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Overview & History of HIV:
Fpidemiology, ART, 1%t [ine
treatment & monitoring

SESSION 1 MORGAN YOUNKIN, MD, MPH

HIV/HBV DIDACTIC SERIES FAMILY MEDICINE RESIDENT
APRIL 13, 2020 LAWRENCE FAMILY MEDICINE RESIDENCY

LAWRENCE, MA, USA




Hello, from a distance.
Thanks SARS-CoV-2...

,,,,,



Please be in contact ©

morganyounkin@gmail.com

WhatsApp: +1-314-341-2245

morgan.younkin@glfhc.org



mailto:morganyounkin@gmail.com

Flipped classroom format

Virtual interaction is hard, but let’s TRY!

Your preparation will make all the difference for your learning & the group experience
o Spend 20 minutes prepping prior to each session

Please “interrupt” — this is not a lecture!

I’ll ask questions and you’ll answer some post-session assessments

> When | don’t know an answer I'll say so, and look it up after the session
o (we can also poll the group for wisdom)

° This is NOT a test
> | don’t grade you ©

° Goal: to gauge where we are and how we can be better going forward for our patients



Overall Outline

5 session, 2 hours each

1. HIV & ART overview 4. Special Populations:
o History, Epidemiology, transmission/risk, o Pregnancy, antenatal & intrapartum, infant care
staging & pediatric

o Med Class Overview, ART initiation

5. HIV/HBV Case-Based Application

2. Treatment monitoring & Failure 1. Case Application
o 2nd & 3rd [ine ART, toxicity/complications, 2. Wrap-up/review, miscellaneous items
monitoring

o Prevention

3. Opportunistic Infections & Hepatitis B
o Qls, ART considerations, Prophylaxis

o HBV dx, tx, surveillance, & HIV-HBV co-infection



Source Materials

Liberia Integrated Guidelines for Prevention, Testing, Care, and Treatment of HIV and AIDS
o 5th edition, August 2019

WHO HIV Diagnosis, Treatment, and Opportunistic Infection Guidelines
° 2016, 2018 ART update

o https://www.who.int/publications/guidelines/hiv aids/en/

WHO Hepatitis B treatment guidelines (2015)
o https://www.who.int/hepatitis/publications/hepatitis-b-guidelines/en/

Reference Materials

Department of Health & Human Services. HIV Guidelines. USA. https://aidsinfo.nih.gov/guidelines

Egndamentals of HIV Medicine. American Academy of HIV Medicine. Oxford University Press. 2017
ition.

National HIV Curriculum. University of Washington & CDC. USA. https://www.hiv.uw.edu/



https://www.who.int/publications/guidelines/hiv_aids/en/
https://www.who.int/hepatitis/publications/hepatitis-b-guidelines/en/
https://aidsinfo.nih.gov/guidelines
https://www.hiv.uw.edu/

HIV History

1981

AIDS identified as a clinical syndrome of immunodeficiency

|
CENTERS FOR DISEASE CONTROL June 5, 1981 / Vol. 30 / No. 21

Epidemiologic Notes and Reports
249 Dengue Type 4 Infections in U.S. Trav-
elers to the Caribbean
250 Pneumocystis Pneumonia — Los An-
es
g'nrom Trends
252 Measles — United States, First 20
| Weeks
| 253 Risk-Factor-Prevalence Survey — Utah
| " " 259 Surveillance of Childhood Lead Poison-

ing — United States

| MORBIDITY AND MORTALITY WEEKLY REPORT sq |nternational Notes
|

Quarantine Measures

Epidemiologic Notes and Reports

Pneumocystis Pneumonia — Los Angeles

In the period C
treated for biopsy
in Los Angeles, C
confirmed previou:
infection. Case rep!

The New England
]ournal of Medicine

©Copyright, 1981, by the Massachusetts Medical Society

Number 24

Volume 305 DECEMBER 10, 1981

PNEUMOCYSTIS CARINII PNEUMONIA AND MUCOSAL CANDIDIASIS
IN PREVIOUSLY HEALTHY HOMOSEXUAL MEN

Evidence of a New Acquired Cellular Immunodeficiency

MicHaiL S. Gorruies, M.D., RoBerT ScHrOFF, Pu.D., Howarp M. ScHANKER, M.D.,
JoeL D. WEeisman, D.O., PENG TuiM Fan, M.D., RosertT A. WoLr, M.D., aAND ANDREW Saxon, M.D.

