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Background. The QD STR D/C/F/TAF 800/150/200/10  mg was noninferior to 
bPI + F/TDF at 48 weeks in EMERALD. Efficacy and safety of D/C/F/TAF through 
week 96 are presented.

Methods. EMERALD (NCT02269917) is a randomized, active-controlled, 
open-label, international, multicenter noninferiority trial. Virologically suppressed 
(VL<50 c/mL for ≥2 months) ART experienced (previous non-DRV VF allowed) HIV-
1-infected adults were randomized (2:1) to switch to D/C/F/TAF or continue bPI + F/
TDF over 48 weeks. Patients could then continue on D/C/F/TAF or switch from bPI 
+ F/TDF to D/C/F/TAF at week 52 (Late switch, 44 weeks D/C/F/TAF exposure) in a 
single-arm extension phase until week 96. The percentage of patients with virologic 
rebound (confirmed VL ≥50 c/mL) cumulative through week 48 and week 96 were 
primary and secondary endpoints, respectively.

Results. Of 1141 randomized and treated patients (58% had received ≥5 pre-
vious ARVs including screening ARVs; 15% had previous non-DRV VF), 1,080 
continued in the extension phase (N = 728 D/C/F/TAF; N = 352 late switch). Few 
patients had virologic rebound cumulative through week 96 in the D/C/F/TAF 
arm (3.1%, 24/763). Virologic rebound occurred in 2.3% (8/352) in the late switch 
arm over 44 weeks D/C/F/TAF treatment. Many rebounders (14/24 and 2/8) 
resuppressed by week 96. At week 96 a high percentage of patients in the D/C/F/
TAF arm (90.7%, 692/763) were suppressed (VL<50 c/mL). In the late switch arm, 
93.8% (330/352) maintained virologic suppression after 44 weeks of treatment. No 
DRV, primary PI, TFV, or FTC RAMs were seen post baseline. Few serious AEs 
and AE related discontinuations occurred in either arm (Table 1). Improvements 
in renal and bone parameters were maintained in the D/C/F/TAF arm and seen 
in the late switch arm (week 52–96), with a small change in TC/HDL-C ratio 
(Table 1).

Conclusion. Switching to D/C/F/TAF maintained high virologic suppression 
rates (>90%) at week 96 with no resistance development, and was well tolerated over 
96 weeks with bone, renal, and lipid safety consistent with known TAF and cobicistat 
profiles. Efficacy and safety results in the late switch arm were consistent with week 
48 results in the D/C/F/TAF arm. D/C/F/TAF combines the efficacy and high genetic 
barrier to resistance of DRV with the safety benefits of TAF, even in patients with a 
history of non-DRV VF.

Disclosures. J.  Eron Jr., Gilead: Consultant and Grant Investigator, Consulting 
fee and Research grant. Janssen: Consultant, Consulting fee and Research grant. C. 
Orkin, AbbVie, Abbott, Boehringer Ingelheim, BMS, Gilead, GSK, Janssen, ViiV: 
Grant Investigator and Research Contractor, Research grant and Research support. 
D. Cunningham, Janssen: Investigator, Research grant. Gilead: Investigator, Research 
grant. F. Pulido, Janssen: Consultant, Investigator and Scientific Advisor, Consulting 
fee, Research support and Speaker honorarium. F. Post, Gilead: Consultant and Grant 
Investigator, Consulting fee and Grant recipient. Viiv: Grant Investigator, Grant recip-
ient. Janssen: Consultant, Consulting fee. MSD: Consultant, Consulting fee. S. De Wit, 
Janssen: Investigator, Research grant. E. Lathouwers, Janssen: Employee and Shareholder, 
Salary. V. Hufkens, Janssen: Employee and Shareholder, Salary. R. Petrovic, Janssen 
R&D: Independent Contractor, Consulting fee. E. Van Landuyt, Janssen: Employee and 
Shareholder, Salary.

1769. Viral Suppression Among Participants of the Patient-Centered HIV Care 
Model Project—A Collaboration Between Community-Based Pharmacists and 
HIV Clinical Providers
Kathy Byrd, MD, MPH1; John Hou, PhD2; Patrick Clay, Pharm.D, AAHIVP, CPI, 
CCTI, FCCP3; Tim Bush, MS1; Ambrose Delpino, PharmD2; Michael Shankle, MPH4;  
Nasima Camp, MPH5; Heather Kirkham, PhD, MPH2; Ronald Hazen, MPH2 and 
Paul Weidle, PharmD MPH1, 1Division of HIV/AIDS Prevention, Centers for 
Disease Control and Prevention, Atlanta, Georgia, 2Walgreens Co., Deerfield, Illinois, 
3Pharmacotherapy, University of North Texas System College of Pharmacy, Fort 
Worth, Texas, 4HealthHIV, Washington, DC and 5ICF, Atlanta, Georgia

Session: 214. Optimizing HIV Treatment
Saturday, October 6, 2018: 10:30 AM

Background. The patient-centered HIV care model was developed to integrate 
community pharmacists with HIV clinical providers to deliver patient-centered 
HIV care. The project required 10 clinics to share, with their partnered communi-
ty-based pharmacists, patients’ medical histories, laboratory results, and medications. 
Pharmacists reviewed the clinic data and worked directly with participants and/or 
their partnered clinics to make recommendations and discuss potential intervention 
strategies for identified therapy-related problems.

Methods. We calculated the proportion of persons virally suppressed (<200 cop-
ies/mL at the last test in each of two 12-month measurement periods), pre- and post-
model implementation. Included in the analysis were persons with ≥1 HIV viral load in 
each measurement period. McNemar’s test was used to compare the proportion virally 
suppressed, pre- and postimplementation. Multivariable logistic regression was used to 
determine factors associated with viral suppression, postimplementation. Participant 
demographics and the proportion of days covered (PDC; a measure used to calculate 
adherence to medication therapy) were used as explanatory variables in the model. The 
PDC was modified to account for the time to the last viral load in the measurement 
period, and was stratified into 4 categories: ≥90%, <90–80%, <80–50%, and <50%.

Results. With 765 persons enrolled, the plurality of those included in the analysis 
(n = 648) were non-Hispanic black (n = 286), male (n = 470), and had a median age of 
49 years (IQR=38–56). Viral suppression improved 16.3% from 73.9% to 85.9%, pre- to 
postimplementation (P < 0.001). Persons who had higher modified PDC (OR 1.9 per cat-
egory level; 95% CI 1.4–2.6), were currently employed (OR 4.1; 1.6–12.8), or age >50 years 
(OR 4.7; 2.1–11.8), had greater odds of being suppressed. Non-Hispanic black persons 
were less likely to be suppressed (OR 0.2; 0.1–0.6); however, viral suppression among this 
group improved from 62.5% to 77.6%, pre- to postimplementation (P < 0.001).

Conclusion. Collaborations between community pharmacists and HIV clinic 
providers that seek to identify and address HIV therapy-related problems can lead to 
improved viral suppression among persons living with HIV.
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