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Présentateur
Commentaires de présentation
Goodafternoon
It is an honor to be here today to present to you the collated efforts of all the EACS guidelines panel members to complete the major revisions of the EACS guidelines v9.0 2017




Aims of the EACS Guidelines

The scope of the EACS guidelines is to 

• Provide easy accessible recommendations to clinicians 
centrally involved with the care of HIV-positive individuals

• Cover a large and geographically diverse area

• Not to be considered as a full overview of all aspects of 
HIV-infection, but rather as a continuously updated 
overview of the most relevant clinical issues in HIV

Présentateur
Commentaires de présentation
Would just like to begin by just repeating the Overall scope of the EACS guidelines



New Summary of Changes in v9.0
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Commentaires de présentation
As repsective panel leads will present in more details



New Topics in v9.0
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Entirely new clinical areas included 
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Présentateur
Commentaires de présentation
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As repsective panel leads will present in more details



New Videolinks

Présentateur
Commentaires de présentation
Find a collated overview of all video links at the last page of the guidelines
But links are also provided in the respective sections of the guidelines



EACS Guidelines Organisation 
The guidelines V9.0 consist of:

• Summary of changes from v8.0 to 9.0

• Part I  : Visit Assessment
• Part II : ART
• Part III: Co-morbidities
• Part IV: Co-infections
• Part V : Opportunistic Infections

• References 

• Videolinks



EACS Guidelines Management
Each individual part of the guidelines is 

Managed by 
• A Panel of experienced European HIV experts
• External experts (e.g. in the co-morbidity part) 
• And Reviewed by community representatives and Wave

Governed by 
• A 3-person leadership group
− Panel Chair, Co-chair and Young Scientist

The guidelines content is managed by 
• The EACS Medical Secretariat; guideline coordination chair 

and assistant working closely with the EACS Secretariat 

Présentateur
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Center for health and Infectious disease research



- In print as a booklet

- Since 2015 as a free App 
for IOS and Android 
systems
by the Sanford Guide

- Online on the EACS 
website

http://www.eacsociety.org/
guidelines/eacs-guidelines/
eacs-guidelines.html

EACS Guidelines Availabilities

Présentateur
Commentaires de présentation
The EACS guidelines were first published in 2005 and are currently available:


Some sections online only to lilimet the size of the booklet

http://www.eacsociety.org/guidelines/eacs-guidelines/eacs-guidelines.html


EACS Guidelines Revisions

• Formal reviews are made annually for the 
electronic versions, and biennially for the printed 

ddversion, but updates are also made continuously 
• New important data immerge
• Feedback from the users

• We warmly welcome feedback on content and 
translations, can be submitted via 
guidelines@eacsociety.org

Présentateur
Commentaires de présentation
Vis in print versionen, online versionene og App interfase

mailto:guidelines@eacsociety.org


Présentateur
Commentaires de présentation
Finish of Tremendeous gratitude to all panel member for all the hard work with revising the guidelines and keeping them updated and clinically relevant 



We hope you will enjoy                                     
the 2017 EACS Guidelines!

Présentateur
Commentaires de présentation
On behalf of the all the panel memebers,
 by that I’ll hand over the word to our first individual Panel head speaker



ART SECTION 
EACS GUIDELINES V9.0

Dr Anton Pozniak
ART Panel Head  



ART section updates

• Recommended regimens for naïve patients

• Alternative regimens 

• Primary HIV infection

• Switch strategies

• Virological failure

• ARVs in pregnancy

• Post-exposure prophylaxis 



Recommended regimens 

New
• For recommended regimens order = 

alphabetical
• For alternative regimen order = 

preference of use
• When to prefer TAF over TDF
• ATV and renal toxicity
• Potential DRV CV toxicity


		Regimen

		Dosing

		Caution

		Food requirement	



		2 NRTIs + INSTI

		



		

 ABC/3TC/DTG(i, ii)

