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BACKGROUND: Pre-exposure prophylaxis (PrEP) has
been shown to be efficacious in preventing HIV; however,
its uptake remains modest. Given that there are fewer
cost barriers to receiving PrEP within VHA than via com-
mercial insurance, VHA represents an ideal setting in
which to study other barriers that may impact patients
seeking PrEP.
OBJECTIVE:We sought to understand potential barriers
to obtaining PrEP within the Veterans Health Administra-
tion (VHA) through examination of documentation in elec-
tronic medical records.
DESIGN:Retrospective structured chart review, including
chart abstractions of notes, referrals, and communica-
tions; content analysis of charts from a subsample of
patients receiving PrEP in VHA.
PARTICIPANTS: One hundred sixty-one patients pre-
scribed PrEP at 90 sites varying in PrEP prescribing rates.
APPROACH: We extracted descriptive information and
conducted a qualitative analysis of all PrEP-relevant
free-text notes including who initiated the PrEP conversa-
tion (patient vs. provider), time interval between request
and prescription, reasons for denying PrEP, and patient
responses to barriers.
KEY RESULTS: Patients initiated 94% of PrEP conversa-
tions and 35% of patients experienced delays receiving
PrEP ranging from six weeks to 16 months. Over 70% of
cases evidenced barriers to access. Barriers included pro-
vider knowledge gaps about PrEP, provider knowledge
gaps about VHA systems related to PrEP, confusion or
disagreement over clinic purview for PrEP, and provider
attitudes or stigma associated with patients seeking PrEP.
CONCLUSIONS: Although PrEP is recommended for HIV
prevention in high-risk persons, many PrEP-eligible indi-
viduals faced barriers to obtaining a prescription. Current
practices place substantial responsibility on patients to
request and advocate for this service, in contrast to many
other preventive services. Understanding the prevalence
and content of PrEP knowledge gaps and attitudinal

barriers can inform organizational interventions to in-
crease PrEP access and decrease HIV transmission.
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W ith nearly 40,000 new HIV infections in the USA
annually, the primary prevention of HIV transmission

remains a national priority1. The use of once daily
emtricitabine/tenofovir disoproxil fumarate (FTC-TDF) as
pre-exposure prophylaxis (PrEP) has demonstrated tremen-
dous efficacy for preventing HIV transmission. When used
consistently, PrEP decreases HIV transmission 73–100% of
the time in high-risk populations 2–4. Yet despite demonstrated
efficacy, uptake remains low 5–8. The Centers for Disease
Control (CDC) estimates that only a minority of the potential
1.2 million adults in the USAwhomight benefit from PrEP are
accessing it9.
Following the July 2012 FDA approval of PrEP for the

prevention of HIV, the Veterans Health Administration’s (VHA)
Pharmacy Benefits Management Service released a review of
PrEP in July of 2013 supporting its use within VHA for preven-
tion of HIV. Yet despite VHA guidelines supporting PrEP 10,
findings from a previous study suggest that there is likely con-
siderable variation in PrEP access and prescribing practices, both
at the facility and provider level, with possible under-utilization
of PrEP within some VHA facilities 11, 12. Questions remain
regarding reasons for these low prescribing rates.
To our knowledge, this is the first study examining barriers

to PrEP within a national healthcare system. Several non-
VHA studies have attempted to understand barriers to access
and prescriber practices by surveying patients or providers8,
13–16. Providers report fears about toxicities, medication non-
adherence, cost, and potential for increased high-risk behavior
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contribute to reluctance to prescribe8, 15–18. While surveys
may be useful in understanding prescriber-reported practices
and attitudes, they do not reveal actual practice. Electronic
health records (EHR) may provide further insight into how
providers prescribe PrEP. Such records may be useful in
understanding providers’ thinking and attitudes, along with
their PrEP prescribing practices. Further, they may provide
insight into patient characteristics and responses when barriers
arise. We performed a qualitative content analysis of charts of
veterans receiving PrEP in the VHA and sought to determine
what documentation about HIV risk and PrEP in the EHR
might reveal about barriers to PrEP access.

