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Abstract

Background: The HIV epidemic among Black men wheehsex with men (BMSM) demands
urgent public health attention. Pre-Exposure Priphy (PrEP) is a highly efficacious option for
preventing HIV, but characteristics of PrEP use mgneommunity samples of BMSM are not

well-understood.

Methods: A serial cross-sectional survey assess(hiet, 184 BMSM reporting HIV
negative/unsure status) and HIV testing were coteduat Black Gay Pride events in six US

cities in 2014, 2015, 2016, and 2017.

Results: HIV prevalence was higher among BMSM esghierting current PrEP use (1 out of 3
participants) than BMSM not self-reporting curr@nEP use (1 out of 5 participants) (32.3%,
N=103/319 vs. 20.0%, N=639/3,193, aOR=1.68, 95%@+P.15). BMSM reporting current
PreEP use (N=380) were more likely to report haxargreater number of male sex partners
(aOR=1.02, 95%Cl=1.01-1.03), a STI diagnosis (aQR4&205%CI=1.88-3.16), and stimulant
drug use (aOR=2.05, 95%CI=1.21-3.47) when compar&MSM not reporting current PrEP
use (N=3,804). PrEP use increased from 4.7% (2@1%4%.5% (2017) (aOR=1.19, 95%CI=1.13-
1.25). Among PrEP users, inability to afford healéine coverage was associated with testing

HIV positive (aOR=2.10, 95%CI|=1.24-3.56).
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Conclusion: The high prevalence of HIV infectionarg BMSM reporting PrEP use is
concerning. It does not, however, challenge thieasfy of PrEP itself but rather the uptake of
the surrounding preventative package including belnal risk reduction support, STI treatment,
and medication adherence counseling. Furtherrgséaunderstand barriers to fully effective
PrEP are needed in order to guide operational ehdwioral interventions that close the gap on

incident infection.

Keywords: PrEP; Black/African American; Men who kasex with men; HIV prevalence

The HIV epidemic among Black men who have sex wign (BMSM) is alarming and
demands urgent public health attention. BMSM actéamthe largest proportion of new HIV
diagnoses in the United States. Additionally, windiees of HIV have decreased or remained
stable among most groups, rates of HIV among BM®bvben 25-34 have increadeBurther,
by the age of 40, it is estimated that 60% of BM®&M be living with HIV if current

epidemiological trends contintie

Pre-Exposure Prophylaxis (PrEP) for HIV preventias demonstrated efficacy for
preventing HIV transmissidnand therefore, has the potential to greatly irhfae HIV
epidemic among BMSM. Challenges, however, to Priflementation and uptake have
emergedi® PrEP requires access to comprehensive healtharzdeadherence to PrEP is of
critical importance for HIV prevention effectiversé® Understanding use of PrEP among
BMSM is imperative for reducing the health relatisparities observed among this group.
Although interest among BMSM in using PrEP is higptake has been low compared with

MSM of other races
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In general, much of what is understood about Rr&#is limited to clinical trials and,
therefore, little is known regarding how PrEP ifngeused among community samples of
BMSM. Moreover, the limited uptake of PrEP has g our ability to assess and understand
factors correlated with its use in naturalistidisgs’. Likewise, it is unclear if PrEP is reaching
those who are in greatest need, for example, iddals who report sexual risk taking and
correlates of risk such as substance use, transatBex, and sexually transmitted infection
(STI) diagnosi¥. Given the strength of PrEP as a prevention tselmust better understand

PreP use patterns among large samples of BMSM.
Sudy Objectives

The focus of the current study was 1o assess \@aidate variables associated with PrEP
use in a large, community-based sample of BMSMe Fppecific study objectives included (1)
assessing the level of PrEP awareness and uss/gRiating sociodemographics, HIV testing
histories, sex behavior histories, substance ugbSd| diagnosis by PrEP use status, and (3)

assessing HIV prevalence among BMSM reporting caffeEP use and non-use.
METHODS
Sampling, recruitment, and enrollment

Data from the current study were collected byRhemoting Our Worth, Equality, and
Resilience (POWER) Study Team. The study includedibi-US city, serial cross-sectional
survey assessment conducted at Black Gay Pridésewecurring in 2014N=1,117), 2015
(N=1,440), 2016N=1,129), and 201M™=498). The cities included Philadelphia, PA, Ddiroi
MI, Washington, DC, Atlanta, GA, Houston, TX, ancéMphis, TN. At each Black Gay Pride

the POWER Study Team identified official events amadomly selected events for recruitment.



