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Message from the Editors
We welcome you back to another edition of the HIVTC newsletter, where we bring you articles
summarising the latest talks from our April workshop held in Bournemouth prior to the 25TH BHIVA
conference, where we had Dr Sebastian Noe, our guest speaker from Germany, as a highlight of the day.
Moving forwards, save the date of the 19th November 2019, for our next workshop with a theme of ‘The
future of HIV’, with an excellent line up of speakers sharing on ageing, co-morbidities, and cognition issues
in HIV, reflecting the modern problems facing people living with HIV attending our clinics today. A Q&A
session on the DipHIV will be included with DipHIV examiners and trainees who have recently completed
the exam to answer any burning questions.
The HIVTC committee would love to hear more from members, and in this newsletter we are undertaking a
consultation about the name of our organisation (page 13.) We will present the outcome of the
consultation at the next workshop in November.
As usual, we also welcome any suggestions on future workshop sessions or other activities that may help in
your training or clinical practice, and if you would like to contribute short articles (training issues,
interesting or challenging cases) for a mid year edition of our newsletter, please get in touch via our
secretariat.
We would like to welcome our new HIVTC committee members, Khine & Sarah who are joining the
Education roles, and Alexandra, who will join as our website designer. We also thank Agnieszka for all her
contributions to HIVTC and wish her all the best. We have many more exciting ideas and new events
planned in the near future, so do watch this space!
We look forward to seeing you at our next workshop on the 19th of November.
Ming Lee
HIVTC Co-Editor

Stephen Megarity
HIVTC Co-editor

Upcoming HIV Trainees Club Workshop
19TH November 2019, Medical Society London
For further details, and to register, please contact us via:
thesecretariat@hivtc.org.uk;
www.hivtc.org.uk;

Twitter: @hivtc
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Transition to adulthood and adult care
Talk by Dr Sophie Candfield, Mortimer Market
Centre
on behalf of Professor Sarah Fidler
Article by Dr Sophie Candfield
I was asked to cover this talk owing to the
terrible transport situation on the day of the
HIVTC workshop! It was an interesting session
to present: not only is adolescent HIV
important internationally, with an estimated 2
million adolescents living with HIV, but also as
HIV in this age-group, as with all chronic
diseases, can present specific management
challenges.
Figure 1 illustrates Diabetic control in
adolescents with T1 Diabetes, and it shows
that from the early teens, glycaemic control
worsens significantly, then improving again
after age 16-17.

Transition into adult care can be defined as ‘A
purposeful, planned process that addresses
the
medical,
psychosocial
and
educational/vocational needs of adolescents
and young adults with chronic physical and
medical conditions as they move from childcentred to adult-oriented health care systems.
Specific issues in care for children living with
HIV include when and how to tell the children
they are growing up with HIV, the fact that for
them to disclose their HIV status automatically
shares the status of their mother, the secrecy
and stigma that their diagnosis holds, and the
potential risk of onward horizontal viral
transmission when they become sexually
active.
Morbidity in this group is high, with the
following outcomes from The 900 Clinic, a
multidisciplinary clinic led by Dr Sarah Fidler
and Dr Caroline Foster (adolescent ID
paediatrician), with a clinic team comprising
an advance nurse practitioner, psychologist,
dietician and a peer support worker (fig 2):
Patients post
transition to
adult care
(n=180 [%])
4 (2.2%)

Crude Incidence
rate per 1000
person-years (CIR
95% CI)
4.3 (1.2-11.1)

Mortality
New AIDS
diagnoses
New
malignancy

4 (2.2%)
17 (8.4%)

4.3 (1.2-11.1)
18.5 (10.8-29.6)

4 (2.2%)

4.3 (1.2-11.1)

New onset
psychosis

9 (5%)

9.8 (4.5-18.6)

Loss to follow
up

2

Issue No. 39

Jun 2019

April 2019 Workshop Updates
Psychiatric morbidity is especially prevalent in
this group, given the stressors experienced
above, with drug/alcohol excess present in
33% of patients and a 7.8% lifetime risk of
psychosis. Learning difficulties are found
more commonly than in the background
population.
Setting up transitioning clinics is not easy and
there is little or no funding. A multidisciplinary
approach is essential, with flexibility in
attendance times, in the experience at the
900 clinic. There are UK and international
guidelines on transitional services in general,
and although there are no formal BHIVA
recommendations on such services, there is
an UK organisation called HYPENET which
issues guidance for anyone interested in
developing a new service. Figure 3 shows the
timeline for transition. Of note, naming of HIV
diagnosis occurs at about age 9-11.

