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Highlights

Public health relevance—How does this work relate to a public health issue?

• PrEP-eligible cisgender women continue to face HIV/STI vulnerability while under-
utilizing PrEP, making it important to understand how prevention is actually practiced
within real-world contexts.

• The COVID-19 pandemic disrupted partnering opportunities and access to sexual
health services, reshaping prevention decision-making and highlighting gaps in testing
and PrEP access for women.

Public health significance—Why is this work of significance to public health?

• This study describes dynamic “prevention ecologies,” showing how women combine
and adapt condoms, HIV/STI testing, PrEP use or discontinuation, partner negotiation,
and at times abstinence as relationship contexts, perceived risk, and access constraints
change over time.

• The study identifies meaningful differences in prevention strategies by race/
ethnicity, age, and site, including episodic PrEP use during uncertainty or condom-
negotiation challenges.

Public health implications—What are the key implications or messages for practitioners,
policy makers and/or researchers in public health?

• Prevention counseling and programs should be women-centered and culturally/
contextually tailored, explicitly supporting flexible, relationship-responsive combina-
tion prevention rather than single-method messages.

• Status-neutral approaches that routinize HIV/STI testing (including self-testing)
and ensure low-barrier access to PrEP/PEP—while addressing partner resistance,
stigma, and geographic inequities—are needed to align services with women’s lived
prevention strategies.

Abstract

PrEP-eligible cisgender women underutilize PrEP, and little is known about how PrEP fits
within broader HIV/STI prevention ecologies shaped by personal preferences and rela-
tionship contexts. These ecologies inform prevention strategies that shift with relationship

Int. J. Environ. Res. Public Health 2026, 23, 500 https://doi.org/10.3390/ijerph23040500

https://crossmark.crossref.org/dialog?doi=10.3390/ijerph23040500&domain=pdf&date_stamp=2026-04-24
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/ijerph
https://www.mdpi.com
https://orcid.org/0000-0003-4707-5141
https://orcid.org/0000-0001-5338-1845
https://orcid.org/0000-0002-0320-9139
https://orcid.org/0000-0001-6944-4636
https://orcid.org/0000-0002-8228-7206
https://orcid.org/0000-0002-7466-9423
https://orcid.org/0000-0002-8771-561X
https://doi.org/10.3390/ijerph23040500


Int. J. Environ. Res. Public Health 2026, 23, 500 2 of 25

dynamics and vary by race/ethnicity, age, and setting; the COVID-19 pandemic further
influenced these contexts. Data were drawn from the Women’s Study in Sexual Health and
Empowerment (WISE), a mixed-methods study of PrEP-eligible cisgender women in New
York City and Rochester, NY. One-time semi-structured interviews were conducted with
48 women from the WISE cohort. Women described tailoring prevention to relationship
context, often initiating relationships with condoms and later relying more on trust and
periodic HIV/STI testing. Strategies included situational condom use, combination preven-
tion with PrEP and HIV/STI testing, and PrEP initiation or discontinuance as perceived
risk changed. Women also reported challenges negotiating condom use, including partner
resistance, and some described abstinence as a deliberate strategy. Comparative analyses
identified patterns by race/ethnicity, age, and site. Pandemic-related disruptions reduced
opportunities for new partnerships, altered relationship dynamics, and shifted some pre-
vention conversations toward SARS-CoV-2 exposure risk. Findings highlight the need for
women-centered, culturally and contextually tailored prevention services that strengthen
PrEP access and routinized HIV/STI testing while accounting for relationship dynamics.

Keywords: HIV/STI prevention; women’s sexual health; relationship dynamics; COVID-19
pandemic

1. Introduction
Despite declines in HIV incidence over the past decade, cisgender women in the

United States remain substantially affected by the epidemic. Women account for roughly
one in five new HIV diagnoses nationally, and most infections among women are attributed
to heterosexual contact, with a smaller proportion related to injection drug use [1]. Black
and Latina women bear a disproportionate burden: they comprise the majority of women
living with HIV and of new diagnoses among women, even though they represent a
minority of the U.S. female population [1,2]. These disparities reflect longstanding social
and structural inequities, including racism, poverty, housing instability, and unequal access
to high-quality health care and prevention services [3,4].

Women’s HIV and STI prevention options include condom negotiation, partner dis-
cernment and assessment, regular HIV/STI testing, post-exposure prophylaxis (PEP),
and oral and long-acting pre-exposure prophylaxis (PrEP). Prior studies have shown that
women often rely on more than a single prevention strategy; instead, they combine methods
and adapt them over time, negotiating condoms more consistently with casual partners
than with primary partners, seeking testing at key relationship transitions, or temporarily
abstaining from sex during periods of heightened uncertainty or risk [5–9]. Yet these strate-
gies are constrained by gendered power dynamics, economic dependence, and caregiving
responsibilities, which can limit women’s ability to insist on condoms, disengage from
unsafe relationships, or prioritize their own sexual health [10,11].

The expansion of biomedical prevention, particularly PrEP, has created new oppor-
tunities but also new gaps. Nationally, only a small fraction of PrEP users are women,
despite women accounting for nearly one-fifth of new HIV diagnoses [1,12–14]. Recent
reviews and implementation studies consistently document low awareness of PrEP among
cisgender women, limited perceived personal HIV risk, stigma around HIV and PrEP use,
medical mistrust and experiences of medical distrust—especially among Black and Latina
women [15–17]. Policy and system-level barriers, such as lack of Medicaid expansion,
prior authorization requirements, fragmented sexual and reproductive health services,
and limited provider knowledge or comfort discussing PrEP with women, further reduce
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access [17–19]. At the same time, many women continue to rely primarily on condom
negotiation and partner comfort with condoms, monogamy expectations, and periodic
HIV/STI screening, indicating that PrEP is being layered onto, rather than replacing,
existing prevention practices [20–22].

Racial and ethnic inequities are deeply intertwined with these prevention patterns.
Studies focusing on Black and Latina cisgender women underscore how structural racism,
neighborhood disadvantage, and under-resourced health systems shape both exposure to
HIV risk and the availability of prevention resources [11,17,23]. Women in these communi-
ties often encounter stigmatizing or dismissive treatment in health care settings, experience
unmet mental health and social support needs, and face logistical barriers such as trans-
portation, childcare, and inflexible work schedules, constraining access not only to PrEP but
also to routine HIV/STI testing, contraception, and broader sexual health services [3,24].

Relationship and gender-power dynamics further shape how women navigate
HIV/STI prevention: across studies, condom use is more common early in relationships
and with non-primary partners and often declines as trust, emotional intimacy, or expecta-
tions of monogamy increase; women frequently describe difficulty negotiating condoms
with male partners who resist their use or interpret them as a sign of mistrust, and intimate
partner violence can directly undermine women’s ability to insist on condoms, attend
clinics, obtain testing, or initiate PrEP [7,10,25–27]. The COVID-19 pandemic added an-
other layer of complexity, as lockdowns and service disruptions limited access to in-person
HIV/STI testing, contraceptive care, and PrEP clinics, while telehealth and home HIV/STI
self-testing emerged as alternative modes of care; emerging evidence suggests that these
disruptions widened existing inequities in prevention access, particularly for women of
color and women with caregiving responsibilities [28–30].

