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【Chapter 1】 

Dr. Monica Gandhi 
At this point we’re going to have this interactive roundtable and it’s going 

to be moderated by Babafemi Taiwo.  
 
Dr. Babafemi Taiwo 

Okay.  So let’s get into the questions.  This is our first case and it’s a first 
line and we are going to be addressing first line and switch strategies. And 

to start us off is 34-year-old black woman who was admitted to hospital 
with 2 days of nausea and vomiting.  HIV was diagnosed 2 weeks earlier 
during routine screening.  Her primary care provider initiated COBI 

boosted darunavir plus TAF/FTC on the day of diagnosis.  Labs available 
on that day were of course limited and they are shown here.  So we had 

the BUN, creatinine, we had CBC and LFTs all of which were normal, but a 
lot of the results were still unavailable. 
 

So let’s vote.  Do you routinely initiate ART on the day of diagnosis or day 
of contact with your patient?  So please go ahead and vote.  Yes, you do it 

all the time.  No, but your goal is to do it within 2 weeks.  No, you wait 
until the patient has come back for at least 1 visit, or you do something 
different.  Please vote. 

 
I know this is California and I think you are sort of in the frontline.  Let’s 

see how this shapes out. 
 
Okay, let’s see the results.  Actually, about 40% said they will do it right 

away and about 40% said maybe not the same day but within 2 weeks.  
So let me turn to the panel and ask, in your practice what are you doing 

in general?  May be I will start with Monica, you are closest to me.   
 

Dr. Monica Gandhi 
Yes, so in the city of San Francisco we have tried to establish rapid 
initiation, same day initiation of ART as the standard of care.  And Ward 

86, which is the HIV clinic where I work, we attempt to do this for 
everyone.  So someone will get diagnosed in the city, it will be at a testing 

site.  They will call our pager that we have.  They will be put in a Lyft and 
they will come to our site and they will get initiated on antiretroviral 
therapy that day. 
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We have a team of providers that gather around them.  We have a MD 
provider, we have a social work associate.  We have a nurse practitioner, 

we have a nurse and we help get them emergency insurance, aid up 
insurance.  We actually give them starter packs of HIV medications. 

 
Dr. Babafemi Taiwo 
So you have described to me a lot of infrastructure essentially that’s been 

developed.  Let’s hear from the other panelists.  Do you have that kind of 
infrastructure and are you doing the same?  

 
Dr. Eric Daar 
We have absolutely none of that.  No we don’t.  I think in practice if 

somebody showed up that day and everything was in place and they 
wanted it, I would have no hesitation whatsoever and would be 

enthusiastic about starting.  But more practically, I sort of went with the 
39% because it’s not – in general they have to come back for that visit 
anyway.  But the difference is I am not married to that they need to prove 

to me they’ll come back.  I just need a week or so to make it happen. 
 

Dr. Babafemi Taiwo 
And Sally, any new things or they’ve covered it. 

 
Dr. Sally Hodder 
So I live and work in a very rural area where there is no infrastructure.  In 

fact there may be 2 Ubers in the University City, and none in the rest.  So 
there is not the infrastructure to support that.  I think it really depends.  If 

you have a university student who is there, that makes a lot of sense.  If 
this is a person who injects drugs in a rural area yes, you would like to get 
them on because clearly that’s going to really impact particularly with an 

integrase the ability to transmit.  But nonetheless, these are areas where 
there has historically been very little HIV, very little understanding and 

many of the primary care providers who are absolutely excellent are really 
on the learning curve.  So I think that in rural areas it’s probably you try 
to get them on in a couple of weeks but it’s very difficult. 

 
Dr. Babafemi Taiwo 

Excellent.  So let’s go to our next – let’s keep moving on here.  So 
remember, this patient’s primary care provider chose boosted darunavir 
plus TAF/FTC.  Which regime would you choose for same day ART 

initiation?  So if you were starting the patient on the same day, which of 
the following would you choose.  BIC/TAF/FTC, dolutegravir/abacavir/3TC, 

dolutegravir plus TAF/FTC, ECF/TAF, raltegravir plus TAF/FTC, what the 
patient was given, or would you do something else.  Please go ahead and 
vote. 

 
You do feel like dancing to this, don’t you think?  Kind of tap your feet.  All 

right, let’s see what the answer says. 
 
So we have again a dominance of BIC/TAF/FTC in the responses and so let 

me ask the panel.  What would you do?  Would you do anything 
differently?  And let me start with Eric this time.  And in your practice 
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when looking at initial regimens how do you think about it.  I know you 
[Unclear] quickly but... 

 
Dr. Eric Daar 

I think one of the key things here is you are doing this without baseline 
resistance data.  And the reality is probably all of these regimens would 
be fine in that setting but in the off chance that there is transmitted 

nucleoside resistance, because haven’t seen much integrase resistance, I 
feel more comfortable with boosted PIs traditionally and now very strong 

comfort level with dolutegravir. 
 
I don’t have quite the data for the barrier to resistance for bictegravir yet, 

so my bias would probably be to dolutegravir/TAF/FTC.  I don’t need HLA-
B*5701 results.  I probably don’t need to know much about transmitted 

resistance data.  All that will come back and if the person really wants to 
be on a single-tablet regimen I will be able to make an adjustment in the 
future. 

 
Dr. Babafemi Taiwo 

Right, and how about hepatitis B?  You don’t have the information too.  So 
you suddenly don’t want to give dolutegravir/abacavir/3TC in the absence 

of that information. 
 
Okay so let’s keep moving on.  So, I am sure that Eric went over a lot of 

this but just to remind you there are now several studies that have looked 
at boosted PIs in comparison to integrase inhibitors in a naïve context.  

And now consistently there has been evidence of more favorable outcome 
with the integrase inhibitor. 
 

And of course Eric went over the DAWNING study too which was in the 
treatment experienced population, having failed first line nucleoside 

NNRTI-based regimen.  And so as he said, we are now really in the 
integrase inhibitor era when you think about initial therapy although there 
is still a role for boosted PIs as he mentioned as well and we shouldn’t 

forget that.  And also, the D:A:D study, one of the things that we should 
keep in mind, a prospective observational study that looked at boosted 

darunavir, a variety of regimens essentially.  And the take-home point 
from this particular slide is that darunavir was associated with a 
somewhat increased risk of cardiovascular disease in this particular 

observational study.  But be mindful that this was an observational study 
and it has caveats, so you really cannot assign causality and of course 

there might have been some unmeasured bias, but it is another thing to 
keep in mind. 
 

So let’s get back to our consult.  So our patient was given the medication 
by her physician on the first day and she is now in the hospital.  She is 

vomiting.  She reported perfect adherence to her regimen until vomiting 
started.  Now she is 3 days into the admission.  She wants to restart ART.  
And now you have more data.  Remember, she had no results when the 

treatment was started.  Now you have more data.  You know that her 
baseline CD4 count was 501.  Her HIV RNA when she started was 322,000, 

now it’s 64,000 so she really was taking her medication. 
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You also find out that she had some transmitted resistance with K103N, 

HLA-B*5701 negative.  Blood test essentially looks good except a mild 
increase in the BUN and creatinine.  She takes sumatriptan for migraines 

and of course the ART regimen that we discussed before. 
 
