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Abstract

Pre-exposure prophylaxis (PrEP) uptake remains woefully low among U.S. women at high risk for 

HIV acquisition. We evaluated a pilot intervention which involved Peers providing brief PrEP 

education and counseling at mobile syringe exchange sites and at sex worker and syringe exchange 

drop-in centers followed by navigation to PrEP care. Peers recruited English-proficient, self-

identified women (i.e., cisgender and transgender women and persons with other transfeminine 

identities) over a 3-month period and delivered the intervention to 52 HIV-negative/status 

unknown participants. Thirty-eight participants (73.1%) reported PrEP interest, 27 (51.9%) 

accepted the offer of a PrEP appointment, 13 (25.0%) scheduled a PrEP appointment, 3 (5.8%) 

attended an initial PrEP appointment, and none were prescribed PrEP. We found a gap between 

PrEP interest and connecting women to PrEP care. Further study is needed to understand this gap, 

including exploring innovative approaches to delivering PrEP care to women at highest risk for 

HIV.
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Introduction

Pre-exposure prophylaxis (PrEP) reduces the risk of HIV acquisition for cisgender and 

transgender women [1–5]. Although PrEP does not prevent against non-HIV sexually 

transmitted infections (STIs), PrEP is a user-controlled method, and it may be an especially 

important HIV prevention strategy for women as it can be used at a woman’s own discretion 

and without having to negotiate for safer sex with a sexual partner. However, cisgender and 

transgender women face a number of barriers to PrEP uptake [6–9], and available data 

indicate that PrEP uptake in the United States (U.S), particularly among cisgender and 

transgender women, has remained persistently low since the approval of emtric-itabine-

tenofovir disoproxil fumarate for PrEP in 2012, the only drug approved for PrEP in both 

cisgender and transgender women [10–15]. Moreover, striking racial/ethnic inequities exist 

with PrEP uptake being lowest among Black and Latina women [14], who account for 

almost 59% and 16% of new HIV diagnoses among U.S. cisgender women, respectively, and 

44% and 26% of U.S. HIV-positive transgender women, respectively [16, 17].

Given “Ending the HIV Epidemic: A Plan for America”, the national plan to reduce new 

HIV infections by 90% by 2030, there is an urgent need to develop and implement evidence-

based interventions to increase PrEP uptake among cisgender and transgender women at 

high risk for HIV infection [18]. Women at high risk include those who live in areas of high 

HIV prevalence and engage in condomless sex and/or exchange sex, and/or those who inject 

drugs [19]. It is not exchanging sex in and of itself that places women at risk, but rather the 

complex environments (e.g., housing insecurity, gender-based violence) that make it 

challenging to negotiate condom use and place women at risk [20]. Moreover, focusing HIV 

prevention interventions on cisgender and transgender women placed at highest risk for HIV 

has the potential to be a cost-effective approach [21]. However, to our knowledge, no 

published interventions are designed to increase PrEP uptake among U.S. women at high 

risk for HIV. Moreover, inclusive women’s programming—in other words, interventions that 

include both cisgender and transgender women and persons with other transfeminine 

identities—represents a cutting-edge HIV prevention approach. Cisgender and transgender 

women are not typically grouped together in HIV prevention intervention studies; in fact, it 

is more common to see men who have sex with men and transgender women simultaneously 

targeted by an HIV prevention intervention. However, cisgender and transgender women at 

high risk for HIV face many shared vulnerabilities based on their gender identity including 

similar social and economic conditions (e.g., poverty, gender-based violence, lack of access 

to quality health care) which act in concert to increase their risk of HIV [22–26]. 

Additionally, social stigma and transphobia further amplify transgender women’s risk of 

HIV [22, 24].

A growing body of literature has identified barriers to and facilitators of PrEP uptake among 

cisgender and transgender women. Contributors to low PrEP uptake among women include 

lack of PrEP awareness [15, 27, 28], misinformation about PrEP eligibility and 

appropriateness [29, 30], concerns about side effects and cost [6, 8, 30, 31], PrEP-related 

stigma [31–33], and medical mistrust [6], including mistrust due to transphobia experienced 

by women of trans experience [34]. Facilitators of PrEP uptake for women include learning 

about PrEP from a trusted source [35], having a welcoming, client-centered, culturally 
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appropriate environment, and having positive interactions with PrEP clinical providers and 

other trusted medical and community-based providers [30, 35, 36]. Interventions that 

mitigate barriers, enhance facilitators and that can be easily adopted and scaled up have the 

potential to fill an important gap.

