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Abstract

Background: We sought to determine if pregnant persons with HIV prescribed integrase strand transfer inhibitors (INSTI) antiretrovirals (ARVs) achieve viral suppression faster 
than persons taking non-INSTI regimens and to determine if there were differences in viral suppression at delivery between INSTI ARVs.

Methods: This is a retrospective cohort study of pregnant persons with HIV who delivered a live infant during the study period (1/1/2009 to 12/31/2020). Persons’ ART was 
classified as including INSTI or non-INSTI. We compared the proportion of persons with viral suppression at delivery by group and individual INSTI ARVs using χ2 and Fischer’s exact 
tests. A log-rank test was used to compare time to viral suppression on ARVs. 

Results: During the study period, 168 persons delivered a live infant. Most persons were diagnosed with HIV before pregnancy and had taken ARVs before conception (76%), 
but less than half had an undetectable viral load at the first antenatal visit (45%). During pregnancy, 46% of persons were prescribed INSTI and 54% non-INSTI ARVs. Most persons 
had an undetectable HIV RNA viral load at delivery (75% INSTI and 72% non-INSTI, p=0.7). The time to viral suppression was similar between groups (LRT p=0.43). Viral suppression 
at delivery was similar between INSTI ARVs: raltegravir (53%), elvitegravir (88%), dolutegravir (73%), and bictegravir (88%) (p=0.13).

Conclusion: Despite recommendations to prescribe INSTI in pregnancy for rapid viral suppression, we did not find a significant difference in time to viral suppression when 
pregnant persons were taking non-INSTI ARVs. We did not find that one INSTI ARV was superior for viral suppression.

ABBREVIATIONS
INSTI: integrase strand transfer inhibitors; ARVs: 

antiretrovirals; ART: antiretroviral therapy; RAL: raltegravir; 
EVG: elvitegravir; DTG: dolutegravir; BIC: bictegravir; CAB: 
cabotegravir; NRTI: nucleoside reverse transcriptase inhibitor; 
STR: single tablet regimen; ABC: abacavir; 3TC: lamivudine; COBI: 
cobicistat; EMR: electronic medical record; ANV: antenatal visit; 
GA: gestational age; IQR: interquartile range. 

INTRODUCTION
Integrase strand transfer inhibitors (INSTI) are a class 

of anti-retroviral therapy (ART) for the treatment of Human 
Immunodeficiency Virus (HIV). Compared to other antiretroviral 
drugs (ARVs), INSTI use results in a more rapid reduction in HIV 
RNA viral load (copies/mL) [1], and is associated with a higher 
barrier to development of drug resistance [2,3]. HIV RNA viral load 
is a significant predictor of the risk for perinatal HIV transmission 
to HIV-exposed infants during pregnancy. Maintaining viral load 
suppression on ART throughout pregnancy is crucial for maternal 
health and decreases the risk of perinatal transmission to 1-2% 
[4]. As of 2015, the Department of Health and Human Services 

HIV Perinatal Treatment guidelines have recommended INSTI 
use during pregnancy [5]. 

The first INSTI, raltegravir (RAL) was approved by the FDA 
in 2007. Since that time, new INSTI ARVs have been approved 
for HIV treatment: elvitegravir (EVG 2012), dolutegravir (DTG 
2013), bictegravir (BIC 2018), and cabotegravir (CAB 2021). 
Due to a higher barrier of resistance compared to RAL and EVG, 
DTG and BIC are preferred ARVs for the treatments of adults 
with newly diagnosed HIV [2]. With the exception of RAL, INSTI 
are available in combination pills that can be administered once 
daily to improve treatment adherence [6]. Current guidelines 
recommend either RAL or DTG in combination with 2 nucleoside 
reverse transcriptase inhibitors (NRTI) as preferred INSTI-based 
regimens for pregnant persons newly diagnosed with HIV [5]. 
However, there is only one single-tablet-regimen (STR) option 
with this combination (DTG/ABC/3TC), but genetic testing is 
necessary to rule out anaphylaxis prior to use of abacavir.  As STR 
have been shown to improve treatment adherence and decrease 
hospitalization rates [7], establishing safety of new STR including 
INSTI ARVs is paramount in order to recommend their use during 
pregnancy [8]. 
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Despite being highly effective and preferred ART for HIV 
treatment, data regarding safe use of INSTI in pregnancy is 
limited [9].  Zash et al demonstrated that viral suppression 
during pregnancy was similar when comparing DTG-based and 
efavirenz-based (EFV) regimens [10]. From this same Botswanan 
cohort, the authors reported that DTG use in pregnancy was 
associated with an increased risk of neural tube defects [11]. 
Following this publication, many reproductive age persons 
were not prescribed DTG for treatment of their HIV. Subsequent 
data from the for-mentioned Tsepamo study reported a smaller 
than previously estimated risk of neural tube defect associated 
with preconception DTG use (0.19%) in comparison to a non-
DTG regimen (0.11%) [12]. DHHS recommendations have been 
updated to include DTG as a preferred regimen during conception 
and all trimesters [5]. A more recent trial comparing two DTG-
based regimens and EFV-based ART reported pregnant persons 
prescribed DTG-based regimens reached viral suppression (< 
50 copies/mL) earlier and were more likely to be virologically 
suppressed at time of delivery [1]. 

