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Announcement 

We are pleased to announce that one 

of the newest vendors for the 

RetroDUR Program, The Marshall 

DUR Coalition, has gone live and is 

now accepting calls from both 

pharmacists and clients. The 

Coalition can be reached at 833-304-

7387.   
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Stopping the Spread of HIV in Your 

Community 

By Casey Fitzpatrick 

Clinical Assistant Professor  

Marshall University School of Pharmacy  

 

The CDC estimated that by the end of 2016, 

approximately 1.1 million people in the United 

States, aged 13 years and older, had an HIV 

infection.1 There are nearly 2,000 people living 

with HIV in West Virginia.2 HIV is a virus that can 

be transmitted from person to person in certain 

body fluids. These fluids include blood, semen, 

pre-seminal fluids, rectal fluids, vaginal fluids, and 

breast milk. In the United States, HIV is spread 

mainly by:3 

• Engaging in anal or vaginal sex with 

someone who has HIV without using a 

condom or taking medicines to prevent or 

treat HIV 

• Sharing injection drug equipment, such as 

needles or syringes, with someone who has 

HIV 

Healthcare providers can help stop the spread of 

HIV by disseminating educational resources on 

HIV risks and prevention to populations at risk. 

The practices listed in the box to the right can 

drastically reduce the transmission of HIV.    
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• Do not inject drugs. If a 

person does, use only sterile 

injection drug equipment 

and never share equipment 

with others.  

• Practice safe sex habits 

o Use condoms 

o Avoid or limit sex 

with multiple 

partners 

• Discuss pre-exposure 

prophylaxis (PrEP) with a 

health care provider. PrEP is 

an HIV prevention option for 

those who do not have HIV 

but are at high risk for 

becoming infected.  
 

Safe Practices 
Include (not all 

inclusive): 
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Calcium Channel Blockers 

 

Non-dihydropyridine calcium channel blockers (CCB’s) 

(e.g. verapamil and diltiazem) have negative inotropic 

effects and can worse HF. In a study of 2466 patients with 

recent MI randomized to diltiazem or placebo, diltiazem 

increased the risk of adverse cardiac events in the 

subgroup of 490 patients with baseline pulmonary 

congestion.4 Kindly consider avoiding the use of these 

medications unless necessary for heart rate control 

and/or intolerance to beta blockers. Consider the use of 

amlodipine or maximizing heart failure specific beta 

blockers (e.g. metoprolol succinate) to reduce the need for 

CCB’s, if possible. 

 

Antiarrthyrmics 

Several recent clinical trials have indicated an increased 

risk of mortality may exist in HF patients who are taking 

dronaderone. The ANDROMEDA trial examined the effect 

of dronedarone on death and hospitalization for HF and 

was terminated prematurely for increased mortality 

(8.1%) in the dronedarone arm compared with placebo 

(3.8%). The excess mortality was caused mostly by HF.5 

Another study, PALLAS, tested whether dronedarone 

reduced cardiovascular events in patients with 

permanent atrial fibrillation. PALLAS was terminated 

prematurely after enrolling 3236 patients  

  
because dronedarone was associated with an increase in 

cardiovascular death, stroke, and hospitalization for HF.6 

Thus the prescribing information for dronedarone carries a 

black box warning that the drug is contraindicated in 

patients with symptomatic HF with recent decompensation 

requiring hospitalization, or NYHA class IV HF, with a 

doubling of the mortality in these patients. 

Metformin 

The FDA published a safety announcement in 2016 

recommending that metformin be contraindicated in patients 

with renal function below 30 mL/min/1.73m2.7 The 2019 

American Diabetes Association standards of medical care 

currently recommend that metformin can be used in patients 

with stable congestive heart failure, if estimated glomerular 

filtration rate remains >30 mL/min/1.73m2 but should be 

avoided in unstable or hospitalized patients with congestive 

heart failure.8  Unfortunately, prospective data evaluating the 

safety of metformin in patients with advanced HF (stage D), 

in whom hepatic and renal dysfunction is often encountered, 

are lacking. 

