SMIAGZHIUMIPXZOBBGROATDIAEIOYIASALLIAIPO0AEIEAHIOIN/AO AUMY TXOM

ADYOINXYOHISABZIY IO+ NIOITWNOIZTARM HABSHAIQYE AQ 8uljuOSpre/Wwod’ M| sfeulnol//:dny wouiy papeojumoq

€202/20/80 uo

Research Letters

AIDS 2023, 37:1481-1489

No association between use of tenofovir disoproxil
fumarate, etravirine, or integrase-strand transfer
inhibitors and acquisition or severe outcomes of
SARS-CoV-2 infection in people with HIV in

the Netherlands

Myrthe L. Verburgha’b’c’d, Marc van der Valk*"e,
Bart J.A. Rijnders', Peter Reiss™" %8

and Ferdinand W.N.M. Wit*"©

See related paper on page 1473

In two Dutch observational cohorts of people with
HIV, the use of TDE ETR, or INSTIs was not
independently associated with either the risk
of incident SARS-CoV-2 infection or severe
COVID-19 outcomes, as was suggested by previous
observational and molecular docking studies. Our
findings do not support a strategy of modifying
antiretroviral therapy to include these agents to
protect against SARS-CoV-2 infection and severe
COVID-19 outcomes.

Since the start of the COVID-19 pandemic, several studies
have tried to determine factors associated with acquisition
of and clinical outcome of SARS-CoV-2 infection in
people with HIV (PWH). Recent observational studies
have suggested a protective eftect of tenofovir disoproxil
fumarate (TDF) against acquisition of SARS-CoV-2 [1,2]
and severe COVID-19 outcomes [1,3,4], whereas other
studies found no benefit of TDF or tenofovir alafenamide
(TAF) in PWH [5,6] or adults without HIV [7,8].

Etravirine (ETR) and the integrase-strand transfer
inhibitors (INSTIs) — specifically raltegravir (RAL) and
dolutegravir (DTG) — were proposed as potential
inhibitors of two major SARS-CoV-2 proteins in a
molecular docking [9] and molecular dynamics simulation
study [10]. One recent study showed that in-vitro docking
by SARS-CoV-2 to the ACE2 receptor is inhibited by
DTG and ETR [11]. Thus far, no studies in PWH have
reported epidemiological evidence for a protective effect
of the use of INSTIs or ETR against acquiring SARS-
CoV-2 infection and severe COVID-19 outcomes.

We investigated the association between the above-
mentioned antiretrovirals and incident SARS-CoV-2
infection and COVID-19-associated hospitalization and/
or death in two Dutch observational cohorts of PWH.

First, we used data from the COVID-19 substudy of the
AGELIV cohort collected from September 2020 until

April 2021 [12]. PWH and participants without HIV
were assessed every 6 months for incident SARS-CoV-2
infection. Incident SARS-CoV-2 infection was defined
as positive combined IgA/IgM/IgG SARS-CoV-2
nucleocapsid (N) antibody assay or a self-reported
positive PCR  test in participants without detectable
N-antibodies. We previously reported that younger age
and sub-Saharan African origin, but not HIV-status, were
independently associated with higher risk of incident
SARS-CoV-2 infection. However, we did not investigate
the association with specific antiretrovirals in PWH.

Second, we used data from the Dutch national observa-
tional HIV cohort (ATHENA), containing data of more
than 95% of PWH in care in one of the 24 HIV-treatment
centers in the Netherlands [13]. Within this cohort, we
recently reported that the risk of severe COVID-19
outcomes was increased in individuals with uncontrolled
HIV replication, low CD4" cell count and prior AIDS,
independently of general risk factors such as age,
comorbidity burden, and non-Western origin (EW.IN.
M. Wit, P. Reiss, B. Rijnders, M. van der Valk, in
preparation), but potential associations with specific
antiretrovirals were not extensively analyzed.

