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Abstract
Background
We sought to adapt a peer navigator (PN) model to increase uptake of human immunodeficiency virus (HIV) prevention, testing and treatment of street-involved youth (SIY) in Canada and Kenya. This article presents key findings on the optimal characteristics of the PN model for SIY across and between sites, prior to intervention implementation.

Methods
Using an integrated mixed methods approach, eligible participants included SIY aged 16–29 years, healthcare providers and community stakeholders. Data collection tools drew from the CATIE (Canada) PN practice guidelines related to: PN role and responsibilities, training, supervision and integration into sites, among others. During interviews (n = 53) or focus groups (n = 11) with participants, a 39-item PN components checklist was administered (quantitative data), followed immediately by a semi-structured interview protocol with questions that allowed for deeper exploration into the acceptability and appropriateness of the PN intervention (qualitative data). The checklist enabled participants to identify PN characteristics and/or activities as core (essential) or peripheral (adaptable and less important). Spearman’s rank correlations (ρ) were used to quantify agreement across sites and participant groups. Qualitative data were inductively coded and analysed using a single codebook.

Results
Quantitative data analysis revealed that out of 39 checklist items, 31 (79%) were considered core. These primarily pertained to host organization, PN characteristics and PN activities. For example, it was agreed that core PN activities included outreach to out-of-care SIY and providing health and social service referrals. There were mixed opinions about asking the PN to declare previous experience with drug use and HIV status, but there was agreement that the PN should have previous experience of street-involvement. Qualitative data analysis suggested that although all participant groups across sites agreed that the PN intervention was acceptable and appropriate, the participants from each site also identified specific adaptations related to their host organization and target SIY.

Conclusions
Our findings indicate high agreement among participant groups across all sites on some optimal PN intervention characteristics, particularly host organization characteristics, the PN themselves and their activities. However, context-specific adaptations are necessary to successfully scale-up the PN intervention. This model is applicable in diverse regions and organizational contexts.
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Background
Owing to entrenched social and economic inequalities, such as racism, employment and housing discrimination, gender-based violence and homophobia/transphobia, street-involved youth (SIY) (aged 16–29 years) in Canada and Kenya are more likely to encounter mental health challenges, social isolation and addictions, as well as racial and social profiling by authorities, resulting in homelessness and increased risk of acquiring human immunodeficiency virus (HIV) [1, 2]. However, there remains limited knowledge about HIV prevalence within this population and the degree to which SIY access HIV testing and treatment [2, 3]. Recent studies have suggested that peer-based interventions among street-involved people, including youth, may be effective in increasing uptake of HIV prevention, testing and treatment [2, 4–6]. This type of intervention allows SIY with shared social identities and life experiences to provide HIV prevention, care and treatment through delivering accurate information related to HIV, providing informal peer support and helping to reduce barriers to health and social services [2].
The Canadian AIDS Treatment Information Exchange (CATIE) defines peer health navigation as when ‘a person with HIV who also has lived experience and an intimate understanding of the circumstances in which many clients live their lives… (provides) a person-centred approach to guide, connect, refer, educate and accompany people with HIV through systems of care’ [7]. A peer navigator (PN) program that launched in Kenya included PNs with mixed serostatus (allowing the PNs to not have to disclose their HIV status) to reduce HIV stigma possibly associated with the program or the PNs themselves [2]. Studies on peer-based interventions with SIY and people living with HIV in Canada also suggest that this approach can increase access to care and overall satisfaction of services provided [8, 9].
A recent study conducted in Tijuana, Mexico explored the acceptability and appropriateness of the PN approach to addressing HIV prevention, care and treatment through a forum with community groups [10]. This study found there was general agreement that a PN approach would reduce sociostructural barriers to care, address stigma and reduce social isolation faced by street-involved communities [10]. However, in addition to being limited in scope and sample size, this study did not include other stakeholders, such as the host organization and directly impacted people. Drawing from multiple perspectives provides a more complex and accurate understanding of the challenges and facilitators for designing a peer-based intervention model that attends to the barriers to care experienced by SIY and the organizational specificities (that is, organizational structure and working conditions, among others) that shape what PNs can actually do within their particular workplace. There remains a paucity of implementation science methodology-focused literature which closely documents this initial research phase that occurs prior to the actual implementation of the peer-based intervention model to be studied.
This article, thus, draws from quantitative and qualitative data collected during the first phase of an international research project that aims to adapt and upscale the PN intervention with SIY in Canada (Toronto, London and Montreal) and Kenya (Kitale, Eldoret/Huruma) to increase uptake of HIV prevention, testing and treatment. More specifically, it shares the results of data analysis stemming from interviews and focus groups completed with community stakeholders, healthcare providers and SIY across all sites. Conducting this study in Canada and Kenya allowed the research team to examine the similarities and differences in how key stakeholders across these disparate geographic regions articulated their ideal peer navigation model. The Toronto and Montreal site also focused more specifically on two-spirit [11], lesbian, gay, bisexual, transgender, and queer (2SLGBTQ+) youth who are street involved. This focus was partly due to the disproportionate number of 2SLGBTQ+ youth experiencing homelessness in Canada [12]. As various research team members had expertise in HIV research and/or peer-based intervention situated in Kenya and/or Canada, the team was able to collaborate closely with partner organizations in both countries. A partner organization (community or health setting) in each site served as the so-called host organization for the peer navigator intervention. Phase 1 objectives included: (1) evaluating the acceptability and appropriateness of the PN intervention from the perspectives of healthcare providers, community stakeholders and SIY and (2) identifying the regional, context and site-specific adaptations that ensure the PN intervention is optimized in each setting.
This study hypothesizes that, despite geographic and cultural specificities, the PN intervention would be acceptable and appropriate and could be adaptable to each site (organizational context and region), albeit in different ways. A synthesis of data collected constituting perspectives from healthcare providers, community stakeholders and SIY within and across sites is presented to propose the optimal characteristics for PNs. Challenges to intervention implementation and recommendations are also explored. Sharing the results from the first phase of this study increases general knowledge about the optimal characteristics that ensure the acceptability and appropriateness of the PN intervention; in addition, key insights are gained about how to make adaptations prior to launching an intervention through the use of implementation science methods. Indeed, intervention adaptations that draw from data collected about key stakeholder perspectives should increase the probability of successful outcomes.

