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* Las comorbilidades son mas frecuentes en pacientes
VIH que en la poblacion general

* Poseen factores etioldgicos que las vinculan con Ia
inflamacion cronica y el envejecimiento
“Inflammaging”

* Generan importantes problemas asistenciales y
estos son superiores en la vida real al manejo de la
propia infeccion VIH



Age distribution of HIV infected individuals

in Switzerland from 1988-2007
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Estimacion de la proporcion de personas
con >60 anos con VIH hasta 2030
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Age-related chronic diseases
rise exponentially with age

A

INCIDENCE

Age

Age is the largest single risk factor

Reiss P, IAS 2013
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Incidence of Multiple Comorbidities Increases
With Age in HIV-Infected Pts

« Cohort of HIV-infected patients attending a metabolic clinic; < 30 years (n = 38), 31-
40 years (n = 551), 41-50 years (n = 1216), 51-50 years (n = 253), and > 60 years (n =
69)

« Comorbid conditions: diabetes, obesity, cardiovascular disease, hypertension,
hepatic disease, kidney disease, osteoporosis, and hypothyroidism

100 - B No comorbidity
M 1 comorbidity
M 2 comorbidities
751

B 3 comorbidities
4 comorbidities

5 comorbidities

Patients (%)
(@)
o

N
(@)
1

0+

<30 31-40 41-50 51-60
Age (Years)

Guaraldi G, et al. Glasgow 2008. Abstract P300.



Comorbidity in relation to age

cohort study

HIV-negative HIV-positive
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Mean # of Mnesses \_/
076 077 110 103 148 BT 412 1831 952 195
Number of participants

196 129 84 66 42 184 129 100 58 57




HIV-negative

cohort study

HIV-positive

f’Q b‘) s)Q '6‘5 6" bQ f)‘) ,QDQ g?) gg‘
W & W &
Mean # of chronic illnesses
076 077 110 1.03 148 0fF 112 T3 152 195
Number of participants
196 129 84 66 42 184 129 100 58 57




Incidence of Ml according to age in D:A:D

@)
o
o
Yo
o
S~~~
>_
ol
o
=,
S
<
S~
@
O
c
@
§e.
o
c

Age group
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PYFU 3834 10801 20075 16900 9741 6687 3899 2093 989 641

Friis-Moller N et al. AIDS 2003; 17: 1179-1193




Relative risk in people living with HIV (PLHIV) versus HIV-uninfected people

Study

Relative risk (95% Cl) Weight
i
Obel (2007) —— 1.39 (0.81, 2.39) 4.72
i
]
Triant (2007) ¥ 5 1.75(1.51,2.03)  46.62
!
I
Lang (2010) I} 1.50 (1.30, 1.73) 48.67
|
Overall (I-squared = 18.4%, p = 0.294) @ 1.61 (1.43, 1.81) 100.00
]
]
|
|

0.1

PLHIV exposed to antiretroviral treatment versus HIV-uninfected people

Islam FM, HIV Med 2012

Study

Obel (2007)

Benito (2002)

Klein (2007)

Qverall (I-squared = 13.2%, p = 0.316)

.
Y

Relative risk (95% CI) Weight

2.12 (1.62, 2.77)

2.40 (1.69, 3.41)

1.78 (1.43, 2.22)

2.00 (1.70, 2.37)

32.95

20.54

46.51

100.00
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BMD Decreases With Age

Relative influence on peak bone mass (men):

0.5% to 1.0% reduction in

*40% to 83% genetic
_ bone volume/year
*27% to 60% environmental
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Orwoll ES, et al. Endocr Rev. 1995;16:87-116.