Peer outreach and navigation represents a potentially effective approach to increasing PrEP 

uptake among women at high risk for HIV. This approach has frequently been used in the 

context of HIV medical care to engage with and connect individuals, often from 

marginalized populations, to health care and social services [37–39]. It has been increasingly 

used in clinical practice to connect individuals to PrEP care. A review of the published 

literature from 2012 to 2017 of models of PrEP care found that peers and community-based 

organizations (CBOs) played an important role in engaging with and navigating individuals 

at highest risk to PrEP care [40]. Peers are often considered by clients to be reliable sources 

of information due to their shared experience and nonjudgmental approach to providing 

information [41]. Peer navigation can help facilitate linkage to a culturally competent 

clinical site and help mitigate socio-structural barriers to PrEP care. CBOs often have 

intimate knowledge of and contact with individuals from marginalized populations and may 

offer peer outreach and navigation services. Collaboration with CBOs can also help leverage 

the CBO’s existing services to address structural barriers to PrEP care such as assistance 

obtaining health insurance coverage and referrals to mental health or housing services.

To address the absence of evidence-based and evidence-informed interventions to increase 

PrEP uptake among women, we designed, implemented and evaluated PrEP-UP, a novel 

PrEP peer outreach and navigation intervention for women at high risk for HIV infection. 

This paper describes PrEP-UP, the socio-demographic, behavioral, and psychosocial 

characteristics of the women enrolled, and outcomes from a single-arm pilot study of PrEP-

UP’s implementation.

Methods

Setting

We partnered with an established, long-standing CBO that provides harm reduction services 

in East Harlem and the Bronx, NY, two regions of New York City with high HIV prevalence 

[42]. The CBO provides a comprehensive set of services that include peer outreach and 

navigation; harm reduction (e.g., condoms, HIV testing, and syringe exchange); case 

management; mental health care; referrals to substance use treatment programs; housing 

placement assistance, and benefits assistance. The majority of the CBO’s harm reduction 

services are delivered by peer outreach workers (Peers). Services are offered at the CBO’s 

two brick-and-mortar drop-in centers, one of which includes a Friday evening drop-in center 

specifically for women involved in exchange sex, and at nine mobile syringe exchange sites 

located throughout East Harlem and the Bronx. At the mobile syringe exchange sites, 

services are provided at established street-side locations often out of a mobile unit such as a 

van. They include syringe exchange and injection drug use supplies, as well as other harm 

reduction services such as pipes for smoking drugs such as crack cocaine and/or 

methamphetamines, testing for HIV and hepatitis C, opioid overdose prevention services, 

condoms and information on biomedical HIV prevention.
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Clients are navigated to services at one of the CBO’s brick-and-mortar locations if they want 

or need additional services such as case management, housing placement assistance and 

benefits assistance. The CBO uses a peer outreach and navigation model whereby Peers 

assist in linking clients to general and HIV primary care via case management (appointment 

reminders and accompaniment, supportive counseling, etc.). If a Peer engages a client at a 

mobile syringe exchange site who needs additional services, the Peer can then accompany 

the client to one of the CBO’s two brick-and-mortar locations or can meet the client at one 

of the two locations at a subsequently scheduled time.

For this study, participants were linked to a clinic in the South Bronx which was accessible 

by public transportation from the CBO’s mobile syringe exchange sites and two brick-and-

mortar drop-in centers. The clinic offers primary and subspecialty care; buprenorphine 

treatment; HIV and Hepatitis C Virus treatment; gender-affirming care and services, and 

referrals to outpatient and inpatient substance use treatment. The clinic is also a federally-

qualified health center which means it provides these services regardless of ability to pay or 

insurance status. Its primary care physicians are experienced in PrEP care, follow PrEP 

clinical guidance from the Centers for Disease Control and Prevention, the New York State 

Department of Health’s AIDS Institute, and the New York City Department of Health and 

are familiar with other PrEP indications as identified in the literature (e.g., intimate partner 

violence) [19, 43, 44]. The clinic also has a dedicated PrEP patient navigator who calls 

patients with appointment reminders; follows up with patients after missed visits; links 

patients to relevant social services in the community, and assists with insurance coverage 

issues.