Extending our earlier analyses, we now assessed whether
use of TDE ETR, and INSTIs were associated with the
risk of incident SARS-CoV-2 infection in the AGE,IV
COVID-19 substudy and the risk of COVID-19-
associated hospitalization and/or death in the ATHENA
cohort. Associations between the aforementioned anti-
retrovirals and outcomes were assessed using multivariable
logistic regression, both unadjusted and adjusted for age,
sex at birth, ethnic origin, total comorbidity count
(cardiovascular disease; non-AIDS-defining cancer;
chronic kidney disease; diabetes mellitus; hypertension;
and/or obesity (BMI >30kg/m?), prior AIDS, current
CD4"  cell count (categorized <200, 200-499,
>500 cells/l), and current HIV-1 viral load (categorized
<200 or >200 copies/ml).

In the current analysis, 239 PWH using antiretroviral
therapy (ART) from the AGELIV COVID-19 substudy
were included. Median age was 62.0 years [interquartile
range (IQR) 57.7-67.2], 92.1% were men, and
participants were living with HIV for a median of
21.6 years (IQR 15.2—27.2). All participants, except one
(99.6%), were virally suppressed (<200 copies/ml) with a
current CD47 cell count of 670 cells/pl (IQR 530—834).
By April 2021, 29 of 239 PWH had an incident SARS-
CoV-2 infection. Those with an incident infection were
significantly younger and more often of sub-Saharan
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African origin compared with those without incident
SARS-CoV-2 infection (data not shown). ART regimen
did not differ significantly between both groups.

For the ATHENA cohort, 2189 PWH using ART while
being diagnosed with COVID-19 were included. Median
age was 50.1 years (IQR 40.5-57.7), 80.3% were men,
and participants were living with HIV for a median of
12.5years IQR 7.2—18.3). About 98.3% had an HIV-1
viral load less than 200 copies/ml and current CD4™" cell
count of 710cells/pl (IQR 530-900). One hundred
fifty-eight participants had severe COVID-19: hospitali-
zation (n=149) and/or death (n=29; 9/29 deaths
occurred in individuals who were not hospitalized).
Compared with those with mild COVID-19, participants
with severe COVID-19 were significantly older, more
often of non-white origin, had more comorbidities,
and were living with HIV for more years. Moreover,
those with severe COVID-19 had lower median nadir
CD4" cell count [153 (IQR 60-262) vs. 260 (130—390)
cells/pl, P< 0.001] and lower median current CD4 " cell
count [593 (IQR 403-830) vs. 720 (IQR 540-910)
cells/pl, P<0.001]. Those with severe COVID-19
outcomes were more often on a protease inhibitor-
containing ART-regimen (22.2 vs. 12.9%), but otherwise
ART-regimen did not differ significantly between the
groups.

Use of TDE ETR, or INSTIs was not significantly
associated with risk of incident SARS-CoV-2 infection,
or severe COVID-19 (Table 1) in both unadjusted and
adjusted analyses. Moreover, no associations between use
of other antiretrovirals and incident SARS-CoV-2
infection or severe COVID-19 were observed.

Our analyses in two cohorts of PWH support previous
findings that TDF does not protect against SARS-CoV-2
infection or severe COVID-19 outcomes [5,6]. Similar to
our analyses, these studies adjusted their outcome for
baseline participant characteristics, such as country of
origin, socioeconomic status, current CD4" cell count
and CD4/CDS8 ratio, years on ART, presence of diabetes,
chronic kidney disease, and metabolic disease [5].
Importantly, studies suggesting a protective eftect of
TDF in PWH did not adjust for these participant
characteristics [2—4]. It is likely that the presence of risk
factors such as higher age and comorbidities influence the
choice of ART regimen, which may confound the
association between ART use and COVID-19 outcomes,
thereby explaining the difference in study findings.

With regard to INSTIs, two clinical studies likewise
found no protective effect of INSTIs against acquisition
of SARS-CoV-2 infection in PWH [2,6].

