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1. What about guidelines

2. What do we need to know (to guess) before reading

3. When & what to start ART ?

4. Other issues related with ART

5. Other issues related with management of HIV patients

6. Final considerations



Organizing a congress and publishing guidelines are

one of the justifications, and often the
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So, it is not a surprise the existence of many different ART
guidelines, with different geographical scopes, including
‘ countries where access to ART is, even now, difficult

Varias de las respuestas anteriores convergen en el caso de la
infeccion por el virus de la inmunodeficiencia humana tipo 1, con
el agravante de que la repercusion cientifica, social y mediatica de

a enfermedad actta como factor potenciador. for tanto, no e
MNPUTE sorpresaque haya una multitud de gulas de tratamiento
antirretrovirico tanto en Estados Unidos como en Europa pero
tambien en paises en vias de desarrollo, donde hasta hace poco la
posibilidad de acceder al tratamiento antirretrovirico era practi-

camente nula'/Las 2 guias de tratamiento anfirretrovirico mas
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The content is a mixture of:

science (evidence based medicine ?)
opinions (expert opinions ?)
politics

and more....lIi
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2. What do we need to know (to guess) before reading

Who is the promoter/sponsor
(a not for profit private body ?, governmental agency ? both ?

Selection & composition of the panel

What is the reason/justification

Who is the intended audience
(doctors ?, patients ?, insurance companies ?,
health authorities ?, all of them ?)

What is the geographical scope

Conflicts of interest
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EDITORIAL REVIEW

Rating evidence in treatment guidelines: a case
example of when to initiate combination
antiretroviral therapy (cART) in HIV-positive
asymptomatic persons

Caroline A. Sabin?, David A. Cooper®, Simon Collins® and Mauro
Schechter

AIDS 2013, 27:000-000
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eBox. Strength of Recommendation and Quality of Evidence Rating Scale
Category. Grade Definition

Strength of recommendation

A Strong evidence to support the recommendation
B Moderate evidence to support the recommendation
- Insufficient evidence to support a recommendation

OQuality of evidence

Ia Evidence from 1 or more randomized controlled clinical trials
published in the peer-reviewed literature

Ib Ewvidence from 1 or more randomized controlled clinical trials
presented in abstract form at peer-reviewed scientific
meetings

IIa Evidence from nonrandomized clinical trials or cohort or
case-control studies published in the peer-reviewed literature

ITb Evidence from nonrandomized clinical trials or cohort or

case-control studies presented in abstract formm at peer-
reviewed scientific meetings

I1T Recommendation based on the panel's analysis of the
accunmilatred available evidence

Adapted from Gross et al. Clin Infecr Dis. 19941

Quite often, panels make decisions (unanimity, consensus or
voting) first and then qualify already taken decisions
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Conflicts of interest do not disappear simply by
the fact of disclosing them

Governmental agencies by definition have conflicts
of interest. But, apparently not for profit,
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conflicts of interest

There are also academic conflicts of interest.
Publishers and journals also have conflicts of
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Since year 2005 initial ART was very effective, well tolerated
and convenient for the patients

Common sense dictated all HIV patients should receive ART
irrespective of CD4+ cell count

Yet, it took 10 years (up to year 2015) and several millions of
dollars to generate evidence to support the common sense



Recommendations for Initiation of ART in HIV-positive Persons with Chronic Infection

1 1 |I| The HEW ENGLAND JOURNAL of MEDICINE
without prior ART Exposure"
Recommendations are graded while taking into account the level of evidence, “ — H GUIDELINES
the degree pfprug_ressinn of HIV diseasﬂ_ and thg _presence of, or high risk Initiation of Antiretroviral Therapy in Early s
for, developing varioustypes of (co-morbid) conditions. Asymptomatic HIV Infection

The INSIGHT START Study Group*

Symptomatic HIV disease (CDC B orC | Asymptomatic HIV infection
conditions, incl. tuberculosis)

A Time to First Primary Event

Current CD4 count 10-

Any CD4 count < 350 > 350
k N ew ] Deferred initiation
] &

SR SR R

Patients |%)

SR = Sfrongly Recommended
R = Recommended

I ART should always he recommended irrespective of the CD4 countwith
the possible exception of elite controllers with high and stable CD4 counts.