Prevalencia de la osteoporosis en

(a) Study

Amiel (2004)
Brown (Z004)
Bruera (2003)
Dolan (2004)
Huang (2002)
Knobel (2001)
Loiseau-Peres (2002)
Madeddu (2004)
Tebas (2000)
Teichman (2003)
Yin (2005)

Overall (95% CI)

pacientes VIH

Odds ratio
(9R% CI)

5.03 (147 17 27)
4 26 (022, 87 64)

n
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= - 1741 (0.97, 313.73)

237 (109, 5 16)
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¢

|
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1 100

Odds ratio

a) Odds of osteoporosis (T-score 2.5) in HIV-infected patients
compared with HIV-uninfected controls

Brown T, AIDS 2006

(b} Study

Amiel (2004)
Bruera (2003)
Garcia (2005)
Knobel (2001
Konishi (2005)
Madeddu [2004)
Vescin (2003)

Overall (95% CI)

.

(Odds ratio
(95% CI)

241071, [.58)

E n 4.81(0.60, 35.74)

-
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(
.i 1.60 (0.13, 19.84)
2 68 (0.70, 10.33)
0.84 (0.03, 22 43)

0.01

|
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|
I 11.06 (0.65, 187 .76)
m! ! 0.54 (0.05, 5.58)
|
|
<> 2.38 (1.20, 4.75)
[ 1
1 100
Odds ralio

b) in HIV-infected patients receiving ART compared with ART-

naive patients



Directly Measured™® Glomerular Filtration Rate
by Age and HIV Status
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*By iohexol clearance, Multicenter AIDS Cohort Study; Margolick J et al, CROI 2012
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Study Relative risk (95% Cl) Weight
Jacobson, 2007 —— 5.10 (2.90, 8.97) 44.16
Longenecker, 2009 : B 6.50 (1.50, 28.17) 12.70
Reisler, 2005 —.—i— 2.50 (1.40,4.46) 43.14
Overall (I-squared = 43.8%, p = 0.169) <> 3.87 (2.18,6.85) 100.00
| 1
0.1 1 10

Riesgo relativo de ERC en los pacientes VIH+ vs. seronegativos
Islam et al. BMC Public Health 2012;12:234-48.




Cancer Risk in the Swiss HIV Cohort Study

40

SIR | 35
30 -
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Carcinoma anal  Linfoma Hodgkin Hepatocarcinoma Pulmén

SIR: Standardized incidence ratio (vs Swiss General Population)

Clifford GD, J Natl Cancer Inst 2005



Diabetes Mellitus |
f

ed in HIV-

Diabetes Mellitus is more than 4 times higher in HIV-infected patients
on HAART as compared to the general population

Patients Free of
Diabetes Mellitus, %

No. of Patients

HIV Seronegative
HIV Infected Using HAART

100 1= i
H
80 -
60 -
A _ .
a4V 7 = HI|V Seronegative
* HIV Infected Using HAART
20 . . .
0 1 2 3
Study Time, years
361 265 177 89
229 204 145 62

Brown TT, et al. Arch Int Med. 2005.



RIESGO RELATIVO vs POBLACION GENERAL AJUSTADA

Riesgo relativo de comorbilidades en pacientes
VIH

12

10

ECV Osea Renal Neoplasias Diabetes



Mas alla de las comorbilidades:
Fragilidad en pacientes VIH

v’ Estado clinico de incremento de vulnerabilidad a los factores estresantes
v’ Asociado a caidas, hospitalizacién, incapacidad fisica y mortalidad

e FULL PERFORMANCE
. “Normal aging”
«“Accelererated
agi ngu .

]

(]

=

;

€

8 Frailty

I..ll“"l.
Disability A
‘Frailty’

time-window

Fried, L. P. et al. J Gerontol A Biol Sci Med Sci 2009



Diagnostico de Fragilidad

v" Definicion de fenotipo de fragilidad: un individuo es “fragil” si presenta > 3

de los siguientes sintomas o signos [1]:

Pérdida de peso involuntaria

Debilidad muscular objetivable con la fuerza del grip

Cansancio

Enlentecimiento de la marcha (tiempo para caminar 50 metros)

vk wne

Inactividad fisica

v’ Fenotipo validado en el ambito geriatrico y asociado a discapacidad y mayor
riesgo de muerte[2]

[1] Fried LP, et al. J. Gerontol. A Biol. Sci. Med. Sci. 2001; 56:M146-56.
[2] Bandeen-Roche K, et al, J. Gerontol. A Biol. Sci. Med. Sci. 2006; 61:262-66.