Against this backdrop, much of the recent literature on cisgender women and HIV
prevention is anchored in PrEP—examining awareness, willingness, and uptake; testing
clinic-based, community-based, and digital interventions; and mapping policy and imple-
mentation barriers [18,20,31]. Fewer studies have taken a holistic view of women’s HIV/STI
prevention “ecologies,” encompassing how they combine and sequence multiple strategies,
including condoms, partner assessment, HIV/STI testing, PrEP/PEP, and abstinence [32].
The Women’s Study in Sexual Health and Empowerment (WISE) was designed to address
these gaps by examining how women describe their HIV/STI prevention strategies with
different types of male partners, how they balance combination prevention methods, and
how race and ethnicity, age, relationship dynamics, and pandemic-related contexts shape
these decisions.

2. Materials and Methods
2.1. Study Overview

The Women’s Study in Sexual Health and Empowerment (WISE) is a mixed-methods
longitudinal cohort study designed to explore the multilevel factors contributing to
racial/ethnic disparities in healthcare utilization and sexual health outcomes, with a pri-
mary focus on HIV and STI prevention. The WISE study was guided by the Gelberg-
Andersen Behavioral Model for Vulnerable Populations [33] and the Gender and Assets
approach [34], which were selected because together they address both structural and inter-
personal determinants of health, including access to care, social vulnerability, gendered
relationship power, and resource-based influences on prevention decision-making. In the
present qualitative analysis, these frameworks were used primarily to guide interview
guide development, purposive sampling, and interpretation of findings rather than as
discrete analytic models applied separately. Intersectionality informed the design of the
interview guide, purposive sampling strategy, and comparative analyses by directing atten-

https://doi.org/10.3390/ijerph23040500

https://doi.org/10.3390/ijerph23040500


Int. J. Environ. Res. Public Health 2026, 23, 500 4 of 25

tion to the ways HIV/STI prevention decision-making may vary across intersecting social
positions and power relations, particularly race/ethnicity, relationship context, and gen-
dered relationship power [34–37]. Empowerment informed the study by focusing inquiry
on women’s perceived agency, negotiation processes, and access to social, economic, and
relational resources relevant to prevention decision-making [34]. Guided by these frame-
works, the interview guide was designed to illicit women’s narratives about predisposing,
enabling, and need-related determinants of HIV/STI prevention (including structural and
social vulnerability) and gendered power dynamics and asset-based resources (e.g., social,
economic, and relational assets) that shape prevention decision-making. Data were col-
lected between January 2020 and August 2021 from adult cisgender women living in New
York City and Rochester, NY.

2.2. Study Participants

The study sample included self-reported HIV-negative adult women who reported
behaviors that increased their exposure to HIV or STIs. To participate, individuals had
to meet the following eligibility criteria: (a) assigned female at birth and identifying as a
woman; (b) age 18 or older; (c) fluent in English or Spanish; (d) self-reported HIV-negative
status; (e) resident of the NYC or Rochester metro area; (f) willing and able to provide
informed consent; and (g) currently using PrEP or exhibiting behaviors consistent with
PrEP indications, including having a sexual partner who was HIV-positive, of unknown
HIV status, or anonymous; exchanged sex for money or drugs; used illicit substances
during sex in the past 3 months; injected drugs in the past 6 months; or was prescribed
post-exposure prophylaxis (PEP) more than once in the past year.

2.3. Participant Recruitment

For the qualitative component, participants from the larger WISE cohort were selected
using purposive sampling to ensure diversity across racial and ethnic identities, healthcare
settings, sexual behaviors, and PrEP use. Individuals selected through this sampling ap-
proach were contacted by email to solicit interest in participating in a qualitative interview.
During recruitment and consent, participants were informed that the interviews were
intended to explore women’s HIV/STI prevention strategies with sexual partners and that
the knowledge gained would help inform culturally and contextually tailored prevention
services for women.

2.4. Quantitative Data Collection

The WISE health survey was administered using the QDS-Web platform (Question-
naire Development System software, ver. 4.0.0.4), available on both mobile devices and
computers. Surveys were available in English or Spanish and encompassed a variety of
domains, including demographics, mental and physical health, sexual behavior, substance
use, HIV and STI history, healthcare access, discrimination, and sexual empowerment. All
survey data were securely stored on a HIPAA-compliant server and later transferred to a
secure university server for analysis using SAS software (vers. 9.4).

2.5. Qualitative Data Collection

Forty-eight one-time semi-structured interviews were conducted via Zoom (mean
duration: 43 min), guided by an interview protocol covering topics such as sexual health
and health care access and utilization, sexual behavior and relationship history, use of
HIV/STI prevention methods, including PrEP/PEP, and COVID-19 pandemic experiences.
Interviews were conducted by JES (NYC) and NML (Rochester), two female members
of the research team who were experienced qualitative interviewers and played princi-
pal roles in developing the interview guide. The interviewers had no prior relationship
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with participants. All interviews were conducted in English, based on participant pref-
erence, and recorded, transcribed, and imported into Dedoose software (ver. 10.0.34) for
analysis. Interviewers also prepared field notes following each interview to document
contextual observations and initial analytic impressions. Data collection continued until
thematic saturation was reached. Transcripts were not returned to participants for comment
or correction.

2.6. Qualitative Approach and Thematic Analysis

A narrative approach was employed to understand how participants constructed and
made meaning of their personal stories and experiences of HIV/STI prevention over time
and within broader social and cultural contexts. The Framework Method was utilized
for thematic analysis, providing a structured and systematic way to identify patterns
while maintaining the coherence of individual narratives [38]. The analysis began with
an in-depth review of the transcripts and field notes, followed by the development of a
coding scheme based on the interview guide and six initial transcripts. Fourteen additional
transcripts were double-coded to further refine the coding framework, resulting in a final
set of 61 hierarchically structured codes. The remaining transcripts were coded by two
main coders (JES and JMM), and all transcripts were reviewed to ensure consistency in
coding. Coded excerpts were cross-referenced with participants’ survey responses (e.g.,
demographics, site, PrEP-related measures) and summarized in a case-by-variable matrix
to examine how themes clustered and differed across quantitative characteristics.

This structured process facilitated the synthesis of key themes, providing insights into
participants’ lived experiences. After coding was completed, we conducted a thorough
thematic analysis to identify key themes and sub-themes across the entire dataset. This
initial step involved organizing coded excerpts into matrices to assess patterns across major
themes related to HIV/STI prevention strategies. Through an iterative process, key themes
were refined, and sub-themes were generated to capture nuanced variations. Field notes
were used during analysis to provide additional contextual detail and to inform interpreta-
tion. We then conducted subgroup comparisons by race/ethnicity (Latina, Black/African
American, or White/Caucasian), site (NYC or Rochester), and age group (35 and under,
36–54, and 55 and over) using subgroup-by-theme matrices. We compared how themes
were expressed across groups and used descriptive summaries of excerpt patterning as an
analytic aid. Interpretations were based on the consistency, depth, and contextual variation
of accounts within groups, with attention to overlapping and contradictory cases, rather
than on frequency alone. This approach ensured that both shared and subgroup-specific
experiences were adequately represented in the analysis. These comparisons were not
intended as a formal intersectional analysis of combined identity positions.

