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Figure 2: Projected age distribution of HIV-infected patients

Geriatrik: 265 yas
lleri yas: 250 yas

>50 yastaki hasta orant:
e %28(2010) = %73 (2030)

* Smit M et al. 2015
ATHENA kohortu

Ongori (DHHS)

o gittikce artan oranlarda
60 — 80 yasinda HIV
hastalarimiz olacak ve bu
grup icin farmakokinetik
calismalar cok sinirli



Yas ve HIV enfeksiyonu
ile ko-morbiditeler artar

[1 3 or more comorbidities
12 comorbidities

B 1 comorbidity

B\, comordities

Smit M et al. 2015
ATHENA kohortu
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Figure 3: Predicted comorbitities
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HIV < Yaslanma

Yas = Ko-morbidite

HIV = kronik enflamasyon = yaslanma
e ART icin kullanilan baziilaglar = ko-morbidite

Ko-morbid durumlar HIV yonetimini etkileyebilir
e Ko-morbid duruma gore ART secimi

Yash HIV hastalarinda virolojik yanit benzer iken
immunolojik yanit dtisuktir
o Althoff KN et al. 2010 NA-ACCORD kohortu



* Yaslanan bireylerin HIV bulasina duyarhiliklari
artar

e post-menapozal atrofik vajinit
¢ kondom kullaniminda azalma

e erektil disfonksiyon icin kullanilan ilaclarla riskli
cinsel aktivite

« lleri yastaki hastada HIV ayirici tanida
dustnulmeyebilir



* lleri yastaki HIV hastasi icin 6neriler (28.1.2016)

* AIDS-disi komplikasyonlarin artmasi ve immun yanitin

genel olarak azalmasi nedeniyle 50 ve Uzeri yastaki

h

astalara ART Onerin

* Yaslh hastalarda ART’a bagli yan etkiler daha sik
gorulebilir

kemik

bobrek

metabolik (yag, seker)
kardiyovaskiiler
karaciger



lac-ilac etkilesimlerine dikkat edilmeli
e cogulilac kullanimi

e doz ayarlamasi

e uyum sorunlari

Renal ve hepatik yetmezlik
o farmakokinetik degisiklikler
* ilac toksisitesine yatkinlik

Ko-morbiditelerin yonetimi ilgili uzmanlarla beraber
yapilmali

HIV’in sekonder bulasini dnlemek icin dnerilerde
bulunmal



84 yas, erkek

Emekli pazarci, evli, cocuklu, MSM

5-2015’te dis merkezde HIV-1 tanisi konuyor
e karin agrisi, yemek yiyememe, kilo kaybi

Konusma gucligu ve yuruyememe sikayetleri
gelisiyor






* 7-2014’te koroner arter stenti yerlestirilmis

» Ilaclar
o Asetil salisilik asit 1x300 mg po
o Klopidogrel 1x75 mg po
e Pantoprazol 1x40 mg po
e Atorvastatin 1x40 mg po



» Seroloji

HBsAg (+) HBeAg (+)
HBV-DNA >17x107 I[U/mL
delta antikor (-)
Anti-HCV (+) HCV-RNA (=)
Anti-toksoplazma (+)
Anti-CMV-IgG (+)

VDRL (=) TPHA (+)

* Biyokimya
ALT 29 U/L
AST 44 U/L

Kreatinin 1.05 mg/dL
e eGFRypro= 71.5 mL/dk

Dislipidemi ilacla kontrol
altinda

Aclik KS normal



Hemogram
e WBC 1310/pL
* Ly %22.3(292/uL)
e Hbogr/dL
e Plt 76000/uL

CD4= %38 (112 hc/ulL)
HIV-RNA= 230,646 kopya/mL

Tedavi Oncesi direnc testi ve HLA-B*57.01 istendi



* Bu hastanin baslangic ART’I
olarak asagidakilerden
hangisini secersiniz?

