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Comorbidity is more common and occurs earlier in persons living
with HIV than in HIV-uninfected matched controls, aged 50 years
and older: A cross-sectional study
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Cross-sectional Comparison of the Prevalence of Age-
Associated Comorbidities and Their Risk Factors Between HIV-
Infected and Uninfected Individuals: The AGEhIV Cohort Study
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% of participants

Mean number of comorbidities

078 113 13 156 193
Number of parbicipants

187 129 100 59 58
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KVH Prevalansi

* Yaklasik %20
* Enfekte bireylerde >2 kat yuksek

Prevalence of cardiovascular disease

Hlv-negative - 5.4"};}.'

0% 2% 4% 6% 8%

SG-2021/11 Circulation 2018;138:1100-1112



Global Burden of Atherosclerotic Cardiovascular Disease in
People Living With HIV: Systematic Review and Meta-Analysis

® KVH insidansi

* RR: 2.16
= Ml icin 1.79
= Stroke icin 2.56

SG-2021/11 Shah ASV, Stelzle D, Lee KK, et al. Circulation 2018; 138:1100-1112.



* KKH (AMI, diger iskemik kalp hast., koroner AS)
insidansi

= Erkekler icin RR: 6.76, 95% CIl 3.36-13.58
= Kadinlar icin RR: 2.47, 95% Cl 1.23—- 4.95
= 45 yas uzerinde daha belirgin artis

* Ml riski 2 kat yuksek
* Ani kalp olumu 4 kat yuksek

* Kadinlarda metabolik sendrom daha fazla

Freiberg MS, Chang CC, Kuller LH, et al. JAMA Intern Med 2013; 173:614.
SG-2021/11 Currier JS, Taylor A, Boyd F, et al. J Acquir Immune Defic Syndr 2003; 33:506.



Risk of myocardial infarction among people living with
HIV: an updated systematic review and meta-analysis

Forest plot of the meta-analysis of the risk of MI associated with HIV infection. ART, antiretroviral therapy.

SG-2021/11 Eyawo O, et al. BMJ Open 2019;9:e025874.



* Global HIV iligkili Ml ve stroke yuku son 2 dekatta 3
kat artti.




Evolution of comorbidities in people living with HIV between

2004 and 2014: cross- sectional analyses from
ANRS CO3 Aquitaine cohort
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*p<0.01 for comparison between 2004 and 2014

Chroniec Comorbidities in 2004 and 2014, ANRS CO3 Aquitaine Cohort
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Hepatitis C  Hepatitis B

virus
infection

6.2
15

Cancer (non- Current Active
Depression AIDS Obesity* tobacco injecting
related)* consumption drug user

135 2.2 36 a4 02
140 94 10 433 05

Bonnet et al. BMC Infectious Diseases 2020; 20:850



® 2004 (n=2,138

2014 (n=2,138)
p-value<0.0001

26.9%
21.8%

13.1%

Low(<1%)  Moderate(1- High (5-10%)
5%)

S-year D:A:D Coronary Heart Disease Risk Strata

Distribution of patients by 5-year D:A:D Coronary Heart Risk Score, in 2004 and 2014

SG-2021/11 Bonnet et al. BMC Infectious Diseases (2020) 20:850



Trends in Cardiovascular Disease Mortality
Among Persons With HIV in New York City, 2001-—
2012
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V

Microbial translocation Co-infections

T cell activation 1+ Monocyte/
T Tce <—| Persistent immune activation == | .~ """ ivatio

\ 1 Pro-inflammatory /

cytokines: TNFa, IL-6, IL-12, IL-
8, IL-1

1 Pro-fibrotic cytokines: IL-10;
TGF-B

TVCAM-1 1 Collagen
MCAM-1 production &
JNO accumulation

Hypercoagulation Endothelial dysfunction Myocardial fibrosis

Cardiovascular diseases

SG-2021/11 Am J Physiol Heart Circ Physiol 2020:318: H731-H746



People living with HIV

Lifestyle Combined Persistent
risk antiretroviral immune
activation

Hypercoagulable state
Metabolic Pro-inflammatory milieu Myocardial
dysfunction Endothelial dysfunction /| fibrosis

