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Abstract
Although pre-exposure prophylaxis (PrEP) requires a prescription from a health care provider, we lack unanimity in guidelines for the
identification of the ideal provider type to prescribe PrEP. The purpose of our study was to understand clinician perspectives on
provider categories to determine who is best suited to prescribe this medication to HIV-uninfected patients. We conducted 28 in-
depth interviews between September 2017 and January 2018 with current prescribers of PrEP. Qualitative findings indicated that
providers were split on recommended PrEP prescriber type. Five themes emerged that centered on the explicit identification of the
issue of opportunity for providers to educate their patients on PrEP and offer this medication to at-risk populations. To effectively
maximize presentation for care and subsequently amplify uptake of PrEP, growing the base of providers who offer PrEP to eligible
patients can provide a meaningful public health impact on reducing HIV incidence.
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Although HIV incidence in the United States has de-
creased by almost 20% in the past decade, an esti-

mated 40,000 new cases occur annually (Centers for
Disease Control Prevention, 2018). Pre-exposure pro-
phylaxis (PrEP) is a biomedical instrument that has been
added to the HIV prevention toolbox; PrEP involves
antiretroviral medications (300 mg of tenofovir dis-
oproxil fumarate and 200 mg of emtricitabine as
Truvada®) taken by HIV-uninfected individuals to de-
crease the risk of acquiring HIV. The U.S. Food and
DrugAdministration (FDA) approved PrEP for adults in
July 2012 (U.S. Department of Health and Human
Services, 2012) and adolescents in May 2018 (Gilead
Sciences Inc., 2018). Although more than 1 million
Americans meet clinical eligibility guidelines for PrEP,
fewer than 15% have received a prescription (Smith,
Van Handel, & Grey, 2018b).

Although there has been growing interest in un-
derstanding PrEP knowledge, access, uptake, and ad-
herence from a patient perspective, there have also been
ongoing discussions about provider engagement and
active involvement as gatekeepers to PrEP. When
Truvada® received the initial approval of the FDA,

many providers applauded the addition of PrEP as
a biomedical opportunity for HIV prevention; how-
ever, others expressed concern about its roll-out in real-
world settings (Silapaswan, Krakower, & Mayer,
2016). Among important concerns regarding safety,
efficacy, and cost, decision-making discussions by
researchers and practitioners turned to the topic of
appropriate provider type, revolving around the pri-
mary question:Who is best suited to prescribe PrEP to
patients at risk ofHIV infection? (Hoffman et al., 2016;
Krakower, Ware, Mitty, Maloney, & Mayer, 2014).
This debate has been coined "purview paradox," put-
ting a spotlight on the notion that although HIV spe-
cialists may be most willing and able to prescribe PrEP,
they do not typically provide care to HIV-uninfected
patients, whereas generalists are more likely to see el-
igible PrEP patients but may lack sufficient training
and skills to prescribe PrEP (Hoffman et al., 2016;
Krakower et al., 2014).
Within months of approval by the FDA, many HIV

experts became strong advocates for primary care pro-
viders (PCPs) familiarizing themselves with PrEP be-
cause widespread dissemination of such a pivotal HIV
prevention tool could be best served in primary care
offices, provided PCP care is given for at-risk patients
who might meet the eligibility criteria (Krakower &
Mayer, 2012). On the other hand, others suggested that
infectious disease (ID) specialists were better suited to
handle PrEP, given their experience prescribing anti-
retroviral therapy, their connection with patients living
with HIV who had serodiscordant partners, and their
skill in behavioral risk assessment (Turner, Roepke,
Wardell, & Teitelman, 2018; Zablotska & O’Connor,
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2017).Although there is support for the notion that PrEP
be largely provided by HIV specialists, one study found
that two thirds of PrEP prescriptions were written, in
fact, by five specialties: internal medicine, family prac-
tice, ID, nurse practitioners, and physician assistants
(Flash et al., 2014). Other studies pointed to the in-
tegration of PrEP into specialty care, such as women’s
health and gynecologic care (Pollock & Levison, 2018;
Seidman,Carlson,Weber,Witt,&Kelly, 2016; Seidman
&Weber, 2016), as well as adolescent medicine (Allen,
Gordon, Krakower, & Hsu, 2017; Blackwell, 2018;
Hart-Cooper, Allen, Irwin, & Scott, 2018; Mullins,
Zimet, Lally, & Kahn, 2016), rather than maintained
exclusively by HIV or ID specialists.
It is important to note that clinician willingness to