RUNNING HEAD: PrEP use among community sample, 5

For each event, an intercept zone was establigteenhdividuals entered into this intercept zone

they were counted, approached, and invited togiaatie in the study.

Study activities included an audio computer-asdiself-interview (ACASI) survey, and
a subset of participants opted to partake in HBfig. Survey assessments were anonymous
and took approximately 20 minutes to complete.i€pénts were compensated $10 for survey
completion. Using a unique code (based on a sequarietters and numbers from their name, a
family member’s name, birthdate, and state of biytiparticipants completing more than one

survey assessment were identified. Only the masintesurvey was retained.

All participants were offered confidential HIV tegy, which occurred after completion
of the survey assessment. HIV testing, includingnseling and referral, was provided on site by
a local community based organization partnered thithPOWER Study Team. Testing kits
varied by agency and included Oraquick (OraSurénielogies, Inc., Bethlehem, PA),
Clearview STAT-PAK (Alere Inc., Waltham, MA), anN$TI (bioLythical Laboratories,
Richmond, BC) HIV tests. Participants declining fidential HIV testing were asked if they
would provide an anonymous saliva sample for Hifitg for surveillance purposes only. All
HIV test results were linked to the electronic assgent using a unique subject identification.
Participants were compensated an additional $1Bifdrtesting. All study procedures were

approved by the University of Pittsburgh Institatd Review Board.

Participants were eligible to participate if they (vere aged 18 years of age or older, (b)
identified as male or transfemale, and (c) reponi@dng a male sex partner in their lifetime.
Participants interested in study activities wemeaned via electronic tablet for eligibility.
Eligible participants were provided informed cortsémtotal, 13,396 individuals were

approached; 44.89% of those approaciNeb(015) agreed to screening, and 97.37% of
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screened participants completed a questionnid#8,857). Participants reporting living with
HIV (N=1,006), transgender identitj£152, to be addressed separately from BMSM), non-
identification with Black/African American race/eticity (N=217), or with missing PrEP use
data N=4), and repeated survey$294) were removed from analyses, leaving a fiaadlytic

sample size d=4,184.

Measures

Socio-demographic variables. Participants were asked their age, highest level of
education (high school or less/some college or inoterent gender identity (male, transgender
female), sexual orientation (gay/same gender lguiisgexual, other sexual identity,
heterosexual), employment status (employed/uneredlpyesidential stability (yes/no), income
(< 0r>%$30,000), and relationship status (partnered, sjregid other). Participants also
completed the Center for Epidemiologic Studies Sbepression Scale (CES-D 10) containing

10 items?.

Health carefactors. Health care related questions included whethep#iticipant had
current health care coveragegno), if they were able to afford health cayeqno), and if they

had a place to go when in need of health cg®no).

HIV testing results and history. Participants reported whether they had testedifdrin
the past six monthg€s/no), how many times they tested for HIV in the past years, and the
results of their most recent HIV tesiegative/positive/unknown). HIV test results from in-field

testing were also reported.
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Pre-Exposure Prophylaxis awareness and use. Participants were asked the following
about PrEP use: “Have you ever heard of PrEP (ppesaire prophylaxis)? PrEP is when HIV-

negative people take anti-HIV medications (antieetals like Truvada) BEFORE HAVING

SEX to prevent HIV infection.” and “Are you curréntaking anti-HIV medications (PrEP) to
prevent HIV infection?*** Participants reporting current PrEP use were @sged whether
they had: (1) received PrEP from a health careigeny(2) from someone other than a health
care providerd.g., friend, sex partner), (3) purchased PrEP onlind/a (4) received PrEP via

other, unspecified sources. Responses includechatdmousyes/no’.