1983 - 1984

HIV-1 identified as the causative agent of AIDS

Frequent Detection and Isolation of Cytopathic Retroviruses
~ (HTLV-III) from Patients with AIDS and at Risk for AIDS

Isolation of a T-Lymphotropic Retrovirus from a Patient nmuno-
IDS

at Risk for Acquired Immune Deficiency Syndrome (AIDS) ef:, the
viruses

Abstract. A retrovirus belonging to the family of recently discovered human T-cell solated
leukemia viruses (HTLV), but clearly distinct from each previous isolate, has been | of four
isolated from a Caucasian patient with signs and symptoms that often precede the 1ile pa-
acquired immune deficiency syndrome (AIDS). This virus is a typical type-C RNA ‘ts. No
tumor virus, buds from the cell membrane, prefers magnesium for reverse transcrip-, ts. The
tase activity, and has an internal antigen (p25) similar to HTLV p24. Antibodies from e of the
serum of this patient react with proteins from viruses of the HTLV-I subgroup, but er data
type-specific antisera to HTLV-I do not precipitate proteins of the new isolate. The ibodies
virus from this patient has been transmitted into cord blood lymphocytes, and the 1t differ
virus produced by these cells is similar to the original isolate. From these studies it is 1y their
concluded that this virus as well as the previous HTLV isolates belong to a general lIts and
family of T-lymphotropic retroviruses that are horizontally transmitted in humans jrimary
and may be involved in several pathological syndromes, including AIDS.

-

Gottlieb et al 1981; Barre-Sinoussi et al 1983; Gallo et al 1984



Simian Immunodeficiency Virus (SIV)

~1908
Chimpanzees

Southeast
Cameroon

Greater Spot-Nosed Monkey

Sharp & Hahn 2011



Origin & Spread of HIV-1

CAMEROON

" “Bwamanda
®

.............

Colonialism & forced labor
o Belgium & German control of Cameroon & Congo “ia. T

° |vory & Rubberindustry | &

) Kisangani

o Transportation Networks GABON
DEMOCRATIC
o Trails, waterways, railways REPUBLIC
:. Brazzaville OF CONGD

¢ ‘:i%
Pointe-Noire = -

) Mbuji-Mayi

Katanga

© Sample locations

+~+ Railways

Waterways
Spatial scale: ANGOLA
p——i 200 km Likasi
Timescale: ,
1920 1961 : /%0 Lubumbashi
o : -

Faria et al 2011; Timberg & Halperin 2012




Fusion
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HIV Types

Lentivirus
o Retrovirus

—

Translation

Provirus
integration

HIV-1 — \
P \':\q_ #1_
> Groups M = 90-95% of HIV-1 o ) .
T S = — & pay
o Further subtypes & clades e S ‘ B e P M ® & 7 e By ot
o Of little clinical relevance M, NG 4 *‘C/\ ' . ’ﬁ! TS
/'4" =X - - ':\ ;‘}" = 3 - L
> Most recent common ancestor = 1920 - \‘\ ¥ =2 ance ABE A~ . I\
\1/?}‘ Portugal ot \ . o 4 g
HIV-2 _ : .\*":‘
° 30-40% homology with HIV-1 == a DIFFERENT virus \ T\, South
> 2-5% of global HIV infections o7 orea
o Co-infection with HIV-1 is high (up to 20% rate in parts of West Afrlca) B o
> HIV-2 mono-infection is likely declining . ,"‘-.;”l"' 4. -Bissau Gote N»ge‘,i' 5 R\ A4 .
° Found in parts of West Africa ) ™ Ba AL e TURT
° Guinea-Bissau, Gambia, Senegal, Cote d’lvoire, Mali, Nigeria, Senegal, Sierra Leone { 9 [ [ [ \5 /3 o
> Immigration distributes it more widely 1/ >~ ) ‘ {
> Most recent common ancestor = 1940 B Hv-2provalence>1% o - .
D HIV-2 prevalence <1% [ -
[] Absentnodata . 4 /
— Phylogeographic links %i

Kirchner 2017; Faria et al 2014



Basic Epidemiology

Liberia (2016)

> Prevalence: 39,000 (1.4%)
° 32% do not know they are HIV +
° 35% on ART
o 13% with suppressed viral load . .

