This year we return from the 4th Joint BHIVA and BASHH national conference, in Edinburgh, where we held a joint
workshop with BASHH Doctors in Training just prior to the conference, bringing sessions on topics relevant to both
fields of HIV and genitourinary medicine. The themes of the talks include very pertinent topics on HIV and mental
health, clinical leadership and HIV drug costs, as well as an equal parts entertaining and reflective session on the
history of HIV medicine, and guidance on current issues trainees will face in their careers in HIV medicine. In this issue
our guest writers, Richard and Jennifer, recap these talks as well as share the content for those who were unable to
attend the workshop. Genitourinary medicine topics included a concise and informative overview of syphilis, and an
novel session where trainees were invited to present complex cases and learning points.

Increased trainee involvement at national events has been a priority for HIVTC, and it was on the agenda throughout
the conference – starting with trainees from HIVTC being invited to be part of the abstracts review process, and
involvement in various BHIVA subcommittees. Trainees were seen as part of the panels co-chairing oral research
presentation sessions, and HIVTC is committed to continuing to advocate for more trainee participation in preparation
for senior roles.
The committee structure of the HIVTC has been restructured to reflect the evolving needs of trainees and the club.
Apart from the research role, there will be dedicated committee members for sponsorship, treasury, website, social
media, workshop and meetings, and newsletters, bulletins and networking. A full list of committee members and their
roles is published in this issue. We would like to congratulate our new chair and social media representative, Muge
Cevik, as well as our new committee members Kyle Ring and Michael Ewans to the positions of treasurer and
sponsorship respectively; and thank our outgoing chairs Johnny Boylan and Sophie Candfield for their untiring and
outstanding contributions to the club.
We plan to continue bringing you more relevant news, workshops and other activities for HIV trainees in the coming
months, and look forward to seeing you at our next HIVTC workshop on the 27th November 2018 at the Royal Society
of Medicine, London, as we will be bringing talks with the theme of ‘HIV and women’, as well as opportunities to
discuss research and management needs for trainees. If you have any suggestions on future workshop sessions or how
to enhance our current activities, do drop a message to our secretariat as we would love to hear from you!
Muge Cevik
Chair, HIVTC

Ming Lee
Co-editor, HIVTC

Tweets from the 4th Joint BHIVA BASHH conference, Edinburgh, 17 – 20TH April 2018

To register for our events, or to send any other enquiries, contact
HIVTC Secretariat thesecretariat@hivtc.org.uk Website www.hivtc.org.uk Twitter: @hivtc
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Consultant Psychiatrist, Western General Hospital, Edinburgh
Article by Dr Richard Kennedy, ST5 Genito-urinary Medicine, Glasgow

When considering the cause of any psychiatric
symptom or sign, it is vital to complete a full
assessment of potential causes, including organic or
biological causes. Remember that both ART and other
psychotropic medications can have neuropsychiatric
side effects.

Dr Ravneet Batra guided us through her
views the complex interplay of HIV and
mental health. Every 2nd or 3rd person
Is this a normal distress reaction, adjustment reaction
living with HIV (PLWHIV) is affected by
or affective disorder?
mental health so as HIV physicians it will
Distress
Adjustment disorder
important for us to be able to diagnose and
manage common conditions in this area.
▪
Sadness, feeling
▪
Onset within 1 month of a stressful
Screening tools
Screening for mental health disorders is
recommended at least annually – what
systems are in place at your workplace? If
nothing, think about what can be
implemented. Screening tools such as the
“Distress
Thermometer”
and the
“Emotional Thermometer” can easily be
laminated and used in clinic. PHQ-2 (and
subsequent PHQ-9) is another screening
tool for depression. The GAD2 tool may
be used for anxiety screening. The
Hospital Anxiety and Depression Score
(HADS) is a good tool for assessing more
chronic conditions and is validated in
PLWHIV.

▪
▪
▪
▪
▪

Bio-psycho-social
evaluation
Adverse
psychiatric
effect

Implicated antiretroviral drugs

Anxiety

Atazanavir,
etravarine,
ritonavir,
darunavir,

efavirenz,
lopinavir,
stavudine,
dolutegravir

enfurvitide,
raltegravir,
zidovudine,

Depression

Atazanavir,
stavudine,
efavirenz,
dolutegravir

maraviroc,
zidovudine,
rilpivrine,

raltegravir,
darunavir,
elvitegravir,

Insomnia

Atazanavir,
indinavir,
lopinavir,
stavudine,
rilpivrine,

efavirenz, emtricitabine,
lamivudine,
maraviroc,
raltegravir,
ritonavir,
zidovudine,
darunavir,
dolutegravir, elvitegravir