		ABC/3TC/DG 600/300/50 mg, 1 tablet qd

		Al/Ca/Mg-containing antacids or multivitamins should be taken well separated in time (minimum 2h after or 6h before)



   DTG 50 mg bid with rifampicin

		

None







		TAF/FTC(iii) or

 TDF/FTC(iii)

+ DTG

		TAF/FTC 25/200 mg, 1 tablet qd 

or TDF/FTC 300/200 mg, 1 tablet qd

+ DTG 50 mg, 1 tablet qd

		

		 None



		TAF/FTC/EVG/c(iii) or



TDF/FTC/EVG/c(iii,iv)

		TAF/FTC/EVG/c 10/200/150/150 mg, 1 tablet qd or TDF/FTC/EVG/c 300/200/150/150 mg, 1 tablet qd

		Al/Ca/Mg-containing antacids or multivitamins should be taken well separated in time (minimum 2h after or 6h before)



		With food



		TAF/FTC(iii)  or



TDF/FTC(iii)

+ RAL

		TAF/FTC 25/200 mg, 1 tablet qd 

or TDF/FTC 300/200 mg, 1 tablet qd

+ RAL 400 mg, 1 tablet bid

		Co-administration of antacids containing Al or Mg not recommended

   RAL 400 or 800 mg bid with rifampicin.

		None



		2 NRTIs + NNRTI

		



		TAF/FTC/RPV(iii)  or

TDF/FTC/RPV(iii)  

		TAF/FTC/RPV 25/200/25 mg, 1 tablet qd 

or TDF/FTC/RPV 300/200/25 mg, 1 tablet qd

		Only if CD4 count > 200 cells/µL and HIV-VL < 100,000 copies/mL

PPI contra-indicated; H2 antagonists to be taken 12h before or 4h after RPV

		 With food 



		2 NRTIs + PI/r or PI/c

		



		TAF/FTC(iii)  or



TDF/FTC(iii)

+ DRV/c(v) or

+ DRV/r(v) 

		TAF/FTC 10/200 mg, 1 tablet qd 

or TDF/FTC 300/200 mg, 1 tablet qd 

+ DRV/c 800/150 mg, 1tablet qd 

or + DRV 800 mg, 1 tablet qd + RTV 100 mg, 1 tablet qd

		Monitor in persons with a known sulfonamide allergy

		With food		Comment by Margherita Bracchi: 









Alternative regimens 

New
• Older ARVs (LPV/r) removed
• Order = preference of use


		Regimen

		Dosing

		Caution	

		Food requirement



		2 NRTIs + INSTI



		

ABC/3TC(i, ii)     

+ RAL

		ABC/3TC 600/300 mg, 1 tablet qd 

+ RAL 400 mg, 1 tablet bid

		Co-administration of antacids containing Al or Mg not recommended. 

RAL 400 or 800 mg bid with rifampicin	

		 None



		2 NRTIs + NNRTI



			

 ABC/3TC(i, ii)    

+ EFV(vi)

		ABC/3TC 600/300 mg, 1 tablet qd 

+ EFV 600 mg, 1 tablet qd

		Only if HIV-VL <100,000 copies/mL



		At bed time or 2 hours before dinner 





		

TDF/FTC/EFV(iii,vi)

		TDF/FTC/EFV 300/200/600 mg, 1 tablet qd

		

		



		2 NRTIs + PI/r or PI/c



		TAF/FTC(iii) or

TDF/FTC(iii) 

+ ATV/c(vii,viii) or 

+ ATV/r(vii,viii)

		TAF/FTC 10/200 mg 1 tablet qd 

or TDF/FTC 300/200 mg, 1 tablet qd

+ ATV/c 300/150 mg, 1 tablet qd or

+ ATV 300 mg, 1 tablet qd + RTV 100 mg, 1  tablet qd

		

		 With food



		ABC/3TC(i, ii) 

