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Learning Objectives

• Upon successful completion of this course, participants should 
be able to:

• Review current literature for safety and efficacy of using lipid lowering 
agents to decrease LDL to very low levels

#RxExpo20

Background Information 
• Cholesterol is an integral part of mammalian homeostasis

• Essential component to all cell membranes
• Maintains normal cell function
• Required for steroid hormone formation

• High levels of Low Density Lipoprotein (LDL) are associated 
with coronary heart disease and cardiovascular mortality

• Decreasing LDL is associated with cardiovascular event reduction

Olsson et al. JIM 2017;281:534-553.
Masana et al. J Clin Lipidol 2018;12:292-299.
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When is LDL too low per guidelines?
• 2002 – Detection, Evaluation, and Treatment of High Blood Cholesterol in 

Adults (Adult Treatment Panel III)
• Low LDL levels are well tolerated
• No specific recommendations for discontinuing cholesterol lowering agent due to low 

LDL levels

• 2013 – ACC/AHA Guideline on the Treatment of Blood Cholesterol to 
Reduce Atherosclerotic Cardiovascular Risk in Adults

• Discontinue statin after two consecutive LDL readings <40 mg/dL

Grundy et al. Circulation. 2002;106:3143–421.
Stone et al. Circulation 2014;129[suppl 2]:S1-S45.  

#RxExpo20

When is LDL too low?
• 2015 – NLA Recommendations for Patient-Centered Management of 

Dyslipidemia
• Do not stop cholesterol lowering agent, unless signs or symptoms of intolerance

• 2017 – AACE Guidelines for Management of Dyslipidemia and Prevention of 
Cardiovascular Disease

• No specific recommendations for discontinuing due to low LDL levels

• 2018 – ACC/AHA Multisociety Guideline on the Management of Blood 
Cholesterol

• Consider deintensification of PSCK9 Inhibitor if two consecutive LDL readings <25 mg/dL
Jacobson et al. J Clin Lipidol 2015;9:129-169.
Jellinger et al. Endocr Pract 2017;23(Suppl 2). 
Grundy et al. J Am Coll Cardiol 2019;139:e1082–e1143.
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Image from: Grundy et al. J Am Coll Cardiol 2019;139:e1082–e1143.

2018 ACC/AHA Guideline 
on the Management of 
Blood Cholesterol 

#RxExpo20

Therapeutically Induced Hypocholesterolemia
• HMG-CoA Reductase Inhibitor (Statin)

• Maximum tolerated statin
• Moderate intensity statin reduces LDL 30-50% 
• High intensity statin reduces LDL >50%

• Cholesterol-Absorption Inhibitor (Ezetimibe)
• Added to statin when LDL remains above goal
• Lowers LDL by 13-20%

• PCSK9 Inhibitors (Evolocumab, Alirocumab)
• Newest cholesterol-lowering class
• Reduces LDL up to 70%

Grundy et al. J Am Coll Cardiol 2019;139:e1082–e1143.
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Potential Concerns with Therapeutically 
Induced Hypocholesterolemia

• Type 2 Diabetes Mellitus

• Neurocognitive Events

• Fat-Soluble Vitamin Levels

• Hormone Levels

• Hemorrhagic Stroke

• Cataracts

Olsson et al. JIM 2017;281:534-553.
Masana et al. J Clin Lipidol 2018;12:292-299.

#RxExpo20

Misconception: 
Lowering LDL to very low levels (<30 mg/dL) is associated with negative 
outcomes and is unsafe.
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Evidence Supporting Change:
Inherently Low LDL
• No adverse sequelae

• New born infant
• LDL: 40 mg/dL

• Ethnic group hunter-gatherer culture
• LDL: <50 mg/dL

• Loss of function PCSK9 mutations
• LDL: <30 mg/dL

• Angiopoietin-like 3 mutations
• LDL: 60-70% reduction

• Potential adverse sequelae
• apoB gene defects

• Abetalipoproteinemia and 
hypobetalipoproteinemia

• Inability to secrete LDL
• Fat malabsorption, hepatic 

steatosis with progression to 
cirrhosis

Olsson et al. JIM 2017;281:534-553.
Masana et al. J Clin Lipidol 2018;12:292-299.