METHODS

We conducted a detailed chart review of a subsample of
clinical notes of patients who had been prescribed PrEP across
VHA. The EHR utilized by the VHA is a centralized system
that contains health information, visit records, provider-
provider communications, and patient-provider communica-
tions. We then conducted a conventional content analysis of
these notes and communications to better understand PrEP
access.

Sample Selection

We located records of patients prescribed PrEP based on an
algorithm identifying HIV and Hep B–negative patients pre-
scribed FTC-TDF for at least two consecutive months with no
other concurrent anti-retrovirals12. At the time of sample se-
lection, a total of 825 veterans at 105 VHA facilities were
identified that had been prescribed PrEP since 2012, the year
of Federal Drug Administration (FDA) approval of PrEP.
Cases identified through the algorithm were confirmed via
chart review. We did not determine a specific sample size
initially for the content analysis, but we expected there to be
variation across facilities and regions. Therefore, we sampled
all patients from low prescribing facilities. Sites and patients
from the remaining strata were then selected using a combi-
nation of stratified purposeful and purposeful random
sampling19.

Site Selection

The team selected 90 sites for detailed chart review. We first
classified sites as high, medium, or low prescribers of PrEP
based on the ratio of HIV-positive patients to PrEP patients
(Table 1). CDC estimates as many as 1.2 million people at risk
for HIV could benefit from PrEP, but currently less than 6%
are accessing it20, 21. We surmised that facilities with higher
HIV-positive populations ought to have more patients that
would also benefit from PrEP and used a conservative per-
centage lower than the current access figures (1%) as the cut
off for low-prescribing sites. All low prescribing sites (38)
were selected for review, with the rationale being that low

prescribing sites were potentially more likely to exhibit bar-
riers. We then selected sites from the remaining levels (mid
and high PrEP-prescribing) which represented each major
region of the USA, resulting in 26 sites per level.

Patient Selection

Among the 90 sites, 1–2 patients per site were randomly
selected, with a few exceptions. All PrEP cases (N = 68) were
reviewed in the low prescribing sites. Because the majority of
PrEP patients identified within VHAwere cisgender males, we
oversampled transgender and female patients (Table 2). Rural
sites represented 45% of the total PrEP prescribing sites for
both the total PrEP cohort and the qualitative sample. How-
ever, because all low prescribing sites and all sites with 1 PrEP
case were sampled, rural veterans comprised only 12% of total
PrEP cohort, vs. 46% of the qualitative sample.

Table 1 Low PrEP Prescribing Facilities (Facilities with 1 PrEP
Case or with Ratio ≤ 1 PrEP pt:100 HIV pts) (N = 38 Facilities and

68 Patients)

Number of
HIV+
Patients

SE
region

NE
region

MW
region

W/NW
region

SW
region

11–99 1 rural 4 rural 5 rural
1 urban

2 rural 2 rural

100–199 1 rural
1 urban

2 rural 1 urban — —

200–299 1 rural
4 urban

1 urban — —

300–399 2 urban
1 rural

— — — —

400–499 4 urban 2 urban — — —
500–700 1 urban 2 urban — — —

All cases included in qualitative sample

Table 2 Who is Getting PrEP?

Patient descriptives Total cohort N =
825

Qualitative N =
161

White 472 (56%) 96 (60%)
Black 167 (20%) 29 (18%)
Latina/o 123 (15%) 18 (11%)
Native American or Asian
American

32 (4%) 7 (4%)

Race/ethnicity not
documented

42 (5%) 11 (7%)

Male 801 (97%) 146 (92%)
Female 18 (2%) 9 (5%)
Transgender 7 (1%) 6 (3%)
Mean age 41.2 41.7
Facilities in urban settings 57 (54%) 49 (54%)
HIV risk: MSM, MSMW 698 (85%) 119 (77%)
HIV risk: MSW 64 (8%) 5 (3%)
HIV risk: WSM, TSM 25 (3%) 15 (9%)
HIV risk: injection drug use 13 (2%) 10 (7%)
HIV risk factor not
documented

