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I. AIDS O{tFEEE

1981 4F AIDS BE |G S h, ZoOREMARE LT
1983 4E (2 HIV R HEE S /oo Z D1k, 1987 4E 2R
BEEFMEH TDH 5 zidovadine (AZT) 239 HIV 3R &
LTI &N TS, HIV K L35 E 0 R E X
FLE o720 19954 12 HIZIX FDA WL L Y Fua 57 —
YHEH] TH % saquinavir (SQV) 257 s h, Dk
PuHIV #EE I3 20l ek 2 3%0F, JGEENC B % HIV
EPH OFECHITKE KT L7z, BUE X HIV ESE
HEOHIE HAART (highly active anti retroviral
therapy) &IFIENZLZHIGFHFELEE 2, 2RICXD
TANABEEIHIL, HHBREORERBEITEEE 2>
720

AIDS O b #3121, OFLHIV #ik, @H Fl k&
BIEDTFi, BERHT SN S HY, HIV IRGE G HE &
L COVHIVEESATRTH D, H APz dE5Rn
Roh, BRIBHEA TS,
AfCIRBEOPL HIV #iki %, DHHS %4 K514 »7

EBZIIMHL-0b, HfeSh b #7250 HIV 2
DNTER5B,
II. #HIVEZEADHHS i1 K51 >

1. MREREMERYLE 2B B HIV BEO I

PuHIV #E % a3 2 B, i Ry &
MR BIHEE T TEZ B LENRD ), ERMERR
FIEH BV T EBNCHL HIV B2 Ehi 5 2 &
ARSI N D, BIEBVEERH BT 2 0BHREET A T
4 >~ % Table 1 278 L7z RHEBHMGRIIIC O W I
RICEYVBHODIPNLELDHY, BEWWIIHTA K4
YEREHL, HETRETIE R,

HAART B#512dH 72> CTld, CD4+T ) ¥ /88,
HIVRNA =DA% 53, MAOHFEICH T 5 =K,
W7 Ne7I VX, FHENDZH A VAEORIEH %
BEt L, BEMIHE§2LE D 5,

2. TFRe75 v AOEEM

Fo5%T7T Fe 75y 2037 4 v AR D
S EBMETHY, FLEATHLTFeT I VALY

Table 1. Indications for initiation of antiretroviral therapy
in asymptomatic HIV-1-infected patients
CD 4 + T—cell count | Plasma HIV-RNA .
. Recommendation
(/ uL) (copies/mL)
<200 any value Treat
9200~350 any value Treatment should generally . be
offered, though controversy exists.
350< >55.000 Some experts recommend initiating
therapy.
350< >55. 000 Many experts would defer therapy
and observe the course.
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Table 2.

Criteria for changing therapy

+ Less than a 0.5-0. 75 log reduction in plasma HIV-RNA by 4 weeks following initiation of therapy, or less than a log reduction by 8

weeks.

+ Failure to suppress plasma HIV-RNA to undetectable levels within 4-6 months of initiating therapy.

+ Repeated detection of virus in plasma after initial suppression to undetectable levels, suggesting the development resistance.
+ Any reproducible significant increase, defined as a 3 fold or greater increase from the plasma HIV-RNA nadir, that is not attributable to

intercurrent infection, vaccination, or test methodology.

+ Undetectable viremia in a patient receiving double nucleoside therapy.

+ Persistently declining CD 4 + T—cell counts, as measured on at least two separate occasions.

+ Clinical deterioration.
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Table 3. Antiretroviral agents

Class Generic name

Nucleoside reverse trancriptase| Zidovudine (AZT)
inhibitors, NRTI Lamivudine (8 TC)
Stavudine (d4T)
Zalcitavine (ddC)
Didanosine (ddI)
Abacavir (ABC)

Non-nucleoside reverse tran-| Efavirenz (EFV)
criptase inhibitors: NNRTI Nevirapine (NVP)
Delavirdine (DLV)

Saquinavir (SQV)

Indinavir (IDV)

Nelfinavir (NFV)

Amprenavir (APV)

Ritonavir (RTV)
Lopinavir/Ritonavir (LPV/RTV)

Protease inhibitors: PI
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Table 4.

