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Addressing  
HF-Exacerbating 
Medications

E
vidence suggests that 

while significant focus has 

been placed on ensuring 

that patients with heart failure 

(HF) are prescribed medica-

tions like beta-blockers and 

other neurohormonal antag-

onists that have been shown 

to improve outcomes, little 

attention has been paid to dis-

continuing medications that 

can worsen HF. For a study 

published in JACC: Heart 

Failure, Parag Goyal, MD, 

MSc, FACC, and colleagues sought to better un-

derstand the prevalence of harmful medication 

use in the setting of HF-related hospitalization. 

The study team examined a cohort of older 

adults hospitalized for HF from 380 unique hos-

pitals across the United States, identifying medi-

cations taken at admission and prescribed at dis-

charge, cross-referencing these lists with the 2016  

American Heart Association (AHA) Scientific 

Statement on 70 medications that can exacerbate 

HF, and analyzing the data to determine predic-

tors for harmful prescribing practice. 

“Medications that can worsen HF are commonly 

used in older adults with HF,” says Dr. Goyal.  

Indeed, the study showed that nearly half of  

patients hospitalized for HF were on HF- 

exacerbating medications at the time of hospital  

admission, with 18% experiencing a decrease 

in the number of these medications by hospital 

discharge, 19% remaining on the same number, 

and 12% experiencing an increase. Upon multi-

variable logistic regression analysis, diabetes (odds 

ratio [OR], 1.80) and small hospital size (OR, 

1.93) were the strongest, independently associat-

ed determinants of harmful prescribing practices. 

“Despite possibly contributing to the hospitaliza-

tion, these potentially harmful medications are 

often continued even upon hospital discharge,” 

adds Dr. Goyal. “When older adults with HF are 

hospitalized, it is critical to perform a thorough 

review of all medications and to consider elim-

inating medications that could possibly worsen 

HF. To achieve this, it is important to increase 

awareness about how common potentially harm-

ful medication use is, and for physicians to be-

come increasingly familiar with which medica-

tions may be harmful. It is equally important 

for clinicians to also incorporate their own 

judgement and patient preferences when decid-

ing whether to discontinue a medication that 

may be harmful in HF, since many of the agents  

listed on the 2016 AHA  

Scientific Statement may 

be first-line treatments 

for common HF comor-

bidities, like diabetes and 

COPD.”  
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Why We Need the Lede, 
in Both Journalism 
& Medicine

I
n journalism, the “lede” is 

the first part of a news story. 

A good lede contains the key 

points and gives the general 

idea of the article. Ledes are 

also crucial in medicine. 

When healthcare profess- 

ionals communicate with  

each other, we use ledes all the  

time. Let’s say a doctor is working in a clinic and  

is  sending a university student to the emergency  

department. The doctor is concerned that the  

student could have meningitis. The patient— 

let’s call him John Doe—is confused and has a  

fever. His blood pressure is low, but his heart  

rate is high. After calling 911, the doctor calls  

the ED to communicate that the patient is  

coming in an ambulance. The charge nurse  

answers the phone. Consider the following  

two scenarios and which has a better lede?

“I just sent an unstable, 21-year-old male to your 

department because I’m concerned he could 

have meningitis. His blood pressure is 86/52 and 

his heart rate is 120. His temperature is 102.2, 

he is confused, and his neck is stiff. His name is 

John Doe and he will be there in 5 minutes. The 

ambulance just left with him.”

OR

“A patient came into my office this afternoon. 

His name is John Doe, and he is 21. He started 

feeling unwell yesterday after he got home from 

basketball practice. His roommates brought him 

to my office today because John became con-

fused. When I checked John’s blood pressure, it 

was low, and his heart rate was high. His neck 

was stiff and his temperature was up, so I think 

it could be meningitis. He just left here in an  

ambulance and he should arrive to you soon.”

In the first example, the charge nurse knows 

from the first sentence that John’s condition is 

serious. Already, she is thinking about the next 

steps, who she needs to notify, and the supplies 

they will need. The word “unstable” gives a  

hint about John’s level of sickness. The specific 

numbers describing his blood pressure, heart 

rate, and temperature give an idea of the severity 

of his illness.

In the second example, it is not clear until the 

end of the paragraph that the doctor is think-

ing that John could have meningitis. A couple of  

unnecessary sentences may not seem like that 

much extra time, but in medicine, time can be 

crucial, especially in emergencies.  
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Providing Patients 
Record Access
This article was originally published in Medical Economics 

and is written by Keith Loria.

