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Abstract: Immediate antiretroviral therapy (iART), defined as same-day initiation of ART or as soon as
possible after diagnosis, has recently been recommended by global and national clinical care guidelines
for patients newly diagnosed with human immunodeficiency virus (HIV). Based on San Francisco’s
Rapid ART Program Initiative for HIV Diagnoses (RAPID) model, most iART programs in the US
condense ART initiation, insurance acquisition, housing assessment, and mental health and substance
use evaluation into an initial visit. However, the RAPID model does not explicitly address structural
racism and homophobia, HIV-related stigma, medical mistrust, and other important factors at the time
of diagnosis experienced more poignantly by African American, Latinx, men who have sex with men
(MSM), and transgender patient populations. These factors negatively impact initial and subsequent
HIV care engagement and exacerbate significant health disparities along the HIV care continuum.
While iART has improved time to viral suppression and linkage to care rates, its association with
retention in care and viral suppression, particularly in vulnerable populations, remains controversial.
Considering that in the US the HIV epidemic is sharply defined by healthcare disparities, we argue
that incorporating an explicit health equity approach into the RAPID model is vital to ensure those
who disproportionately bear the burden of HIV are not left behind.
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1. Introduction

Gaps in the HIV care continuum, particularly between HIV diagnosis, linkage to HIV care, and
initiation of antiretroviral therapy (ART), present a persistent global public health challenge [1]. Multiple
medical advancements in HIV care aim to mitigate drop-off along the care continuum. Early ART,
regardless of CD4 count, has been shown to decrease morbidity and mortality among patients living
with HIV [2,3]. Universal test and treat strategies have been shown to reduce the risk of sexual
transmission of HIV from virologically suppressed individuals to their sexual partners, also known as
treatment as prevention [4–6]. At the same time, the advent of new potent antiretrovirals, including
integrase inhibitors, have resulted in regimens that are easier to tolerate, with fewer drug–drug
interactions, higher barriers to resistance, and more single-dose regimen options [7]. These advances
led to the exploration of rapid or immediate ART (iART)—defined as same-day, or as soon as possible
after diagnosis, ART without waiting for initial bloodwork or viral resistance testing—as a potential
approach to close the gap between HIV diagnosis, linkage to care, and ART initiation.
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Immediate ART emphasizes the primacy of treatment. The conceptual framework of iART moves
away from the “patient readiness” model, in which initiation of ART after diagnosis often can take
weeks or even months as providers assess factors such as a patient’s psychological state, coping abilities,
support system, and knowledge about HIV [8]. While iART has led to generally positive short-term
outcomes, including time to viral load suppression and time to linkage to care, the impact of iART on
long-term outcomes, including ART adherence and retention in care, is still under exploration [9–11].
Indeed, some studies have shown negative impacts on retention in care among patients who receive
iART [12–14].

Emerging implementation approaches of iART in the US, like San Francisco’s Rapid ART Program
Initiative for HIV Diagnoses (RAPID) model, have successfully condensed insurance acquisition,
housing assessment, and mental health and substance use evaluation into an initial visit [15]. However,
even the RAPID program, which serves a highly vulnerable patient population, can not explicitly
address all psychosocial factors, such as structural racism, homophobia, HIV-related stigma, trauma,
medical mistrust, and other important considerations present for patients at time of diagnosis. The HIV
epidemic in the US is driven by significant disparities among racial/ethnic, gender, and sexual
minorities [16]. There is a lack of evidence regarding how these patients perceive and experience iART,
as well as iART’s impact on these aforementioned psychosocial factors. A more thorough examination
of iART’s impact, particularly for the most vulnerable populations, is critical to meet the goals of
ending the epidemic and to ensure that in addition to the universal, immediate offer of treatment, there
is an appreciation of and targeted interventions for specific patient concerns. This commentary argues
that a health equity approach that recognizes and intervenes upon the psychosocial forces impacting
the most vulnerable populations living with HIV is vital for successful iART implementation and to
avoid exacerbating disparities along the HIV care continuum.

