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the DOLUTILITY Study is a single-center part of the ODOACRE Cohort. For all the patients who started 151 !
DTG |n any comblnatlon from Nwemher, 10, 2014, to Aprll 30 2017 we collected Drug-dng | Toxely P=00023  P-0.13% b
data, interactions
routine clinical data and blood work and outcomes Only those subjects who had started Toxicity K mplication Simplfication Failure P=06197 P=0.176
DTG at least 96 weeks before the analysis (April, 30, 2016) were included. The statistical 65 60.9 733
analysis is based on the Mann-Whitney test and the Wilcoxon test for continuous A —— 5 5 .
variables and on the Fisher exact test for contingency. DRV, n = 95 (b)ATV, n =59 TEVIFTC, n =92 erence e i P oswil st
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1039 pati were included. The six regil that were studied are: abacavir/ lamivudine/DTG Toxicity FavoursABC/3TC W FavoursRPV W Favours (b)ATV
(ABC/3TC/DTG), n = 614, DTG plus 3TC, n = 47, DTG plus rilpivirine (RPV), n = 132, DTG g ° Favours3TC W FavoursbDRY Favours TFVIFTC
plus boosted darunavir (bDRV), n = 95, DTG plus boosted/unboosted atazanavir
(b/uATV), n = 59, and DTG plus tenofovir/emtricitabine (TFV/FTC), n = 92. Table 1 e OB 6
summarizes the k and istics. Overall, Virologi Suboptimal )
DTG+bDRV and DTG+TFV/FTC had Ionger time from HIV diagnosis and longer time on firezes simplification R rolosic o e
therapy (P< 0,0001 for both), while DTG+bDRV and DTG+RPV had more CDC stage C 537 Toxicity  falure 102
diagnosis and history of treatment failure (P< 0,0001 for both), DTG+RPV had often been 68 :;;j:;‘;; 5
chosen for concomitant treatment of HCV and HBV coinfection was present only in the
DTG+TFV/FTC group. The analy515 of past P to antire i and baseline and Comorbidities (%, total > 100) Comorbidities (OR, 1€95)
historical resi: (RAMS) led that DTG+bDRV and DTG+RPV
had the heaviest burden, while DTG+3TC was only slightly affected. Table 2 describes the 3TCIABC, n =614 3TC, n =47 RPV,n =132
main reasons for the switch and their statistical relevance, compared to the choice for
ABC/3TC/DTG. All the regimens showed >92% efficacy and the few viral failures (12 CKD 116 ckD 0 CKD o
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ABC/3TC/DTG being the main choice, DTG/3TC is the choice for subjects with cardiovascular risk, short Osteop wmm 225 O%e o 03D 258 !
drug experience and few or no mutations, DTG/RPV for drug-experience subjects who None g 218 = 7S = 7S
retain sensitivity to both drug and need such regimen to avoid or correct metabolic o 100 ° 100 0 100
problems, DTG/bDRV is a regimen for salvage or simplification of salvage, while
DTG/b/uATV and DTGTFV/FTC have intermediate profiles.
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Camelia Gubavu was the first author to report such heter ity [3 and we foll d with
more structured multicentre observational studies, particularly focused on the ast exposure to antiretrovirals : 3
associations of dolutegravir plus rilpivirine and of dolutegravir plus boosted darunavir as Past exposure to antiretrovirals Past vira) failures (compared to ABC/3TC)
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All HIV-1 infected naive subjects who had taken at least once from Luigi Sacco Hospital i s © 60
Pharmacy dolutegravir (either as Tivicay™ or as Triumeq™) between November 10, 2014 *Thc we A om oo mme e o ErTa———— eV Rev g
and April 30, 2017 were retrospectively included in an observational cohort. The list of
subjects was obtained by the Pharmacy Unit and the relative case record forms were L)
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immunovirological and metabolic data. For drug resistance, historical data have been Possi iy A
gather to form an ‘ever observed’ mutation set. 1 0
Data have been analysed by treat cohorts (regil at 96 weeks of follow-up, with BErssacec
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Fisher exact test and Odds ratio [CI95] were calculated for the different features. The a DTGATY 0
population size was determined by the physicians’ choices and by the time window. = DTGP ABCATC 3TC PV bDRV  (bAV  TRCFTC
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L VA e ey Effective also as proactive switch, the only limitation compared to the SWORD (b)ATV More complex to find the best population, probably simplification or NRTI-
study appears to be full sensitivity to the regimen drugs sparingfor subjects already taking ATV
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