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INTRODUCTION

Antiretroviral therapy (ART) is universally recommended for people living with HIV today worldwide, regardless of their immunological and virological situation. In high-income countries, many therapeutic options are available for both naive and virally suppressed patients, and individualization of ART should be the rule, according to each situation. Although integrase inhibitors (INSTI)-based regimens have become preferred options in most guidelines for naive patients since the mid-2010s, 1,2 non-nucleoside reverse transcriptase inhibitor (NNRTI)-and protease inhibitor (PI)-based regimens were for a long time the only ones available, and are still today therapeutic alternatives. Drug-reduced ART strategies have increasingly become the preferred option for optimizing ART in pretreated patients with prolonged control of viral replication, when standard triple therapy is no longer necessary. [START_REF] Katlama | Individualized antiretroviral therapeutic approaches: less can be more[END_REF] These drug-reduced strategies include single and two-drug therapies (reduction in the number of drugs) as well as intermittent regimens, given 4 to 5 days a week (reduction in the number of days taken).

In France, in 2018, 56% of new HIV diagnoses concerned people born abroad, including 66% from Sub-Saharan Africa. [START_REF]Observatory of HIV infection (HIV screening and mandatory declaration[END_REF] It has been estimated that almost half of patients originating from Sub-Saharan Africa, including a large majority of women, acquired HIV after migrating to France. [START_REF] Desgrées-Du-Loû | Sub-Saharan African migrants living with HIV acquired after migration, France, ANRS PARCOURS study, 2012 to 2013[END_REF] In-depth analysis of biographical narratives show a high level of socio-economic insecurity in this population. [START_REF] Vignier | Social and structural factors and engagement in HIV care of sub-Saharan African migrants diagnosed with HIV in the Paris region[END_REF][START_REF] Vignier | Access to health insurance coverage among sub-Saharan African migrants living in France: Results of the ANRS-PARCOURS study[END_REF] It should be noted that in France, health insurance is free of charge, including for undocumented individuals. Therefore, incomes of people living with HIV do not affect the choice of treatment.

Many papers have reported that migrants living with HIV frequently have poor HIV clinical outcomes in comparison with native-born persons. [START_REF] Ross | HIV outcomes among migrants from low-income and middle-income countries living in high-income countries: a review of recent evidence[END_REF] These outcomes included higher frequency of AIDS status and lower CD4 T-cell count at entry into HIV care [START_REF] Zeitlmann | CD4-cell counts and presence of AIDS in HIV-positive patients entering specialized care-a comparison of migrant groups in the German ClinSurv HIV Cohort Study, 1999-2013[END_REF][START_REF] Sheehan | Rate of new HIV diagnoses among Latinos living in Florida: disparities by country/region of birth[END_REF][START_REF] Sheehan | Racial/ethnic disparities in delayed HIV diagnosis among men who have sex with men, Florida, 2000-2014[END_REF][START_REF] Ross | Emerging from the database shadows: characterizing undocumented immigrants in a large cohort of HIV-infected persons[END_REF][START_REF] Tilley | Treatment and disease outcomes of migrants from low-and middle-income countries in the Australian HIV Observational Database cohort[END_REF] as well as higher risk of loss to follow-up (LFU), [START_REF] Pecoraro | Factors contributing to dropping out from and returning to HIV treatment in an inner city primary care HIV clinic in the United States[END_REF][START_REF] Hall | Retention in care of adults and adolescents living with HIV in 13 U.S. areas[END_REF][START_REF] Van Andel | Risk factors in an HIV-infected population for refraining from specialist care[END_REF][START_REF] Cuzin | No barrier to care, yet disparities in the HIV care continuum in France: a nationwide population study[END_REF] poor ART adherence, and a high risk of virological failure once in care. [START_REF] Mcfall | Understanding the disparity: predictors of virologic failure in women using highly active antiretroviral therapy vary by race and/or ethnicity[END_REF][START_REF] Almeida | Determinants of virological response to antiretroviral therapy: socio-economic status still plays a role in the era of cART. Results from the ANRS-VESPA 2 study, France[END_REF][START_REF] Saracino | Increased risk of virologic failure to the first antiretroviral regimen in HIV-infected migrants compared to natives: data from the ICONA cohort[END_REF][START_REF] Reyes-Urueña | Differences between migrants and Spanish-born population through the HIV care cascade, Catalonia: an analysis using multiple data sources[END_REF][START_REF] Taylor | Patterns of geographic mobility predict barriers to engagement in HIV care and antiretroviral treatment adherence[END_REF][START_REF] Gatey | Does region of origin influence the timing and outcome of first-line antiretroviral therapy in France?[END_REF][START_REF] Kankou | Factors Associated with Virological Rebound in HIV-Positive Sub-Saharan Migrants Living in France After Traveling Back to Their Native Country: ANRS-VIHVO 2006-2009 Study[END_REF] These poor results could be mainly due to socio-economic barriers, including difficulties with administrative procedures, finding a job and housing, as well as difficulties in understanding the health care system. To our knowledge, there is very little data on the differences in ART received by HIV migrants and native-born persons.

