantly higher ART uptake in Model 1 compared with Model 2 sites (63% vs. 51%;
p =0.001), but significantly lower ART retention in Model 1 compared with Model 2 sites (79% vs. 87%; p =0.02). Multivariable
analysis showed that initiation of ART on the same day as HIV diagnosis, but not model of care, was independently associated
with reduced retention in the first six months (adjusted odds ratio 2.27; 95% Cl: 1.34--3.85; p = 0.002).

Conclusions: HIV diagnosis and treatment on the same day was associated with reduced retention on ART, independent of the
level of PMTCT service integration at ANC.
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Trends in the San Francisco Human Immunodeficiency
Virus Epidemic in the “Getting to Zero” Era
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Susan Scheer, Ling Hsu,' Sandra Schwarcz,' Sharon Pipkin,' Diane Havlir,2 Susan Buchbinder,2*® and Nancy A. Hesso

'HIV Epidemiology Section, San Francisco Department of Public Health, and Departments of “Medicine, *Epidemiology and Biostatistics, and “Clinical Pharmacy, University of Califoria, and *Bridge
HIV, San Francisco Department of Public Health

These initiatives included the San Francisco Department of Public Health
(SFDPH) recommendation for universal antiretroviral therapy (ART)
irrespective of CD4+ lymphocyte count (CD4 cell count) in 2010, increased
coverage of and targeted

HIV testing beginning in 2011 (Tracey Packer, SFDPH, personal
communication), same-day initiation of ART at HIV diagnosis

In 2012 [2], and scale-up of HIV PrEP to prevent HIV acquisition for high risk
HIV-negative adults beginning in 2013



ART is recommended in all adult persons with HIV,
irrespective of CD4 counts'

ART is recommended irrespective of the CD4 count. In certain situations
(i.e lower CD4 count or pregnancy), there is a greater urgency to start
ART immediately
In persons with Ols, ART initiation may have fo be deferred, see page
134, for ART initiation in the presence of specific Ols. For ART initia-
tion in persons with TB, see page 20
A possible exception to immediate start of ART might be HIV con-
trollers, persons with high CD4 counts and HIV-VL < 200 copies/
mL, although even in such persons ART initiation has been shown to
increase CD4 count, decrease inflammation, lower the risk of clinical

Wmn

Genotypic resistance testing is recommended prior to initiation of
ART, ideally at the time of HIV diagnosis. Genotypic testing should not
delay ART initiation (it may be re-adjusted afier genotypic test results)
If ART needs to be initiated before genotypic testing resulis are
available, it is recommended fo select a first-line regimen with a

high barrier to resistance, preferably a second generation INSTI or

alternatively a Pl/b

Whether rapid, possibly same-day ART start is proposed to newly
diagnosed persons or postponed until complementary assessments
depends on the setting and medical circumstances, medical indica-
tions to start ART more urgently and risk of loss from care. To reduce
loss to follow-up between diagnosis and ART initiation, structural
barriers delaying the process should be addressed
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Vaccination

recion |

Influenza Virus
Human Papilloma Virus (HPV)

Hepatitis B Virus (HBV)

Hepatitis A Virus (HAV)

Neisseria meningitidis

EAGS

European AIDS Clinical Society

Yearly

Vaccinate with 3 doses for all HIVV-positive persons up
to age 9/ age 40 if
MSM. Use 9-valent vaccine if available.

Vaccinate if seronegative. Repeat doses until anti-HBs
antibodies > 10 IU/L
/>100 IU/L

Vaccinate if seronegative. Weaker immune response
expected with HAV/HBYV co-vaccine.

Use conjugated vaccine (2 doses 1-2 months apart) if
available. Booster

every five years if exposure continues. Polysaccharide
vaccine not recommended

anymore



AVTOTOKPLOT 6€ EUPOAMOGUO EVOVTL
HBYV og cvilholpmin

87% oe CD4 > 500

33% o CD4 200-500

Ye aobBeveic ue younio apopnd CD4 (< 200/ul)
ko HIV wupio, Ba mtpémel Tpo tov epPfortacpov
va yivetal Evapén ART

e CD4 200-500, cuotvovtou 4 00celc epufoAriov:
Mnvogc 0, 1, 2, and 6-12
Y& un ovtomokpion, eravainym pe 40 pug (otmAn odon)

ATOAELN TPOGTATEVTIKAOV AVTICOUATOV ¢ 30% /€T0C

Soriano et al, AIDS 2005, 19:221-240
Tenaldi et al, Clin Inf Dis 2004 °38:1478-1484.



Vaccination

Streptococcus pneumoniae

EACS

Evropean AIDS Clinical Society

One dose of conjugated(iii) 13-valent vaccine
(CPV-13) for all individuals,
also if pre-vaccinated with PPV-23

polysaccharide vaccine. No general
recommendation for any booster dose.

Varicella Zoster Virus (VZV)

Yellow Fever Virus

Vaccinate if seronegative

Contraindicated if past or current haematological
neoplasia or thymus affection (thymoma,
resection/radiation). Booster q 10 years.



