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Background. The efficacy and safety of bictegravir/emtricitabine/tenofovir alafenamide (BIC/FTC/TAF) have been 
demonstrated in treatment-naive clinical trials. However, real-world evidence for this regimen in late-presenting patients with 
HIV-1 (PWH) is lacking. We investigated the virologic and safety outcomes of BIC/FTC/TAF in late-presenting PWH.

Methods. This retrospective cohort analysis consisted of late-presenting PWH who initiated an antiretroviral regimen of BIC/ 
FTC/TAF between June 2021 and June 2023. Treatment effectiveness, defined as HIV-1 RNA <50 copies/mL, was analyzed. 
Changes in immunologic, metabolic, liver, and renal parameters were evaluated. Late-presenting PWH were defined as 
surviving PWH with CD4 <200 cells/μL or surviving patients who met the criteria for AIDS-defining conditions with a CD4 
ranging from 200 to 499 cells/μL.

Results. A total of 130 participants were included in the study. At week 48, 93.8% (122/130) of the patients achieved HIV-1 RNA 
levels <50 copies/mL. CD4 increased by 150.0 cells/μL, and CD4/CD8 increased by 0.16 (P < .001). Sixteen (12.3%) participants 
experienced adverse events, and 6 (4.6%) experienced drug-related adverse events. None of the participants discontinued 
treatment due to either a lack of effectiveness or adverse events.

Conclusions. BIC/FTC/TAF demonstrated robust virologic suppression and tolerability in patients presenting late in the course 
of HIV infection.
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Current international guidelines recommend initiating antire
troviral therapy (ART) in patients with HIV-1 (PWH), regard
less of their CD4, as early ART initiation has been found to 
be associated with reduced morbidity and mortality [1, 2]. 
Particularly, early ART has been beneficial in reducing the 
incidence of serious AIDS-related events, serious non– 
AIDS-related events, and death from any cause. However, a 
substantial proportion of patients, up to 50% in high-income 
countries, are still diagnosed with HIV at low CD4 or at the 
time of occurrence of AIDS-defining illness [3], suggesting 
that efforts to ensure a timely diagnosis of HIV are still needed. 
Late-presenting PWH can encounter a delay in optimal timing 
of antiviral treatment, affecting treatment effectiveness and 

increasing the risk of opportunistic infections and, in turn, 
the risk of death [4, 5]. Late presentation without treatment 
is a common problem in the global HIV infection prevention 
and control strategy [6]. The late detection of PWH in China 
is one of the reasons that affect the prevention and control of 
HIV infection [7]. Although late presentation is common, 
this is an area where there is a paucity of data and providers 
are often left without guidance. Theoretically, starting treat
ment as soon as possible after diagnosis should be a priority 
in late presenters, except for those diagnosed with certain op
portunistic infections for which deferred ART is recommended 
to avoid immune reconstitution inflammatory syndrome [8]. 
Yet, studies on the efficacy of ART in patients with advanced 
disease are limited. Ideally, the optimal antiretroviral regimen 
for late presenters should have high efficacy and a high genetic 
barrier; thus, treatment may be started early before obtaining 
genotypic resistance test results, which is time-consuming in 
most clinical settings. Second-generation integrase inhibitors 
such as bictegravir exhibit these aforementioned characteris
tics, as well as high tolerability and a low potential for drug- 
drug interactions [9]; therefore, current guidelines recommend 
it as the preferred anchor drug in first-line regimens [1, 2]. 
Nevertheless, the performance of bictegravir/emtricitabine/ 
tenofovir alafenamide (BIC/FTC/TAF) as an initial ART for late 
presenters has not been sufficiently evaluated. Furthermore, in 
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initial phase 3 trials for new HIV drugs, patients with serious 
infections or AIDS-related diseases were excluded [10, 11]. 
Additionally, data from real-world observational studies analyz
ing this scenario are limited [12]. Therefore, it is of clinical value 
to provide more evidence in literature regarding the effectiveness 
and safety of BIC/FTC/TAF as an initial therapy for late present
ers. This study aimed to evaluate the effectiveness and durability 
of BIC/FTC/TAF regimens in ART-naive late-presenting PWH in 
clinical practice.

