Probability of single tablet regimens BIC/FTC/TAF, E/C/F/TAF, RPV/FTC/TAF, DTG/RPV,
DTG/3TC or DTG/ABC/3TC discontinuation at 18 months in real life settings
in the ANRS-CO3 - AquiVIH-NA cohort.
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Background

« Single tablet regimens (STRs) have revolutionized the management of HIV by providing people living with
HIV (PLWH) with a simplified and more convenient treatment approach. By combining multiple antiretroviral
drugs into a single tablet, STRs facilitate daily medication adherence, reduce the complexity of treatment
regimens, and improve overall treatment adherence.

 In France, STRs have gained popularity over the years and are now widely utilized in HIV care. They account

for the majority of prescribed treatments, offering PLWH an effective and convenient therapeutic option.

« However, despite the advantages of STRs in terms of simplicity and adherence, there are still questions and

uncertainties regarding their real-world utilization.

Objective

« To describe the probability of STRs discontinuations and virological failure (VF) in suppressed HIV RNA

persons who start STRs in real life settings.

Methods

« The ANRS-CO3 - AquiVIH-NA cohort is an open, prospective hospital-based cohort of HIV-1-infected adults
(=18 years old) in care in 15 hospitals in the Nouvelle Aquitaine region of southwestern France.

« The cohort collects epidemiological, clinical, biological and therapeutic data from the medical records of PLWH
and who have signed informed consent since 1987.

« We assessed the persistence of switching to major STRs from 01/01/2018 to 12/31/2021 in patients included

in the ANRS AQUIVIH-NA cohort with the following criteria :

» Documented HIV-1 viral load (VL) for at least 12 months prior to switch.
» Documented CD4 count for at least 24 months prior switching.
> A suppressed VL (HIV-1 RNA < 50 cp/ml) at the time of switching.

 VF was defined as one HIV-1 RNA >1000 cp/ml VL or two consecutive HIV RNA >50 cp/ml VL and <1000
cp/ml VL during the follow-up period.

« The study analyzed STRs that accounted for over 90% of the STRs initiated during the period.

« Each PLWH may have several sequences of STRs, but was evaluated only once for each STRs initiated during

the period.
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Data are shown in median (IQR, Interquartile range) or frequencies and percentages, n (%); *Closest measure within two years at baseline; **Chronical kidney disease, Cancer, Diabetes,
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During the period, 3735 treatment sequences were initiated in 3298 PLWH, ranging from 1182 on
BIC/FTC/TAF to 194 on DTG/ABC/3TC. The main characteristics are (table 1):

« Median age was 52.8 years and ranged significantly (p<0.05) from 50.5 years on E/C/F/TAF and
DTG/RPV to 55.9 years DTG/RPV;
« Women represented 28,5% of PLWH, the difference between STRs treatments populations was not
significant (p>0.05);
« MSM represented 44.6% of the study population and ranged significantly (p<0.05) from 40.2% on
DTG/ABC/3TC to 49% on DTG/3TC
« Median BMI was 24.4, without any differences at the start of STR
« 13.2% were of sub-Saharan origin ranged significantly (p<0.05) from 8% on DTG/RPV to 16.2% on

RPV/FTC/TAF.

« The median CD4 count was 703 cells/mm?3 [IQR: 510-924].
« Among PLWH on STRs, 36.3% had two or more comorbidities, with rates varying significantly (p<0.05)
from 26.8% among those on RPV/FTC/TAF to 49.3% among those on DTG/ABC/3TC.

Figure 2. Evolution of median BMI between baseline and 18 month
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« The most common reason for discontinuation was « Any adverse events » in 32.2% including: neurological
event (25.5%); digestive event (22%); general symptoms (17.5%); weight gain (8%).
« Among PLWH who stopped treatment, 40.4% switched to another STR, ranged significantly (p<0.05) from

27.4% for BIC/FTC/TAF to 67.6% for E/C/F/TAF.

« Among the PLWH who were not on treatment immediately after discontinuation, 34/61 (55.7%) were still
untreated after one month.

Figure 4. Risk curve of STRs virological failure
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Table 3. Description of the outcome of STRs treatment after virological failure at M18

« Overall, the cumulative probability of virological failure
was 3.1% [IQR: 2.5-3.8] at M18 with no significant
difference between STRs (figure 4),

« Among the 95 PLWH who experienced virological failure
during the 18 month, 71.6% remained one the same
STRs. Among of the 27/95 (28.4%) who change the
treatment, 5 change for another study STRs (table 3).

BIC/FTC/TAF DTG/3TC E/C/F/TAF RPV/DTG RPV/FTC/TAF |DTG/ABC/3TC| p* Total
« At M18, PLWH with RPV/FTC/TAF, DTG/ABC/3TC VF, n (%) 35 7 11 7 25 10 95
and DTG/3TC as STR have a h_lgher BMI than the Discontinuation 9 (25.7) 4 (57.1) 5 (45.5) 1 (14.3) 7 (28.0) 1 (10.0)| 0.2626 27 (28.4)
overall group, although the increase then BMI
i i Outcome after STRs
increase less than 1 point. discontinuation, 01791
n (%)
. No subsequent treatment 2 (22.2) 0 (0.0) 0 (0.0) 1 (100.0) 2 (28.6) 0 (0.0) 5 (18.5)
M18 One of study’s STRs 0 (0.0) 1 (25.0) 2 (40.0) 0 (0.0) 1 (14.3) 1 (100.0) 5 (18.5)
Other combination 7 (77.8) 3  (75.0) 3 (60.0) 0 (0.0) 4 (57.1) 0 (0.0) 17 (63.0)
Conclusion
« Despite a simplification approach with STRs, the rate of discontinuation of STRs reach 20% at M18
« This rate of discontinuation is mainly driven by adverse events, accounting for one third of causes of discontinuation and treatment optimization, mainly for the oldest STRs E/C/F/TAF and DTG/ABC/3TC.
« A moderate increase of BMI was observed for all STRs at M18
« Virologically-suppressed PLWH who switched to one of the STRs maintained a high level of virologic suppression (96.9%) at M18.
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