3. Results
Table 1 describes the characteristics of the sample used in the qualitative analysis.

Table 1. Sample characteristics (N = 47 ‡, unless otherwise indicated due to missing data).

Characteristic Descriptive Statistic

Age (years) † 41 (19–63)
Race

Black or African American 24 (51.1)
White 10 (21.3)
Asian 1 (2.1)
Other 12 (25.5)
Hispanic/Latina 14 (29.8)
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Table 1. Cont.

Characteristic Descriptive Statistic

Education
Did not complete high school 8 (17.0)
Complete high school 13 (27.7)

Post-secondary education 21 (44.7)
Master’s degree or higher 4 (8.5)

Employment Status
Employed or Retired 27 (57.4)
Unemployed/Assistance 18 (38.3)
Student/Other 2 (4.3)

Site
New York City, NY 29 (61.7)
Rochester, NY 18 (39.3)

Sexual Relationship, PrEP, and Substance Use
Characteristics

Have current primary sex partner 31 (66.0)
Current primary sex partner is living with HIV 9/31 (29.0)
One or more casual sex partners last 3 months 25/45 (55.6)
Number of casual partners last 3 months † 1 (1–9)
Had primary and casual sex partners last 3

months 13/45 (28.9)

Exchanged sex for drugs or money last 3
months 8/46 (17.4)

Currently prescribed PrEP 12 (25.5)
Used non-injection illicit drugs last 3 months 9/46 (19.6)
Injected drugs last 3 months 0 (0.0)
Ever injected drugs 2/46 (4.3)

† Median (range). ‡ 1 qualitative participant did not complete the quantitative survey.

3.1. Thematic Analysis: Overview of Major Themes and Sub-Themes of Women’s HIV/STI
Prevention Strategies (Values in the Parentheses After Each Excerpt Indicate Participant’s Age
and Race/Ethnicity)
3.1.1. Partner Assessment and Contextual Strategies

A primary theme that emerged involved how women evaluate their partners’ be-
haviors, health status, and trustworthiness to inform their decisions around HIV/STI
prevention. Women often adapt their prevention strategies depending on their relationship
with each partner and how they perceive their partner’s health and behaviors. This strategy
is particularly salient in distinguishing between casual and primary partners.

1. Use of PrEP or condoms based on partner type

Some women reported using PrEP or condoms only in specific relationships where
they felt less certain about their partner’s sexual health, such as with casual or less familiar
partners, while feeling more comfortable not using condoms with trusted, primary partners.

Um, with my primary [partner]—we don’t use any protection [condoms]. Um, but with
my other partners, I do [use condoms]. Um, I think with my primary partner, because,
um, we just—I don’t know. We just decided that, you know, with each other, we’re not
going to use condoms, and then but with the expectation is that with anyone else, we will.
(36, AA-African American)

2. Adjusting prevention based on partner’s behaviors, character, or history

Some women made prevention decisions based on their partner’s health habits (e.g.,
regular doctor visits or other health-conscious behaviors), trusting that these behaviors
reduced the likelihood of HIV or STI transmission. Women also adjusted their prevention
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strategies based on what they knew about their partner’s sexual behavior or history. For
example, if they believed their partner had fewer sexual partners or engaged in behaviors
that were perceived as safer, they were more likely to forgo condoms. Women sometimes
decided to use condoms in specific situations, such as when they felt uncertain about their
partner’s recent activities or when there was doubt about their partner’s fidelity, despite
being in a long-term relationship.

Um, now, the other one [sexual partner], I don’t [use condoms], but that’s because, you
know, he’s fresh. You know what I mean? You know, so—and I know that he’s not doing
anything. . . and you know that he’s not doin’ those things. So, um- so that’s how I
identify that situation. (36, W-White)

Definitely I wanna start using condoms especially, like, with my ex ‘cause I did see him. . .
and we do, like, I guess then have sex. But because I don’t wanna be with him and I know
that he’s not the best of guys when it comes to, like, keeping his stuff in his pants I do
wanna implement, like, I wanna start using condoms with him, or, like, some sort of like
PrEP ‘cause to be honest I don’t trust him. (33, L-Latina)

3. Perceived safe alternative prevention methods

In some cases, women believed that some sexual practices (e.g., pull-out method) or
avoiding sexual practices (e.g., anal sex) or drug use with partners provided adequate
prevention against HIV/STI transmission, even if they didn’t use conventional forms
of protection.

But I think I took precaution enough that yeah—you could let it in five minutes that you
have sex. But like I didn’t go and do drugs. I didn’t let—do like any anal thing that
woulda got me more in trouble or stuff like that. Like, I try to get away from it. (56, L)

3.1.2. Evolving Relationships: From Protection to Trust

This theme captures the common strategy of beginning new relationships by using
condoms and gradually transitioning to relying on trust as relationships become more inti-
mate and committed. As trust grows, women feel comfortable discontinuing condom use,
relying instead on mutual monogamy or regular HIV testing as their protection method.

1. Initial condom use followed by discontinuation

Many women reported consistently using condoms at the beginning of their relation-
ships, especially when the relationship was new or casual. As the relationship progressed
and became more serious or committed, they gradually discontinued condom use, relying
on trust and mutual monogamy for protection.

Yeah, so we usually—um, when we first started dating, he-he like wore by default, used
condoms, which was, um, what he did, and then after like—being committed, and then,
um, kinda, like I did testing and stuff, we decided to like not use condom just because
we’re-we’re primary partners, and we’re not having sexual relationship with other people.
Um, that’s been working quite well right now. (20, W)

2. Trust as a primary factor for discontinuing condom use

Condom discontinuation was often shaped by a growing sense of trust in the rela-
tionship. As relationships became more established, some women described relying on
perceived honesty, exclusivity, and personal comfort to judge whether condoms were still
necessary. In these accounts, trust functioned as a primary basis for sexual decision-making,
with women concluding that condom use was no longer needed once they believed the
relationship was monogamous and emotionally secure.
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Um, I think it was just more like being honest about what we were doing. Um, I clearly
was only sleeping with him. Um, and I just had to believe him and trust him. But never
during that time, um, did I say, “Oh, we should wear condoms.” (37, L)

We had stopped usin’ condoms after I felt comfortable enough to. To stop. Um, when I
felt it—I’m not sure—but when I felt it was only us in the relationship. (43, AA)

Contrasting strategy:
Some women reported using condoms even in long-term relationships, either out

of caution, when the partner was a long-term casual partner, or because they didn’t feel
comfortable relying solely on trust. This was often due to a personal commitment to
intentional and consistent protection or a history of being hurt by partners who were not as
trustworthy as they appeared.

So, yeah, it’s been the same, basically, ’cause we just, like, I been knowin’ him over
20 years. . . and we do—me and him use protection [condoms]. I asked him, you know,
like, “I don’t know where you been,” and we just stuck with it [using condoms]. (60, AA)

3. Reliance on HIV/STI testing

Regular testing, was often undertaken together with a partner, with or without the
use of condoms, in long-term relationships. Women who stopped negotiating condoms
often described a shared commitment to regular HIV/STI testing as a health maintenance
strategy. However, some women expressed confidence in their partner’s health without
formal HIV/STI testing, relying on assumptions about their partner’s behavior or fidelity.

