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Abstract: Background/Objectives: Cisgender Black women in the U.S. face dispropor-
tionately high HIV rates due to systemic inequities rooted in institutional racism, not
individual behaviors. These disparities are particularly severe in the southern U.S., driven
by limited access to healthcare, economic instability, and unsafe social environments. De-
spite its proven effectiveness, PrEP remains significantly underutilized in this population.
Methods: This systematic review followed PRISMA guidelines to identify and select rele-
vant studies and used the CASP checklist to appraise the quality of the selected qualitative
studies. The review focuses on individual and systemic barriers to PrEP access for cisgender
Black women, aiming to guide equitable health interventions and improve HIV prevention
efforts. Results: Key barriers include limited PrEP awareness, medical mistrust, and stigma.
Financial, structural, and social determinants also hinder access. Facilitators, such as PrEP
education, social normalization, trust building, and affordability, were identified as critical
to improving uptake. Conclusions: The findings emphasize the need for culturally tailored
strategies that build trust, provide education, and empower cisgender Black women to
overcome barriers to PrEP access.
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1. Introduction
According to the Centers for Disease Control and Prevention (CDC), Black individuals

in the United States continue to be disproportionally affected by HIV [1]. Cisgender Black
women, specifically, appear to be at increased vulnerability compared to their White and
Hispanic counterparts [1]. Overall, cisgender women account for 19% of new HIV diagnoses,
but cisgender Black women account for half of those cases, while only representing 12.9% of
reproductive women in the United States [2]. These disparities are even more pronounced
in the southern region of the United States, where half of new cases are reported despite the
south accounting for only 37% of the United States population [1]. Most new HIV cases (91%)
among cisgender Black women can be attributed to heterosexual contact [1].

The overall disparity in HIV acquisition rates amongst the Black/African American
population is deeply rooted in institutional racism, which has created conditions—such
as poverty, segregation, and mass incarceration—that increase vulnerability to syndemic
health threats [3]. Unlike what might be assumed, this disparity is not driven by a higher
prevalence of individual risk behaviors [3,4]. Research shows that Black women, for
example, tend to report fewer sexual partners and higher rates of condom use than women
from other racial groups [5,6]. However, as Aral et al. (2008) [4] point out, Black women can
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still face high STI rates despite low-risk behaviors, due to elevated HIV acquisition rates
within their social networks. The disproportionate rates of STIs may be connected to the
sex ratio imbalance between Black men and women, influenced by higher mortality rates
and mass incarceration among Black men. This imbalance exposes Black women to sexual
networks with higher HIV prevalence and can shift relationship power dynamics [4,5,7].

Furthermore, centuries of institutional racism and discrimination have resulted in
deeply embedded social inequities in environments where Black people live, work, wor-
ship, and play [5]. These inequities manifest in limited access to affordable housing, quality
education, safety, nutritious food, and healthcare—collectively referred to as social deter-
minants of health [8]. As a result, cisgender Black women often have limited access to
healthcare education and may lack awareness of their vulnerability to HIV and other STIs.
Addressing these racial and geographic disparities has become a priority in the United
States Plan for Ending the HIV Epidemic (EHE), which aims to increase access to preventive
interventions like pre-exposure prophylaxis (PrEP) for those most affected. The goal of the
EHE is to increase the estimated percentage of people with indications for PrEP classified
as having been prescribed PrEP to at least 50% by 2025 and remain at 50% by 2030 [9].

CDC estimates that of the 1.2 million people in the United States who could ben-
efit from PrEP, only 30% were prescribed PrEP in 2021 [10]. Notably, approximately
400,000 cisgender Black women are among those who would benefit from PrEP [10]. PrEP
is a daily medication regimen that prevents HIV transmission by combining two antiretro-
viral drugs, tenofovir and emtricitabine. After several successful randomized trials demon-
strating its effectiveness in reducing HIV risk for individuals at substantial risk—including
those with HIV-positive partners, people who inject drugs, and others with heightened
exposure risk—PrEP was approved by the FDA in 2012 [11,12]. Following this approval,
the CDC released clinical guidelines in 2014 recommending PrEP for HIV prevention. Since
then, the number of people taking PrEP to prevent HIV has significantly increased. In
2021, approximately 30% of the 1.2 million individuals who could benefit from PrEP were
prescribed it, compared to just 13% in 2017 [13]. However, despite this progress, Black
and Hispanic/Latino people—who represent the majority of those who could benefit from
PrEP—remain underrepresented among those prescribed it.

Over the years, there has been significant research and advocacy focused on improving
access to and uptake of PrEP, primarily targeting men who have sex with men (MSM) [14–16].
MSM are recognized as a key population at high risk for HIV transmission. However, it
is crucial to acknowledge that women, especially those from marginalized communities
such as cisgender Black women, also face increased vulnerability to HIV acquisition [17].
This population’s risk is compounded by structural violence, including poverty, underem-
ployment, unstable housing, and community violence, which significantly inhibits their
capacity to initiate and prioritize PrEP [9,11,12,17]. MSM and women have distinctly dif-
ferent risk profiles for acquiring HIV, highlighting the importance of understanding the
specific barriers encountered by women. By recognizing and addressing these barriers,
including the societal-level challenges such as the lack of targeted PrEP awareness cam-
paigns, we can ensure equitable access to PrEP and effectively reduce HIV transmission
rates among women.

We conducted a systematic literature review on qualitative studies that aimed to
explore and understand barriers to PrEP encountered by cisgender Black women in the
United States. Systematic reviews offer a comprehensive and structured synthesis of
existing research, providing a clear understanding of the state of knowledge on specific
issues. Examining barriers to PrEP access among cisgender Black women is critical, as they
face distinct HIV risk profiles and unique challenges. This review consolidates insights into
their experiences, identifies gaps in current interventions, and supports the development of
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tailored, equitable, and effective strategies to improve health outcomes for this underserved
group. By examining existing studies, we aim to identify specific challenges—such as
structural inequities, cultural factors, and healthcare access issues—and inform future
research and the creation of interventions designed to reduce HIV transmission rates in
this marginalized population.

Data gathered from qualitative studies provide deeper and more detailed information
exploring people’s perspectives and lived experiences. While quantitative studies are in-
valuable for measuring prevalence outcomes, they often fail to capture the nuanced reasons
behind health disparities, particularly in marginalized populations. Information gathered
from qualitative data can help identify gaps in knowledge and inform future research
directions. Most importantly, qualitative data can provide a theoretical underpinning for
the development of health interventions. Guided by an intersectional approach, this review
examines how race and gender-based discrimination intersect to create specific barriers for
Black cisgender women in accessing PrEP. Our review of relevant qualitative studies aimed
to answer the following research questions:

1. What are individual barriers to PrEP access for Black women in the United States?
2. What are systematic barriers to PrEP access for Black women in the United States?
3. How can PrEP access be better facilitated for Black women in the United States?

Our focus on qualitative studies is meant to complement quantitative research and
discover overlooked aspects of health behavior that can only be captured in personal
accounts. Moreover, the focus on Black women in this systematic review stems from
their unique and disproportionate burden of HIV in the United States [1]. By centering
the perspectives of Black women, this review aims to provide nuanced insights into the
specific barriers they encounter as well as provide actionable recommendations to improve
healthcare access and HIV prevention efforts tailored to their needs.

2. Materials and Methods
We followed the Preferred Reporting Items for Systematic Reviews and Meta-Analysis

(PRISMA-P 2015) guidelines [18]. The main objective is to better understand the qualitative
literature exploring barriers and facilitators to PrEP uptake among Black cisgender women
in the United States. Thus, the population of interest was Black cisgender women living in
the United States with negative or unknown HIV status. The age range of the women in
the studies was 18 and over.

