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ABSTRACT
Background: Low-level viremia may indicate residual replication and is potentially linked to an increased risk of virologic failure, serious
non-AIDS events and all-cause mortality. It can be persistent or occurs after sustained viral suppression (low-level viral rebound, LLVR). The risk
of developing LLVR after achieving viral load suppression under dual-drug regimens (2DR) compared to triple regimens (3DR) is yet to be fully
understood.
Methods: PWH enrolled in the Icona Foundation Study cohort with virological suppression (≥2 consecutive HIV-RNA≤50copies/ml over 6
months) after NOV/2014 (baseline, BL) were included. Follow-up of PWH in the cohort accrued from BL and was censored at time of viral
rebound (HIV-RNA>200 copies/ml) or last available HIV-RNA. It is a 1:3 case-control study nested within the cohort and matched on
previous gaps in care (>12 months between visits) and number of regimens failed. Cases were PWH experiencing LLVR (2 consecutive HIV-
RNA 51-199 copies/ml or 1 HIV-RNA 51-199 copies/ml followed by ART change within 30 days) after BL. Controls were PWH who, after
the same time from baseline to the date of LLVR of the matched case (index date), still had HIV-RNA≤50 copies/ml. The main exposure of
interest was the type of regimen received prior to index date [2DR (DTG/3TC, DTG/RPV, DTG/DOR, CAB/RPV) vs. 3DR (DTG/BIC or
RPV/DOR or boosted DRV or ATV + TXF/XTC)]. The association between regimen received (2DR vs. 3DR) and risk of LLVR was evaluated
using a conditional logistic regression. Confounding factors were identified a priori (see Figure for full description of the confounder sets) and
sensitivity analyses were conducted using alternative definitions for the cases and for the exposure of interest.
Results: 1,023 PWH included: 254 with LLVR and 769 matched controls. N=72 (28%) cases were currently receiving 2DR compared to
N=229 (29%) controls. Overall, 19% were females, 78% were born in Italy, median age was 43 (Interquartile range, IQR 34-51), CD4 count
586/mm3(380, 819) and calendar year of baseline was 2015 (2015-2020). Younger participants, MSM and those with higher education
were more likely to currently use 2DR vs. 3DR regimens; PWH starting 3DR were older and with a lower nadir than 2DR, which were also
more common in more recent years compared to 3DR (Table 1). Among those receiving a 2DR, 82% were on DTG/3TC, and 12% were on a
RPV-based regimen. Among those using 3DR, 33% were on RPV+TXF/XTC followed by 20% BIC+TXF/XTC and 18% DRV/cobi+TXF/XTC.
After adjusting for confounding, evidence was inconclusive, although our data could rule out a >80% higher risk of LLVR with 2DR vs. 3DR [OR
= 1.21 95% CI (0.82, 1.79)]; results were similar in sensitivity analyses (Figure 1).
Conclusion: Our analysis appeared to be underpowered for the comparison at stake. However, importantly, we can exclude with 95%
confidence that in PWH who achieved HIV-RNA≤50copies/ml the use of 2DR can increase the risk of LLVR by >90% when compared to 3DR.
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