28 (4%) 11 (7%)

Transgender, includes trans men and trans women; MSM, men who
have sex with men; WSM, women who have sex with men; TSM, Trans
persons who have sex with men. Gender identity may not have been
accurately captured in patient charts, so this figure may be an
underestimate of actual numbers of transgender patients
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Subsampling of Clinical Notes

We located the notes within each person’s EHR that
corresponded to the date of the initial PrEP prescription. We
then performed a retrospective search within the chart to locate
the initial record of a PrEP inquiry made by the patient, or
initial PrEP recommendation made by a provider. Once this
initial conversation was identified, we worked further back in
the chart to identify any lab orders or clinic visits, locating the
earliest documentation of the patient’s risk for contracting
HIV. Within the time interval between initial risk factor and
index PrEP fill, all notes within the EHR with the potential for
PrEP relevant information were reviewed (see Table 3).

Chart Abstraction and Qualitative Analysis

We conducted chart abstractions of all PrEP-relevant clinical
notes and communications. First, descriptive information was
extracted, such as patient demographics, HIV risk factor(s),
provider type, and clinic type. A case was labeled as having a
“delay” in prescribing if the time interval between the initial
PrEP request and index prescription was longer than 30 days,
as chart reviews revealed this is ample time for a provider to
order an HIV test, receive results, inform patient, and write a
prescription. Cases longer than 30 days were excluded if the
time interval included a patient no-show or cancellation, a
medical contraindication, or if notes indicated that a patient
was deliberating about PrEP.
Conventional content analysis of all PrEP-relevant free-text

notes was conducted to identify emergent codes capturing
other aspects of care related to PrEP and HIV prevention22.
Notes were coded primarily using open coding (e.g., language
used by providers to characterize patients). However, directed
content analysis and a priori coding was used specifically to
identify barriers (e.g., provider-level, system-level)22. Three
authors reviewed charts and codes were organized with their
corresponding quotations using Microsoft Excel. Due to the
volume of charts coded, full charts were not double coded;
however, segments of charts were reviewed by multiple au-
thors. Next, a higher conceptual level of coding occurred in
which codes were grouped into categories (e.g., codes
pertaining to provider reasons for PrEP refusal). Full charts
were also categorized by which (if any) barriers to access they
exhibited. Coding was iterative resulting in a codebook after
the first 12 patient records. The remaining charts were coded,

themes emerged from categorical codes, and code refinement
continued, with discrepancies in coding discussed and re-
solved in team meetings.

RESULTS

While 55% of patient charts reflected relatively straightfor-
ward PrEP access, we identified four categories of barriers to
obtaining PrEP in 45% of the 161 unique patient charts
reviewed. In addition to barriers, several patterns in the chart
timelines were identified that reveal the impact of barriers and
characterize some of the individuals who ultimately do obtain
PrEP despite the obstacles.

Site Characteristics

Out of 90 sites selected, 45% were in rural locations, 42%
were low prescribers, and 58% were medium or high pre-
scribers. Sites also varied by size of HIV patient population
served, ranging from 11 patients to over 700, with 53% of the
charts sampled from facilities each serving fewer than 300
HIV-positive patients (see Table 1).

Patient Characteristics

Themajority (97%) of the PrEP cohort consisted ofmale veterans
whose primary risk factor for HIV was documented as having
male sexual partners. Over half (56%) were identified as white.
The qualitative sample of 161 patients had similar demographic
characteristics to the total cohort (see Table 3).

