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Outline

= |Introduction to HIV/AIDS treatment

= | aboratory investigation and monitoring

= Antiretroviral therapy regimen

» |ong-term complications and management
* Immunization for PLWH

= HIV prevention



HIV Continuum of Care

» Steps or stages of medical treatment for HIV

» Begins when someone receives an HIV diagnosis, and includes
finding the right health care, starting ART, adhering to treatment, and
staying in care

» Ultimate goal of the continuum of care is viral suppression
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https://clinicalinfo.hiv.gov/en/glossary/hiv-continuum-care (accessed 24 March 2026)


Presenter Notes
Presentation Notes
The steps or stages of medical treatment for HIV. The continuum of care begins when someone receives an HIV diagnosis, and includes finding the right health care, starting antiretroviral therapy (ART), adhering to treatment, and staying in care. The ultimate goal of the continuum of care is viral suppression. The continuum of care can also refer to a model used by epidemiologists and other health care professionals to monitor the success of HIV-related programs and to identify and address gaps in HIV-related services. This model measures linkage to care, retention in care, and sustained viral suppression among people with HIV.


The “Fourth 90”: Health-Related Quality of Life':2
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Comorbidities
Self-perceived QoL

A more holistic, people-centered HIV
care approach focused on long-term
well-being is needed to address?

» Health-related quality of life

» Multimorbidity
(e.g., noncommunicable diseases,
mental health)

= Stigma and discrimination
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1. Lazarus. BMC Med 2016;94. 2. WHO. Draft Global Health Strategy on HIV. 2016. unaids.org/sites/default/files/media_asset/201506_JC2743_Understanding_FastTrack_en.pdf
3. WHO Global Health Sector Strategy on HIV: 2022-2030. https://www.who.int/publications/i/item/9789240053779 (accessed 12 May 2025)
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Presentation Notes
ART, antiretroviral therapy; QoL, quality of life. apps.who.int/iris/rest/bitstreams/1451670/retrieve


Ending the HIV Pandemic: Key Strategies

Strategies

Diagnose
All individuals with HIV as soon
as possible after infection

Treat
PLWH rapidly and effectively (U=U)

Prevent

HIV transmissions by using condom,
male circumcision, PEP, and new

proven interventions, such as PrEP

Incidence

Target: Reduce new
HIV acquisitions in
the US by 75% by 2025
and 90% by 2030
Respond
Quickly to potential HIV outbreaks,
ensuring prevention and treatment
services are available to people
who need them

®©
©

Modified from HIV.gov. Key Strategies in the Plan.
Available at: https://www.hiv.gov/federal-response/ending-the-hiv-epidemic/key-strategies (accessed 12 May 2025)

Indicators
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Presentation Notes
U=U, undetectable = untransmissible; US, United States 



Optimizing HIV Treatment: Current Challenges

Late Rapid start/same day

presenters/advanced start ART HIV/HBV co-infection

HIV disease

Adherence and
Long-term treatment persistence
(forgiveness)
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Current challenges
Late presenters/AHD
Long-term treatment
Rapid start/Same day start
Adherence and persistence (Forgiveness)
HIV/HBV co-infection
Emerging strategies:
Efficacy and safety data of B/F/TAF
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HIV Treatment Goals

ﬁ Maximally and durably
M suppress plasma HIV RNA

Reduce HIV-associated
morbidity and prolong the
duration and quality of survival

Restore and preserve
immunologic function

Prevent HIV transmission

» Predictors of virologic success:

— Low baseline viremia — Convenience of the regimen

— High potency of the ARV regimen - Excellent adherence to the regimen
— Tolerability of the regimen

DHHS ART Guidelines. January 2016.
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Presentation Notes
“The goals of HIV therapy remain consistent:�To maximally and durably suppress plasma HIV RNA,�To restore and preserve immune function,�To reduce HIV-related morbidity and mortality,�and to prevent transmission.�Achieving these goals depends on several predictors — including low baseline viral load, potent and tolerable regimens, and of course, excellent adherence.”
DDI, drug–drug interaction; OI, opportunistic infection; STI, sexually transmitted infection. 


Thailand National Guidelines on HIV/AIDS

Treatment and Prevention
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QR code for Thai HIV Guidelines 2025

Thai HIV/AIDS Guidelines
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Questions and Suggestions
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Urine LF-LAM Assay
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Urine LF-LAM Assay

(a) Add uring up to the line of the tube, mix,
and incubate for 10 minutes.

(b} Add 2 drops fromn the tube to the sample

~ well marked “1”.

(¢) Press button 2" and incubate for 3-10
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(d) When an orange "go to next step” marker
appears, press button "3" and allow 1 minute
until the result is displayed,
Tubarculosis Tuberculosis ) )
negative positive _ (€] Interpret the result according to the
|'I{I_' bands that appear on the cartridge reader.
cT cT

Comella-Del-Barrio P, et al. J Clin Med 2021;10:2514.
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TST หรือ PPD หรือ IGRA
CD4 >200 cells/mm3
 
ตามแนวทางการคัดกรองและรักษาวัณโรคแฝง



People with Advanced HIV Disease
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Thai HIV Treatment Guidelines 2025
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Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH
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ประโยชน์ของการเริ่มยาต้านเอชไอวีภายในวันเดียวกัน คือ สามารถกดเชื้อเอชไอวีได้เร็วที่สุด ลดโอกาส การถ่ายทอดเชื้อไปยังผู้อื่นลงอย่างรวดเร็ว ลดความเสี่ยงต่อการไม่เข้าสู่การรักษา ลดโอกาสการขาดนัดก่อนเริ่มยา ช่วยสนับสนุนการคงอยู่ในระบบการรักษาไปตลอด (retain) และลดอัตราการเสียชีวิตจากการเริ่มยาช้า 
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Immune Reconstitution Inflammatory Syndrome

Improvement/
recovery
ART Clinical | | ABE Ly Clinical : —»
initiation . " deterioration mitaton : ‘ deterioration‘ ' .
Time . Time )
Paradoxical IRIS ART-associated Ol

Differential diagnosis: (possible scenarios):
« ART/OI treatment toxicity  Unmasking IRIS
« Ol drug resistance * Missed Ol diagnosis at presentation
« Poor adherence to treatment with clinical progression and
* Other new Ol presentation is usual

* New Ol due to persisting immune
deficiency

Walker NF, et al. HIV AIDS (Auckl) 2015;7:49-64.
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Figure 1 Schematic demonstrating sequence of key events in paradoxical immune reconstitution inflammatory syndrome (IRIS) (A) and unmasking IRIS (B). Note: Unmasking IRIS is one possible presentation of an antiretroviral therapy (ART)-associated opportunistic infection (OI), and is characterized by an atypically inflammatory or localized presentation, unlike other forms of ART-associated OI (points 2 and 3 in [B]).