We assumed there could be differences in terms of prescriptions between migrant and nativeborn patients. These prescription differences could be integrated into sub-standard care, which is why we conducted this study. At our French HIV centre, we aimed to compare ART prescribed for HIV-1-patients born in France (PBFs) and those born in Sub-Saharan Africa (PBSSAs) at two distinct times: i) at ART initiation and ii) in the context of sustained viral suppression.

MATERIAL AND METHODS

Study population

For this observational single-centre study, we selected all PBFs and PBSSAs newly entered into care at Pitié-Salpêtrière Hospital, Paris, France, from 01/01/2000 to 31/12/2018, with plasma HIV-RNA ≥200 copies/mL, defined as the "naive" group (Supplementary Figure ).

We then selected all patients in care in our unit who had had at least one clinical visit in 2018, and with all plasma HIV-RNA <50 copies/mL in the last 24 months, defined as the "virally suppressed" group (Supplementary Figure ). In order to ensure at least 24 months on ART, we excluded for analysis patients who initiated ART after 01/01/2017.

Data collection

All clinical, therapeutic, immunological and virological data were prospectively collected by HIV physicians as part of routine follow-up using the Nadis ® database, prior to ART initiation and at each routine visit until 31/12/2018. Clinical data included gender, age, birth country, risk factor for HIV transmission, year of HIV diagnosis, CDC stage at diagnosis, and time between entry into care and ART initiation. Therapeutic data included number and class of antiretrovirals with daily or intermittent prescription. Immunological data included pretherapeutic CD4 T-cell count, CD4 T-cell nadir, last CD4 T-cell count and last CD4/CD8 ratio. Virological data included pretherapeutic HIV-RNA value and HIV-RNA value at each routine visit. We also collected the status of the last HIV referring doctor for each patient (full-time or part-time consulting physician).

Statistics

The first part of the analysis was conducted in order to compare the therapeutic classes included in first-line ART prescribed in naive PBFs and PBSSAs, and involved all patients matching the inclusion criteria. The second part of the analysis was conducted in order to compare the proportion of drug-reduced ART strategies, in virally suppressed PBFs and PBSSAs.

Chi-square and Kruskal-Wallis tests were performed to investigate the differences between the study variables. Uni-and multivariable logistic regressions were performed in order to assess the impact of geographic origin on the prescription of ART, in terms of drug classes (nucleoside reverse transcriptase inhibitors [NRTIs], NNRTIs, PIs, INSTIs) and type of ART (drug-reduced ART, including single and two-drug therapies as well as intermittent triple-drug regimens, defined as triple-drug regimens given 4 to 5 days a week), adjusted for potential confounders.

Multivariable logistic regressions, with backwise selection, first included all variables with an odds ratio associated with a p-value <0.1 in the univariable analysis. Only the variables significantly (p<0.05) were considered in the final models. In the "naive" group, potential All analyses were conducted using IBM SPSS Statistics software (v. 25).

Ethics

Patients at Pitié-Salpêtrière Hospital are routinely followed using the Nadis ® electronic medical record system. [START_REF] Pugliese | A large French prospective cohort of HIV-infected patients: the Nadis Cohort[END_REF] Data from Nadis ® are collected prospectively after patients provide signed consent (CNIL, French National Commission for Information Technology and Civil Liberties, registration number 770134) permitting the use of data for research. All data were anonymized before analysis. There were no additional biological samples used for this study.