Pro-atherogenic
IMTG accumulation

Cardiovascular diseases

SG-2021/11 Am J Physiol Heart Circ Physiol 2020:318: H731-H746
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Risk faktorleri

Traditional CVD Risk HIV
Factors: e, Dusuk CD4

sdemia dist s Yuksek viral yik
dyslipidemia, diabetes, —

visceral adipose v — Nadir CD4 ?
tissue/lipodystrophy wwcomemncon Peak RNA ?

Diisiik HDL-C, yiiksek TG Y I
Yiiksek VKI H H Yas (6z.>45)

Lifestyle: Genetics:
smoking, nutrition, substance use family history



Traditional Risk Factors Non-Traditional Risk Factors

(Menopause)
Chronlc
Chronic Inflammatory
/ Inflammation Diseases
\ /

m Atherosclerosis m
— I ~—
i Fibrinogen
Hypertension Atherothrombosis Microproteinuria
Albumin/Creatinine
_).

>
Metabolic ipoprotein a
Dyslipidemia \ -
oystideme o [
Disease

Obesity/

Lack of * Calcium

. Score
Exercise Premature

Family
History of
CA

Major Risk Factors for Coronary Artery Disease

-Age (men 2 45 years; women 2 55 years)

-Family history of premature coronary artery disease

(CAD in male first-degree relative < 65 years)

-Hypertension (BP > 140/90 mmHg or on antihypertensive medications)
-Cigarette Smoking

-Diabetes

-Hypercholesterolemia

-Low HDL cholesterol (< 40 mg/dl)

-Hypertriglyceridemia (> 200 mg/dl)

SG-2021/11 -Obesity




ART ve KVS

®* ART ile birlikte
= ila¢ toksisitesi,
= dusuk HDL-C, yuksek TG
= vucut yag dagilimda bozukluk,
= metabolik sorunlar (dislipidemi, DM, ve KVH) artiyor

®* ART kesilmesi ile de KVH riski artiyor

= Kardioprotektif etki ortadan kalkiyor, tekrar
proinflamatuvar sitokinler artiyor, HDL-C azaliyor.

SG-2021/11



®* Proteaz inhibitorleri
= Dislipidemi, hiperkolesterolemi, hipertrigliseridemi

= Lopinavir-r, indinavir >KVH riski yuksek
= Atazanavir-r, darunavir-r - risk dusuk
= Atazanavir 2>kolesterol ve TG dusurucu etki

® NNRTIs
= Tot.kolesterol ve LDL-C artisi
= Rilpivirine < efavirenz

®* NRTIs

= Abacavir ve didanozin - MI riski yuksek ?
D.A.D. cohort verisi (RR:1.98).
v" Metabolik send. ve renal hast. > yaniltici sonuglar

SMART verisi. Ml riski 4X yuksek
= TAF - tot.kol, LDL ve HDL-C’de hafif artis - klinik onemi ?

SG-2021/11
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Table 4 | Effect of antiretroviral therapies on blood lipid levels'*

Class

Protease
inhibitors

NNRTIs

Integrase
inhibitors

Drug

Atazanavir

Darunavir
Fosamprenavir
Ritonavir®
Saquinavir
Tipranavir

Abacavir
Lamivudine

Tenofovir fumarate
disoproxil

Zidovudine

Efavirenz

Nevirapine
Rilpivirine
Dolutegravir

Raltegravir

Effect on blood lipids

Increases HDL-C and decreases LDL-C
levels

Increases HDL-C levels
Hypertriglyceridaemia
Increases HDL-C levels
Neutral

Dyslipidaemia

Increases total cholesterol, LDL-C and
HDL-C levels

Increases total cholesterol, LDL-C and
HDL-C levels

Lowers LDL levels

Hypertriglyceridaemia

Increases total cholesterol, LDL-C, HDL-C
and triglyceride levels

Neutral or decreases lipid levels
Neutral
Neutral

Increases HDL levels

HDL-C, HDL cholesterol; LDL-C, LDL cholesterol; NNRTI, non-nucleoside reverse-transcriptase
inhibitor; NRTI, nucleoside reverse-transcriptase inhibitor. *Although ritonavir is a protease
inhibitor, this drug is generally used as a pharmacokinetic enhancer.

