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Abstract
Purpose of Review To provide an overview of the current state of HIV pre-exposure prophylaxis (PrEP) delivery via private 
sector pharmacies globally, to discuss the context-specific factors that have influenced the design and implementation of 
different pharmacy-based PrEP delivery models in three example settings, and to identify future research directions.
Recent Findings Multiple high- and low-income countries are implementing or pilot testing PrEP delivery via private phar-
macies using a variety of delivery models, tailored to the context. Current evidence indicates that pharmacy-based PrEP 
services are in demand and generally acceptable to clients and pharmacy providers. Additionally, the evidence suggests that 
with proper training and oversight, pharmacy providers are capable of safely initiating and managing clients on PrEP. The 
delivery of PrEP services at private pharmacies also achieves similar levels of PrEP initiation and continuation as traditional 
health clinics, but additionally reach individuals underserved by such clinics (e.g., young men; minorities), making pharma-
cies well-positioned to increase overall PrEP coverage. Implementation of pharmacy-based PrEP services will look different 
in each context and depend not only on the state of the private pharmacy sector, but also on the extent to which key needs 
related to governance, financing, and regulation are addressed.
Summary Private pharmacies are a promising delivery channel for PrEP in diverse settings. Countries with robust private 
pharmacy sectors and populations at HIV risk should focus on aligning key areas related to governance, financing, and regu-
lation that have proven critical to pharmacy-based PrEP delivery while pursuing an ambitious research agenda to generate 
information for decision-making. Additionally, the nascency of pharmacy-based PrEP delivery in both high- and low-and-
middle-income settings presents a prime opportunity for shared learning and innovation.

Keywords Private pharmacies · Pre-exposure prophylaxis (PrEP) · HIV prevention · Differentiated service delivery (DSD)

Introduction

Successful scale-up of HIV antiretroviral therapy (ART) has 
required simplifying access criteria and diversifying delivery 
channels to meet client needs and reduce strain on healthcare 

systems; a similar approach will likely be needed to scale 
up novel HIV prevention services, including pre-exposure 
prophylaxis (PrEP) [1–5]. With an estimated 1.3 million 
people newly infected with HIV in 2022 [6] and cumulative 
oral PrEP initiations at 4.3 million [7], the world is not on 
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track to meet the UNAIDS 2025 targets of new HIV infec-
tions reduced to 370,000 and “PrEP available to 10 million 
people at substantial risk of HIV [8](p.4).”

There is a growing consensus that private-sector phar-
macies are an underutilized resource for HIV service deliv-
ery [9], including among global HIV policymakers and 
donors—like the World Health Organization, Global Fund, 
and United States (US) President’s Emergency Plan for 
AIDS Relief—who have called for leveraging the private 
pharmacy sector as one of several ways to increase access 
to HIV prevention services and help countries financially 
sustain their HIV response [3, 10, 11]. Several high- and 
low-and-middle-income countries, such as the USA, South 
Africa, and Kenya, have also identified private pharmacies 
as target delivery points in their national HIV/AIDS strate-
gies [5, 12, 13].

Compared to public sector clinics, private pharmacies 
are typically more numerous, closer to where people live 
and work, and have longer operating hours. They are also 
a common first stop for sexual and reproductive health 
(SRH) products and services, such as condoms, emergency 
contraception, pregnancy testing, and treatment of sexu-
ally transmitted infections [14–16], making them a logi-
cal place to reach individuals who may benefit from HIV 
PrEP or post-exposure prophylaxis (PEP) services. How-
ever, regulation of private pharmacies varies considerably 
across countries, with the prevalence of illegal pharmacies 
low in countries with strictly enforced regulations and rou-
tine inspections (e.g., the USA and South Africa), moder-
ate in countries that allocate fewer resources to routine 

enforcement but conduct periodic crackdowns (e.g., 
Kenya), and high in countries with both weak regulation 
and enforcement (e.g., Uganda).

In places with robust, organized private pharmacy sec-
tors, the rationale for pharmacy-based PrEP delivery is 
sound; however, our understanding of how to operational-
ize it in different pharmacy settings, and the context-spe-
cific factors that may influence its feasibility, acceptabil-
ity, and sustainability, are still in their early stages. This 
review focuses on three countries, each with > 300,000 
cumulative PrEP initiations [17] that are leading in the 
space of private pharmacy-based PrEP delivery: the USA, 
Kenya, and South Africa. We will discuss how local 
context has influenced the design of different pharmacy 
PrEP models, describe early findings from programs and 
research studies, and identify future directions for research 
and implementation.

