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Abstract

Background The Canadian province of Manitoba has reported a 52% increase in HIV diagnoses during the past 5
years. Females are disproportionately affected by HIV and multiple intersecting health and social challenges, including
houselessness, injection drug use, sexually transmitted and blood borne infections, and mental health conditions.
Program and service development often ignore people’s complex lived experiences. Our aim was to describe
recommendations made by people living with HIV (PLHIV) to inform a person-centred HIV cascade of care valuing the
needs and ideas from PLHIV.

Methods This qualitative study was conducted between October 2022 and May 2023. Thirty-two women, men,
and gender-diverse participants completed a semi-structured interview. Interviews were recorded, transcribed, and
analyzed using NVivo 12, deploying thematic analysis to understand major themes related to recommendations to
care. This manuscript focuses on questions related to recommendations for the HIV cascade of care.

Results Recommendations fell within two major themes:'Meeting people where they are at’and an HIV educational
strategy. The first theme included three main categories to make HIV services more accessible. (1) psychological
(social programming, peer support during diagnosis, increased mental health services), (2) biomedical (HIV outreach,
HIV services outside 9 =5 h, specialized care outside metropolitan areas, universal coverage for HIV medicines), and (3)
social (transportation support, emergency housing, financial support) supports. The HIV educational strategy included
five major categories: (1) physical posters and billboards in highly transited areas; (2) community meetings with
peer-led education; (3) comprehensive sex education in schools; (4) training primary healthcare providers on stigma
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and discrimination; (5) and social media campaigns to reach younger audiences. We report on gender differences for
recommendations where they arose. The themes described by PLHIV suggest a need to implement HIV care delivery
models that will connect and maintain people in HIV care in Manitoba.

Conclusions This study provides practical and person-centred strategies that could bridge the barriers PLHIV face
when accessing and remaining in HIV care and expanding education and prevention about HIV in Manitoba.

Keywords HIV, Mental health, HIV care implementation, Community-based research, Qualitative research

Background

For two consecutive years, the province of Manitoba,
Canada, has reported its highest ever increase in HIV
diagnoses [1, 2]. People newly diagnosed with HIV often
experience intersecting health and mental health dis-
parities and social-structural marginalization [1, 2]. In
Manitoba, the ratio female: male is similar (102 females
and 93 males diagnosed with HIV in 2022) and females
newly diagnosed with HIV have higher proportions of
houselessness, injection drug use, co-infections of sexu-
ally transmitted and blood-borne infections (STBBIs),
and mental health conditions [1-4]. This highlights the
need for holistic and gender-based recommendations for
HIV care models, grounded in people’s lived and gen-
dered experiences. Similar to other places, people living
with HIV (PLHIV) in Manitoba often lack proper access
to (mental) health, addictions services, and accessible
HIV care, such as HIV outreach and social programs;
for people experiencing houselessness and substance
use dependence, barriers to care are often exacerbated
[5]. Moreover, PLHIV report experiencing stigma and
discrimination by primary healthcare providers and
social networks, creating additional barriers to care [5].
Addressing these barriers in an effort to connect to and
maintain PLHIV’s care is crucial to improve health out-
comes and prevent transmission.

Communities and advocates in HIV care have actively
sought to participate in policy and decision-making
since the start of the HIV epidemic [6-9]. Many activ-
ists emphasize the need for greater involvement of peo-
ple living with HIV principles which emphasize PLHIV’s
agency and right to participate in decision-making pro-
cesses related to their health by providing opportunities
for growth, connection, empowerment, and decision-
making [9]. Health providers and organizations also
benefit from for greater involvement of people living
with HIV as they gain first-hand knowledge and insights
from their clients’ experiences with their services [9, 10].
However, challenges such as low skills level to engage in
projects and funding constraints to meaningfully involve
PLHIV can limit PLHIV’s engagement in HIV pro-
grams and system designs [9]. For example, researchers
in Ontario found challenges, particularly among under-
served groups, of incorporating these principles into the
practice of HIV organizations. Some of these challenges

related to the contextual setting such as PLHIV facing
stigma and discrimination by disclosing their HIV status
and engaging with HIV organizations. Other challenges
found by the researchers included the limiting circum-
stances PLHIV can actively engage with these organiza-
tions. For instance, it was found that HIV organizations
offer volunteer or part-time positions with very specific
skill set requirements that not many PLHIV could apply
to which leaves many disconnected from engaging in
this work [10]. Their findings emphasize that even within
HIV specific environments, PLHIV’s experiences are not
been prioritized so that they could have an input into
changes to HIV services. With these findings in mind,
our objective was to listen to and outline the recommen-
dations made by PLHIV to improve HIV prevention and
the HIV cascade of care to create a more person-centred
and accessible model of care.

Methods

We conducted 32 in-depth semi-structured interviews
with PLHIV in Manitoba between October 2022 and May
2023. The goal was to understand PLHIV’s recommenda-
tions to make HIV care more accessible in Manitoba con-
sidering the rising numbers of new HIV diagnoses. Study
Setting.

Located in central Canada, Manitoba has the 5th high-
est population of all Canadian provinces [11]. Most of
the 1.4 million people in the province live in the cities of
Winnipeg (~900,000) and Brandon (~ 55,000). This study
was conducted in the three clinic sites of the Manitoba
HIV Program, two located in Winnipeg and one in Bran-
don. The Winnipeg Regional Health Authority accounts
for the region with the majority of new HIV diagnoses in
Manitoba at 65.7% in 2021 [2]. Two of these clinics pro-
vide many resources beyond biomedical services such as
harm reduction resources, financial resources, showers,
and washing machines. Most clients from these clinics
are already connected to care, though people who are in
and out of care also access their services.

Participants

Participants had to be at least 18 years old and reside
in Manitoba. A Research Advisory Committee, Peer
Research Team, Indigenous Cultural Advisor, HIV service
providers, and community stakeholders informed the
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inception, development, and data analysis for this study
to ensure the research remains grounded in PLHIV’s
lived experiences [12]. We used purposive sampling to
recruit women, men, and gender-diverse people from dif-
ferent backgrounds (e.g., ages, cultural background, lan-
guages spoken) and with various experiences in HIV care
(e.g., participants who have been in HIV care continu-
ously since their diagnosis, participants who have been
in-and-out of HIV care). Fifty-four people expressed
interest in participating in this study. The final sample
was 32 participants after 21 did not meet the inclusion
criteria, and one person withdrew after completing the
initial consent form for personal reasons.