Prevalence of Frailty Phenotype by Age and HIV
Status (MACS, 2009-10)

[0)0]
2

o)
2

Prevalence of Frailty Phenotype (%)

40
P33
24
207 <|>19.9
<I> <i>14.8 +
10
8.4 7.
‘I>4.4 <I>5-2 (b ¢ (I>
O_
HIV - + -+ -+ -+ -+
Age (years) <40 40-49 50-59 60-69 >70
FP events 7 7 27 38 44 75 35 32 18 5
Total p-v 158 136 321 487 546 508 351161 75 15

Margolick JB, IAS 2012



Age, Comorbidities, and AIDS Predict a Frailty
Phenotype in Men Who Have Sex With Men

Multicenter AIDS Cohort Study (MACS)

OHIV uninfected *HIV infected
35% 1

30%

29% - L

20% -

15% - l}' % { l}
10% - } %
5% 1 %& []I?}

Percent of study visits
*»
*»

0%

<40 40-44 45-49 90-54 99-99 60-64 Z63
Age
Number of study visits (N=10,571) ge (¥)
HIV uninfected: 579 395 841 1,102 1,11 904 797
HIV infected: 463 677 1,104 1,081 859 464 194

Althoff KN, J Gerontol A Biol Sci Med Sci 2013



Circulo vicioso funcional de la fragilidad

—

¢ Total energy expenditure Clinical Phenotype:
A Cycle of Frailty

Weight Loss

as indicator of
chronic

undernutrition

Sarcopenia

lRes ting
metabolic
rate

Low Physical
Activity

l Strength
and Power

Exercise
l tolerance
“Exhaustion”

Fried, L. P. et al. J Gerontol A Biol Sci Med Sci 2009



HIV infection leads to increase of Non-AIDS events, even
after adjustment for age, ART exposure an traditional risk
factors

Normal ageing
(average age Drug toxicity
now around

50)

Premature

ageing

Lifestyle risk
factors
(smoking, drug
and alcohol
misuse)

Persistent
immune
dysfunction and
inflammation

Adapted from Deeks SG, Phillips AN. Br Med J 2009; 338:a3172



Inflammatory markers are higher in treated HIV disease
compared with HIV seronegatives, adjusted for
demographics and CV risk factors

| & Unadjusted
| m Adjusted for age, gender, race
@ Fully adjusted

% { Participants 45-76 years of age
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Y
hsCRP IL-6 D-dimer Cystatin-C

Neuhaus, JID 2010
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morbidity or mortality over several years

Time to SNA/death by IL-6
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Kuller L, PLoS med 2008
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Plasma Levels of Soluble CD14 Independently
Predict Mortality in HIV Infection

Netanya G. Sandler,” Handan Wand," Annelys Roque,' Matthew Law,'® Martha C. Nason,? Daniel E. Nixon,®
Court Pedersen® Kiat Ruxrungtham,? Sharon R. Lewin,''213 Sgan Emery,'"" James D. Neaton® Jason M. Brenchley 2
Steven G. Deeks,” Irini Sereti,* and Daniel C. Douek,' for the INSIGHT SMART Study Group

Table 3. The Increased Risk for Mortality Conferred by Higher sCD14 Levels Does Not Differ between Treatment Arms

Crrug conservation arm Yiral suppression arm

Biomarker R (95% CI® F 2R 95% CI} F Ffor interaction

sCD14 level, ®10° pgimL 3501583} 004 2.0108-5.4) A5 A3
LPS, pgmlL 1.0 (L6171} 96 0710317 Ad 63
I-FABF, pgfmL 09 (Ca4-21}) B4 2310688 19 58
165 rDRA, copies/ul 0.9 (C4-22} 90 050214 21 26
EndoCADn, MMUML 1.1 061 .6} 44 0.9 10.6-1.4 sl A7