Drug-drug Interactions between Antimalarial
Drugs and ARVs

European AIDS Clinical Society

EAGS

Antimalarial drugs | ATWic [ ATVIr |DRWIc |DRVIF | LPWIr | EFV | ETV | NVP | RPV |MVC | BIC |DTG |EVGIc| RAL | ABC | FTC | 3TC | TAF | TDF
amaodiaquing a | “a | f f 17 |120%E| = | s | e [ e | e | e | e | e | e | e | e
aremisinin t t t t T 1=50%| |D ID | D | D| D[] t []|m|]a|a]|=]a
E dlovaquone = ||46%% - 1" | 174%® || 75% (| EsS%RY |® S T L i I T R O I

chiomguins . b P s sl e - i - i PP —r = | e | es M S
L fomdamyon | t | t [t |t |t | 4] 4 | & |=|a|a|a|t|a|a|c|c|=]=
§ | doxycycline o [ = [ e [ o [o [17 [ 7 [ 47 [ o [ oo [o [ o= [o ==
§ Ienatantrine o t t £ oU=a0% | [ID4E%| Lf | e [ e e [ 1 [ e | e | e [ o | e [ e
Folmefoqune | g | ¢ |t | 1 [ | 4| &[4 | f e w1 [w o] w]e]e
= | pimaguine e s i it i 4 wad ] - i P - - PR I s | e | ws
% praguani = |la1%d = | 1P 3%l |aRBEsSRY P | 2 (e e | = | ew | e e e e e
E pyrimethamine i “a i i i e ik i ik i > - i — e E E " e

quinina | 1 1 i | ! I | o | E [ | = | | &= | = ]| 0| =]

sufadoxing i “d i i i e ik i s iy s - i L iy = E e ey




DOT: W11 468 -1 2973 2011 00935 x

HIV Mediane (A1), 12, 594-40 A1 Britsh HI'Y Association

ORI1GINAL RESEARCH

Acute systemic inflammation induced by influenza A
(H1N1) vaccination causes a deterioration in endothelial
function in HIV-infected patients

C Viachopoulos,! P Xaplanteris,' H Sambatakou,” E Mariolis,“ A Bratsas,' E (hristoforatou,’ A Miliou," K Aznacuridis” and
C Stefanadis’

Conclusions

Acute systemic inflammation induced by vacdnation against the influenza A/HIN1 virus resulted in
a deterioration in endothelial function in HIV-infeced patients, and this effed was sustained for at
least 48 h Our findings may have important implications in view of the high cardiovascular risk that
HIY infection camies. The effect of the nowvel vacane on endothaial function should be weighed
against the immunological protection that it confers.



Recommended Regimens for Rapid ART

DHHS! EACS?
Recommended Regimens Recommended Regimens
BIC/FTC/TAF BIC/FTC/TAF
DTG + (TAF or TDF) + (3TC or FTC) DTG + TDF/FTC, TAF/FTC, TDF/3TC, or
(DRV/RTV or DRV/COBI) + (TAF or ABC/3TC
TDF) + (3TC or FTC) Boosted Pl + TDF/FTC, TAF/FTC,
Regimens Not Recommended TDF/3TC, or ABC/3TC
NNRTI-based regimens or|DTG/3TC Regimens Not Recommended
due higher rate of transmitted NNRTI DTG/3TC|requires evaluation of
and NTRI drug resistance baseline laboratory test results before
initiation

Regimens requiring ABC until HLA-
B*5701 test results received

1. DHHS Guidelines. June 2021. 2. EACS Guidelines. v 10.1 October 2020. Slide credit: clinicaloptions.com



http://www.clinicaloptions.com/

Assessing Barriers to Care and Treatment

)\l =

Youth Medication
Discrimina ‘ Adherence - Adverse
tion Events



H HIV Aotpwén v eroyn tme COVID-19:

H véa mpayuatikotnta

IIo¢ Oa TpounBevt® Ympic dOroKOTN TA PAPUOKA LOV?
[16G0 PonBder n tnAciotpikn?
IHog Oa yiver adroyn ART?
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Person-centered approach and differentiated service delivery

Integrated Healthcare

Integrated Services Go Beyond
Treatment and Management of
HIV12

CV and metabolic disease care
(e.g., hypertension, diabetes)

Mental health and addiction
counseling

Care frameworks for healthy
aging

Sexual and reproductive health

Social and peer support

Considerations vs. Separated Services?

—

* Loss of specialization
and overburdening of
healthcare workers

« Success of integration
strategies is dependent
on geographical areas

and HIV populations '

£€ The good physician treats the disease; the
great physician treats the patients who have the’?

disease3

Sir William Osler (1849-1919)

Integrated healthcare is key to enable PLWH to access services beyond HIV

1. Bulstra A, et al. PLoS Med 2021;18:e1003836; 2. Lazarus JV, et al. Nat Commun 2021;12:4450; 3. Centor RM. MedGenMed 2007;9:59
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