Methods
This study applies an implementation science approach to support health systems to rapidly and systematically uptake research findings about a particular healthcare practice and/or service delivery, thereby improving health interventions and services [13, 14]. Owing to its complex and multicomponent character as well as the need for adaptations to local contexts, the PN intervention should be considered as an implementation strategy and, therefore, an integrated set of interventions [13, 15]. Drawing from the Consolidated Framework for Implementation Research (CFIR), the study sought to identify the so-called core components to the PN intervention versus its adaptable periphery [16]. As part of its first phase, this study aimed to assess the acceptability and appropriateness of the PN intervention prior to its implementation. Assessing acceptability and appropriateness are considered key critical implementation outcomes [17, 18]. The study operated within three sites in Canada situated in Toronto, London and Montreal and two sites in Kenya situated in Eldoret/Huruma and Kitale. A partner organization within each site served as the host for the intervention.
The diverse interdisciplinary team of researchers (that is, public health, nursing and social work, among others) employed a mixed-methods research design for data collection and analysis with the aim to map out ‘factors that impact uptake across multiple levels, including patient, provider, clinic, facility, organization and often the broader community and policy environment’ [13]. Because this initial phase aimed to assess acceptability and appropriateness, the data collection tools included: site assessments, geolocation mapping exercises, key informant interviews, focus groups and theatre testing workshops. The diversity of data collection tools provided a thorough assessment of the local environment (geolocation mapping exercises), the site capacity to serve as host (site assessment), the perspectives of key stakeholders (SIY, healthcare providers and community stakeholders) and feedback on filmed scenario-based PN interventions (theatre testing workshops).
With the aim to assess the acceptability and appropriateness of the PN intervention, this article presents key findings from the quantitative and qualitative data collected from interviews (n = 53) and focus groups (n = 11) with key stakeholders across all project sites. Thus, study participants included SIY (with a focus in Toronto and Montreal on 2SLGBTQ+ youth), healthcare providers and community stakeholders who provided services and advocated for SIY. The Canadian site participants were recruited in close collaboration with workers and/or service users from the partner organization for each site and their networks (external community organizations and healthcare providers), while the Kenyan site participants were recruited through key community networks. Prior to data collection, each site obtained ethics approval. An honorarium of CAD$ 30 was offered to participants.
The interviews and focus groups used an adapted explanatory sequential design. Although the quantitative and qualitative data were collected at the same time within each interview/focus group, they were still in sequential order, with the initial completion of the quantitative section of the interview/focus group informing, during the interview, the questions addressed in the second half of the interview/focus group. The data collection tool developed for these interviews/focus groups was based on the CATIE PN practice guidelines addressing topics such as: PN role and responsibilities, training, supervision, PN integration into host organization, site needs and ethical considerations, among others. [7].
Quantitative approach
The quantitative data included a 39-item PN components checklist (Supplementary Materials, Appendix 1) that enabled participants to identify a PN characteristic and/or activity as core – critical to the success of the intervention – or ‘peripheral’ – aspects that were less important or could be adapted to meet the specific needs of the host organization – or neither. This checklist was developed by the study’s principal investigator, who synthesized major sections of the CATIE PN practice guidelines. The checklist related to the host organization’s capacity to maintain a peer worker, the soft skills required for an individual to do peer navigation and the various activities associated with this job. The 39-item checklist intended to identify core versus peripheral PN characteristics (nine questions), host organization characteristics (6 items) and PN activities (24 items). To highlight more important components, the items were ranked on the basis of the most prevalent core items and the most prevalent peripheral items. Spearman’s rank correlations (ρ) were used to quantify agreement between rankings across sites and participant groups. The size of the positive correlation coefficient should be interpreted in the following manner: 0.9 < ρ < 1 as very high, 0.7 < ρ < 0.9 as high, 0.5 < ρ < 0.7 as moderate, 0.3 < ρ < 0.5 as low, and 0 < ρ < 0.3 as negligible [19].

