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HCV co-infection in EuroSIDA
• EuroSIDA: prospective, European study of  18,295 HIV-1–infected patients at 105 

centres across Europe, Israel and Argentina
• Prevalence of HCV seropositivity in EuroSIDA is 31% (4,044 patients), 74;2% of 

which were serum HCV RNA-positive
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Progression to liver-related death in HIV-positive population

Multivariate analysis adjusted for gender, exposure group, 
race, prior AIDS, region of Europe, CD4+ T-cell nadir, HCV 
treatment status at baseline, age, and baseline date. Starting 
cART, HBsAg status, diagnosis of a new AIDS-defining illness 
and CD4+ T-cell count were included as time-updated 
variables. 

HCVAb, anti-HCV antibodies; PYFU, person 
years of follow-up; IRR, incidence rate ratio;

HCVAb 
serostatus:

Ev
ents (PYFU)

IRR (95% CI; p 
value)

Negative 43 
(66,653) 1

Positive 17
5 (26,494)

8.90 (5.60–
14.14; p<0.0001)

HCV 
genotype

GT 1 55 
(8122) 1

GT 2 2 
(554)

0.27 (0.07–1.13; 
p=0.073)

GT 3 28 
(4503)

0.99 (0.62–1.59; 
p=0.98)

GT 4 9 
(2188)

0.91 (0.44–1.89; 
p=0.80)

HCV-
RNA viremia

HCVAb- 43 
(66,653)

0.18 (0.10–0.32; 
p<0.0001)

Ab+/RNA- 21 
(4838)

1

Ab+/RNA+ 86 
(11,302)

2.11 (1.30–3.42; 
p=0.0025)

Ab+/unknown 68 
(10,354)

1.42 (0.86–2.35; 
p=0.17)
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Adjusted incidence rate ratio (95% CI)



Cumulative incidence of LRD by fibrosis 
staging and CD4 cell count

Grint et al CROI 2014

145 LRD among 3941 HIV/HCV pts from EuroSIDA
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HIV/HCV – double-trouble for the liver

Chen J Nat Rev Gastroenterol Hep 2014 
 doi:10.1038/nrgastro.2014.17  
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What is the optimal treatment strategy in 
HIV/HCV co-infected patients?

Treat HCV first?

Treat HIV first?

Treat HIV/HCV 
simultaneously?
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EACS guidelines: when to start
Initiation of ART

– ART is always recommended if CD4 count <350 cells/mm3

EACS treatment guidelines, Version 7.0 2013. Accessed November 
2013. . Available at: http://www.europeanaidsclinicalsociety.org C, consider; D, defer; R, recommended

Condition

Current CD4+ 
lymphocyte count 

350–
500 >500

HBV requiring anti-HBV treatment R R

HBV not requiring anti-HBV treatment R C

HCV for which anti-HCV treatment is being considered 
or given R C

HCV for which anti-HCV treatment not feasible R C
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Antiretroviral therapy reduces the rate of hepatic decompensation 
among HIV- and hepatitis C virus-coinfected veterans

Objective:
To evaluate 10,090 HIV/HCV-co-infected

males from the Veterans Aging Cohort
Study Virtual Cohort, who had not
initiated ART at entry, for incident
hepatic decompensation between
1996 and 2010 

Results:
Initiation of ART significantly reduced the rate of hepatic 

decompensation by 28–41% on average

Anderson JP, et al. Clin Infect Dis 2014; 58(5): 719–27.
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 x 1.5

HCV disease progression remains faster in coinfected 
patients, despite effective ART

ART, antiretroviral therapy Adapted from: Lo Re 3rd V, et al. Ann Intern Med 2014;160:369–79. 

