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Abstract

Multilevel barriers to pre-exposure prophylaxis (PrEP) care among male sex workers (MSW) include aspects of
interactions with health services and providers. We examined relationships between health service- and provider-
level factors and PrEP care among MSW. Between 2017 and 2019, we enrolled 111 MSW in the Northeast United
States who were not on PrEP, but expressed interest in potentially using PrEP, in a behavioral intervention to
promote PrEP uptake and adherence. Using baseline data, we examined whether having a primary care provider,
past year frequency of medical visits, comfort discussing sexual practices with providers, and transportation
difficulties to accessing general health care were associated with PrEP use self-efficacy, anticipated barriers to PrEP
uptake, adherence, and retention (linear regression), and intention to initiate PrEP (logistic regression). Models
adjusted for age, race/ethnicity, sexual identity, education, and income. Participants’ mean age was 34.2 [standard
deviation (SD) = 8.5], and 47% were non-White. Three-quarters (76%) intended to initiate PrEP within the next
month. Comfort discussing sexual practices with providers was associated with PrEP use self-efficacy (b = 0.41,
p = 0.008). Comfort discussing sexual practices with providers was negatively associated with anticipated barriers to
PrEP uptake (b = -0.29, p = 0.006). Transportation difficulties to accessing general health care were associated with
barriers to PrEP uptake (b = 0.30, p = 0.007) and barriers to PrEP adherence and retention (b = 0.57, p < 0.001). No
health service- and provider-level characteristics were associated with intention to initiate PrEP. PrEP programs
targeting MSW may benefit from interventions to foster communication between MSW and providers about sexual
practices and should consider structural barriers to accessing care, including lack of access to transportation.

Keywords: men who have sex with men, sex workers, HIV/AIDS, pre-exposure prophylaxis, health services,
health care provider

Introduction

C isgender male sex workers (MSW, i.e., cisgender
men who exchange sex for money or drugs) are dis-

proportionately affected by HIV, with HIV prevalence esti-
mated at 19.3% in the United States, almost 25 times higher
than among the general male population.1 Pre-exposure
prophylaxis (PrEP) is highly effective to prevent HIV trans-

mission and could contribute to decreasing the burden of HIV
among MSW.2–4 However, despite higher PrEP acceptability
compared to other men who have sex with men (MSM),5

PrEP use is low among MSW,6 reflecting multilevel barriers
to accessing health care in this population.7,8

Continued access to PrEP entails moving through the PrEP
care continuum,9 which includes initial access to PrEP health
services, communication about HIV risk and PrEP with health
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care providers, making regular PrEP appointments, and daily
medication adherence. MSW face several unique challenges in
progressing through the continuum care. For example, MSW
often face substantial structural (e.g., poverty and homeless-
ness) and psychosocial problems (e.g., substance abuse and
victimization), hindering prioritization of health needs and
PrEP and posing challenges to accessing health care.10,11

These structural barriers are compounded by insufficient ac-
cess to care due, for example, to lack of insurance or under-
insurance and lack of reliable transportation.8

Even when MSW do access health services, communica-
tion of health concerns and sexual health needs with health
care providers may be challenging due to anticipated stigma
in health care.7 For many MSW, stigma in health care can
take an intersectional dimension, being related to same-sex
behavior, selling sex, drug use, other aspects of MSW’s
identities (e.g., race and immigration status), or a combina-
tion of these.6,12 Experiences and perceptions of stigma in
health care contribute to mistrust of health services and
providers, hinder communication about HIV prevention
needs, and accentuate health disparities among MSW.6

To date, there is a dearth of studies examining determi-
nants of engagement in the PrEP care continuum among
MSW. Understanding health service- and provider-level
factors that influence engagement in PrEP care in this pop-
ulation is key to designing interventions to help link MSW to
existing services, and to develop new PrEP programs and
delivery models that meet MSW’s needs. We investigated
characteristics of health services and providers that influence
MSW’s intention to use PrEP, PrEP use self-efficacy, and
anticipated barriers to PrEP uptake, retention, and adherence.