J.B. worked in consultation with a health sciences librarian (IS) at the University
of Memphis to develop a Boolean search strategy using various combinations of rele-
vant MeSH terms and keywords: “African American women” OR “Black women”, AND
“pre-exposure prophylaxis”, OR “preexposure prophylaxis” OR “HIV prevention”, OR
“Truvada”, OR “treatment as prevention”. During our preliminary exploratory searches,
we included “South” and “Deep South” in our keywords since we originally intended to
focus on articles discussing PrEP access among cisgender Black women in the Southern
geographic area of the United States. However, because we had such limited results, we
decided to omit these terms from our search to expand to Black cisgender women across the
entirety of the United States. We then conducted searches across five electronic databases:
Biomed Central Public Health (BMC), CINAHL, Scopus, PubMed, and Google Scholar.

Since FDA approval of PrEP did not occur until 2012, we limited our search criteria
to between January 2012 and October 2024. We selected (1) studies written in English;
(2) studies published in peer-reviewed academic journals; (3) studies with full texts avail-
able; (4) qualitative studies or mixed-method studies in which we focused on the qualitative
component; and (5) studies with the primary aim of exploring access barriers among Black
cisgender women in the United States.
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Data extraction was performed by J.B. The initial search results from the five online
databases yielded 1218 potential articles. These results are from PubMed (n = 149), Scopus
(n = 40), CINAHL (n = 64), BMC (n = 260), and Google Scholar (n = 705). We organized
our findings in a Microsoft Excel sheet. Duplications were removed (n = 95). Articles
were removed if their titles or abstracts indicated that they were review papers, confer-
ence abstracts, or quantitative studies, were not focused on women living in the United
States, included transgender women, adolescents, women who were substance users, or
women in the criminal justice system, or were otherwise irrelevant (n = 1017). We omitted
studies that centered on mass incarceration and HIV prevention efforts, including women
within the prison system. Women in the prison system are disproportionately affected by
HIV due to several intersecting dynamics that render them vulnerable to both HIV and
incarceration [19,20]. We also omitted studies focused on adolescents (defined as being
aged between 10 and 17 years old). Adolescents have multiple complex risk factors that
are bound to be different than those of adult women [21]. Finally, we did not include
studies with transgender women due to unique characteristics and risk factors compared
to cisgender women [22]. Based on this screening, 1070 were removed.

J.B. independently screened the 53 remaining titles and abstracts. When relevancy was
unclear, the full text of the article was obtained and further reviewed. Several studies were
excluded because their titles and abstracts did not clearly indicate their relevance to the
focus on Black cisgender women and PrEP uptake. These included studies on healthcare
workers, dissertations, conference abstracts, review articles, and other topics outside the
scope of this review. We have clarified these exclusions to ensure transparency in the
selection process. J.B. then collaborated with C.M.V to create a structured charting table
that included study information, population of interest, sample size, study methodology,
applied theories, and findings. Based on this table, J.B. made the final selection of 13 articles,
and C.M.V. confirmed this decision.

After reaching consensus on the 13 selected articles, J.B. and C.M.V independently
analyzed and coded each article to mitigate the risk of bias. Although no significant dis-
crepancies arose, any minor differences were resolved informally through an iterative
discussion process. We systematically extracted data on study design, participant char-
acteristics, interventions, and outcomes using a standardized coding framework. The
primary outcomes focused on barriers and facilitators to PrEP uptake among Black cis-
gender women, while secondary outcomes included knowledge, perceptions of PrEP, and
sociocultural factors influencing its uptake. Data were collected on key variables such
as participant characteristics (age, geographic location, HIV status), intervention details
(e.g., PrEP counseling), and study characteristics (e.g., sample size, methodology). All
studies provided complete data. No automation tools were used during data collection.
All extracted data were cross-checked by J.B. and C.M.V. to ensure accuracy and reliability.

In accordance with PRISMA guidelines, a PRISMA flow diagram was created to outline
the study selection process. The flow diagram follows the standardized template provided
by PRISMA and adheres to the PRISMA checklist to ensure transparency and consistency in
reporting the inclusion and exclusion criteria for studies in this systematic review. Although
registration of the review protocol was not completed, all review processes were conducted
transparently, following established systematic review methodologies (see Figure 1).

The final thirteen articles were further analyzed using the Critical Appraisal Skills
Programme (CASP) [23] checklist. This checklist was employed to assess the quality, rigor,
and risk of bias in each individual study, with a particular focus on issues of generalizability.
See Table 1.
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Table 1. Risk of bias assessment using CASP checklist.

Study Risk of Bias Assessment Summary of Risk of Bias

Bond et al. (2022) [5] Low

The study’s findings are specific to urban settings,
particularly New York City. This may limit the
generalizability of the results to rural areas or

different geographic contexts. This limitation should
be noted when interpreting the findings, as the

experiences of Black women in urban environments
may differ significantly from those in rural settings.

Arnold et al. (2022) [24] Low

The study’s findings are specific to the context of
Jackson, Mississippi. This may limit the

generalizability of the results to other geographic
areas. This limitation should be noted when

interpreting the findings, as the experiences of Black
women in Mississippi may differ from those in

urban or rural settings elsewhere.
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Table 1. Cont.

Study Risk of Bias Assessment Summary of Risk of Bias

Auerbach et al. (2015) [25] Low

The study’s findings are specific to urban settings,
particularly in cities like New York, Dallas, and

Atlanta. This may limit the generalizability of the
results to rural areas or different geographic contexts.
This limitation should be noted when interpreting
the findings, as the experiences of women in urban
environments may differ significantly from those in

rural settings.

D’Angelo et al. (2021) [26] Low

The study’s findings are specific to urban settings,
particularly in New York City. This may limit the

generalizability of the results to rural areas or
different geographic contexts. This limitation should

be noted when interpreting the findings, as the
experiences of Black women in urban environments
may differ significantly from those in rural settings.

Nydegger et al. (2021) [27] Low

The study’s findings are specific to the context of
Milwaukee, Wisconsin. This may limit the

generalizability of the results to other geographic
areas or different types of institutions. This

limitation should be noted when interpreting the
findings, as the experiences of Black women in

Milwaukee may differ from those in urban or rural
settings elsewhere.

Park et al. (2019) [28] Moderate

The study’s findings are specific to women recruited
from an urban sexual health clinic in the Bronx, New
York. While the insights into facilitators and barriers
to PrEP uptake are valuable, the results may not be
generalizable to women in other geographic areas or
healthcare settings without similar resources. This
limitation should be considered when interpreting

the findings, as the experiences of women in
different contexts may vary significantly.

Pyra et al. (2022) [29] Low

The study’s findings are specific to Chicago, Illinois.
This may limit the generalizability of the results to

other geographic areas or different types of
institutions. This limitation should be noted when

interpreting the findings, as the experiences of Black
women in Chicago may differ from those in urban or

rural settings elsewhere.

Randolph et al. (2020) [30] Moderate

The study focuses on Black women living in
low-income housing in the southern United States,
specifically Chapel Hill, North Carolina. While the

findings provide valuable insights into barriers faced
by this population, the results may not be

generalizable to Black women in other geographic
areas or socioeconomic contexts. This limitation

should be considered when interpreting the findings,
as the experiences of women in different settings

may vary significantly.

Troutman et al. (2021) [31] Low

The study’s findings are specific to the Southeastern
United States. While the findings provide valuable

insights into this specific population, the results may
not be generalizable to Black women in other

regions. This limitation should be considered when
interpreting the findings, as the experiences of

women in various contexts may differ significantly.
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Table 1. Cont.

Study Risk of Bias Assessment Summary of Risk of Bias

Chandler et al. (2020) [32] Moderate

The study’s findings are specific to the context of an
HBCU, which may limit the generalizability of the

results to other geographic areas or different types of
institutions. This limitation should be noted when

interpreting the findings, as the experiences of Black
women in HBCUs may differ from those in

predominantly White institutions or rural settings.

