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Facilitators and barriers of HIV pre-exposure 
prophylaxis use among four key populations 
in Iran
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Reza Goudarzi5 and Hamid Sharifi1,6* 

Abstract 

Background  Pre-exposure prophylaxis (PrEP) significantly reduces HIV transmission, but it is not commonly pre-
scribed in Iran. Therefore, this study aimed to identify facilitators and barriers to PrEP use among four key populations 
(KPs) in Iran.

Methods  We conducted in-depth qualitative interviews with female sex workers (FSW), men who have sex with men 
(MSM), people who inject drugs (PWID), and sexual partners of people living with HIV (PLHIV) to obtain deep insights 
into the participants’ experiences, beliefs, and viewpoints. We included HIV experts, including staff from the HIV 
control department, healthcare providers with HIV experience, health policymakers, infectious disease specialists, 
and university professors. We performed a content analysis to identify facilitators and barriers to PrEP implementation 
among KPs.

Results  We interviewed seven FSW, seven MSM, four PWID, four sexual partners of PLHIV, and 18 HIV experts. The 
facilitator’s theme emerged in four main categories, including eight different factors: 1) Individual and interpersonal 
factors (motivations, fear of testing positive for HIV, and safety nets and financial support), 2) Age and sex differences, 
3) Organizational factors (appropriate PrEP distribution, information sharing, and receipt of high-quality services, 4) 
Efficacy of PrEP. The barrier’s theme emerged in three main categories, including four factors: 1) Individual factors 
(insufficient knowledge and awareness, and fragile trust), 2) Cultural barriers, and 3) Organizational factors (inadequate 
infrastructure and organizational barriers).

Conclusions  We identified key facilitators and barriers to successful PrEP implementation among KPs in Iran. By 
addressing these barriers, Iran has an opportunity to include PrEP programs in its HIV prevention efforts for KPs.
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Introduction
Despite global advances in HIV prevention and treat-
ment, HIV continues to be a global public health chal-
lenge, resulting in significant mortality and morbidity. 
Few countries are estimated to meet the UNAIDS 2030 
mortality and incidence targets [1]. Reports showed that 
39  million people were living with HIV, and 1.3  million 
people were newly infected with HIV globally in 2022 [2]. 
In Iran, at the end of October 2022, over 46,000 people 
were living with HIV, over 2,900 new cases were reported 
in 2022, and around 43% of the adults who are living with 
HIV received Antiretroviral Therapy (ART) [3]. Although 
many strategies, including educational initiatives regard-
ing high-risk sexual behaviors, the provision of free con-
doms and syringes, and the availability of free HIV testing 
among key populations (KPs) (such as gay men and other 
men who have sex with men (MSM), (female sex workers 
(FSW), transgender people (TG), and people who inject 
drugs (PWID)), have had a positive impact on reducing 
new HIV infection, the HIV epidemic among KPs has not 
adequately controlled [4, 5]. A more effective prevention 
strategy, including biomedical interventions, is needed to 
stop HIV transmission in Iran [6, 7].

Pre-exposure prophylaxis (PrEP), a novel biomedical 
approach for HIV prevention using antiretroviral drugs 
among KPs, is increasingly recognized as a highly effec-
tive HIV prevention strategy [8]. Since 2012, the World 
Health Organization has recommended this prevention 
method, which has emphasized the use of antiretrovirals 
in HIV seronegative KPs [6]. Numerous trials have indi-
cated that daily oral HIV PrEP is safe, well-tolerated, and 
effective in preventing HIV [9, 10]. Some countries, such 
as the United States, France, Brazil, and South Africa, 
have approved using PrEP among KPs [11–14]. However, 
PrEP is not yet used as part of the HIV national preven-
tion strategy in Iran.

Although many countries have approved the use of 
PrEP among KPs [11–14], not only is PrEP not part of 
the HIV national prevention strategy, but it is also not 
available to individuals in Iran (during the time of this 
study). Several barriers may make it challenging to pro-
vide and access PrEP in Iran. Barriers and facilitators to 
PrEP arise from multiple social and biological factors. 
Several of these barriers include stigma and discrimina-
tion, restricted access to healthcare, cultural factors, per-
ceived risk of HIV, peer pressure, adverse side effects, 
and health-related concerns [12, 15, 16]. In addition, due 
to the sociodemographic, cultural, economic, and struc-
tural factors that are likely to affect the implementation 
of PrEP among KPs [3, 17, 18], it is important to under-
stand how to implement PrEP according to local settings 
[17–19]. It is noteworthy that PrEP implementation may 
vary across countries, limiting the generalizability of 

existing research [19]. Qualitative studies provide appro-
priate conditions for a deep understanding of facilitators 
and barriers due to their approach to extensive and in-
depth examination of issues requiring more clarity [20]. 
Therefore, this study aimed to identify the facilitators and 
barriers to PrEP implementation among four KPs FSW, 
PWID, MSM, and sexual partners of people living with 
HIV (PLHIV)) in Iran using qualitative methods by con-
ducting in-depth interviews with members of those KPs 
and HIV experts.