Methods

Participants and procedures

We report on baseline data from 111 MSW in Rhode Island
and Massachusetts recruited between May 2017 and July
2019 for a behavioral intervention to promote PrEP initiation
and facilitate PrEP adherence. Participants were recruited at
online (e.g., Craigslist and male escort websites) and offline
venues (e.g., community-based organizations, bars, and other
venues where MSW solicit clients) and using snowball
techniques. Individuals >18 years of age, who self-reported
being HIV negative, exchanged sex for money or drugs with
another man in Rhode Island and reported at least one episode
of condomless sex with an HIV-positive or status unknown
partner in the past 3 months, were not taking PrEP at enroll-
ment and expressed interest in potentially using PrEP as an
HIV prevention tool, lived in the New England area, and were
English speakers could participate in the baseline assessment.

After written informed consent, participants met with re-
search staff in a private location at participating research
centers or community-based organizations for a pre-
randomization audio computer-assisted interviewing (ACASI)
survey examining sociodemographics, sexual and drug use
behaviors, health care access, beliefs about PrEP, barriers and
facilitators to PrEP care, and psychosocial characteristics
(e.g., mental health and stigma). Participants received $30 for
completing the baseline assessment. The Institutional Re-
view Board at Brown University approved study materials
and procedures.

Measures

Engagement in PrEP care (dependent variables)

Intention to initiate PrEP. We assessed intention to in-
itiate PrEP with the following question: ‘‘How likely are you
to begin taking PrEP in the next month?’’ Participants who
responded they were ‘‘very’’ or ‘‘extremely’’ likely to initiate
PrEP were classified as intending to initiate PrEP.

PrEP use self-efficacy. We assessed PrEP use self-efficacy
with an adaptation of the previously validated HIV Treatment
Adherence Self-Efficacy Scale13 to examine participants’
confidence in their ability to take PrEP daily despite challenges
(e.g., when not feeling well and when using drugs or alcohol).
Possible scores ranged from 0 to 10, higher scores indicating
higher PrEP use self-efficacy (Cronbach’s a = 0.94).

Anticipated barriers to PrEP uptake. Based on a litera-
ture review, our previous research on PrEP implementation,
and in collaboration with community partners, we devel-
oped a series of items to evaluate different dimensions of
barriers to PrEP uptake. We designed nine items assessing
anticipated barriers to PrEP uptake, including issues related
to scheduling medical visits and cost. Response options on
a 5-point scale ranging from ‘‘very easy’’ to ‘‘very hard’’
resulted in a global anticipated barriers to PrEP uptake
score ranging from 0 to 10, where higher scores indicated
greater anticipated barriers (Cronbach’s a = 0.94). Using
principal component analysis (PCA) with varimax rotation,
we identified three components of anticipated PrEP uptake
barriers (Eigenvalues >1.0): making initial appointment
(four items); interacting with health services (three items);
and structural barriers (i.e., cost and transportation; two
items). Final items and respective component loadings are
shown in Supplementary Data.

Anticipated barriers to PrEP adherence and retention in
care. We also created 12 items assessing anticipated barriers
to remaining in PrEP care and adhering to PrEP. Responses on
a 5-point scale (‘‘very easy’’ to ‘‘very hard’’), led to an overall
anticipated barriers to PrEP adherence and retention score
ranging from 0 to 10; higher scores indicate greater barriers.
Subsequent PCA dropped three items that were deemed less
relevant and identified three orthogonal components of adher-
ence and retention barriers (Eigenvalues >1.0): attending regular
appointments (four items); daily medication adherence (three
items); and PrEP-related costs (two items; Supplementary Data).

Health system- and provider-level factors (independent
variables)

Current access to health care. We assessed current access
to health care with questions about insurance status (yes/no),
having a primary care provider (PCP) or regular medical
provider (yes/no), and frequency of visits to medical provider
in the past year, with ordinal responses options ‘‘none,’’
‘‘once,’’ ‘‘2–4 times,’’ or ‘‘4+ times.’’

