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Abstract
Background  Using data from the HIV pre-exposure prophylaxis (PrEP) Impact trial, an implementation trial of PrEP 
across sexual health services to inform routine PrEP commissioning in England, we examined sexual health service 
use and PrEP need during UK COVID-19 social restrictions (March-November 2020) to assess the pandemic’s impact 
on PrEP delivery in England. This is the first analysis extending trial data beyond February 2020.

Methods  We collated monthly aggregate data from 157 PrEP Impact Trial clinics in England (October 2017–
November 2020), focusing on gay, bisexual, and other men who have sex with men (MSM). For trial participants and 
non-trial attendees (NTA), we examined trends in service use, STI/HIV test positivity, PrEP need, and prescriptions 
(30, 60, 90, ≥ 120 tablets). We also assessed changes in the enrolment patterns of key subgroups (aged 16–24, ethnic 
minority background, and bacterial STI history) over time. COVID-19 restrictions were defined as March–July and 
September–November 2020.

Results  Attendances markedly decreased between February and April 2020 (-34% for trial participants; -78% for 
NTA). By July 2020, trial participant attendances had nearly returned to pre-lockdown levels, while NTA attendances 
remained more than 50% lower than in January. HIV and STI test positivity increased more among NTA than trial 
attendees during restrictions, reaching 0.95% [95% CI 0.51–1.63] and 18.9% [95% CI 17.0-20.9] respectively. This 
suggests triage towards higher risk individuals but also highlights likely unmet need among others. The proportion 
of clinic attendees with PrEP need also increased during the pandemic, and short-lived increases to longer term 
prescriptions were observed. Demographic shifts during restrictions showed decreased in-person enrolment among 
younger people and increased representation of ethnic minority groups.

Conclusions  Structured PrEP delivery preserved access among trial participants during COVID-19-related disruptions, 
but non-trial attendees, despite persistent risk, faced greater barriers and slower recovery. These disparities underscore 
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Background
The COVID-19 pandemic and associated restrictions led 
to major disruptions to healthcare access and provision. 
The UK government introduced measures such as social 
distancing and travel restrictions to minimise COVID-
19 transmission from March 2020. The first of three 
national lockdowns lasted from 23 March to 4 July 2020 
[1]. New social gathering restrictions and local lockdown 
continued from September 2020 onwards, and a second 
national lockdown came into effect on 5 November 2020. 
These measures severely affected UK healthcare services, 
including sexual health services (SHS), disrupting the 
provision of STI and HIV prevention interventions not 
provided remotely (e.g., vaccination) [2]. Disruptions to 
sexual health services were reported internationally [3], 
including in high-income countries with established HIV 
pre-exposure prophylaxis (hereafter, PrEP) programmes 
[4–6].

From October 2017 to March 2020, PrEP in England 
was primarily provided through 157 sexual health ser-
vices participating in the PrEP Impact Trial [7], an imple-
mentation study to inform routine PrEP commissioning. 
Participants clinically assessed as eligible for PrEP and 
agreeing to quarterly follow-up visits (face-to-face or 
online) were enrolled at trial clinics and received PrEP 
prescriptions for up to 6-months [7–9]. During Eng-
land’s social restrictions, the PrEP Impact trial contin-
ued enrolling new participants until planned enrolment 
end (July 2020) and continued follow-up visits, including 
PrEP provision, through the trial conclusion in Novem-
ber 2020. While many SHS remained open for complex 
cases, those using PrEP and high priority groups [10–12], 
face-to-face services were largely reduced due to staffing 
redeployment [11]. During periods of social restrictions, 
all SHS users were subject to online or telephone triage 
before attending services. Consequently, overall STI and 
HIV testing volumes fell substantially during lockdown 
periods, indicating reduced access to routine (including 
asymptomatic) screening, although laboratory testing 
itself was not formally suspended. Through restrictions, 
the PrEP Impact Trial remained open to recruitment 
and follow-up, with protocol amendments that included 
dispense of 6-monthly prescriptions with follow-up 
assessment through e-services (hereafter online ser-
vices) (i.e. STI self-sampling activity captured as online 

service activity [13]) and remote appointments. Outside 
of the trial, PrEP was also available through online and 
private sourcing but with STI, HIV and renal monitor-
ing provided through publicly funded SHS. Routine 
commissioning of PrEP in England, where PrEP became 
nationally available across sexual health services through 
the National Health Service (NHS), began from October 
2020 [14].