Collier et al. (2017) [33] Low

The study’s findings are specific to urban settings,
specifically the Bronx, New York. This may limit the

generalizability of the results to other geographic
areas or different types of institutions. This

limitation should be noted when interpreting the
findings, as the experiences of Black women and

Latinas in the Bronx may differ from those in other
urban or rural settings.

Hirschhorn et al. (2020) [34] Low

The study’s findings are specific Chicago, Illinois.
This may limit the generalizability of the results to

other geographic areas or different types of
institutions. This limitation should be noted when

interpreting the findings, as the experiences of Black
women in Chicago may differ from those in urban or

rural settings elsewhere.

Willie et al. (2022) [35] Moderate

The study’s findings are specific to the city of
Jackson Mississippi. This may limit the

generalizability of the results to other geographic
areas or different types of institutions. This

limitation should be noted when interpreting the
findings, as the experiences of Black women in

Mississippi may differ from those in urban or rural
settings elsewhere.

While all studies scored high across various criteria, several noted limitations regard-
ing geographic constraints, as detailed in Table 1. While these limitations are relevant to
individual studies, we believe they do not pose significant constraints on our systematic
review. Although each individual study may have focused on a specific region, when
considered together, they provide a comprehensive and holistic view of the barriers and
facilitators to PrEP uptake among Black cisgender women. This geographic diversity en-
riches our understanding of how regional differences, as well as shared systemic challenges,
influence access to PrEP and HIV prevention efforts across the United States.

The included studies span a variety of regions, reflecting both urban and rural set-
tings and offering insights into the geographic context of PrEP implementation. Several
studies were conducted in major metropolitan areas such as New York, NY (e.g., Bond [5],
D’Angelo [26], Park [28]), Chicago, IL (e.g., Pyra [29], Hirschhorn [34]), and Atlanta, GA
(e.g., Auerbach [25], Chandler [32]). Others focused on the southeastern United States,
including Jackson, MS (e.g., Arnold [24], Willie [35]), and broader regions such as Chapel
Hill, NC, and surrounding states (e.g., Troutman [31], Randolph [30]). Additionally, some
studies included multiple sites, such as Auerbach’s work [25], which spanned New York,
Dallas, Atlanta, Chicago, and New Orleans.

Given the qualitative nature of this review, no formal meta-analysis was performed.
Instead, thematic synthesis was utilized to identify common barriers and facilitators to
PrEP uptake, with studies grouped by thematic findings. The risk of bias was assessed for
each study, with an overall categorization of low to moderate risk. Factors contributing to
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this assessment included the clarity of study objectives, appropriateness of the qualitative
methodology, recruitment strategies, data collection methods, and the rigor of data analysis.
No sensitivity analyses or statistical syntheses were conducted, as these are not applicable
in qualitative research. The overall certainty in the findings is moderate, given the diversity
in location contexts.

3. Results
A total of 13 articles were identified. All studies focused on the majority of Black

cisgender women considered at risk for HIV. While all thirteen studies explored barriers
to PrEP, not all studies investigated possible facilitators. Specifically, nine studies (n = 9)
explored both barriers and possible facilitators to PrEP uptake and adherence [5,24–31].
Four studies (n = 4) centered solely on barriers to women’s willingness to take PrEP and
adhere to the medication long term [32–35].

Some studies focused on a certain subset of Black cisgender women. Bond et al.
(2022) [5] focused on “young” Black women, defined as between the ages of 18 and 25.
Nydegger et al. (2021) [27] considered how the women of their study were affected by
interpersonal violence and structural poverty. We included these articles because they met
the overall search criteria, having the same characteristics of our priority demographic in
that they were adult cisgender Black women with negative or unknown HIV status who
had never taken PrEP.

In most studies, participants were recruited through healthcare clinics, community-
based organizations, HIV testing sites, and homeless shelters. The only exception is
Troutman et al. (2021), in which participants living in the Southeastern United States
were invited to take an online survey and subsequently recruited to participate in an
online focus group [31]. Six studies (n = 6) were comprised strictly of semi-structured
qualitative interviews [24,26–28,32,35]. Four studies (n = 4) utilized qualitative focus
groups [5,25,30,33]. Three studies (n = 3) employed a mixed-methods approach, of which
we only reviewed the results from the qualitative component [29,31,34].

Of the thirteen studies (n = 13), the majority (n = 12) indicated that thematic analysis
was used to analyze the data. Bond et al. (2022) [5] used the frameworks of intersectionality
and the theory of triadic influence (TTI) to guide their analysis.

3.1. Barriers to PrEP

After assessing each article for risk of bias, we systematically identified and organized
the main themes from the literature, starting with the barriers to PrEP uptake.

Table 2 summarizes the key barriers to PrEP access and uptake identified in the studies
reviewed. For each barrier, we provide the number of studies that addressed it, offering a
concise overview of the themes and their prevalence across the literature.

Table 2. Barriers to PrEP access and uptake identified across articles.

Barrier Number of Studies

Low Levels of PrEP Knowledge 12
PrEP Stigma 11

Concerns about PrEP Side Effects 9
Structural Poverty and Social Determinants 7

Medical Mistrust 7
Low HIV Risk Perception 6

Doubts about Pill Adherence 5
PrEP Costs 5
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3.1.1. Low Levels of PrEP Knowledge

Twelve articles (n = 12) identified low levels of PrEP knowledge as a primary
barrier [5,24–30,32–35]. Many women reported discovering PrEP for the first time during
research interviews, expressing surprise that their healthcare providers had not previ-
ously informed them about PrEP [29,31,33]. Notably, while participants in Troutman et al.
(2021) [31] were aware of PrEP, none had heard about it from their healthcare providers.
Some women took the initiative to research PrEP themselves and presented their findings
to healthcare professionals, only to encounter discouragement from those providers [28,29].
Moreover, misunderstandings regarding PrEP are common, with many women believ-
ing it is exclusively for gay men, a perception likely fueled by targeted advertising and
media portrayals [28,29,33].

3.1.2. PrEP Stigma

PrEP stigma emerged as a significant barrier, cited in eleven articles (n = 11) [5,24–28,31–35].
Women reported fears of judgment from parents, friends, community members, and partners,
expressing concern that using PrEP might lead to assumptions about their sexual behavior or
health status. PrEP stigma was particularly pronounced in romantic relationships, where
women worried that their partners might reject them for using PrEP, which could raise
suspicions of infidelity. Some participants described the difficulty of discussing PrEP with
partners, noting that it could be a sensitive topic that may lead to conflict [5,26,27,31]. For
example, one woman in Nydegger et al. (2021) [27] mentioned a partner who explicitly
discouraged her from taking PrEP, demonstrating the challenges of navigating PrEP stigma
in intimate relationships.

3.1.3. Concerns About PrEP Side Effects

Concerns about PrEP side effects were highlighted in nine articles (n = 9) [5,24–26,28,29,32,34,35].
Women expressed apprehensions regarding the potential impact of PrEP on their overall
health, fertility, and internal organs, as well as the risk of harm to unborn babies. Questions
arose about possible interactions with other medications and the exacerbation of existing
medical conditions. Some participants even voiced concerns that taking PrEP might weaken
their immune systems and increase their susceptibility to HIV [5,28]. These concerns
underscore the need for effective communication from healthcare providers about the
safety and benefits of PrEP.

3.1.4. Structural Poverty and Social Determinants

Structural poverty and social determinants were discussed in seven articles
(n = 7) [24–26,28,30,32,35]. Participants reported that experiencing structural poverty
created numerous barriers to accessing HIV prevention services, including lack of trans-
portation and conflicting priorities. For instance, even when transportation was covered by
insurance, women often needed to schedule rides days in advance [31]. The complexity of
navigating healthcare processes—such as scheduling appointments for testing, Pap smears,
and consultations—added to the challenges faced by women, especially those balancing
caregiving responsibilities, housing instability, and employment obligations. This context
highlights the broader systemic factors that complicate access to PrEP.

