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【Chapter 1】 

Dr. Princy Kumar 
My first case I am going to discuss with you, the audience as well as with 

my panelists, is about PrEP.  Here is Martin.  He is a 31-year-old MSM.  He 
has been on TDF/FTC for 8 months for PrEP.  He has receptive anal 

intercourse, and he meets his partners through various formats.  He 
drinks alcohol, but he says, “I never really get drunk.”  I am not quite 
sure how to come to terms that, but that is what he said. 

 
If you look at his characteristics, he comes to see you for his routine 

3-month visit.  When you get his lab work back, you look at it, you are 
normally used to seeing everything normal, but you will see an increase in 
his ALT and increase in his AST, which is new.  His bilirubin is normal.  His 

RPR is nonreactive.  His hepatitis C antibody is negative.  His HIV fourth 
generation test is negative.  His medical history is he has had GC in the 

past. 
 
My question to you is, I am going to have you vote and while you are 

voting, I am actually going to turn to my panelists.  If you could go ahead 
and start your vote. 

 
The panelists, if I could ask you here while the audience is choosing, 
Dr. Meyer, can I come to you because you have a great deal.  What would 

you order next in this patient if I can give you one test to order?  Clearly, 
you can choose more than one, but if I say I will give you money to 

choose just one. 
 
Dr. Jaimie Meyer 

I think that I would probably order the hepatitis C. 
 

Dr. Princy Kumar 
The hepatitis C. 

 
Dr. Jaimie Meyer 
Yes, I agree.  The hepatitis C RNA PCR, thinking that maybe this guy does 

have acute hepatitis C.  He has potential risk factors from sexually 
acquired hepatitis C.  He did not say anything about injection drug use, 

but people can also acquire hepatitis C from other substances, for 
example, sharing straws, equipment for inhaling, or even the crack pipe.  
There are other ways related to their substance use. 
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In terms of the other options, looks like no one else had picked hepatitis B 

anyway, but he is immune at baseline.  I do not think this is acute 
hepatitis A.  His LFTs should have been much higher and anyway it is 

likely self-limited.  I do not think a liver ultrasound would have been super 
helpful and tenofovir-emtricitabine is not known to cause hepatotoxicity. 
 

Dr. Princy Kumar 
I completely agree with you.  Just one comment.  In a person who is MSM, 

it is recommended that we must give them the hepatitis A vaccine, so that 
also goes into what you said.  Most of the audience agreed with you.  Let 
us keep going with this. 

 
If you look at hepatitis C, for acute hepatitis C, just a reminder that the 

hepatitis C antibody may take up to 6 months to become positive.  If you 
have somebody that you are concerned may have acute hepatitis C, then 
the test that you should order, even if the antibody is negative, is to 

check a hepatitis C viral load and that is what this graph shows you. 
 

I will pass this algorithm, and then I will ask you for your next thing to 
vote for me.  Let us say it came back you ordered the hepatitis C viral 

load, it came back at 2 million copies.  You ordered a genotype, it came 
back as genotype 1a.  He has no fibrosis.  You did a FibroSURE.  You also 
had access to a FibroScan let us say.  Anyway, he came back as no 

fibrosis.  My question to you is how was he most likely to be infected with 
hepatitis C?  Forget what Dr. Meyer told you.  Just tell me what you think 

about this, and I am going to have you vote for this. 
 
It is really in keeping with what you just went through with us that it is 

most likely MSM sexually transmitted, and I will pass that with that. 
 

If you look at acute hepatitis C in MSM, there has been a number of 
studies that looked at pre-exposure prophylaxis and has put the rate 
anywhere from 1 to about 4.8%.  The increased risk for hepatitis C in 

MSM really comes from unprotected receptive anal sex, sharing of sex 
toys, IDU, and as Dr. Meyer just said, sharing of straws when snorting 

drugs. 
 
People always ask me about heterosexual couples.  My thing, which I 

would say is evidence-based, is if you are a heterosexual couple, you are 
in a monogamous relationship, if one person is hepatitis C positive, there 

is no reason to change your sexual practices.  You do not suddenly need 
to start using a condom or do anything differently.  Hopefully, we think 
you should be treating the person who is positive to be treated, but the 

risk for heterosexual transmission is much lower. 
 

