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Abstract
Background: The circumstances of prescription of tropism tests clinically relevant in treatment-experienced
patients are unclear.
Methods: We performed a monocentric retrospective analysis of all tropism tests performed between 2006 and
2015 in HIV-infected patients on antiretroviral therapy (ART) without MVC. The motivation of tropism determination
was collected. Factors associated with MVC prescription were determined using logistic regression analysis.
Results: Five hundred sixty-three tests were performed in experienced patients not receiving MVC. Reasons for
tropism performance were: virological failure (44%), side effects or drug-interactions (37%), simplification or sparing
strategies (11%), immunological failure (5%), and improvement of neurological diffusion (3%). MVC was prescribed
in 110 cases (20%), though 366 tests (65%) revealed a tropism CCR5. MVC was more often prescribed before 2011
(OR 3.65, 95% CI 2.17–6.13) and in patients with multiple previous ART regimens (less than 4 ART regimens
compare to more than 10 ART regimens (OR 0.34, 95% CI 0.15–0.74)).
Conclusions: In experienced patients not receiving MVC, tropism test prescription should be restricted to patients
with virological failure and limited therapeutic options such as patients already treated with a wide range of ART
regimens.
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Background
To enter the host cell, the Human Immunodeficiency
Virus type 1 (HIV-1) binds to the cellular receptor CD4
and one of the cellular co receptors CCR5 or CXCR4.
Maraviroc (MVC) is a first-in-class selective CCR5 antagonist. It is also the first host-targeted antiretroviral drug.
Next to its efficacy in suppressing plasma HIV-RNA, it
has been hypothesized that it could have immunomodulatory effects [1]. Furthermore, several reports suggest that
MVC might have beneficial effects on the inflammatory
component of HIV and John Cunningham (JC) virus-associated central nervous system disease [2]. MVC has been
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registered for the treatment of antiretroviral therapy
(ART)-naive (USA only) and ART-experienced HIV-1 infected patients [3]. Prior to its prescription, HIV-1 tropism
should be determined, as the drug is ineffective against
CXCR4-tropic HIV. European AIDS Clinical Society
(EACS) guidelines and french experts recommend that
tropism testing should be performed if considering MVC
prescription [4–6]. Since its first use in salvage therapy,
MVC has been evaluated in various clinical situations
such as switch or nucleoside reverse transcriptase inhibitors (NRTI)-sparing strategies [7–9]. The potential extension of the indications of MVC could generate an increase
in prescriptions of tropism determinations. To define the
circumstances of prescriptions for which tropism testing is clinically relevant, we reviewed the indications
and clinical impact of tropism tests performed in
ART-experienced patients followed in our center.
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Methods
Patients and hospital setting

We performed a retrospective analysis of all phenotypic
and genotypic tropism tests performed in our centre
between March 2006 and July 2015. Tropism has been
determined by Trofile assay, or genotypic sequencing in
HIV-RNA or in proviral HIV-1 DNA in PBMCs. Tropisms prescribed within the framework of a clinical trial,
in treatment-naive patients and in patients already receiving MVC were excluded. Only tropisms performed
in treatment-experienced HIV infected patients not receiving MVC were included. All patients have signed an
agreement allowing the record of their data in a database
(NADIS) approved by a French data protection authority
(Commission nationale de l’informatique et des libertés
(CNIL) 770,134) [10]. As a retrospective survey and in
accordance with the European General Data Protection
Regulation (no 2016/679), this study has been locally
registered in Dron Hospital. Furthermore, local ethical
committee has approved this research (comité d’éthique
du Centre Hospitalier Gustave Dron).
Data collection

Demographic data and characteristics of patients were
collected. Following data on HIV infection at the time of
MVC tropism performance were recorded: CD4 cell count
and plasma HIV viral load, HIV disease staging according
to CDC Classification System for HIV-Infected Adults
and history of antiretroviral therapy (number of successive
antiretroviral regimens and their duration, resistance and
ART at the time of tropism performance). The justification
of tropism performance was specified by means of a questionnaire sent to the infectious disease physician in charge
of each patient. Motivation of tropism determination was
specified: virological failure, side effects or druginteractions, simplification or sparing strategies, improvement of neurological diffusion or immunological failure.
Tropism determination for improvement of neurological
diffusion and immunological failure were considered as
prescription for specific MVC properties.
Statistical analysis