Hsue, P.Y., Waters, D.D. Nat Rev Cardiol 16, 745—-759 (2019)



Table 2 | Effect of antivetroviral therapy on the risk of cardiovascular disease

Study (year)
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SG-2021/11 Hsue, P.Y., Waters, D.D. Nat Rev Cardiol 16, 745759 (2019)



KV Hastaliklar

Fut’ure

Pre-ART First-generation Contemporary Optimized Curative therapies
ART regimens ART regimens ART regimens

HIV treatment No HIV-specific = P| = Pl » Early ART initiation = Stem-cell-based
therapy * NRTI * NRTI * Two-drug regimens therapies
* NNRTI * NNRTI * Injectable medications ¢ Strategies to
= CCR5 antagonist * New therapeutic eliminate latency
* Integrase inhibitor targets = Genome editing
* Broadly neutralizing
antibodies

Inflammatory and * AIDS * Immunodeficiency * Immunodeficiency Chronic Eradication of
immunological status * Inflammation » Chronic inflammation = Chronic inflammation  inflammation HIV infection

Cardiovascular » Pericardial effusion » Atherosclerosis = Heart failure * Increased risk of
complications = Dilated cardiomyopathy = Myocardial infarction = Atrial Abrillation cardiovascular
* Dilated * Sudden cardiac death diseases
cardiomyopathy * Coronary heart disease « 0
s Stroke
* Peripheral artery
disease

SG-2021/11 Hsue, P.Y., Waters, D.D. Nat Rev Cardiol 16, 745—-759 (2019)



llk degerlendirmede...

Risk faktorlerinin arastirilimasi:

* Sigara aligkanhgi

* Diyet

* Egzersiz

* Ailede KAH, HT, DM

°* FM.de KB, bel ¢evresi, VKI

* Lab: Aclik lipid seviyeleri, AKS, HbA1c

SG-2021/11



SG-2021/11

Framingham hesaplamasi

2. Gender

. Diabetes?

5. BP lowering treatment?

. Systolic blood pressure: €

Total cholesterol:

O

»

Female

mmHg e

mmol/l 8

mmol/L &

https://www.chip.dk/Resources/Clinical-risk-scores



Risk hesaplamasi

Risk Score

Population

Target Cardiovascular Events

Variables Included

FRS- CHD
(Framingham)

30 ~ 74 years

Angina, MI, CHD death, coronary
insufficiency

Age, Total Cholesterol, HDL-C, BP,
Diabetes status, Smoking, Gender

ATP3-FRS-CHD
(ATP3)

>20 years

MI, CHD death

Age, Total Cholesterol, HDL-C, BP,
Smoking, Gender, Antihvoertension
Medication use

DAD
(DAD)

HIV, European

Mi

Age, Total Cholesterol, HDL-C, BP,
Diabetes status, Smoking, Gender,

Abhacavir use, Duration of indinavir use,
Duration of loginavir use

2013 ACC/AHA
ASCVD Pooled

Cohort Equations
(ASCVD)

40 - 79 years

MI, CHD death, stroke

Age, Total Cholesterol, HDL-C, BP,
Diabetes status, Smoking, Gender,
White or African American Ethnicity,
Antihvoertension Medication use

.