MOTE. Mo bicmarker othar than sCD 14 was associated with mortality in aither treatmant arm. Cl, conficence intenal; Endol Ab, endotoxin come antibody; -FABP,
intastinal fatty acid binding protein; LPS, lipopolysacchanda; OR, odds ratio; ‘DMA, rbosomal DN, sCC14, soluble CD14.

f OR hased on unhaiata analyeiz derived from conditinnal lagistic modal, assaciated with a ona intargquartila rangs highar lavel of hismarkar after lag,g
transforration,

Conclusions.  sCD14, a marker of monocyte response to LPS, is an independent predictor of mortality in HIV
nfection. Therapeutic attenuation of innate immune activation may improve survival in patients with HIV infection.

Sandler, J Infect Dis. 2011




The CD4:CDS8 ratio is associated with markers of
age-associated disease in virally suppressed HIV-infected

patients with immunological recovery
(a) (b)

P =0.0MmM
=854
o 30 | £ =085
5 _ 1.0- =
g E dkd E 20 i
..l = = La
.g m G-ﬂ- t; E .J.l."‘ L]
= ida ™ Lad as . e
|E E uu"‘::.uu E :"'u;a"' .
T = 0.6 bl LT T - E 10- —_—
-E ﬁ J:::::$‘:==.. ......... : ."l‘.l +
ddddgy gk T 111‘.“11 lll'.‘Il-
11'5 = .ultt‘::ﬂ.iu ::"nn::: E AbL L AR
(&) 0.4+ I S 0- L aaa b -
: LTy
T T { v ]
e z y A
CD4:CD8 ratio CD4:.CD8 ratio
© () P =0.028
P=0.018 12- r
'E 120- & . .
o e £ 10- . -
E ast LT L n:E "i::i" ‘:
A4t " P gt 3
E o] i, wiate 52 8] b B
E aa t::.- = E + -
: .H-::: it e % = ,_::: :::.
E ay By l:. = E‘ B aaast 0.
= g0 £ g = e S et
« g5 it =
o aat
Q < @ 4 .
® E
m 1L 1L Ll L]
2 » : »
CD4.CD8 ratio CD4:CD8 ratio

Serrano S, HIV Med 2013



Loss of regulatory
cells

Adapted from Deeks S
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Persistent immune activation in chronic HIV
infection: do any interventions work?

R SE S
IR R <

Rajasuriar R. AIDS 2013



Therapeutic Options in Development

Chemokine receptor inhibitors:
maraviroc, TB-652

Anti-infective therapy: CMV, EBV,
HSV, HCV/HBV

Microbial translocation: sevelamer,
colostrum, rifaximin, pre-biotics,
probiotics, isotrentinoin

Enhance T cell renewal: growth
hormone, IL-7

Anti-fibrotic drugs: perfenidone, ACE
inhibitors, ARBs

Anti-aging: caloric restriction, sirtuin
activators, vitamin D, omega-3 fatty
acids, sirolimus, diet, exercise

Anti-inflammatory drugs
— Chloroquine, hydroxychloroquine
— Minocycline
— NSAIDs (COX-2 inhibitors), aspirin
— Statins
— Methotrexate (low-dose; CIRT)

— Talidomide, lenalidomide,
pentoxyfylin
— Biologics (e.g., TNF inibitors, IL-6
inhibitors, anti-INF-alpha)
Anti-coagulants: low dose warfarin,
dabigatran, aspirin, clopidogrel



The Effect of Statins on Immune activation and Inflammation in
HiV-infected Subjects on Antiretrovirai Therapy: a Randomized
Placebo Controlled Trial (Saturn-HIV Trial)

Changes in the proportion of CD14dimCD16+TF+, and in levels of soluble CD14 and lipoprotein-associated
phospholipase A2

= P = Placebo == Rsuvastatin - % - Placebo —®— Aoguvastatin

p=0.0111

T

p=0.0014

CD14dimCD16+TF+
Absolute Change from Week 0 (%)
sCD14 Absolute Change from Week

0 (ng/mL)