HCV-monoinfected patients (n=6079)
Antiretroviral-treated patients coinfected with HIV/HCV (n=4208)
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EASL and AASLD/IDSA/IAS-USA HCV recommendations

Indications for HCV treatment in HIV/HCV co-infected 
patients are identical to those in HCV mono-infection 
(Recommendation A1) (EASL)

Same treatment regimens can be used in HIV/HCV 
patients as in patients without HIV infection, as the 
virological results of therapy are identical 
(Recommendation A1) (EASL)

EASL recommendations April 2014. Accessed October 2014. Available at: 
http://files.easl.eu/easl-recommendations-on-treatment-of-hepatitis-c-summary.pdf

High Priority for Treatment Owing to High 
Risk for Complications

• HIV-1 coinfection (AASLD/IDSA)

• Rating: Class I, Level B
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Improved SVR12/24 rates over time in HCV GT 1 patients 
co-infected with HIV

Dieterich D et al. CROI 2014; P#24; 
Rodriguez-Torres M et al. IDWeek 2013; P#714; 
Sulkowski M et al. Lancet Infect Dis 2013;13:597–605; 
Sulkowski M et al. Ann Intern Med 2013;159:86–96; 
Sulkowski M et al Lancet 2014;314:653–61; 
Sulkowski M et al. AIDS 2014; P#104 LB; 
Torriani FJ, et al. N Engl J Med 2004;351:438–50

3D, ABT-450/ritonavir/ombitasvir; BOC, boceprevir; 
DAA, direct-acting antiviral agent; P/R, pegylated interferon/ribavirin; 

SMV, simeprevir; SOF, sofosbuvir; TVR, telaprevir 
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R
 (

%
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IN THE DAA ERA HIV+ PATIENTS WILL ACHIEVE SIMILAR SVR RATES



ARV Interaction Score Card
Sime

previr
Sofo

sbuvir
Led

ipasvir
Dacl

atasvir
AbbV

ie 3D
A

TV/r
No 

data
 ATV 

↔ SOF ↔
No 

data
DCV 

↑*
ATV ↔; 

ABT450 ↑

D
RV/r

SIM ↑; 
DRV ↔

SOF ↑; 
DRV ↔

No 
data

DCV 
(↑)

DRV ↓; 
3D  ↓

L
PV/r

No 
data

No 
data

No 
data

DCV↔ LPV ↔; 
ABT450 ↑

T
PV/r

No 
data

No 
data

No 
data

No 
data

No 
data

E
FV

SIM ↓; 
EFV ↔

SOF 
↔; EFV ↔

LDV 
↓; EFV ↓

DCV 
↓*

No PK 
data**

R
PV

SIM 
↔; RPV ↔

SOF 
↔; RPV ↔

LDV 
↔; RPV ↔

No 
data

ABT45
0 ↑; RPV ↑

E
TV

No 
data

No 
data

No 
data

No 
data

No 
data

R
AL

SIM 
↔; RAL ↔

SOF 
↔; RAL ↔

LDV 
↔; RAL ↔

No 
data

3D ↔; 
↑ RAL

E
LV/cobi

No 
data

No 
data

No 
data

No 
data

No 
data

D
LG

No 
data

No 
data

No 
data

No 
data

No 
data

M
VC

No 
data

No 
data

No 
data 

No 
data

No 
data

T
DF

SIM 
↔; TDF ↔

SOF 
↔; TDF ↔

LDV 
↔; ↑TDF***

DCV 
↔; TDF ↔

3D ↔; 
TDF ↔

•Decrease DCV dose to 30mg QD, Increase DCV dose to 90mg QD, ** 3D + EFV led to premature study discontinuation due to toxicities
***when TDF is administered with a boosted HIV-PI and LDV significantly higher TDF levels can be expected warranting closer renal monitoring

Personal communication Jennifer Kiser, University of Colorado, Denver, USA
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PHOTON-1 and 2: Results

G
T 1 TN

2
4 Weeks

G
T 2 TN

1
2 Weeks

G
T 2 TE

2
4 Weeks

G
T 4 TN

2
4 Weeks

Relapse, n (%) 3
9 (17)

 
 

1
 (2)

2
 (7)

5
 (16)

Breakthrough, 
n (%)

1
 (<1)

1
 (2)

0 0

Lost to follow-
up, n (%)

2
 (<1)

1
 (2) 0 0

Withdrew 
consent, n (%)

2
 (<1)

2
 (4)

1
 (3) 0

182/226 40/45 27/30 26/31

S
V

R
12

 (
%

)

Rockstroh J, et al. 65th AASLD; Boston, MA; November 7-11, 2014. Abst. 195.