So let’s vote.  If you wanted to resume ART in this patient what would you 

restart?  Would you restart the patient on what she was on before or do 
you switch the patient to BIC/TAF/FTC.  Would you switch the patient to 

dolutegravir/abacavir/3TC, dolutegravir/TAF/FTC, ECF/TAF, 
raltegravir/TAF/FTC.  Please go ahead and vote.  
 

Most of them will switch to BIC/TAF/FTC, and dolutegravir/abacavir/3TC is 
another strong option.  Any comments on this, panel.  Sally, do you want 

to start? 
 
Dr. Sally Hodder 

The question is why she had the vomiting?  Maybe in the trials actually 
with boosted darunavir and with TAF you really did have some nausea and 

vomiting.  So that’s possible.  Some people just do not tolerate boosters 
even cobicistat very well.  So I would certainly not go back to that.  She 

has a K103 and you always get worried about is there some minority 
variance with other resistance.  But nonetheless folks did quite well with 
integrase.  And relevant to what Eric said, you really have the most 

experience with dolutegravir plus TAF and FTC and I would certainly do 
that. 

 
I think you still have to sort of look about why she had the vomiting.  
Does she have acute hepatitis, lots of things?  And the other thing, I think 

she had a little bit of an elevation in her creatinine which might have been 
due to dehydration from the vomiting but also with the cobicistat which 

inhibits tubular secretion.  So I think that those are the explanations there. 
 
 

【Chapter 2】 

Dr. Babafemi Taiwo 
Excellent.  So let’s keep going here.  Actually, some more information 
emerges because this patient through another consultant reveals that 

she’s actually transgender and has been on hormone therapy.  She is 
unsure of the names but knows they include oral medication and 

injections.  She does not know her HIV well enough to disclose this 
information on the day of initial contact. 

 
And so this conclusion was put there deliberately to give all of us some 
time or some opportunity to think about the importance of still having that 

patient-doctor relationship when initiating ART.  So, do you want to 
comment on that Monica, and how that affects – I know the goal here is 

to start everyone on ART the same day.  And how do you manage that 
potential for just not knowing the patient well. 
 

Dr. Monica Gandhi 
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I think do we need probably more qualitative data on the impact of rapid 
start but at least in an anecdotal way what we’ve heard is that you get a 

diagnosis on that day and you do something about it on that day.  And 
what has been really helpful, what patients have said is that they call their 

mother and they say guess what happened today.  I have HIV but I am 
doing something about it. 
 

So there was a lot of sort of anecdotal that there are advantageous to it 
but of course the disadvantage is that you don’t know your physician.  In 

this case I think it’s not going to interfere.  The hormonal replacement for 
transgender management, we don’t have enough data; but probably it 
wouldn’t have interfered with any of the integrase inhibitors.  But you are 

right.  I think there are tradeoffs but we have seen – we have data that 
some published and we have seen really good longstanding virologic 

suppression rates on it.  So I guess we are converted I think to it here but 
I take your point. 
 

Dr. Babafemi Taiwo 
Great.  Any additional comments?  

 
Dr. Sally Hodder 

I would just add and Monica said this, but I think the transgender 
population is really important and we don’t have the data and we really 
extrapolate drug-drug interactions based on the oral contraceptives, those 

are – sure they are hormones and they are estrogens but they are 
different.  And so I think that we really need more information there.  And 

by and large, the boosters have had and the NNRTI efavirenz have had 
effects on the oral contraceptive level. 
 

So I think it’s may be just another reason to go to the integrase but I 
think really the plea is we really need more data. 

 
Dr. Babafemi Taiwo 
Right.  And we have to consider why we would use a booster in the 

regimen given the new options that we have now.  And I think there has 
been a lot of talk about using the integrase inhibitor.  So let me ask you 

once again.  Do you routinely obtain resistance test in your patients 
against, do you check for integrase resistance or what are you doing in 
your practice, Eric? 

 
Dr. Eric Daar 

Currently we do based on resistance testing in all treatment naïve patients 
coming into care.  We don’t do integrase testing unless there is a 
compelling reason to think they are at risk, like we know the partner is on 

integrase and failing.  So that’s not part of our standard of care. 
 

Dr. Babafemi Taiwo 
And that’s consistent with the current guidelines.  Anyone doing things 
differently, no? 

 
Dr. Monica Gandhi 
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We’re doing integrase inhibitor testing just for our own information and to 
see the baseline rate and it’s not high unless like you said they’ve had 

raltegravir in the past and there was an issue that they weren’t taking it 
well. 

 
Dr. Babafemi Taiwo 
That’s a great point.  And I am curious.  Have you found any resistance in 

the population and how many have you checked so far? 
 

Dr. Monica Gandhi 
Three hundred naïve and… 
 

Dr. Babafemi Taiwo 
And that again is consistent with national data that there really this is very, 

very, very low.  All right.  So these are the take-home points for the first 
case.  Number 1, integrase inhibitors have overtaken boosted PIs as first-
line ART in US guidelines.  BIC/TAF/FTC provides a new option for patients, 

single-tablet regimen, well-tolerated, etcetera.  Boosted darunavir has the 
highest level of recommendation among the PIs and is an option in certain 

situations.  We didn’t talk too much about that but patients in whom you 
have concerns about adherence and also when you don’t have some of 

the baseline information we’re talking about.  Always ask whether a 
booster can be avoided because then we really have a lot of options now.  
And same day ART has potential advantages but is still considered 

investigational and is being done successfully in many places, whereas 
has been said, there are a lot of challenges in others. 

 
So our second case is switching for virologic failure.  So here we have a 
56-year-old man with HIV infection.  No resistance at baseline.  Excellent 

adherence for the past 12 years until he lost his insurance three years ago.  
Adherence became poor, started missing appointments, and in fact in the 

last 1-1/2 years has missed 4 consecutive appointments.  Now he has 
insurance again.  He is keen to re-engage in care and he presents to you 
for help. 

 
Here are his data.  His ART history includes efavirenz plus AZT/3TC, then 

efavirenz/TDF/FTC.  His current CD4 count is quite robust, that’s good, 
569.  Viral load 29,800.  HLA-B*5701 negative.  But along the way he has 
acquired mutation, these are some of the more common mutations we 

would expect in someone with that kind of background history. 
 

So his additional laboratory data includes serum creatinine of 1, creatinine 
clearance of 127, ALT/AST mildly elevated and he has 1+ proteinuria.   
BMI is on the higher side of 36.  He is HBV immune.  Hepatitis C antibody 

negative.  I will give you a second to look at that again.  Have you 
photographed it?  Okay.  So let’s vote.  

 
Which regimen would you choose for this patient?  And you can see on the 
bottom of this slide the relevant parameters to help your decision.  Would 

you switch him to BIC/TAF/FTC, dolutegravir/abacavir/3TC, dolutegravir 
plus TAF/FTC, a 2 drug regimen of dolutegravir/rilpivirine, darunavir/COBI 

plus TAF/FTC, darunavir/ritonavir plus raltegravir, ECF/TAF, raltegravir 
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plus TAF/FTC, etravirine plus raltegravir - that’s the first mention of 
etravirine today.  Or something else.  Please vote. 

