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Abstract

Pre-exposure prophylaxis (PrEP) for the prevention of HIV infection among young men who have sex with men is a criti-
cal part of the HIV prevention landscape in the US. Given the unique challenges and resources of young MSM negotiating
safer sex practices, including PrEP, counseling and supportive discussions to optimize both PrEP use and sexual health
protection more generally may facilitate reaching HIV prevention goals. Within the context of a large, open-label PrEP
study (ATN110/113), support for sexual health promotion and PrEP use was provided through use of integrated Next Step
Counseling (iNSC) as part of study visits. We detail iNSC and, using session documentation collected throughout this study,
we characterize iNSC implementation and the content generated from these discussions. We detail features of iNSC, training
of counselors and the implementation of iNSC in a multi-site PrEP study with young MSM in the US. Case report forms
completed by iNSC counselors at study visits at weeks 4, 8, 12, 24, 36, and 48 were evaluated. Implementation of each
intervention step for each discussion is summarized at and across timepoints, as well as features of specific steps (e.g., kinds
of facilitators and barriers). Implementation differences by group (e.g., race/ethnicity, age) were examined. iNSC case report
forms from 1000 sessions involving 178 unique participants ages 15-22 from sessions conducted between 2013 and 2015
were reviewed. High fidelity to iNSC steps in terms of inclusion in sessions was reported; 98—100% of sessions included
critical steps for sexual health protection discussions and 96-98% for PrEP use discussions. The vast majority of sessions
appeared to flow in line with iNSC’s emphasis on exploration and open discussion prior to considering specific needs and
related strategies. Nearly three-quarters of sessions noted ‘commitment to staying negative’ as a motivator towards sexual
health protection (more commonly reported by those identifying as White), while ‘assuming partner is negative’ was the
most common challenge (less common for the older cohort), and ‘having access’ to a sexual health protection tool or strategy
(besides PrEP) was the most common “need” (more common for those identifying as White or Latino). Carrying dose(s)
to have them on-hand when needed was the most common PrEP adherence facilitator, drug and alcohol use was the most
common challenge noted, and access to a dose when needed was the most common “need” (more common for participants
self-identified as White). iNSC was implemented consistently throughout ATN110/113, and patient-centered discussions
about sexual health protection and PrEP-use appeared feasible to incorporate into clinical care visits.
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Pre-exposure prophylaxis (PrEP) is a well-supported HIV

Department of Health Behavior Health Education, School prevention strategy [1-31], appr oved by the United States

of Public Health, University of Michigan, Ann Arbor, MI, Food and Drug Administration (FDA) since 2012 and
USA increasingly prescribed in the US. Although rates of adher-
2 Department of Psychiatry, Chicago, IL, USA ence to PrEP are estimated to be higher in demonstration
3 projects [4] than in early placebo-controlled randomized

MHealthy Program, University of Michigan, Ann Arbor, MI,
USA clinical trials [5, 6], sub-optimal PrEP adherence continues
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to raise concerns about the potential for negative outcomes-
including failure to protect from HIV and development of
resistance to medications contained in PrEP, although this
latter issue has been uncommon [7, 8]. The Centers for Dis-
ease Control and Prevention (CDC) [9, 10] guidelines for
PrEP implementation emphasize both monitoring and sup-
port for adherence, although the evidence base for effec-
tive approaches to optimizing PrEP adherence is nascent.
Various demonstration and open-label PrEP projects have
adopted PrEP adherence support strategies ranging from
text-message reminders to multi-session Cognitive Behav-
ioral Therapy-based interventions, which also vary in terms
of time and intensity for PrEP users and care teams alike.

In a recent open-label study within the Adolescent Trials
Network (ATN) of young men who have sex with men in the
United States (ATN110/113) [11, 12], we adopted a basic
PrEP use support package originally developed in the iPrEX
open label extension (iPrEX OLE) [13] that includes discus-
sions about sexual health protection generally and specific
to PrEP use. Integrated Next Step Counseling (iNSC) was
created as a conversational, participant-centered ‘check-in’
on sexual health protection through non-biomedical and bio-
medical (PrEP) strategies, Implementing iNSC with adoles-
cent and young adult men who have sex with men (MSM),
we drew from well-established models of adherence that we
situated within the larger socio-ecological context in which
youth navigate their sexual health and well-being. In addi-
tion to comprehensive education prior to starting PrEP and
instructions once PrEP is prescribed, iNSC is envisioned as
a facilitated discussion of sexual health that can be imple-
mented by clinicians or clinical care team members.