METHODS

Study Design and Participants

This single-center retrospective cohort study was conducted at 
the Guiyang Public Health Clinical Center, one of the largest 
southwest infectious disease hospitals in China, which is respon
sible for treating 20% of the patients with HIV in Guizhou prov
ince and 80% in Guiyang city. We analyzed patients who 
presented late with HIV and initiated an antiretroviral regimen 
of BIC/FTC/TAF between June 2021 and June 2023. Treatment 
effectiveness, defined as HIV-1 RNA <50 copies/mL, was 
analyzed. Changes in immunologic, metabolic, liver, and renal 
parameters were evaluated after 48 weeks of treatment. The 
inclusion criteria were as follows: age >18 years, positive for 
HIV-1 antibodies on immunoblotting, ART-naive status, ART 
regimen including BIC/FTC/TAF therapy, and CD4 <200 
and/or diagnosis of AIDS-defining illness. The exclusion criteria 
were pregnancy and loss to follow-up or death, as well as missing 
HIV viral load (VL), CD4 count, CD4/CD8 ratio, and blood bio
chemistry data at baseline or 48 ± 4 weeks.

The primary end point was the virologic suppression rate, as 
determined by the proportion of patients with <50 copies/mL 
of HIV-1 RNA after 48 weeks of BIC/FTC/TAF use. The sec
ondary end points were the proportion of patients with 
<200 copies/mL of HIV-1 RNA and changes in CD4, CD4/ 
CD8 ratio, safety (ie, adverse events [AEs]), and parameters 
(metabolic, liver, and renal) after 48 weeks of treatment.

Definitions

Late-presenting PWH were defined as surviving PWH with CD4 
<200 cells/μL or surviving patients who met the criteria for 
AIDS-defining conditions with CD4 ranging from 200 to 499  
cells/μL at the first visit. AIDS-defining conditions were as fol
lows [13]: persistent irregular fever of unknown cause, diarrhea 
for >1 month (>3 bowel movements/d), a decrease in body mass 
>10% within 1 month, recurrent oral fungal infections, recurrent 
herpes simplex virus infection or herpes zoster virus infection, 
Pneumocystis jirovecii pneumonia, recurrent bacterial pneumo
nia, active tuberculosis or nontuberculosis mycobacteria disease, 
deep fungal infection, central nervous system space-occupying 
lesions, development of dementia as a middle-aged or young 
person, active cytomegalovirus infection, Toxoplasma gondii 

encephalopathy, Penicillium marneffei infection, recurrent 
sepsis, Kaposi sarcoma, and lymphoma.

Virologic suppression was defined as HIV-1 RNA <50 cop
ies/mL at week 48. Virologic nonsuppression was defined as 
HIV-1 RNA ≥50 copies/mL at week 48. Virologic failure was 
defined as HIV-1 RNA ≥200 copies/mL at week 48. Body 
mass index was calculated as weight/height (kg/m2).

Data Collection and Laboratory Inspection

Demographic baseline characteristics and HIV-related informa
tion were obtained from the China HIV Infection Prevention 
and Control Database and hospital case system. The following 
data were obtained from the hospital’s laboratory information 
system/hospital information system: age, sex, height, weight, 
CD4, HIV-1 RNA level, HIV-1 diagnosis time, ART start date, 
alanine aminotransferase, aspartate aminotransferase, lactate de
hydrogenase, blood lipid, and creatinine concentrations. The 
reasons for BIC/FTC/TAF selection and termination and AEs 
were also extracted from the medical record system.

Ethics Approval and Informed Consent

This study conformed to the Declaration of Helsinki. The 
Ethics Committee Board waived the requirement for written 
informed consent because this was a retrospective study and 
all patient data were analyzed anonymously.

