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* HIV enfeksiyonu tedavi 6ncesi dncesi donemde olimcul bir hastalik
olarak kabul edilirken ginimuzde kronik hastaliklar listesinde yer
almaktadir.

* Insan immun yetmezlik viriisu (HIV) - 1981
 Zidovudin (ilk onay alan ilag) - 1987

* HAART — 1996

* CD4+ T lenfosit sayisindan bagimsiz tedavi — 2015
e Kir - ?7?



HIV'in yasam dongusu

g, * Virts CD4 ve koreseptorlere tutunur,
[d}Z0 Binding membran flzyonu ile virion 6zyapisi
2N sitoplazmaya gecer

' | * Viral genomik RNA ters transkripsiyonla
» proviral DNA’ya donustaralir ve
@R\ cekirdege tasinir
— F e e e Proviral DNA hiicre kromozomuna

v

, ' Nuclear bcalization

integre olur ve transkripsiyon icin kalip
gorevi yapar

* Viral mRNA’lardan viral proteinler
sentezlenir ve yapisal elemanlar
plazma membranina tasinir

 Genomik RNA ve diger virion
bilesenleri bir araya gelir,
tomurcuklanmayla hucreden ayrilir ve
olgunlasir.




Antiretroviral ilaclarin hedefleri
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Revers
transkriptaz




Antiretroviral ilag gruplari

1-Nukleozid veya nulikleotid revers transkriptaz inhibitorleri (NRTI)
2-Non-nukleozid revers transkriptaz inhibitorleri (NNRTI)
3-Proteaz inhibitorleri (Pl)

4-Giris inhibitorleri (ko-reseptdr antagonistleri) (Gl)

5-Flizyon inhibitorleri (FI)

6-Integraz inhibitdrleri (INI)

7-CD4 baglanma inhibitorleri



FDA Approval of HIV Medicines

1981: First AIDS cases are reported in the United States.

1987
Zidovudine (NRTIH)

1991 1992 1994
Didanosine (NRTI) Zalcitabine (NRTI1) Stavudine (NRTI)
1995 s S e 1998 —
Lamivudine (NRTI) “_1 ln.avu (P1) or!‘l I'VIr( ) Abacavir (NRTI) -
saquinavir (P1) Nev:rap:ner(NNRTl) Delavlrc_:hne_(NNRTl) Efavirenz (NNRTI) Amprenavir (P1)
Ritonavir (P1) Nelfinavir (P1)
ROCC O s D 2004
Didanosine EC (NRTI) 2001 Sirhaziohg =
= Emtricitabine (NRTI1) Epzicom (FDC)
Kaletra (FDCQ) Tenofovir DF (NRT1) .
e Enfuvirtide (FI1) Truvada (FDC)
Trizivir (FDCQ) - : .
Fosamprenavir (P1)
T — eI At'izp":a?'?oc) Ma'f‘?'?z(“) Etravizrine (ﬁNRTl)
FPrBNBeTELT Darunavir (P1) Raltegravir (INSTH)
201 2014
Complera (FDC) 2012 2013 Cobicistat (PE)
Nevirapine XR (NNRTH) Stribild (FDC) Dolutegravir (INSTI) Elvitegravir (INSTI)
Rilpivirine (NNRTI1) Triumeg (FDC)
2018
Biktarvy (FDC)
Cimduo (FDC)
2015 2016 Delstrigo (FDC)
Evotaz (FDC) Descovy (FDC) 2017 Doravirine (NNRTI) 2019
Genvoya (FDCQ) Odef Juluca (FDQ) Ibalizumab-uiyk (PAI) Dowvato (FDCQC)
% efsey (FDCQO)
Prezcobix (FDC)

Symfi (FDC)
Symfi Lo (FDC)
Symtuza (FDCQ)
Temixys (FDC)

Drug Class Abbreviations:

CA: CCRS Antagonist; FDC: Fixed-Dose Combination; Fi: Fusion Inhibitor; INSTI: Integrase Inhibitor; NINRTI: Non-
Nucleoside Reverse Transcriptase Inhibitor; NRTI: Nucle
Enhancer; Pi: Protease

sicde Reveaerse Transcripitase Inhibitor; PE: Pharnm
Inibsiitarn; PALR: Post-Attachment Inhibitor

=

kKinet
AlIDS/nro

Note: Drugs in gray are no longer available and/or are no longer recommended for use in the United

States by the HHS HIV/AIDS medical practice guidelines. These drugs may still be used in fixed-dose combination formulations.




Antiretroviral ilaclar

NRTI

Tenofovir disoproksil fumarat (TDF)
Tenofovir alafenamid (TAF)
Emtrisitabin (FTC)

Abakavir (ABC)

Lamivudin (3TC)

Zidovudin (AZT)

Zalsitabin (ddC)

Didanozin (ddl)

Stavudin (d4T)

NNRTI

Efavirenz (EFV)
Nevirapin (NVP)
Rilpivirin (RPV)
Etravirin (ETV)
Delavirdin (DLV)
Doravirin (DRV)



Antiretroviral ilaclar

Pl INI

Tipranavir (TPV) Raltegravir (RAL)

Indinavir (IDV) Dolutegravir (DTG)

Sakinavir (SQV)

Darunavir (DRV) Elvitegravir/kobisistat (EVG/cobi)
Atazanavir (ATV) Bictegravir (BIC)

Lopinavir (LPV)
Ritonavir (RTV)
Amprenavir (APV )

Fosamprenavir (FPV)
Nelfinavir (NFV)



Antiretroviral ilaclar
e Giris inhibitorleri: Maravirok (MVC)
 Flizyon inhibitorleri: Enfuvirtid (T-20)

* CD4 baglanma inhibitérleri: ibaluzimab



Nukleozid veya nukleotid revers
transkriptaz inhibitorleri (NRTI)

* NRTl'lerin hedefi HIV'In revers transkriptaz enzimidir

* Cift sarmalin stabilizasyonunu saglayacak olan fosfodiester
koprulerinin olusmasini engelleyerek proviral DNA’nin elongasyonunu
bloke eder ve zincirin durmasina neden olarak DNA sentezini engeller.

oTenofovir disoproksil fumarat (TDF)
oTenofovir alafenamid (TAF)

o Emtrisitabin (FTC)

oAbakavir (ABC)

oLamivudin (3TC)



Non-nukleozid revers transkriptaz
inhibitorleri (NNRTI)

* NNRTI’ler HIV'In revers transkriptaz enzimini inhibe eder

* Revers transkriptazin katalizorle aktive edilmis olan baglanma
bolgesini bloke ederek polimerizasyonu belirgin 6lcide yavaslatir

* Yuksek oranda ve hizli direng gelisimi dnemli bir sorun

* Direnc¢ genetik bariyeri dusuktur, tek nokta mutasyonu ile ortaya
cikar, grup icinde capraz direnc var (etravirin haric tim sinifa)

oEfavirenz (EFV)
oRilpivirin (RPV)



Proteaz inhibitorleri (PI)

* PI'lar viral 6ncul gag-pol poliproteininin proteaz enzimi araciligiyla
kirtlmasini 6nleyerek infeksiy6z olmayan, immatur viral partikillerin
olusmasina neden olur

* Virolojik olarak potent ve stirdurulebilir etki (6zellikle RTV ile
glclendirildiginde)

* Direncin gelismesi icin bircok mutasyona gerek var, bu nedenle Pl
direnci yavas gelisir (diren¢ genetik bariyeri yliksek)

oDarunavir (DRV)
oLopinavir (LPV)
oRitonavir (RTV)