 
Dr. Eric Daar 

Maybe the last one. 
 
Dr. Monica Gandhi 

A technical question is coming from the webcast that the webinar is not 
giving time to answer.  I think hopefully we have this entire time for the 

webcast people. 
 
Dr. Babafemi Taiwo 

You got it, okay.  Apologies to the web virtual audience. 
 

Okay, again, we have a dominance of BIC/TAF/FTC and dolutegravir plus 
TAF/FTC.  But I want may be Monica to comment on the choice of 
dolutegravir/abacavir/3TC in this patient, given the baseline or the 

acquired mutations, etcetera. 
 

Dr. Monica Gandhi 
Yes, this patient had a M184V and K103N and I would be very worried 

about dolutegravir/abacavir/3TC in this patient because M184V has 
knocked out 3TC but also it will decrease susceptibility to abacavir, so you 
are left with one fully active agent which simply isn’t enough, and 

monotherapy with dolutegravir has already been blasted. 
 

Dr. Babafemi Taiwo 
Exactly. 
 

Dr. Monica Gandhi 
And then I think I am very concerned about the top choice too with 

bictegravir and TAF/FTC. 
 
Dr. Babafemi Taiwo 

Can you comment on that? 
 

Dr. Monica Gandhi 
Because really if we look at the two naive trials and the two switch trials, 
that’s all we have with bictegravir.  Of course the naïve trials, they 

shouldn’t have had resistance.  But the switch trials, the people who got in, 
the inclusion criteria for those switch trials were no history of resistance.  

No patient like this would have gotten into the bictegravir/TAF/FTC switch 
trials from PIs or dolutegravir respectively. 
 

So it’s really important to know that we don’t know anything about 
bictegravir on the top of resistance to NRTIs and we don’t have the data 

for that top choice. 
 
Dr. Eric Daar 

And that’s switch.  This is viral failure. 
 

Dr. Babafemi Taiwo 
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Yeah, this is one viral failure, this is even more – right, because this is 
actually the data we don’t have. 

 
Sally, dolutegravir plus rilpivirine in a patient who already has all these 

mutations and has viremia, some adherence.  Can you comment on that 
please. 
 

Dr. Sally Hodder 
You know, as we know, rilpivirine has a lower barrier to resistance and the 

switch studies again were not with failure, so I absolutely won’t do that.  I 
think dolutegravir plus TAF plus FTC, you have the M184V.  But actually in 
the studies, unlike the point that Monica made with bictegravir, with 

dolutegravir you did have a proportion, who had an M184V and did quite 
well. 

 
I think that one makes sense.  I guess the other one that makes sense is 
really always a boosted PI with TAF and FTC and we would feel confident 

there.  But the problem is he is 56, dyslipidemia, so… 
 

Dr. Babafemi Taiwo  
And Eric, you presented DAWNING data and it looks like this patient could 

have qualified for DAWNING, if the patient was in a resource limited 
setting.  Can you just go over that? 
 

Dr. Eric Daar 
Yeah, that’s exactly right.  So the big trials, the 3, patients, NNRTI failure 

trials would have said the boosted PI with TAF/FTC or raltegravir, so those 
are options.  But I think DAWNING told us in this patient that dolutegravir 
with 2 nukes as long as one is fully active. 

 
Now it didn’t exclude the use of abacavir.  That was an option but only 2% 

of people used it.  So we really don’t know despite the fact that the 
criteria would have allowed them in, whether abacavir would work.  And 
there is at least a biologically plausible reason to be concerned because 

the effect, M184V has on increasing sensitivity to tenofovir and decreasing 
it to abacavir.  So I think that’s where we’d have the best data. 

 
Dolutegravir/rilpivirine is really interesting because rilpivirine should be 
active with 103N but we have absolutely no data. 

 
Dr. Babafemi Taiwo 

So it sounds like the good options here would be dolutegravir/TAF/FTC, 
darunavir/COBI/TAF/FTC if you wanted to go that route, BIC/TAF/FTC we 
don’t have data but people are doing it and some of the other ones will 

not be – will be less… 
 

Dr. Monica Gandhi  
Just one comment, the EMERALDstudy with darunavir/COBI/TAF/FTC 
which is leading to the approval of this medication, people had a lot of 

baseline resistance – a lot.  There is no inclusion criteria that allowed that 
many resistance mutations.  So with this issue with adherence which I 
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know is insurance related, I would feel a little more – I’d feel quite 
confident with darunavir/COBI/TAF/FTC. 

 
Dr. Babafemi Taiwo 

Right, and again the EMERALD study was in a suppressed population 
although they used the same regimen in AMBER which was in a naïve 
context. 

 
Dr. Eric Daar 

And in essence it’s what was used in the 3 big trials with boosted PIs and 
treatment failure. 
 

 
【Chapter 3】 

Dr. Babafemi Taiwo 

Excellent.  All right, so let’s go back to our audience both in the room and 
virtual.  What if we had a little more complications and the patient’s 
resistance actually included not just the K103N and 184V but also had the 

K65R which essentially knocks out the tenofovir and Y181C which you 
remember is an NNRTI mutation and we also already talked about 184V 

and its effect on 3TC and may be abacavir.  So what would you choose?  
 
BIC/TAF/FTC, dolutegravir/abacavir/3TC, dolutegravir plus TAF/FTC, 

dolutegravir/rilpivirine, darunavir plus ECF/TAF, darunavir/COBI plus 
TAF/FTC, darunavir/ritonavir plus raltegravir, Ibalizumab plus an 

optimized background regimen, or something else.  Please go ahead and 
vote.  
 

All right.  So here are the responses.  So a lot of people – most people 
would use darunavir/ritonavir plus raltegravir, essentially choosing two 

totally new classes for this patient.  Some would use ibalizumab.  So how 
many patients do you have on ibalizumab, Sally? 
 

Dr. Sally Hodder 
Zero. 

 
Dr. Babafemi Taiwo 
Zero.  Eric? 

 
Dr. Eric Daar 

I have zero.  
 

Dr. Babafemi Taiwo 
Outside of this study.  And you, zero, but looks like a lot of people are 
using it. 

 
Dr. Eric Daar 

It is now just newly available. 
 
Dr. Babafemi Taiwo 
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Right.  So can you just comment on it?  Ibalizumab, when would you use 
it?  Is this the patient for ibalizumab?  What are the advantages, etcetera, 

or disadvantages.  Do you want to start, Monica? 
 

Dr. Monica Gandhi 
Yes.  I think in this case actually you are lucky you don’t need to turn to 
ibalizumab because we have fully active we think integrase inhibitor and 

protease inhibitor classes.  However you do that combination, I think a lot 
of us will probably do, and that’s may be the “something else” of the 6%, 

may do dolutegravir with darunavir/ritonavir without the evidence but sort 
of understanding what dolutegravir is and having it [Unclear]. 
 

