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Abstract
Introduction: In the era of biomedical HIV prevention and treatment technologies, such as treatment as prevention (TasP)
and pre-exposure prophylaxis (PrEP), there is momentum to develop and rigorously evaluate interventions focused on PrEP
among those at risk for HIV acquisition and antiretroviral therapy (ART) adherence among people living with HIV. While HIV
status-specific interventions focused on PrEP or ART provide valuable information, status-segregated interventions can create,
perpetuate, and even increase HIV stigma among transgender women of colour and other marginalized communities in the
United States (US).
Discussion: Due largely to community advocacy, discourses that support status-neutral approaches have emerged in the sci-
entific literature. Although US-based funding mechanisms have typically designated awards focused on a specific HIV status,
intervention developers and implementing agencies find creative ways to design and implement status-neutral programmes
despite such restrictions. We present our experience with intervention research in New York, Detroit, New Orleans, Puerto
Rico and the San Francisco Bay Area, all Ending the HIV Epidemic (EHE) priority jurisdictions. Kickin it with the Gurlz’ was
developed to be status-neutral through two grants due to community demands for a unifying approach. The Transgender
Women Engagement and Entry to (TWEET) Care Project was designed to improve HIV care engagement for transgender
women living with HIV, but developers realized the importance of including participants of any HIV status. Healthy Divas was
designed for transgender women living with HIV but subsequent implementing agencies prioritized adapting it to be status-
neutral. These examples support the urgency of designing, implementing and evaluating status-neutral interventions.
Conclusions: Community-based organizations strive for inclusivity in their programming and are rightly often reluctant to
segregate services based on the HIV status of their clients. As researchers, we have an ethical imperative to work to reduce
HIV stigma and respond to the needs of those most impacted by HIV, including transgender women of colour. As such, we call
upon funders to develop mechanisms that support the development and testing of HIV status-neutral interventions to reduce
HIV stigma and support community building, thereby increasing the possibility of fully realizing the benefits of biomedical HIV
prevention and treatment technologies for all.
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1 INTRODUCT ION

There have been incredible strides to prevent human immun-
odeficiency virus (HIV) transmission and ensure that people
living with HIV live longer and healthier lives [1, 2]. In the era
of biomedical technologies, such as treatment as prevention
(TasP) and pre-exposure prophylaxis (PrEP), there has been
global momentum to develop and rigorously evaluate inter-
ventions focused on PrEP among those at risk for HIV acquisi-

tion and antiretroviral therapy (ART) adherence among people
living with HIV. While interventions focused on PrEP or ART
uptake and adherence have and will continue to benefit com-
munities, these HIV status-specific or what we have termed
“status-segregated” interventions can perpetuate HIV stigma
and other forms of oppression among those in most need
of HIV programmes [3], especially among transgender women
of colour, by inadvertently disclosing HIV status to commu-
nity members [4], allocating scarce resources to members of a
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community with a specific HIV status [5] and can increase HIV
stigma and reduce social support by imposing artificial divi-
sions in the community [6].

In the United States (US), transgender women of colour
have expressed the urgency of grounding HIV prevention
and care programming in their lived experiences, noting that
oppression rooted in ethno-racism and cisgenderism and
resultant social determinants of health (e.g. unmet gender
affirmation needs, biased policing and hyper-surveillance that
results in overrepresentation in the legal-criminal system, eco-
nomic vulnerability and immigration experiences) take prece-
dence over HIV [7–12]. For example, one young transgen-
der woman of colour described the importance of address-
ing social determinants of HIV: “We need jobs, places to stay,
doctors. HIV is just one of the many problems we deal with”
[13]. Further, segregating people into HIV prevention and
HIV treatment research disrupts the organic and close kin-
ship structures among transgender women of colour that are
needed to buffer experiences of oppression based on ethno-
racism and cisgenderism [5]. Status-segregated intervention
research can feel forced, divisive and culturally unresponsive
to the needs and experiences of transgender women of colour
[5, 11]. That is, dividing community by HIV status can perpet-
uate HIV stigma among close-knit marginalized communities
when resources are already scarce [5].