2. The Global Move towards Immediate Antiretroviral Treatment

Multiple international studies comparing same-day ART initiation to standard of care have found
that same-day initiation was associated with improved viral suppression and retention in HIV care.
The CASCADE trial from Lesotho found that a same-day home-based ART program compared to
usual care resulted in significant increases in linkage to care at 3 months and viral suppression at
12 months [11]. A retrospective study among patients with acute HIV infection in London showed that
of those who started ART at their first medical appointment, none had discontinued ART and nearly
all achieved viral suppression at 24 weeks [10]. In a study conducted in Haiti, Koenig et al. compared
clinical outcomes in patients starting same-day ART to a control group initiating ART 3 weeks after
diagnosis, with the composite primary outcome being retention in care with a suppressed viral load at
12 months [9]. They found a statistically significant difference in the composite outcome in favor of
those initiating same-day ART [9].

In 2017, based on the strength of evidence from these studies, the World Health Organization
(WHO) management guidelines endorsed iART, defined as starting ART within 1 week of HIV
diagnosis [17]. Following this, clinics throughout sub-Saharan Africa, and other regions of the world
with high HIV burden and low patient-to-provider ratios, began to figure out ways to speed up ART
initiation through innovative programs. For example, the Streamlined ART START-ART Strategy in
Uganda called for opinion-leader-led trainings of healthcare providers on the benefits of immediate
initiation, coaching of doctors and nurses on how to assess individual “readiness,” and the expansion
of point-of-care CD4 count assays and other diagnostics to rural clinics [18]. As programs in low-
and middle-income countries focused on provider comfort with and education about iART and
effectiveness of medication delivery systems, iART became a more accepted approach in many parts of
the world [18].

While many international studies have shown promising results along the HIV care continuum for
iART, others have had uneven results. A recent meta-analysis, for example, highlighted an increase in
loss to follow-up in some cases [19]. In South Africa and Kenya, Rosen et al. conducted a study in which
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they randomized newly diagnosed patients with HIV to an intervention called SLATE (Simplified
Algorithm for Treatment Eligibility), which involved conducting a patient history, a physical exam,
and a readiness assessment for same-day initiation versus usual care [12]. The SLATE intervention
increased ART uptake at 1 month, however, there was no effect on retention in care at 8 months in
either South Africa or Kenya [12]. A more recent observational study from France showed that newly
diagnosed patients starting ART less than 9 days after HIV diagnosis had higher loss to follow-up at
1 year than those who had started ART greater than 90 days after HIV diagnosis [13]. The authors
pointed to a need to understand the “social and life context” of the population with increased loss to
follow-up, surmising that issues of migration and stigmatization among immigrants from sub-Saharan
Africa in France may have contributed to poor outcomes [13]. Yet another recent prospective cohort
study from South Africa showed that patients initiated on same-day ART had an increased risk of loss
to follow-up compared to those initiating >1 day [14]. These data point to lack of current consensus
in the literature regarding iART’s impact on long-term outcomes. There is debate whether even
measuring the impact of iART on long-term outcomes is warranted, given that the same barriers to
viral suppression and retention in care likely exist for patients regardless of iART. However, a patient’s
initial experience after diagnosis, the immediate offer of treatment, and the introduction into the HIV
clinical care setting likely does have some impact on long-term engagement [20]. This points to the
need for a mindful approach in the implementation and rollout of iART, despite the consensus among
international clinical care guidelines.

