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Abstract
Background: Early initiation of antiretroviral therapy improves human immunodeficiency virus (HIV) outcomes. However,
achieving earlier treatment initiation is challenging for many reasons including provider awareness and clinic barriers; this
study sought to understand perceptions of an early initiation program.
Methods: We interviewed 10 providers from 3 HIV clinics in North Carolina (October-November 2020). We asked providers
about overall perceptions of early initiation and the pilot program. We developed narrative summaries to understand individual
contexts and conducted thematic analysis using NVivo.
Results: Providers believed earlier initiation would signal an “extra sense of urgency” about the importance of antiretroviral ther-
apy—a message not currently reflected in standard of care. Safety was a consistent concern. Cited implementation barriers included
transportation assistance, medication sustainability, and guidance to address increased staff time and appointment availability.
Conclusion: Our qualitative findings highlight the need for training on the safety of early initiation and addressing staffing needs to
accommodate quicker appointments.
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Plain Language Summary
Doctor and clinic staff perspectives on a program to immediately start HIV treatment among patients newly diagnosed
with HIV
Treating human immunodeficiency virus (HIV) is easier than ever. Starting newly diagnosed persons on HIV medication as soon as
possible is a now recommended goal. However, starting patients right away can be challenging. This study interviewed doctors
and clinic staff to better understand their perspectives prior to implementing a program that would provide newly diagnosed
patients with HIV treatment immediately. Results showed that some doctors are worried patients will not return after receiving
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their medications. Providers want support for linking patients to the clinic and ensuring they will be able to receive their next
dose of medication when they come in. Other providers saw the benefits of reducing HIV stigma if the program can more quickly
start patients on treatment. Some providers explained that when you go to the doctor and are sick you receive medications
immediately, yet for newly diagnosed patients living with HIV, patients can be told to come back a month later to start treatment.
Some providers believe shifting this messaging may also help patients take their medications better. Most providers saw the need
for clinics to have more same-day appointment availability to meet the needs of the new program. Overall, providers were
excited about the opportunity to improve the HIV care by offering HIV medications to newly diagnosed patients immediately.

Date received: 3 November 2023; revised: 28 May 2024; accepted: 22 June 2024.

Introduction
Access to human immunodeficiency virus (HIV) care has dras-
tically increased across the globe with roughly 26 million
people living with HIV (PLWH) on antiretroviral therapy
(ART) in 2020 compared to just 6.6 million in 2010.1,2 In
2016, the World Health Organization (WHO) encouraged coun-
tries to adopt a policy of initiating ART as soon as possible after
the HIV diagnosis was confirmed.3 Earlier initiation of ART
safely decreases time to HIV viral suppression, thereby reduc-
ing viral transmission potential.4–7 However, despite this evi-
dence, implementation of earlier ART initiation remains a
challenge. In the United States (US), roughly 20% of people
diagnosed with HIV in 2019 did not visit an HIV healthcare
provider (HCP) within one month of their diagnosis8 despite
recommendations to start treatment “as close to the date of
HIV diagnosis as possible.”9 Moreover, states located in the
US South (ie, Washington, District of Columbia, North
Carolina, South Carolina, etc) account for only one-third of
the total US population, yet represent over half of all new
HIV cases annually.10 Barriers distinctly prominent in the
rural and semirural US South, such as long distances to health
facilities, limited public transportation and health infrastructure,
lower rates of health insurance coverage (ie, states not adopting
Medicaid expansion), pervasive stigma, and confidentiality
concerns, all lead to delays in scheduling first clinic visits,
receiving lab results, and accessing ART.11–15 These barriers
result in over 40% of persons in the US South waiting 3 or
more months before initiating ART following HIV diagnosis.15

Furthermore, these delays increase loss to follow-up, time to
viral suppression, and the potential for new HIV transmission
events in the community.14–17

Rapid treatment initiation (RTI) was first proposed to allow
ART initiation to occur as soon as possible after HIV diagno-
sis.18–21 These RTI programs provide ART along with
medical, psychological, and social support and have improved
access and sustained engagement of care for vulnerable popula-
tions.18,19,22 RTI programs outside the US report that proper
training materials, strong intradepartment relationships, account-
ability, and peer counselors are strong facilitators of implementa-
tion.23 Despite limited national or statewide guidelines for the
implementation of RTI programs in the US (Table 1), RTI pro-
grams have recently been implemented in large, urban centers
with success in producing higher rates of viral suppression

and increased retention in care compared to standard care
models.21,24–31 However, RTI has not been uniformly imple-
mented across HIV care sites.

