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VISIT

human immunodeficiency virus type 1 (HIV-1) infection in adults with 
no antiretroviral treatment history and with no known substitutions 
associated with resistance to the individual components of DOVATO.

 Do not use DOVATO in patients with previous hypersensitivity
reaction to dolutegravir or lamivudine
 Do not use DOVATO in patients receiving dofetilide

 Hypersensitivity reactions have been reported with dolutegravir
and were characterized by rash, constitutional findings, and
sometimes organ dysfunction, including liver injury
 Discontinue DOVATO immediately if signs or symptoms of severe
skin or hypersensitivity reactions develop, as a delay in stopping
treatment may result in a life-threatening reaction. Clinical status,
including liver aminotransferases, should be monitored and
appropriate therapy initiated

 Hepatic adverse events have been reported, including cases of
hepatic toxicity (elevated serum liver biochemistries, hepatitis,
and acute liver failure), in patients receiving a dolutegravir-
containing regimen without pre-existing hepatic disease or other
identifiable risk factors
 Patients with underlying hepatitis B or C or marked elevations
in transaminases prior to treatment may be at increased risk for
worsening or development of transaminase elevations with use
of DOVATO. In some cases, the elevations in transaminases were
consistent with immune reconstitution syndrome or hepatitis B
reactivation, particularly in the setting where anti-hepatitis
therapy was withdrawn
 Monitoring for hepatotoxicity is recommended

 Alternative treatments to DOVATO should be considered at the
time of conception through the first trimester of pregnancy due
to the risk of neural tube defects
Perform pregnancy testing before use of DOVATO and counsel
that consistent use of effective contraception is recommended
while using DOVATO in individuals of childbearing potential

Fatal cases have been reported with the use of nucleoside analogs, 
including lamivudine. Discontinue DOVATO if clinical or laboratory 
findings suggestive of lactic acidosis or pronounced hepatotoxicity 
develop, including hepatomegaly and steatosis in the absence of 
marked transaminase elevations.

 with concomitant use of DOVATO and other drugs 
may occur (see Contraindications and Drug Interactions).

, including the occurrence 
of autoimmune disorders with variable time to onset, has been 
reported with the use of DOVATO.

The most common adverse reactions (incidence ≥2%, all grades) 
with DOVATO were headache (3%), nausea (2%), diarrhea (2%), 
insomnia (2%), and fatigue (2%).

 Consult full Prescribing Information for DOVATO for more
information on potentially significant drug interactions
 DOVATO is a complete regimen. Coadministration with other
antiretroviral medications for the treatment of HIV-1 infection

 Drugs that induce or inhibit CYP3A or UGT1A1 may affect the
plasma concentrations of dolutegravir
 When coadministering DOVATO with carbamazepine or
rifampin, take an additional TIVICAY (dolutegravir) 50-mg tablet,
approximately 12 hours from the dose of DOVATO
 Administer DOVATO 2 hours before or 6 hours after taking
polyvalent cation-containing antacids or laxatives, sucralfate, oral
supplements containing iron or calcium, or buffered medications.
Alternatively, DOVATO and supplements containing calcium or iron
can be taken with food

 There are insufficient human data on the use
of DOVATO during pregnancy to definitively assess a
drug-associated risk for birth defects and miscarriage.
An Antiretroviral Pregnancy Registry has been established.
If planning a pregnancy or if pregnancy is confirmed while taking
DOVATO during the first trimester, assess the risks and benefits
of continuing DOVATO versus switching to another antiretroviral
regimen. For individuals actively trying to become pregnant,

suitable alternative
 Breastfeeding is not recommended due to the

potential for HIV-1 transmission, developing viral resistance
in HIV-positive infants, and adverse reactions in a breastfed infant

pregnancy testing before initiation of DOVATO. Advise
individuals of childbearing potential to consistently use effective
contraception while taking DOVATO

