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Learning objectives

 Identify the behaviors and body fluids considered high risk for 
HIV infection.

 Identify the medications used for HIV prevention.

 Learn about the protocols proposed for Oregon pharmacists to 
prescribe HIV Pre-Exposure Prophylaxis and HIV Post-
Exposure Prophylaxis

 Identify the differences between HIV Pre-Exposure Prophylaxis 
and HIV Post-Exposure Prophylaxis

 Learn about harm reduction techniques and basic trauma 
informed care counseling.

What does HIV and AIDS mean to 
you?
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What is HIV?

• HIV stands for Human Immunodeficiency Virus
• Retrovirus that targets CD4 T-helper 

lymphocytes
• CD4 T-cells mediate specific immune 

responses
• When CD4 T-cells are depleted by HIV 

below 200 cells/mL or certain infections 
present, a person is said to have AIDS

• AIDS stands for Acquired Immune Deficiency 
Syndrome

• A person can have HIV without having 
AIDS

• People with AIDS may need additional 
medications to prevent opportunistic 
infections

How is HIV spread?

 HIV is spread through mucous membrane contact, 
damaged tissue contact, or blood contact with the 
following fluids:

 Blood

 Semen

 Rectal fluids

 Vaginal fluids

 Breast milk

 Activities that are high risk for HIV exposure include:

 Anal sex or vaginal sex with someone who has HIV 
without a condom or taking medications to 
prevent or treat HIV

 Sharing needles or syringes or other equipment 
used to inject drugs with someone who has HIV 
(HIV can live in a used needle up to 42 days)
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Primary HIV infection:  acute retroviral syndrome 

 symptomatic in many newly 
infected individuals

 symptoms occur 2-6 weeks 
after exposure to HIV

 median duration of symptoms 
15-28 days

Replication lifecycle of HIV
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Natural course of untreated HIV

HIV Pre-exposure Prophylaxis (PrEP)

 What is PrEP?
 Uses specific antiretroviral drugs to PREVENT HIV 

infection prior to exposure combined with harm 
reduction counseling.
 Truvada(tenofovir disproxil

fumarate/emtricitabine, ) and Descovy (tenofovir
alafenamide/emtricitabine) are currently the 
only medications approved by the FDA for PrEP

 Mechanism:  
 Tenofovir (TDF/TAF) and emtricitabine (FTC) are 

nucleoside reverse transcriptase inhibitors (NRTIs).
 TDF/TAF and FTC incorporated into HIV DNA by 

reverse transcriptase and cause chain termination.
 High concentrations in macrophages, dendritic cells, 

and CD4 helper T-cells prevent HIV DNA formation, 
thereby preventing infection upon exposure to HIV.
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HIV Pre-exposure Prophylaxis (PrEP)

0

6

44

63

75

0 20 40 60 80 100

Voice (Women)

FEM-PrEP (Women)

iPrEX (PrEP for MSM)

TDF-2 (Heterosexual Men & Women)

Partners PrEP (Serodiscordant Couples)

HIV Prevention Efficacy (%)

HIV Pre-exposure Prophylaxis (PrEP)

Estimated Protection in All Participants (Dark Bar) vs Adherent Participants (Light Bar) 

92

78

90

0 20 40 60 80 100

Voice (Women)

FEM-PrEP (Women)

iPrEX (PrEP for MSM)

TDF-2 (Heterosexual Men & Women)

Partners PrEP (Serodiscordant Couples)

HIV Prevention Efficacy (%)

11

12



2/3/2020

7

Who should be offered PrEP?

Consider offering PrEP to HIV-negative adults and adolescents who 
in the last six months have had one or more of the following:

• Any sex partner with HIV or HIV risk factors (IVDU or MSM)

• A bacterial sexually transmitted infection (gonorrhea, 

chlamydia, syphilis)

• Injected drugs and shared needles/equipment

• Used non-occupation post-exposure prophylaxis (nPEP)

• Survival/transactional sex

• Interest in trying to conceive a child with a partner who is 

HIV-positive

Recommended HIV screening prior to PrEP initiation

If negative or indeterminate screening result in a patient with 
recent signs and symptoms of acute HIV

(A) Repeat screening test in 1 month and 
defer PrEP decision, or

(B) Send HIV RNA PCR (preferred)

At a minimum, document a negative screening test within 1 
week before initiating (or reinitiating) PrEP

(A) Blood (serum) lab‐based testing, or
(B) Rapid, point‐of‐care, fingerstick

blood testing*

*Oral rapid tests should not be used to screen for HIV infection when considering 
PrEP because they can be less sensitive than blood tests 
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HIV tests:  time to positivity

Avoid PrEP in the following:

 Do not give PrEP to people who are already HIV-positive
 Assess risks versus benefits of giving PrEP to people with an 

estimated creatinine clearance <60mL/min
 Alternate dosing schedule is possible for people with impaired renal 

function, but consider this ONLY in people with substantial risk of HIV 
infection (ex:  MSM with multiple condomless partners, etc.)

