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Prescribing of statins for the prevention of cardiovascular disease in people 
living with HIV 

 

Recommendation  GMMMG recommends atorvastatin 20mg daily (or equivalent, considering 
drug interactions) in primary care to all people living with HIV aged 40 years 
or older for primary prevention of cardiovascular disease (CVD) irrespective 
of lipid profile or estimated CVD risk, who have had QRISK3 assessed in 
HIV clinic or primary care and a recommendation from their HIV clinician or 
GP. 
 
Because people living with HIV are at higher risk of CVD than people without 
HIV, a different threshold for primary prevention with a statin is 
recommended following the REPRIEVE study and this is consistent with 
NICE and SIGN guidelines. 

Background The risk of atherosclerotic CVD, including myocardial infarction and stroke, is 
up to twice as high among people living with HIV as in the general population,1 
a risk that underlines the need to prevent excess cardiovascular events. The 
mechanisms of the increase in risk of cardiovascular disease in this population 
are not completely understood but may relate to traditional risk factors, as well 
as to residual inflammation and immune activation.2-4 
 
GM is home to around 6500 people living with HIV and, because of the 
reducing incidence of HIV and the increased life expectancy, the age of 
people accessing HIV care in GM is increasing. Comorbidities, including 
cardiovascular disease, are of great significance for this population and HIV 
is an independent risk factor for cardiovascular disease not included in current 
risk calculators. 
 
A recent study in people living with HIV with low to moderate CVD risk treated 
with a medium intensity statin showed a significant (35%) reduction in major 
cardiac events compared with placebo.5 

The British HIV Association (BHIVA) recommends that all people living with 
HIV aged 40 years or older should be offered a statin for primary prevention 
of CVD irrespective of lipid profile or estimated CVD risk and that people living 
with HIV aged 40 years or older with an estimated 10-year CVD risk of 5% or 
greater are prioritised for primary prevention with a statin.6 
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While opinions differ slightly on statins at very low CV risk, most agree with a 
recommendation to prioritise those with QRISK above 5%, with informed 
choice for those with lower risks. 

MFT HIV clinicians will review QRISK3 in clinic and make recommendations 
on statins after discussion with patients, with some people with low QRISK3 
deciding against statins, for later review.  

Efficacy 

and Safety 

The REPRIEVE study (Grinspoon et al, 2023)5 is a phase 3 trial 
demonstrating that people living with HIV treated with 4mg pitavastatin daily 
had a lower risk of a major adverse cardiovascular event than those who 
received placebo over a median follow-up of 5.1 years. The incidence of 
major adverse cardiovascular events was 4.81 per 1000 person-years in the 
pitavastatin group and 7.32 per 1000 person-years in the placebo (p = 
0.002). The effect of pitavastatin appeared to be generally consistent among 
subgroups e.g. age, race, sex, CD4 levels, LDL-C, with a slightly reduced 
effect in those with hypertension. The effect was larger than that predicted 
based only on lipid lowering effect of the statin.  
 
As pitavastatin is unavailable in the UK, atorvastatin 20mg which is of similar 
potency, is recommended instead. This is based on an assumption of class 
effect.  

Cost 
Effectiveness/ 

Affordability  

Atorvastatin 20mg daily is recommended by NICE for primary prevention of 
CVD.7 
 
20mg atorvastatin daily currently costs approximately £16 per person per 
year.8 
 
However, risk calculators underestimate risk in people living with HIV and, 
for reasons not fully understood but possibly related to microinflammation, 
people living with HIV have increased risk of major cardiovascular events.9 
 
There are approximately 6500 adults living with HIV in GM, over 50% of 
whom are over 40 years old. If all those over 40 were treated with 
atorvastatin 20mg daily, this would cost about £52k per year and this would 
be deemed cost effective by NICE. 

Monitoring There are no special monitoring requirements for persons with HIV being 
treated with statins over and above the normal monitoring carried out in 
primary care. There are interactions between some antiretroviral agents and 
statins, requiring dose adjustment (eg 10mg instead of 20mg as starting 
dose). The tool www.hiv-druginteractions.org from the University of 
Liverpool, is recommended for checking interactions.  
 

Patient 
perspective  

 

 

HIV care is provided in specialist services and GPs do not prescribe 
antiretroviral therapy. Statins are not “hospital only” medications and hospital 
pharmacies would not routinely dispense. MFT cannot currently dispense 
more than 14 days of statin, to bridge to GP prescription. BHIVA recommends 
that statins for this indication are prescribed and monitored in primary care.6 
Drug interactions are, as always, of key importance and a straightforward way 
to check is via BNF or www.hiv-druginteractions.org   

 

http://www.hiv-druginteractions.org/
http://www.hiv-druginteractions.org/


 

NOT TO BE USED FOR COMMERCIAL OR MARKETING PURPOSES 
 

A small minority (<5%) of people do not consent to information sharing with 
GPs and HIV services do not send clinic letters to GPs without consent. This 
affects more people accessing HIV care in sexual health services than 
infectious diseases services, as care in sexual health services is delivered 
using patient records separate from main hospital systems using anonymised 
numbers. For these individuals, HIV services will vary in terms of whether they 
will be able to prescribe statins ongoing. Current restrictions at MFT preclude 
prescription of medication for longer than 14 days if not “hospital only”. For 
HIV services not prescribing statins for this small group of patients who do not 
consent to GP communication, mitigation would include continuing discussion 
with patients to work towards consenting to GP correspondence and 
emphasis on reducing other aspects of their cardiovascular risk. Measures 
are also taken to reduce stigma related to HIV, but this takes time.  
 
Where patients have consented to sharing of information regarding their HIV 
treatment with primary care healthcare professionals GP practices are 
recommended to include HIV medications on their clinical systems as hospital 
only drugs so that relevant drug interactions are flagged. 
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