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Case 1: 49-year-old woman
• U/D: DM type 2, HTN, DLP, loss to F/U for 3 years

• CC: ซึมลง 1 วัน กอนมาโรงพยาบาล

• PI: 8 วัน PTA ปวดศีรษะรอบขมับและราวไปทั่ว ๆ ศรีษะ มีไขต่ํา ๆ ไมมีไอ จาม เบงปวด  

มากขึ้น ไมมีตาพรามัว ไมมีแขนขาออนแรง มีตื่นมาปวดกลางคืน รบัประทานยา

paracetamol อาการทุเลาลง ไมไดไปรักษาที่สถานพยาบาลไหน  กอนหนานี้ผูปวยสบายดี 

น้ําหนักลด 3 กก. ใน 3 เดือน ไมมีปสสาวะกลางคืน

• 1 วัน PTA ซึมลง ถามตอบชาลง นอนทัง้วัน ญาติจึงพามา รพ. (10/2022)



• Past Hx: DM type 2, HTN, DLP, Dx in 2017, poor compliance, loss to F/U for 3 years

• Family and personal Hx: 

– No smoking or drinking

– No drug or food allergy

– สามีเสียชีวิตเมื่อ 7 ปกอน ดวยปอดติดเช้ือ

– Other family members are healthy

Case 1: 49-year-old woman



Physical examination
• V/S :BT 37.8 C, HR 118/min, RR 24/min, BP 142/79 mmHg

• GA : A female, looked cachexia, generalized hyperpigmented papules/macules

• HEENT : mild pale conjunctivae, anicteric sclera, normal eye ground, oral thrush positive

• LN : no LN enlargement

• Heart : no active precordium, no heaving, no thrill, regular rhythm, normal S1, S2, no murmur

• Lung: symmetrical chest movement, equal BS, no adventitious sound

• Abdomen: no distension, normoactive BS, soft, no tenderness, no hepatosplenomegaly



• Slowly responds to command
• E4V5M6
• No facial palsy, no dysarthria
• Motor power at least grade V all
• Sensory intact all
• DTR 2 + all
• BBK negative both
• Clonus negative
• No papilledema
• Stiff neck positive

Neurological examination



Lab Investigations
• CBC: WBC 5620 cells/µL, PMN 92%, Mono 5%, Eo 1%

Hct 31.4%, Hb 10.2 mg%, MCV 96.3 fL, RDW 14.5% 
Platelet 348,000 cells/µL

• Chem: Cr 1.33 mg/dL, BUN 17 mg/dL, Na 135 mmol/L,  
K 3.1 mmol/L, HCO3 26 mmol/L

• LFT: TB 0.33, DB 1.77, SGOT 20 U/L, SGPT 15 U/L, ALP 200 U/L

• UA: normal



• Anti HIV positive
• CSF profile
• Open pressure 33 cm. of CSF
• WBC 280 cells/mm3

• PMN 6%, lymphocytes 94%
• Protein 116 mg/dL
• Glucose 96 mg/L 
• Plasma glucose 210 mg/dL

• Serum and CSF CrAg: positive
• H/C and CSF CS: Crptococcus neoformans

• Cr 1.33 mg/dL (CrCl 36)

• CSF ADA = 4 U/L
• PCR for TB: negative

Amphotericin B plus 
Flucytosine



Progression
AmB plus 

5FC

Dx cryptococcal meningitis Generalized 
MP rash

12 h

AmB plus 
5FC

2 h

Generalized 
MP rash

LAmB plus 
5FC

Generalized 
MP rash

• AmB allergic reaction (rare)
• DDX: Acute infusion-related reactions (AIRRs)*

• Most AIRRs (86%) occurred within the first 5 min of infusion
• Chest pain, dyspnea, and hypoxia
• Severe abdomen, flank, or leg pain
• Flushing and urticaria

*Roden MM et al. CID, 2003

FLC+ 5FC
Were started



CSF Profile : CM vs TBM
WBC Glu Protein Other

Cryptococcal
meningitis

Normal, rarely 
increased 

lymphocytes
(<20)

Decreased 
or normal

Normal or 
increased

Opening pressure frequently raised; 
India ink stain 75% sensitive; 
CSF CrAg: high sensitivity and specificity  
Gelatinous pseudocyst in MRI (rarely seen)

