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People with HIV who take antiretroviral therapy as prescribed, 
and achieve and maintain viral suppression, improve their health 
and life expectancy.1 They also have effectively no risk of sexu-
ally transmitting the virus to an HIV- negative partner.2 As of 
2018, only 64.7% of people with diagnosed HIV in the United 
States were virally suppressed.3 To achieve national goals to end 
the HIV epidemic, it is critical to address barriers experienced by 
subpopulations with persistent gaps along the HIV care contin-
uum of linkage to and retention in care, treatment adherence, and 
viral suppression.4 Although evidence- informed interventions to 
improve HIV health outcomes among priority populations exist, 
the uptake of such interventions in HIV service organizations is 
slow. To increase scale- up, organizations need more centralized 
dissemination of interventions with demonstrated effectiveness 
in real- world settings, as well as sufficient detail and supporting 
materials for intervention replication by service delivery staff 
members.5,6

We describe the application of a novel rapid implementation 
approach developed by the Health Resources & Services 
Administration HIV/AIDS Bureau (HRSA HAB) to accelerate 
the scale- up of intervention strategies in HIV service organiza-
tions nationally.7 One of the first projects to apply rapid imple-
mentation is “Using Evidence- Informed Interventions to 
Improve Health Outcomes Among People Living With HIV 
(E2i),” a 4- year (2017-2021) initiative designed to improve 
outcomes and reduce disparities along the HIV care continuum 
for people with HIV served by the Ryan White HIV/AIDS 
Program. More than half of all people with diagnosed HIV in 
the United States receive direct medical care and supportive 
services from organizations funded by the Ryan White HIV/
AIDS Program.8 Among Ryan White HIV/AIDS Program cli-
ents receiving medical care in 2018, 87.1% were virally sup-
pressed; however, disparities persist for several subpopulations, 
including Black men who have sex with men (MSM), trans-
gender women, and people with mental health and substance 
use disorders.8

Broadly speaking, rapid implementation involves (1) system-
atically identifying intervention strategies with demonstrated 
effectiveness at improving outcomes for people with HIV, (2) 
piloting intervention strategies in organizations funded by the 
Ryan White HIV/AIDS Program to inform tailoring of the inter-
vention strategies and assess their impact on client outcomes in a 
real- world setting, and (3) disseminating the strategies through 
multimedia toolkits for national rapid replication. Rapid imple-
mentation uses an implementation science evaluation to measure 
client outcomes and implementation strategies that drive suc-
cessful uptake and organizational integration of an intervention. 
For this article, we highlight the first 2 steps of E2i’s unique rapid 
implementation process and how this approach was used to 
select 11 evidence- informed intervention strategies to pilot 
among 26 organizations funded by the Ryan White HIV/AIDS 
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Program in diverse cities with high HIV prevalence. We con-
clude with a discussion of lessons learned and implications for 
future public health projects that may apply a similar approach.

Focus Areas

An initial review of client- level data from the Ryan White 
HIV/AIDS Program and national epidemiologic evidence 
informed the decision to identify interventions in 4 focus 
areas: (1) improving HIV health outcomes for transgender 
women, (2) improving HIV health outcomes for Black 
MSM, (3) integrating behavioral health with primary medi-
cal care for people with HIV, and (4) identifying and address-
ing trauma among people with HIV. Transgender women 
and Black MSM, especially those aged 13-24, have a dispro-
portionate prevalence of HIV.9-11 Social and structural deter-
minants of health, including stigma and discrimination 
based on sexual orientation, gender identity, race/ethnicity, 
and HIV status, contribute to poor HIV health outcomes in 
these communities.12,13 For example, experiences of stigma 
can lead to social marginalization, mistrust of medical insti-
tutions, and vulnerability to behavioral health problems, all 
of which impede engagement in care and treatment adher-
ence.13-15 Promising interventions for Black MSM and 
transgender women include interventions that build self- 
efficacy, address structural barriers to care specific to the 
local population,16 and provide culturally tailored programs 
that affirm sexual and gender minority identities. Examples 
of such intervention strategies include reducing scheduling 
barriers through co- located services, extended hours, and 
appointment reminders; increasing trust and cultural respon-
siveness by hiring peers (eg, people with HIV who are trans-
gender women or Black MSM) to provide mentorship and 
navigation; and promoting self- efficacy through motiva-
tional interviewing and strengths- based case 
management.16,17