Statistical Analysis

Excel was used to input data, and SPSS version 23.0 (IBM) was 
used for the statistical analysis. Based on the data distribution 
type, qualitative variables were reported as frequency distribu
tions, whereas quantitative variables were described as median 
(IQR) or mean (SD). The Kolmogorov-Smirnov test was used 
to determine whether numerical variables fit the assumptions 
for normality of distribution. A Student t test was used to com
pare normally distributed independent variables between base
line and week 48, while a Mann-Whitney U test was used for 
continuous numeric variables that followed a nonnormal dis
tribution. All statistical tests were bilateral, and P < .05 was 
considered statistically significant.

RESULTS

Patient Characteristics

The patient selection process is illustrated in Figure 1. A total of 
159 late-presenting ART-naive patients received BIC/FTC/ 
TAF between June 2021 and June 2023. The study sample com
prised 130 late-presenting ART-naive patients.

The baseline patient characteristics are shown in Table 1. 
The patients were predominantly men (76.1%) with a median 
age of 45.5 years (IQR, 34.0–58.0). At baseline, the median 
log10 HIV-1 RNA was 5.0 copies/mL (4.6–5.8), which con
tained 26.2% (34/130) of cases with HIV-1 RNA ≥500 000  
copies/mL. The median CD4 was 75.5 cells/μL (28.0–141.0). 
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The proportion of individuals who initiated ART in ≤7 days 
was 27.7%. The prevalence rates of cardiovascular disease and 
hepatitis B infection were 16.1% and 15.3%, respectively. 
Among all AIDS-related opportunistic infections (n = 84), 
the most common was P marneffei infection (n = 23, 27.4%) 
followed by P jirovecii pneumonia (n = 20, 23.8%), candidiasis 
(n = 20, 23.8%), invasive fungal disease (n = 11, 13.1%), crypto
coccosis (n = 9, 10.7%), and tuberculosis (n = 9, 10.7%). The 
main reasons for choosing BIC/FTC/TAF included low poten
tial for drug-drug interactions (60.8%), efficacy (55.4%), liver 
impairment (35.4%), and ease of use (23.1%).

Virologic Response

At week 48, the proportion of participants with HIV-1 RNA lev
els <50 copies/mL and <200 copies/mL was 93.8% (122/130) 
and 99.2% (129/130) in the BIC/FTC/TAF group, respectively. 
The virologic suppression rates at week 48 for baseline CD4 
<200 cells/μL and ≥200 cells/μL were 93.5% and 100%. The vi
rologic suppression rates at week 48 for patients with VL ≥500  
000 copies/mL and <500 000 copies/mL at baseline were 91.2% 
and 94.8%. The virologic suppression rates at week 48 for those 
with initiation of ART ≤7 and ≥7 days at baseline were 94.4% 
and 93.6% (Figure 2).

Among the 8 late-presenting ART-naive patients with 
an HIV-1 RNA ≥50 copies/mL at week 48, 4 experienced per
sistent low-level viremia during ART, but no information 
was available regarding drug resistance. Three patients had 
VL >50 copies/mL at 48 weeks due to discontinuation of 
BIC/FTC/TAF for 30, 10, and 15 days during follow-up. 

Virologic suppression was observed in 5 patients during sub
sequent follow-up (Table 2).

Immunologic Response and Clinical Outcomes

In terms of immunologic changes in the BIC/FTC/TAF group, 
CD4+ increased by 133 cells/μL, and CD4/CD8 increased by 
0.17 (P < .001; Table 3). In terms of liver function, after 48 
weeks of treatment, alanine aminotransferase, aspartate amino
transferase, total bilirubin, and lactate dehydrogenase levels de
creased as compared with baseline levels (P < .05), and these 
have no clinical significance. In terms of renal function, the cre
atinine clearance rate of patients decreased as compared with 
that at baseline (P < .001). Weight and low-density lipoprotein, 
high-density lipoprotein, and total cholesterol levels signifi
cantly increased (P < .001). There were no significant changes 
in triglyceride from baseline to week 48 (P > .05; Figure 3).

Adverse Events

Sixteen (12.3%) AEs and 6 (4.6%) drug-related side effects were 
reported. Two patients experienced serious AEs (hospitaliza
tion) due to diarrhea and lymphoma, and the serious AEs 
were non–drug-related hospitalizations. During the study, 
none of the participants discontinued the medication because 
of a lack of effectiveness or adverse reactions (Table 4).