engage in PrEP-specific prescribing activities has been
growing. A recent survey found that 76% of PCPs and
85% of HIV providers were willing to prescribe PrEP
after gaining appropriate knowledge and skills (Petroll
et al., 2017). However, although many individuals at
risk of HIV infection receive health care services in
a primary care setting, only a small proportion of PrEP
has been prescribed by PCPs. A recent national survey
found that only 7% of PCPs have ever reported pre-
scribing PrEP (Smith,Mendoza, Stryker,&Rose, 2016).
In the context of public health, there is a concern for
social utility. Although public health researchers and
practitioners push for the importance of PCPs as the
first-line prescribers of PrEP, others assert the need for
specialized management of PrEP in specific categories of
qualified health care providers. A commonly voiced
claim in the PrEP provider debate has involved special-
ists being perceived by PCPs as experts in HIV medicine
and in the prescription of antiretroviralmedications and,
therefore, being a logical referral path for PCPs to send
PrEP candidates (Krakower et al., 2014; Patel et al.,
2018). In addition, ID specialists have more experience
engaging and retaining patients with HIV in care and
treatment (Gelaude et al., 2017; Hoffman et al., 2016),
which translates to PrEP care for HIV-uninfected
patients.
Despite the growing interest in PrEP, important issues

remain regarding awareness, education, and adoption of
PrEP as a biobehavioral HIV prevention tool. If PrEP is
to maximize prevention potential, knowledge and en-
gagementmust be accelerated in groups at highest risk of
HIV infection. However, uptake is impacted by quali-
fied, capable clinicians. Given the inescapable fact that
PrEP requires a prescription from a health care provider
who serves a key role in the PrEP continuum of care,
successful implementation of this HIV prevention mea-
sure requires a better understanding of provider

perspectives on PrEP adoption to advance the reach and
efficacy of future prevention interventions. Thus, the
overarching goal of our study was to qualitatively ex-
plore the attitudes, perceptions, and experiences of PrEP
prescribers regarding the ideal provider type for the
provision of PrEP.

Methods

Participant Recruitment

We used the publicly available New York State De-
partment of Health PrEP/PEP (post-exposure pro-
phylaxis) Voluntary Provider Directory in two counties
to recruit potential study participants. Clinicians were
contacted through phone or email and invited to par-
ticipate if theymet the following eligibility criteria: being
a health care provider who had a license to prescribe
medications in the State ofNewYork andhadprescribed
PrEP for a minimum of 3 months. Overall, 28 clinicians
who met the study eligibility criteria agreed to partici-
pate (90.3% of those contacted) and received a study
information sheet through email. Between September
2017 and January 2018, interviews were conducted in
English by trained research team members. Participants
were first asked brief demographic and clinical training
questions followed by a semi-structured interview that
guided discussions about PrEP adoption and imple-
mentation in clinical practice. All study participants
were compensated with a $50 USD gift card. The study
protocol was approved by the Institutional Review
Board of the University at Buffalo, with a waiver of the
requirement for written informed consent.

Data Analysis

Interviews lasted an average of 31 minutes (range 5
19–56 minutes) and were digitally audio-recorded,
transcribed verbatim, and analyzed using a thematic
content analysis approach (Bernard, 2002; Padgett,
2012). Results reported here are from a portion of
a larger scale interview covering a wide range of aspects
of provider experiences with PrEP, including topics such
as barriers and facilitators to uptake, patient screening
protocols, and recommended skills necessary to imple-
ment PrEP in clinical practice. The answers of the par-
ticipant to the interview questionWhat type of provider
do you think should prescribe PrEP? are described in
detail here.