I still deal with the one person that I’ve been with for so many years, so we—and we
have a monogamous relationship. So, I mean, I would hope that he’s not, you know,
steppin’ out on me. So—pretty much, I have that trust, and I—I still take—I do—so for
precaution, I’m always takin’ my, um, HIV testing all the time. You know, so it’s not like
I don’t. So, like, I always—every three months, I take my, um, HIV testing. (34, AA)

I mean, you know, we do engage in sexual intercourse. We usually do not use protection
[condoms]—but as I said before, I do get tested frequently. (34, AA)

Like the one man I was dating, um, when I asked him—when we started having sex
and we used condoms, and I asked him if he would go get tested with me so that we
could be monogamous and have unprotected sex, he just jumped right up to it. We got
tested together. (54, AA)

Contrasting strategy:
In contrast, some women described continuing condom use even after both partners

tested negative for HIV/STIs, framing negative results as reassuring but not, on their own,
a reason to stop using condoms. Within this theme, testing functioned less as a substitute
for other prevention strategies and more as an additional layer of reassurance that informed
how couples calibrated protection over time.

We using condoms. That was the thing, in terms of we would continue to use condoms
since, uh, you know, results came out that it’s negative, and none of us, you know, positive
with it. So we don’t need to take PrEP; we just continue to use condoms. He don’t mind.
(41, AA)

3.1.3. Combination Prevention

Women who employ combination prevention often used a mix of PrEP, condoms,
and regular testing to maximize their protection against HIV/STIs. This strategy was
particularly prevalent among women with partners living with HIV or those in relationships
where there was higher perceived exposure to HIV/STIs. The combination of methods
reflects an adaptive approach to protection, using multiple layers depending on the context.
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1. Combination of PrEP and condoms for maximum protection

Some women employed a combination of PrEP and condoms to create a multi-layered
defense against HIV/STIs. This approach was used especially in relationships where there
was concern about potential exposure, such as with partners living with HIV, partners who
had sex outside the relationship, or partners who injected drugs. These women valued the
added assurance provided by using both methods together.

It’s good; he’s undetectable. . . . Uh, we use condoms, if we want to—or the pull-out
method. Yeah, some of the time. . . . And I’m on PrEP. (31, W)

2. Regular HIV/STI testing to supplement other methods

Women who used PrEP and/or condoms often paired these methods with regular
HIV/STI testing as an additional layer of protection. Testing was seen as a safeguard to
ensure that prevention strategies were working effectively, and women used it to monitor
their health even if they felt secure with PrEP and condom use.

I’ve always been somebody that uses condoms, . . . have always been my form of,
uh—protection. Um, I also get tested very regularly and expect the same of the peo-
ple that I have sex with. Um, and therefore, have had really no worries. (23, W)

3. Adapting prevention methods based on relationship context

Women who practiced combination prevention often adjusted their methods depend-
ing on the relationship. For example, they might use both PrEP and condoms with casual
partners but rely on PrEP and testing in long-term relationships where they felt more secure.
This flexibility allowed them to tailor their approach to different partners and situations.

We both discussed it [using PrEP]. Both in the midst before we actually got together. Went
and got our HIV tests done, and, you know, started no longer use condoms, you know.
(41, AA)

Contrasting strategy:
A few women used no HIV/STI protection despite being vulnerable to exposure.

Then I told him, “You don’t know if I have it [HIV]. We just know you have it [HIV],
and if you’re gonna die, I’d rather die with you than not be with you.” So I threw out
the condoms and I said, “You’re my man. I love you. We’re already married. I’m not
gonna use any more condoms. That’s it.” And I was not pulling out. I wasn’t using any
precautions. I threw caution to the wind. (56, W)

3.1.4. PrEP as a Prevention Strategy

1. Women’s narratives about PrEP reflected both its use in higher-exposure or uncertain
situations and the reasons it was often not used. Women who used PrEP typically
did so when they perceived elevated HIV exposure and viewed it as an autonomous
source of control and protection, often alongside condoms, HIV/STI testing, or a
partner’s undetectable status. At the same time, many women perceived little need
for PrEP because they trusted their partner, relied on monogamy, condoms, or testing,
or faced barriers such as stigma, partner concerns, misinformation about PrEP, and
limited awareness that PrEP was intended for cisgender women. PrEP use in high-
exposure or uncertain situations

Women who used PrEP typically did so when they perceived heightened or uncertain
HIV exposure, such as with a partner living with HIV or after unprotected sex with a
partner of unknown status. In these situations, PrEP offered an added sense of control and
reassurance, often alongside other prevention strategies.
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We had like a joint meeting with the doctor, and, um, I was told about it [PrEP], and then
I started getting it prescribed. Well, I mean, it was huge, because, obviously, without it,
you’re taking risks, . . .I mean, I thought it was a great idea, especially when they said
that if your, you know—if your partner’s undetectable and you’re taking this medication
[PrEP], the risk is very, very low. (42, W)

Ooh, I heard about PrEP a while ago. I went in for PrEP a few years back [†]. I had, like,
went out to a party, and then I ended up havin’, like, a one-night stand, and we didn’t use
a condom, and I was just like, . . .freaked out. And he was just like, you know, you don’t
have anything to worry about, but I wasn’t listenin’ to him, and I just took my ass to the
hospital [to get a PEP prescription]. (33, L) † Participant misidentified PEP as PrEP.

2. Perceived low need for PrEP

Some women chose not to use PrEP because they believed their risk of HIV exposure
was minimal. This perception often stemmed from trust in their partner’s HIV-negative
status, belief in mutual monogamy, or reliance on condoms or regular HIV/STI testing. For
these women, PrEP was seen as unnecessary given their confidence in other prevention
methods or the nature of their relationships.

I knew about PrEP. I did not go on PrEP for myself. I didn’t encourage PrEP for him.
. . . I mean, we-we were both still getting tested regularly. Um, that’s one thing that I
requested of him. I said, “Listen, I don’t know what’s going on but we gotta make sure
that we’re both testing.” Um, but definitely there was a lotta testing. Should I have been
doing more, um, prevention? I should have, but I was more, like, testing and confirming
what was being told verbally. (37, L)

If it’s someone specific that you’re having sex with I feel like it’s a safer chance; if you
don’t want to take that [PrEP], it’d be safer under those circumstances because you know
your partner, your partner knows you. We know we’re not messing around with anybody
else, so if we didn’t test positive before we started having sex there should be no reason [to
take PrEP]. (62, AA)

I choose not to take PrEP because I feel that, yeah, there’s a lotta warning and signs that I
coulda got it [HIV] or get it or whatever because of these people that I engaged with. But
I think I took precaution enough. (56, L)

3. Barriers to PrEP use

A variety of barriers influenced women’s decision not to use PrEP, even when they
viewed it as potentially beneficial. These barriers included concerns about stigma, misin-
formation about PrEP’s effectiveness or side effects, and social or cultural factors. Some
women hesitated to take PrEP due to fear of being judged or due to negative associations
with medication for HIV prevention, or the fear that their partner would accuse them
of infidelity.