Intervention Description

The intervention, PrEP-UP, was integrated into the CBO’s existing peer-facilitated service 

delivery model and included: (1) PrEP education, (2) PrEP counseling, and (3) navigation to 

PrEP care. The Information-Motivation-Behavioral Skills (IMB) model of HIV preventive 

behavior [45] posits that the determinants of effectively carrying out HIV preventive 

behaviors include: (1) HIV prevention information which can be feasibly enacted, (2) 

motivation to engage in HIV preventive behavior and (3) behavioral skills to engage in HIV 

preventive acts.

Guided by the IMB model, we designed PrEP-UP to (1) provide relevant, actionable 

information about PrEP, (2) increase personal motivation to use PrEP, and (3) enhance 

perceived self-efficacy and objective behavioral skills needed to effectively use PrEP. The 

education component consisted of providing the basic facts about PrEP (i.e., what PrEP is, 

how it works, what PrEP does not do, side effects, and what is involved in taking PrEP). The 

counseling component utilized motivational interviewing techniques to address attitudes 

about and behavioral intentions towards initiating and engaging in PrEP care and taking 

PrEP. Education and counseling were delivered in an initial brief encounter (i.e., 10–15 min) 

with the participant and then as needed during subsequent interactions between participant 

and Peer. Information was also tailored to address concerns that might be specific to 

transgender women (e.g., potential interactions of PrEP with gender-affirming hormone 

therapy). Intervention content incorporated adult learning theories including transformative 
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learning (e.g., seeking to engage participants where they are; building on prior knowledge 

and introducing new information) and experiential learning (e.g., providing information that 

can be used immediately) [46]. This component was followed by asking the participant if 

she was interested in learning more about PrEP. If the participant responded affirmatively, 

she was then offered a PrEP care appointment at a nearby clinic, in addition to any other 

needed health (e.g., primary care, obstetrics/gynecology) and social services (e.g., housing, 

mental health services, substance use treatment, case management) appointments. If the 

encounter occurred during business hours, the participant was given the date and time of the 

PrEP clinic appointment on the spot. If the encounter occurred after business hours, the 

clinic’s PrEP navigator contacted the participant the following business day with the date 

and time of a scheduled PrEP care appointment. On the day of the PrEP care appointment, 

the Peer would then meet the participant at the clinic or at one of the CBO’s brick-and-

mortar locations or mobile syringe exchange sites from where the participant was initially 

recruited, whichever the participant’s preference. The Peer would then give the participant a 

roundtrip Metrocard for travel via public transportation (value $5.00). If the Peer met the 

participant at the one of the CBO’s brick-and-mortar locations or at a mobile syringe 

exchange site, the Peer would then travel via public transportation with the participant to the 

clinic which was located nearby. The linkage and navigation component also included 

assistance with subsequent appointment scheduling, appointment reminders, and 

transportation (i.e., Metrocards), as well as appointment accompaniment (i.e., accompanying 

the participant to clinic visits) for the first three to four visits (~4–12 weeks).

Two Peers—one transgender woman and one cisgender woman—who shared similar life 

experiences to the target population (e.g., history of exchange sex and/or substance use) 

were hired and trained to deliver the intervention. Over a three-week period, Peers received 

approximately 30 h of training on participant recruitment, PrEP education and counseling, 

linkage and navigation strategies, harm reduction, and participant confidentiality. This 

included nine sessions delivered by study staff as well as PrEP and motivational 

interviewing-specific trainings delivered online or in-person by the New York City and New 

York State Departments of Health which are provided free of cost [47, 48]. Sessions 

involved role-playing with case vignettes, pre-and post-tests and training in recording data in 

peer logs. Peers toured the clinic and met with core clinic staff including the PrEP navigator. 

Peers were supervised by the study’s project manager who throughout the study also 

observed the Peers delivering the intervention to participants. Realtime feedback was 

provided when necessary. The study team met weekly to troubleshoot any issues with the 

protocol and provide opportunities for the Peers to enhance their skills, including engaging 

in additional role-playing exercises. Peers were provided with resources such as flash cards 

with key messages to help facilitate delivery of the intervention.