If you look at the CDC, all the recommendations right now, the 
recommendation is that you do test for hepatitis C before starting PrEP 
and then the rest of it are there.  Then, I will turn over.  With this one, I 

am going to ask you a question, but this I am going to actually ask the 
panelists to answer while you are choosing the answer.  The question that 

I have for you is, you diagnosed him to have acute hepatitis C, and the 
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reason you said he had acute hepatitis C is that he was always 
undetectable and now he has a positive RNA with an antibody that is 

negative.  So, I am actually going to change, turn over to the panelists.  
Dr. Taiwo, I am going to come to you while the audience is choosing.  Tell 

me how would you manage this patient, and audience, if you could go 
ahead and choose an answer. 
 

Dr. Babafemi Taiwo 
I think my approach is one of two possible approaches, and what I would 

personally do is… 
 
Dr. Princy Kumar 

I am going to give you one approach doctor.  Pin you down to one 
approach. 

 
Dr. Babafemi Taiwo 
What I do is I would recheck the patient's HCV RNA every 4 to 8 weeks for 

6 months, but engage in a very serious discussion about reducing the 
chances of transmission of this patient. 

 
Dr. Princy Kumar 

Give me your rationale.  Let me see what the audience had to say and 
then I want you to give me the rationale for it.  The audience, if I looked 
at it, 40% agreed with you, but 44% said, they want to start a 12-week 

regimen immediately. 
 

Can you tell us your rationale for the choice that you said that you do not 
want to start immediately and that you are going to monitor them over 
the next 6 months?  Tell us your rationale for that. 

 
Dr. Babafemi Taiwo 

Because hepatitis C abides by this rule of 20s.  So, 20% of patients who 
are infected will clear the infection, 20% of those who developed chronic 
infection would develop cirrhosis, and 20% of those who developed 

cirrhosis would develop cancer. 
 

Let us talk about the first 20%, those who get infected.  We know that 
20% would clear it.  So, if we treated everybody with acute HCV, we will 
be treating about 20% of people who would have naturally gotten rid of 

the infection themselves.  Of course, for a drug that costs a lot of money, 
side effects are pretty minimal but not zero for some individuals, that 

when you aggregate at the public health level, it can be significant. 
 
I think the reason why one cannot say that the first option is wrong is 

because the guidelines actually leave that as an option as well.  There are 
strong reasons why you might want to start the patient on treatment, 

especially if you are concerned about the risk of transmission, because 
reducing the viremia is really the most effective way to immunize the 
public against transmission. 

 
The correct answers will be either A, the first one, or C as of today.  Just 

because I tend to be more conservative and if I am wrong and this patient 
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engages in unsafe practices, then I could contribute to the epidemic, 
which I will be very sorry for, but I hope that if I was in Scott County, for 

example, I might think differently and go with starting the patient 
immediately on therapy. 

 
Dr. W. David Hardy 
The Swiss cohort actually just did that.  They did an analysis of the fact 

that they wanted to test the test-and-treat idea of hepatitis C, and they 
treated all of their MSM who were hepatitis C viremic, and they actually 

showed that within about 2 years, they decreased the transmission of 
acute cases by about 55%.  It probably does make some sense; of course 
of the thing that gets in the way is the cost. 

 
Dr. Princy Kumar 

Very good.  Thank you, that explanation was amazing.  This comes to the 
rule that Dr. Taiwo just went through with this.  It is an amazing rule.  I 
never thought about it that way but now I will think about it that way.  

The rule of 20, so if 100 people are infected with hepatitis C, 20 of them, 
that is 20%, will just clear the infection.  You are less likely to clear if you 

are co-infected with HIV.  You are less likely to clear if you are 
immunosuppressed, you are on something, but other than that, you have 

a 20% chance of clearing that. 
 
If you are destined to clear it, 67% will clear it in the first 6 months of 

therapy.  We actually say we will clear it actually within the first 4 months 
of therapy.  That is why the guidelines say you wait till about 6 months to 

see whether they will clear it, but in circumstances of people who are high 
risk for transmitting it to other people and I have actually treated 
surgeons.  Not just where they have been.  Unfortunately, it is less likely 

to be transmitting the work field, but not unheard of.  I have actually 
treated surgeons or people at high risk of transmission for treatment. 