#RxExpo20

Evidence Supporting Change:
Therapeutically Induced Very Low LDL
• Type 2 Diabetes Mellitus

• IMPROVE-IT (ezetimibe): did not find increased incidence of new-onset 
diabetes after 7 year follow up

• FOURIER (evolocumab): did not find increased incidence of new-onset 
diabetes after 2 year follow up

• ODYSSEY (alirocumab): did not find worsening of glucose control

Cannon et al. N Eng J Med 2015;372(25):2387-2397.
Sabatine et al. N Eng J Med 2017;376(18):1713-1722.
Robinson et al. N Eng J Med 2015;372(16):1489-1499.
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Evidence Supporting Change:
Therapeutically Induced Very Low LDL
• Neurocognitive Events

• Dependent on cholesterol metabolism in the central nervous system
• Requires High-Density Lipoprotein (HDL) particles

• EBBINGHAUS (PCSK9 inhibitors): did not find difference in cognitive 
function after 19 months follow up

Giugliano et al. N Eng J Med 2017;377(7):633-643.

#RxExpo20

Evidence Supporting Change:
Therapeutically Induced Very Low LDL
• Fat-Soluble Vitamin Levels

• DESCARTES (evolocumab): did not find changes in vitamin status

• Hormone Levels

• DESCARTES (evolocumab): did not find changes in hormone status

Blom et al. Circ Res 2015;117(8):731-471.
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Evidence Supporting Change:
Therapeutically Induced Very Low LDL
• Hemorrhagic Stroke

• Thought to be potential link between very low LDL and increased 
susceptibility to hemorrhagic stroke

• IMPROVE-IT (ezetimibe): did not find increased incidence of 
hemorrhagic stroke

• FOURIER (evolocumab): did not find increased incidence of 
hemorrhagic stroke

Cannon et al. N Eng J Med 2015;372(25):2387-2397.
Sabatine et al. N Eng J Med 2017;376(18):1713-1722.

#RxExpo20

Evidence Supporting Change:
Therapeutically Induced Very Low LDL
• Cataracts

• High cholesterol concentration required to maintain lens transparency
• Lens synthesizes cholesterol independently of circulating LDL
• Lens continues slow growth over time, thus unlikely cataracts will form 

in short time

• FOURIER (evolocumab): did not show increase in incidence in 
cataracts

Sabatine et al. N Eng J Med 2017;376(18):1713-1722.
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Evidence supporting change
Efficacy
• Very low LDL concentrations is associated with CV event prevention

• FOURIER (evolocumab):
• Significantly reduced the risk of CV death, MI, stroke, unstable angina hospitalization, 

or coronary revascularization (composite)
• 9.8% vs 11.3% (HR 0.85; 95% CI 0.79-0.92; p<0.001)

• Median LDL 30 mg/dL (59% reduction from baseline)

• ODYSSEY (alirocumab):
• Significantly reduced risk of coronary heart disease death, nonfatal MI, stroke, unstable 

angina hospitalization (composite)
• 9.5% vs 11.1% (HR 0.85; 95% CI 0.78-0.93; p<0.001)

• Mean LDL 38 mg/dL (62.7% reduction from baseline)

Olsson et al. JIM 2017;281:534-553. Sabatine et al. N Eng J Med 2017;376(18):1713-1722.
Masana et al. J Clin Lipidol 2018;12:292-299.

#RxExpo20

Application to Clinical Practice

• RW is a 54 year old white male who has a history of a diabetes, hypertension, and a MI 3 
months ago. He also smokes 1 ppd.

Current Medications:
Metformin 2000mg daily
Empagliflozin 25mg daily
Lisinopril 40mg daily
Carvedilol 12.5mg BID
Rosuvastatin 40mg daily
Ezetimibe 10mg daily
Evolocumab 140mg subQ every 2 weeks

Lipid Panel Today: 
TC: 137 mg/dL
HDL: 46 mg/dL
LDL: 27 mg/dL
Trigs: 145 mg/dL

What medication adjustments 
would you make? 

17
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Application to Clinical Practice

What medication adjustments would you make? 
A. Decrease statin dose
B. Discontinue statin
C. Discontinue ezetimibe
D. Discontinue evolocumab
E. Continue statin, ezetimibe, and evolocumab

#RxExpo20

Take Home Point

• Reducing LDL to very low levels has not been associated with 
negative outcomes, appears to be safe, and continues to 
provide cardiovascular event risk reduction. 
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Learning Objectives

•Describe potential benefits and applications 
of evidence from the Dapagliflozin in 
Patients within Heart Failure and Reduced 
Ejection Fraction (DAPA-HF) trial 

#RxExpo20

How Do They Help in CV Disease?
Proposed Mechanisms of Action:

1. Diuretic effects = 

2. Thrifty substrates = 

3. Na+-H+ Exchanger = 

Tamargo J. Eur Cardiol. 2019;14(1):23‐32.