DISCUSSION

A meta-analysis showed that the incidence of late-presenting 
PWH in China was 35% [7]. Although the frequency of HIV 
testing in the Guizhou province has risen annually over the 

Figure 1. Flowchart of patients with BIC/FTC/TAF. ART, antiretroviral therapy; BIC/FTC/TAF, bictegravir/emtricitabine/tenofovir alafenamide.
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years, the late-presenting rate of PWH continues to be high 
(from 35.46% in 2014 to 38.80% in 2018), resulting in a higher 
risk of HIV infection among healthy people and an increase in 
the number of reported cases, seriously hindering the preven
tion and control of HIV in the area [14].

In this retrospective study on BIC/FTC/TAF treatment in 
late-presenting PWH with 64.6% AIDS-related opportunistic 
infections, a high viral suppression rate (93.8%) was observed 
at week 48, even with a baseline HIV-1 RNA ≥500 000 copies/ 
mL and rapid initiation of antiviral therapy. The CD4 in
creased by 133 cells/μL at week 48, and none of the partici
pants stopped taking the drugs because of a lack of efficacy 
or AEs.

BIC/FTC/TAF has been demonstrated to be noninferior 
to dolutegravir-based regimens in individuals who are ART na
ive and virologically suppressed by another regimen [10, 11, 
15]. Additional data are required to guide the selection of anti
retroviral regimens among late presenters. In this study, we an
alyzed a population of patients with advanced HIV infection 
and evaluated the effectiveness and durability of the BIC/ 
FTC/TAF regimen, which has a high genetic barrier and is of
ten recommended in this setting. The BIC/FTC/TAF regimen 
showed a high virologic suppression rate, with HIV-1 RNA 
<50 copies/mL at an estimated rate of 93.8% at 48 weeks, sim
ilar to results of a study in Spain (93.2%) [16] and the BICSTaR 
study (96.0%) [17]. This is in accordance with data showing 
that late presenters, a difficult-to-treat population, can achieve 
high rates of virologic success with current antiretroviral regi
mens [18]. Our findings support the robust efficacy and safety 
profile observed among late presenters who participated in 
BIC/FTC/TAF phase 3 clinical trials [10, 11]. Late-presenting 
PWH have characteristics such as a high baseline VL and mul
tiple adverse drug reactions that require high clinical attention 
[18]. In our study, the virologic inhibition rates at week 48 for 
patients with initiation of ART ≤7 days and baseline VL ≥500  
000 copies/mL were 94.4% and 91.2%, respectively, consistent 
with other studies [19, 20], indicating that late-presenting 
PWH should receive early initiation of ART to avoid delays 
in controlling complications, even in those with baseline VL 
≥500 000 copies/mL. Patients with different baseline character
istics can achieve similar curative effects, indicating that BIC/ 
FTC/TAF therapy can be initiated rapidly, positively affecting 
the long-term prognosis of patients infected with HIV-1 and 
accelerating virologic suppression, thus controlling the risk of 
HIV transmission [21]. Medication compliance is an important 
factor that affects the effectiveness of ART. Poor compliance is 
a major risk factor for the limited effectiveness of ART in pa
tients with HIV. If medication is not taken regularly, the virus 
cannot be suppressed easily [22]. Eight patients had HIV-1 
RNA <50 copies/mL at 48 weeks; among them, 3 patients expe
rienced virologic rebound due to missing doses of medication, 
demonstrating that individuals with HIV infection require ed
ucation on the impact of medication adherence on therapeutic 
efficacy.

To evaluate immunologic recovery, we focused on CD4 and 
the CD4+/CD8+ ratio. The CD4+/CD8+ ratio, which naturally 
decreases with age, is associated with greater mortality and 
is considered a marker of acute and chronic inflammation. 
A low CD4+/CD8+ ratio has been associated with non– 
AIDS-defining events and mortality. After ART initiation, 
CD4 increases and the CD8 count decreases [23]. In our study, 
the CD4 of the patients rose at week 48 of BIC/FTC/TAF treat
ment, suggesting that the immune function of the patients im
proved after ART with BIC/FTC/TAF, which is consistent with 
the results of most previous studies [24, 25].