 
If you look at the guidelines, the guidelines are exactly what our panelists 
just reviewed with us.  The guidelines are if you go ahead and treat it, it 

depends upon you and the patient.  The guidelines actually say, if you go 
to look at it, is to wait for about 6 months and see whether they will clear 

the virus.  If they do not clear it, then, of course, you will treat them like 
you will follow the rest of the guidelines, but in areas that you are worried 
that they may transmit, then, of course, it is the decision that you and the 

patient will make. 
 

I am going to come back to Martin.  This is a little bit more challenging.  
Let us say you treated him.  You made the decision to treat him.  You 
cured him.  He then goes to Amsterdam on a wonderful trip and comes 

back not only with pictures of tulips and beautiful gardens, but he also 
comes back with hepatitis C.  You know that he is re-infected.  It is not a 

relapse.  His previous genotype was 1a and now he comes back with 
genotype 1b.  I am going to ask you this question and, as you are asking 
this question, Dr. Meyer, I am going to come to you please.  How would 

you manage his re-infection?  Please.  And the team, if you all could go 
ahead and vote.  We will just let Dr. Meyer go ahead and tell us her 

rationale. 
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Dr. Jaimie Meyer 

First of all, I think that this is the risk of treating acute hepatitis C, in 
treating this guy right away because he is still clearly engaging in ongoing 

risk behavior.  I think in this case, I would actually opt to not retreat at 
that point and wait and see when other treatment becomes available.  He 
needs significant counseling.  Otherwise, it is going to be this endless 

cycle of treating and re-infection and treating and re-infection.  He is 
clearly within a very risk network and engaged in ongoing risk behaviors. 

 
 
【Chapter 2】 

Dr. Princy Kumar 

Thank you.  I will just move on for the sake of time. 
 

I am going to change him, and that is what I would do.  I will change him 
now and just say, we decided not to treat him and we decided to use our 
resources to try to help him lead to do risk reduction.  That is what I am 

going to do it.  I am going to use your rule of 20, but I will shift it forward 
and I will say, he is coming back in 10 years’ time because along with 

drugs he actually uses a lot of alcohol.  We know alcohol shortens the 
time when somebody goes on to develop fibrosis.  So, I am going to say 
he uses alcohol and he comes back right now and he has actually F3 

fibrosis. 
 

My question to you – right now I am going to turn to you, what would you 
– even before that, I actually want to ask you.  He is coming back, he has 
got F3 fibrosis.  What are the things that you would do to monitor him?  

Let us say you decided to treat him, but along with treatment, what else 
you need to do? 

 
Dr. Babafemi Taiwo 
It is very important that even after we have treated patients, those who 

have advanced fibrosis or cirrhosis need ongoing monitoring because of 
the risk of Hepatocellular carcinoma, and you can do that in a variety of 

ways.  It could be liver ultrasound.  It could be through alpha-fetoprotein. 
 
Liver ultrasound tends to be quite difficult to get.  I know the guidelines 

say do it twice a year.  The reality of that is that it is really tough to do.  
So, I am able to get my patients to do it once the year, but twice a year is 

actually what you want to get to, and also, I would add to that 
alpha-fetoprotein at times.  But quite importantly you mentioned alcohol.  

I think there are very few modifiable risk factors for long-term liver health, 
and this is really one of them.  I tend to tell my patients avoid alcohol and 
they try to ask, “Can I drink maybe two glasses a night?”  “No.”  “How 

about one glass a night?”  “Not really.”  “How about birthday?”  They try 
to negotiate, but I will say, “Well, the gold standard will be for you not to 

drink anything.”  And then, of course, I am sure you, they get some. 
 
Dr. Princy Kumar 

That is absolutely right. 
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Dr. Jaimie Meyer 
But I just want to add. 

 
Dr. Princy Kumar 

Go ahead, I am sorry. 
 
Dr. Jaimie Meyer 

I am going to be excited about alcohol, one more quick thing just to add 
that if he really does have not just alcohol use but an alcohol use disorder, 

he needs to be screened for it.  He needs to be treated for it.  We do have 
medication-assisted therapy options for alcohol use disorder, including 
extended-release naltrexone.  It is hepatotoxic, but it can be used in some 

settings and a lot of behavioral support as well to deal with the underlying 
issue. 