RESULTS

Antiretroviral therapy in naive patients

Overall, 1,944 naive patients fulfilling the inclusion criteria were enrolled. This population included 915 PBSSAs and 1,029 PBFs (Supplementary Figure). PBSSAs were most frequently women (58% versus 11%, p<0.001), heterosexual (86% versus 26%, p<0.001) and were younger (35 versus 37 years, p<0.001) in comparison with PBFs (Table 1). They had a lower pretherapeutic CD4 T-cell count (231 versus 345 cells/mm 3 , p<0.001), with more frequent AIDS status (22% versus 14%, p<0.001). Hepatitis B coinfection was also more frequent in PBSSAs (9.9% versus 1.6%, p<0.001), as well as tuberculosis at time of HIV diagnosis (7.4% versus 0.9%, p<0.001).

Naive PBSSAs received more PI-based regimens (58% versus 47%, p<0.001), less NNRTIbased regimens (22% versus 26%, p=0.026), and fewer were on INSTI-based regimens (13% versus 24%, p<0.001) compared to PBFs. After adjustment for confounders, geographic origin remained a significant factor influencing ART prescription in naive patients (Tables 2 and3).

In comparison to patients born in France, PBSSAs were more likely to receive a PI-based combination (OR 1.61, 95%CI 1.31 to 1.98, p<0.0001) (Table 2) and less likely to receive an INSTI-based combination (OR 0.57, 95%CI 0.4 to 0.84, p=0.003) (Table 3). Conversely, there was no association between geographic origin and prescription of NRTIs or NNRTIs (Supplementary Table 1).

In addition to country of birth, other factors were significantly associated with the prescription of different antiretroviral classes at ART initiation, whether in PBSSAs or PBFs. The probability of being prescribed a PI-based regimen was lower in patients who initiated ART during the second study period (2013-2018) in comparison with the first study period (2000-2006), and in those with tuberculosis at ART initiation; it was higher in the event of low CD4 T-cell count and high HIV-RNA at ART initiation. The probability of being prescribed an INSTI-based regimen was much higher in the last study period and in the event of high HIV-RNA at ART initiation. Lastly, the probability of being prescribed a NNRTI-based regimen was higher in men, in the event of tuberculosis, low HIV-RNA and high CD4 T-cell count at ART initiation.

In any of these analyses was interaction between gender and country of birth, and between gender and age, significant.

Antiretroviral therapy in virally suppressed patients

968 patients were analyzed, including 431 PBSSAs and 537 PBFs (Supplementary Figure ).

PBSSAs had been on ART for longer (11 versus 9 years, p<0.001), had a lower CD4 T-cell count at time of analysis (588 versus 714 cells/mm 3 , p<0.001), and their referring doctor was less frequently a "full-time physician" (52% versus 63%, p<0.001) in comparison with PBFs (Table 4). The median duration of viral suppression was 76 months (IQR 53-107), with no significant difference between PBSSAs and PBFs.

PBSSAs received more NRTI-based regimens (92% versus 88%, p=0.043), more PI-based regimens (21% versus 10%, p<0.001), and less INSTI-based regimens (37% versus 48%, p=0.017). They also received less drug-reduced ART (22% versus 40%, p<0.001), including fewer two-drug therapies (15% versus 23%, p=0.003) and fewer intermittent therapies (4.6% versus 14%, p<0.001). After adjustment for confounders, there was an independent impact of geographic origin on ART prescription, in terms of type of antiretroviral strategy (drug-reduced or not) (Table 5). Compared to PBFs, the probability of receiving drug-reduced ART was lower in PBSSAs (OR 0.48, 95%CI 0.36-0.65, p=0.0024). This difference was significant for intermittent ART (OR 0.33, 95%CI 0.19-0.55, p<0.0001), when studied separately (Supplementary Table 2). Lastly, the probability of receiving a drug-reduced regimen was lower in the event of prior AIDS status, and higher in patients whose doctor worked full time at the hospital (OR 3.64, 95%CI 2.65 to 4.99, p<0.001).

In any of these analyses was interaction between gender and country of birth, and between gender and age, significant.

DISCUSSION

Our work highlights significant discrepancies in ART prescriptions between PBFs and

PBSSAs, whether at initial ART prescription (naive patients), or in the context of sustained viral suppression (pretreated patients). After adjustment for clinical and biological differences between the two groups, discrepancies dependent on geographic origin remained. At ART initiation, PBSSAs received significantly more PI-based regimens, and less INSTI-based regimens. Among well-controlled patients with viral suppression for a median of over 6 years, PBSSAs also received significantly less drug-reduced strategies.

