


Hepatitis Screening
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screened for coinfection with HBV and HCV as
part of their initial work-up. $ %
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% should be repeated annually more
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# Any patient with risk factors 555 % %
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( [N JHAV IgM, HBsAg, HCV
antibody4) , s "4

' ", HCV RNA and HBV-
DNA.

Figure 1 Number of cases and estimated incidence of diagnosed newly acquired hepatitis C in
HIV-positive men who have sex with men per 1000 patient-years, reported by London and

Brighton HIV/genitourinary medicine clinics January 2002-June 2006.
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Guidelines on Acute HCV
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Acute HCV in HIV - Resolution
and Response Rates
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Guidelines- treatment
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Progression of HIV/HCV

Liver Deaths by Viral Load
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HCV and ART
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A Diagnosis of significant fibrosis (F<1 vs. F22)
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Diagnosis of severe fibrosis (F<2 vs. F23)
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ART and

HCV Therapy

Anti-HIV Anti-HCV agent Reason for concern Data suggesting Recommendation
agent problem
Abacavir Ribavirin Reduced intracellular Pharmacokinetics; Possibly avoid
ribavirin levels cohort studies concomitant use
leading to possible suggesting
impaired anti-HCV impaired anti-
therapy HCV therapy
response
Atazanavir Interferon/ribavirin Increased Case reports Observe
hyperbilirubinaemia
Didanosine Ribavirin Significant toxicity; fatal Case reports; data from
lactic acidosis RCTs
Efavirenz Interferon Increased CNS Case reports; data from | Close observation and
disturbance RCTs individualised
case management
Stavudine Ribavirin Significant mitochondrial Case reports; data from | Avoid if at all possible
toxicity RCTs
Zidovudine Interferon/ribavirin Increased Case reports; data from | Avoid if at all possible
myelosuppression RCTs
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Guidelines- Cirrhosis and liver
transplantation

# Accurate disease staging is crucial , %
L] ( 1 1 ( 1 (

# All cirrhotic patients should be managed jointly with

hepatologists or gastroenterologists % (
& ( : (
# HCC screening with six-monthly AFP and liver USS
) 1 ( ( %
C . (O
# Non-cirrhotic HBV ( , ( with high HBV viral
loads /M 1 :4 low CD4 counts /K  J:4
, acquisition of HBV in childhood 1
( ,  HCC screening / 4
# HIV-positive patients with cirrhosis should be referred
early ( A ( for transplant

assessment / 4

Liver Transplantation Outcomes
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Guidelines- HBV Treatment,
CD4>500

& % HBV DNA <2000 IU/L no significant
degree of fibrosis /2 & KI K+ 1 +( K794
, " should not be treated ( ( *A.
E " % @ :H0
For those who need HBV treatment at CD4>500:
# Early introduction of ARVs (& , & 1$ -
( , 0& % % . 0
# 12 months’ pegylated interferon % "
& $ % @ /K3 A14 o /,
4 0: ¢ , K " (
% M 1: =% 4 ( 0
# Adefovir - ) (
& N G ¢ % & C . " .(
)" 0
# Telbivudine should not be used alone * ( , i ,
/ & , . (& 02" -
« - % , &0

# Tenofovir, entecavir, 3TC and FTC should not be used without suppressive
ARV therapy & ( « - * .
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Guidelines - HBV Treatment

CD4 <500

CD4 350 - 500 + HBV treatment indicators
C
CD4 <350 & any level of HBV-DNA+ve
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Case 2 (cont)
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HBV- Other Emerging Issues

# Resistance testing = (
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# HBV genotypes & *
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