 
Dr. Princy Kumar 
Excellent!  One more thing that I want to add to what you said, which you 

are 100% right as always, but about the thing is I do not want you all to 
forget that if they really have cirrhosis, even if they are completely cured, 

do not forget about getting the endoscopy for esophageal varices. 
 

I heard you during the break, you all are very good at getting liver 
ultrasounds, but we sometimes forget that once you have cirrhosis of the 
liver, you have to go for an endoscopy for esophageal varices.  What we 

do at my institution where I work at Georgetown, we will do an endoscopy.  
If you do not have esophageal varices, then we will do it only every 3 to 4 

years.  But if you have esophageal varices, they are monitored more 
frequently.  This is something that we have forget. 
 

Here are our take-home points.  I will pass that we have discussed these. 
 

I am going to go on to PrEP.  Right now I am going to show you a case of 
PrEP.  This is a 23-year-old man living in Appalachia, very similar to what 
Dr. Meyer just reviewed with us.  He wants to know, he has heard about 

everything that is going on and he said, I want to know how can I prevent 
myself from becoming HIV-infected?  He has also heard the news about 

recent HIV outbreaks in the area.  He says, “I have no medical problems 
but I shoot drugs pretty regularly” and has a negative HIV test. 
 

So, I am going to give you questions and ask you to vote, but as I am 
voting, I am going to come to you Dr. Hardy and say, what would you 

prescribe for him?  Would you prescribe daily PrEP for him?  Audience, as 
you vote, I am going to have Dr. Hardy tell me his thoughts on it. 
 

Dr. W. David Hardy 
In short, yes.  No question.  Because in fact, there has been a study done 

in Bangkok… 
 
Dr. Babafemi Taiwo 

Now, I am curious to see if people will disagree with you, none of them 
know your answer. 
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Dr. W. David Hardy 
…that demonstrated that oral tenofovir, actually even tenofovir alone as 

well as TDF/FTC did, in fact, work at preventing HIV acquisition in 
injection drug users.  In this situation, he is coming to ask for help.  This 

is a cry for help.  He knows he has a substance use disorder.  He knows 
that he is at risk and he wants to prevent further problems.  So, until I get 
his substance use disorder treated and he is continuing to use, he needs 

to be protected. 
 

 
【Chapter 3】 

Dr. Princy Kumar 
Very good.  I would agree.  I think we all agree with you, so let me go to 

the next thing. 
 

Are there data from randomized controlled patients – there is data, so we 
are going to keep moving on that one.  I will let you all choose the answer.  
Okay, very good.  So, you will be invited back again. 

 
So, let us go on to the next one.  This is a data that Dr. Hardy was 

referring to.  This study was done in Bangkok.  Many people just refer to it 
as a Bangkok study.  It is a Bangkok Tenofovir Study.  In this study, they 
took injection drug users who are HIV negative, but they used tenofovir 

by itself.  They did not use tenofovir FTC.  They used tenofovir versus 
placebo, and there was a 48% reduction in acquisition of HIV in this very, 

very vulnerable population. 
 
What I thought personally was very significant is that risk behavior 

actually decreased as the trial progressed, showing that if you engage 
them in care, all the things that Dr. Meyer said, it is really an illness.  I 

always like to tell myself it is an illness.  It is not that they are badly 
behaving people.  It is like alcohol.  It is an illness, and so you could see 
with syringe-sharing behavior and everything, their risk behavior actually 

got better. 
 

I first said it is a man, I am going to change it around and I am going to 
say, it is a woman who comes to you.  She is 23 years old.  She is living 
in Appalachia.  She also has heard about the recent outbreaks, and she 

comes to you because she says boyfriend of 6 months occasionally shoots 
drugs.  She takes oral contraceptives because they make condom use 

unnecessary.  That is what she told you. 
 

My question to you right now is, does oral PrEP with FTC/TDF or TDF work 
as well for women as it does for men?  So, go ahead and choose, and as 
we are taking on this question, Dr. Hardy if I can come to you. 

 
Dr. W. David Hardy 

Sure. 
 