Thai HIV Treatment Guidelines 2025
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PrEP regimen gnsiitugin

TDF/FTC %58 TAF/FTC %58 lenacapavir TXF/XTC/INSTIs (DTG %352 BIC)

Long-acting injectable cabotegravir TXF/XTC + Boosted DRV

v' TXF U809 TAF %59 TDF
v/ XTC vidnene 3TC wisa FTC

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



S
TDF/3TC or FTC: Advantage and Disadvantage

Advantage(s) Disadvantage(s)

» Coformulated with DTG = Renal toxicity, including proximal
» Long-term clinical experience tubulopathy and acute or chronic renal
= Active against HBV insufficiency, especially when combined
= Associated with lower lipid levels than with pharmacologic boosters

TAF = Osteomalacia as a consequence of

proximal tubulopathy
= Decreased BMD, especially when
combined with pharmacologic boosters

Modified from DHHS ART Guidelines. September 2024.
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Renal toxicity, including proximal tubulopathy and acute or chronic renal insufficiency, especially when combined with pharmacologic boosters
Osteomalacia has been reported as a consequence of proximal tubulopathy
Decreased BMD has been associated with use of TDF, especially when combined with pharmacologic boosters



S
TAF/FTC: Advantage and Disadvantage

Advantage(s) Disadvantage(s)

» Coformulated with BIC and DTG » TDF is associated with lower lipid levels
= Active against HBV than TAF
= Smaller decline in renal function, less » More weight gain than TDF

proteinuria, and smaller reductions in
BMD than TDF/FTC

= Approved for patients with eGFR
230 mL/min

= Can be used in patients on chronic
hemodialysis

Modified from DHHS ART Guidelines. September 2024.


Presenter Notes
Presentation Notes
TDF is associated with lower lipid levels than TAF, perhaps because TDF results in higher plasma levels of tenofovir, which lowers lipids
See discussion in text regarding weight gain with TAF


S
DTG: Advantage and Disadvantage

Advantage(s) Disadvantage(s)

= Higher barrier to resistance = Oral absorption of DTG can be reduced by

than EVG or RAL simultaneous administration with drugs containing

» Coformulated with polyvalent cations (e.g., Al-, Ca-, or Mg-containing
TXF/XTC as STR antacids or supplements or multivitamin tablets with

» No food requirement minerals)

» Minimal CYP3A4 = UGT1A1 substrate; potential for drug-drug interactions
interactions » Decrease tubular secretion of creatinine without

» Favorable lipid profile affecting glomerular function - may result in increase in

serum creatinine of ~0.1-0.2 mg/dL
» Depression and suicidal ideation (rare; usually in
patients with preexisting psychiatric conditions)
Weight gain

Modified from DHHS ART Guidelines. September 2024.


Presenter Notes
Presentation Notes
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/table-9-advantages-and-disadvantages

Oral absorption of DTG can be reduced by simultaneous administration with drugs containing polyvalent cations (e.g., Al-, Ca-, or Mg-containing antacids or supplements or multivitamin tablets with minerals). See dosing recommendations in Table 24d.
Inhibits renal tubular secretion of Cr and can increase serum Cr without affecting glomerular function.
UGT1A1 substrate; potential for drug interactions (see Table 24d).
Depression and suicidal ideation (rare; usually in patients with preexisting psychiatric conditions).
See discussion in text regarding weight gain related to INSTIs.
Updated data from Botswana suggest that DTG exposure during conception may be associated with a small risk of NTDs in the infant compared with non-DTG ARV drugs (1.9 per 1,000 versus 1.1 per 1,000), with a prevalence difference that was not statistically significant. Clinicians should discuss with people of childbearing potential and refer to the Perinatal Guidelines.
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Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



Dolutegravir

" g17i6i8991ARUTHIMET 1E N15LETINAY metformin 1WS1E DTG LNHIZAUET metformin
AY3911AAWIA metformin gagalaitiv 1,000 un./3% Ll919z1Ra3H1H metformin %38
DTG BN tiavigald DTG 819s89UsuanIneILazARRINIZAURIAADE19528 RT3

® e171A5L AL Ha9AINYNLYSEAUEN DTG anad bewA dexamethasone, rifampicin,
rifapentine, rifabutin, 81AWAN carbamazepine, eslicarbazepine, phenobarbital,

phenytoin, primidone

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



Rilpivirine
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— A15/573 HIV VL NawSN RPV 61 VL 500,000 copies/mL A58 991098
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CD4 >350 cells/mm?®
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1$a8 6-12 LAY LLa:vlaJLﬂer'?lamﬂa:u NNRTIs §1A8%

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



Virologic Response Definitions

Incomplete virologic response

Virologic rebound

Virologic failure

Viral load

200 copies/mL

*HIV VL m Virologic suppression

DHHS ART Guidelines. May 2023.


Presenter Notes
Presentation Notes
Virologic Suppression: A confirmed HIV RNA level below the LLOD of available assays.

Virologic Failure: The inability to achieve or maintain suppression of viral replication to HIV RNA level <200 copies/mL.

Incomplete Virologic Response: Two consecutive plasma HIV RNA levels ≥200 copies/mL after 24 weeks on an ARV regimen in a patient who has not yet had documented virologic suppression on this regimen. A patient’s baseline HIV RNA level may affect the time course of response, and some regimens may take longer than others to suppress HIV RNA levels.

Virologic Rebound: After virologic suppression, confirmed HIV RNA level(s) ≥200 copies/mL.

Virologic Blip: After virologic suppression, an isolated detectable HIV RNA level that is followed by a return to virologic suppression.

Low-Level Viremia: Confirmed detectable HIV RNA level <200 copies/mL.


Ag1N2a9 LIS HABNANTISSNE

AN TCIR LY

Virologic suppression  8ugWi13z6U HIV RNA Twidas (VL) dndnAsngafivasaadale (lower limit of detection)

Virologic failure Taidgn150nAN15ULUIA289 ISFIAHUSNIDL HIV RNA <200 copies/mL tanSana Lala
BaLhe

a £

Incomplete virologic USu1ad HIV RNA Tiiam >200 copies/mL 2 ASIARNWARINBEIA1L02 LT N1w1%
response ae9%e8 24 FUARLWET LLAeaINsana lagalalwanzninvednlisagnsi

Virologic rebound AS2ANUUSNIDL HIV RNA Tb88R >200 copies/mL %#adannfNaweiningzau HIV RNA b
Lf’iaW;‘i']ﬂ'i'whs‘iﬂqmﬁLﬂ%aa‘i’m"[ﬂ”

Virologic blip R3INUUINID HIV RNA Twldan watanfidughinszau HIV RNA Twidanfinan
ANENgATIIATEYIR lALAILAZIHEATI9E 192N AUEIEAUAINIIAAgATIIASE9 IR LAENASS

Low - level viremia &9461471520U HIV RNA TwlA8m <200 copies/mL

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH
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Drug resistance

genotypic testing

>1,000 copies/mL

A

[A12kN

v

TifnegnsiAnag1oae
2 LABWLAZHTID HIV VL

! v v
SENTBHAT BB EN S1BITBHETT L8N VL amad >10 111 VL amad <10 L1
v v v
* LWABUGRTEIANNS * anUszib * Anegnsian * J5218% adherence
genotype * HIIVHDUNALNILABY ® 51593 HIV VL 8n 2 Lha * 5579 drug resistance
® £13939 HIV VL alw,ﬁawﬁ 3 * U3218% adherence ﬁy’l LaZAKAIT VL <50 copies/mL genotypic 1 VL
wnasLUae e * 71529 HIV VL 2191 2 ihowlazuseLiivga >1,000 copies/mL

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



Presenter Notes
Presentation Notes
ประเมิน adherence ก่อนตรวจ VL ทุกครั้ง ต้องมั่นใจว่าผู้ป่วยกินยาจริงในช่วงที่ผ่านมา 
หากไม่กินยาหรือกินไม่สม่ำเสมอ แนะนำให้กินยาสม่ำเสมออย่างน้อย 1 เดือน
การดูแลรักษาขึ้นกับ
ปริมาณ HIV VL ที่ตรวจได้
ความสม่ำเสมอในการกินยาหรือ adherence
ผลตรวจการดื้อยา 
ผลข้างเคียงของยาที่มี
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HIV-ASSIST: Input Is Individualized for Each

Patient’s Viral Attributes

User-Defined Attributes

Viral Attributes
Viral load

Resistance
mutations

Tropism

Patient
Characteristics

Comorbidities

Comedications

Treatment history
CD4+ cell count
HLA-B*5701

Adherence

Maddali MV, et al. J Acquir Immune Defic Syndr 2019;82:188-94. www.hivassist.com.

