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Abstract 

Background  Pre-exposure prophylaxis (PrEP) is an effective HIV prevention method and a key component of Phila-
delphia’s Community Plan to End the HIV Epidemic (EHE). However, significant barriers to accessing PrEP exist 
among people at risk for HIV. Low-threshold models for PrEP services that minimize barriers to entry and service 
engagement could help bolster access to PrEP through community-based clinics. This study aimed to describe 
the initial implementation of low-threshold PrEP services in three sexual health clinics funded by the Philadelphia 
Department of Public Health and explore strategies for delivering low-threshold PrEP services.

Methods  We conducted three focus groups with staff (i.e., providers, prevention navigators, and administrative 
staff, N = 21) at each of three participating PDPH-funded sexual health clinics from November 2021 to January 2022. 
Discussion topics included details about the PrEP delivery process, clinic strengths and assets, resource gaps, and PrEP 
implementation goals. Follow-up interviews with staff members (N = 8) between March 2022 and May 2022 focused 
on identifying successful strategies for PrEP delivery and adaptations needed to optimize low-threshold PrEP service 
delivery. Rapid qualitative methods and the Consolidated Framework for Implementation Science were used to ana-
lyze data from focus groups and interviews.

Results  Participants collaborated to create process maps that visualized the steps involved in delivering PrEP services 
within their respective settings. These maps highlighted several stages in PrEP service delivery, such as connecting 
individuals to services, providing prevention navigation, conducting clinical encounters, and ensuring follow-up care. 
Participants described effective strategies for implementing PrEP, which included integrating and co-locating services 
on-site, strengthening staffing resources and capacity, and addressing barriers experienced by clients.

Conclusions  Lessons from the implementation of low-threshold PrEP service delivery in Philadelphia can guide 
ongoing local adaptations and future scale-up of these models to improve access to PrEP and advance the goals 
of the EHE initiative.
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Contributions to the literature

•“Low-threshold” PrEP services are streamlined, 
patient-centered models of PrEP delivery that can facil-
itate access to care by lowering systems-level barriers
•We conducted focus groups and interviews with staff 
at sexual health clinics funded to deliver low-threshold 
PrEP services. We used rapid qualitative analysis to 
describe these low-threshold models, identify imple-
mentation strategies, and explore factors that could 
facilitate or hinder their use.
•Our paper contributes to the literature by using imple-
mentation science to characterize approaches to low-
threshold PrEP delivery in sexual health clinics funded 
by a local health department as part of national efforts 
to End the HIV Epidemic.

Introduction
In 2019, Philadelphia was prioritized for the Ending the 
HIV Epidemic in the US (EHE) initiative, aiming to scale 
up HIV prevention and treatment strategies and reduce 
new infections by 90% by 2030 [1]. Pre-exposure prophy-
laxis (PrEP) is a safe and effective prevention method for 
those at high risk of HIV [2]. Despite increasing aware-
ness, PrEP uptake remains low in Philadelphia and across 
the country [3, 4]. Importantly, Black and Latinx indi-
viduals access PrEP less than White individuals, widening 
racial disparities in HIV burden [5–7].

Previous studies have identified systems-level barriers 
to PrEP uptake, including insufficient clinical navigation 
support [8, 9], cost and insurance concerns [10], lim-
ited access to PrEP providers [11], and discrimination in 
healthcare settings [12]. Structural barriers like transpor-
tation, housing, and employment also impact access [13]. 
Streamlined, integrated models of PrEP service delivery 
can reduce these barriers [14–16]. For example, patient 
navigation systems (i.e., assisting patients in overcoming 
barriers and providing psychosocial support) have shown 
benefits [17, 18]. These models, referred to as “low-
threshold” PrEP delivery, employ strategies to enhance 
systems-level access and are inspired by harm reduction 
approaches [19].

To address ongoing PrEP barriers, the Philadel-
phia Department of Public Health (PDPH) developed 
a Community Plan to End the HIV Epidemic, focus-
ing on HIV diagnosis, treatment, and prevention, 
including expanding PrEP access [20]. The plan aims 
to create accessible PrEP initiation models that tackle 
systems-level barriers. In 2021, the city funded sexual 

health clinics to offer low-threshold access to services, 
such as HIV and STI testing, rapid linkage to PrEP 
and HIV treatment, on-site PrEP and HIV treatment, 
and patient navigation. This service expansion offers a 
unique opportunity to evaluate the implementation of 
low-threshold models of PrEP care at the clinic level 
and gain key insights into their impact and scalability.