To minimise the impact of COVID-19 restrictions on 
key PrEP Impact Trial outcomes (e.g. PrEP eligibility and 
need, STI and HIV testing), the study was shortened to 
include data up to 29 February 2020 [7]. This is the first 
report extending PrEP Impact trial data through COVID-
19 social restrictions to the trial endpoint in November 
2020. We descriptively examine SHS use, STI/HIV test-
ing and diagnoses, PrEP need and prescriptions, and 
enrolee profiles during UK social restrictions to assess 
the pandemic’s impact on PrEP delivery and service use.

Methods
Study methods and participants
Using trial data from 157 sexual health clinics partici-
pating in the PrEP Impact trial in England, we present 
aggregate monthly totals from February 2020 (the period 
of interest for main trial analyses [7]) to November 2020 
(end of trial data collection), unless otherwise specified, 
for individual outcomes described below. Analyses were 
restricted to gay, bisexual, and other men who have sex 
with men (MSM), the primary trial recruitment group. 
This population represented the highest HIV risk group 
in the UK and accounted for the majority of PrEP users.

Full trial details have been previously described [7]. A 
summary of trial participants (people enrolled) and non-
trial attendees (NTA; people never enrolled) is found in 
Appendix I (MSM participant flow chart). Briefly, trial 
participants included HIV-negative individuals aged ≥ 16 
who were clinically assessed as eligible for PrEP attend-
ing participating SHS between 13 October 2017 and 
12 July 2020. NTA included HIV-negative individuals 
aged ≥ 16 attending the same clinics during the study 
period. Trial data, consisting of electronic case report 
forms (eCRFs) of PrEP prescription at clinic visits, were 
linked with informed consent to national STI surveil-
lance (GUMCAD STI Surveillance System) [9].

the need for resilient, flexible delivery models that can sustain HIV prevention in periods of major service disruptions. 
With continued PrEP scale-up, addressing equity gaps for those outside established care pathways will be essential to 
prevent widening disparities and ensure the success of HIV prevention efforts.

Trial registration  The study is registered with ClinicalTrials.gov (Prospective, non-interventional trial NCT03253757; 
registered 06/16/2017).
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For the present analysis, COVID-19 social restriction 
periods were defined as March to July 2020 (first national 
lockdown) and September to November 2020 (local lock-
downs prior to second national lockdown).

Service use in trial clinics, October 2017 to November 2020
Service use trends were examined by calculating monthly 
totals of trial enrolees, trial participants and attendances; 
for NTAs, numbers of attendees and attendances from 
trial start to end (October 2017-November 2020). The 
percentage of clinic attendances by trial participants 
(enrolment and follow-up visits) was also calculated (par-
ticipant attendances/ all attendances x 100%). Due to 
limitations in data reporting and data governance restric-
tions, online service activity was underrepresented and 
not added to NTA records. However, for trial participants 
online service use was integrated in attendance records, 
though this only represented < 1% of all attendances.

STI/HIV tests, diagnoses, and positivity, January 2019 to 
November 2020
Monthly number of individual tests and diagnoses were 
collated for trial participants and NTA to examine trends 
from January 2019 to November 2020. As per method-
ology used for STI incidence calculations in main trial 
analysis [7], prevalent STI diagnoses, or diagnoses made 
at trial participant enrolment or NTA first attendance, 
were excluded from monthly totals. STI test positivity 
was computed as number of individual STI diagnoses/
number of individual STI tests x 100%, and HIV test pos-
itivity as number of HIV diagnoses/number of HIV tests 
x 100%, with 95% confidence intervals (CI).