Qualitative studies have provided a deeper understanding of concerns about iART for longer-term
outcomes, particularly among vulnerable groups. While many qualitative studies in the global
context have shown that patients find iART acceptable, some studies signal concerns. Helova et al.
used in-depth interviews and focus groups to evaluate an Option B+ program (i.e., providing ART
continuously starting in the pre-natal period) in Uganda and found that pregnant women living
with HIV and their male partners more often than not accepted an iART approach, but at times felt
uncomfortable with same-day initiation due to lack of time for diagnosis acceptance and discussion
with family [21]. Similarly, Katirayi et al., in evaluating an Option B+ program in Malawi, showed
pregnant women with HIV preferred to discuss their circumstances with their husbands prior to
same-day initiation, and often wanted to check a CD4 count and repeat an HIV test at another facility
to confirm their HIV status [22]. Maek-a-nantawat et al. assessed attitudes among men who have sex
with men (MSM) in Thailand about iART pre- and post-HIV diagnosis and found some concerns about
medication cost and side effects, as well as the concern that others would discover their diagnosis
despite their high interest in iART [23]. These concerns do not mean there should be a return to the
“patient readiness” model of the past, rather they call for a patient-centered approach that balances
iART and its proven benefits (e.g., shorter time to viral load suppression) with an effort to empower
patients to face the significant structural barriers to positive HIV care outcomes.

3. The RAPID Model, Expansion of iART, and Health Disparities in the US Epidemic

There has been an accelerated paradigm shift towards iART both globally and in the US. While
a recent global meta-analysis of iART studies emphasized that the strongest evidence supporting
favorable HIV care outcomes comes from low- and middle-income countries, there have been no
randomized controlled trials of iART programs in the US [24]. A clinic-based cohort study of San
Francisco General Hospital’s Ward 86 RAPID model, the first noted iART program in the US, showed
improved time to viral suppression and time to linkage to care with iART versus delayed ART [15].
About 95% of patients who underwent RAPID initiated ART the same day as HIV diagnosis and reached
viral suppression at 1.8 months compared to non-RAPID patients who reached viral suppression at
4.3 months [15].

Observational studies of the San Francisco iART experience identified outcome disparities
between subgroups. Follow-up of the RAPID cohort did show that 95% maintained viral suppression
at 1 year [25]. However, as this approach was adopted by the entire city of San Francisco, a recent
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evaluation of citywide RAPID outcomes demonstrated that some groups, including Latinx patients,
were more likely to initiate iART at first visit, while transgender women were least likely to initiate
iART at first visit [26]. There were also emerging disparities in time to first viral suppression among
people who inject drugs and African Americans [26]. The signal of emerging disparities highlighted by
this study calls for an evaluation of what key elements need to be added to the RAPID model to better
serve the most vulnerable populations with HIV.

Following the RAPID study, observational studies across the country have shown similar
improvement in initial outcomes after iART. In a retrospective study, Hoenigl et al. showed that among
newly diagnosed patients with HIV in San Diego, CA, those who initiated same-day ART were more
likely to be virologically suppressed at 12 weeks [27]. Colasanti et al. also showed a reduction in
median time to viral suppression for iART patients at a clinic in Atlanta, GA [28]. Rodriguez et al.
showed nearly all iART patients remained virally suppressed at 1 year in a Miami, FL, clinic [29].
Also, Halperin et al. reported high rates of retention in care and viral suppression from a rapid-start
program in New Orleans, LA, in both newly diagnosed patients and patients who were ART naïve and
not immediately linked to care [30]. It is important that these observational results have been replicated
in different regions of the country, with racially and socioeconomically diverse patient populations.
However, with iART becoming standard of care in many US jurisdictions, it is vital to understand how
iART impacts the most vulnerable populations along the entire HIV care continuum, particularly given
concerns about iART’s impact on long-term outcomes in the global context and potential emerging
disparities in iART uptake among the RAPID cohort.

