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IMPLEMENTATION SCIENCE

Randomized Trial of Dynamic Choice HIV Prevention at
Antenatal and Postnatal Care Clinics in Rural Uganda and

Kenya

Jane Kabami, MPH,a,b Catherine A. Koss, MD,c Helen Sunday, MBchB,a Edith Biira, MPH,a

Marilyn Nyabuti, MPH,d Laura B. Balzer, PhD,e Shalika Gupta, MA,e Gabriel Chamie, MD, MPH,c

James Ayieko, PhD,d Elijah Kakande, MPH,a Melanie C. Bacon, RN, MPH,f Diane Havlir, MD,c

Moses R. Kamya, PhD,a,b Maya Petersen, MD, PhD,e and SEARCH Study Team

Background: Pregnant and postpartum women in Sub-Saharan
Africa are at high risk of HIV acquisition. We evaluated a person-
centered dynamic choice intervention for HIV prevention (DCP)
among women attending antenatal and postnatal care.

Setting: Rural Kenya and Uganda.

Methods: Women (aged 15 years or older) at risk of HIV
acquisition seen at antenatal and postnatal care clinics were
individually randomized to DCP vs. standard of care (SEARCH;
NCT04810650). The DCP intervention included structured client
choice of product (daily oral pre-exposure prophylaxis or post-

exposure prophylaxis), service location (clinic or out of facility), and
HIV testing modality (self-test or provider-administered), with
option to switch over time and person-centered care (phone access
to clinician, structured barrier assessment and counseling, and
provider training). The primary outcome was biomedical prevention
coverage—proportion of 48-week follow-up with self-reported pre-
exposure prophylaxis or postexposure prophylaxis use, compared
between arms using targeted maximum likelihood estimation.

Results: Between April and July 2021, we enrolled 400 women
(203 intervention and 197 control); 38% were pregnant, 52% were
aged 15–24 years, and 94% reported no pre-exposure prophylaxis or
postexposure prophylaxis use for $6 months before baseline.
Among 384/400 participants (96%) with outcome ascertained,
DCP increased biomedical prevention coverage 40% (95% CI:
34% to 47%; P , 0.001); the coverage was 70% in intervention
vs. 29% in control. DCP also increased coverage during months at
risk of HIV (81% in intervention, 43% in control; 38% absolute
increase; 95% CI: 31% to 45%; P , 0.001).

Conclusion: A person-centered dynamic choice intervention that
provided flexibility in product, testing, and service location more
than doubled biomedical HIV prevention coverage in a high-risk
population already routinely offered access to biomedical prevention
options.

Key Words: HIV, PrEP, PEP, antenatal care, postnatal care, person-
centered

(J Acquir Immune Defic Syndr 2024;95:447–455)

INTRODUCTION
Pregnant and postpartum women in Sub-Saharan Africa

are at high risk of HIV acquisition,1–4 despite widespread
rollout of pre-exposure prophylaxis (PrEP) in sub-Saharan
Africa and its established safety and efficacy during preg-
nancy.5 In addition to impact on the health of the women
infected, acute HIV infection in pregnancy and postpartum
also elevates the risk of mother to child transmission of HIV.5

A recent estimate attributes an estimated 20%–25% of
perinatal transmission to acute maternal HIV infection.6

Antenatal and postnatal care (ANC) clinics may pro-
vide an underutilized opportunity for reaching and delivering
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HIV biomedical prevention to women during this high-risk
period.7 Antiretroviral therapy delivery for women with HIV
is routinely and successfully integrated in ANC clinics.8,9

However, HIV prevention service delivery remains largely
restricted to HIV clinics, which may exacerbate access and
stigma barriers for women accessing ANC services. Integra-
tion of HIV biomedical prevention delivery within routine
ANC clinics provides an opportunity to leverage existing
infrastructure to reduce these barriers.8,10,11

Optimizing HIV prevention coverage among pregnant
and postpartum women will also require innovative delivery
models able to meet women’s varied and changing needs
during this dynamic period. Providing structured client choice
in products and services has been shown to improve the
coverage of contraception among women,12 and a robust
literature documenting varying client-stated preferences sug-
gests that choice may also be key to optimizing HIV
prevention coverage.13–15 However, little is known about
the actual selections made by pregnant and postpartum
women when offered structured choices in HIV prevention
products and services nor about the impacts of a delivery
model offering such choices on biomedical prevention
coverage.