with creatinine clearance <50 mL/min

 DHHS Panel on Antiretroviral Guidelines for Adults and 
Adolescents. Guidelines for the use of antiretroviral agents in adults 
and adolescents with HIV. US Department of Health and Human 
Services. https://aidsinfo.nih.gov/contentfiles/lvguidelines/
adultandadolescentgl.pdf. Updated December 18, 2019. Accessed 
December 19, 2019. Cahn P, Madero JS, Arribas JR, et al. Durable 
efficacy of dolutegravir plus lamivudine in antiretroviral treatment–naive 
adults with HIV-1 infection: 96 week results from the GEMINI 1 and 2 
randomized clinical trials [published online ahead of print December 10, 
2019]. J Acquir Immune Defic Syndr. doi:10.1097/QAI.0000000000002275.
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Dolutegravir plus lamivudine versus dolutegravir plus tenofovir disoproxil
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 T-cell count ≤200 cells/mm

Week 96 (prespecified secondary endpoint) was 86.0% vs 89.5% for the DTG + 3TC and 
DTG + TDF/FTC arms, respectively. Treatment difference at Week 96 was –3.4% (95% CI; 
–6.7%, 0.0%). ADRs (all grades) with ≥2% frequency in patients receiving DTG + 3TC
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Covid-19:
Contact Tracing  
Will Take an Army of 
Disease Detectives

I
t will take an army of disease detectives to win 

the next stage of the battle against COVID-19, 

the sometimes-deadly disease caused by the 

novel coronavirus SARS-CoV-2, public health 

experts said. Slowing the spread of the disease 

by social distancing may be nearing its end, 

according to Crystal Watson, DrPH, of Johns 

Hopkins Bloomberg School of Public Health, 

and the next phase will see a gradual lifting of 

those social restrictions. But a key to success in 

that will be a dramatic increase in the number 

of people involved in tracing the contacts of  

every new patient with COVID-19 in order to 

find new cases, interrupt chains of transmission,  

and stop surges of disease, she told reporters in 

an online briefing.

The US will need “at least 100,000 contact  

tracers across the country,” Dr. Watson said—

an “unprecedented” number in a nation that 

usually has less than a fiftieth of that. A recent 

survey by National Public Radio, including data 

from 41 states and the District of Columbia, 

found they have about 7,600 contact tracers 

on staff with plans that would see the number 

rise to more than 36,500. “That’s a great start,”  

Dr. Watson said, adding that reaching 100,000 

is “achievable.”

She and colleagues are working to develop a 

curriculum and training program to get new 

contact tracers up to speed on the basics of 

the disease, the goals and mechanisms of con-

tact tracing, and the legal and privacy rami-

fications of the work. Indeed, “we’re playing  

catch-up,” said Emily Gurley, PhD, also of  

Johns  Hopkins Bloomberg. In most diseases,  

contact tracing can be done in a rather leisurely  

fashion, she told reporters, but COVID-19 is 

more contagious than many illnesses and can be 

spread by people who have no symptoms.

Dr. Watson added that she fears that some  

governments are losing sight of key markers, 

including a consistent downturn in new case 

numbers, wide access to diagnostic tests, and 

increasing contact tracing. “I worry that trans-

mission will start to get out of control again,” 

she said.  

©2020 BreakingMed, All Rights Reserved.

T 
he latest US census reports a 

20% to 30% increase in the 

population older than 60, 

which is estimated to double by 

2030. Investigations conducted 

with participants in this pop-

ulation have not kept up with 

its growth, resulting in a lack 

of currently available scientific 

evidence, explains Teodorikez 

Wilfox Jiménez Rodríguez, 

MD, MSc. Among the more 

than 95% of people reporting 

an allergy to beta-lactam (BL) antibiotics who have 

been shown to subsequently have good tolerance, 

elderly patients may do so due to initial false label-

ing of allergies, the spontaneous loss of sensitivity, 

or age-related decline in sensitization. This patient 

population may, thus, be unnecessarily treated 

with less appropriate antibiotics, causing more 

side effects and entailing increased health costs.

An Allergological Study
Taking the above into consideration, Dr. 

Jiménez-Rodríguez and colleagues conducted an 

allergological study, published in the Journal of 

Asthma and Allergy, to assess whether patients aged 

60 or older with allergy to BLs—some of whom 

had been previously confirmed—had lost sensi-

tization and could tolerate these antibiotics. “We 

wanted to see if these patients could finally benefit 

from receiving first-line antibiotics with less toxic  

side-effects and less expense to the healthcare  

system,” adds Dr. Jiménez-Rodríguez.