The lack of more widespread RTI program guidelines and
implementation in the US is due in part to a gap in research
on RTI outside urban settings, a lack of HCP awareness of
evidence for RTI benefits,32 and potential clinic-level facili-
tators and barriers, especially in rural and semirural settings.
In many care settings in the US South, it can take 4 to 10
weeks from HIV diagnosis to the initiation of ART
(Figure 1). The complex barriers to RTI implementation in
rural and semirural settings are particularly poorly
understood.11,14,15,30

The North Carolina (NC) Rapid ART Program for
Individuals with an HIV Diagnosis (NC RAPID) is an RTI
pilot program designed to address common barriers in rural
and semirural settings by providing ART initiation in the
field (ie, health department, participant’s home) before a
first HIV care appointment (Figure 1). Currently in NC, the
majority of newly diagnosed persons are contacted and inter-
viewed by a NC disease intervention specialist (DIS) who
may be the first person the newly diagnosed person talks to
about their diagnosis (Table 1). The DIS provides HIV coun-
seling, answers questions, conducts anonymous contact-
tracing, and sets up an HIV care appointment at the individ-
ual’s clinic of choice.

The initial design of the NC RAPID program included having
a NC RAPID nurse accompany a DIS on field visits with newly
diagnosed individuals to allow for education, nurse assessment,
and initiation of a 30-day supply of bictegravir/emtricitabine/
tenofovir alafenamide (BIC/FTC/TAF) in the field. However,
the cessation of in-field notification by DIS due to the
COVID-19 pandemic necessitated modifying the program to
prompt referral for rapid ART initiation at a local health depart-
ment prior to the scheduled clinic visit. Under this revised
program, a DIS would introduce the program to newly diag-
nosed individuals and refer interested individuals to the NC
RAPID nurse. The NC RAPID nurse would contact interested
individuals to describe the program and schedule prompt
appointments for them at the health department.

To inform the development and implementation of the NC
RAPID program, we sought to answer the following three
research questions with HCPs prior to NC RAPID program
implementation: (1) Awareness and acceptability of RTI?;
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Table 1. Current HIV Treatment Guidelines and Definitions for RTI.

What are the current guidelines for HIV
treatment in the US?

❖ US Department of Health and Human Services (DHHS) Guidelines 9

• Same-day initiation of ART may be feasible and could potentially improve clinical outcomes
❖ New York State Department of Health (NYSDOH) and New York City (NYC)31

• February 2023 declares RTI as the standard of care for HIV treatment in New York.
❖ International Antiviral Society-USA (IAS-USA) Guidelines 44

• Start ART as soon as possible, including immediately after diagnosis, if person newly
diagnosed with HIV is ready

What is happening in North Carolina? ❖ Current standard of care
• HIV diagnosis

▪ Testing could occur at many locations: primary care clinic, emergency room, outreach
testing events, etc

• Person newly diagnosed with HIV returns for results or is notified via DIS
• Referral to HIV care (could take weeks)
• Lab work at first HIV care visit; discussion of treatment and ART medication assistance

programs
▪ Some people begin ART treatment during this visit depending on readiness of both the
person newly diagnosed and the provider/clinic

• Person newly diagnosed with HIV returns to clinic, labs are reviewed, and ART initiated

RTI definitions • An overarching goal of RTI is to move ART initiation closer to HIV diagnosis. However,
considerable variability in RTI definitions across the current RTI programs:
• Cochrane Review defined RTI as “starting ART within 7 days of HIV diagnosis”16

• Actual initiation of RTI can vary greatly from 5 days to one program defining “rapid” as
within 60 days of diagnosis35,45

• Others define RTI as starting therapy at the first HIV care clinic appointment, as
opposed to referencing the date of diagnosis 21

NC RAPID’s definition of RTI • Starting HIV therapy before the individual’s first appointment at their preferred HIV care
clinic, closer to diagnosis

Figure 1. A comparison of the NC RAPID 3-step RTI program with current standard of HIV care in North Carolina.
RTI, rapid treatment initiation.
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(2) Who do HCPs believe are appropriate candidates for RTI?;
and (3) What are HCPs thoughts on the NC RAPID program,
including clinic facilitators and barriers?

Methods

Study Design and Recruitment
Between October and November 2020, we conducted formative
qualitative in-depth interviews with HCPs located in a semirural
county where the new RTI pilot program—NC RAPID—would
be implemented. We recruited 10 HCPs from a list of HCPs rep-
resenting HIV care sites located in the county, and purposefully
selected a sample that reflected the many different staff (eg,
physicians, nurses, patient navigators) within HIV care clinics
typically engaged with people newly diagnosed with HIV enter-
ing care (Table 2). We also sought to include a diverse sample
of HCPs in terms of position, education level, years of experi-
ence working with PLWH, and years working at the current
clinic. This study was guided by the Consolidated criteria for
reporting qualitative research, a 32-item checklist for interviews
and focus groups (see supplemental materials).33

Data Collection
Using a basic interpretive qualitative description design,34 we
developed an in-depth interview guide based on the three
research questions (ie, RTI awareness/perceptions, appropriate
candidates, and thoughts on the NC RAPID program prior to
implementation) (see supplemental materials). To elicit
responses about RTI in general, participants were asked about
their concerns and perceived benefits of RTI and to identify
and describe an ideal RTI candidate. To answer research ques-
tions specific to the NC RAPID pilot program, we described
each step of the program and asked participants for their percep-
tions including potential clinic barriers and facilitators to

implementation of each program step (see “Program
Description” below). All interviews were conducted in
English, over the phone, audio recorded, and lasted 30–
45 min. This study was approved by The University of North
Carolina in Chapel Hill (IRB study number: 19-1482).
Participants were emailed the consent form prior to the inter-
view. At the beginning of the call, interviewers read and
reviewed the consent and documented verbal consent. Verbal
consent, approved by the IRB, was used due to the minimal
risk involved and the circumstances of conducting interviews
during the COVID-19 pandemic. All participants were compen-
sated for their time. We continued interviewing until data satu-
ration was reached.

