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Educational Objectives
By the end of the session, learners will be able to:
1. Describe one feature that distinguishes polypharmacy in HIV-infected patients
from that in the general population.
2. Outline two adverse effects of polypharmacy on the health of HIV-infected
patients.
3. Apply a systematic approach to the evaluation and management of
polypharmacy in HIV-infected patients.
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CASE ONE:

Mrs. Pill is a 70-year-old woman with chronic HIV infection who recently moved to
your town and comes with her daughter to establish care with you as her new HIV
provider. She has a history of non-traumatic hip fracture, hypertension,
hyperlipidemia, coronary artery disease s/p stent placement 5 years ago, and
chronic kidney disease (CKD) stage II (creatinine clearance (CrCl) of 65 mL/min).
Her daughter brings up a concern that Mrs. Pill takes too many medications and
she believes her mother often forgets to take all of them as prescribed since she often
finds extra pills around the house.

Questions:
1. How many pills are considered too many? What is polypharmacy?
2. How is polypharmacy different in HIV-infected patients compared to the
general population?

3. How common is polypharmacy in HIV-infected patients? What is the effect
of polypharmacy on their health?
4. How would you address the daughter’s concern?
CASE ONE CONTINUED:

The daughter brought all of Mrs. Pill’s bottles from home. Her medications include:
lisinopril 20mg daily, amlodipine 10mg daily, furosemide 40mg on
Monday/Tuesday/Friday, simvastatin 20mg daily, aspirin 325mg daily, clopidogrel
75mg daily, esomeprazole 40mg daily, abacavir 600mg daily, lamivudine 300mg
daily, atazanavir 300mg daily, ritonavir 100mg daily. She does not take any overthe-counter medications or herbal supplements. However, she has multiple bottles of
expired medications, including a bottle of lorazepam 1mg, which she has been
taking on and off as a sleep aid.
Mrs. Pill states that she started taking clopidogrel after her stent placement 5 years
ago. She also mentions that she started developing leg swelling after she started
amlodipine. The heart doctor put her on furosemide to try and reduce the swelling,
although she does not notice an improvement.

5. After reviewing her medication list in a systematic manner, how would you
adjust Mrs. Pill’s medications?
CASE ONE CONTINUED:

You made adjustments to Mrs. Pill’s regimen, but the daughter is still concerned
that her mother will not be able to sort through her pill bottles and remember to
take all of them.

6. How would you address her daughter’s concern? What questions would you
ask to help you formulate a plan that increases compliance?
CASE ONE CONTINUED:

The daughter states that patient lives alone and manages her own medications,
although when asked, the patient seems unclear about the timing and the purpose of
her medications. The patient feels bad throwing medications away, so she has
multiple bottles of expired medications stashed away in the same cabinet as her
current pills. The daughter is not convinced that the patient is taking medications

appropriately, because she often finds leftover pills in bottles and on the floor of the
apartment. The patient agrees that taking medications has been challenging and
would like some help.

7. What options do you have to increase medication compliance at home?
CASE ONE CONTINUED:

Mrs. Pill’s daughter volunteers to prepour medications in a pillbox and to stop by
Mrs. Pill’s apartment everyday to make sure that the medications are taken
correctly.
At 3 months follow-up, you discover that Mrs. Pill’s CKD has worsened. Her CrCl
is now 30mL/min.

8. What would you do at this point?
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