Study Population

Participant recruitment and enrollment took place from November 2017 to February 2018 at 

the CBO’s two brick-and-mortar drop-in centers as well as at its nine mobile syringe 

exchange sites. Participants were eligible if they (1) self-identified as a woman (included 

cisgender women, transgender women and persons with other trans feminine identities), (2) 

were 18 years or older, (3) proficient in English, and (4) were receiving services at the 
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CBO’s mobile syringe exchange sites and/or sex worker/harm reduction drop-in centers. We 

kept the eligibility criteria broad given that women using these services were likely to be at 

high risk of HIV acquisition due to related activities (e.g., condomless sex, sex work, drug 

use) and because we wanted to minimize the likelihood of potential participants providing 

socially desirable responses to meet study eligibility. While interacting with CBO clients, 

the Peers briefly described the study and invited clients to participate. If interested, clients 

were screened, and written informed consent was obtained from all individual participants 

included in the study. The study was approved by Albert Einstein College of Medicine’s 

Institutional Review Board (IRB).

Data Collection

Data collection took place at the mobile syringe exchange sites and the CBO’s drop-in 

centers. Peers collected participants’ names and contact information (i.e., phone numbers, 

email addresses). Baseline quantitative survey data were collected prior to intervention 

delivery and measured the following domains: socio-demographic characteristics (age, race/

ethnicity, gender identity, sexual orientation, relationship status, education, housing status, 

and insurance status) [49, 50], self-reported HIV status (positive, negative, unknown), sexual 

and substance use behaviors (whether they had main partner, likelihood of main having other 

partners, likelihood of main partner injecting drugs, condomless vaginal sex, condomless 

anal sex, any condomless sex, and exchange sex) [51], symptoms of depression and anxiety 

(Patient Health Questionnaire 2-item [PHQ-2] and Generalized Anxiety Disorder Scale 2-

item [GAD-2]) [52, 53], intimate partner violence (Hit, Insult, Threaten, Scream Took for 

Intimate Partner Violence Screening [HITS]) [54], PrEP-and HIV-related psychosocial 

measures (ever heard of PrEP; ever asked a health care provider about PrEP; ever talked to a 

health care provider about PrEP; ever prescribed PrEP; know some who has taken PrEP; 

perceived PrEP safety and effectiveness; level of HIV-related worry; likelihood of acquiring 

HIV in the next year; and self-perceived risk of one’s own sexual behaviors) [55], and 

healthcare engagement (place of health care, whether they have a personal health care 

provider, and whether they had a visit to a health care provider in the last one to three 

months [55]. The survey took approximately 10–15 min to complete and was administered 

by study staff using the REDCap mobile application via an iPad computer tablet. 

Participants who self-reported their HIV status as positive on the baseline survey were 

offered the CBO’s usual Peer-facilitated HIV linkage and navigation services. Those who 

self-reported their HIV status as negative or unknown were offered the PrEP-UP 

intervention. For participants who received PrEP-UP, quantitative data were collected 

through the use of Peer activity logs; this included engagement in the stages of PrEP-UP 

intervention cascade: (1) interest in PrEP; (2) acceptance of a PrEP care appointment offer; 

(3) receipt of a scheduled PrEP appointment; (4) attendance at a PrEP care appointment, and 

(5) receipt of a PrEP prescription. Participant personal information (e.g., contact 

information) was kept in a separate database from other study-related data. Unique 

participant identifiers linking these two databases were kept in a separate secure, password-

protected database only accessible to study staff. Identifiers were used in all datasets and in 

peer logs. A certificate of confidentiality was obtained for the study and participants were 

told about the certificate and its purpose during the written informed consent process. 
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Participants received a $40 gift card for completing the baseline survey and received 

roundtrip Metrocards at each PrEP care appointment.

Statistical Analyses

We began by describing socio-demographic characteristics, sexual and drug use behaviors 

and PrEP- and HIV-related psychosocial measures for the study sample and for engagement 

outcomes along the PrEP-UP intervention cascade. To explore differences in participants’ 

characteristics, behaviors and psychosocial measures by PrEP interest and by PrEP 

appointment acceptance, we conducted Chi-square tests for binary or categorical variables 

and t-tests for continuous variables. Fisher’s Exact and Wilcoxon rank-sum tests were used 

in the case of small sample size or non-normal distribution. All analyses were done in SAS 

9.4 (SAS Institute, Cary NC).

