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HIV ve Komorbiditeler

* GUnUimuzde antiretroviral tedavi (ART) kullanimi yayginlasmis, bu
tedaviyle;
* Yasam suresi uzamis

* Firsatci infeksiyonlarda belirgin azalma saglanmistir

* Beklenen yasam slresinin uzamasi ile yaslanmanin HIV hastalarindaki

etkileri ortaya cikmaktadir



HIV ve Komorbiditeler

* Yaslilar1 etkileyen bazi hastaliklar
nispeten genc HIV hastalarinda
gorulmekte

* Norokognitif hastaliklar

Kardiyovaskuler hastaliklar

Metabolik sendrom

Kemik hastaliklari

HIV ile iliskili olmayan kanserler
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HIV pozitif hastalarda komorbiditeler, HIV negatif kisilere gbre daha
erken bir yasta gelisebilir
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Figure | Comparative risk of hypertension, diabetes, cardiovascular disease (CVD), fracture, and renal failure, by age strata, among cases and controls.

2.854 kisilik HIV pozitif hasta ve 8.562 HIV negatif kisilik kohort,

HIV serolojisi ve yasa gore bulasici olmayan komorbiditelerin prevalansi
Guaraldi G. Clinicoecon Outcomes Res 2013;5:481-488



HIV ve Komorbiditeler
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FIGURE 1. Polypathology prevalence among patients and control subjects, by age categories. The following comorbidities were
included: hypertension, diabetes mellitus, hypothyroidism, cardiovascular disease, and bone fractures. Reproduced with
permission [6].

Guaraldi G. Clin Infect Dis 2011;53:1120-1126



HIV ve Komorbiditeler

Hipertansiyon Diyabet
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"Inflammageing"” ve "InflammAIDS"
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* Aralik 2016’da kan bagisinda bulunmak istediginde HIV Ab reaktif
saptanmis

* Kan merkezinden bize yonlendirildi

* 2 yil once tetkikleri negatifmis

 Olasi bulas yolu heteroseksliel temas
* Arada korunmasiz cinsel temas oykusu var

* Esinin testleri negatif



* Dogrulama testi pozitif bulundu
* HIV RNA: 43 500 kopya/ml
* CD4 sayisi: 275

* Direnc testi istendi
* Ek hastalig! yok
* Tetkiklerinde bir sorun saptanmadi

* TDF/FTC + DTG baslandi



* Tedavinin 1. ayinda:
* HIV RNA: Negatif
* CD4 sayisi: 358

* Rutin kontrollere cagrildi

* Tedavinin 18. ayinda kreatinin hafif yukselmeye basladi



TDF/FTC Tedavinin Tedavinin Tedavinin

+ DTG Ly 15.ay! 18.ay!
T walica016 | Ocak 2017 | isan 2018 | Temmuz 2018
Lenfosit 1450 1380 2520 2330
ALT 20 12 28 23
T. Kolesterol 167 178 194 182
LDL 106 179 128 111
Trigliserid 105 87 100 104
Kreatinin 0,8 0,84 1,03 1,2
CKD-EPI eGFR 103 101 83 65
HIV RNA 43500 Negatif Negatif Negatif
CD4 (%) 275 (19) 358 (26) 730 (29) 699 (30)
Fosfor 2,8 2,7 3,08 2,9
Kalsiyum 9,5 8,9 9,15

Vitamin D 15,9 23 17 26




HIV ve BObrek

lex formation

Figure 2 - Factors associated with the development of chronic kidney disease in HIV infected patients.



SDBY sikliginda 2000-2009 arasinda
giderek azalma oldugu saptanmis

End-Stage Renal Disease Among HIV-Infected
Adults in North America

Alison G. Abraham,' Keri N. Althoff,' Yuezhou Jing,' Michelle M. Estrella? Mari M. Kitahata® C. William Wester,*
Ronald J. Bosch,® Heidi Crane,® Joseph Eron,® M. John Gill,” Michael A. Horberg,® Amy C. Justice,*"* Marina Klein,"
Angel M. Mayor,” Richard D. Moore,"? Frank J. Palella,”? Chirag R. Parikh,"” Michael J. Silverberg," Elizabeth T. Golub,"
Lisa P. Jacobson,' Sonia Napravnik f and Gregory M. Lucas?, for the North American AIDS Cohort Collaboration on
Research and Design (NA-ACCORD) of the International Epidemiologic Databases to Evaluate AIDS (leDEA)*
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Abraham AG. Clin Infect Dis 2015;60:941-9.