Manth

Time should always be taken to prepare the person, in order to optimise No. at Risk

compliance and adherence. Genotypic resistance testing is recommended Defenes niaton " nse ;6 7 s 1 1wy 79 se b4 10
prior to initiation of ART, ideally at the time of HIV diagnosis; otherwise Estmated Percentage e
before initiation of ART. If ART needs to be initiated hefore genotypic Deferred initiztion 05 1z 18 24 33 4l 45 33 59 74

testing results are available, it is recommended to include a PUT in the first-
line regimen. Ideally, before starting treatment, the HIV-YL level and CD4

count should be repeated to obtain a baseline to assess subsequent

response. Moreover, use of ART should also be recommended with any TB & AIDS and non-AIDS
- CD4 count in order to reduce sexual fransmission, risk of AIDS events ma|ig nancies

and mother-to-child transmission of HIV (before third trimester of

pregnancy).

oD | EACS European
2% | AIDS Clinical Society




Recommendation 1: When to start ART among people living with HIV

EACS & WHO’ 2015 Target Specific recommendation Strength of the  Quality of
population recommendation  the evidence
ART in asymptomatic chronic HIV infection Adults? ART should be initiated in all adults | Strong Moderate
with detectable viral load (EACS) (>19 years) ving with HIV at any CD4 cell count N |
750 W Defer As a priority, ART should be initiated in | Strong Moderate
7001 o all adults with severe or advanced HIV
m: (= Consicer clinical disease (WHO clinical stage 3 or
5504 New 4) and individuals with CD4 count <350
E s & cells/m?
£
T 400 I I I I ENET ART should be initiated in all pregnant | Strong Moderate
¢ B0 VCESICXSTIVI and breastfeeding women living with
é :':;' I 88 Recommend  RIGTEN HIV at any CD4 cell count and continued
200 felong
. :;’:Z IGIECHICR ART should be initated in al Conditional Low
50- (\DRENTEIRIIN adolescents iving with HIV at any (D4
- cell count [N
A bkl @@ N
& ,ﬁ,@“,@ ’sﬁ ’SQ & ‘SQ PP PP As a priority, ART should be initiated in | Strong Moderate
— Year of publication in HIV Medicine/Website .
all adolescents with severe or advanced
o HIV clinical disease (WHO clinical stage
& | AIDS ol Sty 3 or 4) and individuals with CD4 count
<350 cells/mm’
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|

Elite/viremic controllers

Do not like ART & CD4+ cell count >350-500
Do we need a resistance test before ART

Initiation “"same day” ?
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GESIDA, 2018

L

Tabla 3. Combinaciones de TAR de inicio recomendadas'

3er Farmaco Pauta’ Comentarios?

INI DTG/ABC/3TC | ABC esta contraindicado en pacientes con HLA-B™5701 posttivo

DTG+FTC/TAF

RAL+FTC/TAF B RAL puede administrarse indistintamente como 1 comprimido de 400 mg
cada 12 horas, 0 2 comprimidos de 600 mg (nueva formulacion) cada 24
horas”.
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'I;LIas. Combinacionesod%\T«ﬁQﬁ‘l'g @@%%6@&}

[\
3er Farma-y, Paul<" Comentarios?

“‘ .P lﬁg\gles ‘

oNg de los pacientes y que en ensayos clinicos aleatorizados han mostrado una

EPE;ZE?@Q tego ando no-inferioridad presentan ventajas adicionales en tolerancia, toxicidad o un bajo
riesgo ra 6@&m olégicas.
INI hd DTG/ABC/3TC B ABC esta contraindicado en pacientes con HLA-B"5701 positivo
DTG+FTC/TAF
RAL+FTC/TAF B RAL puede administrarse indistintamente como 1 comprimido de 400 mg

cada 12 horas, o 2 comprimidos de 600 mg (nueva formulacion) cada 24
horas™.

