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Abstract 

 Although pre-exposure prophylaxis (PrEP) is 

highly effective at preventing HIV infection, only around 

25% of at-risk individuals in the United States have 

accessed a prescription. One way to increase PrEP 

uptake is through the sexual health screening of patients 

and linkage to PrEP in primary care settings. The 

objective of this analysis was to assess the barriers and 

implementation strategies during a screening and 

linkage to PrEP pilot intervention. Primary care patients 

were screened for PrEP indication during routine 

primary care visits. Of the 1,225 individuals screened, 

1.8% (n=22) were eligible for PrEP and from those, 

77.3% (n=17) attended the specialist appointment and 

were prescribed PrEP. Primary care patients (n=30) and 

providers (n=8) then participated in semi-structured 

interviews assessing their experience with the pilot 

intervention. Using an applied thematic analytic 

approach, patients and providers identified barriers and 

Journal of Clinical Research In HIV AIDS And Prevention 

ISSN: 2324-7339  

DOI: 10.14302/issn.2324-7339.jcrhap-22-4371 

Freely Available Online  Research Article 

Corresponding author:  

Carrie L. Nacht, PhD student in Public Health, UC 

San Diego – San Diego State University, 6475                     

Alvarado Rd. , Suite 118, San Diego, CA 92120, 

708-574-2232 

Keywords:  

HIV, PrEP, Primary Care, Qualitative Methods 

Received: Nov 08, 2022 

Accepted: Dec 06, 2022 

Published: Dec 31, 2022 

Editor:  

Denise Evans, Epidemiologist, Clinical HIV                      

Research Unit, Helen Joseph Hospital,                      

Houghton, South Africa.  

Running title 

Screening and Linkage to Pre-Exposure                 

Prophylaxis in Primary Care 

http://www.openaccesspub.org/
https://doi.org/10.14302/issn.2639-3166.jar-21-3872
https://doi.org/10.14302/issn.2324-7339.jcrhap-22-4371


                           Vol– 4  Issue 2 Pg. no.-  16 

 

©2022 Carrie L. Nacht, et al. This is an open access article distributed under the terms of the                

Creative Commons Attribution License, which permits unrestricted use, distribution, and build 

upon your work non-commercially. 

related improvement strategies that could be classified 

into four main categories: 1) Financial Barriers:                      

Individual- vs. Clinic-level Considerations 2) The Role of 

Stigma, Discomfort, and Cultural Factors 3) Logistical 

Hurdles and Streamlining the Intervention, and 4) The Lack 

of PrEP Knowledge and the Need for Education. Findings 

support the accepatability and feasibility of                         

screening for PrEP in primary care along with appropriate 

implementation strategies.  This study suggests that 

because of the high volume of patients seen in primary 

care, sexual health screenings and linkage to PrEP 

interventions have the potential to reduce new incident 

HIV infections among diverse sexual minority men. 

Introduction 

Pre-exposure prophylaxis (PrEP) is highly 

effective in preventing HIV infection and is now being 

widely promoted as a prevention strategy for individuals 

perceived to be at high risk for HIV.1,2 However, only about 

25% of sexual minority men (SMM) who are likely to 

benefit from PrEP currently have a prescription.3 Among 

SMM,  racial/ethnic minority SMM have been shown to 

have a disproportionate risk for HIV infection, and uptake 

of PrEP has been disproportionately slower compared to 

their White peers.4 Because of the high volume of racially 

and ethnically diverse patients who visit primary care for 

health services, routine HIV risk screening and referral for 

PrEP in primary care settings has the potential to further 

reduce disparities in HIV infection rates in the United 

States.5  

Previous studies examining barriers to providing 

PrEP in primary care settings have found multiple barriers 

reported among primary care providers (PCPs). Some 

PCPs have reported that they avoid prescribing PrEP due 

to concerns about the cost of PrEP and related medical 

and lab visits for patients,6-8 while others have cited 

concerns about patients’ ability to adhere to their PrEP 

regimen.9 In particular, concern for adherence was a 

perceived barrier to prescribing PrEP to patients engaged 

in perceived high-risk behaviors (e.g., persons who use or 

inject drugs, with multiple partners, exchange sex for 

money, or who are unstably housed).10-15  

Prior work has identified a lack of knowledge of 

current clinical guidelines for providing PrEP15 and 

disagreement on whether PrEP should be provided by 

PCPs or HIV specialists.9,15-18 Although guidelines that 

promote sexual health screening and provision of PrEP in 

primary care have been developed and made widely 

available,5 the majority of PCPs report that they do not 

regularly screen for sexual-risk behavior among their 

patients.19-21 Because of the volume of patients attending 

primary care, the ability to rapidly determine PrEP 

eligibility, provide education and consultation around 

PrEP, and provide, or refer patients for, PrEP is an 

important and often missed opportunity for intervention. 

The current study sought to assess the barriers 

observed during the implementation of a brief PrEP 

eligibility screening and linkage to PrEP intervention 

piloted in two primary care clinics nested within a large 

integrated healthcare system. This brief intervention was 

designed to be conducted by asking all male-identified 

patients to fill out a brief screening questionnaire that 

assessed for possible HIV risk factors when they were 

checked in for their appointments with primary care 

providers. Providers would check the screener for 

completeness, determine eligibility for PrEP, and provide 

eligible patients with a referral to HIV specialty services 

for a PrEP appointment.  