0 Visit Week from Randomization 24 0 Visit Week from Randomization 24

- = Placebo —e— Rosuvastatan

p=0.0003

Lp-PLA2 Absolute Change from Week 0

0 Visit Week from Randomization 24

McComsey GA, et al, CROI 2013



Impact of Statin Exposure on Mortality and Non-AIDS
Complications in HIV Patients on HAART

Among 25,884 Veterans patients exposed to HAART with a median follow--up time of 6.62 years

Drechsler H et al CROI 2013

Multivariate Analysis with imputations and time lagging

of time-dependent covariates
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Is Statin Use Associated with an increased
incident risk for DM2 in HIV-infected patients?

»Among 4,962 patients observed for a median of 4.6 years (IQR 1.8-9.0), 590 (12.6%) were prescribed
statin therapy during follow up for a median duration of 2.4 years (IQR: 1.1 to 4.9)

» 355 patients (7.15%) were diagnosed with incident diabetes.

Years of statin exposure ——
Age (in 10-year increments) ——
Female vs. Male —
Hispanic ve. Non-Hispanic White | | .
Non-Hispanic Black vs. Non-Hispanic White ey
Naive to ARV use vs. Experienced —
BMI: 25-29vs. <25  +—s
BMI: = 30 vs. < 25 | —
Pl use
0.1 1 10
Hazard Ratio

Lichtenstein K, et al, CROI 2013
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ESTABLISHED IN 1812 APRIL 4, 2013 VOL. 368 NO. 14

Primary Prevention of Cardiovascular Disease

with a Mediterranean Diet

Ramén Estruch, M.D., Ph.D., Emilio Ros, M.D., Ph.D., Jordi Salas-Salvadé, M.D., Ph.D.,
Maria-Isabel Covas, D.Pharm., Ph.D., Dolores Corella, D.Pharm., Ph.D., Fernando Ards, M.D., Ph.D.,
Enrique Gémez-Gracia, M.D., Ph.D., Valentina Ruiz-Gutiérrez, Ph.D., Miquel Fiol, M.D., Ph.D.,

José Lapetra, M.D., Ph.D., Rosa Maria Lamuela-Raventos, D.Pharm., Ph.D., Lluis Serra-Majem, M.D., Ph.D.,
Xavier Pint6, M.D., Ph.D., Josep Basora, M.D., Ph.D., Miguel Angel Mufoz, M.D., Ph.D., José V. Sorli, M.D., Ph.D.,
José Alfredo Martinez, D.Pharm, M.D., Ph.D., and Miguel Angel Martinez-Gonzlez, M.D., Ph.D.,
for the PREDIMED Study Investigators™

Control diet

0.064
0.054 Med diet, nuts
0.044

0.03- Med diet, EVOO

0.024

0.01-




Smoking is two times more common in HIV patients
than in general population
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Rodriguez-Martinez M. Rev Esp Com Sal 2010; Masia M et al. Enfer Infecc Microbiol Clin 2012; www.heartfoundation.org.au/hiv
Lifson AR et al. Curr HIV Rep 2012; Oh JY et al. The Open AIDS Journal 2012



Se asociara esto con algun beneficio clinico?

Pacientes naive con CD4+ > 500 cel/mm?

Tratamiento precoz Tratamiento diferido
Inicio inmediato del TAR Retrasar el inicio del tratamiento
hasta que la cifra de CD4+
N=2,300 descienda a < 350 cells/mm?3
N=2,300

@START



Projected life expectancy of people with HIV
according to timing of diagnosis

0.25 -
0.2
0.15 -

0.1 A

Cumulative probability of death

0.05 A

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Time since HIV infection (years)

Low diagnosis rate (Median CD4 at diagnosis: 140 cells/ul)
Medium diagnosis rate (Median CD4 at diagnosis: 351 cells/ul)
High diagnosis rate (Median CD4 at diagnosis: 432 cells/ul)
Very high diagnosis rate (Median CD4 at diagnosis: 509 cells/ul)
Male with no HIV infection