Evidence also suggests that HIV status-neutral interven-
tions are preferred in community-based settings [14, 15], as
programme participants can address shared experiences of
intersectional oppression, structural determinants of HIV and
mental health challenges driving HIV risk and suboptimal HIV
prevention and treatment uptake, and decrease HIV stigma.
These interventions are urgently needed to optimize HIV pre-
vention and care outcomes with transgender women of colour
[16]. To meet this need, community-based organizations often
adapt evidence-based interventions that were designed to be
status-segregated to be status-neutral. While these status-
neutral approaches are more responsive to their clients as
well as their implementation context, these adaptations are
being implemented without rigorous evaluation [17]. Build-
ing on Myers and colleagues’ status-neutral framework, we
present evidence from ongoing intervention research in New
York, Detroit, New Orleans, Puerto Rico and the San Fran-
cisco Bay Area, all Ending the HIV Epidemic (EHE) prior-
ity jurisdictions, supporting the utility of designing and imple-
menting status-neutral interventions with transgender women
of colour (Table 1).

2 D ISCUSS ION

Even though US federal funding mechanisms often designate
awards to focus on people of a specific HIV status, interven-
tion developers and implementing agencies can and do find
creative ways to design and implement status-neutral pro-
grammes despite such restrictions. For example, the Health
Resources and Services Administration (HRSA) funded the
Enhancing Engagement and Retention in Quality HIV Care for
Transgender Women of Colour Initiative in 2012. This Special
Projects of National Significance (SPNS) initiative supported
nine demonstration projects to develop and evaluate inno-

vative interventions to reduce HIV health inequities among
transgender women of colour living with HIV [18]. As part
of this initiative, the Community Healthcare Network (CHN)
in Queens, New York developed and tested the Transgender
Women Engagement and Entry To (TWEET) Care Project, a
peer-led, group-based educational intervention [19]. During
the TWEET development process, CHN realized that to deal
with HIV stigma in their community, they needed to include
transgender women of any HIV status, such that participat-
ing in TWEET did not “out” the participants as living with
HIV. As stated by the TWEET developer, it “created a wel-
coming supportive environment to address HIV stigma. The
transgender women in the programme who were living with
HIV were able to share their experiences on how they coped
with their HIV status, which in turn served as an educational
tool for those who were not living with HIV.” (Personal Com-
munication with Luis Freddy Molano MD, August 2020). To
meet funding requirements, only transgender women living
with HIV were included in the initiative’s cross-site evaluation,
and SPNS resources were not used to incentivize participation
for participants not living with HIV.

Three organizations replicating TWEET in HRSA’s E2i Ini-
tiative (Using Evidence-Informed Interventions to Improve
Health Outcomes among People Living with HIV) [20] also
adopted CHN’s status-neutral approach to TWEET by includ-
ing transgender women of any HIV status in response to HIV
stigma in Ponce, Puerto Rico, New Orleans, Louisiana, Los
Angeles, California and Detroit, Michigan. TWEET in these
three communities was able to create social cohesion between
transgender women regardless of HIV status, and the status-
neutral approach facilitated participant recruitment by not
requiring participants to self-identify as living with HIV to be
included in the TWEET groups. Importantly, many individu-
als chose to share their HIV status over the course of the
project, which fostered self-efficacy in communicating about
HIV, allowed group members to form deeper connections with
each other and provided an opportunity to collectively chal-
lenge prevailing HIV stigma. In Detroit, TWEET has continued
to be implemented as a peer-delivered status-neutral inter-
vention even after the end of the funding to meet the com-
munity demand for such a unifying and supportive group led
by transgender women of colour.