In Western Europe today, migrants constitute a growing proportion of people living with HIV treated in HIV centres, as illustrated by our study population in which ~50% of patients entered into care between 2000 and 2018 were born in Sub-Saharan Africa. The proportion of HIVinfected people born abroad is expected to increase sharply in Western European hospitals in the future, due to population movements and lower new HIV diagnoses among native-born individuals in high-income countries in the era of pre-exposure prophylaxis (PrEP). [START_REF] Smith | Evidence of an Association of Increases in Pre-exposure Prophylaxis Coverage With Decreases in Human Immunodeficiency Virus Diagnosis Rates in the United States, 2012-2016[END_REF][START_REF] Brown | Fall in new HIV diagnoses among men who have sex with men (MSM) at selected London sexual health clinics since early 2015: testing or treatment or pre-exposure prophylaxis (PrEP)? Euro Surveill Bull[END_REF][START_REF] Nwokolo | Rapidly declining HIV infection in MSM in central London[END_REF] In this context, it is particularly interesting to assess ART prescriptions with regard to geographic origin. For this report, we chose to compare ART prescriptions between PBFs and PBSSAs, the main migrant subpopulation in France. [START_REF]Observatory of HIV infection (HIV screening and mandatory declaration[END_REF] Many characteristics differentiate these two populations when entering care, with more advanced disease observed in non-native patients, as highlighted in our study and others. [START_REF] Zeitlmann | CD4-cell counts and presence of AIDS in HIV-positive patients entering specialized care-a comparison of migrant groups in the German ClinSurv HIV Cohort Study, 1999-2013[END_REF][START_REF] Sheehan | Rate of new HIV diagnoses among Latinos living in Florida: disparities by country/region of birth[END_REF][START_REF] Sheehan | Racial/ethnic disparities in delayed HIV diagnosis among men who have sex with men, Florida, 2000-2014[END_REF][START_REF] Ross | Emerging from the database shadows: characterizing undocumented immigrants in a large cohort of HIV-infected persons[END_REF][START_REF] Tilley | Treatment and disease outcomes of migrants from low-and middle-income countries in the Australian HIV Observational Database cohort[END_REF] However, after adjustment for confounders (i.e. comparable immunological and virological situations), in PBSSAs, INSTIs were twice less likely to be prescribed and PIs 1.4 times more likely to be prescribed compared to PBFs.

Several reasons could explain the preference for PI-based regimens in PBSSAs. One is the high genetic barrier of PIs. In clinical practice, we frequently observe very precarious living conditions in migrants, associated with difficulties in taking medication, which are in turn associated with virological failure and treatment interruption. These empirical observations are corroborated by several published data. [START_REF] Pecoraro | Factors contributing to dropping out from and returning to HIV treatment in an inner city primary care HIV clinic in the United States[END_REF][START_REF] Hall | Retention in care of adults and adolescents living with HIV in 13 U.S. areas[END_REF][START_REF] Van Andel | Risk factors in an HIV-infected population for refraining from specialist care[END_REF][START_REF] Cuzin | No barrier to care, yet disparities in the HIV care continuum in France: a nationwide population study[END_REF][START_REF] Mcfall | Understanding the disparity: predictors of virologic failure in women using highly active antiretroviral therapy vary by race and/or ethnicity[END_REF][START_REF] Almeida | Determinants of virological response to antiretroviral therapy: socio-economic status still plays a role in the era of cART. Results from the ANRS-VESPA 2 study, France[END_REF][START_REF] Saracino | Increased risk of virologic failure to the first antiretroviral regimen in HIV-infected migrants compared to natives: data from the ICONA cohort[END_REF][START_REF] Reyes-Urueña | Differences between migrants and Spanish-born population through the HIV care cascade, Catalonia: an analysis using multiple data sources[END_REF][START_REF] Taylor | Patterns of geographic mobility predict barriers to engagement in HIV care and antiretroviral treatment adherence[END_REF][START_REF] Gatey | Does region of origin influence the timing and outcome of first-line antiretroviral therapy in France?[END_REF][START_REF] Kankou | Factors Associated with Virological Rebound in HIV-Positive Sub-Saharan Migrants Living in France After Traveling Back to Their Native Country: ANRS-VIHVO 2006-2009 Study[END_REF] Favoring PIs has the advantage of reducing the risk of emerging resistance in the event of poor compliance, due to the high genetic barrier of this class. Conversely, this choice could have a negative impact because of the poorer overall tolerance of PIs compared to INSTIs, [START_REF] Squires | Integrase inhibitor versus protease inhibitor based regimen for HIV-1 infected women (WAVES): a randomised, controlled, double-blind, phase 3 study[END_REF][START_REF] Clotet | Once-daily dolutegravir versus darunavir plus ritonavir in antiretroviral-naive adults with HIV-1 infection (FLAMINGO): 48 week results from the randomised open-label phase 3b study[END_REF] One other reason could be the occurrence of pregnancies or the desire to fall pregnant. This factor could impact the choice of first-line ART, NRTIs + PIs being the standard treatment in pregnant women in Europe during the study period. Pregnancies or the desire to fall pregnant could be more prevalent in PBSSAs, due to the high proportion of women in this group.