But that’s what people reflected with the darunavir and elvitegravir  with 
COBI plus TAF/FTC or the darunavir, that need regimen, 

darunavir/ritonavir and raltegravir. 
 
Ibalizumab, I think we need an optimized background regimen in this you 

want three active classes.  I think these two active classes would be okay 
in this case with these strong classes. 

 
Dr. Babafemi Taiwo 

Exactly, and ibalizumab is intravenous.  Really not in that arena for this 
particular patient.  You mentioned darunavir boosted plus dolutegravir.  
Really no evidence but there’s a large study going on now called D2F [ph] 

something like that which is looking at this in this population.  Eric, do you 
have any comment on these responses? 

 
Dr. Eric Daar 
I completely agree.  I think in the right setting if you needed that as an 

active drug you’d use it.  I agree, you’ll probably get away without it.  It’s 
interesting that no one picked darunavir/COBI/TAF/FTC.  And I think it is 

probably risky just because in those large trials there weren’t a lot of 
K65Rs.  It was about 10% and we really don’t know the breakdown as to 
how well they did.  They probably did okay but it’s clearly less data than 

the other choices the audience picked. 
 

Dr. Babafemi Taiwo 
Right, and in the trials as we will see later on, the people who failed 
tenofovir, they were switched to AZT – most of them and were switched 

to AZT they did better.  So it’s quite nuanced.  Sally, any comments? 
 

Dr. Sally Hodder 
No.  I agree. 
 

Dr. Babafemi Taiwo 
Okay.  Let’s get moving.  And so I think Eric talked on this earlier on and I 

think what we would like to bring out here is that in this there have been 
three studies that looked at patients failing NNRTI first line regimen and 
they were given a boosted PI plus nukes.  And consistently in all the 

studies it really what you would have expected intuitively which is that the 
more nukes you had combined with the PI, the better your outcome, is 

not what was seen.  In fact the participants who had the fewest number of 



Page 11 of 24 

active nukes or few active nukes with their boosted PI did better than 
those who had 3 fully active nukes or even more.  What’s your hypothesis, 

maybe Eric, about this finding? 
 

Dr. Eric Daar 
We see this in every one of these studies where the less resistance you 
have – the more resistance you have, the better you do.  I think it’s 

probably a surrogate for adherence is what most people think is that the 
people who don’t have resistance just aren’t taking their drugs well, giving 

them in a new regimen, that continues to be a problem and they don’t do 
as well. 
 

Dr. Babafemi Taiwo 
Exactly.  Okay, fostemsavir, before we forget about it.  Fostemsavir, is 

anyone using fostemsavir? It’s in clinical trials, any experience with that?  
No, okay. 
 

Dr. Monica Gandhi 
Maybe one patient who is on ibalizumab fostemsavir through a trial.  Just 

to know that the monoclonal antibody ibalizumab study, 43% of those 
patients were on fostemsavir.  So if you are that resistant, you may need 

to wait for fostemsavir and we’ve been trying to get a compassionate use, 
we haven’t. 
 

 
【Chapter 4】 

Dr. Babafemi Taiwo 
Right. Excellent.  I think Eric showed this slide before.  The DAWNING 

study, we talked about it already.  So we will move on.  And I alluded to 
this earlier on that one of the presentations at CROI looked at secondary 

analysis of the DAWNING data, and what they did was to look at how 
patients did depending on the nukes that were selected.  And so they 
dichotomized the analysis into patients who were treated based on the 

WHO guidelines which basically means if you were on AZT initially, switch 
to TDF; and if you are on TDF initially, switch to AZT.  That’s sort of the 

crux of it.  And in that context those who followed – whose treatment 
followed the WHO guidelines actually looked like they did better than 
patients who didn’t follow the guidelines which really goes to what the 

point that Eric was bringing on before. 
 

And so we make this a little bit more complicated and say that many of 
our patients are not on nuke-based regimens anymore.  A lot of patients 

are on integrase inhibitor regimens and I think we have to start getting 
used to seeing failures of integrase based therapies. 
 

And so what if this patient had been on ECF/TAF and had in addition to 
the 103N, 41L – 103N is an NNRTI mutation, 41L is a TAM, 184V, we’re all 

familiar with it, and then E92Q which really makes the elvitegravir inactive.  
So have your options for compromised in some ways. 
 

What would you use?  Would you use BIC/TAF/FTC, 
dolutegravir/abacavir/3TC, dolutegravir/TAF/FTC, dolutegravir/rilpivirine, 
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darunavir plus ECF/TAF, darunavir/ritonavir plus raltegravir, 
darunavir/COBI plus TAF/FTC, or something else.  Please go ahead and 

vote. 
 

Okay, I like the people who chose something else.  Do you know why?  
Because I can ask them to tell us what the something else is.  So that’s a 
very convenient answer.  Something else.  I like it.  I would have done the 

same.  Something else, from the audience.  Okay, so let’s see.  Again, 5% 
still chose dolutegravir/rilpivirine and I think we have to be very clear 

before we leave today that this regimen, yes, it’s a good 2-drug regimen 
but it is not.  It hasn’t been studied and probably will not be studied in the 
context of failure – patients with viremia with resistance like this and so 

that’s really we showed.  We don’t want people prescribing 
dolutegravir/rilpivirine.  There clearly are situations where it is an 

excellent option but certainly not in this patient. 
 
Are there other examples of things that the panel might want to comment 

on.  But this is not necessarily what you will do, maybe what you will not 
do or sort of re-enforce what you think is important to know.  And Sally, 

do you want to go first. 
 

Dr. Sally Hodder 
So the E92 is integrase inhibitor resistance for primarily elvitegravir and 
raltegravir and I think one of the really important points is that it’s 

important that when that emerges that you really get the individual off of 
the existing integrase regimen.  And the reason is because we know that 

they can start to accumulate integrase resistance mutations which then 
may actually make it more difficult for the subsequent integrase inhibitors 
to work.  I think there are a couple of options there but I would say again 

the bictegravir we just don’t have the data and I don’t think that that’s a 
good choice.  And certainly the dolutegravir has been looked at.  There is 

a trial called VIKING where it was looked at with integrase resistance.  It 
was used at twice the dose we usually use, so 2 milligrams twice a day.  
So you just can’t say I’m going to use dolutegravir. 

 
And you have to be careful because in that study individuals who had 

multiple integrase resistance mutations actually did not do as well.  If you 
just had one like an E92 and you had the higher dose with 2 nukes one of 
which worked, you had about a 75% chance of suppression. 

 
Dr. Babafemi Taiwo 

Right.  I think again, I know there are many pharmacists in this audience 
and maybe online and also physicians.  It’s okay to consult your 
colleagues.  It’s okay to ask and say “Hey, I have this patient with a 

complicated resistance pattern.  What would you do or what would you 
not do?”  Eric, at that point you would like to add? 

 
Dr. Eric Daar 
Yeah.  I agree.  I think there are some choices here that really are 

suboptimal.  Anything with elvitegravir or raltegravir I think would be 
suboptimal.  I agree the dolutegravir/rilpivirine, it’s interesting to think 

about that for maintenance in people with 103N although we don’t have 
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that data yet but in somebody who’s experienced failure that wouldn’t be 
an option. 

