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Welcome to the current edition of the HIV Trainees Club Newsletter. 

We hope you enjoyed our September workshop in London which was themed 

“Chronic HIV and ageing related issues”. There were some excellent and 

engaging presentations, 2 of which we have summarised in this newsletter. 

These are “Menopause and HIV” by Dr Shema Tariq and “Endocrinological 

Management and Treatment of Adult Gender Dysphoric Patients” by Dr 

Leighton Seal. 

Our next London workshop in November will be looking at Public Health 

issues relevant to HIV. We are very fortunate to have a number of expert 

speakers, and it promises to be an informative day with hot topics such as PrEP 

and Chemsex.

We always welcome suggestions for future topics which might guide your 

clinical practice. Our workshops provide great educational and social 

opportunities for trainees and we are grateful for the continued support from 

our sponsors Viiv, Janssen and Gilead.

Have a fun and relaxing festive season! We hope to see most of you at the pre-

BHIVA annual conference workshop in April next year. 

Isobel Hawkins

Specialty Registrar GUM/HIV
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Endocrinological Management and Treatment of Adult Gender Dysphoric 

Patients
Dr Leighton Seal

Gender dysphoria is not gender nonconformity, eg 
transvestitism.  It is a state of dysphoria in an individual in 
response to the gender identity that others apply to them.  It 
is not considered by practitioners in the field to be a mental 
health disorder, although other mental health diagnoses can 
present with apparent gender dysphoria, including body 
dysmorphia and psychosis.  For this reason, gender dysphoria 
is managed through psychiatric services.  It is important not to 
conflate gender and sexuality. 

Estimates vary, but there is a clear increase in use of gender 
identity services in recent years, with a greater proportion of 
natal women (about a third of service users) presenting than 
ever before, reflecting cultural changes.  

Endocrinologists like Dr Seal’s aim is, after social and 
behavioural changes have been taken on board by the 
individual, to suppress genetic sex hormone production, 
induce sexual development of desired gender, and to prevent 
long term complications of hypogonadism.  The process may 
then be followed by surgery.

Transwomen (male to female individuals):

These patients receive oestrogen only therapy – the highest 
blood levels are achieved with topical therapy.  Voice changes 
unfortunately need to be learnt with the help of SLT, and will 
not come with taking oestrogen.  Interestingly, some patients 
opt to self-medicate with oestrogens – even if they are being 
prescribed other oestrogens from the clinic.  This has a 
counter-productive and irreversible effect on breast growth 
and does put the patient at greater risk of complications of 
oestrogen therapy such as VTE (already 14% of transwomen 
have VTE).  Contraindications to oestrogens include a history 
of active or recurrent thromboembolism, focal migraine, and 
smoking is a relative contraindication – the patient must not 
start once oestrogen has been started.  However, once started 
on oestrogens, transwomen enjoy a decreased cardiovascular 
risk compared to natal men.  

Complications to be aware of in transwomen include VTE, 
hyperprolactinaemia (80x base rate!), breast cancer and 
depression.  We should in our clinics be encouraging them to 
have mammography and bone mineral density monitoring as 
per national guidelines for women.  In addition, they should 
be offered PSA checking if indicated, in any of the contexts 
that it would be for males.

Mortality rates in transwomen compared to their birth sex are 
higher, and (possibly slightly out of date now) data points to 
excess mortality being caused by AIDS (Standardised mortality 
rate 30), lung and haematological malignancy, suicide, 
recreational drug use and ischaemic heart disease.

Transmen (female to male individuals):

For transmen voice changes are induced by testosterone.  
Increased rates of acne and MI occur compared to females, as 
one might expect, and libido increases.  Polycythaemia and 
endometrial hyperplasia are known complications of hormonal 
treatment but are respectively treated with venepuncture and 
prophylactic hysterectomy + BSO (usually 2 years postop).  
While the uterus is present, a transman will need an ultrasound 
of his uterus every 2 years to check endometrial thickness and 
while the cervix is present, cervical smears must continue 
along with national guidelines for women.  If the chest has 
been surgically reconstructed, however, breast cancer risk in 
transmen is the same as it is for natal men.

Increasingly large numbers of people are choosing to visit 

clinics such as Dr Seal’s to take medical and surgical steps to 
change their gender, and they are probably more strongly 
represented in our HIV cohort than in the general population.  
This talk was packed with information on what complications 
to be aware of, what monitoring is required, and on what a 
patient’s journey through care is like.  It can be found on the 
HIVTC’s website.