Data collection

Recruitment and data collection processes were carried
out by the EVA, peer co-researchers, and the Indigenous
Cultural Advisor. Detailed information on the extensive
community consultations for the data collection process
and tools can be found elsewhere [5, 12]. The interview
guide, for example, was co-developed with people with
lived experience of substance use, houselessness, and
interpersonal violence, as well as HIV and is fully acces-
sible in the published protocol [12]. Questions related
to recommendations included “What changes do you
think would make it easier for you (and other people liv-
ing with HIV) to access care?” and “What do you think
is the best way [how do you want] to learn about pre-
vention and treatment of STBBI's and harm reduction
practices?” After obtaining participants’ verbal or writ-
ten consent, participants completed an in-depth semi-
structured interview [12]. Participants received $50 CAD
for their time, and reimbursement for any transportation
and childcare costs to enable their participation. Inter-
views were audio recorded, transcribed using Otter.ai,
reviewed for accuracy by EVA, and coded using NVivo
12. This manuscript focuses primarily on the interview
data related to recommendations to HIV prevention and
HIV cascade of care.

Data analysis

We used thematic analysis, originally developed by Braun
and Clarke [13], which facilitates deeper connection with
the data, and allows researchers to recognize their sub-
jectivity in the development of patterns [14]. Qualitative
data analysis started with open coding by EVA, who led
the data collection in HIV clinics, to identify all potential
recommendations to HIV care in participants’ conversa-
tions. Twenty-seven changes and recommendations were
initially created from the data. The larger research team
reviewed the initial codes to group recommendations
under larger themes. To decide on different pattern and
themes among the recommendations, the research team
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discussed which specific areas of HIV care the recom-
mendations fell under. Understanding that HIV care is a
complex continuum, we wanted to agree upon and define
themes that would be most helpful for making changes in
HIV care in Manitoba. We found two major themes for
recommendations: “Meeting people where they are at’,
and an HIV educational strategy. Meeting people where
they are at includes three categories (psychological sup-
ports, biomedical supports, social supports) and the HIV
educational strategy includes five categories (printed
posters and billboards, community meetings, sex edu-
cation in schools, primary healthcare providers, social
media campaigns). We looked for gender differences
across categories and report on them as they appeared.

Results
Table 1 reports the sociodemographic information of
participants interviewed in this study.

Qualitative findings from 32 participants are presented
below. Figure 1 portrays the themes, categories, and sub-
categories through a mind map. Women, men, and gen-
der-diverse participants often brought the same kinds of
recommendations forward; however some findings dif-
fered by gender, which we detail below.

Meeting people where they are at

Many participates talked about the challenges of access-
ing ‘traditional’ HIV care models (e.g., fixed appoint-
ments between 9 am-5 pm). Thus, many participants
suggested making HIV care more “flexible” to enhance
opportunities for care. According to participants, a “flex-
ible” HIV care model includes proactive outreach and
treatment (i.e., actively going to people who need HIV
care rather than waiting for them to come to the HIV
clinics on their own) while wrapping people around psy-
chosocial supports. Findings revealed three main catego-
ries of support that are needed for accessible and optimal
care: (1) psychological (2), biomedical, and (3) social.

Psychological supports

Mental health services

Participants emphasized the need to expand mental
health services as those currently available are insuffi-
cient and fail to meet PLHIV’s needs. According to par-
ticipants, PLHIV routinely struggle with trauma, mental
health conditions, or substance use dependence. They
explained that dealing with mental health conditions
and/or substance use can make it difficult to seek out and
attend to HIV care. Providing swift and accessible link-
age to mental health professionals and addiction services
would better enable people to seek out and stay involved
in HIV care.
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Table 1 Sociodemographic information of people living with Table 1 (continued)

HIV in Manitoba interviewed in this study

20,000 - 29,999 CAD /Year

2(63)

Variable (N) Frequency n (%)

Variable (N) Frequency n (%) 30,000 - 39,999 CAD /Year 3(94)

Age in years (N=32) 44.03 years (24— 63) 40,000 - 49,999 CAD /Year 3(94)

Mean (Range) >50,000 CAD /Year 161)

Genderdentity (N=32) Prefer not to say 2(63)

Woman 10 (31-3) ) o

Housing Situation
Man 18563) Living Alone (N=32) 10 (31:25)
Trans Wornan Living with Partner (N=32) 6(1875)
Trans Man Living with Children (N=32) 3(939)
NOﬂ*BH’?&?fz/ 16D Living with Roommates (N=32) 5(15:63)
Two-Spirit 2(63) Living with Extended Family (N=31)" 8(25)
Other 131 Experiencing Housing Instability (insecure housing, 14 (43-75)
Prefer not to say shelter, transitional housing, houseless) (N=32)

Sex (N=32) “Two-Sprit refers to an umbrella term used by Indigenous people to capture the
Male 21 (65:6) experiences of people who do not fit within the male and female binary [15].
Female 10 313) The Cér?adian Institute§ of Health Research defines Two-Spirit as “Community

organizing tool for Indigenous Peoples of Turtle Island [Canada] who embody
Intersex 0 diverse sexualities, gender identities, roles and/or expressions”
Prefer not to say 1361 5Not all participants wanted to reveal identifiable information

Sexual Orientation (N=32) °Not mutually exclusive categories
Lesbian
Gay 8 (25) I went to the hospital because I wanted to quit drugs
Bisexual 6(1898) because my drug addiction was taking a toll on my
Asexual mental health. Like I was literally going into psycho-
Heterosexual 15 (469) sis a lot of times, but they will just turn me away.
Pansexual I'm like, ‘I really need to be in the hospital right now
Other 63) I.. Don’t turn them away. They could actually be in
Prefer not to say 31) danger of harming themselves or others (Participant

Cultural Background (N=32) 40, Woman).

Indigenous- First Nations 15 (469) I would probably add a lot more counselors. I just
Indigenous— Métis 4(125) want to stress that we need more mental health ser-
White/European 4(12:5) vices. Because even the doctors and nurses will tell
Southeast Asian 4(125) you, that [psychological supports] is what keeps
Other >(156) people alive. It’s not the medications, always it’s the

Marital Status (N=27)° frame of mind. And if you get people that have his-
Smg"e 18 (563) tory, that have all this other baggage, and they can
Married 0 get rid of some of that baggage, they [will] have more
Divorced 2(63) self-confidence. It's easier to deal with the other crap
Cémmon Law 7@19) [HIV], with the medications and it becomes man-
\é/tlchjZNEd g ageable. It’s easier to d?al with ﬂ}tat [HIV] if you've

Highest Level of Education (N=30)" got the baggage dealt with (Participant 54, Woman).
K-12 21 (656)

Certificate, Diploma, vocational course froman 6 (18-8) One woman participant advocated for more counsel-
educational institution ling targeted toward the unique needs of women who
Bachelor's Degree 3(94) have experienced violence, as there remains a lack of
Master’s Degree 0 resources/services addressing the effects of gendered
Doctorate 0 forms of violence on people’s health and wellbeing.