METHODS

Study Design
We conducted an individually randomized trial

(SEARCH; NCT04810650) to evaluate the impact of a per-
son-centered model for offering women dynamic choices in
HIV biomedical prevention product (PrEP or postexposure
prophylaxis [PEP]), visit location (ANC clinic or out of
facility), and HIV testing modality (self-test or provider
administered) vs. standard of care on HIV biomedical
prevention coverage among women attending an ANC clinic
in rural East Africa.

Study Setting and Participants
Between April and July 2021, we enrolled pregnant and

postpartum women seen at 4 public sector ANC clinics
located in rural Kenya (Homa Bay and Migori Counties) and
Uganda (Mbarara and Bushenyi districts). Clinics were
located at subcounty hospitals in Kenya and level IV facilities
in Uganda. In addition to antenatal, postnatal, and maternity
services, all 4 facilities provide a range of outpatient and
inpatient services, including laboratory, pharmacy, and HIV/
AIDS comprehensive care. ANC and postnatal services are
offered by nurses/midwives and peer mothers.

All clients attending the ANC clinics were screened for
eligibility by the study nurse/midwife. Inclusion criteria were
HIV negative status by country standard HIV testing
algorithm, age 15 years or older, and current or anticipated
risk of HIV acquisition. HIV risk was assessed using both
country-specific Ministry of Health PrEP screening tools16,17

and 2 questions on self-assessment of current risk or
anticipated risk in the coming 3 months. Persons who
screened at risk using either tool were eligible. Both women

receiving antenatal services and women receiving postnatal
services, regardless of birth outcome or breastfeeding status,
were eligible for the study, as were women reporting current
or recent use or PrEP or PEP at baseline. Exclusion criteria
were unable to provide consent or concurrently participating
in another SEARCH trial.

Randomization and Procedures
Consented participants were randomized 1:1 to inter-

vention or control by selecting a sequentially numbered
scratch card, revealing the arm only when scratched by the
participant. The computer-generated randomization sequence,
provided by an independent statistician, was stratified on
country and pregnancy status using a stratified block design
with random block sizes of 2 and 4. Participants were not
blinded to randomization arm, but the study statistician
(L.B.B.) was blinded until trial completion and analysis.

Participant demographics, previous self-reported PrEP
and PEP use, and partner status were assessed at study
baseline (time of randomization). At weeks 24 and 48,
a structured monthly survey was administered in both arms
to retrospectively assess self-report of PrEP and PEP use (ie,
pill ingestion) and perceived risk of HIV acquisition over
each of the previous 6 months.

The survey was administered electronically by study
staff after a detailed training on how to assess self-report of
PreP/PEP use and self-assessed potential HIV exposure from
participants without stigmatizing them. The surveys were
conducted at either facility or off-site location, depending on
the participant’s choice; for participants who were unable to
be seen physically, the survey was completed through phone.

After the survey, HIV rapid tests and HIV RNA testing
(GeneXpert, Cepheid) were conducted among participants in
both arms. A 1-month supply of PrEP was provided to all
participants at baseline. In the control arm, participants were
referred to the HIV clinic for standard HIV prevention
services. Women in the intervention arm were offered
services through the dynamic choice intervention for HIV
prevention (DCP) model.

Study Intervention
We developed the DCP intervention as a theory-driven,

person-centered model focused on offering structured
dynamic choices in HIV prevention products and services.
The intervention was developed using the PRECEDE frame-
work for health promotion strategies to address “predispos-
ing” factors (knowledge, attitudes, or beliefs that affect
behavior), “enabling” factors to facilitate behavior, and
“reinforcing” factors that include consequences of following
a behavior18 and was designed based on the principles of
a person-centered care approach that is sensitive and respon-
sive to individual client choices and preferences.19 Before
study initiation, intervention components were refined based
on qualitative and survey data.

The DCP intervention included (1) structured client
choice of biomedical prevention product, HIV test modality,
and location of service delivery, with the option to switch
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between these choices over time (enabling and reinforcing)
and (2) person-centered care, including provider training
(predisposing, enabling, and reinforcing), structured barrier
assessment (reinforcing), counseling (predisposing, enabling,
and reinforcing), and phone access to a clinician
(reinforcing).