Women account for an estimated one third of the HIV 
population living in the UK. With recent advances in 
antiretroviral treatment, increasing numbers of women over 
the age of 45 are accessing HIV services.  Therefore, it is 
important that we have an awareness around how to recognise 
and support menopausal women living with HIV. 

In general, 85% of menopausal women experience symptoms 
for a median duration of 7 years. Symptoms relating to impaired 
thermal regulation, genital discomfort and changes in mood/
cognition, may have a negative impact on their work and 
relationships, leading to a reduced quality of life. Menopause 
can also contribute to cardiovascular and metabolic disease, 
which interestingly overlaps with the effects of HIV on the 
body. Bone health during menopause may be affected due 
to oestrogen depletion and disordered bone modelling. With 
HIV itself increasing the risk of osteopenia and osteoporosis, 
post-menopausal HIV women are at a high higher risk of 
osteoporosis, with 1.5x risk of osteoporotic fractures. 

Menopause in HIV women is a relatively under recognised and 
under researched. Studies from the UK and USA have shown 
that HIV infected women may experience earlier age of onset 
and possibly increased symptoms of menopause, particularly 
vasomotor and psychological symptoms. Use of HRT in HIV 
women has been reported to be relatively low at ~10%. 

The PRIME study (Positive tRansItions through the MEnopause) 
is a three year NIHR-funded quantitative and qualitative study 
that will explore, for the first time in the UK, the impact of 
menopause on HIV-positive women’s health and wellbeing. It 
is currently in its recruitment phase and we look forward to 
outcomes of this study. For further information on this, please 
visit www.ucl.ac.uk/prime-study.

Dr Tariq highlighted in her talk some of the difficulties that HIV 
positive women who are dealing with menopause at the same 
time experience, as summarised below. This is something 
clinicians should be mindful of when reviewing such patients. 

Source: McGregor-Read J et al. (2016)

She was helpful in giving a few pointers towards how we 
can better assess HIV patients going through the menopause 
(summarised below), as it should not be assumed that primary 
care is solely responsible for addressing such issues.

1. Ask (menopause is usually a clinical diagnosis)

 - Take a menstrual history 

 - Explore symptoms (vasomotor/mood/cognition/ 
   genital)

2. Inform

 - What to expect in terms of symptoms?

 - Treatment options (e.g. HRT)

3. Assess and address

 - Risk of comorbidities (i.e. QRISK and FRAX)

 - Drug interactions (e.g. between HRT + HAART)

4. Advise

 - Lifestyle modification (exercise, alcohol, smoking)

 - Routine breast and cervical screening

 - Contraception

5. Offer support

6. Liaise with GP

 - Is patient interested in HRT?

As far as HRT use in HIV is concerned, it is not contraindicated, 
although long-term data on the use of HRT specifically in this 
population are currently lacking.  Protease-inhibitors and 
NNRTIs may interact with HRT, leading to lower oestrogen 
levels and elevated progestogen levels. GPs should be advised 
to titrate doses of HRT according to symptoms and side-
effects. Transdermal HRT, already recommended first-line 
by NICE, is likely to have an important role when managing 
menopause in HIV-positive women as it minimises the risk of 
thromboembolic disease, and adverse gastrointestinal effects. 
It is important not to overlook the role of topical oestrogens in 
the management of genitourinary symptoms of menopause.  
Systemic absorption is low, and this is a cost-effective 
intervention resulting in substantial improvement in quality of 
life for women.  Please refer to NICE guidance on menopause 
for further reading. 

With an ageing population of HIV women, dealing with issues 
such as menopause will inevitably become a part of our 
routine assessment. The more awareness we have around it, 
the easier it will be to support our patients in the future.

If you are interested in research around HIV and women, please 
visit the SWIFT (Supporting Women with HIV Information 
Network) website: www.swift-women.co.uk. 

