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Randomised Controlled Trial of the SystemCHANGE Intervention on
Behaviours Related to Cardiovascular Risk in HIV+ Adults
Webel et al J Acquir Immune Defic Syndr 2018;78(1);23-33

Objective:
To examine the effect of a lifestyle behaviour intervention system on physical
activity and diet quality amongst sedentary PLHIV
Methods:
107 HIV+ adults who expressed a desire to improve their health behaviours were
randomised to either the intervention (6, in person standardised group sessions
focusing on improving lifestyle behaviours using manualised self management
intervention emphasising interpersonal environmental systems) or standard care
(some advice and a pamphlet)
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Randomised Controlled Trial of the SystemCHANGE Intervention on
Behaviours Related to Cardiovascular Risk in HIV+ Adults
Webel et al J Acquir Immune Defic Syndr 2018;78(1):23-33

Results:


Mean age was 53, 65% were male and 86% were African American. 90%
attended at least half the sessions and 60% attended 5 or more sessions.



The primary outcomes were 1) time spent doing moderate/vigorous exercise
and 2) Healthy Eating Index



Secondary outcomes were 1) sedentary time/day, 2) weight and 3) steps/day



There was no significant difference between the intervention and control
group in any of the outcomes except weight (0.732kg loss in intervention
compared to 0.153kg gain in control group)



Intervention participants consumed fewer sugar sweetened drinks per day



Conclusion: Further work is needed to identify factors that will facilitate
sustained healthy lifestyle behaviours in this group

Recent Abacavir Use Increases Risk of Type1 and Type 2 Myocardial
Infarctions Among Adults With HIV
Elion et al J Acquir Defic Syndr 2018;78(1) 62-72

Background:


There is persistent controversy as to whether Abacavir use confers an increased
risk of myocardial infarction (MI)

Objectives:


To determine the effect of recent Abacavir use on the risk of MIs overall and
stratified as either Type 1 MI or Type II MI

Methods:


7 cohorts from within the NA ACCORD were chosen. Records of patients who were
thought to have had an MI reviewed by 2 physicians who were blinded to their ART
history.



Confirmed MIs were stratified into Type I and Type 2



Only incident MIs were included



Recent ABC use was defined as in the previous 6 months
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Recent Abacavir Use Increases Risk of Type1 and Type 2 Myocardial
Infarctions Among Adults With HIV
Elion et al J Acquir Defic Syndr 2018;78(1) 62-72

Methods:


8265 adults were followed



Marginal Structural Models were used to estimate the risk of MI with ABC use.
This approach accounts for channelling bias that may have existed among
individuals with renal impairment and other time dependent confounders
(DM, HT, Hyperlipidaemia and smoking)



Two subgroup analysis were done for Type 1 and Type 2 MI separately.
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Recent Abacavir Use Increases Risk of Type1 and Type 2 Myocardial
Infarctions Among Adults With HIV
Elion et al J Acquir Defic Syndr 2018;78(1); 62-72

Results:


123 events ( 65 Type 1 and 58 Type 2)



Median follow up time was similar ABC = 3(IQR 1.4-5.5yrs) Non ABC 2.9(IQR
1.5 – 5.1)



There was an 84% increase risk of all MI for people on ABC. Adjusted HR = 1.84
(95% CI: 1.17 – 2.91)



ABC use had an adjusted HR = 1.64 (95% CI: 1.01 – 2.94) For Type 1 MI



ABC had an adjusted HR = 2.11 (95% CI: 1.08-4.29) For Type 2 MI

Recent Abacavir Use Increases Risk of Type1 and Type 2 Myocardial
Infarctions Among Adults With HIV
Elion et al J Acquir Defic Syndr 2018;78(1); 62-72

Conclusions:


Recent ABC use was associated with MI after adjustment for known risk
factors (diabetes, hyperlipidaemia, HT and smoking) and for channelling bias
associated with renal disease.
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Abacavir/lamivudine and Tenofovir/Emtricitabine in Pregnant Women
with HIV: Laboratory and Clinical Outcomes In An Observational Study
Floridia et al J Acquir Immune Defic Syndr 2018; 78(1);99-103

Background


TDF/FTC and ABC/3TC are currently the recommended NRTI backbone in
pregnancy in guidelines in many countries.