SG-2021/11




llave faktorler
* HCV koenfeksiyonu

®* Metabolik sendrom

* Lipodistrofi veya yagh KC

* HIV tedavi basarisizligi veya uyumsuziugu
* Dusuk CD4 sayisi (<350 /mm3)

®* Uzamis HIV viremisi ve ge¢ ART baslanmis olmasi

SG-2021/11



Riskl azaltmak

®* Yasam stilinin degismesi (sigara, alkol, diyet, fiziksel
aktivite,...)

®* Gereginde statin tedavisi
* KB kontrolu
* DM tedavisi

SG-2021/11



SG-2021/11

Assess CVD risk in next 10 years"

J

Advise on diet and lifestyle
in all persons

Consider ART modification if
10-year CVD risk = 10%""

N4

Smoking (see page 61)

Identify key modifiable risk factors'"

[
Blood pressure

L
Coagulation

[

]
Glucose

A
Lipids

v

v

v

%

Drug treatment if: SBP = 140
or DBP = 90 mmHg (especially if
10-year CVD risk =2 10%)

Drug treatment if: established
CVD or DM with very high/high
CVD risk™

Confirm DM and treat with diet
and drugs

Drug treatment if: established
CVD or DM or 10-year CVD risk
2 10%

J

%

v

WV

Target'”

f-‘—rarget - N/A

SBP < 130 mmHg

DBP < 80 mmHg

l

Treatment (see péges 63-65)

%

| Consider treating with acetylsali-
cylic acid 75-150 mg""

"Target

HbA1C 6.5-7.0%

Target"'*

N

Treatment (see page 68)

2% preven-
tion or very
high risk"

High risk *

LDL-c** [< 1.4 (55) |< 1.8 (70)

non-

HDLc |<22(85)

< 2.6 (100)

J

Treatment (see page 69)

=%

Fasting or non-fasting samples
may be used

and = 50% reduction from
baseline

EACS 2021




Hypertension: Diagnosis, Grading and Management

High normal BP
BP 130-139/85-89 mmHg

l

Grade 1 ‘ Grade 2 Grade 3
Hypertension Hypertension Hypertension
BP 140-159/90-99 mmHg BP 160-179/100-109 mmHg BP > 180/110 mmHg

l l J

Consider drug treatment in very
high-risk persons with CVD,
especially CAD

SG-2021/11

Lifestyle advice
Immediate drug treatment in high :
or very high-risk persons with CVD, Immediate drug treatment
renal disease or HMOD in all persons

l l

Drug treatment in low moderate
renal disease or HMOD after Aim for BP control within 3 months
3-6 months of lifestyle intervention
if BP not controlled

EACS 2021



Hypertension: Drug Sequencing Management

Step 1 Consider monotherapy in
P ACEi or ARB + CCB or low risk grade 1 hypertension Black persons
+ thiazide-like diuretic (systolic BP < 150 mmHg), or in very CCB + thiazide-like diuretic

old (= 80 years) or frailer persons

Initial therapy
Dual combination

Step 2
Triple combination

ACEi or ARB + CCB + diuretic ACEi or ARB

l el

Step 3 Resistant hypertension
Triple combination + Add spironolactone (25-50 mg qd) mﬂ:?&m'rtﬁm 3:;%3‘;?3:’

spironolactone or other drug Or other diuretic, alpha-blocker or beta-blocker

Beta-blockers
Consider beta-blockers at any treatment step, when there is a specific
indication for their use, e.g. heart failure, angina, post-Ml, atrial fibrillation,
or younger women with, or planning, pregnancy

The Task Force for the management of arterial hypertension of the European Society of Cardiology (ESC)
and the European Society of Hyper- tension (ESH) European Heart Journal (2018) 39, 3021-3104

SG-2021/ EACS 2021



Drug-drug Interactions between Antihypertensives and ARVs
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Living with HIV (treated, virally suppressed)

.

- Age =21 with Clinical ASCVD (prior Ml, angina, stroke, or CVD equivalent such as peripheral arterial disease)?
- Age =21 LDL-c 2190 mg/dL (untreated)? And/or
- Age 40-75 with Diabetes?

Benefitsirisks of |\ AN/O

lipid-lowenng | ¢—  Age 40-75 years old?
therapy uncertain :

l\*ts YES

_ HIGH RISK APPROACH
Assess ASCVD Risk Consider referral to cardiologist; patient-clinician

using ACC/AHA ASCVD Risk Estimator or discussion re: benefit vs. risk, patient preference
alternative (such as D:A:D or Framingham

CVD Risk Estimation Mode.’) L' FESWLE OPTI M |ZAT'ON
(Particularly Smoking Cessation)

+
LIPID LOWERING DRUG THERAPY
Atorvastatin 10-80 mg*
Rosuvastatin 5-40 mg*
Pitavastatin 2-4 mg

Statin Dosing: START LOW, GO SLOW

Decrease dose or discontinue if severe myalgia or
- unexplained muscle weakness, LFTs >3x the upper
- limit of normal, or CK >10x the upper fimit of normal !

SG-2021/11 AHA. Circulation. 2019;140:e98—-e124.
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Assess ASCVD Risk
using ACC/AHA ASCVD Risk Estimator or
alternative (such as D:A:D or Framingham

CVD Risk Estimation Model)

HIV-Related CVD Risk-Enhancing Factors?
Any of the following:

History of prolonged HIV viremia and/or delay in ART initiation
Low current or nadir CD4 count (<350 cells/mm’)

HIV treatment fallure or non-adherence
Metabolic syndrome, lipodystrophy/lipoatrophy, fatty liver disease

- Hepatitis C Virus Co-Infection

Risk may not be greater
than calculated ASCVD
risk
Contamporary studies suggest
that people with promptly
treated HIV without sustained
viremia or immunosuppression
may not have significantly
clovated ASCVD risk

Risk may be greater than

calculated ASCVD risk
Consider adjusting risk upward.

Studies generally demonstrate 1.5-

2-fold greater risk for ASCVD in
persons with HIV, particularly it
there is a history of prolonged
viremia, delayed ART initiation,
ana‘or low CD4 count

AHA. Circulation. 2019;140:e98—-e124.



inhibitor on an individualized basis.

High Risk for ASCVD?

Determination of high risk may be based on any of the following:

10-year ASCVD risk =7.5% (including potential upward adjustment
of estimate if HIV-relatec CVD risk-ennancing factors are present)

If using alternative models, high-intermediate or greater risk? LOW_MODERATE RISK APPROACH

D:AD: 5-year CVD risk 23.5%
Framingham: 10-year CVD nisk = 10%

and/or LIFESTYLE OPTIMIZATION

Selected general ASCVYD Risk Enhancers
(adzpted from 2018 ACC/AHA Guidelines):
Family history of early Ml/stroke imen <55, women =&5) o

- Persistently elevateg |LDL-C =160 mg/dlL (=4.1 mmol/L} YEARLY RE-ASSESSMENT OF RISK

Chronic kidney disease, pre-eclampsia, premature menuopause . 2 . i . S
- Subchnical atherosclerosis (Artenal plaque; CAC >0; AB| <0.9) Consider high risk approach :fpat:ent-chmuan

n selected individuals (if measured): Lofa) 50 mgfdL (=125 discussion determines potential benefit > risk and
nmol/L); hs-CRP >2.0 mg/L; apoB =130 mg/dL patient preference for high risk approach

(Particularly Smoking Cessation)

SG-2021/11 AHA. Circulation. 2019;140:e98—-e124.