Table 1. Baseline Demographic and Clinical Characteristics: ART-Naive 
Patients With HIV-1 (N = 130)

Characteristic No. (%) or Median (IQR)

Sex

Male 99 (76.1)

Female 31 (23.9)

Age, y 45.5 (34.0–58.0)

≥50 y 52 (40.0)

Infection characteristics

Heterosexual transmission 108 (83.0)

Homosexual transmission 22 (17.0)

CD4, cells/μL 75.5 (28.0–141.0)

<200 124 (95.4)

≥200 6 (4.6)

HIV-1 RNA log10, copies/mL 5.0 (4.6–5.8)

HIV-1 RNA, copies/mL

<100 000 64 (49.2)

100 000–499 999 32 (24.6)

≥500 000 34 (26.2)

Initiation of ART, d

≤7 36 (27.7)

>7 94 (72.3)

Comorbidities

Cardiovascular disease 21 (16.1)

Hepatitis B infection 20 (15.3)

AIDS-related opportunistic infections 84 (64.6)

Penicillium marneffei infection 23 (27.4)

Pneumocystis jirovecii pneumonia 20 (23.8)

Candidiasis 20 (23.8)

Invasive fungal disease 11 (13.1)

Cryptococcosis 9 (10.7)

Tuberculosis infection 9 (10.7)

Cytomegalovirus 8 (9.5)

Toxoplasma infection 5 (6.0)

Primary reasons for use of BIC/FTC/TAF

Low potential for drug-drug interaction 79 (60.8)

Efficacy 72 (55.4)

Liver impairment 46 (35.4)

Easy to take 30 (23.1)

Dyslipidemia 28 (21.5)

Renal impairment 9 (6.9)

Abbreviations: ART, antiretroviral therapy; BIC/FTC/TAF, bictegravir/emtricitabine/tenofovir 
alafenamide.
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After 48 weeks of BIC/FTC/TAF treatment, the body 
weight of patients significantly increased as compared with 

baseline, comparable to the results of an observational study 
[26]. During the same period, the rise in median body weight 
in this study exceeded that of GS-US-380-1489 and 
GS-US-380-1490 [10, 11]. In the present study, 64.6% of pa
tients had opportunistic infections at baseline and were in 
the late stages of AIDS, which may explain this result. In pa
tients with HIV-1 infection, health recovery may cause weight 
gain owing to the alleviation of HIV-related inflammation and 
accelerated catabolism [27].

Moreover, as compared with baseline values after 48 weeks 
of treatment, creatinine levels increased, and the CKD-EPIScr 

Table 2. Characteristics of Individuals With ≥50 Copies/mL of HIV-1 RNA After 48 Weeks

HIV-1 RNA, Copies/mL CD4, Cells/μL

No. Age, y Sex Baseline Week 24 Week 48 Other Comments Baseline Week 24 Week 48 Skipping Pills, d

1 34 Female 4836 67.5 55.9 TND for tests at week 72 167 288 140 30

2 63 Female 1 550 000 56.0 63.7 <20 copies/mL for tests at week 96 164 344 389 10

3 35 Male 271 000 <30 147 <20 copies/mL for tests at week 72 182 350 350 0

4 57 Male 295 000 TND 52 TND for 2 consecutive tests from week  
72 to week 96

173 412 283 0

5 65 Male 1 080 000 172.0 169 NA 28 381 223 15

6 35 Male 21 800 133.0 81.4 NA 195 431 303 0

7 50 Male 494 000 <40 323 NA 48 218 307 0

8 49 Female 2 150 000 TND 76.7 TND for tests at week 60 22 189 218 0

Abbreviations: NA, not applicable; TND, target not detected.