First, a descriptive analysis of the overall population at
the time of tropism performance was conducted. Patients with CCR5 tropism receiving MVC and those not
receiving MVC were described and compared. Continuous variables were expressed as mean and standard deviation. They were compared using the Mann-Whitney
test. Categorical variables were expressed as number and
percentage. They were compared using the Fisher’s exact
test. Differences between groups were considered to be
significant for variables yielding a p value < 0.05.
Second, to determine the independent effect of the
variables on the prescription of MVC, we performed a
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logistic regression analysis using the purposeful selection
of covariates. All covariates with p < 0.2 in the unadjusted model were entered into the multivariate
model.
Last, we made the assumption that reason associated
with prescription of MVC might change over time.
Thus, we performed a subgroup analysis dividing the
tropisms in two groups defined by their date of performance, from 2006 to 2010 and from 2011 to 2015.
All statistical analyses were performed using Stata software version 7.0.

Results
Study population

From 2006 to 2015, a total of 1038 tropism tests were
performed (Fig. 1). Four hundred seventy-five tropisms
were excluded: 49 tropisms prescribed within the framework of a clinical trial, 384 prescribed as part of the
initial evaluation in ART naive patients and 42 to control tropism in patients treated with MVC containing
regimen. Five hundred sixty-three tests prescribed in
experienced patients not receiving MVC were included
in the study.
At the time of tropism performance, the mean CD4
count was 503/mm3; the CDC stage was A in 271 cases
(48%), B in 147 cases (26%) and C in 145 cases (26%);
the viral load was not undetectable in 305 cases (54%).
The mean time between ART initiation and tropism was
10 years, with a mean of 6 previous ART regimens; the
virus was resistant to a mean of 1 ART family. Reasons
for tropism performance were: virological failure in 247
cases (44%), side effects or drug-interactions with the actual regimen in 209 cases (37%), simplification or sparing strategies in 59 cases (11%), immunological failure in
29 cases (5%), and improvement of neurological diffusion in 19 cases (3%) (Fig. 2). Tropism was CCR5 in 366
cases (65%).
Population with CCR5 tropism

Characteristics at the time of test performance of the 366
patients with CCR5 tropism are described in Table 1.
Tests were prescribed before 2011 and after 2011 in 164
(45%) and 202 (55%) cases respectively. ART regimen was
2 NRTI and 1 PI in 127 cases (35%), 2 NRTI and 1 NNRTI
in 66 cases (18%), 2 NRTI and 1 integrase inhibitor in 22
cases (6%), PI monotherapy in 19 cases (5%), other regimens in 88 cases (24%) and no ART in 44 cases (12%).
Reasons for tropism performance were: virological failure
in 170 cases (46%), side effects or drug-interactions with
the actual regimen in 128 cases (35%), simplification or
sparing strategies in 41 cases (11%), immunological failure
in 13 cases (4%), and improvement of neurological diffusion in 14 cases (4%). Tropism was prescribed for a specific MVC property in 27 cases (7%). MVC was finally
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Fig. 1 Flow diagram of tropisms included in the study

prescribed in 110 cases (30%). The mean time between
tropism and MVC introduction was 89 days. Six months
after MVC introduction, the viral load was undetectable
for 68% of patients and there was an increase of more
than 10% of the CD4 count in 49% of patients. Concerning the 256 individuals that finally not received MVC despite a CCR5 tropism, 39% stayed under the treatment
association that preceded tropism testing, 22% changed
for a regimen including an integrase inhibitor and 39%
changed for other associations including a protease inhibitor as third agent.

Factors associated with prescription of MVC

In univariate analysis, MVC prescription was significantly associated with period of prescription (p < 0.01),
age at the time of test (p = 0.05), CDC stage (p = 0.03),
time from ART initiation (p = 0.03), number of previous
ART regimens (p < 0.01), and reason for tropism performance (p < 0.01) (see Table 1).
In multivariate analysis, MVC was more often prescribed after a tropism test performed before 2011 (OR
3.65, 95% CI 2.17–6.13) and in patients with multiple
previous ART regimens (less than 4 ART regimens (OR

Fig. 2 Tropism tests, CCR5 tropisms and MVC prescriptions depending on reasons for tropism performance
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Table 1 Characteristics of experienced patients not receiving MVC at the time of tropism test performance
Total (n = 366)

MVC prescription (n = 110)

No MVC prescription (n = 256)

p

Test performance before 2011

164 (44.8)

75 (68.2)

