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Abstract

HIV incidence and prevalence rates in emergency departments (EDs) around the
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who are atrisk for HIV. The ED provides a rare opportunity to serve as a vehicle for con-
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necting pre-exposure prophylaxis (PrEP)-eligible patients with clinical settings such as
an ED that are knowledgeable and well informed about PrEP. PrEP has established effi-
cacy at preventing HIV acquisition. The greatest challenge is access to PrEP and uptake
thereof among vulnerable populations. We propose recommendations to improve the
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1 | THE HIV EPIDEMIC IN THE UNITED STATES

The rate of new HIV diagnoses in the United States has been decreas-
ing, from 12.6 per 100,000 in 2014 to 11.5 per 100,000 in 2018.!
However, some populations remain disproportionally affected, includ-
ing African Americans, men who have sex with men (MSM), and hetero-
sexual women.»2 The Updated 2018 HIV Surveillance Report from the
Centers for Disease Control and Prevention (CDC) found that in 2018,
there were 37,515 new HIV diagnoses in the United States.! Of these,
16,047 were African American, 24,669 were MSM, and 7110 were
women.! The racial and sex epidemiology of HIV within an HIV screen-
ing program in the ED located in Harris County of Houston, Texas, the
largest and most diverse county in the United States, revealed that
African American females had the largest disparity between the pop-

ulation tested and those who tested positive for HIV.3
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to increase PrEP availability and uptake.
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2 | ADDRESSING THE HIV EPIDEMIC IN THE
UNITED STATES WITH PrEP

The National HIV/AIDS Strategy (NHAS) updated their call to reduce
new HIV cases in the United States by 2020 with various goals
(Figure 1) and indicators of progress.*> One of the NHAS indicators
being developed proposes expanding access to pre-exposure prophy-
laxis (PrEP) via increasing PrEP prescriptions by 200% by 2020.>:¢
Strategies to pursue and strengthen the trend toward ending the HIV
epidemic should involve the use of antiretrovirals like PrEP to prevent
HIV seroconversion. In 2019, the US Preventive Services Task Force
(USPSTF) gave PrEP a grade A recommendation for people who are (1)
HIV negative and (2) at high risk of becoming HIV positive.” In 2012,
the Food and Drug Administration (FDA) approved the use of a “daily

oral fixed-dose combination of tenofovir disoproxil fumarate 300 mg
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NHAS 2020 Goals>®

1. Reducing new HIV infections

2. Increasing access to care and
improved health outcomes for people
living with HIV

3. Reducing HIV-related disparities and
health inequities

4. Achieving a more coordinated
national response to the HIV epidemic

FIGURE 1 National HIV/AIDS strategy (NHAS) 2020 goals

and emtricitabine 200 mg” (TDF/FTC) for PrEP in all populations.”®
Seven years later, the FDA approved the combination of emtricitabine
200 mg and tenofovir alafenamide 25 mg (TAF/FTC) as PrEP to prevent
“HIV-1 infection from sex, excluding receptive vaginal sex.””1° Stud-
ies found daily tenofovir (TDF) to be effective as PrEP in people who
inject drugs (PWID) and heterosexual adults.”#11-13 Longitudinal care
is needed to maintain PrEP therapy, which requires frequent follow-up
care (ie, quarterly) with additional testing and monitoring.8 PrEP is rec-
ommended during seasons of high-risk behavior. The length of high-risk
seasons varies between individuals and is contingent upon their behav-
iors and perception of their own risk. Clinical practice guidelines by the
CDC state that patients may discontinue PrEP if (1) they decide to stop
using PrEP by choice, (2) their risk is lowered, (3) they are not adherent
to daily use, or (4) they become HIV positive.8

The list price of TDF/FTC is $2000 per month, on average; however,
costs may vary widely for patients.2* The costs vary for patients with
private insurance depending on their individual plans and deductibles
but could cost > $1000 out of pocket per year.1* In December 2019,
the US Department of Health and Human Services (HHS) launched
Ready, Set, PrEP, a national program making PrEP available at no cost
to people without prescription drug insurance coverage.'®> A generic
form of TDF/FTC is poised to enter the market in September 2020, but
its effect on costs are not yet known.?*1 Amongt all groups (insured,
uninsured, and underinsured), the high price of PrEP may be a deter-
rent and barrier to initiation or continuation.