Beyond TWEET, status-neutral interventions that simul-
taneously address trauma are urgently needed in Detroit.
As Michigan’s HIV epicentre [21], patterns of economic
disadvantage, racial segregation and anti-transgender stigma
have resulted in limited engagement in both HIV prevention
and care among transgender women of colour [22]. We
applied to a request for applications to the US National
Institutes of Health that was focused on addressing violence
along the HIV care continua among transgender women of
colour. The few existing services in Detroit are primarily
funded by HIV dollars to support people living with HIV.
Although these behavioural programmes focused on HIV
care are critical, with few exceptions (e.g. TWEET) they have
historically excluded transgender women of colour not living
with HIV who need these services and inadvertently disclosed
programme participants’ HIV status [5]. At the time of writing
the grant proposal in Detroit, we knew we would need to
find additional funds to include transgender women not
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Table 1. HIV intervention approaches for transgender women of colour in the United States

Intervention Eligibility criteria

Theoretical

framework Intervention components Location

TWEET

Original

At least 18 years old Social cognitive

theory

Transgender leaders teach back groups

led by peer leaders

Detroit, Michigan, New

Orleans, Louisiana,

Ponce, Puerto Rico,

Queens, New York

Assigned male at birth and currently

identifies as female, trans female,

trans sexual and transgender

Social learning

theory

Community outreach and recruitment

Fluent in English or Spanish Trans-theoretical

model

Supportive retention services (e.g.

assistance with name change, gender

markers, gender affirming care

referrals; patient navigation and

benefits counselling; referrals to

comprehensive legal services)

Identifies as one or more of the

following racial/ethnic categories:

Hispanic/Latino/Puerto Rican/Cuban,

Black or African American, American

Indian or Alaska Native, Asian Indian,

Chinese, Filipino, Japanese, Korean,

Vietnamese, Other Asian, Native

Hawaiian, Guamanian or Chamorro,

Samoan, or Other Pacific Islander

Living with HIV to be included in the

cross-site evaluation. Intervention

activities were open to any HIV status

TWEET

Implemen-

tation

At least 18 years old Social cognitive

theory

Transgender leaders teach back groups

led by peer leaders

Assigned male at birth and currently

identifies as female or trans female

Trans-theoretical

model

Community outreach and recruitment

Fluent in English or Spanish Supportive retention services (e.g.

assistance with name change, gender

markers, gender affirming care

referrals; patient navigation and

benefits counselling; referrals to

comprehensive legal services)

Living with HIV to be included in the

cross-site evaluation. Intervention

activities were open to any HIV status

Healthy

Divas RCT

At least 18 years old Gender

affirmation

model

Six peer-led individual sessions, held

weekly, and one group workshop

facilitated by a healthcare provider

with expertise in HIV care and

transgender health

San Francisco and Los

Angeles, California

Assigned male at birth and currently

identifies as female or trans female,

or another transfeminine identity

Healthcare

empowerment

model

Fluent in English or Spanish

Living with HIV, as confirmed be

antibody testing

(Continued)
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Table 1. Continued

Intervention Eligibility criteria

Theoretical

framework Intervention components Location

Reports suboptimal engagement in HIV

care, as indicated by one or more of

the following: (1) not on ART, (2) if on

ART, reported less than perfect

adherence on a validated adherence

rating scale, 38 or (3) reported no

HIV primary care appointments in the

prior 6 months

Healthy

Divas

Implemen-

tation

Study

At least 18 years old Gender

affirmation

model

Expanded on Healthy Divas intervention

content (described above) to be status

neutral and include information

relevant to trans women of negative

or unknown HIV status

Oakland, California

Assigned male at birth and currently

identifies as female, trans female or

another transfeminine identity

Healthcare

empowerment

model

Fluent in English or Spanish

Kickin’ it

with Gurlz

At least 18 years old Gender

affirmation

model

Integration of three evidence-based

interventions: (1) gender affirmation

and safety needs screening; (2) at

least two peer navigation sessions;

and (3) eight peer-delivered culturally

adapted group sessions based in

cognitive behavioural therapy

strategies from the Seeking Safety

programme with an explicit focus on

intersectional oppression and

resistance

Detroit, Michigan

Assigned male at birth and identifies as

female, transgender woman or

another feminine gender identity

Critical

consciousness

Self-identifies as a person of colour (any

racial/ethnic identity except

non-Hispanic white)

History of trauma (i.e. endorses at least

two items on the adapted Trauma

History Screener, which includes IPV

and experiencing or witnessing other

forms of violence)

Living or willing to travel to Detroit

English speaking

TRIUMPH 18 years or older Gender

affirmation

model

Peer health education, peer-led

community mobilization and clinical

integration of PrEP with hormone

therapy to promote PrEP knowledge

and acceptability

Oakland and

Sacramento,

California

HIV negative (confirmed by rapid test)