[aTo [\ViTe [VE1WANRAVA
Utility Score

ARV utility score

based on patient
characteristics and
anticipated efficacy and
tolerability of selected
ART combination

= Mutation information from
Stanford HIV Drug
Resistance Database

= Drug Interaction
information from University
of Liverpool HIV Drug
Interaction Checker

Multidrug Regimen
Aggregate HIV-ASSIST
Weighted Score

Regimen activity or
likelihood of viral
suppression

= Number of fully or partially
active ARVs in the regimen

= Efficacy, stratified by viral
load, CD4 cell count, and
treatment experience

Tolerability/Preference

= Pill burden, dosing frequency

= Individual ARV utility score
(drug interactions,
comorbidity consideration)

= Adverse event profile

User options for additional prioritization:

= Patients with pill aversion (prioritize smaller pills)
Patients who prefer once-daily dosing

Patients with intermittent adherence

Increase prioritization of =23 active drugs
Penalize regimens with IV/IM dosing

Suggested Interpretation of
HIV-ASSIST Results

Regiments ranked by
HIV-ASSIST weighted score

Score 0-2:
Stronger evidence for composite
objective of efficacy and tolerability

Intermediate Score:
Either reduced evidence for efficacy
or reduced tolerability

Score 10+:
Poor efficacy, poor tolerability, or
limited evidence for usage


Presenter Notes
Presentation Notes
ARV, antiretroviral.


HIV-ASSIST Example

Mutations: 103N, 65R, 184V Adherence: No options selected
CD4: Unknown

Comorbidities: None Viral load: Unknown

Comedications: None HLA-B5701: Negative

Treatment history: None Tropism: Unknown

Current regimen: None

View results

Instructions (Click to expand)

HIV-ASSIST Expert Guidance Report Additional Information ~

Copy  Excel CSV  Print = Print/Export All

Show 1% v entries

Regimen Weighted Score 15
DTG+DRVic 1T

DTG+DRVIC/TAFFTC 2

DRVIc+BIC/TAR/FTC 21

DTG+DRVIr 23

DRVIr+BIC/TAF/FTC 23

BIC/TAF/IFTC 25

DTG+TAFR/FTC 25

DTG+DRVIr+TAF/FTC 25

www.hivassist.com. (accessed 29 December 2025)

Active Drugs
2

233

233
133
1.33

233

Total Pills

Take the tour Start Over

Search

Frequency (x/day)
1

1


Presenter Notes
Presentation Notes
lower HIV-ASSIST weighted scores are considered preferable with respect to achieving viral suppression and maximizing tolerability.
The rationale behind why this regimen was chosen by our algorithm as the most appropriate is shown below:
Score (Change)Explanation1 (+1)Base score for this regimen1 (+0)Pill burden: Regimens with higher pill burden and frequency receive higher penalties. IV, IM, and SC regimens are further penalized or prioritized based on adherence preferences.1 (+0)Mutations: A mathematical mutation penalty was incorporated based on mutation scores from the Stanford Database. M184V penalties were ignored for this regimen.0.5 (-0.5)Non-suppressed viral load: We prioritized switching to 2 NRTI + INSTI +/- another ARV after treatment failure on an NNRTI regimen0.5 (Final)Final weighted score



Actions to Be Taken Upon Virologic Failure with
Suspected Resistance

Assess
adherence
and identify
factors

Rule out
drug-drug
interactions

Repeat
assessment
of HIV VL

Resistance
testing

Review all
resistance
reports with
treatment
history

Add
interventions
to promote
adherence

Goal: re- Select the

optimum
regimen

suppression
of HIV VL

Modified from Carr A, et al. Antivir Ther 2023;28:13596535231201162.



Number and Range of Comorbidities in PLWH
on ART

HOPS Cohort (N=10,566)

Non-AIDS illness burden in aging adults with HIV'2 PEARL model multimorbidity projection to 20303
Patients with non-AIDS chronic comorbidities by age group? Projected burden of multimorbidity, 2009-2030
703 Hypertension it
[} DYPI(? '?:l Slo mm () Comorbidities
E_ 60 yslipidemia o == 1 Comorbidity
_g 2 Psychl_atrlc, _ 3 800,000 1 2+ Comorbidities
gg 50 - including depression 5
=~ CKD -
o g 40 CVD oz 600,000
g <
D0 —
g2 % 400,000
gE Chronic HCV 5 00
g 3 20 Diabetes e
% 10 € 200,000
Chronic HBV 4
0 T T T 1 O -
18-40 41-50 51-60 >61 2010 2015 2020 2025 2030
(n=180) (n=502) (n=560) (n=298) Year

~36% of PLWH on ART are expected to have

H b
Age group (year) at end of observation >2 comorbidities in 2030 (in addition to HIV)

Anticipated growth in burden of multimorbidity will require new HIV care models to support
prevention and management of comorbidities among people aging with HIV

aEarliest of death, last HIV provider contact, or 30 June 2015.
bAll Cochran-Armitage P-values for trend for each condition across age groups were <0.05, indicating significant increases by age, except for psychiatric illness and chronic HBV infection.

1. Palella FJ, et al. CROI 2017. (poster 663) 2. Palella FJ, et al. AIDS 2019;33:2327-35. 3. Althoff KN, et al. PLos Med 2024;21:e1004325.


Presenter Notes
Presentation Notes
HIV Outpatient Study (HOPS) / The ProjEcting Age multimoRbidity and poLy pharmacy (PEARL) (United States) 
CKD, chronic kidney disease.
3. Kasaie P, et al. CROI 2021. (oral 102) 


Common NCDs in HIV Clinics

» Cardiovascular diseases
— Hypertension, dyslipidemia, including ischemic heart disease
» Diabetes mellitus
» Chronic kidney disease
= Cancers
— Cervical, Kaposi sarcoma, non-Hodgkin lymphoma
— Non AIDS-related cancer
= Chronic liver disease
— HBV/HCV co-infection
— Non-alcoholic fatty liver disease

= Neurocognitive disorders
» Chronic respiratory diseases

Deeks SG, et al. Nature 2013;491:437-43. Narayan KMV, et al. Lancet 2014;384:2059-68.