Finally, with 74% of patients at the U=U
standard of VL <200, Professor Fidler
advocates an increasingly pragmatic approach
to ARVs. It is known is that usually by a
patient’s mid/late 20s, ability to take therapy
as prescribed is much improved, therefore
getting a patient to that point in life, as well as
possible, is the key goal.
The presentation showed an excellent video
that CHIVA (Children’s HIV Association) has
made about growing up with HIV, which is a
highly recommended watch, as it is based on
interviews with adolescents about their own
experiences: https://www.chiva.org.uk/ourwork/life-growing/ .

Family Clinic
Naming 9-11yrs

Transition
Focus
15-18 years

Adult Clinic
Local service

900 Clinic
17.5 yrs (r15-20)
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HIV and the Law

Talks by Dr Michael Brady, Kings College
Hospital and Dr Yusef Azad, National AIDS
Trust
Article by Dr Ming Lee
Dr Brady discussed embracing the message of
U=U, or Undetectable equals Untransmissible,
in clinical consultations.
The evidence, experience and expert opinion
supporting U=U has been increasing over two
decades, and it has been known that viral load
is the single biggest determinant of HIV
transmission risk, and Dr Brady recapped the
journey culminating with the data from the
PARTNER and PARTNER2 studies.

The PARTNER2 study sought to address this
with an extension to the PARTNER study, with
972 serodifferent MSM couples, 1596 CYFU
and 77000 condomless sex acts included,
there were still zero linked HIV transmissions.
This underlines the message of U=U, and
removes the shame and fear of sexual
transmission, simplifies the possibility for
conception, issues of disclosure and concerns
around criminalization, tackles HIV stigma,
and encourages people to test, engage in care
and start and stay on treatment.

Initially there was the Rakai study in Uganda,
where there was no cases of transmission for
patients with VL <1500copies/ml. The Swiss
statement provided guidance that ‘a HIVpositive individual not suffering from any other
STD and adhering to ART with a completely
suppressed viraemia does not transmit HIV
sexually’. HPTN 052 showed a 93% reduction in
HIV transmission with immediate ART
initiation.
In the PARTNER study, with 888 serodifferent
couples, 1238 couple years follow up, and
58000 condomless sex acts, there was zero
transmissions linked to their HIV positive
partners. However due to the small sample
size of MSM couples, the upper limit of
confidence interval of rate of within couple
transmission was high.
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Dr Azad followed on with a very enlightening
talk on HIV and the law in the era of U=U.
In England and Wales, a person can be
prosecuted for reckless HIV transmission if all
the points below applies:
• The person knew they had HIV
• The person understood how HIV is
transmitted
• The person had sex which risked
transmission
• HIV was transmitted to the sexual partner
• That sexual partner did not know the
person had HIV when HIV was transmitted.

He emphasized the importance of
understanding U=U and the relevance to law
in the nation to provide accurate advice to
both patients and possibly police or
prosecutors.
The law on consent in sex is developing via
case law and there has been CPS interest in
prosecuting HIV status deception, and he
raised the example of non-disclosure of HIV
status being prosecuted for rape or sexual
assault, and if there are any concerns to
inform NAT.

If U=U means transmissions don’t happen,
then reckless transmission convictions can’t
happen. But investigations might, and as
clinicians we may be asked to confirm the viral
load of the accused, and to explain U=U to the
police or CPS. We should be clear when we can
advise patients there is no risk of transmission,
and low risk of transmission as viral load
approaches undetectable. Current CPS legal
guidance still states ’medical opinion on the
reduction of the risk of infection is not
finalized’ and is need of revision.
In Scotland, exposure to the risk of HIV
transmission can also be charged, as well as
transmission itself, however the Scottish
prosecution body says they will only prosecute
for exposure in exceptional circumstances’,
however five prosecutions to date includes
two additional charges of exposure to those of
transmission.
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HIV and Menopause