Level of comfort discussing sexual practices with pro-
viders. We assessed comfort discussing sexual practices with
providers with the question, ‘‘How comfortable do you feel
discussing with a healthcare provider that you have had sex
with men?’’ (5-point scale where higher scores indicate
higher level of comfort).
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Transportation difficulties to accessing general health
care. We assessed transportation difficulties to accessing
general health care with a question about how often partici-
pants forewent a medical appointment due to transportation in
the past 3 months. Participants who did not seek health care in
this period were asked about how often transportation would
be an issue if they needed to access care. Response options on a
4-point scale ranged from 0 to 3, such that higher scores rep-
resented higher experienced (i.e., for participants who sought
care in the period) or anticipated (i.e., for those who did not)
transportation difficulties to accessing general health care.

Covariates. We also collected self-reported data on rele-
vant covariates, including age, race/ethnicity, sexual identity,
income, educational attainment, time engaging in sex work,
and previous sexually transmitted infections (STI) diagnosis.

Analysis plan

We examined associations between characteristics of
participants’ interactions with health services and providers,
and engagement in PrEP care using logistic regression for
dichotomous outcomes (intention to use PrEP) and linear
regression for continuous ones (PrEP use self-efficacy, an-
ticipated barriers to PrEP uptake, and anticipated barriers to
PrEP adherence/retention). Independent variables of interest
included having a PCP, frequency of visits to health care
provider in the last year, comfort discussing sexual practices
with providers, and transportation difficulties to accessing
general health care. We did not examine insurance status as
an independent variable because 96% of participants were
insured, primarily on public insurance. Multivariable analy-
ses included all independent variables of interest (as de-
scribed above), as well as age, race/ethnicity, sexual identity,

Table 1. Characteristics of a Sample of Male Sex Workers in the US Northeast

Total
sample

Intention
to initiate

PrEP (n = 84)

No intention
to initiate

PrEP (n = 27) p

Age, mean (SD; range = 20–57 years) 34.2 (8.5) 34.5 (9.0) 33.2 (7.0) 0.47
Years in sex work, mean (SD; range = 1 month–43 years) 9.2 (8.9) 9.3 (9.2) 9.0 (7.7) 0.86
Race/ethnicity, n (%) 0.95

Non-Latinx White 59 (53) 44 (75) 15 (25)
Latinx 24 (22) 18 (75) 6 (25)
Non-Latinx Black 12 (11) 9 (75) 3 (25)
Multiracial/other 16 (14) 13 (89) 3 (11)

Sexual identity, n (%) 0.02
Bisexual 49 (44) 38 (78) 11 (22)
Gay 21 (19) 20 (95) 1 (5)
Straight 21 (19) 15 (71) 6 (29)
Do not know/other 20 (18) 11 (55) 9 (45)

Educational attainment, n (%) 0.02
Less than high school 25 (23) 14 (56) 11 (44)
High school or GED 40 (36) 32 (80) 8 (20)
Some college 30 (27) 23 (77) 7 (23)
College degree or higher 16 (14) 15 (94) 1 (6)

Annual household income, n (%) 0.22
<$6,000 66 (60) 47 (71) 19 (29)
$6,000–$11,999 22 (20) 18 (82) 4 (18)
$12,000 or higher 23 (21) 19 (83) 4 (17)

STI diagnosis in the past year, n (%) 0.29
Yes 10 (9) 9 (90) 1 (10)
No 101 (91) 75 (74) 26 (26)

Insurance status, n (%) 0.25
Insured 107 (96) 82 (77) 25 (23)
Uninsured 4 (4) 2 (50) 2 (50)

Level of comfort discussing sexual practices with health provider, n (%) 0.09
Extremely uncomfortable 19 (17) 13 (68) 6 (32)
Uncomfortable 14 (13) 8 (57) 6 (43)
Undecided 13 (12) 10 (77) 3 (23)
Comfortable 37 (33) 30 (81) 7 (19)
Extremely comfortable 28 (25) 23 (82) 5 (18)

Transportation difficulties to accessing general health care, n (%) 0.69
Never 44 (40) 34 (77) 10 (23)
Rarely 10 (9) 7 (70) 3 (30)
Sometimes 19 (17) 11 (58) 8 (42)
Often 38 (34) 32 (84) 6 (16)

GED, high school equivalency; PrEP, pre-exposure prophylaxis; SD, standard deviation; STI, sexually transmitted infection.
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income, and educational attainment. We used multivariate
(i.e., multiple outcomes) regressions to model the effect of
independent variables of interest on the scale components of
anticipated barriers to PrEP uptake and PrEP adherence/re-
tention. SPSS was used for all analyses.

