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Abstract

We piloted a health navigation strategy to promote timely linkage to care among men who have sex with men (MSM) and
transgender women (TW) recently diagnosed with HIV in Guatemala City. We used a mixed-methods approach, integrating
quantitative data collected during clinic visits and qualitative data from in-depth interviews, to characterize acceptability
of navigation and time to linkage, defined as having the first clinical care visit. Out of 54 participants who enrolled in the
pilot (n=52 MSM; n=2 TW), 50 (92.6%) accepted navigation and all were linked to care. Median time to linkage was
3 days (Interquartile Range 2-5 days). In qualitative interviews, participants expressed feeling scared and alone following
their diagnosis and appreciated the support of a navigator, especially when they did not feel they could access their existing
support networks. Future research and evaluation should continue to assess how to best use health navigation to support key
populations recently diagnosed with HIV.
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Resumen

Piloteamos una estrategia de navegacion en salud para mejorar la vinculacién oportuna a la atencidon de hombres que tienen
sexo con hombres (HSH) y de mujeres transgénero (MT) recién diagnosticados con VIH en la Ciudad de Guatemala. Uti-
lizamos una estrategia de métodos mixtos. Integramos datos cuantitativos recopilados durante visitas a las clinicas y datos
cualitativos de entrevistas en profundidad, para caracterizar la aceptabilidad de la navegacion y el tiempo de vinculacidn,
definido como haber asistido a la primera consulta de atencién clinica. De los 54 participantes enrolados en el pilotaje (n = 52
HSH; n =2 MT), 50 participantes (92.6%) aceptaron la navegacion y todos fueron vinculados a la atencién. La mediana del
tiempo de vinculacidén fue de 3 dias (rango intercuartilico 2—5 dias). En las entrevistas cualitativas, los participantes expre-
saron sentirse asustados y solos después de recibir el diagndstico y agradecieron el apoyo de un navegador, especialmente
cuando sentian que no podian acceder a sus redes existentes. Investigaciones y evaluaciones futuras deberian continuar
explorando el uso de la navegacion en salud con poblaciones clave recientemente diagnosticadas con VIH.

Introduction

HIV in Central America is concentrated among men who
have sex with men (MSM) and transgender women (TW).
The most recent estimates of HIV prevalence in Guatemala
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are 10.5% among MSM and 24.0% among TW [1], com-
pared to 0.6% among adults at the national level [2]. Fac-
tors including intersectional stigma related to gender, sexual
orientation, and HIV, and lack of social support have been
identified as barriers to HIV testing in the Guatemalan con-
text [3, 4]. In response to the disproportionate burden of
HIV among MSM and TW and the need to improve early
HIV diagnosis, in 2006 the U.S. Centers for Disease Control
and Prevention (CDC) began supporting the HIV/Sexually
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Transmitted Infections (STI) Sentinel Surveillance and
Control Strategy (known as VICITS, in Spanish). VICITS
clinics provide comprehensive STI diagnosis and treatment,
voluntary HIV testing and counseling, and behavior change
counseling. There are currently three VICITS clinics in Gua-
temala City that provide differentiated care for sexual and
gender minority populations.

While the VICITS clinics promote population-friendly
HIV testing services, the original model did not include
strategies for facilitating and systematically collecting data
on linkage to care for individuals who test positive for HIV.
It is estimated that only 35% of people living with HIV
in Guatemala are engaged in HIV care, 31% receive anti-
retroviral therapy (ART), and 16% are virally suppressed
(viral load < 50 copies/ml) [5]. Along with the multi-level
barriers to HIV testing and accessing healthcare in general,
MSM and TW also experience substantial barriers to link-
ing to HIV care in Guatemala [6]. Benefits of timely entry
into HIV care include decreased morbidity, mortality and
infectiousness, exposure to prevention messages, and sup-
port [7-9].

Health systems navigation is a strengths-based model
originally developed in the context of cancer care and
adapted as a way to address social and structural barriers to
HIV care and treatment [10]. Navigators, who are often but
not always peers, work with individuals to identify how to
use existing resources and secure additional resources, as
needed, to maintain health and wellbeing, while also serving
as advocates and sources of social support. Among people
living with HIV, having higher social support has been asso-
ciated with timely linkage to care [11] and support from and
close connection to a navigator have been identified as key
facilitators of timely linkage [12] and other HIV-related care
and treatment outcomes [13].