Na+ and glucose resorption 
in proximal tubule

Ventricular filling pressure
Cardiac workload

Cardiorenal metabolism to a more energy‐efficient 
oxidization of ketones (versus FFA’s and glucose)

Inhibition of cardiac Na+‐H+

Exchanger (NHE1)
Cardiac hypertrophy, 
fibrosis, and LV remodeling 
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SGLT2-inhibitor Approval & Use

FDA-Approval Dates:

• March 2013 (canagliflozin)

• January 2014 (dapagliflozin)

• August 2014 (empagliflozin)

Initial Approval:

• Adjunctive therapy to diet/exercise to help lower blood-glucose 
levels in patients with type 2 diabetes.

US Food and Drug Administration. www.fda.gov. 2018. 

#RxExpo20

Current Use in T2DM + CV Disease

EMPA‐REG OUTCOME 

(2015)

• Superiority in 
preventing MACE 
compared to placebo

CANVAS 

(2017)

• Superiority in 
preventing MACE 
compared to placebo

DECLARE‐TIMI 58 

(2019)

• Non‐inferior in 
preventing MACE 
compared to placebo

Empagliflozin Canagliflozin Dapagliflozin

HF hospitalization was 35% less likely HF hospitalization was 33% less likely HF hospitalization was 27% less likely

Tamargo J. Eur Cardiol. 2019;14(1):23‐32.
Zinman B et al. N Engl J Med. 2015;373(22):2117‐28.
Neal B et al. N Engl J Med. 2017;377(7):644‐657.
Wiviott SD et al. N Engl J Med. 2019;380(4):347‐357.
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Misconception: 
SGLT-2 inhibitors are only used for treatment 
and management of patients with T2DM.

#RxExpo20

DAPA-HF Trial (2019)
Inclusion:
• ≥18 years old
• HFrEF (EF ≤40%)
• NYHA Symptoms (II, III, IV)
• NT-pro BNP ≥600 pg/mL*
• Standard GDMT and/or device

Exclusion:

• Intolerance/ADEs to med class

• Type 1 DM

• SBP < 95 mmHg

• eGFR <30 ml/min/1.73m2

Mcmurray JJV et al. N Engl J Med. 2019.

Follow-up:

• Initially at 14 and 60 days

• Every 4 months thereafter

• Median follow-up was 18.2 months

Randomization:

• N = 4744 underwent randomization

• 1:1 stratified by T2DM diagnosis

• Dapagliflozin 10 mg daily vs. Placebo
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DAPA-HF Trial (2019)
Outcome Measure Dapagliflozin 10 mg

(N = 2373)
Placebo
(N = 2371)

Hazard Ratio
(95% CI)

NNT

Primary Composite Outcome 386 (16.3%) 502 (21.2%) 0.74 (0.65 to 0.85) 21

Worsening Heart Failure 237 (10.0%) 326 (13.7%) 0.70 (0.59 t0 0.83) 27

Heart Failure Hospitalization 231 (9.7%) 318 (13.4%) 0.70 (0.59 t0 0.83) 27

Urgent Heart Failure Visit* 10 (0.4%) 23 (1.0%) 0.43 (0.20 to 0.90) 167

CV Mortality 227 (9.6%) 273 (11.5%) 0.82 (0.69 to 0.98) 53

*Visit resulting in necessitation of IV therapy for treatment 

Mcmurray JJV et al. N Engl J Med. 2019.

#RxExpo20

DAPA-HF Evidence-Based Takeaways
• Prevention of primary endpoint occurred regardless of T2DM

• Dapagliflozin 10 mg resulted in fewer reported HF symptoms 
• Most effective in patients with NYHA II symptoms
• Inclusion/exclusion criteria may limit generalizability

= 55% of participants

Mcmurray JJV et al. N Engl J Med. 2019.
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Application to Clinical Practice
• EJ is a 56-year-old Caucasian 

male who presents to an 
outpatient cardiology clinic to 
follow-up on the management of 
his heart failure following a 
hospitalization within the last 1 
month.