HIGH RISK APPROACH

Consider referral to cardiologist; patient-clinician
discussion re: benefit vs. risk, patient preference

LIFESTYLE OPTIMIZATION

(Particularly Smoking Cessation)

+
LIPID LOWERING DRUG THERAPY
Atorvastatin 10-80 mg*
Resuvastatin 5-40 mg*
Pitavastatin 2-4 mg

Statin Dosing: START LOW, GO SLOW

i Decrease dose or discantinue if severe myalgia or
i unexplained muscle weakness, LFTs »>3x the upper
i limit of normal, or CK >10x the upper limit of normal

*Exercise caution due to drug interactions at high end
of dose range; consider if very high risk and/or known
CAD. If familial hypercholesterolemia, severe statin
intolerance, or insufficient response to statin as
determined by clinician: consider ezefimibe +/- PCSKS
inhibitor on an individualized basis.

SG-2021/11 AHA. Circulation. 2019;140:e98—-e124.



Lipid dusurucu tedavi
®* KVH, Tip-2 DM, Yuksek KVH riski varsa

->statinler
kullaniimah !!!

= Statin tedavisi KVH riskini %20-30 azaltir.
= [lag etkilesimlerine dikkat!!!

* Ciddi TG yuksekligi (>500 mg/dL) varsa
= Gemfibrozil (600 mg tid)
* Fenofibrate (54- 160 mg/gun)

SG-2021/11



Drugs used to lower LDL-c
Drug class Drug

Adverse effects

Advice on use of lipid lowering therapy

together with ART
use with Pl/r

Statint v [ Atorvastatin(/')

10-80 mg qd

Gastrointestinal

symptoms

Fluvastatin''"
Pravastatin''")

| 20-80 mg qd

20-80 mg qd

use with NNRTIs

Start with low dose!V)

(max. daily dose 10 mg

headache, insomnia,
rhabdomyolysis (rare)
and toxic hepatitis

Consider higher dose!"

(ATVIr); 20 mg (LPV/r);
40 mg (DRV/r)

Consider higher dose) Consider higher dose(*)
Consider higher dose'"

Consider higher
dose{ vi,vii)

Rosuvastatin!'

5-40 mg qd

Start with low dose!V)

(max.daily dose- 10 ma

Simvastatin'')

Pitavastatin'v""

Intestinal cholesterol Ezetimibe!'V)
absorption inhibitor| ! |
PCSKS-inhibitors™ Evolocumab

Alirocumab

SG-2021/11

1040 mg qd

1-4 mg qd
10 mg qd

| 140 mg 2 weekly or

420 mg monthly

75 mg or 150 mg
2 weekly

Gastrointestinal

' symptoms

Nil

Start with low dose!V)

(ATVIr, LPVIr) 20 mg
(DRVIr)

Contraindicated
No interaction expected
No interaction expected

No interaction expected

EACS 2021



* Dusuk dozda statin baslanip toksisiteden kacarak
LDL-kol dususunu arttirmaya calisilir.

®* CPK ve KCFT izlenir

SG-2021/11



ART secimi

®* Naif hastada ilk secenekler uygun

* Deneyimli, ART altinda ve lipid profili bozuk hastada
rejimi degistirmenin kisith faydasi olabilir...??

* Dislipidemik, viral supresyon saglanmis hastada
lopinavir/r veya diger Pls > INSTIs

® Pls >NNRTI (rilpivirin, darunavir)

SG-2021/11



Coronary Artery Calcification and Plaque
Characteristics in People Living With HIV: A
Systematic Review and Meta-Analysis

N : B, Mo &rjad Samars, MO Mazthew F Yuyun 5, ME, PhD; Justr B. Echouffo-Teheuga 5, MD,
parbepant ES {85% CI) amrad Masn W, MO, MS; Ahmas Samara, MO; Man B, Marrison S8, M, 2a0; Nina Lin S, M,
=, MC. M=H; Sebhat Zrgou =, MD, PaC
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Huoe Priscita ¥ 2012" 253 37 (31, 43)
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Chow Domine 2015 100 53 (43, 63)
Filch KathdeenV 2016 155 ; 5 (29, 44)
Tarr PE 20987 a8 - £3 (48, 58)
Chandra D 2018 177 44 (3651
Subtotal (1*2 = 0%. p<0.00Y) 45 (43, 47)