Findings

We identified four primary barriers to PrEP prescribing: pro-
vider knowledge gaps about PrEP, provider knowledge gaps
about PrEP-related VHA systems, provider attitudes about
PrEP, and clinic purview barriers (see Table 4). We also
identified patterns in the timelines of veterans receiving PrEP:
evidence of patients initiating conversations about PrEP and
delays in prescribing. Lastly, we identified persistence and
PrEP knowledge as two qualities consistently characterizing
patients who received PrEP.

Barriers to PrEP Prescribing

Barriers to PrEP were identified within EHR encounter notes,
provider-provider communications, and provider-patient com-
munications. We identified four themes associated with PrEP
barriers: provider knowledge gaps about PrEP, provider
knowledge gaps about PrEP-related VHA systems, provider
attitudes, and clinic purview barriers (see Table 4). Barriers
were detected in both urban and rural settings, and irrespective
of background HIV prevalence. These barriers were detected
within both primary care (PC) and infectious diseases (ID)
clinics, sometimes even prior to a clinical encounter in inter-
actions with nurses or with clerks.

Table 3 Chart Abstraction Data Elements

Clinics reviewed Primary care, infectious disease,
behavioral health, substance abuse
treatment

Types of records
reviewed

Encounter notes, phone notes, secure
messages, consults/referrals

Key dates Date of PrEP request, Date of PrEP Rx
Who initiated Provider, patient
Documentation of
HIV risk

Patient disclosures, treatment for bacterial
STI, patient requests HIV lab, patient
prescribed PEP
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Provider knowledge gaps about PrEP were cases in which
incorrect information about PrEP was communicated to pa-
tients or cases in which provider communications revealed
knowledge gaps. Some encounter notes indicated that pro-
viders were unaware of PrEP, while others underestimated
PrEP’s effectiveness. In two cases, veterans attempted to make
an appointment for the purpose of inquiring about PrEP and
were told by clerks that such medication did not exist. Other
knowledge gaps included incorrect dosing schedules provided
to patients, or providers confusing PrEP with post-exposure
prophylaxis (PEP). Providers required that patients obtain
prescriptions from their partner’s provider or provide docu-
mented evidence of their partners’ HIV status, steps not rec-
ommended in either VHA or CDC guidelines and place a
considerable burden on the patient.
Provider knowledge gaps about PrEP-related VHA systems

also created barriers for veterans seeking PrEP. These were
cases in which providers were misinformed about VHA policy
or other systems related to PrEP. Some providers reported
difficulty locating information about the availability of PrEP.
Others assumed that VHA was not providing PrEP and ad-
vised patients to go elsewhere. Other providers assumed PrEP
was not formulary or attempted to determine this by asking the
pharmacy.
Provider attitudinal barriers were apparent in documenta-

tion of counseling of patients, particularly when paired with a
refusal to prescribe PrEP. Some providers focused more on
behavioral risk reduction strategies, suggesting limiting or
even eliminating sexual activity and discouraging PrEP. In
other cases, providers refused to prescribe PrEP to patients
who appeared to be good candidates, without documenting a
reason. Attitudinal barriers were also apparent in how some
providers characterized patients seeking PrEP. One provider
stated in a consult: “Veteran unwilling to change behaviors and
would like to be evaluated for PrEP.” This contrasts with more
neutral encounter notes, for example: “patient reports multiple
sexual partners, may be at increased risk for HIV.” Some
providers also used the term “admitted” in describing patient
behaviors: “patient admits to homosexual behavior.” An “ad-
mission” (as opposed to a “report” or “disclosure”) implies
culpability or that a behavior is problematic.

Clinic purview barriers were a systems issue identified in
cases in which lack of agreement within facilities about the
location of care for both PrEP initiation and PrEP maintenance
led to delays, multiple visits, and patients being “bounced
back and forth between primary care and HIV clinics.” Most
veterans initially inquired about PrEP in primary care; how-
ever, primary care providers often placed consults to ID
clinics. In some cases, referral to ID clinics was upsetting or
confusing to HIV-negative veterans. For some, visiting ID
clinics or making appointments for PrEP posed privacy
concerns.