Among all people with HIV, trauma exposure, substance use 
disorders, depression, anxiety, and other psychiatric disorders are 
highly prevalent and undertreated.18,19 Behavioral health comor-
bidities impede the ability of people with HIV to maintain treat-
ment adherence and continuous care.19,20 Despite the 
well- established need to identify and treat trauma and behavioral 
health disorders among people with HIV, few organizations have 
adopted a systems- wide approach to do so.21,22 Integrating 
trauma- informed care19 and behavioral health services into 
community- based HIV primary care has the potential to reduce 
stigma, facilitate access to care, and increase the availability of 
cognitive–behavioral strategies that increase medication 
adherence.23,24

Rapid Implementation Steps

In August 2017, The Fenway Institute (Boston, MA), in partner-
ship with AIDS United (District of Columbia), began leading 

the rapid implementation process for E2i and providing training 
and technical assistance to support implementation through col-
laborative learning and implementation toolkits.

Search for Interventions (August–September 2017)
To find a large, diverse pool of interventions, E2i staff members 
searched for intervention strategies with various levels of 
demonstrated effectiveness, including rigorous evidence- based 
studies and promising evidence- informed interventions that 
found significant positive intervention effects as well as emerg-
ing strategies from community- based HIV organizations that 
produced unpublished yet compelling data on HIV- related 
health outcomes.

Initially, we systematically searched PubMed, EbscoHost, 
and Google Scholar for peer- reviewed articles on intervention 
findings relevant to the 4 focus areas. The paucity of interven-
tion strategies in the literature led us to expand the search to 
interventions that were not yet studied among people with HIV 
but showed promise for adaptation. We also searched for best- 
practice tools and strategies compiled on websites hosted by 
academic research centers, nonprofit groups, and federal agen-
cies, such as the Substance Abuse and Mental Health Services 
Administration, AIMS Center of the University of Washington, 
Center for Engaging Black MSM Across the Care Continuum, 
HRSA HAB, and the Centers for Disease Control and Prevention. 
Finally, we solicited recommendations from a national pool of 
consulting experts in the field of HIV and reached out to inter-
vention developers to access unpublished data and intervention 
manuals. Ultimately, our search found 86 intervention strategies 
across the 4 focus areas.

Assessment of Interventions (September 
–October 2017)
After eliminating interventions with implementation costs not 
allowable under Ryan White HIV/AIDS Program funding,25 E2i 
staff members developed criteria for selecting interventions that 
balanced 3 domains: (1) the quality and strength of the available 
evidence on effectiveness (eg, study design, strength of evi-
dence); (2) the intervention’s implementation feasibility, cultural 
and contextual appropriateness, appeal, and relevance for the 
priority population and Ryan White HIV/AIDS Program–
funded organizational staff members; and (3) the quality of 
available information (eg, intervention manuals, accessible 
trainers and developers) that would enable implementation of 
the intervention strategy in new settings. Based on these criteria, 
we selected 44 interventions for further consideration.

We next developed an automated quantitative scoring rubric 
based on the criteria. The rubric consisted of dichotomous (0 or 
1 point) and Likert scale (0‐3 points) response choices that 
totaled to 100 points. The rubric also included open- ended ques-
tions for commenting on the strengths and weaknesses of each 
intervention strategy.
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We recruited 26 national experts to review the intervention 
strategies using the scoring rubric. The group of reviewers con-
sisted of medical practitioners, psychologists, Ryan White HIV/
AIDS Program direct service providers, clinical researchers, 
social epidemiologists, community organization leaders, and 
HIV advocates with lived experience in each focus area. Many 
of these experts had previously collaborated with E2i’s core 
leadership on other projects, and several experts were identified 
during the literature search as specialists in the field of HIV 
interventions.

Based on the experts’ reviews, E2i staff members tallied a 
mean score for each intervention strategy and applied thematic 
qualitative methods to analyze major strengths and weak-
nesses.26 Because a common and expected challenge in scoring 
evidence- informed interventions was the limited empirical evi-
dence available, we gave qualitative responses, feasibility, and 
cultural appropriateness substantial consideration in the final 
rankings.

Selection of Interventions (November 2017)
E2i conducted a meeting with the experts, who were divided 
into workgroups, to discuss the 8 top- ranked intervention strate-
gies in each focus area. Experts considered not just the merits of 
each strategy but also diversity in delivery methods, personnel 
types, and technologies used. In addition, experts wanted to 
ensure that the intervention strategies in each focus area collec-
tively addressed outcomes along the entire HIV care continuum 
and promoted change at the individual, interpersonal, and sys-
tems levels. Ultimately, 16 intervention strategies were selected 
(4 per focus area) through this consensus process.