> Key Populations n
° 20% prevalence in men who have sex with men (MSM) ‘
° 10% prevalence in sex workers

° 4% prevalence in people who inject drugs (PWID)
o Reproductive age women have 60% higher prevalence than men

> Since 2010: Prevalence
> 31% decrease in incidence W 4% WO05-14% W 02-05%
> 34% decrease in AlDS-related deaths W <02% No data

UNAIDS 2020



Your experience

What do you estimate the HIV prevalence to be in your community, in your hospital, clinic?
o What are your communities high risk or key populations?

How do your patients perceive personal risk of infection?
What are harmful & helpful beliefs of HIV common in your community?

How have societal institutions (religious, educational, governmental, local leadership) responded
to HIV in your experience?



*** acute HIV, high viral load, concurrent
STIl, and mucous membrane injury all

. . . increase risk ***
Transmission Risk
. |Riskper10,000 exposures |Average exposures per infection |

Blood Transfusion 9,250 ~1
Needle Sharing during Injection Drug Use 63 159
Needle Stick Injury 23 435
5 Receptive Anal Intercourse 138 72
E Insertive Anal Intercourse 11 909
§—< Receptive Vaginal Intercourse 8 1,250
é- Insertive Vaginal Intercourse 4 2,500
> ~ Oral Intercourse Low
Biting, spitting, or body fluids on intact skin Very low
Mother-to-child transmission without ART 2,500 (25%) 4
MTCT including breastfeeding without ART 4,500 (45%) 2.2

Patel et al 2014



Testing overview

HIV Enzyme Immunoassays (EIA)
o 1st gen — 1980s, high false +
o 2nd gen — 1980s, blood bank screening HIV RNA (plasma)

HIV Antibody
o 3rd gen — 1990s, sandwiched Antibodies 1gG / IgM HIV-1 p24 Antigen v
o 4th gen — 3 gen Antibody & p24 Antigen combo

HIV Rapid Testing
o Determine: Ab / Ag with HIV 1/2 differentiation HIV Infection
> Bioline: 1gG / IgM Ab with HIV 1/2 differentiation [l l R —
> Uni-Gold: Ab with HIV 1/2 differentiation o T
HIV Nucleic Acid Amplification Test (NAAT / “viral load”) perid A°5“"V'"’e°'5° Fetablshed HIV nfection >
> RNA, DNA Detetont 0eciln  Petscon Dot
HIV Western Blot 14’3??:1.@';
o HIV lysate protein band identification in gel electrophoresis P—— T

o ~2 months until positive

Branson et al 2014




Most recent HIV test result: ~ Last Positive — ‘

i Y
Testing algorithm [ Test 1+2 [Parallel confirmatory) ] i [(Imme " Pafa||l?rset;}e;tTg§to%hercounselor)]
g y p g l { l i l Y l

Test 1+ Test 2 Test 1+ Test2 Test1+Test2 | i(Testi+Test2) (Testd+Test2) (Test1+Test2

Test outcome { :)ositivet ] { r':egativet ] [ ditscordan: ] i{ezositi::] {enegati:g;] [:isscordeazt]
Liberia: after initial positive test > send 2 parallel confirmatory . — J
o Confirmatory 1 & 2 positive = HIV +
! ! !

o Confirmatory 1 & 2 discordant = repeat test after quality review
o Confirmatory 1 & 2 negative = Dried Blood Sample for NAAT

\

3
Age group [ Under 12 months [ 12-23 months [ 2years +

| Y
\ Mum HIV positive Confirmatory Confirmatory L .| Confirmatory test
Result give (Exposed infant) {antibody) positive positive "1 inconclusive

WHO: recommendation by prevalence
o If >5% prevalence in population tested:
o Diagnosis requires 2 consecutive positive tests

o If 1/3 assays is reactive = HIV negative Risk category
o If assays are reactive > non-reactive > reactive == inconclusive, repeat in 14 days ) |
. . . [ Collect DBS for )
o If <5% prevalence in population tested: Ol BB || confmatory N
. . . . .. PCR
o Diagnosis requires 3 consecutive positive tests
X q . .p _ _ Referral Y [ Y Y
o |If Assay 1 is reactive > Assay 2 is nonreactive == HIV negative (" DBSatemoment | [ A
. . . . . . Repeat rapid test at Start ART Start ART P . '
o |If assays are reactive > reactive > nonreactive == inconclusive, repeat in 14 days age 12424 months Keep on ART falready Started.
\
Ministry of Health, Malawi HTC diagnostic flowchart, version 5.vsdx 08/04/2016 Page30f4