Girig inhibitorleri (ko-reseptor antagonistlerti)
(GI)
* CCR5 koreseptor antagonistleri, CCR5 molekilune 6zgul olarak

baglanir ve CCR5 molekdlu ile viral gp120 alt biriminin baglanmasini
engeller

e Kullanimi dncesinde viral tropizm belirlenmeli
oMaravirok (MVC)



Flzyon inhibitorleri (FI)

* FUzyon inhibitéra olan T-20, gp41’in HR2 domainini taklit ederek
HR1’e kompetitif olarak baglanir ve hiicreye flizyon icin gp41'de
olusmasi gereken yapisal degisiklikleri inhibe eder

e T-20’ye karsi hizl bir sekilde diren¢ mutasyonlari gelismekte
* Enjektabl bir ajandir
* Daha once bu ilaci kullanmamis tedavi deneyimli hastalarda etkilidir.

oEnfuvirtid (T-20)



Integraz inhibitorleri (INI)
Integraz Strand Transfer Inhibitors
(INSTI)

* Integraz, viral DNA’nin hedef hicre nikleusuna girerek hicresel
genoma integre olmasinda rol oynar (HIV replikasyonunda ana unsur)

* INI’ler integrazin katalitik bolgesine baglanip hiicre niikleusuna
tasinarak integrazin ‘strand transfer’ aktivitesini inhibe eder

* Hizli virolojik baskilama, daha az yan etki ve daha az ilac etkilesimi
oRaltegravir (RAL)

oDolutegravir (DTG)

oElvitegravir/kobisistat (EVG/cobi)

oBictegravir (BIC)



CD4 baglanma inhibitorleri

olbalizumab

* FDA tarafindan “breakthrough” tedavisinde onayli ilk HIV-1 inhibitoru
uzun etkili humanize monoklonal antikordur

 CD4+ T hucrelerinde CD4 reseptoru alani-2 ye baglanarak HIV-1'in
yapisma sonrasi evrede hlcreye girisini engeller.

* ki haftada bir damar ici yolla kullanilir.

* Cok ilaca direncli HIV-1 ile enfekte tedavi deneyimli olgularda
kullanihr

* MUmkun oldugunda diger potansiyel olarak aktif ajanlarla birlikte bir
rejimin bileseni olarak kullanilmalidir.



Rehberler

 DHHS (Department of Human and Health Services)
* EACS (European AIDS Clinical Society)

* |AS (International AIDS Society)

* WHO (World Health Organization; DSO)

* BHIVA (British HIV Association)

 Tlrkiye HIV/AIDS Tani Tedavi Rehberi



Tedaviye ne zaman baslamali?

Erken tedavi

e Daha potent ajanlar
* Daha az yan etki profili
* Daha cok tedavi secenegi

* Kullanimi daha kolay ajanlar
* Direnc profili dusuk ajanlar
e Immin iyilesme

e Kontrolsiiz vireminin
engellenmesi

* Seksuel bulasin azalmasi

Geg¢ tedavi

* Maliyet

* Uzun donemde bilinmeyen
riskler

* Direncg
* Yan etkiler

* Yasam kalitesinin bozulmasi



History of DHHS Recommendations

Evolution to Initiating Treatment

Immediately to Improve Outcomes

1998 2001 2002 2004 2008 2009-11 2015-21
FACTOR RECOMMENDATION FOR TREATMENT
AIDS Treat Treat Treat Treat Treat Treat Treat
. * Recommended + Recommended Treat immediately following
cD4 00 (R)?fcomtmzr;c:)ed at <200 <350 <500 diagnosis, or as soon as
< U < . .
° erat =, . « Risks/Benefits « Favor/Optional possible, to increase uptake of
* Individualize decision at >350 >350 >500 ART and linkage to care,
decrease time to viral
Viral Load | >20,000 >55,000 >100,000 No specific viral load suppression, and improve rate
of viral suppression
ART recommended for HIV-
Oth Pregnant women infected individuals to reduce
er HBV co-infected morbidity and mortality, and for
Factors .
HIVAN the prevention of HIV
transmission

DHHS. Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents. March 2018 and other years as noted. http://aidsinfo.nih.gov/guidelines. Accessed June 2021.




