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Abstract

Next-generation forms of HIV pre-exposure prophylaxis (PrEP) currently in development, including long-acting
injectables (LAIs), rectal microbicides (RMs), antibody infusions (AIs), and subdermal implants (SIs), may
address barriers to daily oral PrEP uptake and adherence. The purpose of this study was to evaluate barriers to oral
PrEP, preferences for next-generation PrEP modalities, sociodemographic characteristics and sexual behaviors
associated with preferences, and reasons for wanting or not wanting each formulation among a sample of men
who have sex with men (MSM). We administered a cross-sectional survey to a diverse sample of MSM currently
taking oral PrEP (n = 108) at two sexually transmitted disease clinics. We used logistic multivariate analyses to
explore preferences, relative to oral PrEP, for each formulation across sociodemographic and sexual behaviors.
The most commonly endorsed barriers were finding a PrEP provider and making appointments to get PrEP.
Participants were most likely to prefer the SI (45%), followed by the LAI (31%), pill (21%), RM (1%), and AI
(1%). Black/African American and Hispanic/Latino MSM were more likely to prefer the LAI over daily oral PrEP
(odds ratio: 2.45, 95% confidence interval: 0.86–6.89), and sexual behaviors were most commonly associated with
preference for the SI. Top reasons for wanting or not wanting each formulation were most commonly related to
perceived ease of use. These findings demonstrate variations in preferences for next-generation PrEP modalities,
highlighting a need to ensure comprehensive access to all formulations once they become available.

Keywords: pre-exposure prophylaxis, men who have sex with men, HIV prevention, next-generation biome-
dical interventions

Introduction

While new HIV diagnoses in the United States have
declined in recent years, disparities persist. In 2017, gay,

bisexual, and other men who have sex with men (MSM) ac-
counted for 66% of all new HIV diagnoses.1 Further subgroup
disparities exist among MSM, with black/African American
and Hispanic/Latino MSM (hereinafter referred to as black
and Hispanic MSM) disproportionately affected among people
living with HIV. Specifically, white MSM have a 1 in 11
lifetime risk of HIV, which increases to 1 in 5 for Hispanic
MSM and 1 in 2 among black MSM.2 Pre-exposure prophy-
laxis (PrEP) is highly effective at preventing HIV among MSM

and has the potential to mitigate disparities. However, uptake
remains suboptimal with common barriers, including lack of
access to PrEP care, low HIV risk perception, cost, stigma, and
concerns about side effects.3–7 Those who do initiate PrEP face
additional barriers to adherence and retention in care, both of
which are necessary to ensure efficacy.8

Importantly, emerging racial and ethnic disparities in PrEP
care may perpetuate existing inequalities.9 Black and His-
panic MSM are dramatically underrepresented at every level
of the PrEP care continuum, including uptake, retention in
care, and adherence.10–13 Prior research shows that these
disparities persist even after structural barriers are ad-
dressed.14 Focused research and public health interventions
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informed by structural barriers, including racism and the
historical abuses of communities of color by medical insti-
tutions, are urgently needed to promote PrEP use and reduce
HIV transmission among MSM of color.13,15,16

Ongoing development of the next generation of PrEP
formulations has the potential to reduce barriers to uptake,
adherence, and retention in care. Nonoral forms of PrEP
currently in development include long-acting injectables
(LAIs), rectal microbicides (RMs), antibody infusions
(AIs), and subdermal implants (SIs).17 These modalities
may appeal to populations that disproportionately experi-
ence barriers to daily oral PrEP. For example, formulations
that do not require a daily pill may reduce PrEP stigmas
associated with being HIV positive, gay, or ‘‘sexually ir-
responsible.’’18 Long-acting formulations may also make it
easier for people with more life chaos who experience
difficulty taking a daily pill, picking up prescriptions, or
getting to appointments.19 Further, certain characteristics
of alternative modalities may appeal to others who have not
yet initiated PrEP.20 Next-generation products are in de-
velopment and anticipated to become approved in the next
few years. Once these formulations become available, im-
plementation success will depend on their acceptability
among populations of focus and particularly MSM of color.