Competitive Request for Applicants (December 
2017–January 2018)
In December 2017, we released a competitive request for pro-
posals to recruit Ryan White HIV/AIDS Program–funded orga-
nizations ready to implement one of the interventions. Eligibility 
criteria included having either in- house outpatient ambulatory 
health services or a preexisting relationship with a provider of 
this service. To prevent a conflict of interest, organizations that 
had developed the selected intervention strategies were not eli-
gible to apply. E2i held 2 technical assistance webinars that 
explained the selection criteria to applicants.

Assessment of Applicants (January–February 2018)
Similar to the intervention selection process, E2i engaged a 
committee of 49 researchers, medical and behavioral health pro-
viders, and community leaders to review and score 114 site 
applications from organizations across the United States and ter-
ritories. Scoring criteria considered each site’s demonstrated 
need, organizational capacity, proposed implementation strate-
gies, current level of meaningful engagement of people with 
HIV, experience in providing culturally responsive services for 

the priority population, extent of technical assistance needs, 
capacity to collect evaluation data, and ability to integrate and 
sustain the program beyond the funding period.

Selection of Sites (February–March 2018)
E2i next convened facilitated workgroups to discuss the top- 
ranked applicants per focus area. In selecting the final group of 
sites, consideration was also given to ensuring a broad cross- 
section of Ryan White HIV/AIDS Program–funded provider 
types and geographic regions with a high prevalence of HIV. In 
addition, we chose sites that represented a range of cities and 
rural areas across the United States and that served diverse client 
populations, particularly Black, Latinx, and Indigenous people. 
The peer- review consensus process resulted in selecting 26 sites 
matched to 11 intervention strategies (Table). Each site received 
a subaward to cover costs associated with implementation, inter-
vention delivery, data collection, and travel for meetings. The 
E2i sites (selected in 2018) overlap with nearly half of the juris-
dictions identified by the federal government in 2019 as counties 
with >50% of new HIV diagnoses, as well as states with dispro-
portionate prevalence of HIV in rural areas (Figure).35

Implementation Planning and Tailoring  
(March–December 2018)
To launch the pilot implementation phase, E2i provided site staff 
members with technical assistance to plan and tailor the inter-
vention strategies for their local, cultural, and organizational 
contexts. An important aspect of the customization process was 
to first identify the core elements, or “active ingredients,” neces-
sary for achieving the expected outcomes of each intervention 
strategy. Core elements are activities, processes, or behaviors 
(eg, providing transgender women with 6 group education and 
counseling sessions on HIV and other relevant health topics) 
and may also include methods to implement the intervention 
strategy (eg, training transgender women to deliver sessions to 
their peers). Although sites could not alter the core elements, we 
encouraged sites to develop additional implementation and 
delivery strategies to further tailor the intervention strategies 
(eg, recruiting transgender women clients through local out-
reach events).

By December 2018, all 26 E2i sites had launched the imple-
mentation of their intervention strategies. Since then, the sites 
have been sustainably incorporating the intervention strategies 
into their service delivery while receiving virtual and in- person 
technical assistance (eg, conference calls, webinars, site visits) 
from E2i staff members and intervention trainers and engaging 
in peer- led collaborative learning (eg, learning sessions).

Implementation Tools Development  
(May 2018–June 2021)
The ultimate goal of the initiative is to enable all Ryan White 
HIV/AIDS Program–funded organizations and other HIV 
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Table. Selected interventions and implementation sites for the Using Evidence- Informed Interventions to Improve Health Outcomes 
Among People Living With HIV (E2i) initiative, United States, 2017-2021a

Intervention name Care continuum Intervention description
Site locations (provider 

types)

Focus area: transgender women

Healthy Divas16 Linkage to care, 
retention in 
care, medication 
adherence

A manualized intervention that empowers transgender 
women with HIV to accomplish individualized goals 
related to gender affirmation, HIV care engagement, 
and medication adherence. The intervention consists 
of 6 peer- led individual counseling sessions and 1 group 
workshop.

Birmingham, Alabama 
(CBO); Oakland, 
California (CBO); 
Newark, New Jersey 
(AMC)

Transgender Women 
Engagement and 
Entry To (T.W.E.E.T.) 
Care Project28

Linkage to care, 
retention in 
care, medication 
adherence

Peer leaders recruit newly diagnosed or out- of- care 
transgender women with HIV into weekly small- group 
educational sessions to learn about HIV care and 
related health topics. Peer leaders also help participants 
engage in HIV care and supportive services. Participants 
who attend multiple sessions are encouraged to 
become peer leaders.

