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BACKGROUND: HIVoutbreaks among people who inject
drugs (PWID) and experience homelessness are increas-
ing across the USA. Despite high levels of need, multilevel
barriers to accessing antiretroviral pre-exposure prophy-
laxis (PrEP) for HIV prevention persist for this population.
The Boston Health Care for the Homeless Program
(BHCHP) initiated a low-threshold, outreach-based pro-
gram to support engagement in PrEP services among
PWID experiencing homelessness.
METHODS: To inform dissemination efforts, we explored
patient and provider perspectives on key program compo-
nents. From March to December 2020, we conducted
semi-structured qualitative interviews with current and
former BHCHP PrEP program participants and prescrib-
ers, patient navigators, and outreach workers (i.e., pro-
viders). Thematic analysis explored perspectives on key
program components.
RESULTS: Participants (n = 21) and providers (n = 11)
identified the following five key components of
BHCHP’s PrEP program that they perceived to be par-
ticularly helpful for supporting patient engagement in
PrEP services: (1) community-driven PrEP education;
(2) low-threshold, accessible programming including
same-day PrEP prescribing; (3) tailored prescribing
supports (e.g., on-site pharmacy, short-term prescrip-
tions, medication storage); (4) intensive outreach and
navigation; and (5) trusting, respectful patient-
provider relationships.
DISCUSSION: Findings suggest that more patient-
centered services formed the basis of BHCHP’s innovative,
successful PrEP program. While contextual challenges in-
cluding competingpublic health emergencies andhomeless
encampment “sweeps” necessitate ongoing programmatic
adaptations, lessons from BHCHP’s PrEP program can in-
form PrEP delivery in a range of community-based settings
serving this population, including syringe service programs
and shelters.
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BACKGROUND

HIV incidence is increasing among people who inject drugs
(PWID) in the USA for the first time in decades.1,2 With a
persistent 7–10% of new HIV infections attributed to injection
drug use annually,2,3 recent HIV outbreaks among PWID in
diverse regions of the country (e.g., Indiana,4Massachusetts,5,6

Washington7) have been linked to increased opioid and poly-
substance use.8 Individuals who use and inject fentanyl, now
pervasive in illicit drug supplies,9 are susceptible to more
frequent injection and receptive syringe sharing.10–12 Addi-
tionally, psychostimulants, which have long been associated
with sexual exposure to HIV, may be further contributing to
HIV transmission among PWID.13,14 New HIV prevention
strategies are urgently needed.
Antiretroviral pre-exposure prophylaxis (PrEP) is drastical-

ly underutilized among U.S. PWID.15 Although a quarter of
HIV-negative PWID reported being aware of PrEP by 2018,
only 1% had used it.16 This low PrEP uptake stands in stark
contrast to high levels of need. For example, among 423
PWID in Boston, MA, 92% reported sexual and injection
behaviors aligned with clinical PrEP indicators, yet only 2%
had used it.17 Multilevel barriers to PrEP uptake include
limited knowledge,15,18–23 underutilization of traditional clin-
ical settings where PrEP is prescribed, and structural vulner-
abilities including stigma, poverty, and homelessness.24–36

PrEP prescribers are also less willing to prescribe PrEP to
PWID than other at-risk groups.15,23,37,38 Improved PrEP
programming for PWID—and dissemination of strategies that
are feasible, acceptable, and effective—is clearly needed.39
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Only a small number of PrEP programs for PWID
experiencing homelessness have been evaluated. During
an HIV outbreak among PWID in Glasgow, Scotland, a
program involving intensive PrEP outreach and cross-
agency collaboration resulted in 32 PWID experiencing
homelessness initiating PrEP in 2 years, representing 78%
of PrEP-eligible individuals approached in that period.40

In Boston, MA, where HIV transmission among PWID
experiencing homelessness has increased,41,42 the Boston
Health Care for the Homeless Program (BHCHP) devel-
oped a low-threshold PrEP program that successfully
linked 239 individuals to PrEP services in less than 2
years, with a cumulative probability of PrEP persistence
at 6 months (assessed via prescription refills) of 44%,43 a
level similar to those observed in other, more stably
housed populations.44

While strategies deployed in BHCHP’s PrEP program,
including same-day PrEP prescribing and street-based nav-
igation supports, likely contributed to these promising
results, from the quantitative assessment described above,
little information was available on the acceptability or per-
ceived effectiveness of key program components. We thus
conducted a qualitative study to identify key program com-
ponents that participants and providers perceived as most
helpful in supporting PrEP utilization, with the ultimate
goal of informing subsequent research and programmatic
efforts involving innovative PrEP delivery for PWID expe-
riencing homelessness.

