
 

 

 
Mary Lynn Moody, BSPharm 
Director, Drug Information Center 
Clinical Assistant Professor 
Department of Pharmacy Practice 
University of Illinois at Chicago 
College of Pharmacy 
 
833 S. Wood Street 
Chicago, IL 60611 
312-996-2351 
 
Dear Ms. Moody, 
 
I am writing on behalf of the AIDS Foundation of Chicago (AFC) to strongly urge you to 
reconsider the proposal to change the status of Triumeq to non-preferred status. There are 
nearly 43,000 people living in Illinois with HIV, including those undiagnosed.  45% are not 
connected to care – nearly 50% are not taking lifesaving HIV medications.   Remarkable 
advances have led to highly effective treatment for HIV infection, and it is now definitively clear 
that early and sustained treatment resulting in viral suppression is critical to keep patients 
healthy, mitigate long-term complications and reduce the spread of this infectious disease.1 2 3  
Evidence released by the National Institute of Health (NIH) demonstrates that consistent access 
to HIV medications reduces by 96% the chance that HIV will be passed along to someone else. 
 
Due to the complexities and rapid evolution in HIV treatment standards, the U.S. Department of 
Health and Human Service’s maintains Guidelines for the Use of Antiretroviral Agents in HIV-1-
Infected Adults and Adolescents that are widely recognized as setting the standard for HIV 
treatment in the U.S.4 The guidelines are outlined in a living document that is updated as new 
research and treatment options become available. 
 
Triumeq is one of two single-tablet regimens (STR) recommended by the DHHS guidelines for 
HIV-naive patients, and one of six recommended medications or combinations. Stribild (the 
other DHHS-recommended STR) currently requires prior approval. Also requiring prior approval 
for Triumeq would limit access to both DHHS-recommended STRs, and create a serious 
administrative hurdle for providers.  This would put Illinois at risk of not meeting the standard 
of care for Medicaid.   
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Single table regimens improve health outcomes for people with HIV.  In fact, People with HIV 
who take one-pill-a-day combination HIV therapy are far more likely to take their medications 
than individuals who take the components separately, resulting in fewer hospitalizations5 and 
healthier patients.  In fact, people with HIV taking one HIV pill a day were 1.6 times more likely 
to take all their medication as directed and had a 24% lower risk of hospitalization than 
individuals taking the component pills separately.6 Just as importantly, people taking 
combination therapy are less likely to transmit HIV to others because strong adherence to HIV 
medication lowers the level of HIV in their blood.  This will lead to fewer costly new HIV cases. 
 
Limiting access to these medications will restrict access to the preferred HIV treatment for 
some Medicaid beneficiaries with HIV and possibly permanently limit their future treatment 
options. Unlike some other conditions, step-therapy – or requiring patients to try and fail on 
less expensive treatment before allowing coverage for newer, sometimes more expensive 
treatment—is never appropriate for patients with HIV. HIV treatment failure results in the 
selection of drug resistant virus that limits future therapeutic options, and causes damage to 
the immune system. Likewise, prior authorization requirements impose treatment delays and 
administrative burdens on clinics that are substantial and detract from their ability to care for 
patients. 
 
Many HIV-infected patients have serious co-occurring conditions in addition to unique 
physiological factors that determine the HIV antiretroviral agents that will most effectively 
suppress the virus. HIV clinicians and their patients must have unimpeded access to the range 
of medications available to quickly and successfully treat HIV. In recognition of this – the 
Medicare Part D program requires its drug plans to cover all FDA-approved antiretroviral drugs 
and bars plans from applying utilization management to antiretroviral drugs.  
 
While we appreciate the challenges of managing prescription drug costs, we believe any short 
term sacrifice in cost will be more than repaid by decreases in other areas of healthcare 
utilization, and improvements in drug adherence, viral suppression, and consequent new HIV 
infections averted. 
 
Respectfully, 

 
 
Daniel Frey 
Director of Government Relations, AIDS Foundation of Chicago 
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