Program Description Provided to HCPs
We described the 3-step NC RAPID program to each HCP as
follows (see Figure 1). In Step 1, the NC RAPID nurse or
another advanced practitioner performs a standard sexually
transmitted infection assessment; collects blood for CD4 cell
count, HIV viral load, and HIV genotype testing; reviews a
checklist of potential comorbidities; and screens for symptoms
of opportunistic infections. Assuming no contraindications, in
Step 2, the program nurse provides the participant with a
30-day supply of BIC/FTC/TAF and counsels the participant
on the importance of daily adherence and possible side
effects. Participants may opt to take the first dose with the
nurse or take it later that day. The nurse’s emergency contact
number is provided to participants for questions and concerns.
Step 3 involves scheduling a clinic appointment (or confirming
appointment already made) within 1–14 days. The program
nurse also provides a list of all items to bring to the first
clinic appointment to facilitate submission of applications for
ongoing ART access if needed. After the visit, the program
nurse ensures laboratory results are sent to the clinic of choice.

Table 2. HIV Provider Types and Corresponding HIV Care Role in North Carolina for Clinics not Providing Rapid Treatment Initiation.

Position title Required credentials Role played in providing HIV care to newly diagnosed persons

Clinician (n= 3) Doctor of medicine (MD),
physician assistant (PA),
or nurse practitioner (NP)

Provides counseling on HIV infection and natural history, HIV treatment, and adherence;
answers questions; reviews lab results and next steps for starting HIV medications.

Clinical pharmacist
(n= 2)

Doctor of pharmacy
(PharmD)

May see people newly diagnosed with HIV at diagnosis and can complete all duties as
described above under clinician. May have more time available to see people than
physicians.

Nurse (n= 1) Registered nurse (RN) Provides support to people newly diagnosed with HIV by taking vitals and answering any
questions people have. Some serve as the contact liaison between a person newly
diagnosed with HIV and their provider.

Patient navigator
(n= 3)

None Performs outreach to facilitate connections to care and provide resources, including
transportation assistance. Once person newly diagnosed with HIV is in the clinic, works
with the clinical team to complete required paperwork for medication sustainability (ie,
HIV Medication Assistance Program [HMAP]). Reviews any questions people have and
may serve as the main point of contact between clinic and the person newly diagnosed
with HIV.

Bridge counselor
(n= 1)

None Works closely with NC Department of Health and Human Services to perform outreach
to people who have been out of care for longer than 12 months and attempt to link
them to care.
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Data Management and Analysis
All interviews were audio recorded and transcribed verbatim.
Once transcripts were received, each transcript underwent a
quality assurance/quality control (QA/QC) step whereby a
study team member listened to the audio and reviewed the tran-
script to ensure the audio reflected the transcript. Each study
participant was given a unique study identifier. All personal
identifiers (ie, references to staff names or clinic names) were
removed during the transcription phase and during the QA/
QC phase. Audio and transcripts were saved in a secure,
IRB-approved, password-protected study portal only accessible
to IRB-approved study personnel.

Using finalized transcripts, narrative summaries were devel-
oped to understand the individual context for each study partic-
ipant. Narrative summaries covered the following areas with
integrated quotes: (1) professional background; (2) provider
awareness of RTI; (3) provider’s thoughts on “ideal candidate”
for RTI; (4) perspectives of the program and clinic readiness;
and (5) program scalability.

A codebook was developed that included question-based
codes and emerging domain codes revealed in the narrative
summaries. The team reviewed the codebook prior to coding
to confirm definitions and review example codes. All transcripts
were coded in NVivo Release 1.6 by 2 independent data ana-
lysts. Approximately one-third of the transcripts were selected
to assess interrater reliability. Any discrepancies in the applica-
tion of codes (with Kappa scores of 0.7 or less) were identified,
discussed, and resolved by recoding transcripts accordingly to
ensure consistency in code application. Code outputs were gen-
erated for all domains and reviewed by the team for salient
themes. Code summaries were developed by 3 data analysts
to review themes across all providers; matrices were used to
understand relationships by prescribing (n= 5) or nonprescrib-
ing provider (n= 5) types within each key domain.