Tum HIV ile enfekte viremik bireylerde, CD4 sayilari dikkate alinmadan
ART’ye en kisa stirede baslanmalidir

* mortalite ve morbiditede azalmaya yol acar (Al)
e hastaligin ilerlemesini ve bulasmayi énler (Al)

e MUmkiunse ilk vizitte tedavi



Tedavi ertelenebilir mi?

* [RIS gelismesine yol acabilecek durumlarda (es zamanli tiiberkiloz,
kriptokok enfeksiyonu gibi)

e Tedaviye uyum problemi ???



Acll tedavi gerektiren durumlar

e AIDS tanimlayici hastalik oykutsa (HIV iliskili demans dahil)
* Gebelik

* Akut firsatci enfeksiyonlar

* CD4 <200/mm?3

e HIV-iliskili nefropatili hasta

* HIV/HBV ko-enfeksiyonlu hasta

* HIV/HCV ko-enfeksiyonlu hasta

» Akut/erken HIV enfeksiyonu



Tedavinin hedefleri

* Vireminin maksimum ve kalici olarak baskilanmasi

* Immiin fonksiyonlarda diizelme, yasam kalitesinde iyilesme
* HIV enfeksiyonu ile iliskili morbidite ve mortalitede azalma
* Beklenen yasam suresinde uzama

* Toplumda HIV enfeksiyonu yayiliminda azalma



ART de temel prensip

* Tedavide 2 ya da daha fazla siniftan en az 2 tercihen 3 ilagh
kombinasyonlar kullaniimali



Neden kombinasyon?

* Viral replikasyonun baskilanmasi
* Sinerjistik veya additif etki
* HIV yasam siklusunun farkli noktalarina etki

e VVirusun farkli hlicre rezervuarlarina etki
oSantral sinir sistemi, lenfoid doku

* Direncli mutant seciminin azalmasi



INI

2 NRTi +m=m)p P

NNRTI



Regimen

Main requirements

Additional guidance (footnotes)

Recommended regimens
2 NRTIs + INSTI
ABC/3TC + DTG HLA-B*57:01 negative | (ABC: HLA-B*57:01, cardiovascular risk)
ABC/3TC/DTG HBsAg negative Il (Weight increase (DTG))
TAF/FTC or TDF/FTC or TDF/3TC Il (Weight increase (DTG, TAF))
+ DTG IV (TDF: prodrug types. Renal and bone toxicity. Nersionio.1
TAF dosi TSION 10,
. e ) October 2020
TAF/FTC/BIC Il (Weight increase (BIC))
TAF/FTC or TDF/FTC or TDF/3TC IV (TDF: prodrug types. Renal and bone toxicity.
+ RAL qd or bid TAF dosing)
'V (RAL: dosing)
1 NRTI + INSTI
3TC + DTG or 3TC/DTG HBsAg negative
HIV-VL < 500,000 copies/mL
Alternative regimens
2 NRTIs + NNRTI
TAF/FTC or TDF/FTC or TDF/3TC "IV (TDF: prodrug types. Renal and bone toxicity.
+ DOR or TAF dosing)
TDF/3TC/DOR VI (DOR: HIV-2)
TAF/FTC or TDF/FTC or TDF/3TC | CD4 count > 200 cells/pL ' IV (TDF: prodrug types. Renal and bone toxicity.
+RPVor HIV-VL < 100,000 copies/mL TAF dosing)
TAF/FTC/RPV or Not on proton pump inhibitor VIl (RPV: HIV-2)
TDF/FTCIRPV With food
2 NRTIs + Plr or Plic
TAF/FTC or TDF/FTC or TDF/3TC | With food IV (TDF: prodrug types. Renal and bone toxicity.
+ DRV/c or DRV/r or TAF dosing)
TAF/FTC/DRV/c VIII (DRVI/r: cardiovascular risk)




Other combinations

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) o .