Lancet HIV 2015: 2: e288-98

Time trends for risk of severe age-related diseases in

individuals with and without HIV infection in Denmark:

a nationwide population-based cohort study

Line D Rasmussen, Margaret T May, Gitte Kronborg, Carsten S Larsen, Court Pedersen, Jan Gerstoft, Niels Obel
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Absolute risk (crude] of chronic kidney disease Absolute risk (age-standardized) of chronic kidney disease

over time afier HAART diagnosis over time alter HAART initiation
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KBH mutlak riski ve yasa gore diizenlenmis risk ART baslanmasindan sonra gecen slireyle artmis

Rasmussen LD. Lancet 2015;2:€288-98.
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TRV

Asiklik ntikleozid fosfonat
analogu

TDF TAF
Produrg Prodrug
Fumarat tuzu ile

tenofovir disoproksil

Aktif formu tenofovir-difosfat

TFV oral kullanildiginda
barsaklardan emilmez

TAF, HIV Uzerinde TFV’e gore 1000 kat,
TDF’e gore 10 kata daha aktif




TFV oral kullanildiginda
barsaklardan emilmez

BT PLASMA /" HIV TARGET CELL

TDF (300 mg) B

G
TFV-DP—| Eﬁ

TAF (25 mg)




TAF Dozaji: 25 mg’a karsi 10 mg

Barsak Lumeni Kan

Barsak Hiicresi

» Barsaktaki P-gp tastyicisiilaglari (orn,

10 mg
m TAF ve TDF) barsak lumenine geri
TAF =0 TAF

pompalar

* Kobisistat barsakta

TAF <« (P9 . TAF P-gp tasiyicisini inhibe ederek daha

fazla TAF emilimine imkan verir

TDF ve TAF
barsaktaki P-gp
taslyicilarinin

substratlaridir

* Bu etkilesim benzer TAF maruziyeti ile

GENVOYA'da TAF dozunun 25 mg’dan

ilaglarin barsakta metabolize edilmesi ve bunlarin disa atimla barsak lumenine gikarilmasi emilimi

engelleyen bariyerler olabilir. 10 mg’a dusurtlmesine olanak tanir

P-gp, permeabilite glikoproteini 1.



TDF

* Proksimal tubuler disfonksiyon
* DUsuk diizeyde proteinuri ve fosfatlri
* Fankoni send, osteomalazi, patolojik kirik

* ABH
* KBH
* Nefrojenik DI

Hipokalemi

Serum bikarbonat
dasuakligi
Hipofosfatemi

Dipstick idrar glikoz (+)
Fraksiyone fosfaturi
Proteintri/albuminri

Hematuri




Fankoni Sendromu

* Normal anyon gap metabolik asidozlu proksimal renal tubular asidozis
* Renal fosfat kaybiyla hipofosfatemi

Osteomalazi

Hipokalemi

Hipourisemi

* Aminoasiduri
* Risk faktorleri:

* Protease inhibitorleri veya didanozin ile birlikte kullanimi

* Tenofovir renal transporterinin genetik polimorfizmi

* Disuk GFR

* Sirkilasyondaki yliksek tenofovir duzeyi

Indian J Nephrol. 2014;24(2):108
Am J Kidney Dis. 2011;57(5):773. Epub 2011 Mar 23



Version 9.1
October2018

ARV

Management

oximal tubulopathy with any combination of:

1. Proteinuria: urine dipstick = 1, or confirmed increase in
UP/C > 30 mg/mmol'

2. Progressive decline in eGFR and eGFR < 90 mL/min!"

3. Phosphaturial': confirmed hypophosphataemia secon-
to increased urine phosphate leak
4. Glu ig in non-diabetics

TDF™

S tre-250H) vitamin D, PTH, DXA

ssment:
< - Tests for proximal renal tubulopathy/renal Fanconi syndrome!iii)
= Consider renal bone disease if hypophosphataemia of renal origin: me

Re

y non-tenocfovir drug or TAF™" if:
ocumented tubular proteinuria and/or glucosuria
= Progressive decline in eGFR and no other cause

steopenia/osteoporosis in the presence of increased urine
ph eak

= Confirmed hypophosphataemia of renal origin and no other cause




Version 9.1
October2018

Indications for proximal renal tubulopathy tests Proximal renal tubulopathy tests'/, including Replace TDF by non-tenofovir
drug or TAF" alternative drug if:

- Progressive decline in eGFR!" MDsphate and urinary phusphavmﬁm*”\ - Confirmed proximal renal tubulo-

& eGFR = 90 mL/min & no other cause and/or = Blood glucose and glucosuria pathy with no other cause
- Confirmed hypophosphataemial’ and/or = Serum bicarbonate and urinary pHvi
» Confirmed increase in UP/C!1) - Blood wuric acid level and urinary uric acid excretionv'

= Renal insufficiency even if stable (eGFR = 60 mL/MN\ = Serum potassium and urinary potassium excretion
= Tubular proteinuria’"




* Tedavi degisikligi planlandi

e DXA da istendi



ferring Physician:

Image not for diagnostic use
k= 1.144,d0 =445
121 x 136

NECK: 49 x 15

Neck

2
2 25 30 35 40 45 50 55 60 85 70 75 80 85
Age

T-score vs. White Male; Z-score vs. White Male. Source:BMDCS/NHANES

Scan Information:
Scan Date: 06 August 2018
Scan Type: fLeft Hip
Analysis: 06 August 2018 10:25 Version 13.2:5

ID: A0806180W

Hip
Operator:
Model: Discovery Wi (S/N 84305)
Comment:

DXA Results Summary:

Region Area BMC  BMD T- Z- }

(cm?) (2 (g/cm?) score score f
Neck 5.05 3.22 0.637 =22 14 B
Troch 10.92 6.43 0.589 -1.5 -1.2 |
Inter 35.89 35.29 0.983 12 09 |l
Total 51.86 4494 ° 0.867 -1.1 038 |
Ward's 1.08 046 0426 @ 12 |

Total BMD CV 1.0%, ACF = 1029, BCF = 0.976, TH=6.575 i
WHO Classification: Osteopenia
Fracture Risk: Increased

Comment:

HOLOGIC'

Refer;iﬁg I;Hysician:

Image not for diagnostic use
k=1.139,d0=394
116 x 143

Total

02
20 25 30 35 40 45 S50 55 60 65 70 75 80 8
Age

T-score vs. White Male; Z-score vs. White Male. Source:BMDCS/Hologic

Scan Information:

Scan Date: 06 August 2018
Scan Type: fLumbar Spine
Analysis: 06 August 2018 10:23 Version 13.2:5

ID: A0806180V

Spine
Operator:
Model: Discovery Wi (S/N 84305)
Comment:

DXA Results Summary:

Region Area BMC BMD T- Z-
(ecm?) (g) (g/em?) score score ‘
L1 14.08 11.24 0.799 i 21§l
L2 14.72 11.36 0.772 29 25 R
L3 14.61 11.51 0.788 29 24 H
L4 15.89 12.01 0.756 -3.0 26 H
Total e a3 e G a4

Total BMD CV 1.0%, ACF = 1.029, BCF = 0976, TH =9.054
WHO Classification: Osteoporosis
Fracture Risk: High

Comment:

HOLOGIC




DXA ile kemik mineral yogunlugu siniflamasi

Normal

e T skoru > -1

Osteopeni

Postmenapozal
kadinlar ve >50
yas erkek

e T skoru-1ile-2,5

0)i=ejeleigers | ® T skoru <-2,5

Siddetli * Kirik ve
Osteoporoz T skoru <-2,5




Osteoporoz

e porous bone = gozeli, gozenekli kemik

e Osteoporoz; dusuk kemik kutlesi ve kemik dokunun mikro yapisinda
bozulma ile karakterize,

» Osteoporozun tipik ozelligi, normal mineral-matriks oraninin
korunarak, hem kemik mineralinin hem de matriksinin kaybidir

Osteoporozun en 6nemli komplikasyonu kiriklardir



HIV pozitif hastalarda osteoporotik kalca kirigi riski HIV negatif hastalar ile
kiyaslandiginda sekonder risk faktorlerinden bagimsiz olarak yaklasik 5 kat
artmistir

Number of Fracture IR/1,000 py Age & Gender-adjusted Multivariate adjusted
fractures [95%CI] HR [95%Cl]; p-val HR* [95%Cl]; p-val
HIP FRACTURES
HIV
Uninfected 7,299 2.37 [2.31-2.42] REF REF
6.16 [3.49-10.86]; 4.72 [2.35-9.47]; D
HIV Infected 12 2.03 [1.15-3.57] p<0.001 p<0.001
ALL CLINICAL FRACTURES
HIV
Uninfected 24,408 7.93 [7.83-8.03] REF REF
2.67 [2.01-3.53]; | <1.75[1.24-2.48];
HIV Infected 49 8.03 [6.07-10.62] p<0.001 p=0.002

Guerri-Fernandez R et al. ] Bone Miner Res 2013;28(6):1259-1263
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Bone Disease: Screening and Diagnosis

Dsteoporosis = Reduced bone mass Consider classic risk factors' and | DA scan
= Postmenopausal women and men | - Increased incidence of fractures in estimate fracthure risk using FRAX
aged = 50 years with BMD T-score | HN-positive persons Rule out causes of secondany
£-25 = Asymptomatic until frachures ocour Consider DA N any person osteoporosis if BMD bow'
= Premencpauwsal women and men with 2 1 risk of:11
aged < 50 years with BMD Z-score | Common in HIV 1. Postmenopausal wormen Lateral spine X-rays (lumbar and
= -2 and fragility fracture = Up to 10-15% prevalence of 2. Men =z 50 years thoracic) if low spine: BMD, ostecpo-
DEIES0pOrosis 3. Those betwesn 40-50 years with | nosis on DA, or significant height
= Acticlogy multEactorial high fracture risk (= 20% 10-year | loss or kyphosis dewelops. (DMA-
= Loss of BMD observed with fracture risk based on FRAX based vertebral fracture assessment
ART iniiation assessment without DA} can be wsed as an altemative to
= Gregter loss of BMD with initiaten 4. of kow mpact frachure lateral spine X-ray)
of certain ARVs 5. High risk for falls
G. Clinical hypogoenadism (sympto-
matic, see Saxual
Drysfunction)
7. Oral glucocorticoid use {minirmum
5 myg/gd prednisone equinalent for
= 3 monihs)
Preferably performn DA n those
with abowe nsk factors prior o
ART initiation. Assess effect of risk
factors on fracture nsk by including
DA results in the FRANE scome
([t femnw shef_ac. ulFRAX)
= Only wse if = 40 years
= May underestimate risk im HIV-
posiive persons
= Consader using HIV as a cause of
secondary osteoporosis«
Osteomalacia = Defective bone mineralisation = Diark skin Measure 25{0H) vitamin O
= Increased risk of fractures and = Dietary deficiency in all persons at presentation
bone pai = Awcidance of sun exposane
= \fitarmin O deficiency may cause - Malabsomption : ngml | nrmaliL
proximal rmuscle weakness - Obesity Deficiency =10 |=25
- prevalence (> 80%:) of = Renal phosphate wasting Insufficiency <20 < 5D
witamin [ insufficiency in some:
HN cohorts and in the general I deficient or insufficient, check PTH
population lewels
Consider vitamin D replacement i
Osteonecrosis = Infarct of epiphyseal plate of long Risk factors:
bones resulting in acute bone pan = Low CO4 count
= Rare but increased prevalence » Glucocoricoid exposure MR
n HIV - VDU
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Osteoporoz