To contribute to the emerging literature that will guide
PrEP providers, programs and stakeholders in their efforts
to develop and implement responsive strategies to optimize
PrEP adherence across diverse groups, we present iNSC and
its implementation in ATN110/113.

Integrated Next Step Counseling (iNSC)

iNSC is a two-phase discussion opened with an invitation
to explore experiences and intentionally framed as a process
rather than a series or set of messages. Although steps are
articulated to guide implementers through the iNSC pro-
cess, the driving goal is to engage participants in a non-
judgmental discussion of his or her experiences surrounding
protection of sexual health. Because iNSC is used in busy
clinical settings with time constraints, it is implemented by
interventionists with diverse levels of training. Our use of
iNSC in ATN110/113 is best represented as a facilitated dis-
cussion which arguably differs from counseling (e.g., mental
health counseling or therapy). We use the term ‘counseling’
here and throughout, however, to maintain consistency with
protocols and projects using iNSC.

iNSC is a process for having a conversation. It draws from
the Information, Motivation, Behavioral Skills model [14]
situated within a socio-ecological context [15]. The kinds of
experiences youth have navigating sexual health can involve
personal, inter-personal, social, community-based, structural
(clinic, insurer, work) and/or policy related (access to insur-
ance, protections and rights) factors. Strategies and goals
emerging from iNSC discussions can similarly span these
levels and those facilitating iNSC discussions should be pre-
pared with active referrals and ability to help PrEP users to
link to wrap-around services.

Features of iNSC

The iNSC discussion assumes that the client (used here to
refer to generally to the person with whom the counselor
is engaging) is the expert of his or her experiences, that
experiences are influenced by multiple factors, that there
are diverse pathways to adherence and engagement in sexual
health that can be identified through exploration, and that
facilitated exploration can lead to clients identifying their
own needs and strategies. iNSC training emphasizes the
importance of engaging in a genuine, as opposed to formu-
laic or predetermined, conversation framing the discussion
around the specific context and needs of the client. Com-
munication is intentionally neutral (non-judgmental), avoids
telling clients what they must or should do, and draws on
strengths, resources, and facilitators. Counselors do, how-
ever, influence the direction of the conversation moving
through the steps detailed below with probing, questions
and reflections.

Specific“Steps”

Figures 1 and 2 depict the basic steps of iNSC. Note that we
present the structure used at typical follow-up visits; educa-
tion, decision-making and regimen planning components are
added to first time implementation. As indicated in Fig. 1,
the conversation begins with an introduction and review, and
concludes with a sexual health plan. Documentation occurs
after the conversation has closed and the client has left.

Introduce The basic feature of the introduction into the
discussion is to frame what the counselor is hoping to dis-
cuss and to explicitly invite the participant to engage in the
conversation. The intention is to promote shared decision
making by ensuring that the participant has a voice in not
only the conversation but in the decision to have the conver-
sation. Of note, participants can decline the conversation
and counselors can similarly decide not to implement iNSC.
Typically, it is recommended that iNSC be implemented in
conjunction with delivery of a negative HIV-test result,
which can assist in framing the discussion.
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Fig. 1 Main steps in iNSC
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Review At follow-up visits, counselors review the plan
that resulted from the previous discussion and check into
see if the participant worked on it and, if so, how it went.
Counselors listen for whether or not the plan resonated with
the participant, whether the participant engaged in it at all,
what aspects seemed relevant and what aspects did not fit,
and how this information might advise goal setting for the
current iNSC discussion.

Split the discussion The focus of the conversation is then
intentionally split to cover sexual health protection through
non-PrEP related strategies and then, for those receiving
PrEP, loops into a discussion of PrEP-use and adherence
(or vice versa for those engaging in both parts of the discus-
sion). Once the order is identified, the sequence of five steps
presented below is implemented.

1. Explore

This step includes asking about things, feelings, peo-
ple, and situations that make the topic being discussed
easy, easier, manageable or a good fit. Counselors can
adapt word choices but the positioning of facilitators
and/or resources within the framework suggested in
Fig. 1 is important. The inquiry allows counselors to
introduce the idea that many things can influence a 2.
behavior or outcome and helps participants to consider
the impact of the context in which he or she tries to use
PrEP or implement other prevention strategies. After
exploring facilitators, counselors provide a summary
and then transition to asking about the things, feelings,
people and situations where the topic being discussed
is difficult, challenging, uncomfortable or hard to do. A
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final summary is then provided of factors facilitating and
factors challenging the topic being discussed.