89 (34.8)

< 0.01

Age (years)

47 (10.9)

49 (10)

47 (11.3)

0.05

Male sex

263 (71.9)

80 (72.7)

183 (71.5)

Risk group

0.81
0.13

Heterosexual

175 (47.8)

50 (45.5)

125 (48.8)

Homosexual

145 (39.6)

50 (45.5)

95 (37.1)

Other

46 (12.6)

10 (9.1)

36 (14.1)

CDC stage

0.03

A

185 (50.6)

46 (41.8)

139 (54.3)

B

84 (22.9)

34 (30.9)

50 (19.5)

C

97 (26.5)

30 (27.3)

67 (26.2)

CD4 count (/mm3)

515.9 (286.5)

539.7 (262.5)

505.8 (295.9)

Undetectable viral load

155 (42.3)

52 (33.5)

103 (66.5)

0.21

Time between ART initiation and tropism (years)

9.9 (6.1)

10.9 (6)

9.4 (6.1)

0.03

Time between last ART change and tropism (years)

2.2 (2.2)

2.4 (2)

2.1 (2.3)

Number of previous ART regimens

6 (5.3)

7.9 (7.1)

5.2 (4)

Number of ART families with resistance

1.1 (1)

1.2 (1.1)

1.1 (0.9)

Reason for tropism performance

0.27

0.09
< 0.01
0.23
< 0.01

Virological failure

170 (46.4)

38 (34.5)

132 (51.6)

Side effect or interaction

128 (35)

50 (45.5)

78 (30.5)

Neurological diffusion

14 (3.8)

7 (6.4)

7 (2.7)

Sparing strategy or simplification

41 (11.2)

10 (9.1)

31 (12.1)

Immunological failure

13 (3.6)

5 (4.6)

8 (3.1)

Mean (standard deviation) and number (%)
MVC Maraviroc, ART Anti Retroviral Therapy

0.34, 95% CI 0.15–0.74), 4 to 5 ART regimens (OR 0.32,
95% CI 0.14–0.74), 6 to 10 ART regimens (OR 0.46, 95%
CI 0.22–0.97) compare to more than 10 ART regimens).
Tropism prescription for virological failure was not associated with MVC prescription (OR 1.10, 95% CI 0.62–
1.98) (see Table 2).
Subgroup analysis depending on the period of tropism
test performance

Reasons for tropism prescription and proportions of
MVC introduction before and after 2011 are reported in
Fig. 3. For tropism tests performed during the first
period, multivariate analysis revealed that MVC was
more often prescribed in patients with multiple previous
ART regimens (less than 4 ART regimens (OR 0.24, 95%
CI 0.06–0.94), 4 to 5 ART regimens (OR 0.25, 95% CI
0.08–0.84), 6 to 10 ART regimens (OR 0.35, 95% CI
0.13–0.95) compare to more than 10 ART regimens).
There was no association with the reason for tropism
prescription. For tropism tests performed during the
second period, multivariate analysis showed no factor
significantly associated with MVC prescription.

Nevertheless, MVC prescriptions tended to be more frequent after a test performed for specific MVC properties (test prescribed for non-specific MVC properties
compare to specific MVC properties: OR 0.23, 95%
CI 0.05–1.15, p = 0.07), without reaching significance.

Discussion
This study was an opportunity to analyze reason of tropism prescription and its effect on treatment strategies in
ART-experienced patients. The major outcome of this
work is that only 20% of all tropism prescriptions lead to
MVC initiation. This work also suggests that reason to
finally prescribe MVC might change over time.
In our cohort, a CCR5 tropism was found in 65% of
cases, which is consistent with the literature [11, 12].
Among these tests, MVC was prescribed in only one
third of cases. In a retrospective cohort study conducted
in New-York City, McCarthy et al. reported that 10% of
tests showing CCR5 tropism were followed by MVC
prescription [13]. Comparable results were obtained by
Wyatt et al. after reviewing all tropism tests performed
in their referral centre in London, with 18% of patients
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Table 2 Factors associated with MVC prescription after a tropism test
Factors associated with MVC prescription
Univariate

Multivariate

OR (CI 95%)

p

Before 2011

4.16 (2.51–6.89)

< 0.01

After 2011

1

OR (CI 95%)

p

3.65 (2.17–6.13)

< 0.01

Period of test:

1

Age (years):

0.26

< 35

0.60 (0.25–1.45)