TDF/FTC + EFV
ABC/3TC/DTG
TDF/FTC + DTG
TDF/FTC + RAL
TDF/FTC/EVG/k
TDF/FTC + DRV/r
Diger

Ay TR LG Oy O

Geriatrik HIV/AIDS

CDC C3; WHO evre4

* serebral toksoplasmoz
Ko-morbidite

*  KDH, KBH, KHepBE var
* DM yok

* osteoporoz?
Ko-medikasyon

e ASA

* klopidogrel

* pantoprazol

* atorvastatin



* Bobrek

* Maligniteler
* Kemik

* Akciger
* Metabolik

» Kardiyovaskuler



BOBREK ¢ lleri Yas HIV

D:A:D (Mocroft A et al. 2016)
e ortanca 7.2 sene takip; %1 hastada KRY gelismis

e TDF, ATV/r ve LPV/r maruziyeti KRY gelisimi ile iliskili;
ABC degil

TAF, TDF’ye gore eGFR’da daha az disise neden olur
(Sax PE et al. 2015)

DTG ve kobistat kreatinin sekresyonunu inhibe
ettiginden kreatinin diizeyi artar (Raffi F et al. 2013,
Sax P et al. 2012)

e gercek GFR dusmesi degildir
e 2 -4 haftaicerisinde yeni bazal degere ulasir
artis =0.14 mg/dL
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Triant VA et al. 2008: “The overall fracture prevalence was 2.87 vs. 1.77 patients with
fractures per 100 persons in HIV-infected, compared with non-HIV-infected patients

(P <0.0001) “



Brown TT et al. 2015
ACTG 5260

ART’In baslangi¢ile
96. hf karsilastirmasi

TDF/FTC + Pl/r rejimi,
TDF/FTC + RAL’e gore
omurga ve kalca
kemik mineral
yogunlugunda daha
fazla dususe yol acar

Bone Mineral Density (% Change)

ATV/r DRV/r

Bone Mineral Density (% Change)

Pl pooled

RAL



° TDF/FTCile ABC/3TC’ ye gore daha fazla kemik
mineral yogunluk kaybi oluyor (McComsey GA
et al 2011 ACTG 5224)

e 96 haftalik takipte kemik kiriklari HIV/AIDS
hastalarinin %5.6’sinda goruldi

© TAF ile TDF + FTC/EVG/K karsilastirmasi

e TDF, TAF’a gbre daha fazla kemik mineral

yogunluk kaybu ile iliskili (Sax P et al. 2015 GS-US-
292-0104/0111)



HAART alan HIV
pozitif hastalarda DM
riski 4 kat artar

1.4-24.7/ 100 hasta yil

Brown TT et al. 2005
MACS kohortu

3

S

S

Patients Free of Diabetes Mellitus, %
S

—— HIV Seronegative
- - - - HIV Infected Using HAART

20 . . .
0 1 2 3
Study Time, y
No. of Patients
HIV Seronegative 361 265 177 89
HIV Infected Using HAART 229 204 145 62

Figure. Kaplan-Meier survival curve for incident diabetes mellitus among
human immunodeficiency virus (HIV)-seronegative men and HIV-infected
men using highly active antiretroviral therapy (HAART).




Dislipidemi

TDF/FTC + EFV ile lipid degerleri TDF/FTC + RAL’e gore daha fazla
artar (Lennox J et al. 2009 STARTMRK)

DTG ile EFV veya PI/r’li rejimler karsilastirnldiginda DTG’li
rejimlerin lipidler Gzerine etkisi asgari diizeyde (Quercia R et al.
2015 SPRING 1-2, SINGLE, FLAMINGO )

Pl/r’l rejimlerde TK, TG ve LDL RAL’li rejime gbre daha fazla artar
(Ofotokun I et al. 2015 ACTG 5257)

Kobistat lipidleri ritonovire benzer sekilde arttirir (Gallant JE et
al. 2013 Studies 103/104)

TAF ile TDF + FTC/EVG/cobi karsilastinldiginda TAF lipid
parametreleri anlamli oranda arttirir (Sax P et al. 2015 GS-US-292-
0104/0111)



Choosing and Using First-line ART in Older Patients —

i ) . LINICAL CARE OPTIONS®
clinicaloptions.com/hiv CLINICAL CARE ©

ART and Effects on Lipids

TDF RAL RPV ABC EFV ATV/RTV or ATV/COBI
DTG DRV/RTV or DRV/COBI
=vieriele]=]



Triant et al. .
Acute myocardial

A infarction rates
* HIV hastalarinda akut Ml ] o
% 10 .
riski ylksektir (Triant VA et . P<0.0001
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Trends in underlying causes of death in people with HIV
from 1999 to 2011 (D:A:D): a multicohort collaboration