Given the need to better characterize models for 
providing low-threshold PrEP services, we aimed to 
describe the initial implementation of low-threshold 
PrEP services in three PDPH-funded sexual health clin-
ics and explore strategies for delivering low-threshold 
PrEP services.

Methods
This cross-sectional qualitative descriptive study 
recruited staff from three sexual health clinics in Phila-
delphia, PA, USA, for focus groups and interviews. These 
clinics received PDPH funding for planning and imple-
menting low-threshold sexual health services over a 
5-year period starting in 2021. The grant required clin-
ics to offer HIV and STI testing, rapid treatment link-
age, pregnancy testing, PrEP services, non-occupational 
post-exposure prophylaxis (nPEP) services, and patient 
navigation. The clinics funded through this grant had 
implemented components of the model to various 
degrees, but none had adopted the full suite of funding-
specific services and principles. Four clinics were funded, 
and three participated in the study; one clinic declined 
due to staffing and leadership transitions. Institutional 
Review Board approval was obtained from the City of 
Philadelphia and the University of Pennsylvania. The 
study followed the Standards for Reporting Qualitative 
Research guidelines (Supplemental file 1). Additional 
details about the focus group methodology, interview 
methodology, and the rapid qualitative analysis can be 
found in Supplemental file 2.

Focus groups
We completed focus groups with each of the three sexual 
health clinics between November 2021 and January 2022, 
with a public health nurse researcher (SB) facilitating 
each focus group. Focus groups lasted approximately 60 
min and included a process mapping activity using swim 
lane diagrams [21]. A total of 21 participants participated 
in the three focus groups. One participant had previously 
been interviewed for another study by the researcher 
facilitating the focus groups; no other participants had a 
prior relationship with the focus group facilitator. Audio 
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from the focus groups was recorded and transcribed ver-
batim by a third-party professional transcription com-
pany. Written informed consent was provided by all focus 
group participants prior to the start of the focus group.

Interviews
Leadership at each clinic was asked to distribute informa-
tion about participating in these interviews to their staff. 
In-depth interviews were conducted by a public health 
nurse researcher (SB) with eight key stakeholders across 
the three clinics between March and May 2022. Partici-
pants completed a 45–60-min semi-structured interview, 
guided by the Consolidated Framework of Implementa-
tion Science (CFIR), over a video conferencing platform 
[22]. Of the eight participants who completed an inter-
view, five had participated in the previous focus groups. 
Audio from the interviews was recorded and transcribed 
verbatim by a third-party professional transcription com-
pany, and no additional fieldnotes were recorded. Writ-
ten informed consent was provided by all participants 
prior to the interview.

Rapid qualitative analysis
All potentially identifiable information, including names 
and specific job titles, was removed from transcripts by 
the research assistant (AM) prior to analysis to protect 
participant anonymity. Rapid qualitative analysis was 
conducted using transcript summaries and matrix analy-
sis [23–25]. Summary templates were developed for the 
focus groups with domains corresponding to the main 
sections of the focus group guide (i.e., process mapping, 
strengths, challenges, and goals). Templates were devel-
oped for the interviews with domains corresponding 
to questions from the semi-structured interview guide 
and mapping to CFIR domains and constructs. Ana-
lytic matrices were created using these summary tem-
plates. Analysts then proceeded with both row-wise and 
column-wise analysis to explore themes arising within 
specific transcripts and themes arising by domain across 
multiple transcripts. The findings that emerged from the 
rapid qualitative analysis were presented to and discussed 
with each of the participating clinics and to the Philadel-
phia Department of Public Health in July–September, 
2022.

Results
During focus groups and interviews, participants iden-
tified 17 distinct strategies for lowering barriers to PrEP 
access in their settings. These strategies were mapped 
onto 11 strategies from the Expert Recommendations 
for Implementing Change (ERIC) compilation [26] and 
were grouped into six thematic groups (Table  1). Addi-
tional results from the process mapping component of 

the focus groups and findings related to implementation 
determinants can be found in Supplemental file 3.

