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Several African countries have recently integrated pre-expo-
sure prophylaxis (PrEP) into their national HIV prevention
programmes and are in the process of scaling-up healthcare
facility-based PrEP delivery [1]. To maximize the public health
benefit of PrEP, there is need to prioritize access, minimize
the costs of delivery and reach HIV at-risk populations. Major
barriers to facility-based PrEP delivery exist, including facility-
associated HIV stigma, long waiting times, the costs of staffing
and providers’ unfamiliarity with delivering prevention inter-
ventions [2]. In Africa, PrEP is also being added to public
health infrastructures that are sometimes burdened by over-
crowding and drug stock outs [3]. Thus, the ability of African
health systems to maximize PrEP access necessitates finding
novel models of PrEP delivery.
In low-resource settings, including a number of African set-

tings, private pharmacies fill an important gap in the medical
system and individuals often rely on and prefer the use of
pharmacies over healthcare facilities to address their medical
needs [4]. Pharmacies can address care needs that are both
urgent (e.g. evaluation and medication for sexually transmitted
infections) and preventive (e.g. contraception) [5] and have
advantages over healthcare facilities, including increased con-
venience and provider engagement. Compared to providers at
healthcare facilities, providers at pharmacies can often spend
more time with clients because they do not have to focus on
treating sick patients and build better rapport with clients
because they are for-profit businesses that rely on repeat ser-
vices. In low-resource settings, it is common for individuals to
first go to a pharmacy to address a medical issue (e.g. symp-
toms of malaria), then only go to a healthcare facility later if
the issue is not resolved [6–8].
Delivery of PrEP through pharmacies is one approach being

utilized in the US to improve PrEP accessibility. In Seattle, the
Kelley-Ross Pharmacy (a private pharmacy) has developed
One Step PrEP, which allows pharmacists to prescribe and
manage PrEP care under a collaborative-practice agreement
with a local primary care clinic [9]. Thus far this model has
been highly successful; from March 2015 to February 2018,

714 clients were evaluated and 695 (97%) initiated PrEP at
the Seattle pharmacy. Among clients that initiated PrEP, 74%
received PrEP drugs on the same day of their visit, and among
clients that refilled PrEP, 90% were found to be PrEP adher-
ent (i.e. their mean proportion of days covered was >80%).
Additionally, no clients HIV seroconverted during the period
of pharmacy-based PrEP delivery. The success of this collabo-
rative practice agreement for pharmacy PrEP care has
inspired replication in other US setting (e.g. Omaha, Nebraska
and San Francisco, California) to expand PrEP access and con-
tinuation [10].
Development of a similar model for pharmacy-based PrEP

delivery in African settings, adapted to local context, could
benefit many. Strategic planning for how such a model could
be delivered safely and effectively could head off unregulated
development of ad hoc PrEP delivery in pharmacies (poten-
tially accompanied with PrEP misinformation). The delivery of
PrEP at private pharmacies in Africa is feasible and within the
domain of care for pharmacy providers. PrEP delivery has rel-
atively few necessary components – HIV testing, counselling
(on PrEP adherence and HIV risk reduction), PrEP prescribing
(including assessment of acute HIV infection and PrEP side
effects) and drug dispensing (Figure 1) [11] – all of which can
be done by pharmacists or pharmaceutical technologists in
low-resource settings (especially with remote clinician over-
sight, like the US model) [12]. Already, many private pharma-
cies counsel clients on the importance of adherence to
medications for hypertension and diabetes, as well as the
importance of condom use for pregnancy and sexually trans-
mitted infection prevention. Some pharmacies in select Africa
countries additionally provide access to HIV self-testing (which
can be provider-assisted) and/or controlled substances (e.g.
repeat prescriptions for opioids or epilepsy medications),
which require special training, storage and records for dis-
pensing [13].
Compared to the existing facility-based model of PrEP

delivery in Africa, pharmacy-based PrEP delivery has a num-
ber of potential advantages. First, pharmacies outnumber
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healthcare facilities in any given location and thus might be
nearer to individuals interested in PrEP, saving both time
and resources. Second, individuals visit pharmacies for both
non-medical and medical reasons, potentially enabling individ-
uals who seek PrEP to maintain privacy and overcome barri-
ers associated with facility-based PrEP stigma. Third,
pharmacies are self-sustaining by offering subsidized or fee-
for-service care, which may make them more responsive to
client demands and result in sustained client engagement if
individuals value services purchased [14]. Finally, the delivery
of PrEP in pharmacies expands the choice of locations to
access PrEP, enabling individuals to select their preferred
model.
Pharmacy-based PrEP delivery in Africa, however, also pre-

sents challenges. First, pharmacy providers in Africa have not
been trained on PrEP delivery, and thus will need focused
training and potential oversight by a remote clinician. Second,
a necessary cost will be associated with PrEP access at phar-
macies to make the model self-sustaining, which may exclude
some individuals (but may also engage other individuals who
value services purchased [14]). Third, individuals may forgo
screening for treatment of other health conditions (e.g.
hypertension, diabetes) if they are no longer frequenting
healthcare facilities for PrEP services. Some of these screen-
ing services, however, could be moved to pharmacy settings
and paired with linkage to care interventions for clients iden-
tified as at risk for a particular health condition. Finally, main-
taining clients’ privacy at smaller pharmacies with limited
space may be a challenge. Thus, only pharmacies with ade-
quate space and the availability of a private room for client
counselling and HIV testing should be allowed to deliver
PrEP services.
To end the HIV epidemic, access to HIV prevention and

treatment services must increase in high HIV prevalence
African settings. Standard facility-based models of HIV pre-
vention and care are not currently reaching all the popula-
tions at risk of or living with HIV. The global coronavirus
disease 2019 (COVID-19) epidemic further pushes health

systems to consider more client-friendly services. Pharmacy-
based PrEP delivery in Africa is timely and has great poten-
tial to reach individuals not currently engaged in PrEP care
and make PrEP more accessible to individuals at risk of HIV
infection.
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Figure 1. Necessary components of pharmacy-based PrEP delivery
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