Sex behavior and sexually transmitted infections. Participants reported on the number of
male anal sex partners (total, receptive, and tinegrfrom the past year, and how often condoms
were used during receptive and insertive anal sexg/less than half the time/about half the
time [denoted ablever/sometimes in table for interpretation] and more than ha# thme/always
[denoted ag\lways/almost always in table for interpretation]). Participants remaoiton whether
they had received iteme.g., money, drugs, or other goods) in exchange fomgdxa male
partner in the past year. STI diagnoses was askbgsasking participants if they had tested

positive for gonorrhea, chlamydia, syphilis, oret®TI in the past year (yes/no).

Substance use. Use of marijuana, amyl nitrates, stimulants (aoeacrack,
methamphetamine, ecstasy), erectile dysfunctioricagdns, heroin, and opiates in the past
three months were askege¢/no). ltems from the CAGE alcohol screening questidnena(i.e.,
others suggest you cut down drinking, others daziticrinking, feel guilty about drinking, and
need a drink in morninfyes/no] ) and heavy episodic drinking (5 or more drink®ire occasion

[0=never-7=more than once a day]) were also included in the assessment.
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Data Analysis

Socio-demographic data, including age, educatiexya orientation identity,
employment status, income, housing stability, refeship status, health care coverage, and HIV
testing history, were assessed for statisticalaason with current PrEP use. Generalized linear
modeling with a dichotomouges/no outcome was specified in binary logistic modelsaBate
and multivariable analyses were conducted to determhether variables of interest were
associated with current PrEP use. Bivariate ansly@re also performed to analyze variables
associated with testing HIV positive among PrERsiséariables were entered into the
multivariable model if they were related to PrER usthe bivariate analysip<.01) and did not
result in multicollinearity. Given the large samplee, onlyp<.01 was interpreted as
significant®. All results controlled for city and year of supyvassessment, and therefore, findings
are reported as adjusted odds ratios (aOR). IBMSSHatistics version 20.0 (SPSS Inc.,
Chicago, IL) was used for all of the analyses.

RESULTS

PrEP Awareness and Use. Across all cities and years, PrEP awareness d8d &se were
reported among 52.49%€2,194) and 9.1%dN=380) of participants, respectively. Date of
assessment was significantly, positively associaf#it PrEP awareness (aOR=1.22,
95%CI=1.19-1.26) and PrEP use (aOR=1.19, 95%CI=1.28); PrEP awareness increased
from 37.2% (2014) to 66.7% (2017), and current PuE®increased from 4.7% (2014) to 15.5%

(2017).

Sociodemographics. Across all participants, the average age was/3((8=9.69) and a
majority of the sample identified as gay/same gefaleng (N=3,253/77.7%). Most participants

reported current employmeiti£3,271/78.2%). A minority of participants reportesidential
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instability (N=477/11.5%) and incomes <$30,006-(,892/45.2%). Health care coverage
(N=3,494/83.5%) and having a place to go to receeadth careN=3,292/78.7%) were

frequently reported. Around three-fourths of papamts reported their relationship status as
single N=3,135/75.7%). Participants reporting current PuS® were more likely to report
residential instability, being in a relationshi @posed to being single), health care coverage, a
place to go for health care, having tested for kihe past 6 months; and higher depression

scores than individuals not currently on PrEP (€dbl

In-field HIV testing results. A subsample of participantsl€£3,512, 84% of both PrEP
users and PrEP non-users) elected to engage indstMg during study activities. Individuals
reporting current PrEP use were more likely to k8t positive than individuals not reporting
current PrEP use (32.3%4=103/319 vs. 20.09y=639/3,193, aOR=1.68, 95%CI=1.31-2.15,
p<.001, Table 1). Forty-four percerN<1,579/3,512) of the sample elected to test witital,
community-based partner organization, and therefereive their results. The remaining
sample N=1,933/3,512) provided POWER Team with an oral nsatswab for HIV testing for
surveillance purposes, and therefore, did not veceisults. PrEP users were more likely than
non-PrEP users to provide POWER Team with an evabdor HIV testing (66.3%d\=216/319,

55.1%,N=1,802/3,804, aOR=1.69, 95%CI|=1.32-2.f16,001) than to test with a local partner.