This study was among the first to pilot a brief 

PrEP screening and linkage intervention in primary care. 

The objective of this qualitative analysis was to examine 

the barriers experienced by both patients and providers 

during the pilot intervention and to assess the                        

overall acceptability, feasibility, and opportunities for 

improvement.  

Materials and Methods 

Intervention Overview 

 The study utilized a proof-of-concept approach to 

assess the feasibility and acceptability of the pilot project: 

Screening and Linkage to PrEP (Project SLIP).22 The 

overall protocol for the pilot study has been described in 

http://www.openaccesspub.org/
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detail in a prior publication.22 Briefly, a 6-item sexual risk 

screening instrument for facilitating PrEP uptake was 

developed and integrated into the workflow of two 

primary care clinics contained within a large, integrated 

health system, Kaiser Permanente Southern California 

(KPSC), as part of Project SLIP. At KPSC, PrEP is primarily 

provided with HIV specialty care services.22 Kaiser 

Permanente provides care for over 9 million                     

Californians.23 Providing screening and linkage to PrEP 

from Kaiser’s primary care clinics could greatly extend 

PrEP services to many members of communities at risk for 

HIV. Because of the limited scope of this pilot, patients 

whose electronic medical records indicated cisgender 

male identity aged 18-65 were to be screened for PrEP 

indication during their routine primary care visits over a 

12-month implementation period. Patients who screened 

as eligible for PrEP were then referred to an HIV specialty 

care services for further PrEP evaluation and prescription 

as per the protocol for providing PrEP at that time               

(Figure 1).  

Interviews with Primary Care Providers and Staff 

 Semi-structured in-person interviews were 

conducted with providers and staff (e.g., primary care 

doctors, nurses, medical assistants, administrators, and 

front desk staff; n=8). Interviews lasted approximately 60 

minutes (range: 45-75 minutes) and were conducted in 

English by the study principal investigator (ES). Interview 

questions focused on (1) experiences around discussing 

sexual behavior and substance use with patients, (2) 

attitudes about providing PrEP as an HIV prevention 

intervention for SMM, and (3) factors that would make it 

easier or more challenging to screen and refer SMM for 

PrEP (“How best do you think this routine screening can 

be integrated into your clinic workflow? (Probe: When 

should it be administered? Who should conduct the 

screening and collect the form? Who should be going over 

the result of the screening with patients?)”). Information 

about provider demographics, specialty, and related 

experience providing care to SMM was collected through 

brief surveys at the end of each interview.  

Interviews with Patients 

 Semi-structured phone interviews were 

conducted with patients who screened as eligible for PrEP 

(n=30). Patients were stratified by eligibility and referral 

Figure 1. Overview of the screening and linkage to PrEP pilot study, Project SLIP.  

http://www.openaccesspub.org/
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outcomes; 8 patients were interviewed who were not 

eligible for PrEP, 13 were interviewed who were eligible 

for PrEP but who did not start PrEP, and 9 were 

interviewed who were eligible for PrEP and did start PrEP 

treatment after referral. Interviews lasted approximately 

60 minutes (range: 45-75 minutes) and were conducted in 

English by three members of the research staff (AM, DLG, 

and JMC). Interview questions focused on (1) comfort with 

screener questions and ease-of-use (“What did you think 

about the specific questions on the questionnaire?”), (2) 

experience with consultation for PrEP with PCP (“Did your 

doctor talk with you about PrEP at your last visit? If yes, 

how did you find this experience?”), (3) factors that made 

it easier or more challenging to attend the PrEP 

appointment at HIV specialty care services, (4)                 

experiences during PrEP evaluation and prescription fill, 

and (5) reasons for/against starting PrEP treatment. 

Patient demographics were collected via a brief survey 

administered at the end of the interview. 

All interviewees provided informed consent to 

participate in the study and patients received $50 for their 

time. Study procedures were approved by the Kaiser 

Permanente Southern California and RAND Corporation 

institutional review boards. 

Data Analysis 

 Interviews were audio recorded, transcribed 

verbatim, and de-identified. The research team used an 

Applied Thematic Analysis approach to identify key 

themes across the interview data.24-26 The coders (led by 

JF, including SM) first read six randomly selected 

transcripts (n=4 patient, n=2 provider) and wrote and 

applied analytic memos on their initial ideas about key 

topics and patterns in the data.27 The coders then 

generated a preliminary codebook and independently 

coded four randomly selected patient interview 

transcripts Using Computer-Assisted Qualitative Data 

Analysis Software NVivo (released March 2020).28 The 

coders had an average of >85% agreement in the coding 

application, suggesting a high level of reliability from the 

outset.25,29 They then resolved discrepancies, revised the 

codebook, and individually coded the remaining 24 

patient interviews before repeating this coding process 

with provider interviews. Once all data were coded, the 

coders developed code summaries (synthesized,                     

high-level summaries of excerpts for a single code) for a 

selection of relevant codes. The research team then 

identified key themes and sub-themes through group 

discussion about coding patterns in the data, with 

attention to barriers and opportunities for improvement 

in the implementation of the intervention.24-26 

Results 

Overview 

 Thirty patients were interviewed as part of this 

study and had a median age of 30.5 (range 21-66). Patient 

participants identified as Hispanic/Latino (26.7%), Asian 

(6.7%), Black/African American (10%), White 8 (26.7%), 

and other race (20%), and the majority (70%) identified 

as gay (Table 1). The eight provider and staff participants 

consisted of front desk workers (12.5%), administrators 

(25%), nurses (37.5%), or primary care medical doctors 

(25%). Demographic information for providers is not 

provided due to the small number of participants and 

concern for anonymity.  