Dr. Princy Kumar 

Tell me your thoughts about this.  Do not wait for the audience, tell me 
your thought about it. 
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Dr. W. David Hardy 

Sure.  I would say yes, here again.  Because this woman does not really 
know whether or not her partner is positive or negative.  She suspects 

that he might be, because she is coming to ask for help.  In this situation, 
she is reaching out for help.  She is maybe in one of those situations like 
many women all around the world where they know they are at risk for 

HIV and they want to do something about it, because they cannot 
necessarily control whether or not a condom is used routinely or even 

when they have sex.  So, this is a situation where she is trying to just 
keep herself HIV negative, perfect place for PrEP. 
 

Dr. Princy Kumar 
Okay.  I am going to disagree slightly with you on this Dr. Hardy.  I am 

going to disagree with you on the basis is that my question to you and to 
the audience, I am going to say that to the audience as well.  I did not ask 
whether we should give her PrEP.  I agree with all of you that we should 

give her PrEP.  You are getting tired, so you did not actually read the 
question.  It is a further clue I need to get you all out of here.  The 

question I really asked is, how well does it work for women compared to 
men?  That was my question. 

 
Dr. W. David Hardy 
My answer is still the same.  When a woman takes the PrEP, it works just 

as well.  Now, biologically, it is even more important for women to 
maintain good adherence with PrEP because there have been studies 

which have demonstrated that the penetration of tenofovir especially, not 
so much FTC but tenofovir into the mucosal cells of the vagina is not as 
good with tenofovir as it is in the rectal mucosa. 

 
Indicating that for a man, it may be okay to take as few as 4 doses a 

week, but for a woman, all 7 doses are necessary.  So, as long as 
adherence is something that one can feel sure about, there have been 
studies in which women have been protected from HIV with PrEP.  There 

have been several of them, but there have also been studies in which it 
has not.  But in those situations where it has not, adherence was the 

factor. 
 
Dr. Princy Kumar 

Let me show you the evidence-based medicine.  Dr. Hardy was correct, 
but let me go ahead and show you the data.  This is a meta-analysis of 

PrEP effectiveness in major trials, including women.  The way I want you 
to look at this trial is, look at the first 3.  That is FEM-PrEP and VOICE, 
and the VOICE, I have two of them because if you remember how the trial 

VOICE was done, it compared a tenofovir gel form, just TDF and then TDF 
with FTC and a placebo.  Very earlier on they stopped the gel form and 

the TDF and allowed the TDF/FTC and the placebo to continue.  That also 
showed no difference.  So, if you look at it, the FEM-PrEP and the VOICE 
showed it failed to protect women.  But it all came down to adherence, 

because if you look at the lower part of the slide, what it showed is if you 
were 25% adherent, you can see that it failed to protect you, but if you 

were more than 75% adherent, that it was effective also in women. 
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I am going to come back to the case, and I will come back to her and say, 

you see her, you talk to her, you explain to her that taking oral 
contraceptives may be, it may not, it may prevent pregnancy, but it is not 

going to prevent you from getting HIV infection or sexually transmitted 
infection. 
 

Then, I am going to come to this question to you, to be effective in 
preventing HIV, how often should she take PrEP?  And I am going to come 

to you Dr. Meyer in this question.  Every guideline says you have to take 
it every day, but I am now challenging you to tell me how often should 
she take PrEP for a woman to be fully effective, and while the audience is 

choosing the answer, can you tell me what your thoughts on this are? 
 

Dr. Jaimie Meyer 
Sure.  I think the data shows that she needs to take it at least 5 or 6 days 
a week, if not more.  I think if this patient were sitting in front of me, I 

would say that every day is best, not only to be effective but also because 
it seems like it would fit in with her lifestyle.  She is on daily oral 

contraceptives as well, it just improves adherence. 
 

 
【Chapter 4】 

Dr. Princy Kumar 
Very good.  I think most of the audience agreed with you.  Let me show 

you little bit of the data that goes to show that.  This is a little bit of a 
confusing slide, but if you look at the right hand of this slide, if you look at 
the iPrEx study and when they modeled it out and they looked at it, what 

it showed here – and this is for men.  This is why Dr. Hardy went ahead 
and told us up to four tablets will be protective, that if you took up to four 

tablets 4 times a week, it was highly effective in men. 
 