EVG is not a preferred ARV for use in pregnancy. 
Pharmokinetic studies have indicated that EVG/COBI metabolism 
during pregnancy may result in inadequate drug levels in the 
3rd trimester resulting in a theoretical increase in maternal HIV 
viral load and subsequent risk of perinatal HIV transmission 
[13]. For persons who desire to continue EVG/COBI during 
pregnancy, frequent viral load monitoring is recommended [5]. 
Two prior multi-center studies of RAL and EVG use in pregnancy 
have demonstrated successful maternal virologic suppression 
(HIV RNA viral load < 40 copies/mL) [14, 15]. Further clinical 
studies are needed to determine if EVG/COBI effectively results 
in virologic suppression in late pregnancy. Safety data are too 
limited to recommend initiation or continuation of bictegravir 
during pregnancy [16]. 

When evaluating a cohort of persons with HIV-1 in our 
academic medical center, we identified a substantial number 
were prescribed non-INSTI regimens or non-preferred INSTI 
ART during pregnancy. Our objective was to evaluate the 
difference in time to viral suppression during pregnancy between 
persons prescribed INSTI and non-INSTI ART. We also sought to 
determine if there are differences in viral suppression between 
INSTI regimens. 

MATERIALS AND METHODS
Study Design and Patient Population  

This is a retrospective cohort study of pregnant persons 
with HIV who delivered a live infant at the Medical University of 
South Carolina (MUSC) during the study period (January 1, 2009 
to December 31, 2020) (IRB Pro00108838). Potential subjects 
were identified from a clinical database of all pregnant persons 
with HIV receiving antenatal care at our urban, academic medical 
center antenatal clinic. Persons who did not receive antenatal 
care or deliver at our center were excluded. 

The electronic medical records (EMR) of each eligible subject 
were reviewed by a single investigator (M.S.) to abstract study 
variables. Variables abstracted from the EMR were grouped as 
maternal descriptive, antenatal, and HIV-specific care. Descriptive 
variables were: maternal age in years at time of delivery; self-

reported race recorded as white, black, or other; and self-reported 
ethnicity recorded as Hispanic or non-Hispanic. Antenatal 
variables were: date of first antenatal visit (ANV), gestational age 
(GA) at first ANV, number of ANVs before delivery, date of delivery, 
GA at delivery, and type of delivery (vaginal or cesarean). HIV-
specific variables were: year of HIV diagnosis, ARVs prescribed 
before the first ANV (if applicable), ARVs prescribed during 
antenatal care and delivery, dates(s) ARVs were prescribed, GA 
when ART was prescribed, HIV RNA viral load(s) (copies/mL), 
date(s) of viral load collection(s), CD4 cell count (cells/mm3), and 
dates of CD4 cell count collection(s). 