Postmenopozal kadinlar
ve >50 yasindaki
erkeklerde T-skoru <-2,5
Premenopozal kadinlar ve
<50 yasindaki erkeklerde
Z-skoru <-2 ve kirik varhgi

Ozellikler

Kemik kitlesinde azalma
HIV-pozitif kisilerde kirik
insidansinda artis

Kirik gbrulene dek
asemptomatik

HIV'de sik olarak

Osteoporoz prevelansi
%10-15

Multifaktoriyel etiyoloji
ART baslanmasiyla KMY
kaybi

Bazi AR ile KMY’da
belirgin kayip

Risk Faktorleri

Klasik risk faktorleri ve FRAX
kullanarak kirik riski tahmin
edilir

>1 faktor varsa DEXA
dusianalir:
Postmenopozal kadin
>50 yasinda erkek
40-50 yas arasi kirik riski
yliksekse (FRAX ile 10
yillik diisme riski >%20)
Kirik 6ykasa
Disme riski yuksekse
Semptomatik klinik
hipogonadizm
Oral steroid kullanimi (5
mg/gin prednizona
esdeger, >3 ay slireyle)

Tanisal Testler
DEXA

KMY dusuik ise sekonder
osteoporoz nedenleri
dislanmali

Lateral omurga grafileri
(lomber ve torasik); omur
KMY disikse, DEXA'da
osteoporoz varsa, belirgin
yukseklik kaybi veya kifoz
varsa
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Osteoporoz

TDF’den kacinilmali
ABC veya TAF kulan

HLA-B*5701 negatif ise ABC
kullanilabilir.

Eger HIV RNA >100,000 kopya/mL
ise, EFV veya ATV/r ile kullanilmaz)

TDF; renal tubulopati, idrar fosfat
kaybi ve osteomalazi ile birlikte
kemik mineral yogunlugunda
azalmayla iliskili

TAF ve ABC, TDF'den daha az KMY
kaybina neden olur




DHHS-2018

istenmeyen Etki Antiretroviral ilag degisikligi Yorum
Hangi ilagtan Hangi ilaca

Kemik mineral TDF TAF veya ABC
yogunluguna etkisi

TAF, TDF'ye gore KMY’da daha az

miktarda azalma yapmaktadir ve

sadece 3TC veya FTC ha}stada TA:F'? gegildigiinde K'MY’da

) .. . iyilesme goriulmektedir. TAF In

ceren FEJII‘I‘H?F ?ger. ) osteopeni ve osteoporoz Uzerine

uygunsa disindlebilir -, dsnem etkisi bilinmemektedir,
bu durumlarda yakin klinik takip
onerilmektedir.

NRTI'dan kaginilan veya



* Agustos 2018’de TDF/FTC + DTG kesilerek Genvoya’ya gecildi



TDF/FTC Tedavinin Tedavinin Tedavinin

+ DTG Ly 15.ay! 18.ay!
I e e
Lenfosit 1450 1380 2520 2330 2110 2340
ALT 20 12 28 23 15 17
T. Kolesterol 167 178 194 182 200 213
LDL 106 179 128 111 123 144
Trigliserid 105 87 100 104 105 103
Kreatinin 0,8 0,84 1,03 1,2 0,9 1,03
CKD-EPI eGFR 103 101 83 65 91 90 I
HIV RNA 43500 Negatif Negatif Negatif Negatif Negatif
CD4 (%) 275 (19) 358 (26) 730 (29) 699 (30) 527 (25) 655 (28)
Fosfor 2,8 2,7 3,08 2,9 2,6 3,08
Kalsiyum 9,5 8,9 9,15 9,3
Vitamin D 15,9 23 17 26 t 17

Agustos 2018'de
Genvoya’'ya gegis




Calisma 112: Gegisten 6nce TDF ve gecisten dnce TDF disi ajan analizi (96.Hafta)

eGFRp.epicysc: Zaman igcinde medyan degisimler

=2 Gegisten Once TDF === Gegisten dnce TDF yok

)