Testing

Liberia guideline — offer HIV testing to all patients at any facilities if:
o Never tested or no documentation of a test

(e]

Tested negative > 3 months ago (if test indicated risk-assessment)

(e]

To children under 24 mo if:
o Mother’s HIV status is unknown
o If the child is sick (even if documentation of prior negative maternal test)

(e]

Index Testing:

o Test with partner (or via Partner Referral Slip)
o Test with family/children (or via Family Referral Slip) Liberia HIV TeSting Program Goals
> For negative tests, link to: 1. ldentify as many HIV+ people as possible
. Prevention services 2. ldentify patients early after infection
> Retesting by risk assessment 3. Start ART as soon as possible




Case

22 year old male

Negative HIV rapid test 1 year ago

Since that time has had 2 female sexual partners
° Most recent encounter was with a sex worker 2 weeks ago, unprotected vaginal intercourse

What testing scheme do you recommend, if:
1. Heis asymptomatic

2. He describes fever, malaise, pharyngitis

3. He has weekly high risk sexual exposures
1. What if monthly, twice yearly...?

What would network testing mean here?



HIV & Networks

High HIV risk networks ‘},‘
o Testing in high prevalence populations is high yield for:

o Treatment as prevention

BN

o Case identification

o Often socially marginalized, stigmatized
o Testing requires trust

o Social Network Strategies can identify:

o More cases
° The cases highest risk for transmission to others

o Leverage social influence to encourage testing 00 gg
000 0 OO 00
@ nositvecase T — o
P o —-
@ rewie e REmC——
@ v status unkoow quence avalabl Social contact

Network analysis of HIV outbreak in USA

Alpren et al 2020



Natural History of HIV

. Acute HIV syndrome
anqry Wide dissemination of virus Death 7

—~ 1200 Infection Seeding of lymphoid organs .

S 1100 \ \ Iy

? 1000 : l Opportunistic 6 2

— Diseases 10

8 900 Clinical Latency §

LA I >

E 800 (@)
C

§ 700 = ?’3'

© 600 ﬂ "’

g ®

g 500 104 o

2 g

E. 400 ;

= 300 5‘

— 103 »

=~ 200 E

+

X 100

(&

0 I’Il 10*

0o 3 6 9 12 1 2 3 4 5 6 7 8 9 10 11
Weeks Years

Popoola & Olufunsho 2016



WHO Staging
N N LT

1 asymptomatic Generalized lymphadenopathy >500

2 Non-AIDS defining condition  <10% weight loss 200 - 500
Recurrent respiratory infections
Zoster, oral ulcers, dermatologic conditions

3 AIDS & non-AIDS >10% weight loss <200
Unexplained fever or diarrhea >1mo
MTB (P or EP)
Severe systemic bacterial infections
Oral candidiasis, gingivitis
HBV/HCV con-infection

4 AIDS-defining Ol <200
HIV wasting syndrome



Presumed Severe HIV Disease in Infants
(PSHD)

Infant <12 months with positive rapid antibody test PLUS:

Combination of 2: At least 1:

e Oral thrush e Severe unexplained wasting / malnutrition
not responding to treatment

e Severe pneumonia

e Severe sepsis OR e Pneumocystis pneumonia
e Candidiasis of oesophagus, trachea, bronchi

or lungs
e Cryptococcal meningitis

e Toxoplasmosis of the brain (from age 1
month)

START ART Immediately, do NOT wait for confirmatory PCR!