MIVi-

Tetwani R 2002 7 39(32, 48)
Acevedo M 20027 63 (51, 715)
Lai $ 2005 25(17, 35)
Kingsiey LA 2008° 40 (35, 46)
Hyoe Prisclla Y 20127 586 28017 4
Suteamasian S 20420 27 43 (29, 68)
Knstoffersen US 20137 108 ] 25(17. 34)
Peseya Florenca 2012 49 35 (22, 50)
Chow, Oominic 2015~ 2733 57 (55, 50)
Fileh Kathieen V 20167 70 5 31 (21 44)
Tarr PE 2018° 276 6 (S0, 62)

Chandia D 2019 57 Sty
Sublotal (1°2 « 83%. p<0.00Y 52 (50, 53)
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A Calcified plaque B Non-calcified plaque

tudy N Study N

name participant ES (95% CI) F—— pariicipant ES (95% Ch)

HIVi+)
HIV(+) Atd-Elmoniem, Khaled Z. 20147 20 (8, 37)
Post, Wendy S 2014 " 35 (30, 39) Post, Wendy S 2014" 63 (59, 68)
Fitch, Kathleen V 2016" 1717 Fitch, Kathleen V 2016 ™ #4 (36, 52)

" Tarr FE 2018° 37 (32, 42
Tarr PE 2018 37 (32, 42) arn ( )

Senoner T 20187 e _BE [E3 28
Subtotal 31 (29, 34) AT o RS

HIV() HIV(-)

' P y .
Post, Wandy S 2014 39 (34, 45) ost, Wendy S 2014 . 5(3,8)
& Abd-Elmoniem, Khaled Z. 2014~ 45(17.77
Fitch, Kathiaen V 2016 23 (14, 34)
Tarr PE 2018’ ) 49 (43, 55) Tarr PE 2018" 3 36 (30, 42)

Subtotal 41 (37, 45) Senoner T 2018" 52 (40 _Rd

Subtotal 20 (17, 23)

Fitlch, Kathieen V 2016 18 (10, 30)
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Prevalence with calcified plaque (95% CI) Prevalence with noncalcified plaque (95% CI)

Kalsifiye plak prevalansi 31% vs 41%

Nonkalsifiye plak prevalansi 49% vs 20%
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Sty "

name patcigant RR (36% C1)

All plaque types
Tare PE 2018 704 074(0 51, 106)
Pecayra Porerca 29127 152 140 (059, 20Y)

Avg-Exmonem Khaled 2 20147 46 DAMDAT, 1Y)

Post Wengy § 20147 739 113{104,12y)

Fiich. Kathieen V 2018 " 225 141 {101, 185

Sebiotal (Fsguaned « 77 0%, p = 0 00 105{100,1.497)

Cacfed plagque

Tarr PE 2018 ‘o4 057 (040 882

Post Wandy S 20147 159 182(0384,123)

Fiich Kathieen ¥ 2018 " 2%
Sctrichal Leguand = DO A% p = 2003 07%0es 08

Non<cxofed plaque
Tar FE 2018 7 101 {070, 1.46)

Post Wenay S 2004 T 125(110, 143

Filich Kathieen vV 2016 " 2 " 0 106
Sctitotal Feguand ~ QN o017 123{108 138

Plak varhgi icin OR: 1.09 (95% CI, 1.00-1.17).
Kalsifiye plak varligi icin OR: 0.79 (95% CI, 0.65-0.92);

Non-kalsifiye plak i¢cin OR: 1.23 (95% CI, 1.08-1.38) (subklinik AS !1T)
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Sonuc¢ olarak

®* Kronik inflamasyon devam ettigi surece KVH riski
devam edecektir

®* Erken ART, yasam tarzinda iyilestirme, duzenli
kontolde kalmak ve risk degerlendirmesi ile riski
azaltmak mumkun olacaktir.
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