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Abstract

Early HIV viral suppression (VS) improves individual health outcomes and decreases onward transmission.
We designed an outpatient clinic protocol to rapidly initiate antiretroviral therapy (ART) in a large Veterans
Health Administration (VA) HIV clinic. A pre–post evaluation was performed using a retrospective cohort
study design for new diagnoses of HIV infection from January 2012 to February 2020. Time-to-event analyses
were performed using the Cox proportional hazards model with the intervention group as the main exposure
adjusted for integrase inhibitor usage, baseline viral load, age, gender, and race. Most of the patients were men
(historical control: 94.8%, n = 55; Rapid Start: 94.8%, n = 55) and Black or African American persons (historical
control: 87.9%, n = 51; Rapid Start: 82.8%, n = 48). More patients initiated treatment with an integrase inhibitor-
based regimen in the Rapid Start group (98.3%, n = 57) compared with the historical control group (39.7%,
n = 23). Compared with controls, the Rapid Start patients were significantly more likely to achieve VS at any
given time during the study period (hazard ratio 2.65; p < 0.001). Median days (interquartile range) from diagnosis
to VS decreased from 180.5 (102.5–338.5) to 62 (40–105) ( p < 0.001), first appointment to VS decreased from
123 (68.5–237.5) to 45 (28–82) ( p < 0.001), referral to first visit decreased from 20 (10–43) to 1 (0–3) ( p < 0.001),
and from first visit to ART dispense date decreased from 27.5 (3–50) to 0 (0–0) ( p = 0.01). Prioritizing
immediate ART initiation can compress the HIV care continuum from diagnosis to linkage to VS. Imple-
mentation of the Rapid Start Protocol should be considered at all VA facilities providing HIV care.
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Introduction

Antiretroviral therapy (ART) is now recommended
for anyone with HIV, regardless of CD4 count.1 Delays

in initiating ART are often associated with subsequent lower
rates of viral suppression (VS) and retention in care, as well
as earlier development of first AIDS event.2 The rapid ART
model, defined as linkage to care and ART treatment initia-
tion as soon as possible after a new positive HIV result, offers
an accelerated entry into HIV health care. Rapid ART re-

duces the time to VS and can improve morbidity and mor-
tality for persons with HIV (PWH).3–13

Based on improved efficacy, safety, and acceptability,
the World Health Organization and leading United States
guideline committees now recommend early ART initia-
tion.1,14 Structural barriers, stigma, patient disposition to-
ward ART, or provider attitude/comfort can impede rapid
initiation of ART.15,16 Rapid initiation of ART is logistically
challenging. To achieve rapid or same-day initiation, an in-
dividual who is informed of a new HIV diagnosis needs to be
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immediately linked to care, which often requires an efficient
and reliable outpatient clinic with providers who are com-
fortable with initiating ART during the first visit.

The Veterans Health Administration (VA) is the largest
single institutional provider of HIV care in the United States
with nearly 60,000 enrolled PWH.17 The VA population is
unique—patients recently diagnosed with HIV are likely to
receive most of their care within the VA. The VA also has a
centralized electronic health record (EHR), allowing for ac-
quisition of national medical information to facilitate clinical
care and research. Reports describing rapid ART initiation
in a real-world clinical setting among Veteran populations
are lacking. For this study, we designed an outpatient clinic
protocol to streamline HIV treatment initiation for newly
diagnosed HIV and evaluated the effectiveness of the health
system intervention.

Methods

Study population

The Atlanta VA Medical Center Infectious Disease Clinic
(IDC) is an urban clinic that provides care to more than 1850
PWH annually and is the largest HIV clinic in the VA. Pa-
tients primarily reside in northern Georgia, but the clinic also
provides care to a few patients who reside in neighboring
States.

Study design

This study was a clinic-based pre–post evaluation of an
intervention using a retrospective cohort study design among
individuals referred to care following diagnosis of HIV in-
fection from January 1, 2012 to February 1, 2020. Follow-up
information was current through May 10, 2021. The primary
endpoint was time to VS from diagnosis. Secondary end-
points were time to VS from first care visit and time to VS
from ART initiation among patients managed in the Rapid
Start Protocol (intervention group, from January 2017 to
February 2020) compared with the clinic’s standard of care in
the period before the initiation of the protocol, where uni-
versal ART treatment was used (historical controls, from
January 2012 to December 2016). Additional endpoints in-
cluded the percentage of patients achieving VS, time to first
attended visit from both diagnosis and separately from HIV
clinical referral, and time to ART initiation from diagnosis
and separately from first visit, and mortality proportions.