Based on the full sample of participants eligible to 

be screened during the 12-month study period (Figure 1), 

N=1,225 individuals were screened, 1.8% (n=22) of whom 

were eligible and referred for a PrEP appointment with an 

infectious disease provider (this does not include those 

who were eligible but were already on PrEP or living with 

HIV). Of the 22 who were eligible and referred for a PrEP 

appointment, 77.3% (n=17) attended the appointment 

and filled the PrEP prescription at the KPSC pharmacy 

within 5 days.22 

Thematic Findings 

 Based on the interviews with patients and 

providers, there were several barriers to implementing 

the screening and linkage intervention as well as 

suggested opportunities for improvement at each step in 

the Project SLIP screening and linkage to PrEP process. 

While these two groups aligned in some of their feedback, 

they also diverged substantively in their focus on certain 

http://www.openaccesspub.org/
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barriers and opportunities. In general, patients tended to 

discuss the individual-level factors that impacted their 

experience and opinions around taking PrEP, whereas 

providers focused more on system-level factors impacting 

their ability and willingness to screen and link primary 

care patients to PrEP. In the next section, we present four 

thematic categories highlighting these barriers and 

opportunities: 1) Financial Barriers: Individual- vs.          

Clinic-level Considerations, 2) The Role of Stigma, 

Discomfort, and Cultural Factors, 3) Logistical Hurdles and 

Streamlining the Intervention, and 4) The Lack of PrEP 

Knowledge and the Need for Education (Table 2) and 

visually depict how each thematic category manifested 

across the stages of the screening and linkage to PrEP 

intervention. 

Financial Barriers: Individual- vs. Clinic-level Considerations

  

Costs surrounding attending PrEP appointments, time off 

work, copays for prescriptions, and labwork were often 

cited as barriers among patients, while system-level costs 

to implementing intervention among providers We 

identified a clear divergence between how patients and 

providers described the relevance of financial cost in their 

experiences and perceptions of the intervention. For 

patients, the cost of a PrEP prescription was the most 

prevalent barrier to both attending their clinic visits and 

filling their PrEP prescription; indeed, this was discussed 

by nearly every patient at length.  

Patients disclosed a wide array of individual-level 

Table 1. Demographics of Patient Participants  

*Not mutually exclusive 

Characteristics 
All participants

(N=30) 

Eligible for PrEP & 

linked to care (N=9) 

Eligible for PrEP 

but not linked to 

care (N=13) 

Ineligible for PrEP 

(N=8) 

Age, mean (SD) 32.5 (10.4) 32.2 (11.0) 31.25 (6.8) 34.2 (13.0) 

Race/ethnicity* N (%) 

White 8 (26.7) 3 (10) 3 (10) 2 (6.7) 

Hispanic/Latino 8 (26.7) 3 (10) 4 (13.3) 1 (3.3) 

Black/African Ameri-

can 
3 (10) 0 2 (6.7) 1 (3.3) 

Asian 2 (6.7) 1 (3.3) 1 (3.3) 0 

Other 6 (20) 1 (3.3) 2 (6.7) 3 (10) 

Unknown 1 (3.3) 1 (3.3) 0 0 

Decline to state 2 (6.7) 0 1 (3.3) 1 (3.3) 

Sexual identity N (%) 

Gay 21 (70) 6 (20) 12 (40) 3 (10) 

Bisexual 3 (10) 2 (6.7) 1 (3.3) 0 

Straight 5 (16.7) 0 0 5 (16.7) 

Queer 1 (3.3) 1 (3.3) 0 0 

http://www.openaccesspub.org/
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Theme Patient Illustrative Quote Provider Illustrative Quote 

Financial Barri-
ers: Individual- 
vs. Clinic-level               
Considerations 

“I’m paycheck to paycheck at this point, so I 
don’t have the extra $900.00 to continually, to 
even float for the first time. That’s really the is-
sue.” (35, White, gay, eligible but not linked to 
PrEP) 

 “There are ways of scheduling around your ap-
pointments, making sure that you have metro 
fare to get to the appointment or that you have 
knowledge and the resources to sign up for a 
copayment program.” (25, other race, queer, 
linked to PrEP) 

 “If you go into it and [the prescription is] like 
free or really cheap and it protects you, I think 
more people would go and look for it.” (31, 
Asian, gay, eligible but not linked to PrEP) 

  

“I will tell you that if you want to have some-
body who's a case manager linkage 
[coordinator], you're going - you're going to 
have to find funding for another person to do 
this…Because everybody is - so we're very un-
derstaffed…But I do think it can be done and 
there can be a worker that can absolutely set 
them up and do that. Absolutely that can be 
done. You just need another staff member to do 
that.” (Primary Care Doctor) 

The Role of 
Stigma, Dis-
comfort, and 
Cultural Fac-
tors 

“If I was living at home or, you know, living with 
my family, [taking PrEP] might be more difficult 
because it prompts conversations that I just have 
not traditionally felt comfortable having with my 
family.” (34, white, gay, linked to PrEP) 