Since its initial adaptation to HIV, health navigation has
increasingly been expanded to facilitate timely linkage to
HIV care and accompaniment to initial medical appoint-
ments [14-16]. Early research in the US showed that the
use of navigators for those recently diagnosed with HIV
significantly reduced perceived social and structural barri-
ers to linkage to HIV care (e.g. paying for services, making
appointments, finding clinics) [17]. More recently, assistance
with medical care and counseling, both activities which can
be facilitated by navigators, have been positively associated
with linkage to care [18]. Health navigators are increasingly
being incorporated into case management teams in low- and
middle-income countries to pick up where traditional out-
reach leaves off and assist people living with HIV to access
care and treatment services [19].

Navigation is recommended as a strategy specifically for
MSM and TW to provide support in negotiating the multi-
level, intersecting barriers to timely linkage to HIV care [20,
21]. Limited evidence exists, however, of the outcomes of

such approaches. A qualitative study in China found that
HIV-positive MSM would be more likely to initiate HIV
care if they had the assistance of a peer, which included
peers in terms of HIV status and sexual orientation [22].
In Kenya, Graham et al. tested a tailored intervention to
promote linkage to care and ART adherence among MSM
living with HIV, of which peer navigation was a primary
component. Findings from the small pilot test showed that
the intervention was well-accepted and feasible for MSM,
and a randomized clinical trial (RCT) with this population
is currently underway [23]. An RCT with MSM and TW in
Myanmar, including peer navigation to support engagement
in HIV care and treatment, is also underway [24]. There are
no published studies of the results of navigation approaches
to promote linkage to HIV care among MSM or TW in Latin
America.

To address the gap between HIV diagnosis and linkage
to care, we piloted a health navigation strategy to improve
timely linkage-to care among recently diagnosed MSM and
TW in three VICITS clinics in Guatemala City. In this paper,
we report key indicators of acceptability, effectiveness, and
outcomes (i.e. time to linkage) along with qualitative find-
ings to explain and contextualize our findings.

Methods
Study Setting and Intervention

This study was conducted from November 2014 through
March 2015 in Guatemala City, the capital of Guatemala,
with a metropolitan population of approximately 4.7 million
[25]. The pilot was conducted in three VICITS clinics in
Guatemala City: Colectivo Amigos Contra el SIDA (CAS)
is a non-governmental organization dedicated to the health
and rights of gay men; Fundacién Marco Antonio (FMA) is
a non-governmental organization with a longstanding ST1/
HIV clinic for key populations; and the STI clinic in Zone
3 (Zone 3), which is a government health facility. All three
clinics were easily accessible by public transportation. In
order to increase early diagnosis, CAS hosted a free sexual
health clinic every Saturday afternoon targeting MSM. Peer
educators promoted the Saturday clinics at saunas, gay clubs,
public spaces known as gathering spots for gay men and via
social media and hook-up sites to encourage gay men and
other MSM to come in for holistic sexual health services,
including rapid HIV testing and counseling. FMA and Zone
3 clinics offered services including HIV testing on a more
traditional schedule from Monday to Friday. If a participant
tested positive for HIV at one of the 3 clinics, they were
offered the services of a health navigator to provide support
and facilitate timely linkage to care.
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Three health navigators, two psychologists and one
health educator, were trained in the principles and strate-
gies of health navigation including assets-based counseling
and support, health system information, and advocacy. Each
navigator supported 10-20 clients during the pilot.

Usually during their first contact, the navigator helped the
participant make an appointment for their first HIV-related
medical visit and subsequently accompanied them to that
appointment. If necessary, navigators accompanied partici-
pants to laboratory or other appointments as well. In addi-
tion, navigators provided information about the HIV care
system and emotional support through face-to-face meetings
and cell phone contact (i.e. calls, SMS, WhatsApp, social
networks), and helped with voluntary disclosure to friends,
family members or partners, of both the HIV diagnosis and,
if desired, sexual orientation. Navigators were instructed to
maintain at least weekly contact with their clients through
phone, text, and in-person meetings during the duration of
the study.

Study Population

The study population included MSM and TW who were at
least 18 years old, identified as a cisgender man or transgen-
der woman, reported having had sex with a man in the past
12 months, and had received a positive HIV diagnosis at one
of three VICITS clinics. Eligible participants were recruited
after their diagnosis. This study was reviewed and approved
by the Institutional Review Board of the Universidad del
Valle de Guatemala and the University of North Carolina
at Chapel Hill, also by the National AIDS Program of Gua-
temala (MoH) and by the Associate Director for Science in
the Center for Global Health at CDC.