Patterns in Prescribing

Onus on patients to request PrEP. At least 16% of the veterans
who requested PrEP had documented historical evidence of
elevated risk for contracting HIV, including being treated for a
sexually transmitted infection, being prescribed PEP,
requestingmultiple HIV tests, or previously disclosing sharing
needles or having an HIV-positive partner. Yet despite the
prevalence of documented HIV risk, the majority (88%) of
patient charts had clear documentation that the patient initiated
the PrEP request, while 10 charts (6%) documented provider-
initiated PrEP conversations. There were nine charts in which
the PrEP initiator could not be identified. In most cases,
providers noted that the patient was requesting it: “Homosex-
ual male asking to be put on PrEP kit of Truvada.” In other
cases, this was recorded in the referral placed from primary
care to ID clinics: “Pt requesting HIV prophylaxis for being
homosexual and at high risk for HIV.” Still other times,
internal messages to providers from medical assistants, nurs-
ing staff, or clerks recorded the patient request: “Patient also
stated interest in pre-exposure medications for HIV???? Please
advise.”
Patients face refusals and delays. In 35% of cases, barriers

resulted in delays in obtaining PrEP prescriptions, with the
interval between request and fill ranging from five weeks to 16
months. Reasons associated with delays were not always
documented. In response to delays or refusals to prescribe
PrEP, some patients made follow-up requests. It is not known
what percentage of these requests went undocumented in the

Table 4 Barriers to PrEP Access

Theme Example from EHR

Provider PrEP knowledge gaps “Vet has been tested for HIV, was neg, I informed him this medication is not provided for preventive measures,
needs to protect himself by practicing safe sex and avoiding risky behaviors.”
“Informed him that PrEP is effective only 50% of the time, maybe less.”

Provider systems knowledge gaps “(PrEP) is not part of standard practice at the VA at this time as a ‘necessary medical care’ and I would
recommend veteran go to the health department.”
“I called pharm and they could not tell me whether Prep was available. I placed ID consult, but suspect it is
not available. I suspect consult to be d/c and informed patient of my expectations.”

Provider attitudinal barriers “I suggested a monogamous relationship.”
“Multiple sexual partners, unable to maintain same sexual partner.”
“I am not comfortable prescribing for this purpose.”

Clinic purview barriers “Patient called upset about receiving a letter from infectious disease clinic.”
“(ID) Consult was d/c because pt is HIV neg. Please reschedule with primary care.”
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EHR but of the 142 veterans whomade an initial PrEP inquiry,
23% of them had a second request documented in the EHR at a
later medical visit or via the EHR electronic messaging sys-
tem. Eleven patients (8%) requested PrEP three or more times
before obtaining a prescription.

Site Variation

While a full exploration of similarities and differences across
low, medium, and high prescribing sites would require addi-
tional data not gathered for this study, a few patterns are worth
noting. Providers at high prescribing sites tended to exhibit
more thorough documentation of safer sex counseling and use
less judgmental language in their documentation. They also
tended to exhibit fewer knowledge gaps about VHA systems
related to PrEP. It was interesting to note however that knowl-
edge gaps about PrEP and attitudinal barriers were identified
in all three types of sites. Cases of easeful PrEP access could
also be located in low prescribing sites.

Patients Exhibit Knowledge and Persistence

Patients who obtained PrEP tended to enter the clinical en-
counter already educated about PrEP. Providers documented,
for example, “Patient has been reading CDC guidelines,” or
“He brought in a journal article.” Providers noted sources of
patient PrEP awareness, including media, websites, friends,
partners, non-VHA providers, and patients who themselves
work in healthcare or public health.
Persistence, the ability and willingness to keep trying even

after being turned away, also emerged as a theme characteriz-
ing patients in this study. Patients not only made multiple
requests but they also made multiple clinic visits, requested
appointments even when theywere told PrEPwas unavailable,
utilized different strategies when requesting PrEP, and sought
PrEP at VHA after being unable to obtain it elsewhere.
Both persistence and knowledge about PrEP were evident