However, that is not so in women.  And I am going to go ahead and look 

at the tissue.  We do not 100% understand why it is less effective in 
women if they are not as adherent as a man.  Some of it may be 

biological.  If you look at it, this is Dr. Patterson from University of North 
Carolina who gave a fixed dose combination of tenofovir and FTC to 15 
healthy volunteers, 8 men and 7 women, and then looked at tissue 

concentration. 
 

If you look over here, the tenofovir cervical and vaginal concentrations 
were 2.5 log lower than in the rectal tissue.  Despite high FTC 

concentration in the vagina and cervix, the FTC-TP was detected for less 
than 2 days in all the tissues. 
 

Going to say that biologically there may be less forgiveness for women 
when compared to men.  Reinforcing that for women, as we know it now, 

they need to be fully adherent and what I like to say, you take it every 
single day. 
 

Dr. W. David Hardy 
Like a birth control pill. 



Page 10 of 14 

 
Dr. Princy Kumar 

It is like the birth control pill.  This was the HPTN study.  It was actually 
done in Cape Town.  In this study what they did is, for the first part, they 

gave it to everybody every day.  And then after that, it was either daily 
dosing, and this is only in women.  I want to come back to you.  
Seronegative women to protect them, so everybody got it every day and 

then they got randomized to three arms.  The first arm was they took it 
every day.  Arm 2 was time-driven, that is they took twice a week and 

then they took it after sex.  The third is what is called event-driven, very 
much like the IPERGAY Study, is they took it just before and after sex. 
 

This trial was not so much to look at efficacy.  It is really to look at 
adherence and to see how much of coverage was there.  I will just look 

and tell you about adherence.  They were much more likely to be 
adherent if they were asked to take it daily.  I think that is the bottom line.  
Then, if you ask them to take it twice a week and just take it around sex, 

or even if you want to take it like a morning before or morning after pill, 
this further reinforces that we think that people should take it every day.  

They are much less likely to forget it. 
 

Coming back to TAF/FTC as PrEP, I will just come down to say that do not 
be tempted to use it.  There is not enough data.  Wait for the trials to be 
done.  Unfortunately, the trials right now are done, to the best of my 

knowledge, in men.  I do not think there is anything being done in women.  
So, right now, when you use PrEP, you just use TDF/FTC. 

 
These are our take-home points.  Clearly, it works.  None of us doubted 
anymore.  The key is adherence.  It is adherence–adherence–adherence 

and getting the right drug to the right place at the right time. 
 

My third and final case to you is closing the survival gap; it is really to 
look at comorbidities. 
 

Here, let us vote.  Who manages primary care in your practice with HIV 
patients?  Can I come to you as the chief of the ID division at a major 

tertiary care center?  Do you manage it or do you have the luxury of 
having primary care providers? 
 

Dr. Babafemi Taiwo 
I refer my patients. My patients who have comorbidities like high blood 

pressure, I will manage, but if you have diabetes or anything other than 
high blood pressure, I tend to refer them. 
 

Dr. Princy Kumar 
You tend to refer them to a practice? 

 
Dr. Babafemi Taiwo 
I think there are so many providers who are very comfortable and have 

the time to take on all of those things and add maybe some value to that. 
 

 



Page 11 of 14 

【Chapter 5】 

Dr. Princy Kumar 
Okay.  If you look at the audience, this is very interesting.  The patient's 

HIV specialist.  I will just say from my standpoint, I am very much like 
you.  I feel less and less competent.  Especially when it comes to diabetes, 

my head is spinning with all these new agents that have come down.  I 
can manage first-line hypertension and hyperlipidemia, but the problem is 
most patients, if I say go see a primary care provider, they would say, 

“But you are my primary care provider.”  So, that is really about the 
challenges. 

 
Let us talk a little bit about Linda.  She is 51 years old.  She is a smoker.  
She has previously received dolutegravir, TDF and FTC.  Her eGFR 

dropped to less than 50 and so she was changed.  She was changed to 
dolutegravir, abacavir, and 3TC.  That is a regimen that she is on.  Her 

CD4 count is 800.  Her viral load is undetectable.  Clearly, she is on 
dolutegravir, abacavir, and 3TC because her HLA-B 5701 is negative.  But 
I want to show you that she has got hypertension.  She is on a calcium 

channel blocker.  When she comes to see you, her blood pressure is 
146/74.  You repeated it again and it is 146/74.  Her total cholesterol is 

250.  Her LDL is 160.  The triglycerides are 290. 
 
I am going to have you vote.  Which intervention would be predicted to 

have the greatest impact on Linda's risk for cardiovascular disease, and as 
the audience is choosing, may I come to you Dr. Taiwo.  Tell me what do 

you think.  I am not going to let you choose all of the above.  You just 
choose one for me please. 
 