For Sexual Health Protection through non-PrEP
related strategies, before exploring facilitators and chal-
lenges, the counselor inquires about which strategies
the person is using or considering. The exploration then
focuses on the context in which those specific or general
strategies are easiest to implement and are hardest to
adopt. Some clients have a long list and counselors may
ask the client to focus in on the one or two strategies
most meaningful to the client. Alternatively, counselors
may ask about sexual health protection more globally
(What are the things that seem to help you stay moti-
vated with using those strategies?).

For PrEP, prior to discussing facilitators and chal-
lenges, counselors confirm continued desire to remain
on PrEP. If a participant no longer desires PrEP, a brief
conversation about reasons and decision-making occurs,
the participant is asked if he or she would discuss sexual
health protection (if not already discussed), and then
the counselor links the client back with the prescrib-
ing clinician. If still desired, the counselor moves into
exploration of PrEP experiences.

Tailor

After summarizing the exploration discussion, coun-
selors prepare for the ‘Identify’ step below. To help
counselors to avoid jumping immediately into solutions
to the barriers just reported, they are asked to stop and
think about how they will guide the discussion from
here. Although this step is entirely internal to the coun-
selor, it is an important check-point that fosters tailor-
ing the discussion to the unique needs of the client in
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Introduce

Inform and Invite

Invite the client to join a discussion on sexual health promotion by framing it as important, presenting as open, and
seeking their permission to continue.
Each time you come in, I'll ask you about how things are going with PrEP and different things you consider doing or are
doing now to protect your sexual health. Sound OK?

Review

Previous Goals/Plans

Review plans from last visit and encourage ownership of plans/goals and self-determination in modifying them.
It’s been a while since we last talked. Last time you were in, we talked about your sexual health and the things you do to
protect yourself from HIV. You agreed to [...] How did that go?

Guide/Split Dis

cussion

Let’s focus first on things you do or are thinking of doing besides t

You are getting PrEP today; can we first talk about that specificall

that aren’t PrEP. Which do you want to talk about first?

Ask if OK to focus on one of the main areas and, if appropriate, ask which.

I mentioned earlier both PrEP and other things you might be doing or thinking about doing to protect your sexual health

aking PreP to protect your sexual health. OK?

ly?

Sexual Health

Explore

context, facilitators an

PrEp

d challenges

Establish strategies
What are you currently doing or even thinking of doing to promote
your sexual health/to stay HIV negative?

Confirm PrEP Desires
Is PrEP still something that you want to use as part of your sexual
health protection plan?

Facilitators
What are the things, situations, or feelings that make [...] seem
easy to do?

Facilitators
What are the things, situations, or feelings that make taking PrEP
every day seem like a manageable thing to do?

Barriers
What are the things, situations, or feelings that make |[...] seem
challenging/hard to do?

Barriers
What are the things, situations or feelings that make taking PreP
each day seem hard to do?

Tailor

Internal to counselor- reflect on experiences shared to construct the question that will move the discussion towards action

with emphasis on what is most relevant to client and enhancing information, motivation and skills at any level (individual,

interpersonal, community, structural).

Counselor considers the facilitators and barriers to create a
question that will move discussion towards change or
maintenance of factors optimizing protection of sexual health
through non-PrEP related strategies

Counselor considers the facilitators and barriers to create a
question that will move discussion towards change or
maintenance of factors optimizing PrEP adherence

Identify
(What would need to happen)

Ask the question constructed in Tailor Step to identify what the

client feels he or she needs to optimize sexual health

protection through non-PrEP strategies or through PrEP use

What would need to happen to [...]?
What would need to happen for discussing HIV testing with a new
partner feel like a better fit? What would that look like?

What would need to happen to |[...]?

What would need to happen to make taking PreEP feel more
manageable when your work hours change? How would that look
different?

Strategize
(How could you see that happening)

Move from need to how a need can be

met, addressed or managed

important. How could that happen?

things easier for you. How could you see that happening?

It sounds like feeling less anxiety over how the person will react is I | You mentioned that having a dose or two with you would make

Agree

(Which of those could you see yourself trying out)
Given a list of possible ways need(s) could be addressed, the counselor asks which the client would be willing to try.

Counselor checks in on action plan

for any strategy selected

We've talked about a few things that might help with the anxiety-
telling him you want to go take a test together because it is just
what you do or framing it as a way to get closer. Which of those
might you be willing to try out?

Are you prepared for that- what might that involve?

You mention carrying a few doses on you at all times might help.
And you also said changing your dose time to first thing in the
morning could help. Are you willing to try any of those between
now and the next time you come in?

