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Abstract

Background and setting: From 2015 to 2020, the THRIVE project supported 7 US health 

departments to improve HIV prevention services for Black or African American (Black) and 

Hispanic or Latino gay, bisexual, and other men who have sex with men (GBM) and transgender 

women (TGW).

Methods: We described services provided in the THRIVE PrEP continuum. Using Poisson 

regression models, we estimated associations between race or ethnicity and age and PrEP 

screening, linkage, and prescription. We examined associations between colocation of services 

and PrEP linkage and prescription for 2 sites.

Results: THRIVE served 12,972 GBM without HIV; 37% of PrEP-eligible GBM were 

prescribed PrEP. THRIVE served 1185 TGW without HIV; 45% of PrEP-eligible TGW were 

prescribed PrEP. Black and Hispanic or Latino GBM were 29% (RR = 0.71, 95% CI: 0.66–0.77) 

and 19% (RR = 0.81, 95% CI: 0.75–0.87) less likely, respectively, to be prescribed PrEP than 

White GBM. GBM aged 18–24 years and 55 years or older were 19% (RR = 0.81, 95% CI: 

0.75–0.87) and 22% (RR = 0.78, 95% CI: 0.67–0.9) less likely, respectively, to be prescribed PrEP 

compared with those aged 35–44 years. Colocated services were associated with a 54% (RR = 
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1.54, 95% CI: 1.44–1.64) and a 31% (RR = 1.31, 95% CI: 1.19–1.43) greater likelihood of PrEP 

linkage and prescription, respectively, compared with services at different locations.

Conclusions: THRIVE provided PrEP to higher proportions of PrEP-eligible persons than 

current national estimates; however, PrEP use disparities persist. Colocation of services may be a 

useful component of jurisdictional strategies to increase PrEP coverage.
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HIV prevention; PrEP; men who have sex with men; transgender women; persons of color; health 
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INTRODUCTION

A disproportionate number of new HIV diagnoses occur among Black or African American 

(Black) and Hispanic or Latino gay, bisexual, or other men who have sex with men (GBM) 

and transgender women (TGW).1,2 Pre-exposure prophylaxis (PrEP) reduces the risk of 

acquiring HIV.3 However, disparities in PrEP use persist with larger gaps in PrEP coverage 

among Black and Hispanic or Latino persons compared with non-Hispanic White persons in 

the United States.4,5

The Targeted Highly Effective Interventions to Reverse the HIV Epidemic (THRIVE) 

demonstration project supported 7 health departments to provide comprehensive, culturally 

competent HIV prevention and care services for Black and Hispanic or Latino GBM 

and TGW.6 Recipient health departments developed community collaboratives consisting 

of funded and unfunded partnerships among health departments, community-based 

organizations (CBOs), behavioral and social services providers, and clinical providers. 

Applicants for THRIVE funding had to demonstrate high rates of HIV morbidity or 

mortality. The lessons learned in these communities are particularly valuable for similarly 

affected jurisdictions and applicable to implementation of the Ending the HIV Epidemic in 

the US (EHE) initiative, with the goal to substantially reduce HIV incidence nationally.7

THRIVE recipients implemented programs and activities to increase and improve PrEP 

services in their jurisdictions. Implementation was tailored by recipients to address the needs 

of their jurisdictions. All sites collected client-level program evaluation data to describe 

PrEP services including HIV testing, screening for indications for PrEP use, referring to 

a PrEP provider, linking to PrEP services, and prescribing PrEP. Our objectives were to 

describe the continuum of PrEP services provided in THRIVE and to evaluate associations 

among race or ethnicity, age, and colocation of services with PrEP screening, linkage, and 

prescription.