 
Dr. Babafemi Taiwo 

Right.  Okay. 
 
Dr. Eric Daar 

What are the something elses the people were thinking. 
 

Dr. Babafemi Taiwo 
I suspect some of that will be boosted darunavir plus dolutegravir but 
then dolutegravir in that case they’re probably thinking about once a day.  

And like Sally said, if you have evidence of integrase resistance, it is 
recommended that you should dose it b.i.d. so you lose that symmetry, 

you might have to dose darunavir b.i.d. as well to recreate the symmetry.  
But the issue then is we still don’t have data, the studies are ongoing but 
it does make sense. 

 
Dr. Monica Gandhi Another option if you want 3 is kind of a trio, a 

modified trio regimen or should be dolutegravir b.i.d. darunavir and 
etravirine.  And they would work together, rilpivirine, because if you are 

worried, you need 3 drugs. 
 
Dr. Babafemi Taiwo 

Exactly.  And so Eric went over some of the newer therapies.  I remember 
you talked about doravirine, you talked about ibalizumab. Fostemsavir 

was not mentioned but here is fostemsavir.  Fostemsavir is something 
that you should be aware of, it is going to be an attachment inhibitor.  
And it’s really been studied in the BRIGHTE study.  And the BRIGHTE 

study had 2 phases.  In the first phase the question really was does this 
drug have independent antiviral efficacy?  And to answer that question, 

they took participants all of whom were highly treatment experienced with 
lot of mutations but at least still had some activity – not totally blown out 
all the classes and drugs.  And in that cohort they were able to randomize 

them to fostemsavir dose 600 milligrams twice a day versus placebo.  And 
after 8 days it was shown that fostemsavir was associated with a 0.79 log 

reduction in HIV RNA compared to 0.17 with placebo. 
 
And the second phase really involved adding to fostemsavir an optimized 

background regimen, and for many of those participants it included the 
addition of ibalizumab.  And with that construct they are getting a highly 

treatment experienced population with multiple resistance, many of them 
with no other options except these investigational drugs.  They were able 
to achieve about 54% suppression, less than 40 [copies/mL], 71[%] 

suppression less than 200 [copies/mL]. 
 

So the take-home message is that this is a drug that is still in 
development.  It will be an option for patients who are extremely resistant.  
Many of them will require co-administration of ibalizumab and to construct 

an active, fully a good regimen.  So the take-home point for the second 
case is that adherence still plays a central role.  You remember our patient 

who stopped therapy accumulated mutation and you still – and as 
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pharmacists and doctors we really cannot overemphasize the importance 
of checking on adherence.  The visit with us now seems to be very casual.  

One of my patients when he comes he tells me that he is there to check 
on me, not for me to check on him.  He says, “I want to be sure you are 

doing okay.  I know you work too much, so I am here to check on you.”  I 
say, “Okay, fine.” 
 

So let’s remember to still engage them in adherence discussions.  For 
patients with virologic failure, you still want the regimen to have at least 2 

fully active drugs and ARVs [ph] with high barrier to resistance, the 
boosted PIs have a record, the dolutegravir has a record.  Bictegravir we 
think it will, but again data is still limited at this point.  We should think 

about those agents. 
 

Ibalizumab, nearly approved IV agent for highly treatment experienced 
patients with few options and many patients who end up with ibalizumab 
will need companion therapy with fostemsavir. 

 
So let’s move on to our last case.  This will involve switching a patient 

with viral suppression.  So we have a 62-year old man with HIV infection, 
excellent adherence, who is considering switching because of 

comorbidities.  And I think this is really something we see a lot of.  And 
Eric said that’s the most prevalent part of his practice, it is true for many 
of us.  His characteristics as shown.  His current ART is efavirenz/ TDF/FTC.  

CD4 count 650, suppressed, HLA-B 5701 negative, no resistance. 
Comorbidities are pretty common, unfortunate to say, but typical.  And 

again, the regimen that he is on, unfortunately again typical.  Lisinopril, 
amlodipine, atorvastatin, aspirin, glipizide, metformin. Hepatitis B immune, 
hepatitis C negative, serum creatinine 1.9, serum creatinine clearance 62, 

commensurate with the creatinine. 
 

His ALT and AST are slightly elevated and he has 1+ proteinuria.  His BMI 
is also a little high.  Photographed that?  Okay, let’s vote.  What would 
you switch this patient to?  What switch would you recommend?  Again, 

remember that the bottom of this slide gives you some things that might 
inform your decision.  A) Would you switch him to BIC/TAF/FTC, 

dolutegravir/abacavir/3TC, dolutegravir plus TAF/FTC, 
dolutegravir/rilpivirine, dolutegravir plus 3TC, darunavir/COBI plus 
TAF/FTC, darunavir/ritonavir plus raltegravir, ECF/TAF, raltegravir plus 

TAF/FTC, or you will just encourage him to stick to it or you do something 
else.  Please vote.  

 
Okay let’s see what…all right.  A lot of people will switch to BIC/TAF/FTC 
and a lot will switch to dolutegravir/rilpivirine.  And so let me just start by 

asking the panel, in your practice what percentage of your patients are 
over 50 years old.  Just a guess, Monica. 

 
Dr. Monica Gandhi 
About 65. 

 
Dr. Babafemi Taiwo 

Sixty five.  That’s more than national average.  Eric? 
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Dr. Eric Daar 

Probably 35 to 40 I would say. 
 

Dr. Babafemi Taiwo 
Thirty five to forty and Sally? 
 

Dr. Sally Hodder 
I would say about 50. 

 
 
【Chapter 5】 

Dr. Babafemi Taiwo 

Fifty, so you’re right around the national average.  So it’s really an 
important thing when we are managing our patients now and of course 

this comorbidity sort of aggregates with age and this patient typifies that.  
And so the comorbidities we are trying to address include hypertension, 
dyslipidemia, diabetes here. 

 
And Sally, what do you think about these options?  I think here is one 

with dolutegravir/rilpivirine, you might want to talk more about it as a 
potential.  So do you want to comment on that? 
 

Dr. Sally Hodder 
Sure.  I think the thing to stay away from here are boosters and clearly 

protease inhibitors.  Eric I think presented the data that actually the 
D:A:D cohort has shown an increased risk for cardiovascular disease for 
darunavir.  And this is an individual who has not had failure we assume, 

he had wild type genotype.  He has had good adherence which I think is 
really important.  He has been suppressed for a long time.  I didn’t take 

notes but I assume he is not on a PPI. 
 
Dr. Babafemi Taiwo 

He was not. 
 

Dr. Sally Hodder 
So then in those settings I think that dolutegravir and rilpivirine actually 
makes good sense in this patient.  I think we have data.  It’s well 

tolerated.  I think it’s not the only choice but I think it’s a very good 
choice. 

 
Dr. Babafemi Taiwo 

And that’s very typical for our situation now.  For any particular clinical 
scenario you do have a number of options.  It’s rare that you have only 
one option and so we have to be nuanced in our selection and of course 

consider the patient preference.  Eric, dolutegravir/abacavir/3TC, do you 
want to comment on it?  I am thinking about it with sort of the 

combination of comorbidity and stuff. 
 