35–43

0.68 (0.35–1.32)

44–51

1.1 (0.63–1.93)

> 51

1

Time between ART initiation and tropism (years):

0.03

<5

0.50 (0.27–0.92)

5–10

0.88 (0.49–1.58)

> 10

1

Number of previous ART regimens:

< 0.01

<4

0.24 (0.11–0.51)

0.34 (0.15–0.74)

< 0.01

4–5

0.25 (0.11–0.55)

0.32 (0.14–0.74)

< 0.01

6–10

0.39 (0.19–0.79)

0.46 (0.22–0.97)

0.04

> 10

1

1

CD4 count (/mm3):

0.02

≤200

0.34 (0.13–0.85)

201–500

0.86 (0.52–1.42)

> 500

1

Reason for tropism performance:
Virological failure

1.95 (1.20–3.16)

Other

1

< 0.01

1.10 (0.62–1.98)

0.73

1

MVC Maraviroc, ART Anti Retroviral Therapy

eligible for MVC receiving it following tropism determination [14]. Our results confirm this low proportion
of MCV prescription following CCR5 tropism and a
need for a more focused prescriptions of tropism test in
experienced patients.
This work also describes reason for CCR5 tropism
prescription. MVC has been shown to be of interest in
various clinical situations in experienced patients. It has
been evaluated in patients with virological failure, and in
patients with poor tolerability of NRTI, NNRTI or PI in
sparing strategies [3, 7, 8, 15–18]. Studies have also reported a specific interest in patients with poor immune
restoration, with greater increase in CD4 T-cells [19,
20]. Some other studies have reported that MVC can be
effective in patients with neurological involvement [16].
Guidelines are not very restrictive. EACS guidelines suggests undertaking tropism testing if use of CCR5 antagonist is considered in patients who fail treatment, who
have toxicity of current treatment, or who suffer from
central nervous system pathology [4]. In our study

population, virological failure was the main reason of
tropism performance. The second reason was side effects or drug-interactions with the current regimen.
Only a few tests were prescribed for a specific MVC
property such as immunological failure or improvement
of neurological diffusion.
Characteristics of patients who finally benefit of MVC
prescription after a tropism test in real life setting are
not well known. This work is the first specifically designed to determine why MVC is finally prescribed. We
found that the number of previous ART regimens and
the period of tropism prescription were associated with
MVC prescription. MVC was more often prescribed in
experienced patients already treated with multiple ART
regimens. Indeed, for these patients, because of resistance and previous drug toxicities, MVC remains one of
the last therapeutic options available. Similarly, in his
retrospective study analyzing the use of tropism test in
clinical practice, McCarthy suggests that tropism tests
should only be performed in case of virological failure
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Fig. 3 Tropism tests, CCR5 tropisms and MVC prescriptions depending on reasons for tropism performance before and after 2011

after a genotype revealing resistance mutations limiting
the therapeutic options [13]. However, in his cohort,
virological failure was often due to poor adherence to
treatment and CCR5 tropisms were not followed by
MVC prescription in these cases. Wyatt has also evaluated utility of tropism tests and confirmed that presence
of other ART resistance increased the likelihood of patients starting MVC after tropism test performance [14].
In our cohort, resistance alone was not associated to
MVC prescription, indicating that drug toxicities might
also play a role for the choice of MVC containing regimen in experienced patients already treated with numerous antiretroviral regimens.
The other factor significantly associated with MVC
prescription was the period of tropism test performance.

MVC was more often prescribed after a tropism test
performed before 2011. This can be explained by the attraction of a new drug during the first years after its release. It can also be due to the fact that MVC appeared
disappointing after a few years [1, 21]. Indeed, MVC and
raltegravir, the first integrase inhibitor, were released
simultaneously. Raltegravir, and more recently dolutegravir, have shown great efficacy in case of multi-drug
resistance [22, 23], and a good tolerance profile. Thus,
integrase inhibitors have rapidly been preferred. In our
cohort, subgroup analysis showed that before 2011 number of previous ART regimens was significantly associated with prescription of MVC, while after 2011 tropism
test determination for specific MVC properties tends to
be more often followed by MVC prescription. Our
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results reflect the change of clinical practice, with actual
prescription of MVC only in cases for which a specific
property of MVC is interesting. Likewise, Llibre et al.
conducted a multicentre retrospective study assessing
conditions of MVC prescription between 2012 and 2013.
MVC was used in salvage therapy only in half of the
cases [15]. Thus, prescription of tropism test should be
adapted to the evolution of MVC prescription habits.
Nowadays, tropism test prescription should be restricted to patients with not only virological failure but
also limited therapeutic options such as patients already
treated with a wide range of antiretroviral regimens.
Tropism test could also remain interesting in patients
for who a specific property of MVC is expected such as
neurological diffusion or immunomodulatory effect.
Our study has several limits associated to the retrospective data collection. Moreover, it is a monocentric
study with a limited number of prescribers. Our findings
might not be generalized as clinical practice may differ
across institutions and countries.