Presenter Notes
Presentation Notes
Non-alcoholic Fatty Liver Disease หรือ NAFLD


Residual Persistent Inflammation in PLWH

Co-infections™-3 {|§}
Suppressed
by ART

HIV-induced loss of >
GALT and impaired ~ High VL
epithelial integrity'-3 >
HIV-1 replication and
persistence (viral n

: . +
reservoirs, sanctuary sites -i}
and low-level viremia)'-3

S\

Smoking*
Alcohof @ Lifestyle

Weighté and

general
health

Menopause’
Chronic disease8 ®

Illicit drug use'®

1

> Age-associated
comorbidities 211,12

Inflammation

Efforts to decrease morbidity and mortality during
ART-mediated viral suppression should focus on

addressing modifiable risk factors for chronic disease:
smoking cessation, healthy diet, regular exercise, treatment

of hypertension and hyperlipidemia’” , ,

1. Hunt PW, et al. J Infect Dis 2016;214:S44-50. 2. Deeks SG, et al. Lancet 2013;382:1525-33. 3. Deeks SG, et al. Immunity 2013;39:633-45.

4. Lee J, et al. J Dent Res 2012;91:142-9. 5. Molina PE, et al. Alcohol Res Health 2010;33:97-108. 6. Maurizi G, et al. J Cell Physiol 2018;233:88-97.

7. Malutan AM, et al. Prz Menopauzalny 2014;13:162-8. 8. Miller AH, et al. Biol Psychiatry 2009;65;732-41. 9. Brown TT, et al. Diabetes Care 2010;33:2244-9.
10. Samikkannu T, et al. J Neuroinflamm 2013;10:113. 11. DHHS ART Guidelines. September 2022. 12. Deeks SG, et al. BMJ 2009;338:a3172.


Presenter Notes
Presentation Notes
With Effective, Durable Viral Suppression, Residual Persistent Inflammation on ART is a Very Small Part of the Inflammatory Landscape

Key points:
Comorbidities, changes in fat distribution, lifestyle factors and socioeconomic factors have also been implicated in the pathogenesis of inflammation and immune activation1–8
Efforts to decrease morbidity and mortality during ART-mediated viral suppression should focus on addressing modifiable risk factors for chronic disease: smoking cessation, healthy diet, regular exercise, treatment of hypertension and hyperlipidemia9

References:
Hunt PW, et al. J Infect Dis 2016;214:S44–50
Deeks SG, et al. Lancet 2013;382:1525–33
Deeks SG, et al. Immunity 2013;39:633–45
Lee J, et al. J Dent Res 2012;91:142–9
Molina PE, et al. Alcohol Res Health 2010;33:97–108
Maurizi G, et al. J Cell Physiol 2018;233:88–97
Malutan AM, et al. Prz Menopauzalny 2014;13:162–8
Miller AH, et al. Biol Psychiatry 2009;65;732–41
Brown TT, et al. Diabetes Care 2010;33:2244–9
Samikkannu T, et al. J Neuroinflamm 2013;10:113
DHHS Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents with HIV, September 2022
Deeks SG, Phillips AN. BMJ 2009;338:a3172
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Presenter Notes
Presentation Notes

เป้าหมายการรักษากำหนดไว้เป็นแนวทาง ไม่จำเป็นต้องรักษาให้ได้ตามเป้าหมายเสมอ ต้องพิจารณาปัจจัย ต่าง ๆ ร่วมด้วย กรณีที่ใช้วิธีคำนวณ LDL ต้องระวังในภาวะที่มีระดับไตรกลีเซอไรด์สูงมากกว่า 400 มก./ดล. จะทำให้ผลการตรวจ LDL จากการคำนวณผิดพลาดได้ (คำนวณจาก LDL = TC - HDL - (TG/5)) ในกลุ่มนี้ควรพิจารณาเพิ่มระดับเป้าหมายระดับไขมัน LDL ไปอีก 30 mg/dL 
2. ไม่มีการกำหนดเป้าหมายระดับไตรกลีเซอไรด์ในการรักษาไว้ชัดเจนเนื่องจากระดับไตรกลีเซอไรด์สูงยังเป็น ความเสี่ยงของการเกิดโรคหัวใจที่ไม่ชัดเจน อย่างไรก็ตามหากมีระดับไตรกลีเซอไรด์สูงมากกว่า 500 มก./ดล.พิจารณาปรับสูตรยาต้านเอชไอวีที่เหมาะสมและพิจารณาให้ยาลดระดับไตรกลีเซอไรด์ เพราะระดับไตรกลีเซอไรด์ ที่สูงมากอาจก่อให้เกิดตับอ่อนอักเสบได้ 
สำหรับกลุ่มประชากรที่มีความเสี่ยงต่ำถึงปานกลาง มีการศึกษาแบบสุ่มในระดับนานาชาติเพื่อป้องกันการเกิด โรคหลอดเลือดหัวใจในผู้อยู่ร่วมกับเอชไอวี ซึ่งพบว่าใช้ pitavastatin 4 มิลลิกรัมทุกวัน ช่วยลดความเสี่ยงของการเกิดโรคหัวใจที่สำคัญได้ 36% อย่างไรก็ตาม สามารถใช้ statin ตัวอื่นทดแทนได้ 


MACE Was Lowered by 35% for Participants
Taking Pitavastatin 4 mg Compared to Placebo

Primary Outcome Secondary Outcome
B First MACE _35% VS. placebo C First MACE or Death _21% VS. placebo

100+ 3 100+ g

804 6 Placebo 80 6

60 60+ Pitavastatin

Pitavastatin
404 0 T T T T T T

0 12 24 36 48 60 72

404 0

20+

Cumulative Incidence (%)
N

Cumulative Incidence (%)
N

20+

C T T 1 1 1 1 C 1 1 1 1
0 12 24 36 48 60 72 0 12 24 36 43 60 72

Months

Months
comiaive HR 0.65 (95% Cl 0.48 10 0.90; | comuerve  HR 0.79 (95% CI 0.65 to 0.96:;
Incidence ) P= 0002) Incidence ) P= 0.021)

of Event (% of Event (%

Placebo 0.00 0.66 1.38 2.14 2.74 3.36 436 Placebo 0.00 0.80 2.03 3.34 4.44 5.35 7.06
Pitavastatin 0.00 0.56 0.95 1.35 1.89 2.41 2.73 Pitavastatin 0.00 0.77 1.58 2.39 3.40 4.54 5.54
No. at Risk No. at Risk

Placebo 3881 3693 3506 3356 2997 2182 959 Placebo 3881 3693 3506 3356 2997 1975 919
Pitavastatin 3888 3647 3475 3364 2997 1947 1052 Pitavastatin 3888 3647 3475 3364 2998 1943 1027

Major Adverse Cardiovascular Event (MACE): cardiovascular death, myocardial infarction, hospitalization for unstable angina, stroke, transient ischemic attack,
peripheral arterial ischemia, revascularization, or death from an undetermined cause

Grinspoon SK, et al. N Engl J Med 2023;389:687-99.


Presenter Notes
Presentation Notes
MACE was lowered by 35% for participants taking Pitavastatin 4 mg compared to placebo after 5.1 years


Pitavastatin 4 mg Appeared to Have an
Acceptable Side-effect Profile

Incidence per 100 Person-Yr

6

—

Incidence rate ratio, 1.01
(95% Cl, 0.91-1.12)

4.16 4.13

Nonfatal Serious
Event

Grinspoon SK, et al. N Engl J Med 2023;389:687-99.

== Pjtavastatin

== Placebo

Incidence rate ratio, 1.35
(95% Cl, 1.09-1.66)

Incidence rate ratio, 1.74
(95% Cl, 1.24-2.45)

0.49 0.28

Severe Myalgia,
Muscle Weakness,
or Myopathy

1.13
08

Diabetes Mellitus


Presenter Notes
Presentation Notes
Diabetes rates increased in the pitavastatin group, however pitavastatin reduced major adverse cardiovascular events even among PWH with diabetes. ĉ Muscle-related symptoms were higher in the pitavastatin group but were mostly mild and only 1% withdrew for muscle-related symptoms.