↑ CSF CrAg titre associated with poor prognosis, but 
change of titre with treatment has little correlation with 
prognosis

Tuberculous
meningitis

Increased 
lymphocytes

(50-300)

Decreased Normal or 
increased

MTB culture has variable sensitivity, but use of microscopy
for acid-fast bacilli and CSF NAAT can increase sensitivity to 
>80%

Tan et al. Lancet Neurol, 2012
. Tunkel et.al. Mandell, Douglas, and Bennett’s Principles and Practice of Infectious Diseases, 2020

*Teekaput C et al. Pathogens, 2023 

Median 49 
(IQR 10, 220)*



Treatment
• Antifungal therapy

• Intracranial pressure management
– If the CSF pressure is 25 cm of CSF and there are symptoms of increased intracranial 

pressure during induction therapy relieve by CSF drainage 
– Reduce the opening pressure by 50% if it is extremely high or to a normal pressure of 

20 cm of CSF
– Repeat lumbar puncture daily until the CSF pressure and symptoms have been 

stabilized for >2 days

• Antiretroviral agents in 4-6 weeks

Perfect et al. CID 2010



Combination Antifungal 
Therapy for CM : 

AmB vs AmB + FLC vs AmB + 5FC

Day JN et al. NEJM, 2013

• Randomized, three-group, open-label trial

• 299 patients with HIV and CM

• AmB + 5FC vs AmB:
– Fewer deaths by days 14 and 70

• AmB + FLC vs AmB: 
– No significant effect on survival

• AmB + 5FC vs AmB:
– ↑rates of yeast clearance at day 14

P=0.04

P=0.13



DHHS Guideline, Jul 1, 2021
Induction Therapy (For At Least 2 wks, Followed by Consolidation Therapy)

Preferred Regimens:
• LAmB 3–4 mg/kg IV daily plus flucytosine 25 mg/kg PO QID (AI); or
• AmBd 0.7–1.0 mg/kg IV daily plus flucytosine 25 mg/kg PO QID (AI)

Alternative Regimens:
ABLC 5 mg/kg IV daily plus flucytosine 25 mg/kg PO QID (BII); or
• LAmB 3–4 mg/kg IV daily plus fluconazole 800 mg PO or IV daily (BIII); or
• AmBd 0.7-1.0 mg/kg IV daily plus fluconazole 800 mg PO or IV daily (BI); or
LAmB 3–4 mg/kg IV once daily plus flucytosine 25 mg/kg PO four times a day for 1 wk

followed by fluconazole 1,200 mg PO once daily (BIII)
LAmB 3–4 mg/kg IV daily alone (BI); or
AmBd 0.7–1.0 mg/kg IV daily alone (BI); or
Fluconazole 400 mg PO or IV daily plus flucytosine 25 mg/kg PO QID (BII); or
Fluconazole 800 mg PO or IV daily plus flucytosine 25 mg/kg PO QID (BIII); or
Fluconazole 1200 mg PO or IV daily alone (CI)

Consolidation Therapy (For At Least 8 wks, Followed by Maintenance Therapy for 1 year after induction Tx: FLC 200 mg/d)

Preferred Regimen: Fluconazole 800 mg PO or IV once daily (AI) (clinically stable, negative CSF C/S 400 mg)
Alternative Regimen: Itraconazole 200 mg PO BID (CI)
If CSF remains positive (but clinically stable) after 2 wks of induction Tx >> Fluconazole 1,200 mg and LP 2 weeks later (BIII)
Duration of consolidation therapy should be 8 wks from the time of negative CSF culture (AI)

AmB + Flucytosine

AmB + Fluconazole

AmB

Fluconazole + Flucytosine
Fluconazole

AmB + Flucytosine -> Fluco



Antifungal Combinations for Treatment of CM : ACTA trial

Molloy SF et al. NEJM, 2018

FLC+ 5FC



Single-Dose Liposomal AmB Treatment for CM in HIV Patients
• Phase 3 randomized, controlled, non-inferiority trial
• Single high dose of LAmB (10 mg/kg) + 14 days of 5FC (100 mkd) + FLC (1200 mg/d) vs WHO regimen
• Non-inferior to WHO regimen, lower adverse events (50% vs 62.3%)

24.8%

28.7%

Jarvis JN et al. NEJM, 2022



Case 2: 37-year-old man
• CC: ผื่น 5  วัน

• Known case HIV infection, in 2018, on TLD, CD4 600 cell/mm3, VL<20 copies/ml 
(2023)