Conclusion
Tropism test is often performed in patients with virological failure but rarely leads to the prescription of
maraviroc. At a time when the available treatments are
numerous, only tropism prescription in patients with virological failure and limited therapeutic options seems to remain clinically relevant.
Abbreviations
ART: Antiretroviral therapy; CDC: Centre for Disease Control; EACS: European
AIDS Clinical Society; HIV: Human immunodeficiency virus; MVC: Maraviroc;
NNRTI: Non nucleoside reverse transcriptase inhibitor; NRTI: Nucleoside
reverse transcriptase inhibitor; PBMC: Peripheral blood mononuclear cell;
PI: Protease inhibitor; USA: United States of America
Acknowledgements
We would like to thank all the clinicians of the infectious disease department
in Tourcoing Hospital for their assistance with data collection.
Funding
This work was done without any specific funding.
Availability of data and materials
Data are available from the authors upon reasonable request (contact: Dr.
Olivier Robineau, orobineau@ch-tourcoing.fr).
Authors’ contributions
LD, OR and AM built the design of the study. LD, OR, LB, AM, FA, PC, MV
collected, analyzed and interpreted the data for publication. LD, OR, FA and
AM were responsible for drafting the manuscript. All authors were involved
in the interpretation of findings and revising the manuscript critically. They
all read and approved the final revision of the manuscript.
Ethics approval and consent to participate
All patients have signed an agreement allowing the record of their data in a
database (NADIS) approved by a French data protection authority
(Commission nationale de l’informatique et des libertés (CNIL) 770134) [10].
As a retrospective survey and in accordance with the European General Data
Protection Regulation (no 2016/679), this study has been locally registered in
Dron Hospital. Furthermore, local ethical committee has approved this
research (comité d’éthique du Centre Hospitalier Gustave Dron).

Page 7 of 8

Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Infectious Diseases Department, Tourcoing Hospital, Tourcoing, France.
2
Virology Department, Lille University Hospital, Lille, France.
Received: 14 July 2018 Accepted: 29 April 2019