Historical controls were randomly selected from patients
newly diagnosed between January 2012 and December 2016.
Inclusion criteria for analysis included: (1) new HIV diag-
nosis within the Atlanta VA Medical Center, (2) treatment
initiated at the Atlanta IDC, and (3) resided within the
catchment area and did not transfer care in the first 6 months.
Patients diagnosed elsewhere, transferred care, or previously
received or currently receiving ART at clinic enrollment
were excluded from the study. All data were extracted from
the VA EHR through the VA Informatics and Computing
Infrastructure (VINCI). The study was IRB approved (no.
00068877).

Study intervention

The Rapid Start Protocol at the IDC is illustrated in Fig. 1.
The protocol was designed to circumvent aspects of care that

traditionally have delayed initiation of treatment, such as
preparatory laboratory results (e.g., HIV genotyping), which
can take weeks for results to return. In the Rapid Start Pro-
tocol, the clinic is notified of a new HIV diagnosis by the
laboratory, Emergency Department, or primary care provid-
ers. After the diagnosis is reviewed, the clinic documents
how the patient was informed. Then, the IDC schedules an
appointment for the patient within 72 h of the referral (pref-
erably on the same day of diagnosis). Within the IDC, a
multidisciplinary team, including a nurse, scheduler, provider,
pharmacist, psychologist, and social worker is responsible
for providing care during the first visit. The provider per-
forms an initial assessment, opportunistic infection screen-
ing, HIV education, and counseling, including prophylaxis
counseling for partners, and sexually transmitted infection
screening and counseling. Initial laboratory measures are
performed. ART is prescribed during the visit, which is
preferably an integrase-based regimen, such as bictegravir,
emtricitabine, and tenofovir alafenamide.

The clinic social worker meets with the patient to assist
with partner notification and assess potential barriers to
care, such as housing needs, with linkage to further resources.
A psychologist embedded in the clinic addresses mental
health and substance use concerns. Two weeks later, the care
team, including the pharmacist and social worker, has a
telephone visit with the patient where side-effect manage-
ment, adherence education, and counseling are provided. If
necessary, follow-up laboratory testing is performed. Be-
tween weeks 4 and 6, the patient has a follow-up visit with the
provider, where adherence, medication interactions, and co-
morbidities are addressed; laboratory testing is performed;
and recent results are discussed. Further follow-up laboratory
tests and visits are scheduled to occur around 6–8 weeks later.

Measures

Demographic, sociobehavioral characteristics, indicators
of clinical care, ART prescribed, and virologic outcomes
were abstracted from both the EHR and the corporate data
warehouse through May 1, 2021, allowing at least 12 months
of follow-up for all cases included in the study. These mea-
sures were compared between Rapid Start intervention and
historical control groups. Date of HIV diagnosis was defined
as the earliest confirmed reactive HIV antibody or antigen/
antibody test or detectable HIV RNA. The first care visit was
defined as the first visit with a prescribing provider at the
Atlanta IDC. ART initiation was defined as the date ART was
dispensed for the patient (either the pharmacy dispense or
mail-out date). HIV VS was defined as a viral load <200
copies/mL. Suppression was defined at this threshold to allow
for consistency across time periods since assay quantification
has improved over time and to remain consistent with prior
publications.

Achieving VS was defined as ever having an HIV-1 RNA
<200 copies/mL during the study period (or at least a 12-
month window). The following time (in days) intervals were
calculated: from diagnosis to referral; from diagnosis and
separately from referral (1) to first visit, (2) to ART initiation,
and (3) to VS; and from first care visit to ART initiation and
separately to VS. Other HIV continuum of care data such as
engagement in care (defined as having kept an appointment
within 6 months of dataset closure) and annual retention in
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care (defined as at least two encounters within the 12-month
measurement year) were assessed. A medical encounter was
defined as a medical visit with a provider having prescribing
privileges or an HIV viral load test since clinic enrollment
and thereafter.

Statistical analysis

Descriptive statistics characterized the population overall
and by the intervention group. Categorical characteristics
were compared between groups using Pearson’s chi-squared
test or Fisher’s exact test. Continuous variables were com-
pared between groups with Student’s t tests. For all analyses
p £ 0.05 was considered statistically significant.