Are you prepared to do that- do you have a plan for what that
might involve?

Transition?

For clients engaging in both parts of the iNSC discuss

ion, the counselor invites a change of topic.

Transition from Sexual Health to PrEP use discussion: Start with
Explore for PrEP

I wanted to just take a couple more minutes to talk with you now
about how things have been going with PrEP, OK?

Transition from PrEP use to Sexual Health discussion: Start with
Explore for Sexual Health

Prep is really effective for preventing HIV but not other kinds of
STls. Can we take a few more minutes to talk about things you are
doing or thinking of doing to protect your sexual health besides
Prep?

Close

Client is than|

Counselor provides a summary of the client’s sexual health plan highlighting the strategies identified by the client as
things he or she will try out.

Documentation of visit after client leaves

ked

Fig.2 Process steps in iNSC discussion
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front of him or her. It also signals counselors to return
to exploration if they find themselves unable to envision
an appropriate question, probe, or reflection to use.
3. Identify

Counselors ask a question at this point to direct atten-
tion to the client’s sexual health protection or PrEP use
needs. Needs unique from strategies. For example, car-
rying doses on hand, discussing condom use with part-
ners, or setting a timer are all strategies. Needs are why
someone would use those strategies speaks to needs-
carry doses to have them available when needed, dis-
cussing condom use to manage anxiety over rejection,
or using a timer as a way to get privacy to take a dose
or to help with memory. Needs reflect the underlying
reason(s) for why someone would do this or that. Provid-
ing an opportunity to reflect on needs separate from bar-
riers or strategies focuses on why someone does some-
thing (Why would that help? How does that matter?).
There are many ways counselors can guide this segment
of the discussion (see Fig. 2) while listening for what the
client feels are the most causal factors at any level (self,
others, clinic, policy) driving sexual health protection
strategies or PrEP use.

4. Strategize

After exploring needs for facilitating or maintaining
sexual health protection strategies or PrEP adherence,
counselors ask clients to think about how they could
envision a need or needs being met or addressed. For
instance, You mentioned that managing anxiety would
be key- how can you see that happening? What does
that look like? The client is the expert in his or her life
and often can identify strategies that could work or have
worked in the past in similar situations. Counselors may
probe on previous experience- Have you had a situation
like this before? What helped in that situation? Ulti-
mately, the goal is to have multiple strategies to con-
sider. Strategies are not limited to things the client can
do. They may include any level in the socio-ecological
framework for social determinants of health. For exam-
ple, increasing stability of housing (need) to address fre-
quent loss of PrEP pills (barrier) may require an active
referral from the counselor (strategy-action plan) for
linking a youth housing program (strategy). For clients
reporting doing well with meeting their current needs,
strategizing focuses on maintenance. Strategies may not
outwardly focus on HIV risk reduction strategies (e.g.,
condom use, HIV-testing) or pill-taking behavior (e.g.,
number of doses taken or rates of adherence). Mental
health, psychological well-being, substance use, hous-
ing, food access, education and employment, dealing
with traumatic events, or identity development tasks
may emerge as important areas that contextualize sexual
health. Because the iNSC discussion approach is based
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on the assumption that individuals function and care for
themselves in a larger context that includes all of these
factors, helping clients is expected to include providing
assistance in accessing resources and wrap-around ser-
vices.
5. Agree
With a set of strategies, the counselor asks the cli-
ent which they would be willing to try before the next
visit/session. For any selected strategy, the counselor
checks in on an action plan- the pieces that need to fall
into place for a strategy to be attempted or to work. The
selected strategy or strategies become part of the sexual
health protection plan. This step essentially wraps up
one topic area (sexual health protection or PrEP) and the
discussion can transition to the other topic area not yet
covered or can move to closing the session as appropri-
ate.

Transition

As appropriate, after completing one topic area (e.g., sexual
health protection strategies or PrEP use), counselors guide
the conversation into the next topic area. For those who are
not receiving PrEP but are eligible to receive it, the counse-
lor ends the sexual health protection discussion with a con-
firmation of the client’s desire to continue not to be on PrEP
and then closes or loops into a PrEP discussion if desired by
the client. For those receiving PrEP, each part of the iNSC
discussion is implemented.

Close

After the appropriate topic areas have been covered, the
counselor confirms the client’s sexual health plan and thanks
the client for engaging in the discussion.