in the secure messages recorded in patients’ EHR. After mak-
ing a documented three PrEP inquiries spanning 13 months
with no apparent follow-up from providers, one veteran wrote:
“Hi Dr., I am following up regarding the inquiry I made last

year during my annual check-in about being prescribed
Truvada, aka PrEP. What were you able to find out because I
think I would be a good candidate for it. I still understand that
it is another tool to prevent one from getting HIVand I should
still use condoms just as women use birth control pills and
men condoms to reduce pregnancies. Last time we spoke you
said you would ask the HIV specialist there about it. Could
you please let me know what was decided?”
Another patient record indicated she had requested PrEP

and had not been informed for several weeks about whether it
would be prescribed, despite receiving her negative HIV
result:
“I received the test results. I’m aware that they were nega-

tive, and I would like to commence taking the medication by
the name of Pre-Exposure Prophylaxis (PrEP). My partner

was tested and was HIV positive, and that’s why I decided to
get tested. My partner and I have discussed taking the proper
precautions. He, too, has made the right steps to begin the
treatment that he needs. As you know my medical history, I
would like if you can consider starting me on PrEP.”

DISCUSSION

Although VHAwas an early adopter of PrEP, many providers
appear to remain unaware of the VHA approval of PrEP even
years later. Overall, these findings suggest the vast majority of
veterans who eventually obtain PrEP were able to do so
because they (1) were already educated about PrEP, (2) were
willing to disclose risk factors in inquiring about PrEP, and (3)
were persistent advocates when such access was denied. This
finding was corroborated by recent research in non-VHA
settings13. While veterans in our sample did receive PrEP,
many who were eligible for PrEP faced significant delays,
placing them at continued risk for HIV. These individuals were
eventually able to access PrEP only by surmounting systems-
level and/or provider-level barriers in knowledge and attitudes
via persistent and articulate self-advocacy. This may be indic-
ative of a disparity whereby only those with access to infor-
mation about PrEP and enough self-assurance to advocate will
get access.
This raises the question of what happens when patients lack

the time, energy, money, education, mental health, ability, or
self-assurance to be such an advocate. Previous studies have
documented gender and racial disparities in PrEP access,
noting that white men have disproportionately benefitted from
PrEP in the USA, even though the highest rates of new
infections are among communities of color23. VHA cohort
demographics reflect the general population of individuals
currently receiving PrEP in the USA, suggesting that the
barriers identified in this study may be contributing to racial
and gender disparities in access within VHA21.
Even strong self-advocates sometimes found themselves

waiting over a year before obtaining PrEP. Such delays
result not only in ongoing HIV exposure risk, but may also
sour the patient experience of their healthcare. This burden
on patients also deviates from other forms of preventative
care (e.g., immunizations, cancer screenings) in which
patients are not expected to request. Placing the majority
of the onus on the patient to request this service may be
contributing to the modest uptake of PrEP in VHA and
other settings.
Notably, provider attitudes towards individuals seeking

PrEP were visible in the EHR documentation. Most apparent
was a reluctance to prescribe when patients disclosed multiple
sexual partners, even though this is an indicator for PrEP1.
This barrier did not emerge in most previous studies about
provider PrEP attitudes24. Negative attitudes towards same-
sex sexual behavior were also apparent in this study, but not
reflected in previous PrEP studies8, 14, 16, 24. Previous studies
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on provider self-reported attitudes about PrEP note a reluc-
tance to prescribe due to fears about toxicity and medication
non-adherence, but these concerns did not emerge in this
study. Interestingly, a recent VHA study noted providers’
moral judgments of HIV-positive patients they perceived as
non-adherent to HIV medications. Such patients were some-
times characterized as “flakey” or even “socio-paths” by some
providers25. Outside of the HIV literature, parallels can also be
found in the moral discourse research in the prescribing of
emergency contraception (EC)26, 27. One study, which focused
on patient and provider attitudes towards pre-emptive EC
prescribing, found that many providers expressed reluctance
to proactively prescribe EC, believing it may increase risky
sexual behavior and STI transmission26. Patients not in stable,
monogamous relationships were deemed “inappropriate can-
didates,” a moral judgment echoed in our study.
This study had certain limitations. Because we utilized the