PrEP need, January 2019 to November 2020
NTAs at risk of HIV acquisition were identified as per 
previous trial methods [7] (i.e. attendees meeting at least 
one risk criterium among reporting a rectal bacterial STI 
diagnosis, use of HIV post-exposure prophylaxis (PEP), 
being a sex worker, being a sexual contact of someone 
diagnosed with HIV or syphilis, and/or having had two 
or more HIV tests in the previous year).

We examined monthly PrEP-need by combining the 
number of trial participants, NTA considered at risk of 
HIV acquisition (described above), HIV diagnoses in trial 
participants (all) and NTA not considered at risk of HIV 
acquisition, and those ever obtaining PrEP from another 
source (i.e., not trial sourced). For monthly totals, those 
who ever reported obtaining PrEP from another source 
were counted this way throughout the analysis period. 
Trends of PrEP need were computed as the percentage of 
clinic attendees with PrEP need (PrEP need/all trial clinic 
attendees x 100%), and the proportion of clinic attendees 
with PrEP need met by the Impact trial as trial partici-
pants/total PrEP need x 100%, with 95% CIs.

PrEP prescriptions, January 2019 to November 2020
To examine changes in PrEP prescriptions, we collated 
the number and type of monthly prescriptions (enrol-
ment or follow-up). We present monthly totals (30, 60, 
90, ≥ 120 tablets), where specified. Data underreporting 
limited examinations of PrEP regimen switching (e.g. 
between daily and event-driven use) through the trial 
period.

Enrolee profiles by period, October 2017 to November 
2020
Shifts in enrolment profiles were assessed by calculat-
ing the percentages of trial enrolees aged 16–24, of those 
from an ethnic minority group (i.e. reporting Black, 
Asian, Mixed or other ethnicity), and of those with a bac-
terial STI history (chlamydia, gonorrhoea, or syphilis) 
one year prior to enrolment by approximately 6-monthly 
periods from the start of trial enrolment (October 2017) 
to enrolment end (July 2020). NTA characteristics are 
similarly assessed based on first attendance during the 
period of interest.

Time periods used to assess enrolee profiles were 
Period 1 (October 2017-March 2018), Period 2 (April 
2018-September 2018), Period 3 (October 2018-March 
2019), Period 4 (April 2019-September 2019), Period 
5 (October 2019-February 2020), and Period 6 (March 
2020-July 2020). These intervals were pragmatically set, 
with Periods 5 and 6 shortened to capture pre- and post- 
COVID-19 restrictions respectively.

Results
Service use in participating trial clinics, October 2017 to 
November 2020
From October 2017 to July 2020, 23,178 MSM par-
ticipants enrolled in the PrEP Impact trial (24,215 total 
trial participants, not shown). Enrolment continued 
during COVID-19 restrictions, with 12% of MSM trial 
participants recruited during the first lockdown period 
(March–July 2020). Between March and November 
2020, there were 119,518 attendances across trial clinics 
(58,043 by trial participants and 61,475 by NTA).

Through the study period, trial enrolment fluctu-
ated (Fig.  1a, Appendix II), peaking at 1,383 enrolees 
in August 2019 and dropping to 20 during April 2020’s 
national lockdown, before rebounding to 1344 by July 
2020. Attendance trends mirrored enrolment (Fig.  1a, 
Appendix II Number of enrolees, attendees and atten-
dances among trial participants and non-trial attendees 
to clinics participating in the PrEP Impact trial, Octo-
ber 2017-November 2020), with trial participants atten-
dances dropping by 42% from January (8,363) to April 
2020 (4,838) and NTA attendances falling by 82% (17,007 
to 3,142 attendances) (Fig. 1b, Appendix II). Trial partici-
pant attendances recovered to 8,069 by July 2020, while 
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overall attendance numbers, trial participants comprised 
over 61% of all clinic attendance activity in April 2020, 
decreasing to 41% through November 2020 as attendance 
numbers began to recover (Appendix II).