Documentation

Counselors are asked to document each step of the conver-
sation on a case report form that indicates whether or not a
particular step was implemented, basic content covered for
some of the steps, and strategies and goals in the client’s
sexual health plan. These documents are reviewed prior to
subsequent sessions to remind counselors of previous con-
versations. For the ATN110/113 study, these forms were
maintained at site level and then collected for data entry.
Counselors were asked to complete these forms after the ses-
sion concluded. As counseling tools, the form represents the
counselor’s recollection of the discussion content and is not
cross-checked against recordings or participant recollection.
Because counselors are advised that steps can be skipped
or withheld from any session at their discretion and there
were no immediate feedback loops in terms of supervision
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based on data collected on these case report forms, it is not
anticipated that counselors would intentionally modify their
documentation.

Special Considerations when Implementing iNSC

Training in iNSC included segments focused on what to do
when clients express clear ‘mis-information’, the importance
of wording, and sessions when there are no barriers or needs
reported.

Exploration or strategizing reveals mis-information In the
event that a client expresses clear misinformation (e.g., /
know I need to take this only twice a week) counselors were
advised to work towards enhancing client knowledge right
away. Using a strategy developed in Motivational Interview-
ing (MI) [16, 17] called elicit-provide-elicit, counselors first
ask if the client might want to hear information about what
was shared, accurate information is then provided in a neu-
tral manner, and the counselor then asks the client what he
or she makes of the new information. Given that education
and re-education are essential to promoting well informed
clients, most misinformation is explored immediately and
then the session process resumes.

Words matter Counselors are encouraged to adopt word
choices that demonstrate genuine curiosity, avoid blaming
language, and promote multi-level exploration. For exam-
ple, rather than asking “What can you do to help you to
remember your dose?” counselors are encouraged to convey
that missed doses happen in a given context and could be
influenced by factors outside of the individual like, “How
could you see a situation where that dose would be taken,
even when your family is visiting and you want privacy?”’
Additionally, counselors are asked to vary their word choices
to keep the discussions genuine and “fresh”.

What if someone reports only facilitators? In cases where
no barriers are reported, counselors are asked to inquire
about needs the person may have to “stick with” the strate-
gies they have shared as helpful or to keep promoting the
facilitators they mentioned. Counselors are asked to sum-
marize what they heard and ask if the client feels confident
in his or her ability, motivation, desire (so on) to continue
with current strategies. The goal is not to force a discussion
about the odd times the client’s strategies may fail, but also
not to praise and race to end the discussion, given that self-
report may reflect more a desire to feel praised or end the
visit than reality.

iNSCin ATN110/113

Training Training materials included a written iNSC imple-
mentation manual as well as videos demonstrating coun-
seling sessions. Study site supervisors and study coordina-
tors were trained during an in-person protocol meeting prior

to the implementation of ATN 110/113. Study site staff who
were responsible for counseling participants were trained
by the ATN110/113 Recruitment and Counseling Coordi-
nators, who were experienced in implementing iNSC from
previous studies. Site trainings for site counselors were con-
ducted through interactive webinars, where the counseling
staff practiced live mock counseling sessions, and were
reviewed live by the trainers. The webinars focused on how
to use the iNSC counseling techniques to facilitate a brief
and productive counseling session, but also how to respond
to challenges presented by the participants. After the webi-
nar trainings, counselors continued to practice iNSC at their
sites with mock participants and submitted a video recording
demonstrating their ability to conduct both a sexual health
and PrEP adherence discussion using the iNSC approach.
Additionally, counselors were able to receive support while
strengthening their iNSC skills by site coordinators and
supervisors.

Supervision Site counselors participated in a site by site
phone call with the study Counseling Coordinator to dis-
cuss iNSC fidelity and to discuss any additional challenges
related to iNSC with the study participants. Supervision
started after each site enrolled its first participant and con-
tinued monthly for 5 months. Afterwards, the Recruitment
and Counseling Coordinators were available for ongoing
supervision of the site counselors as requested and were
responsible for training and providing supervision for new
staff hired during implementation of the study.

Implementation iNSC was generally implemented at
post-HIV test delivery of a negative test. iNSC was not
implemented on delivery of a positive test result. Partici-
pants in ATN110/113 starting PrEP received regimen plan-
ning discussions at first dispensation which involved further
PrEP-related education, discussion of how dosing would be
executed for a given participant and what to do if side-effects
were experienced. At follow-up, for those on PrEP, the full
iNSC process was implemented per protocol, and for those
not receiving PrEP, the sexual health promotion portion was
implemented.

The specific methods and outcomes of ATN110/113 have
been presented [11, 18]. Here we summarize the implemen-
tation of iNSC using the case report forms completed by
counselors after each iNSC session.