Observational studies and clinical trials had shown reassuring results with
TDF/3TC in pregnancy until a 2016 study published in NEJM has suggested
some unfavourable outcomes.

Objectives


To assess pregnancy outcomes in women taking TDF



To provide comparative information for TDF/FTC and ABC/3TC in pregnancy

Abacavir/lamivudine and Tenofovir/Emtricitabine in Pregnant Women
with HIV: Laboratory and Clinical Outcomes In An Observational Study
Floridia et al J Acquir Immune Defic Syndr 2018; 78(1);99-103

Methods:


Data from the Italian National Program on Surveillance on Antiretrovirals in
Pregnancy was collected from 2011 to 2017. Collected from multiple sites.



Women were put on either regimen by their treating clinician.



Women who had received sequential exposure to both combinations excluded



Had to have been exposed from at least 26/40



Main outcomes looked at were: non elective ceserean, preterm and very
preterm, low and very low birthweight, HIV transmission, infant mortality and
birth defects and the following laboratory parameters: ALT bilirubin, Hb,
Triglycerides, LDL HDL TC
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Abacavir/lamivudine and Tenofovir/Emtricitabine in Pregnant Women
with HIV: Laboratory and Clinical Outcomes In An Observational Study
Floridia et al J Acquir Immune Defic Syndr 2018; 78(1);99-103

Results:


913 pregnancies evaluated (TDF/FTC = 661, ABC/3TC 252)



There was no statistically significant difference for all the major pregnancy
outcomes



Women on TDF had significantly lower Hb in third trimester (median 11.1 vs
11.8g/dL p=0.002)



Women on ABC had significantly higher TC in third trimester (median 230 vs
216 mg/dL, p=0.023)

Conclusion


These results are reassuring for the use of TDF in pregnancy and may help
clinicians to decide between them in women with haematologic or metabolic
risk factors.

Substantial Heterogeneity in Progress Towards Reaching 90-90-90 HIV
Target in the WHO European Region
Porter et al J Acquir Immune Defic Syndr 2018 Publish Ahead of Print

Background:


Achieving the UNAIDS 90-90-90 target by 2020 is expected to end the HIV
epidemic by 2030. This is supported by modelling work indicating that viral
suppression must reach very high levels to reduce the HIV incidence
significantly



Since 2010 the European Centre for Disease Prevention and Control has
assisted countries in monitoring their progress

Methods:


In Dec 2015 the 2016 Dublin Declaration questionnaire was sent to 55
European countries



Results were also compared to the previous survey in 2014
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Substantial Heterogeneity in Progress Towards Reaching 90-90-90 HIV
Target in the WHO European Region
Porter et al J Acquir Immune Defic Syndr 2018 Publish Ahead of Print

Results:


44 of the 55 countries provided data



Only 29 countries provided data for all four stages of the continuum of care



Only 2 countries reported achieving 90:90:90 (Denmark and Sweden)



Overall HIV prevalence was estimated to be 0.19% (.02% Slovakia to 0.84% in
Estonia)



Western: 81:88:90 (66% viral suppression of all PLWHIV)



Central:84:69:62 (36% viral suppression of all PLWHIV)



Eastern: 57:45:57 (14% viral suppression of all PLWHIV)



But there was substantial heterogeneity within subregions

Substantial Heterogeneity in Progress Towards Reaching 90-90-90 HIV
Target in the WHO European Region
Porter et al J Acquir Immune Defic Syndr 2018 Publish Ahead of Print

Results:


Since 2014 the number of countries recommending initiation of ART regardless
of CD4 went from 4/48 to 29/48

Recommendations:


Due to substantial heterogeneity within subregions recommendations should
be country specific



HIV testing programs need to be strengthened – community based, self testing
and home sampling



A ‘test and treat’ policy needs to be implemented in all countries



Barriers to treatment need to be removed (improved referral pathways, laws
which discriminate against key populations need to be eliminated)
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HIV Testing With and Without a Clinical Consultation Among Men Who
Have Sex With Men: A Randomized Controlled Trial
Read et al J Acquir Immune Defic Syndr 2018;78(4);406-412

Objectives


To measure the effect of a novel strategy of allowing free HIV and syphilis
testing without the need for consultation on frequency of testing.