+ ATV/c(vii,viii) or

+ ATV/r(vii,viii)



		ABC/3TC 600/300 mg, 1 tablet qd

+ ATV/c 300/150 mg 1 tablet qd 

or + ATV 300 mg, 1 tablet qd + RTV 100 mg, 1 tablet qd



		Only if HIV-VL < 100,000 copies/mL

		 With food



		

		

		

		



		ABC/3TC(i, ii)

+ DRV/c(v) or

+ DRV/r(v) 

		ABC/3TC 600/300 mg, 1 tablet qd

+ DRV/c 800/150 mg, 1 tablet qd 

or + DRV 800 mg, 1 tablet qd + RTV 100 mg, 1 tablet qd

		Monitor in persons with a known sulfonamide allergy

		With food



		Other combinations



		

RAL(ii)

+ DRV/c(v) or

 + DRV/r(v) 

		RAL 400 mg, 1 tablet bid 

+ DRV/c 800/150 mg, 1 tablet qd or

+ DRV 800 mg, 1 tablet qd + RTV 100 mg, 1 tablet qd

		Only if CD4 count > 200 cells/µL and HIV-VL < 100,000 copies/mL

Co-administration of antacids containing Al or Mg not recommended



		 With food









Primary HIV Infection 
Acute infection: HIV detection (p24 Ag 
and/or HIV-RNA) in the absence of HIV 
antibody.
Recent infection: HIV antibody 
detection; up to 6 months after infection

Circumstances where immediate 
treatment initiation should be advised
• Acute infection
• Severe or prolonged symptoms
• Neurological disease
• Age ≥ 50 years
• CD4 count < 350 cells/µL

New 
All HIV-positive women of 
reproductive age should have 
a pregnancy test

Treatment selection
• Clinical trials (HIV curative strategies) 

.
• Resistance test 
• If therapy starts before resistance test 

available: 
• Start a PI/r or PI/c or an INSTI + TDF 

or TAF/FTC 
• Regimen can be adjusted once the 

resistance test is available and viral 
load is suppressed



Switch strategies

Indications
• Documented toxicity
• Prevention of long-term toxicity. 
• Avoid serious DDIs
• Planned pregnancy
• Ageing and/or co-morbidity
• Simplification
• Starting of HCV treatment (DDIs)

New
• Indications for switch (HCV rx, 

renal/bone toxicity)
• DTG+RPV included

DTG monotherapy not recommended

Pt with VL<50 cp

Dual therapy 
DTG + RPV 
3TC + (DRV/r or DRV/c)
3TC + (ATV/r or ATV/c)

Monotherapy with DRV/r

only if
a) no resistance to the PI
b) suppression of HIV-VL <50 cp for 6 months
c) absence of chronic HBV co-infection



Virological failure

INCOMPLETE SUPPRESSION: HIV-VL > 200 
copies/mL at 6 months after starting therapy

VIROLOGICAL REBOUND: confirmed HIV VL > 
50 copies/mL in patients with previous 
undetectable vital loads

If HIV-VL > 50 and < 500:
• Check adherence
• Check HIV-VL 1 to 2 months later
• If genotype na, consider changing 

regimen based on past rx and 
resistance hx

If HIV-VL confirmed > 500:
• Change regimen as soon as possible 

based on the resistance testing 
results

• If no resistance mutations found: re-
check for adherence, perform TDM

New 
Definition of Virological Failure



1. Women planning to be pregnant/ becoming pregnant while already on 
ART: Maintain ART

[Contra-indicated during pregnancy: ddI + d4T, triple NRTI]

2. Women becoming pregnant, treatment-naïve: Start ART ASAP

4. Women whose follow-up starts late in II/III trimester: Start ART ASAP / 
INSTI as the preferred choice rapid HIV-VL decline 

5. Women whose HIV-VL is not <50 cp in III trimester: VRT / consider INSTI 
if not already on it

ARV in pregnancy

NEW! 