Talks by Dr Emily Clarke,
Royal Liverpool University Hospital
Article by Dr Prita Bannerjee
Menopause is defined as the permanent
cessation
of
menstruation
diagnosed
retrospectively after one year of amenorrhoea,
for which no other obvious pathological or
physiological cause is present. The average age
for menopause is the UK is 51 years. This may
be earlier in WLWH due to increased risk of
ovarian dysfunction, underlying opportunistic
infections, chronic inflammation and unknown
effects of high viral load and low CD4 count in
immunosuppressed women.
The PRIME Study (Positive Transitions Through
the Menopause) explored the impact of the
menopause on the health of WLWH in the UK
and found a high prevalence of menopausal
symptoms in women aged 45–60. Use of MHT
was surprisingly low in this population with
nearly half of the women stating they did not
have enough information about menopause.
How do you diagnose Menopause?
Women over 45 years require no laboratory
tests. Premature ovarian insufficiency (POI)
defined as menopause occurring in women
prior to the age of 40 years, is diagnosed in the
presence of menopausal symptoms and
elevated FSH levels.

What are the symptoms of Menopause?
Somatic: hot flushes, palpitations, joint and
muscle discomfort.
Urogenital: vaginal dryness, UTI symptoms
and sexual dysfunction.
Psychological: depression, anxiety and
irritability.
Symptoms may be enhanced in WLWH and
often under recognised. BHIVA recommends
annual assessment of menopausal symptoms
in all women above 45 years of age. The
Greene Climacteric scale is a useful tool to
assess changes in different symptoms, before
and after menopause treatment.
How do we treat the Menopause?
MHT is the most effective treatment for
menopausal symptoms. MHT use in WLWH is
reported between 8-10% and is lower than
the general population.
There are different forms of treatment
available including oral tablets, transdermal
patches, gel, Intra Uterine System (IUS) and
implant, containing either oestrogen,
progestogen or a combination of both, as
summarised in Table 1.
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Drug-drug interaction:
Oestradiol and progesterone are metabolised
by the CYP3A4, CYP1A2 and glucoronidation
pathways, and therefore interact with NNRTIs
and Protease inhibitors, which use the same
pathways for metabolism. This can result in
either increased or decreased levels of
Oestradiol and Progestogen levels as
summarised in Table 2. However, HRT is not a
contraindication in WLWH on ART.

What are the potential effects of DDIs?
• Oestrogen dose: monitor symptoms or FSH
(if transdermal).
• Progestogen dose:
• Effects of reduced dose on endometrial
protection is unknown.
• IUS/transdermal patches avoid 1st pass
metabolism but limits options.
• As for contraception, consider altering ART
to optimise MHT.
Is MHT safe?
Oral oestrogen increases stroke and venous
thromboembolism (VTE) risk, which is not seen
with
transdermal
oestrogen.

MHT commenced within 10 years of
menopause reduces risk of coronary heart
disease by 50%.
Other alternative treatments:
There are other alternative treatment options
available for treating symptoms of HRT as
summarised in Figure 1. It is important to
advise patients on lifestyle modification
including smoking cessation, limiting alcohol
intake and maintaining healthy diet and
exercise

In summary:
 Menopause can have adverse effects
on quality of life of WLWH.
 Those who require support and advice,
provide access to accurate information
using the following sources:
 Aidsmap,
Women’s
Health
Concern, Menopause Matters
and The Daisy Network
 MHT is not a contraindication in WLWH.
 Work with GPs to support patients.

HRT taken for less than 5 years does not
significantly increase the risk of breast cancer,
beyond which there is an association with a
small increased risk. Once HRT has been
stopped, the risk returns to baseline.
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HIV & Endocrine interactive clinical cases
Cases by Trainees
Panel: Dr Sebastian Noe, MVZ Karlsplatz,
Munich,
Germany
&
Dr
Ranjababu
Kulasegaram, Guy’s and St Thomas Hospital,
London.
Article by Dr Michael Ewens
‘A bone to pick’ – Dr Donia Gamoudi,
Nottingham University Hospitals NHS Trust
Donia presented a complex case with
significant drug-drug interactions. Look out for
the learning points below!
65-year-old Black African female, diagnosed
with HIV in 2005
ARV history
Dates
Feb 05 Sept 06
Oct 06 Oct 11
Oct 11
onwards