Qualitative approach
The qualitative data included the discussion that emerged as participants filled out the checklist and explained their decision to identify an element as core (that is, central or highly important) or peripheral (that is, secondary or less important). This often led to the interviewer asking follow-up questions, eliciting further discussion and exploration of the topic. Upon completion of the checklist, a semi-structured interview protocol was implemented for the interviews/focus groups. Questions prompted feedback about the acceptability and appropriateness of the PN intervention. These questions included: “Do you think the PN intervention is acceptable?” and “Do you think the PN intervention would be beneficial to SIY?” Additional questions addressed possible challenges to implementing this intervention and recommendations for improvements.
The data collected in Toronto and London were in English; the data collected from the Montreal site were mostly in French, although some interviews and focus groups were conducted in English or bilingually. In Eldoret/Huruma and Kitale, the data were collected in English or Swahili. Professional transcription services transcribed the data verbatim. The data in French or Swahili were initially transcribed into the original language and then subsequently translated to English prior to coding. Translated transcriptions were reviewed to ensure accuracy by bilingual members of the research team prior to analysis.
The qualitative data were managed through NVIVO and inductively coded and analysed by a postdoctoral fellow and four research assistants (one to two individuals from each site). Drawing from a thematic approach [20], a qualitative data code book was developed by the research team. As an initial step, the research team members reviewed transcripts from their respective research sites and then began the coding process. Subsequently, the team met weekly for several weeks to review the coding process and discuss, name and review the emerging themes. Once the coding process was completed by each of the research team members, the postdoctoral fellow amalgamated all of the codes into the code book, which was then reviewed and approved by the other research team members. Although there was variation in the amount and type of qualitative data collected across sites (as described in the results section), careful analysis of the data allowed for the mapping of key similarities, tensions and contrasts within and across sites.
Although the quantitative data coding (Spearman’s rank correlations) and the qualitative data coding (in NVIVO) were completed separately, the research team subsequently analysed both data sets together to enhance validity and reliability. Because all of the data were gathered during the exact same time frame during an interview or focus group, there was already a complementary and dynamic engagement between the discussion elicited during the completion of the checklist and the following questions assessing the acceptability and appropriateness of the PN intervention.


Results
Overall, both quantitative and qualitative results were analysed in relation to the three central categories of the PN components checklist: (1) the characteristics required of host organizations to integrate peer navigation into their site, (2) the skills and abilities that PNs must mobilize in their work and (3) the key activities and tasks that PNs are expected to complete. Although both types of data analysis aimed to examine cross-group (SIY, healthcare provider and community stakeholder) and cross-site (Canadian and Kenyan sites) agreements or discrepancies, the qualitative data analysis further highlighted site-specific articulations of these issues.
Quantitative results
The respondents to the components checklist consisted of 113 individuals across the five sites and three groups of community stakeholders, healthcare practitioners and street-involved youth (Fig. 1). 35% of respondents were from Toronto, 21% from London, 19% from Montreal, 15% from Kitale and 10% from Eldoret/Huruma. Among them, 50% of respondents were community stakeholders, 31% were street-involved youth and 19% were healthcare practitioners.[image: ]
Fig. 1Distribution of respondents to the PN checklist by site and by participant group (community stakeholder, healthcare practitioner and street-involved youth). Mosaic plot cell values depict frequency (proportion) of respondents


Of the 39 items in the components checklist, 31 (79%) were considered core components with ≥ 50% prevalence in core responses across all participants (Fig. 2). These components (component ID; proportion) pertained to supportive self-care environment (2–4; 92%), PN training (2–5; 87%) and mentorship (2–2; 84%) (host organization characteristics); commitment (1–1; 96%), empathy (1–2; 92%) and interpersonal skills (1–3; 88%) (PN characteristics); and educating SIY on HIV testing, prevention and treatment (3–2; 86%), outreach to out-of-care SIY (3–7; 86%) and making health and social service referrals (3–3; 85%) (PN activities) (Fig. 2, Supplementary Table 1). However, mixed opinions (< 50% of respondents considered core components) were observed around asking the PN to declare previous experience with drug use (1–8; 16%) and HIV status (1–5/1–6/1–7; 23%/41%/39%).[image: ]
Fig. 2Responses to the PN checklist items across all respondents by core (red) and peripheral (blue). Items with ≥ 50% prevalence for core responses are highlighted with darker colours


