
POLYPHARMACY OF CONCOMITANT MEDICATIONS IN HIV-INFECTED AUSTRALIAN 
ADULTS IS COMMON, AND ASSOCIATED WITH ADVERSE EFFECTS 
 
Siefried KJ1; Mao L2; Cysique LA1,3; Rule J4,5; Giles ML6,7;  Smith DE5,8; McMahon J6,7,9; Read 
TR10,11; Ooi C12,13; Tee BK14; Bloch M15,16; de Wit J2,17; Carr A1; on behalf of the PAART study 
investigators 
 
1 St Vincent’s Centre for Applied Medical Research, St Vincent’s Hospital, Sydney, Australia; 2 
Centre for Social Research in Health, University of New South Wales, Sydney, Australia; 3 
Neuroscience Research Australia, University of New South Wales, Sydney, Australia; 4 National 
Association of People with HIV Australia; 5 School of Public Health and Community Medicine, 
University of New South Wales, Sydney, Australia; 6 Department of Infectious Diseases, Alfred 
Hospital and Monash University, Melbourne, Australia; 7 Monash Infectious Diseases, Monash 
Health, Melbourne, Australia 
8 Albion Centre, South Eastern Sydney Local Hospital Network, Sydney, Australia; 9 Centre for 
Population Health, Burnet Institute, Melbourne, Australia; 10 Melbourne Sexual Health Centre, 
Alfred Health, Melbourne, Australia; 11 Central Clinical School, Faculty of Medicine, Nursing and 
Health Sciences, Monash University, Melbourne, Australia; 12 Western Sydney Sexual Health 
Centre, University of Sydney, Parramatta, Australia; 13 Westmead Clinical School, Sydney Medical 
School, University of Sydney, Westmead, Australia; 14 Centre Clinic, St Kilda (Melbourne), 
Australia; 15 Holdsworth House Medical Practice, Sydney, Australia; 16 The Kirby Institute, 
University of New South Wales, Sydney, Australia; 17 Department of Interdisciplinary Social 
Science, Utrecht University, Utrecht, The Netherlands 
 
Background: Polypharmacy, commonly defined as ≥5 medications, is more common in HIV-
infected adults than the general population, and is associated with increased risk for morbidity, 
non-adherence, drug interactions, and side effects in the general population. The risk for 
polypharmacy is not well understood in HIV-infected adults.  
 
Methods: We recruited 522 HIV-infected adults into a cohort study at 17 Australian sites. All 
participants were on stable ART with an undetectable viral load for at least three months. A 90-
item survey recorded demographics, physical health, life stressors, social supports, HIV 
disclosure, stigma/discrimination, healthcare access, treatment adherence and side effects, 
health/treatment perceptions, and financial/employment status. Neurocognitive, clinical, and 
virological data were collected. Factors associated with concomitant medications (CM) 
polypharmacy (including over-the-counter and alternative medications) were identified using 
multivariate logistic regression. Pearson’s chi-squared test was used to evaluate the relationship 
between CM use and CM polypharmacy with the following symptoms: nausea, diarrhoea, fatigue, 
sleep disturbance, muscle pain/weakness, rash, and peripheral neuropathy. 
 
Results: Of 522 participants, 392 (75%) took a CM, most commonly cardiovascular, non-
prescription items (vitamins/minerals), antidepressants, endocrine agents and anti-infectives. CM 
use significantly associated with sleep disturbance (OR 2.6, 95%CI 1.5-4.2, p<0.001) and myalgia 
(2.1 [1.1-3.9], p=0.019). CM polypharmacy was present in 122 (23%) and independently 
associated with: clinical trial participation (adjusted odds ratio [AOR] 3.5, 95% confidence interval 
[95%CI] 1.3-9.0), renal impairment (3.8 [1.5-10.1]), major comorbidity (4.2 [2.0-8.6]), 
hospital/general practice-based HIV care (vs. sexual health clinic), and benzodiazepine use (2.8 
[1.1-7.7]). CM polypharmacy significantly associated with diarrhoea (OR 1.6, 95%CI 1.0-2.4, 
p=0.046), fatigue (1.7 [1.1-2.6], p=0.015), myalgia (1.7 [1.0-2.9], p=0.033) and peripheral 
neuropathy (3.9 [2.4-6.4], p<0.001).  
 
Conclusions: CM polypharmacy was common and associated with several adverse effects. 
Management of CM to prescribe fewer CMs with fewer adverse effects is warranted. 
 



Disclosure of Interest Statement: This work was supported by unrestricted educational grants 
from Gilead Sciences (IN-AU-264-0131); the Balnaves Foundation; the Victorian Department of 
Health and Human Services (Australia); Government of Western Australia, Department of Health; 
the ACT Ministry of Health (Australia); and in-kind support from the Queensland Department of 
Health (Australia). 
 
KJS is a recipient of an Australian government research training program scholarship, has 
received a Gilead fellowship grant, and has received conference and travel sponsorships from 
Gilead Sciences.  LM has no interests to declare. LAC is supported by NHMRC career 
development fellowship APP1045400, and has received research support from Gilead Sciences. 
JR has no interests to declare. MLG has received research support from Gilead Sciences. DES 
has served on advisory boards for Gilead Sciences and MSD, and as a consultant and lecturer for 
Gilead Sciences. JM has served on advisory boards for Gilead Sciences and ViiV Healthcare, and 
has received research support from Gilead Sciences. TRR is supported by NHMRC fellowship 
1091536. CO has no interests to declare. BKT has no interests to declare. MB has received 
lecture and travel sponsorships from Gilead Sciences, ViiV Healthcare and MSD. JdW has 
received lecture sponsorship from BMS Australia. AC has received research funding from Bristol-
Myers Squibb, Gilead Sciences, and ViiV Healthcare; lecture and travel sponsorships from Bristol-
Myers Squibb, Gilead Sciences, and ViiV Healthcare; and has served on advisory boards for 
Gilead Sciences and ViiV Healthcare. 
 