METHODS

Program Description

Before October 2018, PrEP delivery at BHCHP involved
multiple in-person appointments for laboratory testing, re-
view of results, and provision of 30-day prescriptions.43

Follow-up monitoring in primary care was encouraged,
but patient navigation and adherence supports were lacking.
In fall 2018, a cluster of new HIV infections was detected
among local PWID experiencing homelessness, leading to
the establishment of a full-time PrEP navigator role to
enable flexible PrEP intake and follow-up appointments
(including outreach-based laboratory testing), intensive
follow-up via phone- and street-based outreach, assistance
accessing prescriptions, and supported referrals. Additional
strategies implemented by fall 2019 included same-day
PrEP initiation, shorter-term prescriptions, and the estab-
lishment of “on-demand” access to PrEP via a group of
prescribers with PrEP expertise who were available in
real-time via secure text messaging. BHCHP also instituted
medication storage within a service providing medical mon-
itoring for over-sedation from substance use (the “Support-
ive Place for Observation and Treatment,” SPOT)45,46 and
the Boston Public Health Commission’s “engagement cen-
ter,” a drop-in space offering basic amenities and clinical

services.47 Aligned with “low-threshold,” harm-reduction-
oriented approaches, missed appointments did not trigger
medication discontinuation if appropriate laboratory
follow-up could be performed. By fall 2020, amidst
COVID-19 and ongoing HIV transmission, BHCHP in-
creased telehealth, active HIV testing, and case finding,
and nurse-facilitated daily medication dosing in outreach
(e.g., engagement center) settings.

Study Design and Sample

Informed by the principles of grounded theory,48 from
March to December 2020, we conducted qualitative inter-
views with BHCHP PrEP patients (hereafter, “partici-
pants”) and prescribers (e.g., physicians, nurses), patient
navigators, and outreach workers (hereafter, “providers”).
Participants were eligible if they were ≥ 18 years old,
currently experiencing homelessness, and current or former
patients of BHCHP’s PrEP program, and had injected drugs
in the past month. We purposively sampled participants for
diversity in socio-demographics (e.g., age, race/ethnicity,
gender) and PrEP experiences (e.g., duration of use).49

BHCHP personnel briefly explained the study goals and
methods during routine in-person service encounters and
then provided introductions to research staff who were
present via secure video-conferencing in private areas of
BHCHP. Research staff then conducted eligibility screen-
ing and verbal informed consent. We sampled providers for
diversity in program role (e.g., clinicians [physicians,
nurses], navigators, other program staff). Providers were
recruited via email and provided verbal informed consent.
Participants received $25; providers were not compensated.
The Boston University Medical Campus institutional re-
view board reviewed and approved all study protocols.

Data Collection

Four research staff with graduate-level training, supervised by
a lead qualitative investigator, administered brief quantitative
surveys. Surveys assessed participants’ socio-demographics,
past-month substance use and sexual behaviors, and service
utilization (Table 1) and providers’ professional roles and
years of experience working with PWID and in HIV services
(Table 2). Research staff then conducted one-time qualitative
interviews using semi-structured interview guides informed
by previous studies, literature, and community collaborators’
input.23,24 Open-ended questions with detailed probes ex-
plored the following key domains: drug use behaviors, health
concerns, HIV–related risk perceptions, healthcare utilization,
and perspectives on and experiences using PrEP and related
BHCHP services. On average, interviews lasted 30 min
(range: 15–49) with participants and 45 min (range: 25–71)
with providers. Interviews were audio-recorded and profes-
sionally transcribed. Staff wrote detailed field notes immedi-
ately after interviews using a structured template. From week-
ly meetings and review of interviewers’ notes, we ceased
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recruitment when deciding as a team that additional data
collection would not yield substantially new findings.50

Data Analysis

We collaboratively developed a codebook by independently
reading three selected transcripts to generate deductive and
inductive codes with definitions, which were then discussed
and refined as a team.51,52 We independently tested prelimi-
nary codes on two different transcripts and subsequently met
to revise the codebook. Through three additional rounds of this
process, we reached consensus on a final codebook. Then, one
analyst applied final codes to all transcripts using NVivo (v12)
and met weekly with the team to discuss coding progress and
potential themes. In-depth, thematic analysis for this paper
then involved synthesizing codes for PrEP knowledge, uptake,
adherence, and retention in care to identify key program
components that participants and providers perceived as sup-
porting PrEP utilization. We illustrate key findings using
representative quotes and pseudonyms.