• PI: 5 วัน PTA ตอมน้ําเหลืองที่ขาหนบีโต มีแผลที่อวัยวเพศ เปนแผลเล็กหลายแผล นูน ๆ 

      4 วัน PTA มีผื่นที่แขน เปนตุมแดง เจ็บเล็กนอย

      1 วัน PTA มา รพ. ไดตรวจปสสาวะ และสงไปหองฉุกเฉินเพ่ือฉีดยารักษา primary syphilis 

• วันนี้ (30/6/66) มาตรวจอายุรกรรมตามนัด ผื่นเปนมากขึ้นกระจายมาที่หนา ลําตัว เจ็บคอ ปวดเม่ือย
ตามตัว ไขต่ํา ๆ มีประวัติมีเพศสัมพันธกับชายที่ไมรูจักในซาวนาเม่ือ 17/6/66 เปนฝายรุก



Papulosquamous rash Clean based ulcer, raised, cartilaginous border, 
lymphadenopathy 

Secondary Syphilis Primary Syphilis





Clinical Manifestation 

Incubation 
period 

Prodromal 
symptom 

Rash
stage 

Recovery

7-14 days 
(5-21) 1-3 days 2-4 weeks Days to weeks

Contagious

No symptom Fever, 
lymphadenopathy, 
flu-like symptoms

Enanthem through 
the scab stage

Pitted scars and/or 
areas of lighter or 

darker skin

scabs fall off

CDC, Signs and Symptoms webpage. 2022
Branda F, J Med Virol. 2023

CDC, Detection and Transmission of Mpox. 2022 
Beeson, Lancet Microbe. 2023

Allan-Blitz, CID. 2023

• Transmission: 
• MPXV-2022 R0 2.44
• Pre-symptomatic transmission: 4 days before rash/prodrome
• Human-to-human transmission

• Direct contact with lesion or body fluid 
• Anogenital or pharyngeal mucosal contact 
• Indirect contact via grossly soil clothing 

• Respiratory transmission – unknown
• Link to sexual activity or STD 



National STD Curriculum: Mpox Clinical Guide
Thornhill JP, N Engl J Med. 2022 Aug.

Mpox Lesions Progression 
Oral pharyngeal lesions

Anogenital lesions



Gessain A, N Engl J Med. 2022



MPOX
and HIV

• PWH have accounted for 38–50% of cases in the 2022 multicountry outbreak
• From large case series of PWH with mpox, 19 countries, May 2022-Jan 2023
• 382 cases: 367 cisgender men, 91% of pt. were known to be living with HIV, 51% achieve 

HIV viral suppression, 22% of  pt. with CD4 cell < 100 cells/mm³

Mitjà O et al. Lancet, 2023



Figure mpox lesions in patients* with HIV. 
A: Coalescent ulcers. 
B: Multiple large ulcers pustules in hands.
C: Coalescent lesions in the perianal region. 
D: Single mpox ulcer in the soft palate. 
E: Large coalescent, necrotic facial and scalp lesions 
F: Eschar in the lower extremity. 

Photos by Alexandra Dretler, Jonathan Colasanti, and Valeria D. Cantos

Saldana CS et al. Current HIV/AIDS Reports, 2023



Specimen Collection 
and Diagnosis 

แจง้กรมควบคมุโรคก่อนเก็บตวัอย่าง 

กรณีท่ีสามารถเก็บ Vesicular หรอื Pustular 

fluid ไดใ้หเ้ก็บควบคู่กบั Swab สารนํา้จาก

แผล (lesion exudate) และ ตวัอย่างอ่ืน แต่

หากไมส่ามารถเก็บได ้ใหเ้ก็บ Swab สารนํา้

จากแผล (lesion exudate) และตวัอย่างอ่ืน

แทนได ้

Diagnosis: RT-PCR

แนวทางการเฝา้ระวงัและสอบสวนโรคฝีดาษวานร. กรมควบคมุโรค 5 กค 2565 



Treatment
• Mostly mild, self-limiting disease 
• Pain control 
• Currently there is no specific treatment approved 

for mpox infections

• Indication for antiviral: severe disease, high risk of 
severe disease (including PWH)

– Tecovirimat (TPOXX), resiatance was reported
– Cidofovir
– Brincidofovir
– Vaccinia Ig Intravenous (VIGIV)
– HIV ART → beware of IRIS