< 15 -

—

o

€ 10 -

™ 1
c N 1
C - 1
T2 5 3.9 .
§ ) il p <0.001
o E "
Holard 0 .
g N—_—” p=0.23*
8= ) -
o . 1 il
5§ 5
gD
& g

é-lo 2

[a]

S

E 1S 0 | | | | | | |

% 0O 4 8 12 16 24 36 48 60 72 84 96

Hafta
‘ n= 157 155 156 153 152 151 151 149 147 147 144 143
. n= 84 83 83 83 82 80 76 75 75 75 73 73
Medyan, mL/dak/1.73 m? (Q1, Q3) Baslangic 96.Hafta

Gecisten &nce TDF 75.4 (60.9, 86.2) 80.1(65.8, 95.7)
Gegisten 6nce TDF yok 60.4 (47.7, 75.0) 62.3 (50.4, 77.9)

*Baslangic ile 96.hafta arasindaki farklarin iki yénlii Wilcoxon signed-rank testine dayali P degerleri

Post F, et al. CROI 2016. Boston MA. #680



Calisma 112: Gegisten once TDF ve gecisten 6nce TDF disi ajan analizi

Kemik Mineral Yogunlugu: Baslangica Gore Degisiklikler

—@=— Gegisten 6nce TDF=@-= Gecisten dnceTDF yok

Baslangica Gore Medyan %

5 - Vertebra 5 Kalca p <0.001
p <0.001 -
4 - . :
3.9 3.1
3 ] 2.22
p<0.001*
5 | 1.08
P=0.039*

Degisiklik (Q1,Q3)

0.8

p=0.03

0 ] 1
p=0.098
'1 | | | | | | | '2 ~l 1 | | | |
0 24 48 72 96 120 144 0 24 48 72 96 120 144
' ' | | | |
Hafta

® n= 154 147 146 145 140 154 148 147 142 138
® n= 8 79 76 78 76 82 77 76 78 77

TDF’ye dayali bir rejimden E/C/F/TAF’a gecisten sonra vertebra ve kalgca KMY’sinde 144.haftaya kadar anlaml artiglar olmustur

Podzamczer et al. IAg; 2017, MOPEBO0288
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* 4 Subat 2019 tarihinde Acil Servis’e oksuruk, balgam, ates sikayeti ile
basvurmus

* Pnédmoni on tanisiyla Gégus Hastaliklari’na yatiriimis
* Pip/tazo, klaritromisin, oseltamivir, prednol baslanmis




Klinik gidis

* Yatisinin 2.gintnde solunum sikintisi artan hastanin kan gazlarinda
kotlilesme olmasi Uzerine yogun bakim gorusu aliniyor ve oraya
devrediliyor

pH 7,508
pCo2 30,3
poz2 576
CHCO3adt 235
CHCO3std 23,9
Oksihernoglobin 289
Laktat 1,06

* Hastada ARDS tablosunda takip ediliyor,
* HRCT isteniyor




* HRCT’de PCP de ayirici tanilar icerisinde yer aldigi icin HIV Ab isteniyor
ve reaktif saptaniyor

 Tarafimizdan Trimetoprim/sulfametaksazol + prednol tedavisi baslandi
* Dogrulama testi: Pozitif

* CD4: 0 (%0)

* HIV RNA: 389 000 kopya/ml



* Hastaya ART plani da yapildi
 Ozellikle tbc ekarte edildikten sonra



A) Onerilen rejimlerti

Rejim

Doz

Uyar

Gida Gereksinimi

2 Niikleozit analoegu revers transkriptaz inhibitorl + fntegraz inhibitorli

»  Al/Ca/Mg iceren antasit ve
multivitaminler ile eg zamanli

HIV/AI

TANI

DS

iZLEM VE TEDAVI

EL KITABI

2 Niikleozit analegu revers transkriptaz inhibitord + Nennlikleozit revers transkriptaz inhibitorl

» CD4T lenfositi sayisi

>200 hicre/mm? ve HIV RNA duzeyi
<100.000 kopya/mLise kullanilabilir.

