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BACKGROUND RESULTS

Previous reports from ICONA cohort showed b I " -
- . . : . Table 1. Baseline characteristics (N=2,814
* Declining prevalence of HCV infection in HIV+ pts entering care from 49% in ( ’ )
- o/ | -
1997-2002 to 10% in 2009-2015 Males (n=2071,|Females (n=743,
* HIV/HCV co-infection more frequent in females and in Italian natives 26.4%
* Declining relative frequency of genotype 3 in co-infected patients, though less in Age, years, median (IQR) 52 (48-55) 53 (49-56) 51 (47-54) <0.001
femal Mode of HIV transmission, n(%)
emales Heterosexual contacts 350 (12.4%) 164 (7.9%) 186 (25.0%) <0.001
* Increasing frequency of genotype 1a, mainly driven by younger patients and MSM Hetero +IDU 250 (8.9%) 138 (6.7%) 112 (15.1%)
IDU 1,769 (62.9%) 1389 (67.1%) 380 (51.1%)
, MSM 222 (7.9%) 222 (10.7%) 0
B. Rossetti, CMI 2017 MSM-+IDU 20 (0.7%) 20 (1.0%) 0
Natives, n(%) 2.660 (94.5%) 1984 (95.8%) 676 (91.0%) <0.001
Area of residence, n(%)
OBJECTIVES Northern Italy 934 (33.2%) 685 (33.1%) 249 (33.5%) <0.001
Central Italy 1,601 (56.9%) 1209 (58.4%) 392 (52.8%)
. - ; Southern Italy 279 (9.9%) 177 (8.5%) 102 (13.7%)
Aims of the stu y were. HBsAg positive, n(%) 83 (3%) 70 (3.4%) 13 (1.8%) 0.039
 to describe concordance of liver fibrosis estimated by different non invasive Alcohol use, n(%) 820 (29.1%) 653 (31.5%) 167 (22.5%) <0.001
Diabetes mellitus, n(%) 150 (5.3%) 135 (6.5%) 15 (2.0%) <0.001
methods AIDS diagnosis, n(%) 416 (14.8%) 315 (15.2%) 101 (13.6%) 0.287
. : : : : : : : CD4, cells/mL median (IQR) 585 (379-828) 579 (378-820) 594 (382-836) 0.390
to assess predictors of severe liver fibrosis as assessed by different non invasive HIV-RNA >200 cp/mL, n(%) 246 (8.7%) 165 (8.0%) 81 (10.9%) 0.043
methods On ART, n(%) 2,443 (86.8%) 1795 (86.7%) 648 (87.2%) 0.709
‘ h o | q Previously treated for HCV, n(%) 751 (26.7%) 591 (28.5%) 160 (21.5%) <0.001
* to verifty access to HCV treatment wit irect acting antivirals (DAA) an '
! ° ( ) :-Ilccl\lg)‘NA’ R 6.0 (5.4-6.5) 6.1 (5.5-6.5) 5.9 (5.3-6.4) <0.001
virological response in HIV/HCV DAA-naive patients enrolled in ICONA and HCV genotype
HepalCONA cohorts, focusing on gender 1 95 (3.4%) 75 (3.6%) 20(2.7%) L2
1a 1,060 (37.7%) 810 (39.1%) 250 (33.7%)
1b 319 (11.3%) 235 (11.3%) 84 (11.3%)
2 80 (2.8%) 59 (2.8%) 21 (2.8%)
METHODS 3 657 (23.3%) 440 (21.2%) 217 (29.2%)
4 445 (15.8%) 331 (16.0%) 114 (15.3%)
. a4 o : other 10 (0.4%) 9 (0.4%) 1(0.1%)
HIV-1 infected, HCVRNA+, DAA-naive patients were enrolled from lIcona and FIB-4 (in 2,708 pts), median (IQR) 1.8 (1.2-3.1) 1.85 (1.21-3.21) 1.68 (1.13-2.78) <0.001
HepalCONA cohorts from 1997 to 2017 FIB-4 >3.25, n (%) 630 (23.3%) 487 (24.4%) 143 (20.0%) 0.012
, , , , , APRI (in 2,713 pts) median (IQR) 0.66 (0.38-1.32) 0.68 (0.40-1.42) 0.55 (0.34-1.08) <0.001
 Liver fibrosis was assessed by FIB-4 index, APRI score and Transient Elastography APRI >1.5, n (%) 592 (21.8%) 467 (23.4%) 125 (17.5%) <0.001
(TE) PRSI [ 7 9.2 (6.1-15.4) 9.9 (6.3-16.6) 8.4 (5.6-13.2) <0.001
. . median (IQR)
* DAA treatment failure was defined as an HCV RNA+ after 12 weeks of DAA- Fibrosis stage by TE, n(%)
. : : FO-F1 622 (33.7%) 448 (32.2%) 174 (38.5%) 0.006
containing regimen completion F2 343 (18.6%) 251 (18.0%) 92 (20.3%)
* Qualitative agreement between FIB-4 and TE, APRI and TE was assessed by kappa F3 295 (16%) 224 (16.1%) 71 (15.7%)
. F4 584 (31.7%) 469 (33.7%) 115 (25.4%)
statistics
* Predictors of liver fibrosis, DAA treatment access and DAA failure were investigated