The DCP intervention was integrated within antenatal
(ANC)/postnatal (PNC) clinics within public health centers
and delivered by study midwives and nurses in the ANC
clinics or preferred service location choice. Client visits for
intervention delivery occurred at weeks 0, 4, 12, 24, and 36.
At each visit, clients were offered structured choices in the
following domains: (1) biomedical prevention product—daily
oral PrEP [tenofovir disoproxyl fumarate (TDF)/lamivudine
(FTC) or TDF/emtricitabine (3TC)] or PEP with tenofovir/
lamivudine/dolutegravir provided from the Ministry of Health
supplies (with condoms as an additional option); (2) HIV
testing—choice of blood-based rapid test or oral HIV self-test
(OraQuick); and (3) service location for the next visit—health
facility or out of facility in a community setting of the
participant’s choice. PrEP and PEP were given based on
country guidelines.16,17 For participants selecting PrEP, up to
a 3-month supply was provided at each visit. PEP was offered
with a “pill-in-pocket” option of 3–5 pills to have on hand for
unanticipated HIV exposures, as well as an HIV self-test
(HIVST) kit. Participants were instructed to take PEP as soon
as possible after an exposure and to contact the study
midwife/nurse for rapid HIV testing and the remaining supply
of PEP.

All providers were trained on person-centered deliv-
ery before the study launch. Training explicitly focused on
the principle of offering choices without imposing the
provider’s own views on what might be best for the client
and included case studies to illustrate how providers can
support agency in client decision-making. The training
emphasized delivery of warm patient-friendly services to
foster provider–client trust in discussing HIV risk and the
best available option without fear of feeling judged. During
the study, providers met monthly to share insights and
experiences, and 6 scheduled 60-minute on-job booster
trainings were held.

Person-centered care offered at each intervention visit
included structured assessment of barriers to PrEP/PEP start
and adherence, with personalized plans developed in
response, and psychological support for trauma. Participants
were also provided with a phone contact of a provider to
consult and ask any questions, available 24 hours a day, 7 d/
wk. In addition, staff contacted all participants who initiated
PrEP or PEP by phone to assess adherence and any other
concerns every 2 weeks in the first month and monthly
thereafter.

Standard Of Care
At enrollment, participants were referred to standard

HIV prevention services, including screening for PrEP
eligibility at the adjacent HIV clinic. Among persons
initiating PrEP, PrEP was provided for a 1-month supply at
baseline and for a 1-month to 3-month supply at follow-up

visits, with standard rapid blood-based HIV testing, at the
health facility. PEP was not routinely available except in
cases of sex-based violence or occupational exposure (see
Table S1, Supplemental Digital Content, http://links.lww.
com/QAI/C217).

Outcomes
The primary outcome was 48-week biomedical pre-

vention coverage, defined as the number of months during
which a participant reported using either PrEP or PEP (ie, pill
ingestion) divided by the number of months assessed. Bio-
medical prevention coverage during periods of retrospectively
self-assessed HIV risk was defined as a prespecified second-
ary outcome. HIV seroconversion, defined as any reactive
HIV self-test or HIV rapid test (per national testing algorithm)
with confirmatory HIV RNA testing, was assessed and
reported in both arms. Within the intervention arm, we also
reported choice of DCP components over follow-up.

Statistical Analyses
The target sample size of 400 persons was designed to

ensure 80% power to detect at least a 10% absolute increase
in biomedical prevention coverage in the intervention versus
control arm of the trial (see Statistical Analysis Plan,
Supplemental Digital Content, http://links.lww.com/QAI/
C218). Primary and secondary outcomes were compared
between arms using targeted minimum loss estimation and
adaptive prespecification, which uses machine learning to
optimize precision through flexible adjustment for baseline
covariates while preserving Type 1 error;20,21 adjustment
variables included pregnancy, age, country, and prior use of
PrEP/PEP. Prespecified subgroup analyses included preg-
nancy, age, alcohol use, and prior use of PrEP or PEP.
Analyses were conducted using R (version 4.2.1).22

Ethical Approval
We obtained approval from the ethics committee of the

University of California; San Francisco Committee on Human
Research (San Francisco, CA); the Kenya Scientific and
Ethics Review Unit; the National Commission for Science,
Technology, and Innovation (Nairobi, Kenya); Ugandan
National Council for Science and Technology; and Makerere
University School of Medicine Research and Ethics Com-
mittee (Kampala, Uganda). All participants aged 18 years or
older provided written consent to participate in this study.
Participants aged 15–17 years who did not meet the definition
of emancipated minors required an adult witness to consent
for their participation.

