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DISCLOSURE 

• Gilead Pharmaceuticals – NOVA Grant – Studying PrEP in the 
BDSM/Kink Community

• Speaker TASHRA



GOALS
• To understand Treatment as Prevention (TaSP)

• To understand the use of Post-Exposure Prophylaxis  (PEP)

• To understand the use of Pre-Exposure Prophylaxis  (PrEP)

• To understand the use of Intermittent on demand PrEP

• To discuss the use of DOXY-PEP (Doxycycline as Post Exposure)

• This is a rather new topic



TERMINOLOGY 

• TASP = Treatment as Prevention

• U=U = Undetectable =  Un-transmittable 

• PEP = Post Exposure Prophylaxis 

• PrEP = PreExposure Prophylaxis 

• Truvada = FTC/TDF  (TDF)  - oral – TDF from this point on

• Descovy = FTC/TAF (TAF) – oral – TAF from this point on

• Apertude = Cabotegravir (CAB) – injectable – CAB – 

• From this point on to prevent any concerns about medication and bias

• DOXY-PEP – new concept/not fully embraced yet but from data 
shows promise  



THE ENEMY 



THE ENEMIES ATTACK 
• I will only focus on where the PrEP 

medications work

• Just remember it hijacks our own 
cellular function

• RNA Virus

• Entry of virus – conversion to RNA to 
DNA by RT current medication for 
PrEP attack this enzyme

• RNA converted to DNA must 
integrates into our DNA – current 
medication for PrEP drugs



SEXUAL HISTORIES 

• We need to get over our discomfort about talking 
about  sex  - normalize it – GET OVER IT

• ALL PATIENTS should be evaluated – not only 
unmarried/people with an STI – ALL patients

• Do brief check on alcohol and illicit drugs (alkyl 
nitrite/meth)

• Increases the risk

• Consider alternative  sexual dynamics

• We know gender, sexual orientation and gender 
expression are not binary – neither are 
relationship dynamics now 

• We also have stop considering monogamy as 
the default 

• CNM

• Polyamory 



•HIGH RISK

• Exposure of vagina, 
rectum, eye, mouth, 
mucosal membranes, non-
intact skin, percutaneous 
contact 

• With blood, semen, vaginal 
secretions, rectal 
secretions, and any body 
fluid with visible blood 

•Negligible RISK

• Urine, nasal secretions, saliva, 
sweat, tears - if not visibly 
contaminated with blood



DEMOGRAPHIC DATA

• World Wide women constitute highest burden of HIV

• PrEP was indicated in 2021/2012

• 2018 

• Only 6% of Black persons were on PrEP

• Only 10% of Latino/hispanic

• 2018 Data New 39K
• 67% were in MSM – w/o  IUD

• 3% were MSM/IUD

• 24% in Heterosexual (male-female) w/o IUD

• 6% male-female w IUD

• 2% Transgender individuals  - but consider the number of individuals who identify as trans 



SEXUAL ORIENTATION AND HIV INFECTION 



RACE/SOGI 

• Black population 

• Higher rates in Black MSM 1:2

• Among the individual with heterosexual activities 
which is 24% - 67% Black men/women

• Hispanic MSM : 1:4/5

• White MSM : 1/11

• Aging 

• Higher number seen in Black Women

• Transgender individuals have a disproportionately higher 
number of individuals living with HIV relative to 
population 



RISK FOR INDIVIDUALS 
WHO ARE BLACK/AFRICAN 
AMERICAN

• Black/African 
American make up 14% 
of the US population 
but account for 43% of 
new cases of HIV

• Black/African America 
women are 15x more 
likely to contact HIV 
then white women

• Higher rates seen in the 
southern states 



TRANSGENDER 
DATA 

• Only 2% of individuals 
who identify as 
transgender

• In USA 21% of 
transgender women are 
living with HIV

• Limited data for 
transgender men, but 
predictions it is higher 
then their cis-gender 
counterparts  



RISKS 



CDC STATEMENT 
• 1.2 million people are 

eligible for PrEP

• Increasing use is one of the 
Goals of “Ending the 
Epidemic”

• 2012 – only approximately 
8K now 2018 – 220K – we 
are not reaching people 

• Everyone is eligible MSM, 
Heterosexual men/women, 
IUD

• Lack data small numbers of 
Transgender women non 
on transgender men – does 
not matter use it 



WHY THE ISSUE WITH 
DETECTION?
• How many of you know your HIV status?