Spearman’s rank correlations (ρ) revealed very strong agreement (ρ ≥ 0.95 across all pairs of sites) in ranking the prevalence of core characteristic across sites (Fig. 3a). In contrast to the overall agreement, there was strong agreement in rankings between community stakeholders and healthcare practitioners (ρ = 0.84), as well as street-involved youth (ρ = 0.82) and, to a lesser extent, between healthcare practitioners and street-involved youth (ρ = 0.75) (Fig. 3b). Street-involved youth had higher preferences than community stakeholders and healthcare practitioners in the ability of PNs to make referrals (3–3; ranked 1st [SIY], 14th [CS], 16th [HP]) and conducting outreach to participants who have fallen out of care (3–7; ranked 2nd [SIY], 14th [CS], 10th [HP]). In contrast, community stakeholder and healthcare practitioners favoured PNs with strong interpersonal skills (1–3; ranked 16th [SIY], 5th [CS], 3rd [HP]) and host organizations that conducted community mobilization and outreach to the target community (2–2; ranked 22nd [SIY], 5th [CS], 10th [HP]).[image: ]
Fig. 3Agreement between a core and b peripheral items by site, quantified by Spearman’s rank correlations CS community stakeholder, HP healthcare practitioner, SIY street-involved youth



Qualitative results
As described previously, the qualitative results were initially organized on the basis of the central categories related to the PN components characteristics (1, PN host organization characteristics; 2, PN skills and abilities; and 3, PN activities and tasks). Beyond these broader categories, however, the qualitative data were coded inductively to ensure that the emergent themes were grounded in participant reflections. However, one major theme that emerged from the coding process was the possibility for PNs to experience burnout. This theme cut across all three categories, and therefore, will be integrated throughout this qualitative results section, including a concluding subsection.
Generally, the qualitative findings indicate high agreement among participant groups across all sites. These data further contextualize and justify what were identified in the quantitative data as core features of peer navigation, while also comparing and contrasting how the various sites discussed these features. In addition, the qualitative data reveal site-specific adaptations that responds to particular regional, intersectoral, populational, linguistic and organizational realities.
PN host organization
This section highlights the main themes that emerged from participant perspectives on PN host organization characteristics. Consistent with the quantitative results, the qualitative results suggest that participants across all sites identified the importance of the host organization fostering a supportive and inclusive environment for the PN. As key themes, participants identified PN role clarity within the care model as well as quality supervision and training.

PN role in care delivery
Participants discussed the ways in which full and equitable integration into clinical teams would support PNs being valued for their unique role in care delivery. Clearly written policies and guidelines with respect to the PN role and responsibilities (that is, boundary setting and code of conduct, among others) was also identified as integral. This included the importance of other personnel within the host organization being informed of the PNs role for successful integration into the organization’s clinical teams and care delivery model. A participant from the London site cautioned about the possibility of the PN being tokenized. Participants are labelled according to the following characteristics: participant number, participant group (community stakeholder [CS], street-involved youth [SIY] or healthcare provider [HP]), type of data collection (key informant interview [KII] or focus group [FG]), and site (Toronto [T], Montreal [M], London [L], Kitale [K] or Eldorat/Huruma [E/H]).“I think the importance… is for that person to feel that confidence that even though they know that they’ve been singled out, that’s okay. They’re there for a reason. It’s not a token role, we’re not just giving it to you for charity. We want you here because we value you” (4CS-KII-L).


Canadian site participants also discussed how host organizations could foster 2SLGBTQ+ inclusive practices (that is, all-gender washrooms, 2SLGBTQ+ safe space posters and respecting pronouns, among others).
In the London site, as a city that mostly requires vehicles (bus and car, among others) to get around, there were concerns about barriers to care related to modes of transportation. Participants deemed it central to the PN role to be able to transport a SIY in the moment in which they agree to testing or receiving care; it was seen as necessary to support youth retention in care. An extra delay, such as waiting for a bus to get to the site, could compromise engagement. It was reported that some SIY felt unsafe using public transport.

Host organization provision of quality supervision and training
Ensuring host organizations provide robust and high-quality supervision and training was described as crucial for fostering a supportive work environment for a new PN. Supervision included regular check-ins and opportunities for debriefing. This participant from Kitale suggests:“Create a supporting environment for self-care and debriefing opportunities for the peer navigator that is very important to avoid burn out and also peer supervision, provide training for peer navigators on their roles” (2CS-KII-K).