Basic Virology &
VMed Classes W D

* "\ cers ’
‘ ’ GP120 ’ CcD4 co-recemor ‘ ’
H t
Take out a pencil & paper! - gy "“’(” I | & - @ -
L 7\ » v ‘ * - E 9 »
HIV °"°"° é 0 . mature
RT Inhibitors: 0 o ——
NRTIs, NNRTIs | protease
' cleaves virad ) budding
- * ’ / polyprotein 2
ol . rm;:sﬁ:::r:g;&:tase translation  pviral Protease

protein

7Y v N P P Inhibitors
Nuou‘ p f' § \ viral

’ DNAr ) l 'Y' m\puon S .

integrase |/
ot iIntegrates ! A
NNRTI Non-nucleoside Reverse Transcriptase Inhibitor 2 Integrase " ,;5;,-335% &
1 Inhibitors
NRTI Nucleoside Reverse Transcriptase Inhibitor > L o
INSTI Integrase Strand Transfer Inhibitor / Y ) \‘

&y ”
Pl Protease Inhibitor



ART Regimen: Building Blocks

3 meds

- 2 fully active Core Backbone
o Pl needs a ritonavir “booster”
Inhibits CYP 450-3A4 ‘ INSTI ‘ + ‘ NRTI ‘ + ‘ NRTI ‘

I concentrlation of P|
+  |NRTI| + |NRTI|

INNRTI|  +  |NRTI| + [NRTI|




Nucleoside Reverse Transcriptase Inhibitor
NRTI

Tenofovir [TDF]
> Need for HIV-HBV co-infxn [alternative = entecavir] Core BaCkbone

o Dose reduction for CrCl <50

Lamivudine [3TC] ‘ ? ‘ + ‘NR-” ‘ + ‘NRT| ‘

o Well, tolerated

o in all 15t & 2" |ine regimens DNA RT' Reverse transcription
EEEEEEEEEENEEENEEEEEEEEN —>
Abacavir [ABC] RNA
o Hypersensitivity reaction = absolute contraindication l
. . ; . NRTIs
Zidovudine [AZT] Available Combo Pills S
° Q12hr dosing ABC/3TC / A
o NOT if hgb <8 DNA i/
OWatChforanemia TDF/3TC |IIIIlllllllllllllllllllllﬁ+>
¢ AZT/ 3TC ~ ®ViralZone 2014 DNA polymerisation RNA
SIB Swiss Institute of Bioinformatics blocked




Non-Nucleoside Reverse Transcriptase Inhibitor
NNRTI

Nevirapine [NVP]
o 1stline, but not for ART start
o SE: hypersensitivity reaction, rash, hepatitis

Core Backbone

INNRTI| +  [NRTI| + |NRTI|

Efavirenz [EFV]
o 1stline, but not for ART start

o SE: neuropsych, insomnia, nightmares, dizziness,
gynecomastia

NNRTI Inhibitor

Available Single Tablet Regimen olymerase
. AZT / 3TC/ NVP Active Site
« TDF/3TC/EFV—-"“B+"

e Very similar to “Atripla”

NNRTI Binding
Pocket

Reverse Transcriptase



Protease Inhibitor

o

Lopinavir / ritonavir [LPV/r — Kaletra]

. ond fine Core Backbone

o diarrhea I_‘
Atazanavir / ritonavir [ATV/r] P! t ‘ NRTI ‘ t ‘ NRTI ‘
o 2M |ine |booster |

o Do NOT use with rifampicin for MTB tx
> Benign hyperbili/jaundice

Darunavir / ritonavir [DRV + r]
o 3 line

o Must take separately

‘ Not Available in Single Tablet Regimen ‘




ntegrase Strand Transfer Inhibitor
NSTI

Dolutegravir [DTG]
o 1%t line for patients 30kg + without childbearing CO re BaCkbO ne

potential
o WHO: 15t line treatment for pregnant women ‘ INSTI ‘ + ‘ NRTI ‘ + ‘ NRTI ‘

o SE mild: HA, insomnia, nausea

o Check LFTs before/after initiation if known liver disease

o BID with rifapentine for MTB treatment

Available Single Tablet Regimen Integrase

« TDF/3TC/DTG

Integrase




The NEW ENGLAN D
JOURNAL o MEDICINE

!s ‘ { | fo r a ‘ ‘ ESTABLISHED IN 1812 AUGUST 27, 2015 VOL. 373 NO.9

Initiation of Antiretroviral Therapy in Early Asymptomatic

Strategy of WHO & Liberia HIV Infection
o Established personal benefit The INSIGHT START Study Group*
o Decreased all-cause & AIDS-specific morbidity & mortality T
o Likely population benefit JO URNAL of MEDICINE
° treatment as prevention ESTABLISHED IN 1812 NOVEMBER 30, 2006 VOL. 355 NO. 22
ORIGTNAL ARTICLE CD4+ Count-Guided Interruption of Antiretroviral Treatment
The Strategies for Management of Antiretroviral Theraoy (SMART) Studv Group*