• Vague symptoms 

• Fear of knowing their status 

• Fear of rejection 

• Fear of legal issues repercussions

• Recommendation is everyone should have 
one HIV test once within their lifetime 
(13y/o—65y/o) 

• All pregnant patients should have an HIV 
test during intake, and possible at 36 weeks

• As a friend of mine says, “there is nothing 
sexier than going on your first date and 
getting an HIV test“



WHY ITS HARD TO 
TELL 

DURING THE INITIAL INFECTION YOU MAY NOT 
KNOW

SYMPTOMS ARE PRETTY VAGUE

CAN LOOK LIKE THE FLU

IT LOOKS LIKE ANY VIRAL ILLNESS



SIGNS AND 
SYMPTOMS 

• As you see vague 
symptoms

• Most common 
fevers and fatigue



INSIDE YOUR CELLS 

  THIS IS HOW IT LOOKS FOR THE ACUTE SERO-
CONVERSION 

   DURING ACUTE HIV YOU GET A MASSIVE 
REPLICATION AND SPIKE IN THE VIRUS

ACUTE RETRO VIRAL SYNDROME 

 THE VIRUS THEN GOES TO A STABLE POINT AND 
REMAINS IN THE CELLS REPLICATING AND DAMAGING 

THE SPECIAL CELLS CALLED CD4

AS THE CD4 CELLS DROP THE VIRUS INCREASE AND 
YOU GO INTO AIDS DEFINING ILLNESS 



ALGORITHM



STOP THE STIGMA
STOP THE FEAR OF HIV
STOP SEXUAL HEALTH SHAMING 



TREATMENT AS PREVENTION (TASP)

• This is an individual who is HIV positive 

• They are taking their medications as 
prescribed, following with their doctor

• With proper medication adherence 
suppression can occur within 6 weeks

• If after suppression we can maintain viral 
suppression for 6 months, and viral load is less 
then 200copies (WHO), this individual 
becomes undetectable and therefore Un-
transmittable – they CAN NO LONGER 
TRANSMIT HIV

•  Opposites attract, partners 1&2, UPTN 052

• U=U – when talking to patients focus on the 
positive aspects of viral suppression – STOP 
THE STIGMA 



U=U (CDC/NIH)



YOUR PATIENT HAS A HIGH RISK EXPOSURE

• They use IUD

• You never asked what their partners 
HIV status was or they did discuss

• You had unprotected sexual 
intercourse or IUD

• Your patient is not on HIV 
prevention medications  



ALL IS NOT LOSS

• Seek medical assistance – 
Talk to you patients about 
this options consider the 
risk we dicussed 

• Protective medication are 
possible 



POST EXPOSURE PROPHYLAXIS 

• Medications that will reduce their risk of HIV

• It’s usually either:

• FTC/TDF + DTG or RAL HD

• FTC/TAF + DTG or RAL HD

• Other medications at the discretion of the provider  (study underway with a 3 medication in 
one pill) 

• The issue you only have 72 hour window from the time of exposure, if greater then 72 

not recommended   

• 28 Days of medication

• You need bloodwork then needs to be repeated in 1 month 

• The first draw is to determine your own status at point 1, then point 2 after that some 
recommendation would be monitor repeat in three month and some recommend up to 6 
Months 



WHAT TO DO NEXT AFTER PEP

• If you do not know how to do PEP call 
someone who is more comfortable - 
there are hotlines to do it

• This should start the talk about PEP—
> PrEP

• Information is also in your Sanford 
guide 



HIGHEST RISKS – ACUTE HIV INFECTON



RISKS (CONDOMS VS PREP)



RISKS (PREP + CONDOM) VS. PREP + CONDOM+ STI



ACUTE HIV AND CONDOMS ALONE



OUR FRIEND THE CONDOM

• Reported consistent use of condoms in the 
heterosexual individual is only 80% reduction

• Reported consistent use of condoms in the MSM 
individual is only 70% reduction 