The analytic process was initiated in Phase 1 with
three research team members familiarizing themselves
with the data, including the independent reading of five
transcripts for the initial codebook development using
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Microsoft Excel. In Phase 2, each investigator in-
dependently coded the remaining transcripts and then
met in person to compare codes, update and finalize the
codebook, and resolve any coding discrepancies by dis-
cussion and mutual agreement (Weis & Fine, 2000). In
Phase 3 of the analysis process, the three investigators
identified themes using observed patterns in the coded
qualitative data. The coding team met to review the
findings, and feedback generated from the discussion
was used to adjust interpretations. Although all three
coders identified the same broad themes, there were
minor differences in the organization of major versus
minor themes, which were resolved through group dis-
cussion and resulted in agreement in the final categori-
zation of the study findings.

Results

Participant Characteristics

Participants included 28 PrEP-prescribing health care
providers, including15nurse practitioners, 9 physicians,
and 4 physician assistants. The age of participants
ranged from29 to72 years (M540.4 years). The sample
was primarily female (78.6%) and White (78.6%). The
sample included relatively experienced providers who
averaged nearly 11 years in clinical practice. Overall,
64.2% of the participants were identified as PCPs, with
the remaining 35.8% being identified as specialists
(17.8% ID, 14.4% Women’s Health/obstetrics and gy-
necology [OB/GYN], and 3.6% pediatrics/emergency
medicine). The average number of annual PrEP pre-
scriptions was 56. See Table 1 for additional participant
characteristics.

Participantswere almost equally split on ideal provider
type for PrEP, with 15 choosing PCPs and 13 choosing
any health care provider. Notably, no participants in-
dicated a preference for IDorHIV specialists. Five themes
emerged regarding clinician opinions about the ideal
provider type for prescribing PrEP to patients. Three
themes represented PCPs as the ideal provider type: (a)
primary prevention, (b) greater availability, and (c) con-
tinuity of care, whereas the remaining two themes repre-
sented any health care provider as the ideal provider type:
(d) PrEP simplicity and (e) risk assessment. Themes were
further illustrated with representative quotes from health
care providers.

Primary Prevention is the Goal of Primary Care

Providers discussed that one of the main goals of medi-
cine was to prevent infectious and chronic diseases;
therefore, PCPs were most ideally situated to educate

patients on effective prevention strategies. Participants
discussed that, as generalists, PCPs concentrated their
efforts on health promotion, disease prevention, and
patient education; consequently, PCP offices were
a logical and practical setting for PrEP services. As one
participant stated, “I think it is just common sense. I
mean, it is not a disease state. It is prevention” (57-year-
old PCP).
Participants thought that preventive medicine should

involve proactive steps on the part of PCPs to identify
individuals at risk for HIV, through the use of screening
questions, and subsequently provide them with options
to decrease risk of infection using a combination of

Table 1. Participant Demographic and Clinical

Characteristics (N 5 28)

Characteristics n (%)

Age, M (SD) 40.4 (10.1)

Gender

Female 22 (78.6)

Male 6 (21.4)

Race

White 22 (78.6)

Asian 3 (10.7)

African American 3 (10.7)

Profession

Nurse Practitioner (NP) 15 (53.6)

Physician (MD) 9 (32.1)

Physician Assistant (PA) 4 (14.3)

Provider Type

Primary care 18 (64.2)

Specialist: Infectious disease (ID) 5 (17.8)

Specialist: Women’s health/OB/
GYN

4 (14.4)

Specialist: Pediatrics and
Emergency medicine

1 (3.6)

PrEP prescriptions written in last
year,M (SD)

56.3 (36.2)

PrEP discussions with HIV-
uninfected patients in last year,M
(SD)

200 (146.8)

Note. OB/GYN 5 obstetrics and gynecology; PrEP5 Pre-
exposure prophylaxis.
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behavioral tactics, such as condom use, and pharma-
ceutical strategies, including PrEP and postexposure
prophylaxis. As one participant shared, “I definitely
think most primary care doctors can just always just
bring it up when they see their patients and it is just part
of preventative medicine, when they talk about their
sexual history” (32-year-old PCP).
The reasoning for PCPs as the ideal PrEP provider

commonly focused on the fact that this type of clinician
could provide an enduring focal point for all needed
health care services, including preventive care. Providers
discussed the distinction between the roles and re-
sponsibilities of PCPs and HIV specialists, often in-
dicating that a typical patient eligible for PrEP was not
likely to see an ID specialist because they do not, in fact,
have a communicable disease.