In our hospital system, RNA quantification is calculated using 
Abbott RealTime HIV-1 assay m2000© (Abbott park, IL). HIV-1 
RNA viral load is reported in our EMR as “undetectable” which is 
below the level of detection, < 40 copies/mL (which detects low 
levels of virus above “undetectable”), or as an absolute number > 
40 copies/mL. “Undetectable” viral loads were assigned a value 
of zero in the data collection tool. Some data abstracted from 
the EMR were used to calculate additional study variables. Using 
the dates of the initial antenatal visit and delivery, we calculated 
the number of days persons were in antenatal care. For persons 
who entered care with a detectable viral load (≥ 40 copies/mL), 
we calculated the time to viral suppression (< 40 copies/mL) 
by subtracting the date of entry into care from the first date at 
which viral suppression was noted. Once viral suppression was 
achieved, we also noted any increase in viral load (≥ 40 copies/
mL) described as a “viral blip” after previous suppression and the 
date which this occurred. 

Statistical analysis 

Persons were grouped by ART regimen: INSTI or non-INSTI. 
Persons taking INSTI ART were further categorized by drug: 
RAL, EVG, DTG, and BIC. χ2 and Fischer’s exact tests were used 
for bivariate comparisons between groups such as the percentage 
of persons with viral suppression at delivery. A survival analysis 
(log-rank test) was used to demonstrate differences in time 
(days) to accomplish viral suppression between study groups. A 
Shapiro-Wilk test was used to determine normality of continuous 
variables. A Freidman test (a non-parametric test to compare 
repeated measures which are not normally distributed) was 
used to compare difference in repeated viral load values between 
study groups. Wilcoxon Rank Sums and Kruskal-Wallis tests 
were used to determine the differences between the medians of 
continuous variables, i.e. maternal age at delivery and gestational 
age at delivery. Statistical analysis was performed using SAS® 
9.4 (Cary, NC). Missing data were indicated by the corresponding 
denominator.

Sample size

Our study period (accrual time) was 8 years (2,920 days). The 
follow up period of antenatal care was approximately 30 weeks 
(210 days).  We assumed that persons prescribed non-INSTI 
ART would achieve viral suppression in approximately 60 days 
(median), and persons prescribed INSTIs would achieve viral 
suppression in 30 days. In order to find this presumed difference 
in survival times, we would need 33 subjects in each group in 
order to reject the null hypothesis that the groups’ survival 
curves are equal with a probability (power) of 0.8. The Type I 
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error probability associated with this test of this null hypothesis 
is 0.05.

RESULTS
During the study period, 190 persons with HIV were 

registered in our clinical database. Of these, 168 persons had 
live births at our hospital and 167 persons were prescribed 
ART during pregnancy, 77 INSTI and 90 non-INSTI. Persons on 
INSTI (77) ART were subcategorized by drug with detailed ART 
data available for 76 persons: RAL (13), EVG (33), DTG (22), 
and BIC (8). The median maternal age at delivery was 26 years 
[interquartile range (IQR) 23-30]. Median maternal age was 26 
years for both persons prescribed INSTI (IQR 23-29) and non-
INSTI (IQR 23-31). Similar percentages of persons from both 
groups self-reported their race as Black (INSTI 77% and non-
INSTI 75%) and ethnicity as non-Hispanic (INSTI 91% and non-
INSTI 93%). 

Seventy-seven percent of persons were diagnosed with HIV 
and previously prescribed ART before pregnancy (128/167); 
the percentage of persons in each study group with a previous 

diagnosis and ART exposure was also 77% (p=0.9). Fewer than 
half of persons (n= 75, 45%) had an initial undetectable initial 
viral load (< 40 copies/mL). The percentage of persons with 
an initial undetectable viral load was similar in the INSTI and 
non-INSTI ART groups (43% vs 46%, p=0.4). Twenty percent 
of persons changed their ART during pregnancy (n=30); the 
percentage of persons with a change in ART was similar between 
INSTI and non-INSTI ART groups (22% vs 21%, p=0.9). The 
median gestational ages at which ART changes occurred were 
similar between groups (INSTI 19 weeks and non-INSTI 17 
weeks, p=0.7) (Table 1). 