Study Design and Methods

We used a combination of qualitative and quantitative
methods in this pilot study to describe the acceptability of
navigation for linkage to care, the initial effectiveness of the
approach, and the outcomes in terms of successful linkage
and time to linkage. All eligible participants were offered
health navigation services within 48 hours of receiving their
positive HIV result. Socio-demographic and clinical infor-
mation (date of diagnosis, date of linkage to care, date of
subsequent appointments, etc.) collected by health naviga-
tors was sent weekly to the project coordinator.
Acceptability was defined as accepting the support of a
navigator among those individuals who enrolled in the pilot
study. Effectiveness was measured as the proportion of those
who had accepted who were actually linked to care within
three months of HIV diagnosis. Our linkage to care outcome
was defined as the number of days from HIV diagnosis to
the first clinical care visit at one of the three HIV care and
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treatment centers. Time to linkage was calculated in days
(calculated in 24 hour increments: <24 h=1 day) by sub-
tracting the date of first clinical care visit from the date of
HIV diagnosis. All quantitative analyses were performed
using R.

We also conducted qualitative in-depth interviews to
explore the diagnosis experience and to contextualize the
experience of navigation with a sub-sample of 19 MSM who
were linked to care with the support of a navigator. At the
time of study enrollment, the field team asked participants
if they would be willing to be contacted in the future about
participating in a qualitative interview. While 22 MSM
agreed to be contacted, continual monitoring of thematic
saturation (recurring themes related to the study) during data
collection was used to determine the final sample size of 19
[26]. The semi-structured interview guide contained ques-
tions and probes on the following topics: (1) current living
situation and support networks; (2) general perceptions of
living with HIV; (3) testing and diagnosis experience; (4)
reaction to diagnosis and disclosure; (5) process of link-
ing to care; (6) experience with navigator; and (7) general
attitudes about HIV care services received. All interviews
were conducted in Spanish by a Guatemalan woman with
extensive interview experience, audio-recorded, and tran-
scribed verbatim. We conducted a conventional content
analysis using an inductive, data-driven approach [27]. We
read transcripts and wrote a memo for each participant to
summarize relevant themes. Based on these memos, we
developed a codebook that contained both deductive codes
that reflected the content of the interview guide (e.g. HIV
testing and diagnosis, stigma and discrimination, benefits of
navigators, etc.) as well as inductive codes that were based
on participant responses (e.g. relationship with navigator,
feelings of seclusion, feelings of fear, etc.). The 33 codes
were systematically applied to all transcripts using Atlas.ti
software version 5.0. Outputs from this process were used
to develop matrices to further contextualize the quantitative
findings and identify illustrative quotes to reflect participant
experiences.

Results
Description of the Population

Out of a total of 61 MSM and TW diagnosed at the par-
ticipating clinics during the study period, seven could not
be reached as they were directly linked to care through
community heath promoters from CAS or through their
personal networks by their own choice. Fifty-four (87.1%)
were offered participation and all of these enrolled in the
study. Most of the enrolled participants were MSM (96.3%,
n=>52) with only two TW (3.7%) (Table 1). Median age
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Table 1 Socio-demographic
characteristics of participants

Men who have sex with Transgender TOTAL (N=54)

. L . men (=52) Women (N=2)
in health navigation pilot,
Guatemala City (N=54) n (%) n (%) n (%)
Age (years) (54/54)
Median (IQR) 27 (23.0-34.7) 23 26.5 (23.0-34.3)
Sexual orientation (44/54)
Gay/Homosexual 33 (78.6) 2 (100.0) 35(79.5)
Bisexual 8 (19.0) 0 (0) 8(18.2)
Other 1(24) 0(0) 1(2.3)
Highest Education (49/54)
Completed/Some Middle School 18 (38.3) 1 (50.0) 19 (38.8)
Completed/Some High School 8 (17.0) 0(0.0) 8 (16.3)
Completed/Some University 21 (44.7) 1 (50.0) 22 (44.9)
Civil status (41/54)
Single 37 (94.9) 2 (100.0) 39 (95.1)
Married/cohabitating 2(5.1) 0(0.0) 2(4.9)
HIV testing site (54/54)
CAS 38 (73.1) 1 (50.0) 39 (72.2)
FMA 11 (21.2) 1 (50.0) 12 (22.2)
Zone 3 3(5.7) 0(0.0) 3(5.6)