But I have—didn’t really look into that [PrEP] or get prescribed that ’cause I’m like, “I
don’t have it.” Like I’m HIV negative. I don’t need it. But I’m like—I don’t know, guess
it’s just this negative stigma, like if you taking something for that, like you have it [HIV]
or you just—like you’re really like out here doin’ the most right now. It’s like that negative
stigma that comes with it. I don’t want that. Like I don’t want that, like, poppin’ up in
my chart. Like, you know how the doctor, and people can see the medications you take
and they see that, and they judge you for it like, “Oh, she’s takin’ that.” Like she—yeah,
she’s out here. She’s this. She’s that.” (26, L)

Ever since the injectable came out I’ve actually been on the fence of getting on PrEP. . . . I
would definitely have the conversation with my husband and say, “Hey, we should both
get on PrEP together.” As a Hispanic couple I know for a fact that on his end he’ll be like,
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“What are you doing? Why are you asking for PrEP? Are you fuckin’ other people?” Like,
that—I know for a fact those will be his thought process. (37, L)

4. Misinformation and lack of awareness about PrEP

Several women hesitated to use PrEP due to misconceptions about its side effects or
doubts about its efficacy. Misinformation, such as fears about long-term health impacts or
misunderstandings about how PrEP works, contributed to the decision of some women not
to use it. Women also described limited awareness that PrEP was intended for cisgender
women and perceived that earlier public health messaging and community discourse often
centered on men who have sex with men, leaving women feeling excluded from targeted
outreach. This perceived exclusion had downstream implications for clinical uptake, as
participants suggested it contributed to fewer conversations about PrEP in women’s health
settings and less proactive prescribing by providers.

I don’t think that, um, the way that they pitch PrEP, it’s not very appealing. Um,
especially towards women ’cause they’ll say, “Oh, I have this drug you can take that
prevents HIV, but you have to take it for 30 days before it kicks in. And then you hafta
come back every three months to, um, get tested. But we’re not really sure of, like, the
effectiveness.” [Laughter] So yeah. I-I don’t wanna be anyone’s guinea pig, kinda. . . .
And-and it’s just, it’s just, if you, when you pitch PrEP to gay men, it works because it-it
works immediately, two weeks after. So when they pitch it to them, they have everything
in place, all the answers to all the questions. But when they pitch it to women, they don’t
have all the answers for women. (43, AA)

Um, yes. I-I saw the ad. I cannot remember the name of the drug, um, but I believe it was
for men only. Um, I would see the commercials. (36, AA)

I’ve not heard of [PrEP], and I actually did not know that there were, that, any type of
drug like this existed, to be honest. (27, L)

3.1.5. Empowerment and Negotiation in HIV Prevention

This theme captures the tension between women’s empowerment in making indepen-
dent sexual health decisions and the challenges of negotiating HIV prevention methods
with partners. While some women asserted autonomy in choosing prevention methods
(e.g., insisting on condom use or deciding to use PrEP without involving their partner),
others faced resistance from partners, making it difficult to consistently implement safer
sex practices, particularly around male condom use, other methods like condoms, testing,
or HIV undetectability in a partner living with HIV.

1. Autonomy in HIV prevention use decisions

Some women confidently asserted their control over condom use in their relation-
ships, insisting on using condoms even when their partners were resistant. This sense of
empowerment allowed them to prioritize their health and make decisions independently,
without feeling pressured to conform to their partner’s preferences. Similarly, women who
felt empowered to take control of their sexual health often made independent decisions
to use PrEP, regardless of their partner’s input or awareness. This autonomy reflects a
strong sense of agency, as women chose PrEP as a method of protection that did not require
negotiation or consent from their partners.

Also, I use condoms. Uh, always, I got some because when, uh, I go to the hospital, they
always got like—like a bowl with some of them. It’s like a—a blue pack. So I always carry
it in, in my pocket. I tell him he have to put on two. They can put two, you know. (55, W)

I’ve always been somebody that uses condoms, . . . have always been my form of,
uh—protection. (23, W)
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We use condoms also. Uh, like, I’m not gonna say all the time, but, uh, most of the time.
Yeah, and plus, I’m usin’ my PrEP. (48, AA)

Yes, we get them [condoms] from the clinic every time we go. And we wanted to prevent,
didn’t want to get pregnant, STDs as well. So that’s when the condoms came into play.
We had a lot of those to use. So, but I still felt like I wanted some more protection with him
so that’s how the PrEP came about, Truvada. I got into the PrEP to get myself protected.
I want to keep protecting myself. This is why I was telling him that if the shot comes out,
I would like to get that shot for every two months just to have it in my system because we
don’t know who’s who’s anymore. (39, AA)

2. Resistance from partners in condom negotiation

Many women faced challenges negotiating condom use with their partners, encoun-
tering resistance or reluctance that made it difficult to consistently implement safer sex
practices. This resistance often stemmed from partners’ discomfort with condoms or a lack
of agreement on the necessity of their use, placing women in a position where they had
to navigate the use of these strategies. In some cases, women felt forced to compromise
on their prevention strategies due to partner resistance, resulting in inconsistent condom
use or other adjustments to their preferences, such as initiating PrEP. These negotiation
struggles often led women to balance their desire for protection with maintaining the
relationship, reflecting a difficult tension between personal health and relational harmony.

We don’t use condoms. We don’t do anything as far as that. Hm-mmm. Too much. I’m
puttin’ myself at risk. I’ve had HIV tested with him as well, yeah. And, um, like I said,
he do too much. He got-he got two other girls that I know of. So, he want his cake, his
ice cream, dessert, everything else. Hm-mmm. They want multiple women. They don’t
wanna make no commitments, and they don’t wanna do anything. They don’t wanna
help out. They just want sex and nothin’ else but that. (56, AA)

Condom use? We don’t—we don’t use condoms. How did that decision come? His
preference. It was his preference. I had second thoughts. I be goin’ to the doctor and
makin’ sure, gettin’ my blood and everything tested and makin’ sure everything is
all right. (31, AA)

3. Partner control and challenges to empowerment

Some women encountered situations in which their partners exercised control over
sexual health decisions, making it difficult for them to assert their own preferences or
derive a joint agreement. In these cases, partners might outright refuse condoms, pressure
the woman to forego certain prevention methods, or downplay the importance of safer sex
practices, thereby undermining the woman’s ability to make empowered decisions.

Um, uh, unfortunately, on the evening that I’m referring to, a condom was not used, and
that was not a choice of my own. (23, W)

Um, I’ve tried [talking to my husband about using condoms]. And that did not go over
well. It led to an argument. So I just left it alone. Basically, [he said] that I’m his wife.
So there’s no need to. Yeah, ’cause again, those are, like, my concerns. So I’m just—like
again back to something like I don’t know if you’re, like, on the up and up. You probably
don’t trust me and think I’m on the up and up. So it’s like I was kind of doing that—more
for myself ’cause I didn’t trust him at the time. So I was like, “Can we just do that, but,
like, can you wrap it?” And he—it did not go over well. (26, L)

We didn’t use condoms. We were—we lived together. And he won’t use it if—like I told
him, you want some sex, you gotta put on a condom, and then he would get mad ‘cause
he don’t wanna use a condom. (56, AA)
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4. Communication about prevention as an expression of empowerment

Some women described directly initiating conversations with partners about condom
use, HIV testing, or other prevention strategies. These exchanges illustrated how women
asserted their preferences, raised concerns about sexual health, and sought greater clarity
about risk within the relationship.

