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Search Results
Figure 2. Study flowchart

Reporting of PrEP cascade components
Continuation was most commonly reported at
month 6, followed by months 3 and 12, and month 1
(Figure 3). Some studies reported continuation as
total or average length of follow up (in days, months
or years). It was not possible to fit these data into

, the PrEP cascade so these studies were excluded. No
896 duplicates . . . . .
26 excluded due to language studies discussed a retention or continuation
! definition that suggested continued need for PrEP or
2252 titles and abstracts screened cycling were considered in the statistics presented.

Continuation by Population

At month 1, pooled continuation was highest among
women (73.8%) followed by MSM (72.8%), female sex
workers (FSWs) (46.6%) and the general population
(46.5%) (Figure 5). Considerable variation was observed
across studies and populations. (Figure 4).

2578 publications and 596 abstracts
identified

3174 total identified

922 initially excluded
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Continuation at 6 months was highest among
serodiscordant couples (SDCs, 92.1%) followed by general
population (anyone at risk, 66.0%), MSM (64.2%),
women (48.4%) and FSWs (21.9%) (Figure 6). However,
continuation among women varied so widely by study
that the estimated confidence interval (Cl) is too large to
give a robust estimate.
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Figure 3. Stages of the PrEP care cascade reported by
studies under review (n=41)
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Continuation at 12 months was similar across
populations, ranging from 69.0% in MSM/TGW and
58.9% in FSWs.
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The search was conducted November 6, 2018 and
vielded 2,578 articles and 596 abstracts, of which 249
were retained for full text review (Figure 2). *Fifty
records met the inclusion criteria for this review
covering 41 individual trials, demonstration projects
or routine implementation/clinical programs.
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* Reporting of continuation at various time points on
the PrEP cascade varies widely; greater consensus is
needed on which specific cascade stages are important
to track.
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Continuation by study type

Pooled estimates of continuation at months 6 and 12
were consistently highest in RCTs, at 82.6% (95% Cl: .
68.9%, 96.4%) at month 6 and 79.4% (95% ClI: 72.3%,
86.5%) at month 12. Pooled estimates for open
label/demonstration projects and implementation
studies were similar at 6 months (55.6% and 56.4%,
respectively), but diverged at 12 months (70.1% and
48.1%, respectively).

Studies included 24 open label or demonstration
projects, 9 routine implementation/clinical programs,
and 8 randomized controlled trials (RCTs). Studies
were most commonly in Africa (16, 39%) and North
America (12, 29%), followed by Europe (4, 10%) or
Asia (4, 10%). Client populations were men who have
sex with men (MSM)/transgender women (TGW) (18,
44%), all people at risk (9, 22%), and women (6, 15%).

Discontinuation was high at month one; this has
important implications for the use-effectiveness of
PrEP and suggests PrEP initiations may not be a very
useful indicator in estimating PrEP effectiveness.

* The continuation decline was sustained over time
suggesting current guidelines that focus only on

Figure 4. Forest plots of pooled continuation by sub-population at months 1 (left), 6 (middle), and 12 (right) after initiation reporting continuation at three months may be