Suicidal
ideation

Efavirenz,
raltegravir,
dolutegravir

elvitegravir,

overwhelmed or
emotional
Relieved by
distraction
Responsive to
positive events
Initial insomnia
Unique episode
Stable life course

▪
▪
▪

▪

event
Emotional disturbance interfering with
functioning and performance
Depressed mood, anxiety, worry,
inability to cope
None of the symptoms of sufficient
severity to justify a more specific
diagnosis – like depression
Duration of symptoms does not usually
exceed 6 months, except in the case of
prolonged depressive disorder

Differentiating between distress, adjustment reaction
and affective disorder can be difficult, but certain
symptoms if present can point you towards a particular
diagnosis.
Managing mood disorders
Adjustment disorders:
Increased levels of support (from peers or the MDT)
and written information are useful and often necessary.
If pharmaceutical therapy is required, this is usually in
small doses and as required. Benzodiazepines are best
avoided, if possible. Propranolol is a good anxiolytic
option, especially if the patient is experiencing physical
symptoms of anxiety (e.g. palpitations), once B-blocker
reactive asthma has been excluded. An alternative is
chlorpromazine. Hypnotic options include zopiclone,
zolpidem and low dose trazodone. Antidepressants may
be an option for some.
Depression:
If mild, it is often appropriate to monitor the patient
with a planned review in, for example, a month.
Patients may be directed to resources such as
livinglifetothefull.org (other resources are available)
and promotion of exercise. Moderate to severe mood
disorder will usually require psychotropic medication. It
is advised
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to continue this for 6-9months after symptoms have however there needs to be focus on the 27% of PLWH
returned to baseline in single episodes. If treating who will not be and the potential for geographical
recurrent mood disorder, this may be extended to 2 inequality in health care.
years after they return to baseline, with some cases
having more prolonged or lifelong therapy beyond
this. First line choices for medication are usually
SSRIs, with many options being available. Use the
smallest available dose in PLWHIV. Paroxetine is
best avoided as it is difficult to wean or discontinue
if symptoms worsen. SSRI-related GI side-effects are
often improved by taking it with food. Sexual
dysfunction as a side-effect is often not disclosed
voluntarily and it is worth asking about specifically.
Escitalopram tends to be less commonly associated
with sexual dysfunction than other SSRIs. SSRIs take In the UK in 2015, 87% of the 101,200 estimated number
4-6 weeks to reach their full effect but maximal rate of PLWH were diagnosed. Of these 96% were receiving
of improvement should be seen within the first 1-2 treatment and of those 94% were virally suppressed. For
weeks. Psychological therapies are often as the 13% of PLWH who are unaware of their diagnosis
effective as medication, but their use if often barriers to HIV testing can be clinician related (time,
limited due to long waiting times.
confidence,
knowledge,
fear
of
stigmatising,
“counselling” concerns) or patient related (stigma, lack
of knowledge, fear of disclosure, no perceived risk,
access to health care, fear of positive result). Solutions
Consultant Physician, Chelsea and Westminster Hospital, London
could include:
Article by Dr Jennifer Leighton, ST6 Genitourinary Medicine,
Central Manchester University Hospital NHS Foundation
•Empower people to self-manage their HIV test
This talk included a reading of children’s picture
•Build capacity by taking HIV testing out of the clinic
book “fame mouse” and a pop quiz of “famous
•Develop systems which encourage not just uptake of
doctors”. Reflections about what has made
testing but regular testing
consultants in the field of HIV medicine noteworthy,
•Ensure the process of testing is integrated with
were presented and we had the opportunity to
traditional services, not isolated from them.
consider what we as trainees can do to make such
contributions to the field. Suggestions included: Despite progress in HIV care there remains high levels of
research, work abroad and submission of case associated stigma, with a survey revealing that 82% of
studies to peer reviewed journals.
PLWH have experienced a form of stigma related to their
HIV in the last 12 months. A survey performed “by us for
The expansion in availability of ART has us” (www.stigmaindex.org.uk) revealed in 46% of PLWH
transformed HIV care, whereby HIV is no longer a did not inform their dentist of their HIV status, this was
“deadly illness with little/no treatment” but a for fear of being treated differently in 40%. 14% of
manageable chronic condition with near normal life patients avoided seeking care at the Dentist and GP for
expectancy.HIV treatment is a critical tool towards fear of stigma. We are reminded that we still have a long
ending the AIDs epidemic and currently there are way to go “optimising the HIV care environment”. We
37million people living with HIV (PLWH) worldwide. live in a time when there are still countries with laws that
An international target to end the epidemic aims punish MSM or transgender individuals, and laws that
that by 2020, 90% of all PLWH will know their HIV restrict travel to some countries for PLWH despite no
status, 90% of all people with diagnosed HIV evidence of intent to do harm. We are encouraged to
infection will receive sustained ART and 90% of all continue to be advocates for our patients and include
people on ART will have viral suppression.
PLWH in the decisions that are relevant to them. Despite
advances in care for many PLWH we must continue to
When this target is achieved 73% of all people living recognise those groups for whom “undetectable” is still
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with HIV worldwide will be virally suppressed,
far from achievable.