Results

Our sample included all 111 MSW who completed the
baseline assessment. The mean age of our sample was 34.2
(SD = 8.5) years and participants reported engaging in sex
work for an average of 9.2 (SD = 8.9) years. About half of our
sample was White (n = 59, 53%), 24 (22%) were Latinx, and
12 (11%) were Black. Forty-nine (44%) participants identi-
fied as bisexual, and 21 (19%) as gay and straight each. Most
participants (n = 65, 59%) had a high school education or less
and 66 (60%) reported annual income of $6,000 or less. Ten
participants (9%) reported a diagnosis of at least one STI in
the past year. Almost all participants had health insurance
(n = 107, 96%) and about half had a regular medical provider
or PCP (n = 53, 48%). Most (n = 65, 59%) reported being
comfortable or extremely comfortable discussing sexual
practices with a provider and 57 (51%) reported transportation
difficulties to accessing general health care ‘‘sometimes’’ or
‘‘often.’’ Table 1 shows participants’ sociodemographics and
other behavioral characteristics.

Engagement in PrEP care

Overall, 76% of our sample intended to initiate PrEP
within the next month (Table 2). Gay-identified MSW
and individuals with higher educational attainment were
more likely to intend to initiate PrEP (Table 1). No hy-
pothesized health service- and provider-related charac-
teristics were associated with intention to initiate PrEP
(Tables 1 and 3).

Comfort discussing sexual practices with providers was
positively associated with PrEP use self-efficacy [adjusted
b = 0.41, 95% confidence interval (CI): 0.11–0.70]. Hav-
ing a PCP, frequency of visits to health services, and
transportation difficulties to accessing general health
services were not associated with PrEP use self-efficacy
(Table 3).

Descriptive scale statistics and frequencies of anticipated
barriers to PrEP uptake are shown in Table 2. Level of
comfort discussing sexual practices with health care pro-
viders was negatively associated with anticipated barriers to
PrEP uptake (adjusted b = -0.29, 95% CI: -0.49 to -0.09;
Table 3). In multivariate analysis of the subscales of PrEP
uptake barriers, comfort discussing sexual practices with
provider was associated with anticipated barriers related to
interacting with health services and providers (adjusted
b = -0.55, 95% CI: -0.80 to -0.31) and marginally associated
with making initial appointment (adjusted b = -0.23, 95% CI:

Table 2. Measures of Engagement in PrEP Care and Frequencies of Anticipated Barriers to PrEP Uptake,

Adherence, and Retention Among Male Sex Workers in the US Northeast

n (%) Mean (SD)

Intention to initiate PrEP within 1 month 84 (76)
PrEP use self-efficacy (range = 0–10) 7.58 (2.25)
Anticipated barriers to PrEP uptake (range = 0–10) 2.80 (1.60)
C1 Making initial appointment (range = 0–10) 2.32 (1.81)

Finding out more information about PrEPa 1 (1)
Finding a health care provider who could provide PrEPa 11 (10)
Making an appointment with a health care provider to get PrEPa 6 (6)
Keeping an appointment with a health care provider to get PrEPa 11 (10)

C2 Interacting with health services and health providers (range = 0–10) 2.17 (1.95)
Talking to a health care provider about PrEPa 10 (9)
Picking up a prescription for PrEPa 4 (4)
Talking with a financial advocate to assist in getting PrEP paid fora 4 (4)

C3 Structural barriers (range = 0–10) 4.69 (2.82)
Finding transportation to get to a PrEP appointmenta 27 (25)
Paying for costs associated with PrEPa 49 (45)