       
 

Prita Banerjee (ST5 GUM West Midlands)

A summary of Menopause and HIV
Dr Shema Tariq (Clinical Research Fellow (UCL) & Honorary Consultant HIV/Sexual Health, Mortimer Market Centre)
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PRESCRIBING INFORMATION
Consult the Summary of Product Characteristics (SPC) before 
prescribing. Descovy®▼ emtricitabine 200mg/ tenofovir 
alafenamide 10mg or 25mg film coated tablets. 
Indication: In combination with other antiretroviral agents 
for the treatment of HIV-1 infection in adults & adolescents 
(aged 12 years & older weighing at least 35 kg). Dosage: 
Adults & adolescents (aged  12 years, weighing at least  
35 kg): One tablet, once daily, orally with or without food. The 
dose of Descovy should be administered according to the 
third agent in the HIV treatment regimen. Please consult the 
SPC for further information. Children (< 12 years or weighing 
< 35kg): Safety & efficacy has not been established. Elderly: 
No dose adjustment is required. Renal: No dose adjustment 
is required in adult or adolescent patients (aged  12 years, 
weighing at least 35 kg) with estimated creatinine clearance 
(CrCl)  30 mL/min. In patients with CrCl < 30 mL/min: not 
recommended.  Should be discontinued in patients whose 
CrCl declines to < 30 mL/min during treatment.  Hepatic: 
Mild/moderate hepatic impairment: no dose adjustment 
required. Severe hepatic impairment: not recommended. 
Contraindications: Hypersensitivity to the active substances 
or to any excipients. Warnings & Precautions: Safety & 
efficacy in HBV/HCV co-infection has not been established. 
Co-infected HIV/HBV patients should be closely monitored 
for at least several months following discontinuation for 
symptoms of severe acute exacerbations of hepatitis. 
Descovy should be avoided in antiretroviral patients with 
HIV-1 harbouring the K65R mutation. Risks of mitochondrial 
dysfunction, immune reactivation syndrome, opportunistic 
infections, osteonecrosis with CART therapy. Interactions: 
Co-administration with certain anticonvulsants (eg. 
carbamazepine, oxcarbazepine, phenobarbital & phenytoin), 
antimycobacterials (eg. rifampicin, rifabutin & rifapentine), 
boceprevir, telaprevir, St. John’s wort and HIV PIs other than 
atazanavir, lopinavir and darunavir is not recommended. 
Should not be administered concomitantly with medicines 
containing tenofovir disoproxil (as fumarate), lamivudine or 

adefovir dipivoxil. Co-administration of emtricitabine with 
medicinal products that are eliminated by active tubular 
secretion may increase concentrations of emtricitabine. 
Medicinal products that decrease renal function may increase 
concentrations of emtricitabine. Medicinal products that 
induce P-glycoprotein (P-gp) are expected to decrease the 
absorption of tenofovir alafenamide, resulting in decreased 
plasma concentration of tenofovir alafenamide, which may 
lead to loss of therapeutic effect of Descovy and development 
of resistance. Co-administration with medicinal products that 
inhibit P-gp are expected to increase the absorption and 
plasma concentration of tenofovir alafenamide. Tenofovir 
alafenamide is a substrate of OATP1B1 and OATP1B3  
in vitro. The distribution of tenofovir alafenamide in the body 
may be affected by the activity of OATP1B1 and OATP1B3. 
Pregnancy & lactation: Use in pregnancy only if potential 
benefit justifies the potential risk to the foetus. Breast-
feeding; not recommended. Side effects: Refer to SPC for 
full information regarding side effects. Very common ( 1/10): 
Nausea. Common ( 1/100 to <1/10): Headache, dizziness, 
diarrhoea, vomiting, abdominal pain, flatulence, abnormal 
dreams, rash & fatigue. Uncommon ( 1/1000 to <1/100): 
anaemia, arthralgia, dyspepsia, angioedema & pruritus.  
Legal Category: POM. Pack: Bottle of 30 film-coated 
tablets. Price: UK NHS List Price - £355.73; Eire/
Ireland – €587.98. Marketing Authorisation Number: 
EU/1/16/1099/001; EU/1/16/1099/003.Further information 
is available from Gilead Sciences Ltd, 280 High Holborn, 
London, WC1V 7EE, UK; Telephone: +44 (0) 8000 113700,  
For Ireland: +353 214 825 999.  E-mail: ukmedinfo@gilead.com.  
Descovy is a trademark. 
Date of approval: June 2016; FTAF/UK/16-03/MM/1052.

▼ This medicinal product is currently subject to additional 
monitoring. Reporting suspected adverse reactions after 
authorisation of the medicinal product is important. It 
allows continued monitoring of the benefit/risk balance 
of the medicinal product.   Any suspected adverse 

reactions to Descovy should be reported to Gilead via  
email to Safety_FC@gilead.com or by telephone  
+44 (0) 1223 897500.