Early versus Standard Antiretroviral Therapy

for HIV-Infected Adults in Haiti Timing of initiation of antiretroviral therapy in AIDS-free
Patrice Severe, M.D., Marc Antoine Jean Juste, M.D., Alex Ambroise, M.D., 11 H o M M
Ludger Eliacin, M.D., Claudel Marchand, M.D., Sandra Apollon, B.S., HIV 1 lnfeaed patlentS. a co"aboratlve anaIyS|S Of 18 HIV
Alison Edwards, M.S., Heejung Bang, Ph.D., Janet Nicotera, R.N., M
Catherine Godfrey, M.D., Roy M? Guglick, l\gA.D., Warren D. Johnson, Jr., M.D., COhort StUdles
Jean William Pape, M.D., and Daniel W. Fitzgerald, M.D.
When To Start Consortium*




ART Start — Test and Treat

4 maijor trials: Ya Tsie, PopART (HPTN), SEARCH, TasP
> 3.5 /4 had a nonsignificant impact on population incidence

° Many ecological confounders, protocol changes

No. of — Intervention
Setting and Trial Participants - Control HIV Incidence
Intervention  Control
per 100 person-yr
Botswana (Ya Tsie) 12,610 : gl 3L 0.59 0.92
o --m !
™ South Africa and Zambia 25,803 . & 30 1.06 1.55
(HPTN 071-B) il ;
South Africa and Zambia 25,070 . + L/ 1.45 55
(HPTN 071-A) . ;
Kenya and Uganda 150,395 . +11 ' 3 0.25 0.27
(SEARCH) - SRR —— - :
South Africa (TasP) 28,419 +2 -1 2.11 7
@--------- - :
[ T T T I T T T T T I T T T T 1 [ T T T I T T T T 1
25 30 35 40 45 50 55 60 65 70 75 80 85 90 95100 -20-10 O 10 20 30 40 50 60 70
Participants with Viral Suppression (%) Effectiveness (%)

START 2015; Karim 2019



Preparing for ART start

CONFIRM diagnosis

Social Support Baseline labs
o Especially for vulnerable patients o NOT required prior to ART start

o WHO Stage 3/4, inpatient ART start

° routine urine LAM & serum CrAg

Clinical Evaluation
o WHO Staging

o Opportunistic Infections Counseling
© MTB o Lifelong treatment
o Chronic Conditions — HTN, DM ° Individual counseling



First Line ART for Initiation (“start”)

Core Backbone
oo o, (DTG| /| TDF|/|3TC]
Women of
childbgaring ‘ EFV ‘ / ‘ TDF ‘ / ‘ 3TC ‘ “B4”
potential
Patients < 30kg ‘NVP‘ / ‘ AZT ‘ / ‘ 3TC ‘




HIV-2 ART considerations

Active ART

'NRTIs| [INSTIs| | LPV/r| |DRV/r|

Inactive ART
All
NNRTIs AT/t




Case

32 year old female
o Weight loss and diarrhea for 6 months
° BMI now 18
o HIV diagnosed by rapid testing 1 month ago

How do you counsel?

What is your next step?



Monitoring Schedule

Appointments
o Monthly for first 6 months

> Space up to g 3 month appointments if virally suppressed & adherent

° In stable patients, 6 or even 12 months of ART may be dispensed for exceptional
circumstances (ie, travel)

Viral Load
o> 6 months after ARV start

° 12 monthly thereafter




Monitoring Treatment

Adherence Symptoms
o Determine pill count & doses missed by last fill date

Weight loss / failure to thrive
Nutritional Status

: Body shape change / breast swelling (men)
© Weight loss Appearance:
o Flattening of pediatric growth curve Swollen glands
° BMI <17 in adult = malnutrition => Therapeutic Feeding Headache / confusion / dizziness

° MUAC <22cm in pregnancy = malnutrition => Therapeutic Feeding

_ , o Jaundice, Scleral icterus
o Weight should normalize within 6-12mo on ART

Mouth sores

Viral Load Cough
> Dried Blood Spot (DBS) = RNA PCR Shortness of breath
CD4 Fever / night sweats
> Baseline if available Vomiting / abdominal pain
o Treatment failure suspect Diarrhoea
° CD4 <200 = urine LAM & serum CrAg Leg pain / numbness / weakness
° CD4 > 200 = no action Rash on arms, legs or trunk

° *may be falsely elevated in acute illness



Case (cont)

1 months later you see her in clinic
o Reports full adherence
> Diarrhea has stopped, weight is same as on start
> Notes that she has been feeling depressed

What do you review?