TDF/FTC/EVG/c or With food ' IV (TDF: prodrug types. Renal and bone toxicity)

TAF/FTC/EVGI/c X (EVG/c: use in renal impairment)

2 NRTIs + NNRTI

ABC/3TC + EFV HLA-B*57:01 negative | (ABC: HLA-B"57:01, cardiovascular risk) : :
HBsAg negative X (EFV: neuro-psychiatric adverse events. Version 10.1
HIV-VL < 100,000 copies/mL HIV-2 or HIV-1 group 0) October 2020
At bed time or 2 hours before dinner - -

TAF/FTC or TDF/FTC or TDF/3TC | At bed time or 2 hours before dinner IV TDF: prodrug types. Renal and bone toxicity. Pyt

+ EFVor TAF dosing)

TDF/FTCIEFV X (EFV: neuro-psychiatric adverse events.

HIV-2 or HIV-1 group 0)

2 NRTIs + Pllb

ABC/3TC + ATV/c or ATVIr HLA-B*57:01 negative | (ABC: HLA-B*57:01, cardiovascular risk)
HBsAg negative Xl (ATV/b: renal toxicity, hyperbilirubinemia)
HIV-VL < 100,000 copies/mL
Not on proton pump inhibitor
With food |

ABC/3TC + DRV/c or DRVIr HLA-B*57:01 negative | (ABC: HLA-B*57:01, cardiovascular risk)

HBsAg negative VIl (DRV/r: cardiovascular risk)

With food
TAF/FTC or TDF/FTC or TDF/3TC | Not on proton pump inhibitor IV (TDF: prodrug types. Renal and bone toxicity.
+ ATV/c or ATVir With food TAF dosing)

Xl (ATVib: renal toxicity, hyperbilirubinemia)

1 INSTI + Pl/b
RAL 400 mg bid + DRV/c or DRV/r | HBsAg negative Vil (DRV/r: cardiovascular risk)

HIV-VL < 100,000 copies/mL

CD4 > 200 cells/pL

With food




DHHS (lL.ast undated June 3. 2021)

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. Choice of ART during pregnancy should be quided by recommendations from the Perinaa
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INSTI plus 2 NRTIs:

o BICITAFIFTC (Al}

o DTGIABCI3TC (Alj—if HLA-B*5701 negative
o DTG plus (TAF or TDF)? plus (FTC or 3TC) (Al)

INSTI plus 1 NRTI:
o  DTGATC (Al), except for individuals with HIV RNA >500,000 copies/mL, HBV coinfection, or in whom ART is {o be
started before the results of HIV genotypic resistance testing for reverse transcriptase or HBV testing are available

Guidelines for the Use of Antiretrovieal
Agants in Adults and Adolescents with HIV
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DHHS (Last updated June 3, 2021) | =2
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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 trials. However, in certain clinical situations, one of these regimens
may be preferred (see Table 7 for examples).
INSTI plus 2 NRTIs:
e EVGI/c/(TAF or TDF)*/FTC (BI)®

e RAL plus (TAF or TDF)® plus (FTC or 3TC) (Bl for TDF/[FTC or 3TC], Bil for TAF/FTC)

Boosted Pl plus 2 NRTIs:
e In general, boosted DRV is preferred over boosted ATV
e (DRV/c® or DRV/r) plus (TAF or TDF)- plus (FTC or 3TC) (Al)
e (ATV/c® or ATV/r) plus (TAF or TDF)- plus (FTC or 3TC) (BI)
e (DRV/c® or DRV/r) plus ABC/3TC —if HLA-B*5701 negative (Bll)

NNRTI plus 2 NRTIs:
e DOR/TDF43TC (BI) or DOR plus TAF/FTC (BIIl)
e EFV plus (TAF or TDF)< plus (FTC or 3TC)
o EFV 600 mg plus TDF plus (FTC or 3TC) (BI)
o EFV 400 mg/TDF/3TC (BI)
o EFV 600 mg plus TAF/FTC (Bll)

e RPV/(TAF or TDF)9FTC (Bl for TAF and Bl for TDF)—if HIV RNA <100,000 copies/mL and
CD4 count >200 cells/mm?