“Discussing sexual health with somebody when I 
know that they're like a gay doctor that some-
how puts me more at ease…you know that 
they're going to be more familiar with some of 
the issues you're talking about or potentially less 
judgmental about it.” (34, white, gay, linked to 
PrEP) 

“[Providers] should probably be members of the 
queer community. That would be a lot more 
helpful, because the last thing I need is someone 
that’s a heterosexual, cisgendered male telling 
me what the fuck to do with my sexuality and 
counseling me when he literally is not even an 
ally. So, someone that identifies as a queer ally is 
very important, I believe, because I can actually 
take them seriously and they will actually take 
me seriously.” (25, Hispanic/Latino, gay, eligible 
but not linked to PrEP) 

 “I think that anytime that you engage in a con-
versation about sexual health among men [and] 
you know that they’re not queer, themselves, it’s 
uncomfortable.” (36, Hispanic/Latino, gay, linked 
to PrEP). 

 “Specific training around the gay community, 
especially for those that don't identify as homo-
sexual, can really improve the connection and 
their relationship that they have with their doc-
tor.” (29, Black, gay, eligible but not linked to 
PrEP) 

“Maybe [the screener] can be something that 
we initiate in the room. Like have them fill it 
out in the room and then maybe the doctor can 
review it with them, so that they're a little bit 
more comfortable and they're not like… ‘I'm 
filling this out in front of everybody here. Eve-
ryone's going to see what I'm writing.’ Because 
I mean it does ask questions that are very sensi-
tive towards your sexuality and some of them 
are not comfortable.” (Primary Care Medical 
Assistant) 

 “There were like maybe one or two doctors 
that probably had some reservations about [the 
screener], as well…Like being able to answer 
those questions [that patients had about the 
screener]. But I think during that meeting, we 
were able to get a little bit more information to 
help that physician feel comfortable having 
those conversations.” (Primary Care Medical 
Assistant) 

 “I think also you know, [the nursing staff]’s 
own personal beliefs on the subject may come 
into play…You know, maybe they’re not, you 
know, maybe the way they were raised was not, 
you know, something that they’re not comforta-
ble discussing the subject [of sexual health]…
Most of the time, these sorts of subjects are re-
served for the doctor…it’s not something that I 
think the nursing staff is accustomed 
to.” (Primary Care Nurse) 

Table 2. Comparing patient and provider illustrative quotes across emergent themes  
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financial barriers affecting their ability to attend clinic 

appointments, such as having to take off work to visit the 

clinic (i.e., lost wages), and transportation-related costs 

(e.g., gas, parking, etc.). For example, one patient discussed 

the role of transportation barriers related to parking 

costs: 

 “Having to pay to park there is kind of like, iffy…I 

just feel like I’m already paying a ton of money to be a 

[patient], so when you still want to charge me to park 

there…Maybe charge a little less or make it free.” (29, 

Hispanic/Latino, Mexican, gay, eligible but not linked to 

PrEP) 

 A particularly common strategy suggested by 

patients to improve this intervention was to reduce 

financial costs, including ensuring that the PrEP 

prescription be free to fill or, at a minimum, significantly 

less expensive. One participant discussed this need in the 

context of patients who are economically disadvantaged, 

such as those who are in school:  

 “The fact that people have used PrEP as a defense 

tool for your health definitely has to do with where you 

are economically, where you land on the income bracket. 

So, for a college student, it has to be free. For somebody 

who has just come out of college, there has to be 

assistance. For somebody who is deep in their career and 

they know what’s up, they’re not going to think twice 

about it.” (36, Hispanic/Latino, gay, linked to PrEP) 

 The idea that patients had to choose between 

different forms of preventative care because of cost was 

identified several times. One patient explained how 

Logistical 
Hurdles and 
Streamlining 
the Interven-
tion 

“[The clinic] did [reach out to me to schedule an 
appointment], and I told them I could not make it 
at that time. And then we never were able to re-
schedule an appointment. I didn’t have their con-
tact information, and when I tried to get the con-
tact information from my medical care provider, 
I could not get it.” (25, Hispanic/Latino, gay, eligi-
ble but not linked to PrEP) 

 “Make it as convenient as possible. It’s probably 
something difficult for people to decide and hav-
ing something be a little further away or a little 
harder to get an appointment, any excuse to give 
people to not make an appointment or get more 
information…you want to eliminate that as much 
as possible. So, I’d probably make it easier than 
normal to get more information.” (35, other, gay, 
eligible but not linked to PrEP) 

“I would say the barrier will be because like most 
of the time, you know, we all are short of 
staff.” (Primary Care Front Desk Staff) 

 “There would need to be like a physician meet-
ing where all of the doctors were there to intro-
duce — to introduce [the study]. And say, ‘This is 
something we want to bring here.’ Once we get 
all the doctors on board, we then would have a 
second meeting with all of our nursing staff. And 
then maybe bring in, if there’s a physician cham-
pion that wants to own it, to own this pilot…if 
there are any questions or barriers, they can be a 
representative of what the physicians 
want.” (Primary Care Administrator and Nurse) 

The Lack of 
PrEP 
Knowledge 
and the Need 
for Education 

“I didn't do a whole of research and [I’m] not 
completely informed about the medication itself, 
and I guess the idea of taking medication for 
something that you don’t have kind of made me 
pause.” (39, White, gay, ineligible for PrEP) 