Variables associated with testing HIV positive among PrEP users. PrEP users who tested
HIV positive were more likely to report not beinglato afford health care (OR=2.10,
95%Cl=1.24-3.56p<.05), not recently testing for HIV (OR=.48, 95%(45-.92,p<.05), and
having tested for HIV fewer times in the past tvaass (OR=.70, 95%CI=.55-.88x.05) than

PreP users who tested HIV negative. There werdfferehces between groups (HIV positive



RUNNING HEAD: PreP use among community sample, 10

vs. HIV negative PrEP users) on demographics, dseg alcohol use, sex behavior, depression,

or STI diagnosis (Table 2).

Sex behaviors. Participants currently using PrEP reported atgreaumber of male sex
partners (M[mean]=6.48, SD[standard deviation]=31M=3.77, SD=6.52), a greater number of
receptive anal sex partners (M=2.81, SD =5.39, M&1SD =3.56), and a greater number
insertive anal sex partners (M=4.04, SD =6.78, M62SD =4.74) than participants not using
PreP (Table 3). Further, participants taking PrEPeness likely to report condom use during
anal sex, both receptivdl£240, 63.2% vaN=2856, 75.1%) and insertiv&l£250, 65.8% vs.
N=2,823, 74.2%), than participants not on PrEP. Thene no differences in transactional sex

across PrEP use groups.

Substance use and sexually transmitted infections. Participants currently taking PrEP
were more likely to report marijuana (30% vs. 228bhyl nitrates (13% vs. 4%), stimulants
(16% vs. 6%), erectile dysfunction medications (B%62%), heroin (6% vs. 3%), and opiate
(7% vs. 2%) use in the past three months than mER-Bsers (Table 3). Moreover, participants
currently taking PrEP were more likely to repomigematic alcohol use (32% vs. 18%, as
assessed by CAGE), yet equally likely to reportanses of heavy episodic drinking (51% vs.
54%). Rates of STl were higher among participagitsg PrEP as compared to participants not
taking PrEP. Gonorrhea was most frequently repdB6@ vs. 9%), followed by chlamydia

(32% vs. 7%), syphilis (26% vs. 5%) and other £B% vs. 4%).

Multivariable model of PrEP use. The multivariable model with PrEP use as the aute
demonstrated multiple significantly associatedalalgs (Table 4). Residential instability
(aOR=3.28, 95%CI=2.42-4.45), currently having Healre coverage (aOR=2.41, 95%CI|=1.64-

3.56), having tested for HIV in the prior 6 mon(a®R=3.83, 95%CI=2.79-5.21), greater
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number of male sex partners (aOR=1.02, 95%CI=1.04}1any past year STI diagnosis
(aOR=2.43, 95%CI=1.88-3.15), and recent stimulaet(@OR=2.01, 95%CI=1.18-3.15) were all
positively associated with a greater likelihoodegorting PrEP use. All other associations were

non-significant.

PrEP access. Among a subsample of participants reporting Pr&# (§=201/380); items
added in latter two years of data collection), PeEPess variables were assessed. Participants
using PrEP were most likely to report receipt &Pthrough a prescription from a health care
provider N=153, 76.1%). Access was also reported via reéeipt someone other than health
care provider, including friend or sex partner{3, 6.5%), receipt from purchasing online
(N=12, 6.0%), and receipt from an other, unspecsiegrce N=21, 5.5%) (note: participants