STI/HIV tests, diagnoses, and test positivity, January 2019 
to November 2020
From January 2019 to February 2020, STI test positiv-
ity was higher in trial participants (8–9%) than in NTA 

NTA attendances remained below half of January levels 
(6,949). Despite this recovery in trial participants fol-
lowing the first lockdown period, attendances declined 
again during subsequent lockdown periods (September 
2020-November 2020) alongside gradual, but consistent 
attendance recovery among non-trial attendees.

The proportion of attendances by trial participants 
increased up to the first lockdown (25% in Octo-
ber 2017 to 34% in February 2020). With decreases in 

Fig. 1  Service use trends in trial participants and non-trial attendees to clinics participating in the PrEP Impact trial, October 2017-November 2020. a) Trial 
participant. b) Non-trial attendees. *COVID-19 social restrictions (March-May 2020, September-Nov 2020). Note scale
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(< 8%) (Fig. 2a). During lockdowns, STI positivity shifted, 
peaking at 18.9% (95% CI 17.0–20.9) in NTA in April 
2020 versus 11.7% (95% CI 10.4–13.0) in trial participants 
(Appendix II). Full STI testing information is found in 
Appendix III (Number of STI tests, diagnoses, and test 
positivity among trial participants and non-trial attend-
ees to clinics participating in the PrEP Impact trial, Janu-
ary 2019-November 2020).

In contrast, HIV test positivity was consistently higher 
in NTA than trial participants, peaking in May 2020 at 
0.95% (95% CI 0.51–1.63) among NTA and 0.12% (95% 
CI 0.03–0.36) in trial participants by November 2020 
(Fig.  2b, Appendix IV Number of HIV tests, diagnoses, 
and test positivity among trial participants and non-trial 
attendees of clinics participating in the PrEP Impact trial, 
January 2019-November 2020). Full HIV testing informa-
tion is found in Appendix IV.

Fig. 2  STI and HIV test positivity in trial participants and non-trial attendees to clinics participating in the PrEP Impact trial, January 2019-November 2020. 
a) STI test positivity. b) HIV test positivity. *COVID-19 social restrictions (March-May 2020, September-Nov 2020). Note scale
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PrEP need, January 2019 to November 2020
Levels of PrEP need gradually increased from 61% (95% 
CI 60–62) in January 2019 to 64% (95% CI 63–66) in 
February 2020 (Fig. 3, Appendix V Number of attendees 
with PrEP need and percentage of attendees with PrEP 
need who had need met by the PrEP Impact trial, Janu-
ary 2019-November 2020). During the lockdown period, 
PrEP need increased to 76% (95% CI 74–78) in May 2020, 
and then decreased through the end of data collection. 
PrEP need met by the PrEP Impact trial steadily rose 
through the study period, peaking in April 2020 (79% 
[95% CI 76–81]), when trial participants comprised the 
highest percentage of clinic attendances (Appendix II). 
PrEP need met by the Impact trial fell during the first 
lockdown period through to the trial conclusion. Full 
PrEP need information is found in Appendix V.

PrEP prescriptions, January 2019 to November 2020
Over 82,000 PrEP prescriptions were issued during the 
study period; most, where specified, were for 90 tablets. 
During the first lockdown, prescriptions of ≥ 120 tablets 
peaked at 1,632 in May 2020 (57% of 2,856 prescriptions) 
before shifting back to 90 tablets from June 2020 onwards 
(Table 1).

Enrolee profiles by period, October 2017 to November 
2020.

Between Periods 1 and 5, the proportion of trial enrol-
ees aged 16–24 increased (10.3% to 18.3%), while rep-
resentation from ethnic minority groups (Black, Asian, 
Mixed, or other ethnic groups) fluctuated slightly (17.2% 
to 17.9%). Proportional representation of younger ages 
and ethnic minority groups was higher across non-trial 
attendees but did not show variations through Periods 

1–5 (Table  2). During Period 6, affected by COVID-19 
restrictions, younger enrolees dropped to 14.4%, and eth-
nic minority representation rose to 21.7%. Bacterial STI 
history among trial enrolees decreased from 43.9% in 
Period 1 to 37.7% in Period 6, while increasing in NTA 
from 24.7% to 30.2% over the same periods (see Table 2).