inadequate.
Continuatlon Study gto:fiin(l::‘i’zn0|) Study :’cor:t;r;ugiS?’Z Cl) o 1 1 i
atm (95% O No studies reported on cycling or safe stopping of
MSM/TGW
oz oL . sEsime oo f memans v, aewmen PrEP. Likewise, current PrEP indicators do not require
IPERGAY OLE +  98.34 (96.35, 99.25) Atianta, GA > 38.81(32.32, 45.72) ATN 082 OLE ¢ 66.37 (63.67, 68.96) ° ’ q
. EmEnEn o, orommm e . mmmes - o -
Princess PrEP . 72.39 (69.65, 74.97) -30(53.35, 66. : 19, 18. d ff t t b t th t p p g d t I k f
Subtotal (I-squared = 99.7%, p = 0.000) <>  72.78(53.14,92.42) LTEZ?:;OLE +’ jzzg :zgjg Zj;:; :ﬁiﬁgﬁi oLE + . gé-f; ggfg ;‘g-;ﬁ; lrrerentiation petween ose Sto N ue to 1aCK O
' : Kenya demo MSM . 14.84 (11.81, 18.49) PRELUDE . 81.93 (77.34: 85.77) 1 H : M E P
General popuator e seusprncsry | P o mmuose L Sselosssarn risk versus those who are still indicated for PrEP.
SEARCH (sub-analysis) . 16.54 (12.59, 21.44) Project PrEPare > 9118(8172,9598) Project PrEPare 2 + 71.00 (64.34, 76.87)
Swaziland o 63 89 (54.44: 72.38) Subtotal (I-squared = 99.5%, p = 0.000) < 64.16 (47.20, 81.11) gRO’ED o . . 2233 Ei?g; 222;; . . . . . .
- = 0, = . an rrancisco rr clinic . .00, .
Subtotl (1-sauared =96.8%,p=0000) <> 4649 (13.38,79.60) et s o e Soroum . eeumon s e Continuation varied by popul atlon’ and within
Women Jackson, MS o 73.08 (58,53, 83.36) Subtotal (I-squared = 99.7%, p = 0.000) > 69.04 (51.85, 86.23) . . . . .
067/ *  99.44 (96.12, 99.92 Lou 77 (61.30, 01, :
L Bueen e Y see ST mmeme populations. Some of this variation can likely be
Kenya demo Women . 25.69 (22.40, 29.28) Pluspills - 59.18 (51.07, 66.83) FEM-PrepP . 80.51 (78.02, 82.78) . .
Mozambi 91.67 (82.67, 96.21 ] — 84.8%, p= 0. 04 (56.52, 7. MP3 youth - 17.86 (7.63, 36.38)
e e = 99.5% p=0.000) < S5 ey e e oo O s e e attributed to varying study type. As more data become
_ Women Subtotal (I-squared = 99.0%, p = 0.000) 68.05 (52.30, 83.81)
FSW HPTN 067/ADAPT ® 0270 (87.83,95.71) ) . : .
onya demo Pt O PP v DU Vi e available, future studies should examine pooled
TAPS Demo <; 53.42 (46.80, 59.93) :e;tyat dlezw W°m:" 20:5% 5 - 0.0 ¢ ;52 ;7(‘112 6192-1111)348) Partners Demo Project * 51.17 (48.05, 54.28)
Subtotal (I-squared = 90.8%, p = 0.001) 46.63 (33.81, 59.44) ubtotal (I-squared = 99.8%, p = 0. — — 48.39(1669, 113, Partners PrEP Study - 86.28 (85.04, 87.44) . . b | . d d
. - Subtotal (I-squared = 99.8%, p = 0.000) < 68.76 (34.34, 103.17) CO ntl n UatIOn rates y pOpU atIOn a n StU y type.
IiaD:ners Demo Project * 86.40 (84.11, 88.40) :
T T T 1 b FSW
artners PrEP Study * 97.70 (97.12, 98.17)
0 2550 75100 Subtotal (I-squared = 99.0%, p = 0.000) <> 92108102, 103.18) TAPS Demo * 22.37 (17.34, 28.37)

. India demo
FSW Subtotal (I-squared = 99.8%, p = 0.000)
14.02 (11.31, 17.25)

30.14 (24.43, 36.54)
21.85 (6.06, 37.64)

95.36 (93.45, 96.74)

*
— ——— 58.92(-12.61, 130.45)

Kenya demo FSW *
TAPS Demo -
Subtotal (I-squared = 95.4%, p = 0.000) O

CORRESPONDING AUTHOR

Fern Terris-Prestholt, MSc PhD
London School of Hygiene & Tropical Medicine
Fern.Terris-Prestholt@Ilshtm.ac.uk

T T T 1
0 25 50 75100

| I D I
0 25 50 75 100

OPTIONS Consortium Partners

AVAC

lvct

health

healthy societies

P/AT

PANGAEA ZIMBABWE

AIDS TRUST

. University of the Witwatersrand
l 360 WITS RHI

THE SCIENCE OF IMPROVING LIVES

F9 REIMAGINING SOCIAL CHANGE MCCANN

<,
v

OPTIEINS

OPTIMIZING PREVENTION TECHNOLOGY INTRODUCTION ON SCHEDULE

'USAID

¥ FROM THE AMERICAN PEOPLE

Global Advocacy for HIV Preven tion

NNNNNNNNNNNNNNNNNNNNNNN

LONDON h
SCHOOLof A=
HYGIENE | S
&TROPICAL u
MEDICINE

£ AUentr
This poster was made possible by the generous support of the American people through the United States Agency for International Development (USAID) and the U.S. President’s Emergency / Health
Plan for AIDS Relief (PEPFAR). The contents are the responsibility of the authors and do not necessarily reflect the views of USAID, PEPFAR, or the United States Government

| B

GLOBAL HEALTH