I don’t think it [not using condoms and HIV testing] was a decision that we both came
to together. I mean, I feel like for the most part, I’m in control of my own health, so I do
whatever I feel is best for me. Uh, we did recently have a conversation about it, and I told
him maybe he should go get tested. (34, AA)

I was like, “Hey—I don’t know really what you’re doin’. Um, I’m clearly havin’ unpro-
tected sex with you. Like, I need to know what’s goin’ on.” Um, so then he said, “Oh,
I’m—I don’t care. I’ll go get tested. Like, I’m not doin’ anything.” Um, so yeah, it was
me. I brought up like we need to test. . . . And of course he’s like, “Are you-are you with
other people? Are you cheating? Are you—“ “No. I’m just sayin’ I don’t know what
you’re doing. You don’t know what I’m doing. Let’s just do this.” (37, L)

5. Discreet prevention methods as empowerment

Women who struggled with negotiating condom use or other methods often turned to
discreet or autonomous forms of protection, such as PrEP, as a way to maintain control over
their sexual health without needing to involve their partner in the decision. This allowed
them to circumvent the negotiation process while still protecting themselves.

Have I told my partner [I’m on PrEP]? Well, I never told him that I took—that I was
takin’ it [PrEP]. I just felt like—like, I’m puttin’ this inside my body, that is my body. So
I feel like I’m gonna have to go through all this headache where [he says], “Oh, why you
doin’ that?” (34, AA)

3.1.6. Abstinence as a Strategy for HIV/STI Prevention

For some women, abstinence was a deliberate strategy to avoid HIV/STI exposure.
Whether it was a temporary decision during uncertain times or a more permanent lifestyle
choice, abstinence allowed women to maintain control over their sexual health by removing
the risks associated with sexual activity. This theme emphasizes how abstinence is often
viewed as a form of self-empowerment.

1. Temporary abstinence during uncertainty

Some women chose abstinence as a temporary strategy during periods of uncertainty
or transitions in their lives, such as when they were between partners or after ending a
relationship where they felt vulnerable. This temporary decision allowed them to protect
themselves while they reassessed their sexual health and circumstances.

Well, I’m dating now I just started this year. So we’re gonna see how it goes. I don’t have
any protection, but I’m not having sex at all neither. But this is what we’ve been talking
about maybe five weeks. I want to take that as slow as possible. (39, AA)

I’m-I’m abstinent. I don’t have anyone in my life. I don’t get high. I’m not at risk. If I-if I
was to do anything, it might be sleep with someone who might have it and not tell me,
but if I do that, I’ll use protection. Or you know, yeah, condoms. (56, AA)

2. Long-term abstinence as a lifestyle choice

A few women described choosing abstinence as a long-term strategy. This decision
was often framed as a lifestyle choice that allowed them to maintain full control over their
sexual health. For these women, abstinence was less about temporary protection and more
about asserting autonomy over their bodies and relationships. Choosing not to engage in
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sexual activity allowed them to feel in control of their health and well-being, particularly in
situations where they felt vulnerable or unsure about potential partners.

I’m always careful how I, um, consume myself in these situations. Um, that’s why I take
the long gaps [from having sex], and that’s why I-I avoid having sex, um, most of the
time. I have to really feel it in my system. And, you know, I could be without for a while.
(34, AA)

3.1.7. Effects of the COVID-19 Pandemic on Sexual Behavior and HIV/STI Prevention

1. Women reporting no effect of the pandemic

About half of the women interviewed stated that the COVID-19 pandemic did not
affect their sexual behavior or HIV/STI prevention practices because their sexual activity
was embedded in steady or familiar relationships and day-to-day routines that continued
through the pandemic. This often involved marital or primary partnerships but was
also evident among women who described open relationships or multiple partners and
who emphasized that they continued seeing the “same people” and maintained their
usual patterns.

I wasn’t worried about it [COVID] at all. . . Cause you’re home anyway and it
didn’t matter. (31, W)

Nope. . . It [COVID] didn’t involve my sex life at all. (46, AA)

I still see the same people I see. . . I don’t think it’s [COVID] affected my sex life. (26, W)

2. Women reporting an effect of the pandemic
Among women who reported that the COVID-19 pandemic affected their sexual
behavior and/or HIV/STI prevention practices, the most common impacts reflected
(1) reduced opportunities for meeting or being physically close to partners, (2) a
shift in prevention conversations toward COVID exposure risk, and (3) broader
psychosocial and relationship strain that reduced sexual interest or complicated
relationship stability.

2.1. Reduced opportunity for sexual contact and new partner formation
Many women described pausing dating and sexual activity due to quarantine,
social distancing, and reduced social opportunities, resulting in fewer (or no)
partners. As one participant summarized, “I just have been staying away from
people. . .keeping to myself. . . [my relationships were] nonexistent basically.”
(21, L) Others described simply being “in the house most of the time” and
“just. . .weren’t havin’ sex” because “nobody was goin’ outside.” (31, AA) For
some, the disruption was framed as fewer opportunities to meet partners who
felt worth pursuing: “it added a new layer to dating. . . [and] you meet less
people that you actually want to have sex with.” (23, W) “I mean, there is no
more casual sex. . . Now you gotta worry about if you breathe in something,
you gonna die. . . So you can’t find other partners.” (54, AA)

2.2. COVID-focused partner screening and altered prevention priorities
Across accounts, sexual decision-making became shaped by COVID-19 expo-
sure and infection risk, sometimes eclipsing HIV/STI prevention concerns:
“I’m just scared [of COVID]. I don’t even want to be touched.” (47, L) Women
described using quarantine, vaccination status, and COVID testing as infor-
mal “gatekeeping” for intimacy: “Did you get your shots?. . .I can’t see you
for 14 days. . .let me take. . .a home swab before we get together.’ “(41, W) In
one case, prevention shifted from condoms and HIV/STI concerns to COVID
exposure surveillance: “It was definitely a lot of like, ‘Who you been around?
Where you been at?’ Not like, ‘Are you wearing protection [condoms]?’ Those
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were not the questions for sure.” (37, L) Women also described adaptive substi-
tutions for physical intimacy, including solo sexuality, such as “I never in my
life thought I would go to Amazon and buy me a toy, but I definitely did. I,
um—it was definitely something that I picked up during COVID. I-I learned
how to self-masturbate.” (37, L)

2.3. Psychosocial distress and relationship strain shaping sexual desire and stability
For some women, pandemic stressors intensified depression, grief, and rela-
tional instability, diminishing sexual interest and straining relationships. One
participant described entering “isolation mode” after a major loss: “I went
into, like, a real bad depression, so I didn’t wanna be bothered with anybody. I
didn’t wanna like—men were, like, the least of my concerns.” (33, L) Others
connected decreased sexual desire to depression or relational conflict: “being
depressed would make you not wanna do [sexual] things. . . [the relationship
was] troubled. . .when there’s no sex in the relationship it can put a strain.”
(34, AA) For some couples, forced proximity due to quarantine amplified pre-
existing problems, highlighting how the pandemic reshaped not only sexual
behavior but relationship trajectories: “a little bit before COVID we started
having marriage issues, but then with COVID being home a lot more together,
um, you notice a lot of things that you don’t get to notice when you’re kind
of like always just, like, crossin’ one another, like short interactions. Um, so
actually our sex life kind of died. It really did unfortunately. . . We’re actually
getting a divorce.” (27, L)

3.2. Comparative Analysis: Differences in HIV/STI Prevention Strategies by Race/Ethnicity, Site
Location, and Age
3.2.1. Differences by Race and Ethnicity

Across all racial/ethnic groups, partner type in tandem with relationship features
played a central role in shaping HIV/STI prevention strategies; however, the way in which
women adapted these strategies varied. Black and Latina women were more likely to adjust
their approaches based on their partner’s health status, behavior, or past, whereas White
women tended to assume monogamy in their primary relationships, leading to a greater
reliance on trust. Latina women were particularly inclined to discontinue condom use with
primary partners, trusting in the relationship’s stability and mutual HIV/STI testing. In
contrast, Black women were more cautious, often maintaining condom use and regular
testing, even in committed relationships.