 Defer PrEP if a patient has had a recent HIV exposures
 If patient presents within 72 hours of possible HIV exposure, offer nPEP, 

then may roll into PrEP if patient’s follow-up HIV test is non-reactive
 Window period for HIV viral load and 4th Gen HIV antigen/antibody 

test is 7-14 days
 Defer PrEP for patients who present after 72 hours but within window 

period and counsel them on when to repeat testing to start PrEP
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Considerations when giving PrEP:

 Hepatitis B (HBV) infection- both versions of tenofovir
treat HBV and disease may flare when stopping PrEP

 Prolonged flu-like illness- consider evaluation for acute 
HIV infection
 Order HIV RNA QUANT to rule out acute HIV infection

 Comorbidities that may impact renal function
 Diabetes, hypertension- consider more frequent monitoring

 Patients at risk of diminished bone mineral density
 Difficulty with adherence
 Pregnancy or breastfeeding

Baseline lab assessment:

• HIV test (ideally 4th generation HIV Ag/Ab)
• Creatinine (renal function) (can do CLIA-waived SCr)
• Gonorrhea/Chlamydia PCR (include rectal, pharyngeal 

and urine screening based on risk factors)
• Syphilis (Treponemal antibody, RPR)
• Hepatitis B (HBsAb/Ag)
• Hepatitis C (HCV Ab)
• Pregnancy test for women of child-bearing age
• Provide Hepatitis B (HBV) & Human papillomavirus 

(HPV) immunizations as indicated
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Follow-up lab assessment:

What does this mean for pharmacists in Oregon?

 Consideration of a protocol through 
the Oregon Board of Pharmacy 
Formulary Committee for 
pharmacist prescribing of HIV PrEP

 Tentatively will include:
 Patient self-screening questionnaire
 Pharmacist prescribing algorithm to 

accompany questionnaire
 Provisions for rapid 4th generation 

HIV ag/ab tests and patient self-
collected STI testing
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Screening for PrEP at the pharmacy

 Patient self-screening questionnaire
 Establishes patient candidacy for PrEP
 Includes anatomy-based behavior 

questions:
 Partner with males, females, non-

binary/transgender?

 Engage in receptive and/or insertive oral 
sex?

 Engage in receptive or insertive vaginal sex?

 Engage in receptive or insertive anal sex?

 Do you inject drugs?

Screening for PrEP at the pharmacy

 Anatomy based behavior questions are preferred:
 Insertive oral sex- you perform oral sex on another person (low risk for 

HIV)

 People who engage in oral sex should be considered for pharyngeal 
chlamydia and gonnorhea screening

 Receptive oral sex- some performs oral sex on you (low risk for HIV)

 People who engage in oral sex should be considered for pharyngeal 
chlamydia and gonnorhea screening

 Insertive vaginal sex- you have a penis and use it to perform vaginal sex 
on someone else (low risk for HIV)

 Consider urinalysis to screen for chlamydia and gonnorhea

21

22



2/3/2020

12

Screening for PrEP at the pharmacy

 Anatomy based and behavior questions are 
preferred:
 Receptive vaginal sex- you have a vagina and it is penetrated when you have 

sex (moderate to high risk for HIV)
 Urinalysis or swab of cervical discharge considered for 

chlamydia/gonnorhea screening

 Insertive anal sex- you have a penis and use it to perform anal sex on someone 
else (high risk for HIV)

 Receptive anal sex- some penetrates you anally using their penis for sex (highest 
risk for HIV)

 People who engage in receptive anal sex should be screened for rectal 
chlamydia and gonnorhea

 IV drug use- injecting drugs and/or sharing syringes to inject drugs (highest risk 
for HIV)

Screening for PrEP at the pharmacy

 Patient self-screening 
questionnaire

 Includes contraindication and 
consideration questions:
 Date of last condomless sexual 

encounter?
 Ever tested positive for HIV?
 Under the care of a physician for 

Hepatitis B?
 Have you been vaccinated for 

Hepatitis B or would you like to 
be?