The infectious disease [specialists], they are probably the
people who are treating the infection once you have it, but I
don’t think it is unreasonable that your primary could not help
you prevent it. Just like if you try to prevent them from getting
polio or something we vaccinate against. Your primary care
doctor gives you themedicine to vaccinate against getting these
infections. (35-year-old ID specialist)

Primary Care Providers Offer Greater Availability

Study participants described the higher probability of
patients being able to schedule and maintain timely
appointments with PCPs as opposed to specialists.
Generalists were perceived to be more readily available
for initial consultation visits and regular follow-ups
relative to specialists. This theme was echoed by one
participant who stated, “I think primary care doctors
[should prescribe PrEP]. I think it is easy to get in. It is
easy to get seen. It is one less obstacle to go make this
appointment” (36-year-old pediatric specialist). In ad-
dition, receiving PrEP services from a PCP eliminated the
need for a referral to a specialist, which might have
presented a logistical barrier for patients.

There are only so many infectious disease specialists, and
infectious disease does so much more than just HIV care. So
they’re really busy. So if you are having trouble getting
appointments or suddenly you have to cancel your appoint-
ment and then like it is just a follow-up and “Well, we can’t get
you in…”Then is there going to be a lag timewhen they can get
the medication. (35-year-old ID specialist)

In comparison with an HIV specialist, a PCP typically
sees patients more frequently and can provide appro-
priate follow-up care related to PrEP. Another provider
reaffirmed this idea,

I think primary care providers are more available than
specialists and people, even if they need a referral for

a specialist, that’s an extra barrier. You will go to a primary
doctor and the primary doctor will give you the referral and so
it’s a longer process. If the primary care physician can do it
there and then in the office, it’s an easier approach. (37-year-
old PCP)

Providers were often skeptical that patients would
sufficiently follow up on referrals to an ID specialist for
a patient eligible for PrEP, particularly if the referral was
to a clinic that was associated with sexually transmitted
diseases (STD) or the clinic was located in a city distant
from the patient’s residence in a suburban or rural area.

If I had a high-risk sexual behavior and Iwent tomyprovider to
talk to them about it and they wanted me to go downtown to
the STD clinic, what’s the likelihood? I mean, how many of
those people that they might be referred? Let’s say that you’re
out in Clarence and your provider says “Oh, you know I want
you to go down to the county health department clinic.”And I
mean how many? You’re going to get 1%? (57-year-old PCP)

Finally, participants also shared the idea that PCP
offices were often located in patient communities, which
translated to easier access and availability for eligible
PrEP candidates. As one provider stated, I agree that
PCPs should do it because if we have a goal to eliminate
HIV, primary care needs to be on the frontline of it…I
think because it’s the ease of, you know, it’s the avail-
ability of the provider (40-year-old PCP).

Primary Care Providers Offer Greater Continuity
of Care

A commonly shared sentiment supporting primary care
as the ideal location for PrEP education, prescription,
and follow-up care focused on the principle of providing
continuity of care in a manner that was unique to the
primary care setting and environment. A key component
of the patient-PCP connectionwas that itwas anongoing
relationship that had often developed over months and
years. Consequently, patients feel connected to their
PCPs in a distinct way, given their health history and the
information, treatment, and care provided by the PCP
over time. As one provider shared, “The PCP has a lot
more opportunities to have the discussion and a lot of
times the patient feels more comfortable going to the
primary care so that’s why I chose to start prescribing”
(35-year-old PCP). This concept was voiced by another
participant who said, “Because it’s a personal thing,
generally a patient is going to see their PCP more than
anyone else, so I think that would help with the rapport
and the relationship” (29-year-old PCP).