could choose more than one option to denote howrdeeived PrEP).
DISCUSSION

Findings from the current study are unique in thayy come from the largest sample of
BMSM collected across multiple US cities to datas&d on the findings, PrEP awareness and
use have increased in the years since FDA appioZll2, yet remain suboptimal. About 1 out
of 3 BMSM are unaware of the availability of PrEeiad only 1-2 out of 10 are accessing PrEP.
With awareness and use remaining below ideal oitegverage, it is evident that public health
approaches to improving PrEP implementation nedxtexpanded upon and are insufficient for

population-level reductions in HIV incideri¢g®

Of strong concern is the rate of HIV prevalence agnimdividuals reporting PrEP use.
Thirty-two percent of participants self-reportingrieent PrEP use tested HIV positive during

study procedures. It is imperative to recognize ¢t findings reflect challenges to maintaining



RUNNING HEAD: PrEP use among community sample, 12

proper usage of PrEP rather than biological faiafrBrEP to protect against HI%”°. A
preponderance of evidence, including multiple ranized controlled triafs with MSM and
evaluations of PrEP in clinical practice settfifgadicates that PrEP is highly effective in
reducing likelihood of HIV infection when drug candration levels consistent with high levels
of adherence are maintained. Furthermore, extrefaelyreakthrough infections have been
documented among adherent PrEP deféus, HIV infections that have occurred amongRPrE
users are the result of suboptimal levels of drcentrations due to challenges in adhering to

PrEP medical regimens.

Addressing adherence related concerns must be &brifront of PrEP delivery. In
particular for BMSM, concerns regarding structaadl health-system level barriers to PrEP,
such as inadequate health care coverage, and stiginaedical mistru&t must be integrated
into efforts to improve adherence to PrEP regirfiéfisPrograms to support health care linkage,
engagement, and retention while addressing ondmangers to adherence are necessary if PrEP
benefits are to be fully realiz€d Emerging forms of PrEP delivery, including irtnle
antiretrovirals, appear to be preferred to dailgidg among MSNF, and likely circumvent

multiple adherence barriers.

In the current study and similar to prior wOtkPrEP users reported greater sexual risk
taking behavior compared with PrEP non-users. fiihgéng is consistent with the aims of
prescribing PrEP and suggests that PrEP is reathasg in greatest need among our sample.
Further, although it is possible that risk compénsas occurring in response to PrEP use, prior
research has not substantiated strong concerhisiared® 3% Moreover, individuals not taking
PrEP reported, on average, multiple male sex par@l inconsistent condom in the past year.

It is, therefore, likely that many BMSM in our salmjare potential candidates for PrEP, but are
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not accessing this prevention option. Finally, rdtess of individual-level sex behaviors, the
HIV prevalence rates alone demonstrate the needittaspread, highly adherent PrEP use

among the current sampte

Of concern in the current study are findings relateSTI diagnoses. The presence of a
STl is one of the strongest predictors of subsegHév seroconversioif. Rates of STI were
elevated among PrEP users, in particular. It slyikhat rates of self-reported STl are high, in
part, due to increased likelihood of STI testingttis inclusive of PrEP care. It is, however, also
possible that STI rates were elevated among PrER dsie to their relatively greater likelihood
of engaging in sex behaviors, and therefore, irr@@gotential exposure to STI. Current CDC
guidelines advise testing for STIs every six moridnsndividuals on PrEE. Given the high
rates of STIs reported and the relationship betv&HErand HIV seroconversion, more frequent

STl testing must be considered as part of stanbleE® care’.

Current PrEP users were more likely to report esgidl instability and recent drug use
than non-PrEP users, with stimularite.( cocaine, methamphetamines, and ecstasy) being of
particular concefn. The negative impact of drug isparticular stimulant ud&*’ on
medication adherence among people living with HN\(VH) is well establishéd. Less is
known, however, about the impact of drug use orPRige behavior, and patterns of use may or
may not be similar to what we have observed amdaWyHP. Of note, recent substance use, but
not necessarily substance abuse disorders hasbseciated with poor medication adherence
among PLWH?Z This pattern is potentially noteworthy in undarsting PrEP use, as PrEP users
were more likely than non-users to report recebstance use(Q., drug use), but equally likely
to report a history of substance use dependeareyGAGE screening scores). Residential

instability is related to substance use, sexukltgking, and HIV transmission among M&\#’
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and residential instability has been found in pwork to be related to increased PrEP
awareness. Although the exact nature of the relationshipueen residential instability and
higher likelihood of PrEP use is unknown, it is gibke that residential instability is part of a

broader pattern of greater risk for HIV, and theref increased need for PrEP.

