








* The fixed-dose combinations Truvada and Kivexa
are the recommended NRTI backbones agents in first-
line antiretroviral (ARV) therapy.

*Up to 30% of women may develop rash and/or Gl
upset due to the FTC component in Truvada.

* The abacavir component in Kivexa is associated with
a hypersensitivity reaction in people who are positive
for the HLA-B*5701 allele. Therefore, screening for
HLA-B*5701 is required prior to initiating abacauvir.

* There is currently some controversy related to
increased MI risk in patients on abacavir. In those HIV
+ patients who are known to be at high risk of
cardiovascular disease , it is generally recommended
to avoid this drug.



* Due to the potential for fetal neural tube
defects, it is important not to prescribe efavirenz
(either as Sustiva or as the fixed-dose
combination Atripla) in women who are trying to
become pregnant or who are already pregnant,
particularly in the first trimester.

 Atazanavir is associated with benign
hyperbilirubinemia which can manifest as
jaundice and/or scleral icterus; however, it is
usually not associated with elevated liver
enzymes.



 Raltegravir is generally well-tolerated; clinically
significant side effects and toxicities are rare.

*Tropism testing is required to determine which
patients may respond to maraviroc. It is also
well-tolerated with a low incidence of significant
side effects and toxicities.

* Nevirapine should not be initiated in treatment
naive patients with CD4 cell counts above the
indicated thresholds, due to a higher incidence
of rash and/or hepatotoxicity, which may be
severe.



« Some large cohort studies indicate an
increased risk of cardiovascular disease, which
increases cumulatively over time, with exposure
to lopinavir/ritonavir or fosamprenavir/ritonavir.

* In clinical use darunavir/ritonavir is associated
with a low incidence of significant toxicity. To
date, cohort studies have not included sufficient
patients taking this agent to permit analysis of its
association with cardiovascular disease.






» Abacavir hypersensitivity reaction presents with
non-specific, flu-like symptoms — making it
difficult to diagnose.

*There is no specific diagnostic test.

* HLA-B*5701 screening is required for all
patients before they start abacauvir.

*Abacavir should not be used in patients who
test positive for the HLA-B*5701 allele.



* Nevirapine and fosamprenavir are the ARVs
most commonly associated with rash.
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» The NNRTIs (nevirapine and efavirenz) are the
ARVs most likely to cause hepatotoxicity.

*Risk of ARV hepatotoxicity is increased in the
setting of comorbid conditions such as hepatitis
B/C and substance abuse.
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* Classic Fanconi syndrome is a rare consequence of
tenofovir therapy.

*Chronic renal dysfunction may occur in patients
receiving tenofovir over the long term, particularly in
those with other risk factors for renal disease.

*Due to the multifactorial etiology of renal disease in
HIV patients, referral to a nephrologist is often
required.

*Do not assume that renal disease is caused by
tenofovir until the etiology has been investigated (may

require renal biopsy).

*On the other hand, tenofovir is a known nephrotoxin,
so should be discontinued and replaced by another
agent in the setting of progressive renal disease, if
other effective options are available.
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* Risk of renal dysfunction in patients on
tenofovir is low at approximately 1-2% in large
cohort studies.

*The risk is increased in the presence of a
number of factors, many of which are seen quite
commonly in HIV clinic populations, e.g.
hepatitis coinfection.
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* The increased risk of cardiovascular disease
associated with ARV therapy is partly, but not
entirely, due to their dyslipidemic effects;
however, ARVs are associated with an increased
risk of cardiovascular disease beyond that
explained by dyslipidemia.

* HIV infection itself is a risk factor for
cardiovascular disease, as a result of chronic
inflammation.

*In the SMART Study, the relative risk of
myocardial infarction was 1.6 for intermittent,
CD4-guided ARV therapy vs. continuous, virally
suppressive ARV therapy.
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* While ARV therapy and HIV infection are
independently associated with cardiovascular
disease, the relative risk incurred by traditional
cardiovascular risk factors is much greater.

» Traditional cardiovascular disease risk factors
(e.g. age, gender, smoking) are the most
important contributors to cardiovascular disease
in the HIV+ population.
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* Prevention of cardiovascular disease is critical
in the HIV+ population, particularly as they age.

 As with HIV negative individuals, priority should
be given to addressing modifiable risk factors,
particularly smoking.
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* Primary care providers should begin thinking of
strategies to prevent bone loss in their HIV+
patients, including men, at an early age.
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