Colette ] Smith, Lene Ryom, Rainer Weber, Philippe Morlat, Christian Pradier, Peter Reiss, Justyna D Kowalska, Stephane de Wit, Matthew Law,
Wafaa el Sadr, Ole Kirk, Nina Friis-Moller, Antonella d’Arminio Monforte, Andrew N Phillips, Caroline A Sabin, Jens D Lundgren,

for the D:A:D Study Group* Lancet 2014; 384: 241-48

7 —— AlDS-related —&— CVD-related —&—Other
Liver-related Non-AlDS cancer Unknown

Deaths per 1000 person-years

0
1999-2000 ' 2001-02 2003-04 = 2005-06 2007-08 ' 2009-11
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Figure 2: Age-standardised incidence rates for specific causes of deaths
(A) In entire D:A:D study population. (B) In individuals with a current viral load of less than 400 copies per mL
during follow-up. CVD=cardiovascular disease.



Abacavir and cardiovascular disease: A critical look at the data

Josep

M. Llibre® b & . B Andrew Hill®

Antiviral Research
Volume 132, August 2016, Pages 116-121

Souros Type of analysis Subjects Subjects AMI Type of exposure to ABC HR for ABC use AMI Additional analysis done Era
included exposed o event amalysed (95% CI* events/p'y
ABC ]
Randomizad trial, but
SMART [35] ABC allocation not 4344 1,019 19 Current use 425 (139-13.0) 4.2/1000 el s el 2003-2006
rancomiznd use (1B0 [1.04-3.111)
Pro i Any. Recenl use (carrenl nse Cormalative exposuse: 1-14 (1.08-1.21); past
D:AD 2] Epesiive 33,347 517 ar use within the previous 6 189 (147-2.45) 3,31000 expasare {last ase =6 months previously) 1.29 1599- 2005
observathonal cobort
months) (0.84-1.77)
Pra — Results unchanged after stratifying by
D:AD [4] e e et ey 4,504 Current use 1.97 (1.43-2.72) 2.6/1000 Framingham rizk, and adjusting for renal 2008-2013
fanction, dyslipidaemin and hypertension,
D:A:D 5] Prospective w Comulative exposure to ABC or recedpt of ABC
(recurrent AMI) obsesvational cobort 816 413 10z Current use 1.1940.79,1.79) at Inithal AMI not assoclated with recurnent AMIL 1599-2013
French Hospital Case-control siudy e rmmte e Mo association with cumulative ABC exposuse
and ANRS nested with the ANRS T4 958 410 289 cunmilative 1.27 (064-2.45) 1.2 1000 (088 [0.74-1.047) ar past exposars (1,60 [0,89- 2000- 26
cohort [8] cohart BEpOeme 2.85]).
Observationnl cobort of
ACTG AS001 ¢ N . Lack of association over a &-year period , over
ALLRT [6] :Ltbﬁucﬂﬁlm&ﬁ ] 3055 1,704 3f 1 year, and & years 0.7 (0.2-2.4) 1.5 1000 as-treated, and ather sensltivity analyses. 1998-2007
Dianish Cak Risk of MI unchanged when time on ABC was
[3;[;15 Prospective cohort 1952 1,761 a7 Curmulative 20 (1.10-3.64) 2451000 introducesd ino the model, and remained 1005- 2005
elevated after cessation of ABC.
Mo associntion of curnent ABC use and AMI
Vetemns (06T, 0 43-103) or CVE (0.60; 045079,
Administration Retrospective cobort 19424 78 Cumulative 1.18 (D.92-1.300 3771000 HR. for CVE: 1,16 (0,98-1.37). Current wse of 1996- 204
[7] ABC nssocinted with lower risk of CVE: 0,60
(0.45-0.79).
ABC e associated with CVE (2.10:1 .30-3 68),
Veterans but not to coronary disease (1.430.96-2.13).
Cumulative or less recent ABC exposures not
® =% ¥
Eﬁ;dl.;nLni.s.u-aﬂm Retrospective cobont 10,931 3238 k11| Recent use {past 6§ months) 148 (108-2.04) 6.0-8.6/1000 associated with CVE, Tenofavir ne inted 1997-2007
with heart failare, HR 1.82 (1.02-3.24), bat not
CVE (HR 0.78; 0.52-1.16).
ﬁ;':]'m" Hospitale b o cspective analysis 6,517 1,018 T Any use 0.90 (0.70-1.10§*
Quebes [34] C“:a m'ﬂ: meied 7.053 125 Any exposare 1.79 (1.16-2.76) 3571000 HR for current ABC exposure; 172 (LI0-271), 19852007
24 observational
Magnificent . Lopinavir exposurne assoclated with coronary
o fum [16] :2:11;1 s[:-_llla;;md 1875 371 Curment 1.56 (1.17-2407) antery disense (OR 1.36: 95% C1, 1.06-1.73). 2000-2009
NA ACCORD Recent{prescription of ABC y In paives at ABC initintion: HR 195 (35%C1 not
[14) Cohort, retrospective. 16,733 1,948 k1| within the prior 6 months) 1.33 (0.96-1.88) 4.7 1000 given, p<0.0%) 1995-2010
Swiss Cohart Corrent exposure decreases the ik 1o 027
[]51.55 a Coloet, retrospective 11,856 4,052 182 Curmulative 206 (1.43-12.98) (0.15-0.50, and cumulative exposure beyond 36 2000-2012
months not associated,
Veternns Cohort, prospective 24,510 467 Curment 1.50 (1.26-1.7%) 2871000 Increassd AMI rates with current exposune o 156- 2005