Although a majority of the sample reported receipPrEP via prescription from a health
care provider, a substantial minority of particifsareported other avenues of receipt. These
other avenues included receiving PrEP from a sex@aor friend, purchasing PrEP online, and
from other, unspecified sources. With around 1adut PrEP users, in the current study,
reporting receipt of PrEP outside of a healthcao®ider, concerns regarding the monitoring of
various health markers consistent with standardPRd&te (e.g., routine HIV/STI testing and
kidney function) are great. Likewise, receipt cEPffrom a health care provider does not

necessarily denote adequate engagement in headth ca

Our understanding of how individuals are using PodBide of clinical trials is limited.
Although findings regarding prevalence of currerE® use are similar to other large sampling
studies of PrEP behaviors among M8K1, our study is among the first to link these patsenf
PrEP use to biological outcomes in an ecologiozhd environment. The current findings, in
sum, should be interpreted as a call-to-actiorptdrlic health and medical officials to carefully
monitor the rollzout and impact of PréPLikewise, inability to afford health care anddes
frequent HIV testing were associated with testiny Hositive among PrEP users. Without
addressing health care access related barrier&E®, Re will observe a sharper incredse
HIV-related health disparities. On the whole, dodings demonstrate that comprehensive care
engagement among individuals accessing PrEP mysidréized in order to seek the greatest

benefit from this prevention tdbl
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Limitations

The current study offers multiple strengths faryding an understanding of PrEP use
among individuals who are at highest risk for Himthe US. Results, however, must be
interpreted in light of limitations. Our methodoloelied on recruitment of participants from
Black Gay Pride events across the US, and therdfodings may not be generalizable to
BMSM who would not attend such events. It is, hogreimportant to note that many events
occurred in expansive urban green spaces wheralatiee does not necessarily confer
participation in Black Gay Pride. Data were coléetfrom 6 US cities, and although cities
varied in size, HIV epidemiology, and US regioig selected cities may not be generalizable
across US cities. With the exception of HIV testiall data relied on a self-report assessment

which is prone to social desirability bias and esrio recall.
Conclusions

Overall, the findings demonstrate that strongnitbe needs to be given to how PrEP is
being taken-up by individuals at-risk for HIV. Maneer, among individuals testing HIV
positive, concerns about drug resistance, virabtrt, and delayed seroconversion when
continuing PrEP use during acute HIV infection &kiBased on our data, it is evident that in
order to optimize PrEP, comprehensive strategiéslitmving patients prescribed PrEP are
needed. Trials of PrEP efficacy and delivery tyjycaclude well-resourced approaches to
patient engagement including high levels of patrennitoring. In practice, as opposed to
research, implementing a comprehensive plan forigireg PrEP €.g., quarterly check-ins,
adherence support, sexual risk reduction counsalioses greater challeng®she barriers to

implementing CDC guidelines for PrEP administrationst be addressed. PrEP has tremendous
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potential to slow the HIV epidemic, but the moningyof PrEP delivery and uptake must be

prioritized in order to maximize its impact.
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Table 1. Sociodemographic variables by PrEP usaengBMSM (N=4,184) from multiple US cities.