Other 0 ,

Income (N=31)? More one on one gounselzng for women, maybe
10,000 CAD/Year 12379) more for <g'lrls, There is a lot of violence. I /fnow what
10,000— 19,999 CAD /Year 8 (25) they're going through, there are a lot of pigs [sexual

assailants] out here (Participant 63, Woman,).
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Fig. 1 Mind map of recommendations to HIV cascade of care from people living with HIV in Manitoba

Peer support during HIV diagnosis

Participants of all genders recalled receiving a diagno-
sis as an extremely traumatic experience. Most said that
they would have liked to talk to somebody who also lives
with HIV to provide them with hope, guidance, and help
them stay calm. Hearing about living with HIV in plain
language and via informal conversations (rather than in a
formal conversation with a health provider) was also per-
ceived to be a useful strategy to ensure patients under-
stand the nature of their diagnosis and feel comfortable
to ask questions about what is going to happen to them.
Many participants were on their own and with little
social support at the time of their HIV diagnosis, and
they would have appreciated a “role model” to show them
it is possible to have a life after diagnosis.

I think I was looking for someone to tell me that
everything was going to be okay and what I needed
to do was these steps to get where I'm trying to go
and not give up (Participant 39, Woman).

I say it'’s so important to [have] a peer there. So that
they can say to them, ‘listen I've had it for 20 years,
and I'm still here. It's not a death sentence. You
know, it's a chronic illness that you have to deal with,
period. Because it's not a doctor. It's not somebody
who's just clinical tech to tell you all the data and

everything else. But if it’s somebody that’s taking the
medications, lives it, deals with the side effects and
all this. There’s a lot of little tricks in dealing with it
that most people don’t [know]. It’s like, in those days,
you know, when you were told you're HIV positive,
you didn’t plan ahead. And if I knew that I'd be alive
today then, my life would have been completely dif-
ferent (Participant 48, Man).

Just knowing that there’s someone there sharing
something that you have in common, that common-
ality is key, it can make a difference. Like whether
you want to belong to something or not or feeling like
you belong. Or, feeling like you are worth (Partici-
pant 57, Non-Binary).

Social programming

Participants wanted more low-barrier, drop-in, and infor-
mal opportunities for connections with peers living with
HIV. They highlighted the need for more access to peer
resources and spaces to reduce internalized stigma, gain
hope to live a fulfilling life with HIV, build self-confi-
dence, support their mental health, and teach and learn
unspoken realities of living with HIV.

Confidence, it offers them. To learn about self
respect. And the most important thing is that you
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learn about other people’s experiences, and you get
strength from other people. For example, I knew
there were people out there that were 5-10-20
years HIV positive, so I knew it was attainable for
myself. And I know when I was molested when I
was younger, and 1 had gone to some groups, when
I could find them sporadically. I knew that there’s
people surviving and thriving and I knew that would
help me. And you learn things, you learn how people
cope with certain situations, because it’s very simi-
lar. And you identify with them, you have a cama-
raderie. And this is what a lot of these groups help
the most. Even some of the staff have said for years,
it's not the medication that keeps you alive, it’s your
mind. And they don’t [have many social groups],
that’s unfortunate (Participant 54, Man).

Some participants who self-identified as women sug-
gested more groups for young women and their families.
They wanted spaces where women could navigate shar-
ing their HIV diagnosis with their family members. One
man lamented the closure of men-specific resources and
advocated for more support groups for men who have
been sexually assaulted as children, suggesting the need
for services that address gendered-based challenges and
needs.

Biomedical supports

Participants recommended changes to the way the medi-
cal delivery of HIV care occurs in Manitoba. The senti-
ment for these changes surrounded the need to take
healthcare outside of the traditional clinics and into the
places people newly diagnosed with HIV often access,
such as emergency shelters.

HIV outreach

Participants noted the need for a dedicated HIV outreach
team that goes into the community to bring HIV services
to people. Participants emphasized that many people,
especially those struggling with houselessness and sub-
stance use, will benefit the most from this expansion of
services as they have the most challenges attending tradi-
tional HIV clinics.

[1] envision some of them [PLHIV not connected to
HIV care] would feel more safe for the healthcare
providers to go in their area. If, for example, to go
even more where they are. Or because they don’t feel
safe going in [an HIV clinic]. Where here I kind of
envision having a community outreach thing. I'm
trying to put myself in their shoes (Participant 33,
Man).
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You got to have more outreach going to these people
and saying hey how are you guys doing? Yeah if we
come here [HIV clinic] it’s really good they take our
blood and everything but it still not outreach, you
gotta reach out to them... Seriously in all my fucking
years of this [living with HIV], I've never seen any
outreach man with all the problems we have here
... Nobody actually confronts a person and says, hey
it seems like you are not doing well. And sometimes
man, that’s just all fucking someone needs to hear,
somebody they care about and [treats them] like a
human instead of a fucking junkie (Participant 52,
Man).

Outreach is part of the same thing. It's [about] get-
ting out, meeting people where they’re at, talking to
them, like the tent cities, and being able to go in and
like “Hi, I'm [name] and this is why I'm here. And
if you want a [HIV] kit here they are. You want to
see how they work. I can show you how they work’ 1
think we were to get a lot more people earlier in their
diagnosis if we were able to do that (Participant 44,
Man).

HIV services outside 9 am- 5 Pm

Some participants discussed how traditional HIV clinic
hours, Monday to Friday 9 am to 5 pm, create access
barriers for many PLHIV, especially those who are using
substances, as they tend to lose track of time. While they
recognized the incredible work and how overworked and
burnt-out HIV service providers are, they emphasized
that expanding the hours of operations to weekends or
after hours could better support PLHIV. Likewise, peo-
ple recommended more availability for walk-in appoint-
ments as some people can forget their appointments
when using substances.

Oh, they’re going to lynch me for saying this. Sat-
urday, be open Saturdays. I know nobody wants to
work on a weekend. Sometimes it’s just for getting
tested ... Say you are a drug addict. I'm like, how
about if I see you on a Saturday, rather than party
(Participant 51, Man).

Specialized care outside metropolitan areas

Participants living in rural and remote communities
wanted more HIV services outside of Manitoba’s major
cities, Winnipeg and Brandon. They noted the current
lack of public provincial transportation and, with harsh
winters, ground or air transportation can be very unreli-
able or even dangerous, making it difficult for residents
from more rural or remote areas to attend care.
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Because coming here [HIV clinic], for example it’s
wintertime, it’s not that easy. Well, especially with
that visibility (Participant 35, Man).

Have an HIV clinic on the reserve, or more services
for HIV in the reserve ... Oh, yes. I was flying in and
out to get here for appointments. Depending on the
weather or not, I could come by vehicle (Participant
49, Man).

Universal coverage for HIV medicine

Participants advocated for HIV medicines to be fully
accessible to everyone. They explained that the cur-
rent provincial insurance plan is insufficient and almost
pushes people to stop working so they can afford their
coverage. In other words, when people are employed,
they must pay high annual deductibles for their HIV
medicines. These deductibles are, at times, too expen-
sive and some people have ended their employment to
receive provincial social assistance programs which do
not require them to pay the deductible for medications.