Detroit, Michigan (hospital); 
Ponce, Puerto Rico 
(HC); New Orleans, 
Louisiana (HC)

Focus area: Black men who have sex with men

Tailored motivational 
interviewing (TMI)29

Linkage to care, 
retention in 
care, medication 
adherence

People with HIV receive brief motivational interviewing 
sessions from a peer counselor or other provider to 
improve retention in care and other key behaviors 
relevant to self- management.

Macon, Georgia (public 
health department); 
Fort Lauderdale, 
Florida (CBO); Jackson, 
Mississippi (AMC)

Client- Oriented New 
Patient Navigation 
to Encourage 
Connection to 
Treatment (Project 
CONNECT)30

Linkage to care, 
retention in care

New clients attend an orientation and receive a 
biopsychosocial assessment led by a linkage coordinator 
within 5 days of initial contact with the HIV clinic. The 
linkage coordinator attends each client’s first primary 
care visit and helps clients stay engaged in care.

Cleveland, Ohio (CBO)

Text Messaging 
Intervention 
to Improve 
Antiretroviral 
Adherence Among 
HIV- Positive Youth 
(TXTXT)31

Medication 
adherence

Daily, automated, individually tailored, 2‐way text message 
reminders and encouragement to take HIV medication.

Detroit, Michigan (CBO); 
Brooklyn, New York 
(AMC)

Focus area: integrating behavioral health with primary medical care

Clinic- based 
buprenorphine 
treatment23

Retention in care, 
medication 
adherence

Buprenorphine treatment is integrated within HIV 
primary care to treat opioid use disorder; delivered in 
ambulatory or mobile settings.

Ponce, Puerto Rico (HC); 
Methuen, Massachusetts 
(HC)

Collaborative care 
management for 
behavioral health24

Retention in care, 
medication 
adherence

A team consisting of an HIV primary care clinician, 
behavioral health provider, and psychiatric consultant 
provide patient- centered behavioral health care.

Detroit, Michigan (CBO); 
Baton Rouge, Louisiana 
(AMC); Washington, DC 
(HC); Tulsa, Oklahoma 
(AMC)

Screening, Brief 
Intervention, 
and Referral to 
Treatment (SBIRT)32

Retention in care, 
medication 
adherence

Clients are screened for alcohol and drug use disorders, 
provided a brief counseling intervention (using 
motivational interviewing or other techniques), and 
referred for further evaluation and treatment as 
needed.

Wilton Manors, Florida 
(CBO)  Newark, New 
Jersey (CBO)

Focus area: identifying and addressing trauma

Cognitive processing 
therapy33

Retention in care, 
medication 
adherence

12 weekly sessions of cognitive–behavioral therapy 
adapted for people with posttraumatic stress disorder. 
Reduces distress related to traumatic experiences 
by challenging cognitive “stuck points,” developing an 
adaptive narrative about the trauma, and developing 
coping skills for the future.

Asheville, North Carolina 
(HC); Decatur, Georgia 
(CBO)

(continued)

;
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service delivery sites to rapidly replicate the intervention strate-
gies with minimal additional funding or technical assistance. To 
accomplish this goal, E2i is designing multimedia implementa-
tion toolkits with succinct, user- friendly information. The tool-
kits describe how to implement core elements of the intervention 
strategies. E2i engaged with the original developers and with 
expert trainers of the intervention strategies to design the first 
iteration of implementation toolkits that were piloted by the sites 
beginning in August 2018. Throughout the E2i project, site staff 
members and developers collaborated with E2i staff members to 
expand the toolkits by adding demonstration and narrative vid-
eos, interactive learning modules, implementation checklists, 
and case studies. E2i is also iteratively refining the toolkits to 
reflect lessons learned in the process of adaptation and imple-
mentation at the sites. HRSA HAB will centrally disseminate 
toolkits and other resources through  TargetHIV. gov in November 
2021.

Evaluation Plan

E2i’s implementation science evaluation plan, as led by the 
University of California San Francisco’s Center for AIDS 
Prevention Studies, applies the Proctor Model,36 a framework 
that allows for concurrently evaluating intervention strategies, 
implementation strategies, and 3 types of outcomes: implemen-
tation (eg, feasibility, acceptability, sustainability, cost), service 
(eg, equity, timeliness), and client (eg, retention, viral load).27 
E2i is also monitoring site fidelity to the core components of 
each intervention to prevent “program drift” and “voltage drop” 
in effectiveness that often occurs when translating research into 
practice.37 In the last year of the initiative (August 2020–July 
2021), E2i is finalizing the evaluation and incorporating findings 
into the implementation toolkits.

