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Abstract

Objective: To compare statin prescribing rates between intermediate-risk people living with human immunodeficiency

virus (HIV; PLWH) and intermediate-risk patients without a diagnosis of HIV for primary prevention of atherosclerotic

cardiovascular disease (ASCVD).

Methods: Retrospective cohort study . Electronic health record data were used to identify a cohort of PLWH aged

40–75 years with a calculated 10-year ASCVD risk between 7.5%-19.9% as determined by the Pooled Cohort Equation

(PCE). A matched cohort of primary prevention non-HIV patients was identified. The primary outcome was the pro-

portion of PLWH who were prescribed statin therapy compared to patients who were not living with HIV and were

prescribed statin therapy

Results: 81 patients meeting study criteria in the PLWH cohort were matched to 81 non-HIV patients. The proportion

of patients prescribed statins was 33.0% and 30.9% in the PLWH and non-HIV cohorts, respectively (p¼ 0.74).

Conclusion and relevance: This study evaluated statin prescribing in PLWH for primary prevention of ASCVD as

described in the 2018 AHA/ACC/Multisociety guideline. Rates of statin prescribing were similar, yet overall low, among

intermediate-risk primary prevention PLWH compared to those not diagnosed with HIV.
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Introduction

Human immunodeficiency virus (HIV) is considered a

chronic inflammatory disease.1 People living with HIV

(PLWH) are at a 1.5- to 2-fold higher risk of athero-

sclerotic cardiovascular disease (ASCVD) than patients

without the immune deficiency.2,3 Even when control-

ling for age and co-morbidities, multiple epidemiolog-

ical studies have demonstrated higher rates of ASCVD

among PLWH, suggesting an underlying mechanism of

the disease that increases ASCVD risk.3–5 With advan-

ces in antiretroviral therapy (ART), increased access to

care, and longer lifespan of PWLH, chronic diseases

such as ASCVD and type 2 diabetes contribute to

more deaths in PLWH than acquired immune deficien-

cy syndrome (AIDS)-related complications.2,6

Traditional risk factors for ASCVD such as

hypertension (HTN), hypercholesterolemia, type 2 dia-
betes, and smoking have higher rates of occurrence in
PLWH.2

Given the benefits of statins for non-HIV infected
individuals and the established increase in ASCVD in
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PLWH, the 2018 American Heart Association (AHA)/
American College of Cardiology (ACC)/Multisociety
cholesterol guideline identifies HIV and other chronic
inflammatory disorders (e.g., rheumatoid arthritis) as
risk-enhancing factor(s) to consider in the discussion of
statin initiation therapy for primary prevention of
ASCVD when the individual’s 10-year ASCVD risk is
7.5% to 19.9% (intermediate risk).7 Previous cholester-
ol guidelines did not provide extensive detail regarding
the management of ASCVD in this at-risk patient pop-
ulation.6–9 This gap in comprehensive guidance on the
management of ASCVD in this population led to the
creation of the 2019 AHA Scientific Statement on the
management of cardiovascular disease in PLWH,
which includes the 2018 AHA/ACC/Multisociety
guideline recommendations.6

Few studies have examined statin eligibility and pre-
scribing rates among PLWH with additional indica-
tions for statin therapy as defined in multiple
cholesterol guidelines (e.g., primary prevention, diabe-
tes, secondary prevention, and severe hypercholesterol-
emia). Within these cohort studies of PLWH, rates of
eligible patients receiving statins ranged from 42% to
73%.10–13 Our study compared statin prescribing rates
at Denver Health between intermediate-risk PLWH and
intermediate-risk patients without a diagnosis of HIV.

Methods

Study design and patient population

This 1:1 retrospective cohort study included one cohort
of PLWH and one cohort of patients without a diag-
nosis of HIV. A cross-sectional data pull was per-
formed on January 27, 2020. The data pull included
all data elements collected dating back 18months and
the most recent value was used if multiple values docu-
mented over this 18month period. All patients received
their health care within the Denver Health system.
Pertinent to this study, HIV ART is provided within
both specialty and primary care clinics. This study was
approved by the Denver Health Sponsored Programs
and Research Office and the Colorado Multiple
Institutional Review Board.

Outcomes

The primary outcome of this study was to evaluate the
proportion of intermediate-risk PLWH who were pre-
scribed statin therapy compared to intermediate-risk
patients without a diagnosis of HIV and were pre-
scribed statin therapy for primary prevention of
ASCVD.

Three secondary outcomes performed prospectively
defined subgroup analyses. The first compared the

intensity (low, moderate, or high) of the prescribed

statins among the two cohorts. The second included a

comparison of patients’ total number of non-HIV risk

factors as identified by the 2018 AHA/ACC/

Multisociety guideline (Table 1). Lastly, statin adher-

ence, characterized as a proportion of days covered

(PDC) �80%, was assessed using refill history among

patients who filled their statin prescription within the

Denver Health system.

Inclusion/exclusion criteria

Primary prevention patients were identified as candi-

dates for statin therapy based on 2018 AHA/ACC/

Multisociety cholesterol guideline recommendations.

Inclusion criteria consisted of individuals receiving pri-

mary care within the Denver Health system aged 40–75

years, without a history of clinical ASCVD (carotid

intervention, cerebrovascular disease, coronary artery

bypass grafting, coronary occlusion, coronary rupture,

coronary thrombus, ischemic heart disease, myocardial

infarction, percutaneous coronary intervention, periph-

eral artery disease, stable angina, stroke, transient

ischemic attack, unstable angina) and a 10-year

ASCVD risk of 7.5%-19.9% according to the Pooled

Cohort Equation (PCE).7,14 Patients were excluded if

they had a history of diabetes, alanine aminotransfer-

ase (ALT) greater than three times the upper limit of

normal, current treatment for a hepatitis C infection, a

hepatitis C viral load greater than zero IU/mL, a low

density lipoprotein cholesterol (LDL-C) <70mg/dL,

currently pregnant or breastfeeding, or if their 10-

year ASCVD risk score was outside the range of

7.5%–19.9%.
Patients with a diagnosis of HIV were included in

the PLWH cohort. Patients without a diagnosis of HIV

were identified for inclusion into the control cohort and

matched 1:1 with PLWH based on age and gender.

Statistical analysis

Baseline demographics were compared using unpaired

t-tests for continuous data and chi-squared tests for

categorical data. An a priori level of significance was

defined as a p-value <0.05. Laboratory, medication,

and demographic information were determined by the

most recent information available within the electronic

health record prior to the reference date of January 27,

2020. The most recent non-lipid laboratory values and

vital signs documented within the past two years were

used for analysis. The most recent lipid panel available

since 2014 was used.
The primary outcome of the proportion of patients

with an active statin order at the reference date was

analyzed with a Chi-square test. Secondary outcomes
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were evaluated using a similar statistical analysis to the

primary outcome for categorical data. Comparison of

statin intensity, categorized as low, moderate, or high

based on the specific statin and dose of the active order,

utilized a 3�2 Chi-square test. Total non-HIV risk-

enhancing factors were tallied for each patient with

an active statin order and a 5�2 Chi-square test was

performed. Lastly, the proportion of patients consid-

ered adherent to statin therapy with a PDC �80% was

analyzed using a Chi-square test for those with statin

fill history available.15

Results

Baseline demographics

A total of 440 PLWH aged 40–75 years without a his-

tory of ASCVD were identified. After excluding

patients based on the defined exclusion criteria, 81

patients were included in the final PLWH cohort

(Figure 1). Accordingly, 81 patients without a

diagnosis of HIV who met the study criteria were

matched based on age and gender to form the control

cohort.
A comparison of baseline characteristics is presented

in Table 2. Patients in the PLWH cohort were more

likely to have lower systolic blood pressure, lower body

mass index (BMI), presence of other inflammatory dis-

eases, and an estimated glomerular filtration rate

(eGFR) of 15–59mL/min/1.73m2. Differences in pri-

mary insurance coverage were also observed, with the

majority (58%) of the non-HIV cohort having

Medicaid compared to only 33% of the PLWH

cohort. All other baseline demographic characteristics

were similar among both cohorts. Of note, some

patients did not have a recent eGFR and/or BMI docu-

mented in the EHR.

Primary outcome: Statin prescribing

Among PLWH, 27 of the 81 patients (33.0%) had an

active order for statin therapy while 25 of the 81

Table 1. Risk enhancing factors.

Risk-enhancing factor

2018 AHA/ACC/Multisociety Guideline

Definition Study definition

Family history of premature

ASCVD

Males< 55 years old

Females< 65 years old

Not assessed

Primary hypercholesterolemia LDL-C 160–189mg/dL Non-HDL-C 190-

219mg/dL

LDL-C 160–189mg/dL Non-HDL-C

190-219mg/dL

Metabolic Syndrome �3 of the following: Increased waist cir-

cumference Elevated TG >150mg/dL

BP �130/85mm Hg or treatment Elevated

glucose �100mg/dL Low-HDL-C

Men <40mg/dL, Women <50mg/dL

�3 of the following:

BMI �25 kg/m2 TG >150mg/dL BP

�130/85mm Hg or treatment

Blood glucose �100mg/dL

Low-HDL-C

Men <40mg/dL, Women <50mg/dL

Chronic Kidney Disease eGFR 15–59mL/min per 1.73m2 with or

without albuminuria; not treated with

dialysis or kidney transplantation

eGFR 15–59mL/min per 1.73m2

Chronic Inflammatory

Conditions

Psoriasis Rheumatoid arthritis

Lupus HIV/AIDS

Psoriasis Rheumatoid arthritis Lupus

Inflammatory Bowel Disease

History of premature meno-

pause and history of pregnan-

cy-associated conditions that

increase later ASCVD

Menopause before 40 years old Pre-

eclampsia

Menopause before 40 years old Pre-

eclampsia

High-Risk Ethnicities South Asian Not assessed

Lipid/Biomarkers TG �175mg/dL on 3 occasions

hsCRP �2mg/dL

Lipoprotein (a) �50mg/dL

Apolipoprotein (B) �130mg/dL

Ankle-brachial index <0.9

TG �175mg/dL

Not assessed

Not assessed

Not assessed

Not assessed

ACC: American College of Cardiology; AHA: American Heart Association; ASCVD: atherosclerotic cardiovascular disease; BMI: body mass index; BP:

blood pressure; eGFR: estimated glomerular filtration rate; HDL-C: high density lipoprotein cholesterol; hsCRP: high sensitivity c-reactive protein;

LDL-C: low density lipoprotein cholesterol; non-HDL: non-high density lipoprotein cholesterol; TG: triglycerides.
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Figure 1. Cohort inclusion and exclusion criteria.

Table 2. Baseline demographics.

Characteristic PLWH (n¼ 81) Non-HIV (n¼ 81) p-Value

Age, mean (SD) 57.0 (6.0) 57.0 (6.0) 1.00

40–49 10 (12.3%) 10 (12.3%)

50–59 43 (53.1%) 43 (53.1%)

60–69 25 (30.9%) 25 (30.9%)

70–75 3 (3.7%) 3 (3.7%)

Female n (%) 9 (11.1) 9 (11.1%) 1.00

Race n (%) 0.76

White 39 (48.1%) 41 (50.6%)

Black 21 (25.9%) 23 (28.4%)

Other 21 (25.9%) 17 (21.0%)

Smoker, n (%) 40 (49.4%) 41 (50.6%) 0.88

Anti-hypertensive, n (%) 42 (51.9%) 42 (51.9%) 1.00

Systolic BP, mean (SD) 128.6 (10.1) 132.6 (12.5) 0.03

Total cholesterol, mean (SD) 194.6 (32.9) 194.3 (30.7) 0.95

HDL-C, mean (SD) 45.7 (13.9) 48.9 (13.0) 0.13

LDL-C, mean (SD) 114.2 (25.7) 110.2 (26.1) 0.32

Risk Score, mean (SD) 11.3% (3.1%) 11.6% (3.1%) 0.54

7.5%–9.9% 34 (42.0%) 26 (32.1%)

10%–14.9% 34 (42.0%) 43 (53.1%)

15%–19.0% 13 (16.0%) 12 (14.8%)

BMI, n (SD) 26.5 (4.7) 29.9 (5.9) <0.001

Primary payer, n (%) <0.001

Medicaid 27 (33.3%) 47 (58.0%)

Commercial 30 (24.7%) 6 (7.4%)

Medicare 20 (24.7%) 16 (19.8%)

Self Pay 3 (3.7%) 4 (4.9%)

Financial assistance 1 (1.2%) 8 (9.9%)

Triglycerides, mean (SD) 183.1 (112.4) 183.0 (95.1) 1.00

Inflammatory diseases, n (%) 13 (16.0%) 4 (4.9%) 0.02

Lupus 0 (0.0%) 0 (0.0%)

Psoriasis 3 (3.7%) 1 (1.2%)

Rheumatoid arthritis 2 (2.5%) 2 (2.5%)

(continued)
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patients (30.9%) within the non-HIV cohort did (Table

3). This difference between cohorts was not statistically

significant (p¼ 0.74).

Secondary outcome: Statin intensity and dosing

A description of the intensity of the prescribed statins is

included in Table 3. Patients prescribed a combination

of a statin and a non-statin medication were catego-

rized based on the statin. The prescribed statin intensi-

ty was similar between cohorts (p¼ 0.58). Two-thirds

of patients in both cohorts received moderate intensity

statin therapy and one-third received high intensity

statin therapy. There was no difference in statin inten-

sity prescribed relative to ASCVD risk score. The pre-

dominate statins prescribed across both cohorts were

atorvastatin and rosuvastatin (50% and 34.6%, respec-

tively). Atorvastatin was more commonly prescribed in

the non-HIV cohort (68%) whereas rosuvastatin was

more commonly prescribed in the PLWH cohort

(48%). Patients prescribed other lipid-lowering thera-

pies, such as fenofibrate or over-the-counter fish oil,

without statin therapy were not included in the sub-

group analysis.

Secondary outcome: Risk-enhancing factors

No statistically significant differences were observed

among the total number of non-HIV risk-enhancing

factors between cohorts (p¼ 0.36; Table 4). The only

statistically significant difference relative to non-HIV

risk-enhancing factors among patients prescribed sta-

tins occurred among those with an eGFR of 15–59mL/

min/1.73m2. In the PLWH cohort, 5 of the 27 (18.5%)

had an eGFR of 15–59mL/min/1.73m2 versus none of

the 25 (0.0%) among the non-HIV cohort. While the

PLWH cohort did have more patients with an eGFR of

15–59mL/min/1.73m2 (p¼ 0.02), 7 of the 25 patients

(28.0%) in the non-HIV cohort did not have eGFR

data available.

Secondary outcome: Statin adherence

Fifteen of the 27 (55.6%) patients with an active statin

prescription in the PLWH cohort had a PDC �80%

Table 3. Statin prescribing.

PLWH (n¼ 81) Non-HIV (n¼ 81) p-Value

Active statin order, n (%) 27 (33.0%) 25 (30.9%) 0.74

PLWH (n¼ 27) Non-HIV (n¼ 25) p-Value

Statin intensity, n (%) 0.58

High 8 (29.7%) 9 (36.0%)

Moderate* 18 (66.7%) 16 (64.0%)

Low 1 (3.7%) 0 (0.0%)

Non-statin (not included) 3 1

Statin adherence, n (%) 0.01

PDC �80% 15 (55.6%) 3 (12.0%)

PDC <80% 3 (11.1%) 6 (24.0%)

No dispensing at Denver Health 9 (33.3%) 16 (64.0%)

Non-statins: fibrates and fish oil;, PDC: proportion of days covered.

*Two patients prescribed a moderate-intensity statin were also prescribed a non-statin lipid-lowering therapy.

Table 2. Continued.

Characteristic PLWH (n¼ 81) Non-HIV (n¼ 81) p-Value

Inflammatory bowel 8 (9.9%) 4 (4.9%)

eGFR 15–59, n (%) 10 (12.3%) 3 (3.7%) 0.04

No eGFR 9 (11.1%) 22 (27.2%)

Early menopause, n (%) 0 (0.0%) 0 (0.0%) 1.00

Pre-eclampsia, n (%) 0 (0.0%) 0 (0.0%) 1.00

Metabolic syndrome, n (%) 36 (44.4%) 42 (51.9%) 0.35

Hypercholesterolemia, n (%) 9 (11.1%) 6 (7.4%) 0.42

Age (years), BMI: body mass index (kg/m2); BP: blood pressure (mm Hg); Early menopause: � 40 years old; eGFR: estimated glomerular filtration rate

(mL/min/1.73 m2); HDL-C: high density lipoprotein cholesterol (mg/dL); Hypercholesterolemia: LDL-C 160-189mg/dL or non-HDL-C 190-219mg/dL;

LDL-C: low density lipoprotein cholesterol (mg/dL); Risk Score: 10-year ASCVD risk-score from the Pooled Cohort Equation (%); SD: standard

deviation; Total Cholesterol (mg/dL); Triglycerides (mg/dL).

Nardolillo et al. 5



compared to only 3 of the 25 (12.0%) of patients in the

non-HIV cohort (p¼ 0.01). Nine of the 27 patients

(33.3%) in the PLWH cohort and 16 of the 25 patients

(64.0%) in the non-HIV cohort did not fill their statin

prescription at a Denver Health pharmacy and, render-

ing them unavailable for subgroup analysis.