RESULTS

Participant Characteristics

Among 21 PrEP program participants, median age was 36
years (interquartile range [IQR]: 31–38), 15 (71%) identified
as male, 16 (76%) were currently taking PrEP, and median
duration currently taking PrEP was 6 weeks (IQR: 1–33;
Table 1). Drugs commonly used in the past month included
heroin and/or fentanyl (100%), methamphetamine (95%), co-
caine (90%), crack (86%), and non-prescribed benzodiaze-
pines (81%). Injection frequency was high, with half (52%)
injecting at least seven times daily and 19% injecting 10 or
more times daily. Most (76%) reported sharing injection
equipment in the past month. Among 11 providers, median
years of experience working with PWID was six (IQR: 4.5–

Table 1 Characteristics of BHCHP PrEP Program Participants
Who Inject Drugs and Are Experiencing Homelessness (n = 21)

Age in years, median (interquartile range; IQR) 36 (31–
38)

Hispanic or Latino 4 (19%)
Racial identity
American Indian or Alaska Native 1 (5%)
Black or African American 3 (14%)
Other 4 (19%)
White 13 (62%)

Gender identity
Female 6 (29%)
Male 15 (71%)

Housing, most of the time, past month
Street 14 (67%)
Shelter 5 (24%)
Other (e.g., motel, supportive housing) 2 (10%)

Sexual orientation
Heterosexual 18 (86%)
Bisexual 2 (10%)
Homosexual or gay 1 (5%)

Currently taking PrEP 16 (76%)
Median duration currently using PrEP, in weeks
(n = 16 currently taking PrEP; IQR*)

6 (1–33)

Median number of sexual partners, past month
(n = 15 sexually active participants; IQR)

1 (2–6)

Engaged in sex work, past month 7 (33%)
Frequency of condom use with sexual partners,
past month (n = 15 sexually active participants)
Sometimes/rarely/never 11 (73%)
Often/always 4 (27%)

Drugs used, past month
Heroin and/or fentanyl 21

(100%)
Cocaine 19 (90%)
Crack 18 (86%)
Crystal methamphetamine 20 (95%)
Benzodiazepines (e.g., Valium, Ativan, Xanax,

Klonopin)
17 (81%)

Marijuana 16 (76%)
Alcohol 8 (38%)
Gabapentin (“Johnnies”) 12 (57%)
Synthetic cannabinoids (“K2,” “spice”) 5 (24%)
“Street” methadone or buprenorphine

(not prescribed to you)
7 (33%)

Prochlorperazine (“phenergin”) or clonidine 5 (24%)
Other drugs (e.g., prescription opioids/painkillers,

“ecstasy”/MDMA)
4 (19%)

Frequency of injecting drugs, past month (n = 20 with complete data)
10 or more times a day 4 (19%)
7 to 9 times a day 7 (33%)
4 to 6 times a day 6 (29%)
2 to 3 times a day 1 (5%)
One daily or less 3 (14%)

Drugs injected, past month (n = 20 with complete data)
Heroin and/or fentanyl 20 (95%)
Cocaine 15 (71%)
Crack 11 (52%)
Crystal methamphetamine 16 (76%)
Benzodiazepines (e.g., Valium, Ativan, Xanax,

Klonopin)
2 (10%)

“Street” methadone or buprenorphine
(not prescribed to you)

3 (14%)

Distributive syringe sharing, past month
Sometimes/rarely/never 12 (57%)
Often/always 9 (43%)

Receptive syringe sharing, past month
Sometimes/rarely/never 16 (76%)
Often/always 5 (24%)

Sharing of other injection equipment
(e.g., cookers, cottons, rinse water), past month
Sometimes/rarely/never 5 (24%)
Often/always 16 (76%)

Sources of sterile syringes, past month
Syringe exchange (SSP) 19 (90%)
Other people 5 (24%)

9 (43%)

(continued on next page)