M
any physicians aren’t aware that, with lim-

ited exceptions, HIPAA gives patients the 

right to get copies of all of their medical re-

cords and allows them to see all original medical 

records, usually at a medical provider’s office.

Shuhan He, MD, an emergency medicine phy-

sician at Massachusetts General Hospital, says 

one of the most common misconceptions is that 

patients somehow are limited in obtaining their 

own medical records because of HIPAA.

“Many smaller practices actually use it as a way to  

prevent patients from accessing their own records  

for fear of mishandling data in some capacity,” he  

says. “What I always emphasize is that the legis- 

lation itself was called the Health Insurance  

Portability and Accountability Act. The rule  

actually encourages patients to access their own  

information and move it between practices, even  

if providers and healthcare entities are required  

to protect that information at a higher burden.”

Providing the Records
Anwar A. Jebran, MD, a third-year internal me-

di-cine resident at Weiss Memorial Hospital in 

Chicago suggests practices use systems that are 

compatible with interoperability standards such 

as HL7 FHIR, an interface for exchanging elec-

tronic health records, which would eliminate 

much of the manual workload associated with 

accessing records.

“For practices without that, having a system 

to handle these requests with posted timelines 

works well,” he says. “Corroborating informa-

tion with the patient before adding it to their 

health records is also a good practice of verbally  

sharing the patient’s health records and then giv-

ing them the option of either receiving a copy  

or managing their own documents.”

Money Matters
The HIPAA Privacy Rule permits a covered en-

tity to charge a reasonable, cost-based fee that 

covers certain limited labor, supply, and postage 

costs that may apply in providing an individual 

with a copy of medical records in the form and 

format requested or agreed to by the individual.

However, the laws for copying medical records 

vary from state to state in terms of fees. For in-

stance, in Florida, searches for medical records 

are $1 per search per year, $1 per printed page, 

and $2 for microfilm. But it gets more compli-

cated when you cross state lines.

The law is very clear. People have a right to their 

data, Jebran says.  

To read the unabridged version, visit www.medicaleconomics.com. 

New research was presented at CROI 2020, the annual 

Conference on Retroviruses and Opportunistic Infections, 

from March 8-11 in Boston. The features below highlight 

some of the studies that emerged from the conference.

HIV Stigma & Retention in Care 
Although evidence indicates that HIV-related 

stigma appears to be a barrier to engagement in 

care, large-scale, nationally representative studies 

prospectively evaluating the effect of stigma on 

retention in HIV care in the United States are 

lacking. To assess stigma, researchers added a val-

idated, four-item assessment of internalized HIV 

stigma (1 = strongly disagree to 5 = strongly agree) 

to patient surveys administered every 4-6 months 

at primary care visits for patients seen at seven  

academic HIV clinics across the US. Among more 

than 5,800 patients who completed the stigma  

assessment, the median age was 49, 80% were 

male, 39% were black, 15% were Hispanic, and 

32% identified as heterosexual. The study team 

controlled for age, gender, race/ethnicity, sexual 

orientation, time since enrollment in the study 

cohort, and site of care. The mean stigma level 

was 1.9, with each unit increase in mean stigma 

associated with decreased odds of keeping the next 

primary care appointment (adjusted odds ratio 

[aOR], 0.93) and decreased odds of keeping all 

primary care appointments (median of 3) in the 

subsequent year (aOR, 0.91). The study authors 

write, “This is the first study to demonstrate pro-

spectively the effect of stigma on retention in care, 

thereby providing support for the need to address 

HIV stigma in efforts to optimize retention in 

HIV care and virologic control.”  

Sustained Viral Suppression With Rapid Start in Young Patients  
Although the linkage-to-care intervention Rapid 

Start—designed to start patients newly diag- 

nosed with HIV immediately on ART and to  

support equity in care—has been shown by prior  

data to improve linkages and viral suppression  

in adults, similar outcomes have not been 

verified among US youth. To do so, creators 

of the intervention developed a continuum of 

care for a young adult (aged 18-24) rapid start 

population and compared this continuum 

with an adult population. Patients were  

linked to a federally qualified health center  

within 72 hours of HIV diagnosis, with the first  

ART dose directly observed, patients provided  

with a 30-day dose pack, labs drawn, and  

patients undergoing expedited insurance enroll- 

ment. Among youth participants, 97% achieved  

viral suppression with a median of 29 days from  

diagnosis, 84% remained virally suppressed at 12  

months, and 97% remained engaged in care.  

