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Figure 2: Cumulative incidence (and shaded 95% confidence
interval) of death in the first year after ART initiation

BACKGROUND

* Understanding the prevalence and consequences of A I b .t - .t t t'
opportunistic infections (Ols) at antiretroviral therapy OW u pe rSIS en prOpOr IOn
(ART) Initiation remains critical for informing HIV testing

and care strategies that reduce the likelihood of late (%5 (yo) Of PVVH are Sta rting ART

presentation for care
« We assessed trends in Ols at ART initiation and their 'th t - .t' - f t' -

association with 1-year survival in the North WI an OppOr unIS IC In eC IOn In

American AIDS Cohort Collaboration on Research

and Design (NA-ACCORD) from 2017 — 2021 the Un|ted States and Canada
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METHODS . . %'mthmn oi{ 6010 5986 5971 5953 5935

« Study population: adults (218 years) with detectable Te St-a n d -treat Strateg IeS fOCU SI n g g with Ol { 343 336 330 328 324
viral loads (>200 copies/mL) initiating ART from 1 Jan _ _ *5 028 28 o7 |
2017 to 31 Dec 2021 (study period) on those at highest risk for delayed [Tt

* Opportunistic infection (Ol) diagnoses were measured | {pp) i - i -
siX months prior to two weeks after ART Iinitiation . ngn . n % WithOl4{ 0 7 13 15 19

 Death was measured via clinical tracking and linkages to ART I n Itl atl O n m ay aSS U re O ptl m al . 0 0.25 T?:E 0.75 'i

death registries
 Covariates (measured at ART initiation) included sex,
race and ethnicity, HIV acquisition risk group, HIV viral

There was a 4.5-fold increase in the risk of death among

care and a reduction in mortality. Iose with ve, wihout an OI st ART st (1R~4.55 [95°%

Cl 3.09, 7.10]). The risk was nearly 2-fold after adjustment

load, CD4 count, and contributing cohort RESULTS Table 1: Crude and adjusted prevalence ratios (PR) and for age, sex, race and ethnicity, HIV acquisition risk group,
« Statistical Analyses . . 0 i i 0 initiati viral load, CD4 and cohort (aHR=1.85 [95% CI| 1.03, 3.34]).
. y - N=6,923 people with HIV starting ART 95% confidence intervals (95% CI) of Ol at ART initiation ( [ 1)
 Trends in the annual prevalence of Ol at ART initiation were Crude PR Adjusted PR
estimated and correlates identified using log binomial model to from 2017-2021 Characteristic (95% Cl) (95% Cl) CONCLUSIONS
estimate crude and adjusted prevalence ratios (PR) and 95% e 25% >50'year3'0|d, 15% female, Age group (years) * From 2017-2021, ~5% of people started ART with an OI,
confidence intervals 71% non-White or Hispanic, 41% men 18-30 Ref Ref reflecting delayed ART initiation
. ) A T : . . 31-40 2.02 (1.47, 2.77 2.17 (1.57, 3.00 . . . .
1-year cumulative incidence of death by Ol status was estimatea who have sex with men, 27% with CD4 1150 > 00 :2 11 2 99; 3 05 :2 10 4 26; + There is substantial mortality among those with (vs.
using Kaplan-Meier curves and a log-rank test 3 0/ i ] ' T ' Ty : EPTT
| | <200 cells/mm?, 91% initiated ART 51-60 2.03 (1.43, 2.89) 2.20 (1.52, 3.19) without) an Ol at ART initiation
« Cox proportional hazards models were used to estimate the crude o o 61.70 2.75 (1 84’ 4.12) 3.24 (2 11’ 4.98) o _
(HR) and adjusted (aHR) hazard ratios and 95% confidence with integrase inhibitors - 3-95 (2-33, 6-71) 4-86 (2-78, 5-81) » Targeting individuals at risk for delayed ART may reduce
intervals for death n=374 (5.4%) initiated ART with an Ol Se‘x ' Rt ' R Ols and subsequent mortality
from 2017-2021 Male Ref Ref * Primary limitation: A high sensitivity and low specificity of
Figure 1: Annual trends in the prevalence of opportunistic  Pneumocystis pneumonia was most Female 1.14 (0.87, 1.47) 0.91 (0.67, 1.24) Ol measurement using diagnoses codes (vs. validation)
infections at ART initiation, 2017-2021 common (44%) followed by: Race and ethmc'tvh : : ACKNOWLEDGEMENTS
0 e Non-Hispanic White Re Re
QA’ o e content is sole e responsibility of the authors and does not necessarily represent the official views of the National Institutes of Health or the Centers
89 O esophageal CandldlaSIS (23 A)) Non-Hispanic Black 088 (070 111) 097 (076 125) fTor; Dise;setContrIoIh;Lhd Pre\?entio:.ltghi;workvxt/zs suppdo(rjted by rilational InslztutzsofHL:]lth gf:iantL U01A|(Iat291[\ela,tF31AI|I124t1;9t4, F:;I:)A(I)tgﬁstg, e
E c 0 . o ) . 0 . . ¢ ¢ G12MD007583, KO1AI093197, KO1AI131895, K23EY013707, K24Al065298, K24A1118591, K24DA000432, KL2TR000421, NO1CP01004, NO2CP055504,
« g 29 6.5% O pUImonary tu berCU|OS|S (6 A)) Hlspanlc 1.18 (088’ 160) 1.27 (093’ 173) NO2CP91027, P30AI027757, P30AI027763, P30AI027767, P30AI036219, P30AI050409, P30AI050410, P30AI094189, P30AI110527, P30MHB22486,
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ez = agq 5% 5.1% o cryptococcal meningitis (5%) Non-Hispanic Other 0,99 (0.66,1.43)  108(0.73,1.59) o opmers oo s o sty o oy v
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	A low but persistent proportion (≈5%) of PWH are starting ART with an opportunistic infection in the United States and Canada. Test-and-treat strategies focusing on those at highest risk for delayed ART initiation may assure optimal care and a reduction in mortality.�

