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1. Summary
This is the first annual report (2017) of the Queensland Pre-Exposure Prophylaxis
Demonstration Project Expansion (QPrEPd) (2016 – 2020). This report presents a summary of
findings pertaining to the initial seven months of data collected (7 November 2016 to 30 June
2017) from the participants’ screening, enrolment, and one, three and six month follow-up
study visits along with preliminary findings of the qualitative monitoring and evaluation
(M&E) data collected during this period.
Study Site Capacity and Satisfaction


At the time of the study launch there were twenty-one services registered as study sites:
o 12 public Sexual Health Services (SHSs),
o Seven private S100 prescribing General Practices (GPs),
o One Community S100 prescribing General Practice (CGP) provided by a LGBTI
peer Community Based Organisation, and
o One Specialist S100 Practice (SP).



During the reporting period, two additional services were registered as study sites and
one of the original private S100 prescribing General Practice study sites withdrew.



Over a third (32.72%, n = 466) of participants reported that their screening visit for
QPrEPd was their first ever visit to their enrolling study site.



The majority of respondents reported they were travelling less than 10km to the study
site (64.4%), and that they found the study site location extremely convenient at
screening and enrolment (50.1%).

Recruitment, Screening and Enrolment


Rolling recruitment commenced from 7 November 2016, as study sites gained approval.



By 30 June 2017, 1844 screening visits had been recorded, 1747 eligible participants had
attended an enrolment appointment with 1730 (99%) progressing to enrolment.



Six of the 17 people excluded were diagnosed as HIV positive on screening (0.3% of total
sample screened).



As of 30 June, there were 1679 current participants, 84% of the QPrEPd capped target
sample of 2000 participants.



The majority of the participants reported that they self-identified the need for PrEP and
independently found a study site (44%), or were referred by friends (20.4%).

Profile of Participants


The majority of participants identified as gay or male (76% and 84.5% respectively) aged
between 20 and 39 years of age (61.4%; mean of 37 years) who were born in Australia
(77%) and living in the South East corner of Queensland (62.4%).



Thirty-four participants identified as Aboriginal and/or Torres Strait Islander (2.94%).



The majority reported that they had a regular partner/s (76.8%), along with regular sex
with ‘fuck buddies’ (79.8%) and/or casual partner/s (92.5%).



The majority reported that they had more than ten sexual partners in the last six months
(41.1%) or between six to ten sexual partners in the last six months (25.7%).
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Thirteen participants had never tested for HIV (0.9%) and 18 (1.3%) had never tested for
other STIs prior to being screened as part of the QPrEPd eligibility screening process.



In total, there were 589 separate STIs diagnosed among 471 participants during the
reporting period.



At screening, 216 people were diagnosed with an STI (12%).



The proportion of people diagnosed with an STI remained at 12% at the consecutive
three and six month study visit time points.
It should be noted that data on STI testing and diagnoses are not collected from QPrEPd
participants between their scheduled three-monthly follow-up clinical study visits.
There were no new HIV cases diagnosed during the reporting period.




Patterns of PrEP Use


Just over a third (34.9%) reported they had taken PrEP prior to enrolling into QPrEPd.



A small percentage of participants took an intentional pill break (7.6%) or missed a pill
(23%). However, on the whole, the majority took their daily dose regularly with minimal
side effects or concerns.



Among the 281 participants (32.1%) who reported side effects at the three-month study
visit, the majority described these as mild and reducing in occurrence and severity over
time.



There were 10 adverse events registered from the commencement of QPrEPd to 30 June
2017, with five of these participants withdrawing from the study.



The majority (69.8%) reported that being on PrEP made them feel more sexually
empowered. However, 77% reported that their number of sex partners had not increased
since commencing PrEP and 40.9% disagreed/strongly disagreed that taking PrEP had
changed their sexual risk-taking behaviour.



On enrolment, most reported that they were at some (54%) or high (12.2%) risk of HIV
prior to commencing on PrEP, however at the three month study visit 63.3% perceived
themselves to be at minimal or no risk (16.4%) while on PrEP.

Interpretation and Recommendations


QPrEPd has been implemented as originally intended, and the provision of PrEP through
public sexual health services and general practice services with S100 prescribers, both in
private and community peer-based organisational settings is a feasible and acceptable
model of PrEP provision.



This is particularly so for the ‘early adopter’ gay men living in both urban and regional
settings who self-identify that they are at risk of HIV, and have the capability and
resources to actively seek out enrolment.



However, further exploration of the HIV risk and need for PrEP among less aware or less
resourced gay men, transgender people, bisexual and other non-gay identifying men who
have sex with men and women is needed, particularly those born overseas.



While some Aboriginal and Torres Strait Islander people have enrolled into QPrEPd,
further exploration of the HIV risk and need for PrEP among the wider Queensland
Aboriginal and Torres Strait Islander communities is needed, particularly for those living
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in regional and remote areas and/or at risk due to heterosexual sex and injecting drug
use.


While the demand for PrEP among people under 18 years of age is unknown, this issue
needs further exploration. Inclusion of people under 18 years of age in QPrEPd would
require an amendment to the current ethical approval.



Due to the short timeframe that QPrEPd has been operating, it is difficult to assess if
increased access to PrEP has influenced the rate of new HIV diagnoses in Queensland.
Ongoing exploration and timely release of epidemiological HIV notification data is
needed, alongside the continued monitoring and evaluation of QPrEPd in order to fully
understand who is acquiring HIV in Queensland and if there is any relationship between
notification rates and the increased uptake of PrEP.



Study sites have experienced increased workloads and demand on service and staffing
resources associated with QPrEPd implementation. In some instances this has had
considerable impact, particularly among sites already at capacity providing existing
service. While most sites have managed this issue internally, exploration of alternate
models of service delivery including the training of non-S100 prescriber GPs and PrEP
providers is needed to ensure ongoing service delivery and participant satisfaction. This is
of particular importance following the Minister for Health’s announcement on 20
October 2017 of funding for an additional 1000 QPrEPd study places and the possibility of
a rapid expansion of PrEP access through non-S100 prescribers if the recommendation to
include PrEP on the Pharmaceutical Benefits Scheme is successful.



Study site co-investigators have suggested that an annual face-to-face meeting with the
study management, communication and M&E teams would facilitate the sharing of
experiences to guide the effective expansion of QPrEPd.
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2. Introduction
On 26 April 2016, the then Queensland Minister for Health and Ambulance Services, Cameron
Dick, announced funding of $6 million over four years to provide Pre-exposure Prophylaxis
(PrEP) to up to 2,000 people. Funding for the expansion of PrEP access through Queensland
Pre-exposure Prophylaxis Demonstration Project Expansion (QPrEPd) and its associated
service agreement commenced 1 July 2016 and will end 30 June 2020.
The School of Public Health (SPH) at the University of Queensland (UQ) has been contracted
by Queensland Health to deliver the monitoring and evaluation (M&E) component of QPrEPd
(2016 – 2020). QPrEPd M&E is being carried out in partnership with QPrEPd Chief Investigator
Associate Professor Darren Russell, the QPrEPd Study Management Team (SMT), and the
study site location Co-Investigators, all under a service funding agreement with the State of
Queensland acting through Queensland Health. Under the service funding agreement, the UQ
M&E team is responsible for the development and execution of an M&E plan, the production
of three annual reports (2017, 2018, and 2019), and a final report (2020) on the findings and
evaluation of QPrEPd implementation and outcomes in relation to the QPrEPd goals and
objectives.
This report is the first annual QPrEPd report (2017), presenting preliminary findings from the
initial seven months (7 November 2016 to 30 June 2017) of the study participants’ screening,
enrolment and three monthly follow-ups along with the available quantitative M&E data. This
report is intended to be a reference document, drawing together these data sources into one
comprehensive report for public release to key stakeholders and the community. Outcomes
will also provide evidence to inform the ongoing expansion and delivery of PrEP through
QPrEPd.

3. Monitoring and Evaluation
Purpose of the Monitoring and Evaluation Component
The QPrEPd M&E plan was developed in relation to QPrEPd’s aims and objectives and the
deliverables listed on the next page, as stated under the Secondary Funding Agreement (SFA)
between State of Queensland (Acting through Queensland Health) and The University of
Queensland dated 19 October 2016. The M&E component of QPrEPd has used a mixed
methods approach to investigate the feasibility and acceptability of the QPrEPd model of
PrEP provision to participants and service providers, as well as factors associated with PrEP
usage such as adherence and side effects. It also examines the social and structural contexts
which have shaped the perceptions, expectations and experiences of QPrEPd participants.
Community and service provision contexts, including changing environments in relation to
implementation of the rapid scale up of PrEP in Queensland, have been explored. These
approaches and data sources are to guide policy adaptation and delivery of PrEP, shaped by
the context in which it is being delivered.
Monitoring and evaluation procedures have been guided by the following key questions:
1. Are the identified outputs being produced as planned?
2. What are the issues (risks and assumptions) that need to be taken into account to
ensure the achievement of results?
3. What decisions need to be made concerning changes to the ongoing QPrEPd
implementation, based on outcomes of annual M&E analysis of data and outcomes?
4. Will the delivered outputs continue to be relevant for the achievement of the
expected outcomes?
5. Are the expected outcomes relevant and effective for achieving the overall priorities,
goals and impacts?
6. What are we learning from the trend data provided by the monitoring process?
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Key program implementation questions have been addressed by using a variety of
information on processes, outcomes and impacts:
A. Has QPrEPd achieved the goals and objectives it intended to accomplish as outlined
in the QPrEPd Study Protocol?
B. Has the provision of PrEP attracted those who would most benefit from its use?
C. What have been the barriers to people accessing PrEP and how can we overcome
these?
D. Was QPrEPd implemented as originally intended? Have appropriate activities been
implemented, in the right way and on a large enough scale?
E. Is access to PrEP equitable across the State?
F. Has the provision of PrEP reduced new transmissions of HIV in Queensland?
G. Can progress on the goals and objectives be shown to be related to QPrEPd, as
opposed to other developments that were going on at the same time?
H. Has the value or benefit of achieving QPrEPd goals and objectives exceeded the cost
of producing them?
I. What have been the unintended results and consequences of interventions?
The M&E component will provide local evidence invaluable to the ongoing delivery of this
program along with a better understanding of the complex array of structural and human
factors influencing the roll out of PrEP access through QPrEPd.

Monitoring and Evaluation Team
Members of the QPrEPd M&E team include:





Professor Charles Gilks, Head of School of Public Health
Dr Lisa Fitzgerald, Senior Lecturer
Dr Owain Williams, Senior Research Fellow
Dr Judith Dean, Post-Doctoral Research Fellow.

Monitoring and Evaluation Deliverables
The University of Queensland was contracted by Queensland Health to deliver the monitoring
and evaluation component of QPrEPd including:










Assist with regular reporting on operations, directly to the CHHHS lead investigators
Provide direction to CHHHS on data collection tools for evaluation purposes
Participate in the CHHHS PrEP Steering Committee
Work closely with CHHHS to ensure adherence to the QPrEPd protocol and clinical
guidelines for evaluation
Assist CHHHS in liaising with study sites to establish and maintain data collection
strategies
Review the uptake of QPrEPd in urban, regional and remote areas to monitor equity
of access by the target groups
In collaboration with other partners, assess unmet need and barriers to uptake with
people not accessing PrEP
Publish an annual update, based on data collected by clinic sites and CHHHS
On completion of QPrEPd, publish a final report evaluating QPrEPd, using available
data and resources.
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4. The QPrEPd Demonstration Project Expansion
Background
On 26 April 2016 the then Queensland Minister for Health and Ambulance Services, Cameron
Dick, announced funding of $6 million over four years to provide PrEP for up to 2,000 people.
This announcement closely preceded the Therapeutic Goods Administration (TGA) approval
and licensing of emtricitabine and tenofovir disoproxil fumarate (TDF/FTC or Truvada®) for
use as PrEP in Australia on 6 May 2016. The announcement aligned with the Australian
Health Ministers’ commitment to work towards the virtual elimination of new HIV
transmissions in Australia by 2020, the Queensland Sexual Health Strategy 2016-2021, as well
as the Queensland HIV Action Plan 2016-2021 priority action to expand the availability of
PrEP as a preventive measure for those at high risk of contracting HIV. Funding for the
expansion of PrEP access through QPrEPd and its associated service agreement commenced 1
July 2016 and ends 30 June 2020.

Aims and Objectives
QPrEPd is a multi-site, open label PrEP demonstration project for the implementation of the
rapid scale up of HIV PrEP use in Queensland. The generic study drug (a fixed dose coformulation of TDF/FTC) prescribed for daily oral administration is being provided for an
initial target of 2,000 Queensland HIV negative people at substantial risk of HIV. Generic
TDF/FTC is being provided to participants at more than 20 study sites including public sexual
health services, community clinics and general practices with high caseloads of men who
have sex with men (MSM). Recruitment of participants (and sites) has been carried out on a
rolling basis and the study will be undertaken for up to four years from the date of the first
recruit.
This demonstration project primarily aims to document the provision of HIV PrEP across a
diverse range of clinical settings in Queensland. The QPrEPd study objectives outlined in the
QPrEPd Study Protocol are:

Primary Objective
1. To assess the feasibility of PrEP provision through sexual health services and general
practice services (with S100 prescribers) in Queensland. This will include eligibility
screening; counselling about PrEP, condom use and risk reduction; testing for HIV;
preventive ARV prescription, and follow-up of PrEP clients.

Secondary Objectives
1. To assess the acceptability of this model of PrEP provision. This will include the
overall uptake of PrEP among eligible clients offered PrEP and the reasons for
declining PrEP, patterns of PrEP use among participants, self-reported preferences
for alternative schedules and/or duration of PrEP use.
2. To assess factors associated with PrEP use including:
a. Adherence to PrEP (patterns of adherence and factors associated with
optimal and sub-optimal adherence)
b. Experience and perceptions of side effects associated with PrEP use.
3. To gain more information on the potential uptake and experiences of transgender
gay and bisexual men (transsexual MSM) and Aboriginal and Torres Strait Islander
MSM using PrEP.
4. To assess the regional interest in Queensland for PrEP and the experiences of those
using PrEP, including barriers to PrEP access in regional and remote Queensland.
5. To develop guidelines for PrEP provision in Queensland.
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6. To increase the involvement of general practitioners (non S100 prescribers) in PrEP
provision by working with partner S100 prescriber sites.

Key Stakeholders: Roles and Responsibilities
Chief Investigator
Associate Professor Darren Russell

Project Sponsor - Cairns Sexual Health Service, Cairns and Hinterland HHS









Clinical Trial Sponsor
Distribution of medication to all study sites and medication quality assurance
functions
Clinical quality assurance support
Convene steering committee
Member of executive committee
REDcap database development and data management
Manage and monitor budget allocation and variance reporting
Study site.

Study Management Team
The QPrEPd Study Management Team (SMT) are responsible for the day-to-day management
and coordination of the study. The members of this team are from the Cairns Sexual Health
Service.

Study sites and Associate Investigators
At the time of study initiation there were twenty-one study sites registered. In the reporting
period, two new study sites* were trained and one of these has commenced recruiting and
one site# has withdrawn. Individual study sites are responsible for screening, enrolment and
clinical care of participants, in line with the QPrEPd study protocol.
Barrier Reef Medical Centre
Brisbane City Doctors#
Cairns Doctors
Cairns Sexual Health Service
Carbal Toowoomba*
Carseldine Family Clinic
Clinic 30 QuAC
Clinic 87 Sunshine Coast
Earlville General Practice
Evandale Practice
Gladstone Road Medical Centre
Gold Coast Sexual Health Service (GCSHS)
Holdsworth House Medical Brisbane
Ipswich Sexual Health Service
Kobi House Toowoomba Health Services
Mackay Sexual Health and Sexual Assault Service
Mater Health Services Brisbane*
Metro North Sexual Health and HIV Service (MNSHHS)
Mt Isa Sexual Health Service
Princess Alexandra Sexual Health Service (PASH)
Q Clinic Wide Bay Sexual Health
Rockhampton Sexual Health and HIV Service
Townsville Sexual Health Service

Dr Andy Morice
Dr David Jardine
Dr Heather McNamee
Dr Darren Russell
Dr Adrian Castelli
Dr Elizabeth Baer
Dr Tracy Schrader
Dr Kuong Tiang
Dr Arden Dearden
Dr Stuart Aitken
Dr David Orth
Dr Maree O’Sullivan
Dr Fiona Bishop
Dr Mekala Srirajalingam
Dr John Hooper
Dr Arun Menon
Dr Paul Griffin
Dr Diane Rowling
Dr Arun Menon
Dr Cheryn Palmer
Ms Fiona Stack
Dr Karen Quinn
Dr Arun Menon
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Study sites hereafter have been de-identified and awarded pseudonyms throughout this
report according to one of four service models: Public Sexual Health Service (SHS), Private
S100 General Practice (GP); Community S100 GP (CGP) and Specialist S100 Practice (SP).

Department of Health (DoH)
Chief Health Officer (CHO) and Deputy Director-General (DDG) Prevention Division:


Accountable to Director-General and Minister for Health for QPrEPd.

Communicable Disease Branch (CDB):









Fund holder and financial approver
Member of executive committee
Manage and monitor budget allocation and variance reporting
Oversight of service agreements with key partners
Implement project governance structures, including facilitating governance sign-off
with each of the Hospital and Health Services involved in the study
Procurement of QPrEPd medication, payment of travel for site training, and payment
of distribution costs of the medication to the study sites
Regular reporting to the Minister’s office and the Department of Health
Monitoring and reporting of expenditure against the budget allocated.

Health Support Queensland (HSQ) and Central Pharmacy (CP):





Medication procurement and supply
Contract signatory for medication
HSQ led negotiation and signature of agreement with Alphapharm for the supply of
generic medication for QPrEPd Study
CP places orders with Alphapharm, re-labels medication for QPrEPd purposes and
delivers it to CSHS pharmacy on a rolling store transfer as required.

Queensland AIDS Council (QuAC)










Under a service agreement with Queensland Health, provide a state-wide awareness
program to support QPrEPd, including providing information and support to people
who wish to access PrEP outside of QPrEPd
Member of steering committee and sub-committees
Study site providing clinical services, in line with the Study Protocol
Provide information and education to increase knowledge and awareness of PrEP as
well as the QPrEPd Study, among target populations and service providers
In liaison with CHHHS, develop and implement a communication plan for QPrEPd that
promotes increased awareness of PrEP as an HIV prevention strategy and how PrEP is
used in conjunction with other HIV prevention strategies, including how to support
those who want to access PrEP outside of the QPrEPd
Communication plan includes targeted marketing support to individual study sites
and state-wide marketing and advertising including the ComePrEPd website,
brochures, posters, business cards, advertising on dating apps, Facebook, LGBTI press
and outreach at forums and events
Increase awareness of and participation in QPrEPd Study.

The University of Queensland (UQ) School of Public Health




Provide leadership on the monitoring and evaluation (M&E) component
Members of steering committee and sub-committees
See Monitoring and Evaluation Deliverables section on page 5 for more details.
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Alphapharm


Medication supplier.

Governance
Executive Committee
The Executive Committee is convened by the CHO and DDG Prevention Division, DoH and
CHHHS and is responsible for:
 Corporate governance and oversight of the QPrEPd
 Supply of medication
 Site-specific clinical governance arrangements including GP indemnity insurance
through Clinical Trial Research Agreements and Site Specific Assessments.
The Executive committee has met nine times during the reporting period:
1. 24/08/2016; 27/09/2016; 12/10/2016; 07/11/2016; 23/11/2016; 12/12/2016;
23/01/2017; 22/02/2017; and 29/05/2017.

Data Safety Monitoring Board
The original pilot QPrEP study with 50 participants had a data safety monitoring board
(DSMB) which was responsible for assessing the progress of the study, including safety data
and making recommendations about study modifications, suspension or termination. The
DSMB only met if there was a serious adverse event related to the drug, and no meetings
were required during the initial pilot study.
The DSMB is listed in Section 16 of the QPrEPd study protocol, and to date the committee has
not been required to meet. The Chief Investigator is currently proposing to remove the DMSB
at the next steering committee meeting as the medication being used is a licensed drug, not
experimental.

Project Steering Committee (PSC)
The Project Steering Committee (PSC) has committed to meeting quarterly to review
recruitment, participant follow-up, incidents and ethics. The PSC includes members of the
SMT, study site co-investigators (or nominated representatives), the UQ M&E team, and
representatives from the Queensland AIDS Council and Queensland Department of Health.
The PSC has met four times during the reporting period:





21/6/2016; 23/08/2016; 11/11/2016; and 07/12/2016
Agenda items were submitted by members of the committee to the Cairns Study
Management Team
The agenda was circulated approximately 48 hours prior to the next meeting
Meeting minutes were recorded and circulated after each meeting.

The PSC has a number of sub-committees including:
1. Community engagement and communications
o This sub-committee met on the 17/6/2016, 19/7/2016, and then approximately
every 2 weeks through to early December 2016.
2. Pharmacy
o This sub-committee met on the 21/6/16, 1/7/16 and then informally, but weekly,
through to the launch in mid-November 2016.
3. Ethics, Research, Protocol, and M&E
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o

This sub-committee has evolved from weekly to as needed, with the amendment
changes submitted to the Gold Coast HREC for approvals AM05-AM18.
4. Aboriginal and Torres Strait Islander working group
o The formation of an additional sub-committee to focus on improving
engagement of Aboriginal and Torres Strait Islander people has been identified as
a priority
o It has been reported that the redirection of Commonwealth funding previously
allocated to the 2 Spirits program and the absence of a permanent sexual health
co-ordinator in the Aboriginal and Torres Strait Islander sector (Departmental,
Aboriginal Medical Services and Community) has fundamentally
restricted/impacted on progress in this area.

Governance Agreements and Site Specific Applications (SSA)
HHS Site Specific Application Governance Agreements
Individual Site Specific Application (SSA) governance agreements were required with each of
the 12 HHSs where public sexual health service study sites were located. The 12 Queensland
Health SSAs were completed via Online Forms (Standard Research Practice), however, each
SSA required close collaboration between the Study Management Team, study site Coinvestigator (or their delegate) and the 12 different HHS Research Governance Officers.
The SSA process commenced as soon as the study management team were in place,
however, the SSA timeline process varied at each site due to the skillset and familiarity of the
research process by those assigned to work on QPrEPd at each study site.
The first SSA was approved in August 2016, a further nine SSAs were in place by the end of
November 2016 when participant recruitment commenced, with another SSA approved in
January 2017. The final study site, began enrolling participants on 7 March 2017 following the
finalisation of an SSA as well as a service contract with the Study Management Team.

Collaborative/Cooperative Research Group Studies Agreements with Private Study
Sites
The 11 non-Queensland Health study sites were each individually contracted with a
Medicines Australia Clinical Trial Research Agreement – Collaborative or Cooperative
Research Group Studies – Standard Form. These contracts, between the individual site and
the CHHHS Chief Executive (CE), proved challenging as they were executed just as the CHHHS
CE assumed their role and the entire CHHHS leadership and Board changed. The CHHHS local
research governance officer (RGO) therefore stepped in to assist and facilitate the process.

Concurrent Collaborative Research Study Agreements (CRAs) with UQ
The University of Queensland (UQ) had to obtain 12 separate Concurrent Collaborative
Research Study Agreements (CRAs) with the 12 Hospital and Health Services responsible for
the governance of the 12 public sexual health services involved with the study. The CRA
process took considerable collaboration between the UQ M&E team, the UQ Faculty of
Medicine Research Partnerships Manager and the individual HHS RGOs. The timeline varied
at each site due to the skillset and familiarity with the research process by those assigned to
work on QPrEPd at each HHS study site.
Communication with the HHSs commenced in late October 2016 with the first approved and
in place by the end of November 2017, and the last being executed in March 2017. Each
private study site was also offered the option of taking out a concurrent CRA with UQ, yet
only three sites required the additional CRA over and above the Collaborative / Cooperative
Research Group Studies agreement that they had in place with CHHHS. The remaining private
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study sites considered that the Collaborative / Cooperative Research Group Studies
agreement in place with CHHHS was sufficient, as UQ was included in the Study Protocol and
all other relevant study paperwork.
Points for Consideration
Study sites reported that the time taken from when the study launch was announced to
when all the necessary governance approvals were in place created some frustrations for
people on the QPrEPd waiting lists. In some instances where approvals took four to six
months to establish, people sought out appointments at other study sites who had
governance agreements in place earlier. However, many of these study sites, particularly
those in the south-east metropolitan area, reported they were already at capacity enrolling
people on their own waiting lists and continuing to supply other existing services.
The need to submit and await concurrent CRA approval and execution also delayed the UQ
team’s ability to commence their M&E activities to coincide with the first three months of the
study sites commencing recruitment.
Both these issues need consideration for future development and implementation of
multisite demonstration studies and or clinical trials, particularly in regards to the time and
necessary resources required.

Ethical Approval
A multi-site ethical approval was awarded through Gold Coast Hospital and Health Service
Human Research Ethics Committee (HREC/14/QGC/182). To date, 18 amendments have been
submitted and approved by the Ethics Committee. These have included:





Minor changes to the Study Protocol and Participant Information Forms in response
to emerging operational and individual study site needs based on the ‘real life‘
experience of the rapid roll out and implementation of PrEP across Queensland
Addition and removal of study sites and associated CIs
Minor changes to data collection tools
New material for advertising the study as part of the evolving recruitment strategy,
including
o Advertising on social media and App platforms such as Gindr and Scruff
o Business cards and promotional material for display at study sites.

The University of Queensland HREC Ratification
Additional ethical ratification and approval was required from the University of Queensland
Human Research Ethics Committee (UQHREC) as per UQ protocol when staff are involved
with research projects approved under other HREC processes. The Gold Coast Hospital and
Health Service Human Research Ethics Committee (HREC/14/QGC/182) submission and
approval documentation was submitted to the UQHREC for review and approval and was
awarded Clearance (Clearance Number: 2016001664) in March 2017. All subsequent
amendments submitted and approved by the GCHHS HREC have also been submitted for
consideration and approval by the UQ HREC throughout the duration of the project.
Points for consideration
UQ ratification and approval further delayed the UQ team’s ability to commence their M&E
activities to coincide with the first three months of the study sites commencing recruitment.
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Regularity Approval
This study is being conducted under the TGA Clinical Trial Notification (CTN) scheme. The
sponsor was responsible for notification prior to commencement of the study. Under the CTN
scheme, the Approving Authority is the institution that grants the final approval for the
conduct of the study.
In line with the National Statement on Ethical Conduct in Human Research 2007 Section
3.3.12 and the updated Declaration of Helsinki this study has been registered on the
Australian New Zealand Clinical Trials Registry (ANZCTR) at http://www.anzctr.org.au.

Study Site Assessments and Training
Individual training and assessment of the original 21 study sites was conducted on a rolling
basis between October 2016 and December 2016. Access to some study sites was delayed
until all governance agreements, SSAs and contracts were in place.
Initial site audits and assessment visits were completed face-to-face by two of the SMT,
including a pharmacist who conducted assessment and approval of each study site for study
drug accountability, documentation, supply and storage.
Individual training and assessment of new study sites will be conducted as services join the
study and all necessary agreements and contacts are in place.

Study Site Audits
The first three-month site audits were conducted face-to-face by the SMT between February
2017 and March 2017.
The three-month audit provided an ideal opportunity to revisit and reinforce the study
protocol and operational processes with each study site. It also provided opportunity to
identify any issues the individual study sites were experiencing with the “real life” rapid roll
out of PrEP.
The six-month audit required each study site to complete a self-assessment and submit
documents to the SMT.
All study sites have passed all audit requirements to date.
The next face-to-face audit will be the first annual site audits scheduled for November 2017.

Points for Consideration
The large number of study sites spread across a large geographical area required
approximately four weeks of travel by the SMT across the state, in order to visit each of the
study sites and to carry out the required training and audits. This extensive travel itinerary
consumed a considerable proportion of the operational funds allocated to the SMT. It also
required considerable logistical commitment from the SMT and time commitment from each
of the study sites.
This will be an ongoing demand on the SMT and study sites.
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5. M&E Data Sources, Responsibilities and Response Rates
Data Responsibilities
The study site personal and QPrEPd SMT are responsible for collecting quantitative data at
participant screening, enrolment and at each follow-up visit. This is carried out using REDCap,
a secure web application for building and managing online surveys and databases for
research and clinical trial data.
The REDCap software is maintained by the Queensland Clinical Trials and Biostatistics Centre
(QCTBC), School of Public Health (SPH), The University of Queensland (UQ). UQ Information
Technology Services (ITS) currently manage a number of patient systems with identifiable
clinic/health data compliant to the Queensland Information Privacy Act 2009 standards.
Server infrastructure is stored in secured data centres across the University.
The Monitoring and Evaluation Team are primarily responsible for analysing the quantitative
data, and collecting and analysing the qualitative data at specified time points throughout the
four year duration of the QPrEPd study.

Quantitative Data
Quantitative Data Sources
Data is collected via REDcap by the study site staff at the eligibility screening, informed
consent and enrolment appointments. This includes:








Screening and enrolment date
Assessment of eligibility
Date of birth / Age
Gender
Height and weight
Investigations conducted and results
Drug Supply.

At each follow-up participant visit, study site staff are required to complete an online Case
Report Form (CRF) via REDCap, including the reporting of:





Early Exit
Side Effects
Adverse Events
STI and Creatinine Screening Results.

Participants are also encouraged to complete online surveys at the following study time
points:





Enrolment (Entry)
First three-monthly visit
Yearly
Exit or withdrawal.
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Survey Response Rates
Entry Survey
As of 30 June 2017, 1429 of the 1747 participants who attended an enrolment appointment
have completed an entry survey resulting in an 81.8% response rate.
3 Month Survey
As of 30 June 2017, 886 of the 1066 participants who have attended their three-monthly post
enrolment appointment have completed the 3 month survey, resulting in an 83.1% response
rate.
Exit/Withdrawal Survey
As of 30 June 2017, 34 of the 94 participants with a recorded exit appointment have
completed the exit/withdrawal survey resulting in a 36.2% response rate.
12 Month Survey
The first round of 12-monthly surveys are due to commence in early November 2017, 12
months from study start date and enrolment of the first participants.

Qualitative Data
Qualitative Data Sources
There are two qualitative data sources:
1. The original M&E plan proposed interviews with up to 30 participants at two time
points: the first within three to six months of enrolling into the project and a second
interview at one to two years post commencement in the study or on withdrawal.
The M&E team are now aiming to interview up to 40 or 50 participants at two time
points (budget allowing) in order to capture the demographic and geographic
diversity of participants and ensure that all priority groups are represented in the
research.
2. In-depth interviews with a convenience sample of up to 20 health care providers/key
stakeholders will be conducted at two time points (within three months of enrolment
as a study location and at Year two or withdrawal as a study location), across diverse
geographical locations. Participants will include S100 prescribers, nurses, allied health
and other clinicians, practice managers, pharmacists, policy makers, and key LGBTI,
HIV and PLHIV community organisations.
Additional data collected from field notes and ad hoc discussions with the SMT, study site CoInvestigators (CIs), staff, and other key stakeholders will also be considered and included
where relevant.

Qualitative Interviews Completed to Date
Interviewing commenced in Cairns on 11 October 2016 and as of 30 June 2017, 32 QPrEPd
study participants from eight of the QPrEPd study sites have participated in interviews
(Figure 1) and 39 stakeholders/service provider interviews with 51 individual
stakeholders/service providers have been conducted.
The first round of qualitative data collection interviews have exceeded the number
committed to in the University of Queensland M&E Plan submitted to the Queensland
Department of Health (30 QPrEPd participants and 20 Health care providers/key
stakeholders), due to the need to ensure all study site/key stakeholders have been offered
the opportunity to volunteer to participate in the M&E component.
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There has also been an overwhelming interest and willingness to participate in the qualitative
M&E arm of the QPrEPd study with the majority (63%) of QPrEPd participants providing
informed consent to be contacted by the UQ M&E team to arrange an interview.
Purposive sampling has been applied to reflect the heterogeneous characteristics and
geographical diversity of the QPrEPd sample and of people at risk of HIV in Queensland.
Recruitment focused on gay, bisexual and other men who have sex with men (GBM)
participants from a range of ages and study sites.
Targeted recruitment of participants living in regional study site locations occurred during the
first wave of interviews conducted.

Participant Interviews
Demographics
The majority of the participants interviewed (68%) were characterised as PrEP early adopters,
as they were screened and enrolled within the first three months of the study. Most of these
participants were from the study’s regional sites, with 28 of the 32 interviews conducted in
the central (SHS8, SHS10, SHS11, SHS12) and northern coastal (GP4, SHS7) study sites (Figure
1).

#

GP: Private S100 General Practice; SHS: Public Sexual Health Service

Figure 1 Study Site of Participants Interviewed (n=32)
All participants identified as male and self-identified as gay (81%) or bisexual (19%). Twentynine of the 32 were born in Australia (91%), with the remaining three from New Zealand,
South East Asia and Europe (including UK).
Participants interviewed were aged between 24 to 66 years of age (mean of 38.5 years) with
a distribution across the age groups (Figure 2).
There is a noted gap in Aboriginal and Torres Strait Islander people representation, with no
Aboriginal and/or Torres Strait Islander participant interviewed to date. There is also a noted
gap in representation of females, transgender people and people born overseas.
Targeted recruitment of Aboriginal and/or Torres Strait Islander people, females, transgender
people and people born overseas is currently underway.
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Figure 2 Participant Interviewee's Age by Group (%) (n=32)

Stakeholder Interviews
Demographics
Thirty-nine (76.5%) of the individual stakeholders were CIs or clinical staff directly involved
with the QPrEPd study, at 20 of the QPrEPd study sites (Figure 3). This included 18 nurses
with a range of roles including nurse practitioners, nurse unit managers, clinical nurse
consultants, clinical nurses, public health nurses and practice nurses.
The remaining 12 interviews were conducted with other key stakeholders including a
representative from one of the other state-based PrEP studies, a PrEP activist, an HIV peer
support officer, four HIV community educators, three Aboriginal and Islander health care
workers and three public health practitioners providing sexual health/HIV services for
Aboriginal and Torres Strait Islander people, particularly in regional remote areas (Figure 3).
Just under half (47%) of stakeholder participants were from South East Queensland with the
remainder scattered across the regional areas of Central and Northern Queensland. These
participants worked in public sexual health and HIV services (51%), community organisations
(21.6%) or in general practice (15.7%) (Table 1).
Stakeholders were aged between 28 to 65 years of age (mean of 49.1 years) (Figure 4) and
had been working in the HIV/sexual health speciality area for between less than one year up
to 32 years (mean of 13.9 years) (Table 2). The majority reported having an HIV caseload
(62.7%) ranging between 1 to 531 clients (mean of 107 HIV clients) (Table 3).
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Figure 3 Roles of Stakeholder/Service Providers Interviewed (n = 51)
Table 1 Type of Service (n=51)
Service Type
General Practice
Hospital Outpatients
Public Sexual Health Service
Community Organisation
Department of Health
Private HIV/Sexual Health Specialist
Missing
Total

n
8
1
26
11
3
1
1
51

%
15.7%
2%
51%
21.6%
5.9%
2%
2%
100%

Figure 4 Age Range of Stakeholder/Service Providers Interviewed (n = 51)
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Table 2 Length of Time Working in HIV/Sexual Health Specialty Area (n=51)
Time
n
Less than 1 year
2
1 to 5 years
9
6 to 10 years
8
11 to 15 years
6
16 to 20 years
12
Over 20 years
10
Missing
4
Total
51

%
3.9%
17.6%
15.7%
11.8%
23.5%
19.6%
7.8%
100%

Table 3 HIV Caseload (n=51)
HIV Caseloads
Up to 100
100 to 199
200 to 299
400 to 499
500 or more
Missing
Total

%
47.1%
5.9%
3.9%
5.9%
2%
35.3%
100%

n
24
3
2
3
1
18
51

6. Data Analysis and Reporting Plan
Quantitative Data
Quantitative survey data entered in REDcap was analysed using SPSS 24 (Statistical Software
for Social Sciences). Data has been described and summarised using univariate descriptive
analysis, including means, standard deviations, frequency counts, percentages, medians, and
interquartile ranges in this report.
The feasibility and acceptability of PrEP provision through sexual health services (SHS) and
general practice (GP) services has been assessed by examining:










Proportion of clients undergoing eligibility screening who are deemed eligible and, of
those, the proportion who accept the use of PrEP
Reasons for declining PrEP among eligible clients
Patterns of adherence and strategies used to support adherence
Duration of PrEP use
Proportion of participants and reasons for early withdrawal from the study
Experience and perception of side effects associated with PrEP use
Incidents of STIs and HIV seroconversion
Renal impairment during the study period
Incidents of serious adverse events.

Descriptive analysis will be conducted annually. Correlational analysis and cross tabulation
analysis will be conducted at a later date to examine the strength and direction of the
relationships between confounding variables such as gender, age and location, and
dependent output variables. Outcomes of the correlational analysis and cross tabulation
analysis will not be reported in the first annual report, and will be conducted and reported in
the future annual and final reports.
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Qualitative Data
Data from the in-depth interviews was digitally recorded, and transcribed to ensure word
accuracy. Transcriptions were imported into NVivo 10 (qualitative data management
software) and all interviews coded.
Preliminary iterative qualitative analysis of the semi-structured interviews as well as ad hoc
discussions with study site staff identified the barriers and enablers and lessons learnt in the
implementation of PrEP provision that are presented in this report. Thematic analysis will be
undertaken at a later date.
Analysing the data from these two primary qualitative data sources will provide multilevel
contextualized insight into the ‘’real time’’ commonalities and disparities between service
providers and participants’ expectations, perspectives and experiences.

Data and Results included in this Report
Results presented in this report are the outcome of descriptive analyses conducted on a
combination of data collected via REDCap at set time points throughout the first 12 month
reporting period.

This included data completed by the study site staff at the:
1. Eligibility screening study visit.
2. Enrolment study visit.
3. Case Reporting Form (CRF) completed at each one, three, six and nine month followup study site appointments.
4. Exit study visit CRF.
5. Entry, 3 month and exit/withdrawal surveys completed by the participants.
Descriptive analysis will be conducted annually on the above quantitative data sets to
examine sample characteristics and determine if QPrEPd is achieving the aims and objectives
set out in the Study Protocol (see page 6 of this report).
Outcomes of correlational analysis and cross tabulation analysis will not be reported in this
first annual report. More in-depth analysis exploring relationships among variables will be
reported were relevant and significant in the future annual reports and the final study report.
Preliminary iterative analysis of the qualitative data, field notes and informal feedback from
the SMT and study site teams will be reported in this report were relevant to the research
objectives and quantitative results. Findings from more in-depth thematic analysis will be
reported on in the future annual reports and the final study report.
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7. Results and Points for Consideration
This section presents the results of the data analysis in relation to how they meet the QPrEPd
primary and secondary objectives outlined in the QPrEPd Study Protocol (see page 6 of this
report).

Primary Objective 1: Assess the Feasibility of PrEP Provision through Sexual Health
Services, Community Clinics and General Practices in Queensland
At the time of the study launch in November 2016 there were twenty-one study sites: 12
public Sexual Health Services (SHS), six private S100 prescribing General Practices (GPs), one
Specialist S100 Practice (SP) and one Community General Practice (CGP) situated in a LGBTI
peer community organisation.
During the reporting period:
1. Two new study sites were added.
 Community General Practice (CGP) situated in a regional SEQ Aboriginal Medical
Service (AMS): All governance documents are in place, the study site CI and
supporting team have received study site training by the SMT and they have
commenced screening and enrolment. As of June 30 2017, they had six current
participants.
 Specialist S100 Practice situated in a Brisbane metropolitan hospital: The study
site CI and supporting staff have received study site training by the SMT.
However, as of 30 June 2017 recruitment has not commenced while the religious
governance committee consider whether promoting PrEP and condom use aligns
with the Mater philosophy.
2. One of the Brisbane-based S100 Specialist Co-investigators (CI) working within a
private GP who received training within the first round of study preparation has
withdrawn as a study site, citing that they had decided to offer PrEP privately for
clients.

Waiting List of Interested People
After the funding announcement for the expansion of PrEP across Queensland in April 2016,
an expression of interest list was created for people interested in being considered for PrEP
through the study. Approximately 300 people expressed their interest between April and
October 2016.
People on this list were regularly emailed, and prior to recruitment opening were asked to
contact their closest/preferred study site for an appointment. Each study site maintained
their own waiting list consisting of potential eligible existing clients and other interested
people prior to study commencement. Each individual study site contacted their waiting lists
independently once their study site went live and was actively screening and recruiting
participants.
These lists were not shared with the SMT or centralised into one waiting list register, so there
is no accurate data on the final numbers registered at each site. However, individual study
sites used these lists as a source for estimating their anticipated sample size (Table 4).
The waiting lists of interested people prior to study commencement demonstrated the
community demand for PrEP.
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Service Capacity
Study sites were asked to estimate their capacity and anticipated sample size. These
estimates were based on the number of people registered on the study site’s PrEP waiting
list, anticipated local community need or demand, and the service’s available resources.
As of 30 June 2017, only four of the study sites have exceeded these anticipated figures
(highlighted in Table 4). Figure 5 compares the anticipated samples with the actual number of
participants enrolled at each site to this time point. During the M&E interviews conducted by
UQ, some sites identified that their estimates may have been a little unrealistic in both the
estimated anticipated sample and their capacity to manage workloads if they had reached
these estimates.
The rapid enrolment of eligible people across the study sites suggests that PrEP provision
through sexual health services, S100 general practices and with community peer based S100
GP services is feasible. Nonetheless, further investigation of models of service delivery along
with the identified issues and challenges outlined below is necessary to inform ongoing study
implementation and quality improvement. The lack of financial support for study sites, such
as reimbursement for enrolling participants into QPrEPd or to employ additional research
support staff was a common theme throughout stakeholder interviews.
Table 4 Service Capacity Estimates and Anticipated Sample Size Compared to Current
Enrolment Numbers at 30 June 2017 by Start Date
% of
Anticipated
Reached
Currently
Start Date Site
anticipated
Sample (n)
Anticipated
Enrolled (n)
sample
7/11/2016 CGP2
500
315
63%
7/11/2016 GP02
150
12/01/2017
375
250%
7/11/2016 SHS07
200
113
56.5%
7/11/2016 SHS12
80
59
73.75%
7/11/2016 SP1
100
40
40%
#
14/11/2016 GP01
52
14/11/2016 GP03
150
23/03/2017
221
147%
14/11/2016 GP04
30
16
53%
14/11/2016 GP05
100
2
2%
21/11/2016 SHS04
20
9/02/2017
61
305%
1/12/2016 GP06#
1
1/12/2016 SHS01
100
58
58%
1/12/2016 SHS02
150
144
96%
1/12/2016 SHS11
22
2/12/2016 SHS03
200
73
36.5%
3/01/2017 SHS08
30
25
83%
9/01/2017 SHS10
100
11
11%
1/02/2017 SHS09
30
0
0
7/02/2017 SHS05
50
14
28%
2/03/2017 SHS06
50
8/06/2017
71
142%
6/06/2017 CGP1#
6
SP2#
0
Total
2040
1679
82%
#

Did not nominate an anticipated sample/Capacity Estimate
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Figure 5 Pre QPrEPd Service Capacity Estimates and Anticipated Sample Size Compared to Current Enrolment Numbers at 30 June 2017
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Service Models
Public Sexual Health Services
The majority of Queensland public sexual health services are involved in QPrEPd.
Consideration should be given of how these services can be supported to cater for the
increased workloads, and adjust service delivery models to enable a flexible integration of
PrEP implementation into their standard operating procedures, without being disruptive to
existing service provision and client outcomes.
Stakeholder interviews across many sites emphasised the workload associated with the
implementation of QPrEPd. This increased workload highlighted the impact of service
changes resulting from the 2012/13 national health reform transition to HHS models. One
sexual health service reported that ‘QPrEPd is taking up 80% of our resources and capacity
for 40% of our clients’. While staff recognised the importance of rapidly expanding access to
PrEP, they also expressed that they had other priority initiatives that needed to be
implemented for other client groups but were unable to do so.
Services with the capacity to implement nurse-led and no-appointment-necessary services
reported fewer issues relating to capacity than those services that were more constrained
and unable to implement flexible and responsive models of service delivery.
Significant capacity issues were reported to the M&E team by the urban-based sexual health
services. For the first six months of the study access to public SHS in the metropolitan
Brisbane area were significantly constrained. Although there were several other Brisbanebased sites enrolling participants, all but one were private GPs where co-payments for
consultations were required. This draws attention to issues of equitable access for
participants unable to pay co-payments for private GPs in Brisbane.
Two areas of particular concern were:
1. The limited pool of skilled workforce available within regions to call on for support
or backfill when required.
2. The limited capacity of services to recruit and train new workforce without a
centralised evidence-informed training program. This was a particular area of
concern in regional areas and among the more senior positions, with some sites
identifying an ageing workforce and pending retirement of Service Directors/HIV
Sexual Health Physicians, which would leave significant gaps in skill mix and service
capacity to meet the needs of the community.
Points for Consideration
There is a need for:
 Further work could be undertaken to explore how other generalist public services such
as regional, remote/rural health services could be supported to provide access to PrEP
 Investigation of opportunities for future staff recruitment, training and on-going staff
development for all professional areas of the multidisciplinary team necessary to
provide best practice evidence-informed sexual health and HIV care to Queenslanders.
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General Practices with s100 Prescribers
Seven (29.2%) out of 24 General Practices in Queensland with S100 prescribers have joined
as a QPrEPd study site. At the time of reporting, of the seven GP services, four are based in
Brisbane, one on the Gold Coast and two in Cairns. The private GP study sites overall operate
under the Medicare Benefit Schedule patient contribution co-payment model of service.
However as per normal practice, some QPrEPd participants are bulk-billed and no copayment is charged for participants who are entitled to hold a Heath Care Card, pensioners,
or students under the age of 30 years. One private GP study site CI commented that:
“they have a long tradition of ensuring equity of access to medical services and
treatments by those on low and fixed incomes who need them”.
S100 General Practices, particularly those with large samples, report significant additional
work load on their GPs and practice nurses. There has been no monetary support such as
reimbursement for enrolling participants into QPrEPd to enable employment of additional
QPrEPd support staff, as is commonly done in large multisite medical trials/research
projects. It is important to note that currently only one study site has a dedicated QPrEPd
research nurse (not funded by the QPrEPd study). Data entry and drug impress control has
largely been undertaken by the site CI or existing staff, some without prior research/trials
experience. This has required the SMT to undertake additional site training and support
throughout the study and particularly at the three-month audit.
Points for Consideration
There is a need for:
 Further work to be undertaken to explore how other S100 GP services and non-S100 GP
services could be supported to provide access to PrEP, particularly those who bulk bill.
Community-based Organisation Medical Clinics
The QPrEPd community GP study sites, is a bulk-billing LGBTIQ friendly GP service. It has
been attracting a significant number of urban-based Aboriginal and Torres Strait Islander
QPrEPd participants. There was an extensive waiting list of people interested in enrolling at
this study site and demand for study places has been ongoing and high at this service since
commencing recruitment on 7 November 2016. Staff have reported significant capacityrelated issues. At the time of writing this report, the service has stopped enrolling new
participants until January 2018.
A second community-based organisation GP led bulk billing medical clinic based at
Queensland Injectors Health Network (QUIHN) has expressed interest in joining as a study
site. Staff at this service are exploring viability of becoming a study site with the SMT and
undertaking S100 prescriber training.
A more in-depth analysis of community based organisational medical clinic experiences will
be provided in the next reporting period.
Points for Consideration
There is a need for:
 More in-depth analysis of capacity issues and experiences in the next round of
stakeholder interviews
 Exploration of how to support other community based organisations providing clinical
services to become study sites.
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Aboriginal Medical Services
One out of the three Aboriginal Medical Services in Queensland with S100 prescribers on
staff is a QPrEPd study site. The SMT had extensive informal discussions with a number of
AMS staff during the 2016 HIV treatment roadshow sponsored by the HIV Foundation
Queensland. However, at the time of reporting, no other AMS had expressed to the SMT an
interest in becoming a study site.
A more in-depth analysis of the AMS staff and participants experiences will be provided in
the next reporting period.
Preliminary analysis of the monitoring and evaluation data from QPrEPd supports the need
for further work to be undertaken exploring the place of PrEP as a HIV prevention strategy
for Aboriginal and Torres Strait Islander people.
A strong theme emerging from the preliminary analysis of the service provider and key
stakeholder interview data (n =27) suggests a need for further exploration of the knowledge
and attitudes among health care workers (HCWs) providing services to Aboriginal and Torres
Strait Islander people regarding HIV and PrEP.
QPrEPd stakeholder participants articulated that PrEP should not be placed into existing
health services and communities without understanding the current cultural and service
context. Participants suggested understanding HCWs attitudes and knowledge of HIV and
PrEP along with their experiences, both positive and negative, of providing broader sexual
health care within their communities would the primary place to start. Such understanding
would provide invaluable insight into service providers and the broader community attitudes
towards HIV and PrEP, which could then be used to guide how PrEP is promoted and
implemented in a culturally and contextually safe manner. It would also inform the
development of more appropriate professional development programs for health care
workers.

Points for Consideration
There is a need for:
 A more in-depth analysis of the QPrEPd AMS study site experiences in the next round of
stakeholder interviews.
 Social research to understand Aboriginal and Torres Strait Islander people’s HIV
vulnerability beyond the epidemiological data. Social research should include contextual
understanding of the social determinants of health influencing vulnerability, and
exploration of personal/sexual communities, gender and sexuality identities and
fluidities.
 Exploration of how additional AMSs could be supported to provide access to PrEP and
expanded sexual health HIV services, particularly given the current upward trend of new
HIV diagnosis among Aboriginal and Torres Strait Islander people.
 Exploration of the awareness and understanding of AMS staff and other Aboriginal and
Torres Strait Islander HCWs in regards to PrEP, along with their perspective on how best
to promote and implement PrEP into their communities and existing practice.
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Secondary Objective 1: Assess Acceptability of this Model of PrEP Provision
Screening and Enrolment Trends
Rolling recruitment commenced from 7 November 2016, with recruitment at individual
study sites beginning as the site-specific assessments (SSA) and training were approved by
the appropriate governance offices in the local Hospital and Health Services (HHS).
Between 1 November 2016 and 30 June 2017, 1844 screening visits were recorded in total.
Of the 1844 screening visits, 24 participants were screened twice with one participant
screened three times. A total of 1819 individuals were screened.
Of the 1844 screening occasions, 41.8% of people were screened at an S100 General Practice
(GP), 39.4% at public Sexual Health Services (SHSs), 18.5% at a community peer organisation
S100 GP and 0.3% at an Aboriginal Medical Service (AMS) (Figure 6).

Figure 6 Percentage of Total Screening Visits by Service Model (N=1844)

Of the 1844 screening occasions recorded, 97 (5.3%) did not attend an enrolment
appointment. Of the 25 participants who were screened more than once, 12 (48%) did not
attend an enrolment appointment.
Of the 1747 enrolment appointment recorded during the reporting period, 1730 (99%)
progressed to a participant being enrolled.

Previous QPrEP Participants
Fifteen (15) of the QPrEPd participants screened and enrolled to date were previously
enrolled in the original pilot QPrEP study of 50 participants. Two have moved between
different study sites since enrolling into the current expanded QPrEPd study, however, all
but the one who moved interstate are still current participants in the QPrEPd study.
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Screened and Enrolled Numerous Times
Twenty-five (n=25) participants have been re-screened and enrolled under different study ID
numbers, 23 at the same study site at a later date and two at new study sites.


Eleven (n=11) of the 25 were screened and did not return within the two week
timeframe for enrolment. As per protocol they were re-screened and allocated new
study ID Numbers
 One participant was not eligible for enrolment due to Creatinine clearance issues,
however, was eligible on re-screening three months later
 There is limited information on why the remainder exited, and re-screened and
enrolled at a later date.
Three of the 25 are no longer current active participants, including one participant who was
screened and enrolled three times under different study ID numbers. None of these
participants have completed an exit survey, so there are no data on reasons why this has
occurred. One of the participants who re-enrolled under a new study ID did complete the
exit survey at their first exit point. This participant who described PrEP as “a great resource”,
and appeared to be “Extremely positive” about their experience of the study, explained they
withdrew only as they “Didn’t feel they were at risk enough”.
Actions taken by SMT to address emerging issues
The study management team have reviewed the protocol and participants who do not
return for an enrolment appointment within the two-week period are no longer allocated a
new study ID on return, but are re-screened and continued in the study (if eligible) under
their original ID.

Participant Movement between Study Sites
Twenty-three (n=23) participants have moved between study sites within the reporting
period. Nine appear to have moved from regional study sites to the study sites within the
South East Queensland (SEQ) corner, and two regional participants have moved to new
regional locations.
The remainder have moved between study sites in their local area, particularly within the
SEQ region where:
 Four participants have moved from a GP study site to a public SHS
 Three have moved from a public SHS to a GP study site
 Four have moved from one GP to another GP.
Reasons for moving between study sites included that it was closer to home and
consultation fees. However, the lack of data recorded by the individual study sites in the
Case Report Forms made it difficult to draw any conclusions as to why participants
transferred study sites.

Exclusions Based on Screening Results
Of the 1747 who presented for their enrolment appointment, 17 (0.97%) were not enrolled
due to reasons such as:
1.
2.
3.
4.
5.
6.
7.

Diagnosed as HIV positive on screening (n=6)
Creatinine level/clearance
Late returning for enrolment appointment
Lost to contact
Change in status of sexual activity
Commenced on contraindicated medications for existing medical condition
Concerns regarding potential side effects.
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Hepatitis B Status and Vaccination at Screening
There were no participants excluded from enrolment based on a Hepatitis B Surface Antigen
Positive result.
Of the 1844 screening occasions, 51% of potential participants were unsure of their hepatitis
status, 37% had documented evidence of immunity, 2.2% were recorded as being a nonresponder, and 9.5% thought they were not immune but were willing to get their first
vaccination before the enrolment visit.
At the enrolment appointment, recorded screening results indicated the majority (70.1%)
were immune for Hepatitis B, 370 (20.1%) were not immune but had had their first Hepatitis
B vaccination before or at enrolment and 5.5% (n=101) were recorded as non-responders.

New HIV Cases Diagnosed at Screening
Six new HIV cases were diagnosed during the screening process (0.3% of total sample
screened): two at public Sexual Health Services (SHS) and four at Primary Health
Care/Community/General Practice study sites (Table 5).
All the new HIV cases diagnosed were non-Aboriginal and Torres Strait Islander males
between the ages of 30-55 years (mean age 38.5 years), living in the South East corner of
Queensland. At the screening interview, none of the newly diagnosed participants reported
experiencing HIV-related symptoms.
Three (50%) of the participants diagnosed with HIV were also diagnosed with another STI at
the time of screening: gonorrhoea (n=2) and syphilis (n=1). There have been no further
participants diagnosed with HIV during the reporting period.
Table 5 HIV Cases Diagnosed During QPrEPd Screening
Study
Age
HIV
Other
Site
Date
range Gender symptoms STI Dx
SEQ
2016 Q4 35-40
Male
No
No
SEQ
2016 Q4 40-45
Male
No
No
SEQ
2017 Q1 50-55
Male
No
Yes
SEQ
2017 Q2 30-35
Male
No
Yes
SEQ
2017 Q2 35-40
Male
No
No
SEQ
2017 Q2 30-35
Male
No
Yes
Total
6
0
3

Syphilis
No
No
Yes
No
No
No
1

Gonorrhoea
No
No
No
Pharyngeal
No
Anal
2

Chlamydia
No
No
No
No
No
No
0

Key: Q = Quarter; Dx = Diagnosed.

Comparison to Queensland HIV Notifications Data
The six new HIV cases diagnosed as part of the QPrEPd screening study visit originated from
the three SEQ HHS areas where 60.9% of newly diagnosed HIV cases in Queensland were
notified during the 2016-2017 financial year periods (Table 6).1 QPrEPd has been
implemented since November 2016.
The six new HIV cases diagnosed as part of the QPrEPd screening study visit were aged
between 30 and 55 years of age, among the age groups with the most frequent HIV
notifications as reflected in the state-wide notification data (Figure 9).
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Table 6 Newly Diagnosed HIV Notifications by HHS and Financial Year 2015/16 and 201617#
Hospital and Health Service
2015-16
2016-17
n%
Cairns and Hinterland
30 13.82%
17
8.63%
47 11.35%
Central Queensland
6
2.76%
4
2.03%
10
2.42%
Central West
1
0.46%
0
0.00%
1
0.24%
Darling Downs
11
5.07%
5
2.54%
16
3.86%
Gold Coast
40 18.43%
30 15.23%
70 16.91%
Mackay
4
1.84%
5
2.54%
9
2.17%
Metro North
53 24.42%
66 33.50%
119 28.74%
Metro South
40 18.43%
47 23.86%
87 21.01%
North West
1
0.46%
0
0.00%
1
0.24%
Sunshine Coast
6
2.76%
6
3.05%
12
2.90%
Torres and Cape
0
0.00%
3
1.52%
3
0.72%
Townsville
8
3.69%
2
1.02%
10
2.42%
West Moreton
12
5.53%
7
3.55%
19
4.59%
Wide Bay
5
2.30%
3
1.52%
8
1.93%
Interstate/ Overseas
0
0.00%
2
1.02%
2
0.48%
Total
217
197
414
#

Queensland Department of Health (22 September 2017) Notifiable Conditions System (NoCS) HIV
Notification Data provided as per request to inform the development of this report.

#Queensland Department of Health (22 September 2017) Notifiable Conditions System (NoCS) HIV Notification
Data provided as per request to inform the development of this report.

Figure 7 Notification of newly diagnosed HIV cases in Queensland FY 2016-17 by age group

Cumulative screening and enrolment numbers
Figures 7 and 8 display the cumulative screening and enrolment numbers for the reporting
period 1 November 2016 to 30 June 2017.
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Figure 8 Cumulative Screening and Enrolment Numbers

Figure 9 Monthly Active Enrolment, Exit Numbers and Cumulative Enrolment Numbers 1
November 2016 to 30 June 2017
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Points for Consideration
Overall, enrolment into QPrEPd has been rapid and steadily increased over the first six
months of the study. To date, all but one active study site, a regional SHS, have commenced
screening and enrolment of participants.
Uniquely, this SHS has reported no demand for PrEP, and there are no screened or active
enrolled participants at any of the other study sites with a postcode from this town or
surrounding area recorded.
The QPrEPd SMT have liaised with QuAC and confirmed that HIV PrEP and QPrEPd are being
advertised on geo-located apps such as Grindr that include this geographical region. The
SMT have offered additional support to the study site, which has recently had a change in
clinical nurse leadership. The SMT intend to visit the study site in November for another
training session to encourage recruitment.
At the time of this report the M&E team had not completed the stakeholder/study site M&E
interview with the study site staff, as the plan was to conduct this in conjunction with doing
the face-to-face participant interviews once enrolment commenced. However, this plan is
currently under revision with the aim of conducting an interview with the new study site
team leader and relevant staff in November, around the time the SMT is delivering the site
training.
Further exploration of the demand for PrEP in this town and the surrounding central and
western Queensland region, is needed from the perspective of the community, relevant
community-based organisations and clinicians providing services in this area.

Current Active Enrolment Numbers
As of 30 June, there were 1,679 current participants and 165 who are no longer active (Table
7).
Participants were classified as no longer active or not current if they fulfilled any of the
following criteria:
1. Had an exit visit Case Reporting Form (CRF).
2. Did not attend the enrolment study visit after screening and the screening was more
than four weeks old.
3. Had been without medication for more than three months and had not attended the
clinic in that time.
Current enrolment has reached 84% of the initial QPrEPd target of 2,000 participants.
However, this is only 26.7% of the 6,283 Queensland high-risk HIV negative gay men aged
between 16 to 69 years estimated by the Kirby Institute to be required to be on PrEP to
achieve population benefits2,3.
The Cairns Study Management Team reported the attrition rate in QPrEPd to be
approximately 10%. This equates to approximately 18 people per month withdrawing from
QPrEPd. Reasons for people withdrawing from the study will be explored later in this report
(page 63).

2017 Annual Report (No. 1) Reporting Period: 1 Nov 2016 - 30 June 2017

31 | Page

Table 7 Participants Enrolled by Study Site as of 30 June 2017
Study Site
Current
Not Current
CGP1
6
CGP2
315
GP01
52
GP02
375
GP03
221
GP04
16
GP05
2
GP06
1
SHS01
58
SHS02
144
SHS03
73
SHS04
61
SHS05
14
SHS06
71
SHS07
113
SHS08
25
SHS09
0
SHS10
11
SHS11
22
SHS12
59
SP1
40
SP2
0
Total
1679

Total
0
26
2
38
16
1
1
1
3
18
17
2
4
3
21
3
0
1
1
3
4
0
165

6
341
54
413
237
17
3
2
61
162
90
63
18
74
134
28
0
12
23
62
44
0
1844

Sociodemographic Profile of Participants
General Description
The majority of participants identified as gay and male (76% and 84.5% respectively), aged
between 20 and 39 years of age (61.4%), with higher tertiary level qualifications (52.8%),
who were born in Australia (77%), and living in the South East corner of Queensland (62.4%).
Thirty-four participants identified as Aboriginal and Torres Strait Islander (2.94%).
Please Note: Age and screening data are the only demographic details captured during the
screening process via the QPrEPd REDcap software, and accessible to the study team. The
majority of demographic data and details presented in the following section are captured
from the completed entry surveys (n=1429).
Sex
At screening, for purposes of assessing creatinine clearance levels, participants were
recorded as per their reproductive gender/sex which was determined according to their
assigned reproductive organs and hormonal function. The vast majority were recorded as
male 98.9%, with only 18 recorded as female.
Gender Identity
Participants were asked to report their gender identify on the entry survey. The majority of
the 1429 participants who completed the entry survey self-reported they identified as male
(99.3%). See page 72 for a more detailed description of self-reported gender and sexual
identity.
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Age
The majority (61.4%) of participants screened were aged between 20 and 39 years of age.
The age of the participants screened ranged from 18 years to 82 years of age (mean age = 37
years) (Figure 10).

Figure 10 Participants by Age Group at Screening
The mean age of those who are currently active participants (mean age = 35.36 years) and
those who have exited and/or been ineligible to enrol (mean age = 35.36 years) are
comparable (Figure 11). The breakdown of age by study sites suggests the mean age and
range are also comparable across the study sites (Table 8).

Figure 11 Current and Inactive/Not Eligible/Exited Participants by Age Group
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Table 8 Mean Age and Range by Study Site at Screening and Enrolment in Years
Study Site
Mean Age
Minimum Age
Maximum Age
CGP1
40
24
61
CGP2
35
19
80
GP01
36
21
69
GP02
36
18
74
GP03
38
20
70
GP04
48
27
73
GP05
46
25
34
GP06
51
51
51
SHS01
44
17
71
SHS02
36
19
77
SHS03
38
18
82
SHS04
35
19
62
SHS05
30
19
57
SHS06
36
19
69
SHS07
40
19
73
SHS08
35
20
68
SHS10
40
24
54
SHS11
35
22
63
SHS12
37
21
66
SP1
44
18
74
The spread of QPrEPd participants screened across the age groups and those who are
actively enrolled in the QPrEPd study is reflective of the age groups represented in the
notification data extracted from NoCS 22/09/2017 of newly diagnosed HIV cases in
Queensland for the 2016-17 financial year1. This suggests the study is recruiting the
appropriate target age range (Figure 9).

Education Level
The highest education level achieved by the majority of participants enrolling into QPrEPd
was a Trade/TAFE certificate (23.5%) or higher tertiary level qualification (52.8 %) (Figure
12).

Figure 12Entry Survey - Highest Education Level Achieved
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Main source of Income
On enrolment, the majority of participants were employed in a full-time capacity with a
mean gross annual income of $69,856. (Table 9).
Table 9 Entry Survey - Main source of income (n=1429)
Income Source
Full-time employment
Part-time employment
Scholarship or student allowance
Welfare benefits/pension
Superannuation or self-funded retirement
Other#
Total
#

n
944
234
38
117
30
66
1429

%
66.1%
16.4%
2.7%
8.2%
2.1%
4.6%
100%

Participant responses: Self-employed, student, Trust fund, Contract worker

Relationships and Sexual Behaviour
On enrolment, the majority of participants reported they had a regular/s partner (76.8%).
The majority also indicated that they had ‘fuck buddies’ (79.8%) and casual partners (92.5%)
(Table 10).I Just under half (41.1%) reported that they had more than 10 sexual partners in
the last six months (Table 11 and Figure 13).
Table 10 Gender Identify and Relationship of Sexual Partners (n)
Partner/s Type
#
Gender of partner/s
Regular
Fuck Buddies
Male
1150
1139
Female
41
39
Transgender man
10
16
Transgender women
8
8
Two-spirit
4
2
Genderqueer
5
4
Intersex
2
1
Prefer not to say
2
3
Other
4
7
#

Casual
1336
73
18
13
7
10
3
4
3

Participants were able to identify more than one gender identity in each partner type categories.

Table 11 Entry Survey: Sexual Partners in last 6 Months (n=1429)
Number of Partners
n
None
6
One
67
2 to 5
387
6 to 10
367
More than 10
602
Total
1429

%
0.4%
4.7%
27.1%
25.7%
42.1%
100%

I

For the purposes of this study, a regular partner was described to participants as someone with
whom they had a regular planned sexual relationship that they expected to continue in the future; a
fuck buddy was a sexual partner/s with whom they had sex regularly but did not classify as their
regular or casual partner/s; and a casual sexual partner/s referred to people with whom they had sex
with but did not expect or plan to have sex with again.
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Figure 13 Entry Survey: Sexual Partners in last Six Months (n=1429)
A small percentage of participants identified that their sex life had changed (13.7%) or
changed completely (7.3%) since starting PrEP (Table 12) with the majority (69.8%) reporting
that being on PrEP made them feel more sexually empowered.
Around a third (28.1%) of the participants were neutral about the impact of PrEP on their
sexual risk taking behaviour, however, the majority disagreed (20.3%) or strongly disagreed
(20.6%) that taking PrEP had changed their sexual risk taking behaviour (Table 13).
The vast majority (77%) reported that their number of sex partners has not increased since
starting to take PrEP.
Table 12 Sex Life Changed Since Starting PrEP
Not at all changed
Somewhat changed
Neutral
Changed
Completely changed
Total

n
274
176
249
121
65
885

%
31.0%
19.9%
28.1%
13.7%
7.3%
100.0%

n
182
180
276
150
97
885

%
20.6%
20.3%
31.2%
16.9%
11.0%
100.0%

Table 13 Taking PrEP has Changed My Sexual Risk Taking Behaviour

Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Total

Comparisons of self-reported patterns of behaviour on entry, prior to ever using PrEP, and
after three months of PrEP use suggests little change in the self-reported rates of behaviours
known to increase risk of exposure to, and acquisition of, HIV and other STIs (Table 14).
These

same

questions

will

be

asked

annually

in

the

follow-up
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Table 14 Patterns of Sexual Behaviour in the last Six Months at Entry and Three Months Survey Time Points (%)
Survey time
point
Entry
Condomless anal sex with regular
partner
3 months
Entry
Condomless anal sex with fuck buddy 3 months
Entry
Condomless anal sex with casual
partner
3 months
Condomless vaginal sex with regular Entry
partner
3 months
Entry
Condomless vaginal sex with fuck
buddy
3 months
Entry
Condomless vaginal sex with casual
partner
3 months
Entry
Sex with 2+ other people
3 months
Entry
Used recreational drugs before or
after sex
3 months
Entry
Been paid to have sex
3 months
Entry
Paid someone to have sex
3 months
Entry
Took anti-HIV medication after sex
(PEP)
3 months
Entry
Condomless sex with someone you
knew was HIV positive
3 months
Behaviours in the last 6 months

Never
Very rarely
13.8%
7.7%
13.4%
7.7%
18.3%
12.2%
21.4%
16.0%
23.0%
18.6%
25.5%
21.0%
32.8%
1.8%
23.2%
0.9%
Question not asked
23.5%
0.7%
33.6%
2.5%
23.5%
1.0%
27.9%
19.9%
34.5%
18.5%
54.4%
12.3%
49.8%
11.0%
79.8%
3.1%
62.9%
0.9%
81.0%
3.5%
64.0%
1.4%
69.3%
10.8%
62.4%
1.5%
70.5%
7.7%
57.3%
7.6%

Very
Rarely
Frequently frequently
12.7%
26.2%
23.0%
10.4%
28.1%
18.4%
16.0%
26.9%
14.0%
18.9%
25.6%
6.7%
22.3%
21.4%
10.8%
23.7%
19.3%
5.2%
2.4%
2.6%
1.8%
0.7%
0.8%
0.8%
1.0%
2.7%
1.2%
22.3%
17.6%
12.1%
8.0%
1.9%
1.5%
1.9%
0.7%
5.4%
0.6%
6.5%
7.7%
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0.7%
1.8%
0.7%
15.9%
8.5%
8.7%
4.2%
1.0%
0.9%
0.7%
0.0%
3.0%
0.5%
4.6%
4.5%

0.3%
1.3%
0.5%
5.0%
2.4%
2.8%
1.2%
0.9%
0.5%
0.1%
0.3%
1.5%
0.5%
3.0%
2.4%
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N/A
Grand Total
16.7%
1429
21.9%
885
12.7%
1428
11.4%
885
3.9%
1428
5.2%
885
58.6%
1428
73.7%
885
73.8%
58.2%
73.1%
9.1%
18.5%
9.7%
25.8%
13.2%
33.3%
12.8%
33.7%
10.0%
34.7%
7.6%
20.6%

885
1427
885
1429
885
1429
885
1429
885
1429
885
1429
885
1429
885

Previous HIV and STI Testing
On the entry survey, participants were asked to identify when they were previously tested
for HIV and other STIs, excluding the HIV and STI screening tests conducted as part of their
eligibility screening for this study. The majority had been tested for HIV and other STIs in the
previous one to six months (Table 15 and 16).
A small percentage of participants had never tested for HIV (0.9%) or other STIs (1.3%) prior
to being screened as part of the QPrEPd eligibility screening process (Figure 14 and 15).
Almost all of the 13 people who had never tested for HIV were under 29 years of age (n=11)
and only one reported having no sexual partners in the last six months. Five (38%) had only
one partner, four (31%) reported between two to five partners, and three (23%) had more
than six partners in the previous six months. Nine of the 13 participants who reported they
had never tested for HIV before had also never previously been tested for other STI.
The majority of those who had never been tested for other STIs were also under 29 years of
age (61%) and had more than six partners in the previous six months (55%).
All of the 13 participants who have never previously tested for HIV, and 17 out of the 18
(94%) who have never previously tested for other STIs, were enrolled in study sites located
in the South East Queensland (SEQ) area. The majority of both groups were born in Australia
(HIV 92.3%; Other STIs 83%).
Table 15 Entry Survey - Time since last HIV test (Excluding QPrEPd Screening) (n=1427)
Time
n
%
13
0.9%
I have never had a previous test
307
21.5%
In the last month
643
45.1%
1-3 months ago
272
19.1%
3-6 months ago
113
7.9%
7-12 months ago
46
3.2%
1-2 years ago
More than 2 years ago
33
2.3%
Total
1427
100

Figure 14 Entry Survey - Time since last HIV Test (Excluding QPrEPd Screening) (n=1427)
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Table 16 Time since last STI Test (Excluding QPrEPd Screening) (n=1427)
Time
n
I have never had a previous test
18
In the last month
300
1-6 months ago
866
7-12 months ago
143
1-2 years ago
60
More than 2 years ago
40

%
1.3%
21.0%
60.7%
10.0%
4.2%
2.8%

Figure 15 Time since last STI Test (Excluding QPrEPd Screening) (n=1427)
STI diagnosis numbers and patterns
In total there have been 589 separate STIs diagnosed among 471 participants during the
reporting period. The majority (48%) were diagnosed with an STI at the screening time point
(278 positive specimens among 216 participants). Four of the 13 participants who reported
they had never previously tested for HIV on the entry survey, and three of the 15
participants who had never previously tested for other STIs, returned a positive STI result at
the screening time point.
Table 17 comparing the number of sex partners in the previous six months of those
diagnosed with an STI (who completed the entry survey) indicates that higher percentages
of STIs were diagnosed among participants reporting higher numbers of sexual partners in
the previous six-month period.
Table 17 STI Diagnosis by Number of Sexual Partners in Previous Six Months
Number of Sexual Partners in Previous Six Months (n, %)
None
One
2 to 5
6 to 10
> 10
Total
Positive STI Result
Yes
0
6 (3.3%) 41 (22.9%) 46 (25.7%)
86 (48%)
179
No
6
61
346
321
516
1250
Total
6
67
387
367
602
1429
Comparing when entry survey participants diagnosed with an STI reported having their last
HIV (Table 18) and STI (Table 19) tests, prior to the QPrEPd screening test, indicated that
most STIs were diagnosed among those who test three to six monthly.
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This suggests that, while higher rates of STIs were diagnosed among participants with higher
numbers of partners, this group had tested within the according to the STIGMA guidelines
optimal time frame recommended for their pattern of sexual behaviour4.
Table 18 STI Diagnosis by Previous HIV Testing History Reported on Entry Survey
Previous HIV Test
Positive
In the
1-3
3-6
7-12
1-2
>2
Never
STI
last
months months months
years
years
had a
Result
month
ago
ago
ago
ago
ago
HIV test
Yes
26
83
44
10 8 (3.7%) 4 (1.8%) 4 (1.8%)
(12%) (38.4%) (20.4%)
(4.6%)
No
281
559
228
103
38
29
9
Total
307
642
272
113
46
33
13
Table 19 STI Diagnosis by Previous STI Testing History Reported on Entry Survey
Previous STI Test
Positive
In the
1-6
7-12
Never
STI
last
months
months 1-2 years > 2 years
had a
Result
month
ago
ago
ago
ago
HIV test
Yes
30
121
15
8
2
3
(13.9%)
(56%)
(6.9%)
(3.7%)
(0.9%)
(1.4%)
No
270
744
128
52
38
15
Total
300
865
143
60
40
18

Total
216
1528
1744

Total
216
1528
1744

At the first three-monthly follow up clinical visit, there were 161 STIs diagnosed among 130
participants, representing 12.2% of the total participants attending their three-monthly
clinical visit. Of the 884 participants who completed the three-month survey, 23.2% selfreported being diagnosed with an STI since taking PrEP. Table 20 cross tabulates those who
reported on the three-month survey that they had increased their number of sex partners
since taking PrEP with those diagnosed with an STI at this study time point.
It should be noted that data on STI testing and diagnoses are not collected from QPrEPd
participants between their scheduled three-monthly follow-up clinical study visits.
Table 20 Cross Tabulation STI Diagnosis with Increased Sex Partners since taking PrEP
Increased Number of Partners Since Taking PrEP
Yes
No
Total
Yes
21
79
100
Positive STI at 3 Month Visit
No
171
566
737
Total
192
645
837
Table 21 outlines the STI diagnosed by anatomical site and study visit timelines. The majority
of chlamydia diagnosed has originated from anal swabs (n=164) and for gonorrhoea
pharyngeal swabs (n=125) (Table21).
Comparison of STIs diagnosed by anatomical site (Table 21 and Figure 16) and study sites
(Figure 17) at each of the study visit time points suggests that the number of STIs being
diagnosed are decreasing at each visit. However, a different story emerges when
comparisons are made by the percentage of participants diagnosed with an STI at each of
the study visit time point verses the count, as displayed in Table 22.
At the first three-month clinical visit, 13 of the study sites had seen a decrease or no change
in the percentage of participants diagnosed with an STI compared to the screening visit.
However, at the six-month visit, STI rates had increased in comparison to the three-month
rates and in some cases the screening visit at a number of the study sites.
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Numbers were relatively small at the six-month clinical visit at the time of this report, so it is
too early to draw conclusions about the STI trends.
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Table 21 STI and HIV Diagnoses at each Study Site Visit Time Point (n)
Another
Study Visits
Result
HIV
STI Dx
Syphilis GN-Ur
Negative
Screening
/Enrolment
(enr)

1 Month CRF

3 Month CRF

CT-A

GN-U

CT-U

GN-P

Total
Dx

CT-P

1531

1711

1739

1706

1701

1671

1746

1747

1686

1738

6

216

36

8

41

46

76

1

0

61

9

1747

1744

1747

1747

1747

1747

1747

1747

1747

1747

1747

97

97

97

97

97

97

97

97

97

97

97

Total Screened

1844

1844

1844

1844

1844

1844

1844

1844

1844

1844

1844

Negative

1088

1035

1481

1489

1481

1482

1480

1496

1495

1482

1494

0

71

15

7

15

14

16

0

1

14

2

Total screened

1088

1106

1496

1496

1496

1496

1496

1496

1496

1496

1496

Negative

1066

935

1100

1116

1097

1091

1073

1117

1118

1081

1117

0

130

19

3

22

28

46

2

1

38

2

1066

1065

1119

1119

1119

1119

1119

1119

1119

1119

1119

426

372

446

451

447

444

427

452

453

441

450

0

54

7

2

6

9

26

1

0

12

3

426

426

453

453

453

453

453

453

1453

453

453

Negative

3

3

3

3

3

3

3

3

3

3

3

Positive

0

0

0

0

0

0

0

0

0

0

0

Total screened

3

3

3

3

3

3

3

3

3

3

3

6

471

77

20

84

97

164

4

125

125

16

Positive
Total seen at enr
DNA enr

Positive

Positive
Negative
Positive
Total screened

9 Month CRF

GN-A

1738

Total screened
6 Month CRF

CT-Ur

Total STI Diagnosed

Key: Dx = Diagnosed; Ur = urine; A = anal; U = urethral; P=pharyngeal.
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278

84

161

66

0
589

Figure 16 Frequency of STIs Diagnosed during QPrEPd Screening and Follow-up Screening Time Points by Total and Anatomical Site Screened (n)
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Figure 17 Frequency of STIs Diagnosed During QPrEPd Screening and Follow-up Screening Time Points (n)
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Table 22 Number of STIs Diagnosed (Dx) by Study Site and the Percentage of Total Participants Attending at Each Study Screening Time Point (n)
Screening
1 Month
3 Month
6 Month
9 Month
Exit
STI
STI
STI
STI
STI
STI
Study Site
n
%
n
%
n
%
n
%
n
%
n
Dx
Dx
Dx
Dx
Dx
Dx
CGP1
2
6
33%
0
2
0%
0
0
0%
0
0
0
0
0
0
CGP2
20
341
6%
20
308
6%
27
251
11%
12
111
11%
0
3
0%
0
5
GP01
6
54
11%
0
43
0%
2
29
7%
2
12
17%
0
0
0
0
GP02
63
413
15%
3
325
1%
22
244
9%
13
130
10%
0
0
0
33
GP03
15
237
6%
4
201
2%
19
159
12%
13
81
16%
0
0
0
9
GP04
2
17
12%
0
15
0%
1
13
8%
0
9
0%
0
0
0
0
GP05
0
3
0%
0
3
0%
0
2
0%
0
0
0
0
0
1
GP06
0
2
0%
0
1
0%
0
1
0%
0
0
0
0
0
0
SHS01
12
61
20%
11
52
21%
6
43
14%
2
13
15%
0
0
0
0
SHS02
17
162
10%
6
134
4%
18
94
19%
3
16
19%
0
0
1
13
SHS03
14
90
16%
1
65
2%
9
50
18%
0
13
0%
0
0
0
15
SHS04
14
63
22%
4
54
7%
8
39
21%
0
8
0%
0
0
0
2
SHS05
4
18
22%
0
9
0%
0
4
0%
0
0
0
0
0
4
SHS06
10
74
14%
3
49
6%
6
20
30%
0
0
0
0
0
2
SHS07
16
134
12%
13
100
13%
7
64
11%
2
23
9%
0
0
0
4
SHS08
5
28
18%
1
21
5%
0
11
0%
1
6
17%
0
0
0
3
SHS10
2
12
17%
0
11
0%
1
9
11%
0
0
0
0
0
1
SHS11
4
23
17%
1
17
6%
1
13
8%
1
2
50%
0
0
0
0
SHS12
6
62
10%
4
52
8%
2
48
4%
4
22
18%
0
0
0
1
SP1
4
44
9%
0
34
0%
1
25
4%
1
7
14%
0
0
0
1
Total
216 1844
12%
71 1496
5%
130 1119
12%
54
453
12%
0
3
0%
1
94
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%
0%
0%
0%
0%

8%
0%
0%
0%
0%
0%
0%
0%
0%
0%
1%

Issues for consideration
Participants and stakeholders interviewed have expressed concern about the impact PrEP
may have on the frequency of condomless sex and STI incidence. Increased condomless sex
has been reported in some PrEP demonstration studies, along with increased incidence of
STIs being diagnosed.5-7 However, other studies have reported no change in patterns of
sexual behaviour, or even a modest decrease in the number of partners over time. This is
supported by a recent modelling study which concludes that scaling up access to PrEP in
conjunction with regular STI testing and treatment and other prevention strategies will
result in a significant decline in STI incidence.8
QPrEPd participants reported that PrEP use had not changed their sexual risk taking
behaviour within the first three months of study implementation. However, with only seven
months of data collected to date this requires ongoing monitoring before any conclusions
can be drawn about the impact of PrEP use on STIs and sexual risk taking behaviour in the
Queensland context.
Some study sites reported that QPrEPd has drawn in new clients and increased testing
among many of their existing clients. This increased engagement with care created by
attending a study site every three months has increased STI testing opportunities within the
study cohort. This not only allows for early STI detection and treatment but also the
implementation of other ongoing primary prevention strategies.
Preliminary analysis of interviews with participants highlighted gaps in screening among
participants testing at a non-sexual health specialist GP practice prior to study enrolment,
with several commenting that while they have been testing regularly with a GP “thinking
they were doing the right thing”, they have only ever been screening via serology and urine
collection.
‘So I'd been tested before at a GP's… blood test, urine sample.. but no rectal
swabs or oral...’(25)
This finding suggests that STI cases may have been missed among this high-risk priority
population, due to sub-optimal sample collection procedures. Further exploration of this
issue is needed to see if there is any association with the rates of STIs diagnosed during
QPrEPd screening processes. Consideration of what can be done to improve non-sexual
health specialist GPs’ level of knowledge and practice for comprehensive sexual health
screening is also required.

Recruitment - How did People Hear about QPrEPd?
The majority of participants completing the entry survey reported hearing about the QPrEPd
study from a friend (26.12%) or their regular doctor or nurse (26.12%) (Table 23). Sex
partners were also identified in the survey open text areas as a primary means of hearing
about QPrEPd.
”my fuckbuddy’

‘a guy I hooked up with on Grindr”

”Someone myself and somebody else fucked without a condom notified me he
had chlamydia, told me to get tested…and also told me about the trial!”
PrEP listed on people’s dating site profiles such as Grindr, and pop up advertising about PrEP
have emerged as a common theme on how people heard about PrEP. In-depth interviews
with participants have highlighted this theme. However, few participants discussed seeing
something specific about the QPrEPd study on dating apps or online dating sites.
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Table 23 Entry Survey – Heard about QPrEPd (n=1424)
Study Information
My regular Doctor or nurse
Another Doctor or nurse
Friend/s
HIV organisation/s
Media/advertisement
Partner
Online
Other#
Total

n
315
131
372
180
135
47
183
61
1424

%
22.12%
9.20%
26.12%
12.64%
9.48%
3.30%
12.85%
4.28%
100%

# Other included: SHS staff ‘at my regular sexual health check-up’, RAPID Program, relatives, flyers and
gay magazines, PrEP mentioned on hook up App profiles such as Grindr, Scruff, Squirt.

Comfort Talking about PrEP
On the whole, respondents reported being quite comfortable and willing to talk to a wide
range of people about taking PrEP (Table 24). Young regional men who previously had not
been active in the gay community or considered the need or responsibility to advocate for
GSM issues described a sense of community responsibility to promote PrEP and share their
PrEP experiences with friends and sexual partners.
Table 24 With whom do you Discuss Taking PrEP (n=886)
Only your regular sexual partner/s
Casual partner/s
Friends
No-one
Family
Other #

n
577
659
633
30
229
33

%
65.1%
74.4%
71.4%
3.4%
25.8%
3.7%

#

Other included: ‘Anyone I think falls into the 'at risk' groups and would benefit from the
protection’; ‘Everyone’; ‘Whoever asks’; ‘Only people who ask’; Social media; Online profiles: e.g.
Grindr, Hornet etc.; Sex work clients; Work colleagues; GP Health professionals; Psychologist.

Reasons for Attending Study Site
Most of the entry survey respondents reported attending the study site where they were
screened and enrolled solely for the purpose of accessing PrEP (45.37%), or enrolling into
QPrEPd (17.13%) (Table 25).
Over a third (37.1%) of the entry survey participants had attended the study site where they
enrolled for more than one year prior to screening for QPrEPd. However, 32.72% (n = 466) of
participants reported that their screening visit for QPrEPd was their first ever visit to their
enrolling study site (Table 26).
Eleven of the 13 participants who reported they had never had a test for HIV prior to
screening for QPrEPd were among this group of first ever service visitors.
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Table 25 Reason for Attending the Study Site Today (n=1424)
Time
Accessing PrEP
Accessing this study
Routine sexual health check
Other medical condition
Other# (PEP)
Total

n
646
244
458
11
65
1424

%
45.37%
17.13%
32.16%
0.77%
4.56%
100%

Table 26 Length of Time Attending Study Site Prior to QPrEPd (n=1424)
Time
First ever visit to this clinic
Less than 6 months
Between 6 and 12 months
Between 1 and 3 years
More than 3 years
Total

n
466
242
179
286
251
1424

%
32.72%
16.99%
12.57%
20.08%
17.63%
100%

The LGBTI friendliness and experience of the service was a common theme emerging from
both the interviews and the open text question on the entry survey as to why participants
chose their study site. This was evident in the entry survey open ended text question.
”sex positive and queer friendly space - made me feel normal”
“Because the Dr is non-judgemental and a supporter of the LGBTI community”
”I'd been researching bulk billing GPs…in Brisbane that are gay friendly, since I
didn't want to go to my family doctor for my sexual health related needs.”

Satisfaction with Study Site
Most of the participants described that the study was completely explained by the study site
staff at their screening and enrolment visits (85.6%), and that the study doctors were not
judgemental about taking PrEP (94.2%). At the screening/entry visit, the majority of enrolling
participants were also not at all embarrassed (54%) to talk to their study doctor about not
using condoms (Figure 19).
The majority reported being completely comfortable talking to their study doctor about sex
(63.41%), completely at ease talking about PrEP (83.08%) at enrolment, and that the study
doctor listened completely to them (83.08%). Results suggested that the participants had
slightly higher levels of comfort and ease talking to their study doctor at the three-month
visit (Table 27).

2017 Annual Report (No. 1) Reporting Period: 1 Nov 2016 - 30 June 2017

48 | Page

Figure 18 Embarrassment Talking about Not Using Condoms with Study Doctor (%)
(n=1424)
Table 27 Service Satisfaction at Entry and 3 Month Time Points
Comfort talking to
Not at all comfortable
Completely comfortable
the study doctor
Entry
0.42%
1.90%
8.57%
25.70%
63.41%
about sex
3 Month
0.68%
0.68%
7.11%
18.96%
72.57%
Study doctor’s
Not at all familiar
Completely familiar
familiarity with
Entry
24.02%
10.46%
18.26%
18.82%
28.44%
medical history
3 months
14.33%
9.82%
23.14%
18.96%
33.75%
Not at all
Completely
Did the doctor
Entry
0.14%
0.63%
3.65%
12.50%
83.08%
listen to you?
3 months
0.11%
0.68%
3.73%
10.73%
84.75%
Not at all easy
Completely easy
Ease talking to the
Entry
0.42%
0.77%
3.93%
11.24%
83.64%
doctor about PrEP
3 months
0.23%
0.00%
2.37%
7.56%
89.84%
Extremely negative
Extremely positive
Study visit
Entry
0.00%
0.14%
3.58%
16.15%
80.13%
experience
3 months
0.00%
0.34%
2.15%
15.48%
82.03%
Extremely unlikely
Extremely likely
Likelihood to
Entry
0.49%
0.56%
2.60%
12.22%
84.13%
remain in the study
3 months
1.02%
0.45%
2.26%
9.83%
86.44%
Comfort attending
Extremely uncomfortable
Extremely comfortable
the study doctor
Entry
1.47%
0.70%
6.11%
15.59%
76.12%
every 3 months
3 months
0.68%
1.02%
5.08%
14.46%
78.76%
Three monthly STI
Strongly disagree
Strongly Agree
checks are needed Entry
1.47%
1.05%
5.48%
11.80%
80.20%
while taking PrEP
3 months
1.24%
1.13%
5.54%
10.28%
81.81%
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The requirement to attend for three-monthly study visits and have three-monthly STI
screens was totally acceptable to the majority of respondents and this had not changed at
the three-month point (Table 27). At both the entry and three-month visit, the majority of
respondents reported being extremely positive about their study visit experience
(82.03%)and that it was extremely likely they would remain in the study (86.44%).
The majority of respondents reported they were travelling less than 10km to the study site
(64.4%) and that they found the study site location extremely convenient at screening and
enrolment (50.1%) (Table 28).
There appeared to be little change in the level of location convenience at the three-month
time point. However, the percentage of people travelling more than 100km to a study site
had slightly increased at the three month time point (Table 28 and Figure 19).
Table 28 Distance Travelled to Attend Study Visits
Distance
Under 10 km
10-50 km
50-100 km
More than 100 km
Total

Entry
n
%
917 64.40%
423 29.71%
45
3.16%
39
2.74%
1424
100%

3 Month
n
%
576 65.01%
247 27.88%
34
3.84%
29
3.27%
886
100%

Figure 19 Convenience of Study Site Location (%) (n=1424)
Nineteen of the 23 participants who moved between study sites within the reporting period
completed the three-month survey, and there was no change in their reported level of
convenience between their original study site and the new study site or the level of comfort
talking to the new study site doctor.
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Secondary Objective 2: Assess Factors Associated with PrEP Use including Patterns
of Use, Adherence, Withdrawal and Side-Effects, and Exiting Participant Profile
Factors Influencing Decisions to Take PrEP
The majority (44%) of the participants who completed the entry survey reported that they
self-identified the need for PrEP and independently found a study site, or were referred by
friends (20.4%). A smaller proportion had the study suggested by their regular doctor or
nurse who was involved with QPrEPd (16%); by another doctor or nurse not involved with
the study (3.2%); or sought out the study based on online information (5%),
media/advertising (2.3%), or from an HIV organisation (2.2%). Preliminary findings from
interviews with participants suggested that people heard about PrEP through ads seen on
Grindr and ENDHIV convenience advertising and billboards.
The following Table 29 outlines the factors that influenced entry survey respondents’
decisions to take PrEP. The majority of participants reported wanting to do everything
possible to prevent HIV (59.7%) and wanting to have condomless sex without fear (38.3%) as
the two strongest influences for taking PrEP. Partners, doctors and guilt of not taking PrEP
appeared to have little influence on participant’s decision making.
Table 29 Factors that Influenced Participants’ Decisions to Take PrEP (%)

Influence
Some

Neutral

Strong

Very
Strongly

0.3%

1.5%

1.8%

14.1%

59.7%

0.1%

10.9%

13.4%

11.9%

23.9%

38.3%

1.5%

3.3%

5.5%

19.9%

32.3%

37.9%

1%

16.2%

13.4%

14.1%

22.5%

30.8%

3%

12.6%

17.7%

16.3%

25.9%

29.9%

1.5%

3.2%

14.4%

18.9%

35.8%

27.6%

0.3%

I don’t like condoms

17.4%

13.7%

17.7%

25.4%

24%

1.8%

I don’t regularly use condoms

20.1%

20.1%

20.4%

20.4%

15.2%

3.9%

My doctor advised it

11.6%

4.3%

10.1%

11.1%

6.5%

56.3%

My partner wants me to take PrEP

15.1%

2.8%

6.9%

6.4%

6%

62.9%

My partner is HIV positive

12.6%

0.4%

1.9%

1.1%

5.5%

78.9%

I feel guilty not taking PrEP
51%
I did not feel confident to say ‘no’ to
the Doctor
52.6%
My partner is HIV positive and we are
trying to get pregnant
13%

8.7%

15.7%

6.9%

5.1%

12.5%

3%

7.2%

1.1%

1.8%

34.3%

0%

1.7%

0.1%

0.4%

84.8%

Question
I want to do everything possible to
prevent getting HIV
I want to have condomless sex
without fear
I needed more HIV prevention
options
I want to have condomless sex
without feeling guilty
I want to have sex without condoms
I am at risk of getting HIV

No
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Perceptions of HIV Risk
Participants were asked on the entry survey to rate how they perceived their level of risk
before joining the study and now that they are using PrEP. There has been a shift on
perceptions of risk with the majority (54%) reporting they were somewhat at risk prior to
commencing on PrEP to thinking they were at minimal risk (63.3%) now they are taking PrEP
(Table 30).
Table 30 Perceptions of HIV Risk (%)
Not at
Question
risk
Your risk of getting HIV
before joining the study
3.4%
Your risk of getting HIV
when you are using PrEP
16.4%

Minimal
risk

Neutral

Somewhat
at risk

Extremely
at risk

19.4%

11%

54%

12.2%

63.3%

11.3%

8.6%

0.4%

Attitudes and Beliefs about PrEP
Participants were asked to report on how much they agreed or disagreed on a range of
questions about taking PrEP and being part of the QPrEPd study. The vast majority strongly
agree or agree that PrEP is effective in preventing HIV infection (51.7%; 45.4%) and will help
stop the spread of HIV (57.2%; 34%). Most strongly agree (21.1%) or agree (50.8%) that PrEP
means people will have more sexual freedom, and while many think it will make people less
responsible (8.7% strongly agree, 40.4% agree), 59.7% strongly disagree/disagree that PrEP
means condoms are not as important anymore (Table 31).
Table 31 Attitudes and Beliefs about PrEP (%)
Strongly
Q20 Attitudes about PrEP
disagree
PrEP means condoms are not as
important anymore
27.6%
PrEP will make people less
responsible
11.8%
PrEP should only be provided to
people who are at highest risk for
HIV
48.5%
PrEP should be provided free of
charge
2.7%
PrEP should only be given to people
who are unable to make their
partners use condoms
66.0%
Condoms are more effective than
PrEP
11.7%
More research needs to be done to
show if PrEP works
12.5%
PrEP is effective in preventing HIV
infection
1.3%
HIV drugs should only be taken by
people who are HIV positive
65.1%
People who want PrEP should pay for
it themselves
53.6%
PrEP means people will have more
sexual freedom
3.3%
PrEP will help stop the spread of HIV
1.4%

Agree

Strongly
agree

Disagree

Neutral

32.1%

14.2%

22.1%

4.0%

19.2%

19.9%

40.4%

8.7%

23.7%

14.1%

9.7%

4.0%

6.9%

11.6%

27.2%

51.7%

16.7%

10.8%

3.6%

2.9%

20.7%

34.1%

23.8%

9.7%

16.8%

31.4%

27.0%

12.3%

1.8%

11.6%

45.4%

39.9%

19.1%

10.4%

2.8%

2.5%

22.8%

14.6%

7.7%

1.3%

6.5%
2.5%

18.3%
5.0%

50.8%
34.0%

21.1%
57.2%
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Almost all were in agreement that they were comfortable taking PrEP to prevent getting HIV
(96.2%) and willing taking a pill every day to prevent themselves from getting HIV (97.8%)
(Table 32). The responders were evenly spread across the scale in regards to being worried
about taking PrEP on an ongoing basis and side effects of PrEP drugs and in regards to
whether they would be less likely to use condoms while taking PrEP or have condomless sex
more often because now they were taking PrEP.
Table 32 Attitudes and Beliefs to taking PrEP (%)
Strongly
Q21 Attitudes to taking PrEP
disagree Disagree
I am comfortable taking PrEP to
prevent getting HIV
0.3%
1.0%
I am willing to take a pill every day
to prevent me getting HIV
0.4%
0.3%
I would be willing to pay for PrEP
5.4%
14.7%
I am worried about taking PrEP on
an ongoing basis
18.3%
28.3%
I am worried about the side effects
of PrEP drugs
14.2%
24.4%
I am likely to also use condoms
while I am taking PrEP
5.5%
13.3%
I am less likely to use condoms
while taking PrEP
11.2%
25.7%
I will have condomless sex more
often because now I am taking
PrEP
13.4%
22.9%

Neutral

Agree

Strongly
agree

2.5%

32.0%

64.2%

1.5%
30.2%

26.3%
37.8%

71.5%
11.9%

28.5%

20.8%

4.1%

26.8%

28.5%

6.1%

27.2%

39.8%

14.1%

26.5%

30.5%

6.1%

28.4%

27.5%

7.8%

One QPrEP participant described their feelings about PrEP on their entry survey as:
“I can live without fear, I can love without fear and I can fuck without fear…….PrEP is a
revolution and will help heal a fractured GLBTI community which was fractured by the AIDS
Crisis. It gives people options and hopefully stigma about HIV will disappear where it won’t
matter if you’re HIV positive or negative.” and “It [PrEP] empowers me and I’m not fearful of
sex anymore and I can have the sex I want without the fear and anxiety”.
However, the participant suggested that the study:
“Needs more counselling and mental health involvement e.g. for people with
sex addiction and substance abuse problems and re-access if people should be
on PrEP”

Willingness to Pay for PrEP
The majority also strongly agree (39.9%) or agree (27.2%) that PrEP should be provided free
of charge and disagree/strongly disagree (76.4%) that people who want PrEP should pay for
it themselves (Table 32). However, 49.7% strongly agree or agree that they would be willing
to pay for PrEP (Table 32).
Those exiting the study who completed an exit survey (n = 37) were asked if they would be
willing to pay for PrEP, along with how much they would be willing to pay and what they
thought about PrEP being included on the Pharmaceutical Benefits Scheme (PBS). Similar to
the entry survey findings, 52.8% of exiting participants reported they were willing to pay for
PrEP, with the majority reporting that it should be less than AUD$20 to $50 per month
(mean AUD$60.29/month; range $0 to $400) (Table 33). All were in agreement that PrEP
should be on the PBS.
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Table 33 Exit Survey - AUD$ Amount/Month Willing to Pay for PrEP (n=28)
Amount Willing to Pay/ Month
n
AUD$0 to $20
12
AUD$20 to $50
9
AUD$50 to $100
3
More than AUDS$100
4
Total
28

%
43.0%
32.2%
10.7%
14.3%
100.0%

PrEP Use Prior to QPrEPd
Just over a third (34.9%) of the 1426 participants who completed the entry survey reported
they had taken PrEP prior to enrolling into the QPrEPd study. Table 34 provides a breakdown
of participants previously taking PrEP by study site. The three study sites with the highest
percentage of participants reporting previous PrEP use were also the three sites with the
highest number of QPrEPd participants.
Of the 497 participants who had previously taken PrEP, 79.9% reported taking it
continuously since commencing either importing from overseas or on other PrEP study,
including the original QPrEP Demonstration study and VicPrEP.
Participants described their patterns of prior PrEP use in open text. Some reported taking it
intermittently “On and off for 6 months“ or event related “I took 1 month of PEP as PrEP at
most prolific Brisbane Conservation Park Beat”.
Reasons given for previously taking PrEP also suggested that there may have been some
possible confusion with PEP: “After a condom broke during sex with a HIV+ person” and
“Ages ago twice on exposure”.
Table 34 Participants Previously on PrEP by Study Site
On PrEP Previously
Study Sites
n
CGP1
1
CGP2
111
GP01
9
GP02
93
GP03
90
GP05
0
GP06
0
SHS01
11
SHS02
32
SHS03
14
SHS04
18
SHS05
4
SHS06
30
SHS07
39
SHS08
7
SHS10
2
SHS11
5
SHS12
18
SP1
8
Total
492

2017 Annual Report (No. 1) Reporting Period: 1 Nov 2016 - 30 June 2017

%
0.2%
22.6%
1.8%
18.9%
18.3%
0.0%
0.0%
2.2%
6.5%
2.8%
3.7%
0.8%
6.1%
7.9%
1.4%
0.4%
1.0%
3.7%
1.6%
100.0%
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PrEP Use among QPrEPd Participants at Three-Month Survey Time Point
Experiences of taking PrEP
The majority of participants reported taking PrEP in the early morning (52.6%) or in the
evening (19.4%) (Figure 20). The majority also reported they were not at all variable (34.3%)
or only slightly variable (48.9%) in what time they took their PrEP pills each day (Table 35),
and considered themselves extremely regular (68.6%) in their PrEP taking pattern (Table 36).

Figure 20 Time of Day that PrEP is Usually Taken (n=886)

Table 35 Variability of Pill Taking each Month
Variability of when taking PrEP
Not at all variable
Slightly variable
Neutral
Variable
Extremely variable
Total

n
304
433
109
24
16
886

%
34.3%
48.9%
12.3%
2.7%
1.8%
100%

Table 36 Pattern of Pill Taking
Pattern
Extremely regular
Regular
Neutral
Irregular
Extremely irregular
Total

n
608
231
39
6
2
886

%
68.6%
26.1%
4.4%
0.7%
0.2%
100%

The majority of respondents found PrEP completely acceptable (85.8%) (Table 37) and were
completely comfortable taking their PrEP (79.9%) (Table 38). There was also an overarching
acceptance of the taste, colour, size and packaging of PrEP (Figure 21).
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Table 37 Level of PrEP Acceptability
Level of Acceptability
Completely acceptable
Acceptable
Neutral
Unacceptable
Extremely unacceptable
Total

n
758
101
19
1
4
886

%
85.8
11.4
2.2
0.1
0.5
100

Table 38 Level of Comfort Taking PrEP
Level of Comfort
Completely comfortable
Comfortable
Neutral
Uncomfortable
Completely uncomfortable
Total

n
708
129
39
5
5
886

%
79.9
14.6
4.4
0.6
0.6
100

Figure 21 Acceptability of Pill Characteristics (n=886)

Intentional Pill Breaks
Only 67 of the 886 (7.6%) participants who completed the three-month survey reported
taking an intentional break from their PrEP since their last study visit. Of these, the majority
did so only once (50.7%) or twice (25.4%) (Table 39).
Table 40 outlines the length of time respondents took intentional pill breaks since their last
study visit, including two who report stopping their PrEP completely. Twelve of the 67
(17.9%) reported having sex without condoms during the period they were intentionally not
taking their PrEP. There were no data collected about reasons why.
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Table 39 Frequency of Intentional Pill Breaks
Once
Twice
Three time
More than three time
Total

n
34
17
7
9
67

%
50.7%
25.4%
10.4%
13.4%
100

n
18
21
15
11
2
67

%
26.9%
31.3%
22.4%
16.4%
3.0%
100

Table 40 Length of Intentional Pill Breaks
Less than 3 days
3-7 days
7-14 days
>14 days
Stopped completely and have not started again
Total

The four most commonly chosen reasons for taking an intentional break were: not having
sex; not feeling well; side-effects; and only using the pills intermittently when I know I am
going to have sex (Table 41).
Table 41 Reasons for taking an Intentional Break
Reason for Intentional Break
Not having sex
Not feeling well
Had side-effects from taking them
Only use the pills intermittently when I know I am going to have sex
Worried about interactions with other drugs
Ran out of pills
Confident my sex partner(s) was not HIV positive
Wanted to save the pills for another time
Using condoms
Lost my pills
Gave my pills away to someone else
Other#
#
Other reasons for taking an intentional break included:
1. “I normally miss Saturday night because of working night shift”
2. “I now have a partner”; “I started dating a guy”
3. Traveling: “Found it too hard to do”, “didn't expect to be having sex”
4. Medical reasons: Surgery, Diagnosed with MS, and advised to stop taking Prep
5. Funeral.

n
20
20
10
6
5
4
4
3
1
0
0
16

When asked if they preferred to use intermittent PrEP rather than continuous daily doses,
the majority of the 67 respondents who took an intentional break strongly disagreed (34.4%)
or disagreed (17.9%) (Table 42).
Table 42 Prefer Intermittent PrEP compared to Continuous Daily Doses
Strongly Disagree
Somewhat Disagree
Neutral
Somewhat Agree
Strongly Agree
Total
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n
23
12
24
4
4
67

%
34.3%
17.9%
35.8%
6.0%
6.0%
100.0%
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Missed Pill Experiences
The majority (77.5%) of the three-month survey respondents reported that they did not miss
a pill dose in the previous seven days (Table 43). Looking longer term at pills missed,
respondents reported missing between one to 30 doses in the previous month (mean doses
missed = 1.5) (Figure 22).
The main reasons reported for missing a dose are outlined in Table 44 with the main reasons
being: forgot; change of routine; and being away from home.
Table 43 Pill Doses Missed in Last Seven Days (n=883)
Days Missed
0
1
2
3
% of Participants
77.5% 16.6%
3.2%
0.6%

4
0.3%

5
0.2%

6
0.3%

7
1.7%

Figure 22 Doses Missed in the last 30 Days
Table 44 Reasons for Missing Pills (n = 464)
Reason for Missing Pills
n
I forgot
241
My daily routine changed
167
I was away from home
123
I was too busy
55
I was really tired
40
I wanted to save the pills for another time
8
I ran out of pills
7
I did not want other people to see me taking pills
5
I lost my pills
4
I had trouble getting a refill
2
I gave my pills away
0
I was worried about what people would say
0
#
Other
35
#
Other reasons for missing a pill included:
1. “I now have a partner”; “I wasn't having sex”
2. A combination of busy & constantly changing schedule
3. Travelling: different schedule, different time zones, didn’t take enough pills, lost luggage
4. Illness: Food poisoning, Flu, Nausea & Diarrhoea
5. Side effects: To reduce side effects, interaction with other drugs
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A small proportion (5%) of respondents also reported stopping PrEP since their last visit for a
range of reasons (Table 45).
Table 45 Reasons for Stopping PrEP since Last Study Visit (n=44)
Reason for Stopping PrEP since last Study Visit
n
I was worried about interactions with other drugs
5
I was not feeling well
8
I thought it would make me feel sick
1
I had side-effects from taking them
4
I was stressed/anxious
6
I felt depressed/overwhelmed
4
I don’t believe the drugs protect me from HIV
0
I was not having sex
15
I was using condoms
0
I was confident my sex partner was not HIV positive
3
#
Other
13
#
Other reasons for stopping PrEP since last study visit included: I now have a partner; and
ran out of pills.
A small proportion (3.6%) of respondents also reported sharing their PrEP pills or giving
them away to someone else. One of the 32 respondents who reported sharing pills indicated
that they gave all of their supply away. The remaining 31 reported sharing only a few pills,
and generally only with one person (87.5%), who was either their regular partner (n=9) or a
friend (n = 12). Below is a range of open text reasons for sharing pills:
“Friend is HIV positive and ran out of pills for 2 days. I gave him two pills to, at
least, compensate the Truvada.”
“A friend was visiting for the night and forgot his PrEP, he is not a sexual
partner just a friend, so I gave him one of my pills so that he didn’t miss a day.”
“Casual sex partner was out of town and was about to miss one pill.”
“Gave them to friends one night at a social gathering (drinks) because didn't
have access…..we regularly do this if one or more in the group is going to miss
their dose that day. We repay back each time.”
“A friend could not get to clinic on time…I loaned him the pills and he replaced
them when he got his next batch.”
“He had miss located his bottle of pills & returned the pill he used once he
relocated as we were overseas together at the time.”
“He left his at home on a two night holiday.”
“He was admitted to the program. His tests were clear but there was a two
week wait to collect the drugs.”
“I didn't want my partner to miss a day when he left his medication at home. I
gave him one of mine to keep up with his doses, then he gave me one of his
later to balance it all out again.”
“One guy was waiting for his pills to arrive from India so I gave him five pills.
Another guy was waiting to get a PrEP script and needed some.”
“We are both on the trial, so we use whoever's bottle is available, especially if
we go away we just take one bottle.”
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Side-Effects and Severity
The majority of the three-month survey respondents reported that they experienced no side
effects from PrEP use (67.9%) (Table 46). Among those who reported some side effects
(n=281), the majority reported that they were not at all severe (40.2%) or only somewhat
severe (41.6%) (Table 47).
Table 46 Frequency of Side Effects Reported on Three-Month Survey
Side Effects
None of the time
Some of the time
Neutral
Most of the time
All of the time
Total

n
602
207
54
13
10
886

%
67.9
23.4
6.1
1.5
1.1
100

Table 47 Severity of Side Effects Reported on Three-Month Survey
Side Effects
Not at all severe
Somewhat severe
Neutral
Severe
Extremely severe
Total

n
113
117
39
9
3
281

%
40.2
41.6
13.9
3.2
1.1
100.0

Side effects were reported at each follow-up consultation on the REDcap Case Reporting
Form as a Yes/No response (Figure 23), and via a free text area which allowed the clinicians
to enter the participant’s description of any side effects. The rate of side effect occurrence
appeared to reduce at each consecutive consultation time point. However, it is important to
note that the number of participants who had reached the six-month time point was
relatively small at the time of this report. The open-ended responses also suggested
reducing severity of side effects at consecutive consultation time points.

Figure 23 Frequency of Side Effects Reported at Each Follow-up Consultation
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The most common free text side effects (in order of frequency) reported on the one-month
CRF included:












Gastrointestinal related
o Nausea and/or vomiting
o Stomach cramps
o Loss of appetite
o Diarrhoea or loose bowel motions
o Bloating and flatulence
o Constipation
o Altered taste – ‘things taste sweeter’
o Dry mouth
o Abdominal pain, – mild, transient, and spontaneously settling
o Weight loss
Headaches, dizziness
Fatigue, tiredness, lethargy, and weakness
Vivid dreams
Decreased libido
Skin rashes, itchiness
Urinary urgency and discomfort
Painful joints
Peripheral neuropathy
Mood swings.

Most side effects reported on the one-month CRF were recorded as mild, transient, and
settled spontaneously within the first couple of days to weeks of commencing PrEP or by
changing when they took their PrEP dose. For example, among the participants interviewed
who experienced vivid dreams, some reported that changing from an evening to a morning
dose reduced their occurrence, and for those experiencing nausea some found taking PrEP
with food resolved the issue.
While similar side effects were reported on the three and six-month CRF, they seemed to be
less frequent and less severe. Some people continued to report:







Constipation
Soft stools
Vivid dreams
Intermittent nausea
Decreased libido
Unintentional weight loss.

Adverse Events
There were 10 adverse events registered from the commencement of QPrEPd to 30 June
2017. Half (n=5) of the affected participants remained on QPrEPd. Table 48 outlines the
adverse events and additional comments made by the study site.
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Table 48 QPrEPd Adverse Events November 2016 – 30 June 2017

Year

Dates

Site

Event

Year 1

Nov 2016 – Feb 2017

Brisbane GP

Arthralgia (joint pain) and
tiredness
Dilated cardiomyopathy of
uncertain cause

Yes

Aching in back, wrists, arms,
shoulders, ankles, shins and
feet
Dental pain and temperature
sensitivities.
Symptoms
resolved after one month.
Dizziness
Recurrence
of
depressive
symptoms
Angioedema (Swelling to face)
Epileptic seizures x 2 with ICU
admission

No

Participate suspended from QPrEPd
but once well was rescreened and
enrolled.
No
other
issues
documented.
Participant withdrew on 17/02/2017

No

Participant withdrew

No
No

Participant withdrew
Participant withdrew and resumed
anti-depressants
Swelling subsided
Participant had history of epilepsy.
Neuro specialist advised to withhold
PrEP while re-stabilising on epileptic
medications. Participant wishes to rejoin QPrEPd when he is well enough.

Regional North QLD SHS

Brisbane GP

Regional SEQ SHS

Mar 2017 – June 2017

Regional SEQ SHS
Regional Central QLD SHS
Regional SEQ SHS
Brisbane GP

Brisbane GP
Brisbane GP

Attempted suicide
Neutropenia - persistent

Remained in
QPrEPd

Yes

Yes
No

Yes
Yes
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Profile of the Participants Exiting or Withdrawing.
There were 220 participants with a recorded exit date, only 94 of whom completed an Exit
Case Report Form and 37 who submitted a completed exit survey.
Completed Exit Case Report Forms
The mean time from enrolment to completion of the Exit CRF was 2.03 months (range 0 to 6
months). The majority (50%) of those exiting the study did so within the first month
following enrolment.
A third (32.4%) of those with a completed Exit CRF had experienced side effects noted as a
contributing factor to exiting the study. Some of these exited on the advice of their study
site provider and others withdraw on their own. Side effects listed included:
1. Gastrointestinal side effects such as nausea and vomiting, abdominal pain,
constipation, and diarrhoea
2. Decreased libido
3. Dental pain and sensitivities - ceased medication and symptoms resolved after four
weeks
4. Muscular aches
5. Headaches and dizziness
6. Peripheral neuropathy in the lower limbs
7. Insomnia, extreme fatigue, tiredness
8. Dreams
9. Depression, increased anxiety.
Other open text reasons for exiting from the study early reported on the completed Exit CRF
included:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Entered a monogamous relationship
New partner not happy for participant to take PREP
Would rather use condoms consistently and not expose his body to the drug
Not having casual sex, to return in the future if needs changed
Transport issue
Cannot make it to appointments, has other priorities.
Relocated to another state or overseas
Co-morbidity (cardiac, epilepsy): currently unwell, will return when stable
Plans to be semen donor for friends and does not wish to take medication prior to or
during this process. Plans to re-enrol in 3 months.
Does not want to undertake surveys and too busy at work to commit to the visits
Transferred to another QPrEPd GP study site who provide bulk billing
Did not attend enrolment appointment within the 2 week protocol timeframe
Lost to follow up.

Exit Survey Findings
The majority found the overall study experience extremely positive/positive (56.7%) and
rated contact with their study site team as an extremely positive/positive experience
(67.6%).
Table 49 lists the self-reported reasons for exiting the study on the 37 completed exit
surveys.
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Table 49 Exit Survey - Self-reported Reasons for Exiting the Study (n=37)
Participants’ Responses
a. I was worried about interactions with other drugs
b. I was not feeling well
c. I thought the pills were making me feel sick
d. I had side-effects from taking them
e. I was stressed/anxious
f. I felt depressed/overwhelmed
g. I don’t believe the drugs protect me from HIV
h. I was not having sex
i. I was using condoms
j. I was confident my sex partner was not HIV positive
k. I am moving away from Queensland
l. My doctor advised me to stop taking PrEP
m. My partner wanted me to stop taking PrEP
n. Coming each three months was inconvenient
o. I did not like having to get an STI test every three months
p. Participating in this study became a burden
q. Other – see below

Yes
0
6
4
10
3
3
1
3
2
2
3
2
3
2
1
4
11

No
37
31
33
27
34
34
36
34
35
35
33
35
34
35
36
33
26

“Doctor fees where very expensive $170 each visit unable to afford cost.”
“I couldn't afford to pay for the visits to the doctor. The drug was free but
the doctor wasn't.”
“Didn't feel I was at risk enough.”
“I wasn't engaging in risky sex. Also I was getting sores on the forearms and
back pain that I've never had before. I wasn't doing anything out of the
ordinary, my diet and regular exercise had not change. I put it down to the
toxic Prep drug I was taking.”
“I felt that it was encouraging me to become more promiscuous and have
unprotected sex with many people.”
“Entered a relationship - ending the program was discussed together and
agreed upon.”
“I decided to stop having casual sex and am abstaining from sexual activity
for at least a year.”
“I am being a sperm donor for my sister and her lesbian partner and I was
advised that I needed to come of the PrEP by the fertility specialist as my
sperm count was low.”
“I started a new job which prevented me from being able to attend
interviews/appointments.”
“Moved states.”
“Visa problem.”
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The majority (61.1%) described the location of their study site as extremely
convenient/convenient. Most (58.3%) travelled under 10 km to their study site. A third
(30.6%) travelled 10 to 50 km and 11.1% travelled over 100 km to their study site. However,
no participant self-reported distance from study site as a reason for exiting the study.
The majority (66.6%) of the 37 exit-survey participants strongly agree/agree that threemonthly STI checks are needed while taking PrEP.
The majority (51.1%) were Not at all worried about stopping the study and were Not at all
concerned about stopping PrEP (45.9%) (Table 50).
Table 50 Exit Survey – Participants’ Concern about Stopping PrEP (n=37)
Level of Concerns
n
Not at all concerned
17
Somewhat concerned
4
Neutral
7
Concerned
5
Extremely Concerned
4
Total
37

%
45.9%
10.8%
18.9%
13.5%
10.8%
100%

Around half (48.6%) self-reported that they were extremely unlikely/unlikely to change their
safe sex practices and condom use after stopping PrEP.
While a small percentage (5.4%) had experienced a negative reaction from people about
taking PrEP, the majority (75.6%) had found people’s reactions to be extremely positive
/positive.
Only 16.2% of exiting people self-reported that they had saved some drugs for use after they
exited the study.
A third of exiting participants were unsure about taking PrEP on an ongoing basis if it was
available outside of the study, 43.2% were extremely interested/interested, and 16.2% were
not at all interested. The majority (70.3%) reported that they would be extremely
likely/likely to recommend PrEP to people they know.
Exiting participants were asked to complete a number of open-ended questions describing
their expectations of PrEP, what PrEP meant to them now, and how QPrEPd could be done
differently.
Participants’ responses were grouped according to emerging themes and a selection is
presented verbatim below:
1. Expectations Changed Since Joining the Study
Positives of PrEP
“Felt more comfortable, more aware, I felt free.”
“More and more people know about PrEP and are taking it which
is a positive thing because people are taking responsibility of their
sexual health.”
“The experience of antiretrovirals like PrEP was good because it
showed me an insight into what life would be like if I was HIV
positive. Prep is a strong drug. It has made me appreciate the
importance of condoms.”
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Difficulties
taking daily pill

“Taking a daily pill was more difficult than I expected, it isn’t fun.”
“Taking a daily pill when not having sex very often was an
inconvenience and as the damage it may do to your body could be
significant it seemed too risky.”

Study demands
and concerns

“I opted out before I started due to privacy concerns and not
having the time to do surveys!!!”
“I had bad side effects that were not flagged as possible before I
started the study. I was very sad to be told by the trial GP that I
could not continue...”

Behaviour
change

“I would encourage HIV negative gay guys to take it, but for me
being in an open relationship, it felt like it was opening the
floodgates to take more risks and have more partners.”
“I was having sex with many different people while taking PrEP. I
think it gives me a lot of space where I lost my discipline.”

2. What does PrEP Mean to You Now?
Protection,
“Great resource, I like it, it's a step on the path to eradicating HIV.”
safety and
“Make me feel there is something to put my mind at ease, safe
freedom of
from HIV, Another added measure to protect myself against HIV,
attitude
another barrier against HIV.”
“PrEP is another tool in the arsenal against HIV spread.”
“Prep is essential for vulnerable people who are at risk of HIV. It is
an effective extra level of protection that gives peace of mind
above the usual safe sex practices of regular testing and
condoms.”
“Safety blanket. Also freedom of attitude.”
“Safer and secure mindset but still understand the consequences
and negative impacts if safe sex isn't practiced and how it can
affect others not just yourself.”
Behaviour
change,
freedom,
condomless sex,
Side effects,
disappointment
and concern

“PrEP means I can have sex without protection, It means I can be
promiscuous and free.”
“PrEP seems to me to combat the foolish sexual behaviour of men
who are not willing to use a condom.”
“An opportunity lost. I was so full of hope at the start of the trial.
Like I had joined the human race again. Like I could find a partner
again without being worried. Being taken off the trial was so sad. I
don't want to have sex anymore.”
“I wish I could keep taking it, I'm sad I can't tolerate it.”
“It means a daily chore and side effects of stomach cramps and
constipation and possibly other side effects as well as multiple Dr
visits.”
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3. Suggestion on how QPrEPd could be done differently
Cost of
“If the doctor was free then I would have continued in the study.”
accessing PrEP
“This is a great program, too bad it is only accessible to those who
can afford it.”
Models of
service delivery

“The flexibility to change clinics. One person dealing with you.”
“Psychologist involvement.”
“The GPs involved need to be funded for more time to listen to
participants, a 15 minute interview each visit is grossly
inadequate. The entire experience - appointments, scheduling,
information flow etc. seemed (was) shambolic. …The entire
experience felt as though nobody was actually interested in me; as
if the whole thing was about funding and setting up a good
business model for the clinic.”

PrEP dosing

“It would be more convenient if you only started to take it a week
before engaging in any risky activity i.e. planned vacations etc.”
“Having to take it daily when not engaging in sex was unnecessary
especially considering the damage it may be doing to your body.”

Non S100 GP
knowledge

“My GP didn't know about PrEP, he had to investigate. I think it
should be showed more to straight Doctors.”

Secondary Objective 3: PrEP Access and Experiences among Aboriginal and Torres
Strait Islander People, Transgender, Bi-Sexual and Overseas Born Participants
Aboriginal and Torres Strait Islander People
Forty-two (2.94%) of the participants who completed an entry survey reported that they
identified as Aboriginal and/or Torres Strait Islander (Table 51). All identified as male or Two
Spirits2, and the majority identified as gay (88%) or bisexual (12%). The majority were aged
between 20 and 29 years (Table 52). Three (7.1%) were diagnosed with an STI at screening
including syphilis, anal chlamydia, and pharyngeal gonorrhoea. Thirty-one of the Aboriginal
and/or Torres Strait Islander participants were immune for Hepatitis B, while 10 were not
immune and received their first vaccination at enrolment.
At 30 June 2017, 40 (95%) remain current active participants.
Note: Aboriginal and Torres Strait Islander status was collected on the entry survey (n=1429)
and not as a required demographic marker on screening and enrolment study visit data. This
meant that we were unable to report on the total numbers of Aboriginal and Torres Strait
Islander people screened or enrolled into QPrEPd.

2

Two Spirits A First Nations person of both masculine and feminine spirit; can refer to gender,
sexuality and/or spiritual identity. Two spirits is an intertribal term used to communicate numerous
tribal traditions and social categories outside dominant non-Indigenous binaries and constructs of
gender and sexuality and LGBTI labels. 9. Driskill Q-L. Doubleweaving Two-Spirit Critiques: Building
Alliances between Native and Queer Studies. GLQ: A Journal of Lesbian and Gay Studies. 2010;16(12):69-92.
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Table 51 Aboriginal and Torres Strait Islander Status (n=1429)
Aboriginal and Torres Strait Islander status
Number
Non-Aboriginal and Torres Strait Islander people
1387
Aboriginal
32
Aboriginal & Torres Strait Islander
6
Torres Strait Islander
4
Total
1429
Table 52 Aboriginal and Torres Strait Islander Status by Age Group (n=42)
Aboriginal and Torres Strait
Torres Strait
Age Groups
Islander
Aboriginal
Islander
20 to 29 yrs
2
15
1
30 to 39 yrs
1
8
2
40 to 49 yrs
3
7
1
50 to 59 yrs
0
2
0
Total
6
32
4

%
97.06%
2.24%
0.42%
0.28%
100%

Totals
18 (42.8%)
11 (26.2%)
11 (26.2%)
2 (4.8%)
42

Table 53 presents the number and percentage of Aboriginal and Torres Strait Islander
participants by study site, compared to the total number of active participants at each site.
The majority of Aboriginal and Torres Strait Islander participants were enrolled in SEQ, in
particular the Brisbane metropolitan area through the community GP study site which
provides an Aboriginal and Torres Strait Islander LGBTI health promotion program.
Table 53 Aboriginal and Torres Strait Islander Status of Active Participants by Study Site
(n=1679)
Current Active Enrolled Participants
Aboriginal and/or Torres Strait Islander
Total
Study Site
n
n
%
CGP1
1
6
16.7%
CGP2
16
315
5.1%
GP01
2
52
3.8%
GP02
4
375
1.1%
GP03
3
221
1.4%
GP04
1
16
6.3%
GP05
0
2
0.0%
GP06
0
1
0.0%
SHS01
1
58
1.7%
SHS02
1
144
0.7%
SHS03
3
73
4.1%
SHS04
3
61
4.9%
SHS05
2
14
14.3%
SHS06
1
71
1.4%
SHS07
4
113
3.5%
SHS08
0
25
0.0%
SHS10
0
11
0.0%
SHS11
0
22
0.0%
SHS12
0
59
0.0%
SP1
0
40
0.0%
Total
42
1679
2.5%
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Profile of Aboriginal and Torres Strait Islander Participants Withdrawing
Two Aboriginal and/or Torres Strait Islander participants are no longer current participants.
One participant aged 27 years exited in December 2016 and the other aged 45 years
withdrew in March 2017. Both were from a study site in the greater Brisbane area. Only one
had a completed Exit CRF and exit survey recorded. On the Exit CRF the clinician recorded
that the participant had a history of cardiac medical problems, and as they were not sexually
active, they had chosen to cease taking PrEP. On the exit-survey the participant reported
they were extremely positive about their experience and their study site, and provided the
following reasons for exiting the study:

“I wasn't engaging in risky sex. Also I was getting sores on the forearms and
back pain that I've never had before. I wasn't doing anything out of the
ordinary, my diet and regular exercise had not change. I put it done to the toxic
PrEP drug I was taking”

Barriers and Enablers to PrEP Uptake for Aboriginal and Torres Strait Islander Peoples
Preliminary findings from in-depth interviews with Aboriginal Health Workers (AHWs), study
site clinicians and other stakeholders involved with providing Aboriginal and Torres Strait
Islander sexual health services, highlight that basic PrEP training had (at the time of
interview) yet to be carried out systematically with this cohort of key community AHWs. A
number of AHWs commented that they did not know enough about PrEP to start talking to
their communities. This group acknowledged that in order to reach their communities,
partnerships needed to be developed with AMSs, as relying on sexual health services would
not be enough.
Emerging from the stakeholder interviews with study site clinicians and AHWs was a need
for the training of AHW supervisors. AHWs reported that the initial focus should be on areas
around study sites, before outreaching to more remote areas.

”How are you going to relate as a health worker if your knowledge is not
brought up to speed about it [PrEP] as well. Like end of the day they’re going
to be doing all the delivery within their communities and doing all that ground
work and…. arming them with the right tools would definitely be beneficial”

Clinicians and AHWs emphasised that levels of knowledge and awareness of HIV, and indeed
sexual health more broadly, are low among Aboriginal and Torres Strait Islander
communities and shrouded in taboo, misunderstanding, fear, shame and the belief that HIV
and other STIs are not their problem.
Participants highlighted that gay-identifying Aboriginal and Torres Strait Islander men do talk
about HIV. However, there is a need to talk to the broader Aboriginal and Torres Strait
Islander community about HIV and PrEP, especially women and young people. Some
stakeholders expressed particular concern about young people engaging in parties, drug use
and group sex (anecdotal evidence only).

”I didn’t have that knowledge before, so how am I going to teach you about it?
I try and educate anyone about HIV and tell them it’s not just a gay disease.”

2017 Annual Report (No. 1) Reporting Period: 1 Nov 2016 - 30 June 2017

69 | Page

Several interviewees also raised concerns that there may be a connection to forced
contraception, and the need to avoid people feeling like PrEP was something being ‘done’ to
them.

Most interviewees expressed concern about the potential to lose focus on the broader
sexual health promotion and condom messaging with the introduction of PrEP messaging.

”I think it wouldn’t hurt to mention PrEP…But you’d have to make it as simple
and as understanding as possible I guess……But how do we chuck PrEP in there
when we don’t really know much about HIV.”

However, they could see a place for PrEP in the sexual health component of adult health
checks (MBS ITEM 715: Medicare Health Assessment for Aboriginal and Torres Strait Islander
People). Several interviewees strongly suggested that PrEP should be integrated with alcohol
and other drugs work, and build on paid peer educator/recruiters and community
development models to utilise and tap into networks of people using drugs.
A number of cultural barriers for PrEP were highlighted during interviews. The taking of a
tablet daily for prevention was viewed as problematic, when many Aboriginal and Torres
Strait Islander people struggle with engaging with health services and treatment even when
experiencing symptoms and feeling sick.

”We don’t do chronic meds very well.”

Mobility of individuals was raised as a significant issue affecting people’s ability to store PrEP
medication and adhere to daily dosing, as demonstrated by some of the struggles faced by
people living with HIV in terms of ongoing engagement with services and adherence to
treatment. The storage of medication in shared houses is an example of one of the
challenges. Several people commented that while a daily tablet may not work so well for
some Aboriginal and Torres Strait Islander people, a long-acting PrEP may be more suitable,
as has been demonstrated with contraceptives.
Some local training has been carried out with AHWs in Cairns, however many of the
stakeholders interviewed still considered education and support for AHWs a priority.