Pharmacy PrEP Models in Use

In select parts of the USA, South Africa, and Kenya, three 
main pharmacy PrEP models are being implemented pro-
grammatically and/or tested via research studies: (1) a co-
located model (with no task shifting), (2) a partially task-
shifted model, and (3) a fully-task shifted (i.e., standalone) 
model, each described in Table 1. The following case studies 
provide specific examples of each model, with key statistics 
about each country’s HIV epidemic presented in Table 2.

Table 1  Pharmacy PrEP delivery models that have been tested or implemented in the USA, Kenya, and/or South Africa

PrEP pre-exposure prophylaxis, AGYW  adolescent girls and young women, NIMART  nurse-initiated management of antiretroviral therapy, EPIC 
Expanding ART/PrEP Innovation Consortium

Model Description Examples

Co-located model (i.e., no task shifting) A cadre of healthcare worker legally author-
ized to initiate and manage clients on PrEP 
independently or under remote physician 
supervision (e.g., a nurse/nurse practi-
tioner) is based in a private sector pharmacy 
and provides PrEP services. If involved, 
pharmacy providers dispense against PrEP 
prescriptions issued

USA: CVS Minute Clinics [18]; Walgreens 
HIV-specialized Pharmacies [19]; Walmart 
Specialty Pharmacies of the Community [20]

Kenya: AGYW Nurse-Navigator Model [21••]
South Africa: Pharmacies with physicians and/

or NIMART-trained nurses on staff

Partially task-shifted model Pharmacy providers are upskilled to deliver 
select components of PrEP services to eli-
gible clients (e.g., HIV risk screening, HIV 
testing), with components that are beyond 
their scope of practice (e.g., PrEP prescrib-
ing) provided remotely via telehealth consul-
tation by a higher-cadre healthcare worker

Kenya: Pharm PrEP Refill Model [22••]
South Africa: EPIC Model [23•] prior to 

August 2023

Fully task-shifted model (i.e., standalone 
model)

Pharmacy providers are upskilled to indepen-
dently initiate (i.e., screen, prescribe) and 
manage eligible clients on PrEP, with access 
to an HIV specialist, as needed, for consulta-
tions and referrals

USA: Kelley-Ross Pharmacy One-Step PrEP 
program [24]

Kenya: Pharm PrEP Initiation Model [25••]
South Africa: EPIC Model post-August 2023
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Case Study 1: The United States

Across the USA, only 25% of the 1.2 million individu-
als who could benefit from PrEP have been prescribed it 
[29], with uptake particularly low among populations with 
disproportionate HIV burden, such as Black and LatinX 
individuals [30]. Key barriers to PrEP use include distance 
to PrEP clinics, provider bias, client distrust of the health-
care system, and cost [30]. The current US National HIV/
AIDS Strategy identifies expanding the diversity of PrEP 
providers as a key goal, with pharmacy providers specifi-
cally called out as a workforce to engage [5]. Nationwide, 
there are ~ 60,000 private pharmacies, two-thirds of which 
are part of retail chains [31]. In July 2021, the US govern-
ment clarified that most health insurance plans are required 
to cover the cost of PrEP medication and ancillary services 
[32, 33]; however, reports of private insurer non-compliance 
(e.g., denying claims for PrEP-related HIV testing) are not 
uncommon [34]. Individuals without health insurance may 
qualify for assistance programs—sponsored by the manu-
facturer [35], state [36], or federal government [37]—that 
cover some or all costs. For most, purchasing PrEP out of 
pocket is cost-prohibitive, with brand-name oral PrEP run-
ning upwards of $1800 US Dollar (USD) per month [38] 
and generic formulation costing ~ $60 USD per month [34].

Co‑located Model

In recent years, large retail pharmacy chains, such as CVS, 
Walgreens, and Walmart, have transformed thousands of 
outlets into specialized pharmacies [18–20, 39, 40]. Staffed 
with higher-level cadres with prescribing privileges (like 
nurse practitioners) who have undergone HIV-specific train-
ing, these specialized pharmacies offer an array of primary 
care services, including HIV testing and PrEP [18–20]. If 
the client has public or private health insurance, the phar-
macy bills the insurer directly; uninsured clients not enrolled 
in any assistance programs pay out of pocket. A major 

limitation, however, is that chain pharmacies operating this 
co-located model are less common in the neighborhoods 
with the highest need (ones with high baseline HIV inci-
dence and poverty); the community (independently-owned) 
pharmacies that prevail in these neighborhoods often lack 
the revenue needed to sustain an in-house nurse practitioner.