was 26.5 years (IQR 23.0-34.3). As reflected in Table 1,
the majority of participants identified as gay/homosexual
(79.5%) or bisexual (18.2%) and were single (95.1%). Nearly
one-half (44.9%) had a university degree or some univer-
sity-level education. Nearly three-fourths of the diagnoses
(72.2%) were made at CAS followed by FMA (22.2%) and
VICITS Zone 3 (5.6%).

Acceptability of Navigation

With regard to acceptability, 92.6% (50/54) of enrolled par-
ticipants accepted navigation. Of the four participants that
refused health navigators: one chose to link to care with the
support of a friend; one linked to care on their own after
initial orientation from a navigator at the time of diagnosis;
one was a Central American migrant who returned to his
country of origin after diagnosis; and one participant refused
navigation without giving an explanation.

In qualitative interviews, the main reasons for accepting
navigation was lack of social support and feeling extremely
alone and socially isolated at the time of their HIV diag-
nosis. Most participants felt unable to turn to family and
friends for fear of being rejected either because of their diag-
nosis or what they also perceived to be automatic disclosure
of their sexual orientation. Only two of the 19 participants
in the qualitative interviews disclosed their diagnosis to
family or friends immediately after receiving the news. One
27-year-old participant described why he decided to accept
navigation in the following manner:

Look, when you find out the news [of a positive diag-
nosis], it impacts your life! It completely changes your
way of thinking. In that moment, time, space, nothing
exists, only that this is happening to me! I felt so alone
in the world, so alone! That was when they told me
that they were going to give me some help, that some-
one was going to accompany me to my first appoint-
ment, the confirmation. And believe me, when they
told me that...I didn’t think about it twice because I
said, ‘I have no idea what I’m up against!’

Linking to Care

Among those who accepted, all (50/50) were linked to HIV
care within three months of diagnosis, our measure of effec-
tiveness. Most (72.0%) were linked to HIV care at Roosevelt
Hospital, the largest HIV care and treatment center in Gua-
temala, 26.0% to San Juan De Dios Hospital, and only 2.0%
to the Guatemalan Institute of Social Security clinic (IGSS)
(Table 2). Participants were able to voluntary chose where
to be linked to care.

The median time to linkage was three days (IQR
2-5 days) (Table 2). This far surpassed the original goal
of the pilot, which was for all consenting participants to
be linked within three months of their diagnosis. Beyond
the initial appointment, two-thirds (64.0%) of participants
attended three appointments at one of the HIV clinics
accompanied by their health navigator during the interven-
tion period, 18.0% four appointments, and almost 10.0%
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Table 2 Linkage to care:

- . Roosevelt (N=36) San Juan de Dios IGSS (N=1) Total (N=50)
number of clinic z?ppo%ntments (N=13)
attended and median time to
linkage by HIV clinic (N =50) n (%) n (%) n (%)
Number of appointments (visits) attended
Zero appointments 0 (0) 0 (0) 0(0) 0(0)
1 appointment 0 (0) 0 (0) 0(0) 0(0)
2 appointment 2(5.6) 2(15.4) 0(0) 4 (8)
3 appointments 23 (63.9) 8 (61.5) 1 (100) 32 (64)
4 appointments 7(19.4) 2(15.4) 0(0) 9 (18)
5 appointments 4 (11.1) 1(7.7) 0(0) 5(10)
Median (IQR) 334 3 (3-3.5) - 3(3-4)
Median time to linkage 4 (3-5) 2 (2-4.5) - 3(2-5)

(days) (IQR)

attended five appointments. The number of clinic appoint-
ments during the study period varied based on health status
of each participant.

Participants reported that health navigators helped to
overcome barriers by offering emotional and logistical sup-
port, providing concrete steps to link to care, and accompa-
nying them to services. One 23-year-old MSM reported that
he likely would not have linked to care without the support
of his navigator:

I think that if this support hadn’t arrived maybe I still
wouldn’t have gone to the clinic, for the same fear, and
I think that’s a big influence because, it’s a fear, a fear
of how to start breaking those barriers. And the navi-
gator, I think, is a person that helps you break these
little barriers, barriers that prevent you from going to
the clinic and what comes after, the next step. The
truth is it’s a very important service to give after hav-
ing discovered that you’re positive.