Research on next-generation PrEP modality acceptability
among MSM thus far has primarily focused on LAIs.21–23

Some studies have also included RMs and SIs.24–26 Findings
from this research suggest that MSM are interested in and
willing to use next-generation PrEP formulations and that
LAIs are preferred over daily oral PrEP. Few of these studies
have compared preferences across modalities, and none have
compared all modalities currently in development to daily
oral PrEP. In addition, black and Hispanic MSM are gener-
ally underrepresented in next-generation acceptability re-
search even though these populations are at high risk for HIV
infection and most likely to benefit from PrEP.

This research builds upon prior work to evaluate next-
generation PrEP preferences across modalities among MSM
currently taking oral PrEP. The objectives of this study were to
evaluate barriers to oral PrEP use and adherence, preferences
for various next-generation PrEP modalities, sociodemographic
characteristics and sexual behaviors associated with prefer-
ences, and reasons for wanting or not wanting each formulation
among a racially and ethnically diverse sample of MSM.

Methods

Study participants and procedures

We administered a cross-sectional survey to a sample of
MSM (n = 114) at two safety-net sexually transmitted disease
(STD) clinics in Providence, Rhode Island and Boston,
Massachusetts in 2017. Eligibility criteria included the fol-
lowing: (1) being 18 years of age or older, (2) identifying as
male, (3) reporting sex with another man in the previous 12
months, (4) receiving care at one of the participating STD
clinics, (5) being able to provide written informed consent,
and (6) speaking English or Spanish. Trained research as-
sistants conducted informed consent, answered any questions
or concerns, administered the surveys, and provided com-
pensation of $20 to all participants. The Miriam Hospital and
the Boston University Medical Campus Institutional Review
Boards reviewed and approved this research.

Study instrument

We collected information on sociodemographic charac-
teristics, sexual behaviors, barriers to oral PrEP, and prefer-
ences for each next-generation modality. Sexual and risk
behavior questions were adapted from prior research and
included number of sex partners, STD diagnoses, receptive
sex, condomless sex, and sex with an HIV-positive partner at
any point in the past 6 months.27

Participants were asked whether they experienced any of
14 established barriers to obtaining daily oral PrEP with the
following question: ‘‘Parts of the process of getting and
taking PrEP may be easy or difficult for different people.
How difficult is each of the following for you?’’ Barriers
are based on prior research and covered topics, including
finding information, finding and talking to a PrEP provider,
attending appointments, taking PrEP every day, coping
with side effects, and paying for PrEP care.28–30 We as-
sessed barriers using a 5-point scale (1 = ‘‘Very Easy’’ to
5 = ‘‘Very Difficult’’). Likert responses were dichotomized
for ease of descriptive presentation, and participants who
identified a barrier as ‘‘medium,’’ ‘‘difficult,’’ or ‘‘very
difficult’’ were classified as endorsing that barrier. For
analytic purposes, responses of ‘‘not applicable’’ were set
to missing.

Information on the administration and duration of each
next-generation PrEP modality was provided before con-
ducting the survey. The LAI was described as an injectable
form of PrEP that is administered every 2–3 months and the
RM as a PrEP gel that can be inserted into the rectum before
sex. The AI was explained as ‘‘a process where antibodies, or
particles the body uses to fight viruses such as HIV, are in-
fused directly into a person’s blood.’’ Finally, we described
the SI as ‘‘a small flexible rod, about the size of a match, that
is placed under the skin periodically to deliver a PrEP med-
ication into the bloodstream.’’ We explained that each of
these PrEP forms is still in development and not available for
public use at this time.