Fully Task‑Shifted Model

Select US states have also implemented the standalone 
model. As of July 2023, the pharmacy boards of 15 states 
had authorized pharmacists to prescribe PrEP under certain 
conditions (e.g., under a collaborative practice agreement; 
limited to an initial 60-day prescription [41]); enabling leg-
islation is pending in 11 other states [42]. Currently, there is 
no standardized pharmacy provider PrEP delivery training, 
though the Pharmacy Taskforce of the Ending the HIV Epi-
demic in the US initiative is developing a continuing medi-
cal education program for this, and some pharmacy schools 
have begun incorporating PrEP delivery into the core cur-
ricula of their degree programs [43].

One example of the standalone model is the Kelley-Ross 
One-Step PrEP program [24] in Seattle, Washington. This 
program is based on collaborative practice agreements that 
allow pharmacists to perform certain functions under speci-
fied circumstances beyond their typical scope of practice 
with appropriate training and oversight by a certified drug 
prescriber. Since 2015, pharmacists at Kelley-Ross Phar-
macy have initiated and managed > 1000 clients on oral 
PrEP under this model, and in 2022, they also began admin-
istering long-acting injectable PrEP [44].

A threat to the long-term feasibility of this model, how-
ever, is pharmacists’ lack of provider status at the federal 
level, which precludes pharmacists from being able to bill 
the government for clinical services rendered, even ones that 
fall within their scope of work (e.g., counseling, HIV test-
ing) [45]. Since private insurers tend to follow the federal 

Table 2  Key statistics about 
the HIV epidemics in the USA, 
South Africa, and Kenya

a Total number of individuals ever initiated on PrEP, including PrEP re-initiations following pauses in PrEP 
use
b Total number of individuals who were dispensed PrEP medication at least once during the 2021 calendar 
year

USA South Africa Kenya

Population [26] 333.2 million 59.9 million 54.0 million
People living with HIV [27, 28] 1.2 million 7.5 million 1.4 million
New HIV infections in 2021 [27, 28] 36,000 210,000 35,000
HIV incidence per 1000 population [27, 28] 0.13 4.2 0.73
Total oral PrEP  initiationsa [17] 381,784 888,217 321,662
Received oral PrEP at least once during  2021b [17, 27] 227,047 346,667 117,174
Total number of private pharmacies 60,000 4700 6500
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government’s payment policies [46], this limitation jeopard-
izes this model’s economic viability.

Case Study 2: South Africa

Community-based, decentralized delivery of ART refills 
in South Africa has helped ART clients mitigate many of 
the same challenges currently faced by prospective PrEP 
clients, such as distance to clinics, long queues, and incon-
venient operating hours [47]. With ~ 4700 registered pri-
vate pharmacies nationwide (many with a nurse on staff at 
least part time) [48], the potential for private pharmacies to 
directly support HIV service delivery is considerable [49] 
and known to South Africa’s National Department of Health 
(NDoH). Since 2014, the NDoH has partnered with hun-
dreds of private pharmacies across the country to serve as 
free ART refill collection points for stable ART clients as 
part of the Central Chronic Medicines Dispensing and Dis-
tribution program; however, this program does not currently 
include PrEP [50].

As the NDoH continues to discuss the details of its 
National Health Insurance scheme, there is growing pres-
sure to establish payment and health information systems 
that would enable private-sector providers to deliver health 
services. To this end, the NDoH conducted a small pilot 
from 2018 to 2022 in two districts to assess the feasibility 
of contracting private pharmacies and physicians to deliver 
a predefined basket of services—including ART and PrEP—
using government stock of commodities [48].

Co‑located model

Nurses who have completed the NDoH’s course in nurse-
initiated management of ART (NIMART) are permitted to 
prescribe ARVs in private pharmacies with appropriate per-
mits, with physician oversight and remote consultation via 
a referral app. As of August 2021, 465 clients had initiated 
ART, PrEP, or PEP under this model, which serves both cli-
ents with private health insurance that covers PrEP and cli-
ents willing to pay out of pocket for PrEP (with name-brand 
and generic PrEP costing ~ $30 USD and ~ $13 USD per 
month, respectively [51]). In this model, uninsured clients 
pay separately for required laboratory exams (e.g., ~ $8 USD 
for hepatitis B testing). In sum, these costs are unaffordable 
for the 63% of South Africa’s population living below the 
poverty line of $6.85 USD per day [52].