Dr. Eric Daar 

I guess the big issues that I would be thinking about in this patient are 
the cardiovascular risk factors, chronic kidney disease and his diabetes.  
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From the cardiovascular risk factor perspective abacavir and darunavir 
have sort of fallen out of D:A:D analysis.  I don’t think any of us know for 

sure what the answer is.  I am not sure we ever will.  But my approach is 
if I can avoid those drugs in a high risk patient, I will.  And I think in this 

case as Sally said there are lots of ways to do that. 
 
The dolutegravir is you just need to be aware of the metformin interaction, 

so you just need to make sure that when you start it, the metformin dose 
is no more than 1000 milligrams a day and then you can titrate it to effect, 

so you just want to be aware of that. 
 
But I think so I wouldn’t have picked abacavir, I wouldn’t have picked a 

boosted drug which I think any of the 1, 3 and 4 are all very reasonable 
options and this may be the kind of patient where dolutegravir/rilpivirine 

is just the right option for him. 
 
Dr. Babafemi Taiwo 

Yes indeed.  So Monica, I want to give you… 
 

Dr. Monica Gandhi 
I do want to add that TDF is better for lipids than TAF, so there is no 

advantage of switching to TAF for lipids from TDF. 
 
Dr. Babafemi Taiwo 

That’s a very good point. 
 

Dr. Eric Daar 
Except for the kidney disease in this case should be balancing. 
 

Dr. Monica Gandhi 
Yeah, balancing. 

 
Dr. Sally Hodder 
Well, but you know, the thing is we all say that and certainly the data, the 

clinical trial data early on have showed that really it appears to be safer.  
But the thing that bothers me is you get very, very high intracellular 

concentrations and how do we know long term that that is really going to 
be safe.  I don’t think we do.  I think probably but… 
 

Dr. Babafemi Taiwo  
So what Sally is alluding to is the fact that TAF, tenofovir alafenamide, is a 

prodrug of tenofovir and so in plasma you have the tenofovir that’s 
released, while the plasma concentration that you get with TAF is 90% 
lower than what you get with TDF.  And so the question is where is all that 

tenofovir going?  The tenofovir is going into the cells.  And so what 
happened to that concentration of the active product, the tenofovir 

diphosphate in cells that you get with TAF is 5 to 6 times the level of what 
you get with TDF. 
 

And so, Sally being a very cautious clinician is saying well, we have 
evidence of TAF being used etcetera but we don’t have long term data and 

I think some people would agree with her and something we need to be… 
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Dr. Eric Daar 

I completely agree and while you go into it with the idea that this might 
be better, you still have to watch people closely, especially if they have 

comorbidities and underlying renal disease. 
 
Dr. Babafemi Taiwo 

Exactly. 
 

Dr. Monica Gandhi 
And be aware of the boosting effect with TDF and TAF that essentially if 
you put a cobicistat or ritonavir with TDF or TAF you get increased levels 

both in tenofovir and the intracellular formulation. 
 

And there is a theory out there that TAF looks better than TDF because it’s 
really in the un-boosted trials where it looks good; and if you had TDF un-
boosted in the context of an integrase inhibitor that’s not elvitegravir, it 

may be just as good as TAF. 
 

So this is like getting into really esoteric stuff but I think it’s important to 
say that do be aware of that.  You should use a dose of 25 milligrams with 

un-boosted when you are not boosting TAF and you should use a dose of 
10 milligrams when it is boosted.  But the combination of TAF and FTC 
that’s available right now is 25 milligrams. 

 
So when you are putting it with darunavir/ ritonavir or darunavir/COBI 

without it being co-formulated, right now you are using too much TAF. 
 
Dr. Babafemi Taiwo 

Exactly. 
 

Dr. Eric Daar 
Certainly more than has ever been looked at. 
 

Dr. Babafemi Taiwo 
More than, and it may not be looked at because the idea is well, it’s so 

safe.  But truly good points have been brought out that the level in the 
cells  is really very high and we have to watch out. 
 

But I want someone – Monica, I am going to pick on you one more time to 
comment on the 8% of our respondents who are wedded to efavirenz/TDF 

and FTC despite the plethora of options.  And in this case some 
complications include I think renal dysfunction and maybe next time we 
have to throw in fracture or something. 

 
Dr. Monica Gandhi 

But I think it could be the idea that Eric brought up in his last talk which is 
that sometimes if something is working and you switch someone, you get 
into issues of non-adherence or side effects and they were doing kind of 

fine.  This isn’t the worst thing you could be on.  A lot of the efavirenz’s 
demotion came around from the CNS side effects and not from worries 
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going on here with the lipids.  But the TDF with the decrease in creatinine 
clearance is definitely a concern.  

 
Dr. Babafemi Taiwo 

Will be a concern.  And in the generic formulation of efavirenz/TDF/FTC is 
around now and there is actually a generic version that’s a lower version 
with 400 milligrams of efavirenz instead of 600 milligrams, again thinking 

about the studies outside the United States.  But again, it’s not an option 
that we are using a lot of these days.  

 
Okay so let’s keep moving.  So what if a patient instead of what he was 
on, which is the efavirenz/TDF/FTC, if he were on darunavir/ritonavir plus 

TAF/FTC but also had baseline M184V mutation and wanted a single tablet 
regimen.  So he’s told you - he’s narrowed your options quite a bit.  

Would you suggest dolutegravir plus TAF/FTC, and just try to convince 
him, would you change to BIC/TAF/FTC, dolutegravir/abacavir/3TC, 
dolutegravir/rilpivirine, dolutegravir/COBI/TAF/FTC, once available, which 

Eric said and we know it’s going to be – I think the FDA reviewed data 
sometime in July – and the ECF/TAF or something else.  Please vote.  

 
Okay and here most people will use dolutegravir plus rilpivirine and 

followed by BIC/TAF/FTC.  So we are going to talk – I am going to ask 
may be Eric to address this question in a very specific way.  Dolutegravir 
plus rilpivirine – the population in whom it was studied, number 1, and 

then what is sort of the future, what people are doing or what people are 
talking about? 

 
Dr. Eric Daar 
There is every reason to believe somebody who has an isolated 184V 

should do great on dolutegravir/rilpivirine, but we don’t have that data.  
But I can’t imagine that it wouldn’t work.  I’d feel very comfortable doing 

it if I felt it was the best choice for this patient.  Again, we don’t have the 
data with bictegravir/TAF/FTC and people with 184V.  We have that data 
for dolutegravir/TAF/FTC so I’d feel much more comfortable with that as 

an option. 
 

Dr. Babafemi Taiwo 
Excellent.  Any more comments.  Monica or Sally, anything you would like 
to throw in there. 