Points for Consideration
At the time of the 2016 Census, 4% of the Queensland population identified as Aboriginal
and/or Torres Strait Islander, with a mean age of 22 years.10 The proportion of Aboriginal
and Torres Strait Islander people who identified as one of the HIV priority target groups such
as gay, men who have sex with men and/or as Two Spirits is unknown. Nonetheless, current
enrolment figures of 2.9% suggest that Aboriginal and Torres Strait Islander peoples are
represented in the QPrEPd sample, particularly those who identify as gay or bisexual and are
aware of PrEP and self-motivated to seek out study sites or are already engaged in sexual
health care. However, findings from the qualitative stakeholder interviews suggested further
exploration of the profile of Aboriginal and Torres Strait Islander people at risk of HIV in
Queensland was needed to ensure equitable and appropriate access to PrEP.
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The proportion of Aboriginal and Torres Strait Islander participants who identified as
bisexual men suggested QPrEPd has recruited a proportion of men who previously may have
been at risk of acquiring and/or transmitting HIV among the heterosexual population.
However, National HIV surveillance data for the 2011 – 2015 period reported a greater
proportion of HIV notifications in the Aboriginal and Torres Strait Islander peoples attributed
to heterosexual sex (21%) or injecting drug use (16%), compared with the Australian born
non-Aboriginal and Torres Strait Islander population (14% and 3% respectively).11 Therefore,
further exploration is needed of the HIV risk and need for PrEP among the wider Queensland
Aboriginal and Torres Strait Islander heterosexual and injecting drug populations.
The 2011 Census identified that 34.2% of Queensland’s Aboriginal and Torres Strait Islander
peoples live in the Brisbane Aboriginal and Torres Strait Islander region, and 41.5% live in
one of the three northern Queensland Aboriginal and Torres Strait Islander regions of Cairns
- Atherton, Townsville - Mackay and Rockhampton.12 The majority of the people selfidentifying as Aboriginal and/or Torres Strait Islander (66.67%) were accessing PrEP through
a study site based in the Brisbane metropolitan area.
Among the current active enrolled participants, there were only five (0.3%) Aboriginal and
Torres Strait Islander people enrolled at study sites located in the three northern
Queensland regions. This suggests that recruitment strategies targeting Aboriginal and
Torres Strait Islander peoples living in the regional areas are needed.
Careful consideration of the QPrEPd delivery model is needed to ensure that the current
model does not exclude Aboriginal and Torres Strait Islander people. Representation of
Aboriginal and Torres Strait Islander people is key to preventing HIV among this population,
and there was a strong consensus that they have a right to be able to make an informed
choice of whether they are interested in using PrEP or not.
The introduction of PrEP, however, should not be disruptive to the other established HIV and
STI prevention messages. Sexual health, including the disproportionate rates of other STIs
among Aboriginal and Torres Strait Islander people, must be prioritised more broadly in
QPrEPd, AMSs and other services providing care to Aboriginal and Torres Strait Islander
peoples. There needs to be more systematic incentives for the implementation of sexual
health and HIV prevention strategies. There also needs to be systems in place to facilitate
and ensure adequate and appropriate community engagement and representation to guide
the development of targeted messaging and models of PrEP delivery and broader prevention
messages.
There was unanimous support by study site staff for a QPrEPd Aboriginal and Torres Strait
Islander people Committee and/or the establishment of a coordinated sustainable
mechanism to feed issues into another existing committee. There was also a need expressed
for a skilled state-wide coordinated approach with a number of regional workers to ensure
the development of culturally and sexuality safe and competent Aboriginal and Torres Strait
Islander people focus on HIV prevention beyond the establishment of PrEP access via
QPrEPd, that takes into consideration the context and needs of both urban and regional
Aboriginal and Torres Strait Islander communities and individuals.
The UQ M&E team are proposing to conduct the remaining qualitative participant interviews
with Aboriginal and Torres Strait Islander participants with the aim of developing a better
understanding of the HIV vulnerability of this group, including exploration of the social
determinants and realities of personal communities, sexual diversity and gender fluidity and
how these influence access to and uptake of PrEP and other HIV prevention strategies.
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Gender and Sexual Identity
The majority of participants self-identified as male (Table 54) and gay (Table 55). There were
small numbers of participants who identified as transgender, bisexual, and one participant
who self-identified his sexual orientation as “I practice homosexuality but I don’t identify”.
There were two females who screened and enrolled, and one participant who self-identified
as both female and male who had male gender reproductive hormones recorded for
purposes of their screening creative levels. One female participant said that they were on
PrEP as a “Strategy to potentially decrease the risk of acquiring HIV from a regular
heterosexual HIV positive partner”.
Table 54 Gender Identity (% of Current Active Enrolled Participants n= 1429)
Gender Identity

n

%

1419
3
9
3
8
7
1
1
3

84.5%
0.2%
0.5%
0.2%
0.5%
0.4%
0.1%
0.1%
0.2%

Table 55 Sexual Identity (% of Current Active Enrolled Participants n= 1429)
Sexual Identity
n

%

(Able to tick more than one response)

Male
Female
Transgender man
Transgender woman
Two-spirit
Genderqueer
Intersex
Prefer not to say
Other#:
#
Participant responses: Pansexual; Mascfluid; Gender fluid.

(Able to tick more than one response)

Heterosexual
7
0.4%
Gay
1280
76.2%
Bisexual
170
10.1%
Two Spirits
10
0.6%
Queer
32
1.9%
Asexual
5
0.3%
Not sure yet
14
0.8%
#
Other
12
0.7%
#
Participant responses: Bear; Demi-sexual; Hetero-flexible; I don’t label/box myself;
Pansexual; I practice homosexuality but I don’t identify.
Profile of Transgender or Bisexual Participants Withdrawing
There were nine bisexual, three queer, two Two Spirits, and three participants who
identified as either not sure/other, who had exited the study at the time of this report. None
of the 12 transgender men or transgender women, or any the three women screened and
enrolled, had exited the study. Of those who completed either an Exit CRF or the exit
survey, the main reasons given for exiting included:





Drug interactions and side effects e.g. aches in wrists, forearms, shoulder, ankles,
shins, feet impacting on daily activities; dental pain
Client’s new partner not happy for him to take PrEP
Visa issues and returned to home country
Moved away from Queensland.
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Barriers and Enablers to PrEP Uptake for Transgender or Bisexual People
At the time of this report, there were limited data informing the barriers and enablers
specific to the uptake of PrEP for transgender and bisexual people. M&E interviews
undertaken with the study site staff identified concerns about men who have sex with men
(MSM), who do not identify as gay, and how to engage this cohort in the study. Many
interviewees considered this group to be a priority group for more targeted recruitment.
Six bisexual males, five of whom resided in the northern regional area were interviewed as
part of the M&E participant interviews as of 30 June 2017. Aged between 39 and 61 years,
most of these men commented that they did not discuss their sexuality or male partners
with their female partners and generally do not discuss their female partners with their male
partners. Bisexual men interviewed, as well as other participants interviewed, suggested
that many bisexual men engaged in risky behaviour.
An emerging theme was identified around the levels of risk taking and low rates of condom
use among non-gay identifying men who have sex with men and/or ‘married men’, and that
this group needed consideration and access to PrEP as they engaged in ‘adventurous raw
sex’.
All of the bisexual men interviewed reported similar barriers to accessing PrEP and sexual
health care in general. These include: poor knowledge about PrEP and sexual health in
general; not being engaged with a sexual health service; not willing to discuss identity or
behaviour with their GP; fear of being seen or ‘outed’ especially if living in small towns.
Many of the participants interviewed questioned the value of advertising PrEP on dating
apps such as Grindr for this group, as they believed it was a common practice among nongay identifying men and ‘married men’ use the app solely for ‘quick anonymous hook ups’,
particularly when travelling. Participants also suggested that this group of men commonly
delete the app immediately after the event and reload when again looking for a ‘hook up’,
thus spending very little time looking at advertising.
Participants suggested that adverting be placed in more general community spaces such as
sporting clubs, cinemas, and shops such as chemists. They also suggested this group were
more frequent users of beats (public locations/areas frequented by men with the intention
of having casual sex13), and while they acknowledged the challenges associated with
engaging with this group, innovative marketing and education in this space may be needed.

Participants Born Overseas
The majority of participants were born in Australia (77%) (Table 56 and Figure 24). Of the
329 participants who reported they were born overseas on their completed entry survey,
there were only 74 (5.1%) who identified as Asian (South, East or South-East) and 19 (1.3%)
as Sub-Saharan Africa as their region of birth, the two regions with the highest HIV
notification rates in Australia’s 2015 National surveillance data.11
The proportion of gay and other men who have sex with men born in Asia (South East, North
and Southern) who were diagnosed with HIV in Australia has increased in the past decade
and over the last five years the proportion with late diagnoses was highest in people born in
South-East Asia (48%) and sub‑Saharan Africa (46%).11 This suggests that people born
overseas in these and other high prevalence areas need to be targeted for enrolment into
QPrEPd.
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Table 56 Region of Birth (n=1429)
Region
Australia
New Zealand
Western Europe (including UK)
Eastern Europe and Central Asia
North America
Latin America and the Caribbean
North Africa and the Middle East
Sub-Saharan Africa
South Asia
East Asia
South East Asia
Pacific Island Nations
Other

n
1100
69
77
8
18
24
8
19
12
22
40
7
25

%
77.0%
4.8%
5.4%
0.6%
1.3%
1.7%
0.6%
1.3%
0.8%
1.5%
2.8%
0.5%
1.7%

Figure 24 Region of Birth
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Medicare Card Status
The majority of participants reported that they had an Australian Resident Medicare Card
(96.1%) with only 2.4% identifying they did not have a Medicare card (Table 57).

Table 57 Medicare Card Status
Medicare Card Type
Green (Australian Residents)
Blue (Interim)
Yellow (Reciprocal Health Care Agreement visitors)
I don't have a Medicare card
Other# (Not defined)

n
1373
9
8
34
5

%
96.1%
0.6%
0.6%
2.4%
0.7%

Profile of Participants Born Overseas Withdrawing
Twenty-two (10%) of the exited participants were born overseas. Of the participants that
completed either an Exit CRF study visit or the exit survey, the main reasons given for exiting
include:








Difficulties making it to appointments, has other priorities, transport issue
Difficulty with PrEP compliance
Side Effects
o Libido significantly decreased after 1 month of Truvada use
o Depression
o Gastrointestinal side effects
o Excessive nausea/vomiting, and significant dizziness
o Tiredness and back pain
Pre-existing medical condition
Relocation
o Job overseas for a minimum of 6 months
o Interstate
Relationship and sexual behaviour
o In a relationship now and states he doesn't believe he requires PrEP any
more
o Cannot justify taking the medications when he isn't having sex and if he does
it’s always with condoms and safe.

Barriers and Enablers to PrEP Uptake for Participants Born Overseas
At the time of this report, there were limited data informing the barriers and enablers
specific to the uptake of PrEP for people born overseas, or those of culturally and
linguistically diverse (CALD) backgrounds.
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Secondary Objective 4: PrEP Access and Experiences of People Living in Regional
Queensland
Profile of Participants Residing Outside South East Queensland (SEQ)
Table 58 demonstrated how the study sites were grouped for the purposes of the study into
two groups: those located in the SEQ corner and those located outside of SEQ in regional
Queensland areas, as per Queensland Government population data categories.14,15
SEQ study sites were classified as located in the greater metropolitan Brisbane area or outer
regional SEQ area.
Postcodes provided on the Entry Survey (n= 1421) were used to further group participants
according to the Australian Bureau of Statistics (ABS) Australian Statistical Geography
Standard (ASGS) Remoteness Structure categories, which represent broad geographic
regions that share common characteristics of remoteness based on the
Accessibility/Remoteness Index of Australia (ARIA+) measurement of road distances to
service centres (Table 60).16
The number of participants by ABS area of remoteness were analysed (Table 59).
Participants were also asked on the entry survey to report how far they travelled to their
study site and these data were compared to the ABS areas of remoteness (Table 60).
Table 58 Study Sites Separated by Location (n)
Currently Enrolled
Study Site Locations
n
SE Queensland
CGP1
6
CGP2
315
GP01
52
GP02
375
GP03
221
SHS01
58
SHS02
144
SHS03
73
SHS04
61
SHS05
14
SHS06
71
SP1
40
SP2
0
Sub Total
1430 (85.2%)
Regional
n
Queensland
GP04
16
GP05
2
GP06
1
SHS07
113
SHS08
25
SHS09
0
SHS10
11
SHS11
22
SHS12
59
Sub Total
249 (14.8%)
1679
Total

Not Current

Total Screened

n
0
26
2
38
16
3
18
17
2
4
3
4
0
133 (80.6%)
n

n
6
341
54
413
237
61
162
90
63
18
74
44
0
1563 (84.8%)
n

1
1
1
21
3
0
1
1
3
32 (19.4%)
165

17
3
2
134
28
0
12
23
62
281 (15.2%)
1844
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*Study sites in greater metropolitan Brisbane area

The majority of participants were screened (84.8%) and are currently enrolled (85.2%) in a
South East Queensland study site (Table 58) with the majority of these being screened and
enrolled in one of the six study sites located in the great Brisbane metropolitan area. This
pattern was reflective of the Queensland population distribution whereby approximately
70% of Queensland’s population live in the SEQ area and 23% live in the local government
Brisbane area.14,15
Given the majority of the total participants screened live in a location classified as a major
Australian city (60.79%) (Table 59), in particular in the great Brisbane metropolitan area
(39.3%), it was not surprising that the majority of participants reported travelling less than
10 km (49.7%) or between 10 to 50km (22.9%) to their study site regardless of where they
lived or the study site where they were enrolled (Table 60 and 61).
In regional Queensland, the study sites with the highest proportion of participants travelling
more than 100km to their place of enrolment were: Q Clinic Wide Bay Sexual Health (25%),
Rockhampton Sexual Health and HIV Service (21.7%), and Mackay Sexual Health and Sexual
Assault Service (10.7%) (Table 61). Of the study sites in the SEQ corner, the two sites
situated in the outer regional SEQ town of Toowoomba, Kobi House and Carbal AMS, had
the highest proportion of participants travelling more than 100km to their place of
enrolment (11.1% and 16.7% respectively).

Table 59 Number of Participants by ABS Area of Remoteness (n, %)
ABS Area of Remoteness
Major Cities of Australia
Inner Regional Australia
Outer Regional Australia
Remote Australia
Very Remote Australia
Missing Postcodes
Total

Number of Participants
1121
119
178
2
1
423
1844

% of Participants
60.79%
6.45%
9.65%
0.11%
0.05%
22.94%
100.00%

Table 60 Distance Travelled by Participants by ABS Area of Remoteness (n)
1050< 10 km
>100km Missing
ABS area of remoteness
50km
100km
Major Cities of Australia
756
332
26
3
4
Inner Regional Australia
64
31
8
16
Outer Regional Australia
93
56
11
17
1
Remote Australia
0
2
0
0
0
Very Remote Australia
0
1
0
0
0
Missing Postcodes
4
4
0
415
0
Total
n
917
423
45
39
420
%
49.7%
22.9%
2.4%
2.1%
22.8%
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Table 61 Distance Travelled by % of Participants by Study Site
< 10 km 10-50km 50-100km
Study Site
SEQ
CGP1
33.3%
0.0%
16.7%
CGP2
54.3%
24.9%
1.2%
GP01
44.4%
33.3%
0.0%
GP02
55.2%
18.4%
1.5%
GP03
63.7%
10.5%
3.0%
SHS01
6.6%
63.9%
4.9%
SHS02
41.4%
27.8%
3.1%
SHS03
36.7%
38.9%
4.4%
SHS04
58.7%
14.3%
0.0%
SHS05
77.8%
11.1%
0.0%
SHS06
51.4%
17.6%
0.0%
SP1
43.2%
22.7%
0.0%
Regional Queensland
GP04
29.4%
29.4%
0.0%
GP05
33.3%
0.0%
0.0%
GP06
50.0%
0.0%
0.0%
SHS07
44.0%
24.6%
6.7%
SHS08
35.7%
21.4%
0.0%
SHS10
33.3%
16.7%
16.7%
SHS11
21.7%
8.7%
8.7%
SHS12
48.4%
29.0%
3.2%
49.7%
22.9%
2.4%
Total

>100km

Missing

16.7%
1.8%
0.0%
1.0%
0.8%
0.0%
0.0%
0.0%
11.1%
0.0%
0.0%
0.0%

33.3%
17.9%
22.2%
24.0%
21.9%
24.6%
27.8%
20.0%
15.9%
11.1%
31.1%
34.1%

5.9%
0.0%
0.0%
3.7%
10.7%
25.0%
21.7%
3.2%
2.1%

35.3%
66.7%
50.0%
20.9%
32.1%
8.3%
39.1%
16.1%
22.8%

Barriers and Enablers to Recruitment and PrEP Uptake for Regional Populations
The majority of Queenslanders live in the SEQ region and the Brisbane area, therefore, it is
not surprising or unexpected that the majority (n=13) of the 22 study sites are located in the
SEQ corner with six of these in the great Brisbane metropolitan area.
More than half of Queensland's population live outside the greater metropolitan area of
Brisbane14,15. QPrEPd faced unique geographical and logistical challenges in implementing
PrEP access to these regions, compared to studies in the other states that have much higher
proportions of people living inside major urbanised metropolitan areas 14,15. Only nine of the
22 study sites (41%) are located in regional Queensland locations, and they cover a
significant proportion of the population and geographical area of Queensland’s
1.853 million km² land area.
QPrEPd participants in regional Queensland demonstrated a willingness to travel distances
to access PrEP and this suggested a highly motivated cohort of early adopters. As PrEP
expands in the future, this may change and the need to be innovative with models of care to
improve access may be required.

Secondary Objective 5: Provide Input into the Relevant National or State
Guidelines for PrEP Provision in Queensland

2017 Annual Report (No. 1) Reporting Period: 1 Nov 2016 - 30 June 2017

78 | Page

This Objective will be further addressed in the following annual reports and final study
report.

Secondary Objective 6: Increase Involvement of GPs (non-S100 Prescribing) in PrEP
Provision by Working with Partner S100 Prescribing Sites
Number of Non-S100 Prescriber General Practice Study Sites
Currently there is no non-S100 prescriber General Practitioner recruited as a study site Coinvestigator, or GP centres with non-S100 prescribers on staff actively involved with the
study.
The SMT have explore the use of a shared care model of PrEP access with some non-S100
prescriber community health services in the Cape and Torres HHS area. However, at the time
of this report, this model of PrEP access had not progressed or expanded to become part of
the standard QPrEPd Study Protocol.

Identify Barriers and Enablers to Current and Future Involvement
There was support from a number of study sites and participants for PrEP to be made
available through non-S100 GP services. However, there was some concern, based on prior
experiences of a number of participants, about the knowledge, skill and LGBTI competency
among some clinicians in these centres to provide LGBTI culturally safe and accessible
services:
”we are desperately in need of gay-friendly GPs, and people who are willing to
get involved with HIV-related issues in this area.”
There were also a number of participants who commented that their regular GP appeared to
have no knowledge of PrEP and suggested there would need to be some sort of upskilling
and training if wider access through GP settings was planned.
”my GP doesn't even know what PrEP is”
“you need someone who knows some knowledge. And they [local GP] would
have to have some additional training, no doubt, for that. You know – I have to
do continuing professional development”

Describe Partnership Models or Frameworks of Support
A SHS study site in regional SEQ is exploring the option of using Telehealth facilities in
collaboration with regional services in their HHS for some of their participants who live over
four hours’ drive west from their enrolment study site.
This model has potential for further expansion, particularly among the public SHS study sites
with Telehealth facilities in place. This may also be a viable option to support non-S100 GPs
and Aboriginal Medical Services (AMSs) in regional and remote areas, in collaboration with
study sites with capacity and resources to support this model of delivery.

Points for Consideration
There is a need to explore:



Experiences of study sites who have implemented a partnership model of PrEP access
with a view for further expansion over the next 12 month study period
How non-S100 GP services could be supported to provide access to PrEP and LGBTI
friendly services, particularly pending the PBS approval and the potential for generalist
GPs to able to prescribe PrEP
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Telehealth as a means of expanding access to eligible participants living in regional and
remote areas, along with supporting the professional development and capacity of nonS100 GP services to enable them to provide these services.

2017 Annual Report (No. 1) Reporting Period: 1 Nov 2016 - 30 June 2017

80 | Page

8. Communications and Health Promotion
Community Communication
As stated on page 8 in Section 4 Key Stakeholders: Roles and Responsibilities, the
Queensland AIDS Council (QuAC), under a service agreement with Queensland Health, was
responsible for the state-wide communication and awareness program providing
information about how people could access PrEP as part of QPrEPd as well as via other
means. As part of this community communication program, QuAC developed a multi-media
communication plan in liaison with CHHHS that also provided information and education to
target populations and service providers, to increase knowledge and awareness of PrEP as a
HIV prevention strategy and how PrEP could be used in conjunction with other HIV
prevention strategies.
The communication plan included:
1. Targeted marketing support to individual study sites.
2. State wide marketing and advertising via
a. ComePrEPd website
b. Brochures, posters, business cards
c. Advertising on dating apps, Facebook, LGBTI press
d. Outreach to forums and events.

Key Communication Messages
Primary Key Messages
1.
2.
3.
4.
5.

Inform the community and service providers that QPrEPd has commenced.
Promote QPrEPd to those at risk of contracting HIV.
Promote QPrEPd as an easy and inexpensive way to access PrEP.
Promote PrEP as an effective HIV prevention tool.
Promote PrEP to key target communities in a way that was specific and appropriate to
their needs and vulnerabilities.

Secondary Key Messages (#ComePrEPd Responsibility)
1.
2.
3.
4.

PrEP enables people to take control of their sexual health.
PrEP can take the anxiety out of sex.
PrEP can make sex more enjoyable.
Taking PrEP does not mean that you are irresponsible or reckless, rather, it is an
extremely responsible action to take for yourself and the community.

Communication Plan
The communication plan outlined in Table 62 links the key communication messages with
the strategies planned for urban and regional areas and each of the key target populations:
1.
2.
3.
4.
5.
6.
7.
8.

Gay, bisexual, and other men who have sex with men (MSM).
Sexually adventurous men (SAMS).
Transgender men and women.
Aboriginal and Torres Strait Islander gay, bisexual, lesbian, brotherboys, sistergirls.
Heterosexual men and women.
Sex Workers.
Drug users.
People born overseas and other culturally and linguistically diverse populations (CALD).
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Table 62 Communication Plan
Target Audience
Locations
QPrEPd Study Sites
Regional areas

Community
Gay men
Bisexual men
MSM
SAMS

Trans Men

Communication Methods
QPrEPd Posters, pamphlets, business cards
Facebook Groups
 Gladstone LGBTI+
 Rockhampton Club Roc
 Townsville & Northern Queensland Gay, Bi and
Lesbian Connections
 Cairns Queer Community, Gay, Lesbian & Queer
Events in Cairns
 Cairns LGBT Alliance
 Mackay Rainbow Network, Gay Mackay
 Fraser Gays
 Gay Sunshine Coast
 Brisbane and Gold Coast Gay guys
 Gold Coast Gay and Lesbian
 Toowoomba Gay and Lesbian, Toowoomba Gay
Dating Group
Monthly QPrEPd Newsletters
Webpages
 QPrEPD page on ComePrEPd website
 Posts on ComePrEPd Social media pages
 Other social media: e.g. Prepaccess now
Facebook posts with image
Forums
 Toowoomba
 University LGBTI Groups
LGBTI Venue/Event Outreach
 QPrEpd business cards, condom packs, Flyer
Dating (Hook up) Apps
 Squirt, Grindr, Jack’d, Manhunt, Scruff, Hornet
LGBTI Press
 QLD Pride (GNN), Sydney Star Observer, QNews,
Queer Radio 4ZZZ
QuAC Networks
Sexual Health & BBV Interagency
Peer Networks
 Comeprepd website
 Social media
 Many Genders One Voice (QuAC Trans Support
Group)
 QT’s Trans support Group
 Trans events: e.g. T-Bar
 QuAC Trans Health Promotion & Community
Development Worker
 GRUNT trans MSM sexual health website
 Hook up apps
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Table 62 Communication Plan
Target Audience
Communication Methods
Trans women
 Gender Clinics
 ATSAQ
Aboriginal and Torres Strait  2 Spirits networks
Islander gay ,bi, lesbian,  Deadly Sex Conference: (PrEP/QPrep Presentation)
brotherboys, sistergirls
 Act upon findings of 2 Spirits PrEP Survey.
Heterosexual men
 Advertising on apps for men who have sex with men
(who identify as heterosxual)
Heterosexual women
 Family Planning networks
Sex Workers
 Respect Inc.
Drugs users
 QuIHN
CALD
 ECCQ
 African Communities: waiting on analysis and
recommendations from African Community Forum
 Gay MSM Asian students: Hook up apps, Queer UNI
Groups
 Translated pamphlets