Discussion

Rates of statin prescribing for intermediate-risk prima-

ry prevention patients without diabetes were similar

between PLWH and those patients without a diagnosis

of HIV. However, overall rates of statin prescribing

were low in both cohorts. Among patients who were

prescribed statin therapy, statin intensity and total

number of risk-enhancing factors were similar between

patients with and without HIV. Most patients were

prescribed moderate-intensity statin therapy (59.3%

in the PLWH cohort and 69.0% in the control

cohort) which aligns with the 2018 AHA/ACC/

Multisociety cholesterol guideline recommendation

for statin intensity for this intermediate-risk level.

This study was not designed to evaluate the association

between ART regimens and statin therapy or statin

intensity. Statins are metabolized via cytochrome

P450 enzymes while certain concurrent ART therapies,

such as protease inhibitors, may alter the function of

these enzymes and cause drug-drug interactions.16

Statins such as atorvastatin or pitavastatin with lower

risk for protease inhibitor drug-drug interactions may

be used by providers to help mitigate these risks.16,17

As noted in the results section, atorvastatin was the

most commonly prescribed statin across both cohorts.

Additionally, statins such as rosuvastatin may require

lower doses to reduce the incidence of reactions.16,17

Rosuvastatin was the most commonly prescribed

statin in the PLWH cohort and was most commonly

prescribed at the 5mg dose, which aligns with use of
lower doses to avoid potential drug interactions.

A majority of PLWH prescribed a statin who fill

their prescription within the Denver Health system

were adherent as indicated by a PDC �80%. This
was significantly higher than the non-HIV cohort;

however, only 9 of the 25 patients (36%) without a

diagnosis of HIV filled their statin prescription within

the Denver Health system. PLWH are encouraged to
fill their medications at a Denver Health pharmacy to

ensure patients receive education, adherence support,

and evaluation for drug interaction. Fill histories from

pharmacies outside of the health system were unavail-
able. Adherence to ART among PLWH varies signifi-

cantly based on factors such as chronic disease burden,

medication cost, and stigma of the disease; however,

this may also be due to the �95% PDC threshold
required for optimal HIV viral load suppression.18–21

PLWH with adequate adherence to chronic medica-

tions for non-HIV conditions, such as HTN or behav-

ioral health indications, with a similar PDC threshold
of �80% used in our study has shown to be as high as

82.7%.21 Successful strategies used to improve ART

adherence in PLWH, such as case management and

patient counseling, may present as viable options to

incorporate other chronic medications such as
statins.18

Previous studies evaluating statin prescribing rates

for various indications in PLWH reported ranges from
42%-72%.10–13 One cohort study of more than 3,000

PLWH in Washington, D.C. found that 52% of

patients were eligible for statin therapy for primary

or secondary prevention according to at least one cho-
lesterol guideline.10 Among this group, 49%-73% of

eligible patients were prescribed statins depending on

the cholesterol guideline utilized.10 Additionally,

Mosepele et al. compared the 2013 ACC/AHA and

Table 4. Risk-enhancing factors among patients prescribed statins.

PLWH (n¼ 27) Non-HIV (n¼ 25) p-Value

Total Risk-Enhancing Factors, n (%) 0.36

0 4 (14.8%) 7 (28.0%)

1 12 (44.4%) 7 (28.0%)

2 6 (22.2%) 9 (36.0%)

3 4 (14.8%) 2 (8.0%)

4 1 (3.7%) 0 (0.0%)

Specific risk-enhancing factors, n (%)

Triglycerides � 175mg/dL 16 (59.3%) 11 (44.0%) 0.60

Primary hypercholesterolemia 4 (14.8%) 3 (12.0%) 0.77

Metabolic syndrome 10 (37.0%) 15 (60.0%) 0.10

eGFR 15-59mL/min/1.73m2 5 (18.5%) 0 (0.0%) 0.02

Hypercholesterolemia: LDL-C 160-189mg/dL or non-HDL-C 190-219mg/dL; Metabolic syndrome: �3 of the following (blood glucose �100mg/dL,

blood pressure �130/85mm Hg or treatment, Body Mass Index �25 kg/m2, high density lipoprotein cholesterol [men <40mg/dL, women <50mg/dL],

triglycerides >150mg/dL).
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ATP III cholesterol guidelines in a cohort of 1,394
PLWH and found that 42.8% of patients had guideline
indications for statin therapy and 66.4% of these
patients received a statin prescription.11 The 33%
statin prescribing rate within our analysis is much
lower than previously described. Compared to other
studies, our study included a smaller sample size and
was conducted within a single health system. The
smaller sample size in this study also may have been
due to our strict inclusion and exclusion criteria that
aligned with the 2018 AHA/ACC/Multisociety choles-
terol guideline definition of intermediate-risk.7

Additionally, previous studies cited herein only includ-
ed analyses prior to the publication of the 2018 AHA/
ACC/Multisociety cholesterol guideline. These studies
included patient populations with all statin indications
beyond just primary prevention, such as clinical
ASCVD, diabetes, and severe hypercholesteremia.10–13

By limiting the inclusion and exclusion criteria, our
study uniquely evaluated the role of HIV as a risk-
enhancing factor use of statin therapy in
intermediate-risk patients.