Mobilization of efforts to increase PrEP uptake is led by clinical tri-
als aimed at engaging 4 vulnerable populations: MSM, African Amer-
icans, PWID, and heterosexual men and women at high risk of HIV
seroconversion.!” Figure 2 contains the USPSTF recommendations on
which populations are at high risk of HIV acquisition and should be con-
sidered for PrEP.”.18 Current findings demonstrate varying degrees of
PrEP effectiveness aimed at preventing new HIV cases within these
populations. Grant et al (2010) examined the use of TDF/FTC in con-
junction with a “comprehensive package of prevention services” in
MSM and found a “44% reduction in incidence of HIV” and a relative
risk reduction of 92%.1? A reduction in high-risk behavior was also
observed in this study, with a similar reduction observed in a trial of
TDF/FTC inwomen.'?20 Both studies offered participants various HIV-

prevention services, such as HIV counseling, condom counseling, and

sexually transmitted infection (STI) testing and treatment.'?2° Both
studies found an increase of condom use among study participants.
Peterson et al (2007) found an increase from 52% condom use at
screening to 92% at enrollment and an average of 92% of condom use
during follow-up visits after enrollment.?® This is promising for use in
the ED, which typically does not offer longitudinal care. Harnessing
HIV- and risk-reduction counseling to patients in the ED may lower
high-risk behaviors'1:1%20 Phase 3 clinical trials of TAF/FTC in high-
risk MSM populations found that “TAF/FTC is noninferior to FTC/TDF
for HIV prevention,” and similar to other PrEP studies, incident HIV
seroconversions had low or undetectable measured drug levels.2! Clin-
ical trials conducted in Bangkok, Thailand found that daily oral teno-
fovir coupled with HIV counseling and other risk-reduction measures
reduced HIV transmission by 73.5% among PWID, which was highly
dependent upon level of adherence.!?

Women and participants >40 years old were found to have the high-
est efficacy rates, at 79% and 89% respectively, as well as high lev-
els of adherence.!! TDF/FTC coupled with “HIV-1 prevention services”
reduced seroconversion by 90% in HIV-1-serodiscordant heterosexual
couples.? The Partners PrEP study found a 66% reduction of serocon-
version in women who used PrEP.1322 A meta-analysis validated the
effectiveness of PrEP with high adherence (70% of potential HIV cases
averted) across various populations and methods of exposure.2223 This
meta-analysis demonstrated that PrEP was effective in preventing HIV
infection across sexes, although individual studies consisting of only
female participants has been variable.2223 The FEM-PrEP and VOICE
trial did not find significant difference in effectiveness of PrEP com-
pared to placebo.824-26 Less than half (40%) of participants in the
FEM-PrEP trial achieved target tenofovir (TFV) plasma levels and less
than half of participants with measured plasma samples in the VOICE
trial had detectable plasma TFV levels (oral TDF: 30%; oral TDF-FTC:
29%; TFV gel: 25%).824726 The CDC's effectiveness estimate of PrEP
with “optimal or consistent use” to be ~ 99% in MSM and heterosex-
ual adults and 74%-84% in PWID.?” Effectiveness estimate is the esti-
mated relative risk reduction. Optimal use is defined as taking PrEP
daily and consistent use is defined as at least 4 pills per week.2” PrEP
uptake had no effect on HIV prevention when adherence was low and
the highest efficacy rates were observed when there were detectable
TDF/FTC levels; therefore, the efficacy of PrEP is contingent upon the
patient’s adherence to the prescribed regimen. Furthermore, decision
models found that the effectiveness and cost-effectiveness of PrEP are
dependent not only on PrEP regimen adherence but also on “condom
use, HIV prevalence, and degree of behavioral disinhibition-factors
which vary widely between patients and populations.”2® All of these
factors affected the number needed to treat (NNT) observed in MSM
populations. For a “patient fitting generic population profiles for MSM
in the US,” the NNT to prevent 1 new HIV case was 64. However, the
NNT was 30 in the scenario of the population-average profile with high
adherence to PrEP.2% Modeling of the cost-effectiveness of PrEP in dif-
ferent MSM populations varies, but the most consistent cost-effective
strategy is targeting high-risk MSM for PrEP with cost-effectiveness
ratios of < $100,000 per quality-adjusted life years (QALY), with the
exception of one model by Paltiel et al (2009), which found it to be
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The USPSTF Recommendations on Populations at High Risk of HIV Acquisition”"®