 “Having some kind of a youth group meeting…
where new users or potential users could actual-
ly talk to folks who are already using it in an 
open environment, so that they could have their 
questions answered. They could see actual peo-
ple who are using [PrEP] and benefiting from it 
and hear from first person accounts and how it’s 
helping them protect themselves...that would be 
a way of reassuring first time users that this is a 
safe and effective treatment.” (37, other race/
ethnicity, straight, ineligible for PrEP) 

“I think the back part [of the document provided 
by the intervention] was more informative. I 
thought maybe if we just tried it with infor-
mation, kind of soften it, the whole - then kind of 
- then go in for the questionnaire. Maybe that 
kind of can mentally prepare them as to where 
this is going.” (Primary Care Nurse) 

  

“If you have a partner that has HIV, you can also 
benefit from [PrEP]. So, that's something I didn't 
know. So, again, it's - it's an advertising, 
right? ...So, I think just educating the patients, 
letting them know it's not just certain type of 
your - this sexual orientation and like you could 
benefit from it, you know?” (Primary Care Nurse) 
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condoms may be a better option for some: 

 “We usually think that buying condoms, that’s not 

too expensive and it’s probably going to be a good way to 

kind of prevent any sexually transmitted diseases, and 

that’s probably a lot cheaper than medication, so that 

could be one reason I wouldn’t go for [PrEP].” (28, other 

race, straight, ineligible for PrEP) 

 Thus, a financial barrier to starting this 

intervention may be that other forms of preventative care 

may be more cost-efficient.  

Despite the multitude of financial factors that 

patients discussed as relevant barriers to accessing PrEP, 

providers did not discuss many perceived individual-level 

financial barriers for patients. One provider suggested 

that: “this [intervention] should be done in clinics that are 

more in lower-income areas” (Primary Care Doctor). That 

financial barriers were not discussed often by providers 

(and, as in the above instance, not discussed at length or 

with nuance) suggesting some providers may lack 

awareness of the actual or perceived cost to patients of 

accessing PrEP within the healthcare system. Providers 

may also be unaware of additional costs (e.g., transporta-

tion, parking costs, time off work) incurred in the process 

of acquiring PrEP.   

On the other hand, providers more frequently 

discussed system-level financial barriers such as the cost 

of additional staff time to complete the screening and 

linkage intervention components. One  physician 

explained that while there could be a staff member to 

support the intervention, there would need to be new 

funding to support this role/work:  

 “If you want to have somebody [to do the 

intervention] you're going to have to find funding                    

for another person to do this…we're very                       

understaffed.” (Primary Care Doctor)  

 The clinic funding and staffing shortages were 

observed barriers to implementing the screening and 

linkage intervention. Multiple providers interviewed 

discussed staff turnover and the need to continuously 

train new staff (and rotating residents) on Project SLIP, 

which did not consistently happen, especially when clinics 

were busy: 

 “[The PrEP intervention] is a lot to cover…that 

actually can be one of the biggest challenges. When you 

have new members coming in.” (Primary Care Administra-

tor and Nurse) 

 This study suggests that it is important to 

consider that the financial costs associated with 

conducting a screening and linkage to PrEP intervention 

may be perceived differently by patients and providers 

and that educating providers about the costs impacting 

patients might be important for intervention success.  

The Role of Stigma, Discomfort, and Cultural Factors 

 Patients and providers both described stigma as a 

barrier to this intervention, but at different time points in 

the screening and linkage to PrEP prescription process. 

Some patients discussed how their responses to the 

screening items could lead to feelings of shame or stigma 

related to identifying as a sexual minority. 

 “People might feel shame and guilt associated 

with, like, when they’re taking the questionnaire, it might 

cause those feelings. So, it might provide dishonest 

responses on a questionnaire.” (25, Hispanic/Latino, gay, 

eligible but not linked to PrEP) 

 Several participants who identified as sexual 

minorities mentioned fear that being screened or 

evaluated for PrEP would potentially disclose their sexual 

identity without their consent. Some patients discussed 

being fearful of PrEP showing up on their insurance, and 

fear that being on PrEP could get back to their parents or 

be made public knowledge.  

 “I’m still on my parents’ health insurance, and if 

PrEP were to show up on that, I don’t know how they 

would react, and I don’t know how I would feel about 

them knowing.” (24, other race, gay, eligible but not linked 

to PrEP) 

 Some patients also identified stigma as a barrier 

to discussing their sexual behaviors, identity, and history 

openly with their provider during the initial PCP visit. 

Some patients voiced discomfort discussing these aspects 
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of their lives given how societal norms have conditioned 

them to keep their sex life private. One patient  highlighted 

how important it was for them to have a doctor who also 

identified as a member of the lesbian, gay, bisexual, and 

transgender (LGBT) community during the primary care 

visit as a way to increase comfort in discussing sexual 

health and the use of PrEP:  

 "I specifically called and asked for a gay doctor, so 

he can know about a gay man’s health, and I think that's 

definitely different than a straight man’s health. We do 

different things. So, to find out [my PCP] wasn’t very 

personable, and I couldn't connect with him was very 

disappointing for me." (21, decline to state race/ethnicity, 

gay, eligible but not linked to PrEP) 

 Both patients and providers agreed that making 

patients comfortable discussing sexual health during clinic 

appointments was an important strategy to improve this 

intervention. To do so, some patients suggested 

specifically recruiting clinicians that are members of the 

LGBT community:  

 “Discussing sexual health with somebody when I 

know that they're like a gay doctor that somehow puts me 

more at ease…you know that they're going to be more 

familiar with some of the issues you're talking about or 

potentially less judgmental about it.” (34, white, gay, 

linked to PrEP)  

 One patient noted a preference for an interven-

tion provider who was an LGBT community member over 

a provider who simply had training in LGBT health.  