This study has a few limitations. First, some of the
data, specifically eGFR and BMI, were incomplete
within the EHR. The cohort of PLWH with available
eGFR data possessed statistically significantly higher
rates of having an eGFR of 15–59mL/min/1.73m2;
however, it is noteworthy that only 11.1% of the
PLWH cohort did not have a reportable eGFR com-
pared to the 27.2% of the non-HIV group. Second, the
use of surrogate markers of secondary outcomes, such
as BMI to replace waist circumference, were required
to create sufficient data to identify risk-enhancing fac-
tors such as metabolic syndrome. Collecting and doc-
umenting waist circumference within the EHR is not a
routine practice; therefore, BMI was the only consis-
tently available measurement to identify metabolic syn-
drome. Lastly, laboratory values used to calculate the
10-year ASCVD risk score may have been influenced
by statin therapy and thus may have altered the inclu-
sion and exclusion of patients within each cohort. For
example, some patients who were excluded secondary
to an LDL-C of <70mg/dL may have been taking a
statin that reduced their LDL-C below 70mg/dL.
Despite these limitations, this study yields beneficial
information to help guide future practice.

The 2018 AHA/ACC/Multisociety cholesterol
guideline includes HIV as one of many factors to
favor initiation of statin therapy in intermediate-risk
patients. Beyond lipid-lowering benefits, statin therapy
is hypothesized to modulate the inflammatory effects of
ASCVD.2,7,22 In PLWH, treatment with rosuvastatin
results in significant reductions in inflammatory
markers (e.g., soluble CD14), lymphocytes, and mono-
cyte activation in patients treated with ART.22,23

A moderate-intensity statin is recommended under

this circumstance as a Class IIa recommendation with

a B level of evidence supported by observational data

cohorts that displayed either an increased ASCVD risk

or observed stain benefit in PLWH.7

Following the publication of the 2018 AHA/ACC/

Multisociety cholesterol guideline, new data supporting

the use of statins and other lipid-lowering therapy

among PLWH has been published and additional

trials are underway. Registry data of PLWH within

the U.S. Veterans Affairs system notes a 52% mortality

reduction among PLWH with consistent statin use.24

Additionally, lack of randomized, controlled trials

within this patient population led to the currently

ongoing trial of pitavastatin, known as the

REPRIEVE (Randomized Trial to Prevent Vascular

Events in HIV) trial.25 The REPRIEVE trial will be

the first to specifically evaluate major adverse cardio-

vascular events (MACE) in over 7,500 primary preven-

tion PLWH initiated on a moderate-intensity statin or

placebo.25 If REPRIEVE demonstrates that pitavasta-

tin reduces MACE in PLWH, it could further justify

statin therapy as a standard of care in PLWH with

ASCVD risk factors.
System-wide prospective interventions by clinical

pharmacists have been shown to increase guideline-

directed statin therapy for indications such as diabetes

and ASCVD.25–29 These approaches are Class I recom-

mendations in the 2018 AHA/ACC/Multisociety cho-

lesterol guideline for implementation of evidence-based

statin therapy.7 A similar combination of approaches

including chart review, reporting systems, and prospec-

tive recommendations and/or direct prescribing by a

clinical pharmacist or health promotion team has the

potential to be utilized in the PLWH population.

Educational opportunities such as continuing medical

education presentations to address concerns about pill

burden or ART-statin drug-drug interactions or EHR

notifications of items like “best practice alerts” might

increase statin prescribing in primary prevention

PLWH.

Conclusion and relevance

This study evaluated rates of statin prescribing in

PLWH for primary prevention of ASCVD as described

in the 2018 AHA/ACC/Multisociety cholesterol guide-

line. Rates of statin prescribing were similar, yet overall

low, among intermediate-risk primary prevention

PLWH compared to similar patients who were not

diagnosed with HIV. Future clinical and educational

interventions, as well as potential results from ongoing

clinical trials, may help close this gap in this at-risk

patient population.
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