Discussion
This study offers one of the most comprehensive views 
to date on how COVID-19-related restrictions affected 
SHS use and PrEP delivery in England. Using data from 
the PrEP Impact Trial, we demonstrate how embedded 
PrEP service models maintained continuity of care for 
many users despite national service disruptions. The pan-
demic exposed vulnerabilities in routine SHS access but 
also revealed resilience within structured delivery mech-
anisms like trial-based care. These findings offer criti-
cal insight into how service prioritisation, constrained 
capacity, and changing care-seeking patterns shaped 
access and health outcomes during a public health emer-
gency that had profound impacts on sexual health service 
delivery.

Internationally, studies have documented PrEP dis-
continuation, interruptions in HIV testing, and a shift 
from daily to event-based dosing in the early stages of 
the pandemic [15, 16]. Such changes could be attributed 
to both service closures and shifts in sexual behaviour. 
In contrast, UK-based behavioural surveys report less 
pronounced behavioural change among MSM and more 
stable PrEP continuation than observed elsewhere [17–
19]. Our findings align with this, showing only a mod-
est decline in clinic attendances among trial participants 
during restrictions, suggesting continued engagement in 

Fig. 3  Percentage of clinic attendees with PrEP need and percentage of attendees with PrEP need who had need met by the PrEP Impact trial, January 
2019-November 2020. *COVID-19 social restrictions (March-May 2020, September-Nov 2020). Note scale
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care. While we did not measure behaviour directly, better 
service continuity among trial participants, compared to 
the sharper declines seen in non-trial attendees (NTA), 
likely reflects sustained access to PrEP and related pre-
vention services among those already linked to care. 
However, as behavioural changes were not directly mea-
sured, we cannot exclude differential use of other HIV 
prevention strategies among trial participants and NTA 
(e.g., reduced sexual activity or increased condom use) 
during lockdown periods. Alongside, differences between 
trial participants and non-trial attendees may partly 

reflect underlying differences in engagement with health-
care services rather than the effect of the trial alone.

In contrast, NTA experienced more pronounced ser-
vice interruptions and slower returns to care. Elevated 
HIV and STI test positivity among NTA during restric-
tions likely reflected a shift in the composition of attend-
ees, as reduced face-to-face access and triage before 
attendance may have concentrated service use among 
individuals with symptoms, known exposure, recent 
STI history, or more urgent perceived need. These dis-
parities suggest that individuals outside structured PrEP 

Table 1  Number and percentage of PrEP prescriptions and prescriptions type, January 2019-November 2020
No. SHS 
attendees

No. PrEP 
prescriptions***

PrEP prescription type
30 tablets n (row 
%)

60 tablets n (row 
%)

90 tablets n (row 
%)

≥ 120 
tablets n 
(row %)

Jan 2019 4,488 3,334 80 (2%) 107 (3%) 3,143 (94%) 4 (< 1%)

Feb 2019 3,762 2,657 71 (3%) 88 (3%) 2,494 (94%) 4 (< 1%)

Mar 2019 3,570 2,392 80 (3%) 69 (3%) 2,240 (94%) 3 (< 1%)

Apr 2019 4,040 2,939 99 (3%) 102 (3%) 2,737 (93%) 1 (< 1%)

May 2019 4,794 3,590 145 (4%) 136 (4%) 3,307 (92%) 2 (< 1%)

Jun 2019 4,291 2,982 112 (4%) 141 (5%) 2,724 (91%) 5 (< 1%)

Jul 2019 5,516 4,185 136 (3%) 179 (4%) 3,865 (92%) 5 (< 1%)

Aug 2019 5,805 4,350 171 (4%) 177 (4%) 3,998 (92%) 4 (< 1%)

Sep 2019 5,700 4,094 224 (5%) 197 (5%) 3,667 (90%) 6 (< 1%)