RESULTS

Study Participants
Of 1095 women aged 15 years or older screened for

eligibility, we enrolled 400 women (203 intervention and 197
control) (Fig. 1). Among enrolled women, 52% (N = 208)
were aged 15–24 years, the median age was 24 years (IQR:
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20–29), 78% (N = 310) were married or cohabiting, 38% (N =
154) were pregnant, and 94% (N = 378) reported at least 1
partner during the previous 6 months with HIV positive or

unknown status (Table 1). Only 6% (N = 25) of participants
reported using PrEP or PEP in the 6 months before
enrollment.

FIGURE 1. CONSORT diagram.

TABLE 1. Baseline Characteristics of Study Participants By Arm and Overall

Intervention (N = 203), (%) Control (N = 197), (%) Total (N = 400), (%)

Aged 15–24 yrs 106/203 (52) 102/197 (52) 208/400 (52)

Country

Kenya 103/203 (51) 98/197 (50) 201/400 (50)

Uganda 100/203 (49) 99/197 (50) 199/400 (50)

Marital status

Single (never married) 49/203 (24) 39/197 (20) 88/400 (22)

Married/cohabitating 154/203 (76) 156/197 (79) 310/400 (78)

Divorced/separated/widowed 0/203 (0) 2/197 (1) 2/400 (0)

Occupation

Farmer 64/202 (32) 64/197 (32) 128/399 (32)

Housewife 33/202 (16) 24/197 (12) 57/399 (14)

Shopkeeper/market vendor 26/202 (13) 20/197 (10) 46/399 (12)

Student 18/202 (9) 21/197 (11) 39/399 (10)

No job 14/202 (7) 16/197 (8) 30/399 (8)

Manual labor/construction 1/202 (0) 1/197 (1) 2/399 (1)

Fishing/fishmonger 4/202 (2) 4/197 (2) 8/399 (2)

Other 42/202 (21) 47/197 (24) 89/399 (22)

HIV risk enrollment criteria

Ministry of Health only 3/203 (1) 1/197 (1) 4/400 (1)

Self-assessed (current/anticipated) only 8/203 (4) 9/197 (5) 17/400 (4)

Ministry of Health and self-assessed 192/203 (95) 187/197 (95) 379/400 (95)

HIV risk by sexual partners

Partner with HIV or unknown status (any, past 6 mo) 192/203 (95) 186/197 (94) 378/400 (94)

Primary partner with HIV* 34/101 (34) 37/99 (37) 71/200 (36)

Primary partner with HIV on ART† 31/32 (97) 32/32 (100) 63/64 (98)

Alcohol use (any, prior 3 mo) 14/203 (7) 12/197 (6) 26/400 (6)

Pregnant 80/203 (39) 74/197 (38) 154/400 (38)

PrEP or PEP use (any, prior 6 mo) 11/203 (5) 14/197 (7) 25/400 (6)

*Among participants reporting a primary partner.
†Among participants reporting their primary partner is living with HIV.
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Implementation of DCP Intervention
At week 4 after enrollment, 84% of eligible

intervention participants (171/203) were seen and offered
person-centered care and structured choice of product,
test modality, and location for their next visit. This
increased to 95% of participants (192/203) at 12 weeks,
92% (186/203) at 24 weeks, and 93% (188/203) at 36
weeks.

At baseline visit, 98% of intervention participants
(198/203) chose PrEP, declining to 69% (129/188) at week
36. Across intervention visits, 10% of participants (20/203)
chose PEP at least once during the follow-up (Fig. 2A; see
Table S2, Figure S1, Supplemental Digital Content, http://
links.lww.com/QAI/C217). The number of participants
selecting none of the prevention options increased from
0% at baseline to 22% (42/188) at week 36. At baseline,
22% of participants (44/203) chose an out-of-facility
location for their next visit; this increased to 46% (87/
188) at week 36; 76% of intervention participants (155/203)
chose out-of-facility delivery at least once (Fig. 2B).
Selection of self-testing ranged from 18% (34/192) to
57% (106/186) across intervention visits; 82% of interven-
tion participants (167/203) chose self-testing at least once
(Fig. 2C).

Biomedical Prevention Coverage
The primary outcome was ascertained in 384/400

women (96%), 97% (196/203) in the intervention arm and
95% (188/197) in the control arm. The intervention
increased biomedical prevention coverage by 40% (absolute
percentage point increase; 95% CI: 34% to 47%; P ,
0.001). A mean of 70% (95% CI: 65% to 74%) of follow-up
time was covered by biomedical prevention in the inter-
vention arm and 29% (95% CI: 25% to 34%) in the control
arm (Fig. 3A). Similar effect sizes were seen in subgroups
defined by country, age, baseline pregnancy status, partner
HIV status, and alcohol use. Among the control arm
participants, all of whom were referred to standard-of-care
HIV prevention services after baseline risk screen, 28% (56/
197) reported no use of PrEP or PEP during follow-up, and
only 10% reported 100% biomedical prevention coverage
during follow-up. By contrast, only 9% (18/203) of the
intervention arm reported no use of PrEP or PEP during
follow-up, and 37% of intervention participants (76/203)
reported 100% coverage.