Method and material
Content analysis was used for data analysis [21] to iden-
tify and understand the facilitators and barriers to PrEP 
implementation among four KPs in Iran. Content analy-
sis is analyzing, interpreting, and conceptualizing the 
underlying meanings of qualitative data by systematically 
coding and classifying [22]. Staff from the HIV control 
department, healthcare providers with HIV experience, 
health policymakers, infectious disease specialists, and 
university professors were invited to participate in this 
study. Also, KPs such as FSW, PWID, MSM, and sexual 
partners of PLHIV participated in the study. At first, 
participants were asked whether they were familiar with 
PrEP. For those without the necessary information, the 
researcher described the characteristics of PrEP, includ-
ing its efficacy, administration methods, dosage, and the 
various forms available (oral and injectable). Additionally, 
essential information regarding potential side effects was 
also provided. Furthermore, the researcher provided all 
participants with phone numbers and email addresses to 
facilitate any inquiries following the interview. The meth-
odology, participant selection, data collection, analysis, 
and findings were conducted following the Standards 
for Reporting Qualitative Research tool to enhance the 
study’s clarity and reproducibility, facilitating readers’ 
comprehension of the research context, processes, and 
concepts.

Sampling
Participants were selected using purposive sampling 
based on eligibility criteria: age ≥ 18 years old, HIV nega-
tive by self-report, Iranian citizen, and being a member 
of a KPs. KPs were defined as women exchanging sex for 
money or any other service in the last 12 months (FSW), 
reported using at least one non-prescribed injection 
drug in the previous 12 months (PWID), men who had 
sex with other men during the past 12 months (MSM), or 
sexual partners of PLHIV. There was no gender restric-
tion for participating in this study, especially for sexual 
partners of PLHIV. In addition, eligibility criteria for 
managers and health policymakers, health profession-
als and personnel, professors, and infectious disease 
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specialists included HIV-related jobs or at least one year 
of work experience in the field of HIV. Participants from 
eight provinces, including Esfahan, Fars, Kerman, Khuz-
estan, Kurdistan, Mazandaran, Razavi Khorasan, and 
Tehran out of the 31 provinces (25.8%) were included to 
enhance the generalizability.

Data collection
Data were collected through in-depth interviews using 
a semi-structured questionnaire. The questions were 
formulated following a thorough literature review and 
consultation with subject matter experts in the field [23, 
24]. A team of experts, including a nurse familiar with 
qualitative studies, a person with experience working in 
the field of PrEP, and two epidemiologists, participated 
in the development of the questions. A standardized 
guide was employed to conduct all the interviews (Sup-
plementary 1). Participants of the KP were interviewed 
in a private room by a gender-matched interviewer in 
Voluntary Counseling and Testing (VCT) centers and 
drop-in centers. Previous studies have shown that using 
gender-matched interviewers in qualitative research 
with KP, especially in a conservative situation like Iran, 
leads to increased comfort and honesty from respond-
ents, reduced social distance, reduced social desirability 
bias, and sensitivity to gender dynamics, which ensures 
improved data quality [25, 26]. In-depth face-to-face or 
remote meetings (mobile phone, Skype, etc.) were used 
to interview managers, health policymakers, and staff of 
the HIV control department. The average time per inter-
view was 40 min (range 30–70 min). The interviews con-
tinued until the findings reached theoretical saturation 
(i.e., new interviews did not add new information to pre-
vious findings [27].

Ethical considerations
The Ethics committee of Kerman University of Medi-
cal Sciences approved the study protocol (Ethics code: 
IR.KMU.REC.1401.443). Before the semi-structured 
interviews, participants were informed about the study’s 
aims and the confidentiality of their information. Before 
commencing the interviews and recording them, par-
ticipants provided verbal informed consent. Participants 
were free to participate or discontinue their study partici-
pation at any time. After completing the interviews, the 
researchers allowed participants to call or e-mail regard-
ing any questions or information.