Saldana CS et al. Current HIV/AIDS Reports, 2023
Barnes AH et al. Curr Treat Options Infect Dis, 2022



Vaccine
contraindicated for PWH



JYNNEOS Vaccine Effectiveness

Deputy NP, N Engl J Med. 2023



IC in Healthcare Settings and Isolation
• HCW - full PPE
• Single-person room with bathroom 
• Patient wear medical mask 
• Special air handling is not required (except during procedures that may spread oral 

secretions) 
• Standard cleaning and disinfection, wet cleaning methods are preferred
• Soiled laundry should be handled in standard practices in laundry bag

• Isolation precautions: 21 days or until all lesions have crusted, those crusts have 
separated, and a fresh layer of healthy skin has formed underneath

• Condom 
– UKHSA guidelines have advised condom use for 8 weeks after infection 
– WHO recommendation : condom use for 12 weeks

Infection Control in Healthcare Settings, CDC 2022
Thai CPG, 2022 



Case 3: A 49-year-old Thai monk
• Diagnosed with HIV infection in 2556, presented with pulmonary TB
• BMI 32 kg/m2 (BW 98 kg, Ht 173 cm.)
• Current medications: TDF/FTC/EFV, simvastatin 20 mg/day (2561)

– CD4 460 cell/mm3 (31%), VL < 20 copies/ml 
– HBsAg, anti-HCV, RPR, syphilis Ab: negative, HBsAb: positive 
– AST/ALT: 44/66 IU/L, TG 150 mg/dL, TC 210 mg/dL, LDL 160 mg/dL
– USG of liver: parenchymal disease, fatty liver

• During follow up in 2562 he developed asymptomatic transaminitis
• Deny using herbs or or other drugs, IVDU, tattoo, unsafe sex
• AST/ALT 516/691 IU/L, TB/DB 0.63/0.43 mg/dL
• Follow up at two weeks AST/ALT 567/683 IU/L, TB/DB 5.1/4.3 mg/dL
• Physical examination: icteric sclera 



Lab Investigations

• Anti HCV: positive, HAV Ab: negative
• HCV RNA: 8,030,000, genotype 1b
• Fibroscan: liver stiffness 26 kPa (F4)
• ANA: 1:80

• Simplified protocol should be apply?

9/62

WBC (cells/µL) 8850

Hct% 34

Plt (cells/µL) 499000

Lingala S, Ghany MG. Gastroenterol Clin North Am, 2015.  Kim Ay et al. JID, 2013
Lo Re V 3rd et al. Ann Intern Med, 2014.  Di Martino V et al. Heptology, 2001

Non-HIV: 20% spontaneously clear
HIV: 5-15% spontaneously clear

Window period prior to seroconversion: 2-24 weeks
Antibody response: 8 to 12 weeks 



Guidelines for the Prevention and Treatment of Opportunistic Infections in Adults and Adolescents with HIV, 2023



Assessment of Liver Fibrosis: Non- Invasive Test

• FIB-4 blood test
 FIB-4 score < 1.45 has a NPV of 90% for advanced fibrosis
 FIB-4 > 3.25 would have a 97% specificity and a PPV of 65% for advanced fibrosis
 FIB-4 score of 1.45–3.25, non-invasive imaging modalities such as transient 

elastography or magnetic resonance elastography may be indicated

Sterling RK et al. Hepatology, 2006
Patel K and Sebastiani G, JHEP reports, 2020

• Transient elastography
 False positive: acute hepatitis, inflammation, non-

fasting, exercise, hepatic venous congestion, 
inflammation or infiltration, alcohol excess, 
cholestasis, steatosis, portal vein thrombosis



Bhattacharya D et al CID, 2023
Wasitthankasem R et al.PLoS One, 2015

Direct-Acting Antiviral Agents

Thailand subtypes: 3a (36.4%), 1a (19.9%), 1b (12.6%), 
3b (9.7%) and 2a (0.5%)



Recommendations for Treatment of 
Hepatitis C Virus Infections 

• For Treatment-Naive Patients Without Cirrhosis (Any Genotype or No Pre-Treatment Genotype) 
 3 (glecaprevir 100 mg/pibrentasvir 40 mg per tablet) tablets daily for 8 weeks (AI) or SVR12 = 98%*
 1 (sofosbuvir 400 mg/velpatasvir 100 mg per tablet) tablet daily for 12 weeks (AI)          SVR12 = 95%**