Pitavastatin 4 mg appeared to have an acceptable side-effect profile in most participants�กลไกเพิ่มระดับน้ำตาลเป็น effect ของ HMG CoA Reductase inhibitor ค่ะ ที่ไปลด Coenzyme Q10 แล้วมี effect ต่อการหลั่ง insulin 
CoQ10 (Ubiquinone) เป็นองค์ประกอบสำคัญของ Electron Transport Chain (ETC) ในไมโทคอนเดรีย ซึ่งจำเป็นสำหรับการสร้างพลังงาน (ATP)
เมื่อใช้สเตติน → CoQ10 ลดลง�➡️ ส่งผลให้การสร้าง ATP ล่าช้า�➡️ ทำให้ การหลั่งอินซูลินลดลง
ข้อสรุป:
สเตตินลดระดับ CoQ10 → กระทบต่อการสร้างพลังงานในเซลล์ → ส่งผลต่อการทำงานของเซลล์ที่ต้องการพลังงานสูง เช่น เซลล์ตับอ่อนที่หลั่งอินซูลิน



Pitavastatin 4 mg Is Recommended by TAS
for CVD Prevention in PLWH

" A25UsSUANULEEIURINTSINALSATR tALasiantaan luau1an 10 U (10-Year Risk Score) LiNa219MNY
UaINULAZNITINET U BUUUSEIIUANULESIRDN1ISAALSATR LALAZNaALEaA lUSEata1 10 U

" fusuaulne (Thai CV Risk Score #iun
https://med.mahidol.ac.th/cardio_vascular risk/thai_cv_risk_score/) #38 Atherosclerotic
Cardiovascular Disease (ASCVD Risk Score 9111 https://tools.acc.org/ASCVD-Risk-Estimator/)
o o v v A & Yy} a Yol P o = a Y}

" Auwuginisivignaaludiuiveidunistasiudguaiilugiiianuideesnnnaiunarslunisiialsaialauag
NADALADN

10-Year Risk Score ALLUZUNVD I8 statin

40-759 5-10 Atorvastatin 20 4n./9U

Rosuvastatin 10 un./9u

Pitavastatin 4 un./2u

<5 laittuziin

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH




ms@Ltaé’ﬁaaé’ﬂdﬂmzﬁﬂﬂqﬂmﬁmﬂﬂﬁmn TDF

ANAnUnGaslafitAinaIn TDF megua%’nm

£7N15289 Fanconi’s syndrome ANNEAUNATNLAANTa ladIBAWA n1susiiwnnizlafimunfiann TDF:

aanmmﬂmsﬂimﬁ‘[nmagﬁa lvnsmasfilu ﬂgIﬂﬂ ﬂ‘smgl%ﬂ e {152AN19Y1191%289 proximal renal tubulopathy L{19239 Fanconi’s

Tuansuaiwn wazWasla fnsgnandundulinnds uswluag  syndrome

Tutasnazunw Lindgrsnelui o fansannazlsmifieanulauaznszgn A1z hypophosphatemia
91N lARAUNR

* 715999260 25(0H) vitamin D, PTH, I0ANABILHLADINIA

n3zan
Proximal tubulopathy with any combination of: ﬁﬁ]’]ﬁmﬁ‘ﬂqm TDF GL%ﬂiiﬁ&iavL‘lJa
1. Proteinuria: urine dipstick >1, glycosuria s[%ama:ﬁﬁwnaslu e AN158M89289 eGFR asmmml,a:&imﬁm (progressive decline)
\iamUn&A (normoglycemic glucosuria) ﬁvlaiﬁmm&ﬁua%me"[,m”ﬁ%a anafn1lanedeunan
2. NNSAARIIDI eGFR agaRaLibng Imav[,aiﬁml,mg%a%meua: o Budunisfiszaunasnaluionsn (hypophosphatemia) 270 ls
eGFR <90 #&./W11 AnUnd wazlaifl ampduadune
3. # phosphate $10anneaazanERUNGawrN AL AN « Osteopenia/osteoporosis JINAURNSANEBIBS urine
hypophosphatemia phosphate leak

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



AMSARMINAISNI9TUAI LanasUsy Lﬂﬁﬂugmmﬁ’mh%'a

TDF/3TC/DTG

P
AN

B GFR <50 mlL/min w38 ongoing declining of GFR %38

®  PpProximal tubulopathy* wio

®  Osteoporosis Wio progressive bone loss 159 fragility fracture

Avsaasuedu TAF/FTC/INSTI (BIC, DTG) wio
nsaing
B GFR< 30 mL/min #ie

®  Progression of proximal tubulopathy %38 Fanconi’s syndrome

®  Osteoporosis W30 progressive bone loss %30 fragility fracture

\ 4

DTG+3TC** %358 ABC+3TC+ DTG

*Proximal tubulopathy lAuA proteinuria, hypophosphatemia, hypokalemia, hypouricemia, renal acidosis, glucosuria with normal blood glucose level

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH
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msﬁmmuﬂsma’imﬁammms;uaz%’nmgﬁﬁ UanNLau

dnuszAfnsive auulns Neteiinasanisineuvasduuie olias
3 galaifauy
AULATEIANLEANDTRE (fnds >20 ¢/d, fune >30 ¢/d) Wiy

vigauaz@nay ALT, AST 7l 4-8 &Unvi

HBsAg*, HCV ab/RNA, syphilis ab/RPR, HAV IgM*, HEV ZIgM/RNA

idpmsmmnilpiifuiuagudvEalaeis nduudnauaus:

a ar =
fIANFUIMTIVNUANLMIN AL WazSnE1lsATINy

w oA @
AUWIEN quauwwu'lﬂ

Rare disorders: autoimmune

MASLD Nodular Other viral (CMV, MNon hepatitis cause: o )
MASH regenerative EBV) or bacterial Coeliac disease, myopathy, hep.atltls. he.mochromatOSIS,
hyperplasia infection Portal HT, Heart Failure Wilson's disease, alpha-1

antitrypsin deficiency

s = Y =) = w =
o mswanundunsuiinvasdsiniuaneidueyled winasde asiduugnsendinalisaldd
q = o . . . w1 ar o P
® U Metabolic dysfunction-associated steatotic liver disease 1uﬂ31ﬂagﬁ1ﬂﬂuta‘ﬁlﬁ 30-00% A3sasdelus il
n ] a . . . 2. [, "y 0 - - ' a
persistently elevated ALT 2ufiu 21 Cardiometabolic risks® Ingililaiinainanvndueu iniasduneanases 113a

fusniay uazen TneUseidfiuanudssueansiia fibrosis dae FIB-4 3o NFS AULHUDITNAE

UsziiupluLdre advanced liver fibrosis (ﬁ'mJi:u".iuémn 230

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH
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msﬁmmuﬂsma’imﬁammms;uaz%’nmgﬁﬁ UanNLau