ARVs
Combivir &
Nevirapine
Kivexa &
Nevirapine
TDF/FTC &
Darunavir /
ritonavir

Reason for stopping
Side effects: Skin & nail
pigmentation, GI
Resistance: K103N &
M184V

Seen in 2015 with ‘aches and pains’,
particularly at the hip & lower back. DEXA
scan showed osteoporosis.
She was
commenced on calcium supplements, and
alendronate.
A spinal MRI showed disc bulges at L4/5 &
L5/S1, for which she was seen in another
department. She reported earlier that year
she saw another clinician, who had injected
steroids into the joint. She had postural
hypotension, and a random cortisol level was
taken, revealing a level of <30nmol/L. This was

repeated early morning, confirming the same
result. The Endocrinologists performed a
short
synACTHen
test,
confirming
hypoadrenalism; with a post synACTHen
cortisol level of 144nmol/L. ACTH level
<5ng/L, and adrenal gland antibody was
negative.
Learning point 1: Steroids and PIs should not
be co-administered!
The patient’s renal function declined, and
was switched away from TDF, to Dolutegravir
50mg OD & Darunavir/ritonavir as TAF was
not available. Although she was advised to
dose spare Dolutegravir and calcium
supplements, on routine review she
confessed to taking calcium shortly after
dolutegravir.
Learning point 2: Dolutegravir needs to be
taken 2 hours before or 6 hours after taking
the calcium (or any other divalent)
supplement.
However, the patient did report increased leg
swelling. On review, the patient could not
recall her medications. A review by the
pharmacist suggested amlodipine 10mg may
be causing the symptoms.
Learning point 3: Pharmacist review of
Summary Care Record may help reveal DDIs.
Ritonavir boosted Darunavir can increase
amlodipine exposure 2-fold via CYP3A4
pathway
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Upon review further down the line, the
patient’s mobility had markedly decreased.
She was now using 2 sticks to mobilise, and
the pain in her right hip had become much
worse. MRI of the hips showed avascular
necrosis of the right hip joint.
Learning point 4: Avascular necrosis has been
linked with long term steroid exposure, ETOH
use, HIV infection & bisphosphonate use.

The diagnosis was that of pan-hypopituitarism,
and the patient was started on the following:
• Hydrocortisone 10mg morning, 5mg midday
• Thyroxine 150mcg OD
• Testosterone undecanoate IM injections 1g
12 weekly

The patient had total hip replacement with
improvement in her symptoms. Future
therapies were considered for analgesia. A
switch in HIV treatment to TAF/FTC/RPV &
Dolutegravir means that she could receive
intra-articular steroids if needed in the future.
Conclusion:
This was a well presented ‘HIV & Hormones’
case, highlighting an iatrogenic Cushings,
leading
to
secondary
adrenocortical
insufficiency and AVN traced back to facet
joints infiltrations.
This emphasises the
importance of taking careful medication
history, to prevent drug-drug interactions
HIV and hypopituitarism – Dr Ming Lee, Guy’s
and St Thomas Hospital NHS FT
A 45 year old male with well controlled HIV-1
infection presented with fatigue and hair loss,
following a diagnosis of gynaecomastia. This
was thought to be Efavirenz related, and
therefore ARVs were switched to Nevirapine as
a 3rd agent.
ARV history
Dates
Mar 08 Oct 08
Oct 08 - Oct
10
Oct 10
onwards

ARVs
TDF/FTC &
Efavirenz
TDF/FTC/EFV
(Atripla)
TDF/FTC &
Nevirapine

Association with lipodystrophy and alterations
in GH dynamics
• HIV-related lipodystrophic men show:
• Reduced GH basal levels
• Decreased mean GH concentrations
with a reduction in pulse amplitude,
but normal GH pulse frequency when
compared to non-HIV controls.
• Not seen in HIV-infected women

Reason for
stopping
STR available
Gynaecomastia
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Underlying pathophysiology not fully
understood.