Partially Task‑Shifted Model

From August 2019 to December 2020, the Expanding ART/
PrEP Innovation Consortium (EPIC)—a program of the 
South African HIV Clinicians Society—pilot tested a par-
tially task-shifted model of pharmacy-based PrEP delivery 

in 488 private pharmacies across nine provinces [23•]. Phar-
macy providers were trained to assess clients for PrEP eli-
gibility. Once preliminary eligibility was confirmed, clients 
paid out of pocket to get required laboratory tests at nearby 
affiliated pathology labs. Upon returning to pharmacy, PrEP 
prescriptions were issued by a physician via telehealth con-
sultation. Pharmacies obtained generic PrEP through their 
normal supply channels (i.e., no government or donor sub-
sidies). In total, participants typically paid ~ $50 USD per 
month for PrEP services—an amount that pilot stakeholders 
viewed as a barrier to maximizing model impact [23•].

Fully Task‑Shifted Model

Concurrent with this pilot, EPIC developed a short course 
similar to NIMART called pharmacist-initiated manage-
ment of ART (PIMART) for training pharmacists to pre-
scribe and manage clients on PrEP, PEP, and first-line ART 
[53]. Although the SAPC published enabling legislation for 
PIMART in August 2021 [54], a legal challenge brought 
forth by a group of private physicians halted implementation 
in December 2022 [55]. The opposing physicians argued 
that PIMART encroaches on the domain of medical practi-
tioners and would compromise care quality [56]. In August 
2023, the court ruled in SAPC’s favor, thereby opening up 
the possibility for PIMART-trained pharmacists to execute 
a fully task-shifted (i.e., standalone) model for pharmacy-
based PrEP delivery. What clients would pay out of pocket to 
obtain PrEP services via this model has yet to be determined 
and could vary depending on factors such as private health 
insurance coverage and government subsidies to support this 
model (e.g., donated PrEP drugs).

Case Study 3: Kenya

In Kenya, PrEP is still delivered predominantly through pub-
lic channels [48]. However, in recent years, the Kenya Min-
istry of Health (MOH) has made private sector engagement 
a priority [57] and included private pharmacies as one of 
several target PrEP delivery points in its national framework 
for PrEP scale-up [13]. Across Kenya, there are ~ 6500 regis-
tered private pharmacies, most of which are owned and oper-
ated by licensed pharmaceutical technologists [48]. Starting 
in 2020, the MOH began granting special permissions to test 
pharmacy-based PrEP delivery models via research.

Co‑located Model

From October 2020 to March 2021, a pilot study at three pri-
vate pharmacies in Western Kenya tested a co-located model 
whereby PrEP-trained nurses (who are legally allowed to 
initiate clients on PrEP under remote physician supervision) 
were stationed at the pharmacies to offer PrEP to adolescent 
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girls and young women (AGYW) purchasing contraception 
[21••]. The nurses delivered counseling, assessed HIV risk 
behaviors, completed HIV testing, and dispensed PrEP to 
all eligible AGYW. Participants received PrEP services for 
free, with the study covering the cost of the HIV testing kits, 
PrEP drug, and nurses’ time. An ongoing cluster-randomized 
controlled trial (cRCT; NCT05467306), launched in May 
2023, is testing the effect of this co-located model compared 
to a standalone model (described below) on PrEP initiation 
and continuation outcomes among AGYW, with services 
available at no cost to clients [58].

Partially and Fully Task‑Shifted Models

From November 2020 to December 2021, partially and fully 
task-shifted models were simultaneously pilot tested in five 
private pharmacies in Central and Western Kenya. In both 
models, trained pharmacy providers were given special priv-
ileges to deliver PrEP services using a prescribing checklist 
with remote physician oversight [59]. The checklist helped 
pharmacy providers determine clients’ eligibility to initi-
ate PrEP (fully task-shifted model only) or continue PrEP 
(both models) and prompted providers to refer clients to 
clinic-based services if they tested HIV-positive or reported 
medical conditions that might contraindicate PrEP safety 
(e.g., history of kidney disease). At the time, the legality of 
pharmacy providers performing HIV rapid diagnostic testing 
was in dispute, so the Kenya MOH allowed the study to use 
provider-assisted HIVST as a workaround [59]. If clients met 
all checklist criteria, the pharmacy provider dispensed an 
initial or refill supply of PrEP (depending on the model) for 
a client fee of ~ $3 USD. The PrEP drug came from national 
stocks, with study pharmacies procuring it from nearby 
public clinics and submitting routine commodity reports in 
return. In both models, a remote physician was available for 
consultations and referrals.