Dr. Babafemi Taiwo 
I am going to choose starting a statin.  I think Dr. Hardy agrees with me.  

The reason for that is because suddenly there are data suggesting that 
abacavir could be a risk factor for cardiovascular disease, but these are 
quite controversial data.  Even if they were true, the number needed to 

treat is so high, meaning that you would have to expose a lot of people to 
abacavir to have one person suffer an adverse effect as a result of it. 

 
Therefore, the impact of that is pretty low, but something like use of a 
statin has been shown to have significant impact on outcomes, including 

most recently at CROI, data was presented looking at the impact on 
cancer, and it was showing that it reduced the risk of cancer significantly, 

particularly those cancers that were caused by infectious diseases, related 
to infections.  So, statin seems to be one that would have a dramatic 

impact. 
 
The other modifiable thing in this patient's profile, the blood pressure was 

not optimally controlled, about 146 I recall.  The A1C was 6.4.  Not quite 
diabetic range of 6.5, but this patient has glucose intolerance and that 

should be managed as well. 
 
But of all the things listed, I think the single factor that will have the most 

dramatic and most enduring impact is going to be the use of a statin. 
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Dr. W. David Hardy 
Or stop smoking.  That is the thing, I think, we as physicians have a 

hardest time with, because we cannot get someone on a pill to make it 
happen, but we can intervene and we can do things to help deal with that 

addiction. 
 
Dr. Princy Kumar 

I agree with you that getting them to quit smoking, but for my patient 
population, it is the same as getting them to exercise.  In some ways, I 

am ashamed to say that, it is so much easier to give them a pill for a 
modifiable risk factor. 
 

Dr. Taiwo, this is what you alluded to and you are 100% correct.  If you 
look over here, I am going to point this over here, eliminating smoking 

would avert 38% of people getting MIs.  If you control the hyperlipidemia, 
it is 43%, and if you control their hypertension, it is 41%, and if you are 
able to take care of all three of them, then you avert 86% of myocardial 

infarction.  Really reinforcing our concept that you and I know and we get 
it.  It is just trying to work on the modifiable risk factor. 

 
If you go over here and if you look at the other factors contributing to 

decrease in cardiovascular risk factors, again coming back to saying that 
yes, none of us want to give abacavir to somebody who has multiple 
cardiovascular risk factors, but in this whole thing, in our haste to change 

regimen, we sometimes forget on really the impact of everything else has 
on myocardial infarction. 

 
Let me go to lipids.  Here, if you look at the most recent outline that has 
been there, if you look at the four statin groups, the groups that benefit 

the most with statins, anybody with a documented atherosclerotic 
cardiovascular disease, that is one, we get it.  Anybody with an LDL 

greater than 190.  If you are a diabetic and you are between the ages of 
40 to 75, the threshold has always been that you want to start them at 
the lower LDL.  It is between 70 and 189, but I would say the goal is to 

get them to 70.  And then if you are non-diabetic, 40 to 75, then you 
calculate out the 10-year cardiovascular risk. 

 
When we start a statin, it is extremely important that we look at 
drug-to-drug interactions.  Here is where you get it and I get it, that if 

they are on a ritonavir-based regimen or a cobicistat-based regimen, you 
really do not want to use simvastatin.  The levels are raised too high.  

Rhabdomyolysis can occur. 
 
But also with the other statins, you want to be careful of the dose.  So, 

bolded in here is if you are on a cobicistat-based regimen, the maximum 
dose of atorvastatin you really should use is 20, and the maximum dose 

of rosuvastatin that you should use is 20 milligrams, and that is from the 
DHHS guidelines. 
 