Regimens to Consider when ABC, TAF, and TDF Cannot be Used or Are Not Optimal:
e DTG/3TC (Al), except for individuals with HIV RNA >500,000 copies/mL, HBV coinfection, or in whom ART is to be
started before the results of HIV genotypic resistance testing for reverse transcriptase or HBV testing are available
e DRVIr plus RAL twice a day (Cl)—if HIV RNA <100,000 copies/mL and CD4 count >200 cells/mm?®
e DRVi/ronce daily plus 3TC® (Cl)




EACS BIC

/DTG
TDF/FTC

RAL
+ — DRV/r veya /c

TAF/FTC \

RPV
DOR




EACS

/ DTG

ABC/3TC -+ )

N\

DTG



HIV-2

* NNRTT'lere ve enfuvirtid'e intrinsik direng
* NRT/l'ler, Pl'ler ve INI'ler etkili

2 NRTI /

Pl/r



Onerilen tedavi
Ulkemizde bulunan ruhsatli ilaglar

* TAF veya TDF + FTC veya 3TC + DTG veya BIC veya RAL (2*1)
o Biktarvy
o Truvada/ Hivent/ Sidatria/ Truvent + Tivicay veya Isentress (2*1)

 ABC/3TC/DTG (HLA-B*5701 ve HbsAg negatif ise)
o Triumeq

 3TC+DTG (HIV-RNA <500000 kopya/ml ve HBV koenfeksiyonu
olamayanlarda)

o Epivir + Tivicay, (Dovato)



llac seciminde g6z 6niinde bulundurulan
faktorler

* Direng  Komorbidite varhgi

. . : (kardiyovaskduler hastalik,
Tedavi dncesi HIV RNA ve CD4 hiperlipidemi, kronik hepatit B,

duzeyi kronik hepatit C, karaciger ya da
° | aglann genetik bariyer renal hastallk, tUberkUIoz,

direnci psikiyatrik bozukluk, bagimlilik)
e Yan etki * Hastanin tercihi ve uyum

. o notansiyel
* llac etkilesimi . . .

, _ e Kullanim kolayligi (ilac yuku,

* Gebelik ya da gebelik doz araligl, tek tablet...)

potansiyeli .

* Maliyet

* HLA-B*5701



* RPV temelli rejimler
CD4 <200 hiicre/mm?3 « DRV/r +RAL kullaniimamali

 RPV temelli rejimler

HIV RNA>100.000 kopya/ml « ABC/3TC + EFV veya ATV/r
 DRV/r +RAL kullaniimamali

 RPV temelli rejimler

e ABC/3TC + EFV veya ATV/r
HIV RNA>500.000 kopya/ml  DRV/r+RAL

« DTG/3TC kullanilmamali

HLA-B*5701 pozitif « ABC temelli rejimler kullaniimamali

* NNRTI ve ABC igeren rejimler ve DTG/3TCden
HIV diren¢ sonucglari olmadan kaciniimali
ART baslanan durumlar Onerilen tedaviler:
 DRV/r veya DRV/c +tenofovir/FTC
 DTG+tenofovir/FTC
« BIC/TAF/FTC



TDF’den kaciniimali (RTV ile birlikte

kullanildiginda yuksek risk)