The HIV epidemic in the US is currently marked by significant disparities among racial/ethnic,
gender, and sexual minorities. Out of the over 38,000 new HIV infections in 2017, 70% were among
gay and bisexual men [31]. In 2018, African Americans made up 42% of new HIV infections while
only comprising 13% of the population, and HIV infections increased among Latinos in all 50 states
from 2010 to 2016 [31,32]. People living with HIV who lie at the intersection of these identities see
the most glaring disparities. Among all MSM, Black MSM account for 37% of new HIV diagnoses,
with growing concentration in the South, and fare worse at each step along the HIV care continuum
(e.g., linkage, retention, and viral suppression) compared to their White counterparts [16]. Half of
Black MSM are projected to acquire HIV in their lifetime [33]. Nearly half of all Black transgender
women and a quarter of all Latina transgender women are estimated to be living with HIV [34].
Given that iART may quickly medicalize the post-diagnosis experience for some patients, potentially
in advance of emotional processing, it is critical to understand iART’s impact in these communities
to avoid the potential of emerging HIV-related health disparities. Consider, for example, that many
well-intentioned major advancements in HIV prevention, care, and treatment (e.g., pre-exposure
prophylaxis (PrEP), widespread testing, advances in antiretroviral treatment) have not improved racial
disparities in HIV care outcomes. While improving time to viral suppression, iART has the potential to
further racial disparities if not implemented with a deep understanding of how Black people living
with HIV understand and perceive the iART intervention.

Major national clinical care guidelines from the US Department of Health and Human Services
officially have endorsed an iART approach because of its clear benefits in achieving viral suppression
more quickly [35]. The current debate focuses on the optimal timing of ART—whether same-day,
or “as soon as possible” is sufficient; however, the discussion should not ignore how iART may worsen
disparities for vulnerable populations. We agree that a universal approach defined by immediate
initiation is more optimal than a universal approach defined by the “readiness” models of the past.
However, as we incorporate universal iART into clinical care delivery models, the specific concerns
of the most marginalized groups (whether it be racism, HIV-related stigma, medical mistrust, health
literacy, or other factors) should also be assessed and intervened upon. The RAPID model, upon which
most US iART programs are based, addresses certain important structural and behavioral factors that
drive disparities. However, it does not, to our knowledge, address some known psychosocial factors,
including HIV-related stigma and medical mistrust at diagnosis, that disproportionately affect the
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groups disproportionately impacted by HIV. A health equity approach focused on allaying disparities
will be integral to successful ongoing iART implementation for all patient populations in varied
geographic contexts.

4. A Health Equity Perspective for iART: Stigma and Mistrust among Racial, Gender, and
Sexual Minorities

Health equity “implies that resources are distributed and processes are designed in ways most
likely to move toward equalizing the health outcomes of disadvantaged social groups with the outcomes
of their more advantaged counterparts” (p. 257) [36]. In the context of iART, a health equity approach
first requires a full and deep understanding of all of the factors that drive disparities at each juncture
of the HIV care continuum. It then necessitates the appropriate distribution of resources, as well as
targeted policies and interventions for the most disadvantaged groups of people living with HIV.

Little is known about the psychosocial costs and benefits of iART after diagnosis among
racial/ethnic, gender, and sexual minorities. There is a substantial risk for exacerbating existing
disparities if iART’s impact on the most vulnerable communities is not fully taken into account.
HIV-related stigma, discrimination, and medical mistrust are some of the most significant barriers
to care along the HIV care continuum for these populations. One can imagine that factors such as
medication beliefs, health literacy, and other issues may also arise at time of diagnosis and further
complicate an iART approach. In order to avoid further HIV-related disparities among racial, gender
and sexual minorities, one must address these psychosocial factors in patients’ lives in the context
of iART.