Achieving the 90-90-90 targets

High patient acceptability of switching to generics
has been reported but we need to continue to
include PLWH in the conversation about which
drugs we should be prescribing.
Prescription practices can be influenced by
pharmaceutical companies and marketing practices
and we are reminded of the importance of
declaring professional conflicts of interests.
Trainees should make themselves aware of their
trusts business code of conduct.
Key interventions for cost saving prescription
practices are reported:

HIV/GUM consultant, Glasgow
Article by Dr Jennifer Leighton, ST6 Genitourinary Medicine,
Central Manchester University Hospital NHS Foundation

Dr Rak Nandwani gave an eye-opening talk about
medical leadership and how to save money on HIV
drug costs. This engaging presentation provided lots of
food for thought.
The NHS is underfunded and we as clinicians are all
under pressure to recognise the areas in our clinical
practice where we can save money. The importance of
trainees developing skills in medical leadership is
outlined in the training curriculum and the Clinical
Leadership Competency Framework describes the
leadership competencies that clinicians need to
become more actively involved in the planning,
delivery and transformation of health and social care
services.
When prescribing ART clinicians are keen to ensure
excellent clinical outcomes for the patient, however
over recent years there have been cost driven shifts in
prescribing practices across the UK. In some areas
local commissioning guidelines and prescription
algorithms go against BHIVA recommended preferred
agents in preference using of a cheaper but equally
effective drug. The use of “generics” has led to
observed prescription cost savings, but the “hidden
costs” (such as additional clinic attendances and
additional blood monitoring) of switching patients to
generics may not be reported.

The choice of regimen in many areas of the UK is
now guided by a local treatment algorithm which
ensures to offer a patient a safe regime that is cost
effective. The first line regimen suggested may go
against preferred treatment options as outlined in
BHIVA guidelines. Clinician awareness of drug costs
is considered to be the biggest factor in affecting
clinician prescribing practices, but the costs of ART
are changeable, and it can be difficult to keep up
with current buying and prescribing costs. Home
delivery prescribing can avoid the VAT cost
associated with hospital prescribing and AIDs
adherence. Some patients who remain on older
treatment regimens may have higher associated
costs, local good practice could include switching
these patients to simpler and cheaper regimes
(such as an integrase). The use of generics in cost
savings has been widely presented, concerns about
drug quality and patient acceptability have been
raised but not proven.
In summary this talk gave plenty of opportunity to
reflect on one’s own prescribing practices and
hopefully sparked enthusiasm for trainees to
employ local cost saving initiatives in their clinic.
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GUM/HIV consultant, Mortimer Market Centre, CNWL NHS Trust
Article by Dr Ming Lee, ST4 Genitourinary Medicine,
Guy’s and St Thomas Hospital , London

Dr French gave an introduction to Syphilis, a coiled
bacterium, with a small fully sequenced genome.
Humans are the only natural host, and it is
transmitted sexually or during pregnancy. There are
more than 18 million prevalent, and 6 million
incident infections in 2012, and it is still an important
cause of miscarriage, stillbirth, perinatal morbidity
worldwide, and a co-factor in HIV transmission.

The diagnosis of early syphilis peaked during the
epidemic of syphilis during the Second World War.
The precipitant decline in numbers post-war
occurred due to changes in sexual behaviour and the
introduction of highly effective safe curative
treatment. Following a lull during the age of austerity
in the 1950s, there was a re-emergence and now
rates of infection are rising exponentially with data
from PHE, primarily in the MSM population. This reemerging epidemic is associated with HIV infection,
and residence status in large cities eg. London.

Dr French then discussed a referral for incidental
positive treponemal serology in an elderly women
with memory impairment, and the investigation for
neurosyphilis. The CSF criteria for neurosyphilis in a
HIV-negative individual includes a raised protein
>0.45g/l, RPR/VDRL positive, TPPA >1:320, and WBC
>5 (>20 if HIV positive).Neurosyphilis is rapidly
progressive, and dementia is rarely caused by
neurosyphilis (0.3 – 0.6%) in two meta-analysis. NICE
guidelines recommends testing for syphilis serology
or HIV should not be routinely undertaken in the
investigation of people with suspected dementia,
unless in those with histories suggestive of risk or if
the clinical picture dictates.
In syphilitic uveitis, once diagnosed, lumbar
punctures whilst may be useful, patients will be
receiving neurosyphilis treatment, and the CSF is
uncommonly diagnostic in syphilitic uveitis (35%
positive) and otosyphilis (5-45% positive). Treatment
is with parenteral penicillin with steroid cover, and as
with all syphilis treatment, to warn the patients
about the Jarisch-Herxheimer reaction.