Antiretroviral regimens: 

If on RAL, DTG, RPV or DRV/r: could be continued (Among PI/r, prefer
ATV/r)  
• EFV is a suitable alternative NEW! 
• NVP not to be initiated but can be continued 
• TAF and Cobicistat in pregnancy: not recommended in initial regimen 

(limited experience) 
• Caution with EVG/cobi: monitoring of VL and drug levels may be 

needed (low exposure demonstrated in third trimester) 

Breastfeeding
• We advise against breastfeeding. In case a woman insists on 

breastfeeding we recommend follow-up with increased clinical and 
virological monitoring of both the mother and the infant

ARV in pregnancy

NEW! 

NEW! 

NEW! 

NEW! 



Post-Exposure Prophylaxis (PEP)

Rapid testing of the source person for HCV/HIV (if HIV-status unknown): 
if Source person HIV-positive on ART, order resistance testing if HIV-VL detectable
For sexual exposure, if HIV-positive source has documented undetectable HIV-VL, 
PEP is no longer recommended.

• Individualise PEP according to the source’s treatment history and previous 
resistance tests

• PEP to be started ideally < 4 hours after the exposure, and no later than 48/72 
hours

• Duration of PEP: 4 weeks (unless discontinued due to lack of indication)
PEP regimen: TDF/FTC + RAL bid
Alternatives:  TDF/FTC + DRV/r qd or 

+ LPV/r bid or  
+ DTG qd

• Full sexual health screen in case of sexual exposure
• Emergency contraception counselling for sexual exposure

New 
Emergency contraception 
counselling for sexual exposure
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Part III Prevention and Management of
Co-morbidities in HIV-positive Persons

Professor Georg Behrens
Department for Clinical Immunology and Rheumatology

Hannover Medical School, Hannover, Germany



• Largest section with ~ 60 pages
• Inflitrates into part I, II, and IV (e.g. DDI tables)
• No panel produces more for the online only part

of the guidelines
• No panel produces more footnotes



We recommend

multi-disciplinary care
for

aging HIV patients
with

multiple co-morbidities
and

chronic immune activation
to maintain

good quality of life
and to prevent

frailty.











[…]











Clinical Management and Treatment of
HBV and HCV Co-infection in HIV-
positive Persons

Massimo Puoti for the coinfections
EACS guidelines panel
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Panel Members



Summary: HBV 

• All persons with HBV/HIV co-infection should receive
ART including TDF or TAF, unless history of tenofovir 
intolerance. 

• Life-long therapy is recommended if anti-HBV
nucleos(t)ides are given as part of ART. 

• In case of non-response to HBV vaccinations, ART 
should contain TDF or TAF

• Anti HBV treatment should be considered in selected
pts undergoing immune suppression and 
immunosuppressive chemotherapy



Anti HBV treatment and Immmune
suppressive Tx or Chemotherapy (CTX)

Severe 
immunosuppressive 

(CTX for Haem. 
Malignancy or SOT)

Other 
immunosuppressive Tx

(eg Rituximab, anti-
TNF)

HBsAg Add TDF/ TAF

Anti HBc+/anti HBs+ Add TDF/TAF Monitoring with 
HBVDNA or HBsAg;
if not possible add 

TDF/TAF

Anti HBs isolated  not 
vaccinated

Monitoring for HBV reactivation



Summary: HCV

• Alternatively to HCVRNA HCVAg could be performed in anti 
HCV+ to confirm chronic infection

• Evaluation of concurrent causes of liver disease and/or extra-
hepatic HCV disease is mandatory in HCV infected patients

• Every person with HCV/HIV co-infection should be considered
for interferon-free DAA therapy to eradicate HCV

• In HCV/HIV treatment indication and regimens are the same as
in HCV mono-infected

