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In patients with HBV infection, HIV co-

infection is associated with:

✓ Higher chronicity rate of acute hepatitis B

✓ Higher levels of HBV replication, even in 

the presence of HDV super-infection

related to HIV-induced CD4 depletion

✓ lower rate of spontaneous loss of HBeAg

and/or HBsAg and seroconversion to 

anti-HBe and anti-HBs

Co-infection with HIV significantly modifies the 

natural history of HBV infection 



Benhamou, Y. et al. Hepatology 1999

Mohsen, Gut 2003

Co-infection with HIV significantly modifies the 

natural history of HCV infection 





STEATOEPATITE 

NON ALCOLICA









• The prevalence of NAFLD in patients who 

are HIV mono-infected ranges from 30% 

to 60%

• NAFLD in HIV-infected patients occurs at 

a significantly lower BMI than those 

without HIV

• HIV-associated NAFLD is not only 

associated with a high prevalence of 

fibrosis but also rapid fibrosis progression

Yen DW, Curr Opin HIV AIDS 2022

Lemoine, Curr. Opin. Infect. Dis. 2012
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COINFEZIONE HCV





Blach S et al, LGH 2022

Updated HCV Epidemiology in 2020
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HCV Screening: 

Different Approaches Lead to Different Results

Kondili L et al, Liver International in press



EASL HCV Treatment Algorithm for TN/TE Patients 

Without Cirrhosis or With Compensated Cirrhosis

▪ *Child-Pugh A; †TE to pegIFN + RBV, pegIFN-α + RBV + SOF or SOF + RBV; ‡In TN patients infected with GT3 with CC, treatment with G/P can be shortened to 8 weeks, but more data are needed to consolidate this recommendation; § If 

resistance testing is formed, only patients with the NS5A Y93H RAS at baseline should be treated with SOF/VEL + RBV or with SOF/VEL/VOX, whereas patients without the Y93H RAS should be treated with SOF/VEL alone.

CC, compensated cirrhosis; EASL, European Association for the Study of the Liver; G/P, glecaprevir/pibrentasvir; GT, genotype; pegIFN, pegylated interferon; RAS, resistance-associated substitution; RBV, ribavirin; SOF, sofosbuvir; TE, 

treatment experienced; TN, treatment-naïve; VEL, velpatasvir.

1. EASL. J Hepatol 2020 Nov;73(5):1170-1218. doi: 10.1016/j.jhep.2020.08.018. Epub 2020 Sep 15. 2. Maviret (GLE/PIB) US Prescribing Information.

GT 1a, 1b, 2, 

4, 5, and 6

GT 3

Treatment recommendations for HCV-mono-infected or HCV/HIV coinfected adult (aged ≥18 years) and adolescent
(aged 12–17 years) patients with chronic HCV without cirrhosis or with CC* including TN and TE†

Without cirrhosis 8 weeks 12 weeks 8 weeks 12 weeks

With compensated 

cirrhotic
8 weeks 12 weeks 12 weeks 12 weeks

Without cirrhosis 8 weeks 12 weeks 12 weeks 12 weeks

With compensated 

cirrhotic
8–12 weeks‡

12 weeks with

weight-based 

RBV§

16 weeks

12 weeks with

weight-based 

RBV§

Treatment-naïve Treatment experienced

G/P SOF/VEL G/P SOF/VEL



Impact of 

Hepatic 

Impairment on 

GZR PK

(Non-HCV)

CP-A ↑ 70%

CP-B ↑ 5-fold

CP-C ↑ 12-fold
SMPC Zepatier

Disease Severity Impacts the PK of PIs







Ioannou GN et al Hepatology 2019

Increased Risk of HCC Persists up to 10 Years  After Virus 

Eradication in Patients with Advanced HCV

➢ 29,033 VA patients with an SVR to DAA  and 19,102 with an SVR to IFN

➢ During 5.4 yr follow-up, 1509 incident HCCs were identified



Who Should be Followed After an SVR?

• Patients with no to moderate fibrosis (METAVIR score F0-F2), 

with SVR and no ongoing risk behaviour should be discharged, 

provided that they have no other comorbidities (A1).

• Patients with advanced fibrosis (F3) or cirrhosis (F4) with SVR 

should undergo surveillance for HCC every 6 months by means 

of ultrasound (A1).

EASL Recommendations on Treatment of Hepatitis C 2020



SVR Does Not Improve Long Term Glycemic

Control in HCV Patients

Lia Ji et al, Liver International 2019



Valenti L et al, Hepatology Reports 2021

Diabetes and Obesity Impact on Repeated Elastography

Measurements Following an SVR



High Risk of HCC in NAFLD Without Cirrhosis

Tan et al, Lancet Oncology 2022



Who Should We Follow-up Post SVR?

Colapietro F, Aghemo A, Liver International 2020



Who Should We Follow-up Post SVR?

D’Ambrosio R et al, J Hepatol 2022



Who Should We Follow-up Post SVR?

Semmler G et al, J Hepatol in press



Management of Portal Hypertension Following Viral

Suppression

Thabut D et al, Gastroenterology 2019



✓ Fibrogenic pathways from HIV include direct effects on liver cells, immune activation from

bacterial translocation, and altered immunity from T-cell exhaustion and death.

✓ Although HCV co-infection has declined, HBV and HDV are still main contributors to HIV

related liver disease, and HEV is particularly common in Europe.

✓ NASH is highly prevalent in people with HIV and is associated with rapid fibrosis progression,

with visceral fat related to lipodystrophy as a clinical predictor.

✓ Despite lowered risk of fibrosis progression with effective antiretroviral therapy, mechanisms

of fibrogenesis are not completely reduced, and further studies in the possible contribution of

contemporary antiretroviral therapy to fatty liver disease are needed.

✓ Emerging therapies include CCR5 inhibitors for modulation of hepatic fibrosis, tesamorelin for

HIV associated nonalcoholic fatty liver disease, and bulevirtide and lonafarnib as potential

cures for hepatitis D.

Take home messages