The frequency of viral load collection during antenatal care 
ranged from 1 to 9 measurements before delivery; less than 20% of 
persons in either group had more than 6 viral load measurements 
before delivery. The percentage of persons with viral suppression 
at each subsequent evaluation of viral load were similar between 
INSTI and non-INSTI groups (Figure 1). χ2 analyses comparing 
the percentage of persons with viral suppression in the INSTI 
and non-INSTI groups at each time point of viral load evaluation 
during pregnancy did not detect a significant difference between 

Table 1: Characteristics of pregnant persons with HIV and viral load outcomes according to antiretroviral therapy regimen.
INSTI  

N, 77 (%)
Non-INSTI 
N, 90 (%)

GA at initial antenatal visit* 12 (IQR 7-17) 13 (IQR 10-20)

Initial HIV RNA viral load (copies/mL) 457 (IQR 0- 8,438) 114 (IQR 0- 5,274)

Initial CD4 cell count (mm3) 427 (IQR 289-539) 503 (IQR 313-693)

Change in ART regimen during pregnancy 15/67 (22 %) 15/70 (21 %)

GA when ART regimen change occurred 19 (IQR 14-24) 17 (IQR 11-26)

HIV RNA viral load blip following suppression 13/74 (18 %) 9/85 (11 %)

Days enrolled in antenatal care before delivery 162 (IQR 98-194) 162 (IQR 107-188)

Viral suppression before delivery 58 (75 %) 65 (72 %)

CD4 cell count (mm3) before delivery 435 (IQR 317-562) 509 (IQR 341-677)

GA at delivery 38 (IQR 37-39) 38 (IQR 37-39)

Cesarean delivery 38 (49 %) 36 (40 %)
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Figure 1 Percentage of pregnant persons with an undetectable HIV RNA viral load during antenatal care in order of collection and according to 
antiviral regimen.
Legend: Red bar= INSTI ART, blue bar= non-INSTI ART. Y-axis, percentage of persons with undetectable viral load. X-axis, viral load evaluation in 
order of collection during pregnancy.
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Figure 2 Time in days before viral suppression was achieved after ART initiation and before delivery 

Legend: Red line= INSTI ART, blue line= non-INSTI ART. Y-axis, probability of viral suppression. X-axis, time in days to achieve viral suppression. Participants were 
censored once viral load < 40 copies/mL. The time in days to viral suppression was similar between INSTI and non-INSTI groups, Log-rank test p= 0.43.

Abbreviations: 

INSTI: integrase strand transfer inhibitor; 

GA: Gestational age was expressed in weeks; ART: antiretroviral therapy; 

IQR: interquartile range. A viral load blip was defined as an observed increase in HIV RNA viral load ≥ 40 copies/mL following viral suppression. Continuous variables 
are reported as medians with corresponding IQR and compared using Wilcoxon Rank Sum Tests. Bivariate variables are reported as the absolute number observed with 
corresponding percentage and compared using χ2 analyses. * denotes p < 0.05.

groups at any point (1st VL p= 0.7, 2nd VL p=0.3, 3rd VL p=0.7, 4th 
VL p=0.3, 5th VL p=0.8, and VL before delivery p=0.7).

Most persons with HIV had undetectable viral load at delivery 
(123/167, 73%); 75% INSTI and 72% non-INSTI (p= 0.7). The 
percentage of persons with viral suppression at delivery was 
not significantly different between INSTI ARVs: RAL (53%), 
EVG (88%), DTG (73%), and BIC (88%) (p=0.13) (Table 2). The 
median time (days) to viral suppression was similar between 
groups (INSTI 77 days and non-INSTI 71 days, p=0.8). The 
survival analysis did not show a significant difference between 
time to viral suppression (LRT p=0.4) (Figure 2). The Friedman 
test to compare repeated measures of viral load over time did 
not demonstrate a significant difference in the median viral load 
values between groups (p=0.4). A similar percentage of persons 
in each group experienced a blip in viral load following an 
undetectable HIV RNA in pregnancy (INSTI 18% and non-INSTI 
11%, p=0.2). The percentage of persons experiencing a blip was 
similar between INSTI drugs (RAL 17%, EVG 18%, DTG 19%, and 
BIC 14%, p=0.99) (Table 2).

Less than half (41%) of persons had a cesarean delivery; 
and the percentages of persons undergoing cesarean delivery 
were similar between groups (p=0.2). Of note, one HIV-exposed 

infant was diagnosed with perinatal HIV infection. The mother 
was prescribed RAL, but she had a detectable viral load at the 
time of delivery. The most likely explanation for this was ART 
non-adherence resulting in inadequate viral suppression before 
delivery.