NSAIDs 

Several observational studies suggest an association between 

traditional NSAIDs use and HF precipitation and 

exacerbation.9-12 NSAIDs have the potential to trigger HF 

through sodium and water retention, increased systemic 

vascular resistance, and blunted response to diuretics. The 

American College of Cardiology Foundation/American Heart 

Association HF guidelines recommend that this class of 

drugs be avoided or withdrawn whenever possible.2 

Thiazolidinediones 

Early postmarketing data and data from recent meta-

analyses, which included pivotal randomized, controlled 

trials, and observational studies strongly suggested that 

thiazolidinediones exacerbate existing HF and increase the 

risk for new-onset HF.13-19 The 2019 American Diabetes 

Association standards of medical care recommend sodium-

glucose co-transporter 2 inhibitors in patients with 

atherosclerotic cardiovascular disease at high risk of heart 

failure or in whom heart failure coexists.8 

 

Medications to Avoid in Patients with 

Systolic Heart Failure      

 By Sarah Plummer 

Clinical Assistant Professor 

Marshall University School of Pharmacy  

Heart Failure (HF) affects 6.5 million people in the U.S. – a 

number expected to increase to more than eight million by 2030.1 

HF is one of the most common reasons for hospitalizations. 

While morbidity and mortality associated with HF are high, the 

use of appropriate evidence-based treatments allow patients to 

live longer and have a better quality of life.2 It is likely that the 

prevention of drug-drug interactions and direct myocardial 

toxicity would reduce hospital admissions, thus both reducing 

costs and improving quality of life. The American College of 

Cardiology/American Heart Association released a Scientific 

Statement in 2016 which discusses medications that may cause 

or exacerbate HF.3 The following is not an all-inclusive list but 

intended to point out some of the most commonly used classes of 

medications in patients with systolic heart failure. 
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Improving Adherence – Helping our Patients 

Take Medications to Improve Overall Health 

and Wellbeing 

By:  Craig Kimble, PharmD, MBA, MS, BCACP 

Associate Professor of Pharmacy Practice 

Marshall University School of Pharmacy  

 

The former surgeon general of the United States, C. Everett 
Koop, MD, was once quoted as saying, “Drugs don’t work in 
patients who don’t take them”.  There is a lot of truth to this 
quote and nonadherence to medication is the driving force 
behind over $100 billion in hospital readmission and 
healthcare costs.  Each of us have the opportunity to help 
influence medication adherence if we focus at least a few 
minutes on this at each patient encounter. 
 

There are several reasons for nonadherence to medications.  
Some are:  cost of medications (too expensive), taking too many 
medications, poor memory, drug switching and confusion, 
difficulty understanding directions or health literacy, 
overlapping fills of medications, non-persistent patients, 
prescriptions are returned to stock at the pharmacy or the 
patient never picks them up, requirement for 90 day or 30 day 
fills, physical limitations, drug interaction, drug adverse 
events, etc. 
 
Some of the reasons for nonadherence are preventable and 
some are not.  The important thing is that we look for reasons 
that a patient might stop taking a medication or did stop 
taking a medication at each opportunity and ensure we 
address patient concerns.   Some ways we can help improve 
adherence to medications include the following: 

 

❖ Ensuring we take the time to do thorough medication 
reconciliation at each transition of care point (hospital 
admission, hospital discharge, starting to see a new 
provider, etc.) 

❖ Working with other health care professionals to address 
medication concerns that the patient voices 
(monitoring, follow up, alternative therapies, etc.) 

❖ Address cost and formulary and prior authorization 
concerns up front to ensure the patient can get their 
medications and follow up at each encounter to ensure 
problems have not arose.  Patients may benefit from 
enrollment in patient assistance programs, being set up 
on a $4 or similar generic program, discussing with 
their physician what will work for them to get buy in 

❖ Help educate patients about how an ACO or Medical 
Home might help them with continuity of care 

(referrals, lab testing, refills, scheduling, etc.) 
❖ Monitor for and consider possible drug-drug 

interactions and adverse events to medications at each 
encounter including looking at herbals or natural 
products 

❖ Educate patients both verbally and in writing 
❖ Use motivational interviewing techniques as you 

educate and assess a patient to address concerns and 
improve goal setting.  These include:   

 

 
 

 
➢ Getting permission, asking open ended 

questions, reflective listening, and 

summarizing at each encounter.  We can’t 
change them, but we can be supportive, 
encouraging, help to reduce resistance, and 
help patients improve self-efficacy 

➢ Use adherence tools:  pre-counts, pill boxes, 
checklists, beeping alarms, putting doses in 
daily planner, leave notes or reminders, and 
establish and use support networks 

➢ Establish patients on medication 
synchronization programs when on complex 
regimens or multiple medications 

 

The Simple Facts Are… 

 
Nonadherence can increase healthcare costs for 
the entire healthcare system.  It can also decrease 
patient productivity and quality of life.  We know 
nonadherence happens for a multitude of reasons 
and we have to try and manage it at every 
encounter with our patients using a patient-
centered approach.  Work with your pharmacist 
to identify the root cause of nonadherence and 
formulate a plan with the patient to address those 
issues and resolve any drug related problems you 
identify. 
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