Abacavir and cardiovascular disease: A critical look at the data

Josep M. Llibre® > & . B Andrew Hill° Antiviral Research
Volume 132, August 2016, Pages 116-121

“So far, the conflicting available evidence cannot confirm
nor refute the potential association between current
abacavir exposure and increased rates of myocardial
infarction.”

“Unfortunately, we must accept that there will be no
feasible study to ascertain if the exposure to a given drug
increases by merely 1.5-2.0 fold the rate of an adverse event
that occurs in only 2-4/1,000 persons/year.”

“In summary, there is not enough practice-changing
evidence and the association between abacavir and
myocardial infarction cannot be considered causal so far.”



lleri Yastaki HIV Hastasinda Baslangic ART’
Secerken Dikkat Edilmesi Gerekenler (DHHS)

KULLLANMA

Kronik renal * TDF kullanmaktan kac¢in  » ABC* ya da TAF kullan

yetmezlik (6zellikle ritonovir ile) * TAF’1 eGFR >30 mL/dk ise kullan

(eGFR <60 mLjdk) " 1DFIFTC/EVG/K: <70 » ABC/3TC (eGFR <50 mL/dk ise 3TC dozu
ml/dk ise baslama ayarlanmali)

* ABC veya TAF kullanamiyorsan;
* LPV/r+3TC
* DRV/r + RAL (HIV <105 k/mL ve CD4 >200
hc/mms3 ise)

#HLA-é*57o1 negatif ise



@ EACS European EACS Guidelines 8.1
AIDS Clinical Society

CO-MORBIDITIES
Renal Disease Risk assessment'"’ + + Annual More frequent monitoring if @GFR < 90mL/min, CKD risk
eGFR (CKD-EPI)\*) . + ' + ' 3-12 months factors present'*) and/or prior to starting and on treatment with
. . | 7 nephrotoxic drugs'*/ 7
Urine dipstick analysis ") + + Annual Every 6 months if e@GFR < 60 mL/min,
if proteinuria 2 1+ and/or eGFR < 60 mL/min perform UP/C or
UNc(viii)
Bone Disease Bone profile: calcium, POy, ALP + + 6-12 months
Risk assessment'*) ' + ' + |2 years ' Consider DXA in specific persons (see page 43 for details)
(FRAXE in persons > 40 years)
Vitamin D 25(0H) vitamin D + As indicated Screen at risk persons
Body Body-mass index + + Annual
Composition
Cardiovascular Risk assessmeant + + 2 years Should be performed in all men > 40 years and women > 50
Disease {(Framingham score''’) years without CVD
ECG * +- As indicated Consider baseline ECG prior to starting ARVs associated with
potential conduction problems
Hypertension Blood pressure _ + _ +  Annual _
Lipids TC, HDL-c, LDL-c, TG!"! + + Annual Repeat in fasting state if used for medical intervention (i.e. = 8h
_ _ _ without caloric intake)
Glucose Serum glucose + + Annual Consider oral glucose tolerance test / HoA1c if fasting glucose

 levels of 5.7-6.9 mmol/L (100-125 mg/dL)



* Bu hastanin baslangic
ART’1 olarak
asagidakilerden hangisini
secersiniz?