Data analysis
We performed the data analysis process according 
to the steps suggested by Lundman and Graneheim 
[21]. Due to the combination of a rigorous framework, 
emphasis on trustworthiness, flexibility, and focus on 

contextual understanding, Lundman and Granheim’s 
analysis method was chosen. First, the interviews were 
transcribed verbatim. Next, the text of the interviews was 
broken into compact semantic units so that words and 
phrases with related elements were summarized in each 
unit of meaning. In the third step, the summarized mean-
ing units were coded. Next, codes were broken into cat-
egories based on similarities and differences. A category 
class at the manifest level consists of related code. After 
finding the underlying meaning and content of the data, 
themes were created to express the underlying mean-
ing of the text [21]. A sample of the process of analysis is 
shown in Table  1. Any suggestion the participants gave 
to the researcher during the interview or analysis was 
recorded in a note and used in subsequent interviews. 
Graneheim and Lundman’s criteria assessed the study’s 
trustworthiness [21]. Double-checking the codes with the 
participants (member check) was conducted to ensure 
credibility. To member check, study findings and con-
clusions were sent to four participants to compare the 
degree of homogeneity of the concepts extracted by the 
researcher with the main opinions of the participants. 
We contacted them if they had any more comments. In 
addition, data were analysed manually using Microsoft 
Word. At first, we designed a table in Microsoft Word 
that included four sections (Meaning unit, Open code, 
Subcategory, and Category). With each interview, the ini-
tial codes were placed in the meaning unit section, and in 
subsequent interviews, similar codes were placed next to 
each other. In the next step, an open code was formed by 
combining some initial codes. The rest of the steps were 
done in Word in the same way as the table was designed. 
Then, the final categories were created.

Results
The analysis included 39 participants who were mem-
bers of a KPs or HIV experts. Of 21 people in a KPs, the 
majority were men (n = 12), married (n = 12), and had 
less than a high school education (n = 10). The age range 
of the KPs participants was 25 to 49 years (Mean = 38.4, 
SD = 8). Of 18 people in the HIV expert group, the major-
ity were female (N = 10) and had more than ten years of 
experience in the HIV field (n = 14). The age range in the 
expert group was 33 to 68 years (Mean = 51.4, SD = 8) 
(Supplementary 1).

Qualitative themes
We identified two overarching themes related to factors 
facilitating and hindering PrEP uptake in KPs (Table 2).

Facilitators of PrEP implementation
The facilitator’s theme emerged in six main categories:



Page 4 of 11Moameri et al. BMC Health Services Research         (2024) 24:1433 

Ta
bl

e 
1 

Ex
am

pl
e 

of
 q

ua
lit

at
iv

e 
co

nt
en

t a
na

ly
si

s 
pr

oc
es

s

Ca
te

go
ry

Su
bc

at
eg

or
ie

s
O

pe
n 

co
de

M
ea

ni
ng

 u
ni

ts

H
el

pf
ul

 fe
ar

s
Fe

ar
 o

f i
nf

ec
tio

n 
(H

IV
)

H
av

in
g 

m
ul

tip
le

 s
ex

ua
l p

ar
tn

er
s 

is
 th

e 
re

as
on

 th
ey

 w
an

t P
rE

P
Pe

op
le

 w
ith

 m
or

e 
re

la
tio

ns
hi

ps
 a

re
 m

or
e 

lik
el

y 
to

 u
se

 P
rE

P. 
Th

ey
 h

av
e,

 
af

te
r a

ll,
 re

la
tio

ns
hi

ps
 w

ith
 m

or
e 

in
di

vi
du

al
s 

(P
5)

Fe
ar

 o
f c

on
do

m
 fa

ilu
re

 is
 w

hy
 th

ey
 w

an
t P

rE
P

I a
lw

ay
s 

ha
ve

 a
 c

on
ce

rn
 th

at
 th

e 
co

nd
om

 w
ou

ld
 fa

il.
 If

 m
y 

pa
rt

ne
r 

ha
s 

H
IV

, i
t i

s 
ex

tr
em

el
y 

ris
ky

 (P
1)

.

Fe
ar

 o
f a

cq
ui

rin
g 

H
IV

 in
fe

ct
io

n 
is

 th
e 

re
as

on
 th

ey
 w

an
t P

rE
P

Yo
u 

kn
ow

, I
 u

se
 it

 p
er

so
na

lly
. O

ne
 d

oe
s 

no
t b

ec
om

e 
ill

. I
 w

ill
 n

o 
lo

ng
er

 
be

 a
fra

id
 o

f c
on

tr
ac

tin
g 

A
ID

S 
(P

15
).

A
vo

id
 th

e 
ris

k 
w

he
n 

yo
u 

no
tic

e 
m

an
y 

of
 y

ou
r f

rie
nd

s 
ar

e 
in

fe
ct

ed
 

w
ith

 H
IV

Le
ar

n 
fro

m
 th

e 
fa

ct
 th

at
 m

an
y 

fri
en

ds
 a

re
 in

fe
ct

ed
 w

ith
 H

IV
, a

nd
 s

o 
us

e 
Pr

EP
 to

 a
vo

id
 th

e 
ris

k
W

he
n 

a 
pe

rs
on

 s
ee

s 
th

at
 h

is
 fr

ie
nd

s 
ar

e 
in

fe
ct

ed
 w

ith
 H

IV
, h

e 
is

 s
ca

re
d 

th
at

 h
e 

m
ay

 c
on

tr
ac

t t
he

 in
fe

ct
io

n 
as

 w
el

l (
P 6)

.