Current PrEP User

No (N=3,804) | Yes(N=380)

Variable N % N % | aOR (95%Cl)

Sexual Orientation
Gay/Same Gender Loving 2950 77.6 303 79.9

Heterosexual 55 1.4 2 0.5 |0.34(0.08-1.43)
Bisexual 735 19.3 68 17.9 | 0.91 (0.69-1.21)
Other 63 1.7 6 1.6 | 0.99 (0.42-2.32)
Employed (yes 297¢ 79.2 297 78.2 | 0.90(0.6-1.18
Residential instability in past
months (yes) 350 9.3 127 33.4 | 5.25 (4.10-6.72)***
Income
<$30,000 1744 46.7 148 39.3
>$30,000 1992 53.3 229 60.7 | 1.31 (1.04-1.64)
Currently have health ca
coverage? (yes) 3152 82.9 342 90.0 | 1.84 (1.30-2.62)**
Do you have a place to go 1
health care needs? (yes) 2961 88.2 331 94.6 | 2.35 (1.46-3.79)***

In past 12 months, was ther
time you needed health care but

couldn’t afford it? (yes) 696 18.5 120 31.7 | 2.05 (1.62-2.60)***
Tested for HIV in past
months (yes) 2270 59.7 325 85.8 | 4.20 (3.12-5.65)***

In-field HIV testing (subsamplg
electing to testiN=3,512)

HIV positive 639 20.0 103 32.3

HIV negative 2554 80.0 216 67.7 | 1.68 (1.31-2.15)***
Relationship Statt

Partnered 808 215 118 31.1

Single 2881 76.6 254 66.8 | 0.58 (0.45-0.73)***
Other 74 2.0 8 2.1 | 0.75(0.35-1.60)

Monogamous Relationsh
(only have sex with each other)
(yes) 629 77.9 99 84.6 | 1.51 (.88-2.58)

Number of times tested for HI
in the past two years

0 674 17.7 37 9.7
1-2 1304 34.3 89 23.4 -
34 1000 | 265 | 74 | 195 |1:69(151-1.89)
5+ 817 21.5 180 47.4
Depression (CESD Score>) 86¢ 22.¢ 128 32.4 | 1.56 (1.2-1.97)***
Education leve
High school or less 1047 28.0 130 34.2 -
Some college or more 2711 72.0 250 65.8 1.36 (1.08-1.71)
M SD M SD
Age 30.5¢ 10.41 30.0¢ 9.8t | 0.99 (0.9-1.01

Note: All analyses controlled for city and year of assaen




Table 2. Associations between demographic, healtd, cex behavior, substance use, and HIV stats te
results among PrEP use=216 tested HIV negativé&=103 tested HIV positive).

HIV test resultsamong
PrEP Users (N=319)
(HIV negative=0, HIV

positive=1)
Variable aOR (95% Cl)
Employed 1.09 (.5-2.02
Residential instability in past ] 1.11 (.6-1.90
months
Income .81 (.4¢-1.35
Current health care covera 1.51 (.6-3.62
Have a place to go for health ci 1.69 (.5-5.61

needs

Can't afford health care co

2.10 (1.2-3.56)*

Tested for HIV in past 6 montl 48 (.28-.92)*
Number of times tested for HIV in tt| .70 (.5:-.88)*
past two years
DrugUse
Marijuang .96 (.5¢-1.65
Amyl nitrates 1.05 (.5(-2.21
Stimulants (crack, cocaine, me 1.24 (.6-2.46
ecstasy)
Erectiledysfunction medicatiot .61 (.2--1.78
Heroir 74 (.2i-2.52
Opiate: .93 (.35-2.62;
Alcohol Use
Problematic alcohol use (CAG>2) | 1.06 (.6:-1.82
Heavy Episodic Drinking (12 montt | .78 (.4¢1.26
Sex Behavior (past 12 months)
Number of male anal sex partn: 1.02 (.9¢1.02
Number of partners receptive anal ¢ 1.01 (.9-1.06
Condom use during receptive anal

Always/mostly

Sometimes/never .94 (.57-1.55)
Number of partners insertive anal | .99 (.9:-1.03

Cordom use during insertive anal :
Always/mostly
Sometimes/never

1.58 (.93-2.67)

ST (past 12 months)

Gonorrhe 1.09 (.6-1.83
Chlamydit 1.03 (.6(-1.76
Syphilis 1.74 (.9¢:3.07
Other ST 1.25 (.64-2.28
Mental Health

Depressio 1.04(.61-1.77

Note: All analyses controlled for city and year of essgaen




Table 3. Sex behavior, substance use, and STiblesidy PrEP use among BMSM=4,184) from

multiple US cities.