While all groups used testing as a key prevention strategy, White women were more
likely to engage in combination prevention, pairing PrEP and condoms to manage risk,
particularly in perceived high-risk situations or relationships with HIV-positive partners.
Black women were the least likely to use PrEP consistently, but they demonstrated a strong
sense of agency through using a range of prevention strategies, like selective condom
negotiation, regular HIV/STI testing, or abstinence. Although condom negotiation is
used by Black women as a prevention strategy, some expressed negative attitudes due to
discomfort. Latina women, though often more open to PrEP, faced substantial barriers to
accessing and using it, such as concerns about stigma and side effects.

In terms of empowerment, White women showed the most autonomy in making
prevention decisions and encountered the least resistance from partners regarding condom
use. Black women often faced greater challenges negotiating prevention behaviors but
asserted control through other means, such as testing or situational condom use. Abstinence
was most frequently reported by Black women as an intentional strategy, providing them
with a sense of empowerment and control over their health, while Latina women were the
least likely to use abstinence, preferring other prevention and risk-management strategies.
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Across all groups, personal empowerment, partner dynamics, and cultural context sig-
nificantly shaped women’s approaches to HIV/STI prevention, with each group reflecting
distinct adaptations to these shared challenges.

3.2.2. Differences by Site Location

Across both NYC and Rochester, women employed similar HIV/STI prevention
strategies, such as relying on trust, routine HIV/STI testing, and selective condom and
PrEP use, influenced by relationship dynamics and partner type. However, key differences
emerged in how prevention strategies were implemented. Women in NYC were more likely
to integrate PrEP into their prevention plans, particularly in high-risk situations or with
HIV-positive partners, often employing combination prevention by integrating PrEP with
condom use and testing. In contrast, Rochester women were more inclined to rely on their
partners’ perceived characteristics, behaviors, past history, and testing with discontinued
condom use and less reliance on PrEP.

In both locations, challenges around negotiating condom use with partners were
evident. NYC women sometimes used PrEP to navigate these challenges, particularly
when partners resisted condom use, whereas women in Rochester faced more obstacles in
asserting condom use, often resulting in reliance on trust or testing as alternatives. These
differences reflect how partners influence prevention behaviors, with Rochester women
appearing more influenced by traditional relationship norms and stigma, whereas women
in NYC took a more active role in managing their sexual health.

Abstinence was a more prominent strategy among Rochester women, who often
framed it as a deliberate choice, especially following negative relationship experiences.
Women in NYC, on the other hand, more often described intentional prevention and risk-
management strategies such as PrEP and condoms, focusing on maintaining control in
relationships with varied perceived levels of HIV/STI exposure.

3.2.3. Generational Differences

Across all age groups, partner type was a significant factor in guiding HIV/STI
prevention strategies, though the emphasis and methods varied by age. Younger women
(35 and under) often relied on trust and monogamy to phase out condom use in primary
relationships, with the assumption that commitment alone offered protection. This group
was more likely to rely on HIV/STI testing as a regular risk-management practice and
displayed fewer behaviors around maintaining condom use over time. In contrast, middle-
aged women (age 36–54) frequently incorporated HIV/STI testing as a supplement to
condom use, particularly in primary relationships, balancing trust with ongoing verification
of partner health status as a calculated health assessment. Older women (55 and above)
showed the most consistent condom use with primary partners, demonstrating a cautious
approach that relied less on trust alone and more on the routine use of prevention methods
even in long-term relationships.

In terms of combination prevention strategies, middle-aged women tended to incor-
porate PrEP into their prevention strategies, particularly in high-risk situations, reflecting a
greater openness to combination prevention methods compared to the other age groups.
They also included regular HIV/STI testing as an important aspect of their approach, using
it in conjunction with other strategies to ensure protection. Younger and older women,
by contrast, tended to adopt PrEP less frequently. Younger women often preferred to
focus on partner characteristics to manage perceived risks rather than relying on PrEP or
combination prevention.

Across age groups, women exhibited varying levels of empowerment and autonomy
in their prevention choices, with notable differences in how they navigated partner re-
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sistance, especially to condom use. Younger women tended to express independence in
decision-making, frequently taking control over prevention strategies despite encountering
the highest levels of partner resistance to condom use. This resistance often led younger
women to balance active negotiation with a reliance on trust and monogamy, especially
in committed relationships where they prioritized relationship dynamics over consistent
condom use. In contrast, middle-aged women faced less partner resistance, allowing them
to navigate prevention more smoothly; they often used HIV/STI testing and open discus-
sions as cooperative tools to maintain control without the need for frequent negotiation.
Middle-aged women’s approach was pragmatic, blending autonomy with a degree of
relational ease in their prevention strategies. Older women, however, demonstrated a
more cautious approach that largely bypassed negotiation challenges, as they relied on
consistent condom use or abstinence as intentional strategies. By choosing abstinence
or routine condom use, older women minimized the need for negotiation with partners,
often framing these choices as a form of self-empowerment and control. Across all groups,
empowerment and autonomy in prevention were shaped by both generational norms and
partner dynamics, with each age group adapting strategies according to the degree of
partner cooperation they expected or encountered.

Lastly, abstinence emerged as a notable strategy among older women, who used it
more frequently as a form of empowerment and control over their sexual health, especially
following negative experiences or during periods of emotional recovery. In contrast,
younger women rarely used abstinence as a prevention strategy, while middle-aged women
mentioned it situationally, often as a temporary choice during uncertain times.

This age-based analysis highlights distinct approaches to HIV/STI prevention, with
younger women prioritizing trust and partner type, middle-aged women relying on
HIV/STI testing as a core strategy, and older women favoring consistent condom use
and abstinence for greater control and security.