Methods

Implementation documentation Case report forms were
completed by counselors after iNSC visits and included
documentation of steps included or skipped, and some
details on facilitators, challenges, needs and strategies, as
well as counselor rating of client’s engagement in the dis-
cussion. Each site sent their case report forms via fax and/
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or PDF scan uploaded to the ATN Westat FTP server and
data was entered, and cross checked by the research team at
Stroger Hospital. Forms were compiled and data extracted
to characterize implementation in terms of steps included
and details regarding some aspects of discussion content.
Due to variability in data collection practices at site for this
locally completed CRF, not all ATN110/113 participants had
data in the compiled iNSC database. Baseline demographics
for the overall sample was compared to the iNSC subset to
determine if these samples may have been unique.

Summary variables Summary metrics were used to char-
acterize implementation and content for facilitators, barriers
and needs, and conditional frequencies were used to contrast
barriers and reported needs and strategies in each topic area.
Type of reported facilitators, challenges and needs over all
CRFs combined were examined by groups: those who identi-
fied as Black/African American (vs. not), Latino (vs. not),
White (vs. not), and age group (15-17 vs. 18-24). Differ-
ences at or above 15% between the groups compared were
identified as noteworthy. Inferential statistics with probabil-
ity levels were not used. Rather, the differences are noted
as a characterization of potential unique aspects of iNSC
conversations in various demography groups.

Human subjects protection ATN110/113 procedures were
approved and monitored throughout the conduct of the trial
through the Adolescent Trials Network. Procedures, consent
forms, and study materials were approved by each participat-
ing clinical research site’s regulatory boards.

Results
Sample

A total of 24 counselors across 10 research sites imple-
mented iINSC over the course of the ATN110/113 study,
from January 2013 to November 2015. Information about
implementation of each iNSC session was collected on a
study case report form (CRFs) and forms were collected
from each participating site at the close of the study.

A total of 1029 case report forms were collected. From
these, a total of 1000 were identified as containing any
information about iNSC implementation over entry to
48 weeks of being on study. The 178 unique participants
represented in the iNSC data set were ages 15-22 (mean
age 19, SD =2.12) with the majority self-identifying as gay
(60%). Slightly over half identified as Black/African Ameri-
can, 23% Hispanic/Latino, and 10% White. Over a quarter
(27%) had their GED or High School diploma, and 40% had
part or full-time employment at baseline. Many (44 %) lived
with family/parents, and very few (< 1%) reported living
on the street. No differences were noted between the iNSC
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included sample and baseline demography from participants
not captured in the iNSC data set.

Implementation of iNSC

As indicated in Table 1, CRFs captured the implementa-
tion of six critical steps in iNSC (introduce, review, explore,
identify needs, strategize, agree on a strategy to try) at each
visit and specific to parts of the discussion focused on sexual
health protection and PrEP use. For each step, the overall
percent of sessions that included the step all exceeded 95%
in each focus area (sexual health and PrEP use). Ratings of
level of engagement in the discussion were characterized as
percent marked in the highest rating (most engaged) in the
Tailor step. These suggested the vast majority were highly
engaged in the discussions (73% of sessions were rated as
highest level of engagement in sexual health discussions and
78% in PrEP discussions over all iNSC sessions). About 82%
of sessions had needs successfully identified and discussed
in each focus area (sexual health and PrEP use).

iNSC Content

Sexual health protection focus Counselors marked and char-
acterized facilitators, challenges, and needs from each ses-
sion. Not being able to identify a facilitator, challenge or
need was a valid option in the form and counselors were
encouraged to mark this if discussions were introduced and
exploration did not identify anything particular to “work on”
in the session. At least one sexual health protection facilita-
tor was marked as identified in 96% of sessions, one chal-
lenge in 75% of discussions and at least one specific need to
discuss in 82%. Content or type of facilitator, barrier, and
need(s) are listed in Table 2. Across the 1000 documented
CRFs, the most commonly noted facilitators to sexual
health included personal commitment (motivation) to stay
negative (74%) and confidence in negotiating strategies with
sex partner (34%). The most common sexual health chal-
lenges included thinking partners are HIV-negative without
really knowing their status (28%) and being caught up in
the moment (24%). Most commonly noted needs included
needing to have access to a strategy when needed or wanted
(condoms, testing, HIV testing, and lube) (51%), being
assertive and confident (16%), and having better concrete
skills around negotiating strategies with partners (14%).
On average, the total number of facilitators, challenges, and
needs noted was 1.