• Immediate treatment of persons with acute or chronic hepatitis
at high risk of transmission could be considered at diagnosis. 
IFN-free treatment with DAAs is recommended as in non-
cirrhotic chronic HCV/HIV co-infection





Re-treatment of DAAs failures
• At least 2 drugs active according to RASs testing

• New options
• SOF/VEL/VOX 12 weeks in NS5Ai  and/or  NS3i 

failures

• SOF + G/P 12 weeks in NS5Ai and/or NS3i failures

• G/P in SOF based Tx failures HCV G1,2,4-6 8 weeks in 
Non Cirrhotics 12 weeks in Cirrhotics and 16 weeks in 
HCV G3





Part V: Opportunistic Infections Update
EACS Treatment Guidelines V9.0 Oct. 2017

Jose M. Miro, Chair
Juan Ambrosioni, Young Scientist 

Infectious Diseases Service
Hospital Clínic – IDIBAPS

University of Barcelona
Barcelona, Spain

E-mail address: jmmiro@ub.edu



Part V – Opportunistic Infections Panel

Special thanks to Tschabi and Valentin Gisler 
(Bern, Switzerland)

Présentateur
Commentaires de présentation
Would just like to begin by just repeating the Overall scope of the EACS guidelines



Presenter Disclosure Information
In compliance with the Conflict of Interest Policies, the European AIDS 

Clinical Society (EACS) requires the following disclosure from the 
presenters:

Jose M. Miro MD PhD
Research Support:  Angelini, Abbvie, BMS, Cubist, Gilead, MSD, Novartis, Pfizer, 

Theravance, ViiV Healthcare
Speaker’s Bureau: None 
Board Member/Advisory Panel: Genentech, Medtronic
Stock/Shareholder: Never 
Consultant: None
Employee: Never
Other: Never



Part V – Opportunistic Infections
Toxoplasma gondii Encephalitis

A comment was added for TMP-SMX as preferred therapy for 
T. gondii encephalitis when the oral route is not available.

Présentateur
Commentaires de présentation
Would just like to begin by just repeating the Overall scope of the EACS guidelines



Part V – Opportunistic Infections
Cryptococcal meningitis

In severely immunosuppressed patients (<50  CD4 cells/µL) 
primary prophylaxis including INH 12 weeks, fluconazole 

100mg/d 12 weeks, azithromycin 500mg/d 5 days and 
albendazole 400mg single dose (in addition to TMP-SMX ) may 

decrease overall opportunistic infections (including 
cryptococcal meningitis) and mortality

Add fluconazole to liposomal amphotericin B during the induction 
phase for cryptococcal meningitis treatment, in countries were 

flucytosine is not available.

Reality Trial Team. NEJM. 2017;377:233-245

Présentateur
Commentaires de présentation
Would just like to begin by just repeating the Overall scope of the EACS guidelines



Part V – Opportunistic Infections
Treatment of TB in HIV-positive Persons
Preventing TB-IRIS on ART

Nahid P et al. Clin Infect Dis. 2016; 63:853-67; 
Gopalan N et al. IAS 2016 Durban. Abstract # WEAB0201
Meintjes G et al. PreART Team. CROI 2017. Abstract #81LB.

A comment on the possibility  to add steroid therapy 
to avoid IRIS in patients with TB on ART was added

Intermittent TB regimens (2 or 3 times per week) are 
contraindicated in HIV-infected persons.

Présentateur
Commentaires de présentation
Would just like to begin by just repeating the Overall scope of the EACS guidelines



Part V – Opportunistic Infections
Treatment of MDR/XDR TB in HIV-positive Persons

Conradie F et al. Nix TB Trial. CROI; 2017. Abstract #80LB  

The preliminary results of the Nix-TB trial 
were added in the section of treatment for 

resistant TB (MDR/XRD-TB)

Présentateur
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Would just like to begin by just repeating the Overall scope of the EACS guidelines



Part V – Opportunistic Infections
Treatment of LTBI in HIV-positive Persons

A duration of 9-months for latent TB 
treatment was stressed, particularly in 

countries with high TB prevalence

A comment was added explaining that other 
preventive regimens are needed for treating 

latent infection with MDR/XDR-TB in 
countries with high resistant TB rates.