Following an HIV diagnosis, HIV-related stigma has a deleterious impact on HIV care engagement
for minority patients. Turan et al. adapted the minority stress model to create a framework
elucidating the multiple dimensions of HIV-related stigma at the individual level, including
enacted (e.g., experienced discrimination), internalized (e.g., shame), anticipated (e.g., expectation
of discrimination), and perceived (e.g., perception of stigmatized attitudes in the community)
HIV stigma [37]. The framework also includes both structural stigma and intersectional stigma,
which acknowledges that macro-level factors are inextricably linked to individual-level stigma [37].
Studies have explored the effects of different types of individual HIV-related stigma on HIV-related
outcomes. One study among young Black MSM showed internalized HIV stigma was associated with
lower rates of viral suppression [38]. Another study among Black and Latino heterosexual adults
showed that anticipated HIV stigma led to lower HIV care engagement [39]. These different forms of
individual level HIV-related stigma disrupt coping processes, diagnosis disclosure, and establishment
of social support networks, undermining medication adherence and engagement with HIV care
services [40,41]. Immediate initiation may alleviate stigma and concern about one’s HIV status and
empower patients through early integration of a new diagnosis. Alternatively, it may worsen ongoing
stigma processes. Either way, mitigating stigma in its many dimensions must be considered to ensure
iART’s successful implementation.

Mistrust of the healthcare system is another barrier to engagement in HIV care for minority
communities, especially given the complicated history of the US healthcare system with marginalized
populations (e.g., medical experimentation on African Americans) [42]. A study of African Americans’
perceptions of HIV care showed that distrust of providers led to lack of care engagement [43]. Indeed,
studies have explored the association between medication necessity beliefs and medical mistrust,
and how together they can negatively impact ART adherence [44]. Another recent study among Black
MSM found that nearly half reported existing mistrust of the medical establishment [45]. Suspicion
of healthcare provider motive and HIV treatment decisions may persist in the context of iART,
given the emphasis on medication, and it is imperative to understand whether iART allays concerns
regarding mistrust in the healthcare system or exacerbates existing beliefs around experimentation
and ulterior motive.
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While iART could potentially exacerbate stigma and mistrust for some patients, it equally has the
potential to begin to address HIV-related health disparities for racial, gender, and sexual minorities.
In 2010, Grimes et al. provided a literature review showing that a “readiness” model lacked utility in
improving HIV care outcomes [46]. As the efficacy of current ART made emerging viral resistance less
of a concern, and the benefits of early ART have become clear, iART provides a strong foundation upon
which to build an intervention at HIV diagnosis that prioritizes patient-centeredness and health equity.

It is also important to note that the iART approach has extended not only to newly diagnosed
patients living with HIV, but also patients who seek to re-engage in care after a long period of time off

treatment. This extremely vulnerable population requires a more sensitive approach that considers the
forces of stigma and mistrust. Arguably, they may well be an even more vulnerable, and more hidden,
population than the newly diagnosed—without highly visible, tailored programs for them. A recent
qualitative study by Freeman et al. showed that Black and Latino patients living with HIV who were
out of care viewed HIV care decisions through the lens of institutional discrimination, which led to
feeling pressured to take ART, excluded from shared-decision making, and ignored in terms of other
life concerns [47]. Incorporating a health equity perspective focused on eliminating disparities into
the iART intervention must include the perspectives of patients who continually fall out of HIV care.
An iART approach when these patients return to the clinical setting may serve to push them further
away if issues of stigma and mistrust are not explicitly addressed.

5. Future Directions

In a review of iART in 2019, Boyd et al. called for more high-quality studies to be conducted
on iART in high-income countries and for an evaluation of its impact on patient empowerment [48].
Indeed, for programs that have not yet adopted iART, a randomized control trial evaluating clinical
outcomes would help bolster the evidence base for iART as a proven intervention for the HIV care
continuum in the US. In addition, implementation science studies will be vital to glean best practices
as organizations move to an iART model in different clinical care delivery settings (e.g., large academic
hospital clinics, community-based clinics, federally qualified health centers) with the goal of achieving
health equity. Understanding how iART is operationalized (e.g., same-day visits, role of patient
navigators) in different clinical contexts and what kinds of interventions have made a difference with
at-risk populations will also provide important guidance. There is room for more tailored approaches
depending on the context of different cities and states and their unique healthcare infrastructure
(e.g., Medicaid expansion) and patient population needs (e.g., undocumented patients).