Key implementation strategies
Conducting community outreach
Community outreach strategies were identified as impor-
tant for reaching key populations, including young adults 
and students. These strategies included health fair par-
ticipation, tabling events in community settings, and 
promoting peer-to-peer education. Clinics cited meeting 
people outside of the clinical setting as a way to lower ini-
tial barriers to service engagement.

Building external collaborations
Participants identified building external collabora-
tions as an important strategy for leveraging resources 
and enhancing PrEP awareness. Potential collabora-
tors included pharmaceutical representatives, academic 
researchers, clinical partners, and other community 
organizations. It was also noted that strong communi-
cation among different community organizations was 
essential for building mutually beneficial relationships 
and referral systems.

Providing co‑located resources and services
Co-locating social and medical services was seen as cru-
cial to lowering access barriers and providing holistic sex-
ual wellness care. In line with guidance from the PDPH 
funding, all clinics adopted variations on a “one-stop 
shop model” for sexual wellness care. These models inte-
grated HIV and STI prevention navigation and clinical 
care, as well as a wide range of social services including 
assistance acquiring identification documents, harm-
reduction supplies for injection drug use, GED programs, 
and food and clothing pantries. Warm hand-offs between 
prevention and clinical teams and systems for schedul-
ing same-day appointments were viewed as particularly 
effective in this context.

Integrating PrEP into clinical services
Participants described several strategies for integrat-
ing PrEP services into the clinics’ broader clinical care 
and service delivery models. Two organizations adopted 
strategies to “nudge” staff and clinicians to address PrEP 
within clinical encounters, by adding questions about 
PrEP to patient intake forms. These questions served as 
prompts to address PrEP during visits, facilitate in-house 
referrals, and meet client-specific needs. One organiza-
tion highlighted that having medical providers address 
a broad range of medical and social needs during clini-
cal encounters, beyond sexual health concerns, served 
to integrate sexual health into a holistic care model and 
could lower barriers to care across health services.
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Increasing staffing resources and capacity
Across sites, participants discussed how hiring staff 
with experiences and identities reflecting the communi-
ties served by their clinics was a key strategy to increase 
engagement with PrEP services. Participants highlighted 
how bolstering staff recruitment efforts from Black, 
Latinx, queer, transgender, and immigrant communities 
would strengthen the clinics’ cultural connection to cli-
ents, though clinics varied in the degree to which they 
had implemented these efforts. One participant sug-
gested that expanding access to training opportunities 
and enhancing wages and benefits would promote the 
recruitment and retention of staff with lived experience 
and community expertise.

Addressing client‑level barriers
Participants described a variety of strategies aimed at 
addressing client-level barriers to PrEP access, ranging 
from increasing awareness and soliciting client motiva-
tions for using PrEP to connecting clients to patient assis-
tance programs. Staff at all three organizations reported 
offering PrEP counseling universally to clients and incor-
porated PrEP into broader conversations of sexual well-
ness. This approach to PrEP counseling was perceived 
to facilitate client-centered and non-stigmatizing PrEP 
access and ensure that all clients were knowledgeable 
about PrEP. Participants identified cost and insurance as 
key barriers and discussed how efforts to connect their 
clients to patient assistance programs, enroll in public 
insurance, and navigate existing insurance coverage were 
fundamental for connecting clients to PrEP services.

Discussion
In this study, staff at newly funded sexual health clinics 
in Philadelphia described their low-threshold PrEP care 
delivery models and implementation strategies. In total, 
17 distinct strategies were identified, and four strategies 
were consistently identified at all three sites as cross-cut-
ting strategies with the potential to improve PrEP access 
for marginalized populations. These key strategies were 
(1) co-locating services in a one-stop-shop model (e.g., 
HIV/STI testing and treatment, PrEP and PEP services, 
patient navigation, social services), (2) integrating univer-
sal PrEP counseling and expanding efforts to build trust 
with communities through, (3) conducting community 
outreach, and (4) diversifying the clinical workforce in 
alignment with the communities being served.