DISCUSSION
While INSTI use has been associated with rapid HIV viral 

suppression, we did not observe a significant difference in time 
to viral suppression in pregnant persons taking INSTI and non-
INSTI ART. The percentage of pregnant persons prescribed ART 
experiencing a blip in viral load following an undetectable HIV 
RNA during pregnancy was similar between groups. Notably, 
a larger sample size in each group may have determined a 
significant difference in viral load blips potentially favoring 
improved sustained viral suppression in the non-INSTI group. 
Our findings suggest that providers may prescribe either INSTI 
or non-INSTI regimens without concern for differential rates of 
viral suppression before delivery. 

Maintaining viral suppression is key to prevention of perinatal 
HIV transmission [4]. When prescribing ARVs in pregnancy, 
providers should discuss potential drug interactions in order to 

Table 2: Viral suppression outcomes among pregnant persons prescribed Integrase Strand Transfer Inhibitors.
Raltegravir

N, 13 (%)
Elvitegravir

N, 33 (%)
Dolutegravir 

N, 22 (%)
Bictegravir

N, 8 (%)

Initial HIV RNA viral load (copies/mL) 87
(IQR 0- 21,278)

111
(IQR 0- 7,328)

2762
(IQR 0- 13, 485)

0
(IQR 0- 9,148)

Viral blip following suppression 2/12 (17 %) 6 (18 %) 4/21 (19 %) 1/7 (14 %)

Viral suppression at delivery 7 (54 %) 28 (85 %) 16 (73 %) 7 (88 %)
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reduce the risk of viral rebound. For example, when DTG is taken 
with metal cation-containing medications (i.e. calcium or iron) on 
an empty stomach, serum plasma concentration of DTG is lower 
compared to when taken with food [17].  Both calcium and iron 
are found in prenatal vitamins, and patients should be counseled 
to take DTG with food if taking ART and prenatal vitamins at 
the same time. When prescribing ART to pregnant persons, 
providers should also consider drug safety, tolerability, and 
efficacy. Additional factors that influence ART selection include 
pill size, ability to crush, and drug-drug interactions. We found 
that approximately twenty percent of persons in both study 
groups had an ART regimen change during pregnancy. Change in 
ART could potentially increase the risk of viral blips or rebound 
during pregnancy. Change in ART during pregnancy may also be 
in reaction to failure to achieve viral suppression or in reaction to 
viral rebound. We are not able to describe the clinical reasoning 
for ART change during pregnancy, but we did observe that most 
persons achieved viral suppression before delivery regardless of 
ART regimen.

Raltegravir and dolutegravir are preferred ARVs for pregnant 
persons [5].  RAL requires twice daily dosing which may impact 
patient drug adherence. When comparing individual INSTIs, 
we did not observe a significant difference in viral suppression 
at delivery or viral blips following undetectable viral load. Our 
sample size was adequate for the primary outcome but was 
inadequate to compare viral suppression between individual 
INSTI ARVs. A significant percentage of persons in the INSTI 
treatment group were prescribed EVG/COBI (45%). Previous 
pharmokinetic studies suggest that EVG/COBI metabolism during 
pregnancy may result in inadequate drug levels in the 3rd trimester 
[3]. Pregnant persons in our cohort who were prescribed EVG/
COBI had excellent viral suppression before delivery (85%) 
compared to other INSTI regimens with no evidence of an 
increased risk of viral load blips.  For select patients, increased 
adherence associated with STR use may outweigh the theoretical 
risk of decreased levels of EVG/COBI in later trimesters. 
Compared to other INSTI ARVs, a higher percentage of persons 
prescribed BIC had an undetectable viral load at delivery (88%). 
Our sample size is too small to make a strong recommendation 
for BIC use during pregnancy, but our observation of adequate 
viral suppression compared to DTG is promising. CAB is a newly 
FDA approved INSTI available in combination with rilpivirine as 
a Iong-acting injectable or an oral tablet [18]. Injectable ART may 
be appropriate for well-controlled adults with HIV [19], but no 
persons in this study were using CAB and its safety and efficacy 
in pregnancy is unknown [16]. Future studies of INSTI use during 
pregnancy for prevention of perinatal HIV infection should 
consider inclusion of BIC and CAB regimens.