The following is from the USPSTF Final Recommendation Statement on the Prevention of HIV:

PrEP
Men who have sex | “Are sexually active and have one of the following:
with men * Aserodiscordinant sex partner

* Inconsistent condom use during receptive or insertive anal sex
e A sexually transmitted infection (STI) with syphilis, gonorrhea, or
chlamydia within the past 6 months””:18

Heterosexually
active women and °
men °

“Have one of the following:

A serodiscordinant sex partner

Inconsistent condom use with a partner whose HIV status is
unknown and who is at high risk

e An STl with syphilis or gonorrhea within the past 6 months””18

Persons who inject
drugs o

“Have one of the following:
Shared use of drug injection equipment
* Risk of sexual acquisition of HIV”7:18

FIGURE 2

$298,000.28-32 For PrEP to be an effective and cost-effective therapy
both on an individual and population level, further research on PrEP
adherence and uptake is warranted.

Many of the studies on PrEP efficacy used varied HIV prevention
strategies with PrEP, including HIV counseling, risk-reduction counsel-
ing, condoms, and testing with treatment of STIs.11121%.20 Grant et al
(2010) and Peterson et al (2007) found a decrease in high-risk behav-
ior and an increase in condom use after enrollment in various coun-
seling services.1%20 It is important to note the use of HIV-prevention
and risk-reduction strategies coupled with PrEP intervention. Diverse
prevention measures should be implemented alongside a PrEP
regimen.

3 | CURRENT TRENDS OF PrEP USE FOR HIV
PREVENTION IN THE UNITED STATES

National estimates for adults with PrEP indications in 2015 exceeded 1
million people.*32 Seventy-one percent of those were MSM and 22.5%
were heterosexual adults, the majority being women.33 Additionally,
among those with PrEP indications, 43.7% were African American.*33
Recent analysis confirms that MSM, at-risk African Americans, and het-
erosexual women are the subpopulations most vulnerable to HIV.12
MSM lead the nation in new diagnoses and account for 65% of new
HIV diagnoses in the United States in 2018.13% These subpopula-
tions would benefit most from PrEP above other sexual orientations
or racial/ethnic groups; however, there is a discrepancy between the
populations who need PrEP and those who receive PrEP. A recent
evaluation project assessing PrEP utility based on a national phar-
macy database identified 49,158 people who started PrEP.343° Of

Populations at high risk of HIV acquisition. PrEP, pre-exposure prophylaxis; USPSTF, US Preventive Services Task Force

those, 21% were women, 74% were Whites, 12% Latinos, and 10%
African Americans.>*3> From 2014 to 2016, only 4.7% of PrEP users
were female and only 11.2% of total people on PrEP were African
American.?¢ These data highlight suboptimal PrEP uptake levels among
populations who would benefit from it most, thus warranting strategies
to bridge PrEP access to at-risk populations within the current environ-
ment using EDs.