PCPs are situated to offer PrEP because of the rooted
relationship of trust and confidence. This partnership
also offers an opportunity for greater retention and
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follow-up care with patients after they initiate PrEP.
Rapport building typically develops over time, as de-
scribed by a PCP,

I think primary care providers should be doing it, really and
truly. Just because I think we’re the person who they see most
often.Who they’ve developed the relationship with and will be
more open and honest with, I think, and are used to us
prescribing for themand expecting that they be compliant. And
we’ll get those follow-up questions asked because they see us
more often. And it’s usually a long-term relationship as a primary
care provider that you have with someone, you know? You get
episodic care from your pulmonologist, you may go see them if
your asthma acts up, or cardiologist if you know you have
congestive heart failure. And you’re only seeing them for that one
specific thing. But as a primary care provider, you take care of
everything. And so I think it’s really us who should be the people
who are prescribing. (54-year-old PCP)

Pre-exposure Prophylaxis Simplicity Means Any
Provider Can Prescribe

Although many study participants asserted that PCPs
were ideally situated to offer PrEP, an almost equal
proportion indicated that the prescription of PrEP
should not be limited to one class or group of health care
providers. Rather, many reasoned that the simplicity of
PrEP translated into ease of prescription and contended
that any clinician could provide it. “I really think it’s not
medical rocket science” (31-year-old PCP). Discussions
often centered on the medical part of PrEP being
straightforward.

I think it’s a fairly easy drug to prescribe, so anybody
technically could prescribe it whether they’re primary care,
whether they’re OB/GYN…It’s an easy drug, and it’s a fairly
safe drug to prescribe, so I think all providers should be willing
to do it. (44-year-old ID specialist)

Comparisons were often made with other diseases to
describe the simplicity of PrEP for providers who might
be wary of the initial counseling, actual prescription of
PrEP, and long-term follow-up and monitoring. Similar
cases were considered for the need to increase the pro-
vider base of trained PrEP clinicians to impact HIV
incidence.

Anybodywho is providing health care should be educated on it
and prescribing it. It’s easier to treat frankly than diabetes and
we all treat that, so I think that everybody should. You know,
certainly the places that should focus on it are college campus
clinics, intercity clinics that see a lot of younger people, those
kinds of things. But it shouldn’t be limited to just that. It should
be everybody, and that’s how we’re going to end the AIDS
epidemic. (53-year-old ID specialist)

Providers also discussed faulty impressions about
PrEP as complicated or demanding, relative to other

medications. Participants often reflected on parallels to
treating patients living with HIV and complex drug
regimens that may lead providers to hesitate on a de-
cision to promote PrEP with their patients, as demon-
strated by this provider who shared,

I think there’s a misconception among a lot of providers that
these HIV medications are somewhat difficult to manage or
toxic or have a lot of side effects. Yea, but I mean they really
don’t actually. A lot of HIV medications, you know they
don’t—like Truvada© and then I think a lot of people when
they hear, “Oh, it’s Truvada©.” Then they’re like, “Oh, it’s an
HIV medication. You know, it’s going to have a lot of side
effects, so it probably should only be prescribed by the HIV
specialist.” But, I mean, that’s not really true though. (35-year-
old ID specialist)

Several providers indicated the need for widespread
provision of PrEP even within the same clinic setting,
rather than merely having one sole PrEP prescriber.

For example, we have let’s say 16 providers here at [my clinic].
I’m the only one that does HIV care. Are you going to send
everyone with PrEP to me? That’s kind of unreasonable
because I see lots and lots of other patients, too. So PrEP should
absolutely be something that everyone in our practice would
feel comfortable prescribing. I don’t think it’s that complicated.
It’s way easier than doing HIV care for patients. (32-year-old
PCP)

Discussions also centered on the importance of ade-
quate clinician training related to prescription guide-
lines, conducting necessary baseline and follow-up
laboratory testing, and monitoring over time. Despite
the need for training, participants repeated the notion
that actual prescription of PrEP was uncomplicated, al-
though nonprescribers may overestimate its complexity.
As one provider said,

Everybody can provide PrEP. It’s not that difficult. I mean it’s
a lot of paper work initially. But honestly, listen—you look to
make sure they don’t have HIV, you make sure they’re kidney
function is normal, you do all the other STDs, you make sure
they’re taking it, and you make sure they follow up with you
every 3 months. (39-year-old PCP)

All Health Care Providers Conduct
Risk Assessments

Engaging in conversations with patients about sexual
and drug use behavior as activities that may increase the
risk for HIV infection is a core element of determining
eligibility for PrEP. Several participants discussed the
importance of all health care providers completing risk
assessments with their patients. Consequently, PrEP
should be included as a viable prevention option for
those who meet clinical eligibility guidelines based on
their reported behaviors.
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Every provider is seeing people who are at risk for HIV and I
think part of the responsibility is assessing people… they
should be assessing all their patients kind of in a global way in
terms of sexual risk or sexuality and having those kind of
conversations with their patients. (41-year-old ID specialist)