We asked participants to rank all formulations, including
LAIs, RMs, AIs, SIs, and daily oral PrEP, in order of how
likely they would be to use each. Product rankings were as-
sessed with the prompt: Please rank each of the following
PrEP formulations in order of how likely you would be to use
it, where 1 = ‘‘most likely to use’’ and 5 = ‘‘least likely to
use.’’ The interviewer then read a list of each next-generation
formulation along with daily oral PrEP, and participants as-
signed each a rank from 1 to 5. Preference for each formu-
lation relative to oral PrEP was assessed with the following
questions: (1) ‘‘If you had a choice to use a daily pill or a shot
every 2–3 months for PrEP, which would you choose?,’’ (2)
‘‘If you had a choice to use a daily pill or a gel applied to the
rectum before sex for PrEP, which would you choose?,’’ (3)
‘‘If you had a choice to use a daily pill or an IV antibody
infusion treatment every 2 months for PrEP, which would
you choose?,’’ and (4) ‘‘If you had a choice to use a daily pill
or an implant for PrEP, which would you choose?.’’ Re-
sponses of ‘‘neither’’ or ‘‘unsure’’ were set to missing. We
also assessed general interest in each formulation with the
question: ‘‘How interested would you be in using [each
modality] for PrEP if it were available’’ with a five-point
Likert scale of ‘‘very interested,’’ ‘‘somewhat interested,’’
‘‘neutral,’’ ‘‘not very interested,’’ and ‘‘not at all interested.’’
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Following interest assessments, participants were asked:
‘‘What is the most important reason you WOULD or
WOULD NOT want to use [each formulation] for PrEP?’’
Short answer responses were recorded in writing by research
staff for each modality.

Analytic approach

We restricted the study sample to participants who were
currently taking oral PrEP (n = 108), excluding any that were
not on PrEP (n = 2) or had missing data on whether they were
currently taking PrEP (n = 4). Bivariate analyses were used to
present sociodemographic characteristics, sexual behaviors,
and self-reported HIV risk by race/ethnicity. Due to our
moderate sample size, black and Hispanic MSM were
grouped into one category, and chi-square or Fisher’s exact
tests were used to identify differences in sociodemographic
and sexual behaviors. Endorsed barriers to oral PrEP were
also examined by race/ethnicity. We calculated the propor-
tion of the study sample who selected each formulation as
their first, second, third, fourth, and fifth choice. Three trained
research staff members used open coding to identify and
refine themes from the short answer responses to the question
about the most important reason the participant would or
would not use each formulation for PrEP. Each response was
assigned the most appropriate theme category by the research
team, and frequencies and percentages of these themes are
presented for each formulation. Finally, we conducted ex-
ploratory analyses using multivariable logistic regressions
to identify associations between sociodemographic charac-
teristics, sexual behaviors, and formulation preferences.
Models were constructed for each independent variable
(exposure) with a panel of confounding variables, which
were determined a priori and by directed acyclic graphs. All
analyses were performed in Stata (version 15.1; StataCorp
LLC).

Results

Sociodemographic and sexual behaviors

In the study sample (n = 108), the median age was 32 years
(interquartile range: 16) (Table 1). The majority of partici-
pants identified as gay (89%) and single (67%). Most had at
least a college education (81%), private health insurance
(71%), and an annual income of at least $60,000 (44%).
Approximately 13% were students, and 6% reported unstable
housing in the past 6 months. In the 6 months before study
participation, 40% reported having six or more sex partners,
38% reported STD diagnosis, 70% reported having sex
without a condom, and 25% reported sex with a partner who
was HIV positive. Most participants self-identified as low
risk for HIV transmission (64%). Of 108 study participants,
25% identified as Hispanic or Latino, 19% as black or African
American, and 4% as Asian. With a median age of 30.5 years,
black and Hispanic MSM were younger, more likely to be a
student (23%), have lower educational attainment, lower
income, public insurance coverage (53%), and were more
likely to report unstable housing in the past 6 months (11%).
There were no significant differences in sexual behaviors or
self-reported HIV risk between black and Hispanic MSM and
other racial/ethnic groups.