The big change that I would make is make the HIV
meds free to everyone. Like not having to jump
through these hoops, because they are so expensive,
that even if somebody is working, and then gets HIV,
they almost have to leave their job and go on welfare
because the medication is so expensive. So, I've never
been able to get my head around, why is it not free
for everyone? (Participant 44, Man).

Social supports

Participants recommended social supports to pro-
vide wrap-around services that might assist PLHIV
and respond to the multiple needs of PLHIV who
are unhoused and/or struggling with addiction. The
two major social support recommendations were (1)
expanded transportation support to attend appointments
and (2) emergency housing for PLHIV.

Transportation. I think I'm just lucky to have a
friend that had a car [during HIV diagnosis| that
would take me to the hospital because if I would
have taken a bus or walked I think it would took me
forever. And I would have felt like all embarrassed or
like if I might have needed an ambulance and then
have an ambulance bill (Participant 39, Woman).

That I could use [transportation], I don’t know a way
to get there [HIV clinic]. That’s why I didn’t make the
other ones [appointments] that's why I couldn’t get
here. That'’s definitely a big one. I could definitely use
more transportation (Participant 55, Woman).
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Participants also advocated for increased availability of
emergency housing for people newly diagnosed to have
a safe and stable place to focus on their HIV diagnosis
and linkage to care. The complex realities of experienc-
ing unstable housing relegate HIV care as people have to
focus on other priorities to stay alive.

Having the stability of my own place having a steady
routine that’s how you get into not forgetting and
take your pill every day. Because you have a home
you go home that you can fell sleep. That you get up
in you take your pill that is it (Participant 42, Non-
Binary).

I'd say first one would be get better housing for us.
So, at least have somewhere to go or just a place to
crash. Because fucking shit can go wrong when you're
living on the streets, man. Yeah because fucking in
the streets is easier to get sick too (Participant 61,
Man).

HIV educational strategy

We found a need for a multifaceted educational strat-
egy to make information about HIV and STBBIs more
accessible across our data. Participants recounted many
instances of internalized and enacted stigma and discrim-
ination from primary healthcare providers and social cir-
cles. They mentioned that an educational strategy would
not only provide precise information about symptoms to
look for and places to go, but it would also destigmatize
HIV by informing the general public and primary health-
care providers.

Printed posters and billboards

Participants shared that many people at risk of acquir-
ing HIV or those who are unsure if they already have
HIV cannot get clear information, as many lack internet
access. They depend on word of mouth, which may lead
to misinformation about transmission, testing, and treat-
ment options. To address this, participants suggested
printed posters and billboards in areas where social ser-
vices are concentrated, such as in downtown Winnipeg.
There were different recommendations on what content
to include, but most participants agreed that people need
to know about symptoms to look for and places to go if
they think they have HIV or an STBBI. Similarly, these
materials should include friendly clear messages and
avoid stigmatizing words that might deter people from
seeking services. To help destigmatize HIV in the general
population, participants suggested posters and billboards
with information about U=U (Undetectable = Untrans-
missible). In this point, participants emphasized that the
general population is not aware that once someone’s viral
load reaches an undetectable level, they cannot transmit
HIV. Participants described that mobilizing this message
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would shape HIV as a chronic illness rather than a ‘death
sentence’

Make a pamphlet and put it up a bulletin board.
Like with pictures and just writing like visual thing.
Pills, probably bloodwork. I found those work.
Maybe one with a nurse of where to get bloodwork
and help for HIV and CD4s count and everything.
Probably I would put them in the downtown (Par-
ticipant 49, Man).

More pamphlets 1 guess more commercials bill-
boards. Instead of just like posting them just in med-
ical areas, like clinics and stuff like that, because I
see a lot of posters in like clinics and stuff. Get more
posters, like out there to people who will take them
(Participant 40, Woman).

There’s a lot of people that go by and ride the bus
on a daily, and a lot of people don’t know the num-
bers of how much of an epidemic it is in the city of
HIV. But they’re scared of it and they don’t need to
be scared of it ... Nothing. It's almost like they don’t
want to talk about it. It's almost like, the medical
profession or the government doesn’t want to talk
about it (Participant 59, Man).

Community meetings

To increase opportunities for peer connections, partici-
pants suggested more ‘open mic’ style meetings in com-
munity organizations. The suggestions for content of
these meetings varied as some participants wanted more
structured educational sessions to learn about HIV and
STBBI. Others wanted meetings where they could ask
about anything related to these topics without a particu-
lar structure. People emphasized that meetings would
clarify HIV-related misinformation sometimes shared
among community members, which fuels stigma and
discrimination.

I would put on these sex ed things every Friday. And
it was two hours and you get pizza and 20 bucks.
Just to learn about sex, and condoms (Participant
41, Woman).

Come up with like having one person who is liv-
ing with HIV and sitting them in front and them
explaining their journey like what happens when
you didn’t want to take your medication. So, they
can teach (Participant 53, Man).

Sex education in schools
A lack of comprehensive sex education in schools was
noted by most participants, and they recommended that
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mandatory, comprehensive sex education become avail-
able in Manitoba. While some had received sex educa-
tion in school, they felt the information provided was
superficial (e.g., it would only show how to use an exter-
nal condom) and never explained appropriate prevention
or transmission of STBBIs.

I thought Sex Ed was mandatory in Manitoba,
I didn’t think we’re as bad as the States. But a
20-year-old thinking [they can] get it [HIV] from a
toilet, that’s ridiculous. And the thing is, when they
fall for somebody, and they don’t have that self confi-
dence, they don’t even know how to approach talking
about condoms (Participant 54, Man).

Training primary healthcare providers

Most participants reported stigma and discrimina-
tion from primary service providers. These participants
emphasized the importance of updating mandatory train-
ing for primary healthcare providers to reduce stigma
and discrimination, as many PLHIV were deterred from
continuing care because of these experiences. Partici-
pants wanted providers to be more empathetic towards
people burdened by poverty and houselessness.

And we honestly need more Indigenous nurses,
health care providers just to put themselves in their
shoes. There’s so much stigma in the hospital. It's just
it’s very rarely [you] meet a lot of caring practitio-
ners or doctors, it’s rare (Participant 40, Woman).

There’s training and when they’re become a nurse,
but it’s so minimal. Well, even I had one nurse telling
me that, you know, their book education [on HIV]
was about an hour. I did these workshops at [Uni-
versity], and I don’t know how many nurses came up
to me and said, they figured out who I was, and all
of a sudden, they’re all coming and visiting. And the
most common comment was [that] they learned way
more from me talking to them for 25 min, than they
did from anything from that book (Participant 44,
Man).

Two men strongly emphasized the need to train health-
care staff in prison settings. One of the men shared that
the inhumane treatment he received while navigating an
HIV diagnosis in prison made him consider never deal-
ing with his HIV diagnosis.