O
bs

er
vi

ng
 fr

ie
nd

s’ 
pr

ob
le

m
s 

as
 a

 re
su

lt 
of

 H
IV

 in
fe

ct
io

n,
 a

n 
eff

ec
tiv

e 
fa

ct
or

 fo
r r

ec
ei

vi
ng

 P
rE

P
W

he
n 

yo
u 

ob
se

rv
e 

yo
ur

 fr
ie

nd
s 

ha
ve

 H
IV

 a
nd

 w
ha

t p
ro

bl
em

s 
th

ey
 h

av
e 

in
 li

fe
 a

nd
 h

ea
lth

 a
s 

a 
re

su
lt,

 y
ou

 b
ec

om
e 

ve
ry

 s
ad

 a
nd

 a
fra

id
 o

f i
t (

P 4)
.

Fr
ie

nd
s’ 

te
nd

en
cy

 to
 u

se
 d

ru
gs

 a
s 

a 
re

su
lt 

of
 H

IV
 in

fe
ct

io
n,

 a
n 

eff
ec

tiv
e 

fa
ct

or
 fo

r r
ec

ei
vi

ng
 P

rE
P

O
ne

 o
f m

y 
fri

en
ds

 te
st

ed
 p

os
iti

ve
 tw

o 
ye

ar
s 

ag
o,

 a
nd

 h
e 

w
en

t a
nd

 to
ok

 
hi

s 
pi

lls
, b

ut
 n

ow
 I 

th
in

k 
he

 u
se

s 
dr

ug
s 

to
 re

du
ce

 h
er

 p
ai

n 
(P

2)
.



Page 5 of 11Moameri et al. BMC Health Services Research         (2024) 24:1433 	

1)	 Motivations
2)	 Fear of testing positive for HIV
3)	 Safety nets and financial support
4)	 Age and sex differences
5)	 Organizational factors (appropriate PrEP distribu-

tion, information sharing, and receipt of high-quality 
services)

6)	 Efficacy of PrEP

Motivations
Motivations, including intrapersonal or extrapersonal, 
were considered facilitators of PrEP implementation. 
Intrapersonal motivations included maintaining well-
ness and maintaining a source of income. Extrapersonal 
motivations included support motivation and forced sug-
gestions such as requesting a sexual partner. Due to the 
importance of maintaining health in sexual relations, this 

Table 2  The category and subcategory related to importance, facilitators, barriers and strategies to overcome barriers of HIV PrEP 
among at-risk populations in Iran

Theme Category Subcategory

Facilitators of PrEP imple-
mentation

Motivations Hope and motivation from others

Maintaining personal health

Maintaining a source of income

Forced suggestions such as requesting a sexual partner

Fear of testing positive for HIV Fear of infection (HIV)

Lessons learned from the neglect of HIV-positive friends

Age and sex differences Better acceptance in women

Young people’s different perspectives and information

Appropriate PrEP distribution Appropriate drug distribution management

Easy access to the PrEP

Efficacy of PrEP Variety in drug forms

Trust in the drug’s effect

Information sharing Effective training

The existence of communication networks

Receipt of high-quality services the presence of knowledgeable and dedicated personnel

The existence of Health centers

Safety nets and financial support Financial support

The support of policymakers

The private sector collaboration

Barriers to PrEP implementa-
tion

Insufficient knowledge and awareness lack of knowledge among key populations

lack of knowledge among healthcare workers

lack of comprehension of disease risk in at-risk individuals

Inadequate infrastructure Inadequate health services

Weakness in providing the desired services

Inaccurate service distribution management

Cultural barriers Unprofessional behavior of healthcare workers

Peer group negative thoughts

Fear of stigma

Concealment

Organizational barriers Economic challenges

Decision-making challenges in policy-makers

Policymakers’ concealment

Internal inconsistencies in the organization

Incapability to identify the target groups

Fragile trust Lack of trust in drug

Preferring other harm reduction methods

Insufficient trust in the health system
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facilitator was mentioned more by the FSW and health 
providers. A university faculty member with 12 years of 
experience working with the HIV Department said: “Sex 
workers are persons whose job is to have sex. Because their 
source of income is dependent on their health and if they 
are not healthy (referring to getting HIV infection), they 
will lose their jobs; so, they are motivated to receive PrEP.” 
In addition, A 25-year-old MSM said: “If the drug (PrEP) 
is available, I will take it because I highly value my health. 
I want to lead a long life, and I don’t want to get disease 
(HIV).”