In conclusion, in two Dutch observational cohorts of
PWH, the use of TDE ETR, or INSTIs was not
independently associated with a reduced risk of incident

SARS-CoV-2 infection or severe COVID-19 outcomes.
Our findings do not support a strategy of modifying

ART to include these antiretrovirals to protect against
SARS-CoV-2 infection and severe COVID-19.
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Back, B. Berkhout, M.T.E. Cornelissen, R. van Houdzt,
M. Jonges, S. Jurriaans, C.J. Schinkel, K.C. Wolthers, H.L.
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Beek, M. Vriesde, L.M. van Zonneveld. HIV data

collection: J. de Groot. HIV clinical virologists/chemists:
JJ-A. van Kampen, M.P.G Koopmans. Erasmus MC
Sophia Kinderziekenhuis, Rotterdam: HIV treating
physicians: PL.A. Fraaij, A.M.C. van Rossum, C.L.
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Vonderen*, L.M. Kampschreur. HIV nurse consultants:
M.C. van Broekhuizen, S, Faber. HIV clinical virologists/
chemists: A. Al Moujahid. Medisch Spectrum Twente,
Enschede: HIV treating physicians: G.J. Kootstra*, C.E.
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Sinnige. OLVG, Amsterdam: HIV treating physicians: K.
Brinkman*, G.E.L. van den Berk, K.D. Lettinga, M. de
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virologists/chemists: EE Stelma. HIV clinical pharma-
cology consultant: D. Burger. Rijnstate, Arnhem: HIV
treating physicians: E.H. Gisolf¥, M. Claassen, R.].
Hassing, HIV nurse consultants: G. ter Beest, PH.M. van
Bentum, M. Gelling, N. Langebeek. HIV clinical
virologists/chemists: C.M.A. Swanink, M. Klein Velder-
man. Spaarne Gasthuis, Haarlem: HIV treating physi-
cians: S.EL. van Lelyveld*, R. Soetekouw. HIV nurse
consultants: L.M.M. van der Prijt, J. van der Swaluw. HIV
clinical virologists/chemists: J.S. Kalpoe, A. Vahidnia,
A. Wagemakers. Medisch Centrum Jan van Goyen,
Amsterdam: HIV treating physicians: EN. Lauw, D.W.M.
Verhagen. HIV nurse consultants: M. van Wik.
Universitair Medisch Centrum Groningen, Groningen:
HIV treating physicians: W.EW. Bierman*, M. Bakker,
R.A. van Bentum, M.A. van den Boomgaard, J.
Kleinnjjenhuis, E. Kloeze, A. Middel, D.E Postma,
Y. Stienstra, M. Wouthuyzen-Bakker. HIV nurse
consultants: A. Boonstra, H. de Groot-de Jonge, M.M.
M. Maerman, PA. van der Meulen, D.A. de Weerd. HIV
clinical virologists/chemists: K.J. van Eije, M. Knoester,
C.C. van Leer-Buter, H.G.M. Niesters. Beatrix Kinder-
ziekenhuis (Universitair Medisch Centrum Groningen),
Groningen: HIV treating physicians: E.H. Scholvinck, A.
R. Verhage. HIV nurse consultants: H. de Groot-de
Jonge. HIV clinical virologists/chemists: M. Knoester,
C.C. van Leer-Buter, H.G.M. Niesters. Universitair
Medisch Centrum Utrecht, Utrecht: HIV treating
physicians: T.Mudrikova*, R.E. Barth, A.H.W. Bruns,
PM. Ellerbroek, M.PM. Hensgens, J.J. Oosterheert,
E.M. Schadd, A. Verbon, B.J. van Welzen. HIV nurse
consultants: K. Aarsman, B.M.G. Griffioen-van Santen,
I. de Kroon. HIV data collection: M. van Berkel, C.S.A.
M. van Rooijen. HIV clinical virologists/chemists: L.M.
Hofstra, R. Schuurman, A.M.]. Wensing. Wilhelmina
Kinderziekenhuis, UMC Utrecht, Utrecht: HIV
treating physicians: S.PM. Geelen, Y.G.T. Loeffen,
T.EW. Wolfs. HIV nurse consultants: N. Nauta. Curagao
Medical Center, Willemstad (Curagao): HIV treating
physicians: E.O.W. Rooijakkers, D. van de Wetering.
HIV nurse consultants: A. Alberto. Data collection:
I. der Meer.