In addition to stigma and medical mistrust, which are well-documented in the literature, future
studies must identify the role other psychosocial factors play with iART. The role of structural racism
and homophobia, and other forms of structural discrimination—that is, in the form of cultural norms
and institutional policies—and their interplay with iART is an important area of potential inquiry [49].
Health literacy is yet another issue that influences HIV health outcomes and may carry particular
resonance in the context of iART and health equity, given the need to immediately understand and
agree with a pharmacological intervention (i.e., ART), as well as the complexity of navigating the
health system for patients living with HIV [50].

It also needs to be taken into account that an HIV diagnosis may be traumatic for vulnerable
groups given the history of the HIV/AIDS epidemic, and the disproportionate loss of life in the LGBTQ
community and in communities of color [51,52]. Trauma, a stressful life event marked by a sense
of horror, helplessness, serious injury, or threat of serious injury or death, can lead to poorer HIV
health-related outcomes [52,53]. Thus, it is important to explore the trauma that patients who are
newly diagnosed or returning to clinical care need addressed in the context of the iART intervention.
Notably, mental health assessment is a significant part of the RAPID model, and ideally symptoms
of trauma would be identified during iART and patients would be linked with appropriate mental
health services. Yet an honest assessment of these symptoms among racial/ethnic, gender, and sexual
minorities is often hindered by medical mistrust or levels of stigma. Thus, optimizing the current



Int. J. Environ. Res. Public Health 2020, 17, 7345 7 of 10

model and aspiring towards health equity require not simply a universal approach, but a targeted
assessment and screening of factors that affect the most vulnerable.

Shared decision making may be an important area of exploration in the context of iART, given that
patients living with HIV from vulnerable populations often expect that they will not have a say in their
treatment plan and alternatively feel empowered when they do [48,54]. True shared decision making
creates the space and possible framework for the exploration of stigma, alternative medical beliefs,
structural racism, medical mistrust, health literacy, and a myriad of person-centric priorities rather than
physician-centric priorities. Shared decision making can be a potential tool that allows these concerns
to emerge upfront before iART. It may also serve to allay organizational stigma, given that patients
may feel stigmatized for not accepting iART or may even be treated differently for not accepting iART.
Indeed, a continual evaluation of stigma in health facilities will be an important practice in a health
equity model [55].

Lastly, there is growing recognition that qualitative research enriches our understanding of
the acceptability, context, barriers, and facilitators of HIV care and treatment interventions [56].
To understand how vulnerable patients cope with a new HIV diagnosis in the context of iART,
as well as the promise and perils of iART in a diverse population in terms of race, ethnicity, gender,
and sexual orientation, an in-depth exploration of the role of stigma and mistrust is required. This deep
understanding gained from qualitative research may help devise effective interventions that lay the
foundation for an iART model rooted in health equity.

In addition, there are potential theoretical frameworks that may help researchers incorporate a
health equity lens into research focused on iART. For example, critical race theory may provide a basis
for the qualitative exploration of the impact of structural racism on HIV diagnosis and immediate
offer of treatment, and allow for targeted interventions in the context of iART [48]. In terms of
implementation, there is also potential for the integration of screening tools at diagnosis to know which
psychosocial issues to prioritize along with universal iART. Issues of stigma, mistrust, trauma, and low
health literacy may be invisible to providers at time of diagnosis, thus an explicit exploration of how
these structural issues affect iART for patients at the individual level provides an opportunity for a
more targeted approach as we seek to end the HIV epidemic.

6. Conclusions

Immediate ART is being scaled up around the country. Yet, if a disparities focus targeting
individual- and structural-level inequities among racial, gender, and sexual minorities is not at the
forefront of the iART intervention, we face the risk of leaving behind the most at-risk and most
vulnerable populations living with HIV. As the US makes strides in decreasing overall HIV incidence,
racial, gender, and sexual minorities bear a greater burden of HIV and experience poorer outcomes
along the HIV care continuum. A health equity approach to iART is vital to its successful rollout and
implementation, ensuring we close the gap along the HIV care continuum for the most marginalized
people living with HIV.
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