I would definitely change how the medical staff treat
their patients. Like they are inmates yes, they did
a crime yeah, maybe they didn’t do crime and you
just didn’t know. But regardless, they’re still human.
They're not a fucking number. I would definitely
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change that about the penal system and people
with illnesses like mine. Granted I'm doing my time
yeah, 1 did something stupid, yes, and I am doing
my time for it but I'm doing a little bit more fuck-
ing time than other guys because I'm fucking sick. I
had to deal with this sickness, and I had to hide from
everybody they should try to understand how that
affects you. Just a little empathy man (Participant
52, Man).

Social media campaigns

Participants also suggested social media campaigns to
reach younger people who may be at risk of acquiring
HIV. Most participants agreed that younger genera-
tions will connect more through social media as they are
already familiar with and using these platforms.

Maybe through social media, when I feel it’s not
talked about a lot. And everybody is. Most people
are using social media, but you don’t really often see
medical things talked about on social media (Par-
ticipant 36, Man).

Discussion

This paper outlined the major recommendations for
improving the HIV cascade of care in Manitoba from
the perspective of PLHIV. ‘Meeting people where they
are at’ encompasses strategies to mobilize HIV care
beyond traditional medical facilities and into the places
where people newly diagnosed with HIV, and especially
those marginalized, spend their days. According to par-
ticipants, this mobilization would bridge the hurdles
that PLHIV must jump to receive HIV care, particularly
for those experiencing houselessness and substance use
disorders.

Participants suggested creating a dedicated HIV out-
reach team, expanding access to mental health services,
increasing informal opportunities for peer connections
and camaraderie, funding universal access to HIV medi-
cine, housing, and transportation support, among other
strategies to connect more PLHIV to on-going care. A
recent systematic review and meta-analysis on the effi-
cacy of HIV outreach teams on HIV care engagement
in men showed promising results. In particular, out-
reach teams, including peers situated in non-clinical set-
tings PLHIV frequent and trust, had higher HIV testing
uptake, linkage to HIV care, and ART initiation among
men [16]. Similarly, community-based HIV outreach
prevention efforts across the world have proven benefi-
cial in reducing HIV exposure behaviours and prevent-
ing HIV infection in underserved communities of people
who inject drugs [17]. Evidence from the Seek and Treat
for Optimal Prevention (STOP) of HIV/AIDS initiative
based in British Columbia provides additional evidence
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for supporting HIV outreach models [18]. Employ-
ing a treatment as prevention strategy which included
expanded HIV testing and immediate connection with
free HIV medicines, researchers found a 64% shorter
time from diagnosis to treatment initiation and a 21%
shorter time from treatment initiation to viral suppres-
sion. Overall, the literature suggests that HIV outreach
teams have greater success of preventing HIV and con-
necting PLHIV with HIV and substance use services.
There is an established mobile public health service in
Winnipeg which connects people around the city with
harm reduction and health services [19], suggesting that
given proper funding and resources this recommenda-
tion would be feasible in the larger Manitoba cities.

Men, women, and non-binary participants in this
study wanted increased access to mental health services
as the current services are insufficient, and do not con-
sider gender-differences. As reported in the results, men
and women suggested the need for services that address
gendered-based challenges and needs. It is imperative
for services to consider specific gendered experiences as
they can shape how people shape their experiences with
HIV prevention and care delivery [20-22]. Similarly, the
literature suggest that expanded mental health services
in HIV clinics could reduce detectable viral loads and
improve rates of HIV viral suppression [23]. Participants
also called for efforts to improved access for substance
use treatments which have been found to reduce risk of
HIV acquisition, particularly among people experienc-
ing houselessness [24]. These findings are relevant to the
Manitoba context as people newly diagnosed with HIV
are experiencing increased mental health conditions,
substance use disorders, and houselessness [2].

Participants also advocated for more opportunities
to engage with a community of peers also living with
HIV when receiving a diagnosis, and while maintain-
ing regular HIV care. A recent study showed moderate
to high effectiveness of improving HIV indicators such
as retention in HIV care, improved adherence to HIV
medicines, and better viral suppression levels in inter-
ventions that included direct face-to-face peer support
compared to regular care [25]. Many participants in this
study remarked on how these peer initiatives used to be
available in Winnipeg but have slowly stopped. Given the
rising cases of HIV in Manitoba, funding should be pri-
oritized for such groups that foster peer interactions to
support PLHIV in their HIV journey better.

A key recommendation from participants was expand-
ing universal access for HIV medicines (e.g., antiretroviral
therapy) so anyone could afford the medication without
depending on third-party employer insurance or provin-
cial insurance plans. Until 2023, Manitoba was one of the
only provinces in Canada without universal coverage for
HIV medicines [26]. Participants in our study explained
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that there are misconceptions about the actual costs
of HIV medicine and some people believe they would
have to pay for all HIV medicines out-of-pocket, which
deters them from HIV care. Other participants spoke of
increased anxiety and uncertainty because of having to
pay high yearly deductibles, pushing some to stop work-
ing in order to be eligible for provincial insurance plans.
Policy-makers should prioritize universal coverage as a
cost-effective alternative in treating HIV given the associ-
ated costs of PLHIV who are not on HIV medicines. In
2008, the estimated net value of economic loss attributed
to people diagnosed with HIV was $1.3 million per per-
son [27], yet researchers in British Columbia have found
that costs associated with PLHIV not on treatment are
3.4 times greater than those achieving viral suppression
[28].

In addition, participants recommended a multifaceted
educational strategy to improve awareness and reduce
the stigma of HIV. The first part of the strategy included
a media campaign using printed posters and billboards
around places where people congregate to inform them
about HIV services and reduce stigma towards PLHIV.
Mass media campaigns have proven beneficial in pre-
venting HIV through increased testing and safer sex edu-
cation [29]. While posters have been shown to increase
clinic attendance in HIV primary care clinics [30], less
is known about their value in the places PLHIV in this
study recommended, such as shelters and bus stops. Nev-
ertheless, posters informed by PLHIV who have lived
experiences of houselessness, and substance use dis-
orders might provide an engaging mean for PLHIV to
reconnect with their HIV care.

Second, participants in this study further advocated for
more local events designed to inform community mem-
bers about HIV. There is strong evidence that peer-led
education can promote HIV testing and use of condoms
and reduce sharing drug equipment and unprotected sex
[31]. These findings support the design of community
meetings with peers sharing information and stories as
described by participants in this study. Thirdly, study par-
ticipants recommended comprehensive sex education in
schools. A systematic review of the effect of school-based
sex education across thirty years provides strong support
for establishing these programs [32]. The authors argue
that these programs create opportunities for sexual diver-
sity, recognizing signs of intimate partner violence and
child sexual abuse, and developing healthy relationships
[32]. The majority of participants in this study empha-
sized that the sex education they received was inadequate
and needs an overhaul, especially considering the rising
cases of HIV and STBBI in the province. In addition,
participants suggested dedicated educational sessions
for primary care providers on how stigma and discrimi-
nation keep PLHIV from getting the care they need as,
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participants in this study explained how they have been
discriminated against in health spaces and deterred them
from engaging with healthcare. Other research has also
found that stigma and discrimination from healthcare
providers is linked with lower HIV care utilization [33].
Lastly, social media interventions to improve HIV pre-
vention, testing, linkage, and retention have shown to be
beneficial in changing health behaviours and reaching a
broader audience through low-cost options (e.g., Face-
book) [34]. Overall, the educational strategies identified
by participants are supported by evidence and could
be low-cost strategies to inform people about HIV and
reduce stigma towards PLHIV.