Several participants from the Canadian sites also expressed caution about relying too much on clinical supervision models. They suggested combining clinical supervision needs with less hierarchical models of peer supervision and mentorship from people with experiential knowledge and experience, such as codevelopment opportunities between colleagues and peer-led mentorship from experienced PNs supporting those with less experience. A Toronto participant described the benefits of group-based debriefing:“We were given tools to kind of keep ourselves grounded and practice self-care and we were also given space to talk about what we needed to talk about…. there were times where I’d be like hey, so, this really fucked up thing happened… today like what do you think I should do about it?… I just felt way more supported that like I wasn’t having to rely on my advice and my lived experience alone… I also have a team of people I could talk to so, I don’t feel like I’m alone in this” (1SIY-KII-T).


Many participants across sites cautioned that the impacts of host organizations not providing adequate training and supervision to PNs could lead to burnout. As this Montreal-site participant expressed:“Organizations can do more harm than good by hiring these people and then not being able to provide them the adequate support for them, and then this person might… feel as though they’re failing at their job, when in reality it’s a failure of the organizations, to structure and support them. And that can be extremely harmful… there’s such a... burnout rate” (6CS-KII-M).


Moreover, participants from the London and Montreal sites described how PNs could benefit from access to external health supports, such as a family doctor or individual therapy.“Having the availability of maybe counsellors … so that they can maintain their stability and maybe they have somebody to check in with to address… some of the issues that they’re having because as professionals you can have vicarious trauma so you wouldn’t want to re-traumatize somebody who’s already been in that situation, yeah. And then can’t function as they’re supposed to because they’re so stuck with their own issues now that they can’t move on” (1HP-KII-L).


All sites suggested training related to supporting people living with HIV as well as more general HIV education and prevention, including the use of pre-exposure prophylaxis (PrEP) and post-exposure prophylaxis (PEP). In addition, participants recommended offering training related to culture, mental health, sexual orientation and respecting confidentiality and privacy. This included trauma-informed approaches to intervention and training that would adequately address culture through cultural sensitivity, competency and safety models.
However, the recommended areas of focus for these trainings sometimes differed, especially between the Canadian versus Kenyan sites (see Fig. 4). For example, participants across Canadian sites suggested trainings related to realities faced by transgender people, gender diversity and trans-affirmative approaches. Gender diversity training did not surface in the Kenyan sites, although Eldoret site participants were the only ones to recommend training on gender-based violence. Participants in Canada identified a greater range of training topics related to crisis counselling, harm reduction and boundary maintenance. In the Toronto site, clinically oriented training on how to address counter-transference was identified. Participants in the London, Toronto and Kitale sites also advocated for training on how PNs can ensure their personal safety while engaging in interventions. For example, London site participants discussed how PNs needed training on violence prevention, de-escalation, safety and exit planning when working inside buildings, as well as on how to seek help if they are in danger while working and accessing emergency services.[image: ]
Fig. 4Training topics



PN characteristics, skills and abilities
In this section, the main themes that are explored include the PN characteristics in relation to their experiences of homelessness and drug use as well as their HIV status. Consistent with the quantitative results, the qualitative data further explored the debates regarding whether these characteristics should be core or peripheral features. In conjunction with this theme, the notion of PNs with multiple marginalized identities was also highlighted. A final theme highlighted in this section includes the importance of interpersonal skills and workplace abilities.

PN characteristics related to HIV status, homelessness and drug use
Across all sites, participants identified the PNs’ HIV status, experience with homelessness and/or drug use to be particularly relevant experiences, or key characteristics, that would impact their ability to build trusting and professional relationships with SIY. There was consistent agreement across sites that it would be beneficial for PNs to have experienced homelessness; there were different reflections regarding the PN living with HIV or having used drugs. In the Eldoret site, for example, one participant reflected upon the impact of having a PN who had previously used drugs.“[For the PN to] be educated on the effects of drugs… I think will improve their lives and we can also have an ambassador, someone who has been there and through that process they have grown. This ambassador can be a light to the others because they have succeeded” (1CS-KII-E/H).


In the Kitale site, a participant suggested that hiring a PN who is living with HIV would increase the capacity for this person to support SIY who are also living with HIV.“If you are HIV positive, you will be able to empathize because you are in the same shoes as the wearer… Sometimes if I stand and say I am HIV positive… that creates confidence and trust” (2-CS-KII-K).


However, there were disagreements among participants on whether these characteristics should be required or optional, which included distinctions about current versus previous experiences of homelessness and drug use. For example, a number of participants from the Canadian sites suggested that the PN should be someone who had previous experience of being street-involved and was in a more stable place at the time of being hired, instead of someone was currently street involved.“I think that they have to be stable enough themselves in order to function well with the team, and to function well in their role. I think if you get somebody that’s too new out of their environment of whatever piece they’re experiencing I think it can be dangerous and that they may not know boundaries. They could fall back into those patterns if they haven’t been properly addressed” (1HP-KII-L).