Discussion

In this mixed-methods pilot study, we found that health
navigation was a highly acceptable and effective strategy
for linking newly diagnosed MSM and TW to HIV care
within days of HIV diagnosis. Preliminary results from
a peer navigator study in Cameroon designed to support
enrolment and retention of HIV-positive MSM and female
sex workers (FSW) had similar findings [28]. During
the nine months prior to the Cameroonian peer naviga-
tor intervention, 39% of newly diagnosed MSM and FSW
were ever linked to care compared to 82% of newly diag-
nosed MSM and FSW who were linked to care during the
initial four months of navigation [28]. While we lacked
a comparison group in our study, our findings provide
strong support for navigation as a means to promote timely
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linkage to care. Finally, while the focus of our study was
on timely linkage, our findings also suggest that navigation
can help to support a positive trajectory of engagement
in care as reflected by the number of appointments docu-
mented in the months following linkage [29].

Based on the encouraging results of our pilot study,
and the evidence from other countries, health navigation
has been adapted and integrated into HIV prevention and
care programs in Guatemala and throughout the Central
American region. While the navigators in our pilot were
psychologists and health educators with extensive HIV
counseling experience, as the strategy has been expanded
beyond this pilot, a more fluid profile that takes into
account both educational level and experience has been
used to facilitate sustainability. Navigation teams include
both men and women and people with personal and/or
professional experience in HIV services (lawyer, psycholo-
gists, HIV counsellors, etc.). Future research is needed
to identify key characteristics of navigators to define
the profile that can most effectively facilitate outcomes.
Additionally, cost assessments are needed to determine
the economic impact of navigation, which is critical for
the institutionalization and sustainability of this strategy
within HIV care and support services. It is also important
to consider how navigation can be extended beyond the
initial linkage period as many of our participants appreci-
ated sustained engagement with their navigator and would
benefit from longer-term accompaniment. Our team is
currently conducting an implementation science research
project to assess the use of navigation beyond linkage, to
provide support for retention in care, adherence, and the
other social and emotional needs associated with manag-
ing HIV as a chronic condition. Additionally, more assess-
ment is needed to determine the most feasible client load
for a navigator, taking into account the variable amounts
of support and accompaniment required by clients. This
will require strategies to systematically monitor navigator
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interactions with clients, including frequency, duration,
mode, and content.

Participants expressed the importance of having the
support and accompaniment of a navigator at a moment
when they felt fear and loneliness related to their diagno-
sis. Navigators were able to provide both emotional and
instrumental support to avoid delays in linking to HIV
care. Among the four participants who did not accept navi-
gation, some had other sources of support, which reflects
the importance of navigation being a voluntary service.
Others may have benefitted but did not accept navigation
in the moment of their diagnosis, which reflects that not
everyone is ready for navigation at the time of diagnosis.
Future studies should attempt to determine what factors
are associated with rejection of health navigation ser-
vice. Even though most participants in the current study
accepted navigation, future navigation efforts should
also identify strategies to maintain communication with
individuals who are recently diagnosed but not ready for
immediate navigation or linkage, to help them when they
need it and if possible to determine if they were linked to
care, when it happened, and how.

We reached fewer TW, though the two TW who did par-
ticipate both accepted navigation and were linked to care.
Our larger representation of MSM most likely reflects that
one of the participating organizations, CAS, conducted
highly effective targeted outreach in the MSM community
and offered Saturday clinics. This finding also reflects the
need for differentiated care including targeted efforts to
engage with and support different key populations [30].
Future navigation efforts will require such targeted outreach
among TW as well as determination of the most accept-
able profile for navigators. The acceptability of navigators
who were not TW in our study echoes findings from the
Dominican Republic, where TW living with HIV explicitly
stated their preference for non-TW navigators as they felt
that TW navigators would experience the same stigma and
discrimination as well as concerns about trust within the TW
community [31].