Table 2 Characteristics of BHCHP PrEP Program Providers (n =
11)

Job types (not mutually exclusive) n (%)

Clinical roles (e.g., physician, physician’s assistant,
nurse practitioner, registered nurse)

7 (64%)

Non-clinical roles (e.g., case manager, program
coordinator, outreach worker)

5 (45%)

Median years working (interquartile range; IQR)
At organization 4 (3–6)
Professionally with PWID 6 (5–13)
In HIV prevention/treatment 6 (3–11)
With PrEP services 2 (2–4)

Table 1. (continued)

Other (e.g., homeless engagement center, health center,
pharmacy)
Ever been told by a doctor that you have hepatitis C virus
(HCV)

20 (95%)

Median number of years since a doctor told you that you
have HCV (n = 20 ever told about having HCV; IQR)

10 (5–12)
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13; Table 2). Providers’ roles were clinical (medical doctor,
physician’s assistant, nurse practitioner, and registered nurse)
and non-clinical (program coordinator, case manager, and
outreach worker).

Perspectives on Key Program Components

From semi-structured interviews, we identified five key com-
ponents of BHCHP’s PrEP program that participants and
providers perceived to be particularly helpful for supporting
patient engagement in PrEP services: (1) community-driven
PrEP education; (2) low-threshold, accessible PrEP program-
ming; (3) additional PrEP prescribing supports; (4) intensive
outreach and navigation; and (5) trusting patient-provider
relationships.
Community-Driven PrEP Education. Participants and
providers described how BHCHP’s PrEP education
facilitated patients’ connections to PrEP services.
Importantly, education was provided by trusted sources
including BHCHP’s PrEP navigator, who Matthew, a 34-
year-old man, described as consistently supportive: “He’s
the one that brought [PrEP] up to me initially and he’s never
switched it up; he’s always the same cool dude, trying to help
me out.” Other participants like David, a 39-year-old man,
learned about PrEP via “word of mouth” from trusted peers
who were PrEP patients: “[We] like learning from one addict
to another, not from staff, so we can relate better. So hearing
from people who are on [PrEP] is really important.” A non-
clinical provider reiterated that peer-delivered PrEP education
was “the best way to disseminate [information] in this com-
munity…it’s something that we [providers] don’t have a say
[in] because we’re not in that community.”
With direct community input, educational materials were

tailored for patients’ needs, resulting in materials that were
more relevant and influential than those developed by health
departments and industry. Brandon, a 34-year-old man,
explained, “I thought [PrEP] was only for gay guys [and]
sexual activity, and that threw me off and made me not
interested in it.” Michael, a 44-year-old man, described how
BHCHP and collaborating syringe service program (SSP)

personnel engaged him in the development of materials (see
Fig. 1):

There’s a lot of misinformation about PrEP from ear-
lier marketing, and stigma that it’s for people with
HIV…To design different materials, we had an artist
and little catch sayings…so we were a part of design-
ing new stuff, and I’ve seen it around.

A clinician also emphasized how messaging addressed
“urban legends,” kept it “simple,” aligned with the overall
harm-reduction orientation of the program: “Wewant to figure
out where they’re at, what they understand, and what the gaps
are.”
Widespread community dissemination of PrEP informa-

tion, whether in print or via word of mouth through collabo-
rating SSPs, homeless shelters, tent encampments, drug de-
toxification centers, and methadone clinics, was also helpful.
Matthew described how BHCHP personnel “came out to the
tents with information about PrEP, how easy it is to use, and
all the reasons why it would be beneficial.” Clinical providers
described creative ways to disseminate PrEP information by
leveraging routine service encounters and trusted reputations:

[We] talk about PrEP all the time...We made necklaces
out of unused PrEP [pills] to engage people’s interest.
And when I go out to the corner, I’m like, “Hey, I’ve got
socks! By the way, there’s been 90 new [HIV] cases
here recently so you need to know about PrEP.” It’s
that way of engagement. [And] they know me.

Low-Threshold, Accessible PrEP Programming. Participants
and providers described two ways that BHCHP’s low-
threshold programming increased PrEP access. First, BHCHP
integrated PrEP referral systems and personnel into a range of
existing services that patients routinely accessed, including
primary care, wound care, case management, behavioral
health, treatment for opioid use disorder, and medical moni-
toring for over-sedation (i.e., the “SPOT”). A clinician de-
scribed this approach:

To offer [PrEP] to more patients, we bring it up
frequently, whenever the subject is injecting drugs…
First, I ask permission, obviously, like, “Is it OK to talk
with you about HIV prevention?” Then, if so, “When
was the last time you got checked for HIV?” That’s a
low barrier question that people like, and it’s an entrée
into the PrEP discussion.