by logistic regression

Fig. 1 Factors associated with liver fibrosis
Multivariable models*
*mutually adjusting for listed factors and for nationality
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v’ Females are consistently associated to less fibrosis, diabetes and older age* to more fibrosis by all v Qualitative agreement of severe fibrosis assessment by different non-invasive was fairly good
methods * FIB-4>3.25 and stage F4 at TE kappa=0.48 * APRI>1.5 and stage F4 at TE kappa= 0.40

v MSM+IDU risk group, HBsAg+ status, HCV G3 vs 1 and CD4<500 cell/micrL are associated to more v’ Age >45 years was the only independent predictor of discordant severe fibrosis

fibrosis by 2 methods * By APRI and TE *  ByFIB-4and TE

# age not assessed for FIB-4 as it is included in the index

CONCLUSIONS

Fig.2 Predictors of DAA treatment access Fig. 3 Predictors of DAA failure
(n=1,093 treated of 2,814) n=55 of 775 evaluable . : .
( ) * Fairly good concordance of FIB-4/APRI/TE in predicting
Females < 50 les <50 f 4 Female vs male . : . : :
emales < S0y vs males <30 yy (ref) 1 severe fibrosis in HIV/HCV patients except in older
Males > 50 yy vs males <50 yy (ref) Age 45-55 yy vs age <45 yy (ref) : . :
Females > 50 yy vs males <50 yy (ref) —a— patients
Heterosexual + IDU vs heterosexual (ref) T P— Age >55 yy vs age <45 yy (ref) , . ,
IDU vs heterosexual (ref) e * Males, older patients with those with diabetes show a
MSM vs heterosexual (ref) — Heterosexual + IDU vs heterosexual (ref) : . : ) ) . . . .
MSM+IDU vs heterosexual (ref) : . , higher risk of severe fibrosis by any non-invasive
Other/unkn vs heterosexual (ref) h—a— IDU vs heterosexual (ref) . assessment method
Migrants vs Italians —— MSM vs heterosexual (ref) | ] | . .
Center Italy vs Northern Italy (ref) — | | * Different DAA access based on cou ntry region of
Southern Italy vs Northern Italy (ref) ] Other/unkn vs heterosexual (ref) . . T
HBsAg positive vs negative 1. ' ' residence and delayed access in unemployed individuals
/‘:Ine':r’l'wed vs employed e Unemployed vs employed = . = highlight the importance of removing barriers to
conol use =
Diabetes mellitus — Diabetes mellitus o I treatment access in HIV/HCV co-infected patients also in
CD4>500 cell/micrL |—J—| . . .
HIVRNA> 200 cps/mL — . Calendar year (for 1y increase) i countries as ltaly with universal treatment access
HAART ongoing —s— SOF-+riba/SOF+SIM vs PeglFN +DAA | gen (ref) L * Lower risk of DAA treatment failure in females warrants
F2 fibrosis stage vs FO-1 (ref) ——i | | o .
F3 fibrosis stage vs FO-1 (ref) —a— Highly effective DAA vs PegIFN+DAA | gen (ref) : ] SpECIf’IC mvestlgatlons
F4 fibrosis stage vs FO-1 (ref) H—a—f
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