BIC/FTC/TAF



IAS-USA, 2016

Table 3. Recommended Initial Antiretroviral Therapy Regimens®

Regimen

Rating

Dolutegravir/abacavir/lamivudine

Dolutegravir plus tenofovir alafenamide /femtricitabine®

Ala
Ala

Flvitegravir/cabicistat/tenafovir alafenamide/emtricitabine”  Ala

Raltegravir plus tenofovir alafenamide /emtricitabine®

Alll

DHHS Feb 2018

Recommended Initial Regimens for Most People with HIV

Recommended regimens are those with demanstrated durable virologic efficacy, favorable tolerability and foxicity profiles, and ease of use.

INST! + 2 NRTs:

+ DTGIABC/3TC? (Al}—if HLA-B*5701 negative

+ DTG + tenofovi/F TG* (Al for both TAF/FTC and TDF/FTC)
+ EVGIchtenofovirlFTC (Al for both TAFFTC and TDF/FTC)

EACS Oct 2017

A) Recommended regimens (one of the following to be selected)’”

* Regimens are listed in alphabetic order by integrase strand transfer inhibitor
component. Components separated with aslash (/) indicate that they are

avallable as coformulations.

® | settings in which tenofovir alafenamide/emtricitabine s not available,
tenofovir disoproxil fumarate (with emtricitabine or lamivudine) remains an
effective and generally well-tolerated option. Given the imited long-term
experience with tenofovir alafenamide, some clinicians may prefer to continue

using tenofovir disoproxil fumarate pending broader experience with

tenofovir alafenamide in clinical practice.

2 NRTIs + INSTI
ABCATCIDTG ABC/3TCIDTG 600/300/50 mg, 1 tablet qd AliCa/Mg-containing antacids or | None
TAFIFTC" or TAF/FTC 25200 mg, 1 tablet gd or mulivitaming should be taken well | None
TOFFTC TDFIFTC 300/200mg, 1 tablet qd separated in time (minimum 2h

after or 6h before)
+0TG +DTG 50mg, 1 tablet qd DTG 50 mg bid with rifampicin.
TAFIFTCIEVGIe™ or TAFFTCIEVGIc 10f2001501150 mg, 1 tablet qd or AliCalMg-containing antacids or | With food
TOFFFTCIEVG TDFRIFTCIEVGIe 300/200/150/150 mg, 1 tablet qd mulfivitamins should be taken wel

after or h before)
TAFIFTC® or TAF/FTC 25200 mg, 1 tablet qd or Co-administration of aniacids None
TOFFTC TOFIFTC 3004200 ma, 1 tablet gd containing Al or Mg not recom-
+RAL +RAL 400 mg, 1 tablet bid mended. RAL 400 or 800 mg bid

with rifampicin.
2 NRTIs + NNRTI
TAFIFTCIRPV or TAFIFTCIRPV 25/200/25 mg, 1 tablet od or Only if CD4 count > 200 cellsiuL | With food

TOFIFTC/RPY 300/200/25 mg, 1 tablet qd

TDHFrcn]E . PV

2 NRTIs + Plir or Plic

TAF/ FT D mag, 1 tablet gd or
TDFFF 3 JFF 3 JDU mg, 1 tablet gd

+DRWc or DR /Ic'800150 mg, 1 tablet qd or

+DRVIF + DRV 800 mg, 1 tablet gd + RTV 100 mg, 1 tablet od

and HIV-VL < 100,000 copiesimL.
PPI contraindicated; H2 antago-
nists to be taken 12h before or 4h
after RPV.