Results

Seventy-two people were screened, of whom 66 were eligible to enroll. Lack of English 

proficiency was the primary reason for ineligibility. All 66 women consented to participate 

and enrolled in the study. Of these 66 participants, 64 completed the baseline survey. Those 

participants who reported they were HIV-negative or status unknown (n = 56) were eligible 

to receive the PrEP-UP intervention. Fifty-two participants ultimately received PrEP-UP and 

were included in the analyses. Tables 1 and 2 contain data about the study sample’s socio-

demographic and behavioral characteristics as well as the associations of these 

characteristics with PrEP interest and PrEP appointment acceptance, respectively.

Socio-demographic Characteristics

Mean age was 44.7 years old (SD ± 12.0). Six women (11.5%) were transgender, and forty-

five participants (86.5%) were Latina or non-Latina Black. Twenty-two participants (42.3%) 

identified as gay, lesbian or bisexual and thirty-three (63.5%) did not have a main partner. 

Eighteen participants (34.6%) reported having less than a high school education and 25 

(40.1%) reported housing insecurity (i.e., not having their own apartment or house).

Behavioral Characteristics

Thirty-nine participants (75.0%) reported being sexually active within the last 30 days. 

Nineteen participants (36.5%) reported condomless vaginal sex, 7 (13.5%) condomless anal 

sex, and 23 (44.2%) any condomless sex. Fifteen (28.9%) reported having an exchange sex 

partner and 30 (57.7%) reported having a main sexual partner, with all but one reporting a 

partner with male gender identity. Of the 30 participants with a main sexual partner, 12 

(40.0%) thought their main partner was “definitely” or “probably” having sex with someone 

else.

Forty-two participants (80.8%) in the total sample reported substance use in the last 30 days 

(inclusive of injection and non-injection drug use) and fourteen (26.9%) reported injection 

drug use during that period. The most common substances used by participants were alcohol 

(51.9%) followed by cocaine or crack (40.4%) and heroin (38.5%).
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Psychosocial Characteristics

Thirty-two women (61.5%) screened positive for anxiety and 23 (44.2%) screened positive 

for depression. Thirteen (25.0%) screened positive for intimate partner violence with their 

most recent partners.

Thirty-one participants (59.6%) reported worrying about HIV “some of the time” or “all of 

the time”. Twenty-three participants (44.2%) considered their sexual behavior “somewhat 

risky” or “very risky”. Twenty-six (50.0%) participants reported that they had heard of PrEP 

prior to study enrollment. Of those 26 participants, 10 (38.5%) had asked a healthcare 

professional about PrEP, 11 (42.3%) had a healthcare professional talk to them about PrEP, 4 

(15.4%) had been prescribed PrEP, and 12 (46.2%) had known someone who had taken 

PrEP. Of those who had previously heard of PrEP, in response to how well PrEP works in 

preventing HIV infection (on a 10-point scale from “not at all well” to “extremely well”), 

perceived effectiveness was high: 8 out of 10 (IQR 7–10). Similarly, in response to how safe 

is PrEP on a 10-point scale from “not at all safe” to “extremely safe”, PrEP was perceived as 

very safe: 9 out of 10 (IQR 7–10), respectively.

Health Care Engagement

Most participants reported having health insurance (90.4%) and typically getting their health 

care at a primary care clinic or community health center (86.5%). The vast majority reported 

having someone they identified as their personal health care provider (84.6%) and having a 

visit with a health care provider in the last one to three months (78.8%).

PrEP-UP Intervention Cascade Engagement

All but five participants had a self-disclosed PrEP indication based on existing guidance [19, 

43, 44]: 23 (44.2%) reported any condomless sex; 12 of the 30 (40%) with a main partner 

reported that their main partner definitely or probably has other partners; 13 (25.0%) 

screened positive for intimate partner violence; 42 (80.8%) reported active substance use, 

and 14 (26.9%) reported injection drug use. Of the 52 participants, 38 (73.1%) reported 

interest in learning more about PrEP, 27 (51.9%) accepted the offer of a PrEP care 

appointment, 13 (25.0%) were scheduled for PrEP care appointment, 3 (5.8%) attended an 

initial PrEP care appointment, and no participant received a PrEP prescription (Fig. 1). All 

three participants who attended an initial PrEP care appointment had an indication for PrEP 

based on existing guidance. Of participants who accepted a PrEP care appointment, but who 

did not receive a scheduled appointment (n = 14), 11 (78.6%) were engaged outside of clinic 

hours and the study team was unable to contact them to give them a scheduled appointment 

