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• Oral pre-exposure prophylaxis (PrEP) is highly effective when used consistently, and is 

recommended for people at substantial risk of HIV infection. Young women in sub-

Saharan Africa are an important population that could benefit from PrEP, and strategies 

are needed for efficient PrEP delivery for these women.

• Prevention Option for Women Evaluation Research (POWER) is an open-label PrEP 

implementation project investigating PrEP delivery for adolescent girls and young women 

(AGYW) aged 16-25 years. POWER is evaluating three different PrEP delivery models for 

AGYW in South Africa and Kenya over a three-year period. 

• The main objective of this research is to assess effective delivery models for oral PrEP in 

sub-Saharan Africa. POWER delivers PrEP according to standard-of-care guidelines in the 

three sites.

• It is important to evaluate who is accepting PrEP, and specifically whether African AGYW 

at higher risk of HIV are initiating PrEP. One approach for assessing risk of AGYW in 

POWER is application of a risk score, which was developed from analyzing predictors of 

HIV seroconversion among African women  in the VOICE trial by Balkus et al (JAIDS 

2016)¹.
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Health behaviours

• Consistent condom usage was low with only 14% reporting “always using a condom”.

• 64% reported not knowing their partners’ status and 5%  reported being in a HIV sero-

discordant relationship.

• Most women received financial support from their partner,1/2 reported that their partner 

has other partners and 1/3 did not know whether their partners have other partners or 

not. 

• 36% (N=268) reported alcohol use, the majority of whom are from South Africa.

• 51% (N=373) of AGYW reported contraceptive use with only a small proportion (4%) 

using oral methods.

30% NEVER 56% SOMETIMES
14%

ALWAYS

CONDOM USAGE

64% DON’T KNOW 5% YES 30% NO

PARTNER IS HIV POSITIVE 

CONTRACEPTIVE USE 

51% (N=373) of 

AGYW use 

contraception

Methods for 365

(29 reported dual 

protection)  

• In this real world demonstration project, PrEP uptake in AGYW is high (89%) and 

AGYW are shown to be at substantial risk for HIV infection as described by the 

modified VOICE risk score. 

• 91% of those who accepted PrEP had a modified VOICE risk score ≥4, which meets 

the WHO recommendation for PrEP delivery to populations/persons at substantial 

risk of HIV, defined by an annual incidence of >3%. 

• This suggests that AGYW are able to recognize their own risk and appropriately 

request PrEP and allays concerns that early adopters of PrEP are the “worried well”.

• AGYW initiating PrEP in POWER appear to be adept at assessing their own risk, as 

corroborated by their low condom usage, poor knowledge of partners’ status and 

uncertainty around partners’ fidelity.  AGYW in Cape Town, Johannesburg, and 

Kisumu are at elevated risk based on their age and living in high HIV prevalence 

settings. 

• For PrEP delivery programmes, there may be limited need or benefit from use of a 

risk score to determine PrEP eligibility based on AGYW’s behaviour. 

• Behavioural factors included in the modified VOICE risk score are dynamic and can 

change.  There can be multiple shifts in an individual’s risk. 

• Recognition of risk by AGYW may be associated with their initiation of PrEP, but 

additional research is needed about risk recognition and continued PrEP use. 

• When considering continued delivery of PrEP for AGYW who are on contraception, 

most are on longer-acting methods (e.g., injectable contraceptives or implants) and 

not on oral contraceptives. 

• Longer-acting technologies, potentially including the dapivirine ring, injectable 

cabategravir, and implantable ARVs, may provide AGYW with greater choices and 

easier adherence. 
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2 points 

1 point 

1 point 

2 points 

Results

Methods

• AGYW are enrolled in POWER if they are: aged 16-25; HIV negative, have signed 

consent and have been are offered PrEP. Women are offered enrollment in POWER 

regardless of their decision to initiate PrEP.

• Enrolled women are offered PrEP according to national guidelines at quarterly visits over 

a period of up to three years. PrEP uptake and data on socio-behavioural variables and 

patterns of use are documented at these visits. 

• Electronic data capture is used (DFNet) and analyzed at the University of Washington. 

• We used enrollment data to calculate a modified version of a standardized risk score 

derived from the VOICE clinical trial.   A risk score of ≥ 4 predicts an annual HIV 

incidence of >3% and a score of ≥ 5 predicts an annual HIV incidence of >9%. 

. 

Results Results Discussion 

Population

• From June 2017 through May 2018, 736 AGYW enrolled in POWER: 

Cape Town n=171, Johannesburg n=164, Kisumu n=401.

• The median age is 21 years (interquartile range [IQR] = 19-22). 

• Marital status varied by geographic region: most participants (79%) were single but had 

a steady sexual partner, and 17% reported having more than one sexual partner in the 

previous three months. 18% of the AGYW were married (N=133) with 95% (N=127) of 

those coming from the Kenyan cohort. 

Modified VOICE score

• 91% of AGYW (N=669) score ≥4 and 71% (N=522) had a score ≥5. 

• Of the 90 who declined PrEP at enrollment, 79% had a score of ≥ 4 and 56% had a 

score of ≥5. 

PrEP uptake 

• 87% (N=643) of AGYW accepted PrEP at enrollment and 1% (N=10) initiated PrEP at a

subsequent follow up visit.

• PrEP acceptance was higher in South African populations: 97% initiated PrEP

compared to 82% in Kenya.

• Only 80 young women declined initiating PrEP, and there were a further 3 who were

medically ineligible to receive PrEP.

• Reasons for declining PrEP at enrollment centered on the burden of pill-taking (both

size and frequency), and concerns around stigma, being perceived as having HIV, and

partners’ reactions.
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Graph 1: Modified VOICE risk scores (0-8)  of AGYW enrolled in POWER across the 3 sites 

N= 736 

Graph 2: Pie Chart showing contraceptive method choices at enrollment in AGYW across 3 sites in POWER 

N=365

*Missing data= 8 
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In Cape Town, South Africa PrEP

is being delivered on a mobile van 

that moves between popular spots 
for adolescents

N: 171

In Kisumu, Kenya PrEP is being 

delivered in two Family Planning 

clinics, one private and one public. 

N: 401

In Johannesburg, South Africa 

PrEP is being delivered through the 

Primary Health Care system in 

Adolescent and Youth friendly 

facilities
N: 164
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Participant Age 

Less than 25 years 2

25 years or more 0

Married of living with husband/primary partner 

No 2

Yes 0

Partner provides financial/material support 

No 1

Yes 0

Partner has other partners 

Yes 2

Don’t know 2

No 0

Any alcohol use in past 3 months 

Yes 1

No 0

Curable STI detected 

Yes 1

No 0

HSV- seropositive 

Yes 2

No 0

71% of AGYW (n=522) Scored  ≥5 on VOICE risk score, 

predicting an annual HIV incidence of >9%

91% of AGYW (n=669) Scored ≥4  on VOICE risk score, 

predicting an annual HIV incidence of >3%

* 17 scores could not be computed. 
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