Co-locating and integrating services into a “one-stop 
shop model” was a key strategy for lowering barriers 
to accessing PrEP for the study clinics. Having clinical 
PrEP services co-located with prevention navigation ser-
vices was particularly beneficial for maintaining engage-
ment with clients and capitalizing on PrEP readiness by 

providing a frictionless path to meet with a PrEP pro-
vider. This finding aligns with previous work suggesting 
that on-site referrals to PrEP can help to reduce the num-
ber of clients who express PrEP interest during navigation 
but do not link to care following a referral to an outside 
organization [27]. Integration of PrEP services with other 
social services was also highlighted as a promising strat-
egy. Care delivery models incorporating integrated social 
services have been particularly effective in lowering 
access barriers for individuals facing social and economic 
marginalization [16]. Recent research studying PrEP 
service integration with syringe service and substance 
use treatment programs suggests that these co-located 
models could have significant benefits for promoting cli-
ent engagement and retention [28–31]. Co-locating and 
integrating prevention and clinical PrEP services also has 
scheduling benefits. Long PrEP appointment wait times 
have been identified as a barrier to uptake and a juncture 
where many clients fall off the PrEP care continuum [11, 
27]. On-site clinical PrEP services facilitate rapid and 
flexible PrEP appointment scheduling, often allowing for 
same-day appointments. In our study, all three sites had 
same-day scheduling, with two sites using it as the pri-
mary process for new clients. Other studies have found 
that the ability to schedule same day appointments for 
PrEP services enhanced PrEP uptake [32–34].

Participants in this study identified universal PrEP 
counseling as another key implementation strategy for 
increasing PrEP access. Participants described how dis-
cussing PrEP with every client helped normalize con-
versations about PrEP. Researchers and clinicians have 
called for greater efforts to routinize PrEP counseling 
across healthcare settings including primary care and 
family planning clinics [35, 36]. By integrating frequent 
and consistent PrEP discussions into clinical practice, 
healthcare providers can help to link people to PrEP care 
in moments of high need and motivation [37]. Universal 
PrEP counseling can also help avoid missing potential 
candidates who are not comfortable asking about PrEP 
or disclosing key risk factors during risk-based screening 
and is aligned with a shared decision-making framework 
where patients and providers work together to make 
decisions about health and wellbeing [35, 38]. In their lat-
est clinical practice guidelines for PrEP, the Centers for 
Disease Control have included a recommendation to dis-
cuss PrEP with all sexually active people [39].

Our study participants discussed a variety of strat-
egies to build sustained, trusting relationships with 
the communities they served. These strategies ranged 
from outreach efforts to maintain a consistent commu-
nity presence to organizational efforts to hire staff with 
lived experiences that resonate with their clients and the 
community. A key determinant of the success of these 
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strategies was having an organizational culture that fos-
tered affirming environments for people of diverse iden-
tities. These insights align with other studies examining 
staff and provider perspectives on PrEP care models. In 
studies of clinical and non-clinical PrEP service provid-
ers, those who shared aspects of their identity with their 
clients, or who had personal experience using PrEP, felt 
better able to connect with and support their clients [38, 
40]. Importantly, researchers have highlighted the role of 
recruiting staff and leaders from the specific communi-
ties they serve as a key strategy for mitigating stigma and 
building long-lasting community integration [41].

Notably, the strategies described by participants for 
lowering systems-level barriers to accessing PrEP are 
largely in alignment with the model provided by the 
PDPH grant funding these clinics. The integration of 
multiple medical and social services onsite, adoption of 
universal PrEP counseling, and prioritization of same-
day scheduling are key aspects of the health depart-
ment’s model and were identified by participating staff 
as successful strategies on the ground. This alignment is 
an indicator that staff in these community-based clin-
ics have shared ownership of these low-threshold PrEP 
delivery models. Achieving buy-in from implementation 
partners can help support the long-term integration and 
sustainability of these service delivery models in commu-
nity settings.