Barriers to retention and adherence

Approximately 65% of all participants reported at least one
barrier to using oral PrEP (Fig. 1). The most commonly en-
dorsed barriers were as follows: (1) finding a healthcare
provider who could provide PrEP (39%), (2) making an ap-
pointment to get PrEP (18%), (3) picking up prescriptions
(16%), and (4) talking to healthcare providers about PrEP
(16%). We also found significant racial/ethnic differences in
barriers. Approximately 19% of black and Hispanic MSM
endorsed difficulty taking PrEP every day, 18% reported
difficulty keeping appointments, and 16% reported difficulty
staying motivated to take PrEP every day (compared to 5%,
8%, and 2% of white patients, respectively). Approximately
13% of white and Asian MSM endorsed difficulty finding
information about PrEP, compared to 2% of black and His-
panic MSM. White and Asian men were also more likely to
report difficulty coping with side effects and finding infor-
mation about PrEP, although these differences did not reach
statistical significance.

Next-generation product rankings

When asked to rank likelihood of using products on a scale
from 1 to 5, the SI was most commonly selected as the first
choice (45%), followed by the LAI (31%) and daily oral PrEP
(21%) (Fig. 2). Both the RM and AI were ranked first by 1%
of participants.

Reasons for wanting and not wanting
next-generation formulations

Among those who said they were somewhat or very inter-
ested in the LAI, the most common reasons cited for wanting
to use this modality included: not having to take a daily pill
(43%), convenience (30%), and timing or dosage frequency
(11%) (Table 2). In response to the prompt of most important
reasons for not wanting to use the LAI, participants who said
they were not very or not at all interested cited disliking nee-
dles (46%), concerns about safety or effectiveness (23%), and
logistical difficulties (15%). Convenience (36%), timing or
dosage frequency (21%), and perceptions that they would
experience fewer side effects (14%) were top reasons for
wanting to use the RM among those who expressed interest.
Among those not interested in the RM, top reasons for not
wanting to use this formulation included concerns about safety
or effectiveness (30%), inconvenience (22%), and logistical
difficulty (12%). Participants interested in the AI cited con-
venience (45%), timing or dosage frequency (7%), and not
having to take a daily pill (24%) as top reasons. Those not
interested in the AI cited timing or dosage frequency (26%),
not liking needles (16%), and concerns about physical or
psychological discomfort (13%). Convenience was the top
reason for wanting to use the SI (49%), followed by timing or
dosage frequency (26%) and not having to take a daily pill
(10%). Top reasons for not wanting the SI included physical or
psychological discomfort (48%), lack of information (19%),
and concerns about safety or effectiveness (14%).

Multi-variable analysis for preferences
of next-generation PrEP

In multivariate logistic analyses, black and Hispanic MSM
were more likely (odds ratio [OR]: 2.45, 95% confidence
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interval [CI]: 0.86–6.89) to prefer the LAI over daily
oral PrEP. MSM with public insurance also had an increased
odds (adjusted odds ratio [aOR]: 2.80, 95% CI: 0.71–11.1)
of preferring the LAI (Table 3). Preference for the RM
was associated with being a current student (aOR: 3.9,
95% CI: 0.61–25.26), having public insurance coverage
(aOR: 4.11, 95% CI: 0.87–19.46), and reporting one to two
sexual partners in the past 6 months (aOR: 6.68, 95% CI:
0.72–61.52). Participants who reported sex with an HIV-
positive partner in the past 6 months were 155% (aOR: 2.55,

95% CI: 0.93–7.03) more likely to prefer the AI. MSM who
identified as gay had increased odds (OR: 3.07, 95% CI:
0.86–10.89) of preferring the SI over oral PrEP, as were those
with three to five sexual partners in the past 6 months (aOR:
3.15, 95% CI: 0.75–13.17). Preference for the SI was also
associated with increased odds of a recent STD diagnosis
(aOR: 2.10, 95% CI: 0.78–5.65), reporting receptive anal
(aOR: 2.39, 95% CI: 0.97–5.92) or condomless sex in the past
6 months (aOR: 1.93, 95% CI: 0.78–4.78), and low (aOR:
2.71, 95% CI: 0.70–10.53) or medium self-reported HIV risk