In the partially task-shifted model, which was piloted at 
two public clinics, clients were initiated on PrEP by physi-
cians at the clinics and given the option to refill PrEP at 
study pharmacies. In the fully task-shifted model, trained 
pharmacy providers provided same-day PrEP initiation and 
refills. Instead of undergoing creatinine clearance and hepa-
titis B and C testing, clients were screened for preexisting 
conditions that could contraindicate PrEP safety—a demedi-
calized approach to PrEP initiation supported by evidence 
from several PrEP studies which demonstrated that such test-
ing leads to few exclusions [60, 61].

The fully task-shifted model was further tested in 
a 6-month extension that additionally offered PEP 
and removed the client fee [62••]. An ongoing cRCT 
(NCT05842122), launched in June 2023, is testing three 
variations of this standalone model compared to pharmacy 
referral to clinic-based PrEP services [63]. In addition to 

quantifying the effect of pharmacy-based PrEP delivery 
on PrEP initiation and continuation compared to referral, 
this study will also assess the effect of a client fee (free 
vs. ~ $2.50 USD) and pharmacy staffing (presence/absence 
of an HIV testing services counselor to assist with select 
components of PrEP delivery).

Key Findings to Date

Table 3 summarizes key outcomes related to PrEP uptake, 
continuation, and acceptability of pharmacy-based PrEP 
delivery from the above-described examples. Additional 
examples and studies that are beyond the scope of this com-
mentary are detailed in four recently published reviews [64•, 
65•, 66•, 67•]. Below, we summarize five key takeaways.

1. The demand for PrEP in pharmacies already exists, 
especially at pharmacies located near HIV hotspots, 
such as bars/nightclubs, transactional sex venues, 
and universities. None of the models detailed in Table 3 
featured mass media or demand creation campaigns; 
yet, word spread, and a considerable number of clients 
sought PrEP at the pharmacy and agreed to undergo 
PrEP screening. Notably, in two studies that charged 
clients a fee for PrEP services [23•, 25••], participants 
were willing to pay some amount, despite these same 
services being available free in the public sector.

2. Pharmacies reach individuals who could benefit 
from PrEP, including those underserved by tradi-
tional health clinics, making them well-positioned 
to increase overall PrEP coverage. In the handful of 
studies that report on number of clients screened for 
PrEP eligibility, few clients (< 15%) were found ineli-
gible (e.g., due to testing HIV-positive) [25••, 62••, 
68••]. This high eligibility rate may be attributable, 
in part, to pharmacies being a common resort for SRH 
products and services, with some clients possibly more 
willing to report behaviors associated with HIV risk 
when—by virtue of their purchases—the pharmacy pro-
vider already has some awareness of their sexual activ-
ity. The drive to turn a profit might also make pharmacy 
providers more inclined to offer PrEP screening broadly, 
and less inclined to turn away clients seeking PrEP due 
to their personal biases or sexual mores (e.g., related 
to pre- or extra-marital sex)—both of which are known 
barriers to PrEP delivery in clinic settings [69–71].

  Additionally, studies in the USA and Kenya have 
found that pharmacies may reach populations that do 
not often use clinic-based PrEP services. For example, 
several studies in the USA [72–74] have found that phar-
macies have high potential to reach Black MSM—a pop-
ulation disproportionately burdened by HIV/AIDS with 
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a long history of marginalization from the US medical 
system. These studies also pointed out that, in addition 
to being more physically accessible, pharmacies offer a 
disease-neutral, non-stigmatizing environment and often 
have strong rapport with the surrounding community, 
making them a trusted healthcare resource. Perhaps for 
similar reasons, the fully task-shifted model in Kenya 
[25••] was able to engage a considerable number of 
unmarried men—a demographic notably underrep-
resented in public-sector PrEP programs. Moreover, 
when comparing the sexual behaviors of clients who 
initiated PrEP in pharmacy-based versus clinic-based 
studies in Kenya, we saw notable differences. Specifi-
cally, the percent of clients who reported sex with part-
ners of unknown HIV status and multiple concurrent sex 
partners was considerably higher at pharmacies, while 
reports of sex with partners known to be living with HIV 
was considerably lower (Table 4).