 Under the care of a physician for 
kidney disease?

 Risk factors for kidney disease or 
decreased bone mineral density?
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Screening for PrEP at the pharmacy

 Patient reports having condomless sex:
 If within last 72 hours, give PEP!!!
 Repeat 4th gen HIV ag/ab test at 28 days and maintain 

PrEP if non-reactive.
 If within last 2 weeks, repeat 4th gen HIV ag/ab test 2 

weeks after starting PrEP.

 Patient reports having a positive test for HIV:
 Confirmatory and differentiation  testing is beyond the 

capability of the retail pharmacist.
 Anyone who has tested positive on an HIV test prior to or at 

the pharmacy should be referred for confirmatory testing.

Screening for PrEP at the pharmacy

 Hepatitis B
 Patients being treated by a physician for HepB should be 

referred to that physician for PrEP management.
 Vaccination for HepB is HIGHLY recommended.
 Check AlertIIS and vaccinate with recombinant HepB or adjuvant 

HepB vaccine as appropriate

 Chronic kidney disease
 Patients being treated by a physician for CKD should be 

referred to that physician for PrEP management
 Comorbid medications/conditions for CKD or decreased 

bone mineral density
 Not contraindications but consultation and counseling 

recommended
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Prescribing PrEP at the pharmacy

 Patient presents to the pharmacy and technician 
gives self-screening questionnaire and bills 
insurance or collects payment for rapid 4th gen HIV 
ag/ab test.

 Pharmacist administers rapid HIV test and reviews 
self-screening questionnaire using prescribing 
algorithm.
 If STI testing available, technician collects payment for 

or bills insurance for patient self-administered STI 
testing and pharmacist dispenses the test.

Prescribing PrEP at the pharmacy

 If patient HIV risk factors exist and there are no 
contraindications and a negative HIV test, the 
pharmacist may prescribe 90 days of PrEP with zero 
refills:
 Truvada (TDF/FTC) 200/300mg- one tab daily
 Approved for cis-gender men, cis-gender women, female-to-male 

transgender men, and male-to-female transgender women.
 Descovy (TAF/FTC) 200/25mg- one tab daily
 Approved for cis-gender men and male-to-female transgender 

women.
 More favorable renal and BMD profile of TAF may be 

appropriate for people who have risk factors for kidney disease 
and/or decreased bone mineral density.
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Prescribing PrEP at the pharmacy

 Follow-up and continuation of PrEP:

 Patients will need to present for follow-up HIV testing and complete their self-
screening questionnaire every 90 days to continue PrEP.

 This is not optional: people taking PrEP who become HIV-positive could acquire 
drug resistance.

 STI testing:

 This is optional but HIGHLY recommended.

 Patient self-collected STI testing will be sent out to a third party lab either by the 
patient or pharmacy or patient will be referred to local health department for 
testing.

 Positive results will be referred to the local health department for surveillance and 
treatment.

Counseling on PrEP

 When taken daily with excellent adherence, PrEP is over 90% effective in 
preventing HIV.

 Most common side effects are:  nausea, diarrhea, headache which resolve 
in about a month.
 Small risk of renal dysfunction that is reversible upon PrEP discontinuation.
 TDF associated with bone mineral density decrease but no increased risk of 

fractures.

 Effective drug levels reached in rectal tissues after 7 days and in blood 
and vaginal tissues after 20 days.

 Continue PrEP for 28 days after last potential HIV exposure prior to 
discontinuing.

 PrEP does not prevent gonorrhea, chlamydia, syphilis, genital warts, herpes, 
or Heptatitis C.

 Condom use and syringe exchange are highly recommended.
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Trauma Informed Care and Harm Reduction

 Trauma Informed Care
 Principle that events or traumas lead to 

adaptive physiological and 
psychological behaviors that allow a 
person to cope.
 Behaviors may be adaptive to start and 

become maladaptive as the circumstances 
in the person’s life change.

 There are no clearly defined behaviors 
that identify trauma.

 Patients may not even know they are 
being triggered and often feel frustrated 
or stigmatized because of their 
misapplied adaptive behaviors.