Usziliuauides advanced liver fibrosis @asuszdiugmn 2-3 ¥

Low risk Indeterminate risk High risk
FIB-4 < 1.3, NFS< -1.455 FIB-4:1.3-2.67, NFS: -1.455- 0.676 FIB-4 >2.67, NFS > 0.675
<9.5 or 7.8 kPa Elastography/Fibroscan >9.5 or 7.8 kPa
aAuIMIN BBNAAINTY AIUALDIMNT IARNLATDIAL UINWINHRNIZNIATUNILAUD AN
uweaANBERd SN UMY ALAUlazngs uayluliuagng weUsiiuwaz e fibrosis, portal hypertension,
NGB hepatocellular carcinoma a819WINg &Y
a.Cardiometabolic risks 1w b.FIB-4 = Age ([years] x AST [U/L]) / platelet [109/L] x ALT
-BMIz 23 kg/m2 or WC> 80,90 cm lunejauazung [U/LD)
-FBS= 100 meg/dL or HbA1C> 5.7% or T2DM NFS, Non-alcoholic fatty liver disease Fibrosis Score = -
-BP=130/85 mm Hg or on antihypertensive treatment 1.675 + 0.037 x age (years) + 0.094 x BMI (ke/m2) + 1.13 x
-TG= 150 mg/dLor on lipid-lowering treatment impaired fasting glucose/diabetes mellitus(iv) (yes = 1/ no
-HDL < 50,60 me/dL Tundgauazens or on lipid-lowering = 0) + 0.99 x AST/ALT ratio-0.013 x platelet (x109)-0.66 x
treatment albumin(e/dL)

MASLD, Metabolic dysfunction-associated steatotic liver disease; MASH, Metabolic dysfunction-associated steatohepatitis;BMI, Body mass index; WC,
walst circumference; FBS, Fasting blood sugar; T2DM, Type 2 Diabetes mellitus;BP, Blood pressure; TG, Triglyceride

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH
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LIAANILTILAYILIRIN dasnun1sLne Drug—drug interaction LLag

g16ULaY ba 7 NaYI9LAYITZALEN? drug—food interaction

lND LA UE16192U LTU

-7} d. [~ -7}
Aadn1stuagutyReInIU

Usu gmm%mm:ﬁﬂ
1% la2uuuaR

ﬁ%agmmﬁﬁuﬁmﬂﬂ%'a

589U

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



Auzid lumsiwisugnsersiuayladlunsdinlaisasn

B A158RaN156593 HIV VL Aeln 6-12 LHaw NUSIRN15AnesaLitniat19a8Lans
B A5nUMBUIZIRNITSN®T NaZI9LALI2898T N15FAYLASNANIIAIIAT WD 1 5l 6

" fheiuszIRnI9sNUNaNEaININE % N1SLRBNFATEIANAITAIAIEAIINIZNATZ IS
waznaniaesnsildengnsen lUilngnsnisiwinersiuedlainduszdniniwlunisng
Tasaveenin lneRarsunannisieewasnan1snadwaoenluese

B QISNUNIBEAAILAEN drug-drug interaction LLa& drug-food interaction zlaogmmm”m
walalnanannazisy
" nfntssadalsanusniaudsinsieldme TDF wia TAF S98AU FTC 38 3TC 1N

dudusasfinisngaenraiih Arslasuendunfinalunisnalsaauaniauiunuwenbs
WnInUInwILaeI810

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH



VACCINES AND HIV

Get recommended
vaccines as part

of your overall HIV
medical care.

Protect yourself and
others against serious
diseases.

Hy
gov



Traveler

Tetanus, diphtheria,
and pertussis

Substitute one-time of 'd with Tdap or TdaP

Influenza

COVID-19

Measles, mumps,
and rubella

Varicella

1%4)
=

ra
o @

Hepatitis A virus

Hepatitis B virus

Hurnan papillomavirus

Prneumococcal
Respiratory syncytial virus

= -
a

g =
f=] {=]

Live-attenuated zoster

Recombinant zoster

2 or 3 doses depending

Dengue C5)
on types of vaccine

2 or 3 doses

B
A
P

Japanese encephalitis

See text

Meningococcal

Yellow fever If CD4 <200 1 doses

Rabies

2 doses

HSCT: hematopoietic stem cell transplantation; SOT: solid organ transplantation; Unit of CD4 is cells/mm®

Consider (optional vaccine) Contraindicated or cautious No specific recommendation
for adults with age requirement

IDAT. Recommended Adult and Elderly Immunization Schedule 2025. https://idthai.org/Contents/Views/?d=!17!9111046! (accessd 24 March 2026)



Vaccine Recommendation for PLWH: IDAT

( )

i

Influenza RSV Pneumococcal | COVID-19
(if age >60 years)

g J VAN J Yy,
( ) ™\

MMR (if cp4 >200)

Varicella (if cp4 >200)
:ep g HPV Zoster Tdap

ep (RZV) Meningococcal

§ J J L J (if CD4 <200) )

IDAT. Recommended Adult and Elderly Immunization Schedule 2025. https://idthai.org/Contents/Views/?d=117!9!11046! (accessd 24 March 2026)



Influenza Hep B

o Yo A v o/ 1 v v v WV =) 4 [} o/ = 1 Yo A
wugthlidaduldninlvgjuazindulidaduanauiungegsuiuevlalulsemalne udaunsaliindu
au 9 aiNle Yunueny AuEEIU T5ATINBY wazanIuNITAlaWIE (special situation) N
auAwuzinsidagulasiulsadmivilvgiuazdaeens aunaulsafnansdszmalng w.a. 2568

1 aQ

AUz Ya9nuly wazs1eazldendu o YVBIIATULAAIUALGAIAINITINN 2.34 BIUTIYALLDUALNULAL

v

Talumuuginisiidagutasiulsadmiudivauazigeany auaulsainaauislssnalng w.a. 2568

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH


Presenter Notes
Presentation Notes
It is recommended to administer the influenza vaccine and the hepatitis B vaccine to individuals living with HIV in Thailand. Additional vaccines may also be given depending on age, other risk factors, comorbidities, and specific situations, in accordance with the 2025 Adult and Elderly Immunization Guidelines by the Infectious Disease Association of Thailand.



Vaccine Recommendation for PLWH: TAS

Influenza

v

Kindleny 2-49 Unlasunisinweieendiueyladuauaziisnuiu CD4
AGUA 200 Lwag/au.ay. Tuyae 3 waunauvt ausalidadusiianudnaunla

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me1-GHFH


Presenter Notes
Presentation Notes
It is recommended to administer the influenza vaccine and the hepatitis B vaccine to individuals living with HIV in Thailand. Additional vaccines may also be given depending on age, other risk factors, comorbidities, and specific situations, in accordance with the 2025 Adult and Elderly Immunization Guidelines by the Infectious Disease Association of Thailand.



Key Attributes of Live Attenuated Influenza Vaccine

Cold-adaptation resulted in LAIV master strains with defined phenotype

Attenuated (att):

Weakened so as not to cause influenza
disease (non-virulent in ferrets)

Attenuated

Cold-adapted (ca):

Replicates efficiently in cooler areas of the
nasopharynx

Temperature-sensitive (ts):

Does not replicate efficiently in the warmer areas
of the lower respiratory tract (restricted growth at
37°C-39°C, which is permissive for many wild-
type viruses)

Maassab HF, et al. Vaccine 1985;3:355-69.