Participants highlighted the fact that determining
clinical appropriateness of PrEP for patients did not
necessarily fall into the realm of only ID specialists.
Rather, participants shared that although discussing risk
behavior can be sensitive or uncomfortable for some
providers, initiating this topic was critical for de-
termining eligibility for PrEP. This was particularly
helpful for patients who might be eligible for PrEP but
fall under the radar of the provider because of the ab-
sence of an objective assessment to determine risk
behaviors.

I think really anybody should [prescribe PrEP], as long as
they’re assessing their risk. Which I guess, I mean, that
probably falls more into like the OB/GYN community and the
primary care community. I mean, they need to be educated
enough to educate the patient on safe practices and how it
works and to monitor them. Good communication with the
patients is key because sometimes they’re embarrassed or
standoffish and you want to make them feel like this is
a discussion about risk that they can have openly and
comfortably. (34-year-old women’s health specialist)

Providers also described the benefit of developing
specific protocols to aid in risk assessment, to determine
patient eligibility for PrEP, and to share with other
providers or clinics who were considering the adoption
of PrEP. Leveraging a clinic system to support risk as-
sessment among providers could facilitate PrEP pro-
vision. One provider elaborated on this point,

Any provider, I think, should prescribe PrEP. I mean, honestly,
you could make—and we have one, like a laminated cheat
sheet. It’s like here—to be eligible, here’s men who have sex
with men who this, this, then women who have sex with this,
this, that, right? Honestly, so much of what’s happening in
medicine has become these little laminated algorithms, there’s
no reason PrEP can’t be there, too. And that is meant to be
a clinical tool to make people who are not comfortable with it
more comfortable, that’s the whole point. (33-year-old
women’s health specialist)

Discussion

Clinicians are key stakeholders in PrEP engagement in-
cluding the important stages of adoption, implementa-
tion, and maintenance for patients at risk of HIV
infection. In our study, providers discussed their per-
spectives about the ideal clinicians to prescribe PrEP.
Five themes emerged that centered on the explicit iden-
tification of the issue of opportunity for health care
providers to embrace and offer PrEP to their patients.

Participants identified PCPs as disease prevention
clinicians who were well-suited to educate about and
prescribe PrEP. Although there is a lack of unanimity in
protocols or guidelines for the identification of the ideal
provider type for PrEP (Zablotska &O’Connor, 2017),
studies of patients (Maloney et al., 2017) and health care
providers (Arnold et al., 2012) have identified PCPs as
the preferred provider type to prescribe PrEP, often be-
cause of long-term relationships with patients to whom
they provide preventive care and treatment (Mayer,
Chan, Patel, Flash,&Krakower, 2018). Consistent with
our findings, engaging generalists in the delivery of PrEP
fits within the range of preventive services offered by
PCPs (Calabrese, Krakower, & Mayer, 2017; Mayer
et al., 2018; Sharma et al., 2018).

There is also a concern that HIV prevention efforts
lack a sufficient number of gatekeepers of PrEP for eli-
gible patients (Hurt, 2018), pointing to generalists as
best situated to provide PrEP, given the greater number
of PCPs relative to ID specialists available to offer PrEP
and their greater availability to serve at-risk patients. In
our study, participants highlighted the key role that
PCPs can serve in PrEP education, prescription, and
follow-up care with their patients. Providers who con-
sider themselves to be generalists offer an ongoing re-
lationship built over time with their patients, often
rooted in trust, confidentiality, and confidence. The
PCP-patient partnership often offers greater accessibility
andavailability topatientswhomaybe consideringPrEP
(Sharma et al., 2018), suggesting that PCPs can and
should prescribe from logistical and feasibility standpoints
(Krakower et al., 2014). Furthermore, there are approxi-
mately 8,500 ID physicians who actively provide patient
care in theUnited States (Association ofAmericanMedical
Colleges, 2016). This relatively small group is insufficient
to provide PrEP to the one million individuals who meet
clinical eligibility guidelines (Smith et al., 2018b). At a na-
tional level, growing thenumberofhealth careproviders to
the base of PrEP clinicians may aid in reducing HIV in-
cidence; for example, the impact of targeted prevention
efforts for gay and bisexualmenwith a PrEP uptake above
40% has been estimated to decrease HIV incidence by
33% over the course of a decade (Jenness et al., 2016).