Communication Timeline 31 March to 30 June 2017
Table 63 outlines the communication strategies and timeline of activities undertaken during
the reporting period.
Table 63 Communication Strategies and Timeline: 31 March to 30 June 2017
Dating Apps
Banner/Adds - Facebook
Brisbane
Official
Grindr, Squirt, Regional, Urban, LGBT
Launch
Scruff, Jack’d
National Posts
Venues
Regional Outreach
Week 1
X
X
 Hervey Bay LGBT Burlesque
 Cairns OUT LGBTI event
Week 2
X
X
 Rockhampton
Week 3
X
X
Week 4
X
X
X
 Bundaberg LGBTI Heatwave
 Cairns OUT LGBTI event
Week 5
X
X
Week 6
X
X
X
 Toowoomba PrEP Forum
Week 7
X
X
Week 8
X
X
X
 Cairns OUT LGBTI event
Week 9
X
X
 Townsville
Week 10
X
X
X
Week 11
X
X
Week 12
X
X
X
 Cairns OUT LGBTI event
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Points to Consider
A number of themes and suggestions regarding the further promotion of PrEP in general and
the QPrEPd Study have emerged from the preliminary iterative analysis of interview data
and field notes from the first round of participant and stakeholder interviews, which have
been primarily conducted with regionally based participants and study site stakeholders.
Confusion about QPrEPd as a Trial of PrEP as a Drug Versus a Demonstration Study
Some participants and people within the community had a strong belief that the PrEP
medication itself was being trialled as part of QPrEPd. Using the term QPrEPd trial, when
referring to the QPrEPd demonstration study, may have contributed to this confusion,
particularly among community members with limited understanding of research and
knowledge about PrEP and the evidence supporting its efficacy and safety.
CIs and other clinicians at study sites have an important role to play in informing participants
that QPrEPd is not a drug trial assessing the efficacy of the drug itself, but rather a study
exploring the feasibility and acceptability of the implementation of PrEP access across
Queensland and how people use the drug in real-life scenarios.
Advertising
The participants unanimously agreed that advertising on gay and MSM dating apps such as
Grindr and Squirt was essential, particularly in regional areas where the apps were the main
mode of “hooking up”, and for some the only means of social interaction and platform on
which they could find out about PrEP, QPrEPd and other related information. Additional
advertising on fetish and bisexual-specific websites and apps, such as Bi-Australia, was
recommended.
Participants suggested that geo-located advertising should specifically state that PrEP is
available at sexual health clinics across Queensland and link through to the specific local
sexual health service of the user. More culturally appropriate promotion and information for
Aboriginal and Torres Strait Islanders and overseas born people was suggested.
Aboriginal and Torres Strait Islander Peoples
AHWs interviewed highlighted the need for more culturally diverse and appropriate
resources around PrEP, including posters and online resources such as the ComePrEPd
website:
”If you don’t like the look of the poster/image, the message isn’t for you.”
There was also a suggestion for the utilisation of younger Aboriginal and Torres Strait
Islander role models including those with popular profiles involved in music, arts, theatre,
and dance groups.
”Promotion needs to be edgy and not just representing gay men.”
Promotion of PrEP should also be included on popular Aboriginal and Torres Strait Islander
people bisexual and transgender online forums in the regions, including Badoo and Kettle of
Fish.
An AHW did however comment:
”We need more money spent on talking to people not billboards!”
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Participants suggested that people with lower health and English language literacy also
needed to be considered in promotional activities, and that short video clips on Apps and
other media platforms should be used more often and utilise representation from the
regional areas of Queensland. Participants, especially the younger gay identifying men, drew
on the fact that they had previously never been or wanted to be involved with ‘gay
community advocacy’, but were now engaged and actively championing PrEP among their
friends and partners.
Mainstream PrEP Promotion
The majority of people interviewed discussed a need for the mainstream promotion of PrEP
to raise general awareness in the broader population, alongside the more targeted
promotion for gay and men who have sex with men.
Several of the young gay men expressed that they were having sex with men who did not
identify as being gay, and one interviewee says to his heterosexual female friends:
“I’m sleeping with straight men regularly – it’s (HIV) going to get to you!”
Expansion of PrEP Promotion
The following suggestions were made for the expansion of PrEP promotion:















GPs – so they can refer appropriately
Teachers
Mothers
Gyms and sporting clubs
Travellers to high HIV prevalent countries, including people travelling for sex
holidays and general travel
MSM, bi-sexual men and women engaged in sexual networks and sex parties
People using drugs – smoking and injecting
Sistergirls
People involved in transactional sex for drugs and alcohol
Drug courts including Aboriginal and Torres Strait Islander specific courts
Regional nightclubs
University campuses - urban and regional
Young people
Headspace - state-wide

Service Providers
Key themes from interviews with service providers included:






A need to communicate and inform GPs more about PrEP
o Utilise Primary Health Networks, College of GPs networks via newsletters etc
o Short and sharp messages (what PrEP is, who it is for, and where it can be
accessed)
o Suggestion to use the iSoBAR approach (identify–situation–observations–
background–agreed plan–read back) as commonly used in teaching Medical
Students/GP training
A need to communicate and inform hospital staff via HHS newsletters
Link in with transgender clients attending the clinic for routine hormonal therapy
Link in with Headspace and other services access by young people.
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9. Discussion
This report is the 2017 annual report of the first 12 months of QPrEPd following
commencement on 1 July 2016, and includes the preliminary findings from the initial seven
months (7 November 2016 to 30 June 2017) of the study participants’ enrolment, threemonthly follow-ups and M&E data collection.
The results section presents the data in relation to how they address the QPrEPd primary
and secondary objectives as identified in the study protocol.
Primary Objective
1. To assess the feasibility of PrEP provision through sexual health services and general
practice services (with S100 prescribers) in Queensland.
Secondary Objectives
1. To assess the acceptability of this model of PrEP provision.
2. To assess factors associated with PrEP use including, adherence to PrEP and
experience and perceptions of side effects associated with PrEP use.
3. To gain more information on the potential uptake and experiences of transgender
gay and bisexual men and Aboriginal and Torres Strait Islander MSM using PrEP.
4. To assess the regional interest in Queensland for PrEP and the experiences of those
using PrEP, including barriers to PrEP access in regional and remote Queensland.
5. To develop guidelines for PrEP provision in Queensland.
6. To increase the involvement of general practitioners (non-S100 prescribers) in PrEP
provision by working with partner S100 prescriber sites.
This discussion section builds on the results section and presents the progress to date, along
with the points for consideration in relation to the key program implementation and M&E
questions outlined on page 4 of this report:
1. Has QPrEPd achieved the goals and objectives it intended to accomplish as outlined
in the QPrEPd Study Protocol?
2. Has the provision of PrEP attracted those who would most benefit from its use?
3. What have been the barriers to people accessing PrEP and how can we overcome
these?
4. Was QPrEPd implemented as originally intended? Have the right activities been
implemented, in the right way and on a large enough scale?
5. Is access to PrEP equitable across the State?
6. Has the provision of PrEP reduced new transmissions of HIV in Queensland?
7. Can progress on the goals and objectives be shown to be related to QPrEPd, as
opposed to other developments that are going on at the same time?
8. Has the value or benefit of achieving QPrEPd goals and objectives exceeded the cost
of producing them?
9. What have been the unintended results and consequences of interventions?
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Has QPrEPd Achieved the Goals and Objectives it intended to Accomplish as
Outlined in the QPrEPd Study Protocol?
Analysis of data from the first nine months of recruitment suggest that QPrEPd is addressing
the primary objective of assessing the feasibility of PrEP provision through sexual health
services and general practice services (with S100 prescribers) in Queensland, along with four
out of the six secondary objectives including the acceptability of the model of PrEP provision
and uptake of PrEP among all vulnerable and regional populations.
It is only secondary objective number 5 development of Queensland specific PrEP guidelines
and number 6 increased involvement of non-S100 prescribing GPs, where limited progress
has been made during this reporting period. It is expected that there will be considerable
development in these areas over the next 12 months.

Feasibility and Acceptability
The substantial waiting lists of interested people and the rapid enrolment of eligible people
across QPrEPd study sites within the first two to three months of study launch, combined
with the levels of participants’ and study site staff satisfaction suggests PrEP provision
through sexual health services, S100 prescribing GPs and community-based S100 GP services
is both feasible and acceptable. Feasibility and acceptability is further demonstrated by the
number of active participants reaching 1679, 84% of the capped target sample of 2000
participants, within seven months of enrolling the first participant. It is important to note
that at the time of submitting this report (30 October 2017), the study had reached 2000
active participants and there had been a Ministerial announcement of funding for a further
1000 participant places.
All Queensland public sexual health services are involved as study sites. QPrEPd has
attracted a number of new clients to these services, providing opportunity to offer ongoing
sexual health care for these participants.
On the whole they have integrated QPrEPd into their standard operating procedures with
minimal disruption of other services. However, a few study sites have experienced notable
increases in workloads and demands on resources. Some services also commented that the
increased demand placed on the service by QPrEPd was affecting appointment availability
for clients presenting with other needs, and that they had made the decision to cease
enrolling in order to ensure continued care for symptomatic presentations and existing
clients including those living with HIV. One sexual health service reported that:
”QPrEPd is taking up 80% of our resources and capacity for 40% of our clients.”
While staff at this service recognised the importance of rapidly expanding access to PrEP,
they also expressed concern that the demands of QPrEPd were impacting on their ability to
implement other priority initiatives for their client groups. Many of the SHSs suggested that
they had limited flexibility, budget capacity, resources and support within their HHS to
increase staffing or change models of care easily to adjust to the increased workloads
associated with expanding access to PrEP. Public sexual health services with adequate
resources and staffing to implement flexible nurse-led, no-appointment-necessary clinics for
PrEP have reported higher levels of capacity.
One SHS in the outer central/western region of Queensland is yet to enrol participants. No
participants with a postcode from this area have enrolled at another study site. This suggests
that further exploration of the demand for PrEP in the central and western Queensland
region is required from the perspective of the community, relevant community-based
organisations and clinicians providing services in this area. The SMT, in collaboration with
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the M&E team, have plans in place to explore how this study site can be supported to ensure
potential participants living in this region can access PrEP.
Eight of the 30 S100 prescribing General Practices across Queensland are participating,
including four high case-load GPs in Brisbane and three in Cairns. Two of the services
reached their anticipated sample target within 3 months of study launch and the majority of
other GPs have continued to steadily enrol participants. Similar to the SHS study sites,
QPrEPd has attracted a number of new clients to these services.
The study CIs at these private S100 GP sites acknowledge that this has generated income for
their service. However, they suggest this has enabled them to conduct comprehensive
health and well-being assessments on these clients, and linked them into ongoing primary
health care for a range of other issues that may not have been possible at public SHS study
sites. This was seen as an extremely positive outcome of offering PrEP through this model of
service.
Currently only one out of the four Aboriginal Medical Services with an S100 prescriber on
staff is actively engaged as a study site. Careful consideration of the QPrEPd delivery model
is needed to ensure that the current model does not exclude Aboriginal and Torres Strait
Islander people, or AMS services from becoming involved as a study site. There also need to
be systems in place to facilitate and ensure adequate and appropriate community
engagement and representation to guide the development of targeted messaging and
models of PrEP delivery and broader prevention messages.
The SMT, in collaboration with the steering committee and other key Aboriginal and Torres
Strait Islander stakeholders, needs to continue to explore the feasibility of establishing a
committee for promoting QPrEPd among Aboriginal and Torres Strait Islander people. There
is also a need for the development of culturally and sexuality safe and competent focused
HIV prevention messaging that takes into consideration the context and needs of both urban
and regional Aboriginal and Torres Strait Islander communities and individuals.
The SMT have had to adapt the Study Protocol to adjust for the diversity of practice and
location context across the 23 study sites during the initial implementation phase of this
study. However, it is evident that PrEP provision through sexual health services, S100
general practices and community peer based S100 GP services is feasible and acceptable.
Nonetheless, mechanisms for increasing capacity at public sexual health services and the
participation of more S100 prescribers, including those working in Aboriginal Medical
Services across Queensland, needs to be explored and implemented during the next
reporting period. This is particularly relevant given the cap of 2000 participants has been
raised in response to the obvious demand for PrEP in Queensland.
There is a need to consider how these public and private services can be supported to cater
for the increased workloads and adjust service delivery models to enable a flexible
integration of PrEP implementation into their standard operating procedures, without being
disruptive to existing service provision and client outcomes.
Emerging from the stakeholder interviews is a strong sense of disappointment and
frustration around the lack of additional monetary support, such as a reimbursement for
enrolling participants into QPrEPd. Some study site CIs felt this would enable services to
employ additional study/research support staff, as is commonly done in large multisite
medical studies/research projects. Some stakeholders commented that they thought
additional support was being provided to study sites in New South Wales and Victoria for the
expansion of PrEP access, and queried why this wasn’t happening here.
Consideration also needs to be given as to how to support the study sites in recruitment,
training and on-going staff development of the multidisciplinary team necessary to provide
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best practice evidence-informed PrEP provision and broader sexual health and HIV care to
Queenslanders. This includes the education and support of GPs who have completed S100
prescribing courses and who currently do not have an HIV case load, and non-S100
prescribing GPs who may be interested in becoming study sites. Increasing knowledge and
awareness of PrEP among these cohorts will need to be a particular priority in preparation
for when PrEP is listed on the PBS.
A more in-depth exploration and analysis of the QPrEPd participant and study site
experiences is needed around this area in the next round of M&E interviews. This will
provide the opportunity to gain greater understanding of the feasibility of expanding PrEP
access to other services and develop the much needed awareness and understanding of the
social determinants of health influencing PrEP access from the perspectives and realities of
the participant and stakeholder personal communities and experiences.

PrEP Use and Acceptability
Factors associated with PrEP use including adherence and side-effects have been explored
and almost all QPrEPd participants reported high levels of comfort taking PrEP and were
willing to take it daily, with a third of participants also reporting prior use.
The majority of participants (80%) reported continuous use with less than 10% taking
intentional pill breaks. The small number of participants who reported taking an intentional
pill break and/or missed taking some pills, generally did so due to being ill, having side
effects, being away from home, running out of pills or forgetting. There was also a
proportion of participants who took an intentional break or stopped taking PrEP as they
were no longer at risk of HIV, as they were not having sex or had entered a monogamous
relationship.
There is emerging literature on the use and efficacy of ‘on-demand’, intermittent, or ‘event
related’ PrEP dosing17. While this regimen is not currently included in the Australian PrEP
guidelines18, or the study protocol with study sites being advised not to promote this
regimen, there is emerging discussion among some participants about the use of PrEP in this
way, especially for those who don’t like taking a daily pill and or only consider themselves at
risk at certain times. There is also some discussion among the SMT and study site CIs about
when or if this needs to be considered, either as an amendment to the current study
protocol or as a sub study.
Participants experiencing side-effects generally reported that they were not severe and that
they had spontaneously resolved over time, or with changing the time of day participants
took their PrEP dose. The rate of side effect occurrence appears to reduce at each
consecutive consultation time point, however it is important to note that the number of
participants attending the six month time point is relatively small at the time of this report.
Some participants have withdrawn due to side effects, with the majority doing so within the
first month of enrolling. Of the 10 adverse events reported, none of which were recorded as
a serious adverse event (SAE), only five participants withdrew from the study. This suggests
that PrEP has been well tolerated by the majority of participants.
There was a noted shift in perceptions of HIV risk after taking PrEP, with the majority of
respondents thinking they were at mid to high risk before joining the study to now
perceiving themselves to be at no or minimal risk of getting HIV. While most agree that PrEP
means people will have more sexual freedom and condoms are still important despite the
perceived lower risk of getting HIV, there were a number of participants who considered
PrEP was possibly making them and others less responsible. Some participants reported on
their entry-survey that they will have condomless sex more often now they are on PrEP, and

2017 Annual Report (No. 1) Reporting Period: 1 Nov 2016 - 30 June 2017

89 | Page

the rates of other STIs diagnosed at the three and six-month study visits combined with
preliminary findings from the participants interviews suggests that this is occurring.
Participants appear to be considerably less concerned and fearful about the other STIs
compared to HIV as they are on the whole able to be cured. Further exploration of these
divergent attitudes will be explored during the next qualitative M&E phase.

Has the Provision of PrEP Attracted Those Who Would Most Benefit from its Use?
The results presented in this report suggest that QPrEPd is attracting and recruiting people
at high risk of HIV who would most benefit from the use of PrEP. For example, the majority
of participants self-identified as gay (76%) males (84.5%), aged between 20 and 39 years of
age (61.4%), who had more than ten sexual partners in the last six months (41.1%) and had
regularly engaged in condomless anal intercourse with regular, casual and/or fuck buddies
in the three months prior to enrolling.
The spread of QPrEPd participants screened across the age groups and those who are
actively enrolled in the QPrEPd study is reflective of the age groups represented in the
notification data extracted from NoCS on 22 September 2017, of newly diagnosed HIV cases
in Queensland for the 2016-17 financial year1. This suggests the study is recruiting the
necessary target age range and thus attracting those who would most benefit from using
PrEP.
The majority of QPrEPd participants had been tested for HIV and other STIs in the previous
1-6 months suggesting many of the participants were already engaged with services and
actively participating in their sexual health self-care. However, there was a small percentage
of participants who had never tested or tested infrequently for HIV and other STIs prior to
enrolling in QPrEPd. The vast majority of non-testers were Australian born, under 29 years of
age, had more than six partners in the previous six months and were enrolled in study sites
in Brisbane.
This suggests that QPrEPd is not only attracting those who would most benefit from using
PrEP, but also provides a platform for increasing STI testing rates among non and suboptimal testers and reaching at risk people previously not engaged in their sexual health.
The inclusion of three-monthly STI screening into the QPrEPd study protocol also increases
the opportunity for early detection and treatment of other STIs which, when combined with
contact tracing, will reduce the pool of undiagnosed STIs including HIV, a key facet of HIV
prevention.19,20
The majority of QPrEPd participants are highly educated, and actively self-referred
themselves to the study, suggesting QPrEPd has on the whole recruited the well informed
already engaged MSM during this initial reporting period. One might argue these ‘early
adopters’ are aware of their risk and the use of PrEP in reducing this risk and have the
resources, capability and willingness to access PrEP.
The descriptive data presented in this report provides some understanding of the uptake
and experiences of other priority groups such as transgender people, bisexual men and
Aboriginal and Torres Strait Islander people using PrEP in Queensland, along with the
interest and experiences of people living in regional Queensland and those born overseas.
However, the number of people enrolled from among these national and local priority
groups21-26 is small.
There is a need to further explore how to attract people who are less aware about PrEP and
their potential vulnerability to HIV, and those who are experiencing social, environmental
and structural barriers to accessing PrEP.
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Aboriginal and Torres Strait Islander people
Approximately 4% of the Queensland population identify as Aboriginal and/or Torres Strait
Islander with a mean age of 22 years10, with 41.5% living in one of the three northern
Queensland Aboriginal and Torres Strait Islander regions of Cairns - Atherton, Townsville Mackay and Rockhampton.12
As of 30 June 2017, 2.94% (42) of the QPrEPd participants who had completed an entry
survey self-identified as Aboriginal and/or Torres Strait Islander. All Aboriginal and Torres
Strait Islander participants identified as male or Two Spirits and the majority identified as
gay (88%) or bisexual (12%). The majority were aged between 20 and 29 years, living in
South East Queensland, in particular the Brisbane metropolitan area, and identifying as at
high risk of HIV through male to male sexual contact.
Current enrolment figures and the Aboriginal and Torres Strait Islander participants’ profiles
suggest that Aboriginal and Torres Strait Islander people may be only marginally
underrepresented in the overall QPrEPd sample. The Study Management Team, study site
staff and stakeholders have expressed concern that those living in regional and remote
areas, and potentially at risk due to heterosexual and injecting drug use exposure, may be
underrepresented.
Data from QPrEPd combined with national HIV surveillance data11 indicates that Aboriginal
and Torres Strait Islander people at risk of HIV from heterosexual contact and injecting drug
use are underrepresented. This is a particular area in need of attention as national HIV
surveillance data identifies an increasing proportion of HIV notifications in Aboriginal and
Torres Strait Islander people being attributed to heterosexual sex (21%) or injecting drug use
(16%), compared with the Australian born non-Aboriginal and Torres Strait Islander
population (14% and 3% respectively).11
Aboriginal and Torres Strait Islander people are recognised as a priority population in
relation to HIV, STIs and other blood borne viruses (BBVs) at both state and national
strategic levels.23,27 Rates of new HIV diagnoses are rising among Aboriginal and Torres Strait
Islander people, and they continue to have higher rates for HIV (6.8 per 100 000 population
compared to 3.1 per 100 000, for 2015) and all other STIs compared to non-Aboriginal and
Torres Strait Islander people.28,29 The number of late diagnoses of HIV occurring among
Aboriginal and Torres Strait Islander people is also disproportionate.29 These factors
combined with lessons learnt from Indigenous populations in other countries30 and the
recent upward trend in notifications of infectious syphilis31 and HIV32 among Aboriginal and
Torres Strait Islander people in northern Queensland suggest Queensland and Australia may
be on the cusp of a sustained upward trend in Aboriginal and Torres Strait Islander HIV
rates.33 Increasing rates of HIV combined with the recent syphilis outbreak in Northern
Queensland, including cases of congenital syphilis, and continued high rates of bacterial
STIs21,29 emphasises the importance of increasing awareness and understanding of PrEP, HIV,
STIs and broader sexual health related issues among Aboriginal and Torres Strait Islander
populations.
Aboriginal and Torres Strait Islander people are at an increased risk of outbreaks of HIV due
to the significant ongoing underlying burden of STIs.34 Gay men, men who have sex with
men, young people and women are at increased risk due to low levels of knowledge
regarding BBV and STI transmission, patterns of sexual behaviour, limited access to services,
and vulnerability if and when using illicit drugs. For these reasons, further exploration is
needed of the HIV risk and the need for PrEP among the wider Queensland Aboriginal and
Torres Strait Islander heterosexual and injecting drug populations. The formation of a
QPrEPd Aboriginal and Torres Strait Islander People Committee with adequate and
appropriate Indigenous representation would facilitate exploration of these issues.
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Transgender and Bisexual People
There are small numbers of participants who identify as transgender and/or bisexual. Six
bisexual males, five of whom are from northern regional areas have been interviewed as
part of the M&E participant interviews as of 30 June 2017. However, analysis of these data is
still being conducted and there is limited other data informing the barriers and enablers
specific to the uptake of PrEP by transgender and bisexual people.
M&E interviews undertaken with the study site staff and participants identified concerns
about men who have sex with men (MSM) who don’t identify as gay, and how to engage this
cohort in the study. Many considered this group as a priority group for more targeted
recruitment. The challenges associated with engaging this group are acknowledged,
however, there is a need for innovative marketing and education including advertising in
beats and more general community spaces such as sporting clubs, cinemas, and shops such
as chemists.
Further exploration of the HIV risk and the need for PrEP among transgender people,
bisexual and other non-gay identifying men who have sex with men, and women is needed.

People Born Overseas
Of the 329 participants who reported on their entry survey that they were born overseas,
only 40 (2.8%) identified South-East Asia and 19 (1.3%) Sub-Saharan Africa as their region of
birth, the two regions with the highest HIV notification rates in Australia’s 2015 national
surveillance data.11
This suggests people born overseas, in these and other high prevalence areas, need to be
better targeted in the future. This is of particular importance given that the proportion of
gay and other men who have sex with men born in Asia (South East, North and Southern)
who were diagnosed with HIV in Australia has increased in the past decade, and over the last
five years the proportion with late diagnoses was highest in people born in South-East Asia
(48%) and sub‑Saharan Africa (46%)29.

People Living in Regional Queensland
Enrolment data shows the overall representation of QPrEPd participation from urban and
regional areas reflects the general population distribution.14,15 Nonetheless, with more than
half of Queensland's population living outside the greater metropolitan area of Brisbane,14,15
more needs to be done to ensure equitable access for eligible people living in major regional
cities along with the outer regional areas of SEQ.
QPrEPd faces some unique geographical and logistical challenges in implementing PrEP
access in these regions, compared to studies in other states which have much higher
proportions of people living inside major urbanised metropolitan areas.14,15 This is especially
true given that only nine of the 23 study sites (39%) are located in regional Queensland and
they cover a significant proportion of the population and geographical area of Queensland’s
1.853 million km² land mass.
Current QPrEPd participants living in regional Queensland are demonstrating a willingness to
travel distances of over 50 to 100 kilometres to access PrEP, and this suggests a highly
motivated and resourced cohort of early adopters. However, this issue needs to be
monitored as PrEP expands in the future, as others may not be so motivated or have the
financial or physical resources to travel these distances.
Innovative models of care to improve PrEP access may be required, such as the expansion of
telehealth and the supply of PrEP by non-S100 prescribers.
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This model has potential for easy expansion, particularly among the public sexual health
service study sites with telehealth facilities in place. This may also be a viable option to
support non-S100 GPs and AMSs in regional and remote areas, in collaboration with study
sites with the capacity and resources to support this model of delivery. Partnership models
will be explored in more detail during the next reporting period.
While the data imply that QPrEPd is attracting people who would benefit from the use of
PrEP, they also suggests that as QPrEPd expands beyond the informed motivated early
adopters, there is a need for a sustained effort to increase participation rates of people at
risk of HIV who are Aboriginal and Torres Strait Islander, born overseas and/or from regional
areas.
Preliminary iterative analysis of the qualitative data, field notes and informal feedback from
the SMT and study site teams suggests that additional interviews with QPrEPd participants
are indicated, to explore emerging issues such as the increasing rates of new HIV diagnoses
among Aboriginal and Torres Strait Islander peoples, and access for other minority priority
groups at increased risk of HIV.
The M&E team in consultation with the SMT, study site teams and the Steering Committee
are currently in the process of purposive sampling from the sub-sample of QPrEPd
participants who have provided informed consent to be contacted for an M&E Interview to
recruit an additional ten to 20 participants (budget allowing) with a focus on Aboriginal and
Torres Strait Islander, females, transgender and other minority priority groups.

Emerging Populations
PrEP for Participants Under 18 Years of Age
Currently the PrEP is registered for daily use in individuals aged 18 years and over18 and the
study protocol excludes people under 18 years of age. However, the SMT have become
aware of around ten young people under 18 years of age who have attended a study site,
expressing interest in PrEP and joining QPrEP.
Research involving minors requires careful consideration and attention to the design,
conduct, and ethical review35 and the inclusion of young people under 18 years of age does
raise considerable ethical challenges including the potential need for parental/custodial
consent which can be a barrier for some young people. The Gold Coast Human Ethics
Research Committee, the HREC currently approving this multisite study, does not review
projects involving minors so it would also mean an additional ethical approval application
being submitted via a different HREC and the renegotiation of the HHS governance
agreements.
The demand for PrEP in this age group is unknown. However, with 16 years of age the age of
sexual consent in Queensland, it does require further investigation and consideration.
People Travelling to High HIV Prevalent Countries Who do not fit with Long Term Regimens
Several enquiries have been made to the QPrEPd SMT and M&E teams regarding access to
PrEP for people at risk of HIV who are travelling to, or born in, Sub-Saharan Africa and South
East Asia and travelling back home for holidays. It is recognised that while these people are
at risk of HIV, they do not meet the QPrEPd study protocol for long-term PrEP regimens.
For people born overseas in high HIV prevalent countries there are multiple individual,
community, and structural reasons that result in poorer access to HIV risk prevention
strategies and higher rates of late HIV diagnoses compared to their Australian-born
counterparts.11
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PrEP workshops carried out by QuAC in Brisbane in 2016 also reported that migrant travel to
endemic home countries can place people at risk of exposure to HIV due to casual and
commercial sex, inconsistent condom use, sero-discordent couples wishing to have children
and women returning home for the purpose of becoming pregnant. It has been suggested
that PrEP could be packaged into travel advice with other prophylactics, such as malaria
prevention.
The University of Queensland and the University of Southern Queensland are currently
exploring the general promotion of PrEP for people born in South and North East Asia and
Sub-Saharan Africa through General Practice settings in Brisbane. The results of this research
will be available in April 2018.