CONCLUSIONS
Our findings should reassure providers that most pregnant 

persons with HIV prescribed ART can achieve viral suppression 
before delivery. Perinatal HIV transmission was rare in our cohort 
(0.6%), and the single case observed most likely occurred due to 
HIV viremia in the setting of inadequate ART treatment adherence. 
We did not find evidence to suggest INSTI use during pregnancy 
results in faster viral suppression than non-INSTI ART. Although 
our sample size is small and despite theoretical concerns from 

pharmokinetic studies, we observed that similar percentages of 
persons achieved viral suppression when prescribed EVG and 
BIC when compared to RAL and DTG. Future studies should be 
inclusive of all INSTI regimens use among pregnant persons in 
order to inform provider ART prescribing practices. 

DECLARATION OF CONFLICTING INTERESTS
This manuscript is the work of the listed authors. This 

observational study was approved by the Medical University of 
South Carolina IRB Pro #00102343. Individual consent was not 
required due to the use of de-identified respective data. The 
authors declare that there is no conflict of interests to report.

ACKNOWLEDGEMENTS
We are grateful to the pregnant individuals living with HIV 

who have entrusted us with their care. 

REFERENCES
1. Lockman S, Brummel SS, Ziemba L, Stranix-Chibanda L, McCarthy K, 

Coletti A, et al. Efficacy and safety of dolutegravir with emtricitabine 
and tenofovir alafenamide fumarate or tenofovir disoproxil fumarate, 
and efavirenz, emtricitabine, and tenofovir disoproxil fumarate HIV 
antiretroviral therapy regimens started in pregnancy (IMPAACT 
2010/VESTED): a multicentre, open-label, randomised, controlled, 
phase 3 trial. Lancet. 2021; 397: 1276-1292.

2. Panel on Antiretroviral Guidelines for Adults and Adolescents. 
Guidelines for the Use of Antiretroviral Agents in Adults and 
Adolescents with HIV. Department of Health and Human Services. HIV 
Clin Trials. 2021.

3. Cahn P, Madero JS, Arribas JR, Antinori A, Ortiz R, Clarke AE, et al. 
Dolutegravir plus lamivudine versus dolutegravir plus tenofovir 
disoproxil fumarate and emtricitabine in antiretroviral-naive adults 
with HIV-1 infection (GEMINI-1 and GEMINI-2): week 48 results from 
two multicentre, double-blind, randomised, non-inferiority, phase 3 
trials. Lancet. 2019; 393: 143-155.

4. ACOG Committee Opinion No. 751: Labor and Delivery Management 
of Women With Human Immunodeficiency Virus Infection. Obstet 
Gynecol. 2018; 132: e131-e137.

5. Panel on Treatment of Pregnant Persons with HIV Infection and 
Prevention of Perinatal Transmission. Recommendations for the Use 
of Antiretroviral Drugs in Pregnant Persons with HIV Infection and 
Interventions to Reduce Perinatal HIV Transmission in the United 
States. 2021.

6. Hanna DB, Hessol NA, Golub ET, Cocohoba JM, Cohen MH, Levine AM, et 
al. Increase in single-tablet regimen use and associated improvements 
in adherence-related outcomes in HIV-infected women. J Acquir 
Immune Defic Syndr. 2014; 65: 587-596.

7. Sax PE, Meyers JL, Mugavero M, Davis KL. Adherence to antiretroviral 
treatment and correlation with risk of hospitalization among 
commercially insured HIV patients in the United States. PloS one. 
2012; 7: e31591.

8. World Health Organization. Updated recommendations on HIV 
prevention, infant diagnosis, antiretroviral initiation and monitoring: 
2021. 

9. Podany AT, Scarsi KK, Fletcher CV. Comparative Clinical 
Pharmacokinetics and Pharmacodynamics of HIV-1 Integrase Strand 
Transfer Inhibitors. Clin Pharmacokinet. 2017; 56: 25-40.