Major adverse effects associated with NRTIs

Generic name

Major side effect

Zidovudine (AZT)

Bone marow suppression; Anemia (Hb<8 g/dL) 1%, Granulocytopenia (<750 uL) 1.8%

Lamivudine (3 TC)
HBYV resistance to 3 TC may emerge.

Withdrawal of 3 TC may result in a flare up of hepatitis.

Stavudine (d4T)

Lacticacidemia (2.5~8%), Pancreatitis (1%), Peripheral neuropathy (15~20%)

Didanosine (ddI)

Lacticacidemia (2.5~8%), Pancreatitis (1~9%), Peripheral neuropathy (20%)

Abacavir (ABC)

Hypersensitivity reactions (e.g., fever, rash fatigue) have been reported. Once ABC is discontinued because of
hypersensitivity reaction, it should never be restarted.
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ABC % key drug & LTHWHNE 3D TH 525, Hiv
ANWAEEDOETHOL I X LD FH5TnDBEY,

DHHS "4 FI A4 Y X D ER/INHL I XAV %
Table 5 (2R L7z AML Y 17E%H, BROMAEHLE

Table 5. Strongly recmmended antiretorviral agents
A B
Efavirenz Didanosine + Lamivudine
Indinavir Stavudine + Didanosine
Nelfinavir Stavudine + Lamivudine

Indinavir + Ritonavir Zidovudine + Didanosine

Lopinavir/Ritonavir Zidovudine + Lamivudine

Saquinavir + Ritonavir
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ERNHFIN TV 5,
V. #HEBHRHVE

KETTTIERISH SN TEBY, ENTH AT
LB BN LEH, BAEGRBRTOL O THREINT
W B HEHNZOWTIRR S,

1. 5/ 7+ El: NtRTI

7/ 7 VAT BRI G R IERTH Y,
2001 4F 10 AIC FDAIZ & D Fr7- 1238w Sz, fERIBE
R (2 DA% R R R B SR B EH & HARCTH 525, o
NRTI L3823 TIZ—) YILEhTwa 20, —
VUL Esna0ATEL, BRI THL ) VL
RIg% A%y 7T 5o

Schooley 512 & % &, WGHREDDH 5 EH% 189 N % %}
S L L7z study 1B W T, TDF300mg/H % fiJH L 72
FETIL 248 T, 0.581log ® HIVRNA # DKL H 32 0
SN EMBEEINTVEY, TDF 2§ Bt & LCid
K65 R SNTHEY, 3~4 0023
ENTW5S, B M184 VAL TDF 12X % K
EROLIEBMOENT WS,

Gallnt 512k 5%, 48 Td4T+3TC+EFV T8l
%, TDF+3TC+EFV T 82% 7»*HIVRNA &# %50 2
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Antiretroviral therapy
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AIDS Clinical Center, International Medical Center Of Japan, 1-12-1 Toyama,
Shinjuku, Tokyo 162-8655, Japan

After HIV protease inhibitors became available in 1995, highly active antiretroviral therapy (HAART)
has become a key element of in the treatment of HIV, and HIV-related deaths have decreased dramatically.
Nevertheless, current therapies cannot eradicate HIV completely and drugs must be taken continuously for
a long time. Today, we are confronted by severe adverse effects of long—term antiretroviral therapy and by
viral resistance because of poor patient compliance with HAART, making it necessary to very carefully
consider when and which drugs to use. The number of CD 4+ lymphocytes, viral load, and clinical
manifestations need to be taken into account when deciding to initiate antiretroviral therapy. Once the
patient is on therapy, laboratory tests, including viral load, CD 4+ count and the patient’s clinical condition
must be monitored to evaluate the effectiveness of therapy. Potent, tolerable, and convenient drugs are
needed to improve compliance. New drugs are now being developed by several companies and are expected
to become available for clinical use.