Monitor in persons with a known | With food
suffenamide allergy.
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44 What to start irstfine ART

Tablg 4.1, Firs-line ART regimens for aduls, pregnant or breastfegding
Women, adolescents and children

Frst-lne ART Preferred firstfine Altermative firstine regimengé®
regimens
Adults TOF+31C(or FTC)+ BV~ [ AZT 4 31C + EFV (or NVP)
TOF 4 31C {orFIC] 4 DTG
TOF 4 31C for FIC) 4 EFVce
TOF +31C for FIC] 4 NVP
Preqnant or hreastfeeding | TDF+ 31C(or FIC) + EFV | AZT + 3TC 4 EFV or NVP)
WO TOF-+ 31C for FIC) + NVP
Adolescents TOF+37C (or FC) + BV~ [ AZT437C + EFV [or NVP)

TDF {or ABC) + 31C (or FTC) + DTG

TOF (0r ABC) + 3TC (or FTC) 4 EFVlg
TOF (or ABC) + 3TC {or FIC) + VP




TRANSITION TO NEW
ANTIRETROVIRAL

DRUGS IN HIV
PROGRAMMES: CLINICAL
AND PROGRAMMATIC

CONSIDERATIONS

JULY 2017

@iz 3, GCONCLUSIONS

[here are many factors to consider when deciding to
ntroduce new ARY drugs: efficacy, safety, drug interactions
£.0. T8 drugs), price, affordability, population prevalence

i HIVDR, requiatory approval and availability of quality-
jssured generic and fixed-dose formulations.

£ transition from EFVG00 to DTG a5 a first-line opTm
ow- and middle-income countries could be cost-neutral or

swen reduce costs, if DTG can be provided in the context of
Jeneric competition and reduced pricing. The current pricg

erit formulations of DTG has fallen to USS4Afer
JETSON PET YEar I IeeoTTe e vEn 10WE 35 more
JEneric versions become available.



REGIMENS CONTAINING INSTI

Blasco, Gatell et al. EIMC 2018, in press

Trials in antiretroviral naive patients (pooled analysis)

TAF/FTC/BIC (n=2)

TFV/IFTC+ DTG (n=3)

ABC/3TC/DTG (n=4)

TFV/IFTC/EVGI/c (n=4)

TFV/IFTC+ RAL (n=3)

o
o
o
o
o

Percentage of response (ITT exposed, missing or NC = F)
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| = I S
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Switch Strategies for Virologically Suppressed Persons

Definition of virologically suppressed

Clinical tnials exploring switching strategies have defined suppression as an
HIV-WLE < 50 copies/mL for at least 6 months.

Indications

1. Documented toxicity caused by one or more of the antiretrovirals includ-
ed in the regimen. Examples of these reactive switches: lipoatrophy (d4T,
AFT), central nervous system adverse events (EFY), diarrhoea (Pl/r) and
Jaundice (ATW), proximal renal tubulopathy and low bone mineral density
(TDF), see Adverse Effects of ARVWs and Dirug Classes.

. Prevention of long-term toxicity. Example of this proactive switch:
prevention of lipoatrophy in persons receiving d4T or AZT and prevention
of proximal renal tubulopathy with TDF, see Adverse Effects of ARVs and

Drug Classes. ‘

. Avoid serious drug-drug interactions
and Iimprove

N

. Planned pregnancy
Ageing and/or co-morbidity with a possible negative |mpa
current regimen, e.g. on CWD risk, metabolic parame
. Simplification: to reduce pill burden, adjust 1
adherence. Gs_.
. Starting of HCV treatment in case ‘QO
drug Interactions |

N 0 OpW

Principles

Clinicians ways review pcrsmble a
issues Wlt rrent antiretroviral regl

suppressed |t should not be a t
well adapted and toleratlngﬁ

nts or tolerability
ecause the HIV-VL is
e HIV-positive person is
eglmen

odification should be to eliminate or
improve ad ts, fac:llltate adequate treatment of co-morbid con-
ditions, andy ve quallt}-r of life.

2. The primary concern when switching should be to sustain and not to jeop-
ardize virological suppression. In persons without prior virological failures
and no archived resistance, switching regimens entail a low risk of subse-
quent failure if clinicians select one of the recommended combinations
for first-line therapy. The majority of clinical trials showing non-inferiority
of the new regimen after the switch have actively excluded persons with
prior virological failures.