 
Dr. Monica Gandhi 

One thing about the BIC/TAF/FTC because I have really seen the audience 
really respond to it and it’s new and it’s exciting.  Not having the data for 
it really makes me nervous how much with these baseline resistance 

based on in vitro data that it like cleaves really well with the integrase 
which the marketing around it.  It could.  I don’t know.  Let’s see what 

happens.  Doravirine cleaves really well to the reverse transcriptase but it 
gets resistance.  I want to urge you to be cautious just with 48 week data.  
There was a poster at CROI, this last one, about archived mutations with 

bictegravir.  When they looked in the switch trials, no one was supposed 
to have any resistance, but then they did archived resistance and so 40 

people had some archive resistance. 
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And people who had M184V, there were 8 plus 18 and they did do okay 

but it’s 48 weeks.  So please, I would urge the audience to think more 
about because we’ve had more experience in post marketing surveillance 

with the other drugs. 
 
 

【Chapter 6】 

Dr. Babafemi Taiwo 
Excellent.  So here is some additional data when you are thinking about 

switching.  And one of the points that Eric said which I think is very 
important is that we shouldn’t be switching for switching sake.  We 
shouldn’t be switching because there is a newer drug, I just want to 

switch the patient.  It’s really an investment in the patient’s health that 
should inform recommendation to switch.  And here are examples of 

situations where it really is in the patient’s best interest for switch to 
occur. 
 

In the NEAT 022 study switch occurred from boosted PI to dolutegravir in 
suppressed patients who had high cardiovascular risk.  So they had 

reasons for them not to be on the boosted PI.  And I think the key thing 
here is that virologic suppression of course was maintained and in addition 
switching to dolutegravir was associated with improved lipid profile versus 

continuation of the boosted PI.  So if you have a patient like that, this is 
one of the things you might be considering. 

 
And in a similar fashion the switch from boosted PI to BIC/TAF/FTC in a 
large population again maintained virologic suppression and I don’t think 

we have the slides here but also showed improvements in the lipid profile.  
And a switch also again to BIC/TAF/FTC amongst women was shown to be 

good. 
 
We’ve had a lot of discussion about dolutegravir/rilpivirine so it’s 

important to refresh our minds about what the evidence that’s out there.  
And really it’s from these 2 large randomized trials called SWORD 1 and 2 

in which participants were doing well but had no history of failure, were 
suppressed, were randomized to continuation of their standard ART versus 
switching to the 2-drug regimen of dolutegravir plus rilpivirine.  And as 

you can see, there was robust really impressive virologic efficacy through 
week 48 with no difference between the two arms. 

 
And you’ve heard many of the benefits of dolutegravir/rilpivirine which in 

fact includes reducing the number of drugs that a participant or a patient 
is exposed to. 
 

And so I will ask the panel about long acting therapies.  You showed the 
data on LATTE.  LATTE you talked about ATLAS, FLAIR, ALTAS-2M, 

etcetera.  What types of patients would you be considering for long 
therapies?  And let me start with Monica this time. 
 

Dr. Monica Gandhi 
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So long acting therapies we just have the data so far like Eric talked about 
in the phase 2 trials with cabotegravir and rilpivirine both available as long 

acting and we will get that that data from FLAIR and ATLAS on the phase 
3 trials soon.  There was some signal that you need to give them every 

four weeks and that is not as easy as every 8 weeks.  It will be easier 
there.  So we will get that data because there was an arm of every 8 
weeks.  And then the other thing is that we have to always – everyone is 

talking about this tail, probably the first time we use the word ‘tail’ in HIV 
medicine but this idea that if you don’t get it right on time, you may be… 

 
Dr. Babafemi Taiwo 
The consequences of a missed dose might be significant for some people. 

 
Dr. Monica Gandhi 

Big, yeah.  Especially with rilpivirine, it doesn’t have the highest genetic 
barrier to resistance. 
 

Dr. Babafemi Taiwo 
So as you think about it, it seems – you want to comment on the 

population that’s in your practice.  Who would be thinking about this for? 
 

Dr. Monica Gandhi 
I almost think it’s the very adherent patients who just are sick of taking 
pills every day but they are definitely going to come in for their injections 

and then we’re going to have a great study in ACTG to ask about non-
adherent patients because that would be the other obvious one but you 

have to make sure they come in. 
 
Dr. Babafemi Taiwo 

They come in, right.  Sally, yes. 
 

Dr. Sally Hodder 
So I was in Newark for many years and it was really interesting because 
at the time I was there we only had about 77% of our clinic population 

that were suppressed.  And interestingly, those folks lived chaotic 
lifestyles but they came in.  Like I would have patients who would be 

suppressed for 3 months and then life happens and they would come in 
and be yeah, I lost my meds, they started using.  I really think that those 
folks who have adherence to appointments but just can’t quite take 

tablets, I think that may be really good. 
 

And the second thing, because when this first came out, I really thought 
my bias was “Oh my God, who would want shots in the butt every month” 
and when they ask the patients in some of the trials that’s well tolerated, 

and patients have said to me, “I think that will be great because then I 
am not reminded every day that I have HIV.” 

 
So I think there is going to be a real sort of area and group of patients for 
whom this is going to be perfect. 

 
Dr. Babafemi Taiwo 
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I know there are a lot of pharmacists in this room and there’s been a 
discussion about these been administered in pharmacies as opposed to 

the clinic.  And so all of these operational details that will have to be 
worked out as it’s rolled out.  Eric, do you have some comments? 

 
Dr. Eric Daar 
I mean I agree.  The thing that was most intriguing in the LATTE study 

was the qualitative assessment as to people, how they felt about it and 
that they really did want to stay on it, which is telling us that the people 

who wanted a long acting regimen are the ones this is right for because 
those are the ones.  And then it is amazing to think if everything plays out 
and ATLAS-2M works, that we could be offering people the opportunity to 

think about their HIV disease 6 days a year. 
 

Dr. Babafemi Taiwo 
That’s phenomenal. 
 

Dr. Eric Daar 
It would be amazing. 

 
Dr. Babafemi Taiwo 

And talking about the patient’s description of their experience, ATLAS as 
you remember, dosed this regimen every 4 weeks based on the results of 
LATTE when there wasn’t really a confidence that the q.8 week dosing 

would work well.  So they said, well, let’s be safe.  Let’s go with the q.4 
week dosing.  But with week 96 data of LATTE 2 showing really good 

results in both the q.4 week and the q.8 week doses, the company said 
well let’s actually test both.  So then we have ATLAS-2M that is looking at 
both 4 week and 8 week dosing of this combination. 

 
And ATLAS-2M in the United States really enrolled very quickly because 

when patients were asked if they wanted to remain on the injection, 
everybody said yes – not everybody but an overwhelming majority said 
yes and they wanted to either continue q.4 weeks or go to q.8 weeks.  So 

again, supporting what you said that really I think the world is divided into 
two.  One group of patients, people who like injections, and people who 

can’t stand injections. 
 
And I think there are some people who like injections, they want their 

injections, they will say, “I will take it” and I have seen a lot of patients 
like that.  So let’s go by the take-home points for case 3.  Beyond 

virologic failure, reasons to consider switching include patient preference, 
comorbidy, simplification, tolerability, and drug interactions.  I 
recommend all of this. 