4 | RATIONALE FOR THE USE OF PrEP IN
THE ED

The unique environment of the ED creates opportunities to both treat
and serve patients along a spectrum ranging from immediate acute
illness to longitudinal preventative measures. In 2017, ~ 139 million
ED visits occurred nationwide.3” The ED is the only source of care for
many, as 38% of ED patients report no access to primary care.’® In
addition, the Affordable Care Act’s Medicaid expansion has increased
the allowable number of ED visits and is projected to continue to
rise.3? Therefore, the ED has the potential to serve as a viable catalyst,
bridging at-risk groups with access to PrEP. National 2016 estimates of
ED visits by race/ethnicity illustrated that a quarter (25.6%) of patients
who had >1 ED visit were African Americans, a population dispropor-
tionately affected by HIV.%? Because of the ED’s large patient volumes,
long wait times, and ability to access underserved populations in the
health care system, the ED is poised to serve a more active role in
public health interventions via linkage to preventative and primary
care services.*!

A study conducted in an urban ED found that 96% of patients did

not think they were at risk for HIV, and among those who reported
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high-risk characteristics, only 1.5% considered themselves at high
risk.*2 They also found African Americans and women were less
likely to consider themselves susceptible to HIV seroconversion.*?
African American women and men, a subset of the ED population who
experience an HIV positive conversion more often than other/race
ethnicities, would benefit from enhanced access to and education
about PrEP during an ED visit.

In response to the high HIV incidence rates in the United States, the
CDC published revised guidelines in 2006 recommending opt-out HIV
screening of patients aged 13 to 64 years.*® These guidelines fueled a
drastic change in the HIV testing approach by supporting widespread
routine opt-out HIV screeningin settings where the prevalence of undi-
agnosed infection was 0.1% or higher.*> A meta-analysis conducted
from 1984 to 2015 compared opt-out and opt-in HIV testing in EDs.**
Findings illustrated that more testing was performed in the opt-out
group (44%) versus the opt-in group (19%),%); yet, there was no dif-
ference in identifying HIV seroconversion.** Potential benefits of HIV
testing in the ED identified by experts include “high volume and high
HIV-prevalence,” the opportunity to test populations with limited or no
access to health care, and ability to link patients to follow-up care.*>

EDs represent the most frequent site of contact for patients with
missed opportunities for identifying a HIV positive status.*>~*7 Jenk-
ins et al (2006) found that 34% of patients with newly diagnosed HIV
had at least 1 clinical encounter within 3 years of diagnosis; 50% of
these encounters were in the ED.%¢ A study that examined the imple-
mentation of opt-out HIV screening in an urban academic ED found
that it is possible to execute these types of screenings in a high-
volume, fast-paced ED.*8 They provided brief HIV screening question-
naire via the electronic health record (EHR) conducted by triage nurses.
Then, an “EHR-prompted ad hoc questionnaire” was administered in
the treatment room.*8 If eligible, an automatic order was placed for
HIV testing.*® In addition to testing, their program offered counsel-
ing by the emergency physician and referred preliminarily positive
patients to an HIV/AIDS clinic for follow-up.*® Of the confirmed pos-
itive patients, 76% followed up with the HIV/AIDS clinic and attended
an appointment.*8 This same model can be applied to referrals for PrEP
and integrated in HIV opt-out screening in the ED.

5 | STRATEGIES TO INCORPORATE PrEP
IN THE ED

The CDC estimates that ~ 1.2 million Americans are eligible for
PrEP4*? However, PrEP implementation in clinical settings has been
slow.*? Both STI clinics and the ED provide services to low-income
and high-risk populations, representing opportunities for PrEP pro-
grams in the United States.*? Future strategies to incorporate PrEP
in the ED require a better understanding of current implementation
methods within various clinical settings that could be adapted and
expedited in the ED. ED-based interventions to improve PrEP uptake
can increase risk awareness, PrEP knowledge and access to care for
a cohort of patients that otherwise may remain unexposed to PrEP
benefits.”®

In our local ED, Hill (2020) led a single-arm study with a tablet-
computer-based intervention, “Increasing PrEP (iPrEP). "1 The study
demonstrated feasibility and was associated with willingness to use
PrEP among African American women who acknowledged both con-
domless sex and current substance use.”! The iPrEP study is currently
being tested in a randomized clinical trial of a behavioral interven-
tion compared to usual care.”! It addresses longitudinal care from
the ED with a warm handoff to partnering local PrEP clinics from
the ED, whereby enrolled participants can continue PrEP care over
time.>?