Report a gender identity different from

the sex assigned at birth

(Continued)
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Table 1. Continued

Intervention Eligibility criteria

Theoretical

framework Intervention components Location

Currently sexually active or intending to

become sexually active, express a

desire to use Prep

Fluent in English or Spanish

Triunfo (TRI-

UMPH)

Implemen-

tation

Study

At least 18 years old Gender

affirmation

model

Expanded on TRIUMPH intervention

(described above) to include peer

health education and navigation to

services relevant to trans women

living with HIV

Oakland, California

Assigned male at birth and currently

identifies as female, trans female or

another transfeminine identity

Fluent in English or Spanish

Abbreviations: ART, antiretroviral therapy; IPV, interpersonal violence; PrEP, pre-exposure prophylaxis.

living with HIV given the documented need for status-neutral
programmes. Fortunately, we were awarded the grant to
develop and pilot a multicomponent intervention designed to
help transgender women of colour living with HIV heal from
violence and trauma. After many conversations, we applied
for and received an additional grant to develop and pilot the
intervention with transgender women of colour not living
with HIV. Although funded at the start of the COVID-19
pandemic, the status-neutral approach named “Kickin it with
the Gurlz” by our team of Latina and Black transgender
women in Detroit has been a success. Across interviews (n
= 11) and focus groups (n = 12) to adapt the intervention
content, participants expressed a desire for status-neutral
groups citing the importance of “breaking down stigma in
community.” While only possible through two separate fund-
ing mechanisms, our team is in a position to examine the
feasibility and acceptability of a status-neutral intervention
with transgender women of colour designed to address both
HIV prevention and care continua outcomes at the outset.

In San Francisco, the UCSF Center of Excellence for Trans-
gender Health (UCSF CoE) has spent the better part of a
decade developing and testing a peer-led, gender-affirming
intervention for transgender women living with HIV, called
Healthy Divas. Significant funding and resources have been
invested in pilot testing and conducting a randomized con-
trolled trial of the intervention (R01MH106373). Based on
the urgent need for such a programme, Healthy Divas was
selected for national dissemination by HRSA’s E2i Initiative
[20]. Further, as part of our UCSF Prevention Research Cen-
ter’s core research activities, we are conducting an implemen-
tation study of Healthy Divas with Cal-PEP, a community-
based organization serving African American transgender
women communities in Oakland, California. As part of this
implementation study, Cal-PEP expressed a strong preference
to adapt Healthy Divas to be status-neutral, similar to the
approach used in the TWEET original research and subse-
quent replication. Additionally, Cal-PEP was facing recruit-
ment barriers due to the fact that the programme is known

to serve people living with HIV and may inadvertently dis-
close a client’s HIV status to the close-knit Cal-PEP commu-
nity. These concerns were so urgent and valid that, in collabo-
ration with Cal-PEP, the UCSF CoE rapidly adapted the inter-
vention’s content to include transgender women who are not
living with HIV, incorporated information about HIV testing
and PrEP in the curriculum and re-trained the peer facilita-
tors to implement the status-neutral version of Healthy Divas.
As a peer counselling and client-centred intervention, Healthy
Divas was designed to be flexible and adaptive to the con-
cerns of the client and was, therefore, amenable to adapta-
tion. However, without adequate testing, we are unsure of the
impact this adaptation might have on the intervention’s effi-
cacy.

The UCSF CoE has also been conducting PrEP research
with Latina transgender women at La Clínica de la Raza, a
community-based clinic in a predominantly Latinx neighbour-
hood of Oakland, California. Triunfo was designed as a peer-
led, PrEP education and community mobilization project to
encourage PrEP uptake and adherence among Latina trans-
gender women at risk for HIV acquisition. As a result of the
focus on those not living with HIV, anyone in the community
who was not able to participate in Triunfo was outed as liv-
ing with HIV, which resulted in inadvertent reinforcement of
HIV stigma and a sense of the programme being unneces-
sarily exclusionary and divisive. Our university-academic part-
nership recently received funding to expand the programme
at La Clinica to include Latina transgender women living with
HIV and study the implementation of a status-neutral version
of the intervention designed to improve both HIV prevention
and HIV treatment.