(e.g., participants’ phone out of service, participant did not return call). Thirty-six (69.2%) 

were referred to other needed health and social services, including social work/case 

management (29.5%), women’s reproductive health (26.2%), and mental health services 

(19.7%).

Exploratory Analyses of Participant Characteristics and Association with PrEP Interest 
and PrEP Appointment Acceptance

Compared with participants who did not report PrEP interest, participants with PrEP interest 

were more likely to report recent vaginal or anal sex (84.2% vs. 50.0%, χ2(1) = 6.39; p = 
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0.01), condomless vaginal sex (44.7% vs. 14.3%, χ2(1)=4.09; p = 0.04), any condomless sex 

(52.6% vs. 21.4%, χ2(1) = 4.04; p = 0.04) and recent exchange sex (38.8% vs. 7.1%; p = 

0.04). Compared with those who declined a PrEP care appointment, those who accepted an 

appointment were also more likely to report recent exchange sex as (40.7% vs. 16.0%; p = 

0.07). Additionally, those with PrEP interest were more likely to report HIV worry “some of 

the time” or “all of the time” (68.4% vs. 35.7%, χ2(1) = 5.09; p = 0.02) and to have a higher 

perceived likelihood of getting HIV in the next year (23.1%±30.2% vs 3.7% ± 13.3%; p = 

0.03). Compared to those who declined a PrEP appointment, those who accepted a PrEP 

appointment were more likely to report their own sexual behavior as “somewhat risky” or 

“very risky” (59.3% vs. 28.0%, χ2(1) = 5.14; p = 0.02). Participants with PrEP interest and 

those who accepted an appointment were less likely to have heard of PrEP previously 

(39.5% vs. 78.6%, χ2(1) = 6.26; p = 0.01 and 37.0% vs. 64.0%, χ2(1) = 3.77; p = 0.05, 

respectively). Those who were interested in PrEP were also less likely to have seen a health 

care provider in the last three months (73.7% vs. 92.9%; p = 0.05).

Discussion

We conducted a pilot study of a novel PrEP peer outreach and navigation intervention for 

women based at mobile syringe exchange sites and sex worker and syringe exchange drop-in 

centers. We found it feasible for Peers to recruit a cohort of women at high risk for HIV at 

these sites and to provide brief PrEP-related education and counseling in these settings. 

Study participants were primarily Latina and non-Latina Black self-identified women at high 

risk for HIV based on sexual and drug use behaviors who lived in an area of high HIV 

prevalence. Despite reporting a high level of HIV-related worry and access to health care, 

self-perceived HIV risk was low and only half were previously aware of PrEP. However, we 

found linkage to PrEP care challenging. Although a majority of participants reported PrEP 

interest and accepted a PrEP appointment, and a sizeable minority were scheduled for an 

appointment, very few ultimately attended a PrEP appointment, and none received a PrEP 

prescription.

Our findings contribute to the limited evidence base for strategies and approaches to 

promoting PrEP uptake among women at risk. They highlight how Peers, syringe exchange 

sites and drop-in centers may be leveraged to provide PrEP education and counseling. Prior 

research has shown that discussions about HIV prevention at syringe exchange programs 

were associated with higher PrEP awareness among women who injected drugs [27]. PrEP 

interest and appointment acceptance were high suggesting missed opportunities for PrEP 

education and counseling at these sites. However, moving along the PrEP-UP intervention 

cascade, we saw a more substantial drop-off in participants receiving a scheduled PrEP 

appointment which was a particular challenge when women who were engaged outside of 

clinic hours. Moving further down the cascade, women experienced additional challenges 

with attendance at the scheduled appointment; only three women attended a PrEP 

appointment, suggesting that it may be difficult for women to attend appointments. This 

could be because of transportation issues or women may need more flexible scheduling 

hours. Given these findings, one potential solution may be to bring PrEP care to women in 