3.1.5. Medical Mistrust

Medical mistrust was identified as a significant barrier in seven studies (n = 7) [5,25–27,30,34,35].
Many participants cited a historical context of medical experimentation and discrimina-
tion against Black individuals in the U.S., including references to the Tuskegee Syphilis
Study [25–27,35]. This legacy contributes to widespread distrust of the healthcare system.
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Conversations about medical mistrust frequently intersected with concerns about PrEP
side effects [5,27]. Some women expressed skepticism about pharmaceutical companies
and their motivations in HIV research, arguing that if a cure for HIV were available, it
would not be distributed equitably to the Black population [5]. Overall, medical mistrust
significantly impairs women’s willingness to engage with healthcare services.

3.1.6. Low HIV Risk Perception

Low HIV risk perception was discussed in six studies (n = 6) [24,26,27,31,32,35]. Many
women viewed themselves as being at low risk for HIV due to factors such as being celibate,
married, or in a monogamous relationship. D’Angelo et al. (2021) [26] described this
preference for monogamy as an “interpersonal” barrier to PrEP uptake, noting that women
felt that taking PrEP might signal distrust toward their partners, potentially leading to
conflict. Interestingly, participants often recognized a disparity between their own risk
perception and that of their community, acknowledging that while they may not view
themselves as high-risk, they perceive others in their community to be at significant risk.

3.1.7. Doubts About Pill Adherence

Doubts about pill adherence were noted in five articles (n = 5) [5,25,27,32,33]. Women
expressed concerns that adhering to a daily regimen of PrEP felt unrealistic given their
multiple daily responsibilities. Many women indicated that those at risk for HIV might
also be managing challenges such as depression or low self-esteem, which complicates the
ability to maintain a consistent routine [25]. Additionally, women already taking hormonal
contraceptives viewed PrEP as an added burden. These concerns emphasize the need for
alternative PrEP delivery methods that could better accommodate women’s lifestyles.

3.1.8. PrEP Costs

Concerns about the cost of PrEP remain a significant barrier to its accessibility
(n = 4) [25,26,28,33]. Several women, even those with health insurance, expressed concern
about potential out-of-pocket expenses that can make accessing PrEP difficult or impossible.

3.2. Recommended Facilitators

While all articles reviewed predominantly focused on barriers to PrEP uptake, nine
studies (n = 9) identified several potential facilitators [24–26,28,30,31,33–35].

Table 3 summarizes the key facilitators to PrEP access and uptake, ranked from most
to least cited, with the number of studies highlighting each factor.

Table 3. Facilitators to PrEP access and uptake identified across articles.

Barrier Number of Studies

Increase PrEP Education 6
Empower Black Women as PrEP advocates 4

Fully Cover the Cost of PrEP 4
Normalize PrEP 3
Strengthen Trust 3

3.2.1. Increase PrEP Education

Increasing PrEP education was the most frequently recommended facilitator, high-
lighted in six articles (n = 6) [24,26,31,33–35]. Participants frequently reported a lack of
knowledge about PrEP but expressed a strong desire to learn more when provided with
initial information. Common questions centered around PrEP side effects, availability, and
administration methods.
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To enhance PrEP education, suggested strategies include leveraging online platforms,
hosting community sessions in spaces frequented by Black women, and ensuring healthcare
providers and social workers receive comprehensive training on PrEP. Misconceptions
among healthcare providers can hinder effective recommendations, making it crucial to
address these gaps in knowledge. Recommended educational venues encompass social
media campaigns, medical clinics, beauty salons, school campuses, and health departments.
Additionally, materials should be tailored for women to foster relatability [26].

3.2.2. Empower Black Women as PrEP Advocates

Empowering Black women to serve as advocates and educators for PrEP was discussed
in four studies (n = 4) [24,30,34,35]. This empowerment is essential in clinical encounters,
particularly given the historical context of racism and sexism that affects healthcare interac-
tions. Many Black women reported feeling disempowered due to societal stereotypes and
may hesitate to engage with new sexual health information [24,35].

Strategies for empowerment include peer-guided education and sharing testimonials
from other Black women who have successfully navigated PrEP [35]. Ensuring the privacy
and confidentiality of participants can further enhance their comfort in advocating for PrEP,
fostering a supportive environment that encourages open dialogue [24,35].

3.2.3. Fully Cover the Cost of PrEP

Fully covering the cost of PrEP emerged as a significant facilitator in four articles
(n = 4) [25,26,28,33]. Many participants emphasized the necessity of insurance coverage for
PrEP, with few directly inquiring about costs. To reduce financial barriers, recommendations
included making PrEP available at no cost in free clinics, thereby increasing access for those
who may otherwise be unable to afford it.

3.2.4. Normalize PrEP

The need to normalize PrEP in public discourse and daily life was highlighted in
three articles (n = 3) [24,26,31]. D’Angelo et al. (2021) [26] emphasized the importance of
visibility and community acceptance of PrEP, calling for a “need for increased commu-
nity consciousness”. Strategies for normalization involve diversifying advertisements to
represent cisgender Black women and incorporating PrEP messaging on medical facili-
ties’ websites. Regular and consistent communication about PrEP can help foster greater
awareness and acceptance among potential users [26].

3.2.5. Strengthen Trust

Lastly, strengthening trust between Black women and their healthcare providers was
noted in three studies (n = 3) [5,25,34]. Trust is crucial for PrEP uptake; women who
have confidence in their providers are more likely to consider using PrEP, even amidst
broader mistrust of the medical system. Healthcare providers must be knowledgeable
about PrEP and able to communicate its risks and benefits in a supportive, non-judgmental
manner. Additionally, ensuring confidentiality and privacy is essential for establishing and
maintaining this trust.

4. Discussion
The focus on qualitative studies is meant to summarize data exploring barriers and

facilitators to PrEP by Black cisgender women from their own perspectives. This liter-
ature review aimed for studies conducted after 2012 because this is the year that the
FDA approved PrEP oral pills. The findings demonstrate that there is a scarcity of lit-
erature exploring Black women’s perspectives on PrEP. High rates of HIV acquisition
amongst Black cisgender women have seemingly only recently become a matter of atten-
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tion and concern, highlighting the historical neglect of this demographic in the arena of
HIV prevention strategies.

4.1. Overlapping Barriers

Identified barriers often overlap. For example, three studies described women as being
“angry” that their medical providers had never discussed PrEP with them. This lack of PrEP
awareness contributed to low perception of HIV risk amongst these women [5,25,34]. They
did not perceive themselves to be at risk because their healthcare providers did not seem to
perceive them as at risk. The women in the Auerbach et al. (2015) [25] study even expressed
concern that they (the women) would be tasked with educating their providers about PrEP.
Hirschhorn et al. (2020) found that the women felt that PrEP was being intentionally kept a
secret, expressing a sense of medical and governmental mistrust [34].

Similarly, discussions surrounding PrEP side effects often implied medical mistrust.
For example, women interviewed in both the Bond et al. (2022) [5] and D’Angelo et al.
(2021) [26] studies expressed that they did not trust PrEP medication because they did not
trust pharmaceutical companies nor the government agenda surrounding HIV research.
One woman in the Bond et al. (2022) [5] study compared the hesitation to take PrEP to how
some people hesitate to take vaccines. Put simply, if women do not trust the institution,
they will not trust the medicines offered from that institution. Actual side effects of PrEP
include a small decrease in bone density among African women and a small decrease in
renal function among those taking PrEP [36]. Otherwise, PrEP shows no evidence of an
increase in the proportion of adverse events. Furthermore, PrEP is not associated with any
adverse pregnancy-related events.

Overall, the concerns about medication side effects are consistent with previous lit-
erature that highlighted how medical mistrust reduces medication adherence amongst
Black/African American individuals living with HIV [37,38]. This mistrust is rooted in
historical experiences of discrimination and exploitation within the United States healthcare
system, such as the Tuskegee Syphilis Study [30,34]. Of course, medical mistrust is not only
tied to historical exploitation but also exacerbated by gendered power dynamics in health-
care settings, where women’s health concerns are sometimes overlooked or dismissed by
male or white healthcare providers [39]. Medical mistrust continues to influence individual
health choices, remaining a barrier to accessing effective healthcare interventions.