Fear of testing positive for HIV
One of the most important factors reported by more than 
half of the participants as a facilitator was the fear of test-
ing positive for HIV. This fear resulted in an increased 
likelihood of PrEP uptake. Some of these fears resulted 
from sexual situations and relationships, while other fears 
were associated with observing the condition of friends 
who had contracted HIV. A 37-year-old FSW said: “I 
always have a fear that the condom would break. Other 
than that, if my partner has HIV, it is extremely risky.”

Safety nets and financial support
Nearly all study participants mentioned the need for 
safety nets and financial support for KPs as a facilitat-
ing factor. Safety nets, such as peer groups among KPs, 
were identified as a facilitating factor. A university fac-
ulty member with 15 years of experience in the HIV field 
said: “Utilizing networks of individuals and peer groups 
to transfer information to KPs is an effective approach. In 
this situation, you tell these people, I will give you a solu-
tion so that you don’t get that disease; this may be a strong 
point. Additionally, health policymakers have introduced 
financial support as a key facilitating factor. A 31-year-
old FSW said: “The drug (PrEP) provision should be at 
no cost to the customers. If adverse effects occur from its 
use, medical consultations should also be offered without 
charge to address any related issues”.

Age and sex differences
Women were more likely to be concerned about main-
taining their wellness and remaining HIV-negative. 
Additionally, younger participants noted having more 
information and awareness about the efficacy of PrEP, 
which resulted in their acceptance of PrEP compared 
to older participants. A 36-year-old female PWID said: 
“Younger people are accepting of the medication [PrEP] 
because they care more about their health and have more 
information and awareness. Well, you know. Women, on 
the other hand, care more about their health and appear-
ance. Thus, they accept the use of this medication [PrEP] 
more than men.”

Appropriate PrEP distribution
Appropriate PrEP distribution was recognized as a facili-
tator based on two perspectives. First, it was noted that 
proper medication distribution works as a facilitator of 
PrEP implementation because it can make it more con-
venient and accessible for KPs to access. Second, appro-
priate medication distribution can help increase the 
demand to receive PrEP. Participants preferred to receive 
free PrEP at accessible locations. However, due to the 
less stigma in private centers, they prefer these centers 
to receive PrEP. Given that the majority of MSM engage 
with the private sector, collaboration with this sector 
will facilitate the acceptance and receipt of PrEP in this 
group. A university faculty member with 15 years of 
experience working in the HIV field said: “It seems that 
just delivering PrEP at a single place is insufficient. Differ-
ent locations should be considered for the access of differ-
ent groups. Counseling centers for vulnerable women are 
good for FSWs because they provide services, and more 
FSWs visit them. But we don’t have a center for MSM; 
maybe a pharmacy would be better for them.”

Information sharing
More than half of the participants (14 KPs and six health-
care providers) recognized information sharing as an 
important facilitator, primarily when PrEP information 
is delivered by people such as health workers or peer 
groups trusted by KPs. The need to receive information 
about PrEP and HIV was expressed more by FSW and 
PWID. Due to the lack of information and awareness 
among these groups, increasing the knowledge of HIV 
and PrEP for this group seems crucial. PWID and MSM 
showed a greater preference for peer groups, while FSW 
preferred interactions with healthcare professionals. 
Additionally, sexual partners of PLHIV showed a prefer-
ence for television as a source of information. A univer-
sity faculty member with 15 years of experience working 
in the HIV field said: “Transferring accurate information 
to people through social media and peer groups can help 
a lot. Increasing public awareness about HIV can also be 
helpful.”

Receipt of high‑quality services
One of the factors that facilitates receiving PrEP services 
is the provision of satisfactory services by healthcare pro-
viders. The provision of services by knowledgeable and 
committed individuals affects how KPs buy into and use 
such services. Furthermore, the availability of private and 
government centers that provide the services required by 
the KPs was mentioned as a positive and beneficial fac-
tor in receiving PrEP. A policy-maker with seven years 
of experience working with the HIV Department said: 
“Our country is unique in that it has such a unique health 
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system that serves a large number of residents, and the 
services it provides are of relatively high quality.”

Efficacy of PrEP
The efficacy of PrEP (oral or injectable) was identified as 
an important factor for PrEP uptake. A participant from 
a VCT center with 20 years of experience said: “Based on 
my experience, I believe people will be convinced to use 
PrEP if it is effective. Of course, these findings must be evi-
dence-based and scientific.”