Hormone deficiency

Signs and symptoms

Hypoadrenalism

Postural symptoms,
hypoglycaemia
Hypotension, shock,
hypothermia, asthenia,
poor appetite, weight
loss

Hypothyroidism

Low energy, Fatigue
Constipation
Cold intolerance

Hypogonadism

Low libido/impotence,
low energy, hot flushes
Loss of body hair, oligo
or amenorrhoea
Atrophy, dyspareunia

Growth hormone
deficiency

Fatigue

Primary pathology
related

Headaches
Double vision
Weight loss, night
sweats
Visual fields defect
Neurological deficits

Learning point: Don’t forget to look for other
causes of hypopituitarism in people living with
HIV.
Aetiology

Disease/disorders

Congenital

Single hormone defects
Multiple hormone defects

Neoplastic
•
Pituitary
adenomas
•
Cystic lesions
•
Peri-pituitary
tumour

Prolactinomas
Rathke’s cleft cyst, retention
cyst
Meningioma,
craniopharyngioma
Glioma, germ cell tumour,
metastases

Vascular

Sheehan’s syndrome,
aneurysms

Inflammation/
Infiltration

Wegener’s granulomatosis
Langerhans’ cell histiocytosis

Infection

TB
Fungal infections
Syphilis

Post irradiation
Miscellaneous

Traumatic brain injury
Empty sella syndrome
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HIV and Endocrinology

Talk by Dr Sebastian Noe, Endocrinology
Consultant, MVZ Karlsplatz, Munich, Germany
Article by Dr Matthew Page
Dr Noe explores several case presentations
identifying endocrine issues among a cohort of
HIV-infected individuals.
Case 1
49yo male, history includes previous #NOF
6yrs prior from a motorbike accident, previous
orchidectomy due to testicular cancer, Barretts
Oesophagus requiring Pantoprazole 40mg BD.
He is virologically suppressed (VL <40c/ml) on
TDF/FTC & Dolutegravir with a CD4 count of
455cells/mm3. He attends clinic reporting low
libido and erectile dysfunction.
A recent DEXA-scan showed a T-scores of2.7SD at the femoral neck.
Exploring the issues
1) #NOF ?Osteoporotic
• Higher odds of osteoporosis in PLWH on
ARVs compared to HIV negative matched
controls
• Low bone mineral density (BMD) does not
equate to osteoporosis. The definition for
osteoporosis is;
• “a systemic disease with alteration
of the bone microarchitecture and
reduce done mineral density”, and
operationally
(World
Health
Organisation), “a T-score of ≤2.5
with
absence
of
impaired
mineralisation.”

We know that tenofovir inhibits cortical bone
mineralisation and diagnosis of true
osteoporosis should only be made after
discontinuation of TDF.
2) Loss of libido and erectile dysfunction
Patient had sex hormone blood panel
performed which confirmed low levels of
total testosterone, a marginally high free
testosterone, and high gonadotrophins (LH,
FSH) – Primary hypogonadism
Hypogonadism is a frequent condition in men
living with HIV, and the prevalence is driven
mainly by secondary hypogonadism than
primary (in this case the orchiectomy).
Hypogonadism is a cause of osteoporosis. A
diagnosis of secondary hypogonadism should
always be investigated for the underlying
cause
Take Home Message: PLWH may have more
than one factor for secondary osteoporosis
Case 2
35yo male presents reporting numb and
painful sensation in both hands for the last 46weeks. He works as a hairdresser and has
found it difficult to use scissors because of
this. He frequently goes to the gym and is
finding this difficult due to the pain.
Examination demonstrates pain over the
median aspect of the hands, with a positive
Tinel test.

Understanding T-scores – a recap
Category
Normal bone density
Osteopenic bone density
Osteoporotic bone

T-score (SD)
>-1
-1 to -2.5
≤-2.5
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Exploring the issue
1) Sudden onset bilateral carpel tunnel
syndrome
Patient had a sex hormone screen performed,
among other investigations. Tests confirmed
elevated testosterone levels, with low
gonadotrophin (LH, FSH) levels. Diagnosis was
carpel tunnel syndrome due to primary
hypergonadism. Patient discloses anabolic
steroid abuse.
Other effects of anabolic steroid use include:
steroid-induced acne, bad temper, mood
change, personality change, myocardial
hypertrophy, cardiomyopathy, arrhythmia,
hepatotoxicity
and
tumour
growth.
Remember
protease
inhibitors
and
pharmacoenhancers
agents
(ritonavir,
cobicistat) may increase the levels of anabolic
steroids while NNRTI’s such as nevirapine and
efavirenz may reduce levels.
Take Home Message: Anabolic steroid abuse
together with the co-administration of other
drugs is associated with morbidity and
mortality
Case 3
58yo male on DRV/r monotherapy since 2005
complaining of progressive weakness for 2-3
weeks. He also has problems with
concentration and has difficulties staying
awake. He reports loss of weight of 3.5Kg. An
early morning short Synacthen test was
performed, which showed an initial cortisol
level of 0.4mcg/dl (low), followed by a cortisol
level of 4.5mcg/dl 60 mins later (low) 
diagnosis: Adrenal insufficiency.