METHODS

The THRIVE Demonstration Project

THRIVE recipients were chosen from a pool of applicants to a Centers for Disease Control 

and Prevention (CDC) notice of funding opportunity. To be eligible, jurisdictions had to 

be (1) a metropolitan statistical area (MSA)/division with >2000 Black and/or Hispanic or 
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Latino GBM living with diagnosed HIV or (2) a state in the fourth quartile for mortality 

rates as reported in its state progress report and with >1000 Black and/or Hispanic or Latino 

GBM living with diagnosed HIV in a specified MSA.6 THRIVE activities took place in 

Birmingham, AL; Baltimore, MD; Washington District of Columbia; New Orleans, LA; 

Brooklyn, New York City, NY; Philadelphia, PA; and Hampton Roads, VA. New York 

City, Baltimore, LA, and Virginia departments of health were also recipients of funding 

through the “Pre-exposure Prophylaxis* Intervention*Data-to-Care-*Evaluation” (PrIDE) 

project.8 Project activities to increase the use of PrEP among GBM and TGW, especially 

among Black and Hispanic or Latino persons, were complementary and intertwined to 

varying degrees in these jurisdictions. Data on service usage reported here reflect those 

combined PrIDE and THRIVE activities at cofunded sites but are referred to throughout 

as THRIVE. The THRIVE demonstration project was supported by the US Department 

of Health and Human Services Minority HIV/AIDS Fund. The CDC determined that the 

THRIVE evaluation was not research and was exempt from institutional board review.

PrEP Services in THRIVE

THRIVE implementation included community collaboratives, navigation programs, and 

attention to providing culturally competent services at all sites. Other programs and 

activities to increase and improve PrEP services varied by site. Other PrEP service 

activities implemented by 1 or more THRIVE sites included community-wide PrEP provider 

trainings, social marketing campaigns, learning collaboratives, community listening/focus 

groups conducted to understand barriers to PrEP, free or discounted PrEP medication, and 

resources to support PrEP provision. THRIVE funds were not used directly to purchase 

PrEP medication. PrEP service delivery models varied by project site and implementing 

agency. Some THRIVE collaborative partners had colocated HIV prevention services (eg, 

sexually transmitted infection testing and all PrEP services available in 1 location), while 

others provided a selection of services (eg, HIV testing and PrEP screening only) and 

referred clients to other agencies or locations for additional services.

THRIVE Data and Definitions

THRIVE recipients collected longitudinal, client-level data according to a standardized 

cross-site project evaluation plan. Deidentified data were reported to the CDC from 2015 

through 2020. A THRIVE client was any person aged 18 years or older who received a 

THRIVE-funded service. The cross-site evaluation plan defined PrEP screening as assessing 

potential benefit for PrEP based on CDC PrEP clinical guidelines3; PrEP eligibility as 

the determination that a person does not have HIV and may benefit from PrEP based on 

CDC PrEP clinical guidelines; referral to PrEP as the process through which clients receive 

information about how to access PrEP services; linkage to PrEP as the outcome of the 

referral of a PrEP-eligible person, as indicated by the person’s attendance at an appointment 

at a clinical setting that provides PrEP services; and PrEP prescription as provision of a 

PrEP prescription by a health care provider. We defined colocation of services as having 

PrEP screening and PrEP prescription services provided at the same location. Age was 

determined at the time of THRIVE enrollment; age categories were 18–24 years, 25–34 

years, 35–44 years, 45–54 years, and 55 years or older. Race and ethnicity were reported 

by THRIVE clients; categories were non-Hispanic Black, non-Hispanic White, Hispanic 
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or Latino, other race (including non-Hispanic persons who identified as American Indian 

or Alaskan Native, Asian, Hawaiian or Pacific Islander, multiracial, or another race), and 

unknown race or ethnicity. THRIVE clients who reported male sex assigned at birth, male 

sex, and history of male sexual partners were classified as GBM. THRIVE clients who 

reported male sex assigned at birth and sex as female or TGW were classified as TGW.