Participants also described being referred to PrEP services
while “getting blood work done” through street-based out-
reach or from the addiction treatment nurse “who sees me
daily and knows about my lifestyle,” representing comfortable,
familiar environments. Another clinician emphasized the sig-
nificance of street-based PrEP screening: “More providers

Fig. 1 PrEP marketing image developed by BHCHP PrEP program
participants and a collaborating syringe service program. Credit:

Nava Shaw.
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need to understand how beneficial it is coming to where
people are, and recognize the barriers [for] people coming
into the clinic. We have to be more understanding that that is
really very difficult.”
Second, same-day PrEP prescribing facilitated patients’

PrEP uptake. A clinical provider explained how, as HIV
transmission among local PWID increased over time, the PrEP
program “become even more low barrier” and “seized the
opportunity” to reach additional patients:

Initially we had “PrEP champions” assigned to any-
body injecting drugs who walked in and wanted
PrEP…Then we started [HIV] testing in shelters, and
had street-based conference calls, essentially an on-
the-spot telephonic [PrEP] start, even before we had
the lab results. So that day, we would write a seven-day
PrEP script, and then follow up in a week…that defi-
nitely increased our PrEP starts.

Patients appreciated the ease of this same-day PrEP pre-
scribing, which David described as “very easy; they gave me
medication the same day I asked for it.”

Additional PrEP Prescribing Supports.Another key program
component involved BHCHP’s supports for accessing PrEP
prescriptions. Recognizing the difficulty of safeguarding
medications for patients experiencing homelessness,
BHCHP’s on-site pharmacy repackaged PrEP into 7-day
supplies, which Michael described as supporting his adher-
ence and making PrEP use less stressful: “I basically live out
of a backpack [without] safe places to keep a 30-day script…If
my backpack comes up missing, they have another 21 days for
me. It prevents that lapse, promotes my continually taking it,
and gives me a little breathing room.”A clinician emphasized
how these prescribing supports required staff time and dedi-
cation:

It’s commitment [by] pharmacy staff. To get approval
every time, [you’re] sitting on the phone with the
insurance company…That’s a lot of time. Your aver-
age [commercial pharmacy] isn’t going to do that, but
the pharmacy here is really accommodating for our
patients.

In contrast to experiences in other pharmacies, in which
participants described as uncomfortable, stigmatizing, and as
though “everybody’s watching me,” interactions with
BHCHP’s pharmacists were described positively. Jennifer, a
42-year-old woman, recognized the staff commitment when
her prescription was stolen: “You have no idea, the dedica-
tion…they come through and get [a replacement] for me
again; they’re awesome.”
On-site medication storage, which was available through

SPOT and the engagement center, was another important
support for patients’ PrEP access and adherence, as Michael

explained: “I’m visiting [BHCHP] all the time. They’ll ask me,
‘Have you taken your medication today?’ And I’ll say, ‘Shit,
you know what? I haven’t, but thanks for reminding me,’ and
I’ll go get it right now.” Participants also described how
BHCHP’s medication storage supported their PrEP adherence,
saying, “It’s about the only thing that helps,” “If it wasn’t for
the [PrEP storage], I wouldn’t be taking it daily,” and “When
we can leave our meds here, there’s really no excuse to not
take it daily.” A clinician also explained how on-site medica-
tion storage was critical for PrEP access and adherence:

We always ask [patients] if they’re concerned about
losing their meds. That answer’s always yes…For
starting PrEP, that’s one of our first questions. Then,
“Where do you want us to hold onto it? Where are you
most likely going to see us every day?” As long as we
have that conversation, generally, people leave PrEP
with us.