Exploring the issue
1) Adrenal Insufficiency
Liver cytochromes (P450-3A4) are inhibited by
pharacoenhancers such as ritonavir and
cobicistat which results in the blocking of
glucocorticoid breakdown.
This leads to
inhibition of glucocorticoid synthesis and leads
to a reduction in ACTH production and cortisol.
Except for beclomethasone, all glucocorticoids
are subject to interaction with both
pharacoenhancers,
with
budesonide,
fluticasone, mometasone and triamcinolone
having the most pronounced interactions.
Investigating signs and symptoms of Cushing’s
syndrome (Figure 1)
Take Home Message: The interaction of
glucocorticoids with pharmacoenhancers can
lead to both Cushing’s syndrome and adrenal
insufficiency. Patients should be well informed
of this, including the use of non-oral
administrations (including topical) can lead to
systemic side effects. Diagnosis of suspected
adrenal insufficiency should never delay
treatment.
References:
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Lai PSM, Tan ATB, Osteoporos Int. 2018 Mar;29(3):595-613. doi: 10.1007/s00198-0174305-8. Epub 2017 Nov 20.
2.
Castillo, A. B., Tarantal, A. F., Watnik, M. R. and Bruce Martin, R. (2002), Tenofovir
treatment at 30 mg/kg/day can inhibit cortical bone mineralization in growing rhesus
monkeys (Macaca mulatta). J. Orthop. Res., 20: 1185-1189. doi:10.1016/S07360266(02)00074-8
3.
Esposito, V. , Perna, A. , Lucariello, A. , Carleo, M. A., Viglietti, R. , Sangiovanni, V. ,
Coppola, N. , Guerra, G. , De Luca, A. and Chirianni, A. (2015), Different Impact Of
Antiretroviral Drugs On Bone Differentiation In An In Vitro Model. J. Cell. Biochem.,
116: 2188-2194. doi:10.1002/jcb.25169
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Noe S, Jaeger H, Heldwein S.; Adrenal insufficiency due to ritonavir-triamcinolone
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Figure 1.

Have your say…
HIVTC is undertaking a consultation on members views on the club’s name. We would like to hear
from you, if you have any suggestions to better reflect the organisation’s standing and purpose. Do
contact thesecretariat@hivtc.org.uk if you have any suggestions or comments. Suggestions will be
put to a vote at the next HIVTC workshop in November for members approval.
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Other Upcoming Events
BASHH Annual Conference
Birmingham
30 June – 2 July 2019

HIVTC Steering
Committee 2019/2020
Committee members are contactable via the HIVTC
Secretariat

IAS Conference on HIV Science
Mexico City

Muge Cevik
Chair & Social Media

21-24th July 2019

AIDS Impact 14th International Conference
London
29-31st July 2019

Matthew Page
Social Media

BASHH/BHIVA Dip HIV Revision Course
London

Alexandra Maxwell
Website

Date TBC

BHIVA Autumn Conference 2019
London
3-4 October 2019

Research Methods: HIV, Sexual Health and
Infectious Diseases
UCL, London
28-31ST October 2019

17th European AIDS conference (EACS)
Basel, Switzerland

Ming Lee
Research
Stephen Megarity
Networking / Bulletins / Newsletter
Sarah Cavilla
Education / Workshops
Khine Phyu
Education / Workshops
Michael Ewens
Sponsorship

6-9 November

HIVTC Workshop
The Medical Society London
19th

Prita Bannerjee
Sponsorship

November 2019

Kyle Ring
Treasurer

Please send any comments/views to:

HIV Trainees Club Secretariat

www.hivtc.org.uk

Email: thesecretariat@hivtc.org.uk

Twitter: @hivtc
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