  Further evidence that clients who are inclined to initi-
ate PrEP at pharmacies may be disinterested in clinic-
based PrEP services and vice versa comes from Kenya. 
The pilot of the partially task-shifted model for PrEP 
refills found that, among 41 clients who initiated PrEP at 
a clinic and refilled their prescription at least once, very 
few (n = 3) opted to refill at a pharmacy [22••]. Moreo-
ver, in the pilot of the fully task-shifted model, PrEP 
clients at their last study visit were referred to nearby 
public health facilities where they could continue get-
ting PrEP services for free; however, a follow-up survey 
with 492 clients 3 months following study completion 
found that 59% (291/492) had stopped using PrEP and, 
of these, 60% (175/291) said they did so because they 
did not want to get PrEP from a clinic [75•].

3. When PrEP is made available in pharmacies, uptake 
and continuation often matches or exceeds that com-
monly seen in clinics. In Kenya, the private pharma-
cies that participated in pilot studies achieved levels of 
PrEP initiation and continuation comparable to those of 
clinics offering PrEP as part of routine service delivery 
(Table 4). The comparability of these utilization met-
rics is compelling because it suggests that pharmacies 
can “perform” just as well as clinics but among a client 
population that clinics (especially those in the public 
sector) are less likely to capture.

4. Most clients and providers who obtain or deliver 
PrEP services via pharmacies find this delivery set-
ting acceptable; additional evidence on other imple-
mentation outcomes (e.g., feasibility, cost) is needed. 
In survey and interview studies, pharmacy-based PrEP 
delivery has generally been perceived by clients as con-
venient and private and by providers as not overly bur-
densome to deliver [23•, 25••, 62••]. However, a given 
model’s acceptability will likely vary based on a number 

of factors, especially how much clients are charged and 
the amount of time pharmacies have (or make) available 
to serve PrEP clients, with the former likely influenced by 
how profitable PrEP delivery is to pharmacies [23•, 76].

  To date, there is little published evidence on other 
implementation outcomes, such as feasibility, appro-
priateness, and cost. One exception is the Kenya-based 
pilot of the stand-alone model in which clients paid ~ $3 
USD to initiate and/or continue PrEP, which found that 
most clients perceived the model to be highly appropri-
ate and that the financial cost (i.e., cost of implementing 
the model, including the cost of pharmacy provider time 
but excluding the cost of the PrEP drugs and HIV test 
kits donated by the MOH) was $1.52 USD per PrEP 
initiation visit and $1.38 USD per PrEP continuation 
visit [77]. Additional research is needed to assess the 
implementation of pharmacy-based PrEP delivery mod-
els, identify context-specific factors that help or hinder 
implementation, and test strategies to enhance model 
implementation and sustainability. Such information 
is critical for informing whether it is worth pursuing 
pharmacy-based PrEP delivery in a given setting and, if 
so, how the model might be implemented to circumvent 
or mitigate potential barriers.

5. With proper training and oversight, pharmacy pro-
viders are capable of safely initiating and managing 
clients on PrEP and maintaining their privacy. Despite 
concerns raised by skeptics, the available evidence on 
pharmacy-based PrEP delivery indicates that trained 
pharmacy providers can educate clients about HIV and 
PrEP, assess clients’ HIV risk, rule out medical conditions 
that may contraindicate safety, and conduct HIV testing 
and counseling while maintaining high levels of privacy 
[78••]. The published evidence also shows that pharmacy 
providers utilize remote clinicians appropriately, reaching 
out for consultations and referrals, when appropriate.

Potential Pitfalls and Future Directions

With only 6 years to reach the Sustainable Development 
Goal of zero new HIV infections by 2030 [81], health 
systems must creatively leverage both their authority 
and available resources to ensure that HIV prevention 
tools are available across a multitude of service delivery 
platforms. Whether it makes sense for a given country 
to involve private pharmacies in PrEP delivery—and, if 
so, which models to use—will be highly context-specific 
and depend not only on the state of the private pharmacy 
sector (e.g., how robust, organized, and utilized it is), but 
also on the extent to which the country can address key 
needs related to governance, financing, and regulation; 
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needs that if unaddressed, can severely delay or blunt the 
effectiveness of pharmacy-based PrEP delivery.

At the same time, since pharmacy-based PrEP delivery 
has yet to be widely implemented anywhere and some 
of the challenges to implementing it (e.g., provider time 
constraints) are likely to be universal, there is a prime 
opportunity to develop learning collaboratives whereby 
implementers from both high- and low-and-middle-
income countries exchange experiences, insights, and 
innovations. Below, we offer general recommendations 
and research directions (summarized in Table 5), with 
the understanding that the path to pharmacy-based PrEP 
delivery will look different in each context.