Nakagawa F, AIDS 2012



Low CD4 cells are associated with AIDS and non-

1000 H

Incidence per 1000 PYFU (95% CI)
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Mocroft A et al. J Acquir Immune Defic Syndr 2010



Low CD4 On-Therapy Predicts
Risk of AIDS & Non-AIDS Events (D:A:D)

100 -
%‘, == H|V/AIDS
o A Cancer
@ 10 -
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S == Heart
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Q - Liver
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<50 50-99 100-199 200-349 350499 >500
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Weber R, et al. CROI 2005, #595. Weber R, et al Arch Int Med 2006; 166:1632-1641.
Philips AN. AIDS 2008; 22:2409-2418. Baker JV, et al AIDS 2008; 22:841-848.
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immunosuppressed transplant recipients: a meta-analysis
Cohort Meta-analysis SIR (95% Cl) Number Observed number Heterogenity
of studies  of cancers p value
Breast HIV/AIDS 1.03 (0-89-1.20) 6 194 0-60
Transplant 115 (0-98-1-36) 5 156 0.66
Prostate HIV/AIDS 070 (0-55-0-89) HIl 6 202 022
Transplant 0-97 (0-78-1.19) 3 98 0.82
Colon and rectum  HIV/AIDS 092 (0-78-1.08) 5 224 034
Transplant 1.69(1-34-2-13) HIlH 3 185 011
Ovary HIV/AIDS 163 (0-95-2-80) — 5 30 034
Transplant 1-55 (0-99-2.43) -l 3 23 061
Trachea, bronchus,  HIV/AIDS 272(1-91-3-87) HIlH 7 1016 000
and lung Transplant 218 (1-85-2.57) [ | 3 234 0.25
| T T |
01 1 10 100 1000

SIR

SIR: Standardized incidence ratios
Grulich AE, Lancet 2007



Retos de la asistencia médica relacionados con
las comorbilidades

Modelo asistencial

2. Necesidad de formarse en areas lejanas a las
enfermedades infecciosas

3. Coordinaciéon con otros médicos de niveles
asistenciales diferentes (AP, especialistas)



Modelo asistencial del paciente VIH estable
con comorbilidades

éQuién es el médico del paciente?

¢Quién es el responsable ultimo del manejo de las
comorbilidades?

é¢Hay que derivar a los pacientes a los especialistas de
cada comorbilidad?

¢ Es suficiente ver a los pacientes cada =6 meses?

El proceso asistencial del paciente crénico es un hecho
continuo, diferente del modelo de enfermo agudo

Las direcciones de los hospitales deben entender el
cambio de la enfermedad y del tipo de paciente que ha
creado un TAR eficaz.



Responsabilidad asistencial en pacientes VIH

B W

U1

cronicos

Variable en funcion de las caracteristicas de cada centro
Interés y formacion del médico
Disponibilidad de especialistas

Los pacientes cronicos consumen tiempo y recursos, en
general escasos, por lo que es preciso en general repartir
responsabilidades

Punto clave: combpartir responsabilidade
1 i V = 1 r, l r’

Z

Valorar la utilizacion de niveles a5|stenC|aIes menos
complejos (enfermeria)



Consulta de enfermeria
Posibles responsabilidades

Deteccion de habitos de vida no saludables:
— Tabaquismo

— Alcohol

— Drogas

— Sedentarismo

Revision regular antropometria y constantes vitales
Vigilancia de la adherencia al tratamiento
Seguimiento de la inasistencia a |la consulta

Filtro de consultas telefonicas



Papel de la farmacia del hospital en el
seguimiento del paciente VIH

1. Seguimientoy apoyo en la adherencia

2. Vigilancia de interacciones farmacologicas
relevantes




Atencion centrada en al paciente

Enfermeria Farmacia




Los determinantes del prondstico vital del
paciente ¢ permitirian estratificar la
asistencia?

e Puntuacion escala VACS

 Biomarcadores
— |L-6, d-Dimero, cociente CD4/CD8

e Despistaje de fragilidad

e o o

— Peso estable, debilidad (medida del grip), cansancio [reportado
por el paciente], lentitud en la marcha y nivel de actividad fisica
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Log-Rank Chi-Square =93.7287 P-value =-<0001 N = 320 Failed = 117