Figure 2. Analysis of patients with an HIV-1 RNA <50 copies/mL at week 48. At week 48, 93.8% of ART-naive patients had an HIV-1 RNA <50 copies/mL. HIV-1 RNA 
<50-copies/mL rates at week 48 for baseline HIV-1 RNA ≥500 000 and <500 000 copies/mL were 91.4% and 94.8%, respectively. Among patients with baseline CD4 cell 
count <200 cells/µL, 93.5% had an HIV-1 RNA <50 copies/mL. Among patients with initiation of ART >7 and ≤7 days, 93.6% and 94.4% of patients had an HIV-1 RNA 
<50 copies/mL. ART, antiretroviral therapy; VL, viral load.

Table 3. Changes in CD4 and CD4/CD8 at Week 48

Median (IQR)

Marker Baseline Week 48 Z
P 

Value

CD4, cells/μL 75.5 (28.0–140.3) 225.5 (159.8–306.3) −10.010 <.001

CD4/CD8 0.15 (0.07–0.23) 0.31 (0.18–0.43) −7.337 <.001
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value decreased but remained within the reference range. BIC 
can raise serum creatinine levels by inhibiting renal organic 
cation transporter 2 [28], which may explain this result. 
However, creatinine levels at 48 weeks did not accurately reflect 
the decline in glomerular filtration rate or renal function. We 
found no evidence of adverse renal events, and no patients 
stopped taking the medication because of renal function side 
effects, supporting this conclusion. Our research showed that 
after 48 weeks of treatment, total cholesterol and high- and 

low-density lipoprotein levels increased significantly but were 
still within the normal range. The 5-year data on BIC/FTC/ 
TAF use also showed that the blood lipid levels of patients fluc
tuated slightly after 5 years of treatment [29]; therefore, we sur
mised that BIC/FTC/TAF had little influence on blood lipids.

In this study, the BIC/FTC/TAF regimen was not discontin
ued because of adverse drug-related events at week 48. This 
shows that BIC/FTC/TAF is tolerable and safe and plays an im
portant role in ensuring adherence to long-term treatment.

Figure 3. Changes in biochemical indexes between baseline and week 48. A, Body weight and biochemical indexes of patients at week 48 after using the BIC/FTC/TAF 
regimen. B, Serum lipid indexes of patients at week 48 after using the BIC/FTC/TAF regimen. *Data expressed as mean ± SD. ALT, alanine aminotransferase; AST, aspartate 
aminotransferase; BIC/FTC/TAF, bictegravir/emtricitabine/tenofovir alafenamide; BMI, body mass index; CKD-EPI Scr, Chronic Kidney Disease Epidemiology Collaboration 
serum creatinine; Glu, glucose; HDL-C, high-density lipoprotein cholesterol; LDH, lactate dehydrogenase; LDL-C, low-density lipoprotein cholesterol; Scr, serum creatinine; TC, 
total cholesterol; TG, triglyceride.
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The limitations of our study include its retrospective, single- 
center, open-label, and noncomparator group design, as well as 
the limited information on the effectiveness and safety of BIC/ 
FTC/TAF in the excluded population.

CONCLUSIONS

BIC/FTC/TAF demonstrated robust virologic suppression and 
tolerability in patients presenting late in the course of HIV infec
tion. In summary, BIC/FTC/TAF is an excellent choice for initi
ating therapy in late HIV presenters, particularly those with 
AIDS-defining conditions. This was attributed to its remarkable 
effectiveness in swift HIV replication and good tolerability.

Notes
Acknowledgments. We thank the participants of the study.
Author contributions. X. Y., H. L., and X. X. contributed to the concep

tion and design of the research. Y. F. constructed the methodology and anal
ysis plan. H. L. and X. Y. were responsible for the study design and analysis 
plan and carried out the data monitoring. S. M. and L. G. collected all re
quired data. L. G. performed the statistical analysis. X. X. and 
Y. F. contributed to the interpretation of data. X. Y. wrote the original draft.

Financial support. This work was supported by the Science and 
Technology Program of Guizhou Province (Qian Kehe support [2021] 
055). The journal’s Rapid Service fee was funded by the authors.

Potential conflicts of interest. All authors: No reported conflicts.