Current PrEP User

No (N=3,804) | Yes(N=380)
Variable M SD M SD | aOR (95%Cl)
Sex Behavior (past 12 months)
Number of male anal sex partn: 3.7 6.52 6.4€ | 11.0¢ | 1.04 (1.0-1.05)***
Number of partners receptive anal < 1.7¢ 3.5¢€ 2.81 | 5.3¢ | 1.05 (1.0-2.07)***
Number of partners insertive anal 2.5 4.7¢ 4.0¢ 6.7¢ | 1.05 (1.0-1.06)***
N % N %

Condom use during receptive anal

Always/mostly 2856 75.1 240 | 63.2 | .60 (.48-.75)***

Sometimes/never 946 24.9 140 | 36.8
Condom use during insertive anal

Always/mostly 2823 74.2 250 | 65.8 | .71 (.57-.89)***

Sometimes/never 981 25.8 130 | 34.2
Received goods for sex with male par 19¢ 5.2 32 8.4 | 1.65(1.1-2.45
Drug use (past 3 months)
Marijuans 83€ 22.1 11z 29.¢ | 1.48 (1.1+-1.87)**
Amyl nitrates 154 4.1 49 13.C | 3.79 (2.6-5.36)***
Stimulants (crack, cocaine, meth, ecst 21k 5.7 6C 15.¢ | 3.58 (2.61-4.92)***
Erectile dysfunction medicatio 77 2.C 32 8.4 | 4.99 (3.2-7.75)***
Heroir 50 b 24 6.2 | 5.57 (3.3-9.29)***
Opiate: 83 2.2 28 7.4 | 4.14(2.62-6.52)***
Alcohol Use
Problematic alcohol use (CAC>2) 69¢ 18. 12C 31.€ | 2.11 (1.6-2.67)***
Heavy Episodic Drinking (12 montt 2067 54.kt 194 51.1 | 0.91 (.7~1.13
ST1 (past 12 months) N % N %
Gonorrhe 34k 9.1 13€ 36.2 | 5.6€ (4.45-7.20)***
Chlamydit 24€ 6.5 121 31.6 | 6.90 (5.3-8.92)***
Syphilis 18¢ 5.C 97 25.5 | 6.42 (4.8-8.49)***
Other ST 15¢ 4.2 88 23.2 | 7.13 (5.3-9.57)***

®Note: All analyses controlled for city and year of assaen




Table 4. Multivariable analyses with PrEP use ome@mong BMSMN=4,184) from multiple US
cities.

PrepP Use
Variable aOR (95% Cl)
Educatiol .94 (.85-1.01
Residential instability in past 12 mon 3.28 (2.4-4.45)***
Currently have health care covera 2.41(1.64-3.56)***
Tested for HIV in past 6 mont 3.83 (2.7-5.25)***
CESD Scor 1.00 (0.9-1.02'
Number of male anal sex partn 1.02 (1.0-1.04)***
Condom use during receptive anal 1.22 (0.9-1.63
Condom use during insertive anal 1.01 (0.7-1.34
Any STI 2.43 (1.81-3.15)***
Marijuane 0.89 (0.6-1.20
Amyl nitrates 1.44 (0.8-2.50
Stimulants (crack, cocaine, meth, ecst | 2.01 (1.1+-3.39)*
Erectile dysfunction medicatio 1.57 (0.7-3.33
Heroir 0.86 (0.3-2.22
Opiate:! 0.76(0.3z-1.74
Problematic alcohol use (CAG>2) 1.09 (0.8-1.48
Note: All analyses controlled for city and year of assaen