Method


Participants attending Melbourne Sexual Health Centre were randomised 1:1



Men in the intervention group were given 6 pathology forms for free HIV and
syphilis testing at any of 300 pathology collection centres. They were also
able to have unlimited HIV and syphilis tests at MSHC without seeing a
clinician.

HIV Testing With and Without a Clinical Consultation Among Men Who
Have Sex With Men: A Randomized Controlled Trial
Read et al J Acquir Immune Defic Syndr 2018;78(4);406-412

Results


The Control group had an incidence rate of 2.1 tests per year (95% CI: 1.92.3)



The Intervention group had an incidence rate of 2.2 tests per year (95% CI:
2.0-2.4)



There was no significant difference in testing frequency



The annual rate of consultations for the control group was 2.12 (95%CI:1.922.33) and for the intervention group was 1.61 (95% CI 1.44 – 1.79)



There were 24% fewer consultations in the intervention group.
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HIV Postexposure Prophylaxis –in-Pocket (“PIP”) for Individuals with Low
Frequency, High Risk HIV Exposures
Tumarkin et al J Acqui Immune Defic Syndr 2018;78(1);20-22



Background: While daily tablet taking and possible long term side effects of
PREP may be appropriate for individuals with relatively frequent high risk
exposures an alternative approach is needed for those with low frequency
high risk exposures.



Methods: In two clinics in Canada, patients who had been referred for PREP
but who reported low frequency exposures were were offered PIP instead of
PREP



Patients were prescribed 28 days of TDF/FTC and Dolutegravir and asked to
fill the script



Patients were followed up at 3-6 month intervals



Individuals were asked to present within one week if they took PIP

HIV Postexposure Prophylaxis –in-Pocket (“PIP”) for Individuals with Low
Frequency, High Risk HIV Exposures
Tumarkin et al J Acqui Immune Defic Syndr 2018;78(1);20-22



Results:



30 patients were enrolled



4 of these were initially on PREP but swapped to PIP



4 transitioned from PIP to PREP



4 took their PIP (1 following CLRAI, 1 following CLIAI, 2 following broken
condom – one of these with HIV+ve partner)



No seroconversions



Conclusions: Within a very small and carefully selected sample, PIP may be a
useful strategy for patients with very low frequency exposures.
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Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Objectives
Evaluate the effects of PrEP on urine levels of α1 microglobulin , a marker of
impaired tubular reabsorption, albuminuria, a marker of impaired glomerular
injury and total proteinuria
Background
PrEP is increasingly being adopted for HIV prevention. Current guidelines
recommend renal monitoring with Creatinine and eGFR but this may not be
sufficient to detect subclinical renal toxicity.
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Setting
Frozen urine samples from the iPrEx and iPrEx – OLE studies

Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Methods
iPrEx randomly assigned MSM and Transgender women to receive placebo or
TDF/FTC once daily
Participants were from Brazil, Ecuador, Peru, S.Africa, Thailand & USA
Inclusion criteria included a creatinine clearance of >60ml/min and a urine
dipstick negative for protein and glucose.
iPrEx – OLE: Participants from iPrEx received PrEP regardless of initial
randomisation and without restrictions on renal function and were followed for
72 weeks.
A subset of 220 people had hair collection to evaluate TFV and FTC hair
concentrations
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Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Methods


Randomly selected 100 people from the treatment arm of iPrEX who had:


TDF in plasma at any time during the study



Urine samples available at anytime between 12 – 18 months

Matched according to age and site to people from placebo arm
Then looked at α1-M, albuminuria, proteinuria and creatinine

Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Methods


All people from iPrEx – OLE who had


1) Baseline urine sample



2) Urine sample approx. 24 weeks after initiating PrEP



3) Hair concentrations of TFV on the same date of the urine collection

n=109 (51 = TDF/FTC, 42 = placebo, 16 = unknown)
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Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Measurements


Urine samples were kept on continuous freeze at -80 degrees



Laboratory personnel were blinded to the patients clinical information

Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Statistical Analysis


Urine α-1M measurements were analysed both as a continuous variable and as
a dichotomous variable (detected/not detected) as a high proportion of
values were below detectable levels



For cross sectional analysis of iPrEx Mann Whitney U and Chi squared tests
were used.