Although all participants reported current or anticipated
HIV risk at baseline, participants’ self-reported experience of
HIV risk (assessed retrospectively at weeks 24 and 48), as
well as their use of PrEP and PEP, varied over time (Fig. 4).
When follow-up time was restricted to periods of retrospec-
tively self-assessed risk, biomedical prevention coverage was
higher in both the intervention arm (mean 81% of at-risk
follow-up time covered by biomedical prevention) and the
control arm (43% of at-risk follow-up time covered). The
intervention increased biomedical prevention coverage during
time at-risk by 38% (absolute increase; 95% CI: 31% to 45%;
P , 0.001) (Fig. 3B).

FIGURE 2. Choice of DCP intervention components over time. A,
Choice of prevention product. B, Choice of HIV testing modality.
C, Choice of visit location (clinic or out of facility/off site).
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HIV Seroconversion
Three participants, 1 in the control arm and 2 in the

intervention arm, seroconverted during follow-up. All 3
participants were aged 24 to 29 years and had a partner or
husband of unknown HIV status. In the intervention arm, 1
participant who seroconverted chose PrEP but reported
missing 10 doses because of travel around the time of
delivery, while the second participant reported no use of
PrEP. The 1 participant who seroconverted in the control arm
reported no use of PrEP during follow-up. Both women who
reported no use of PrEP cited partner or peer disapproval as
a barrier to starting PrEP.

DISCUSSION
In this randomized trial, we implemented a DCP

intervention that offered clients structured choice of PrEP
or PEP, HIV testing type, and visit location using a person-
centered approach. The intervention more than doubled HIV
biomedical prevention coverage (based on self-reported use)
among pregnant and postpartum women compared with
standard of care, with similar effect sizes among both
younger and older women and during the antenatal and
postnatal periods. Coverage was higher in both study arms
during periods when participants retrospectively assessed
themselves to have been at risk of HIV acquisition,

FIGURE 3. Effect of intervention on
proportion of follow-up time with self-
reported use of PrEP or PEP, overall and
by subgroups. A, Biomedical prevention
coverage (primary outcome). B, Bio-
medical prevention coverage restricted
to months with self-reported risk of HIV
acquisition. Effect estimates regarding
the difference in average biomedical
prevention coverage between interven-
tion and control arms.
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suggesting that participants may have modified their bio-
medical prevention use based on anticipated risk. However,
the intervention also more than doubled biomedical pre-
vention coverage when follow-up was restricted to periods
of risk.

Previous work has demonstrated that offering women
choices in product and delivery can improve contraception
coverage.12 A range of discrete choice experiments have
further documented that clients’ stated preferences for
delivery of HIV biomedical prevention services differ,12–
14,23 suggesting a key role for client choice in optimizing HIV
prevention coverage. Our study is among the first to
document the choices actually made (ie, revealed preferences)
by clients when offered structured choices in HIV prevention.
It is also among the first to demonstrate that an intervention
offering structured dynamic client choices can substantially
increase HIV biomedical prevention coverage.

The DCP intervention we evaluated was anchored on
a foundation of person-centered care. A core component of
the intervention was provider training on how to offer choices
in a way that maximized client agency and in the context of
warm and respectful interactions and accessibility to address

questions or concerns. The DCP intervention offers 1 possible
well-specified model for integrating structured dynamic client
choices into prevention delivery. When choices were offered
in this context, women made a range of choices. In particular,
they differed in their selection of self-testing versus provider-
administered HIV testing and in their selection of clinic
versus out-of-facility delivery, and these selections evolved
over time.

Our findings strengthen previous reports of the unmet
need for effective models for delivery of biomedical HIV
prevention services to pregnant and postpartum women in this
rural East African setting. A recent programmatic study in
Kenya in 2022 found that only 32% of women retested for
HIV during pregnancy and ,30% retested postpartum.24

PrEP uptake and retention also remain low in this priority
population.23 In our study, despite eligibility for PrEP and
active referral to existing standard-of-care services, PrEP
coverage among women in the control arm was also low: 28%
of control participants reported no use of PrEP or PEP during
48 weeks of follow-up.

