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Tablel - Main characteristics of the study :
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® Ritonavir-boosted darunavir (DRV/r) is recommended D A R TNl © Fitting a logistic regression model, after
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® DRV/r 600/100 mg twice dally (BlD), IS licensed for 1.5(0.6-12.2) 14(0579) 0175 1.4 (0.6-11.7) pa’[ients given >3 ARV-drugS (AOR: 2.11;
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ST 145 (11.2%) 40 (19.4%) 185 (12.3% patients starting first cART in 2012-2013
® However, in clinical practice, a non negligible
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with the believe of a higher potency. B I o AR ® A decreased probability of DRV/r BID start
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| | | | | pose ) 62 ® There was evidence that the use of
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Glucose [mg/dL], median (IQR) 85 (79-94) 85 (80-95) 0.669 85 (79-94)

STUDY DESIGN AND METHODS ARV regimens Table2 — Crude odds ratio (OR) and adjusted odds
ratio (AOR) of starting DRV/r BID

All patients from the Icona cohort that started a DRV/r * 80.4% (n=1,209) started DRV/r in a triple
. o ] therapy, 5.6% (n=84) in dual regimen D % ”
based cART regimen from ART-Naive in 2008-2017 (81%p?//vith RAO\L)( an d)l 4.0% (n:2g130) - e OR __|95%Cl__lp __|AOR [o5%Cl__lp
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combination with >3 antiretroviral drugs

800/100 mg QD as first-line treatment

were Included In this analysis.
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® A cross-sectional analysis was performed comparing (69% with RAL and 13% with MRV), with BN o2 042180 0553
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chi-square and Wilcoxon test as appropriate. 12.6%, p=0.002). 80.0% starting with  EIEEressss 100
TDF/FTC as NRTI backbone, 10.8% with 148 1.10-2.00 0.008 1.44 1.06-1.97 0.019
® Univariable and multivariable logistic regression were ABC/3TC and 1.1% with AZT/3TC 1.00 1.00
performed to identify predictors of DRV/r BID initiation. . | Caf’er?g‘;fper,od e e T T
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RESULTS BID In 2012-2013 (p<0.00l) [Flgure] B 201 1.21-3.33 0.006 246 1.46-4.13 0.001
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Site G hical
A total of 1503 ART-nai biects startina their first Figure — Proportion of DRV/r use by frequency (QD
o O a_-|Ve Aty I'g oS vs. BID) according to calendar period 123 0.92-1.76 0.147 igg 0.90-1.77  0.307
cART with DRV/r were included: 1297 subjects started . B e e e
DRV/r QD (86.3%) and 206 DRV/r BID (13.7%). :i = . 84——§8 — 88.5% Sglssellri:rifm count,
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Patients' characteristics o 135 1.00-1.82 0.043 1.48 1.07-2.07 0.019
: | <500000 e 1.00
®* 82% male, median age (IQR) 40 years (32-48), 80% 20.7% EEOO 1 54 1.12-213 0009 115 0.80-1.66 0.446
italian 20% 1% e 12.0% e 'Hepatitis Co-Infection [N 0.40-1.51 0.458
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0% 10 mg/dL increase
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® Median HIV-RNA in DRV/r QD and BID groups were ~DRV/F BID -=-DRVIF OD
5.1 and 5.3 logl0 copies/mL (p=0.02), with 31%
DRV/r BID with HIV-RNA>500,000 copies/mL (vs. CONCLUSIONS
22% QD; p<0.01)
® Italian clinicians allocate DRV/r 600/100 mg BID as first-line regimen in several
scenarios: elderly, severely immune-suppressed and highly viremic patients,

frequently in regimens including more than 3 ARV-drugs and with a peak of use In
2012-2013.

® Median CD4 counts were 260 cellssimmc for DRV/r
QD and 215 cell/mmc for BID (p=0.07); 48% of DRV/r
BID patients had CD4 <200/mmc (vs. 40% QD;
0=0.04) [Tablel]

® Subjects with AIDS are mostly given DRV/r QD probably due to the pill burden of
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