Study participants were 1) admitted in the par-

ticipating services and either previously labeled 

as allergic to BLs or as having hypersensitivity 

reactions (HSRs) to BLs during a hospital stay 

or 2) had a history of HSRs to BLs and referred 

to an outpatient allergy clinic for evaluation. All 

of these patients were grouped by age into those 

aged 60-79 (group A) or 80 and older (group B). 

“Once we identified the patients, we completed a 

detailed medical history and skin tests with imme-

diate and delayed reading, quantification of total 

and BL-specific IgE,” says Dr. Jiménez-Rodríguez. 

“Challenge tests were based on clinical history and 

skin test results and conducted to confirm or rule 

out the alleged allergy.” 

Exposure-Based Modification
Based on the results of skin and drug challenge 

testing, the researchers confirmed a final diagnosis 

of allergy to BL in 27% of patients in group A 

and 5.4% in group B. Upon multivariable analy-

sis adjusted for sex, atopy, allergy to other drugs, 

and specific IgE to amoxicilloyl, younger age was 

found to be an independent risk factor for allergy 

to BL.

“The culprit drugs for the initial reactions were 

different and showed changes in consumption 

patterns,” says Dr. Jiménez-Rodríguez, “since the 

youngest (group A) were sensitized to frequently  

used antibiotics like amoxicillin, ampicillin,  

amoxicillin/clavulanic, and cephalosporins,where- 

as the older patients (group B) were sensitized 

mostly to benzylpenicillin, showing that allergy  

is modified according to exposure.” He notes,  

however, that immunosenescence could be a  

possible explanation for the decrease in allergies  

in group B, adding that additional research is  

needed to “clarify the mechanisms involved in  

the production of specific IgE at this age and its  

clinical significance.”

Valid, Safe & Necessary
Dr. Jiménez-Rodríguez stresses the significance of 

anaphylaxis as a clinical manifestation of the ini-

tial hypersensitivity reactions seen in participants, 

particularly among group A, due to its severity and  

the implicit deadly risk (Figure). “Anaphylaxis is 

related to the culprit drug, and in the case of BL 

drugs, it is more frequently triggered by the spe-

cific side chains of these agents, so it was logically 

more common in group A,” he adds. “However, 

the skin was the organ most frequently involved 

in reactions, mainly in the form of hives in group 

A and maculopapular rash in group B. Unsurpris-

ingly, the older the participants were, the greater 

their limitation to remember the symptoms of 

their HSRs, supporting previous findings in which 

it is established that the medical history alone is 

not enough to establish an allergological diagno-

sis; hence, the importance of referring patients for 

an allergological study, even before antibiotics are 

needed. The allergological study is valid, safe, and 

must be performed by an allergist before requiring 

antibiotics, because discarding BL allergy allows 

patients to be treated better, with safer antibiotics, 

and with less impact on the healthcare costs.”  

Contributor

Teodorikez Wilfox 
Jiménez-Rodríguez, 
MD, MSc
Allergy Section-ISABIAL. 
   ARADyAL Spanish network 
Internal Medicine Depart. 
Alicante General University 
   Hospital 
Spain

Challenging 
Beta-Lactam 
Allergy Status

Figure   Clinical Manifestations of Initial Hypersensitivity Reactions 
The figure shows the symptoms of hypersensitivity reactions on which the diagnosis of beta-lactam 

allergy was established. Cutaneous symptoms were the most frequent in both groups, while 

anaphylaxis was more frequent in group A (aged 60-79). The majority of patients who did not 

remember symptoms were in group B (aged ≥80).
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The Impact of 
COVID-19 on 
Physician Practices

T
here’s no denying the significant impact 

the COVID-19 pandemic has made on 

medicine. “We’re practically developing new 

protocols every day,” says PW Editor-in-Chief 

Linda Girgis, MD. “We now are conducting 

many visits by telemedicine to limit contact 

between people and sterilize every surface of the 

office—for those patients who do come in—

like we’ve never done before.” To get a better 

sense of the impact, we conducted a survey of 

our physician eNewsletter recipients, during the 

latter half of 2020. Among the approximately 

1,500 recipients representing 15 specialties, we 

found striking, but understandable, differences 

by specialty in response to two key questions that 

reveal and overall trend. 