By contrast, uptake and retention on PrEP seen in our
intervention arm was higher than both the standard of care

FIGURE 4. Heatmaps of self-reported HIV risk and use of biomedical prevention, by arm over time.
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and that reported in other studies conducted among groups,
such as young women, with higher rates of new HIV
diagnoses.25,26 Furthermore, over 90% of women in the
intervention arm retested during intervention delivery visits
that spanned the antenatal and postnatal periods, with almost
all women retesting multiple times. The option to select self-
testing and to select out-of-facility service delivery may have
contributed to these results. In our study, 76% of women
chose out-of-facility HIV prevention service delivery of PrEP/
PEP refills and 82% of women chose a self-test at least once
during follow-up. Both options avoid the need for travel to
clinic, which may be particularly helpful during the post-
partum period when women are caring for 1 or more newborn
infants. These results align with previous work reporting high
uptake of self-testing among pregnant women attending
ANC27 and documenting the use of self-testing to support
the successful delivery of PrEP.28–30 Interestingly, however,
only 18%–57% of women in our study opted for self-testing
at any given visit, and only 22%–46% of women selected off-
site location for any given visit. This heterogeneity of client
preferences suggests that any one-size-fits-all option is likely
to fall short and highlights the key role of offering client
choice, including the option to switch over time, in HIV
prevention service delivery.

By contrast to the heterogeneity in clients’ choices of
testing and location of services, 98% of women in this study
initially selected PrEP for HIV prevention, and PrEP
remained the most chosen prevention product at all interven-
tion visits. Nonetheless, 10% of women chose PEP at least
once during follow-up. Further study is needed to understand
the optimal use of PEP in this priority population and its
potential to serve as a bridge to other prevention options.31

Importantly, although the intervention facilitated client
choice and increased prevention coverage, both selection of
any biomedical prevention option (PrEP or PEP) and
participant-reported use declined over the course of the study
in the intervention arm, and overall biomedical prevention
coverage remained suboptimal. Additional biomedical pre-
vention products such as long-acting injectable cabotegra-
vir32,33 may help to overcome remaining barriers to PrEP use
and further optimize biomedical prevention coverage. The
DCP intervention we evaluated is explicitly designed to
facilitate the integration of such novel products as they
become available.

Our study supports previous work documenting the
potential for HIV biomedical prevention services to be
directly integrated into ANC, to augment existing services
for the prevention of perinatal transmission.23 A recent
mathematical modeling study suggests that such integration
has the potential to reduce not only HIV incidence among
pregnant and postpartum women and meaningfully reduce
perinatal transmission of HIV but also to affect overall HIV
incidence.7 Furthermore, in contrast to the current standard
practice in these rural settings of offering PrEP at the HIV
clinic, ANC clinics offer an HIV-status–neutral setting for
delivery of prevention services, which may improve PrEP
retention through reduction of stigma and convenience of
a “one-stop shop”.34 Our study demonstrates that integration
of HIV prevention delivery in a routine ANC setting in

regions with high HIV prevalence using a person-centered,
choice-based model is both feasible and effective for
increasing biomedical prevention coverage. The DCP inter-
vention delivered at scale would be incorporated into the
regular structured visits at public facilities to facilitate choice,
with additional training to providers on barrier assessment
within existing facilities.

Our study has limitations. Our primary outcome of
biomedical prevention coverage was assessed through self-
report. Participant-assessed retrospective risk of HIV acqui-
sition may have been differential by arm, if, for example,
person-centered care led to increased disclosure in the
intervention arm; for this reason, prevention coverage during
periods of retrospectively assessed risk was prespecified as
a secondary rather than primary outcome. Finally, this pilot
trial was not powered to assess the impact of the DCP
intervention on HIV incidence. The effect of the DCP
intervention delivered at scale as part of a multicomponent
intervention is being evaluated in an ongoing large cluster
randomized trial.

CONCLUSIONS
In conclusion, a person-centered DCP intervention that

provided flexibility in prevention product, testing, and service
location more than doubled biomedical HIV prevention
coverage compared with the standard care among pregnant
and postpartum women in rural East Africa, a high-risk
population already routinely offered access to biomedical
prevention options. This randomized trial represents one of
the first studies to systematically offer a structured interven-
tion for biomedical prevention options using a theory-based,
person-centered dynamic choice model that adapted services
based on HIV exposure risk and life circumstances over time.
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