Our study had several limitations. First, we did not have a
control group, which limits our ability to attribute our results
to the navigation efforts. Our qualitative data, however, indi-
cates that participants attributed the support of the navigator
to their timely linkage. As this was a pilot conducted in the
real world setting of three VICITS clinics during a relatively
short period, our sample was small and we had very few TW.
Future studies of navigation should use more robust designs
with larger samples across the HIV continuum of care to
provide additional evidence of the effectiveness of this strat-
egy in coordination with national and local-level authorities
and programs. Finally, in our qualitative evaluation we only
interviewed participants who accepted navigation. In future
research, it will be important to obtain the experiences and

perspectives of those who refused health navigation and
from health navigators themselves.

Conclusion

Health navigation was a highly acceptable and effective
strategy for facilitating timely linkage to care among newly
diagnosed MSM and TW at three VICITS clinics in Guate-
mala City. Findings also suggest that having the support of
a navigator may have helped to initiate positive trajectories
of HIV care and treatment, though longitudinal data will
be required to confirm this. Future scale-up should focus
on creating the most acceptable and sustainable navigation
model, in collaboration with governmental and civil soci-
ety organizations, to continue supporting key populations
to enter care in a timely manner following HIV diagnosis.

Acknowledgements This study was supported by the Presidential
Emergency Plan for AIDS Relief (PEPFAR) through the U.S. Centers
for Disease Control and Prevention, under the terms of Cooperative
Agreement GHO000575. The findings and conclusions in this report
are those of the author(s) and do not necessarily represent the official
position of the U.S. Centers for Disease Control and Prevention. We are
grateful to the study participants for sharing their experiences with us
and to the study team and community partners for their professionalism
and commitment.

Funding This study was supported by the Presidential Emergency
Plan for AIDS Relief (PEPFAR) through the U.S. Centers for Disease
Control and Prevention (CDC), under the terms of Cooperative Agree-
ment GHO000575. The findings and conclusions in this report are those
of the author(s) and do not necessarily represent the official position
of the funding agencies.

Compliance with Ethical Standards

Conflict of interest The authors declare that they have no conflict of
interest.

Ethical Approval All procedures performed in studies involving human
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki
declaration and its later amendments or comparable ethical standards.

References

1. Guardado Escobar ME, Oliva S, Hernandez M, Peren J. Medicion
de prevalencia, comportamiento, actitudes y practicas en pobla-
ciones de mayor riesgo al VIH-Sida en Guatemala. Guatemala:
TEPHINET; 2017.

2. Centro Nacional de Epidemiologia. Estimaciones y protecciones
del VIH y VIH avanzado Guatemala. Guatemala: Centro Nacional
de Epidemiologia; 2014.

3. Tucker C, Arandi CG, Bolafos JH, Bailey GP. Understanding
social and sexual networks of sexual minority men and transgen-
der women in Guatemala City to improve HIV prevention efforts.
J Health Care Poor Underserved. 2014;25(4):1698-717.

@ Springer



906 AIDS and Behavior (2019) 23:900-907
4. Boyce S, Barrington C, Bolanos JH, Arandi CG, Paz-Bailey G. 17. Gardner LI, Metsch LR, Anderson-Mahoney P, Loughlin AM,
Facilitating access to sexual health services for men who have sex del Rio C, Strathdee S, et al. Efficacy of a brief case management
with men (MSM) and transgender persons in Guatemala city. Sex intervention to link recently diagnosed HIV-infected persons to
Transm Infect. 2011;87(3):A332-3. care. AIDS. 2005;19(4):423-31.

5. Mejia C. Informe Final De La Evaluacién De La Adherencia Al 18. McFall AM, Mehta SH, Srikrishnan AK, Lucas GM, Vasude-
Tratamiento Antirretroviral Y Condiciones Institucionales Que van CK, Celentano DD, et al. Getting to 90: linkage to HIV care
Puedan Influir En El Proceso. 2015. among men who have sex with men and people who inject drugs

6. Barrington C, Knudston K, Paz Bailey OA, Aguilar JM, Loya- in India. AIDS Care. 2016;121:1-10.

Montiel MI, Morales-Miranda S. HIV diagnosis, linkage to care, 19. FHI. Peer navigation for key populations: implementation guide.
and retention among men who have sex with men and transgen- Washington, DC: FHI 360/LINKAGES; 2017.

der women in Guatemala city. J Health Care Poor Underserved. 20. Christopoulos KA, Das M, Colfax GN. Linkage and retention in
2016;27(4):1745-60. HIV care among men who have sex with men in the United States.