3. A complete ARW history with HI'WV-VL, tolerability issues and cumula-
tive genotypic resistance history should be analysed prior to any drug
switch.

4. APl or Pl/Yc may be switched to unboosted ATY, an NMNRTI, or an
INSTI only if full activity of the 2 NRTIs remaining in the regimen can
be guaranteed. Switches have to be planned especially carefully when
they result in a decrease in the genetic barrier of the regimen in case of
prior virologic failures. Clinicians should review the complete ARV history
and availlable resistance test and HIV-VYL results before switching, and
ensure no drug-drug interactions may lead to suboptimal drug levels (e.g.
unboosted ATY and TDF).

1. The objectiues of

g interaction, ses E}Iw
petween DGA \N
“\ﬂ =160

5. Before switching, remaining treatment options in case of potential

virclogical failure of the new regimen should be taken into consideration.

For example, the development of the M184% RT mutation in HV-positive

persons who fail a 3T C-containing regimen might preciude the future use

of all currently available single-tablet regimens.

Switches of single drugs with the same genetic bamier (for example EFYW

to RAL) s usually virologically safe in the absence of resistance to the

new compound.

7T Clinicians should carefully review the possibility of drnug-drug interactions
with the new regimen.

8. If the switch implies discontinuing TDF and not starting TAF, clinicians
should check the HBW status (avoid discontinuation of TDF in persons
with chronic HBYW and assess HBW vaccmatlon statﬂs}

9. HIV-positive persons should be seen soon ? g ecks) after treatment

Sv to check for maintenance of su ‘ nd possible toxicity of
i};‘ Aeglmen

IV-positive person re rates a regimen that is no

eive
Ionger a preferred Gptl need to change. Example: persons
tolerating EFV-co ﬂ ens.

. See online vl ow to Change ART from the EACS online
gement of HIV.

courge Clqa
gﬂna strategies

Dual therapy:

DTG + RPV

3TC + (DRV/r or DRV /c) or

3TC + (ATW/r or ATW/c)
In clinical trials these strategies have not been associated with more virologi-
cal rebounds than triple therapy.

2

Monotherapy with DRWV/r:

In chimcal tnals this strategy has been associated with more virological
rebounds than triple therapy. DRN/T monotherapy is an option only for excep-
tional persons who are not candidates for dual therapies._

Dual therapy with 3TC+ Pl/t or monotherapy with DRVW/T may only be given
to persons with a) no resistance to the Pl, b) suppression of HIWV-VL to < 50
copies/mL for at least the past 6 months and c) absence of chronic HBW
co-infection.

Strategies not recommended

a_  Monotherapy with ATW/T

b. Monotherapy with DTG

c. Tnple NRTIs combinations

d  Specific two-drug combination, ie 1 NRTI + 1 NNRTI or 1 NRTI + 1

unboosted PI, 1 NRTI + RAL, 2 NRTIs, MvC = RAL, Pl/r or Pl/ic + MWC,
ATV/ror ATW/c + RAL

2_ Intermittent therapy, sequential or prolonged treatment intermruptions
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3. When & what to start ART ?
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Recommendations/quidance are pretty similar. May use
different wording or different ways of presenting
same information

May/should go beyond published evidence

Use to represent the "minimum” SOC. As such may
represent a defense mechanism for prescribers when
they need to interact with third party payers (NHS's
in Europe) and developers (pharma companies)
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Antiretroviral Drugs for Treatment and Prevention
of HIV Infection in Adults

2016 Recommendations of the International
Antiviral Society-USA Panel

Huldrych F. Giinthard, MD; Michael S. Saag, MD; Constance A. Benson, MD; Carlos del Rio, MD; Joseph J. Eron, MD;
Joel E. Gallant, MD, MPH; Jennifer F. Hoy, MBBS, FRACP; Michael J. Mugavero, MD, MHSc; Paul E. Sax, MD;
Melanie A. Thompson, MD; Rajesh T. Gandhi, MD; Raphael J. Landovitz, MD; Davey M. Smith, MD;