Canada has made tremendous progress to decrease the
HIV incidence and improve treatment outcomes. How-
ever, Manitoba has seen an unprecedented increase in
the HIV incidence, and reported a changing epidemiol-
ogy of people newly diagnosed with HIV (similar rates of
HIV between males and females, significant proportion
of injection drug use, mostly methamphetamine, house-
lessness, mental health conditions and other social and
structural barriers to HIV prevention strategies and HIV
care). This changing epidemiology has been described
in other high-income countries where these intersect-
ing conditions are threatening the achievement of the
UNAIDS 95-95-95 goals. Therefore, it is essential to
center and incorporate people’s needs and priorities to
improve access to HIV prevention and engagement in
HIV cascade of care. It is our hope that these initiatives
can take place in Manitoba and places with people liv-
ing with HIV with similar sociodemographic character-
istics to improve HIV prevention and care for everyone.
We have used the findings here to support other stake-
holders across the province in advocating for better ser-
vices. Since the study took place, there have been many
announcements providing increased funding opportu-
nities and expansion of services that align with some
of the recommendations that participants in this study
described. For instance, the government of Manitoba
announced on December 1st, 2023 and within the Bud-
get 2024 an increase in funding for the Manitoba HIV
program to support the infrastructure needed to pro-
vide more outreach services and case management and
better connect people living with HIV who may be out
care [35]. Similarly, there will be funding available for a
mobile care service run by a trusted community-health
organization that could provide HIV and STBBI care to
people experiencing houselessness [35]. These changes
resonate with the recommendations described through-
out our theme of ‘meeting people where they are at’ Sim-
ilarly, in our study participants described how challenges
for paying HIV-specific medication could deter some
people from HIV care. On May of 2024, the government
of Manitoba announced The Manitoba HIV Medications
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Program which provides full coverage to all HIV medica-
tions free of charge for those who did not have already
established federal or provincial coverage [36]. Par-
ticipants in our study described many changes that are
needed for the improvement of HIV care in Manitoba,
yet the announcements for expanded funding and ser-
vices mark the start of province-wide changes that could
better connect people with HIV care. Future research
should elucidate the extent to which these new services
have addressed the service gaps we have described in this
paper or if there are new changes needed to better meet
the needs of PLHIV.

This study has several limitations. First, our data col-
lection occurred at HIV clinics, and we may not have
reached PLHIV who have been out of care for a long
time and/or who have never been connected to care. To
minimize this, we engaged in intensive community con-
sultations, guidance, and flexible and low-barrier recruit-
ment strategies to reach people in and out of care, and
those facing structural disadvantages. Second, the HIV
clinics where we conducted data collection are located
in the major metropolitan areas of Manitoba, which may
underrepresent the views of people living in rural and
remote communities. Nevertheless, we connected with
our community partners to support recruiting PLHIV
residents outside of these cities, which informed our
findings. Third, qualitative studies by nature have smaller
sample sizes than quantitative research or studies using
population data, and this can limit their generalizability.
Nevertheless, the richness of information provided gives
in-depth understanding of how changes can be made to
improve HIV care in Manitoba, which may be adaptable
in other settings that have similar conditions.

Conclusions

Without meaningful policy or system changes, Manitoba
will continue to report increased HIV diagnoses, particu-
larly among those experienced most structural disadvan-
tages. To better respond to the changing realities of those
newly diagnosed with HIV, HIV prevention and HIV
cascade of care, Manitoba must prioritize the knowledge
and lived experiences of PLHIV. This study provides clear
person-centred strategies suggested by people living with
HIV that could bridge the barriers faced by PLHIV when
accessing and remaining in HIV care and expanding edu-
cation and prevention about HIV. These measures could
support Manitoba’s strategies in reaching the UNAIDS
95-95-95 goals [37].

Acknowledgements

We are greatly appreciative of all the participants who took the time to share
their stories and bravely proposed new ideas. We also thank the huge network
of physicians, clinicians, program managers, social workers, health educators,
and other stakeholders who collaborated to bring this project together. In
particular, we appreciate the wisdom and guidance of Elder Dr. Margaret

Page 11 of 12

Lavallee and Chantal Daniels, and the time and dedication of Mariana
Echeverri, Allison Chalmers-Justl, Kelly Merkeley-Paulsen, Deanne Baker, Kaylee
Crepeele, Chris Trimble, Andy Vaile, Jody Jollimore, Jacqueline Gahagan,

Neora Pick, Tara Faye Myran, Jackie Flett, Veda Koncan, Kathleen Deering, and
Adrienne Meyers.

Authors’ contributions

ZVR, YK, MH-B conceptualized and designed the project. EVA led the
recruitment and data collection efforts alongside CS, HP, JB, ND, RM, RR,

CD, FW, SC, LP, MS. The data curation and analysis processes were led by
EVA, MH-B, KM, and ZVR. The paper was drafted by EVA, with substantial
contributions provided by all authors. Visualization, EV-A, ZV.R,; supervision,
ZVR, MH-B, KM, and YK, project administration, ZV.R,; funding acquisition,
ZVR, MH-B,, and YK. All authors have read and agreed to the published
version of the manuscript.

Funding

This research was funded by the Canadian Institutes of Health Research (grant
number EG5-179453), and The Manitoba Medical Service Foundation (grant
number: 2021- 13. This research was also supported, in part, by the Canada
Research Chairs Program for ZVR (Award # 950-232963). Production of this
manuscript has been made possible in part through a financial contribution
of the Public Health Agency of Canada (PHAC) to the National Collaborating
Centre for Infectious Diseases. Disclaimer for PHAC: The views expressed here
do not necessarily represent the views of the Agency. The funders had no role
in the design, execution, analysis, writing, or publication of this work.

Data availability

Individual qualitative participant data will not be available since it contains
potential identifiable information. Data dictionaries, qualitative codebooks,
and quantitative data will be available upon request on a case-by-case basis.