PrEP stigma was also a significant barrier to PrEP uptake. This finding is consis-
tent with other studies that highlight fear of judgment as a deterrent to HIV prevention
efforts [40]. The stigma highlighted in this study is likely deeply influenced by gendered
expectations about sexuality. Women reported fears of being labeled as promiscuous or
unfaithful by their partners, with several participants expressing fear that introducing PrEP
might ignite suspicion of infidelity [5,26,31]. These findings highlight how PrEP stigma,
coupled with interpersonal power dynamics, can complicate PrEP uptake. Moreover, these
concerns may discourage women from seeking information and education regarding PrEP,
further contributing to a cycle of misinformation.

Structural poverty and social determinants of health also play a critical role in PrEP
access, as they limit the ability of women to prioritize healthcare amidst issues such as
lack of transportation, employment obligations, and need for childcare [24,27]. Concerns
about medication costs are intertwined with the issue of structural poverty. Women
indicated that the lack of health insurance or out-of-pocket expenses would deter them
from seeking PrEP [5,25].

Overall, socio-economic challenges tied to institutional racism—such as limited access
to affordable healthcare, lack of HIV education, and insufficient community-based health
resources—create significant barriers for Black women in accessing preventive healthcare
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services like PrEP. Even when Black women are aware of HIV risks, barriers like limited
healthcare accessibility, a deep-seated distrust of the medical system due to historical
mistreatment, and stigma surrounding HIV and PrEP use prevent them from seeking
or adhering to preventive interventions. These barriers are further compounded by the
sexual network dynamics, where Black women may be more likely to encounter partners
in higher-risk populations due to factors like the sex ratio imbalance, mass incarceration,
and higher mortality rates among Black men. These overlapping barriers demonstrate how
the systemic inequities that contribute to higher HIV acquisition rates also create complex
obstacles in accessing essential HIV prevention measures such as PrEP. While some barriers,
such as limited healthcare accessibility and medication stigma, may be shared by women
across different racial and ethnic groups, the intersection of these challenges with systemic
racism and specific socio-economic factors uniquely exacerbates their impact on Black
women. These include historical medical mistreatment, racialized mistrust of healthcare
institutions, and the disproportionate exposure to high-risk sexual networks driven by
structural inequalities.

4.2. Overview of Recommended Facilitators

Additionally, the findings from this study also highlighted several important facilita-
tors to PrEP uptake. These include the importance of PrEP education, social normalization,
trust building, empowerment, and financial access. Recommended strategies include em-
bedding PrEP education in community settings like clinics, schools, beauty salons, and
online platforms, and ensuring that materials are culturally relevant and visibly represen-
tative of Black women [24,33,35]. This is consistent with Johnson et al.’s (2021) study that
found beauty salons have been identified as a trusted space for health promotion among
Black women [41]. Furthermore, the normalization of PrEP through targeted media cam-
paigns and community-based outreach can help reduce stigma and make PrEP a common,
trusted option in sexual health care. According to D’Angelo et al. (2021) [26], frequent and
positive messages about PrEP can elevate community consciousness, helping Black women
to see PrEP as a standard preventive measure.

Strengthening the trust between Black women and healthcare providers is a key fa-
cilitator, as positive patient–provider relationships increase openness to PrEP amidst the
broader barrier of medical mistrust. Healthcare professionals must be trained to deliver
nonjudgemental and supportive care [25,34]. Moreover, empowering Black women as PrEP
advocates and peer educators can address both informational and social barriers, offering
role models who normalize PrEP through relatable testimonials and shared lived experi-
ences. Finally, ensuring the affordability of PrEP by advocating for insurance coverage and
making it available in free or reduced-cost clinics can mitigate the financial barriers that
deter PrEP use, especially in underserved communities [26,33].

Both institutional and interpersonal racism impact how Black/African American
people experience healthcare [42]. The implications of this study underscore the urgent need
for tailored HIV prevention strategies that prioritize the perspectives of Black cisgender
women, particularly in the context of institutional and interpersonal racism. Notably,
in the Bond et al. (2022) [5] article, women suggested that it is important to have the
direction of a doctor when introducing the subject of PrEP to a romantic partner. The same
article describes medical mistrust as a barrier to PrEP uptake, suggesting that establishing
a good relationship between provider and patient is a crucial first step in overcoming
medical mistrust. Women who trust their healthcare providers are more likely to listen
to their providers. Thus, it is important for healthcare providers to be reflexive about
internalized racist biases and stereotypes. Furthermore, community-based education and
peer-led advocacy can empower Black women, enabling them to make informed health
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decisions and potentially serve as advocates within their communities. It is also important
to integrate PrEP into insurance coverage and free clinic programs, dismantling financial
barriers rooted in systemic inequities.

4.3. Limitations

This literature review has several limitations. Despite our efforts to be exhaustive, it is
possible that some search terms were unintentionally omitted, which could have yielded ad-
ditional relevant results. Additionally, there are databases that we did not explore, and this
review did not include ongoing research studies, implementation studies, or dissertations.
We also excluded studies focusing on specific populations, such as incarcerated women,
substance users, and adolescents, which may have enriched our data. For example, research
on incarcerated women might have shed light on how institutional settings impact access
to and perceptions of PrEP. Similarly, studies on substance users could have illuminated
the intersections of addiction, stigma, and preventive health behaviors, while research on
adolescents might have contributed valuable perspectives on early interventions, health
education, and parental or societal influences on PrEP decision-making. By not including
these populations, we may have missed critical nuances and variations in the challenges
and opportunities related to PrEP uptake.

4.4. Implications for Public Health Research

This review highlights several key areas for future research to address barriers and
facilitators to PrEP uptake among Black cisgender women. The scarcity of studies exploring
their perspectives underscores the need for additional qualitative and mixed-methods
research capturing the lived experiences of Black cisgender women across diverse geo-
graphic, socioeconomic, and cultural contexts. Such research can provide a comprehensive
understanding of the factors influencing PrEP uptake and inform targeted interventions.

Given the overlap between barriers like medical mistrust, stigma, and low awareness,
future studies should investigate how these factors interact and cumulatively impact PrEP
utilization. Longitudinal research could offer valuable insights into how these barriers
evolve over time and the long-term effects of targeted interventions. Moreover, systemic
solutions—such as expanded insurance coverage, free clinic programs, and policies ad-
dressing social determinants of health—warrant further evaluation to determine their
effectiveness in reducing financial and logistical barriers to PrEP access.

Provider-focused research is equally critical, particularly to assess the impact of train-
ing programs that address internalized biases, enhance cultural competence, and foster
nonjudgmental patient-provider communication. An intersectional approach is essential
to understanding how overlapping identities, such as gender, race, socioeconomic status,
and sexual orientation, shape Black women’s experiences with PrEP. This nuanced under-
standing can help identify unique challenges faced by subgroups within this population
and guide the development of tailored interventions.

Additionally, the findings of this study emphasize the value of community-based
participatory research (CBPR) approaches, which actively involve Black women in shaping
research priorities, intervention designs, and policy recommendations. This participatory
model ensures culturally relevant interventions that directly address the lived realities of
this population. Innovative strategies for integrating PrEP education and services into
trusted community spaces—such as faith-based organizations—should also be explored to
enhance accessibility and reduce stigma.

For future research, incorporating a deeper gender perspective is important for un-
derstanding how intersections of gender, race, and class may amplify barriers to accessing
PrEP. Research should also investigate the impact of stigma, including how perceptions
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of promiscuity can influence women’s decisions regarding PrEP uptake. Further stud-
ies comparing Black cisgender women’s experiences with other women’s groups, such
as Latina or White women, could identify specific disparities and inform more targeted
interventions. In addition, while this study centers on cisgender women, future research
should consider how transgender women’s experiences with PrEP differ from cisgender
women’s experiences in an effort to understand how prevention strategies can be made
more inclusive and effective for all women.