10. Zash R, Jacobson DL, Diseko M, Mayondi G, Mmalane M, Essex M, 

https://pubmed.ncbi.nlm.nih.gov/33812487/
https://pubmed.ncbi.nlm.nih.gov/33812487/
https://pubmed.ncbi.nlm.nih.gov/33812487/
https://pubmed.ncbi.nlm.nih.gov/33812487/
https://pubmed.ncbi.nlm.nih.gov/33812487/
https://pubmed.ncbi.nlm.nih.gov/33812487/
https://pubmed.ncbi.nlm.nih.gov/33812487/
https://pubmed.ncbi.nlm.nih.gov/11590490/
https://pubmed.ncbi.nlm.nih.gov/11590490/
https://pubmed.ncbi.nlm.nih.gov/11590490/
https://pubmed.ncbi.nlm.nih.gov/11590490/
https://pubmed.ncbi.nlm.nih.gov/30420123/
https://pubmed.ncbi.nlm.nih.gov/30420123/
https://pubmed.ncbi.nlm.nih.gov/30420123/
https://pubmed.ncbi.nlm.nih.gov/30420123/
https://pubmed.ncbi.nlm.nih.gov/30420123/
https://pubmed.ncbi.nlm.nih.gov/30420123/
https://pubmed.ncbi.nlm.nih.gov/30134420/
https://pubmed.ncbi.nlm.nih.gov/30134420/
https://pubmed.ncbi.nlm.nih.gov/30134420/
https://npin.cdc.gov/publication/recommendations-use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health
https://npin.cdc.gov/publication/recommendations-use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health
https://npin.cdc.gov/publication/recommendations-use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health
https://npin.cdc.gov/publication/recommendations-use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health
https://npin.cdc.gov/publication/recommendations-use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health
https://pubmed.ncbi.nlm.nih.gov/24326606/
https://pubmed.ncbi.nlm.nih.gov/24326606/
https://pubmed.ncbi.nlm.nih.gov/24326606/
https://pubmed.ncbi.nlm.nih.gov/24326606/
https://pubmed.ncbi.nlm.nih.gov/22384040/
https://pubmed.ncbi.nlm.nih.gov/22384040/
https://pubmed.ncbi.nlm.nih.gov/22384040/
https://pubmed.ncbi.nlm.nih.gov/22384040/
https://pubmed.ncbi.nlm.nih.gov/33822559/
https://pubmed.ncbi.nlm.nih.gov/33822559/
https://pubmed.ncbi.nlm.nih.gov/33822559/
https://pubmed.ncbi.nlm.nih.gov/27317415/
https://pubmed.ncbi.nlm.nih.gov/27317415/
https://pubmed.ncbi.nlm.nih.gov/27317415/
https://pubmed.ncbi.nlm.nih.gov/29880310/


Central

Nissim OA, et al. (2022)

Clin Res HIV/AIDS 8(1): 1052 (2022) 6/6

et al. Comparative safety of dolutegravir-based or efavirenz-based 
antiretroviral treatment started during pregnancy in Botswana: an 
observational study. Lancet Glob Health. 2018; 6: e804-e810.

11. Zash R, Makhema J, Shapiro RL. Neural-Tube Defects with Dolutegravir 
Treatment from the Time of Conception. N Engl J Med. 2018; 379: 979-
981.

12. Zash R, Holmes L, Diseko M, Jacobson DL, Brummel S, Mayondi G, et 
al. Neural-Tube Defects and Antiretroviral Treatment Regimens in 
Botswana. N Engl J Med. 2019; 381: 827-840.

13. Momper JD, Best BM, Wang J, Capparelli EV, Stek A, Barr E, et al. 
Elvitegravir/cobicistat pharmacokinetics in pregnant and postpartum 
women with HIV. AIDS. 2018; 32: 2507-2516.

14. Rahangdale L, Cates J, Potter J, Badell ML, Seidman D, Miller ES, et 
al. Integrase inhibitors in late pregnancy and rapid HIV viral load 
reduction. Am J Obstet Gynecol. 2016; 214: 385 e381-387.

15. Badell ML, Sheth AN, Momplaisir F, Rahangdale L, Potter J, Woodham 
PC, et al. A Multicenter Analysis of Elvitegravir Use During Pregnancy 

on HIV Viral Suppression and Perinatal Outcomes. Open Forum Infect 
Dis. 2019; 6: ofz129.