Analysis

We determined the number of GBM and TGW without HIV served in THRIVE and the 

proportions screened for PrEP and eligible for PrEP. Among persons without HIV who 

were eligible for PrEP, we determined the proportions referred to PrEP services, linked to 

PrEP services, and prescribed PrEP during the project period. Steps in the PrEP services 

continuum may have occurred in the same clinical encounter or over a series of encounters. 

Missing continuum data were categorized as service not received, except where clients who 

received later events in the continuum (eg, were prescribed PrEP) were imputed to have 

received earlier steps (eg, PrEP screening).

We described the proportions of persons who received services in the THRIVE PrEP 

services continuum by race or ethnicity. We estimated relative risk (RR) and 95% confidence 

intervals (CI) between race or ethnicity and age and the binary outcomes of being screened, 

linked, and prescribed PrEP using Poisson regression models controlled for study site and fit 

separately for GBM and TGW THRIVE clients. Evaluation of PrEP screening was among 

all THRIVE clients without HIV while evaluation of PrEP linkage and prescription were 

among PrEP-eligible THRIVE clients. Race or ethnicity calculations were adjusted for age; 

age calculations were adjusted for race or ethnicity. Models controlled for study site as 

sites differed in baseline capacity, population racial and ethnic distribution, capacity of 

collaborative partners, and resources outside of THRIVE.

Two THRIVE sites provided data about location of services and included collaborative 

partners with and without colocated PrEP services. We used a Poisson regression model to 

evaluate associations between colocation of services and PrEP linkage and prescription. The 

model was adjusted for age group and race or ethnicity. All data were analyzed using SAS 

9.4 (SAS Inc, NC). Although data collection from the fifth year of the project (September 

2019 to September 2020) are included in this analysis, services were likely affected by the 

COVID-19 pandemic. The exact impact of COVID-19 on THRIVE participants was not 

measured.

RESULTS

Between 2015 and 2020, THRIVE served 38,866 clients without HIV, 12,972 (33%) GBM, 

and 1185 (3%) TGW. Age, race or ethnicity, and PrEP services for GBM and TGW 

THRIVE clients without HIV are summarized in Table 1. There were 9098 (70%) and 

889 (75%) persons younger than 35 years among GBM and TGW clients, respectively. 

Among GBM, 2694 (21%) were White, 5743 (44%) Black, 2892 (22%) Hispanic or Latino, 

and 1643 (13%) other or unknown race or ethnicity. Among TGW, 87 (7%) were White, 

585 (49%) Black, 378 (32%) Hispanic or Latina, and 135 (11%) other or unknown race 

or ethnicity. Among GBM served in THRIVE, 11,817 (91%) were screened for PrEP and 
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9505 (73%) were eligible for PrEP. Among PrEP-eligible GBM, 8271 (87%) were referred 

for PrEP, 5112 (54%) were linked to PrEP services, and 3544 (37%) were prescribed 

PrEP (Table 1). Among TGW served in THRIVE, 829 (70%) were screened for PrEP and 

664 (56%) were eligible for PrEP. Among PrEP-eligible TGW, 600 (90%) were referred 

for PrEP, 367 (55%) were linked to PrEP services, and 299 (45%) were prescribed PrEP. 

THRIVE provided PrEP services to 9598 Black, Hispanic or Latino GBM, and TGW.

Figure 1A shows the percentages of GBM who were screened and eligible for PrEP among 

all GBM without HIV served in THRIVE and the percentages referred, linked for services, 

and prescribed PrEP among GBM eligible for PrEP, by race or ethnicity. Figure 1B shows 

the same metrics for TGW in THRIVE. Among GBM, all races or ethnicities had PrEP 

screening percentages ≥85%. Percentages eligible for PrEP were similar across all races 

or ethnicities (range 69%–76%). The percentage of PrEP-eligible GBM referred for PrEP 

differed by race or ethnicity with 78%, 86%, 92%, and 95% referred among White, Black, 

Hispanic or Latino, and other or unknown races or ethnicities, respectively. Less than 50% 

of PrEP-eligible White and Black GBM were linked for PrEP services, while 73% of 

Hispanic or Latino and 69% of GBM of other or unknown race or ethnicity were linked. 