their current environments, by providing PrEP onsite at mobile syringe sites and at syringe 

exchange and sex worker drop-in centers instead of requiring women to travel to a separate 
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location. Offering same-day PrEP starts may also help to seize a window of opportunity 

when women have expressed interest in PrEP and could help minimize appointment burden, 

as well as allowing for walk-in hours. Provision of substance use treatment (e.g., medication 

assisted treatment) and HIV treatment on mobile clinic units has been found to be feasible 

and acceptable [19, 56–60], indicating that provision of PrEP on mobile clinic units may be 

successful as well. However, it is also possible that participants may have given socially 

desirable responses to Peers’ question about interest in PrEP and their offer of a scheduled 

PrEP appointment and, therefore, actual PrEP interest may be lower. Planned follow-up in-

depth interviews will help to understand participants’ motivations for enrolling and further 

elucidate barriers to engagement in various stages of the PrEP-UP intervention cascade.

Results of our exploratory analyses revealed potential insights for next steps for PrEP 

interventions tailored for women. Women with self-perceived and objective high risk for 

HIV were more likely to report PrEP interest and/or accept offer of a PrEP care 

appointment. This may indicate that women who are at high risk for HIV are aware of their 

risk and may see the potential utility of PrEP in decreasing their risk. It is possible that 

focusing on women with high levels of HIV-related worry and self-perceived risk and/or 

those who engage in condomless sex or exchange sex, with careful attention to other 

intersections that have been associated with risk such as drug use, may result in greater 

engagement in the intervention and ultimately PrEP uptake [56, 61–64]. It was surprising 

that women who had previously heard of or used PrEP as well as those who had recently 

seen a health care provider were less likely to report PrEP interest and/or accept a PrEP 

appointment. One potential explanation is that providers may not be doing an adequate job 

of assessing, educating, or referring women for PrEP, and that interactions with health care 

providers around PrEP may actually be discouraging PrEP use. Past research has 

demonstrated inequities in PrEP prescribing, and that women, especially Black and Latina 

women, are less likely to receive PrEP [65], and that physicians are less willing to prescribe 

PrEP to persons who inject drugs [66]. In addition, a survey among medical students found 

that physicians were less willing to prescribe PrEP to patients who did not report consistent 

condom use and patients who had multiple partners, indicating that prescribing PrEP did not 

match the actual need for PrEP [67]. More research is needed to understand how existing 

PrEP knowledge or perceptions as well as interactions with health care providers may 

influence PrEP uptake and the role of Peers in addressing misconceptions about PrEP as 

well as helping clients advocate for themselves in patient-health care providers interactions.

Despite its strengths, our study has several limitations. First, our intervention was only 

offered in English which limited the inclusion of monolingual Spanish-speaking 

participants, who represent about 10% of our partner CBO’s clients. Second, given that we 

recruited a convenience sample of a specific population, our findings may not be 

generalizable to other populations of women. Third, most of the women of trans experience 

recruited were HIV-positive and so we ended up with a small number of trans women 

receiving the intervention and are, therefore, unable to evaluate differences in engagement in 

the intervention between cis and trans women. Although, the PrEP-UP intervention was 

designed to be inclusive of trans women, cis and trans women have different lived realities 

and these differences could affect interest or engagement in PrEP care. Follow-up interviews 

with participants who were trans women may help to elucidate unique barriers to 
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engagement in the PrEPUP intervention. Our findings also highlight the urgency of 

developing and implementing effective culturally responsive interventions to engage trans 

women in both HIV prevention and treatment.

Conclusions

We designed and implemented an innovative PrEP peer outreach and navigation intervention 

for women. Peers were able to successfully recruit a cohort of women at high risk for HIV at 

mobile syringe exchange sites and sex worker and syringe exchange drop-in centers and to 

deliver brief PrEP education and counseling. However, we found a gap between PrEP 

interest and being able to connect women to a PrEP care appointment and, ultimately, PrEP. 

Further study is needed to understand this gap, including exploring innovative ways to 

deliver PrEP care to women at highest risk for HIV.
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Fig. 1. 
PrEP-UP Intervention Cascade. Percentages above each bar represent the proportion of the 

total sample (N = 52); percentages between bars represent the proportion retained at each 

step of the cascade
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