The primary analysis consisted of a Cox proportional
hazards model of time from diagnosis to VS, with the inter-
vention group as the main exposure. The model was adjusted
for baseline viral load, integrase inhibitor usage, age, gender,
and race. Kaplan–Meier curves were created illustrating the
proportions of patients achieving VS over time. A sensitivity
analysis was performed by including excluded patients that
had insufficient follow-up time in the main Cox model to
ensure results were robust. Secondary analyses also included
the Cox proportional hazards model for time from first ap-
pointment (visit) to VS and time from ART prescription to
VS. SAS version 9.4 (SAS Institute, Inc., Cary, NC) and R
Studio (R Core Team, Vienna, Austria) were used for data
management and statistical analysis.

Results

One hundred sixteen patients were included in the analysis.
Eleven patients (three intervention patients and eight control
patients) were excluded due to insufficient follow-up dura-
tion (<3 months) secondary to transferring care or moving out
of the catchment area but were examined in the sensitivity
analysis. Demographic, sociobehavioral, and clinical char-
acteristics are presented in Table 1. Most of the patients were
men (historical control: 94.8%, n = 55; Rapid Start: 94.8%,
n = 55) and Black or African American persons (historical
control: 87.9%, n = 51; Rapid Start: 82.8%, n = 48). Inter-
vention and control groups were comparable regarding

demographic, sociobehavioral, and baseline clinical charac-
teristic data without significant differences observed, other
than baseline CD4+ T cell counts.

Nearly 82% (n = 95) of the population had a mental health
diagnosis during the observation period, most commonly de-
pression (69.8%, n = 81), posttraumatic stress disorder (46.5%,
n = 54), and anxiety (45.7%, n = 53). Substance use was re-
ported in 44% of patients, most commonly alcohol (28.4%,
n = 33), tobacco (23.3%, n = 27), and marijuana (25%, n = 29).
The median [interquartile range (IQR)] baseline CD4+ T cell
count was 330 (141–551) cells/lL in the control group and
408 (312–669) cells/lL in the Rapid Start group, with an overall
median T cell count of 393 (224–615) cells/lL ( p = 0.01).

The median times to VS for the historical controls and
Rapid Start group are shown in Fig. 2. The median (IQR) time
to VS from diagnosis decreased from 180.5 days (102.5–
338.5) in the control group to 62 days (40–105) ( p < 0.001) in
the Rapid Start group. The median (IQR) time to VS from
first appointment decreased from 123 days (68.5–237.5) to 45
days (28–82) ( p < 0.001). The median (IQR) time from ART
initiated to first VS decreased from 73 days (34.5–156) to 45
days (28–82) ( p = 0.21). Two patients in the control group did
not achieve VS, whereas all patients in the Rapid Start group
achieved VS in the 12 months following ART initiation.
More deaths were seen in the control group (n = 6), compared
with the Rapid Start group (n = 2).

The median (IQR) time from diagnosis to clinical referral
was 8 days (3–30) in the control group and 8 days (6–13) in
the Rapid Start group ( p = 0.04). The median time (IQR)
from referral to first attended clinic appointment was reduced
from 20 days (10–43) in the control group to 1 (0–3) in the
Rapid Start group ( p < 0.001). The median (IQR) time from
diagnosis date to ART dispense date decreased from 68.5
days (36–169) in the control group to 12 days (8–20) in the
Rapid Start group ( p < 0.001). The median (IQR) time from
clinic referral to the ART dispense date decreased from 48.5
days (29–165) in the control group to 2 days (1–5) in the
Rapid Start group ( p = 0.002). The median (IQR) time from
first attended visit to the ART dispense date decreased from
27.5 days (3–50) in the control group to 0 days (0–0) in Rapid
Start group ( p = 0.01), indicating ART was typically initiated
on the same day as the first clinic visit.

FIG. 1. The rapid start
protocol at the Atlanta VA
Medical Center IDC. IDC,
Infectious Disease Clinic; VA,
Veterans Health Administra-
tion.
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The Kaplan–Meier curve with the proportion of patients
reaching VS (HIV RNA <200 copies) through the end of
follow-up from diagnosis is displayed in Fig. 3. The adjusted
Cox proportional hazards model can be found in Table 2.
Time to suppression for the Rapid Start cohort was signifi-
cantly shorter than patients under previous clinic standard of
care (pre-rapid start following universal ART guidelines).
Compared with controls, the Rapid Start patients were 2.65
[95% confidence interval (CI) 1.69, 4.16; p < 0.001] times
more likely to achieve VS at any given time point during
the study period (Table 2) when controlling for baseline vi-
ral load, integrase inhibitor usage, age, race, and gender
( p < 0.001). Proportional hazard assumptions were checked
through log–log plots and Schoenfeld residuals and were not

severely violated by the model. The sensitivity analysis with
excluded patients yielded a hazard ratio for the Rapid Start
group of 2.86 (95% CI 1.85, 4.43; p < 0.001) and thus did not
change enough from the main model (hazard ratio = 2.65) to
have a substantial impact on any conclusions.