TDF/FTC/EFV
ABC/3TC/DTG
TDF/FTC + DTG
TDF/FTC + RAL
TDF/FTC/EVG/k
TDF/FTC + DRV/r
Diger

CRTT L 70 s

Geriatrik HIV/AIDS

CDC C3; WHO evre4

* serebral toksoplasmoz
Ko-morbidite

*  KDH, KBH, KHepBE var
* DM yok

* osteoporoz?
Ko-medikasyon

e ASA

* klopidogrel

* pantoprazol

* atorvastatin



HIV Drug Interactions

Bu hastanin baslangic ART’1 olarak asagidakilerden hangisini
secersiniz?

TDF/FTC/EFV... TDF+ASA=nefrotoks; EFV = ator ¥ klop <
ABC/3TC/DTG... etkilesim yok ancak KDH var, HLA-B*57.01?
TDF/FTC + DTG... TDF+ASA=nefrotoks

TDF/FTC + RAL... TDF+ASA=nefrotoks

TDF/FTC/EVG/K... nefrotoksisite, ator ¥, klopidogrel <

TDF/FTC + DRV/r... TDF+ASA=nefrotoks; DRv/r = ator ¢, klop <
Diger...LPV/r+RAL, 3TC+DRV/r, 3TC+DTC... HIV >10> k/mL, CD4<200/uL

OmMmmoNw P

Ko-morbiditeler: KDH, KBH, KHepBE var
Ko-medikasyon: Asetil salisilik asit, klopidogrel, pantoprazol, atorvastatin



ART (15.6.2015) =» TDF/FTC + DTG

Serabral toksoplasmoz tedavi edildi
e TMP-SMX fort tb 2x1 ile idame

GIS kanama (1.8.2015)

Anemi (Hb: 7.8 gr/dL), g6gtis agrilar oluyor,
dispeptik yakinmalari var

e Ust GiS endoskopi/ kolonoskopi= malignite
saptanmadi

PPD: 19 mm, INH profilaksisi baslaniyor (+ vit B6)



* Kreatinin=1.5 mg/dL,
¢ eGFRyprp=47.4 mL/dk
e TDF/FTC 48 saatte bir + DTG 1x50 mg

© Fosfor=2.86 mg/dL
e fraksiyonel fosfor atimi normal
e vitamin D= 6.56 ng/mL (replasman)

* Miyokard perfiizyon sintigrafisi

e inferolateral segmentte sabit perflizyon defekti ve
bolgesel hipokinezi

e EF=%52



@ Do Not Coadminister [l Potential Interaction L\ Potential Weak Interaction @ No Interaction Expected < No Clear Data

) Do Not Coadminister [ Potential Interaction [\ Potential Weak Interaction & Mo Interaction Expected 4 No Clear Data

Dolutegravir Emtricitabine (FTC) Tenofovir-DF

Aspirin ® ® =

Atorvastatin

Clopidogrel

Colecalciferol (Vitamin D3)
Isoniazid

Pantoprazole

Pyridoxine (Vitamin B6)

¢ H ¢ & 0 ¢ ¢
e ¢ ¢ ¢ ¢ 9
* ¢ & & ¢ O 0

Trimethoprim/Sulfamethoxazole



» Kemik mineral dansitometresi
e Tskoru=-3

* ART’ta degisiklik yapar misiniz?
e TDF/FTC + DTG’in 18. ayi; HIV-1 baskilanmis, HBV degil
e eGFR 30 - 49 mL/min (¥BF)
e osteoporoz (¥BF)

o kardiyovaskiiler hastalik (abakavir, PHrEFV)
e kronik HBV enfeksiyonu

* (3TC1x150 mg) + (DTG 1x50mg) + (entekavir 1x0.5mg)



OZET

--

HIV RNA 230646

(kopya/mL)

HBV DNA >17x107 1288 1705 28381
(IU/mL)

Kreatinin 1.05 1.2 1.26 1.49 1.69 1.34
(mg/dL)

TDF/FTC + DTG

3TC + DTG
+ Entekavir

Dr. Aysun Tekin’in katkisi



Son Kontrolde

Penis saftinda agril tlsere lezyon
e Genital herpes ile uyumlu

\ !z

50
Vasa'




Future challenges for clinical care of an ageing population

Lancet Infect Dis 2015;

infected with HIV: a modelling study om0

Mikaela Smit, Kees Brinkman, Suzanne Geerlings, Colette Smit, Kalyani Thyagarajan, Ard van Sighem, Frank de Wolf, Timothy B Hallett,
on behalf of the ATHENA observational cohort