While this study focused on oral PrEP, future research should examine the challenges
and opportunities surrounding long-acting PrEP, particularly given its potential to address
adherence issues. Although long-acting PrEP should have emerged in our literature search,
no studies on this intervention were found among the 13 articles meeting inclusion criteria.
This omission highlights the limited scope of existing research and underscores the need
for further investigation into this emerging area of HIV prevention [43].

By addressing these gaps, public health research can develop holistic, equity-driven
strategies to enhance PrEP uptake and reduce HIV disparities among Black cisgender
women, ultimately contributing to broader efforts to achieve health equity and improve
HIV prevention outcomes.

5. Conclusions
In conclusion, this study explored critical barriers and facilitators to PrEP uptake

among Black cisgender women by centering their own perspectives. The results of this
study suggest an urgent need for more research on the barriers and facilitators to PrEP
uptake among Black cisgender women. This group is disproportionately affected by HIV
yet historically neglected in prevention strategies. The findings reveal overlapping barri-
ers, including medical mistrust, stigma, and structural poverty, which are compounded
by systemic inequities and healthcare providers’ failure to discuss PrEP. Distrust in in-
stitutions, stemming from historical injustices like the Tuskegee Syphilis Study, further
deters PrEP uptake, while stigma and interpersonal dynamics complicate its introduction
in relationships.

Facilitators such as community-based PrEP education, peer advocacy, and improved
affordability and access can help address these barriers. Building trust through culturally
competent healthcare and addressing systemic racism are critical steps toward reducing
disparities. Though existing studies are limited in scope, future research should adopt inter-
sectional approaches, explore systemic solutions, and address gaps in knowledge to inform
equity-driven interventions that enhance PrEP uptake among Black cisgender women.

Author Contributions: Conceptualization, J.B. and L.C.P.; methodology, J.B., C.M.V. and L.C.P.; valida-
tion, J.B. and C.M.V.; formal analysis, J.B.; writing—original draft preparation, J.B.; writing—review and
editing, C.M.V. and L.C.P.; supervision, L.C.P. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data sharing is not applicable. No new data were created or analyzed
in this study.

Conflicts of Interest: The authors declare no conflicts of interest.



Healthcare 2025, 13, 86 16 of 18

References
1. Centers for Disease Control and Prevention. HIV and Black/African American People in the U.S. Fact Sheets|Newsroom|NCHHSTP|2021.

Available online: https://stacks.cdc.gov/view/cdc/120030/cdc_120030_DS1.pdf (accessed on 12 May 2023).
2. Centers for Disease Control and Prevention. Fast Facts: HIV in the United States|HIV|CDC. Available online: https://www.cdc.

gov/hiv/data-research/facts-stats/index.html (accessed on 24 April 2024).
3. Vitsupakorn, S.; Pierce, N.; Ritchwood, T.D. Cultural interventions addressing disparities in the HIV prevention and treatment cascade

among Black/African Americans: A scoping review. BMC Public Health 2023, 23, 1748. [CrossRef] [PubMed] [PubMed Central]
4. Aral, S.O.; Adimora, A.A.; Fenton, K.A. Understanding and responding to disparities in HIV and other sexually transmitted

infections in African Americans. Lancet 2008, 372, 337–340. [CrossRef] [PubMed]
5. Bond, K.T.; Gunn, A.; Williams, P.; Leonard, N.R. Using an Intersectional Framework to Understand the Challenges of Adopting

Pre-exposure Prophylaxis (PrEP) Among Young Adult Black Women. Sex. Res. Soc. Policy 2022, 19, 180–193. [CrossRef] [PubMed]
[PubMed Central]

6. Caldwell, K.; Mathews, A. The role of relationship type, risk perception, and condom use in middle socioeconomic status black
women’s HIV-prevention strategies. J. Black Sex. Relatsh. 2015, 2, 91. [CrossRef] [PubMed]

7. El-Bassel, N.; Gilbert, L.; Witte, S.; Wu, E.; Hunt, T.; Remien, R.H. Couple-based HIV prevention in the United States: Advantages,
gaps, and future directions. J. Acquir. Immune Defic. Syndr. 2010, 55 (Suppl. S2), S98–S101. [CrossRef]

8. Hill, L.; Ndugga, N.; Artiga, S. Key Data on Health and Health Care by Race and Ethnicity. KFF. 2023. Available online: https://www.kff.org/
racial-equity-and-health-policy/report/key-data-on-health-and-health-care-by-race-and-ethnicity/ (accessed on 10 May 2023).

9. Fauci, A.S.; Redfield, R.R.; Sigounas, G.; Weahkee, M.D.; Giroir, B.P. Ending the HIV epidemic: A plan for the United States.
JAMA 2019, 321, 844–845. [CrossRef] [PubMed]

10. Centers for Disease Control and Prevention. “Dear Colleague Letter: Reducing HIV Inequities by Addressing Disparities
in PrEP Uptake”. Available online: https://www.cdc.gov/hiv/policies/dear-colleague/dcl/20231017.html (accessed on
17 October 2023).

11. Mayer, K.H.; Agwu, A.; Malebranche, D. Barriers to the Wider Use of Pre-exposure Prophylaxis in the United States: A Narrative
Review. Adv. Ther. 2020, 37, 1778–1811. [CrossRef] [PubMed] [PubMed Central]

12. Baeten, J.M.; Donnell, D.; Ndase, P.; Mugo, N.R.; Campbell, J.D.; Wangisi, J.; Tappero, J.W.; Bukusi, E.A.; Cohen, C.R.; Katabira, E.; et al.
Antiretroviral prophylaxis for HIV prevention in heterosexual men and women. N. Engl. J. Med. 2012, 367, 399–410. [CrossRef]
[PubMed] [PubMed Central]

13. Centers for Disease Control and Prevention. Estimated HIV incidence and prevalence in the United States, 2018–2022. In HIV
Surveillance Supplemental Report; Centers for Disease Control and Prevention: Atlanta, GA, USA, 2024.

14. Hillis, A.; Germain, J.; Hope, V.; McVeigh, J.; Van Hout, M.C. Pre-exposure Prophylaxis (PrEP) for HIV Prevention Among Men
Who Have Sex with Men (MSM): A Scoping Review on PrEP Service Delivery and Programming. AIDS Behav. 2020, 24, 3056–3070.
[CrossRef] [PubMed] [PubMed Central]

15. Sun, Z.; Gu, Q.; Dai, Y.; Zou, H.; Agins, B.; Chen, Q.; Li, P.; Shen, J.; Yang, Y.; Jiang, H. Increasing awareness of HIV pre-exposure
prophylaxis (PrEP) and willingness to use HIV PrEP among men who have sex with men: A systematic review and meta-analysis
of global data. J. Int. AIDS Soc. 2022, 25, e25883. [CrossRef] [PubMed] [PubMed Central]

16. Babel, R.A.; Wang, P.; Alessi, E.J.; Raymond, H.F.; Wei, C. Stigma, HIV Risk, and Access to HIV Prevention and Treatment Services
Among Men Who have Sex with Men (MSM) in the United States: A Scoping Review. AIDS Behav. 2021, 25, 3574–3604. [CrossRef]
[PubMed] [PubMed Central]

17. Smit, F.; Masvawure, T.B. Barriers and Facilitators to Acceptability and Uptake of Pre-Exposure Prophylaxis (PrEP) Among Black
Women in the United States: A Systematic Review. J. Racial Ethn. Health Disparities 2024, 11, 2649–2662. [CrossRef] [PubMed]