For longitudinal analysis in the iPrEx OLE study, Wilcoxon and McNemars tests
were used
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Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Results


n=200



Median age of 23



No statistically significant difference in race, ethnicity or blood pressure



Median creatinine was 0.9 mg/dL and median eGFR 124 ml/min/1.73m2 for
both groups at baseline



No statistically significant differences in urine α-1M, albuminuria or
proteinuria

Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174


Median age of 30



At baseline median creatinine = 0.9mg/dL and median eGFR
114ml/min/1.73m2



No significant difference in ACR



Effect sizes were similar when people with undetectable hair concentrations
(n=29) were removed
Urine Biomarker

Baseline

On PrEP

p

Mean α-1M

0.78

1.11

< 0.001

Detectable α-1M

44%

65%

<0.001

Mean PCR

84

96

<0.001

Mean eGFR

112

108

<0.001
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Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Conclusions


PrEP use was associated with statistically significant increases in α-1M and
proteinuria after 6 months suggesting that PrEP may cause subclinical tubular
disfunction



However there was no statistically significant difference in α-1M, proteinuria
or albuminuria when participants on PrEP were compared to those on placebo

Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Strengths


Important: PrEP is increasingly widely used and is being given to healthy
individuals so even clinically minor potential side effects need to be explored



Most other studies have focused on proteinuria, dipstick or eGFR



Relevant: Study population had a mix of cultural and ethnic backgrounds and
age ranges were similar to what we see in our clinic (median = 24 and 30)



Preserved the benefits of randomisation



Was able to do cross sectional analysis and longitudinal
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Pre-exposure Prophylaxis With Tenofovir Disoproxil
Fumarate/Emtricitabine and Kidney Tubular Dysfunction in HIV –
Uninfected Individuals
Jotwani et al J Acquir Immune Defic Syndr 2018;78:169-174

Limitations


Different results shown by each part of the study



Low adherence to PrEP observed in iPrEx may have limited ability to detect
significant differences



Short follow up time compared to real world use



Small sample size



People with eGFR <60, proteinuria and glucosuria where excluded



We don’t yet know the threshold of α-1M or proteinuria that is associated
with clinically significant kidney toxicity



Other studies have suggested reversibility of TDF related kidney damage.

Thank You
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HBV/HCV
CO-INFECTION
Dr Anastasia Volovets
Staﬀ Specialist Gastroenterology/DHS
Royal Prince Alfred Hospital

CLINICAL CASE
➤

Corey is a 46 year old Australian born male

➤

He presents to the GP with fatigue and new onset jaundice of
two weeks in duration

➤

Otherwise well with no chronic medical conditions or regular
medications

➤

Denies excess alcohol use

HISTORY
➤

Examination - mild scleral icterus, no stigmata of chronic liver
disease, mild tender hepatomegaly, no ascites or pedal
oedema

➤

Bloods: Bilirubin 67, ALP 250, GGT 329, AST 1240, ALT
1442, Albumin 30, WCC 4.2, Hb 140, Plt 165, Creat 67

DIFFERENTIAL DIAGNOSIS
➤

Acute hepatitis: Very high transaminases
➤

Viral - Hep A, Hep B, Hep C, CMV, EBV, other

➤

Toxins/medications - paracetamol, antibiotics, herbals,
OTC

DIFFERENTIAL DIAGNOSIS
➤

Other ddx
➤

Hepatitis E - rare in Australia, but think about in recent travel to Endemic
Areas

➤

Autoimmune Hepatitis: usually in women, but possible in men, rare condition

➤

Vascular problem - Budd Chiari (occlusion of hepatic veins) - rare

➤

Alcoholic hepatitis - unlikely as AST & ALT too high (usually hundreds)

➤

Ischaemia - AST should be higher than ALT and resolves quickly

➤

Wilsons disease - rare, ALP too high

INVESTIGATIONS
➤

INR - check synthetic function of liver

➤

Viral hepatitis serology

➤

Liver Ultrasound

RESULTS
➤

INR 1.3

➤

Hep B SAg positive, S Ab negative, C Ab positive

➤

Hep C Ab positive

➤

HAV/CMV/EBV IgG positive, IgM negative

➤

Liver u/s - smooth hepatomegaly, liver span 18 cm, normal
sized spleen, no ascites