• For Treatment-Naive Patients with Compensated Cirrhosis (Based on Genotypes) 
• Genotype 3

 3 (glecaprevir 100 mg/pibrentasvir 40 mg per tablet) tablets daily for 8 weeks (AIII)

• Alternative Therapy 
 3 (glecaprevir 100 mg/pibrentasvir 40 mg per tablet) tablets daily for 12 weeks (CI) or 
 1 (sofosbuvir 400 mg/velpatasvir 100 mg per tablet) tablet daily, with or without ribavirin for 12 weeks 

pending results of NS5A RAS testing (CI) 

Guidelines for the Prevention and Treatment of Opportunistic Infections in Adults and Adolescents with HIV, 2023
*Rockstroh JK et al. CID,2018

**Wyles D, et al. CID, 2017



Illustration by David H. Spach, MD
https://www.hiv.uw.edu/go/co-occurring-conditions/hepc-coinfection/core-concept/all



Guidelines for the Prevention and Treatment of Opportunistic Infections in Adults and Adolescents with HIV, 2023



Simplified Protocol



Case 4: A 42-year-old Thai man
• CC: ซึมลง 1 วัน กอนมาโรงพยาบาล

• PI: 2 สัปดาห PTA ปวดศรีษะทั่ว ๆ ศรีษะ เปนมากขึ้นเวลาเดินหรือวิ่ง มีไขต่ํา ๆ  ไมมีไอ จาม 

เบงปวดมากขึ้น ไมมีตาพรามัว ไมมีเหน็ภาพซอน ไมมีแขนขาออนแรง ไมมีตื่นมาปวดกลางคืน  

ไปพบแพทยที่คลินกิไดยารับประทาน อาการดีขึ้นบาง ผูปวยมีไอแหง ๆ รวมดวย น้ําหนักลด 5 

กก. ใน 3 เดือน 

• 3 วัน PTA อาการปวดเปนมากขึ้น ปวดจนทํางานขายของที่บานไมได ไปคลินิกไดยารักษาตาม

อาการ ไมดีขึ้น

• 1 วัน PTA ซึมลง ถามตอบชาลง ญาติจึงพามา รพ. (8/2021)



• Past Hx: herpea zoster at left T4 dermatome, 2 years ago

• Family and personal Hx: 

– Smoking 20 pack-year and social drinking

– Heterosexual man with multiple partners

– No IVDU

– No drug or food allergy

– Other family members are healthy

Case 4: A 42-year-old Thai man



Physical examination
• V/S :BT 38.3 C, HR 130/min, RR 24/min, BP 110/70 mmHg

• GA : A male, looked cachexia,  generalized hyperpigmented papules/macules

• HEENT : mild pale conjunctivae, anicteric sclera, normal eye ground, oral thrush positive

• LN : multiple small cervical LN enlargement (posterior and anterior) 

• Heart : no active precordium, no heaving, no thrill, regular rhythm, normal S1, S2, no murmur

• Lung: symmetrical chest movement, equal BS, no adventitious sound

• Abdomen: no distension, normoactive BS, soft, no tenderness, no hepatosplenomegaly



• Slowly respond to command
• E4V5M6
• No facial palsy, no dysarthria
• Motor power at least grade V all
• Sensory intact all
• DTR 2 + all
• BBK negative both
• Clonus negative
• Stiff neck negative
• No papilledema

Neurological examination



Lab Investigations
• CBC: WBC 8220 cells/µL, PMN 80%, Mono 10%, Eo 3%, Ba

Hct 29.4%, Hb 9.2 mg%, MCV 84.3 fL, RDW 14.5% 
Platelet 138,000 cells/µL

• Chem: Cr 1.02 mg/dL, BUN 16 mg/dL, Na 129 mmol/L,  
K 3.4 mmol/L, HCO3 28 mmol/L

• LFT: TB 0.33, DB 1.77, SGOT 45 U/L, SGPT 52 U/L, ALP 389 U/L

• UA: normal

• Anti HIV positive



• CSF profile
• Open pressure 25 cm. of CSF
• WBC 108 cells/mm3

• PMN 30%, lymphocytes 70%
• Protein 105 mg/dL
• Glucose 26 mg/L 
• Plasma glucose 110 mg/dL