PrEP use focus Specific to the portion of the discussion
focused on experiences with PrEP, at least one PrEP use
related facilitator was marked as identified in 97% of ses-
sions, one challenge in 80% of discussions, and at least one
need to discuss in 82%. The main facilitators, barriers and
needs identified are listed in Table 3. Across the 892 CRFs
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that explored PrEP, the most commonly reported facilitators
were dosing aids and tools (e.g. calendar, alarms) (83%),
matching with routine or events (38%) and commitment to
protecting self and others (29%). PrEP challenges most com-
monly noted included partying/drugs/alcohol (32%), medi-
cation related concerns (e.g. too big, taste bad) (28%), and
disruption in routine (27%). Most common needs included

access (have medication available) (58%) and remembering
to take the medication (20%). On average, the total number
of facilitators, challenges, and needs noted was 1.

Groups differences Total numbers of facilitators, chal-
lenges and needs noted in sexual health discussions did not
differ by group membership. iNSC sexual health discus-
sion documentation with Black/African American (vs. not)

Table 2 Facilitators, challenges

and needs in sexual health iNSC N=1000 %
discussions Sexual health facilitators

Personal commitment (motivation) to stay negative® 739 73.90
Confidence in negotiating strategies with sex partner 337 33.70
Being well informed® 257 25.70
Partner supports strategies 221 22.10
Fits well into what I do sexually 161 16.10
Having intimacy with my partner(s) 150 15.00
Other 48 4.80
None identified 42 4.20
Not discussed 7 0.70
Sexual health challenges

Thinking partners are HIV-negative without really knowing their status® 281 28.10
None could be identified 247 24.70
Caught up in the moment 241 24.10
Interferes with intimacy 122 12.20
Partner(s) unwilling/reluctant/against to practice strategies 101 10.10
Fearful of rejection or missed opportunity (ruining the mood) 96 9.60
Feeling down/sad (not caring about protecting self)* 93 9.30
Other 83 8.30
Drug or alcohol use (making decisions difficult)® 77 7.70
Not feeling well informed 57 5.70
Specific incentives to not use strategies (pay or trade) 16 1.60
Not thinking that getting HIV would be bad 12 1.20
Not discussed 5 0.50
Sexual health needs

Have access to strategies (condoms, HIV testing, lube)® 514 51.40
None could be identified 179 17.90
Be assertive/confident 159 15.90
Have better concrete skills around negotiating strategies with partners 142 14.20
Social support 103 10.30
Have strategies that are sexy/fit into sexual life 97 9.70
Feel more motivated 92 9.20
Feel better informed 85 8.50
Other 66 6.60
Basic living needs met (housing, food, safety) 44 4.40
Not discussed 8 0.80

*Youth identifying as White had more sessions with this facilitator (90% vs. 74%)

>Youth identifying as Latino had fewer sessions with this facilitator (15% vs. 31%)
“Older youth had fewer sessions with this challenge (24% vs. 42%)
4Youth identifying as Latino had more sessions with this challenge (23% vs. 5%)

“Youth identifying as White had more sessions with this challenge (25% vs. 5%)

fYouth identifying as White had more sessions with this challenge (69% vs. 53%), as did those identifying

as Latino (66% vs. 50%)

@ Springer
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Table 3 Facilitators, challenges N=892 %

and needs in PrEP iNSC

discussions PrEP facilitators
Mobile/carry tools (e.g. pill boxes) 739 82.85
Match with routine/event 337 37.78
Commitment/protecting self or others 257 28.81
Memory aids/tools (e.g. calendar, alarm) 221 24.78
Access 161 18.05
Social support (family, friends, partners) 150 16.82
Other 48 5.38
None could be identified 42 4.71
Not discussed 7 0.78
PrEP challenges
Partying/drugs/alcohol 281 31.50
Medication (too big, taste bad) 247 27.69
Disruption in routine 241 27.02
Forgetting/no dose available 122 13.68
Side effects 101 11.32
Lack of privacy 96 10.76
Other 93 10.43
None could be identified 83 9.30
Not discussed 77 8.63
PrEP needs
Access (have available)® 514 57.62
Remember 179 20.07
Motivation 159 17.83
Manage side effects 142 15.92
Privacy 103 11.55
Social support 97 10.87
Other 92 10.31
None could be identified 85 9.53
Not discussed 66 7.40

*Youth identifying as White had more sessions with this need (57% vs. 38%)

youth did not markedly differ on content. The only differ-
ences (15% or greater difference) in endorsed types of sexual
health facilitators, challenges or needs were more sessions
with White identified youth having ‘personal commitment
to stay HIV negative’ (90% vs. 74%) as a facilitator, drug
and alcohol use (25% vs. 5%) as a challenge, and needing to
have access to sexual health protection strategies (69% vs.
53%); fewer Latino identified youth reported feeling well
informed (15% vs. 31%) as a facilitator and more with ‘feel-
ing down or sad’ (23% vs. 5%) as a challenge and needing
to have access to sexual health protection strategies (66% vs.
50%). More participants in the younger group had “thinking
partner(s) is HIV negative” (42% vs. 24%) as a challenge.

