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QUESTION I: SHOULD PHYSICIANS
ROUTINELY PRESCRIBE COLCHICINE FOR
PATIENTS WITH CORONARY ARTERY
DISEASE?

A 68-year-old male with history of ischemic cardiomyopa-
thy, diabetes mellitus and gout who is on Carvedilol, Ro-
suvastatin, Lisinopril, Empagliflozin, Lasix, Allopurinol
and Aspirin is requesting the addition of Colchicine to bis
medications. He has had 3 episodes of myocardial infrac-
tion, the most recent being about 2-3 weeks ago. His request
is based on what he had read about its positive effects for
people with atherosclerotic beart disease. What will be your
next steps?

The recent data on the use of Colchicine 0.5mg daily
for its anti-inflammatory effects will lead to a number of
requests like this. Inhibition of microtubule polymeriza-
tion by binding to the tubulin molecule is colchicine’s
primary mechanism of action. Its anti-inflammatory ef-
fects, which form the basis of its effect on cardiovascular
outcomes, are due to the following:

a. The inhibition of the NLRP3 inflammasome func-
tion.

b. Suppression of the pro-inflammatory M1
macrophages and upregulation of anti-inflammatory M2
macrophages.

c. Inhibition of leukocyte-platelet aggregation is be-
lieved to be the possible mechanism underlying cardio-
vascular benefits.

The Colchicine Cardiovascular Outcomes Trial
(COLCOT) revealed that low-dose colchicine 0.5 mg/
day significantly reduces the risk of ischemic cardiovascu-
lar events in managing patients with a prior myocardial
infarction. Additionally, it was noted that initiating
colchicine earlier during the hospitalization of eligible pa-
tients may provide better outcomes. The COLCOT trial
findings have been complemented by the results of the
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more recent Low Dose Colchicine for Secondary Preven-
tion of Cardiovascular Disease 2 (LoDoCo2) study.

This patient will benefit from the addition of
colchicine, but its drug-drug interactions must be as-
sessed and addressed appropriately. Colchicine should be
avoided or at least its dose reduced in patients who are
on medications that inhibit the activity of Cytochrome
3A4. Commonly used medications in this category in-
clude macrolides, antifungals—azoles, non-dihydropyri-
dine calcium channel blockers, carvedilol, and Amio-
darone.

In this patient, as in all patients who are being con-
sidered to be started on colchicine, there is the need to
avoid drug interactions, which may lead to colchicine tox-
icity, which is characterized mainly by renal failure, rhab-
domyolysis, and bone marrow suppression. In this pa-
tient, switching his carvedilol to long-acting metoprolol
or Bisoprolol for the required beta-blocker mortality ben-
efit for his ischemic cardiomyopathy will be prudent be-
fore adding colchicine to his current medications. As pa-
tients increasingly become aware of management options
for their medical conditions through artificial intelligence
modalities, there is a need for in-depth discussions about
the risks and benefits of the options offered.13

QUESTION 2: WHEN SHOULD PHYSICIANS
PRESCRIBE LONG-TERM PROPHYLACTIC
ANTIBIOTICS IN CIRRHOTIC PATIENTS?

A 45-year-old female with bistory of cirrbosis due to long-
standing non-alcobolic liver disease presents with progres-
sively worsening abdominal pain. Ultrasound of her ab-
domen has revealed moderate ascites for which a diagnostic
paracentesis was done. Ascitic fluid demonstrated neu-
trophils 150 cells/mm3 and total protein 1.2g/dL. Her
serum creatinine was 3mg/dl (baseline of 2 mg/dl) and
serum sodinm level was 127mEq/L. Upper endoscopy done
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by Gastroenterology revealed no red wale signs or large
esophageal varies. She is concerned about risk for repeated
hospitalizations which may interfere with ber demanding
professional career. What will be your next steps?

A: In addition to close follow-up with gastroenterol-
ogy and scheduled ultrasound studies for cancer screen-
ing, this patient needs to be considered for primary spon-
taneous bacterial peritonitis (SBP) prophylaxis based on
the results of her ascitic fluid analysis.