Donna M. Jacobsen, BS; Paul A. Volberding, MD

JAMA, 2016



Table 1. Strength of Recommendation and Quality of Evidence

Rating Scale®

Rating

Definition

Strength of
recommendation

A
B
C

Quality of
evidence
la

Ib

lla

llb

Strong support for the recommendation
Moderate support for the recommendation

Limited support for the recommendation

Evidence from 21 randomized clinical trials published
in the peer-reviewed literature

Evidence from =1 randomized clinical trials presented
in abstract form at peer-reviewed scientific meetings

Evidence from nonrandomized clinical trials
or cohort or case-control studies published
in the peer-reviewed literature

Evidence from nonrandomized clinical trials or cohort
or case-control studies presented in abstract form
at peer-reviewed scientific meetings

Recommendation based on the panel’s analysis
of the accumulated available evidence

2 Adapted in part from the Canadian Task Force on Periodic Health

Examination.®




4.3 When to start ART
4.3.1 When to start ART in adults (>19 years old)

Recommendation

e ART should be initiated in all adults living with HIV, "w
regardless of WHO clinical stage and at any CD4 cell count
(strong recommendation, moderate-quality evidence).

* As a priority, ART should be initiated in all adults with severe or advanced HIV
clinical disease (WHO cdlinical stage 3 or 4) and adults with CD4 count
<350 cells/mm? (strong recommendation, moderate-quality evidence).

Sources:

Guideline on when to start antiretroviral therapy and on pre-exposure prophylaxis for HIV. Geneva: World Health Organization
2015 (httpfwww.who.inthiv/pub/guidelines/earlyrelease-anden).

Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV infection: recommendations for a public
health approach Geneva: World Health Organization; 2013 (http:'fwww.who.int'hiv/pub/guidelinesfan2013/download/en).



Recomendaciones Gesida 2018

Tabla 3. Combinaciones de TAR de i

3er Farmaco Pauta’ Comentarios?

DTG+FTC/TAF
paseTemaF M RAL puede administrarse indistintamente como 1 comprimido de 400 mg
RAL+FTC/TAF ~ cada 12 horas, 0 2 comprimidos de 600 mg (nueva formulacion) cada 24
horas®.
Gesida 2018 SI

1000




Recomendaciones Gesida 2018

INI EVG/c/FTC/TAF

IP potenciado DRV/c/FTC/TAF* o
DRV/p+FTC/TAF**

ITINN RPV/FTC/TAF*

Mayor potencial de interacciones que ofras pautas basadas en INI

Puede considerarse de eleccion cuando se requiera de una pauta con elevada
barrera genética (pacientes con problemas de adherencia)

Es imprescindible evaluar posibles interacciones
No indicado en pacientes con CVP >100.000 copias/mL
Puede considerarse de eleccion en pacientes con CVP <100.000 copias/mL

Realizar previamente un estudio genotipico que descarte mutaciones de
resistencia a ITINN

Contraindicado si se utilizan inhibidores de la bomba de protones

Se debe tomar siempre con una comida

Gesida 2018 S|

L EXPERMENCIA
G0 (ANSIA

1000




Recomendaciones EACS Nov

2017

* EE

A) Recommended regimens (one of the following to be selected)

Regimen Dosing Caution Food requirement
2 NRTIs + INSTI
AECISTCIDTGU' . ABCITC/DTG 600/300/50 mag, 1 tablet gqd AlfCa/Mg-containing antacids or None
TAFFTC™or TAF/FTC 251200 mg, 1 tablet qd or multivitaming should be taken well | None
ToFFTC™ TDFIFTC 300/200 mg, 1 tablet gd separated in time: (minimum 2h