• CC: Reports increased difficulty 
with SOB when exercising and 
has noticed that his weight has 
been fluctuating with an increase 
in swelling in his feet. (Stage C, 
NYHA II)

• Objective:
• Echo (1-month ago): LVEF 30%
• A1c: 5.5% 
• Weight Today: 260 lbs

• Dry Weight: 257 lbs
• Serum K: 4.7 mmol/L
• eGFR between 30-41 ml/min/m2

• BP 126/84 mmHg, HR 88 bpm
• NT-proBNP (3 weeks ago) = 986 pg/mL

• Current Medications:
• Metoprolol succinate 200 mg once daily

• Sacubitril/valsartan 49/51 mg BID

• Spironolactone 12.5 mg once daily

• Furosemide 20 mg once daily PRN

• Rosuvastatin 40 mg once daily

• ASA 81 mg once daily

#RxExpo20

Poll Everywhere Questions

1. True/False: Initiation of dapagliflozin therapy is appropriate in 
this patient based on available information.
a) True
b) False

2. What is the evidence-based dose of dapagliflozin that should 
be prescribed when treating HFrEF with or without diabetes?

_____ mg ______ daily
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Take Home Point

• Dapagliflozin has demonstrated benefit for use in 
patients diagnosed with heart failure with reduced 
ejection fraction (HFrEF)* regardless of diabetes status, 
and it should be considered for use in heart failure 
patients who are symptomatic.

*This medication currently carries an off-label approval 
from the FDA for use in heart failure absent of diabetes

#RxExpo20
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Learning Objectives

Upon successful completion of this course, participants should be 
able to:

• Compare and contrast prescription cannabidiol extract 
(Epidiolex) with cannabis products available from dispensaries

#RxExpo20

Phytocannabinoids

Oil resins 
derived from 

cannabis plant

Δ9‐Tetrahydrocannabinol
(THC)

Cannabidiol
(CBD)

National Academies of Sciences, Engineering, and Medicine. The health effects of cannabis and cannabinoids: The current state of evidence 
and recommendations for research. Washington, DC: The National Academies Press; 2017.

Over 60 different phytocannabinoids
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Misconception: 
“Because cannabidiol has a known chemical structure, different forms of 
cannabidiol are interchangeable”

#RxExpo20
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Decreasing Evidence, Decreasing Regulations

#RxExpo20

“CBD” Supplements
• No regulations to ensure safety or efficacy
• Cannabis is a phytoremediation plant. 

• Great at removing heavy metals from soil
• “Mother Nature’s Magic Eraser”

• Inconsistent labeling of CBD concentration/strength
• 43% underlabeled, 26% overlabeled

• Approximately 1 in 5 “CBD-only” products contains detectable 
amounts of THC

• Risk of impairment
• Risk of testing positive on urine drug screens
• Unexpected adverse effects

Bonn‐Miller MO, Loflin MJE, Thomas BF, Marcu JP, Hyke T, Vandrey R. Labeling accuracy of cannabidiol extracts sold online. JAMA. 2017;318(17):1708‐9.
US Food and Drug Administration (FDA). Warning letters and test results for cannabidiol‐related products. April 2, 2019.
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“CBD” Supplements

#RxExpo20

Dispensary CBD

• No CBD-only product from Iowa Dispensaries 

MedPharm Iowa: https://www.medpharmiowa.com/aliviar
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Dispensary CBD

• No CBD-only product from Iowa Dispensaries 

• Unable to bill insurance

• Not managed by healthcare professionals 

• No lab monitoring

• No information relayed to provider

MedPharm Iowa: https://www.medpharmiowa.com/aliviar

#RxExpo20

Application

• 44 y/o woman with epilepsy presents on 12/12/19 with 
confusion, pale stools, and abdominal pain/bloating

• Started products from Iowa dispensary the month prior
• 20:1 (1400 mg CBD/ 70 mg THC in bottle) 10 drops in the AM 
• 1:20 (14 mg CBD/ 280 mg THC in bottle) 3 drops in the PM

11
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Application

#RxExpo20

Application

• External emergency department initially unable to determine cause 
of liver failure due to omission of medical cannabis on med list 

• LFTs trend down following discontinuation of products

13
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Take Home Points

• Epidiolex® (cannabidiol extract) is the only FDA-approved form of CBD

• All forms of CBD have a risk of hepatotoxicity

• Exercise caution with “CBD supplements”

• Educate patients and colleagues regarding the limitations of medical 

cannabis dispensaries
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Learning Objectives

• Upon successful completion of this course, participants should 
be able to: 

• Identify those at high risk for HIV exposure and candidates for 
Pre-exposure prophylaxis

#RxExpo20

Terminology

Add references here using this format: Zhu et al. Clin Cardiol 2015;38:555-561.