This study has notable limitations. We examined three 
sexual health clinics in Philadelphia that received sup-
port from the city’s health department for implement-
ing low-threshold sexual health services. While valuable 
for understanding local implementation within an End-
ing the HIV Epidemic plan, the findings may not apply 
to other local contexts or HIV service providers in Phila-
delphia not funded under this initiative. Additionally, 
while this study provides insightful contextual informa-
tion on early implementation, data on implementation 
and client outcomes are lacking. Future research should 
investigate the impact of low-threshold PrEP care mod-
els on outcomes such as reach to priority populations, 
clinic time and costs, service effectiveness and equity, 
and PrEP uptake and adherence. Moreover, this study 
focused solely on staff perspectives and did not include 
input from clients or potential clients. Further research 
should explore how individuals, particularly from histori-
cally marginalized communities, perceive low-threshold 
service delivery models for PrEP.

Conclusion
To achieve the goals of the Ending the HIV Epidemic 
in the United States initiative, systems-level adapta-
tions are needed to lower barriers to PrEP access and 
expand access to Black, Latinx, and other historically 

marginalized communities. Local health departments 
play a vital role in this effort and can provide both fund-
ing and long-term planning that supports community 
efforts to strengthen access to HIV prevention tools. 
The strategies described in this study can be adapted by 
other Ending the HIV Epidemic jurisdictions and tailored 
to their local context to support the expansion of PrEP 
access.

Abbreviations
PrEP	� Pre-exposure prophylaxis
EHE	� Ending the HIV Epidemic in the US
CFIR	� Consolidated Framework for Implementation Research
PDPH	� Philadelphia Department of Public Health
ERIC	� Expert Recommendations for Implementing Change
nPEP	� Non-occupational post-exposure prophylaxis

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s43058-​023-​00543-y.

Additional file 1: Supplemental file 1. Standards for Reporting Qualita-
tive Research reporting guidelines.

Additional file 2: Supplemental file 2. Additional Methods Details.

Additional file 3: Supplemental file 3. Additional Results Details.

Acknowledgements
We would like to thank the staff and leadership at the community-based 
organizations providing HIV services in Philadelphia. Your participation in this 
study and your ongoing service to our communities are greatly appreciated.

Authors’ contributions
SB conceptualized the study design, conducted all interviews and facilitated 
all focus groups, contributed to the rapid qualitative analysis, and was a 
major contributor in writing the manuscript. AM de-identified and verified 
all transcripts, contributed to the rapid qualitative analysis, and was a major 
contributor to writing the manuscript. DTdS supported the conceptualization 
of study design and interpretation of findings. JW contributed to the study 
design and interpretation of findings. KB contributed to the study design and 
interpretation of findings. JB contributed to the study design and interpreta-
tion of findings. SW contributed to the study design and interpretation of 
findings and provided mentorship to SB in conducting this study. All authors 
read and approved the final manuscript.

Funding
This research was funded by a pilot grant from the Penn Center for AIDS 
Research (Penn CFAR) and the Leonard Davis Institute for Health Economics 
(LDI).

Availability of data and materials
The data used in this research (which includes transcripts from in-depth 
interviews and focus groups) is not publicly available due to confidentiality 
policies.

Declarations

Ethics approval and consent to participate
Ethics review and approval were obtained from the City of Philadelphia (2019-
47) and the University of Pennsylvania (833139) Institutional Review Boards.

Consent for publication
Not applicable.

https://doi.org/10.1186/s43058-023-00543-y
https://doi.org/10.1186/s43058-023-00543-y


Page 9 of 10Bonett et al. Implementation Science Communications             (2024) 5:4 	

Competing interests
The authors declare that they have no competing interests.

Author details
1 School of Nursing, University of Pennsylvania, Philadelphia, PA, USA. 2 The Uni-
versity of Oxford, Oxford, England. 3 Philadelphia Department of Public Health, 
Philadelphia, PA, USA. 4 Perelman School of Medicine, University of Pennsylva-
nia, Philadelphia, PA, USA. 5 Craig Dalsimer Division of Adolescent Medicine, 
Children’s Hospital of Philadelphia, Philadelphia, PA, USA. 