Percentages of PrEP-eligible White and Black GBM prescribed PrEP were similar (34% 

and 32%, respectively), while 51% of Hispanic or Latino and 41% of GBM of other or 

unknown race or ethnicity were prescribed PrEP. Among TGW, percentages screened for 

PrEP differed by race or ethnicity with 91%, 81%, 56%, and 47% of White, Black, Hispanic 

or Latino, and TGW of other or unknown race or ethnicity screened, respectively. Similar 

percentages of White (67%) and Black (66%) TGW were eligible for PrEP, while only 

47% of Hispanic or Latino and 30% of TGW of other or unknown race or ethnicity were 

eligible. More than 85% (range 87%–95%) of PrEP-eligible TGW were referred for PrEP 

across all races or ethnicities. Similar percentages of PrEP-eligible White (45%) and Black 

TGW (50%) were linked for PrEP services, while 70% of Hispanic or Latino and 58% of 

TGW of other or unknown race or ethnicity were linked. Percentages of PrEP-eligible TGW 

prescribed PrEP were 29%, 43%, 55%, and 48% among White, Black, Hispanic or Latino, 

and TGW of other or unknown race or ethnicity, respectively.

We summarize estimated adjusted risk ratios (aRR) and 95% confidence intervals (95% 

CI) to evaluate associations between race or ethnicity, age, and PrEP outcomes in Table 

2. Among GBM, estimated associations between race or ethnicity and PrEP screening or 

linkage to a PrEP provider were small and close to the null, indicating no differences in 

the likelihood of PrEP screening or linkage by race or ethnicity. However, all categories 

of non-White GBM were found less likely than White GBM to be prescribed PrEP. Black 

GBM were 29% (RR = 0.71, 95% CI = 0.66–0.77) less likely, Hispanic or Latino GBM 

were 19% (RR = 0.81, 95% CI: 0.75–0.87) less likely, and GBM of other or unknown race 

or ethnicity were 30% (RR = 0.7, 95% CI: 0.64–0.77) less likely than White GBM to be 

prescribed PrEP. Estimated associations between age and PrEP screening or linkage to PrEP 

provider were small and close to the null, indicating that the likelihood of PrEP screening 

and linkage did not vary by age group. However, we found that GBM aged 18–24 years 

and 55 years or older were 19% (RR = 0.81, 95% CI: 0.75–0.87) and 22% (RR = 0.78, 

95% CI: 0.67–0.9) less likely, respectively, to be prescribed PrEP compared with those aged 

35–44 years. Among TGW, estimated associations between race or ethnicity or age group 
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with PrEP screening, linkage to PrEP provider, or PrEP prescription were small, indicating 

that likelihood of PrEP screening, linkage, or prescription did not vary by race or ethnicity 

or age group.

In Table 3, we summarize our analysis of the association between colocation of services 

and PrEP linkage and prescription for GBM and TGW without HIV at 2 THRIVE sites. We 

found colocated services were associated with a 54% greater likelihood of linkage to PrEP 

providers (RR = 1.54, 95% CI: 1.44–1.64, P <0.01) and 31% greater likelihood of PrEP 

prescription (RR = 1.31, 95% CI: 1.19–1.43, P <0.01) compared with collaborative partners 

where services were not colocated.