• CDC PREEXPOSURE PROPHYLAXIS FOR HIV 
PREVENTION 2021 pg: 26/108 

• @@@@ CONDOMS for HIV prevention

• DO NOT GET ME WRONG THEY ARE GOOD STI but not 
acute HIV or through condom use

• FYI condoms were never studied in anal sex, we now 
have a condom specific for anal

• Be carful not to shame individuals for not using – sex 
shaming is counter productive to you and the patient 
– you could have just lost someone you could help 



IUD 

• Number of new case of HIV have dropped 

• Receptive sharing syringes was 33% and equipment was 55%

• Males: Increased rates of HIV when not using condoms with 
female partners but lower with male partners (anal)

• Females: higher rates of condom less vaginal and anal 

• The study for PrEP for IUD only used TDF although we tend to use 
dual agents 

• Some cases occur in transgender patients due to non-prescribed 
medications – 

• Besides PrEP also consider medication assisted therapy/mental 
health services and syringes services programs for sterile needles.



PREEXPOSURE PROPHYLAXIS (PREP) 

• Multiple form of PrEP

• Oral Forms

• FTC/TDF

• FTC/TAF

• IM CAB 

• Essentially taking the medications it will reduce patients risk by 99%



WHERE DID PREP COME FROM

• Ipex/Ipex (OLE) – showed incident of HIV was 1:8/100 pay vs 2.6/100 people year (FTC/TDF)

• PROUD – England – stopped early due to interim analysis showing superiority of PrEP (FTC/TDF)

• DEMO – showed 2 seroconversions but individuals were taking less then 2 doses (FTC/TDF)

• Partners (PREP) heterosexuals – cis males/females was only either TDF or FTC or FTC/TDF – stopped interim analysis showed 
benefits – Even had sero-discordant couples

• ATN – Adolescent trial – confirmed the use in individuals >35kg

• FEM-PrEP – heterosexual cis-women – did not show benefit with FTC/TDF - low levels <50% drug

• Other studies using vaginal ring did not show significance

• Bangkok – IUD – when levels were detected it did show about a 73% reeducation – only TDF

• Discover – TAF as PrEP showed effectiveness 

• HPTN 083 – looked at CAB vs TDF – did have oral lead in – not required now – CAB non-inferior to TDF

• HPTN 084 – did the every 2 month comparing the monthly vs ever 2 which was just as effective



DATA SHOWED CONSISTENT USE OF FTC/TDF OR 
FTC/TAF OR CAB REDUCES RISK HIV ACQUISITION 



PICTURES OF THE DRUGS 



IN 2011 CDC INTERIM APPROVAL/2012 FULL 
GUIDELINES – UPDATED FOR TAF

• FTC/TDF

• Does not matter sexual orientation or gender identity or IUD

• Can only give if renal function > 60ml/min

• There can be some incremental rise in Cr and minimal bone density changes 

• ONLY FIXED DOSE MEDICATION ALLOWED 

• Variation on therapeutic doses in tissues (rectal (7d) /vaginal (20d)/ blood (about 20d)

• FTC/TAF

• Limited to cis-gendered or transgender women

• Can be given if renal function > 30 or <15

• Some incremental rise in cr and bone density changes 

• Fixed dosed



INDICATIONS 

• Pretty Broad 
indications 

• U=U ??? Patient 
decision?

• You do need to 
follow up every 3 
months

• I personally 
disagree with 
some aspect - 
(asymptotic) 



VISITS/TEST

• Screening should include all locations 
you are having sex with 

• Hepatitis B serology has to be checked 
since TDF/TAF can be used to treat 
active hepatitis b or chronic hepatitis b 
– Stop issues

• TAF is only indicated for MSM or 
Transgender women – was not studied 
with significant cis-women or 
Transgender men 

• Provider allowed to modify

• Variation from CDC other statements



INTERACTIONS 

• Interaction with medications 
can occur but clinical 
significance is questionable

• Always ask your patients 
about otc medications

• These drugs can 
sometimes create more 
problems with how the 
drug acts or metabolizes 



INITIATION ISSUES 

• TDF – Cr and BMD (1%) issues can 
happen but it’s monitored – when 
stopped returns to normal 

• TDF some question about younger 
MSM 

• TAF – slightly lower Cr and Bone 
increased in BMD

• TAF may increase TG, increase CVD 
check Lipids

• Study ATN 110 (18-22) larger bone 
decline in age 15-19, then 20-22 – 
bone density decrease more in 
younger patients – 
recommendation by CDC is TAF 
compounds 