PNs with multiple marginalized identities
Within the Canadian sites, there was further discussion on other PN characteristics, such as their gender or ethnoracial identity and migration status. However, there were contrasting viewpoints on how these identities and statuses should be recognized or would be beneficial for the PN. For example, a Toronto site participant suggested:“I think the more marginalized the better… in terms of… finding someone who might be trans or gender diverse or gender nonbinary, finding folks who are racialized or who are a newcomer, because I think those are the populations that will need the support the most… For newcomers… they may or may not have been exposed to some of this information, and they’re also coming here being very vulnerable. So, just being able to catch some of those folks very early on I think would be very important” (1HP-KII-T).


In contrast, a Montreal site participant cautions about host organizations not being able to actually support PNs who hold multiple marginalized identities and/or statuses, leading to tokenization and implementation failure. Thus, participants across the Canadian sites that referred to PNs who experience marginalization owing to their gender, ethnoracial and migration status disagreed about whether these characteristics should be required or optional. Participant reflections about these issues also included exploring the issue of disclosure related to the various stigmatized experiences, statuses and identities. A participant from the Toronto site shared some concerns about the possibility of the PN being outed in relation to their role:“I feel like the name might also need to change. That way people aren’t directly outed for being LGBTQ and street-involved. It would be up to the person in that position to disclose that information to the people that they work with, instead of being tokenized when they go into communities being like ‘there is a peer here who is queer and who was previously homeless’… yeah, so maybe just calling them, I don’t know, like the outreach worker. There’s an outreach worker coming in, just having a general name and leaving it up to the people to disclose their identities if they want to” (2CS-KII-T).



PN interpersonal skills and workplace abilities
Participants across all sites further identified a diverse set of skills that the PN should possess, mostly in relation to interpersonal skills and workplace abilities. Within the Canadian sites, identified key workplace skills included the ability to multitask, to be autonomous and to be organized. This participant in Toronto suggested:“‘Ability to organize and implement multiple tasks’, I think is a core because you have to know how to do more than one thing…. this type of work… could get hectic and…you have to be able to multitask, answer your phone and also be with a client at the same time. An example of this would be if I’m with a client and I’m getting a call from another client because this other client is thinking about suicide because they [are] HIV positive, so you have to know how to multitask around that and be able to know what to tell this person and know how to manoeuvre” (4SIY-KII-T).


With respect to interpersonal skills, all sites identified the importance of the PN being empathic when supporting SIY and building trusting relationships. Participants in Montreal and London sites also emphasized the importance of having strong active listening skills. However, some participants also cautioned that being overly empathic could lead to an inability to maintain healthy boundaries, leading to burnout. In addition, participants across the Canadian sites identified the importance of PNs being able to manage their schedules and have some flexibility on the days and hours that they would be working. Most sites also suggested that the PNs should be able to engage in advocacy on behalf of youth while also be able to engage in self-care.

PN activities
In this section, the main themes explored include participant discussions in relation to PN activities related to HIV education, prevention and testing. Consistent with the quantitative results, participants across sites and groups were in general agreement with respect to the main PN activities that should be core versus peripheral, although there remained some disagreements on the PN’s role in HIV testing. The first theme includes the main PN activities highlighted by participants. The subsequent theme explores participant articulations of how PNs should engage in these activities, drawing from specific approaches.

PN key activities
Across sites and groups, participants confirmed that PNs needed to be able to complete the following activities: community outreach activities, providing HIV health education, facilitating referrals to relevant health, social and community services and engaging in system navigation outside of HIV-related services and patient advocacy. Participants across sites discussed the importance of providing information related to HIV testing. However, there were contrasting viewpoints on whether or not PNs should actually do the testing or not.
Within the Canadian sites, HIV prevention strategies such as access to PrEP and PEP were identified, as well as the distribution of harm reduction kits and building relationships with external organizations to facilitate mutual referral systems. Several Montreal and London site participants explicitly recommended that the PNs be able to provide more detailed information about the ‘undetectable = untransmittable’ campaign.
Several of the PN activities were also contingent on the characteristics of the host organization. For the host organizations in Montreal and Toronto, which were not affiliated with HIV health clinics, some participants cautioned about confidentiality issues when collaborating with clinics. The Kenyan site participants identified the importance of PNs facilitating HIV testing and treatment, engaging in harm reduction outreach activities and re-engaging SIY living with HIV who had stopped treatment. These activities also needed to be done in close collaboration with hospital and clinic staff. This was feasible, given that the Kenyan PNs were hosted in primary care facilities that were central to providing HIV care in their particular region.

PN approaches to engaging in activities
Across sites and groups, participants shared insights on how the PN needed to engage in these activities, which included, for example, approaches to address HIV stigma. Within the Kenyan sites, the social stigma and fears related to HIV as well as lack of trust with HIV service providers are barriers for SIY to access HIV testing and linking with HIV care services.“When you counsel street children [street-involved youth] together and… when that chance comes for testing HIV or malaria, majority of them will run away. Recently we had a clinic here but only a few accepted but others ran away… they fear that testing… they fear reality that they might be HIV positive and ‘how (will) people will see me’, the problems they have are more than the disease itself so they do not care whether it will be tested or not” (1CS-FG-K).