The Rapid Start group ART regimens comprised mostly
integrase inhibitor based (98.3%, n = 57). The historical
control group ART regimen comprised non-nucleoside re-
verse transcriptase inhibitors (50%, n = 29), integrase inhib-
itor based (39.7%, n = 23), and protease inhibitor based
(10.3%, n = 6). During the observation period, most patients
were changed to an integrase inhibitor-based regimen (92%
overall, n = 106/116). There was a median of 1 (0–1.5) ART
changes per patient appreciated during the observation

Table 1. Demographics, Psychosocial and Clinical Characteristics Among Patients Newly

Enrolling at the Atlanta Veterans Health Administration Medical Center

Infectious Disease Clinic During January 2012–February 2020

Characteristics n (%)
or median (IQR) Overall n = 116

Pre-rapid start
controls n = 58 Rapid start n = 58

Between-group
comparison, p

Sociodemographic
Age at diagnosis, year 44 (33–52) 45 (31–52) 44 (34–51) 0.74
Gender 1.00

Male 110 (94.8) 55 (94.8) 55 (94.8)
Female 6 (5.2) 3 (5.2) 3 (5.2)

Race 0.60
Black or African

American
99 (85.3) 51 (87.9) 48 (82.8)

White 17 (14.7) 7 (12.1) 10 (17.2)
Ethnicity 1.00

Hispanic/Latino 1 (0.86) 0 (0) 1 (1.7)
Not 115 (99.1) 58 (100) 57 (98.3)

Mental health diagnosis 95 (81.9) 44 (75.9) 51 (87.9) 0.15
Anxiety 53 (45.7) 23 (39.7) 30 (51.7) 0.26
Bipolar 5 (4.3) 3 (5.2) 2 (3.4) 1.00
Depression 81 (69.8) 37 (63.8) 44 (75.9) 0.22
PTSD 54 (46.5) 24 (41.4) 30 (51.7) 0.35
Schizophrenia 3 (2.6) 2 (3.4) 1 (1.7) 1.00
Othera 41 (35.3) 17 (29.3) 24 (41.4) 0.24

Substance use 51 (44.0) 23 (39.7) 28 (48.3) 0.45
Alcohol 33 (28.4) 14 (24.1) 19 (32.8) 0.41
Cannabis 29 (25) 15 (25.9) 14 (24.1) 1.00
Cocaine 14 (12.1) 6 (10.3) 8 (13.8) 0.78
Opioid 1 (0.86) 1 (1.7) 0 (0) 1.00
Tobacco 27 (23.3) 13 (22.4) 14 (24.1) 1.00
Hallucinogen 2 (1.7) 1 (1.7) 1 (1.7) 1.00
Stimulant 9 (7.8) 4 (6.9) 5 (8.6) 1.00

Baseline clinical characteristics
BMI 26.1 (22.6–29.4) 25.9 (22.7–28.7) 26.8 (22.5–29.8) 0.85
Median baseline CD4

cell count (cells/lL)
393 (224–615) 330 (141–551) 408 (312–669) 0.01

Median baseline CD4
cell percentage

23 (13–30) 20 (9–31) 24 (18–30) 0.14

Median baseline HIV
RNA VL

61,415 (9896–138,559) 68,560 (15,140–222,484) 41,890 (4689–135,035) 0.82

Creatinine clearanceb 100.5 (85.3–118.5) 100.5 (83.6–116.5) 100.9 (87.2–120.3) 0.30
HBsAb, positive 60 (51.7) 25 (43.1) 35 (60.3) 0.09
HBsAg, positive 4 (96.5) 3 (5.2) 1 (1.7) 0.62
Hepatitis C Ab,

positive
6 (5.2) 4 (6.9) 2 (3.4) 0.68

aOther includes attention deficit disorder, obsessive–compulsive disorder, psychosis, adjustment disorder, or substance use disorder.
bCockcroft–Gault formula, adjusted for obesity.
BMI, body mass index; HBsAb, hepatitis B surface antibody; HBsAg, hepatitis B surface antigen; IQR, interquartile range; PTSD,

posttraumatic stress disorder; RNA, ribonucleic acid; VL, viral load.
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period. Fidelity measures of the intervention group and
control group were very high—100% of patients diagnosed
had a first visit appointment with a subsequent follow-up visit
and >95% were retained in care for both groups.