Results

Sample Characteristics
Most HCP study participants identified as non-Hispanic or
Latino (80%), white (80%), and female (60%) (Table 3).
Median age was 41.5 years. Half (n= 5) of the providers
were able to prescribe and had terminal medical degrees.
Providers had experience working in HIV care settings
(median 9.5 years) and working at their current clinic (median
6.5 years). Clinic size varied with smaller clinics reporting
500 patients and larger clinics reporting 5000 (median load
was 2100). Providers saw anywhere from 4 to 12 people per
day (median per day was 6 people).

Overview of Qualitative Findings
Qualitative findings were grouped into 4 broad themes: (1)
awareness of RTI; (2) acceptability of RTI as an approach to
treat newly diagnosed PLWH; (3) perceptions of the

appropriate candidate for RTI; and (4) clinic implementation
of the NC RAPID program. Below we present each theme
in turn and, where appropriate, provide a figure and/or point
out differences between prescribing and nonprescribing
providers.

Awareness of RTI
Most providers, regardless of medical training level, were
aware of RTI as a recommended approach. All prescribing
providers were aware of RTI and identified first hearing
about RTI either in meetings, discussions with colleagues,
or within the scientific literature. Two prescribing providers
specifically mentioned the success of an RTI program in
California:

It [RTI] has always made sense. I think there was, like, some work
from California in particular that showed some benefit with that.
(Prescribing provider)

Table 3. Demographics of All Participants Interviewed Prior to NC
RAPID Implementation.

Characteristic n (%)

Gender
Female 6 (60)
Male 4 (40)

Age
Median (IQR) 42 (33-52)

Race
White 8 (80)
African American or Black 1 (10)
Other† 1 (10)
American Indian or Alaska Native N/A
Asian Pacific Islander N/A

Ethnicity
Non-Hispanic or Latino 8 (80)
Hispanic or Latino 2 (20)

Provider type
Physician‡ 3 (30)
Patient navigator§ 3 (30)
Clinical pharmacist‡ 2 (20)
Registered nurse§ 1 (10)
NC HIV state bridge counselor§ 1 (10)

Years at current HIV clinic
Median (IQR) 7 (0.25-21)

Total years providing HIV care
Median (IQR) 10 (1-24)
≤ 1 year 2 (20)
>1 year and≤ 10 years 3 (30)
> 10 years 5 (50)

No of patients per day‡
Median (IQR) 6(4-12)

Total No of patients at clinic
Median (IRQ) 2100 (100-5000)

† Includes self-reported Indigenous.
‡ Prescribers—able to prescribe medication.
§ Nonprescribers—not able to prescribe medication.
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Acceptability of RTI
Providers shared their perceptions of concerns and benefits of
RTI both for people newly diagnosed with HIV and for them-
selves as HCPs.

Perceived RTI Concerns for People Newly Diagnosed With HIV.
Providers reported 3 main areas of concern when thinking
about RTI and people newly diagnosed with HIV (Figure 2).
First, several providers described concerns about starting
these patients on HIV medication prior to seeing laboratory
results and the potential of contraindications. Providers
worried about complications of starting people who have
limited kidney and liver function, unknown underlying resis-
tance, or other comorbidities:

My concern and this is really not the majority of patients, this is
really kind of around the edges, but how do we make sure
someone with cryptococcal meningitis …. starting them on
therapy immediately could actually be harmful.” (Prescribing
provider)

However, linking people to care quickly would help negate
some of these concerns:

There’s a theoretical potential for harm if we don’t know some-
body’s kidney or liver function … However, having them come to
an appointment within one to two weeks after starting it, I think,
would greatly minimize that. So I wouldn’t hold that as a risk
that’s high enough to be a contraindication. (Prescribing provider)

Given the importance of linkage to care quickly, this high-
lighted several providers’ second concern:

They come in; they get their 30 days; and then for whatever reason,
they never come back. And it becomes that loss to follow-up, and
inconsistent and interrupted antiretroviral therapy, which is not
optimal. (Prescribing provider)

The final area of concern involved step 2 of the NC RAPID
program: medication counseling. Several providers highlighted
2 topics they would want covered during this step. The first
topic was the importance of the RTI nurse educating newly
diagnosed individuals about the potential of regimen changes
at the first HIV care clinic visit:

They come in, and they’re on Biktarvy, and they think everything is
fine because that is what we prescribed to them at the time of the
rapid initiation occurred, and then we’re suddenly telling them
that this isn’t the best therapy for them. I think that could result
in some confusion on the part of the patient, and even some mistrust
that this therapy might not have been the best thing for them. We
just have to be transparent and making sure the patient under-
stands why it’s important to do rapid initiation of ART, and the ben-
efits of starting immediately after diagnosis compared to waiting.
And letting the patient know upfront that this therapy is going to
provide these short-term benefits for you, but after going through
a more formal and full evaluation … it could be that the provider

you see when you come to clinic could change your therapy.
(Prescribing provider)

The second topic was discussing potential side effects prior
to starting HIV treatment. For example, one provider worried
that if potential side effects are not discussed and people has
side effects, they could say, “‘I’m never gonna take a medicine
ever again. Medicines are the devil.’ You know? They hyperbo-
lize, they catastrophize” and they disappear. (Prescribing
provider)

These concerns about the potential variability in medication
counseling highlight one provider’s concern and personal dis-
comfort with a loss of control:

I will admit it’s taking a bit of a leap, essentially what we’re doing
is trusting that the beginning of treatment gets handled elsewhere. I
will just be straightforward. That makes me extremely nervous.
(Prescribing provider)

Yet another physician saw their future role in the program dif-
ferently, saying they would just be “picking up the ball that’s
been tossed” following RTI initiation (Prescribing provider).