 “I was looking for a LGBT doctor…[the clinic] said, 

‘we have, like, a network of doctors, of LGBT doctors’…I 

was casually talking to the doctor, and I mentioned, like, 

‘oh, I thought it was great that, you know, it was a LGBT 

doctor,’ and he looked confused because he was not an 

LGBT doctor…He was like, ‘I’ve taken one certification 

class on LGBT issues’…that was not a positive experience…

needless to say, I didn't do [the PrEP referral]…it was 

definitely a factor.” (30, Black, gay, eligible but not linked 

to PrEP) 

 This quote depicts the importance to some sexual 

minority patients of having an LGBT clinician. The ability 

to link sexual minority patients with LGBT clinicians may 

be one promising way of increasing the acceptability of 

the screening and linkage intervention.  

Providers spoke of reluctance and discomfort 

among their peers in discussing sexual behaviors and 

PrEP with patients during the initial patient visits. These 

experiences likely led to missed opportunities to 

implement the screening and linkage to PrEP intervention. 

Further, some providers noted that sexual behavior 

interventions have not succeeded in primary care in the 

past due to the stigma of sexual health: 

 “Sexual health is something that people struggle 

with…Just having condoms in clinic has not been               

well-received by people in power…I had somebody in 

power straight up email me and say that they didn't want 

to have condoms in clinic…So, you're not only dealing with 

barriers from the patient, you're dealing from barriers 

from our peers - our colleagues. We're dealing with                     

a lot of perceptions, homophobia, internalized or 

otherwise.” (Primary Care Doctor) 

 These insights from both patients and providers 

suggest that stigmatization of sexual health was a 

meaningful barrier to the success of the intervention 

overall and may have contributed to the relatively low 

rates of screening (4.19%) among patients.  

There were also cultural differences in       

experiences and perceptions of stigma, and in the 

likelihood of participating in a PrEP screening and linkage 

intervention, as one patient explained: 

 “In communities of color…there is still a stigma in 

relation to the industrial healthcare system…especially in 

the Latino communities or African-American                    

communities, preventative care is not something that you 

do.” (36, Hispanic/Latino, gay, linked to PrEP) 

 Relatedly, one provider discussed her perception 

that there are cultural differences among some older 

participants whereby they may experience more 

discomfort in answering sexual health questions: 

 “The younger males were open to [PrEP] and 
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some of them even asked more information on it, but it 

was just most like the older…it was just too much 

information to reveal…So, I did have a little uncomfort 

with that.” (Primary Care Nurse) 

 In contrast to diverging perspectives on                        

cost-related barriers discussed in the previous theme, 

both providers and patients shared similar perspectives 

on the impact of stigma, discomfort, and cultural  barriers 

to the screening and linkage to PrEP intervention. This 

convergence suggests an opportunity to improve the 

intervention through stigma reduction and staffing of key 

stakeholders to improve the overall success of the 

intervention. 

Logistical Hurdles and Streamlining the Intervention 

 Patients and providers agreed that several 

logistical barriers impacted the ability to implement the 

screening and linkage intervention in Project SLIP, 

although they differed in how they described the barriers 

and how best to ameliorate them. Patients listed many 

individual-level logistical difficulties that made the 

screening and linkage process highly inconvenient, even 

inaccessible. Some of these logistical barriers included 

being unable to make their appointment time at specialty 

HIV specialty care services, trouble locating the clinic, 

experiencing difficulties finding transportation to the 

clinic, not receiving a phone call for their follow-up 

appointment, and difficulties getting in touch with the 

clinic until they gave up. For example, one patient 

explained: 

 “I had to go all the way up [to the clinic] and then 

get tested for the same things literally, like, a week later…

and I just remember, like, being frustrated…it should have 

been streamlined…I thought it was redundant.”  (31, 

White, gay, linked to PrEP) 

 In general, patients found the process of having to 

attend both a primary care appointment and then a 

second appointment with HIV specialty care services as 

highly inconvenient. Several patients suggested creating a 

one-stop-shop where patients could see their PCP, get 

their blood work done, and see their PrEP doctor in one 

appointment or location. They indicated that this would 

reduce many of the logistical barriers such as coordinating 

appointment times, locating clinics, and transportation 

issues; all healthcare services could be accessed in one 

place and ideally, one visit. One patient explained how a 

one-stop-shop would be beneficial:  

 “The one-stop shop I think is also appealing 

because I would imagine that those who are working at 

that one-stop shop would be highly, you know,                 

experienced and, you know, very familiar with the drug 

and the types of patients who are looking for that 

drug.” (30, Black, gay, eligible but not linked to PrEP) 

 As this patient describes, if this one-stop-shop 

went one step further by staffing providers who were 

trained and educated in PrEP specifically, it would also 

mitigate the other barrier of a lack of knowledge and 

education on PrEP. 

