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#\ introduction M\ statistical Methods @™\ Risk factors for LEE

" Liver enzyme elevations (LEE) are common in course of e A standard survival analysis was used to calculate the

Human Immunodeficiency Virus (HIV) infection and have
been historically linked to Hepatitis B (HBV) or C (HCV)
co-infection.

" LEE have often a multifactorial etiopathogenesis, and
the possibility of drug toxicity should always be
investigated in patients developing LEE.

" LEE that develops soon after combined antiretroviral
therapy (CART) initiation in patients co-infected with HBV
or HCV can also be driven by the immune recovery that
occurs in the first weeks after starting cART, when a fast
CD4+T-lymphocyte rise and a rapid HIV-RNA decline
can cause an immune reconstitution syndrome (IRIS).

hazard ratios (HR) for LEE according to different
antiretroviral regimens, by means of a Cox regression model.

® The multivariable model for the analysis was run adjusting for

age, gender, mode of HIV transmission, body mass index,
CDC stage C, HBV and HCV status, duration of HIV
infection, use of tenofovir/emtricitabine (TDF/FTC) as
backbone, baseline levels of bilirubin, GGT, AST and ALT,
FIB4 score, current alcohol and drug use, calendar year of
cART initiation.

n Results

Patients description and incidence of LEE

1 Relative hazards (RH) for LEE resulted significantly
higher in younger patients, in HBV, HCV co-infected
patients in those with lower baseline ALT levels and
iIn those who acquired HIV through homosexual
transmission vs heterosexual. Both patients In
treatment with Pl/r and with NNRTI were more likely
to experience LEE when compared with patients
treated with INSTI (Figure 1). No differences were
found in patients using TDF/FTC as a backbone, as
compared to other NRTIs (Table 1).
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® ICONA collects data starting from the data of entry in the 4 One hundred and eighty three LEE occurred over 20722 S inhibitors;

cohort till last available follow-up of all patients aged = 18
years old who agree to participate and sign consent forms
( www.icona.org).

" The aim of the present work is to analyse the incidence of
LEE events in naive PLWHIV, according to their first-line
antiretroviral regimen in the ICONA cohort.

" We performed a retrospective analysis of the ICONA

PYFU (Incidence rate of LEE= 8.8 x 1000 PYFU, 95%CI
7.6-10.2), 93 events of grade 2 (50.8%), 42 (23.0%) of
grade 3 and 48 (26.2%) of grade 4. LEE occurred after
a median time of 17 (6-38) months.

Table 1:Crude and adjusted relative hazards (RH) for
liver enzyme elevations (LEE) from fitting a Cox

regression model.

Multivariable analisys showed only variable significantly
associated with LEE
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Figure 1. Cumulative probability of LEE according to
the third drug used in first-line cCART
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