Intensive Outreach and Navigation. Intensive street-based
outreach by BHCHP personnel also supported patients’ PrEP
adherence and persistence, as Crystal, a 36-year-old woman,
explained: “[The PrEP navigator] knows where to find me
and reminds me of appointments and taking [PrEP]…I would
forget if I didn’t have someone behind me, and I wouldn’t
care; I wouldn’t do any of it.” Consistent outreach also sup-
ported some participants like Matthew with re-initiating PrEP:
“I got offered [PrEP] before, took it the first day, but then
never went back. But this time I’ve been following through and
they’ve been making it really easy for me because [the navi-
gator] is always around, doing everything he can to try to help
us.” Clinical providers also emphasized the importance of
PrEP navigator support, especially for patients who were less
engaged in clinical services:

As a primary care doctor, a concern starting someone
on PrEP is like, who is going to [get] their labs and
track them? It’s a little nerve-racking, wondering
who’s followed up, how many are still taking PrEP,
who’s due for labs? So it’s nice to know that someone is
keeping track and calling people if they’re overdue…
It’s a nice backup system.

An extension of BHCHP’s intensive PrEP outreach was
daily medication dosing. Slightly distinct from traditional
models of directly observed therapy, BHCHP’s approach in-
volved nursing staff delivering single PrEP doses to patients,
typically with a juice box, and often (but not always) observ-
ing participants take their dose. A clinician explained the
utility of this approach because “patients are not used to
coming up to us,” and due to the competing priorities of
homelessness and addiction, many participants like Diego, a
38-year-old man, appreciated this support, saying, “I’ve been
taking [PrEP] without fail because every time they see me,
they give it to me, and I take it.” A clinician emphasized the

917Bazzi et al.: Low-Threshold PrEP Programming for People Who Inject Drugs Experiencing HomelessnessJGIM



importance of approaching people with respect within their
daily medication dosing strategy:

For the folks who just absolutely can’t take [PrEP]
daily, they know they can’t, and they’re like, “You take
my meds’ you make sure I take them.” Those are the
people we’re searching out on the street...The nurses
will literally deliver one pill for today, and then again
tomorrow…We get people’s agreement first, like, “Is it
OK if I walk up to you and ask you about your pills?”
And they’ll say, “Yeah, sure.”

Trusting Patient-Provider Relationships. A final program
component that emerged from interviews involved the culti-
vation of trusting, respectful patient-provider relationships.
Jennifer viewed these positive relationships as supporting her
PrEP persistence, saying, “It goes way beyond the medication.
It’s the people that are involved…They’re personable, really
comfortable to be around, and [they] have never changed who
they were, not once. And that’s a big part of why I’m still so
involved with [PrEP].” Several providers, including the fol-
lowing clinician, also described the importance of trusting
relationships and the need to create a “safe space” for private
discussions, especially for men engaged in sex work:

We see [our patients] every day. They have significant
distrust in the medical establishment, but they know us
and trust us…So eventually, if we’ve established
enough trust, it’s easier to talk about uncomfortable
[or] very private things, like [sex work]…So it’s just
constant engagement and creating a safe space. And
[they] know everything’s confidential; we’re not sitting
there typing everything into their [medical] record. It’s
just a safe space for everyone.

A non-clinical provider also explained that building trusting
relationships required being “proactive” and “going out to
them to engage them in conversation, respecting who they are,
and saying, ‘You deserve better than this,’ which I don’t think
is a common phrase in these populations.” Matthew echoed
the significance of providers’ efforts, saying, “In this lifestyle,
being personable goes a long way. When you’re homeless and
getting high, you don’t trust anybody; you don’t have anybody.
So when somebody’s taking time out of their day to try to help
you, you take it seriously.”

DISCUSSION

In the context of ongoing HIV transmission among PWID
experiencing homelessness across the USA,2 programmatic
innovations are needed to expand access to effective HIV
prevention options for this population.39,53 Most PrEP re-
search with PWID has been with individuals lacking PrEP
experience, and beyond research contexts,54 very few real-

world programs have been investigated.40,43 From interviews
with PrEP patients and providers involved with a novel pro-
gram for PWID experiencing homelessness in Boston, MA,
we identified key program components that were perceived to
be acceptable, feasible, and supportive of patients’ success.
While some aspects of this program are unique, our findings
could be informative for implementation research and practice
in other settings such as community health centers, SSPs, and
shelters.
First, we found that BHCHP’s facilitation of community-

driven PrEP education appeared more relevant and influential
than existing materials developed by health departments and
industry, which participants viewed as overly focused on
sexual risk, limiting their PrEP interest.23 With collaborating
agencies, BHCHP engaged patients in developing educational
materials tailored for their patient population (Fig. 1). BHCHP
also deployed trusted providers to deliver this education within
clinical services and street-based outreach. Finally, PrEP edu-
cation delivered by peers (i.e., via “word of mouth”) was
motivational for participants, suggesting that research should
further explore the potential for peer-delivered PrEP education
and referrals throughout patients’ social networks.55–57