Perceived Benefits for People Newly Diagnosed With HIV. All pro-
viders, regardless of role or years of experience, identified ben-
efits of RTI for people newly diagnosed with HIV. For some,
RTI would demonstrate to people that they can take immediate
action and that they are not alone in their HIV diagnosis. As one
provider stated: “It gives a sense to the patient that they have an
immediate support team, and that’s something immediately
been done.” (Nonprescribing provider)

Most providers also spoke to the benefit of an RTI program
in providing an additional visit at which people newly diag-
nosed with HIV could be educated and to ask questions—
potentially allowing providers more time at the first clinic
appointment to dispel common HIV misconceptions. Some pro-
viders highlighted that newly diagnosed individuals may still
view an HIV diagnosis as: “a death sentence.” As one provider
described among his predominantly Latino patients: “[they] are
still stuck with what they knew about HIV from the 80 s and 90s
… they have this idea that becoming positive for HIV is like a
death sentence. And they are going to develop up all of these
symptoms like, loss of weight” (Nonprescribing provider).
These providers noted that it usually takes multiple interactions
for new information to stick with people newly diagnosed with
HIV; one compared hearing an HIV diagnosis to first learning
you have cancer:

It’s kinda like hearing a cancer diagnosis. Right? Like, you say the
word cancer, and then nothing else you say is just, ‘[Wah wah wah
wah]…’ Like, nothing else means anything, and you have to explain
things multiple times just ‘cause of the shock and psychological
trauma of stuff like that. So there’s a chance that not only will
patients have a lot of questions, but they might need multiple iter-
ations to, kind of, absorb it. (Prescribing provider)
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Describing the stigmatized experience of people newly diag-
nosed with HIV, many providers saw the benefits of the RTI
program to reduce stigma in multiple ways. First, patients
could hear about Undetectable=Untransmittable (U=U)
closer to their diagnosis with the program nurse compared to
hearing this message at the first clinic appointment. Second,
because the RTI program would ensure labs are ready for the
first clinic appointment, providers could reinforce treatment
goals with people using laboratory data, as described by one
nonprescribing provider:

…can have a conversation with patients about their lab values—
especially the viral load and the CD4, and watching those trend
in the appropriate direction, I think that gives patients a tangible
goal. (Nonprescribing provider)

Despite some concern about linkage to care mentioned
earlier, many providers see the potential benefit of RTI in
increasing linkage to care if the program can help people
overcome the anxiety of going to their first HIV care
appointment. Providers described how people are nervous
to come to the first clinic appointment and how the ability
of the program nurse to see people in the community
may reduce some anxiety. If the visit goes well, some
believe the established rapport between the program nurse
and the person newly diagnosed may transfer to HCPs, as
described by one provider: “If it goes well, it could be the
first experience with this thing [HIV care] that they were

so scared of that it might actually be okay” (Prescribing
provider).

Many providers, particularly prescribing providers, iden-
tified another benefit of RTI: to send a more urgent
message to people to begin HIV treatment now compared
to starting treatment after completing lab work. Some provid-
ers shared that many people newly diagnosed with HIV want
to start immediately at the first clinic visit, saying: “Just give
me anything that is gonna keep me safe” (Nonprescribing
provider). Providers explained that delaying the start of treat-
ment sends the wrong message to people that their diagnosis
is not a big deal:

Yes, you’ve got this super important disease, um, and you’re gonna
see me in 4 weeks, and we’re gonna follow up your labs and then
start meds. (Prescribing provider)

And some worry that the “see me in 4 weeks” message might
affect future treatment adherence, as described below:

People kinda got that mixed message about having a severe
disease, ‘Oh, it’s okay for us to wait a month before we start you
on treatment.’ You know? That sets the stage for them thinking
that treatment is not that important. (Prescribing provider)

Others worry the messaging of delaying HIV treatment, if
not explained properly, leads to confusion and anxiety for
people with HIV who did want to start treatment right away.