 Prep- Pre- Exposure Prophylaxis
 Truvada = Emtricitabine/Tenofovir Disaproxil Fumarate (FTC/TDF) 
 Descovy= Emtricitabine/ Tenofovir ALAFENAMIDE (FTC/TAF) 

 TasP- Treatment as Prevention
 U=U  
 Promotion of adherence, increased medication access, benefits navigation to reduce viral 

load 

 MSM- Men who have Sex with Men

 TGW- TransGender Women

 IVDU- IV Drug User

 PWID- Person Who Injects Drugs
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Misconceptions: 

#RxExpo20

Evidence 
supporting 

change

Since 2015 studies have been published identifying improvement 
in PrEP access and usage by pharmacists
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Reasons for Not Using PrEP
• 1 in 3 Providers were unfamiliar with PrEP

• PrEP stigma in the following ways:

• concern  will be perceived as 
promiscuous or gay by family or provider

• family members, sex partners, and 
friends would disapprove of their PrEP
use

• Medical mistrust may also be an important 
barrier for racial minorities

• Discussions of HIV risk and PrEP eligibility 
must take into account the sensitivity of 
these topics and the need for confidentiality 

• Important to use nonjudgmental, 
inclusive language, and gender-affirming 
pronouns

7Mayer KE. IAS 2017. Abstr MOPEC0648. Slide credit: clinicaloptions.com

#RxExpo20

Application to Clinical Practice

• 45-yr-old woman who started injecting heroin 2 yrs ago when 
she was unable to continue receiving prescription opioids after 
a car accident that left her with chronic pain

• She recently began exchanging sex for money and drugs in 
order to continue obtaining heroin

• She knows she is at risk and wants help

• She did not know that she could obtain PrEP at low cost or no 
cost through a patient assistance program now that she no 
longer has health insurance
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HIV Diagnoses Among Persons Who Inject Drugs, by Region and Race/Ethnicity 
2018—United States and 6 Dependent Areas

Note. Data for the year 2018 are considered preliminary and based on 6 months reporting delay. Data have been statistically adjusted to 
account for missing transmission category. Data exclude men with HIV infection attributed to male-to-male sexual contact and 
injection drug use. 

a Hispanics/Latinos can be of any race. 

1 in 10 new HIV diagnoses are 
among PWID
Sharing syringes is the 2nd 
riskiest behavior for acquiring 
HIV
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Scott County pop. 24,000
Austin city pop. 4200

1. Peters PJ, et al. N Engl J Med. 2016;375:229-239. 2. Patel M, et al. CROI 2016. 
Abstract 916. 3. Conrad C, et al. MMWR Morb Mortal Wkly Rep. 2015;64:443-434.

Indiana HIV Outbreak: Scott County

 Single HIV strain spread rapidly within a dense network of 
PWID[1]

 Network of PWID were using extended-release formulation 
oxymorphone

 N = 181 outbreak-related HIV infections from Nov 2014 to 
Nov 2015 in Scott County[1] compared with < 5 infections 
in the preceding decade[2]

 County has high unemployment and poverty, low education 
and access to healthcare[3]

 By 2017, there were 215 HIV cases in Scott County
 Adult HIV prevalence: 1.2%
 Austin (home for 80% of cases): 6.8%

Slide credit: clinicaloptions.com

#RxExpo20

Ending the HIV Epidemic: A Plan for America

HIV.gov. https://www.hiv.gov/federal-response/ending-the-hiv-epidemic/overview. Slide credit: clinicaloptions.com
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Need for Increased HIV Testing
• A national survey conducted from 2016-2017 by the CDC found that 

> 60% of US adults had never been tested for HIV[1]

• Testing rates varied among focus jurisdictions of the Ending the HIV Epidemic 
initiative

• Rural areas had lower testing and diagnosis rates than urban areas

• Increased testing expected to increase incidence before it decreases 
it

• HIV testing is also a mechanism for engaging in HIV prevention 
services for at-risk individuals who test negative