after or 6h before).
+DTG + DTG 50 mg, 1 tablet qd DTG 50 mg bid with rifampicin.
TAFFTCIEVGIC™ or TAFFTC/EVGIc 10/2001150/M50 mg, 1 tablet qd or AlfCa/Mg-containing antacids or With food
TDFFTC/EVGR ™™ TOFIFTC/EVG/c 300/200/150/150 mg, 1 tablet qd multivitamins should be taken well

separated in time (minimum 2h

after or 6h before).
TAF/FTC™ ar TAF/FTC 25/200 mg, 1 tablet qd or Co-administration of antacids None
ToEFTC” TOFIFTC 300/200 mg, 1 tablet qd containing Al or Mg not recom-
+ RAL + RAL 400 mg, 1 tablet bid mended. RAL 400 or 800 mg bid

with rifampicin.
2 NRTIs + NNRTI
TAFIFTC/RPY™ ar TAF/FTCIRPV 25/200/25 mg, 1 tablet qd or Only if CD4 count > 200 cellsiul | With food
TDFIFTCIRPY TDFIFTC/RPV 300120025 mg, 1 tablet qd and HIV-VL < 100,000 copies/mL.

PPl contraindicated, H2 antago-

nizts to be taken 12h before or 4h

after RPV.
2 NRTIs + Plir or Plic
TAF/FTC™ ar TAF/FTC 10200 mg, 1 tablet qd or Monitor in persons with a known | With food
ToFFTC™ TOFIFTC 300/200 mg, 1 tablet qd sulfonamide allergy.
+DRVIE" or DRV/c 800/150 mg, 1 tablet gd or
+DRVE" + DRV 800 mg, 1 tablet gd + RTV 100 mg, 1 tablet qd

Version 9.0
October2017

English

1. European AIDS Clinical Society Guidelines v. 9.0 October 2017. Disponible en: http://www.eacsociety.org/files/guidelines 9.0-english.pdf. Con acceso:

febrero 2018.

V Este medicamento esta sujeto a seguimiento adicional, es prioritaria la notificacion de sospechas de reacciones adversas asociadas a este medicamento.

S

1R
GRS

1000



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

Recomendaciones DHHS Feb

2018

AIDS75

Recommended Initial Regimens for Most People with HIV
Recommended regimens are those with demonstrated durable virologic efficacy, favorable tolerability and toxicity profiles, and ease of use.

INSTI + 2 NRTls:

+ DTG/ABC/3TC? (Al}—if HLA-B*5701 negative

» DTG + tenofovir’/FTC? (Al for both TAF/FTC and TDFIFTC)
» EVGlcitenofovir/FTC (Al for both TAF/FTC and TOF/FTC)
+ RAL® + tenofovirt/F TC® (Al for TDFIFTC, All for TAFIFTC)

Recommended Initial Regimens in Certain Clinical Situations

These regimens are effective and tolerable, but have some disadvantages when compared with the regimens listed above, or have less

supporting data from randomized clinical tnals. However, in certain clinical situations, one of these regimens may be preferred (see Table
[ for examples).

Boosted Pl + 2 NRTIs: (In general, boosted DRV is preferred over boosted ATV)
+ (DRV/c or DRVIr) + tenofovirt/FTC? (Al for DRVIr and All for DRVIc)

+ (ATV/c or ATVIr) + tenofovir/FTC? (BI)

» (DRV/c or DRVIr) + ABC/3TC® —if HLA-B*5701-negative (BII)

+ (ATV/c or ATVIr) + ABC/3TC? —if HLA-B*5701-negative and HIV RNA <100,000 copies/mL (CI for ATV/r and CIll for ATV/c)

El texto resaltado en amarillo implica cambios vs. la version anterior de las guias
TAF no estd comercializado en Espafia como farmaco independiente

3. Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents DHHS panel. Disponible en https://aidsinfo.nih.gov/contentfiles/Ivguidelines/adultandadolescentgl.pdf. Con acceso:

febrero 2018.

1000



https://aidsinfo.nih.gov/contentfiles/lvguidelines/adultandadolescentgl.pdf
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Recommendations for initiation of ART in HIV-positive persons without prior ART
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