Coordinating center: Board of directors: M. van der Valk,
S. Zaheri. HIV data analysis: A.C. Boyd, D.O. Bezemer,
A.L van Sighem, C. Smit, EW.M.N. Wit. Data HIV data
management and quality control: M.M.]. Hillebregt, T.]J.
Woudstra, T. Rutkens. HIV data monitoring: D.
Bergsma, N.M. Brétin, K.J. Lelivelt, L. van de Sande,
K.M. Visser

S.T. van der Vliet. HIV data collection: E Paling, L.G.M.
de Groot-Berndsen, M. van den Akker, R. Alexander,
Y. Bakker, A. El Berkaoui, M. Bezemer-Goedhart, E.A.
Djoechro, M. Groters, L.E. Koster, C.R.E. Lodewijk, R.
J. Loenen, E.G.A. Lucas, S. van Meerveld, L. Munjishvili,
B.M. Peeck, C.M J. Ree, R. Regtop, A.E van Rijk, Y.M.
C. Ruijs-Tiggelman, PP. Schnorr, M.J.C. Schoorl, EEM
Tuijn, D.P. Veenenberg, E.C.M Witte. Patient registra-
tion: Y.M.C. Ruijs-Tiggelman, D. Bergsma.
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A moving target: impacts of lowering viral load
suppression cutpoints on progress towards HIV
epidemic control goals
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Redefining viral load suppression (VLS) using
lower cutpoints could impact progress towards
the United Nations Programme on HIV/AIDS
95-95-95 targets. We assessed impacts of lowering
the VLS cutpoint on achieving the ‘third 95 in the
Rakai Community Cohort Study. Population VLS
would fall from 86% to 84% and 76%, respectively,
after lowering VLS cutpoints from <1000 to <200
and <50 copies/ml. The fraction of viremic persons
increased by 17% after lowering the VLS cutpoint
from <1000 to <200 copies/ml.

The Joint United Nations Programme on HIV/AIDS
(UNAIDS) 95-95-95 targets aim to achieve HIV elimi-
nation by 2030 and optimize health outcomes among
persons with HIV [1]. To reach the ‘third 95, 86% of
people living with HIV [95% of whom are receiving
antiretroviral therapy (ART)] must achieve viral load
suppression (VLS). The World Health Organization
(WHO) defines VLS as <1000 RNA copies/ml [2], a
threshold associated with reduced HIV transmission risk
[3,4]. This definition is also used by national surveys in
Africa, including the population-based HIV impact
assessments [5].

AVLS cutpoint of <1000 copies/ml, however, potentially
underestimates the proportion of individuals on ART
experiencing negative consequences of viremia. A study
in Lesotho estimated that 94% of treatment-experienced
persons with viral loads 80—999 copies/ml harbored drug-
resistant mutations [6]. Likewise, persistent low-level
viremia (50—999 copies/ml over >6months) has been
linked to residual inflammation and subsequent virologic
failure [7—9]. These findings, coupled with rising levels of
HIV-1 drug resistance across Africa, have prompted calls
to redefine VLS using lower cutpoints [10,11].

In addition to identifying persistent low-level viremia of
potential clinical significance, lowering VLS cutpoints
will also result in the detection and escalated management
of people experiencing clinically insignificant transient
viremia, or viral ‘blips’. Emerging evidence also suggests
viremic blips of low magnitude (<500 copies/ml)
unassociated with subsequent virologic failure are
common in persons with prolonged ART use [12].
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