7. Giordano TP, Gifford AL, White AC, Almazor MES, Rabeneck L, Clin Infect Dis. 2011;52(Suppl):2.

Hartman C, et al. Retention in care: a challenge to survival with 21. Munro L, Marshall Z, Bauer G, Hammond R, Nault C, Trav-
HIV infection. Clin Infect Dis. 2007;44(11):1493-9. ers R. (Dis)integrated care: barriers to health care utilization

8. Donnell D, Baeten JM, Kiarie J, Thomas KK, Stevens W, for trans women living with HIV. J Assoc Nurses AIDS Care.
Cohen CR, et al. Heterosexual HIV-1 transmission after ini- 2017;28(5):708-22. https://doi.org/10.1016/j.jana.2017.06.001.
tiation of antiretroviral therapy: a prospective cohort analysis. 22. LiuY, Osborn CY, Qian H-Z, Yin L, Xiao D, Ruan Y, et al. Bar-
Lancet. 2010;375(9731):2092-8. https://doi.org/10.1016/S0140 riers and facilitators of linkage to and engagement in HIV care
-6736(10)60705-2. among HIV-positive men who have sex with men in China: a

9. Granich RM, Gilks CF, Dye C, De Cock KM, Williams BG. Uni- qualitative study. AIDS Patient Care STDS. 2016. https://doi.
versal voluntary HIV testing with immediate antiretroviral therapy org/10.1089/apc.2015.0296.
as a strategy for elimination of HIV transmission: a mathematical 23. Graham SM, Micheni M, Kombo B, Van Der Elst EM, Mugo PM,
model. Lancet. 2009;373(9657):48-57. https://doi.org/10.1016/ Kivaya E, et al. Development and pilot testing of an intervention
S0140-6736(08)61697-9. to promote care engagement and adherence among HIV-positive

10. Bradford JB, Coleman S, Cunningham W. HIV system navigation: Kenyan MSM. AIDS. 2016;29(3):S241-9.
an emerging model to improve HIV care access. AIDS Patient 24. Wirtz AL, Naing S, Clouse E, Thu KH, Mon SHH, Tun ZM,
Care STDS. 2007;21(Suppl 1):S49-58. et al. The parasol protocol: an implementation science study of

11. Kelly JD, Hartman C, Graham J, Kallen MA, Giordano TP. Social HIV continuum of care interventions for gay men and transgender
support as a predictor of early diagnosis, linkage, retention, and women in Burma/Myanmar. JMIR Res Protoc. 2017;6(5):90.
adherence to HIV care: results from the steps study. J Assoc 25. Instituto Nacional de Estadistica. Caracterizacién estadistica
Nurses AIDS Care. 2014;25(5):405-13. https://doi.org/10.1016/j. Repiublica de Guatemala 2012. Inst Nac Estadistica. 2013. http://
jana.2013.12.002. www.ine.gob.gt/sistema/uploads/2014/02/26/5¢TCcFIHErnaN Ve

12. Davis D, Aguilar JM, Galindo Arandi C, Northbrook S, Loya Umm3iabXHaKgXtwOC.pdf.

MMI, Morales Miranda S, et al. “Oh, I’'m not alone”: experiences 26. Saldafa J. The coding manual for qualitative researchers. 2nd ed.
of HIV-positive men who have sex with men in a navigation pro- Thousand Oaks, CA: Sage; 2012.

gram to promote timely linkage to care in Guatemala City. J] AIDS 27. Hsieh H-F, Shannon SE. Three approaches to qualitative content
Educ Prev. 2017;29:554-6. analysis. Qual Health Res. 2005;15(9):1277-88.

13. Broaddus MR, Hanna CR, Schumann C, Meier A. “She makes me 28. Lillie T, Nemande S, Gbais H, Kersten S, Levitt D, Ndonko F.
feel that I’'m not alone”: linkage to care specialists provide social Don’t get lost: how peer navigation can link HIV-positive key
support to people living with HIV. AIDS Care. 2015;121:1-4. populations to care and treatment and re-engage those lost to

14. Chaiyachati KH, Ogbuoji O, Price M, Suthar AB, Negussie EK, follow-up. J Int AIDS Soc. 2017;20(5):22.

Barnighausen T. Interventions to improve adherence to antiret- 29. Okeke NL, Ostermann J, Thielman NM. Enhancing linkage
roviral therapy: a rapid systematic review. AIDS. 2014;28(Suppl and retention in HIV care: a review of interventions for highly
3):S187-204. resourced and resource-poor settings. Curr HIV/AIDS Rep.