Cold-adapted

Temperature
-sensitive


Presenter Notes
Presentation Notes
LAIV = live attenuated influenza vaccine. �


Hepatitis B Virus Infection

= After acquiring HBYV infection, many adults spontaneously recover and
develop protective hepatitis B surface antibodies (anti-HBs)

- 15%—-40% of people with chronic HBV infection will eventually develop
cirrhosis, HCC, or liver failure, and up to 25% of people will die prematurely
from complications of chronic HBV infection

* Transmission routes vary geographically, with perinatal and early-
childhood exposures responsible for most HBV transmission in higher-
prevalence regions

— In low-prevalence regions (such as Europe and North America), a large
proportion of transmission is through sexual contact and injection drug use,
but perinatal transmission also occurs

» Although the general modes of transmission are similar to those of

HIV, HBV is transmitted more efficiently than HIV

DHHS. Ol Guidelines Jan 2025.


Presenter Notes
Presentation Notes
Epidemiology
After acquiring hepatitis B virus (HBV) infection, many adults spontaneously recover and develop protective hepatitis B surface antibodies (anti-HBs). However, some progress to chronic hepatitis B, which is a leading cause of chronic liver disease worldwide.1-6 Globally and in North America, approximately 8% of people with HIV have evidence of chronic HBV infection, but this varies by region of the world.7
Transmission routes vary geographically, with perinatal and early-childhood exposures responsible for most HBV transmission in higher-prevalence regions.8 In low-prevalence regions—such as Europe and North America—a large proportion of transmission is through sexual contact and injection drug use, but perinatal transmission also occurs.9 Although the general modes of transmission are similar to those of HIV, HBV is transmitted more efficiently than HIV.4,6 People with HIV are at increased risk for developing chronic HBV infection.10 Ten genotypes of HBV (A–J) have been identified, and their geographic distributions differ,11 with genotype A being most common in North America and Western Europe, genotypes B and C in Asia, and genotypes A, D, and E in sub-Saharan Africa in people with HBV infection.12,13
Approximately 5% of people with chronic HBV infection are coinfected with hepatitis D virus (HDV), which requires HBV for its propagation since it uses the hepatitis B surface antigen as its envelope.14 Thus, prevalence of HDV mirrors that of chronic HBV infection.
Clinical Manifestations
HBV has an average incubation period of 90 days (range 60–150 days) from exposure to onset of symptoms.15 Acute HBV infection is asymptomatic in approximately 70% and <1% develop fulminant hepatic failure.1,16 When symptoms manifest, they may include right upper quadrant abdominal pain, nausea, vomiting, fever, and arthralgias with or without jaundice. Most people with chronic HBV infection are asymptomatic or have nonspecific symptoms, such as fatigue. Between 15% and 40% of people with chronic HBV infection will eventually develop cirrhosis, hepatocellular carcinoma (HCC), or liver failure, and up to 25% of people will die prematurely from complications of chronic HBV infection.17



HepB Vaccines Recommendation: IDAT

" 1uzil1n 539 HBsAg, anti-HBs wag anti-HBc lagluanileded w.a. ife

" A56l HBsAg LuUIn wansndnisisdialisasiusniaud wurtlrlsefiunaysunissne
nollled lunaslwindy

v v
a (%)

B 0] anti-HBs >10 a1uMulgaINa/ua. 0o ANNANNULE

Y 9

" n5l anti-HBC Wuuineenaie Tne?t anti-HBs way HBsAg Wuau wuvihlniady aus
20 lalpsngu 1 1nd wayms7a anti-HBs 7 1-2 eundslniATy a1 anti-HBs >100 a1y
wLEINa/ua. LLamiwﬁQﬁéﬁuLLgfgLL@%MQ@@M&?@%M@ 01 anti-HBs <100 a1UWUE
ana/ua. wuviilnindurun 20 lalasnsusn 2 Taa 30ty 3 1nd wazms7a anti-HBs 8n
Asei 1-2 ieunddlnindunsu

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me 1-GHFH
IDAT. Recommended Adult and Elderly Immunization Schedule 2025. https://idthai.org/Contents/Views/?d=!1719!11046! (accessd 3 August 2025)




HepB Vaccines Recommendation: IDAT

" 156 HBsAg, anti-HBs uay anti-HBc uausiomn wuziluinfuwunna 40 lulasndy
3 Tna Sannansilont 0, 1 uag 6 \ieu uaLATI anti—HBs 7 1-2 Weunddlninduasy
W@ anti-HBs <10 aunuagana/da. wusthluirduruin 40 lulasndy 80 3 Tna aaan
nanuiief 0, 1 uag 6 1o
— 7929 anti—HBs 71 1-2 iioundslniafuAsu 0Ma anti—-HBs <10 ATUMUIBENNa/YA. 3

NlumevausineTady

" §i9n5019973 anti-HBs 10 1 T Tuwfissdamnuidesweinisindel¥asusnaudnedouar

1ailp%u tenofovir (TDF waz TAF) Tunsdift anti-HBs <10 auvulgana/ua. Tuiadu auin

40 lalasnsunszeu 1 log

Guideline HIV/AIDS 2025. https://drive.google.com/drive/folders/1EJbgTmbnxVIfrG1L9jykKcP8Me 1-GHFH
IDAT. Recommended Adult and Elderly Immunization Schedule 2025. https://idthai.org/Contents/Views/?d=!1719!11046! (accessd 3 August 2025)
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® 1. Biomedical Prevention .

Q PrEP (Pre-Exposure Prophyla:as)
‘é@ Daily Pill - Long-Acting Injection: &

» >90 Effective

PEP (Post-Exposure Prophylaxis) ’ .

Within 72 Hours After Exposure %
& S

28-Day Treatment
Sex .

Treatment as Prevention (TasP)

@ HIV PREVENTION STRATEGIES

Effective Methods to Reduce Transmission & Stay Protected

& 2. Barrier Methods —

a‘ Condoms (Male & Female)
" v Correct & Consistent Use

ﬁ Dental Dams

v Gloves
(for sex work)

HIV
“ Transmission .-~

I'g iy
Undetectable = Untransmittable (U= U) }‘ f b ‘ 6 » “J‘p..-?’
bodb

.+

3. Behavioral Prevention

| &'i“i

Fﬁf PrEP & PEP Awareness

Safe Sex Practices

+ Limit Partners
v Mutual Monogamy

i‘r

ﬂ

Regular Testing
+ Know Your Status!

Harm Reduction
v Needle Exchange,

. Blood Sterile Syringes
Vaccines* (In Development) Beedle > !
Sharing J Mt:;cl';liela-to-. RS & Avoid Alcohol & Drugs
¥ 4. Other Prevention Options !
_ '1 Voluntary Medical .9, Prevention for Key STI Condoms + PrEP + Testing
@ Male Circumcision f* Populations =) Treatment = Max Protection

8 (VMMC) MSM, Sex Workers, _ 2> » '2. -~

9 People who Inject Drugs ~  Reduce HIV Risk &' @/




Why Do We Need Long-acting Agents for HIV
Treatment and Prevention?

» Dysphagia
= Adverse events

Biol . | » Malabsorption
1010gICa = Cognitive difficulty

= Pill fatigue

» Anxiety/depression o

= Reminder of HIV 5 " Frivacy

. PSYChO = Convenience
Preference for | . |
other modes of oglca

administration



http://www.clinicaloptions.com/

.

Summary of PrEP Eligibility by Regimen

Risk Group

MSM

Transgender
women

Heterosexual
men

Heterosexual
women

Transgender
men

Daily
FTC/TDF

On-Demand (2:1:1)
FTC/TDF

Off label, IAS-USA
and WHO
guideline

recommended??