• CSF AFB negative
• CSF India ink: negative
• CSF and serum CrAg: negative





Cryptococcal meningitis

Subacute to chronic 

Forms cystic accumulations in Virchow-Robin spaces, 
around the deep-penetrating blood vessels in the brain 
termed soap-bubble cysts or gelatinous pseudocyst

Cryptococcoma

Diagnosis; India ink, Cryptococcal Ag, culture
Need screening

Tuberculous meningitis

Subacute to chronic 

Basal arachnoiditis

Extensive damage of cerebral vessels, Stroke

Tuberculoma

Diagnosis; AFB, PCR for TB, culture, ADA (>20 U/L/min)

Tan et al. Lancet Neurol, 2012
Chatterjee et al. Neurol India, 2015

Siddiqi et al. Mandell, Douglas, and Bennett’s Principles and Practice of Infectious Diseases, 2020

CD4 Onset AOC Seizure Headache Fever Focal
def.

Cranial 
neuropathy

Cryptococcal
meningitis

<50 days + to +++ + +++ +to
+++

+ +

Tuberculous
meningitis

<200 days to
weeks

++to +++ + +++ +++ + to ++ ++to 
+++

+=uncommon (0–<30%). ++=sometimes (30–<60%). +++=often (>60%)



Pettersson T et al. Scand J Infect Dis, 1991

Diagnostic Value of Cerebrospinal Fluid 
Adenosine Deaminase Determination



TB Treatment Duration

Thai Guideline, 2022

ART in 4-8 weeks



DHHS, 2022



INSTI and Rifamycins
Rifampin
(RIF)

BIC • BIC AUC ↓ 75% Contraindicated.
DTG RIF With DTG 50 mg BID Compared to DTG 50 mg BID alone

• DTG AUC ↓ 54% and Cmin ↓ 72%

Rifampin With DTG 50 mg BID Compared to DTG 50 mg OD alone
• DTG AUC ↑ 33% and Cmin ↑ 22%

• Use DTG 50 mg twice daily (instead of DTG 50 mg once daily) 
in patients without suspected or documented INSTI-
associated resistance mutations.

• Consider an alternative to rifampin, such as rifabutin, in 
patients with certain suspected or documented INSTI-
associated resistance mutations.

RAL RAL 400 mg
• RAL AUC ↓ 40% and Cmin ↓ 61%
RIF with RAL 800 mg BID Compared to RAL 400 mg BID alone
• RAL AUC ↑ 27% and Cmin ↓ 53%

• Use RAL 800 mg twice daily instead of 400 mg twice daily.
• Do not coadminister RAL 1,200 mg once daily with rifampin.
• Monitor closely for virologic response or consider using 

rifabutin as an alternative rifamycin.
Rifapentine
(RPT)

BIC, EVG/c Significant ↓ BIC, EVG, and COBI expected Do not coadminister.
DTG Rifapentine 900 mg Once Weekly

• DTG AUC ↓ 26% and Cmin ↓ 47%
• With once-weekly rifapentine, DTG 50 mg OD may be used in 

patients with viral suppression on daily DTG. Monitor for 
virologic efficacy.

• Do not coadminister in patients who require BID DTG.
• Do not coadminister DTG with OD rifapentine.

RAL Rifapentine 900 mg Once Weekly
• RAL AUC ↑ 71% and Cmin ↓ 12%
Rifapentine 600 mg Once Daily
• RAL Cmin ↓ 41%

For once-weekly rifapentine and RAL 400 mg twice daily, no 
dose adjustment is needed.
Do not coadminister with once-daily rifapentine.

DHHS, 2022. *Dooley KE et al. Lancet, 2020

No effect on VL suppression rate*



Cerrone M et al. JAC, 2019

Mean plasma
TAF conc. 

Mean plasma 
TFV conc. 

Mean PBMC
TFV-DP conc. 

Mean plasma 
FTC conc. 