Figure 2. Perceived RTI concerns for people newly diagnosed with HIV.
RTI, rapid treatment initiation.
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One provider described how this looks in particular for people
of color:

There are communities of color, who may actually believe that they
were receiving inferior care because we’ve scheduled their visit to
be that far out from when they were first diagnosed… especially if
we’re not giving them the justification for the decisions that we’re
making about when they get their care. (Prescribing provider)

Specific to the NC RAPID program—where people newly
diagnosed with HIV will be offered the opportunity to take
their first dose with the program nurse—some providers saw
the importance of reinforcing a message of urgency. As one
provider shared, this “ups the urgency of the situation,” going
on to explain how they hope to see this translate to better reten-
tion in care:

‘Here. I’ll watch you take your first dose’ … that should install an
extra sense of urgency in getting the HIV under control- which is
something that I would hope would then lead to more retention
and care. So staying with the clinical care and staying on the
meds ‘cause they, kind of, regard it as an emergent situation.
(Prescribing provider)

Perceived Benefits for Providers: “You’re Making Our Job Easier”. A
common theme among many providers was that the first clinic
visit would be very different with a person who had already
talked with a nurse and started medications. Many believed
their jobs would be easier because people would be coming
with a greater “knowledge base” of HIV medications: “If
they’re already on meds, then they have a little bit of an under-
standing of the value of what those medications can do”
(Nonprescribing provider). Also, providers reported that having
laboratory data ready to review on the first visit would shift the
initial conversation from explaining HIV treatment options to dis-
cussing adherence and side effects in more detail. One provider
described having this time to discuss with people how their med-
ication is going as “adding value” to the first clinic appointment.
Others saw their jobs becoming easier because instead of initiat-
ing treatment, they saw themselves as reinforcing the treatment:

You’re making our job easier because we already have a knowl-
edge base that we can build upon … we can just kinda reinforce
the knowledge. (Nonprescribing provider)

One nonprescribing provider wondered if her job would
become easier because fewer people would be out of care.
After sharing her experience with burn-out due to the high
number of people out of care, she described the potential of
the program nurse to secure more contact information:

They [RTI nurse] have really good locating information, which will
help us if and when that person falls out of care because that tends
to be a big problem because sometimes people are so transient, I
mean, just even getting the emergency contact, or a number
where a person hangs out at, which is something that the NC

Rapid nurse may be able to collect when they’re in their intake.
(Nonprescribing provider)

Furthermore, for providers, the ability to help people
newly diagnosed with HIV take immediate action may lead
to a psychological benefit for themselves, as one provider
described:

I wonder if there’s a psychological benefit for providers, a feeling
of accomplishment, a feeling of doing right by your patients …. it
feels good to me when I’m seeing somebody for a new diagnosis,
and that day saying, ‘Yeah. Today we’re also gonna start you on
therapy.’ (Prescribing provider)

The Appropriate RTI Candidate: “Is this person basically healthy
except for the HIV?”. Given the concerns providers shared
about starting RTI among people newly diagnosed presenting
with serious comorbidities (eg, kidney issues, active hepatitis
infection), several providers saw the appropriate RTI candidate
as young, healthy, and psychologically ready to begin HIV
therapy:

…younger people because just the odds of having some underlying
comorbidity are less…[and] kids, are likely to be already vacci-
nated and immune to Hepatitis-B, so that would be less of a
concern in that population. (Prescribing provider)

Further, providers discussed the advantages of RTI for reducing
community transmission of HIV among young people, a popu-
lation they see as more sexually active:

But then one other issue here is why are we doing rapid initiation?
Part of it is the public health benefit of rapidly initiating therapy,
where we can get the viral load down so that if they are sexually
active then we can prevent new transmission by starting therapy
immediately. And I think that that benefit is gonna be more prom-
inent, more likely to occur in a younger person, who may not be
in a monogamous relationship. (Prescribing provider)

A few nonprescribing providers also identified young people
to be ideal candidates; however, they were less focused on the
initial health status of the person, as prescribing providers were,
and more interested in the potential of RTI to capitalize on
the “instant gratifying” ethos of the younger population and
support the messaging around becoming undetectable (ie, U=U):

The younger folks like that instant gratification … Like, if you have
something that’s so life-saving that can make you undetectable,
why not get started as soon as possible, I think is the way we try
to frame it with some of our younger folks. (Nonprescribing
provider)

Beyond younger people, many providers saw the ideal can-
didate as someone who passes a checklist of concerning comor-
bidities. As explained by one prescribing provider, “I think I
would like to see some evaluation … maybe running through
a checklist.” Echoing this sentiment, another provider saw the
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checklist as an opportunity to “pump the brakes” and address
those concerns prior to RTI initiation:

I would hope that there is a point in the interview with the [patient]
that you can just pump the brakes and say, ‘You know what? We
need to address these issues first … maybe even before they come
to the ID clinic, have them go to a mental health provider.’
(Prescribing provider)

While most providers saw the ideal person as healthy, one
provider believed the ideal candidate to be someone that has
“more advanced disease … the ones who are crossing that
200 threshold [CD4 count].” This provider believes the
medical risks are worth the potential decrease in community
spread:

Maybe patients that are at high risk for actually transmitting the
virus to others? Getting them undetectable earlier could be benefi-
cial, but not necessarily at immediate risk of complications of their
disease, I believe. (Prescribing provider)