Coming to hypertension, and you alluded to that Dr. Taiwo, there is less 
tolerance for higher blood pressure right now.  The guidelines have been 

updated right now.  If you look at the guidelines and some of you who 
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know me know that my sister is a cardiologist, so before I came for this 
talk, I said teach me, make sure that I understand it, so I can convey this 

message appropriately, and I am going to go straight to what she told me. 
 

She said, if your blood pressure even—which I always get very worried 
when I see diastolic—she said, everything is based on systolic blood 
pressures, and this is a very complex graph.  But she explained this to me 

and it made sense to me.  She said, if you have hypertension, you always 
say along with hypertension what else does you have?  If you have 

hypertension and you are a diabetic, then starting that person on an ACE 
or an ARB makes greater sense because they reduce the proteinuria as 
well.  If you have hypertension and diabetes, ACE and ARBs are better.  

That is anything like lisinopril or losartan or any one of those drugs make 
a great sense. 

 
If you have hypertension and you have got cardiovascular disease and 
you do not have to have a documented angina or MI, even if you have risk 

factors for that, obesity, waist to hip ratio that is higher, if you are a 
smoker, any of that, she said, a beta-blocker is the best drug to give them 

because it is good for…. 
 

If you have already documented coronary artery disease, a calcium 
channel blocker like amlodipine actually is very, very good, because data 
has shown that amlodipine is very good for preventing the spasm and 

allowing the vessel to be dilated. 
 

The only problem with amlodipine is that it definitely causes leg edema 
and patients do not like that.  So, they will always complain about the leg 
edema part of it.  And I thought that made great sense and that I put in 

my mind as a good fact. 
 

The last thing that I asked her is when do you give aspirin?  Because we 
talk about aspirin all the time.  If you are a man, aspirin has been shown 
above the age of 45 – if you have a risk factor for cardiovascular disease, 

it has been shown to decrease a primary prevention for cardiovascular 
disease, not so in women.  In women, it has been not shown to decrease 

cardiovascular disease. 
 
In women, however, if you are above the age of 65 and if you have a risk 

for stroke, and that risk could be hypertension or diabetes, then in women, 
giving aspirin that is 81 milligrams on a full stomach will decrease the risk 

for stroke.  That is really the data between the two of them.  So, I thought 
that is very beneficial.  But she told me, I remember for like about 5 days 
and then I forget.  So, if I tell you, then maybe you will remind this to me 

again. 
 

I am going to have you vote right here.  What proportion of your patients 
have a blood pressure at target?  I am not going to make you vote.  I am 
going to make you go because I want to get you out of here.  So, I am 

going to leave this and go on. 
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I want to come back.  I want to finish with these two studies.  This meant 
to a statin prescription among HIV-positive patients and goes on to show 

these are the patients that need a statin but is not prescribed, and these 
are the patients that are prescribed – that goes to show that even though 

we know the importance of statins in our population, and Dr. Taiwo again 
said some of the other reasons why statins may be so important, we are 
not very good in prescribing statins. 

 
This looked at community pharmacy intervention.  The bottom line is, if 

you look at medication synchronization, if you can get them to get all the 
prescriptions filled on the same day, it is not that they come for their 
ARBs another day, the statins for another day – if you can get them to get 

everything filled on a single day each month, a reminder before the 
appointment day, then they are much more likely to be adherent and that 

makes complete sense to us. 
 
I will finish with my take-home points, and then I am going to let you all 

go.  If there are questions that come up, we will stay back, but I want to 
let the rest of the audience go.  Our take-home points, it is imperative to 

identify and address traditional risk factors.  Statin therapy is under 
prescribed.  Stricter blood pressure management guidelines mean even 

more of our patients right now are suboptimally controlled with 
hypertension.  And pharmacists—I know there are number of pharmacists 
here, you play a major role in helping physicians, NPs, PAs help the 

patients live a longer, more fruitful and productive life. 
 

With this, I will turn to Dr. Hardy and to the rest of my panelists, if you 
have any final comments to make.  I am going to say we are not going to 
take question and answers, but we will stay back and anybody can come 

forward.  Anybody has any final comments to make? 
 

Dr. W. David Hardy 
No comments.  Dr. Meyer or Dr. Taiwo, what do you say? 
 

Dr. Babafemi Taiwo 
Well, I wish you have fantastic weekend and thank you for tolerating us. 

 
Dr. Princy Kumar 
Thank you. 