Table 1. Demographic Characteristics, Sexual Behaviors, and Self-Reported HIV Risk by Race/Ethnicity

Total
(n = 108)

Black or Hispanic/Latino
(n = 44)

Not black or Hispanic/Latino
(n = 64) p

Age, median (IQR) 32 (16) 30.5 (10) 36 (18) <0.001
Sexual orientation, n (%) 0.196

Gay 96 (88.9) 36 (81.8) 60 (93.8)
Bisexual 12 (11.1) 8 (18.2) 4 (6.2)

Education, n (%) 0.102
High school or less 7 (6.5) 6 (13.7) 1 (1.6)
Some college 13 (12) 7 (15.9) 6 (9.4)
College 50 (46.3) 21 (47.7) 29 (45.3)
Graduate school 38 (35.2) 10 (22.7) 28 (43.7)

Student, n (%) 14 (12.9) 10 (22.7) 4 (6.2) 0.005
Income, n (%) <0.001

£ $29,999 29 (26.9) 20 (45.5) 9 (14.1)
$30,000–$59,999 31 (28.7) 15 (34) 16 (25)
‡ $60,000 48 (44.4) 9 (20.5) 39 (60.9)

Relationship status, n (%) 0.250
Single 67 (62) 30 (68.2) 35 (55.2)
Monogamous 21 (19.5) 7 (15.9) 16 (25.4)
Nonmonogamous 20 (18.5) 7 (15.9) 12 (19.4)

Insurance, n (%) <0.001
Private 76 (71.0) 20 (46.5) 56 (87.5)
Public 31 (29.0) 23 (53.5) 8 (12.5)

Unstable housing, n (%) 6 (5.6) 5 (11.4) 1 (1.6) 0.080
No. of sex partners, past 6 months, n (%) 0.524

0 partners 22 (20.4) 6 (13.6) 16 (25)
1–2 partners 25 (23.1) 11 (25.0) 14 (21.9)
3–5 partners 19 (17.6) 8 (18.2) 11 (17.2)
6 or more partners 42 (38.9) 19 (43.2) 23 (35.9)

STD diagnosis, n (%) 0.069
No 37 (34.2) 16 (36.4) 21 (32.8)
Yes, ever 30 (27.8) 7 (15.9) 23 (35.9)
Yes, past 6 months 41 (38.0) 21 (47.7) 20 (31.3)

Receptive sex, past 6 months, n (%) 0.444
No 29 (26.9) 13 (29.5) 16 (25)
Yes 79 (73.1) 31 (70.5) 48 (75)

Condomless sex, past 6 months, n (%) 0.501
No 33 (30.6) 12 (27.3) 21 (32.8)
Yes 75 (69.4) 32 (72.7) 43 (67.2)

Sex with HIV positive partner, past 6
months, n (%)

0.306

No 81 (75) 34 (77.3) 47 (73.4)
Yes 27 (25) 10 (22.7) 17 (26.6)

Self-reported HIV risk, n (%) 0.702
No risk 10 (9.3) 6 (13.6) 4 (6.2)
Low risk 69 (63.9) 25 (56.8) 44 (68.8)
Medium risk 18 (16.7) 8 (18.2) 10 (15.6)
High risk 11 (10.1) 5 (11.4) 6 (9.4)

IQR, interquartile range; STD, sexually transmitted disease.
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(aOR: 4.76, 95% CI: 0.80–27.08). Participants with a high
school education or less were also 92% (aOR: 0.08, 95% CI:
0.01–0.61) less likely to prefer the SI to daily oral PrEP.