The final characteristic providers identified for the ideal can-
didate was the importance of psychological readiness to begin
treatment and attend clinic appointments. A few providers
saw buy-in to be the defining candidate characteristic, regard-
less of health status. Notably, all physicians described how
they would first assess buy-in and withhold RTI if there was

not “individual willingness to be on therapy.” Here one pro-
vider describes how they would first assess readiness:

…mostly through a conversation about how they feel about taking
pills. And what their schedule is like. How they think they could fit
it- where they would fit it in. How worried they are about side
effects and things like that. (Prescribing provider)

Barriers and Facilitators to Clinic Implementation of NC
RAPID
Providers identified three clinic barriers and facilitators to the
implementation of RTI (Figure 3). First, providers were con-
cerned about clinic appointment availability. Many described
the current challenges of limited, new clinic appointments and
worried about being able to meet the demand of people on
the RTI program who need to be seen within 1–14 days of start-
ing medications:

The way we currently have it set up, there’s a number of new
patient appointments available every week but they do fill … so
you guys call and say, ‘Hey, we have a new person. We’re starting
meds today. And we really need to get them in.’ We’re gonna need
to figure out where we work people in if there doesn’t happen to be
a spot open. (Prescribing provider)

This same provider believed a facilitator to meet the demand
of the RTI program would be to have a physician on call
each week responsible for seeing new people. Another

Figure 3. Clinic barriers and facilitators to the implementation of RTI.
RTI, rapid treatment initiation.
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provider offered the same solution and said they could see
the clinic having a dedicated “flex room” to help with
space constraints particularly on busy clinic days. Among
prescribing providers, many saw the importance of increas-
ing clinic availability while noting that physicians would be
motivated to meet this demand, as illustrated by one pre-
scriber: “many of us are happy to, kind of, make extra time
when needed for somebody who’s newly diagnosed.”
(Prescribing provider)

The second most described barrier to RTI implementation
was the clinic’s ability to ensure medication sustainability. As
one provider described, “the clock is ticking, ‘cause the
patient’s on meds.” This same provider described how RTI
could place an increased burden on the clinic or, more specifi-
cally, the patient navigator to finalize the medication paperwork
quickly, particularly if people show up “swallowing their last
dose.” To facilitate this process and ensure medication sustain-
ability, many providers agreed with the RTI program’s linkage
to care goal of 1–14 days to give clinics the most time to process
paperwork:

I’d probably want a 2-week overlap or so, so that I’d have some
wiggle room. ‘Cause again, people aren’t perfect. People are
human. Is everybody gonna show up with all their documents
and everything signed, and every ‘i’ dotted and ‘t’ crossed? Eh.
I’d like to think so, but realistically, we know the answer is ‘no.’
Right? So we need to build in some-some redundancy and some
cushion into the system so that we can address the real-world
stuff. You know? (Prescribing provider)

The final barrier was a concern that people may start medica-
tions and not show up for their first visit. Providers worried
that clinics would not have the capacity or the appropriate
staff to be able to search for these people. As one provider
shared:

… what is the process for tracking down that person and getting
them into care? Even if it’s not in the original location where
they were first seen for the Rapid Start [program] … you’re
talking about having the actual personnel available to … travel
to places where they many not feel comfortable walking into a
person’s home. (Prescribing provider)

To facilitate linkage to care, some providers stressed the
importance of transportation resources to and from clinic and
suggested the RTI program add a fourth step to help facilitate
people accessing these resources. Providers suggested the
program nurse call the clinic and have the person talk to an
HCP for a “warm hand-off”:

It would be nice if when the patient is meeting with the nurse, if they
do a conference call or speaker phone call to the [patient] naviga-
tor so that they can have a joint conversation. (Nonprescribing
provider)

Discussion
The goal of this qualitative study was to better understand HCP’s
views of a rapid treatment initiation program that would initiate
HIV therapy before the first HIV care appointment of persons
newly diagnosed with HIV and thus closer to date of diagnosis.
Awareness of RTI was high among all provider types.
Acceptability of RTI as an approach was, in general, supported,
but providers reported concerns about beginning an ART
regimen before reviewing labs and that linkage to care may not
occur in some instances. However, providers identified the
value of an RTI program to reduce stigma, provide more oppor-
tunities for counseling, and potentially encourage linkage to care.
Overall providers see the appropriate candidate for RTI to be
young and healthy. HCPs believed their jobs would be easier if
people were already on medication at the initial HIV care visit,
but worried about clinic capacity to meet new appointment
demands and ensure medication sustainability.

Although a few providers reported worries about the safety
of RTI, research shows RTI programs are safe, increase viral
suppression at 12 months, and can lower the risk of tuberculosis
and severe bacterial infections.16,35 Further case reports show
that BIC/FTC/TAF can safely be used in people with advanced
kidney disease36 and CD4 count, viral load, hepatitis B status,
or genotype do not need to be known prior to initiation. To alle-
viate concerns among providers, in particular prescribing phy-
sicians, RTI programs could consider developing a checklist
of medical contraindications.