Présentateur
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Would just like to begin by just repeating the Overall scope of the EACS guidelines



Part V – Opportunistic Infections

Thank you !
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Drug-drug interactions
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Organization of the information on DDIs

DDIs for commonly prescribed co-medications and of particular clinical relevance

DDIs within a given therapeutic area

• Drug-drug interactions between ARVs and Non-ARVs

• Drug-drug interactions between Antidepressants and ARVs
• Drug-drug interactions between Antihypertensives and ARVs
• Drug-drug interactions between Analgesics and ARVs
• Drug-drug interactions between Anticoagulants/antiplatelets agents and ARVs
• Drug-drug interactions between Bronchodilatators (for COPD) and ARVs New
• Drug-drug interactions between Contraceptives and ARVs
• Drug-drug interactions between Corticosteroids and ARVs
• Drug-drug interactions between Antimalarial drugs and ARVs New
• Drug-drug interactions between Pulmonary Antihypertensives and ARVs New
• Drug-drug interactions between Immunosuppressants (for SOT) and ARVs New
• Drug-drug interactions between DAAs and ARVs



Format of DDIs tables



Assessment of DDI potential and clinical
relevance

Step 1: evaluation of likelihood of having DDI
• PK/PD characteristics of coadministered drugs
• clinical DDI studies
• case reports

Step 2: evaluation of clinical relevance
• magnitude of PK change
• therapeutic index
• possibility to monitor the drug effect
• recommendation on dose adjustment
• length of treatment required

evidence that DDI may occur

+    recommendations of product label

cl
in
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al
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le
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nc

e

No DDI
• different elimination pathways
• no significant PK change
• no safety concern



Highlights on DDIs in the revised version

DDIs with anticoagulants

cobicistat has no inducing properties
but ritonavir does

 dosage adjustments of co-medications
might be needed when switching PK booster

www.hiv-druginteractions.org, Marzolini C et al. JAC 2016 

DDIs with DAAs

DDIs with corticosteroids

https://www.google.ch/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjr7PrY0bDWAhWF1hQKHTNuDOkQjRwIBw&url=https://publicdomainvectors.org/fr/gratuitement-des-vecteurs/Panneau-de-signalisation-de-triangle-avec-un-point-dexclamation-de-dessin-vectoriel/17913.html&psig=AFQjCNGOKPTSOdZDfrur-iltdUaV4qymJA&ust=1505889496313527
https://www.google.ch/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjr7PrY0bDWAhWF1hQKHTNuDOkQjRwIBw&url=https://publicdomainvectors.org/fr/gratuitement-des-vecteurs/Panneau-de-signalisation-de-triangle-avec-un-point-dexclamation-de-dessin-vectoriel/17913.html&psig=AFQjCNGOKPTSOdZDfrur-iltdUaV4qymJA&ust=1505889496313527


Highlights on DDIs in the revised version

AIDS 2017

DDI with contraceptives

Contraceptive methods:

COC combined oral contraceptive

IP implant

IUD intrauterine device

POI progestin only injectable

POP progestin only pill

TS transdermal patch

VR vaginal ring

EC emergency contraception

interaction likely to be of weak intensity or unlikely to impair contraceptive efficacy



Tables are linked to DDIs websites

www.hiv-druginteractions.org www.hep-druginteractions.org

1 2selection of drugs detailed information on DDI

+ DDI documents related to specific topics (DDI with PrEP; DDI and PK boosters; DDI with hormones for
gender transitioning, DDI with non-oral corticosteroids and management of suspected DDI, …)  



Prescribing in the elderly
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