Providers discussed encountering different, 

system-level logistical challenges than the patients 

brought up in their interviews. In particular, providers felt 

that clinic workload and staffing issues were the main 

logistical barriers to this intervention. For example, one 

provider explained: 

 “There are days where there's only one 

receptionist out there because they're short-staffed. So, I 

think a lot of times if there's patients pouring in, and you 

see a long line, you're just trying to check the patient in 

and do it as fast as you can. You don't really have                               

the time to give out the [screener] to every single 

patient.” (Primary Care Medical Assistant) 

 Providers discussed how clinics that are                   

short-staffed cause an increase in staff workload, which 

results in high demand for training new staff. However, 

there is oftentimes little supply of training due to time 

restraints.  

 “[New nurses] are not that familiar with [the 

study] …The nurses in the module filled them in, you 

know. And I had discussions with them. But it wasn’t the 

same as when you’re initially put into this pilot.” (Primary 

Care Administrator and Nurse) 

 This suggests that the cyclical nature of work 
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environments with high staff workload is a barrier to this 

intervention. Providers felt that new staff members, in 

addition to having a lack of training, are also not familiar 

with the study and are likely less motivated to participate 

in the program. 

Providers discussed a strategy that may overcome 

these salient barriers. Because staffing was a major 

concern, finding a way to make the screening process 

more effective and efficient came up often in provider 

interviews. One suggestion that providers had was to 

make this screening tool electronic or sent by mail prior to 

the appointment: 

 "It'd be great if when [patients] went up to the 

front and checked in, then at that time there was iPads 

that then they could hand to the patient, and the patient 

could go and sit down and fill out the questions on the 

iPad that then could be automatically uploaded… The 

other thing that you could do is send out mail. So, it could 

be sent - the questionnaire could be sent in advance in the 

mail." (Primary Care Doctor) 

 Both of the strategies suggested in this section, a 

one-stop-shop and using an electronic tool in screening, 

would improve the individual-level and system-level 

logistical barriers that both patients and providers 

brought up in these interviews.  

The Lack of PrEP Knowledge and the Need for Education 

 Patients and providers had similar viewpoints on 

how knowledge about PrEP impacted their experience 

with this intervention. Both groups agreed that the 

provider’s lack of knowledge of PrEP was a significant 

barrier to being prescribed PrEP. Patients often said that 

they did not always feel that their providers explained 

PrEP comprehensively enough and some reported that 

they had to do their own research outside of their 

discussions with providers. For example, one patient 

explained: 

 “I know [providers] can’t be informed about all of 

the medication, and maybe he’s not well educated on 

[PrEP], as well. But, I mean, if they knew something and 

were able to communicate it, that probably would help a 

lot, just giving more information, general information, or 

even cost information.” (39, White, gay, ineligible for 

PrEP) 

 Providers themselves seemed well aware of the 

lack of knowledge on PrEP among their peers and 

suggested that further training and education is 

warranted. 

 “There’s not a huge knowledge base…I think 

every single primary care physician should be able to—

should be competent to screen for PrEP and prescribe it at 

the very least.” (Primary Care Doctor) 

 Further, providers were also open about their 

own lack of knowledge and expressed concern that others 

in the clinic may be similarly ill-equipped. 

 “I took the time to actually read the information 

[provided by the intervention] and I actually learned some 

stuff myself about PrEP that I didn't know. So, I can't really 

say how many of that staff or the rest of the department 

and what person actually went in and read the whole 

thing. They get busy, but you’re just making sure that 

they're really aware of what's going on.” (Primary Care 

Nurse) 

 Patients suggested that providers need to be able 

to educate future patients on the benefits of PrEP, and 

explain the costs and benefits of taking PrEP and the 

possible side effects and/or interactions with other 

medications. Patients highlighted how important it is that 

their providers specifically be educated about PrEP: 

 “I think all kinds of doctors, internal medicine, 

family medicine, they need to be educated about [PrEP]…

so when they do that flyer, they can talk to the patient 

about it, and that's where they determine whether they're 

interested.” (31, White, gay, linked to PrEP) 

 One specific strategy suggested by patients was to 

ensure that providers training other providers to do the 

intervention have experience and expertise in prescribing 

PrEP. Again, patients felt it would be important that the 

trainers/educators themselves were members of the 

communities that this intervention is targeted to, 

particularly sexual minorities: 
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 “I feel like you need PrEP educators…you need 

people who mirror the communities that you want to 

target.” (36, Hispanic/Latino, gay, linked to PrEP) 

 Providers’ lack of knowledge about PrEP was 

found to be a significant system-level barrier to the 

implementation of this intervention. While all providers 

staffed in the study clinics were offered an educational 

training on providing PrEP and the SLIP intervention by 

an experienced PrEP provider before implementation, 

knowledge gaps remained and suggest ongoing training is 

warranted.    

Patient lack of knowledge of PrEP was also 

discussed in this study. A suggestion presented by patients 

to improve PrEP knowledge and education was to 

implement social support groups among patients who 

have experience taking PrEP.  

 “[Patients] could see actual people who are using 

it and benefiting from it and hear from first-person 

accounts and how it’s helping them protect themselves…

that would be a good way of reassuring first-time users 

that this is a safe and effective treatment.” (37, other race/

ethnicity, straight, ineligible for PrEP) 

 Social support groups may be beneficial to not 

only educate future potential patients on how PrEP works 

and their experience taking PrEP, but it would also 

cultivate a supportive environment of peers. This may also 

help to reduce stigma and judgment in the clinic, which 

was a barrier discussed earlier.  