Oct 2019 6,643 4,876 117 (2%) 244 (5%) 4,507 (92%) 8 (< 1%)

Nov 2019 6,301 4,628 132 (3%) 195 (4%) 4,297 (93%) 4 (< 1%)

Dec 2019 5,457 3,868 132 (3%) 169 (4%) 3,559 (92%) 8 (< 1%)

Jan 2020 6,888 5,076 189 (4%) 193 (4%) 4,654 (92%) 40 (1%)

Feb 2020 6,144 4,542 123 (3%) 154 (3%) 3,897 (86%) 368 (8%)

Mar 2020* 5,458 3,995 77 (2%) 126 (3%) 2,848 (71%) 944 (24%)

Apr 2020* 3,895 2,597 33 (1%) 68 (3%) 882 (34%) 1,614 (62%)

May 2020* 4,077 2,856 42 (1%) 83 (3%) 1,099 (38%) 1,632 (57%)

Jun 2020 5,149 3,505 64 (2%) 84 (2%) 3,310 (94%) 47 (1%)

Jul 2020** 5,728 3,907 126 (3%) 138 (4%) 3,637 (93%) 6 (< 1%)

Aug 2020 4,701 2,667 147 (6%) 156 (6%) 2,354 (88%) 10 (< 1%)

Sep 2020* 5,422 3,609 154 (4%) 150 (4%) 3,295 (91%) 10 (< 1%)

Oct 2020* 5,043 3,219 96 (3%) 99 (3%) 2,987 (93%) 37 (1%)

Nov 2020* 3,877 2,166 47 (2%) 46 (2%) 2,035 (94%) 38 (2%)
*COVID-19 social restrictions (March-May 2020, September-Nov 2020).**End of trial enrolment. ***Where specified

Table 2  Number of trial enrolees and non-trial attendees by select age, ethnicity, and markers of risk by period, October 2017-July 
2020

a) Aged 16–24 b) Ethnic minority group c) Bacterial STI in the last year
Trial 
participants*

Non-trial 
attendees**

Trial 
participants*

Non-trial 
attendees**

Trial 
participants*

Non-trial 
attendees**

Period 1 (Oct 2017-Mar 2018) 554 (10.3) 7,247 (21.6) 862 (17.2) 6,272 (20.0) 2,355 (43.9) 8,290 (24.7)

Period 2 (Apr 2018-Sep 2018) 457 (14.7) 11,760 (22.9) 484 (16.4) 8,718 (18.4) 1,310 (42.1) 12,253 (23.9)

Period 3 (Oct 2018-Mar 2019) 422 (15.2) 12,064 (23.8) 523 (20.3) 8,928 (18.9) 1,168 (42.1) 12,235 (24.1)

Period 4 (Apr 2019-Sep 2019) 786 (15.0) 12,394 (23.0) 913 (18.8) 9,436 (18.8) 2,145 (40.9) 13,024 (24.1)

Period 5 (Oct 2019-Feb 2020) 710 (18.3) 10,280 (22.1) 628 (17.9) 8,255 (19.1) 1,518 (39.2) 11,910 (25.7)

Period 6 (Mar 2020-Jul 2020)*** 406 (14.4) 4,164 (22.3) 554 (21.7) 3,376 (19.4) 1,061 (37.7) 5,623 (30.2)

All 3,335 (14.4) 57,909 (22.7) 3,964 (18.5) 44,985 (19.0) 9,557 (41.2) 63,335 (24.9)
*Trial participants enrolled into trial during period of interest. ** Non-trial attendee during period of interest. ***COVID-19 social restrictions (March-May 2020, 
September-Nov 2020)
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pathways were less consistently able to access services 
when availability was limited. The inverse trends in STI 
history between trial participants and NTA may further 
reflect diverging pathways into care, with stable retention 
among engaged users versus risk-driven entry among 
those not formally linked to services. At the same time, 
it remains plausible that other service users at risk were 
missed. This interpretation is supported by survey find-
ings indicating continued sexual activity during social 
restrictions alongside unmet sexual health needs [17, 
18, 20, 21], and by national surveillance showing a post-
lockdown rise in STI diagnoses [22, 23], likely reflect-
ing deferred care and accumulated unmet need among 
those who did not access services during the height of the 
pandemic.