WHAT NOW?
➤

Likely acute viral hepatitis (absence of cirrhosis on US and bloods): HBV vs HCV vs
co-infection
➤

Clarify risk factors for BBV

➤

Hepatitis B - need to stage disease
➤

➤

Hepatitis C - need to confirm infection vs exposure
➤

➤

HBV DNA, eAg/eAb

HCV viral load (quant vs qual) and genotype

Check for HIV

FURTHER INFORMATION
➤

On questioning, Corey admits that he periodically injects amphetamines
with his friends. He admits to going to a party four weeks ago and sharing
injecting paraphernalia with other party goers when they ran out of clean
needles.

➤

Hepatitis B serology
➤

Hepatitis B e Ag negative, e Ab positive

➤

Hepatitis B DNA 36

➤

Hepatitis C RNA 1 345 890, genotype 3a

➤

HIV negative

DIAGNOSIS
➤

Acute Hepatitis C infection

➤

Likely chronic HBV infection

➤

Substance abuse and ongoing IVDU

ISSUES FOR DISCUSSION
➤

Should acute Hep C be treated?

➤

How do we determine acute vs chronic hepatitis B infection?

➤

Does he need hepatitis B treatment?

➤

Does he need any further investigations?

➤

What do we do about his substance use?

ACUTE HEP C

ACUTE VS CHRONIC HEP B

ACUTE VS CHRONIC HEP B

FIBROSCAN
➤

Ultrasound-based transient elastography
- Measures liver stiffness in kPa

➤

Probe is placed on the patient’s skin and
10 measurements are taken. The median
value is then calculated

➤

Test takes about 5-10 minutes to
perform

➤

Results are immediately available

➤

The test is painless and non-invasive

➤

Large mass of tissue examined (1cm x
5cm) – reduces sampling error

➤

Newer machines have capability of
measuring steatosis (CAP)

PITFALLS OF FIBROSCAN
➤

➤

➤

Overestimation of fibrosis
➤

Liver inflammation (eg. active hepatitis)

➤

Cholestasis (eg. biliary obstruction)

➤

Mass lesions within the liver (eg. tumour)

➤

Liver congestion (eg. heart failure)

Failure to obtain valid readings
➤

Obesity (BMI >30–35 kg/m2)

➤

Older age

➤

Presence of ascites

➤

Features of the metabolic syndrome (type 2 diabetes, hypertension, increased
waist circumference)

Manufacturer advises against use in pregnancy and patients with a
pacemaker

PATIENT PROGRESS
➤

Declined to link in with addiction services

➤

Weekly blood tests to assess progress

➤

Jaundice settled and transaminases resolved within three
months

➤

Patient disengaged after third month

RE-PRESENTS
➤

Three years later Corey presents to the GP with a broken
thumb post trauma at work

➤

He denies having injected drugs for the past two years and
believes his ‘party days are behind him’

➤

He has a new fiancé

➤

LFTs are repeated: Bili 6, ALP 45, GGT 37, ALT 129, AST 89,
Albumin 43, WCC 6, Hb 145, Platelets 175, Creat 67

➤

What do now?

REPEAT SEROLOGY
➤

HCV RNA positive, RNA 87 000

➤

HBV SAg positive, SAb negative, Cab positive, eAg negative,
DNA undetectable

➤

Fibroscan reading 7.8

DIAGNOSIS
➤

Chronic HBV - immune control phase

➤

Chronic HCV

HBV/HCV CO-INFECTION
➤

In co-infection, one virus usually dominates - most commonly
this is HCV

➤

Negative outcomes are accelerated with co-infection
➤

Co-infection is more likely to lead to advanced cirrhosis,
liver cancer, need for transplantation and death

SHOULD WE TREAT HCV?
➤

Yes!!!!!!!!!!
➤

Benefit in all cause mortality, prevent progression to
chronic liver disease, liver cancer