Specific to PrEP, youth self-identifying as White had
greater representation in having a need for ‘access to a PrEP
dose’ (57% vs. 38%). No other differences between demog-
raphy groups at or exceeding 15% were identified in types
of PrEP facilitators, challenges or needs.

Discussion

Results provide support for the feasibility of implementing
iNSC in the context of this research project. According to
post-session documentation completed by counselors, each
step of the counseling approach was consistently imple-
mented. Content captured in the case report forms suggested
that challenges reported did not always match the “needs”
being worked on (e.g., what the client felt was most impor-
tant to work on with the counselor at that time). In devel-
oping and adapting iNSC to context-driven, individually-
tailored, adolescent focused discussions, we hypothesized
that providing a specific focus on exploring one’s context
would optimize the quality and depth of discussion. While
we cannot evaluate this directly, content from the collected
CRFs do support a complex picture of the context in which
sexual health and PrEP use was experienced. With no con-
trol condition, however, the effect of iNSC in comparison to

@ Springer
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different approaches or even in comparison to no conversa-
tion at all is unknown.

Results from ATN 110 (open-label PrEP among MSM
18-22 years of age) reported high levels adherence (>4
pills per week) in the majority of participants (56%) at their
4-week study visit estimated via TFV-DP levels, which
decreased over time to 34% with drug concentrations con-
sistent with high levels of PrEP protection at their 48-week
visit [18]. Findings for ATN113, involving at risk MSM
15-17 years of age, showed similar patterns of starting
strong (60% with highly protective levels at week 4 dropping
to 28% with high levels at week 48) [18]. There was a notice-
able drop in adherence when youth were transitioned from
monthly to quarterly contacts with the study team, which
included implementation of iNSC. Although observational,
it is possible that extending the time between contacts may
have eroded adherence among young MSM. Future work to
determine optimal visit schedules for young MSM receiving
PrEP and the components of these visits that would facilitate
high PrEP adherence and persistence is needed.

Observational data, collected through second person
(counselor completed CRFs) limits conclusions that can be
drawn from the current research. With the very high rates of
implementation for each step in iNSC and specific themes
in content recorded, iNSC did appear to have high level of
feasibility from an implementation standpoint. We cannot
speak to the quality of implementation, which is a critical
determinant of potential impact. Future work using iNCS
should include opportunities for direct observation through
recorded sessions or other methods that allow for fidelity
assessments, feedback, and ongoing training. Additionally,
whether clients or participants found the approach accept-
able was not directly assessed. Other qualitative work with
participants reported positive overall sentiments about
counselors and interactions with the clinical care team [12],
which should be considered in overall feasibility and accept-
ability. Finally, our data does not speak to potential impact of
sessions, generally or those that focused on specific content
on drug levels or reported PrEP adherence. Future work is
needed to determine if the iNSC approach is effective over
alternative approaches.

Importantly, iNSC was developed largely for those who
are at least provisionally aligned with trying to use PrEP.
In situations where individuals are skeptical or have res-
ervations, discussions should focus on decision making
and exploring factors influencing beliefs about and deci-
sions around PrEP start. Ultimately, any discussion-based
approach requires open discourse. If individuals cannot
openly share use or non-use, concerns or fears about PrEP,
any discussion-based approach will suffer. Thus, efforts to
align individuals are critical preliminary steps to consider
prior to any discussions that focus on adherence or persis-
tence (cf., [19]).

@ Springer

As PrEP is rolled out in the US, strategies to create oppor-
tunities to discuss sexual health and PrEP use, included at
each clinic visit, should be considered. Even brief con-
versations positioned with delivery of HIV-negative test
results during routine PrEP visits may be able to hone in
on contextual, interpersonal, and personal factors influenc-
ing one’s experiences with sexual health and PrEP use. If
implemented in a safe and supportive context, these genuine
conversations can help to create the kinds of welcoming and
inclusive environments that would promote ongoing engage-
ment. Additional implementation research is needed to best
tailor interventions to the specific needs of young MSM in
the US and globally.
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