* Datients who have recovered from an episode of
SBP should receive long-term prophylaxis with flu-
oroquinolones (ciprofloxacin or norfloxacin) or
Trimethoprim-sulfamethoxazole.

* Antibiotic prophylaxis for SBP should be instituted
in patients with cirrhosis and upper gastrointestinal
hemorrhage. IV ceftriaxone 1 g/24 hours is the an-
tibiotic of choice and should be used for a maxi-
mum of 7 days.

* In patients with cirrhosis and low protein (<1.5 g/
dL) ascites, primary SBP prophylaxis can be con-
sidered in selected patients with renal dysfunction
(serum creatinine level >1.2 mg/dL, blood urea ni-

trogen level >25 mg/dL, or serum sodium level
<130 mEq/L) or liver failure (Child-Turcotte-Pugh
score >9 and bilirubin >3 mg/dL).4>

Primary SBP should be discussed and offered to this
patient.

Disclosures/Conflicts of Interest
The author has no conflicts of interest to disclose
Corresponding Author

Kwame Dapaah-Afriyie, MD

Professor of Medicine, Clinical Educator

Warren Alpert Medical School at Brown University
Division Director

Division of Hospital Medicine

The Miriam Hospital, 164 Summit Avenue, Providence,
RI 02906

This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 Inter-

national License (CCBY-NC-4.0). View this license’s legal deed at https://creativecommons.org/licenses/

by-nc/4.0 and legal code at https://creativecommons.org/licenses/by-nc/4.0/legalcode for more informa-

tion.

Journal of Brown Hospital Medicine



1-Minute Pearls/Pitfalls for the Clinician

REFERENCES

1. Tardif JC, Kouz S, Waters DD, et al. Efficacy and Safety of
Low-Dose Colchicine after Myocardial Infarction. N Engl J
Med. 2019;381(26):2497-2505. d0i:10.1056/
NE]Mo0a1912388

2. Nidorf SM, Fiolet ATL, Mosterd A, et al. Colchicine in
Patients with Chronic Coronary Disease. N Engl ] Med.
2020;383(19):1838-1847. d0i:10.1056/NE]M0a2021372

3. McEwan T, Bhambra J, Liew DF, Robinson PC. Systematic
review of colchicine neuromyopathy: Risk factors, duration
and resolution. Semin Arthritis Rheum. 2023;58:152150.
d0i:10.1016/j.semarthrit.2022.152150

4. Biggins SW, Angeli P, Garcia-Tsao G, et al. Diagnosis,
evaluation, and management of ascites, spontaneous bacterial
peritonitis and hepatorenal syndrome: 2021 practice guidance
by the American Clinical Review & Education Review
Diagnosis and Management of Cirrhosis and Its
Complications Association for the Study of Liver Diseases.
prﬂlo/ogy. 2021;74(2):1014-1048. d0i:10.1002 hep.31884

5. de Franchis R, Bosch J, Garcia-Tsao G, Reiberger T, Ripoll
C, Baveno VII Faculty. Baveno VII: renewing consensus in
portal hypertension. / Hepatol. 2022576(4):959-974.
doi:10.1016 j.jhep.2021.12.022

Journal of Brown Hospital Medicine


https://doi.org/10.1056/NEJMoa1912388
https://doi.org/10.1056/NEJMoa1912388
https://doi.org/10.1056/NEJMoa2021372
https://doi.org/10.1016/j.semarthrit.2022.152150
https://doi.org/10.1002/hep.31884
https://doi.org/10.1016/j.jhep.2021.12.022

	1-Minute Pearls/Pitfalls for the Clinician
	Article Information
	Abstract
	Question 1: Should physicians routinely prescribe colchicine for patients with coronary artery disease?
	Question 2: When should physicians prescribe long-term prophylactic antibiotics in cirrhotic patients?
	Disclosures/Conflicts of Interest
	Corresponding Author

	References