+UK pilot patients choosing Mega or Standard Excluded

HIV Index Scare: (1) 0 = Score == 40; (2) 40 = Score = 55; (3) 55 == Score < 75; (4) Score == 75

Note: Ten {10) patients had missing Time on Treatment (never initiated ART). Six (6) died during the trial pericd but are not shown here since they do not have Time on Treatment

v’ Mayor gravedad: mas atencion médica
v Menor gravedad: menos intensidad de la asistencia
Tate JP, et al. AIDS 2012



Age:
Sex:
Race:
CD4:

HIV-1 RNA:

Hemoglobin:

Serum Creatinine:

eGFR:

Hepatitis C:

57 years. .

(Imale @female

() black @ other

(=500 ()350 to 499 @200 to 349 (100 to 199 ()50 to 99 () <50

® <500 (500 to 10° ()>10° | copies/ml

(=14 @12 to 13.9 ()10 t0 11.9 (O <10

1 ()<1.45 ()1.45 10 3.25 @>3.25

67 /L. .

: 50 UAL. .

. 89 10%/L. .

1.3

g/dL

mil/min

cells/mm?

VACS Index:

5 Year Mortality
Risk:

43%

[What does this mean?] [Comments]




Indice VACS

Asociacion significativa con multiples marcadores de enfermedad

* Mortalidad

* Biomarcadores de Inflamacion

e Actividad funcional

 Morbilidad (ingresos hospitalarios)
* Deterioro neurocognitivo



Pacientes con peor pronostico

Puntuaciones mas altas en la escala VACS
Niveles elevados de IL-6, d-D y cociente CD4/CDS8 <1
Sintomas o signos de fragilidad

Revisiones médicas mas frecuentes: mas tiempo por
paciente

Mayor grado de coordinacion asistencial con
AP/especialistas

Apoyo de enfermeria (consultas de enfermeria)
Contacto telefonico regular con el paciente
El responsable del paciente es el médico de VIH



Pacientes con buen prondstico

Puntuaciones bajas en la escala VACS
Niveles normales de IL-6, d-D y cociente CD4/CDS8 >1
Sin evidencia de fragilidad

Revisiones espaciadas (1 vez al aio)
Telemedicina
Consultas de enfermeria cada 6 meses

Contacto por correo electronico con el paciente o
enfermera si precisa: interacciones farmacologicas

Menor intensidad de coordinacidon con AP/especialistas
El responsable del paciente es AP



Relacion inversa entre la gravedad del paciente e
intensidad de la asistencia médica

‘\

Severidad
De la enfermedad

Revisiones 2-3 x ano

Linfocitos CD4 <500
Escala VACS 25-30 y

Carga viral no siempre <50
Consulta de enfermeria

B/
N

Carga viral indetectable Revisiones 1 x afio
Linfocitos CD4>500

Escala VACS <25

Telemedicina

Consulta de enfermeria |

55



y comorbilidades

 Debe entenderse al paciente como un todo (visidon
global)

Modelo de |la Medicina Interna tradicional

* Formacion solida en la enfermedad por VIH

Infecciones oportunistas
Evaluacion microbioldgica y de técnicas de laboratorio

V4 V4 .
Inmiinoloocia clinica
IIIIIIUIII\JIUBIU willnilitTuwaua

Manejo de farmacos antirretrovirales

* Formacion en Medicina ambulatoria y Geriatria

* Proximas generaciones de médicos de VIH?
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Las comorbilidades (cardiovascular, renal, hepatica, dsea)
representan un reto notable para los médicos que tratan
pacientes VIH

La inflamacion cronica y la activacion inmune pueden ser
en parte responsables de estas comorbilidades

Existen lagunas de conocimiento en el manejo global de
estos problemas

Los retos asistenciales de las comorbilidades son muy
importantes y deberian plantear soluciones imaginativas