Governance

In many countries, professional associations have strong influ-
ence over how healthcare is delivered [82] and, not surpris-
ingly, tend to advocate for policies that further the interests 
of their specific cadre. In places where HIV services have 
historically been delivered by physicians and nurses, push-
back against involving pharmacy providers (especially if this 
change could be perceived as a threat to earnings) should be 
expected and, where possible, preempted. In countries con-
sidering or actively pursuing pharmacy-based PrEP delivery, 
ministry leaders at the national and subnational level should 
convene professional associations of doctors, nurses, phar-
macy providers, and ancillary service providers to understand 
the landscape of players, their views on potential implemen-
tation barriers (especially “deal-breakers”), and possible 
solutions, including adaptations to the intervention, modifi-
cations to the delivery model, and/or implementation strate-
gies that may address the issues raised. Where appropriate, 
governments should also involve professional associations in 
the development and evaluation of curricula for pharmacy 
provider pre-service and in-service training so that concerns 
about pharmacy provider competency to deliver PrEP can 
be addressed proactively. Lastly, there needs to be a mecha-
nism through which pharmacy providers delivering PrEP can 
access clinical support from HIV specialists.

Research that can help countries address these govern-
ance needs include stakeholder and intervention mapping 
exercises, surveys and interviews with representatives of 
professional associations, and studies testing model adapta-
tions and/or implementation strategies to address concerns 
raised.

Financing

In recent years, global health authorities and donor agencies, 
including the WHO [83], PEPFAR [84], and USAID [85], 
have expressed a growing interest in engaging the private 
sector in HIV service delivery; however, there is currently 
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no global guidance around HIV service delivery via private 
pharmacies nor large-scale investments specific to this deliv-
ery venue. Getting pharmacy-based PrEP delivery to occur 
at scale—and at a price affordable to a meaningful portion of 
the target demographic—will likely require not only align-
ment of country, donor, and private sector priorities but 
also innovative financial strategies at multiple levels (e.g., 
at the client level, vouchers; at the clinic level, sliding scale 
payment schemes; at the national level, policies requiring 
national and private health insurers to cover PrEP services).

If a country seeks to scale up pharmacy-based PrEP deliv-
ery quickly, it should commit to financing, at a minimum, the 
cost of PrEP drugs at pharmacies, even if clients pay a ser-
vice fee. In places where PrEP drugs are largely donor-sup-
plied and donors (e.g., PEPFAR) have historically prohib-
ited charging clients service fees, countries should advocate 

for this change. Bi- and multi-lateral donor agencies (e.g., 
Global Fund, PEPFAR) should also consider establishing 
commitments specifically for innovations related to phar-
macy-based PrEP delivery—such as incorporating private 
pharmacies into government supply chains—and use their 
influence to facilitate enabling legislation or agreements, 
such as strategic purchasing partnerships between govern-
ments and private sector entities. In settings like the USA 
where most PrEP drugs are procured directly from suppliers, 
governments should use their power and influence to get 
private insurers to cover PrEP services (or enforce existing 
mandates) while also adequately funding state-sponsored 
PrEP assistance programs for uninsured clients.

Importantly, if any portion of pharmacy-delivered PrEP 
services is to be covered by a third-party payer—such as 
government, donor, or private insurer—then a mechanism 

Table 5  Research gaps related to the governance, financing, and regulation of pharmacy-based PrEP delivery

PrEP pre-exposure prophylaxis

Topic Subtopic Possible research directions

Governance Professional associations Assessing support and identifying potential implementation barriers and solutions to delivering PrEP 
via pharmacies

Delivery model(s) Developing and testing models/model modifications and generating data on the reach, utilization, 
acceptability, feasibility, and cost of different delivery models

Financing Public financing Conducting costing studies to understand the economic viability of different types of government 
support for private pharmacy-based PrEP delivery (e.g., government-supplied commodities and 
personnel)

Developing and testing ways for private pharmacy providers to be incorporated into national health 
insurance schemes as PrEP providers

Private financing Conducting a landscape assessment of current or potential private insurer coverage of PrEP services 
delivered via private pharmacies (e.g., which PrEP modalities are/would be covered, for whom; cli-
ent out-of-pocket expenses)