Thus, the PN would need to be able to provide nonjudgemental support for some youth to address and reduce the impacts of stigma related to HIV and accessing services. Within the Canadian sites, participants identified the importance of meeting people where they are at and applying a comprehensive and nonjudgemental approach, especially to ensure accessibility. This includes applying trauma-informed and cultural safety approaches, particularly with indigenous SIY.

PN burnout
Participants across sites and groups discussed the possibility of the PN experiencing burnout when addressing all three PN components characteristics categories (PN host organization characteristics, PN skills and abilities and PN activities and tasks). On top of a demanding workload, the PN role can be emotionally taxing. Some participants indicated that these challenges could be navigated with adequate supervision, support, guidelines and clear expectations. Generally speaking, participants warned that not having the core PN components could lead to burnout. To summarize, this participant from the Toronto site reflected upon the emotional labour and psychological impacts of doing peer navigation.“The burnout is so real in this field of work… [the PN] is putting all this energy – and then what, they’ve got to go home and forget about this youth who just left the office, is probably high, where are they sleeping tonight? You can’t turn it off, like we try… we know the importance of leaving it at work and turning it off but it doesn’t happen… when thinking about what barriers there are on our side, like the worker’s side, like burnout, burnout is for sure real. Lack of support, you know, like not working together enough, like not enough collaborating” (1CS-KII-T).