➤

Less stigma, ?better QOL/wellbeing

➤

Decrease transmission

➤

Gov’t has allocated significant funding to cure HCV

WHAT ARE HIS RISKS OF HCV TRANSMISSION TO HIS FINANCE?
➤

HCV RNA can be found in semen and vaginal secretions

➤

Risks of HCV transmission by sexual contact:
➤

0.6%/year in long term monogamous partners

➤

1.8%/year in those with multiple partners

➤

HIV co-infection increases incidence of HCV reported in HIV
positive MSM (up to 18 x)

➤

Behavioral factors - high risk sexual behaviour, increased risk of
blood contact

GESA
Aug 2017

PAN GENOTYPIC TREATMENT

➤

Sofosbuvir/velpatasvir 400/100mg mane

➤

One tablet, daily, for 12 weeks

➤

In decompensated cirrhosis - add ribavirin

EPCLUSA
➤

Sofosbuvir based - contraindicated in eGFR<30

➤

Symptomatic bradycardia when coadministered with
amiodarone

➤

Pregnancy Cat B1 (Cat X if ribavirin added)

➤

Drug interactions - PPI, amiodarone, anticonvulsants,
antiretrovirals, St Johns wort, statins

➤

Adverse - headache, fatigues, nausea

EPCLUSA OUTCOMES
➤

SVR 12
➤

98% for GT 1

➤

100% for GT 2

➤

95% for GT 3

➤

100% for GT 4

➤

97% for GT 5

➤

100% GT 6

WHICH VIRUS TO TREAT FIRST?
➤

Treatment of the dominant virus is recommended in first
instance

➤

Given Corey’s HBV viral load is suppressed but HCV RNA is
high, the HCV should be treated first

PROGRESS
➤

Commenced Epclusa for twelve weeks

➤

Presents three months later for EOT bloods

➤

LFTs - Bili 20, ALP 140, GGT 65, ALT 45, AST 39

➤

HCV RNA negative

6 MONTHS LATER
➤

Patient missed his three month’s visit to confirm SVR

➤

Presents for blood tests

➤

Bili 25, ALP 200, GGT 213, ALT 240, AST 200

➤

HCV RNA negative

➤

Diagnosis? What tests would you do?

CONFIRMED SVR, NOW WHAT?
➤

Repeat history and exam

➤

Check HBV DNA

RESULTS
➤

HBV DNA 136 000

➤

eAg negative

WHAT NOW?

RISKS OF HBV REACTIVATION
➤

Case reports of HBV reactivation in patients receiving DAAs
➤

Increase in HBV DNA OR Seroconversion to HbSAg
positive

➤

29 confirmed cases in 3 years

➤

Most occurred within 4-8 weeks of initiation

➤

2 deaths, 1 transplant, 6 hospitalisations, 10 DAA
discontinuations

Bersoff-Matcha SJ, et al. AASLD 2016. Abstract LB17. x

PROGRESS
➤

Commenced entacavir 0.5mg mane

➤

LFTs normalised over six weeks

➤

After three months - HBV DNA undetectable

QUESTIONS FOR DISCUSSION
➤

How long should Corey stay on HBV treatment?

➤

What monitoring does he need?

➤

What is his HCC risk and does this need monitoring?

➤

When should he be referred for specialist care?

HBV MONITORING
➤

3 monthly LFTs, HBV DNA

➤

?HCC screening from aged 50

➤

?When to repeat fibroscan

➤

?Stopping rules in re-activation - no data to guide decision
making

HCC SCREENING
➤

U/S and AFP at 6 monthly intervals in at risk populations

Target groups for HCC surveillance (ASHM, B Positive)
➤ Those with cirrhosis
➤ Those without cirrhosis but with any of the following additional risk factors:
➤ Asian men over 40 years
➤ Asian women over 50 years
➤ Africans over 20 years
➤ Aboriginal and Torres Strait Islander people over 50 years
➤ Those with a family history of HCC

TAKE HOME MESSAGES
➤

Co-infection leads to accelerated fibrosis progression and poor clinical
outcomes

➤

Acute HCV resolves in 25% of patients (will always be antibody positive)

➤

Risks for sexual transmission for HCV is quite low

➤

Treat all chronic HCV

➤

In co-infection, refer for specialist care and treat dominant virus first

➤

HBV reactivation may occur in setting of DAA treatment and have
significant poor outcomes - patients need to be closely monitored