4. Discussion
This analysis of cisgender women who are PrEP-eligible highlights their prevention

ecologies—relationship- and context-dependent combinations of strategies that shift with
partner dynamics, access constraints, and life circumstances. Empowerment was reflected
not as an abstract trait, but as women’s practical ability to assess risk and to initiate,
negotiate, or enact prevention strategies under varying relationship and structural con-
ditions. Women’s narratives closely reflected the “condoms to trust” transition: condom
use was most common early in relationships and with casual partners and often declined
as trust and perceived monogamy increased [27,39–42]. Because unmet monogamy ex-
pectations can increase HIV/STI vulnerability [43–45], women described compensating
by adding periodic HIV/STI testing (sometimes jointly) and/or PrEP during heightened
uncertainty [20,43,46–49]. Some also relied on partial risk-reduction practices (e.g., part-
ner disclosure, perceived health-seeking behavior, withdrawal, avoiding certain sex acts),
consistent with prior accounts when options are constrained [43]. Notably, PEP did not
emerge as a salient prevention strategy in participants’ narratives. Only about half of the
women had ever heard of PEP, most of those who had heard of it knew little about it, and
only two women reported ever having been prescribed it. This absence is itself mean-
ingful, suggesting that event-driven biomedical prevention may remain underrecognized
or underexplained for cisgender women. Together, these narratives suggest that preven-
tion counseling that assumes stable behaviors may miss the shifting prevention ecologies
women employ that are context-dependent. These ecologies also varied by race/ethnicity,
site, and age and were shaped by gender-power dynamics and COVID-19 disruptions.
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PrEP use in this sample mirrored broader U.S. patterns of low uptake and persistence
among cisgender women despite substantial interest [15,49]. Women often framed PrEP as
episodic “insurance” in HIV-serodifferent relationships or when condom negotiation was
difficult, but few used it consistently and some discontinued when relationships stabilized
or perceived susceptibility declined [50–53]. PrEP was described as reducing anxiety
and increasing control among women in HIV-serodifferent relationships or when condom
negotiation was difficult [48,54,55]. Conversely, low perceived susceptibility (rooted in trust
or reliance on testing) reduced interest and underscored misalignment between algorithm-
based eligibility and women’s own risk appraisals [15,56]. The COVID-19 pandemic
intensified these dynamics: women described clinic closures, reduced in-person testing and
PrEP access, and greater reliance on telehealth and home testing, consistent with broader
reports of pandemic-related service disruptions [57,58].

In addition, our findings advance prior literature by comparing prevention narratives
across racial/ethnic groups, age, and location. Prior work has shown that Black and Latina
women face disproportionate structural and interpersonal barriers to prevention, including
racism, sexism, stigma, and limited access to PrEP and sexual health services [17,24,59].
Black women in our study often reported heightened concern about HIV, and were more
likely to maintain condom use, routine HIV testing, and intentional abstinence [60]. Yet,
they reported frequent partner resistance to condoms and testing, consistent with studies
among Black women in the U.S. South [61,62]. Latina women more often framed stopping
condoms with primary partners as a sign of relationship stability and mutual testing
and expressed openness to PrEP [63,64] while voicing strong concerns about stigma, side
effects, family or partner disapproval, aligning with work on Hispanic women’s PrEP
perceptions [63,65–68].

Our age-stratified findings align with prior research showing that condom use com-
monly declines as relationships become more intimate, and that younger women often inter-
pret commitment, monogamy, and partner trust as indicators of reduced HIV/STI risk [69].
In this context, younger women’s greater reliance on HIV/STI testing as a prevention
strategy is consistent with evidence that relationship characteristics and preventive health
consciousness motivate testing decisions among young women [69]. Midlife women’s
tendency to rely on ongoing HIV/STI testing—even within primary partnerships—extends
the literature describing pragmatic risk management that balances relational trust with
active verification [70]. Our finding that women in this middle age group reported greater
integration of PrEP is inconsistent with prior studies indicating no differences in awareness,
attitudes, or intention to initiate PrEP across age groups [71]. In our study, older women
tended to report more consistent condom use, which contrasts with some prior studies
suggesting that condom use is often infrequent among midlife and older women and
that perceived HIV risk can be low in later life [72,73]. For some women, aging may also
produce a “protective shift” in prevention practices—potentially driven by accumulated
relationship experiences and a stronger preference for strategies that minimize negotiation
burden—while reinforcing that abstinence and fidelity-oriented approaches may be framed
as self-protective ideals within prevention decision-making.

Women in New York City were more likely than those in Rochester to include PrEP
in their prevention strategies and to describe it as a response to partner resistance to
condoms, mirroring evidence that PrEP resources cluster in large urban centers [74,75].
Rochester participants more often relied on perceived partner characteristics, testing, and
abstinence and described fewer opportunities to access PrEP, consistent with policy analyses
of geographic inequities [18].

These findings have several implications for HIV prevention guidelines and practice.
First, guidelines and clinical practice should explicitly recognize that women use evolving
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prevention strategies. Counseling frameworks that help women map partner types, rela-
tionship histories, and prevention goals and then assemble layered strategies—combining
condoms, PrEP/PEP, regular HIV/STI testing, and, when appropriate, abstinence—may
be more acceptable and effective than single-method messages [76,77]. Second, because
many women rely on testing as a substitute for or complement to condoms and PrEP,
status-neutral models of care should ensure easy access to HIV/STI testing (including self-
testing kits) across primary care, family planning, obstetrics/gynecology, and community
venues, with clear pathways to PrEP and other services [78–81]. Third, given the centrality
of partner dynamics, routine assessment of intimate partner violence, coercion, and partner
refusal of condoms or testing should be incorporated into prevention guidelines, alongside
linkage to trauma-informed intimate partner violence services and discreet options such as
PrEP and self-testing [77,82–84]. Finally, interventions must be culturally and contextually
tailored, addressing structural barriers, medical mistrust, and anticipated stigma among
Black and Latina women through strategies such as community-based programs, peer
navigation, mobile apps, and social-media [64,85–88].

Strengths of this study include its focus on PrEP-eligible cisgender women in two
distinct geographic settings, attention to racial and ethnic identity, and generational differ-
ences, and use of a narrative, framework-guided approach. Limitations include recruitment
from two New York State sites; accordingly, the findings should be interpreted in relation to
these specific contexts and may not transfer fully to other settings or populations. Reliance
on cross-sectional interviews requiring retrospective reconstruction of trajectories and
possible social desirability bias are additional limitations. However, contextual differences
were apparent and provide insights on regional considerations that highlight the need for
robust state-wide initiatives.

Future research should use longitudinal mixed methods designs to track how women’s
prevention strategies evolve across relationship transitions. Implementation studies are
needed to test women-centered counseling models that explicitly support layered context-
sensitive strategies and to examine how policy changes—such as Medicaid expansion,
pharmacist prescribing of PrEP, and large-scale distribution of self-tests—are experienced by
women in diverse racial/ethnic and geographic groups [18,81,86,89–91]. There is particular
need for studies focused on Latina women, older women, and women in smaller cities and
rural areas, using more explicit intersectional analytic approaches. Finally, research that
integrates women’s narratives with partners’ and providers’ perspectives to understand
how relationship and system dynamics shape prevention choices are needed [67,76,92–94].

5. Conclusions
In this qualitative analysis of 48 PrEP-eligible cisgender women in New York City

and Rochester, NY, women’s HIV/STI prevention strategies were described as evolving
prevention ecologies shaped by relationship stage, partner dynamics, race/ethnicity, age,
and COVID-19 disruptions. Although limited to two sites and interview recall, women
often moved from condoms to trust and testing as commitment increased, using PrEP
episodically during uncertainty or when condom negotiation was difficult; some used
abstinence deliberately, and PEP was largely absent from women’s prevention ecologies.
Findings support women-centered, culturally and contextually tailored, status-neutral
services that expand routinized HIV/STI testing (including self-testing) and access to PrEP
and PEP. Longitudinal implementation studies should test scalable counseling models and
reduce geographic inequities.
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