Compared to safety, evidence that RTI programs improve
linkage to care evidence is more mixed. Systematic reviews
of several RTI programs report increased retention in care at
8- and 12-month timepoints,16,35 suggesting rapid initiation
simplifies and reduces the number of clinic visits, and reduces
barriers to care (ie, transportation) for PLWH.19,21 However,
a few international studies have reported decreases in retention
in care among those who completed same-day RTI compared to
those who initiated at later timepoints.37–39 Authors of these
studies suggest additional counseling and adherence support
would allow people enough time to accept their HIV positive
status and need to initiate life-long therapy—a finding echoed
here among providers in this sample and a key component
(Step 2) of the NC RAPID program. A positive first encounter
with a provider for a newly diagnosed PLWH can lead to suc-
cessful HIV treatment outcomes.40 Furthermore, reviewing
potential barriers to care ahead of time, such as transportation
challenges or work schedules, can increase linkage to care.
Enriquez et al developed a comprehensive checklist of per-
ceived barriers to HIV care that could be used during an RTI
program’s counseling session to improve retention in care.41

Same-day RTI at the first HIV care clinic visit can be labor
intensive. Pilcher et al reported that same-day RTI was a 3–4 h
visit.21 People newly diagnosed with HIV often lacked health
insurance, faced housing insecurities, and needed substance
use or mental health treatment, requiring HCPs to address com-
peting needs while initiating HIV therapy. While they found the
program feasible after adoption in Ward 86, 96% of people
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started immediate-ART,42 the authors warned more research
will be needed to create optimal implementation systems
given the barriers many people with HIV face.21,42 Similarly,
a randomized controlled trial in South Africa comparing
same-day ART initiation to standard of care (ART dispensed
after 3 to 5 additional clinic visits over 2-4 week period)
reported that among the 48 people who did not initiate same
day RTI, 13% (6/48) were due to insufficient time to complete
all steps on the same day.19

In contrast, the RTI model we described to providers did not
take place at the first clinic visit, but instead before that visit. As
such, providers believed this RTI program would make their
jobs easier. Providers reported that people already on ART at
their first HIV care clinic visit would have a different knowl-
edge foundation—compared to people not on ARTs at that
first visit—allowing the provider to shift the discussion from
initiating treatment to reinforcing and discussing treatment sus-
tainability. Additionally, providers were excited about the
potential of the RTI program to draw labs prior to the first
care visit. Providers stated that having laboratory data ready
to review at the first HIV care visit would free up opportunities
to discuss adherence challenges and side effects. Despite seeing
their jobs as being easier, providers identified appointment
availability as a key clinic barrier that will require creative solu-
tions such as flex-rooms and on-call providers. For future rep-
lication of the RTI model described here, additional staff time
to conduct the 3-step process needs to be considered.

Finally, providers described the benefit of an RTI program to
shift the messaging from, “Yes, you’ve got this super important
disease and you’re gonna see me in four weeks” to “Today
we’re gonna start you on therapy.” Providers believed this
shift in messaging could improve treatment adherence and
viral suppression, which is supported above with increased
viral suppression at 12 months for most RTI programs.43

Further qualitative research to better understand the psycholog-
ical benefits of RTI on treatment adherence and its effect on
other barriers, such as stigma and fear of disclosure, is
needed. Future research should consider how implementation
barriers and facilitators for RTI programs may differ for
newly approved treatment modalities.

This study has several limitations. First, our sample size
(n= 10) was small and only included providers from NC,
which may limit the generalizability of the findings.
However, we did feel that we reached saturation on all
themes even with a small sample. Second, providers for this
study were recruited from clinics where NC RAPID was to
be implemented. This may have led to a selection bias of pro-
viders who are more familiar with, or have more favorable
views of, RTI programs. Third, the NC RAPID program had
to be modified due to the COVID-19 pandemic, so provider per-
spectives on the original protocol are limited. However, there
seems to have been strong support from providers about the
potential benefits of the program nurse going into the field as
originally planned. Lastly, this paper does not include perspec-
tives from people living with HIV, which may limit our under-
standing of how the program may be received.

Conclusion
This study interviewed a diverse group of HCPs to explore their
perceptions of a rapid treatment initiation program that initiates
HIV therapy before the first HIV care appointment. Providers
expressed concerns about safety and linkage to care of such pro-
grams, but they recognized the value added by reducing stigma,
providing more opportunities for counseling, and addressing
linkage to care issues before they arise. Providers believed
their jobs would be easier if people were already on medication
at the initial HIV care visit, but worried about clinic capacity to
meet new appointment demands and ensure medication sustain-
ability. Despite these concerns, providers saw the benefits of an
RTI program to shift the messaging and improve treatment
adherence and viral suppression. This study suggests that RTI
programs may be acceptable among HIV care providers in the
US South, though several barriers to implementation and
scale-up still exist. Additionally, more research is needed to
better understand the psychological benefits of RTI for people
newly diagnosed with HIV.
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