 
There are new single tablet regimens for ART switch including the 

BIC/TAF/FTC and dolutegravir/rilpivirine.  Dolutegravir/rilpivirine is the 
first FDA approved 2-drug switch regimen and we talked about when it 
should be used and when it should not be used.  Dolutegravir/3TC which 

you didn’t get a lot of chance to delve into on this panel is under 
investigation.  I think that’s what you need to know and long-acting 
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cabotegravir plus rilpivirine will provide new option for patients and it’s 
eagerly awaited. 

 
I think we have some questions.  Do you want me to… 

 
Dr. Monica Gandhi 
Yes, I have read them so I can make you sit and I’ll… 

 
 

【Chapter 7】 

Dr. Babafemi Taiwo 
Okay, let’s switch positions. 
 

Dr. Monica Gandhi 
Because then I know who to address these to because I have been looking 

at these.  I think it was one admonishment from the audience that we are 
emphasizing the word ‘data’ a lot.  So that may be that we use old drugs 
without data and often data is shown in the real world.  So I think may be 

some of the discomfort with bictegravir is its newness.  So one question 
that I will address to anyone, it’s an interesting question.  If you’re using 

dolutegravir and rilpivirine, why not dolutegravir and efavirenz because 
efavirenz slightly has better efficacy than rilpivirine.  But not sure about 
the efficacy because the ECHO and THRIVE probably they are equivalent, 

it’s more side effects, but why not dolutegravir/efavirenz is one question. 
 

Dr. Eric Daar 
So we don’t have the data.  It’s not a single-tablet regimen, yet  alone a 
tiny single-tablet regimen, and generally rilpivirine is better tolerated.  So 

the only advantage I can think of efavirenz is if you had somebody who 
couldn’t do the meals or needed to be on a PPI and you really wanted that 

kind of a regimen. 
 
Dr. Babafemi Taiwo 

I think why efavirenz dropped from the guidelines as a first line 
recommendation to start with is the tolerability, and so I think that would 

make it, including doubling of the risk of suicidality in one study and many 
others have showed that tendency – depression, etcetera.  So it would not 
be an ideal companion. 

 
Dr. Monica Gandhi 

You actually double the dose of efavirenz with dolutegravir as well.  
Rilpivirine is the only NNRTI you don’t have to do anything with but 

etravirine you need it with a boosted PI, if you put it with dolutegravir and 
you have to double the dose of efavirenz.  Lots of reasons why it doesn’t 
seem so ideal. 

 
Dr. Eric Daar 

Especially when you think about the alternative, you couldn’t do the 
rilpivirine because of the constraints.  You can always go do a little 
bictegravir/TAF/FTC or… 

 
Dr. Monica Gandhi  
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Yes.  So this is to – one comment from the audience is a good question.  
We did not talk about maraviroc at all.  And when would you consider 

maraviroc?  And it didn’t come up in our resistance questions.  Maybe 
Sally, when would you consider maraviroc? 

 
Dr. Sally Hodder 
Almost never, which I why I think – I think that maraviroc I think has 

never really found its niche and it’s not that it doesn’t have demonstrated 
efficacy for individuals with CCR5 tropism.  But I think that there are other 

options that we don’t have to measure the tropism, so you save money.  
It’s not really been co-formulated.  And so really with all of the plethora of 
new drugs with lots of other advantages, I think that it’s not that there is 

anything so negative except the dosing, you have to look up and so forth.  
But there are easier better options and you don’t have to do tropism. 

 
Dr. Eric Daar 
Yeah, so it would be the patient where you really do need another drug 

because of either tolerability or resistance that happens to be R5 only… 
 

Dr. Sally Hodder  
But I got to say, that’s few and far between these days fortunately. 

 
Dr. Babafemi Taiwo 
That’s really a great question and I think there may be situation as have 

been described.  One other deterrent is that it is b.i.d.  So for first line 
therapy it’s really not something that we want to do.  And it’s been looked 

at in combination with other drugs in 2 drug regimen.  So it was looked at 
in combination with boosted darunavir.  It really didn’t pan out.  It was 
looked at a combination with raltegravir, it didn’t pan out.  And so overall 

as my co-panelist has said, its use has really gone down but we should 
keep it in our pocket for that occasional patient. 

 
Dr. Monica Gandhi 
So there are 2 questions that are responding to our RAPID program, so I 

will quickly answer them because they are around the impact on the 
community viral load as opposed to the individual benefit of starting 

someone on treatment right away.  And there were 2 more questions for 
RAPID which was – does my sense of urgency specifically to start 
antiretroviral therapy apply to acutely hospitalized patients and what do 

we use for RAPID ART? 
 

I will just really quickly answer that.  There is a community level benefit 
to getting the viral load down, especially in acute HIV right away if people 
have very high viral loads.  But that isn’t what we counsel patients on.  I 

think there will be data coming out from our clinic and others and in New 
Orleans for example that there are some benefits to the patient – 

individual level benefits and I think that’s the right thing in terms of 
counseling an individual patient. 
 

We do tend to use either dolutegravir or TAF/FTC or if we can get the 
starter packs, bictegravir/TAF/FTC or even darunavir/ TAF/FTC because 

we don’t have HLA-B 5701 yet.  And then we do start antiretrovirals in the 
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setting of acute hospitalization.  Actually there is data for that.  The ACTG 
5164 study now that’s pretty old at this point.  It really shows the benefit 

of starting acute antiretroviral therapy in the setting of acute OIs except 
for very few conditions, cryptococcal meningitis, TB meningitis, there is a 

benefit in that trial for starting ART and actually getting the immune 
system up as you are fighting an OI.  So there is true evidence for that. 
 

So another question for the panelists is please comment on ARVs for elite 
controllers with high CD4 cell counts and Babafemi, I don’t know what 

your practice is for that. 
 
Dr. Babafemi Taiwo 

This was an area of intense controversy because elite controllers tend to 
have high levels of – even though they didn’t have viremia, they had high 

levels of immune activation.  So the question always was, does this 
translate into worse clinical outcomes?  An ACTG study actually looked at 
that and was done by Paul Sax and colleagues from the ACTG. 

 
And I think the regimen that was used then was actually – the regimen 

doesn’t matter but they actually showed some benefit essentially in terms 
of the effect on markers of immune activation, etcetera.  Of course you 

really can’t use – patients are elite controllers so you can’t – there is no 
viral load to monitor and I think nowadays that we have a lot of safe 
easy-to-use options, I will discuss with the patient.  But if I was an elite 

controller, I would find myself an easy-to-take regimen and I would use it. 
 

Dr. Eric Daar 
The one caveat with the ACTG study because it is the first study that 
attempted to look at this and its primary endpoint was effect on 

inflammatory markers.  It actually enrolled controllers that they defined 
as people with viral loads of less than 500.  Only about one-third of the 

patients were true elite controllers with undetectable viral loads.  And 
across the population of people with less than 500, there was a reduction 
in certain markers of immune activation.  They didn’t present the data in 

13 people or so that were truly elite controllers.  So we’re still waiting to 
see that data.  It will obviously be underpowered but these are all 

surrogates anyway.  So I think it will provide some additional information.  
But therapy is so well tolerated that you really have to have a good 
reason not to treat somebody with HIV I think. 

 

END 