3 CONCLUS IONS

With evidence and advocacy to support HIV status-neutral
approaches as a means to eradicate HIV stigma globally
[23–25], it is essential that federal funding, such as the
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recent request for applications by the US Centers for Disease
Control (CDC-RFA-PS22-2209) and US National Institutes
of Health (PAR-21-344) focused on low- and middle-income
countries, provides mechanisms for developing and testing
these approaches. Such funding avenues have the potential
to result in better science and implementation outcomes in
a context in which community-based organizations are cur-
rently implementing adapted versions of evidence-based inter-
ventions that have not been rigorously tested. Additionally,
since evidence-based interventions only have an impact on the
HIV epidemic when they are implemented, it is important that
these interventions are consistent with the organizational cul-
ture, mission and value systems of community-based agencies.
Status-segregated interventions can run counter to the needs
of many such agencies to create connections across multiple
intersections, including HIV status.

Social support, community connection and social capital are
important mechanisms that reduce the deleterious impact of
HIV stigma on HIV care continua outcomes, including engage-
ment in care and viral suppression [26–28]. There have been
a handful of promising status-neutral interventions designed
with and for transgender women to increase social support,
community connection and increase access to resources. For
example, LifeSkills, Couples HIV Intervention Program (CHIP)
and Sheroes were designed as status-neutral approaches,
all of which were acceptable and feasible; however, the
outcomes of these studies relied on self-report and precluded
biomedical confirmation (e.g. PrEP adherence and viral load)
[29–31]. Additionally, there are several HIV status-neutral
interventions developed with community-based organizations
that were designed for and by transgender women of colour
across the US, including programmes designed by La Clinica
del Pueblo in Washington, DC and those developed for Latina
trans women at TransLatin@ Coalition. The gold standard for
HIV research within the scientific community now requires
biomedical confirmation of self-reported behaviours. As high-
lighted by Myers and colleagues, future efforts are required
to consider eligibility criteria and outcome measurement using
a status-neutral approach [3]. This advancement will require
working closely with community members to secure trust in
collecting biomedical samples due to historical and ongoing
systemic ethno-racism and cisgenderism and ensuring that we
do not place too much burden on study participants without
adequate compensation. Additionally, we must develop proce-
dures that ensure HIV status is not inadvertently disclosed in
the data collection process.

HIV status-neutral interventions have tremendous potential
to reduce HIV stigma through building solidarity and infor-
mation exchange among trusted peers, as well as addressing
pressing needs that undermine successful engagement across
both the HIV prevention and care continua [3]. However, HIV
status-neutral approaches warrant careful planning with com-
munity partners and consideration of the local context. For
example, there may be additional types of support needed
for HIV disease management and living with a chronic illness
compared to HIV prevention programmes. While there may
continue to be a need for status-segregated programming,
HIV stigma is pervasive and status-neutral approaches can
serve as platform for deconstructing HIV stigma and avoid
the victim-centric approach that has historically predominated

existing individual-level interventions for people living with
HIV [32]. There may also be concerns that status-neutral
approaches may divert funds from people living with HIV. Our
intention is not to advocate for reduced funding or compro-
mise quality of care for people living with HIV but rather to
increase funding for all communities who experience intersec-
tional oppression to reduce HIV inequities.

Community-based organizations strive for inclusivity in
their programming and are reluctant to segregate their ser-
vices based on HIV status. We have an ethical imperative to
respond to the needs of those most impacted by HIV, specif-
ically transgender women of colour. Our HIV intervention
efforts must be designed to decrease or eliminate HIV stigma
among marginalized communities who experience multiple and
interlocking systems of oppression. Funding priorities focused
exclusively on status-segregated intervention research create
an ethical dilemma for HIV researchers wishing to collaborate
effectively with communities most impacted by HIV. As such,
we call upon funders to develop funding mechanisms that sup-
port the development and testing of HIV status-neutral inter-
vention research to reduce HIV stigma, support community
building and fully realize the benefits of biomedical HIV pre-
vention and treatment technologies for all.
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