References
1. European AIDS Clinical Society. Secretariat EACS guidelines version 11.0. Accessed 

9 July 2024. Available at: https://www.eacsociety.org/media/final2021eacsguidelinesv 
11.0_oct 2021.pdf

2. Office of AIDS Research. Panel on antiretroviral guidelines for adults and adoles
cents guidelines for the use of antiretroviral agents in adults and adolescents living 
with HIV. Accessed 1 April 2021. Available at: https://clinicalinfo.hiv.gov/sites/ 
default/files/guidelines/documents/Adultand AdolescentGL.pdf

3. Late Presentation Working Groups in Euro SIDA and COHERE. Estimating the 
burden of HIV late presentation and its attributable morbidity and mortality 
across Europe 2010–2016. BMC Infect Dis 2020; 20:728.

4. Roul H, Mary-Krause M, Ghosn J, et al. CD4+ cell count recovery after combined 
antiretroviral therapy in the modern combined antiretroviral therapy era. AIDS 
2018; 32:2605–14.

5. Muscatello A, Nozza S, Fabbiani M, et al. Enhanced immunological recovery with 
early start of antiretroviral therapy during acute or early HIV infection: results of 
Italian Network of Acute HIV Infection (INACTION) retrospective study. Pathog 
Immun 2020; 5:8–33.

6. Zhang C, Li WN, Zhu XY, et al. Delays in HIV/AIDS diagnosis of newly reported 
HIV/AIDS cases in Shantou city, 2011–2020. Chin Prevent Med 2022; 23:369–74.

7. Zhao TN, Zeng YR, Li WR, et al. A meta-analysis of prevalence and influencing 
factors of late detection of HIV infections/AIDS cases in China. Occup Health 
2023; 39:1682–5.

8. Török ME, Yen NTB, Chau TTH, et al. Timing of initiation of antiretroviral ther
apy in human immunodeficiency virus (HIV)–associated tuberculous meningitis. 
Clin Infect Dis 2011; 52:1374–83.

9. Scarsi KK, Havens JP, Podany AT, et al. HIV-1 integrase inhibitors: a comparative 
review of efficacy and safety. Drugs 2020; 80:1649–76.

10. Gallant J, Lazzarin A, Mills A, et al. Bictegravir, emtricitabine, and tenofovir ala
fenamide versus dolutegravir, abacavir, and lamivudine for initial treatment of 
HIV-1 infection (GS-US-380-1489): a double-blind, multicentre, phase 3, rando
mised controlled non-inferiority trial. Lancet 2017; 390:2063–72.

11. Sax PE, Pozniak A, Montes ML, et al. Coformulated bictegravir, emtricitabine, and 
tenofovir alafenamide versus dolutegravir with emtricitabine and tenofovir alafena
mide, for initial treatment of HIV-1 infection (GS-US-380-1490): a randomised, 
double-blind, multicentre, phase 3, non-inferiority trial. Lancet 2017; 390:2073–82.

12. Gianotti N, Lorenzini P, Cozzi-Lepri A, et al. Durability of different initial regi
mens in HIV-infected patients starting antiretroviral therapy with CD4+ counts 
<200 cells/mm3 and HIV-RNA >5 log10 copies/ML. J Antimicrob Chemother 
2019; 74:2732–41.

13. Acquired Immunodeficiency Syndrome Professional Group, Society of Infectious 
Diseases, Chinese Medical Association, Chinese Center for Disease Control and 
Prevention. Chinese guidelines for diagnosis and treatment of human immuno
deficiency virus infection/acquired immunodeficiency syndrome (2024 edition). 
Chin J AIDS STD 2024; 30:779–806.

14. Cao WJ, Yuan Z, Yao YM, et al. Analysis of late diagnosis and its influencing fac
tors of newly reported HIV/AIDS in Guizhou province from 2014 to 2018. Chin J 
Disease Control Prevent 2019; 23:1436–41.

15. Molina JM, Ward D, Brar L. Switching to fixed-dose bictegravir, emtricitabine, 
and tenofovir alafenamide fromdolutegravir plus abacavir and lamivudine in vi
rologically suppressed adults with Hiv-1: 48 week results of a randomised, double
blind, multicentre, active-controlled, phase 3, non-inferiority trial. Lancet H 
2018; 5:e357–65.