» PPl kontrendikedir. H2 antagonistleri,
RPV'den12 saat 6nce ve 4 saat sonra
alinabilir.

Yemekle

2 Niikleozit analegu revers transkriptaz inhibitorl + Gl¢lendirilmis proteaz inhibiterl

ABC/3TC/DTG alinmamalidir (en az 2 saat 6nce veya
ABC/3TC/DTG'? | 600/300/50 mg Linabil b Y2 1yok
Gunde 1 tablet 6 saat sonra alinabl 'TJ'
» Rifampisin ile birlikte kullanilacaksa
DTG 50 mg ginde iki kez énerilir.
TAE/ETC/BIC TAF/FTC/BIC 25/200/50 mg | Agir karaciger yetmezliginde Yok
Ginde 1 tablet kullanilmamalidir.
TAF/FTC 25/200 mg . :
TAF/FTC? Giinde 1 tablet » Al/Ca/Mg iceren antasit ve
veya TDE/ETC multivitaminler ile eg zamanli
. alinmamalidir (en az 2 saat dnce veya
-_I;_DFIFTC ?3?1?132‘:‘}] ?;%Iet 6 saat sonra alinabilir). Yok
DTG DTG 50 m » Rifampisin ile birlikte
Giinde 1 tgblet DTG 50 mg gunde iki ke TAF/FTC/RPV
25/200/25mg
10/200/150/150mg | AlICa/Mg 1 oy |Ginde | tabletveya
3 mg a/Mg iceren antasit TDF/FTC/RPV
I’:‘;EFTCHEVGIC Giinde 1 tablet veya multivitaminler ile es zar | TDF/FTC/RPVE 1 500 5 00/95 mg
TDF/FTC/EVG/c alinmamalidir (en az 2 sz Giinde 1 tabl
4 inde 1 tablet
TDR/FTC/BVG/S 1 300/200/150/150 mg |6 saat sonra alinabilir).
Ginde 1 tablet
TAF/FTC 25/200 mg (T;’ﬂ_‘_F"ng? mglzaﬂ mg
Giinde 1 tablet veya TAF/FTC? o nfrcta?naiggyrig
TAF/FTC? -:IJ,_DD[]F:;:]I_{?m » Al/Mg iceren antasit| 'T'EYIEIFTCB Gunde 1 tablet
veya Giinde 1 ta%let zamanli alinmasi 6ne N DRV/c 800/150 mg
3 I 1sini irh T
TDF/FTC RAL 400 mg » Rifampisinile birlikte DRV/c(v) Ginde 1 tablet veya
+ inde iki def bl RAL 400 veya 800 m DRV 800 mg
RAL Gunde iki defa 1 tablet kez alinmalidir veya Ginde 1 tabl
: inde 1 tablet ve
veya DRV/r{v)
RAL 600 mg RTV 100 mg

Gunde bir defa 2 tablet

Gunde 1 tablet

Sulfonamit alerjisi olan hastalar
izlenmelidir.

Yemekle




Tedavi karari

* Hastaya TAF/FTC/EVG/c baslandi



104/111 Tedavi deneyimsiz hastalarda ECFTAF calismasi TDF
kolunda renal nedenlerle tedaviyi birakan hastalarin oranlari

eGFR¢g, Age, years Renal adverse event on TDF
mL/min

Male White Renal tubular disorder
2" Male 104 51 White Fanconi syndrome, glycosuria
3 Male 98 27 American Indian/Alaska Proteinuria

Native
4 Male 94 50 White Blood creatinine increased, BMD
decreased

5 Male 92 50 White GFR decreased
6* Male 88 33 White Renal tubular disorder
7 Male 83 36 White Blood creatinine increased, GFR decreased
8 Male 83 41 Black Renal failure
9* Male 82 53 White Renal tubular disorder
10 Female 73 53 Other Renal failure
11 Male 66 37 Black Nephropathy
12 Male 63 59 White Bladder spasm

Geng haStaIa rda da renal ta kip ge rEindir 1. Arribas J et al. J Acquir Immune Defic Syndr 2017;75(2):211-8;.

2. Gilead Sciences, data on file.