Declarations

Ethics approval and consent to participate

Our study adhered to the Declaration of Helsinki. The study was approved

by the University of Manitoba Health Ethics Research Board (HS25572;
H2022:218), the First Nations Health and Social Secretariat of Manitoba, Nine
Circles Community Health Centre, Shared Health Manitoba (SH2022:194) and
7th Street Health Access Centre. Participants gave written or verbal informed
consent at the start of each session.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Department of Medical Microbiology and Infectious Diseases, University
of Manitoba Rady Faculty of Health Sciences, Winnipeg, MB

R3E 0J9, Canada

’Department of Community Health Sciences, Rady Faculty of Health
Sciences, University of Manitoba, Winnipeg, MB R3E 0J9, Canada
*National Collaborating Centre for Infectious Diseases, Rady Faculty of
Health Sciences, University of Manitoba, Winnipeg, MB R3E 0T5, Canada
“Department of Criminal Justice, The University of Winnipeg, 515 Portage
Ave, Winnipeg, MB, Canada

>Peer Research Team, Alltogether4IDEAS, Winnipeg, MB R3E 0J9, Canada
5The Manitoba HIV Program, 705 Broadway Ave, Winnipeg, MB

R3G 0X2, Canada

Nine Circles Community Health Centre, 705 Broadway Ave, Winnipeg,
MB R3G 0X2, Canada

®Department of Internal Medicine, University of Manitoba Rady Faculty of
Health Sciences, Winnipeg, MB R3E 0J9, Canada

°Department of Family Medicine, University of Manitoba Rady Faculty of
Health Sciences, Winnipeg, MB R3E 0J9, Canada

Received: 3 April 2024 / Accepted: 24 March 2025
Published online: 23 April 2025



Villacis-Alvarez et al. BMC Health Services Research

(2025) 25:587

References

1.

Government of Manitoba, Department of Health, Seniors and Long-Term
Care, Performance and Oversight Division, Epidemiology and Surveillance.
HIVin Manitoba 2022: Annual Surveillance Update. 2023.

Manitoba HIV Program Report 2018-2021. 2022. Available from: https://mbhi
v.ca/wp-content/uploads/2022/11/Report-MB-HIV-Program-FINAL-Nov-30-2
022-Reduced-size.pdf.

Sharp A, Sorokopud-Jones M, Haworth-Brockman M, Kasper K, MacKenzie L,
Ireland L et al. Sex differences in houselessness, injection drug use, and men-
tal health conditions among people newly diagnosed with HIV in Manitoba,
Canada from 2018 to 2021: a retrospective cohort study. Lancet Reg Health—
Am. 2024;36. Available from: https://www.thelancet.com/journals/lanam/arti
cle/PlIS2667-193X(24)00132-7/fulltexti#secsectitle0155. [cited 2024 Jul 23].
Sorokopud-Jones M, Sharp A, Haworth-Brockman M, Kasper K, MacKenzie

L, Ireland L, et al. Sexually transmitted and blood-borne infections by sex,
methamphetamine use, and houselessness before, at, and after HIV diagnosis
in Manitoba, Canada. JID Reg. 2024;13:100433.

Villacis-Alvarez E, Sobie C, Maier K, Lavallee M, Daniels C, Pashe H, et al.
Gender and intersecting barriers and facilitators to access the HIV cascade

of care in Manitoba, Canada, before and during the COVID-19 pandemic: A
qualitative study. Trop Med Infect Dis. 2024;9(12):287.

UNAIDS: Advisory committee of the People with AIDS. The Denver Principles.
1983. Available from: https://data.unaids.org/pub/externaldocument/2007/gi
pal1983denverprinciples_en.pdf. [cited 2024 Jan 29].

Merson MH, O'Malley J, Serwadda D, Apisuk C. The history and challenge of
HIV prevention. Lancet. 2008;372(9637):475-88.

The AIDS coalition to unleash power, AIDS ACTION NOW! The Montreal Mani-
festo. 1989. Available from: https://aidsactivisthistory.omeka.net/items/show/67.
[cited 2024 Jan 29].

Joint United Nations Programme on HIV/AIDS. UNAIDS Policy Brief: The
Greater Involvement of People Living with HIV (GIPA). 2007. Available from:
https://data.unaids.org/pub/briefingnote/2007/jc1299_policy_brief_gipa.pdf.
Cain R, Collins E, Bereket T, George C, Jackson R, Li A, et al. Challenges to the
involvement of people living with HIV in community-based HIV/AIDS organi-
zations in Ontario, Canada. AIDS Care. 2014;26(2):263-6.

Government of Canada Statistics Canada. Population estimates, quarterly.
2018. Available from: https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid
=1710000901. [cited 2024 Sep 14].

Rueda ZV, Haworth-Brockman M, Sobie C, Villacis E, Larcombe L, Maier K, et
al. Social and structural barriers and facilitators to HIV healthcare and harm
reduction services for people experiencing syndemics in Manitoba: study
protocol. BMJ Open. 2023;13(8):e067813.

Braun 'V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

Braun 'V, Clarke V. Reflecting on reflexive thematic analysis. Qual Res Sport
Exerc Health. 2019;11(4):589-97.

Métis Nation of Ontario. Two-Spirit Métis Awareness Resource: A place in the
circle understanding and supporting Two-Spirit people. 2022. Available from:
https://www.metisnation.org/wp-content/uploads/2022/09/2S-Awareness-R
esource_2022a.pdf. [cited 2025 Mar 17].

Groves AK, Stankard P, Bowler SL, Jamil MS, Gebrekristos LT, Smith PD, et al. A
systematic review and meta-analysis of the evidence for community-based
HIV testing on Men's engagement in the HIV care cascade. Int J STD AIDS.
2022,33(13):1090-105.

Needle RH, Burrows D, Friedman SR, Dorabjee J, Touzé G, Badrieva L, et al.
Effectiveness of community-based outreach in preventing HIV/AIDS among
injecting drug users. Int J Drug Policy. 2005;16:45-57.

Nanditha NGA, Dong X, Tafessu HM, Wang L, Lu M, Barrios R, et al. A province-
wide HIV initiative to accelerate initiation of treatment-as-prevention and
virologic suppression in British Columbia, Canada: a population-based cohort
study. Can Med Assoc Open Access J. 2022;10(1):E27-34.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32

33.

34.

35.

36.

37.

Page 12 of 12

Winnipeg Regional Health Authority. Street Connections. Available from:
https://streetconnections.ca/. [cited 2024 Sep 14].

Gottert A, Pulerwitz J, Weiner R, Okondo C, Werner J, Magni S, et al. System-
atic review of reviews on interventions to engage men and boys as clients,
partners and agents of change for improved sexual and reproductive health
and rights. BMJ Open. 2025;15(1):e083950.

Auerbach JD, Moran L, Weber S, Watson C, Keatley J, Sevelius J. Imple-
mentation strategies for creating inclusive, All-Women HIV care environ-
ments: perspectives from trans and Cis women. Womens Health Issues.
2021,31(4):332-40.

Leddy AM, Weiss E, Yam E, Pulerwitz J. Gender-based violence and engage-
ment in biomedical HIV prevention, care and treatment: a scoping review.
BMC Public Health. 2019;19(1):897.