Received: 17 April 2023   Accepted: 21 December 2023

References
	1.	 Fauci AS, Redfield RR, Sigounas G, Weahkee MD, Giroir BP. Ending the HIV 

epidemic: a plan for the United States. JAMA. 2019;321(9):844–5.
	2.	 Fonner VA, Dalglish SL, Kennedy CE, Baggaley R, O’reilly KR, Koechlin FM, 

et al. Effectiveness and safety of oral HIV preexposure prophylaxis for all 
populations. AIDS (London, England). 2016;30(12):1973.

	3.	 National Center for HIV, Viral Hepatitis, STD, and TB Prevention. PrEP for 
HIV Prevention in the U.S.. 2021. Available from:https://​www.​cdc.​gov/​
nchhs​tp/​newsr​oom/​fact-​sheets/​hiv/​PrEP-​for-​hiv-​preve​ntion-​in-​the-​US-​
facts​heet.​html.

	4.	 Centers for Disease Control and Prevention. Core indicators for monitor-
ing the Ending the HIV Epidemic initiative (preliminary data): National 
HIV Surveillance System data reported through September 2022; and 
preexposure prophylaxis (PrEP) data reported through June 2022. 2022.

	5.	 Goedel WC, Bessey S, Lurie MN, Biello KB, Sullivan PS, Nunn AS, et al. Pro-
jecting the impact of equity-based pre-exposure prophylaxis implemen-
tation on racial disparities in HIV incidence among men who have sex 
with men. AIDS (London, England). 2020;34(10):1509.

	6.	 Sullivan P, Whitby S, Hipp P, Juhasz M, DuBose S, McGuinness P, et al. 
Trends in PrEP inequity by race and census region, United States, 2012-
2021. In: Journal of the International Aids Society. John Wiley & Sons ltd 
the Atrium, Southern Gate, Chichester PO19 8SQ, W …; 2022. p. 227–227.

	7.	 Chapin-Bardales J, Rosenberg ES, Sullivan PS. Trends in racial/ethnic 
disparities of new AIDS diagnoses in the United States, 1984–2013. Ann 
Epidemiol. 2017;27(5):329–34.

	8.	 Wood S, Gross R, Shea JA, Bauermeister JA, Franklin J, Petsis D, et al. Bar-
riers and facilitators of PrEP adherence for young men and transgender 
women of color. AIDS Behav. 2019;23(10):2719–29.

	9.	 Sun CJ, Anderson KM, Bangsberg D, Toevs K, Morrison D, Wells C, et al. 
Access to HIV pre-exposure prophylaxis in practice settings: a qualitative 
study of sexual and gender minority adults’ perspectives. J Gen Internal 
Med. 2019;34:535–43.

	10.	 Golub SA, Myers JE. Next-wave HIV pre-exposure prophylaxis 
implementation for gay and bisexual men. AIDS Patient Care STDs. 
2019;33(6):253–61.

	11.	 Laborde ND, Kinley PM, Spinelli M, Vittinghoff E, Whitacre R, Scott HM, 
et al. Understanding PrEP persistence: provider and patient perspectives. 
AIDS Behav. 2020;24:2509–19.

	12.	 Ogunbajo A, Storholm ED, Ober AJ, Bogart LM, Reback CJ, Flynn R, et al. 
Multilevel barriers to HIV PrEP uptake and adherence among black and 
Hispanic/Latinx transgender women in southern California. AIDS Behav. 
2021;25(7):2301–15.

	13.	 Pinto RM, Berringer KR, Melendez R, Mmeje O. Improving PrEP implemen-
tation through multilevel interventions: a synthesis of the literature. AIDS 
Behav. 2018;22(11):3681–91.

	14.	 Bartholomew TS, Andraka-Cristou B, Totaram RK, Harris S, Doblecki-Lewis 
S, Ostrer L, et al. “We want everything in a one-stop shop”: acceptability 
and feasibility of PrEP and buprenorphine implementation with mobile 
syringe services for Black people who inject drugs. Harm Reduct J. 
2022;19(1):133.

	15.	 Siegler AJ, Steehler K, Sales JM, Krakower DS. A review of HIV pre-exposure 
prophylaxis streamlining strategies. Curr HIV/AIDS Rep. 2020;17:643–53.

	16.	 Biello KB, Bazzi AR, Vahey S, Harris M, Shaw L, Brody J. Delivering 
preexposure prophylaxis to people who use drugs and experience 

homelessness, Boston, MA, 2018–2020. Am J Public Health. 
2021;111(6):1045–8.