« ATV’den kaginma dusunulmeli

« ABC veya TAF kullaniimali

« Son donem bobrek yetmezligi olan ya da /
hemodiyalize giren hastada TDF dozu

ayarlanarek verilebilir. TDF: sadece KrKiz 50

« TAF KrKl = 30 mL/dak ise kullanilabilir mli/dak
. ivalizli - EVG/c/TAF/FT _
Hemodiyalizli Hasta Glc/ I[FTC TDE+cobi: sadece

e-GFR<60 ml/ kullanilabilir
dak (virolojik supreselerde BIC/TAF/FTC KrKIZ 70 ml/dak

degisikligi)

TAF: sadece KrKiz 30
* KrKl <50 mL/dak, ABC/3TC temelli rejimler

kullanilmamali (3TC doz ayari) ml/dak

 ABC veya TAF kullanilamadiginda diger
tercihler:
O DRV/r + 3TC veya

FYIM\TOCLYTHN



Karaciger hastaligi
ve siroz

Osteoporoz

Kilo alimi

Bazi ARV’ler kontrendike veya doz
ayari gerekir

Child B ve C’de ABC kontrendike

ABCHETIro@eyd MAF kullaniimal

INI’ler (6zellikle DTG ve BIC)
NNRTI ve guclendirilmis Pl’lara
gore daha fazla kilo alimina sebep
olmakta

TAF TDF’e gore daha fazla kilo
alimina sebep olmakta



Psikiyatrik hastalik

HIV iligkili demans

Narkotik replasman tedavisi

EFV ve RPV temelli rejimlerden
kaciniimali

Oncesinde psikiyatrik hastalik 6ykisU
olan INI temelli ART kullanilan

hastalar yakindan izlenmeli

EFV temelli rejimlerden kaciniimall

Hasta metadon kullaniyorsa EFV
temelli rejimlerden kaciniimali,
yoksunluk sendromu gelisebilir

EFV kullaniliyorsa metadon dozunun
arttirllmasi gerekebilir



Yuksek kardiyak
risk

QT uzamasi

Hiperlipidemi

« ABC veya LPV/r temelli rejimlerden kaginiimali
* Pl tercih edilecekse ATV temelli rejimler DRV temelli
rejimlere gore daha avantajli

 EFV veya RPV temelli rejimlerden kaciniimall

Lipid duzeyleri uzerine olumsuz etkileri olan
rejimler:

* Pl/ir veya Pl/c

- EFV

- EVG/c

BIC, DOR, DTG, RAL veya RPV ’in lipid profili Uzerine
yan etkileri daha dusuk

(TDF, ABC veya TAF’a kiyasla tercih)



TB/HIV

Main requirements

Additional guidance {footnotes)

2 NRTIs + NNRTI

TDF/FTC or TD#ISTC + EFVor
TDF/FTC/EFV

At bed time or 2 hours before dinner

(tenofovir salts)
(EFV: suicidality. HIV2 or HIV-1 group 0)

ABC/3TC + EFV

HLA-B*57:01 negative

HBsAg negative

HIV-VL < 100,000 copies/mL

At bed time or 2 hours before dinner

(ABC: HLA-B*57:01)
(EFV: suicidality. HIV-2 or HIV-1 group 0)

2 NRTIs + INSTI

TDF/FTC or TDF/3TC + DTG bid | (tenofovir saits)
IV (DTG: dosing)
TDF/FTC or TDF/3TC + RAL bid | (tenofovir salts)
|V (RAL: dosing)
ABC/3TC + RAL bid HBsAg negative Il (ABC: HLA-B*57:01)
HLA-B*57:01 negative V (RAL: dosing)
2 NRTIs + PlUr
TDF/FTC or TDF/3TC + DRVIr, With food VI (rifabutin dosing)
ATV/r or LPVIr
ABC/3TC + DRVI/r, ATV/r, or LPV/r | HLA-B*57:01 negative 1l (ABC: HLA-B*57:01)
HBsAg negative V1 (rifabutin dosing)

HIV-VL < 100,000 copies/mL
With food
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