Aggarwal R, Pham M, Dillingham R, McManus KA. Expanded HIV Clinic-Based
mental health care services: association with viral suppression. Open Forum
Infect Dis. 2019:6(4):0fz146.

Magwood O, Salvalaggio G, Beder M, Kendall C, Kpade V, Daghmach W, et al.
The effectiveness of substance use interventions for homeless and vulnerably
housed persons: A systematic review of systematic reviews on supervised
consumption facilities, managed alcohol programs, and Pharmacological
agents for opioid use disorder. PLoS ONE. 2020;15(1):e0227298.

Berg RC, Page S, @gdrd-Repal A. The effectiveness of peer-support for

people living with HIV: A systematic review and meta-analysis. PLoS ONE.
2021;16(6):€0252623.

Public Health Agency of Canada. HIV Antiretroviral medication coverage in
Canada. 2023. Available from: https.//www.canada.ca/content/dam/phac-aspc/d
ocuments/services/publications/diseases-conditions/summary-hiv-antiretrovira
I-medication-coverage/phac-drugcoveragedoc.pdf. [cited 2024 Mar 19).
Kingston-Riechers J. The Economic Cost of HIV/AIDS in Canada. Canadian
AIDS Society; 2011. Available from: https://www.cdnaids.ca/wp-content/uplo
ads/Economic-Cost-of-HIV-AIDS-in-Canada.pdf. [cited 2024 Mar 19].

Nosyk B, Lima V, Colley G, Yip B, Hogg R, Montaner J. Costs of health resource
utilization among HIV-positive individuals in British Columbia, Canada: results
from a population-level study. PharmacoEconomics. 2015;33(3):243-53.
Wakefield MA, Loken B, Hornik RC. Use of mass media campaigns to change
health behaviour. Lancet. 2010;376(9748):1261-71.

Gardner LI, Marks G, Craw JA, Wilson TE, Drainoni ML, Moore RD, et al. A Low-
Effort, Clinic-Wide intervention improves attendance for HIV primary care.
Clin Infect Dis. 2012;55(8):1124-34.

He J,Wang Y, Du Z, Liao J, He N, Hao Y. Peer education for HIV prevention
among high-risk groups: a systematic review and meta-analysis. BMC Infect
Dis. 2020;20(1):338.

Goldfarb ES, Lieberman LD. Three decades of research: the case for compre-
hensive sex education. J Adolesc Health. 2021;68(1):13-27.

Chambers LA, Rueda S, Baker DN, Wilson MG, Deutsch R, Raeifar E, et al. Stigma,
HIV and health: a qualitative synthesis. BMC Public Health. 2015;15(1):848.
Muessig KE, Nekkanti M, Bauermeister J, Bull S, Hightow-Weidman LB. A
systematic review of recent smartphone, internet and web 2.0 interventions
to address the HIV continuum of care. Curr HIV/AIDS Rep. 2015;12(1):173-90.
Province of Manitoba | Budget 2024. Available from: https://www.gov.mb.ca/
budget2024/index.html.

Province of Manitoba: Manitoba Health. HIV Testing. Available from: https://w
ww.gov.mb.ca/health/publichealth/cdc/sti/hivtesting.html. [cited 2024 Sep 30].
UNAIDS. Understanding measures of progress towards the 95-95-95 HIV
testing, treatment and viral suppression targets. Available from: https://www.
unaids.org/sites/default/files/media_asset/progress-towards-95-95-95_en.pdf.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://mbhiv.ca/wp-content/uploads/2022/11/Report-MB-HIV-Program-FINAL-Nov-30-2022-Reduced-size.pdf
https://mbhiv.ca/wp-content/uploads/2022/11/Report-MB-HIV-Program-FINAL-Nov-30-2022-Reduced-size.pdf
https://mbhiv.ca/wp-content/uploads/2022/11/Report-MB-HIV-Program-FINAL-Nov-30-2022-Reduced-size.pdf
https://www.thelancet.com/journals/lanam/article/PIIS2667-193X(24)00132-7/fulltext#secsectitle0155
https://www.thelancet.com/journals/lanam/article/PIIS2667-193X(24)00132-7/fulltext#secsectitle0155
https://data.unaids.org/pub/externaldocument/2007/gipa1983denverprinciples_en.pdf
https://data.unaids.org/pub/externaldocument/2007/gipa1983denverprinciples_en.pdf
https://aidsactivisthistory.omeka.net/items/show/67
https://data.unaids.org/pub/briefingnote/2007/jc1299_policy_brief_gipa.pdf
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1710000901
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1710000901
https://www.metisnation.org/wp-content/uploads/2022/09/2S-Awareness-Resource_2022a.pdf
https://www.metisnation.org/wp-content/uploads/2022/09/2S-Awareness-Resource_2022a.pdf
https://www.metisnation.org/wp-content/uploads/2022/09/2S-Awareness-Resource_2022a.pdf
https://streetconnections.ca/
https://streetconnections.ca/
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/diseases-conditions/summary-hiv-antiretroviral-medication-coverage/phac-drugcoveragedoc.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/diseases-conditions/summary-hiv-antiretroviral-medication-coverage/phac-drugcoveragedoc.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/diseases-conditions/summary-hiv-antiretroviral-medication-coverage/phac-drugcoveragedoc.pdf
https://www.cdnaids.ca/wp-content/uploads/Economic-Cost-of-HIV-AIDS-in-Canada.pdf
https://www.cdnaids.ca/wp-content/uploads/Economic-Cost-of-HIV-AIDS-in-Canada.pdf
https://www.gov.mb.ca/budget2024/index.html
https://www.gov.mb.ca/budget2024/index.html
https://www.gov.mb.ca/health/publichealth/cdc/sti/hivtesting.html
https://www.gov.mb.ca/health/publichealth/cdc/sti/hivtesting.html
https://www.unaids.org/sites/default/files/media_asset/progress-towards-95-95-95_en.pdf
https://www.unaids.org/sites/default/files/media_asset/progress-towards-95-95-95_en.pdf

	﻿“Our needs, our priorities, listen to us!” recommendations for improving HIV prevention and the cascade of care from people living with HIV in Manitoba, Canada: a qualitative study
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Participants
	﻿Data collection
	﻿Data analysis

	﻿Results
	﻿Meeting people where they are at
	﻿Psychological supports
	﻿Mental health services
	﻿Peer support during HIV diagnosis
	﻿Social programming


	﻿Biomedical supports
	﻿HIV outreach
	﻿HIV services outside 9 am– 5 Pm
	﻿Specialized care outside metropolitan areas
	﻿Universal coverage for HIV medicine

	﻿Social supports
	﻿HIV educational strategy
	﻿Printed posters and billboards
	﻿Community meetings
	﻿Sex education in schools
	﻿Training primary healthcare providers
	﻿Social media campaigns

	﻿Discussion
	﻿Conclusions
	﻿References