DISCUSSION

In the THRIVE demonstration project, PrEP services were provided to more than 9500 

Black and Hispanic or Latino GBM and TGW, populations who have historically lower 

rates of PrEP use compared with other populations.4,5,9 Six of the 7 THRIVE sites are 

EHE-funded phase 1 jurisdictions.8 THRIVE laid important groundwork for the ongoing 

work in the EHE initiative to reduce HIV incidence at least 90% by 2030 through diagnosis, 

prevention, treatment, and outbreak response.10

Most THRIVE clients were screened for PrEP, and there were no notable disparities in 

screening by age or race or ethnicity. Notable proportions of Black and Hispanic or Latino 

GBM and TGW who were eligible for PrEP received PrEP prescriptions, ranging from 32% 

to 55%. The EHE PrEP coverage indicator is the estimated percentage of individuals with 

indications for PrEP who have been prescribed PrEP. In 2020, 28% of US men with PrEP 

indications were prescribed PrEP; the EHE goal is 50% PrEP coverage by 2025.11 The 

proportions of PrEP-eligible Black and Hispanic or Latino GBM and TGW prescribed PrEP 

in THRIVE exceeded current national estimates of PrEP coverage.

THRIVE results suggest that focused efforts to improve PrEP services for Black and 

Hispanic or Latino GBM and TGW can increase PrEP coverage. Demonstration project 

data limit the ability to evaluate separate project components, and THRIVE implementation 

was tailored to each site’s needs and context. However, key THRIVE components that 

were defined by the project and implemented across all sites included establishment 

of community collaboratives, navigation programs, and attention to providing culturally 

competent services. THRIVE community collaboratives included organizations with 

established outreach among the priority populations. Most THRIVE collaborative members 

reported that their collaboratives represented the diversity of their communities and that 

those collaboratives were successful in implementing HIV prevention services for Black 

and Hispanic or Latino GBM and TGW.12 THRIVE’s community collaboratives may 

have contributed to the project’s success in reaching the priority communities by creating 

connections among CBOs, behavioral and social services providers, clinical providers, 

and health departments. A recent analysis of National HIV Surveillance System data for 

THRIVE sites and comparator sites found that the THRIVE community collaborative model 

was associated with decreased HIV diagnoses among Black and Hispanic or Latino MSM.13 

Navigation services, also implemented by all THRIVE sites, may have contributed to 
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THRIVE’s success by guiding THRIVE clients through the steps of the PrEP services 

continuum. This is supported by another analysis of THRIVE data which found that 

navigation was highly effective for linkage to PrEP.14 Providing culturally competent 

services, including through partnerships with organizations with established connections 

to the priority populations, may have contributed to THRIVE’s success by helping to 

reduce barriers to care for some individuals. An analysis of THRIVE data related to 

services provided to Hispanic or Latino persons found that Spanish language, culturally 

competent PrEP clinical services were associated with increased likelihood of PrEP linkage 

and prescription.15

Although the proportions of PrEP-eligible Black and Hispanic or Latino GBM and TGW 

prescribed PrEP in THRIVE exceeded national estimates, we found that Black and Hispanic 

or Latino GBM THRIVE clients eligible for PrEP were less likely to be prescribed PrEP 

compared with White GBM persons served in THRIVE, after controlling for site and age. 

We also found that younger GBM persons were less likely to be linked to or prescribed 

PrEP compared with GBM persons aged 35–44 years, after controlling for site and race 

or ethnicity. These findings are consistent with national reports of PrEP coverage that 

continue to show disparities in PrEP provision by race or ethnicity and age.16 We found 

these disparities in PrEP prescription despite finding no differences in the likelihood of 

PrEP linkage by race or ethnicity and age, suggesting a gap between PrEP linkage and 

actual prescription. Possible barriers to PrEP prescription after linkage to PrEP services 

include personal factors (eg, lack of interest in taking PrEP), health care provider factors 

(eg, limitations in PrEP clinical knowledge and attitudes/perceptions related to prescribing 

PrEP), and financial barriers (eg, cost of PrEP).17,18 THRIVE occurred before the statement 

by the Departments of Labor, Health, and Human Services, and the Treasury was made 

clarifying that insurance plans should cover without cost sharing any preventive services 