	17.	 Reback CJ, Clark KA, Rünger D, Fehrenbacher AE. A promising PrEP 
navigation intervention for transgender women and men who have 
sex with men experiencing multiple syndemic health disparities. J 
Commun Health. 2019;44:1193–203.

	18.	 Pathela P, Jamison K, Blank S, Daskalakis D, Hedberg T, Borges C. The 
HIV Pre-exposure Prophylaxis (PrEP) cascade at NYC sexual health 
clinics: navigation is the key to uptake. J Acquir Immune Defic Syndr. 
2020;83(4):357–64.

	19.	 Bazzi AR, Shaw LC, Biello KB, Vahey S, Brody JK. Patient and provider 
perspectives on a novel, low-threshold HIV PrEP program for people 
who inject drugs experiencing homelessness. J Gen Intern Med. 
2023;38(4):913–21.

	20.	 Philadelphia Department of Public Health. A Community Plan to End the 
HIV Epidemic in Philadelphia. Philadelphia Department of Public Health; 
2020. Available from:https://​www.​phila.​gov/​media/​20201​20116​5516/​
Ending-​the-​HIV-​Epide​mic-​in-​Phila​delph​ia-A-​Commu​nity-​Plan.​pdf.

	21.	 Jun GT, Ward J, Morris Z, Clarkson J. Health care process modelling: which 
method when? Int J Qual Health Care. 2009;21(3):214–24.

	22.	 Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. 
Fostering implementation of health services research findings into prac-
tice: a consolidated framework for advancing implementation science. 
Implement Sci. 2009;4(1):1–15.

	23.	 Gale RC, Wu J, Erhardt T, Bounthavong M, Reardon CM, Damschroder 
LJ, et al. Comparison of rapid vs in-depth qualitative analytic methods 
from a process evaluation of academic detailing in the Veterans Health 
Administration. Implement Sci. 2019;14(1):1–12.

	24.	 Averill JB. Matrix analysis as a complementary analytic strategy in qualita-
tive inquiry. Qual Health Res. 2002;12(6):855–66.

	25.	 Hamilton AB, Finley EP. Qualitative methods in implementation research: 
an introduction. Psychiatry Res. 2019;280:112516.

	26.	 Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu MM, 
et al. A refined compilation of implementation strategies: results from 
the Expert Recommendations for Implementing Change (ERIC) project. 
Implement Sci. 2015;10(1):1–14.

	27.	 Bhatia R, Modali L, Lowther M, Glick N, Bell M, Rowan S, et al. Outcomes of 
preexposure prophylaxis referrals from public STI clinics and implica-
tions for the preexposure prophylaxis continuum. Sex Transm Dis. 
2018;45(1):50–5.

	28.	 Surratt HL, Yeager HJ, Adu A, González EA, Nelson EO, Walker T. Pre-
exposure prophylaxis barriers, facilitators and unmet need among rural 
people who inject drugs: a qualitative examination of syringe service 
program client perspectives. Front Psychiatry. 2022;13:905314.

	29.	 Roth AM, Tran NK, Felsher MA, Gadegbeku AB, Piecara B, Fox R, et al. 
Integrating HIV pre-exposure prophylaxis with community-based 
syringe services for women who inject drugs: Results from the Project 
SHE demonstration study. J Acquir Immune Deficiency Syndr (1999). 
2021;86(3):e61.

	30.	 Furukawa NW, Weimer M, Willenburg KS, Kilkenny ME, Atkins AD, Paul 
McClung R, et al. Expansion of preexposure prophylaxis capacity in 
response to an HIV outbreak among people who inject drugs—Cabell 
County, West Virginia, 2019. Public Health Rep. 2022;137(1):25–31.

	31.	 Rich KM, Bia J, Altice FL, Feinberg J. Integrated models of care for indi-
viduals with opioid use disorder: how do we prevent HIV and HCV? Curr 
HIV/AIDS Rep. 2018;15:266–75.