Discussion

In this study, we found that implementation of a protocol,
including rapid initiation of ART in a large VA clinic using a
multidisciplinary team resulted in a significant reduction in

time from diagnosis, referral, and initial clinic visit to VS,
and reduced the time from diagnosis and separately referral to
first clinic visit and first ART prescription. These findings
suggest that rapid ART can help compress the HIV care
continuum from diagnosis to linkage to VS.

Our results are consistent with other analyses conducted in
the United States, including studies performed locally. The
San Francisco General Hospital HIV clinic initiated the
Rapid ART Program for Individuals with an HIV Diagnosis
(RAPID) intervention protocol, which reduced time from
diagnosis to VS from 170 to 65 days, whereas our study
decreased this time from 180.5 to 62 days.6 Locally, the In-
fectious Diseases Program Ponce Clinic of the Grady Health
System, which serves a demographically similar population
with comparable ancillary support units, launched a rapid
entry to ART program in 2016. Their program resulted in a
decrease in median time to VS from first appointment from
77 (62–96) days to 57 (41–70).7 Similarly, our protocol and
intervention reduced the time from first appointment to VS
from 123 to 45 days ( p = 0.01, see Fig. 2 for shortened

FIG. 2. Median time to key clinical
endpoints by intervention group.

FIG. 3. Time to VS among newly enrolling patients with
HIV at the Atlanta VA Medical Center IDC. The Kaplan–
Meier curves show the proportion of patients with HIV RNA
<200 copies/mL over time from diagnosis. Time to VS for
patients in the Rapid Start group was shorter than for the
historical controls. RNA, ribonucleic acid; VS, viral sup-
pression.

Table 2. Cox Proportional Hazard Models

for Time from HIV Diagnosis to Viral Suppression

Predictor
Hazard ratio

(95% CI) p

Case (vs. control) 2.65 (1.69–4.16) <0.001
Black race (vs. White race) 0.81 (0.46–1.43) 0.47
Female (vs. male) 1.34 (0.52–3.46) 0.55
Agea 0.99 (0.92–1.07) 0.82
Baseline VLb 1.00 (1.00–1.00) 0.57
Integrase inhibitor use 0.98 (0.60–1.59) 0.93

aMeasured in 5-year increments.
bMeasured in 100 (copies/mL) increments.
CI, confidence interval; VL, viral load.

RAPID ART IN THE VA MEDICAL CENTER 223



windows in treatment cascade). Given this, the Rapid Start
program likely functions by accelerating the time from di-
agnosis to ART initiation and subsequent VS, based on the
findings in the secondary Cox analysis.

The improvements observed in this study may have re-
sulted from utilization of a streamlined HIV treatment initi-
ation model, with multiple system-level changes to help
facilitate linkage to care/clinic enrollment with subsequent
rapid initiation of ART from the clinic and pharmacy. The
intervention significantly reduced the median time from re-
ferral to first attended clinic visit (20 days to 1 day) and from
first visit to ART initiation (27.5 days to 0 day). The inter-
vention did not seem to negatively impact subsequent engage-
ment in care. All patients in the intervention group achieved VS,
but not all in the control group achieved VS. In addition, more
deaths were noted in the control group, with a trend toward
reduced mortality in the intervention group. Other studies have
shown that increased rates of ART uptake and more rapid VS
may lead to downstream increased rates of retention in care and
sustained VS.12 Long-term benefits of rapid initiation of ART
will need to be investigated in future studies.

In the treatment as prevention paradigm, population-level
viral load suppression is strongly associated with decreases in
HIV incidence.9,10 The ending of the HIV epidemic (EHE)
initiative in the United States seeks to reduce the number of
new HIV infections by at least 90% by 2030 and to increase
VS to 90% nationally by 2030.18 Accelerating interruption of
the cycle of transmission by achieving VS as early as possible
is key, along with evidence-based strategies to identify,
engage, and retain PWH in care. The findings from this study
support the use of this Rapid Start Protocol for all VA
facilities as a strategy to achieve EHE’s goals.