Discussion

MSM who participated in this study endorsed a number of
barriers to oral PrEP, including finding a healthcare provider,
making appointments, and picking up prescriptions. Black
and Hispanic MSM were more likely to experience difficulty

keeping PrEP appointments, taking PrEP every day, and
staying motivated to take PrEP compared to white or Asian
MSM. These findings are consistent with research demon-
strating higher structural barriers to PrEP care among
black/African American and Hispanic/Latino men.31,32 Most
research on barriers to oral PrEP has been conducted among
MSM who have not yet initiated PrEP. Our focus on barriers
among MSM who are currently taking PrEP provides insight
into how these men may struggle with adherence and reten-
tion in care as opposed to uptake. It is important to note that

FIG. 1. Barriers to oral
PrEP by race/ethnicity. PrEP,
pre-exposure prophylaxis.

FIG. 2. Ranked preference percentage
for each formulation.
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structural obstacles to care, including provider availability
and perceptions, uninsurance, and underinsurance, will per-
sist even after new modalities become available.33,34

Among our study sample, the SI was the most frequently
ranked first PrEP formulation choice, followed by the LAI,
daily oral pill, RM, and AI. Formulation rankings suggest that
both the SI and LAI are preferred over daily oral PrEP. Of all
next-generation formulations, most participants preferred the
LAI (65.7%) and the SI (63.9%) to daily oral PrEP. This
finding is inconsistent with a 2017 study which found that
only 30.8% of MSM currently taking daily oral PrEP would
prefer the LAI to daily oral PrEP.20 To our knowledge, this is
the only other study to date that has assessed the extent to
which MSM already using daily oral PrEP would be willing
to switch to next-generation formulations.

Responses to reasons for wanting each formulation dem-
onstrate that not having to take a daily oral pill, convenience,

and timing or dosage frequency were the most commonly
cited across the next-generation modalities examined in this
study. Disliking of needles was the top reason most patients
did not want the LAI or the AI. Other top reasons for not
wanting next-generation modalities included concerns about
safety or effectiveness, physical or psychological discomfort,
inconvenience, and logistical difficulty. These findings in-
dicate that ease of use (i.e., convenience, inconvenience,
timing or dosage frequency, and logistics of getting/taking
the formulation) is a primary reason motivating appeal to-
ward next-generation modalities. Concerns about safety/ef-
fectiveness are mutable and should be explicitly addressed by
providers once these formulations become available.

Different sociodemographic characteristics and sexual
behaviors predicted preference for different next-generation
formulations. Black and Hispanic MSM were more likely to
prefer all next-generation PrEP formulations to daily oral

Table 2. Open-Ended Responses to Preference Reasons

Would (n = 79) n (%) Would not (n = 13) n (%)

Long-acting injectable
Would not have to take

a daily pill
34 (43) Does not like needles 6 (46)

Convenience 24 (30.4) Safety or effectiveness 3 (23.1)
Timing or dosage frequency 9 (11.4) Logistical difficulty 2 (15.4)
Ease of mind 9 (11.4) Inconvenience 2 (15.4)
Safety or effectiveness 3 (3.8)

Would (n = 14) n (%) Would not (n = 73) n (%)

Rectal microbicide
Convenience 5 (35.7) Safety or effectiveness 22 (30.1)
Timing or dosage frequency 3 (21.4) Inconvenience 16 (21.9)
Perceptions of fewer side effects 2 (14.3) Logistical difficulty 9 (12.3)
Would not have to take a daily pill 1 (7.1) Sexual positioning 9 (12.3)
Logistical ease 1 (7.1) Physical or psychological discomfort 5 (6.9)
Initial positive reaction 1 (7.1) Initial negative reaction 4 (5.5)
Sexual pleasure 1 (7.1) Timing or dosage frequency 4 (5.5)

Sexual pleasure 3 (4.1)
Concerns about side effects 1 (1.4)

Would (n = 29) n (%) Would not (n = 61) n (%)