(including PrEP) recommended by the United States Preventive Services Task Force.19 PrEP 

medication access programs were available during THRIVE, but some sites reported that 

assisting clients to navigate these programs takes time that represents another PrEP access 

challenge.20 Increasing equity in PrEP coverage long term requires continued efforts to 

address barriers at all levels. Important strategies include enhancing provider education and 

organizational practices that influence PrEP prescribing and addressing barriers such as 

medical mistrust, stigma, and racism at the individual, network, health care, and structural 

levels.21–23

Colocation of services is one strategy to improve HIV prevention and care outcomes. In 

THRIVE, colocated services were associated with higher likelihoods of PrEP linkage and 

prescription compared with receiving services at different locations. Persons who were 

screened for PrEP at one location and were referred to another location for their PrEP 

appointment may have faced challenges such as the need to schedule in a separate system 

and a different time, arrange transportation to another location, and deal with delay before 

the possibility of obtaining a PrEP prescription. Having PrEP services available in one 

location avoids these challenges and simplifies the process of obtaining a PrEP prescription. 

Colocation of services is likely to improve efficiency of administering and navigating PrEP 

programs compared with services separated by location and provider. Other PrEP programs 

have similarly found improved outcomes with colocated services.24,25 These findings are 
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also consistent with the broader literature demonstrating effectiveness of comprehensive 

service models in provision of syringe services and HIV treatment.26–29

This analysis of program evaluation data has some limitations. We may have underestimated 

services in the PrEP services continuum, including PrEP prescriptions, if THRIVE clients 

received services by providers outside of the THRIVE collaboratives. The likelihood that 

THRIVE clients may have received PrEP services outside of the collaborative varied by site 

because availability of resources and breadth of the collaborative differed by jurisdiction. 

For many THRIVE sites, there were limited PrEP services available outside of THRIVE. We 

were unable to describe barriers to receipt of PrEP services as these data were not included 

in THRIVE’s cross-site evaluation. A comprehensive PrEP continuum includes additional 

steps, including awareness of HIV risk and PrEP awareness, initiation, adherence, and 

persistence.30 These data were not included in THRIVE’s evaluation plan. Our results are 

particularly pertinent to other US jurisdictions with high rates of HIV morbidity or mortality 

because these were eligibility criteria for THRIVE. Those criteria may limit generalizability 

of these results to less-affected jurisdictions. Finally, THRIVE HIV prevention services were 

likely affected by the COVID-19 pandemic in 2020, with reduced service provision and data 

collection in all jurisdictions. The extent and effect of the pandemic on PrEP services in 

THRIVE jurisdictions were not measured in this project.

The THRIVE demonstration project successfully supported implementation of 

comprehensive HIV prevention services for Black and Hispanic or Latino GBM and TGW. 

Key THRIVE components including community collaborative models, culturally competent 

services, and PrEP navigation may have contributed to reaching large numbers of Black 

and Hispanic or Latino GBM and TGW. In THRIVE, higher proportions of PrEP-eligible 

persons received PrEP than current national estimates of PrEP coverage; however, disparities 

in PrEP prescriptions by race or ethnicity and age were observed. Additional barriers 

must be overcome to achieve equity in PrEP use, including overcoming stigma at multiple 

levels, building understanding and trust in health care systems and biomedical interventions, 

and addressing the social and structural factors that affect a person’s access to and use 

of HIV preventive services.21,22 Colocation of PrEP services increased the likelihood of 

PrEP linkage and prescription in THRIVE. Colocation of integrated HIV testing and PrEP 

education, screening, and clinical services may be a useful component of jurisdictions’ 

strategy for increasing PrEP coverage.
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FIGURE 1. 
A, HIV pre-exposure prophylaxis services among GBM without HIV, THRIVE 

demonstration project, 2015–2020. A, Hawaiian/other Pacific Islander, multiracial. B, 

Adjusted for site and race or ethnicity.
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TABLE 1.