Donor financing Assessing donor willingness to allow donor-supplied commodities to be delivered in private pharma-
cies, including if clients charged a fee for provider’s time; exploring other ways donors might be 
willing to subsidize PrEP services delivered via private pharmacies (e.g., vouchers for key popula-
tions)

Billing Designing and evaluating mechanisms for private pharmacies to request, track, and report on PrEP 
services rendered and/or commodities used

Developing and/or testing billing mechanisms for private pharmacies to receive payment for PrEP 
services rendered (from governments, insurers, and/or donors)

Other Assessing willingness to pay among key populations and PrEP-eligible members of the general popu-
lation and willingness to provide PrEP services among different types of private pharmacies (e.g., 
independent pharmacies, retail chains)

Testing strategies to address cost barriers for priority PrEP populations (e.g., sliding scale payment 
systems)

Conducting time-and-motion studies and unit-cost analyses to understand workflow burden and costs 
to pharmacies to deliver PrEP; conducting budget impact analyses to help inform governments about 
potential benefits of investing in pharmacy-delivered PrEP services

Regulation Regulations Working with regulatory bodies to think through regulations needed to ensure PrEP is delivered with 
high fidelity at pharmacies

Monitoring Defining and validating a set of measures for routine monitoring of pharmacy-delivered PrEP services
Developing and testing strategies for providing feedback to private pharmacies on their adherence to 

regulations
Designing and testing the effect of learning networks on pharmacy providers’ PrEP delivery skills and 

ability to meet regulations
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for pharmacy providers to document and bill for their 
services must be established. Catalytic donor funding 
could support this by financing pharmacy integration 
into government health management information systems 
(HMIS) and/or the refinement of technology already in 
use at private pharmacies (e.g., point-of-sales systems) to 
allow relevant information to be fed directly into HMISs. 
Financial strategies should also be solicited directly from 
the private sector, especially social entrepreneurs, venture 
capitalists, and private philanthropic organizations with 
relevant expertise.

Lastly, when deciding which model(s) to pursue, coun-
tries should carefully consider human resource requirements. 
Both the partially and fully task-shifted models enable pri-
vate pharmacies to deliver PrEP without significant addi-
tional human resources—an important advantage for coun-
tries that face chronically low workforce density, provided 
that pharmacy providers can be appropriately compensated 
for their time [83, 84].

Research that could inform decision-making related to 
financing includes assessments of willingness to pay among 
PrEP priority populations and willingness to provide among 
pharmacy providers, estimates of price elasticity (how sup-
ply and demand for PrEP change when the price of PrEP 
services change), cost effectiveness assessments, and time-
and-motion studies and unit-cost analyses to understand the 
workflow burden and costs to pharmacies to deliver PrEP.

Regulation

Lastly, pharmacy-based PrEP delivery cannot go to scale 
without a clear plan for accreditation and regulation. Gov-
ernments will need to not only establish standards that pri-
vate pharmacies must meet to deliver PrEP but also set regu-
lations and determine how compliance will be monitored 
and enforced.

Research directions include creating and validating a 
simple set of measures to include in regulations, such as 
measures for accrediting pharmacy providers who com-
plete training and for assessing quality, including fidelity to 
the core components of PrEP delivery (e.g., HIV testing); 
assessing new technologies for providing feedback to private 
pharmacies on their adherence to regulations (e.g., artificial 
intelligence technology to verify that HIV testing is done 
consistently and accurately prior to prescribing [86]); and 
designing and testing the effect of in-person or virtual learn-
ing networks on pharmacy providers’ ability to crowdsource 
knowledge (e.g., ways to efficiently meet regulatory require-
ments) and improve their PrEP delivery skills.

Conclusion

Early evidence from several countries provides proof 
of concept that private pharmacies can be leveraged in 
a variety of ways for PrEP delivery and that doing so 
may increase PrEP coverage and utilization, especially 
among populations not reached by clinic-based ser-
vices; however, additional research and programmatic 
evidence is needed to understand how best to implement 
and finance these models to maximize impact. Impor-
tantly, pharmacy-based PrEP delivery is still nascent 
everywhere, thus presenting an opportunity for shared 
learning and innovation among high and low-and-middle 
income countries. Countries with robust private phar-
macy sectors and high HIV burden should focus on align-
ing key areas related to governance, financing, and regu-
lation that have proven critical to pharmacy-based PrEP 
delivery while, at the same time, pursuing an ambitious 
research agenda to generate information for decision-
making. Without this parallel track, we may miss our 
opportunity to meet global HIV prevention goals and 
prevent thousands of unnecessary HIV infections.
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