Discussion 

This study examined barriers and improvement 

strategies from the perspective of both patients and 

providers in real-time during a screening and linkage to 

PrEP from primary care pilot intervention. These barriers 

and strategies were grouped into four categories: 1) 

Financial Barriers: Individual- vs. Clinic-level Considerations 

2) The Role of Stigma, Discomfort, and Cultural Factors 3) 

Logistical Hurdles and Streamlining the Intervention , and 

4) The Lack of PrEP Knowledge and the Need for Education . 

These barriers and strategies oftentimes differed across 

these two groups. While these differing perspectives are 

not necessarily surprising, these differences have 

important implications for the future success and 

implementation of Project SLIP.  

There were notable differences in patient and 

provider experiences, particularly around individual-level 

and system-level costs. Patients brought up several 

different financial barriers, such as the cost of prescrip-

tions, which aligns with the prior research finding that 

expenses around healthcare and medications serve as a 

major barrier to uptake and adherence to medication 

regimens.30 Interestingly, we found that providers hardly 

ever discussed their patients’ experienced or perceived 

costs for PrEP, despite the frequent discussion of financial 

barriers during the patient interviews. Primary care 

providers working in large integrated healthcare systems 

may need additional training and education around the 

experienced and perceived costs associated with PrEP 

among their patients to help patients determine the actual 

costs based on their specific healthcare plan and the 

associated copays and medication costs.  

On the other hand, providers focused largely on 

system-level costs, particularly in the form of staff 

workload. Providers mentioned being understaffed and 

short on time repeatedly throughout their interviews as 

their biggest barrier. Providers suggested several ways to 

improve the screening process in primary care settings to 

reduce staff burden, such as an electronic screening 

process that could be implemented in waiting rooms or 

sent to patients via email or webportal in advance of their 

primary care appointment, which would eliminate the 

need to request the screener be filled out in clinic. 

Previous studies have shown similar suggestions by 

providers as a way to eliminate the additional staff time 

needed to administer the screener while the patient is in 

the waiting room.31-34 Electronic methods are likely to 

decrease the burden on clinic staff while simultaneously 

reaching more patients and increasing perceptions of 

privacy when filling out the screener. 

Further, providers discussed the need for 

consistent, trained, and available staff members to 

participate in the intervention, particularly as it related to 
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new staff members that resulted from high turnover, or 

with float nurses. Previous studies with primary care 

providers have agreed that prescribing PrEP in their 

clinics is feasible, as long as funding and training on 

providing PrEP were also provided.35  To effectively 

implement a similar screening and linkage to PrEP 

intervention in primary care, it is of the utmost    

importance to ensure that clinic staffing needs are met. 

Patients and providers both agreed that there was a lack 

of PrEP knowledge in general among the providers. PCPs 

having limited experience and knowledge of PrEP is 

consistent with previous studies and has been shown to 

serve as a significant barrier to prescribing PrEP to their 

patients.36-38 Because the likelihood of future PrEP 

prescribing has been shown to be highly associated with 

PCPs’ current PrEP knowledge,39 it is important to ensure 

a standard of PrEP knowledge among PCPs. Several 

patients in this study suggested requiring comprehensive 

PrEP training. Similarly, patients also spoke briefly about 

their own lack of knowledge of PrEP, with several 

suggesting that peer support groups with other patients 

taking PrEP may be one way to increase patients' 

knowledge. Previous studies among sexual minority men 

have shown improved adherence to PrEP with increased 

social support and social networks from peers in the LGBT 

community.40-44 Adding support groups with other diverse 

sexual and gender minorities may be beneficial and should 

be considered in future intervention studies.  

One notable barrier that patients discussed that 

was not mentioned by providers was the inconvenience of 

having multiple appointments in different locations. 

Patients emphasized the implementation strategy of a              

one-stop shop where they could be referred to and 

prescribed PrEP during a single visit. The one-stop shop 

model for PrEP has been largely underutilized and thus 

understudied, but has the potential to improve user 

experience, although staff and cost-effectiveness has not 

been established.45 This could be a direction for future 

implementation to reduce some of the patient-identified 

logistical and financial barriers related to multiple clinic 

appointments. 

There were several limitations in this study. This 

study took place in one healthcare system, thus the results 

of this study are not generalizable to all primary care 

settings with different screening and linkage processes. 

While patients and providers self-reported their own 

experiences, the barriers described were highly consistent 

with prior studies, suggesting the validity of these 

findings. The provider sample size of this study was 

relatively small; however, interviews with providers and 

staff from a variety of roles were included in this study 

and all providers directly participated in the intervention. 

Similarly, the patients interviewed represented a diverse 

sample of SMM from the Los Angeles area. This allowed 

for representative thoughts from patients that are likely 

disproportionately affected by health disparities in access 

to care.  

Conclusion 

This study provides further evidence for the 

acceptability and feasibility of a previously tested 

screening for PrEP implemented in primary care clinics 

and provides suggestions for ways of improving the 

screening and linkage to PrEP process. These qualitative 

interviews suggest that multiple barriers are impacting 

the process of providing PrEP in primary care, from 

screening to filling the prescription, and that there are also 

respective opportunities to improve this process.  

 It is important to note how patients’ and 

providers’ experiences were sometimes consistent and 

also differed at times across the various stages of the 

intervention. Taken together, these perspectives offer a 

more comprehensive picture of how future screening and 

linkage to PrEP interventions may be more equitably 

implemented. 
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