Overall SVR12 by HCV Genotype
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PHOTON-1 and 2: Results

G
T 3 TN

1
2 Weeks

G
T 3 TN 

2
4 Weeks

G
T 3 TE

2
4 Weeks

Relapse, n (%) 1
2 (29)

 
 

4 
(7)

7 
(11)

Breakthrough, n 
(%) 0 0

1 
(<1)

Lost to follow-up, 
n (%)

2 
(5)

0 0

Withdrew 
consent, n (%) 0

1 
(2) 0

28/42 52/57 58/66

S
V

R
12

 (
%

)

67

Rockstroh J, et al. 65th AASLD; Boston, MA; November 7-11, 2014. Abst. 195.

SVR12 by HCV Genotype 3
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NIAID ERADICATE: SOF/LDV in TN GT 1 HIV/HCV co-
infected patients  

Event, n (%)

SOF/
LDV

ART naïve (n=13)

SOF/
LDV

ART experienced
(n=37)

D/C 
due to AEs

0 0

Grad
e 4 AEs

0 0

Deat
h 0 0

Grade ≥2 lab abnormality in >5% of 
population

Hypo
phosphataemia 1 (8) 7 (19)

Decr
eased ANC

2 (15) 4 (11)

Elev
ated ALT

1 (8) 3 (8)

Elev
ated AST 1 (8) 3 (8)Osinusi A et al. J Hepatol 2014;60(Suppl):S7 and Osinusi A, et al. 65th AASLD; Boston, MA; November 7-11, 2014. Abst. 84

ANC, absolute neutrophil count; AST, aspartate aminotransferase

Treatment Response:
Safety data:

12/12 22/22

In this Phase 3 study, 50 GT 1 TN (n=13) or TE (n=37) 
patients were treated with SOF/LDV for 12 weeks 
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HIV-HCV Coinfection study: 
TURQUOISE-I: 3 DAAs + RBV



IFN free HCV treatment 
options

H
CV 

genotype

Treatm
ent

Treatment duration in 
treatment-naive patients

Treatment duration in 
treatment-experienced patients

1
 & 4

SOF + 
RBV 24 weeks

24 weeks

SOF + 
SMP

12 weeks (possible extension 
up to 24 weeks and/or addition of RBV)                

                                 

12 weeks (possible extension up 
to 24 weeks and/or addition of RBV)

SOF + 
DCV

SOF/Le
dipasvir

Ombita
svir/ 

Paritaprevir/Ritonav
ir + Dasabuvir  + /- 
RBV (only for GT 1)

12 weeks in non-cirrhotics, 24 
weeks in  compensated cirrhotics +/- RBV

8-12 weeks in non-cirrhotics, 
12-24 weeks in cirrhotics +/- ribavirin

12 weeks in non-cirrhotics; RBV 
for GT1a but not GT 1b; 24 weeks in cirrhotics 
+ RBV for GT1a and 12 weeks + RBV in GT1b

12 weeks in non-cirrhotics, 24 
weeks in compensated cirrhotics +/- RBV

24 weeks +/- ribavirin

 

12 weeks in non-cirrhotics; RBV 
for GT1a but not GT 1b; 24 weeks in cirrhotics + 

RBV for GT1a and 12 weeks + RBV in GT1b
 

RBV: Ribavirin, SOF: Sofosbuvir, SMP: Simeprevir, DCV: Daclatasvir
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Summary

In the DAA era, HIV/HCV-coinfected patients show the same high cure 
rates (over 90%) under IFN-free DAA combinations –therefore, 
guidelines no longer separate between mono- and co-infected patients 

Indication for HCV therapy as well as DAA drug selection has become 
the same for all patients 

The only special consideration in HIV/HCV-coinfected patients is the 
need to check for DDIs between HIV and HCV drugs 

Considering the faster fibrosis progression and higher risk for hepatic 
decompensation in coinfected patients (even in the era of ART), the 
uptake of modern HCV therapy needs to be encouraged and HCV 
therapy should be discussed with all coinfected patients

ART, antiretroviral therapy; DAA, direct-acting antiviral; DDI, drug–drug interaction; 
HCV, hepatitis C virus; HIV, human immunodeficiency virus; IFN, interferon.
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