Characteristics of Gay, Bisexual, and Other Men Who Have Sex With Men and Transgender Women Without 

HIV Who Received Services in the THRIVE Demonstration Project, 2015-2020

GBM* TGW†

N % N %

TOTAL 12,972 100 1185 100

Age (yr)

 18–24 3259  25 371  31

 25–34 5839  45 518  44

 35–44 2155  17 194  16

 45–54 1068   8 64   5

 55 years or older 651   5 38   3

Race or ethnicity

 White 2694  21 87   7

 Black 5743  44 585  49

 Hispanic or Latino‡ 2892  22 378  32

 Other or unknown§ 1643  13 135  11

PrEP services

 Screened for PrEP‖ 11,817  91 829  70

 Eligible for PrEP‖ 9505  73 664  56

 Referred for PrEP¶ 8271  87 600  90

 Linked to PrEP services¶ 5112  54 367  55

 Prescribed PrEP¶ 3544  37 299  45

*
Gay, bisexual, and other men who have sex with men.

†
Transgender women.

‡
Hispanic persons can be of any race.

§
Other included American Indian/Alaska Native, Asian, Native Hawaiian/other Pacific Islander, multiracial.

‖
Percentage among all GBM or TGW without HIV in THRIVE

¶
Percentage among PrEP-eligible GBM or TGW in THRIVE
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TABLE 2.

Association of PrEP Services With Race or Ethnicity and Age, THRIVE Demonstration Project, 2015-2020

Screened for PrEP* Linked to PrEP† Prescribed PrEP†

aRR (95% CI)‡ aRR (95% CI) aRR (95% CI)

GBM without HIV

 Race or ethnicity§

  Non-Hispanic White Reference Reference Reference

  Non-Hispanic Black 0.99 (0.97–1.02) 1.01 (0.99–1.03) 0.71 (0.66–0.77)

  Hispanic or Latino ‖ 0.99 (0.97–1.01) 0.98 (0.96–1) 0.81 (0.75–0.87)

  Other or unknown¶ 1.03 (1.01–1.06) 1.02 (1–1.04) 0.7 (0.64–0.77)

 Age (yr)#

  18–24 1 (0.98–1.02) 0.93 (0.9–0.96) 0.81 (0.75–0.87)

  25–34 1.01 (0.99–1.03) 1 (0.99–1.01) 0.95 (0.9–1.01)

  35–44 Reference Reference Reference

  45–54 1 (0.97–1.04) 1 (0.97–1.02) 0.92 (0.84–1.02)

  55 years or older 0.98 (0.95–1.02) 0.95 (0.9–1.01) 0.78 (0.67–0.9)

TGW without HIV

 Race or ethnicity§

  Non-Hispanic White Reference Reference Reference

  Non-Hispanic Black 1 (0.84–1.20) 0.97 (0.8–1.17) 1.13 (0.8–1.6)

  Hispanic or Latino ‖ 1.02 (0.83–1.24) 0.97 (0.79–1.18) 1.06 (0.74–1.54)

  Other or unknown¶ 0.88 (0.65–1.18) 1.09 (0.73–1.64) 1.46 (0.8–2.68)

 Age (yr)#

  18–24 0.99 (0.87–1.13) 1.01 (0.88–1.16) 0.98 (0.79–1.22)

  25–34 0.99 (0.86–1.13) 1 (0.9–1.11) 1.02 (0.85–1.22)

  35–44 Reference Reference Reference

  45–54 0.99 (0.76–1.29) 1.02 (0.88–1.19) 1.02 (0.76–1.37)

  55 years or older 0.94 (0.68–1.31) 1.07 (0.81–1.41) 1.27 (0.83–1.94)

*
Among THRIVE clients without HIV

†
Among PrEP-eligible THRIVE clients.

‡
Adjusted risk ratios (95% confidence intervals) estimated using Poisson regression.

§
Adjusted for site and age.

‖
Hispanic/Latino persons can be of any race.

¶
Other included American Indian/Alaska Native, Asian, Native Hawaiian/other Pacific Islander, multiracial.

#
Adjusted for site and race or ethnicity.

Bolded text indicates results where the 95% confidence interval does not include zero.
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