References
1. van Lelyveld SFL, Drylewicz J, Krikke M, Veel EM, Otto SA, Richter C, et al.
Maraviroc intensification of cART in patients with suboptimal
immunological recovery: a 48-week, placebo-controlled randomized trial.
PLoS One. 2015;10:e0132430.
2. Martin-Blondel G, Brassat D, Bauer J, Lassmann H, Liblau RS. CCR5 blockade
for neuroinflammatory diseases--beyond control of HIV. Nat Rev Neurol.
2016;12:95–105.
3. Van Der Ryst E. Maraviroc - a CCR5 antagonist for the treatment of HIV-1
infection. Front Immunol. 2015;6:277.
4. Vandekerckhove LPR, Wensing AMJ, Kaiser R, Brun-Vézinet F, Clotet B, De
Luca A, et al. European guidelines on the clinical management of HIV-1
tropism testing. Lancet Infect Dis. 2011;11:394–407.
5. Haute Autorité de Santé. Tests phénotypiques et tests génotypiques de
détermination du tropisme du VIH-1 et traitement par antagoniste du
récepteur CCR5. 2009. http://www.has-sante.fr. Accessed 02 April 2018.
6. Prise en charge médicale des personnes vivant avec le VIH,
recommandations du groupe d'experts. https://www.cns.sante.fr. Accessed
02 2018.
7. Bonjoch A, Pou C, Pérez-Álvarez N, Bellido R, Casadellà M, Puig J, et al.
Switching the third drug of antiretroviral therapy to maraviroc in aviraemic
subjects: a pilot, prospective, randomized clinical trial. J Antimicrob
Chemother. 2013;68:1382–7.
8. Nozza S, Galli L, Antinori A, Chiappetta S, Mazzotta F, Zaccarelli M, et al.
Maraviroc 150 mg daily plus lopinavir/ritonavir, a nucleoside/nucleotide
reverse transcriptase inhibitor-sparing regimen for HIV-infected naive
patients: 48-week final results of VEMAN study. Clin Microbiol Infect Off Publ
Eur Soc Clin Microbiol Infect Dis. 2015;21:510.e1–9.
9. Bocket L, Peytavin G, Alidjinou EK, Ajana F, Choisy P, Lê M, et al. Factors
associated with virological response to a switch regimen containing
maraviroc for antiretroviral-experienced HIV-1-infected patients. J
Antimicrob Chemother. 2016;71:2651–3.
10. Pugliese P, Cuzin L, Enel P, Agher R, Alfandari S, Billaud E, et al. NADIS 2000,
development of an electronic medical record for patients infected by HIV,
HBV and HCV. Presse Médicale Paris Fr 1983. 2003;32:299–303.
11. Ferrer P, Tello M, Montecinos L, Tordecilla R, Rodríguez C, Beltrán C, et al.
Prevalence of R5 and X4 HIV variants in antiretroviral treatment experienced
patients with virologic failure. J Clin Virol Off Publ Pan Am Soc Clin Virol.
2014;60:290–4.
12. Svicher V, Alteri C, Montano M, D’Arrigo R, Andreoni M, Angarano G, et al.
Performance of genotypic tropism testing on proviral DNA in clinical
practice: results from the DIVA study group. New Microbiol. 2012;35:17–25.
13. McCarthy MW, Genzen JR, Wilkin TJ, Singh HK. Use of a commercial HIV coreceptor tropism assay in clinical practice. AIDS Patient Care STDs. 2015;29:53–4.
14. Wyatt H, Herman OM, Macartney M, Conibear T, Garcia-Diaz A, Booth C,
et al. The utility of genotypic tropism testing in clinical practice. Int J STD
AIDS. 2015;26:593–4.
15. Llibre JM, Rivero A, Rojas JF, Garcia Del Toro M, Herrero C, Arroyo D, et al.
Safety, efficacy and indications of prescription of maraviroc in clinical practice:
factors associated with clinical outcomes. Antivir Res. 2015;120:79–84.
16. Boesecke C, Pett SL. Clinical studies with chemokine receptor-5 (CCR5)inhibitors. Curr Opin HIV AIDS. 2012;7:456–62.
17. Poizot-Martin I. CCR5-antagonists: contribution of a new antiretroviral class
to the management of HIV infection. Med Mal Infect. 2010;40:245–55.

Deconinck et al. BMC Infectious Diseases

(2019) 19:467

18. Soriano V, Perno C-F, Kaiser R, Calvez V, Gatell JM, di Perri G, et al. When
and how to use maraviroc in HIV-infected patients. AIDS Lond Engl. 2009;23:
2377–85.
19. Wilkin TJ, Ribaudo HR, Tenorio AR, Gulick RM. The relationship of CCR5
antagonists to CD4+ T-cell gain: a meta-regression of recent clinical trials in
treatment-experienced HIV-infected patients. HIV Clin Trials. 2010;11:351–8.
20. Gulick RM, Lalezari J, Goodrich J, Clumeck N, DeJesus E, Horban A, et al.
Maraviroc for previously treated patients with R5 HIV-1 infection. N Engl J
Med. 2008;359:1429–41.
21. Pichenot M, Deuffic-Burban S, Cuzin L, Yazdanpanah Y. Efficacy of new
antiretroviral drugs in treatment-experienced HIV-infected patients: a
systematic review and meta-analysis of recent randomized controlled trials.
HIV Med. 2012;13:148–55.
22. Yazdanpanah Y, Fagard C, Descamps D, Taburet AM, Colin C, Roquebert B,
et al. High rate of virologic suppression with raltegravir plus etravirine and
darunavir/ritonavir among treatment-experienced patients infected with
multidrug-resistant HIV: results of the ANRS 139 TRIO trial. Clin Infect Dis Off
Publ Infect Dis Soc Am. 2009;49:1441–9.
23. Castagna A, Maggiolo F, Penco G, Wright D, Mills A, Grossberg R, et al.
Dolutegravir in antiretroviral-experienced patients with raltegravir- and/or
elvitegravir-resistant HIV-1: 24-week results of the phase III VIKING-3 study.
J Infect Dis. 2014;210:354–62.

Page 8 of 8