Anticipated barriers to PrEP adherence and retention (range = 0–10) 3.70 (1.98)
C1 Attending regular appointments (range = 0–10) 2.91 (2.24)

Making regular appointments with a health care provider to stay on PrEPa 5 (5)
Finding transportation to get to PrEP appointmentsa 30 (27)
Finding transportation to get to the pharmacya 17 (16)
Picking up monthly prescriptions for PrEPa 9 (8)

C2 Daily medication adherence (range = 0–10) 3.77 (2.24)
Remembering to take a PrEP pill every daya 5 (5)
Taking PrEP every day even if I have some side effectsa 31 (28)
Taking PrEP every day even if I am on a ‘‘binge’’ a 23 (21)

C3 PrEP-related costs (range = 0–10) 5.16 (3.31)
Paying for costs associated with a medical visita 40 (36)
Paying for costs associated with PrEPa 42 (38)

aFrequency of participants who anticipated being ‘‘hard’’ or ‘‘very hard’’ to overcome each specific barrier.
PrEP, pre-exposure prophylaxis; SD, standard deviation.
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-0.49 to 0.03, p = 0.08; Table 4). Transportation difficulties
to accessing general health care were positively associated
with overall anticipated barriers to PrEP uptake (adjusted
b = 0.30, 95% CI: 0.08–0.51; Table 3), largely explained by a
positive association with anticipated structural barriers to
PrEP (adjusted b = 1.00, 95% CI: 0.62–1.37; Table 4). The
bivariate marginal association between having a PCP and
anticipated PrEP uptake barriers (b = -0.60, 95% CI: -1.19 to
0.00, p = 0.05) did not persist after adjusting for covariates
(Table 3). Although frequency of medical visits in the past 12
months was not associated with overall anticipated barriers to
PrEP uptake, there was a marginal association with structural
barriers to PrEP uptake (adjusted b = -0.46, 95% CI: -0.92 to
0.01, p = 0.05; Table 4).

Frequencies of anticipated PrEP adherence and retention
barriers are reported in Table 2. Of the health service- and
provider-related characteristics examined, only transporta-
tion difficulties to accessing general health care were asso-
ciated with anticipated PrEP adherence and retention barriers
overall (adjusted b = 0.57, 95% CI: 0.31–0.84), and with
anticipated barriers related to attending regular medical ap-
pointments (adjusted b = 0.90, 95% CI: 0.61–1.18) and re-
lated to PrEP costs (b = 0.54, 95% CI: 0.18–1.00) more
specifically (Tables 3 and 4). While comfort discussing
sexual practices with providers was not associated with
overall anticipated barriers to PrEP adherence and retention,
there was a marginal negative association with barriers re-
lated to daily medication adherence (adjusted b = -0.29, 95%
CI: 0.60–0.02, p = 0.06; Table 4). Similarly, frequency of

medical visits in the past year had a marginal effect on an-
ticipated barriers to PrEP adherence and retention related to
PrEP costs (adjusted b = -0.51, 95% CI: -1.08 to 0.06,
p = 0.08; Table 4).

Discussion

Our study adds to the limited literature on engagement in
PrEP care among MSW. We contribute to the understanding
of characteristics of MSW’s interactions with health services
and providers who may influence engagement in the PrEP
care continuum. While these health service- and provider-
level factors were not predictive of intention to initiate PrEP,
there were significant associations with PrEP use self-
efficacy and anticipated barriers to PrEP uptake, adherence,
and retention. According to health behavior theory, PrEP use
self-efficacy and barriers to PrEP uptake and adherence may
impact PrEP use and persistence directly (i.e., not through
behavioral intentions),14,15 further widening the gap between
PrEP willingness and intention and actual use among MSW.5

That is, addressing barriers to PrEP care at the health services
and provider levels is key to ensuring that MSW who intend
to initiate PrEP can actually do so.