• Including PrEP and harm reduction services for people who inject drugs

1. CDC. MMWR 2019;68:561-567. https://www.cdc.gov/mmwr/volumes/68/wr/mm6825a2.htm. Slide credit: clinicaloptions.com

#RxExpo20

Who is PrEP Eligible? 
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PrEP Care Delivered by Pharmacists in 
Pharmacies: Emerging Strategy to Overcome 
Uptake Barriers

• 67,753 community pharmacies in US in 2015[1]

• 8142 mass retail, 576 government
• 59,035 offer potential for scale-up of PrEP care

• Pharmacies proven effective for providing preventive care and 
chronic disease management[2]

• For persons living with HIV, pharmacist interventions have 
improved medication adherence and viral outcomes[3]

Slide credit: clinicaloptions.com1. Qato. PLoS One. 2017;12:e0183172. 2. Santschi. Arch Intern Med. 2011;171:1441. 3. Saberi. Patient Prefer Adherence. 2012;6:297. 

#RxExpo20

What If Your Pharmacy Practice Setting Is Not 
Directly Involved in PrEP Prescribing and 
Monitoring?

• You can still be an advocate for HIV 
prevention 

• Keep information in your pharmacy on who 
could benefit from PrEP and where PrEP 
services can be accessed in your area

• PrEP locator: www.preplocator.org

• PleasePrEPMe: www.pleaseprepme.org

• CDC provides educational resources: 
https://www.cdc.gov/actagainstaids/campai
gns/starttalking/materials/prepresources.ht
ml 

Slide credit: clinicaloptions.com
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#RxExpo20

Role of the Pharmacist: Counseling and 
Education on HIV Risk 

 Important for both HIV-negative and HIV-positive individuals 

 For HIV-negative individuals, provide counsel on HIV risk factors and PrEP
eligibility

 Get to know your patients; are you comfortable asking the right questions? Are 
you comfortable answering PrEP questions? How do you start a conversation on 
PrEP?
 “Have you ever worried about your risk for contracting HIV?” 

 “There are a lot of effective ways to prevent HIV. Do you mind if I ask you a few 
personal questions to get a sense of which, if any, might be right for you?”

 Counsel on consistent and correct condom use and other behavioral risk 
reduction 

 Have patient education resources on hand 
Mayer KE. IAS 2017. Abstr MOPEC064 8  

#RxExpo20

Role of the Pharmacist: Linkage to Care

 If you provide care in a community pharmacy setting, you are likely the 
most accessible medical care provider for any given patient

 Prescribing PrEP in pharmacy settings can be done with CPA’s
 Counsel that adverse effects typically resolve within 

1 mo of starting therapy (“start-up syndrome”)
 Discuss OTC medications for headache, nausea, flatulence
 Counsel patients regarding symptoms requiring urgent evaluation

 Drug–drug interactions
 Missed doses- >90% efficacy IF you take it
 Remind the patient that PrEP does not prevent STIs!
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Role of the Pharmacist: Adherence

 Stress the importance of adherence and coming to all recommended 
follow-up visits 

 Discuss tools for adherence support: reminder apps, pill boxes, refill 
reminder calls, scheduling follow-up visits, etc

 Discuss behavioral risk reduction at every visit

 Patient Assistance Program: Paying for PrEP
 https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-paying-for-prep.pdf

#RxExpo20

Application to Clinical Practice

• 45-yr-old woman who started injecting heroin 2 yrs ago when 
she was unable to continue receiving prescription opioids after 
a car accident that left her with chronic pain

• She recently began exchanging sex for money and drugs in 
order to continue obtaining heroin

• She knows she is at risk and wants help

• She did not know that she could obtain PrEP at low cost or no 
cost through a patient assistance program now that she no 
longer has health insurance
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#RxExpo20

Application to Clinical Practice

What counseling tips are appropriate for this patient?

A. She needs to seek care with Infectious Disease Specialist.

B. She is a candidate for PrEP given her risk factors and you as 
a pharmacist can provide additional support.

C. She is unable to obtain PrEP as she is not MSM.

D. She must stop using heroin before initiation of PrEP.

#RxExpo20

Take Home Points

 Pharmacists DO have any role in HIV prevention

 PrEP medications CAN be prescribed by NON specialists

 Pre-Exposure Prophylaxis is for ANYONE at high risk for acquiring HIV
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