In light of these impacts, Dr. Girgis says “Hang 

in there, and don’t forget to take a pause! We need 

to speak up and let people know the conditions 

we are working under and keep pressuring admin- 

istrators to provide a safe work environment.”   

What percentage of
your appointments 
do you conduct 
via telemedicine?

75%-100%
50%-75%
<50%
Do not use
 telemedicine

W

42.4%

31.2%

14.8%

11.6%

Allergy

Cardiology

Dermatology

Endocrinology

Gastroenterology

Internal Medicine

Nephrology

Neurology

Ob/Gyn

Oncology

Ophthalmology

Pediatrics

Primary Care

Psychiatry

Pulmonology

[  TELEMEDICINE APPOINTMENT PERCENTAGES BY SPECIALTY   ]

90%
of offices are
using Telemedicine

2/3 of physicians are concerned
about the future of their practice.

More 
than

Nearly

Yes No

Allergy 63.0% 37.0%

Cardiology 69.6% 30.4%

Dermatology 84.6% 15.4%

 Endocrinology 32.3% 67.7%

Gastroenterology 77.4% 22.6%

Internal Medicine 87.5% 12.5%

Nephrology 52.5% 47.5%

Neurology 54.8% 45.2% 

Ob/Gyn 60.5% 39.5% 

Oncology 48.4% 51.6%

Ophthalmology 86.4% 13.6%

Pediatrics 77.5% 22.5%

Primary Care 69.6% 30.4%

Psychiatry 45.5% 54.5%

Pulmonology 70.0% 30.0%

[  PERCENTAGES OF CONCERN BY SPECIALTY  ]

64.2% Yes 35.8% No

Source: 2020 Physicians Weekly COVID-19 Survey

[ MEDLAW ]

PART 2

Medicolegal 
Issues During the 
COVID-19 Pandemic
This three-part series—Part 1 in the June issue  

covered patient confidentiality—reviews a few  

topics giving physicians concern during the  

COVID-19 pandemic.

Maintaining Office Safety
PATIENTS l You retain the right to refuse a  

patient who will not cooperate with require-

ments to wear a facemask. If they refuse and 

can be safely seen later, they should be given an 

appointment past the expected isolation period.  

However, you cannot summarily deny care 

to someone under active treatment without  

adequate notice to permit them to set up care 

elsewhere.

You should also keep the issue of constructive 

abandonment in mind. Actual termination 

from your practice because of how a patient 

conducted themselves is something to deal with 

when the isolation regimen has ended.

EMPLOYEES l The EEOC has specifically  

said that nothing in the ADA should be taken 

to interfere with employers following public 

health recommendations. As an employer un-

der OSHA obligations to maintain a safe work-

place and a physician with a fiduciary duty to 

safeguard the health of your patients, you may 

therefore take steps that you would normally be 

more limited in.

Current employees can be denied access to your 

premises if they place others at a significant risk. 

You can require that employees self-report any 

exposure, answer questions about symptoms, 

and be tested with sufficient medical basis.  

You can require temperature checks, should 

counsel employees to be mindful of how they 

feel generally and to immediately report any 

changes, and remind all that hygiene and PPE 

precautions apply fully. All employees should 

be required to engage in proper hygienic  

procedures. If an at-will employee is not cooper-

ating with hygienic conduct, you may fire them  

immediately.

If an employee was exposed or has tested pos-

itive, you will need to inform co-workers, but 

ask for permission to reveal their identity. If they 

refuse, tell other employees without naming the 

source. Since a sudden absence at this time can 

be revealing, firmly instruct in writing that the 

employees who remain not discuss a co-work-

er’s PHI. While an employee is on self-isolation, 

ask only the minimum information necessary to 

make a work-related determination of their safe 

return. You can also require that they provide a 

physician’s note saying that they are fit to return. 

This article was written by Dr. Medlaw,  

a physician and medical malpractice attorney. 