Ridgway et al (2018) tested the use of the ED for PrEP referrals via
an electronic risk score for identifying those at high risk of HIV acquisi-
tion that was integrated in the EHR.52 The following criteria was used
by Ridgway et al to identify those at high risk: “(1) man who reported
condomless sex with another man in the past 6 months, (2) man or
woman who reported sex with a HIV-positive partner in the prior 6
months, (3) man or woman who reported sex with multiple partners
in the past 30 days, regardless of partner’s gender, (4) bacterial ST in
the past 6 months, or (5) injection drug use with needle sharing in the
past 6 months.”>2 These criteria, as well as other predictors, developed
the risk score that was calculated automatically at triage. If >21,
an “automated electronic alert [was] generated in the form of both
(1) a message sent to a pager held by an HIV prevention counselor,
and (2) a best practice alert delivered to an HIV prevention electronic
in-basket.”>2 Arisk score of >21 had a sensitivity of 50% and specificity
of 80.6%.%2 The authors’ plan on lowering the threshold score in future
studies is to increase the sensitivity.>2 The HIV prevention counselor
would then meet with the patient if deemed eligible for HIV prevention
services.”? Eligible patients were contacted by phone if they pre-
sented outside of business hours or were discharged before an initial
meeting.”2 These meetings with the counselor “included assessment
of HIV knowledge, behavioral risk, self-perception of risk, education
regarding PrEP, and referral for PrEP if appropriate.”®? If a patient
was eligible and amenable to PrEP, an appointment for follow-up was
scheduled and baseline labs were drawn.’2 Most patients who com-
pleted the counseling (68.6%) were interested in PrEP>2 Nine patients
scheduled a follow-up appointment, and 33% of those started PrEP.>2
The schema outlined in Figure 3 builds on the design presented in Ridg-
way et al (2018) as a potential means for PrEP implementation in the
ED. Figures 3 and 4 present a suggested pathway for integrating PrEP
referrals in the ED. There are multiple ways screening for patients at
high risk for HIV seroconversion could be integrated into the ED, such
as a self-reported questionnaire given in the waiting room along with
check-in documents, a form completed during triage, or a question-
naire administered by nursing staff. However, we propose the use of an
automatic risk scoring system integrated in the EHR to detect patients
at high risk, in a way that resembles the Ridgway et al (2018) study, in
order to maximize the number of patients screened. A study analyzing
opt-out HIV screening found 31.5% less HIV tests were performed
when an HIV screening questionnaire was changed from a required ED
triage EHR assessment form to an ad hoc questionnaire nurses admin-
istered at bedside.*® Ridgway et al (2018) found patients were more

likely to participate in HIV prevention counseling and arisk assessment
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Steps for PrEP engagement during an ED visit

Step o: Identify and obtain resources required for PrEP and initiation.

schedule a follow-up appointment.

pamphlets, and various displays.

information for follow-up.

a. The following resources may be beneficial, including but not limited to a person to
screen potential patients, person to introduce PrEP referral to patient in the ED, social
worker to liaison resources, community clinics for patient follow-up, and ability to

b. Locate means to produce educational materials for patients, including posters,

c. It may be considered to have a packet, separate from the patient’s discharge
information, with information about HIV/AIDS, PrEP, and sexual health clinic

patients.

Step 1: Increase PrEP awareness, knowledge,and accessvia educational materials for

a. Provide patients with access to literature on PrEP. Add pamphlets and posters in the
waiting room and in patient rooms. The mean wait time in US EDs is 58.1 minutes,
which could be used for PrEP education.>*

potential candidates for PrEP initiation.

Step 2: Integrate automatic risk scoring system into EHR to screen patients and identify

a. Like Ridgway et al. (2018), incorporate automatic messaging and tasks when patient
meets threshold to be considered high-risk.
b. Consider an automatic order for HIV testing.

c. Couple screening results with HIV testing for providers to determine PrEP eligibility.