However, adjustments for gender and age in multivariable analysis should limit this bias.

We decided to carry out the second part of the study in order to analyze prescriptions in patients with optimal control of their viral replication. By definition, these patients with plasma HIV-RNA <50 copies/mL for more than two years were ART-compliant. Once again, despite adjustment for possible confounding factors, including characteristics at entry into care, substantial differences in treatments remain between the two groups. PBSSAs received twice less drug-reduced ART, including dual therapies and intermittent ART, and twice more NRTIs.

In the last years, numerous clinical trials have demonstrated the non-inferiority of drug-reduced ART in comparison to standard triple regimens for maintaining viral suppression, including 2-DR [START_REF] Van Wyk | Efficacy and Safety of Switching to Dolutegravir/Lamivudine Fixed-Dose Two-Drug Regimen Versus Continuing a Tenofovir Alafenamide-Based Three-or Four-Drug Regimen for Maintenance of Virologic Suppression in Adults With HIV-1: Phase 3, Randomized, Non-inferiority TANGO Study[END_REF][START_REF] Aboud | Efficacy and safety of dolutegravir-rilpivirine for maintenance of virological suppression in adults with HIV-1: 100-week data from the randomised, open-label, phase 3 SWORD-1 and SWORD-2 studies[END_REF] and intermittent 3-DR [START_REF] The | PENTA 16) Trial Group. Weekends-off efavirenz-based antiretroviral therapy in HIV-infected children, adolescents, and young adults (BREATHER): a randomised, open-label, non-inferiority, phase 2/3 trial[END_REF][START_REF] Landman | A 4-days-on and 3-days-off maintenance treatment strategy for adults with HIV-1 (ANRS 170 QUATUOR): a randomised, open-label, multicentre, parallel, non-inferiority trial[END_REF] . We believe that these strategies should be offered to as many patients as possible, provided the virological situation allows for it. [START_REF] Katlama | Individualized antiretroviral therapeutic approaches: less can be more[END_REF] One of the only reasons that could explain lower drug-reduced ART prescriptions in PBSSAs would be the fear that they would have more resistance, assuming that the patients had had more virological failures in the past. Unfortunately, we did not have data on resistance for the included patients.

We believe, however, that PBSSAs do not receive the most innovative strategies as much as PBFs, despite similar virological situations, and that they all pay the price for therapeutic difficulties observed in only a small proportion of patients. This is evident when the analysis is restricted to virally suppressed patients, who by definition have good adherence to ART.