High blood High
‘ pressure cholesterol ‘
‘ ‘ Malignancy
. Ren_a l 4—— Diabetes ,
insufficiency : o
—— P Comedication
Osteoporosis
Heart disease ;
N (myocardial ‘ 3
infarction
and stroke)
ART

o - B

Age —— - Mortality

Figure 1: Schematic of the model of an ageing HIV-infected population
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* HIV’li hasta popilasyonu icerisinde ileri yastaki
hasta orani artmakta
e yasla birlikte artan ko-morbiditeler

* Ko-morbiditeler baslangic ve sonraki ART
secimlerini etkileyebilir
e Bobrek, kemik, metabolik ve kardiyovaskiiler
komplikasyonlar

e Cogulilac problemi (etkilesim, uyum)



Choosing and Using First-line ART in Older Patients —

i ) . LINICAL CARE OPTIONS®
clinicaloptions.com/hiv CLINICAL CARE OFTIC

NRTI-Sparing or NRTI-Limiting Regimens

Regimen Results
DRV/RTV + RAL (ACTG 5262)1 Poor performance at high VL
DRV/RTV + RAL (NEAT)!2 Less effective at high VL, low CD4
DRV/RTV + 3TC (switch study)! Small study; encouraging efficacy
DRV/RTV + MVC (MODERN)] Less effective than standard ART
ATV/RTV + RAL (HARNESS - switch)P! Less effective than standard ART

LPV/RTV + RAL (PROGRESS)!¢] Small study; few pts with high VL
LPV/RTV + EFV (ACTG 5142)] Poorly tolerated but effective
LPV/RTV + 3TC (GARDEL)®! As effective as standard ART
LPV/RTV + 3TC or FTC (OLE — switch)[® As effective as standard ART
ATV/RTV + 3TC (SALT — switch)10] As effective as standard ART

1. Taiwo B, et al. AIDS. 2011;25:2113-2122. 2. Raffi, et al. CROI 2014. Abstract 84LB. 3. Casado JL, et al. J Antimicrob
Chemother. 2015;70:630-632 4. Stellbrink HJ, et al. IAS 2014. Abstract MOABO0101. 5. Van Lunzen J, et al. IAC 2014. Abstract
A-641-0126-11307. 6. Reynes J, et al. AIDS Res Hum Retroviruses. 2013;29:256-265. 7. Daar ES, et al. Ann Intern Med.
2011;154:445-456. 8. Cahn P, et al. Lancet Infect Dis. 2014;14:572-580. 9. Gatell J, et al. AIDS 2014. Abstract LBPE17. 10.
Perez-Molina JA, et al. IAC 2014. Abstract LBPE18.



64 yas, erkek

HIV-1 RNA 150,000 k/mL
CD4 320 h¢/mm3

Genotipik ila¢ direnci
yok

HLA-B*57.01 negatif

* Cogul ko-morbidite

hipertansiyon, losartan

tip 2 diyabet, metformin
eGFR .= 75 mL/dk

TK=250 mg/dL HDL= 33 mg/dL
KDH riski, Framingham %23
Dislipidemi, atorvastatin
Kronik insomnia



* Baslangic tedavisi olarak asagidaki ART rejimlerinin
hangilerinden kacinirsiniz?

TDF/FTC/EFV
ABC/3TC/DTG
TDF/FTC + DTG
TDF/FTC + RAL
TDF/FTC/EVG/K
TDF/FTC + DRV/r

mmoNw >

ko-morbidite: HT, DM, KRY, HL, KDH, insomnia
ko-medikasyonlar: atorvastatin, losartan, metformin



* Baslangic tedavisi olarak asagidaki ART rejimlerinin
hangilerinden kacinirsiniz?

A.
B.
Z
D.
2
fx

TDF/FTC/EFV... dislipidemi, insomnia, EFV <ator.
ABC/3TC/DTG... yiiksek KDH riski, DTG <>metformin

TDF/FTC + DTG... DTG <>metformin

TDF/FTC + RAL

TDF/FTC/EVG/K... dislipidemi, tiim ko-med. ile potansiyel etkilesim
TDF/FTC + DRV/r... dislipidemi, etkilesim (DRV/r <ator. ve losar.)

ko-morbidite: HT, DM, KRY, HL, KDH, insomnia
ko-medikasyonlar: atorvastatin, losartan, metformin