18. Moher, D.; Shamseer, L.; Clarke, M.; Ghersi, D.; Liberati, A.; Petticrew, M.; Shekelle, P.; Stewart, L.A.; PRISMA-P Group. Preferred
reporting items for systematic review and meta-analysis protocols (PRISMA-P) 2015 statement. Syst. Rev. 2015, 4, 1. [CrossRef]
[PubMed] [PubMed Central]

19. Meyer, J.P. Women’s Intersectional Risks for HIV and Incarceration and Implications for Interventions. J. Womens Health 2021, 30,
630–631. [CrossRef] [PubMed] [PubMed Central]

20. Fleming, E.B.; LeBlanc, T.T.; Reid, L.C. The status of HIV prevention efforts for women in correctional facilities. J. Womens Health
2013, 22, 1005–1008. [CrossRef] [PubMed] [PubMed Central]

21. Brittain, K.; Teasdale, C.A.; Ngeno, B.; Odondi, J.; Ochanda, B.; Brown, K.; Langat, A.; Modi, S.; Abrams, E.J. Improving retention
in antenatal and postnatal care: A systematic review of evidence to inform strategies for adolescents and young women living
with HIV. J. Int. AIDS Soc. 2021, 24, e25770. [CrossRef] [PubMed] [PubMed Central]

22. Goldhammer, H.; Marc, L.G.; Psihopaidas, D.; Chavis, N.S.; Massaquoi, M.; Cahill, S.; Rebchook, G.; Reisner, S.; Mayer, K.A.;
Cohen, S.M.; et al. HIV Care Continuum Interventions for Transgender Women: A Topical Review. Public Health Rep. 2023, 138,
19–30. [CrossRef] [PubMed] [PubMed Central]

https://stacks.cdc.gov/view/cdc/120030/cdc_120030_DS1.pdf
https://www.cdc.gov/hiv/data-research/facts-stats/index.html
https://www.cdc.gov/hiv/data-research/facts-stats/index.html
https://doi.org/10.1186/s12889-023-16658-9
https://www.ncbi.nlm.nih.gov/pubmed/37679765
https://pmc.ncbi.nlm.nih.gov/articles/PMC10485990
https://doi.org/10.1016/S0140-6736(08)61118-6
https://www.ncbi.nlm.nih.gov/pubmed/18657713
https://doi.org/10.1007/s13178-021-00533-6
https://www.ncbi.nlm.nih.gov/pubmed/35401855
https://pmc.ncbi.nlm.nih.gov/articles/PMC8992539
https://doi.org/10.1353/bsr.2016.0002
https://www.ncbi.nlm.nih.gov/pubmed/29218311
https://doi.org/10.1097/QAI.0b013e3181fbf407
https://www.kff.org/racial-equity-and-health-policy/report/key-data-on-health-and-health-care-by-race-and-ethnicity/
https://www.kff.org/racial-equity-and-health-policy/report/key-data-on-health-and-health-care-by-race-and-ethnicity/
https://doi.org/10.1001/jama.2019.1343
https://www.ncbi.nlm.nih.gov/pubmed/30730529
https://www.cdc.gov/hiv/policies/dear-colleague/dcl/20231017.html
https://doi.org/10.1007/s12325-020-01295-0
https://www.ncbi.nlm.nih.gov/pubmed/32232664
https://pmc.ncbi.nlm.nih.gov/articles/PMC7467490
https://doi.org/10.1056/NEJMoa1108524
https://www.ncbi.nlm.nih.gov/pubmed/22784037
https://pmc.ncbi.nlm.nih.gov/articles/PMC3770474
https://doi.org/10.1007/s10461-020-02855-9
https://www.ncbi.nlm.nih.gov/pubmed/32274670
https://pmc.ncbi.nlm.nih.gov/articles/PMC7502438
https://doi.org/10.1002/jia2.25883
https://www.ncbi.nlm.nih.gov/pubmed/35255193
https://pmc.ncbi.nlm.nih.gov/articles/PMC8901150
https://doi.org/10.1007/s10461-021-03262-4
https://www.ncbi.nlm.nih.gov/pubmed/33866444
https://pmc.ncbi.nlm.nih.gov/articles/PMC8053369
https://doi.org/10.1007/s40615-023-01729-9
https://www.ncbi.nlm.nih.gov/pubmed/37531021
https://doi.org/10.1186/2046-4053-4-1
https://www.ncbi.nlm.nih.gov/pubmed/25554246
https://pmc.ncbi.nlm.nih.gov/articles/PMC4320440
https://doi.org/10.1089/jwh.2020.8841
https://www.ncbi.nlm.nih.gov/pubmed/33124955
https://pmc.ncbi.nlm.nih.gov/articles/PMC8085140
https://doi.org/10.1089/jwh.2013.4522
https://www.ncbi.nlm.nih.gov/pubmed/24116966
https://pmc.ncbi.nlm.nih.gov/articles/PMC3852606
https://doi.org/10.1002/jia2.25770
https://www.ncbi.nlm.nih.gov/pubmed/34449121
https://pmc.ncbi.nlm.nih.gov/articles/PMC8395389
https://doi.org/10.1177/00333549211065517
https://www.ncbi.nlm.nih.gov/pubmed/35060802
https://pmc.ncbi.nlm.nih.gov/articles/PMC9730173


Healthcare 2025, 13, 86 17 of 18

23. Critical Appraisal Skills Programme. CASP Checklists. 2018. Available online: https://casp-uk.net/casp-tools-checklists
(accessed on 5 July 2023).

24. Arnold, T.; Whiteley, L.; Elwy, R.A.; Ward, L.M.; Konkle-Parker, D.J.; Brock, J.B.; Giorlando, K.K.; Barnett, A.P.; Sims-Gomillia, C.;
Craker, L.K.; et al. Mapping Implementation Science with Expert Recommendations for Implementing Change (MIS-ERIC):
Strategies to Improve PrEP Use among Black Cisgender Women Living in Mississippi. J. Racial. Ethn. Health Disparities 2022, 17,
2744–2761. [CrossRef] [PubMed] [PubMed Central]

25. Auerbach, J.D.; Kinsky, S.; Brown, G.; Charles, V. Knowledge, attitudes, and likelihood of pre-exposure prophylaxis (PrEP) use
among US women at risk of acquiring HIV. AIDS Patient Care STDs 2015, 29, 102–110. [CrossRef] [PubMed] [PubMed Central]

26. D’Angelo, A.B.; Davis Ewart, L.N.; Koken, J.; Bimbi, D.; Brown, J.T.; Grov, C. Barriers and Facilitators to Pre-exposure Prophylaxis
Uptake Among Black Women: A Qualitative Analysis Guided by a Socioecological Model. J. Assoc. Nurses AIDS Care 2021, 32,
481–494. [CrossRef] [PubMed]

27. Nydegger, L.A.; Dickson-Gomez, J.; Ko Ko, T. A Longitudinal, Qualitative Exploration of Perceived HIV Risk, Healthcare
Experiences, and Social Support as Facilitators and Barriers to PrEP Adoption Among Black Women. AIDS Behav. 2021, 25,
582–591. [CrossRef] [PubMed] [PubMed Central]

28. Park, C.J.; Taylor, T.N.; Gutierrez, N.R.; Zingman, B.S.; Blackstock, O.J. Pathways to HIV Pre-exposure Prophylaxis Among
Women Prescribed PrEP at an Urban Sexual Health Clinic. J. Assoc. Nurses AIDS Care 2019, 30, 321–329. [CrossRef] [PubMed]

29. Pyra, M.; Johnson, A.K.; Devlin, S.; Uvin, A.Z.; Irby, S.; Stewart, E.; Blum, C.; Green, M.; Haider, S.; Hirschhorn, L.R.; et al. HIV
Pre-exposure Prophylaxis Use and Persistence among Black Ciswomen: “Women Need to Protect Themselves, Period”. J. Racial.
Ethn. Health Disparities 2022, 9, 820–829. [CrossRef] [PubMed] [PubMed Central]