In our study, having a PCP was not associated with PrEP
use intention, self-efficacy, or barriers to engagement in PrEP
care. These null findings may be due to many MSW and other
MSM preferring to access HIV prevention services from
providers other than their PCP7 because of anticipated stigma
related to sexual behaviors from providers.16 Moreover,

Table 3. Relationship Between Measures of Access to Health Care and Engagement

in PrEP Care Among Male Sex Workers in the US Northeast

Unadjusted p Adjusteda p
OR (95% CI) OR (95% CI)

DV: Intention to initiate PrEP (yes/no)
Having primary care provider 1.19 (0.50 to 2.85) 0.69 0.72 (0.24 to 2.15) 0.56
Frequency of medical visits (past 12 months) 1.00 (0.66 to 1.50) 0.98 0.95 (0.59 to 1.53) 0.82
Comfort discussing sexual practices with provider 1.30 (0.96 to 1.75) 0.09 1.34 (0.93 to 1.92) 0.12
Transportation difficulties to accessing general care 1.07 (0.77 to 1.49) 0.69 1.18 (0.80 to 1.73) 0.40

b (95% CI) p Adjusted b (95% CI) p

DV: PrEP use self-efficacy
Having primary care provider 0.06 (-0.81 to 0.92) 0.90 -0.65 (-1.50 to 0.20) 0.13
Frequency of medical visits 0.22 (-0.19 to 0.62) 0.29 0.20 (-0.19 to 0.59) 0.31
Comfort discussing sexual practices with provider 0.49 (0.20 to 0.77) 0.001 0.41 (0.11 to 0.70) 0.008
Transportation-related barriers to general care -0.03 (-0.36 to 0.30) 0.86 0.18 (-0.14 to 0.50) 0.26

DV: Anticipated barriers to PrEP uptake
Having primary care provider -0.60 (-1.19 to 0.00) 0.05 -0.22 (-0.80 to 0.36) 0.45
Frequency of medical visits (12 months) -0.14 (-0.43 to 0.15) 0.34 -0.12 (-0.39 to 0.14) 0.37
Comfort discussing sexual practices with provider -0.35 (-0.56 to -0.15) 0.001 -0.29 (-0.49 to -0.09) 0.006
Transportation difficulties to accessing general care 0.41 (0.19 to 0.62) <0.001 0.30 (0.08 to 0.51) 0.007

DV: Anticipated barriers to PrEP adherence
and retention
Having primary care provider -0.25 (-1.00 to 0.51) 0.52 0.15 (-0.55 to 0.85) 0.67
Frequency of medical visits (past 12 months) -0.21 (-0.57 to 0.15) 0.24 -0.20 (-0.52 to 0.12) 0.22
Comfort discussing sexual practices with provider -0.18 (-0.44 to 0.09) 0.19 -0.10 (-0.35 to 0.14) 0.41
Transportation difficulties to accessing general care 0.71 (0.46 to 0.96) <0.001 0.57 (0.31 to 0.84) <0.001

aAdjusting for age, race/ethnicity, sexual identity, income, educational attainment, and other independent variables of interest.
aOR, adjusted odds ratio; CI, confidence interval; DV, dependent variable; OR, odds ratio; PrEP, pre-exposure prophylaxis.
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many PCPs may not have sufficient training in clinical
management of PrEP and provide suboptimal care,16 making
PrEP prescription by specialists preferable in some circum-
stances.17,18 Still, some patients may prefer to access PrEP
care in generalist clinics due to stigma associated with health
centers specialized in HIV-/STI-related care.19 PCPs also
have important roles in identifying and referring at-risk in-
dividuals, managing other physical and mental health issues,
and coordinating interdisciplinary care, and, as such, should
be considered in future efforts to address MSW’s general and
PrEP-related health needs.