Step 3: Counsel patients regardless of risk severity on HIV and STI prevention. Educate
patients who are eligible for PrEP on HIV/AIDS and the effectiveness of PrEP to prevent
seroconversion.
a. People who are responsible for education may include the physician, nursing staff,
social worker, or a specific HIV and PrEP educator.

appointment information.

Step 4: Give referral and clinic follow-up information to patients before discharge. If
possible, schedule an appointment at clinic for follow-up.
a. Provide patients with a packet of information (separate from discharge information)
for clinic follow-up, including clinic locations, phone numbers, hours of operation, and

FIGURE 3 Steps for pre-exposure prophylaxis (PrEP) engagement during an emergency department visit, EHR, electronic health record

during an ED visit versus when they were contacted after discharge.>2
In order to maximize participation, meeting with eligible patients dur-
ing their stay if appropriate should be a high priority. Staffing the ED
with an HIV prevention counselor at all times would be ideal; however,
this may not be possible. Other options include physicians and nursing

staff delivering HIV and PrEP counseling; however, this would require

training to deliver counseling and education in a culturally competent
manner and cost-effectiveness would need to be evaluated.>®

Upon implementation, the efficacy of PrEP or lack thereof could
be measured by the following outcomes: level of PrEP awareness
in the community, rate of follow-up after ED discharge, and rate of

PrEP initiation.*> The 3 most commonly cited weakness of ED-based
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Automatic EHR risk
assessment & routine —
opt-out HIV testing

Arrivalin ED

Identify and connect
resources for PrEP and HIV
clinic referrals.

Have educational material

accessible to physician for
counseling.

| Positive HIV test Refer to resources to initiate
ART
Referral for PrEP
High-risk
Educational materials on HIV
. prevention
— Negative HIV test
. Educational materials on HIV
Low-risk X
prevention
Referral for PrEP
High-risk
Educational materials on HIV
. prevention
“—  Optout of HIV Testing
. Educational materials on HIV
Low-risk X
prevention

FIGURE 4 Pathway for pre-exposure prophylaxis (PrEP) engagement during an emergency department visit, ART, antiretroviral therapy; EHR,

electronic health record

testing is additional burden to ED personnel and time (23.2%), lack
of linkage to care (16.3%), and lack of privacy in the ED (13.0%).4>
Forty-four percent identified lack of resources as a possible threat.*”
The average amount to implement rapid HIV testing with counseling
in STI clinics is $16,100 and annual costs could be up to $160,800.>4
These concerns over HIV testing could be extrapolated to providing
PrEP in the ED, which would require HIV testing to identify HIV-
negative patients who are eligible for PrEP. Additional barriers include,
but are not limited to, community and physician awareness of PrEP,
potential disruption of ED workflow, loss to follow-up, patient trust in
their physician, culturally competent patient care, and stigma toward
PrEP.>%°> Further research is warranted to quantify the magnitude of
the barriers, as well as identify barriers unique to the ED.

Increasing accessibility of PrEP via the ED would require follow-
up at a longitudinal clinic by the patient. However, patient follow-
up after discharge from the ED is low and physicians are unable to
predict which patients will follow-up.>¢-38 Follow-up from the ED for
non-occupational post-exposure prophylaxis (nPEP) and completion of
antiretroviral therapy is low, which may hold true for PrEP as well.>?
Ridgway et al (2018) found only 9 out of 35 patients scheduled an
appointment for PrEP, and out of those 9 only 3 started PrEP52 In
order to mitigate potential lack of follow-up, we have added measures
that have been found to maximize follow-up after discharge, such as
emphasizing HIV counseling during the patient’s ED visit and schedul-
ing a follow-up appointment to occur before discharge, which has been
found to improve rate of follow-up.>2°7:¢0 By connecting patients with
longitudinal care for PrEP services, patients may receive more compre-
hensive care and experience improved health outcomes. In addition,
HIV-positive patients use the ED and its resources more frequently,

therefore by increasing access and ease of access to PrEP, there will

be less HIV seroconversions.®® Downstream effects of less HIV sero-
conversions may be less use of the ED and its resources, as well as
improved workflow.