Barriers to PrEP implementation
The barrier’s theme emerged in three main categories, 
including five factors:

A)	KPs’ perspectives:

1.	 Cultural barriers (stigma)
2.	 Organizational barriers (financial challenges)

B)	Health provider’s perspectives:

1)	 Insufficient knowledge and awareness
2)	 Fragile trust
3)	 Cultural barriers
4)	 Inadequate infrastructure
5)	 Organizational barriers

Insufficient knowledge and awareness
Participants reported a lack of knowledge and awareness 
about PrEP and other HIV prevention methods among 
KPs and healthcare providers. Due to insufficient infor-
mation, PKs were unable to assess the level of knowledge 
of health workers. Therefore, health providers only men-
tioned this theme. Given that a lack of knowledge may 
result in a low perceived HIV risk, it was introduced as 
an important barrier to receiving PrEP. An infectious dis-
ease specialist with 20 years of medical experience said: 
“The staff cannot persuade people to start PrEP due to a 
lack of awareness. I assure you that more than 80% of our 
staff do not know what PrEP is. These people sometimes 
state, ‘We don’t believe in these methods, such as vaccines.’ 
This is due to a lack of knowledge.”

Fragile trust
Participants reported distrust in the government health-
care system and medications as an important barrier. 
From the health provider perspective, key populations 
need more trust in health systems, primarily due to 
concerns regarding the potential disclosure of their per-
sonal information. A president of the VCT Center with 
20 years of experience said: “In 2012, I had a patient. We 

had an excellent relationship. He had been receiving med-
ications from us for six months. However, after lab test-
ing, we discovered no improvement in his health. I talked 
to him, and he said, “Doctor, honestly, my friends told me 
that these medications are used to accelerate our deaths.”

Cultural barriers
Many interviewees noted cultural barriers related to 
the society at large, the KP’s culture, and the culture of 
healthcare providers as important barriers. These bar-
riers lead to the KP’s fear of stigmatization and result in 
the concealment of their activities, which is a barrier to 
receiving PrEP. In Iranian society, prevailing misconcep-
tions regarding KPs contribute to a significant stigma 
about these groups, often leading to their unjust percep-
tion of guilt. A 36-year-old female with HIV seropositive 
sexual partners said: “When people hear the terms AIDS 
and HIV, they look at us differently. My husband had a 
close friend. We had regular family visits. My husband 
attended a seminar and presented a speech about addic-
tion. His friend’s sister found out about my husband’s HIV 
status. They were upset because they were friends with us. 
This type of behavior occurs frequently.”

Inadequate infrastructure
Among the barriers mentioned by participants were a 
need for sufficient infrastructure to provide PrEP services 
to KPs and a weakness in delivering the desired services 
in health service centers. Therefore, insufficient service 
distribution management was a key barrier. This category 
was mentioned only by healthcare providers. A technical 
officer from the national HIV program with 15 years of 
experience working said: “We do not have a VCT in many 
cities. We are lacking in both staff and transportation. 
We have the current services’ infrastructure, but adding 
another service will be difficult.”

Organizational barriers
Organizational barriers caused by internal and external 
challenges included financial challenges, health policy-
makers’ attitudes toward HIV, and a lack of consistency 
within the organization. Furthermore, KPs reported the 
distribution of PrEP in locations with limited accessibil-
ity as a significant challenge. Participants additionally 
mentioned the inability of healthcare providers to iden-
tify KPs who may be eligible for PrEP as a barrier. These 
barriers were mentioned only by health providers. A 
president of the VCT center with seven years of experi-
ence said: “In my opinion, we have no barriers from con-
sumers because they want to use it, but the cost required 
to do so can be an obstacle. But we need to know if the 
country’s health system can do this for free. If it cannot, it 
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will undoubtedly be an important barrier to PrEP in the 
country.”

Discussion
We identified key facilitators and barriers to successful 
PrEP implementation among KPs in Iran. Facilitators for 
a successful PrEP program included eight factors at the 
individual, interpersonal, organizational, and medication 
efficacy levels. Furthermore, barriers to PrEP implemen-
tation included four individual, community, and organi-
zational aspects.

Similar to our findings, previous studies have reported 
several individual and structural facilitators for using 
PrEP [28–33]. Previous studies have noted that the main 
reasons for initiating PrEP were to protect against HIV, 
as well as concerns about partners’ sexual risk behaviors 
[29, 33]. In a study in Switzerland, women emphasized 
the importance of having control over their sexual health 
after receiving PrEP, in addition to beneficial effects such 
as reduced anxiety [28]. Having a deep relationship and 
the support of a sexual partner was regarded as a key 
motivator to initiate PrEP. In one study in Mozambique, 
the importance of supporting the KPs was emphasized, 
as most participants believed that someone could not 
take PrEP without the support of their partner. Moreover, 
most participants noted their positive relationships with 
healthcare providers, counselors, and peer groups [32].