Of concern, PHE has reported three cases of
congenital syphilis in the past 12 months, all in white,
UK-born women with no obvious risk factors, who
were tested Syphilis negative at booking.

GUM/HIV consultant, Central Manchester University Hospital NHS
Foundation

On presentation, while primary syphilis has
traditionally been associated with a single, painless
ulcer, Town et al. (2016) reported 49.2% of primary
lesions were frequently painful, and 37.7% were
multiple, not associated with HIV infection.

Dr Margaret Kingston chaired an innovative session,
allowing trainees an opportunity to present complex
genitourinary and HIV cases, and share learning
points from each case with the wider audience.

Apart from ulcer and rashes, important syphilis
associated syndromes include alopecia, hepatitis,
nephritis, anogenital masses and any atypical
masses, uveitis, and nerve deafness.
Syphilis can be diagnosed using Treponema pallidum
PCR, with the Pol A gene of T. pallidum as the target.
It can be used on any ulcerative lesion of syphilis
(including oral ulcers), it is highly sensitive and
specific for early syphilis. Can be done as a multiplex
PCR with HSV tests. Serological tests involve specific
and non-specific antibody assays.

Article by Dr Ming Lee, ST4 Genitourinary Medicine,
Guy’s and St Thomas Hospital , London

Dr Jo Curran presented an elusive diagnosis. A young
white male patient, previously fit and well, was
admitted under the medical team, with jaundice and
a maculo-papular rash. He underwent numerous
investigations for hepatitis, including a liver
ultrasound, MRCP, and CT chest, abdomen and
pelvis. A viral screen, including viral hepatitis, HIV,
EBV was unremarkable but revealed a positive CMV
IgM result, and he was referred to the infectious
diseases team. as part of aAlthough this result was
thought to be incidental, the team performed a
syphilis screen, which returned positive. At this time
he developed visual symptoms, and had
5
neuroradiological abnormalities on his MRI

brain. CSF examination revealed a positive RPR, and
he was subsequently treated for neurosyphilis. This
case underscores the importance of including a
syphilis screen blood borne virus screen, and
demonstrates how syphilis can manifest as atypical
and systemic presentations and should always be
considered as a differential in cases of liver or other
organ dysfunction.
Dr Michael Evans presented a case of a young HIVpositive lady who was pregnant, who switched from
Truvada, Darunavir, Ritonavir, Raltegravir, to
Triumeq. She subsequently developed jaundice and
flu-like symptoms, and was found to have
significantly deranged liver function tests. There
was no infective cause found, her HIV was well
controlled. A liver biopsy revealed lobular hepatitis
on histology. She was managed for drug-induced
hepatitis with a weaning regime of prednisolone,
and her antiretrovirals switched to Descovy and
Rilpivirine and she subsequently improved. Drug
induced hepatitis has been uncommonly reported,
with two previous case reports including one
requiring a liver transplantation. Patients who have
had a liver injury were more likely to develop
further drug-induced liver damage to other agents.

Dr Donia Gamoudi presented an infectiously
memorable case, with a male patient admitted with
transient right sided neurological symptoms. He was
initially diagnosed and managed as a transient
ischaemic attack, but in the following 6 months
experienced ongoing intermittent right sided
paresthesia and expressive dysphasia. MRI brain was
suggestive of limbic encephalitis and he was admitted
under neurology and started on IV aciclovir. His
symptoms continued, and repeated CSF examination
showed lymphocytosis and raised protein. CSF TPPA,
RPR and VDRL was positive and he was treated for
syphilitic limbic encephalitis with an improvement in
his neuropsychological symptoms, VDRL result. He
denied any risk factors for syphilis transmission, and
his regular female partner of 17 years tested negative
for syphilis. She concluded with an overview of
neurosyphilis in HIV-positive patients, and to ‘ think
syphilis, think syphilis, think syphilis…’

Dr Alexandra Maxwell presented a young HIVpositive man through vertical transmission with a
long history of poor-adherence to his antiretrovirals
and poor CD4 counts. He had a chronic history of
non-bloody, watery diarrhoea for the past 2 years,
and recurrent hypokalaemia and other electrolyte
derangements as a result. Extensive bacterial,
parasite and viral screens revealed a positive
Norovirus result (genotype II), which was persistent
in repeated tests. Histology showed mild focal
inflammation suggesting ongoing infection. Acute
infections can become chronic diseases for the
immunocompromised
patient,
and
a
multidisciplinary approach, with the emphasis on
patient engagement is essential to managing an
unwell non-compliant patient.
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HIVTC is sponsored by Gilead Sciences and Viiv Healthcare
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