Various papers have highlighted inequalities in treatment based on race, driven by implicit bias among physicians. [START_REF] Hall | Implicit Racial/Ethnic Bias Among Health Care Professionals and Its Influence on Health Care Outcomes: A Systematic Review[END_REF][START_REF] Williams | Racial Bias in Health Care and Health: Challenges and Opportunities[END_REF][START_REF] Cohan | Racist Like Me -A Call to Self-Reflection and Action for White Physicians[END_REF][START_REF] Chapman | Physicians and implicit bias: how doctors may unwittingly perpetuate health care disparities[END_REF] Several studies conducted in the US reported false beliefs about racial differences, that could lead to different therapeutic attitudes based on skin color. [START_REF] Hoffman | Racial bias in pain assessment and treatment recommendations, and false beliefs about biological differences between blacks and whites[END_REF][START_REF] Sabin | Physicians' implicit and explicit attitudes about race by MD race, ethnicity, and gender[END_REF][START_REF] Tamayo-Sarver | The effect of race/ethnicity and desirable social characteristics on physicians' decisions to prescribe opioid analgesics[END_REF] A recent interventional study found that health care providers make clinical judgements about who is not a good candidate for HIV pre-exposure prophylaxis (PrEP) based on unconscious and conscious stereotypes and prejudices, quantified on a modern racism scale. [START_REF] Hull | Providers PrEP: Identifying Primary Health care Providers' Biases as Barriers to Provision of Equitable PrEP Services[END_REF] These biases could be maintained by lack of awareness during medical studies, race being a particularly divisive subject in society at present. [START_REF] Amutah | Misrepresenting Race -The Role of Medical Schools in Propagating Physician Bias[END_REF][START_REF] Ansell | Bias, black lives, and academic medicine[END_REF][START_REF] Chen | Calling Out Aversive Racism in Academic Medicine[END_REF] We assume that origin-related attitudes can partly explain the lower prescription of drug-reduced ART in PBSSAs in our centre. We believe it is essential to investigate this issue to correct these biases and improve practices.

Factors other than patients' geographical origin also influence prescriptions. We have shown that the prescription of drug-reduced ART depends on the consulting physician's status at the hospital. The prescription of drug-reduced ART was 3.7 times higher in patients who were treated by full-time physicians, compared with those treated by part-time physicians. Our premise is that greater experience is associated with greater confidence in ART, and greater ease in proposing innovative strategies.

Our study has some limitations. On one hand, it was an observational single-centre study and we cannot rule out that the findings would have been different in another centre. One the other hand, the study period covers periods with very different prescribing practices, especially before and after the introduction of INSTIs (schematically between 2000-2010 and 2010-2020). It is also necessary to keep in mind that at the same time the concepts of equity, diversity and inclusion have evolved considerably. We were as exhaustive as possible, including all available variables in our models, but some potential confounding factors may be unexplored.

In conclusion, our results show large differences in terms of ART prescriptions according to birth country -Sub-Saharan Africa or France -, not only at ART initiation but also after longterm viral suppression, without clear clinical, virological or immunological justification. With this work, we hope to encourage questioning of current practices, promoting more equity in prescriptions according to geographical origin so as to offer all patients the best therapeutic options. 

  confounders included gender, age, HIV transmission risk factor, year of HIV diagnosis, hepatitis B coinfection, CDC stage C, pretherapeutic CD4 T-cell count and plasma HIV-RNA, time between entry into care and ART initiation and tuberculosis at HIV diagnosis. In the "virally suppressed" group, they included gender, age, HIV transmission risk factor, year of HIV diagnosis, hepatitis B coinfection, CDC stage C, CD4 T-cell nadir, zenith HIV-RNA, last CD4 T-cell count and status of the referring doctor (i.e. full-time or part-time consulting physician).

  which is potentially compounded by taking three tablets instead of one (in France, no single tablet regimen including PIs is available). Furthermore, second-generation INSTIs (dolutegravir and bictegravir) also have a high genetic barrier, which was not the case with first-generation INSTIs (raltegravir and boosted elvitegravir), and can therefore just as easily be used despite foreseeable compliance difficulties. The study period may partly explain the lower prescription of INSTIs: raltegravir was licensed in France in 2008, elvitegravir in 2013, dolutegravir in 2014, and bictegravir in 2018.

Table 1 . Patient characteristics at ART initiation, according to birth country (N=1944).

 1 Chi-2 test for categorical variables and Kruskal-Wallis test for continuous variables. b. Non-exclusive categories. NRTI: nucleoside reverse transcriptase inhibitor. NNRTI: non-nucleoside reverse transcriptase inhibitor. PI: protease inhibitor. INSTI: integrase stand transfer inhibitor.

	Patients born in	Patients born in	p-value a
	Sub-Saharan Africa	France (PBF,	
	(PBSSA, n=915)	n=1029)	

Table 2 . Factors impacting the choice of a PI-based regimen at ART initiation, uni-and multivariable regressions (N=1944).

 2 

	OR	CI95%	aOR	CI95%

Table 3 . Factors impacting the choice of an INSTI-based regimen at ART initiation, uni-and multivariable regressions (N=1944).

 3 

	OR	CI95%	aOR	CI95%
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