algorithm to identify cases, this analysis was limited to pa-
tients who were eventually able to access PrEP. To fully
understand the scope of the barriers to PrEP, reviewing records
from patients who sought but were never able to obtain PrEP,
as well as records in which providers recommended PrEP but
patients declined it, would be ideal. As a result, this study may
underestimate barriers to PrEP access. Additionally, while
examining EHR allows the gathering of qualitative data with-
out relying upon participant recall or self-report, EHR docu-
mentation may not fully reflect the content of an actual clinical
encounter. Patient volume, clinic demands, and other variables
could have interfered with thoroughness or accuracy of docu-
mentation. Verbatim provider-patient communications are on-
ly available via messaging, which provided a valuable record
of the patient voice in this study. Lastly, chart reviews do not
allow for follow-up or clarifying questions to be asked of
either providers or patients. Future studies utilizing semi-
structured interviews of both groups would provide valuable
additional insights, particularly into the veteran experience of
seeking PrEP.

Implications and Recommendations
Increase Capacity for PrEP Access in Primary Care.
Educational interventions which increase primary care
providers’ knowledge about PrEP and comfort counseling
about sexual practices are likely to increase PrEP access, as
studies have found that primary care settings have a greater
capacity for and access to patients at risk for HIV15, 17. Studies
have also found an association of high levels of PrEP
awareness with increased willingness to prescribe PrEP16, 28,
29. Patients in this study gravitated towards primary care for
PrEP citing privacy, appointment availability, and clinic
proximity. In numerous facilities, provider confusion about
location of care for PrEP delayed care. Findings in this study
corroborated the “purview paradox”which has been described
in previous studies, whereby HIV providers believe PrEP
should be accessed in primary care, while primary care
providers express concerns with initiating about maintaining

patients on ARVs15, 17, 24. National VHA guidelines lifting
restrictions on primary care prescribing of PrEP will help
decrease confusion about location of care. Education of non-
clinical primary care staff about the availability of this service
will help decrease the chance that veterans will be turned away
from care or experience confidentiality concerns when inquir-
ing about PrEP.

Implement Educational Initiatives That Address Bias.
Attitudinal barriers were apparent in both ID and PC
settings. Education about harm reduction approaches and
ways to non-judgmentally counsel patients about risk factors
may be helpful in addressing these barriers. Additionally,
educational interventions for both primary care and ID pro-
viders that address implicit bias may and its impact on the
clinical encounter may improve PrEP access and the experi-
ence of care, especially for veterans of color and LGBT
veterans seeking PrEP30, 31.

Improve identification of PrEP candidates.A national VHA-
wide risk identification tool has recently been developed
which can be implemented as a clinical reminder to evaluate
for PrEP. However, it is seldom utilized, in part because
providers may not be aware of it. Increasing the visibility
and awareness of the tool among providers may help decrease
the onus on the patient to raise the issue of HIV risk by
prompting the clinician to inquire about risk and provide
prevention options.

CONCLUSION

Chart reviews of encounter narratives, consults, and commu-
nications constructed an informative story about the patient
experience and process of care associated with HIV preven-
tion and PrEP. Patterns that emerged across multiple patients’
records, as well as within the timeline of a single patient chart,
provided a valuable picture of PrEP access within VHA.
Clinical and systemic knowledge gaps, stigma and attitudinal
barriers, and the veracity of patient advocacy in the desire to
protect oneself from HIV may be indicative of PrEP-relevant
themes outside VHA as well. These findings can inform
targeted approaches that are needed to improve PrEP access
to those at risk for HIV infection.
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