Adverse events should be reported. For the UK, 
reporting forms and information can be found at 

www.yellowcard.mhra.gov.uk 

For Ireland, suspected adverse reactions should be 
reported to the HPRA Pharmacovigilance using  
a Yellow Card obtained either from the HPRA, 

or electronically via the website at www.hpra.ie.  
Adverse reactions can also be reported to the 

HPRA by calling +353 1 6764971.

*  BHIVA recommendation for treatment-naïve patients.3

ABBREVIATIONS:
BHIVA, British HIV Association; RNA, ribonucleic acid.

REFERENCES:
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2.  Sax PE, et al. Lancet 2015; 385(9987): 2606–2615.
3.  British HIV Association (BHIVA) guidelines for the 

treatment of HIV-1-positive adults with antiretroviral 
therapy 2015. (2016 interim update). Available 
at: http://www.bhiva.org/documents/Guidelines/
Treatment/2016/treatment-guidelines-2016-interim-
update.pdf. [accessed 11 October 2016].
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INTRODUCING DESCOVY� 

A TAF BASED BACKBONE
Descovy® contains tenofovir alafenamide (10mg or 25mg), which is a targeted 

prodrug of tenofovir, and emtricitabine (200mg)1,2

Descovy® is indicated in combination with other antiretroviral agents for the treatment of adults and adolescents (aged 12 years and older with 
body weight at least 35 kg) infected with human immunodeficiency virus type-1 (HIV-1)1

TAF, tenofovir alafenamide.
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TRIUMEQ and TIVICAY are registered trademarks of the ViiV Healthcare group of companies.
©2016 ViiV Healthcare group of companies  All rights reserved. Date of preparation: September 2016  VIIV/DGR/0079/16

For your treatment-naïve patients and for patients  
who may bene�t from a change in ART regimen, CHOOSE...

SUPERIOR  
EFFICACY

in treatment-naïve patients  
vs Atripla®, darunavir/r  

and atazanavir/r  
(in women)1-3

HIGH BARRIER 
TO RESISTANCE

0 resistance to  
dolutegravir-based regimens 
 in treatment-naïve trials1-5 

BOOSTER-FREE 
DOSING

with few clinically significant 
 drug-drug interactions5

dolutegravir/abacavir/
lamivudine
dolutegravir/abacavir/

lamivudine

DOLUTEGRAVIR
AT THE CORE

BUILD A REGIMEN WITH

THE ONLY INI THAT OFFERS 
ALL OF THE FOLLOWING:

TRIUMEQ is indicated for the treatment of HIV-infected adults and adolescents above 12 years of age weighing at least 40 kg.
Before initiating treatment with abacavir-containing products, HLA-B*5701 status must always be documented. Abacavir should not be used in patients known to carry the HLA-B*5701 allele due to 
the risk of hypersensitivity reaction.
TIVICAY is indicated in combination with other antiretroviral medicinal products for the treatment of HIV-infected adults and adolescents above 12 years of age.

Tivicay®  dolutegravir 50mg tablets
See Summary of Product Characteristics before prescribing
Indication: HIV in >12 years and ≥40kg as part of combination therapy. Dosing: 50mg once 
daily with or without food if no proven/ suspected integrase resistance. 50mg twice daily 
with efavirenz, nevirapine, tipranavir/ritonavir, etravirine (without boosted PI), 
carbamazepine, oxcarbazepine, phenytoin, phenobarbital, St John’s Wort or rifampicin. 
Adults with proven/ suspected integrase resistance: 50mg twice daily preferably with 
food. Elderly: Limited data in 65+ yrs. Caution in severe hepatic impairment. 
Contraindications: Hypersensitivity to any ingredient. Co-administration with dofetilide. 
Warnings/precautions: Risk of hypersensitivity reactions. Discontinue dolutegravir and 
other suspect agents immediately if suspected. Risks of osteonecrosis, immune 
reactivation syndrome. Monitor LFTs in Hepatitis B/C co-infection and ensure e�ective 
Hepatitis B therapy. Caution with metformin: monitor renal function and consider 
metformin dose adjustment. Use with etravirine requires boosted PI or increased dose of 
dolutegravir. Use with Mg/Al-containing antacids, calcium, multivitamins or iron requires 
dosage separation. Pregnancy/ lactation: Not recommended. Avoid breast-feeding. Side 
e�ects: See SPC for full details. Headache, GI disturbance, insomnia, abnormal dreams, 
depression, dizziness, rash, pruritus, fatigue, elevations of ALT, AST and CPK, 
hypersensitivity, suicidal ideation or suicide attempt. Basic NHS costs: 30 tablets  £498.75 
EU/1/13/892/001. MA holder: ViiV Healthcare UK Ltd, 980 Great West Road, Brentford, 
Middlesex TW8 9GS. Further information available from Customer Contact Centre, 
GlaxoSmithKline UK Ltd, Stockley Park West, Uxbridge, Middlesex UB11 1BT. 
POM