Next, BHCHP’s accessible PrEP programming facilitated
initial PrEP uptake. The integration of PrEP-related conversa-
tions and referrals into routine service encounters within com-
fortable, familiar environments (e.g., the “SPOT”) connected
patients to PrEP, standing in stark contrast to PrEP services
requiring patients to navigate health systems to reach prescrib-
ers. BHCHP’s low-threshold PrEP programming required tak-
ing PrEP services, including laboratory testing, into the com-
munity, rather than expecting patients to access clinical set-
tings. This shift may be highly significant for patients experi-
encing stigma and distrusting medical institutions,25 and sim-
ilar services could be implemented in other community set-
tings (e.g., SSPs, shelters). BHCHP’s same-day PrEP pre-
scribing protocols also reduced or eliminated requirements
for patients to make and attend multiple appointments before
initiating PrEP. Reducing barriers to PrEP uptake is clearly
important for this population, as only 2% of PWID in the
Greater Boston Area17 and < 1% nationally have ever
accessed PrEP.16 These protocols also reflected providers’
awareness of the need to “seize the opportunity” to discuss
and prescribe PrEP whenever patient encounters occurred,
rather than relying on appointment-based systems.10

Additional prescribing supports tailored for the needs of
PWID experiencing homelessness supported patients’ ongo-
ing PrEP adherence and persistence. These supports included
an on-site pharmacy, short-term PrEP prescriptions, assistance
with medication replacement, and medication storage in con-
venient, accessible locations. While pharmacies can support
HIV prevention initiatives,58 our findings suggest that non-
stigmatizing, easily accessible prescribing supports are needed
to help individuals in this population with PrEP adherence.
Similar to lessons learned from an evaluation of PrEP services
for PWID in Glasgow, which utilized specialty staffing and
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facilities already serving the target population, leadership and
financial supports will be critical to the implementation and
sustainability of these prescribing supports.40

BHCHP’s intensive, street-based outreach and navigation
(with daily medication dosing) became critically important in
the context of repeated street “sweeps” of homeless encamp-
ments throughout Boston. These operations are increasingly
common nationally and typically involve police or govern-
ment agencies forciblymoving people experiencing homeless-
ness,59,60 often confiscating or destroying personal belongings
including medications.61,62 BHCHP’s provision of medication
storage and daily dosing, while labor intensive, likely helped
patients avoid medication loss and theft. Although long-acting
injectable PrEP could reduce the need for this level of daily
outreach, frequent contact with patients can also help retain
patients in care, enable referrals to other services, and support
the trusting patient-provider relationships that are critical for
this often-stigmatized population.25

Limitations of our study include our focus on a single
program within a unique organization and external context,
possibly reducing generalizability. As Massachusetts has high
insurance coverage and generally strong support for public
health initiatives, future studies, ideally with a broader range
of informants, should investigate implementation barriers and
facilitators in settings where internal and external supports
may differ. Our recruitment approach through BHCHP may
have also resulted in a sample with largely positive perspec-
tives. Although we included individuals disengaged from
services and our qualitative approach was open to negative
feedback, we were unable to identify substantial unmet needs,
ongoing barriers, or program-related reasons for PrEP discon-
tinuation. Finally, we did not formally verify patient outcomes
using review of medical records or PrEP navigator notes;
larger quantitative studies involving these data sources could
help connect specific program components to patient
outcomes.
Despite these limitations, this study was the first to our

knowledge to investigate how low-threshold PrEP program-
ming innovations can support successful and sustained en-
gagement in PrEP services among PWID experiencing home-
lessness. Additional research and funding resources at the
local, state, and national levels will be needed to support
eventual scale-up of BHCHP’s innovative strategies. While
contextual challenges including competing public health
emergencies and forcible relocation of people experiencing
homelessness are requiring ongoing programmatic adapta-
tions, specific aspects of BHCHP’s PrEP program could be
considered within a range of community settings (e.g., health
centers, SSPs, shelters) and for improving services for other
health conditions (e.g., hepatitis C virus) that are common in
this population.
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