16. Corona D, Pérez-Valero I, Camacho A, et al. Effectiveness and safety of bictegra
vir/emtricitabine/tenofovir alafenamide in HIV late presenters. Int J Antimicrob 
Agents 2024; 63:107016.

17. Bernardini C, Bauer W, Schellberg S, et al. Long-term treatment success with bic
tegravir/emtricitabine/tenofovir alafenamide (BIC/FTC/TAF). hb TIMES Schw 
Aerztej 2024; 12:8–14.

18. Rava M, Bisbal O, Domínguez-Domínguez L, et al. Late presentation for HIV im
pairs immunological but not virological response to antiretroviral treatment. 
AIDS 2021; 35:1283–93.

19. Camici M, Gagliardini R, Lanini S, et al. Rapid ART initiation with bictegravir/ 
emtricitabine/tenofovir alafenamide in individuals presenting with advanced 
HIV disease (Rainbow study). Int J Antimicrob Agents 2024; 63:107049.

20. Lee CY, Lee CH, Tang HJ, et al. Comparison of virological efficacy of DTG/ABC/ 
3TG and B/F/TAF regimens and discontinuation patterns in persons living with 
advanced HIV in the era of rapid ART: a retrospective multicenter cohort study. 
Infect Dis Ther 2023; 12:843–61.

21. Pilcher CD, Ospina-Norvell C, Dasgupta A, et al. The effect of same-day observed 
initiation of anti-retroviral therapy on HIV viral load and treatment outcomes in a 
US public health setting. J Acquir Immune Defic Syndr 2017; 74:44–51.

22. Bin WANG. Analysis of efficacy and influencing factors of HAART in AIDS pa
tients. Chin J AIDS STD 2017; 23:760–1.

23. Jenks JD, Hoenigl M. CD4: CD8 ratio and CD8+ cell count for prognosticating mor
tality in HIV-infected patients on antiretroviral therapy. J Lab Precis Med 2018; 3:8.

24. Acosta RK, Willkom M, Martin R, et al. Resistance analysis of bictegravir- 
emtricitabine-tenofovir alafenamide in HIV-1 treatment-naive patients through 
48 weeks. Antimicrob Agents Chemother 2019; 63:e02533-18.

25. Wei Y, Li J, Xu R, et al. Efficacy and safety profiles of dolutegravir plus lamivudine 
vs bictegravir/emtricitabine/tenofovir alafenamide in therapy-naive adults with 
HIV-1. Chin Med J (Engl) 2023; 136:2677–85.

26. Chang HM, Chou PY, Chou CH, et al. Outcomes after switching to BIC/FTC/TAF in 
patients with virological failure to protease inhibitors or non-nucleoside reverse tran
scriptase inhibitors: a real-world cohort study. Infect Drug Resist 2021; 14:4877–86.

27. Kumar S, Samaras K. The impact of weight gain during HIV treatment on risk of 
pre-diabetes, diabetes mellitus, cardiovascular disease, and mortality. Front 
Endocrinol 2018; 9:705.

28. Lazerwith SE, Cai R, Chen X, et al. Discovery of GS-9883, an HIV-1 integrase 
strand transfer inhibitor (INSTI) with improved pharmacokinetics and in vitro 
resistance profile. Boston, MA: American Society for Microbiology, 2016.

29. Sax PE, Arribas JR, Orkin C, et al. Bictegravir/emtricitabine/tenofovir alafena
mide as initial treatment for HIV-1: five-year follow-up from two randomized tri
als. E Clin Med 2023; 59:101991.

Table 4. Adverse Events

Adverse Event No. (%)

Any

Limb numbness 3 (2.3)

Arthralgia 2 (1.5)

Dizziness 1 (0.8)

Anxiety 1 (0.8)

Herpes zoster infection 1 (0.8)

Serious 2 (1.5)

Drug related

Erythra 4 (3.1)

Pruritus 2 (1.5)

Discontinuation 0 (0)
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