15. Rumptz MH, Tobias C, Rajabiun S, Bradford J, Cabral H, Young 2014;11(4):376-92.

R, et al. Factors associated with engaging socially marginalized 30. International AIDS Society. Differentiated care. https://www.iasoc
HIV-positive persons in primary care. AIDS Patient Care STDS. iety.org/DifferentiatedCare.
2007;21(s1):S30-9. https://doi.org/10.1089/apc.2007.9989. 31. Perez M, Gomez H, Donastor Y, Davis D, Kerrigan D, Barrington

16. Chang LW, Nakigozi G, Billioux VG, Gray RH, Serwadda D, C. Adapting a multi-level intervention to promote HIV prevention,
Quinn TG, et al. Effectiveness of peer support on care engagement care and treatment outcomes for Transgender women sex workers
and preventive care intervention utilization among pre-antiretrovi- in the Dominican Republic. In: Proceedings (Oral Presentation) of
ral therapy, HIV-infected adults in Rakai, Uganda: a randomized the Caribbean Cytometry and Analytical Society (CCAS) Expert
trial. AIDS Behav. 2015;19(10):1742-51. Summit. Barbados. August 2017.

Affiliations

M. Itzel Loya-Montiel' - Dirk A. Davis? - Jose Manuel Aguilar-Martinez' - Olga Alicia Paz Bailey” -
Sonia Morales-Miranda® - Juan Pablo Alvis-Estrada’ - Sanny Northbrook? - Clare Barrington?

M. Itzel Loya-Montiel
itzelloyamontiel @ gmail.com

@ Springer

Dirk A. Davis
dirkd @live.unc.edu


https://doi.org/10.1016/S0140-6736(10)60705-2
https://doi.org/10.1016/S0140-6736(10)60705-2
https://doi.org/10.1016/S0140-6736(08)61697-9
https://doi.org/10.1016/S0140-6736(08)61697-9
https://doi.org/10.1016/j.jana.2013.12.002
https://doi.org/10.1016/j.jana.2013.12.002
https://doi.org/10.1089/apc.2007.9989
https://doi.org/10.1016/j.jana.2017.06.001
https://doi.org/10.1089/apc.2015.0296
https://doi.org/10.1089/apc.2015.0296
http://www.ine.gob.gt/sistema/uploads/2014/02/26/5eTCcFlHErnaNVeUmm3iabXHaKgXtw0C.pdf
http://www.ine.gob.gt/sistema/uploads/2014/02/26/5eTCcFlHErnaNVeUmm3iabXHaKgXtw0C.pdf
http://www.ine.gob.gt/sistema/uploads/2014/02/26/5eTCcFlHErnaNVeUmm3iabXHaKgXtw0C.pdf
https://www.iasociety.org/DifferentiatedCare
https://www.iasociety.org/DifferentiatedCare

AIDS and Behavior (2019) 23:900-907

907

Jose Manuel Aguilar-Martinez
josemanuelaguilar @ gmail.com

Olga Alicia Paz Bailey
olgaliciapazb@gmail.com

Sonia Morales-Miranda
smorales @cisidat.org.mx

Juan Pablo Alvis-Estrada
alvisejp@gmail.com

Sanny Northbrook
gdo0@cdc.gov

HIV Central America Regional Program, Center
for Health Studies, Universidad del Valle de Guatemala,
Guatemala City, Guatemala

Department of Health Behavior, Gillings School of Global
Public Health, University of North Carolina, Chapel Hill,
NC, USA

U.S. Centers for Disease Control and Prevention (CDC)
Central America Region, Guatemala City, Guatemala

Center for Conflict, Power and Violence Studies - CENDES,
Guatemala City, Guatemala

Consorcio de Investigacion sobre VIH, SIDA y TB
(CISIDAT), Cuernavaca, Mexico

@ Springer



	Making the Link: A Pilot Health Navigation Intervention to Improve Timely Linkage to Care for Men Who have Sex with Men and Transgender Women Recently Diagnosed with HIV in Guatemala City
	Abstract
	Resumen
	Introduction
	Methods
	Study Setting and Intervention
	Study Population
	Study Design and Methods

	Results
	Description of the Population
	Acceptability of Navigation
	Linking to Care

	Discussion
	Conclusion
	Acknowledgements 
	References