Discussion
Drawing from an adapted explanatory sequential design, the quantitative and qualitative data were collected at the same time (within each interview or focus group), with the initial completion of a 39-item PN components checklist (quantitative data) informing further discussion related to each item, as well as a semi-structured interview protocol that was deployed upon completion of the checklist. The quantitative findings aimed to identify core versus peripheral PN components (that is, host organization, PN characteristics and PN activities) and measure agreement across sites (Canada/Kenya) and participant groups (community stakeholders, healthcare providers and SIY). The qualitative findings aimed to explore more detailed site-specific adaptations as well as why, from the participants’ perspective, some of these components were core versus peripheral (that is, HIV status as key PN characteristic).
To summarize, the quantitative data suggested high agreement across all sites and participant groups for the majority of the intervention’s core components, clearly identifying peer navigation as an acceptable and appropriate means of engaging SIY in HIV prevention, testing and care. These results align with recent literature that suggests that peer-based interventions with SIY may increase uptake of HIV prevention, testing and treatment [4, 5]. Interestingly, the SIY participant group prioritized the ability of PNs to make referrals and engage in outreach, while the community stakeholder (CS) and healthcare provider (HP) groups prioritized strong interpersonal skills and the host organization’s capacity to facilitate community outreach. This indicates that the CS and HP participants likely had more insight into organizational issues that could impede or facilitate the PN intervention, whereas the SIY participants had deeper knowledge of the importance of specific PN activities (referrals and outreach) often done on the streets and outside of the host organization. While completing the checklist, however, all of the participant groups shared more in-depth reflections on all of these areas. Although participant groups had different rankings in terms of preferences for various checklist items, all groups had insights into the various items irrespective of rankings.
On the basis of participant responses to the checklist, the quantitative findings suggest that organizations seeking to implement successful PN programs must foster a supportive self-care environment and ensure solid training and mentorship opportunities. The primary HIV testing, prevention and treatment activities that PNs should focus on were identified as engaging in outreach to out-of-care SIY as well as providing health and social service referrals. PNs should also demonstrate empathy, strong interpersonal skills and a strong commitment for their job. However, these data also suggested there were mixed opinions related to the need for PNs to have used drugs or be seropositive.
The qualitative data allowed for more in-depth exploration of the key themes and patterns that emerged from the quantitative results. For example, ensuring the host organization had the capacity to provide adequate training, supervision and other supports (that is, access to individual therapy and peer-based mentorship, among others) was identified as a priority across all sites. However, there were clear variations in the types of trainings that participants indicated should be delivered (see Fig. 4). Although at least one participant in each site identified that trainings on HIV and trauma-informed approaches were essential, only Canadian site participants indicated the importance of trainings related to crisis intervention, harm reduction and confidentiality/privacy. Trainings related to personal safety were identified as important for participants from some Kenyan (Kitale) and some Canadian (London and Toronto) sites. These results suggest that future implementation science projects may want to elaborate a more thorough examination of training needs by asking stakeholders to review a list of possible trainings instead of only asking participants themselves to name them. The study results also suggest that it is important that PN programs include robust training modules as well as ongoing and multilayered supervision strategies to further support the PN and reduce burnout.
Although most of the core elements of the CATIE model were determined to be applicable across all sites, there were some notable divergences in PN key characteristics and activities identified for the PN intervention. These divergences might be a result of the CATIE model having been developed for implementation in a healthcare clinical setting. In contrast, the implementation sites in Toronto and Montreal were social service-oriented or community-based organizational settings. Thus, some of CATIE’s core features of the PN role, such as working closely with healthcare professionals (that is, doctors and nurses, among others) within the host organization, were not applicable. This has implications for the PN role, as their accompaniment of a SIY to, for example, a doctor’s appointment, would be done at an external health clinic. Subsequently, accessing medical records or contributing to an interdisciplinary healthcare delivery note-taking system would be difficult, if not impossible.
Another key difference is the CATIE model’s core feature of the PN being a person living with HIV. In contrast, there was debate within and across sites regarding whether or not the PN should be a person living with HIV and/or using drugs and/or having experienced homelessness. Some participants across various sites also suggested a more nuanced approach to drug usage and experiencing homelessness, suggesting that a PN should be someone with previous, but not current experience. The qualitative results for the Canadian sites suggest that the PN intervention needs to take other social identity markers into account, such as gender identity, ethnoracial identity and migration status. Indeed, some studies on peer navigation with Latinx gay, bisexual, men who have sex with men (GBMSM) and transgender people or minority MSM discuss the benefits of PNs who are community leaders or PN and service user matching on the basis of sexual orientation, race/ethnicity and age, among others [21, 22].
Although participants across sites identified the PN intervention as acceptable and appropriate, the qualitative data analysis suggests specific adaptations for site and host organizations, such as addressing specific needs of transgender people and more generally 2SLGBTQ+ SIY (Montreal and Toronto), transportation needs (London) and social stigma related to HIV (Kitale and Eldoret/Huruma). Some key tensions included the difficult balance of the PN needing to be empathetic and have strong communication and listening skills, while also ensuring host organizations have appropriate supports in place to guard against burnout and tokenization. As shared in the results section, the possibility of PN burnout was a central cross-cutting theme. Indeed, a recent meta-synthesis of nine studies that examined PN experiences of HIV patient navigation suggests that PNs risk emotional burnout owing to lack of supports related to establishing personal and professional boundaries [23]. However, our study results also indicate that burnout can occur owing to a larger variety of core PN components not being present across all categories related to host organization characteristics, PN skills or PN activities. Further studies should thus examine the issue of burnout from a multipronged approach.
Overall, the quantitative and qualitative data suggests the PN model is applicable in diverse regions and organizational contexts when site and context-specific adaptations are implemented prior to full-scale implementation. This echoes a previous study in which community stakeholders identified specific adaptations (for example, due to mobility patterns, police harassment and health system barriers, among others) that were required to implement a PN intervention in a particular region in Mexico [10]. Our findings that emerged from five different community or institutional sites across two countries highlights the importance of consulting diverse stakeholder groups (that is, SIY, healthcare providers and other service providers) to identify and guide these site-specific adaptations.
A limitation for this study is the variability of the numbers of participants across recruited stakeholder groups in each project site. For example, the Montreal site had very few SIY participants and far more community stakeholders in comparison with the other sites. This difference could have shaped the key themes that were addressed in that site. However, the unequal numbers of the different types of stakeholders could also partially be due to site-specific particularities as well as each site’s research team’s varying relationship with and access to various stakeholders.

Conclusions
This mixed-method study results suggests that the PN intervention is acceptable and appropriate across diverse sites and regions. However, potential challenges of implementing the PN intervention were also highlighted. Key core components for the PN host organization characteristics, PN personal characteristics and PN activities are suggested to help mitigate these challenges. The PNs role and mandate need to be carefully integrated into the host organization to ensure acceptance from other personnel. Whereas the PNs role, responsibilities and tasks related to HIV prevention, care and treatment should be clear and the hiring process needs to consider the PNs personal characteristics (for example, strong interpersonal skills, among others), the host organization must ensure adequate training, supervision and supports for PNs. The PN role was identified as highly demanding and emotionally taxing work owing to the need to support SIY with diverse and complex HIV care needs. Thus, these core components are associated with the need to reduce the possibility of PN burnout.
Moreover, variations across sites suggest that adaptability of the PN intervention is important to attend to site-specific issues and needs. The PNs’ HIV status and other characteristics may be less important than their ability to form trusting, empathetic relationships with youth on the basis of their shared experience of homelessness and/or drug use. In addition, other PN characteristics, such as their gender identity, ethnoracial identity and migration status should be taken into consideration as possible identities that will shape the PN’s ability to build trust with other SIY from multiply marginalized backgrounds. Further research should be conducted to evaluate the degree to which recommendations that emerge from acceptability studies are actually feasible in the implementation stage of a PN program.
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