Another possible limitation is the ability to provide effective HIV
and PrEP counseling to patients. An ED-based study found that a
majority of emergency physicians are aware of PrEP, but only 23.9%
were knowledgeable of current guidelines and 23% of referral infor-
mation. Of these emergency physicians, 43% were uncomfortable dis-
cussing PrEP with their patients and 53.7% showed concern for the
lack of PrEP efficacy.®? These findings suggest that emergency physi-
cians may benefit from educational interventions about PrEP in order
to deliver informed referrals within the ED.62:63

Additional barriers include patient trust in physicians and their abil-
ity to provide culturally competent care. Focus groups cited the fol-
lowing as barriers to PrEP: “inadequate knowledge about PrEP, con-
cerns about side effects, disclosure of sexual orientation,” perception
of positive or negative treatment by physician, and their "sensitivity to
homosexuality.”>® One of the 2 focus groups studied was composed pri-
marily of African American MSM participants. Researchers found that
this group had unique concerns toward PrEP, which included “medical
mistrust and skepticism toward PrEP, intense stigma against homosex-
uality and HIV, and importance of PrEP education inclusive of hetero-
sexuals to reach MSM who identify as straight.”>® All of these patient
perceptions and concerns must be taken into account when identify-
ing PrEP-eligible patients and delivering PrEP education and referrals.
Although culturally competent care and patient trust in physicians are
essential for any clinical environment, it is especially important in the
ED where encounters are brief and not as longitudinal as other spe-
cialties. Time is another barrier to PrEP implementation in the ED, not

only for developing patient rapport but also for PrEP education and
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discussion with patients. Between 2010 and 2011, the median treat-
ment time in the ED was ~ 90 minutes.®* Personnel such as nurses,
social workers, and HIV educators may also be harnessed to relieve the
time constraint on physicians; however, this may further strain avail-
able monetary and personnel resources.

To address the barrier of PrEP administration, several organizations
have developed education campaigns, including monographs that sup-
ply key PrEP information for physicians and potential consumers.®> For
instance, the Houston Health Department developed a PrEP toolkit
that could seamlessly be integrated into the clinical care plan of ED
physicians.®® Approximately 50% of HIV tests in Houston are funded
by the City of Houston’s Department of Health and Human Services.®”
Among these, 90% followed a written linkage to care protocol for
patients that tested positive for HIV in Harris County.®” The Harris
Health System’s Thomas Street Health Center offers the HIV Preven-
tion Program to under- or uninsured patients. which provides high-risk
patients with HIV prevention counseling and PrEP.%8 Of the high-risk
patients tested for HIV at this clinic and surveyed, 72.9% were inter-
ested in PrEP, 21.3% attended an HIV Prevention Program appoint-
ment, and ultimately 16.3% started PrEP.% Most participants (66.9%)
believed they would acquire HIV in their lifetime. Yet, there remains a
discrepancy between interest in PrEP and clinic follow-up.®

Successful PrEP implementation in the ED is contingent upon
the ability of interdisciplinary teams, including emergency physicians,
nurses, social workers, and public health practitioners, to address
barriers that prevent individuals from accessing PrEP. Collaboration
between community-based organizations and hospital systems who
both serve vulnerable populations are needed to identify and engage
with high-risk individuals who would benefit from PrEP, and link them
to PrEP services.®” One way to do this is to use the ED for identi-
fication and linkage of care. Additional marketing strategies leverag-
ing social media platforms, posters/brochures, outreach, and a PrEP-
specific hotline are needed to increase consumer awareness of PrEP.¢?
Hospital-based patient navigators require training on PrEP in order to
help patients access and adhere to PrEP regimens through provision of
support and information. PrEP knowledge and care needs to be inte-
grated within the ED’s standard of care for all individuals to produce
sustainable change in our nation’s plan to end the HIV epidemic.
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