Trauma Informed Care and Harm Reduction

 Trauma informed care
 Goals of the provider:

 Identify that trauma exists and it is a major 
contributor to risk behaviors.

 Create a safe space of acceptance and non-
judgment.
 We may not agree with who the patient is or 

what they are doing.  
 However, the goal isn’t to agree, but to create 

a place where a patient can make beneficial 
change. 

 Help your patient to self-identify their 
adaptive and maladaptive mechanisms.
 Important that we clarify these behaviors are 

not wrong!
 They are simply misapplied.  
 This helps to minimize stigma.  

 Help guide your patients to behaviors or 
interventions that improve their function or 
minimize their harm.
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Trauma Informed Care and Harm Reduction

 Harm Reduction:
 Ties directly into Trauma-Informed-Care

 Understanding that people may not be ready 
to change behavior that puts them at risk.

 Principle that seeks to establish what is the 
greatest harm of the current action and to 
mitigate that first. 
 As potentially deadly communicable 

diseases, the greatest harm through 
injecting drugs or condomless sex is the 
spread of HIV and viral hepatitis. 

 Interventions such as PrEP and syringe 
exchange are pillars of harm reduction. 

HIV Post-Exposure Prophylaxis

 Indications:
 Exposure to mucous membranes or blood 

with any high risk fluids listed from a person 
at high risk of HIV infection or from a 
person with known HIV infection

 PEP must be initiated within 72 hours of the 
potential HIV exposure.  If in doubt, start 
PEP and then you may discontinue it if 
circumstances are appropriate to do so.
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HIV Post-Exposure Prophylaxis

 Prescription: (must start within 72 hours of exposure)
 Truvada (tenofovir DF/emtricitabine) 200/300mg tab-

one tab daily for 28 days
 Never use abacavir for PEP!!!

 Isentress (raltegravir) 400mg tab- one tab twice daily 
for 28 days
 Alternatives to Isentress:

 Dolutegravir 50mg tab- one tab daily for 28 days
 Darunavir 800mg tab with ritonavir 100mg tab- one tab of each 

daily for 28 days

HIV Post-Exposure Prophylaxis

 Baseline labs: (preferred, but not required)
 4th gen HIV ab/ag test
 CMP, CBC (optional)
 Hepatitis C Ab
 HepB surface antigen, HepB surface antibody
 Optional:  RPR/VDRL, STI testing

 Follow-up:
 Follow-up within 2 weeks to assess potential symptoms of acute 

HIV (fever, flu-like symptoms, adherence and tolerability of PEP, 
and obtain baseline labs)

 4th gen HIV ab/ag test at 4-6 weeks and 3-4 months after 
exposure
 May repeat Hepatitis C antibody at 4-6 weeks and 3-4 months after 

exposure
 Transition to PrEP if appropriate
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HIV Post-Exposure Prophylaxis

 Timing of PEP:  What’s the evidence?
• Animal models and animal PEP studies: suggest 

substantially less effective beyond 24 - 36 hours1,2

• Case-control study: most subjects in each group 
received PEP within 4 hours3

• Analysis of PEP failures does not suggest a clear cut-
off4

1. Tsai C-C et al. J Virol 1998;72:4265-73.
2. Shih CC et al. JID 1991.
3. Cardo DM et al. NEJM 1997;337:1485-90.
4. MMWR June 29, 2001:50(RR11);1-42.

HIV Post-Exposure Prophylaxis

 Effectiveness of tenofovir PEP in macaques:

Source: Tsai CC, et al.  J Virol.  1998;72:4265-73.
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Screening for PEP at the pharmacy

 Consideration of a protocol through the Oregon Board 
of Pharmacy Formulary Committee for pharmacist 
prescribing of HIV PEP
 Protocol has been approved by the formulary committee 

and is now awaiting final Board of Pharmacy approval.
 Goal of this protocol is RAPID ACCESS to HIV PEP, especially 

in medically underserved areas. 
 Tentatively will include:

 Patient self-screening questionnaire
 Pharmacist prescribing algorithm to accompany 

questionnaire
 Referrals for appropriate follow-up

Screening for PEP at the pharmacy

 Differences with PrEP protocol:
 There is no lab monitoring requirement.

 There are no commercially available tests that would detect HIV within 72 
hours of an exposure.

 You can discontinue PEP if there is a contraindication later, but if you don’t 
start it within 72 hours, it probably wouldn’t work.

