Evolution of comorbidities in HIV patients in Italian ICONA cohort:
cross sectional analysis in 2004 and 2014
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Figure 4 — Distribution by D.A.D. Progression to Chronic Kidney Disease Score in 2004 and
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* calculations were based on patients on therapy.

94.5 * The mean (£SD) D:A:D CKD score significantly increased over time,
gg from 8.2 (i3.0) in 2004 to 10.5 (i3.6) in 2014 (p<0.001).
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Months from HIV diagnosis, median (IQR) 84 (48 - 144) 204 (168 - 264)

BMI, Kg/m?, median (IQR) 23.4(21.5- 25.6) 23.8(21.7 - 26.4)
Mode of HIV transmission, %

Heterosexual contacts 43.6

CKD doubled between 2004 and 2014 (37.4% vs 77.9%)- Figure 4.
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Figure 1 — Distribution of patients by age group, in 2004 and 2014
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log10 copies/mL) increased from 4.5% in 2004 to 83.8% in 2014;

= The proportion of patients on a 2NRTI+Pl/r overall decreased
from 22.5% in 2004 to 7.9% in 2014.

" There was a significant increase in the mean (£SD) Framingham
score over time, from 31.2 (£10.1) in 2004 to 35.0 (*13.3) in 2014
(p<0.001).

CONCLUSIONS

Table 2 — Patients’ Characteristics: ART and HIV infection
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Legend: *, percentages do not sum 100%, due to the patients with unknown status; ART, anti-retroviral treatment; NRTIs, nucleoside
reverse-transcriptase inhibitors; NNRTIs, non-nucleoside reverse-transcriptase inhibitors; Pl, protease inhibitors; Pl/r, ritonavir boosted
protease inhibitor; INSTI, Integrase Strand Transfer Inhibitor; IQR, Interquartile range.

= Between 2004 and 2014, there was an overall increase in
prevalence of comorbidities (Figure 2). The prevalence of
dyslipidemia significantly increased by +16.6%, hypertension by
+16.3%, cardiovascular events by +14.2%.

=*The prevalence of other modifiable characteristics, such as, obesity
and abusive alcohol consumption, also increased over time. Only
tobacco consumption was significantly reduced over time.
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