Furthermore, like this study, previous studies found 
that women were more interested in PrEP [31], and 
young females were more willing to use PrEP [30]. The 
presence of a sexual partner with high-risk behaviors can 
cause fear of HIV acquisition and, as a result, a reason for 
PrEP uptake [29]. Sex differences have been reported as 
a reason to start PrEP due to the importance of women, 
particularly young women, and FSW, maintaining their 
health [28]. Women are more likely to use PrEP when 
they are dependent on their sexual partners to obtain this 
medication, as well as when they lack the power of choice 
in sexual relationships [34, 35]. However, the presence of 
a supportive sexual partner can be a powerful motivator 
to initiate this medication [32]. In summary, the option 
to begin and sustain PrEP is significantly shaped by the 
interpersonal relationships and support networks in indi-
viduals’ lives. Recognizing these elements is crucial for 
formulating effective public health strategies to boost 
PrEP adoption among KPs. By creating support environ-
ments, public health initiatives can improve the efficacy 
of PrEP as a preventive strategy against HIV transmis-
sion. Additionally, by addressing both individual and con-
textual challenges—through engagement with supportive 
partners and enhanced access to healthcare services—
health interventions can empower women to take control 

of their sexual health, thereby markedly decreasing their 
risk of HIV infection.

Organizational preparedness and population awareness 
were reported as critical indicators among the facilita-
tors. The appropriate management of drug distribution 
that makes PrEP accessible to people was also noted as 
an important facilitator. The organizational framework 
of health service centers in Iran, including DIC and VCT 
centers, facilitates convenient access to PrEP for a sub-
stantial population of KPs due to the high access of these 
populations to these harm reduction services. One study 
in Uganda demonstrated that increasing PrEP access for 
KPs may help increase PrEP uptake [36]. Furthermore, 
another study in the United States showed that sharing 
information increases PrEP uptake. They demonstrated 
the importance of increasing PrEP knowledge among 
women and improving organizations’ capacity to educate, 
screen, and administer PrEP services [37]. Moreover, as a 
facilitator, the availability of alternate methods, such as 
injections, which can address barriers to daily oral PrEP, 
was introduced [38]. Studies have shown that injectable 
PrEP may reduce stigma-related social harm because it is 
less visible than daily tablets [39]. As a result, with appro-
priate medication distribution, KPs can have improved 
access to this program [36]. Furthermore, effective infor-
mation sharing and methods acceptable by the KPs will 
make it easier to receive PrEP [32, 37]. Finally, fewer 
visits to healthcare services could reduce stigma and 
increase the desire to start PEP. As such, injectable PrEP 
can also be beneficial in this situation [38, 39]. Healthcare 
systems must be equipped with the necessary resources 
and trained personnel who can effectively communicate 
the benefits and availability of PrEP. Population aware-
ness is equally crucial. Without adequate knowledge 
about PrEP, its benefits, and how to access it, potential 
users may remain uninformed and hesitant to seek these 
services. In addition, ensuring that PrEP is readily avail-
able at healthcare facilities and that there are no barriers 
to access is essential for increasing uptake. By address-
ing these areas, public health initiatives can significantly 
enhance the uptake of PrEP among vulnerable popula-
tions, ultimately contributing to the reduction of HIV 
transmission rates.

In our study, some subcategories, including lack of 
knowledge among healthcare providers, insufficient 
infrastructure, and organizational barriers, were reported 
as barriers to the program’s implementation. This con-
trast of reports between KPs and healthcare providers 
can be evaluated from two aspects. First, KPs mentioned 
that healthcare providers ought to deliver PrEP to them 
because they believed healthcare providers had sufficient 
knowledge and skills. However, providers themselves 
have expressed the need for PrEP education. Previous 



Page 9 of 11Moameri et al. BMC Health Services Research         (2024) 24:1433 	

studies confirm our findings [40, 41]. Second, it may be 
that KPs need to be made aware of these circumstances 
and organizational challenges. So, addressing these bar-
riers before the program’s implementation should be 
addressed by the health system.