Public Health Implications

HRSA’s rapid implementation approach, as applied to the E2i ini-
tiative, offers important lessons for public health agencies seeking 
to scale up the replication of effective interventions to end the HIV 
epidemic. First, the search for promising interventions must 
extend beyond the peer- reviewed literature. Because of a lack of 
funding for evaluation and publication, lengthy peer- review pro-
cesses, and a traditional research emphasis on HIV prevention and 
risk behavior outcomes over care continuum outcomes, it can be 
challenging to identify an adequate breadth of interventions in 
peer- reviewed journals alone. Word count limits in academic jour-
nals may limit sufficient detail about interventions, making repli-
cation impossible. Therefore, we recommend also searching 
website repositories for practice tools and white papers, contact-
ing interventionists to access unpublished data and supporting 
materials, and considering adaptation of interventions originally 
developed for HIV prevention and for non- HIV populations.

Second, when choosing interventions to adapt, cultural and 
contextual factors such as implementation feasibility and accept-
ability for the priority population(s) may deserve equal or greater 
weight than methodological rigor and strength of evidence. An 
intervention strategy shown to have efficacy in a randomized 
control trial will have no effect in an HIV service organization if 
the intervention is not perceived as meaningful to clients or staff 
members. Although our scoring rubric placed more weight 
toward the quality of study design and evidence, our reviewers 
corrected this imbalance by qualitatively placing equal weight 
on acceptability and feasibility. Moreover, although our review 
process initially identified 16 intervention strategies, we moved 
forward with only 11 interventions matched to organizations 
that submitted the most viable applications for implementing 
those interventions.

Intervention name Care continuum Intervention description
Site locations (provider 

types)

Trauma- Informed 
Approach and 
Coordinated 
HIV Assistance 
and Navigation 
for Growth and 
Empowerment (TIA/
CHANGE)

Retention in care, 
medication 
adherence

A systems- level change program that uses trauma- 
informed methods of care to address barriers to care, 
including mental health problems, addictions, trauma, 
low levels of health literacy, and lack of support 
services.

Anchorage, Alaska 
(hospital); Chicago, 
Illinois (CBO)

Seeking Safety34 Retention in care, 
medication 
adherence

A flexible, manualized, present- focused, cognitive–
behavioral therapy program designed for individuals or 
groups to attain safety from trauma and addiction.

Boston, Massachusetts 
(CBO); La Jolla, 
California (AMC)

Abbreviations: AMC, academic medical center; CBO, community- based organization; HC, Health Resources & Services Administration Health Center 
Program grantee.
aE2i is a 4- year initiative funded by the Health Resources & Services Administration HIV/AIDS Bureau to (1) identify intervention strategies to improve 
HIV health outcomes for transgender women, Black men who have sex with men, and people affected by trauma and behavioral health disorders; (2) pilot 
the implementation of these intervention strategies to assess their impact in real- world settings; and (3) disseminate the strategies through multimedia 
toolkits for national rapid replication.27

Table.  (continued)
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Figure. Geographic overlap among implementation sites for the Using Evidence- Informed Interventions to Improve Health Outcomes 
Among People Living With HIV (E2i) initiative (2017-2021) and priority counties and states identified by the federal government for Ending 
the HIV Epidemic in the United States.35 E2i is a 4- year initiative funded by the Health Resources & Services Administration HIV/AIDS 
Bureau to (1) identify intervention strategies to improve HIV health outcomes for transgender women, Black men who have sex with men, 
and people affected by trauma and behavioral health disorders; (2) pilot the implementation of these intervention strategies to assess their 
impact in real- world settings; and (3) disseminate the strategies through multimedia toolkits for national rapid replication.27
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Finally, to better understand the minimum resources needed 
to rapidly replicate interventions at diverse HIV direct service 
organizations, E2i judiciously allotted training and technical 
assistance for the E2i sites. This novel paradigm intends to natu-
rally simulate the future replication experience at other HIV 
direct service organizations that will attempt to adopt these inter-
ventions using E2i multimedia implementation toolkits, without 
access to subawards or robust training and technical assistance 
by national experts.

Although no single initiative can end the HIV epidemic, the 
goals of E2i strongly align with the goals of the HIV National 
Strategic Plan38 and Ending the HIV Epidemic in the United 
States.35 By promoting rapid implementation of effective inter-
vention strategies that engage the most affected populations in 
HIV care and treatment, E2i has the potential to extend and 
improve the lives of people with HIV and substantially reduce 
HIV incidence.
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