Tivicay is a registered trademark of the ViiV Healthcare Group of Companies 
Date of approval: August 2015                Zinc code: UK/DLG/0055/13(7)

Adverse events should be reported. For the UK, reporting forms and information can be found at www.mhra.gov.uk/yellowcard. Adverse events should also be reported to GlaxoSmithKline on 0800 221 441.

Adverse events should be reported. For Ireland, adverse events should be reported directly to the HPRA; Freepost, Pharmacovigilance Section, Health Products Regulatory Authority, Earlsfort Terrace, 
Dublin 2, Tel: +353 1 676 4971, medsafety@hpra.ie. Adverse events should also be reported to GlaxoSmithKline on 1800 244 255.

References: 1. Walmsley S et al. J Acquir Immune De�c Syndr. 2015;70(5):515-519.  
2. Molina J-M et al. Lancet HIV. 2015;2(4):e127-e136. 3. Orrell C et al. Presented at: 
Annual International AIDS Conference; July 18-22, 2016; Durban, South Africa. 
Abstract THAB0205LB. 4. Ra� F et al. Lancet Infect Dis. 2013;13(11):927-935. 5. TIVICAY 
(dolutegravir) Summary of Product Characteristics. September 2015.

Prescribing Information 
Triumeq®  dolutegravir 50mg/abacavir 600mg/lamivudine 300mg tablets 
See Summary of Product Characteristics before prescribing. 
Indication: HIV in over 12 years and ≥ 40kg. Screen for HLA-B*5701 prior to use. Do 
not use if HLA-B*5701 positive. Dose: one tablet once daily with or without food. 
Elderly: Limited data in 65+ yrs. Creatinine clearance <50ml/min or moderate/
severe hepatic impairment: Not recommended. Contraindications: Hypersensitivity 
to any ingredient. Co-administration with dofetilide. Warnings/precautions: Both 
abacavir and dolutegravir are associated with risk of hypersensitivity reactions 
(HSR). Do not initiate in HLA-B*5701+ or previous suspected abacavir HSR. Stop 
Triumeq without delay if HSR suspected. Never reintroduce any dolutegravir- or 
abacavir-containing product a�er suspected HSR. Risks of immune reactivation 
syndrome, osteonecrosis, increased weight, lipids, glucose. Monitor LFTs in Hepatitis 
B/C co-infection. Inconclusive data on relationship between abacavir and MI; 
minimise all modi�able CV risk factors (e.g. smoking, hypertension, 
hyperlipidaemia). Not recommended if dolutegravir required b.d. (with etravirine 
[without boosted PI], efavirenz, nevirapine, rifampicin, boosted tipranavir, 
carbamazepine, oxcarbazepine, phenytoin, phenobarbital and St John’s Wort). 
Use with cladribine not recommended. Use with Mg/Al-containing antacids, 
calcium, multivitamins or iron requires dosage separation. Caution with metformin: 
monitor renal function and consider metformin dose adjustment. Pregnancy/
lactation: Not recommended. Avoid breast-feeding. Side e�ects: See SPC for 
details. Headache, insomnia, sleep/dream disorders, GI disturbance, fatigue, 
hypersensitivity, anorexia, depression, dizziness, somnolence, lethargy, malaise, 
cough, nasal symptoms, rash, pruritus, alopecia, arthralgia, muscle disorders, 
asthenia, fever, elevations of ALT, AST and CPK, blood dyscrasias, suicidal ideation 
or suicide attempt, rhabdomyolysis, lactic acidosis, erythema multiforme, Stevens- 
Johnson syndrome, toxic epidermal necrolysis. Basic NHS costs: 30 tablets: £798.16 
EU/1/14/940/001. MA holder: ViiV Healthcare UK Ltd, 980 Great West Road, Brentford, 
Middlesex TW8 9GS. Further information is available from Customer Contact Centre, 
GlaxoSmithKline UK Ltd, Stockley Park West, Uxbridge, Middlesex UB11 1BT. 
POM

Triumeq is a registered trademark of the ViiV Healthcare Group of Companies
Date of approval: July 2016 Zinc code: UK/TRIM/0037/14(5)
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