CRITICAL:

• Has to be taken daily to be 
fully effective

• Effectiveness drops with 
missed pills (well duh) 

• Time to tissue detection 
varies

• If you do not take it will not 
help 



CAB

• Hard to cover 

• Have to fail oral medication

• It’s 3cc of medication in you bum 

• Month ½ then every 2 month

• Ideally same day, but 7 days 
before or after date allowed

• If need you can give up to 2 
months of oral as backup

• Common side effect are more site 
location – recommend NSAID 
prior and warm compress area 



CAB START

• Very similar indicated

• +/- initiation with oral lead in

• The oral medication cannot be used for 
PrEP 

• You have to come to office or center

• One benefit it can be given independent 
of SOGI to everyone

• Issue is the medication cannot be used 
to 

• Possible for housing instability issues, 
sex workers

• U=U ????



MONITORING 

• You do not need all the baseline labs: LFT, 
lipids, renal function or hepatitis B 
serology 

• Personally I do not agree if you are trying 
risk mitigation –  NOT CHECKING HEPATITIS 
B STATUS 

• Common issues site location reaction – 
NSAID prior and warm compress after 

• BIG ISSUE IS IF YOU STOP LONG TAIL – CAN 
INCREASE RISK OF INFECTION 
DEVELOPMENT OF POSSIBLE RESISTANT 
STRAIN – NEED TO BE ON ANOTHER FORM 
OF PrEP if at risk 8 week up to 67 weeks 
still detectable  

• SCREENING THEN VARIES ON SOGI ????

• We also do not know how long until 
protection 



CAB 
INTERACTIONS

• Seizure meds NO

• TB meds NO



INTERMITTENT USE PREP

• CDC 2011 guidelines changed

• Prior this was not allowed, but they now say with shared decision making 
between provider and patient this is an option – this has been common in 
many countries for years

• This is not daily PrEP oral PrEP – TDF  – but as needed or event driven

• For individuals whose exposure to HIV with a lower risk profile  - where use of 
daily PrEP would not be advantageous

• Issue it was only studied in MSM by extension transgender women and adult 
> 18 yes old 

• It is not FDA approved

• 2/1/1

• You take 2 pills ideally 24 before sex, but minimally 2 hours before

• Then you take 1 pill each of the following days  



WAYS TO GET PREP

• Primary Care (study out of Fenway, 
using PCP increased overall health 
– decreased smoking, better 
control of chronic conditions

• Infectious Disease  helpful, only if 
PCP is unwilling you may be 
referred

• Some STI departments may do it

• Telemedicine – useful in some 
areas where you do not want to 
disclose 

• MONKEYPOX Vaccine is not listed

• HPV up to age 45 now

• Do not agree with MSM not being 
screened for partner violence

• Transgender individuals should be 
screened by organ inventory  



DOXY-PEP

• OFF LABEL USE  

• Bacterial STI are increasing in last 10 Years in MSM/Bisexual men/Transgender women

• STUDY out of Kenya has show insufficient benefit in cis-gender women

• If given to women pregnancy test has to happen  

• Shared decision making between providers and patient 

• Target population individual who have had an STI in last 6months 

• Reduce STI acquisition and transmission 

• Gonorrhea 

• Chlamydia

• Syphilis

• Doxycycline 200mg given as a single dose within 72 hours of unprotected sexual intercourse

•Concern development of antibiotic 
Resistance 



DATA 

• Study from San Francisco Department of Public Health/University of Washington 

• Reduction rate by 66% with DOXY-PEP and people on PrEP/3months (per quarter)

• Decrease syphilis by 87%

• Decrease Chlamydia by 87%

• Decrease gonorrhea by 55%

• Reduction rate by 62% using DOXY-PEP in people living with HIV/3month (per quarter)

• Decrease syphilis by 77%

• Decrease Chlamydia by 74%

• Decrease gonorrhea by 57%



PLUG TO HELP US UNDERSTAND THE NEEDS OF THE 
COMMUNITY 

• International Kink Health Survey

• https://www.tashra.org/ikhs/

• PrEP4Kink
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