Barriers to People Accessing PrEP and How can these be Overcome?
Some of the identified barriers for people accessing PrEP through QPrEPd included:









Limited appointments available through public sexual health services in Brisbane
Geographical constraints in regional areas
Culturally appropriate promotion of PrEP - Aboriginal and Torres Strait Islander and
people born overseas
Cultural issues with medicine being taken preventatively
Health literacy
Levels of engagement in care
Competing health priorities
People who wish to take PrEP for shorter term regimes such as under six months.

At the time of reporting the primary area of concern was the need to ensure adequate and
appropriate representation in QPrEPd of Aboriginal and Torres Strait Islander peoples at risk
of HIV.

Aboriginal and Torres Strait Islander People
Identifying and addressing barriers to accessing PrEP for Aboriginal and Torres Strait Islander
people was highlighted as an area needing further action. Preliminary findings from
stakeholder interviews with AHWs and public health and clinical staff working with
Aboriginal and Torres Strait Islander sexual health identified some specific barriers that need
timely consideration:







Tensions between implementation of PrEP with the fear of disrupting existing
broader sexual health promotion and condom messaging
The taking of a tablet daily for prevention was viewed as problematic, when many
Aboriginal and Torres Strait Islander people struggle with engaging with health
services and treatment even when experiencing symptoms
Mobility and housing situations affecting engagement with services, adherence to
treatment, and the storage of medication in shared houses
While a daily tablet may not be appropriate for some Aboriginal and Torres Strait
Islander people, a long acting PrEP may be more suitable as has been demonstrated
with contraceptives. Interestingly, event-dosed PrEP was not raised as a viable
option by the stakeholders interviewed
Connections were made to forced contraception and the need to avoid people
feeling like PrEP was something being ‘done’ to them.
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Knowledge, attitudes and skillset of Aboriginal health care workers.

There was consensus among the interviewees that a combination of prevention strategies
that incorporate tradition and culture, developed in collaboration with community, are
needed to address the complex interplay of factors influencing this group’s vulnerability. The
need for TasP, PEP, and PrEP were well noted. However, it was felt that while it is imperative
that PrEP is available in Aboriginal and Torres Strait Islander communities, a significant
amount of work is required to understand how to implement and promote PrEP in a
culturally safe and effective manner that does not undermine the longstanding embedded
harm minimisation and safer sex prevention messaging.
A strong theme emerging from the preliminary analysis of the service provider and key
stakeholder interview data suggests that exploration of the knowledge and attitudes among
health care workers providing services to Aboriginal and Torres Strait Islander people
regarding HIV and PrEP is needed before implementing PrEP.
Another common theme was that there is a need for more culturally appropriate promotion
and information for Aboriginal and Torres Strait Islander people. As outlined earlier in the
points for consideration in regards to communication, more culturally diverse and
appropriate PrEP resources you are needed. Including the use of role models involved in
music, arts, theatre and dance groups and the popular Aboriginal and Torres Strait Islander
bisexual and transgender online forums in the regions, including Badoo and Kettle of Fish.
Concerted and sustained efforts at local and state level will be required to understand the
different cultural and service contexts where PrEP sits within the HIV and sexual health work
currently being undertaken. This includes: education and support for Aboriginal Health
Workers and staff at Aboriginal Health Services; whole of community sexual health, HIV and
PrEP awareness and education; the integration of PrEP with broader sexual health HIV
messaging and alcohol and other drugs work; and the need to build onto existing services,
particularly those using peer educator/recruiters and community development models.

Was QPrEPd Implemented as Originally Intended? Have the Right Activities been
Implemented, in the Right Way and on a Large Enough Scale?
Monitoring processes undertaken with QPrEPd suggest that the study has been
implemented as originally intended. Overall, and as experienced by the majority of study
sites, enrolment into QPrEPd was rapid and continued to steadily increase each month over
the first six months of the study. QPrEPd is providing PrEP access to nearly 2000 people at
risk of HIV, and is building a foundation of skilled sexual health clinicians and communitybased organisations that will be able to support other generalist clinicians to provide
broader access into the future.
QPrEPd enrolment rates suggest that the number of study sites and scale of the study has
been large enough to almost reach the target number of 2000 participants within less than
seven months of commencement. However, if the study is large enough to have a
population level effect and reduce the number of new transmissions of HIV is still
unanswered. The University of New South Wales has estimated that there are approximately
6283 high-risk HIV negative men in Queensland who are eligible for PrEP.2 As of 30 June
2017, 27.8% (n= 1747) of the estimated 6283 high-risk HIV negative men were enrolled in
QPrEPd, and while there may be a number of Queenslanders taking PrEP outside of QPrEPd,
the results of this study indicate that there is significant room and need for scaling up of this
intervention in the future. Full expansion of PrEP to address the demand and need into the
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future will require a significant increase in the number of available QPrEPd spaces, and
ultimately for PrEP to be listed on the Pharmaceutical Benefits Scheme (PBS).
So while QPrEPd data suggests that the right activities have been implemented and in the
right way, there is a need to maintain achievements and redirect strategies to continually
innovate to ensure ongoing recruitment of high-risk people into QPrEPd, and that the
barriers to access are addressed. Further investigation of models of service delivery, along
with the identified issues and challenges, is needed to inform ongoing study implementation
and quality improvement.
There have been a number of operational challenges faced by both the SMT and the
individual study sites. These challenges have all been addressed by 19 minor amendments of
the study protocol. However, they have required considerable input from the SMT, the
Steering Committee, the M&E team, and the study sites, with limited additional logistical
and financial support.
For the SMT, the challenges have primarily been associated with the short timeframe of four
to five months set for development, expansion and implementation of a multisite
demonstration study of this size and nature across a state with 16 separate HHSs and
significantly divergent geographical and population based needs and models of service
delivery.
One of the biggest challenges to the SMT and the implementation of the project in 2016 was
the entire change in the senior leadership at CHHHS and the membership of the CHHS
Board, just as QPrEPd was being developed and implemented. These changes caused some
frustrations around project ownership, sponsorship and signoff delays on contracts, funding
and drug procurement. However, with the assistance of the Department of Health, including
the transfer of budget control back to the Department, the SMT were able to persevere
though these periods of uncertainty. The input of funds and in kind support was also
required from CSHS in the initial development stage (July to October 2016), to enable the
establishment of the SMT in a timely manner to begin planning and appropriate engagement
with services interested in becoming study sites. One of the study team said:
“Good team relationships and established processes were essential in us
getting to where we are now, despite all the HHS, DoH procedures and drug
procurement challenges”
Other operational challenges and issues emerging through the initial phases of
implementation have included:







Establishment of an ethical and governance framework necessary for a multisite
demonstration study involving both public and private organisations, including the
time taken to establish the necessary separate site specific governance agreements
and collaborative research agreements
Establishing an effective online data collection system that met both DoH and HREC
standards of privacy and security
Establishment of a state level structure for the procurement, importation, and
supply of medication and the monitoring of medication integrity. This involved
extensive input from DoH Central Pharmacy and the CSHS Pharmacy staff who were
constrained by existing workloads, and a team with minimal experience with
developing and managing a clinical trial of this nature. This also involved working
with study sites with no established onsite pharmacy support network or structural
design for the safe storage of a large quantity of study drugs
Logistical and time challenges involved with visiting the 23 individual study sites for
training, assessment and auditing
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Clinicians adjusting to the ‘real life’ realities of prescribing a medicine registered for
the purposes of PrEP on the Australian Register of Therapeutic Goods (ARTG) as part
of a study protocol framework. This was a particular challenge for study site staff
with limited research/trial experience and workload demands, which had a roll on
effect to the SMT workloads and challenges to identify, manage and adjust the study
protocol as needed
Participants adjusting to the ‘real life’ realities of participating in a study within a
study protocol framework that requires set timeframes for study site visits and data
collection across a number of time points. For example:
o A number of participants failed to return for enrolment appointments within
the protocol documented 2 week period, which required them to be
allocated a new study ID before being rescreened for eligibility. The decision
was made after consultation with the Steering Committee and study site CIs
to no longer allocate a new study ID on return but to re-screen and continue
in the study (if eligible) under their original study ID
Establishment of effective communication pathways between SMT, study sites and
key study partners
o There were some initial challenges for the SMT working within DoH and
CHHHS communication guidelines and procedures. This created delays in
their ability to release information in the initial study development phase,
particularly around the date for study launch that led to concern around
transparency with some of the study sites and key partners involved with
communication.
o Several study sites expressed during the stakeholder interviews that they
felt that the communication between partners could have been improved
and more frequent. Several suggested bringing all the study site CIs together
before the launch to discuss implementation and study protocols may have
ironed out some of the initial communication concerns and challenges
adhering to the study protocol.

Is Access to PrEP Equitable Across the State?
At the time of this report there were 23 study sites across Queensland, including 12 public
SHSs, six private S100 prescribing GPs, two community GP (one AMS and one LGBTI peer
organisation) and two Specialist S100 Practices. This provides the well-educated ‘early PrEP
adopters’ enrolling into QPrEPd with a range of study site choices. However, it is important
to remember that not all people at high risk of HIV acquisition are informed early adopters
who are motivated and able to join QPrEPd or have the resources and capability to travel to
the study sites and pay the consultation fees at private GPs if needed.36 There are some
notable points of discussion concerning equity of access across the state.
The majority of participants reported being employed full time, with a mean gross annual
income of AUD$69,856. Nonetheless, QPrEPd interview data suggests people without the
resources to travel long distances in regional areas and or attend a study site providing free
or bulk-billed services have undoubtedly experienced inequitable access.
Some public sexual health services in SEQ metropolitan area experienced some challenges
that caused delays for services commencing enrolment and/or limited the availability of
appointments allocated to screening and enrolling QPrEPd participants. Participants from
these catchment areas reported travelling to other study sites in the surrounding South East
Queensland area where appointments were available, including enrolling in private study
sites, most of which included payment of a gap fee.
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Some of the Brisbane study sites had an extensive waiting list of people awaiting QPrEPd
screening and enrolment appointments. Appointments remain in high demand at these
study site with waiting list management being an ongoing challenge and some potential
participants with the resources and capability have been seeking enrolment at other study
sites. One such site is also the only community-based medical clinic who has recruited the
majority of Aboriginal and Torres Strait Islander clients across Queensland. Recruitment has
been put on hold at this study site at the time of writing this report from August 2017 to
January 2018.
The distances some people are required to travel to access study sites are a significant issue
in Queensland, however participants are demonstrating and reporting a willingness to travel
to access PrEP. Nonetheless, as stated previously this needs constant monitoring as the first
wave of motivated willing and able ‘early adopter’ participants swings to people with limited
resources or ability to travel and actively seek out public or bulk-billing study sites.
Partnership models and telehealth are being explored in regional Queensland to enable
better access to QPrEPd without having to travel long distances. Access to PrEP through
Aboriginal Medical Services has also been constrained in the first year of implementation
with only one AMS joining as a study site. These issues require further exploration,
particularly in regional areas and for Aboriginal and Torres Strait Islander people living
remote communities.
There is community demand for increasing access to PrEP, and this aligns with the
ministerial priority of increasing the availability of PrEP22,26 by providing funding for QPrEP.
However, there is a need for investment of additional operational funds to public SHSs,
community organisations and private GPs to ensure the study sites have the resources and
skilled workforce necessary to provide equitable access to PrEP across the state, for all
people at risk of HIV. Additional financial support for services may include:






Incentives to enrol people
Funds to employ a dedicated research/trial nurse
Resources to expand outreach services to outlying HHS regions, including
development and expansion of nurse-led models of care
Professional development and training packages
Mechanism to mentor and support non-S100 provider services, including AMSs and
other primary health care facilities to become study sites.

Has the Provision of PrEP Reduced New Transmissions of HIV in Queensland?
In 2016, there was a total of 195 notifications of newly diagnosed HIV cases in Queensland,
with year to date showing there have been 150 notifications of newly diagnosed HIV cases
as of 15 October 2017.37
Comparison of the total number (n=197) of newly diagnosed HIV cases notified for the 01
July 2016 to 30 June 2017 (the time period when QPrEPd commenced) with the total
number of newly diagnosed HIV cases notified during the same period in the previous year
2015-2016 (n=217) indicates a decrease of 20 or approximately 9.2% in the total number of
newly diagnosed HIV cases notified during this reporting period (Table 65).
However, it is difficult to assess if the increased access to PrEP via QPrEPd has had any
influence on this reduction due to the short time frame QPrEPd has been operating, and
multiple other variables influencing acquisition and transmission including the unknown
numbers of people accessing PrEP outside of QPrEPd.
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Nonetheless, closer examination of the notification data for this period demonstrates that
the two HHSs have experienced an increase in both the absolute numbers and the
percentage of total newly diagnosed HIV cases for the reporting period of this report, 01 July
2016 to 30 June 2017, compared with the same period in the previous year (Table 64).
Five of the six new HIV cases diagnosed during QPrEPd eligibility screening processes were
among participants attending study sites from the greater Brisbane area, and one in an
outer regional area of SEQ.
Table 64 Newly Diagnosed HIV Case Notifications by HHS and Financial Year 2015/16 and
2016-17#
Hospital and Health Service
2015-16
2016-17
Total
Cairns and Hinterland
30 13.82%
17
8.63%
47 11.35%
Central Queensland
6
2.76%
4
2.03%
10
2.42%
Central West
1
0.46%
0
0.00%
1
0.24%
Darling Downs
11
5.07%
5
2.54%
16
3.86%
Gold Coast
40 18.43%
30 15.23%
70 16.91%
Mackay
4
1.84%
5
2.54%
9
2.17%
Metro North
53 24.42%
66 33.50%
119 28.74%
Metro South
40 18.43%
47 23.86%
87 21.01%
North West
1
0.46%
0
0.00%
1
0.24%
Sunshine Coast
6
2.76%
6
3.05%
12
2.90%
Torres and Cape
0
0.00%
3
1.52%
3
0.72%
Townsville
8
3.69%
2
1.02%
10
2.42%
West Moreton
12
5.53%
7
3.55%
19
4.59%
Wide Bay
5
2.30%
3
1.52%
8
1.93%
Interstate/ Overseas
0
0.00%
2
1.02%
2
0.48%
Total
217
217
197
197
414
414
#

Queensland Department of Health (22 September 2017) Notifiable Conditions Systems (NoCS) HIV
Notification Data provided as per request to inform the development of this report.

The majority of participants (68.5%) who reported prior PrEP use, of which 79.9% reported
taking it continuously since commencing, are enrolled in a study site situated in the greater
Brisbane areas (Table 65), suggesting this area already had a number of people on PrEP in
the 12 months prior to the roll out of QPrEP.
The six study sites in greater Brisbane areas account for 61.6% of the 1844 people screened
and 62.4% (n = 1048) of people enrolled in QPrEPd as at 30 June 2017. This suggests eligible
participants in this area are accessing study sites. Exploration of the epidemiological data is
needed to understand who is acquiring HIV in Brisbane and whether there are barriers to
access for this group. Are they Australian-born or overseas-born gay men, are we seeing an
increase in heterosexual people being diagnosed with HIV?
Overall it is difficult to draw conclusions about these changes and the overall impact of the
rapid roll out of PrEP through QPrEPd on HIV notification rates in Queensland due to
relatively small numbers of notifications and the short time frame of seven months that
QPrEPd has been operational in the 2016 – 2017 reporting period.
Further exploration of the new HIV cases is required before any conclusions can be drawn.
Investigation of where these new infections were acquired such as here or overseas and the
profile of who is acquiring the new infections; Australian-born or overseas-born gay men;
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along with their sexual networks will provide a better understanding of who and where PrEP
should be targeted. Provision of this data in a timely manner will also allow for early
detection of trends and services to be more prepared and responsive to any upward trends
and changes in vulnerable population groups needing access to PrEP.
Table 65 Participants Previously on PrEP by HHS Area
Participants Previously on PrEP
Hospital and Health Service Areas
n
%
Cairns and Hinterland HHS
39
7.9%
Central Queensland HHS
5
1.0%
Darling Downs HHS
19
3.9%
Gold Coast HHS
40
8.1%
Mackay HHS
7
1.4%
Metro North HHS
240
48.8%
Metro South HHS
97
19.7%
Sunshine Coast HHS
11
2.2%
Townsville HHS
18
3.7%
West Moreton HHS
14
2.8%
Wide Bay HHS
2
0.4%
Total
492
100.0%

Can Progress on the Goals and Objectives be Shown to be Related to QPrEPd, as
Opposed to Other Developments that are Going on at the Same Time?
While the QPrEPd Study Protocol clearly articulates primary and secondary objectives, it
does not articulate the specific goal of reducing new transmissions of HIV in Queensland
despite the strong evidence supporting the efficacy of PrEP in reducing the risk of sexually
acquired HIV infection in adults at high risk.17,38
It is going to be challenging to untangle the web of interventions that make up the
contemporary HIV landscape and their outcomes on reducing the transmission of HIV. In the
last 5 years, the evolution of the HIV/AIDS journey has experienced significant
pharmaceutical and technological shifts resulting in fundamental theoretical, clinical
management and strategic changes. Working towards an end to new HIV transmissions, the
Queensland Government has invested in a concerted effort to promote and improve access
to HIV testing, treatment as prevention (TasP) including: early treatment; PrEP and PEP; and
to address HIV stigma. All of these key interventions have a role to play in reducing the
onward transmission of HIV.
This multifaceted approach to prevention, especially the recent 2014 change to Australian
prescribing guidelines recommending HIV treatment for all HIV-positive people, regardless
of CD4 cell count that facilitated the rapid expansion of Treatment as Prevention as a key
prevention strategy in Australia,39,40 makes it difficult to attribute any reduction in new HIV
infections solely to the rapid expansion of PrEP access via QPrEPd. In 2016, the Kirby
Institute reported that overall, no jurisdiction has observed a long term decreasing trend of
HIV notifications in the last 10 years. Overall it is difficult at this early stage to draw
conclusions about changes and the overall impact of the rapid roll out of PrEP through
QPrEPd on HIV notification rates in Queensland due to the short time frame of seven
months that QPrEPd has been operational.
Enrolments at June 2017 reached 84% of the QPrEPd initial capped target sample of 2000
participants. However, this is only 26.7% of the 6,283 Queensland people estimated by the
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Kirby Institute that are required to be on PrEP to achieve population benefits2, so one can
argue a larger proportion of people at risk of HIV is required to be enrolled in QPrEPd or
privately on PrEP to begin to make a noticeable impact on notification rates of new
diagnosed cases of HIV on Queensland.

Has the Value or Benefit of Achieving QPrEPd Goals and Objectives Exceeded the
Cost of Producing Them?
The Queensland Government initially committed $6 million over four years to improve
access to PrEP in Queensland. This question will be explored in more detail in future QPrEPd
annual reports as it is too early to assess at this stage.

What have been the Unintended Results and Consequences of Interventions?
Increasing Screening Among Never Testers and Sub-optimal Testers
Clinicians reported that QPrEPd was attracting a significant number of new clients to their
services. This includes new clients to public sexual health services in regional areas and new
clients to s100 prescribing General Practices both bulk billing and non-bulk billing, along with
a small number of people at high risk of HIV who have never tested or who have been
infrequent testers for HIV and other STIs. This suggests that access to PrEP and QPrEPd have
been successful in engaging new groups of people to sexual health specialist services.
Interviews with participants, however, raised an issue relating to sub-optimal sexual health
screening occurring with non-sexual health specialist GPs in regional Queensland. This
included a number of high risk MSM who reported seeing their general GP regularly for STI
testing, believing themselves to be doing the right thing and only being screened via
serology and urine collection. These people were unaware that they were not receiving a
comprehensive sexual health screen until they engaged with QPrEPd study site staff and
received screening including anal and pharyngeal swabs. This could suggest that a number of
STI cases are being missed among this high risk priority population.

Community Engagement
Data shows that one third (n=466) of participants who completed the entry survey were new
clients at the service (study site) they attended for screening and enrolling. Eleven of these
first time attenders had never had a previous HIV test, 46 had not had a HIV test for more
than one year, 12 had never had a previous screen for other STIs and 59 had not had STI
testing for more than one year. Nearly 200 of these first time service users also reported
having more than 10 sexual partners in the six months. This suggests that QPrEPd has been
successful in engaging new people at risk of HIV with specialty sexual health services (n=129)
as well as establishing links with S100 primary health care providers (n=337) able to provide
comprehensive health care. There are high levels of engagement in monitoring and
evaluation component of QPrEPd with an overwhelming response rate of people completing
the response on the entry and three-monthly surveys (>80%) and 63% of participants
volunteering to be interviewed by UQ M&E team. Interestingly, a number of participants
interviewed expressed a sense of gratitude that a study site was open in their local area,
particularly those living in regional areas where there was a limited sense of gay community
connection. This emerging sense of community engagement was leading some participants
to become advocates for PrEP and actively encourage more people, both friends and casual
hooks ups, to enrol into QPrEPd.

STI Rates and Trends
QPrEPd data suggests an increase in STIs diagnosed at the six month visit compared to the
three month time point. 2016 national surveillance report suggests the incidence of
chlamydia, gonorrhoea and syphilis have continued to increase in the past five years11,
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however, as the numbers screened at the six month study visit are relatively small and other
QPrEP data relating to STIs is limited at this point it is difficult to draw any conclusion about
the long term impact of PrEP on STI rates among PrEP users.
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10.

Conclusion

What Decisions Need to be Made Concerning Changes to the Ongoing QPrEPd
Implementation Based on Outcomes of the Annual M&E Analysis of Data and
Outcomes?
A number of committees and sub-committees were established to guide and progress the
required actions throughout the planning and implementation phases of QPrEPd. These
committees continue to meet regularly and this has enabled early detection and resolution
of emerging issues on an ongoing basis. This has ensured QPrEPd has continued to evolve in
response to the realities of implementing PrEP across Queensland in as efficient manner as
possible despite the constraints and challenges discussed in this report.
Outcomes of M&E discussions with the SMT and study site co-investigators have identified
the need for an annual meeting of the Principal Investigator and Co-Investigators from all
study sites, QPrEPd Study Management/Operational Team, QuAC communication team and
the UQ M&E team. An annual meeting would provide valuable opportunity for study sites to
share experiences plan for future expansion and address the concerns about wider more
transparent communication across the study sites. The SMT in consultation with the steering
committee plan to explore the feasibility of submitting a business case for funding to
support this suggestion.
The UQ M&E team recommend the priority area in need of addressing is the limited
understanding and awareness of PrEP needs and demand among Aboriginal and Torres Strait
Islander people in Queensland, in particular those at risk due to heterosexual and or
injecting drug use exposure. Some of the issues raised by participants, stakeholders and the
SMT include:
1. Develop better understanding of Aboriginal and Torres Strait Islander peoples HIV
vulnerability beyond the epidemiological data and new HIV diagnosis notifications
rates to include understanding of the social determinants of health influencing their
vulnerability and the realities of their personal community including their gender
and sexuality identities and fluidities.
2. Explore how more AMSs could be supported to provide access to PrEP and
expanded sexual health HIV services, particularly, given the current trending upward
of new HIV diagnosis among Aboriginal and Torres Strait Islander peoples.
3. Explore the awareness and understanding of AMS staff and other Aboriginal and
Islander HCWs in regard to PrEP along with their perspective on how best to
promote and implement PrEP into their communities and existing practice.
Exploration of service capacity constraints along with alternate models of service delivery is
needed to ensure ongoing service delivery and participant satisfaction. Issues raised by
stakeholders and the SMT around service capacity and logistics of implementing PrEP
include exploration of:
1. How to support other LGBTI and HIV community peer based organisation providing
clinical services to become a study sites.
2. The demand for PrEP in central and western regional and far north Cape and Torres
Strait remote areas of Queensland from the perspective of the community, relevant
community-based organisations and clinicians providing services in this area.
3. The limited pool of skilled work force available in many of the public sexual health
services and within their regions to call on for support or backfill when required.
4. The limited capacity of public sexual health services to recruit and train new
workforce without a centralised evidenced informed training program. This was a
particular area of concern in regional areas. Some sites identified an ageing
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workforce and pending retirement of Service Directors / HIV Sexual Health
Physicians which will leave significant gaps in skill mix and service capacity to meet
needs of the community.
5. How other generalist public services such as regional, remote/rural health services
could be supported to provide access to PrEP.
6. Opportunities for future staff recruitment, training and on-going staff development
for all professional areas of the multidisciplinary team necessary to provide best
practice evidence informed sexual health and HIV care to Queenslanders.
7. How other s100 GP services and non-S100 GP services could be supported to
provide access to PrEPl.
Supporting the expansion of PrEP access across the current study sites will be an ongoing
need based on demand, particularly if PrEP is not listed on the Pharmaceutical Benefits
Scheme (PBS). This may require additional resources including the education and support of
generalist non-s100 prescriber GPs and other clinicians. If/when PrEP is listed on the PBS,
training of generalist health professionals including non s100 prescriber GPs will be of
particular importance.

11.

M&E reporting and dissemination plan and requirements

The M&E reporting and dissemination plan is guided by Schedule 3 of the Secondary Funding
Agreement (SFA) between State of Queensland, acting through Queensland Health (QH), and
The University of Queensland dated on 19 October 2016.
All reports to the State must be in writing (in electronic form) and provided to the contact in
Schedule 5 of the SFA via CommunityFunding@health.qld.gov.au
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