Other studies have reported barriers at the individual 
and community levels. One study reported that health-
care providers’ biases influence awareness, intention, 
and acceptance of PrEP among KPs [38], in addition to 
the KP’s lack of information and understanding. A lack 
of knowledge of healthcare providers leads to an inability 
to create willingness and demand to receive PrEP in KPs 
[37, 38]. In addition, the KP’s concern about the effective-
ness of PrEP in preventing HIV, as well as the drug’s side 
effects, leads to a lack of trust in the healthcare provid-
ers [42, 43]. Studies showed that medical mistrust has 
a detrimental impact on PrEP initiation [43]. Further-
more, studies have indicated that this lack of confidence 
can be attributed to health concerns, such as side effects 
and concerns about HIV prevention [42]. Other barriers 
include not wanting to take an extra daily pill, challenges 
attending PrEP visits, PrEP-related stigma, and the need 
for more information about PrEP [44]. To address these 
barriers effectively and enhance PrEP uptake among KPs, 
we can train and be aware of healthcare providers and 
KPs. Comprehensive training should be implemented 
for healthcare providers focusing on PrEP knowledge, 
cultural competency, and bias reduction. Additionally, 
it is necessary to collaborate with community organi-
zations serving KPs to disseminate information about 
PrEP in culturally suitable ways. Also, community-based 
participatory research involving KPs in designing and 
implementing health interventions can help build trust 
between healthcare providers and KPs.

Similar to our findings, a study in the United States 
identified cultural barriers to PrEP use, such as the 
stigma associated with using HIV preventive strategies 
[37]. Moreover, some cultural habits (such as stigma) can 
make it difficult to receive PrEP. These challenges are not 
limited to the general population as healthcare providers 
show similar behaviors, such as stigma [45]. Stigma is an 
important factor that affects the implementation of HIV 
preventive strategies such as PrEP [37, 44]. Individual and 
community barriers are important factors that must be 
considered for the program’s successful implementation. 
As a result, activities to reduce stigma, such as campaigns 
to promote PrEP in the community and the collabora-
tion of influential community leaders, can support PrEP 
adoption and reduce the stigma associated with its use.

Finally, some barriers at the organizational level were 
also reported in prior studies [33, 46–48]. Typically, 
the economic challenges associated with healthcare are 
particularly pronounced in nations with constrained 

resources like Iran, presenting a significant barrier 
to the delivery of free PrEP. The studies conducted in 
sub-Saharan Africa identified organizational barriers 
such as medication regulatory requirements, cost-effec-
tiveness concerns, and a lack of health system capacity 
[46, 48]. One study indicated that healthcare system 
constraints (such as financial concerns) might prevent 
adequate PrEP implementation [33]. Similarly, another 
study reported organizational barriers, such as insuffi-
cient resources and a lack of healthcare providers [47]. 
The lack of infrastructure and resources is an impor-
tant barrier to prescribing and receiving PrEP [46, 47]. 
Furthermore, more funding for organizations positively 
affects the field of PrEP education and delivery [38]. 
In addition, more healthcare providers are needed to 
increase the coverage to address the health needs of 
KP [49]. Therefore, a lack of healthcare providers may 
lead to insufficient training in KPs. As a result, it is 
important to pay attention to the organizational bar-
riers to implementing PrEP successfully. To overcome 
these organizational barriers and enhance the imple-
mentation of PrEP, several strategies should be consid-
ered: secure additional funding through public-private 
partnerships or grants earmarked explicitly for PrEP 
programs. Improve healthcare infrastructure by estab-
lishing more clinics that specialize in HIV prevention 
services, including PrEP provision. Partner with NGOs 
focusing on HIV prevention to leverage their expertise 
and resources in educating communities about PrEP. 
By addressing these organizational barriers through 
targeted strategies, public health initiatives can signifi-
cantly improve the implementation of PrEP, ultimately 
enhancing its accessibility and effectiveness as a tool for 
HIV prevention among key populations.

Limitations
Our study had two main limitations. First, this study was 
conducted in eight provinces of Iran with a relatively 
small number of participants in each region. The sam-
ple of KPs was not a random sample of target groups, as 
this was a qualitative study with purposive sampling. As a 
result, they were only representative of some KPs in Iran. 
Second, when we conducted this study, PrEP was una-
vailable in Iran, and some participants may not under-
stand some cons and pros of using PrEP. To reduce this 
limitation, we tried to explain the cons and pros of using 
PrEP at the beginning of the interview. Although partici-
pants had opinions about whether PrEP would be accept-
able and used by KPs in Iran if appropriately offered, the 
actual acceptability, use, and barriers to use among KPs 
require further research on when PrEP will be available 
in the country.
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Conclusion
This study showed several barriers to implementing 
PrEP, and any disregard for these challenges can be an 
obstacle to PrEP implementation. PrEP implementa-
tion has facilitators and barriers at the individual, inter-
personal, societal, and organizational levels. Identified 
facilitators may help PrEP implementation and enhance 
PrEP initiation among KPs. Addressing identified bar-
riers is essential because KPs remain at high risk for 
acquiring HIV, and a thoughtful plan for PrEP imple-
mentation is important for reducing HIV transmission 
trends among KPs in Iran.
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