Similar to previous research among MSM,7,20,21 we found
that lack of comfort discussing sexual practices with health
care providers was associated with lower PrEP use self-
efficacy and greater barriers to PrEP uptake. Communication
challenges in patient–provider relationships are more likely
to affect MSW at higher health and social vulnerability (e.g.,
multiple stigmatized identities and concomitant substance
use).6,22–24 Effective communication with health care pro-
viders about sexual practices and behaviors that may constitute
clinical indications for PrEP is essential for engagement in
HIV prevention care, including HIV testing and PrEP initia-
tion.25 Health care providers are also well positioned to
provide PrEP adherence support and have had a positive role
in several promising PrEP adherence interventions.26 This
may explain the marginal negative association between
comfort discussing sexual practices with providers and an-
ticipated barriers related to daily PrEP adherence. In that
sense, interventions to improve providers’ communication
skills and decrease provider stigma related to sexual behav-
iors may be promising to create affirming clinic environ-
ments for MSW to access PrEP.22,25 PrEP delivery programs
should also consider initiatives to increase MSW’s self-
efficacy to initiate and maintain potentially difficult conver-
sations with providers. Future research should examine
subgroups of MSW for whom communication with providers
about sex is most challenging (e.g., straight vs. gay identified,
MSW who inject drugs, etc.) to identify individuals in
greatest need of such interventions.

Transportation difficulties to accessing general health care
were also associated to anticipated barriers to PrEP uptake,
adherence, and retention, particularly with structural barriers
to uptake and cost-related barriers to adherence and retention.
Inadequate access to transportation reflect broader structural
problems such as poverty and insufficient availability of
public transportation and health services, which constitute
barriers to general and PrEP-related care in themselves. Such
broader structural problems may also underlie the marginal
associations between frequency of medical visits in the past
12 months and structural barriers to PrEP uptake and barriers
to PrEP adherence and retention related to PrEP costs we
observed. MSW may experience increased structural and
transportation-related barriers to accessing care during peri-
ods of heightened HIV risk (e.g., severe substance use), when
PrEP would be most beneficial.10 To reach populations of
MSW who may be experiencing these challenges, initiatives
such as provision of transportation vouchers,27,28 mobile
health clinics,29 pharmacy-based PrEP provision,30 tele-
health adherence support,31 and online PrEP prescriptions32

may be promising. Future studies should evaluate the role of
these strategies as part of multipronged interventions to
promote PrEP initiation and adherence among MSW.

Our study is not without limitations. We drew our sample
from one metropolitan region in the US Northeast only, and
therefore our findings may not generalize to other populations
of MSW. Moreover, we report on data from the baseline as-
sessment of a behavioral PrEP intervention with MSW, and by
design, all participants reported some level of interest in taking
PrEP, which may limit our ability to draw conclusions re-
garding MSW not at all interested in PrEP. Previous research
has highlighted the distinction between hypothetical interest in
PrEP and intentions to initiate PrEP, the latter being a more
proximal determinant of actual PrEP use.33 Indeed, despite
relative homogeneity regarding interest in PrEP, we found
substantial variability in intentions to use PrEP, which enabled
the examination of determinants of progression through the
PrEP care continuum in our sample. Finally, we did not eval-
uate other potential health service-related barriers to accessing
HIV prevention, such as mistrust in health providers and pre-
vious experiences of discrimination in health care, character-
istics that we believe should be examined in future studies.

Conclusions

Despite these limitations, our findings contribute to the
understanding of the influence of characteristics of interac-
tions with health services and providers in the PrEP care
continuum among MSW. Almost a decade after initial Food
and Drug Administration (FDA) approval of PrEP for HIV
prevention for at-risk individuals, uptake among MSW re-
mains low. The rapid increase in PrEP use among the larger
population of MSM recently34 fueled by prioritization of
PrEP as part of the HIV prevention toolkit suggests that
concerted efforts to increase engagement in the PrEP care
continuum can be effective to link MSW to PrEP services as
well. Given the increased HIV burden among MSW, targeted
PrEP rollout of PrEP for MSW may be a cost-effective and
equity-oriented strategy for reducing HIV transmission
among MSM in general.4 Strategies to expand PrEP access
among MSW should account for barriers to accessing health
services, including cost and transportation, and interacting
with health care providers. Since these barriers are rooted in
structural processes (e.g., stigma and poverty) that may not be
easily modifiable at the individual level, addressing health
service- and provider-level barriers to PrEP care will require
efforts targeting health systems, policies, and PrEP delivery
models. To this end, initiatives such as provider training and
education programs, and innovative forms to provide general
and PrEP provision services and adherence support will be
key to mitigating health disparities experienced by MSW.
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