 There is an automatic referral for follow-up.
 Follow-up HIV, viral hepatitis, and STI screening will be done by the local 

health department or the patient’s primary care provider.
 Survivors of sexual assault are automatically offered a referral to the 

emergency room for evaluation by a S.A.N.E. (Sexual Assault Nurse 
Examiner)

 Similarities with PEP protocol:
 A patient self-screening questionnaire and pharmacist prescribing 

algorithm will be used.
 Questions are very similar and risk factors for HIV are the same. 
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Prescribing PEP at the pharmacy

 Patient presents to the pharmacy and requests HIV PEP.
 Technician gives patient self-screening questionnaire and instructions for 

completion.

 Pharmacist reviews patient self-screening questionnaire and assesses 
the need for PEP using the prescribing algorithm.
 If PEP is indicated and there are no contraindications, the pharmacist 

prescribes PEP
 Truvada 200/300mg one tab daily with Isentress 400mg one tab 

twice daily for 30 days is the preferred regimen per the Oregon 
protocol.

 Pharmacist alerts local health department and/or patient’s primary 
care provider that PEP has been provided and patient requires 
follow-up.
 Survivors of sexual assault will be prescribed PEP and referred to the 

nearest emergency room for empiric STI treatment and SANE forensic 
exam.

Prescribing PEP at the pharmacy

 Counseling patients on HIV PEP:
 Exposures are often not clear.
 If in doubt, start PEP.  You can always 

stop it later. 
 Rapid initiation followed by good 

adherence have best chances of 
preventing HIV.

 Counsel patient on need to present 
for follow-up assessment and labs to 
confirm no HIV or STI infection. 

 Patient copay and free drug 
programs available.
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Prescribing PEP at the pharmacy

 Counseling survivors of sexual assault:
 Referral to emergency room for SANE 

exam:
 Does not mean patient has to press 

charges or engage law enforcement.
 Does ensure that if they choose to later, 

evidence has been obtained and 
preserved.

 Important Considerations:
 No one is ever “asking for it,” even if 

they are engaging in high risk behaviors.
 Do not discount the roles of dubious 

consent in sexual assault.
 Women and men can be survivors of 

sexual assault.

Prescribing PEP at the pharmacy

 Trauma Informed Care:
 Identify that exposure to HIV is a significant trauma.
 Whether a condomless sexual encounter or a sexual 

assault, patients often feel shamed and guilty for their 
perceived role in the exposure.
 Patients presenting for PEP often engaged in risk behavior such 

as drug or alcohol use that contributed to the exposure.
 Shame and guilt can prevent them from engaging in important 

follow-up.
 Important for pharmacist to make a place of safety and 

non-judgment.
 Allows pharmacist to guide patient toward the appropriate 

follow-up to ensure patient is protected from HIV.
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Conclusions:

 HIV is a potentially deadly disease but we know the 
ways it can be transmitted. 

 We’ve learned about Truvada, Descovy, and Isentress
and their roles in HIV prevention.

 Oregon pharmacists will be on the new frontlines of 
combatting the HIV epidemic through new prescribing 
capabilities.

 We understand when to use HIV PrEP and HIV PEP 
depending on the patient presentation.

 We have learned about the basics of trauma informed 
care and harm reduction, and are ready to help our 
patients heal and reduce their risk of HIV. 

What does HIV/AIDS mean to you?
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Resources:

 Oregon AIDS Education and Training Center (AETC)

• Program Manager: Dayna Morrison:  dayna@oraetc.org or 
971.200.5266

• Can offer providers further education on HIV and PrEP/PEP

 Cascade AIDS Project

• PrEP Coordinators: prep@cascadeaids.org or 503.223.5907

 HIV Alliance

• PrEP Coordinators: sryan@allianceor.org or 541.342.5088

Resources:
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Resources:

 USPHS/CDC/HHS PrEP Guidelines:
http://aidsinfo.nih.gov/guidelines

 Clinical Consultation Center PrEPline: 855.488.7737 or 
http://nccc.ucsf.edu/clinician-consultation

 PrEP Calculator for MSM risk and assessment: 
https://ictrweb.johnshopkins/edu/ictr/utility/prep.cfm

 Oregon Syphaware: www.syphaware.org

PrEP Medication Assistance Programs:
 Gilead Financial Support: https://start.truvada.com/paying-for-

truvada
 Patient Access Network: www.panapply.org
 Patient Advocate Foundation Co-Pay Relief: https://www.copays.org
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