	32.	 Kamis KF, Marx GE, Scott KA, Gardner EM, Wendel KA, Scott ML, et al. 
Same-day HIV pre-exposure prophylaxis (PrEP) initiation during drop-in 
sexually transmitted diseases clinic appointments is a highly acceptable, 
feasible, and safe model that engages individuals at risk for HIV into PrEP 
care. In: Open forum infectious diseases. Oxford University Press US. 2019. 
p. ofz310.

	33.	 Khosropour CM, Backus KV, Means AR, Beauchamps L, Johnson K, Golden 
MR, et al. A pharmacist-led, same-day, HIV pre-exposure prophylaxis 
initiation program to increase PrEP uptake and decrease time to PrEP 
initiation. AIDS Patient Care STDs. 2020;34(1):1–6.

	34.	 Rowan SE, Patel RR, Schneider JA, Smith DK. Same-day prescribing 
of daily oral pre-exposure prophylaxis for HIV prevention. Lancet HIV. 
2021;8(2):e114-20.

https://www.cdc.gov/nchhstp/newsroom/fact-sheets/hiv/PrEP-for-hiv-prevention-in-the-US-factsheet.html
https://www.cdc.gov/nchhstp/newsroom/fact-sheets/hiv/PrEP-for-hiv-prevention-in-the-US-factsheet.html
https://www.cdc.gov/nchhstp/newsroom/fact-sheets/hiv/PrEP-for-hiv-prevention-in-the-US-factsheet.html
https://www.phila.gov/media/20201201165516/Ending-the-HIV-Epidemic-in-Philadelphia-A-Community-Plan.pdf
https://www.phila.gov/media/20201201165516/Ending-the-HIV-Epidemic-in-Philadelphia-A-Community-Plan.pdf


Page 10 of 10Bonett et al. Implementation Science Communications             (2024) 5:4 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	35.	 Calabrese SK, Krakower DS, Mayer KH. Integrating HIV preexposure 
prophylaxis (PrEP) into routine preventive health care to avoid exacerbat-
ing disparities. Am J Public Health. 2017;107(12):1883–9.

	36.	 O’Connell HR, Criniti SM. The impact of HIV pre-exposure prophylaxis 
(PrEP) counseling on PrEP knowledge and attitudes among women seeking 
family planning care. J Women’s Health. 2021;30(1):121–30.

	37.	 Sullivan PS, Mena L, Elopre L, Siegler AJ. Implementation strategies to 
increase PrEP uptake in the South. Curr HIV/AIDS Rep. 2019;16(4):259–69.

	38.	 Price DM, Unger Z, Wu Y, Meyers K, Golub SA. Clinic-level strategies for 
mitigating structural and interpersonal HIV pre-exposure prophylaxis 
stigma. AIDS Patient Care STDs. 2022;36(3):115–22.

	39.	 Centers for Disease Control and Prevention: US Public Health Service. 
Preexposure prophylaxis for the prevention of HIV infection in the United 
States—2021 Update: a clinical practice guideline. Centers for Disease 
Control and Prevention: US Public Health Service; 2021. Available from: 
https://​www.​cdc.​gov/​hiv/​pdf/​risk/​prep/​cdc-​hiv-​prep-​guide​lines-​2021.​pdf.

	40.	 Pichon LC, Teti M, Betts JE, Brantley M. ‘PrEP’ing Memphis: a qualita-
tive process evaluation of peer navigation support. Eval Program Plan. 
2022;90:101989.

	41.	 Rodriguez-Hart C, Mackson G, Belanger D, West N, Brock V, Phanor J, et al. 
HIV And intersectional stigma reduction among organizations providing 
HIV services in New York city: a mixed-methods implementation science 
project. AIDS Behav. 2022;26(5):1431–47.

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

https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf

	Advancing the community plan to end the HIV Epidemic in Philadelphia: a qualitative descriptive evaluation of low-threshold PrEP services in sexual health clinics
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Contributions to the literature
	Introduction
	Methods
	Focus groups
	Interviews
	Rapid qualitative analysis

	Results
	Key implementation strategies
	Conducting community outreach
	Building external collaborations
	Providing co-located resources and services
	Integrating PrEP into clinical services
	Increasing staffing resources and capacity
	Addressing client-level barriers


	Discussion
	Conclusion
	Anchor 23
	Acknowledgements
	References