Rather than approaching the issue as a provider type
that controls the PrEP domain, many participants took
a broader outlook and suggested that both generalists
and specialists could and should prescribe PrEP. Find-
ings from other studies have suggested that effective
delivery of PrEP presents time and resource constraints
on busy providers, suggesting that these barriers impede
clinicians from providing PrEP to their eligible patients
(Karris, Beekmann, Mehta, Anderson, & Polgreen,
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2014; Krakower et al., 2014; Petroll et al., 2017; Wood
et al., 2018). However, other studies have shown that
PrEP prescription was relatively simple once appropriate
training was completed (Hoffman et al., 2016; Krakower,
Maloney, Grasso, Melbourne, &Mayer, 2016), which is
consistent with our findings. One of the key pieces to PrEP
uptake and implementation is provider awareness, which
directly influences patient access and adoption. As sug-
gested by our findings, once clinicians have been suffi-
ciently trained, the simplicity of PrEP prescription reduces
perceived logistic and practical barriers and can lead to
greater access and uptake among at-risk patients.

Engaging in comprehensive risk assessment with
patients can help to facilitate discussion on PrEP. For
example, STDs reached a record high in 2017, with 2.3
million diagnosed cases of syphilis, gonorrhea, and
chlamydia (Centers for Disease Control Prevention,
2018). This marks the fourth consecutive year of dis-
tinctly higher rates in the United States, with elevated
rates seen among gay and bisexual men as well as ado-
lescents and young adults (Centers for Disease Control
Prevention, 2018), representing subpopulations at
higher risk of contracting HIV. The growing availability
of PrEP providers at community-based clinics, particu-
larly those who serve sexual minority and young adult
populations, such as Planned Parenthood, may facilitate
PrEP uptake because PrEP-eligible individuals may feel
greater comfort and have greater access to community-
based organizations (Garfinkel, Alexander, McDonald-
Mosley, Willie, & Decker, 2017; Hojilla et al., 2018;
Mayer et al., 2018).

Despite these figures, it is important to recognize that
STD screening is not conducted solely by ID specialists
but also by generalists. Providers who conduct routine
risk assessments with their patients may discover an
asymptomatic STD, which opens a window of oppor-
tunity to educate about and offer PrEP (Smith, Chang,
Duffus, Okoye, & Weissman, 2018a). Studies have
demonstrated a lack of provider comfort and skills in
HIV risk assessment (Krakower et al., 2012; Krakower
& Mayer, 2012), which could partially explain why
most eligible PrEP users fail to adopt it for HIV pre-
vention. Our results suggest that providers who assess
risk are in an ideal position to educate about and pre-
scribe PrEP to at-risk patients, and risk assessments
should be conducted routinely with all patients.

Limitations

In our study, participation was limited to health care
providers in two counties in the State of NewYork, thus
limiting generalizability to providers in other geographic

regions. Although the analysis focused on a particular
question on the interview guide, it is possible that the
structure and order of the interview questions may have
unintentionally influenced participant responses. In ad-
dition, the perspectives shared were drawn from the
attitudes and experiences of health care providers who
actively prescribed PrEP. The viewpoints and opinions
expressed in this study regarding ideal PrEP providers
may be different from those clinicians who do not pre-
scribe PrEP.

Conclusion

Findings from our study make significant applied and
conceptual contributions to the limited knowledge
about PrEP usage among clinicians who are actively
engaged in PrEP care and their considerations of ideal
provider types for PrEP. Our results provide support for
a growing foundation of research that warrants contin-
ued efforts to incorporate PrEP into a comprehensive
HIV prevention plan. To effectively maximize pre-
sentation for care and subsequently amplify uptake of
PrEP, growing the base of providers who offer PrEP to
eligible patients can provide a meaningful public health
impact on HIV incidence.
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eligible patients can provide a meaningful public
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