16. van der Galien R, Ter Heine R, Greupink R, Schalkwijk SJ, van 
Herwaarden AE, Colbers A, et al. Pharmacokinetics of HIV-Integrase 
Inhibitors During Pregnancy: Mechanisms, Clinical Implications and 
Knowledge Gaps. Clin Pharmacokinet. 2019; 58: 309-323.

17. Song I, Borland J, Arya N, Wynne B, Piscitelli S. Pharmacokinetics of 
dolutegravir when administered with mineral supplements in healthy 
adult subjects. J Clin Pharmacol. 2015; 55: 490-496.

18. Swindells S, Andrade-Villanueva JF, Richmond GJ, Rizzardini G, 
Baumgarten A, Masia M, et al. Long-Acting Cabotegravir and Rilpivirine 
for Maintenance of HIV-1 Suppression. N Engl J Med. 2020; 382: 1112-
1123.

19. Margolis DA, Gonzalez-Garcia J, Stellbrink HJ, Eron JJ, Yazdanpanah 
Y, Podzamczer D, et al. Long-acting intramuscular cabotegravir and 
rilpivirine in adults with HIV-1 infection (LATTE-2): 96-week results 
of a randomised, open-label, phase 2b, non-inferiority trial. Lancet. 
2017; 390: 1499-1510. 

https://pubmed.ncbi.nlm.nih.gov/29880310/
https://pubmed.ncbi.nlm.nih.gov/29880310/
https://pubmed.ncbi.nlm.nih.gov/29880310/
https://pubmed.ncbi.nlm.nih.gov/30037297/
https://pubmed.ncbi.nlm.nih.gov/30037297/
https://pubmed.ncbi.nlm.nih.gov/30037297/
https://pubmed.ncbi.nlm.nih.gov/31329379/
https://pubmed.ncbi.nlm.nih.gov/31329379/
https://pubmed.ncbi.nlm.nih.gov/31329379/
https://pubmed.ncbi.nlm.nih.gov/30134297/
https://pubmed.ncbi.nlm.nih.gov/30134297/
https://pubmed.ncbi.nlm.nih.gov/30134297/
https://pubmed.ncbi.nlm.nih.gov/26928154/
https://pubmed.ncbi.nlm.nih.gov/26928154/
https://pubmed.ncbi.nlm.nih.gov/26928154/
https://pubmed.ncbi.nlm.nih.gov/31037241/
https://pubmed.ncbi.nlm.nih.gov/31037241/
https://pubmed.ncbi.nlm.nih.gov/31037241/
https://pubmed.ncbi.nlm.nih.gov/31037241/
https://pubmed.ncbi.nlm.nih.gov/29915921/
https://pubmed.ncbi.nlm.nih.gov/29915921/
https://pubmed.ncbi.nlm.nih.gov/29915921/
https://pubmed.ncbi.nlm.nih.gov/29915921/
https://pubmed.ncbi.nlm.nih.gov/25449994/
https://pubmed.ncbi.nlm.nih.gov/25449994/
https://pubmed.ncbi.nlm.nih.gov/25449994/
https://pubmed.ncbi.nlm.nih.gov/32130809/
https://pubmed.ncbi.nlm.nih.gov/32130809/
https://pubmed.ncbi.nlm.nih.gov/32130809/
https://pubmed.ncbi.nlm.nih.gov/32130809/
https://pubmed.ncbi.nlm.nih.gov/28750935/
https://pubmed.ncbi.nlm.nih.gov/28750935/
https://pubmed.ncbi.nlm.nih.gov/28750935/
https://pubmed.ncbi.nlm.nih.gov/28750935/
https://pubmed.ncbi.nlm.nih.gov/28750935/

	Effect of Integrase Strand Transfer Inhibitor use on Time to HIV Viral Suppression before Delivery
	Abstract
	Abbreviations
	Introduction
	Materials and methods 
	Results
	Table 1
	Figure 1
	Discussion
	Table 2
	Figure 2
	Conclusions
	Declaration of Conflicting Interests 
	Acknowledgements
	References