FDA approved,

guideline
recommended’-s

Off label,
not
recommended?3:5.2

Daily
FTCITAF

Injectable
CAB

FDA approved,
guideline
recommended

Off label,
not
recommended,
studies underway®

Off label,
not recommended
(unless risk from
anal sex only)®

FDA approved,
CDC
recommended
(except in
pregnancy)>’

DPV
Ring

N/A

Unavailable in US,
EMA-positive
opinion in high-
burden settings,
WHO
recommended?

1. FTC/TDF PI. 2. Saag MG, et al. JAMA. 2020;324:1651-69. 3. Tan DHS, et al. CMAJ. 2017;189:E1448-58. 4. WHO implementation tool for pre-exposure prophylaxis (PrEP) of HIV
infection. 2018 (WHO/CDS/HIV/18.10). 5. CDC PrEP Guidelines 2021. 6. FTC/TAF PI. 7. CAB Extended-release Injectable Suspension PI.

8. who.int/news/item/26-01-2021-who-recommends-the-dapivirine-vaginal-ring-as-a-new-choice-for-hiv-prevention-for-women-at-substantial-risk-of-

hiv-infection. 9. apps.who.int/iris/bitstream/handle/10665/325955/WHO-CDS-HIV-19.8-eng.pdf?ua=1.

Slide credit: clinicaloptions.com


Presenter Notes
Presentation Notes
CAB, cabotegravir; EMA, European Medicines Agency; FTC, emtricitabine; IAS-USA, International Antiviral Society-USA; MSM, men who have sex with men; N/A, not applicable; PrEP, pre-exposure prophylaxis; TAF, tenofovir alafenamide; TDF, tenofovir disoproxil fumarate.

http://www.clinicaloptions.com/

CAB LA PrEP: Summary

PrEP should be discussed with all sexually active people

CAB LA demonstrated superior efficacy to daily oral TDF/FTC in the HPTN
083 (MSM and TGW) and HPTN 084 (cis-gender women) Phase IIb/III*
studies’? *HPTN 083 is Phase IIb/lll, HPTN 084 is Phase Il

l:‘l],:l Few participants withdrawing due to injection-site reaction?-2

= CAB LA is indicated for use in adults and adolescents (235 kg) at risk of
— sexually acquired HIV-1,3 and is recommended by clinical guidelines*-

CAB LA may be especially appropriate for patients with significant renal disease,
those who have had difficulty with adherent use of oral PrEP, and those who
prefer injections every 2 months to an oral PrEP dosing schedule*

@ On-going real-world studies continue to confirm its effectiveness and practicality’-°

1. Landovitz RJ, et al. N Engl J Med 2021;385:595-608. 2. Delany-Moretlwe S, et al. Lancet 2022;399:1779-89. 3. PI EN Cabotegravir all IP102 TH 11/23 (P)

4. DHHS/CDC Clinical Practice Guideline: PrEP for the Prevention of HIV Infection in the United States. Updated 2021.

5. Gandhi RT, et al. JAMA 2023;329:63-84. 6. WHO. Guidelines on Long-acting injectable cabotegravir for HIV prevention. July 2022. 7. Mills A, et al. CROI 2024. Poster 1109.
8. Khan T, et al. CROI 2025. Oral presentation 196. 9. Grinsztejn B, et al. CROI 2025. Oral presentation 192.



—— A First-in-Class Long-Acting HIV Medication —

Potent, Long-Acting HIV Capsid Inhibitor

; | For HIV Pre-Exposure
/" Prophylaxis (PrEP)

% For Multidrug-Resistant HIV

Dosing: Oral Tablets
& & Subcutaneous Injection

/ Long-Acting Protection

B o Trcatmen: SRS "I For prevention

m Every 6 Months Dosing =l Every 6 Months Dosing
O Effective in Highly Treatment-Experienced Patients IIF:‘ Promising Results in Clinical Trials

\\ - - - —

e Well-Tolerated \7@ High Barrier to Resistance




Lenacapavir for HIV Prevention in Men and
Gender-Diverse Persons

Incidence of HIV Infection

Participants Incidence rate ratio, 0.04 (95% Cl, 0.01-0.18); P<0.001
» Persons who have condomless receptive ? o 100'0],
anal sex with partners assigned male at . a 4.0
birth &
» Age: 16 years or older § 3.0+ 2.37
+ Unknown HIV status and no 3 204
HIV testing or PrEP use within by '
3 months before screening § 1.0
=)
Trial Design: Phase 3, multicenter, double-blind, randomized, I 0.0 019
active treatment—controlled in 7 countries - Lenacapavir Background Incidence
Adverse Events, Any Grade
@ 100
&
. 3— 80+ 73.6 73.8
FTDF 2
& 60
e
[=]
o 40
Subcutaneous LEN Daily oral emtricitabine— <
(given as 2 injections tenofovir disoproxil S 207
26 weeks apart) fumarate e ¢
(N =2183) (N =1088) Lenacapavir F/TDF

Conclusions: HIV incidence with twice-yearly LEN was significantly lower than the background incidence
(IRR 0.04; 95% CI 0.01 to 0.18; P <0.001 and the incidence with F/TDF (IRR 0.11; 95% CI 0.02 to 0.51; P = 0.002)

Kelley CF, et al. N Engl J Med 2025;392:1261-76.


Presenter Notes
Presentation Notes
Background: Twice-yearly subcutaneous lenacapavir has been shown to be efficacious for prevention of human immunodeficiency virus (HIV) infection in cisgender women. The efficacy of lenacapavir for preexposure prophylaxis (PrEP) in cisgender men, transgender women, transgender men, and gender-nonbinary persons is unclear.
Methods: In this phase 3, double-blind, randomized, active-controlled trial, we randomly assigned participants in a 2:1 ratio to receive subcutaneous lenacapavir every 26 weeks or daily oral emtricitabine-tenofovir disoproxil fumarate (F/TDF). The primary efficacy analysis compared the incidence of HIV infection in the lenacapavir group with the background HIV incidence in the screened population. The secondary efficacy analysis compared the incidence of HIV infection in the lenacapavir group with that in the F/TDF group.
Results: Among 3265 participants who were included in the modified intention-to-treat analysis, HIV infections occurred in 2 participants in the lenacapavir group (0.10 per 100 person-years; 95% confidence interval [CI], 0.01 to 0.37) and in 9 participants in the F/TDF group (0.93 per 100 person-years; 95% CI, 0.43 to 1.77). The background HIV incidence in the screened population (4634 participants) was 2.37 per 100 person-years (95% CI, 1.65 to 3.42). The incidence of HIV infection in the lenacapavir group was significantly lower than both the background incidence (incidence rate ratio, 0.04; 95% CI, 0.01 to 0.18; P<0.001) and the incidence in the F/TDF group (incidence rate ratio, 0.11; 95% CI, 0.02 to 0.51; P = 0.002). No safety concerns were identified. A total of 26 of 2183 participants (1.2%) in the lenacapavir group and 3 of 1088 (0.3%) in the F/TDF group discontinued the trial regimen because of injection-site reactions.
Conclusions: The HIV incidence with twice-yearly lenacapavir was significantly lower than the background incidence and the incidence with F/TDF. (Funded by Gilead Sciences; PURPOSE 2 ClinicalTrials.gov number, NCT04925752.).
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