What are your next steps?



Case (cont)

She returns for 2" month review
> Nightmares developed

o She has stopped her ART for the past 2 weeks entirely

What is your next step?




Case (cont)

You have switched your patient to a DTG-based regimen. Her 6 month viral load returns
detectable but < 1,000.

What is your next step?




Case (cont)

She discloses that her husband is a truck driver who travels a 3-day route each week. She has
not disclosed to him for fear of his reaction and therefore does not take ART on days when he is
home to avoid inadvertent disclosure.

How do you respond?




Goal: >95% adherence

Adherence

“What challenges have you had taking your ARV?”

“What days / times are you most likely to forget your ARV?”

Goal: to help the patient

“Everyone has difficulty taking meds every day. When was . N lici
the last time you were not able to take your ARV, and how O policing
many times in the past week, month were you unable?” * Encourage transparency

Root cause: there is always a reason (or reasons)
o Stigma & disclosure

> Socio-economic barrier Practical Strategies

° Transportation & Work * Join with daily routines (meal, cleaning)
> Psychological * Cell phone alarm

> Misunderstanding * Take meds with another person

> Side effects * Keep a med diary




Intensive Adherence Counseling (I1AC)

for any sign of poor adherence
for any detectable Viral Load (even is <1k)

Indentify Specifics

* Travel, Work, Education
Patient & Treatment Supporter » Stigma, Privacy, Domestic Difficulties
* Substance Use

Education on ART, adherence, monitoring, failure, & * Mental Health / Depression

resistance '

Action Plan
e Specific
e Written on Patient Card
* Monthly appointments
* Pill Counts
e Action Plan review
* Viral Load in 3mo




Disclosure

An individual process based on trust

Pediatric Disclosure —a gradual & transparent process

Age 5-7 Age 11-13
> ARV keeps their body strong to keep a germ o Full knowledge of HIV status
asleep > Understand safe activities (hugging, kissing,

sharing food, etc) and precautions

Age 8-10 (needles/razors)
o Full disclosure may begin
> Physician may or may not assist Adolescence

o Dialogue on stigma, peer relationships, sexuality
° Family Planning, condoms

> ARV fatigue

° ART Teen Club



Primary Care of PLWHA

Family Planning
° Preventing Mother to Child Transmission (PMTCT)

o Assume all patients >14yo are sexually active

o QOffer condoms to all

o Contraceptive Counseling
o Long Acting Reversible Contraceptives: DPMA (Depo-Provera), hormonal implant, Copper IUD

o Patient autonomy in decision making
Diabetes
Hypertension
Cardiovascular Risk

Malignancy
o Cervical Cancer



Preventive Treatment

Cotrimoxazole Preventive Therapy (CPT)
o HIV exposed and infected children for age > 6 weeks

o Stop if confirm negative after breastfeeding

o HIV+ adults for life
o Contraindication: jaundice, renal failure, sulfa allergy

TB Preventive Treatment (TPT)
o All HIV+ children and adults at time of ART start

o Rule out active TB: no cough, weight loss (or failure to thrive in children), fever, night sweat

° |soniazid (INH) x 6 months (6H)
o With pyridoxine
o Visits: start & 1, 3, & 6 months

° Isoniazid (INH) + Rifapentine (RFP) weekly for 3 months (3HP)
o Poor adherence = less effective but will not cause drug-resistant TB
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Cases (cont)

35yoM with newly diagnosed HIV ready to start treatment
o What are you next steps, recommendations

° Then your follow-up?
o What might be available to start in the “real world” in clinic?

6yoF newly diagnosed HIV
o What are your next steps?
° Then follow-up?

32yoF with history poor adherence who has failed efavirenz. What are your next steps?



	Overview & History of HIV: Epidemiology, ART, 1st line treatment & monitoring
	Let us know how access to this document benefits you.
	Repository Citation

	tmp.1614884461.pdf.cyfIU