The marked increase in ≥ 120-tablet prescriptions 
during the first lockdown is consistent with tempo-
rary multi-month dispensing to maintain PrEP conti-
nuity, potentially reducing dispensing need as services 
reopened.

Limitations
This analysis is limited by the lack of available online 
service data for NTA, which prevents a full accounting 
of how online service delivery contributed to continuity 
of care. National surveillance data indicate that online 
testing represented a majority of STI/HIV testing by 
May 2020 [2], suggesting a key component of care was 
underrepresented. Trial participants’ attendance records 
included integrated online service visits, but these com-
prised a small fraction of all attendances, likely underes-
timating the role of remote modalities. As online sexual 
health service activity was not fully captured for non-trial 
attendees, this may have led to an underestimation of 
service use and testing during lockdown periods. There-
fore, we can only speculate that the decline in younger 
enrolees during restrictions may reflect a preference for, 
or greater ability to access, online services, which were 
not captured in trial data. In contrast, the rise in ethnic 
minority representation among in-person enrolees may 
reflect differential access to, uptake of, or suitability of 
online modalities across population groups. This inter-
pretation is consistent with evidence from England show-
ing that online postal self-sampling (OPSS) uptake varies 
by sociodemographic characteristics, with larger relative 
increases among White British/Irish users and people liv-
ing in less deprived areas, and with recommendations to 
maintain clinic-based testing for those unable or unwill-
ing to access testing online [25]. Other countries with 
robust online service platforms may be better positioned 
to evaluate online PrEP delivery models.

Our proxy for PrEP need should be interpreted cau-
tiously, as it relied on sexual health service access and 
engagement that was substantially affected by the 

COVID-19 pandemic. Changes in service access, health-
care-seeking behaviour, and testing patterns may have 
affected the identification of individuals eligible for PrEP, 
meaning that observed trends may partly reflect changes 
in surveillance and service use rather than genuine 
changes in underlying PrEP need.

Finally, we performed primarily descriptive analyses; 
formal interrupted time-series or regression model-
ling was not performed, limiting our ability to quantify 
the independent effect of COVID-19 restrictions on 
observed trends.

Implications
Our findings highlight the importance of adaptable, equi-
table PrEP delivery models as health systems prepare for 
future disruptions. The transition to nationally commis-
sioned PrEP in England may be reducing the disparity 
between trial and non-trial users observed here. How-
ever, similar challenges persist in many other settings, 
especially where PrEP is not yet fully integrated into rou-
tine care.

Service adaptations during COVID-19, including 
remote follow-up, multi-month dispensing, and targeted 
triage, can inform the future of PrEP delivery. Long-act-
ing PrEP modalities [24] and decentralised models may 
further buffer care from future shocks. However, these 
innovations must be deployed equitably, ensuring that 
those most at risk are not sidelined by digital divides, 
stigma, or triaging algorithms.

Interpreted through the Big Events framework, 
COVID-19 can be understood as one example of a 
broader class of structural disruptions that reshape ser-
vice environments, health risks, and access to care. The 
differential continuity observed between trial partici-
pants and NTA highlights the need for resilient PrEP 
and STI service models that can maintain access during 
future disruptions, including climate-related emergen-
cies, conflict, economic crises, or health-system shocks 
[26, 27].

Conclusions
The COVID-19 pandemic disrupted sexual health ser-
vices worldwide. In England, PrEP delivery through the 
Impact trial proved relatively resilient, especially for 
those already engaged in care. But for others, particularly 
those outside trial structures, access was more fragile. 
Planning for future PrEP programmes should prioritise 
flexible, inclusive delivery models that ensure preven-
tion remains accessible even when services are under 
pressure.
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