Comparatively, viral suppression with a median  

of 28 days from diagnosis, viral suppression at  

12 months, and remaining engaged in care were  

achieved by 98%, 93%, and 98% of adults,  

respectively. Differences between the two groups  

were not significant. “The intervention outcomes  

demonstrate that starting adults and youth on  

ART immediately after diagnosis, before labs  

are obtained, is safe, well-tolerated, and effective,” 

write the study authors.  

CROI2020
C O N F E R E N C E

H I G H L I G H T S

Direct-Acting Antivirals & Healthcare Use
Empirical evidence supporting the cost savings 

associated with direct-acting antivirals (DAAs) 

in real-world populations, and thus wider access, 

is limited. To investigate the impact of successful 

treatment of hepatitis C (HCV) with DAA ther-

apy on healthcare services utilization (HSCU), 

investigators used data from a study prospective-

ly following nearly 2,000 HIV-HCV co-infected 

patients. The impact of sustained virologic re-

sponse (SVR) on HCSU was evaluated among 

those who achieved SVR after initiating DAA. 

The model used in the study controlled for pre- 

treatment trends in HCSU, exposure time, time- 

updated covariates (CD4 cell count, HIV RNA, 

active injection drug use, significant fibrosis), and 

fixed covariates (age, sex). Among 455 partici-

pants who completed DAA therapy, 424 achieved 

SVR. Out-patient visits decreased from 12.6 per 

person-year before DAA initiation to 9.4 post-

SVR, while in-patient visits decreased from 2.8 

per person-year to 1.4. Prior to DAA initiation, 

annual rates of emergency room (ER) and special-

ist visits increased, hospitalization and HIV visits 

were stable, and general practitioner and walk-in 

clinic visits decreased over time. Immediately after 

achieving SVR, hospitalization, ER, and specialist 

visits reduced and continued, with annual reduc-

tions of 13%, 6%, and 18%, respectively.  

Post-ACS Outcomes in HIV
Based on the hypothesis that HIV-infected indi-

viduals have higher rates of mortality following 

discharge from hospitalization for acute coronary 

syndrome (ACS), and receive sub-optimal med-

ical management compared with uninfected in-

dividuals, researchers assessed data on more than 

1.1 million patients admitted to the hospital with 

ACS between January 2014 and December 2016. 

While patients in the cohort with HIV were 

younger (57 vs 67 years) and had a higher burden 

of comorbidities like diabetes, renal disease, and 

substance use, ACS type did not differ significant-

ly from those without HIV. However, patients 

with HIV had a higher adjusted 30-day, all-cause 

readmission rate (14.3% vs 9.4%), as well as a 

higher 1-year mortality rate (5.6% vs 5.1%). Yet, 

those with HIV filled prescriptions for core cardi-

ac mediations at lower rates during the 12 months 

after discharge, including for statins (66.8% vs 

73.7%), beta blockers (67.9% vs 73.9%), nitrates 

(31.8% vs 35.9%) and antiplatelet agents (46.8% 

vs 51.8%). “Optimizing use of medical therapy 

and longitudinal care of this high risk group is 

greatly needed,” write the study authors.  

Prediction Model  
Evaluates PrEP Coverage 
Evidence suggests that tools for identifying pop-

ulations who may benefit from PrEP are required 

for monitoring progress in PrEP scale-up. Using a 

validated prediction model to estimate HIV risk, 

researchers evaluated PrEP coverage and dispari-

ties in use among nearly 3.3 million patients at 

high risk of HIV acquisition in a large healthcare 

system. The team used the prediction model to 

generate an HIV risk score for each participant 

based on historical EHR data. Pharmacy fill data 

were used to assess recent and ever PrEP use by 

HIV risk score strata. Chi-square tests were used 

to compare recent and ever PrEP use by demo-

graphic characteristics among those with very high 

risk scores. Among those with low and very high 

risk scores, recent PrEP use ranged from 0.02%  

to 40.4%, and ever PrEP use from 0.02% to 

51.4%, respectively. “Of those identified by our 

model as being at very high risk of HIV acquisi-

tion, nearly 60% had not recently used PrEP and 

there were substantial disparities in use,” write the 

study authors. “Efforts are needed to increase PrEP 

uptake in insured populations, particularly among 

females, younger age groups, those with lower  

socioeconomic status, and black individuals.”  