Confirmation of the benefits of rapid initiation of ART in a
VA treatment setting is of value since the VA is the largest
national provider of HIV care and is an integrated managed
care system that provides long-term follow-up for most of its
enrollees. Our findings suggest PWH receiving care at the
Atlanta VA Medical Center IDC have excellent rates of VS
and retention in care. Other studies have demonstrated VA
hospitals perform similarly or better than the non-VA system
on most of the nationally recognized measures of inpatient
and outpatient care quality.19,20 The VA is uniquely designed
for rapid initiation of ART as cost of ART medication and
insurance coverage are not a barrier, medications can be
mailed to the patient quickly or picked up the same day.
Furthermore, patients newly diagnosed at the VA are likely to
receive all treatment and care within the VA system, which
has a centralized EHR system.

The clinic used a multidisciplinary approach for care cou-
pled with selection of the most appropriate and tolerated ART
regimen, adherence counseling, education, and psychosocial
support to ensure successful ART initiation and maintenance
over time. The multidisciplinary approach is necessary for this
population as the mental health burden in the cohort was
higher than other cohorts in the literature, and further linkage
to care and services needs to be prioritized. However, imme-
diately starting ART required additional time and effort from
the multidisciplinary care team, as many patients had imme-
diate housing needs, substance use, or mental health concerns.
The Rapid Start Protocol allows for care to be initiated while
also simultaneously addressing other aspects of care such as
management of housing and substance use.

Implementation of rapid ART programs can be challeng-
ing. Buy-in is necessary at multiple levels, including funders,
local health systems, clinic administration, and clinic staff.
To implement and sustain rapid ART programs, necessary
resources include (1) a dedicated point of contact for effi-
cient and reliable notification of new diagnosis of HIV, (2)
peers or navigators to assist through clinic and rapid ART
process, (3) training the staff to assist with pharmaceutical
assistance program applications, and (4) a multidisciplinary
team that includes a social worker, eligibility/insurance
specialist, and a dedicated medical provider that can quickly
mobilize to see rapid ART patients on a same-day basis.7

While VA facilities bypass some logistical challenges
with insurance or medication coverage, our clinic’s ancil-
lary support team felt understaffed with a case man-
ager, social worker, psychologist, clinical pharmacist, and
several schedulers, nurses, and clinicians for an entire high-
volume clinic serving populations disproportionately im-
pacted by HIV.

Successful health systems with rapid ART programs
should have a network of participating health care facilities
to accommodate referrals depending on insurance coverage
and patient preference. Programs should also have experi-
ence addressing barriers to linkage to care such as patient
transportation needs and insurance issues relayed to payment
or coverage. Before implementation, educating clinical staff
on the benefits of rapid ART initiation without comprehen-
sive laboratory data should occur with subsequent patient
education regarding ART teaching, adherence counseling,
and provision of extra assistance such as pillboxes.

Our study has several limitations. First, there is the pos-
sibility of selection bias among the historical control popu-
lation; however, the two populations were remarkably similar
on important characteristics which were controlled for in the
analysis. Several structural variables were not readily avail-
able and could not be used as covariates, such as education
and poverty levels, housing status, and distance to clinic.
Second, this was a single-center study, with a predominantly
male population, which may limit the generalizability of the
findings.4 Third, the use of first recorded viral load suppres-
sion may represent time-to-lab measurement, rather than
when exactly viral load suppression occurred, which could
have occurred sooner. Although this concern for a monitoring
bias exists, the time difference between viral load testing
after initial diagnosis and after ART initiation for each group
was not statistically significant.

Lastly, retrospective cohort surveillance data, although
systematic and complete, cannot truly eliminate complex
residual confounders, such as those willing to undergo rapid
ART initiation, might possess attributes such as increased
self-efficacy and trust that are associated with medica-
tion adherence and VS. An important example in the pres-
ent study arises from differences in ART regimens between
the control period and the study period, which could have
influenced uptake of recommended treatment or less likely
potency. Likewise, guideline recommendations were not as
firmly linked to policy during the control period, which may
have affected patient and provider behaviors.

In summary, these results provide evidence that prioritiz-
ing immediate ART initiation can help compress the HIV
care continuum from diagnosis to linkage to VS. Shorter
times to VS can have long-term clinical benefits not only to
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the patient, but also prevention benefits for the community.
The Rapid Start Protocol should be considered for im-
plementation at all VA facilities providing HIV care.
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