Antibody infusion
Convenience 13 (44.8) Timing or dosage frequency 16 (26.2)
Timing or dosage frequency 7 (24.1) Does not like needles 10 (16.4)
Would not have to take a daily pill 7 (24.1) Physical or psychological discomfort 8 (13.1)
Logistical ease 1 (3.5) Inconvenience 8 (13.1)
Safety or effectiveness 1 (3.5) Logistical difficulty 7 (11.5)

Initial negative reaction 5 (8.2)
Safety or effectiveness 5 (8.2)
Concerns about side effects 1 (1.6)
Lack of information 1 (1.6)

Would (n = 72) n (%) Would not (n = 21) n (%)

Subdermal implant
Convenience 35 (48.6) Physical or psychological discomfort 10 (47.6)
Timing or dosage frequency 18 (26.4) Lack of information 4 (19)
Would not have to take a daily pill 10 (13.9) Safety or effectiveness 3 (14.3)
Ease of mind 3 (4.1) Initial negative reaction 2 (9.5)
Logistical ease 2 (2.8) Inconvenience 1 (4.8)
Initial positive reaction 2 (2.8) Concerns about side effects 1 (4.8)
Logistical difficulty 1 (1.4)
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PrEP, although this difference was only significant at p £ 0.10
for the LAI. This finding is generally consistent with next-
generation acceptability research, some of which demonstrates
more interest in the LAI among black and Hispanic MSM.35 In
addition, sexual behaviors, including number of total partners
and recent STD diagnosis, were most commonly associated
with preference for the SI. These associations should be in-
terpreted with caution, especially concerning their implica-
tions for person-centered PrEP care. While next-generation
formulations may help MSM overcome barriers to uptake and
adherence, individual preferences must always supersede
provider inclinations toward a particular modality.

This study has several limitations. First, our moderate
sample size did not allow us to examine differences between
black and Hispanic MSM. Second, participants self-selected to
be part of this study and were already taking daily oral PrEP,
thus our findings may not generalize to other populations.
Because this research was conducted in STD clinics, we were,
however, able to demonstrate the acceptability of these for-
mulations among those already taking daily oral PrEP within a
clinical setting where most people receive PrEP care. Asses-
sing preferences in this population also has utility for under-
standing whether and how next-generation nonoral PrEP
formulations may help individuals who are motivated to take
PrEP overcome barriers to care. Finally, survey data may be
subject to recall or social desirability bias. Recent research has
identified inconsistencies in hypothetical willingness and ac-
tual intentions in PrEP uptake, highlighting limits inherent in
acceptability research.36 All MSM in this study were currently
taking daily oral PrEP, demonstrating an established willing-
ness to take this medication. By asking participants to rank
each formulation and indicate whether or not they prefer each
form to daily oral PrEP, our measures of preference may cir-
cumvent the ‘‘willingness’’ versus ‘‘intentions’’ disconnect.

To our knowledge, this is the first study to compare the LAI,
RM, AI, and SI with daily oral PrEP, and one of the first to
examine next-generation preferences among MSM currently
taking daily oral PrEP. Reported barriers to daily oral PrEP,
along with racial/ethnic differences in reported barriers, indi-
cate a need for interventions to address these barriers at both
the individual and structural levels. Our findings suggest that
top reasons for interest in alternative PrEP formulations among
MSM already taking oral PrEP are most commonly related to
ease of use, although participants also cited concerns about
safety or effectiveness and discomfort as a primary deterrent.
Finally, next-generation modalities may be preferred over
daily oral PrEP by MSM with certain sociodemographic
characteristics or sexual behaviors. Ultimately, variations in
modality preferences highlight a desire for choice and a need
for research on how to translate preferences to person-centered
clinical practice and public health policy. Partnerships among
government agencies, health care workers, researchers, and
patients will be essential for doing so.37 Once these formu-
lations are available, ensuring access through comprehensive
insurance coverage for the full range of methods and inte-
gration into nonspecialized settings will also be necessary for
optimal uptake and retention in PrEP care.
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