↓TAF Cmax by 50%
↓AUC0–24 by 55%

↓TFV Cmax by 65%
↓AUC0–24 by 54%

↓TFV-DP Cmax by 38%
↓AUC0–24 by 36%

C24 = 3 (3–4) ng/mL

TAF vs TAF+RIF TAF vs TAF+RIF

TAF vs TAF+RIF

TAF+RIF vs TDF: GMRs: Cmax = 4.4, AUC0-24 = 4.21



Rifampin TAF TAF with RIF vs. TDF Alone
TFV-DP AUC ↑ 4.2-fold

TAF with RIF vs. TAF Alone
TAF AUC ↓ 55%
TFV-DP AUC ↓ 36%

TAF 25 mg BID with RIF vs.TAF OD Alone
TAF AUC ↓ 14%
TFV-DP AUC ↓ 24%

• Do not coadminister unless benefits outweigh risks.
• Intracellular TFV-DP levels are higher when TAF is 

coadministered with rifampin than when TDF is 
administered alone, but clinical outcomes have not 
been studied. 

• If coadministered, monitor virologic response.
• CYP3A4*22 rs35599367 was associated with higher 

plasma tenofovir alafenamide

TDF ↔ AUC TFV • No dose adjustment needed.

Rifapentine TAF ↓ TAF possible • Do not coadminister unless benefits outweigh risks.
• If coadministered, monitor for virologic response.

TDF ↔ AUC TFV • No dose adjustment needed.

TAF, TDF and Rifamycins

DHHS, 2023
Cerrone M et al. JAC, 2019



A 49-year-old HIV-infected man presented with dyspnea on 
exertion for 1 week and non massive hemoptysis for 5 days

• CC: เหน่ือยงายเวลาออกแรง มา 1 สัปดาห

• PI: 1 สัปดาห PTA เหน่ือยงายเวลาออกแรงทํางานเข็นผักในตลาด

• 5 วัน PTA เหน่ือยมากข้ึนกวาเดิม เดินข้ึนสะพานลอยแลวเหน่ือยตองหยุดพัก เหน่ือยจนตองหยุดงานเข็นผัก ไอ

มากข้ึน มีเสมหะสีขาวปนเลอืดบางครั้งเลอืดเปนกอนขนาดประมาณเหรียญบาท ไอมากตอนกลางคืน มีไขต่ําๆ

ตอนกลางคืนทุกคืน ไมมีคลื่นไสอาเจียน ไมปวดทอง ไมมีทองเสียถายเหลว ไมมีถายดําถายเปนเลือด ไมมีกลืน

ลําบากหรือกลืนเจ็บ นํ้าหนักลด 10 กิโลกรัมใน 1 สัปดาห อาการเหน่ือยเปนมากข้ึนเรื่อย ๆ จึงมารพ

• PH: HIV infection, วินิจฉัยเมื่อ 3 ปกอน ไมไดรักษา ทราบเพราะภรรยาปวยและเสียชีวิต 



Physical examination
• V/S :BT 37.3 C, HR 120/min, RR 24/min, BP 110/70 mmHg, SpO2 100%

• GA : A male, looked cachexia

• HEENT : mild pale conjunctivae, anicteric sclera, normal eye ground, no OC, no OHL

• LN : no lymphadenpathy

• Heart : no active precordium, no heaving, no thrill, regular rhythm, normal S1, S2, no murmur

• Lung: symmetrical chest movement, equal BS, no adventitious sound

• Abdomen: no distension, normoactive BS, soft, no tenderness, no hepatosplenomegaly



A 49-year-old HIV-infected man presented with dyspnea on 
exertion for 1 week and non massive hemoptysis for 5 days

PCP was diagnosed: TMP/SMX+Dex



lung biopsy:  spindle cells with hemorrhage 
background, CD34 and HHV-8 antigen positive

A 49-year-old HIV-infected man presented 
with dyspnea on exertion for 1 week and 

non massive hemoptysis for 5 days

HHV-8

Lung







Pulmonary KS and
Mucocutaneous Involvement

• Thoracic disease is found in about 45% of patients with cutaneous AIDS-related KS

• KS without mucocutaneous involvement in patients with AIDS ranges from 0% to 
15.3%

• Visceral KS should be suspected in cutaneous KS patients with pulmonary or GI 
symptoms 

Aboulafia DM. Chest, 2000
Restrepo CS et al. Chest, 2006



Chemotherapy

Avoid corticosteroid

Liposomal doxorubicin
Paclitaxel



Point of Learning
• Case 1: alternative regimen for cryptococcal meningitis

• Case 2: management of mpox

• Case 3: management of HCV infection, simplified protocol

• Case 4: classic findings of TB meningitis, DDI of ART and RIF

• Case 5: clinical presentation of KS
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