30. Randolph, S.D.; Golin, C.; Welgus, H.; Lightfoot, A.F.; Harding, C.J.; Riggins, L.F. How Perceived Structural Racism and
Discrimination and Medical Mistrust in the Health System Influences Participation in HIV Health Services for Black Women
Living in the United States South: A Qualitative, Descriptive Study. J. Assoc. Nurses AIDS Care 2020, 31, 598–605. [CrossRef]
[PubMed]

31. Troutman, J.; Ingram, L.A.; Gaddist, B.; Robillard, A.; Qiao, S. African American Women’s Current Knowledge, Perceptions, and
Willingness of PrEP Use for HIV Prevention in the South. J. Health Sci. Humanit. 2021, 11, 51–72. [PubMed] [PubMed Central]

32. Chandler, R.; Guillaume, D.; Wells, J.; Hernandez, N. Let Me Prep You to PREP Me: Amplifying the Voices of Black Women
and Their Providers to Consider PrEP as an HIV Prevention Option. Int. J. Environ. Res. Public Health 2022, 19, 1414. [CrossRef]
[PubMed] [PubMed Central]

33. Collier, K.L.; Colarossi, L.G.; Sanders, K. Raising Awareness of Pre-Exposure Prophylaxis (PrEP) among Women in New York
City: Community and Provider Perspectives. J. Health Commun. 2017, 22, 183–189. [CrossRef] [PubMed]

34. Hirschhorn, L.R.; Brown, R.N.; Friedman, E.E.; Greene, G.J.; Bender, A.; Christeller, C.; Bouris, A.; Johnson, A.K.; Pickett, J.;
Modali, L.; et al. Black Cisgender Women’s PrEP Knowledge, Attitudes, Preferences, and Experience in Chicago. J. Acquir.
Immune Defic. Syndr. 2020, 84, 497–507. [CrossRef] [PubMed] [PubMed Central]

35. Willie, T.C.; Knight, D.; Baral, S.D.; Chan, P.A.; Kershaw, T.; Mayer, K.H.; Stockman, J.K.; Adimora, A.A.; Monger, M.;
Mena, L.A.; et al. Where’s the “Everyday Black Woman”? An intersectional qualitative analysis of Black Women’s decision-
making regarding HIV pre-exposure prophylaxis (PrEP) in Mississippi. BMC Public Health 2022, 22, 1604. [CrossRef] [PubMed]
[PubMed Central]

36. Fonner, V.A.; Dalglish, S.L.; Kennedy, C.E.; Baggaley, R.; O’Reilly, K.R.; Koechlin, F.M.; Rodolph, M.; Hodges-Mameletzis, I.; Grant, R.M.
Effectiveness and safety of oral HIV preexposure prophylaxis for all populations. AIDS 2016, 30, 1973–1983. [CrossRef] [PubMed]

37. Kalichman, S.C.; Eaton, L.; Kalichman, M.O.; Cherry, C. Medication beliefs mediate the association between medical mistrust and
antiretroviral adherence among African Americans living with HIV/AIDS. J. Health Psychol. 2017, 22, 269–279. [CrossRef] [PubMed]

38. Bogart, L.M.; Ransome, Y.; Allen, W.; Higgins-Biddle, M.; Ojikutu, B.O. HIV-Related Medical Mistrust, HIV Testing, and HIV Risk
in the National Survey on HIV in the Black Community. Behav. Med. 2019, 45, 134–142. [CrossRef] [PubMed] [PubMed Central]

39. Tekeste, M.; Hull, S.; Dovidio, J.F.; Safon, C.B.; Blackstock, O.; Taggart, T.; Kershaw, T.S.; Kaplan, C.; Caldwell, A.; Lane, S.B.; et al.
Differences in Medical Mistrust Between Black and White Women: Implications for Patient-Provider Communication About PrEP.
AIDS Behav. 2019, 23, 1737–1748. [CrossRef] [PubMed] [PubMed Central]

40. Meyers-Pantele, S.A.; Sullivan, P.; Mansergh, G.; Hirshfield, S.; Stephenson, R.; Horvath, K.J. Race-Based Medical Mistrust,
HIV-Related Stigma, and ART Adherence in a Diverse Sample of Men Who Have Sex with Men with HIV. AIDS Behav. 2022, 26,
1456–1466. [CrossRef] [PubMed] [PubMed Central]

41. Johnson, R.; Myers, D.; McKellar, M.; Saint-Hillaire, L.; Randolph, S.D. Perspectives of Black women in the United States on
salon-based intervention to promote the uptake of pre-exposure prophylaxis (PrEP) for HIV. J. Clin. Nurs. 2021, 30, 3281–3289.
[CrossRef] [PubMed] [PubMed Central]

https://casp-uk.net/casp-tools-checklists
https://doi.org/10.1007/s40615-022-01452-x
https://www.ncbi.nlm.nih.gov/pubmed/36396922
https://pmc.ncbi.nlm.nih.gov/articles/PMC9672575
https://doi.org/10.1089/apc.2014.0142
https://www.ncbi.nlm.nih.gov/pubmed/25513954
https://pmc.ncbi.nlm.nih.gov/articles/PMC4321978
https://doi.org/10.1097/JNC.0000000000000241
https://www.ncbi.nlm.nih.gov/pubmed/34171885
https://doi.org/10.1007/s10461-020-03015-9
https://www.ncbi.nlm.nih.gov/pubmed/32886220
https://pmc.ncbi.nlm.nih.gov/articles/PMC7855297
https://doi.org/10.1097/JNC.0000000000000070
https://www.ncbi.nlm.nih.gov/pubmed/30958408
https://doi.org/10.1007/s40615-021-01020-9
https://www.ncbi.nlm.nih.gov/pubmed/33733424
https://pmc.ncbi.nlm.nih.gov/articles/PMC7968858
https://doi.org/10.1097/JNC.0000000000000189
https://www.ncbi.nlm.nih.gov/pubmed/32868634
https://www.ncbi.nlm.nih.gov/pubmed/36818214
https://pmc.ncbi.nlm.nih.gov/articles/PMC9930508
https://doi.org/10.3390/ijerph19031414
https://www.ncbi.nlm.nih.gov/pubmed/35162438
https://pmc.ncbi.nlm.nih.gov/articles/PMC8835000
https://doi.org/10.1080/10810730.2016.1261969
https://www.ncbi.nlm.nih.gov/pubmed/28248625
https://doi.org/10.1097/QAI.0000000000002377
https://www.ncbi.nlm.nih.gov/pubmed/32692108
https://pmc.ncbi.nlm.nih.gov/articles/PMC7378883
https://doi.org/10.1186/s12889-022-13999-9
https://www.ncbi.nlm.nih.gov/pubmed/35999528
https://pmc.ncbi.nlm.nih.gov/articles/PMC9396836
https://doi.org/10.1097/QAD.0000000000001145
https://www.ncbi.nlm.nih.gov/pubmed/27149090
https://doi.org/10.1177/1359105315600239
https://www.ncbi.nlm.nih.gov/pubmed/26311814
https://doi.org/10.1080/08964289.2019.1585324
https://www.ncbi.nlm.nih.gov/pubmed/31343966
https://pmc.ncbi.nlm.nih.gov/articles/PMC6783255
https://doi.org/10.1007/s10461-018-2283-2
https://www.ncbi.nlm.nih.gov/pubmed/30264207
https://pmc.ncbi.nlm.nih.gov/articles/PMC7690288
https://doi.org/10.1007/s10461-021-03500-9
https://www.ncbi.nlm.nih.gov/pubmed/34669061
https://pmc.ncbi.nlm.nih.gov/articles/PMC9007843
https://doi.org/10.1111/jocn.15838
https://www.ncbi.nlm.nih.gov/pubmed/33969573
https://pmc.ncbi.nlm.nih.gov/articles/PMC8500915


Healthcare 2025, 13, 86 18 of 18

42. Jones, C.P. Levels of racism: A theoretic framework and a gardener’s tale. Am. J. Public Health 2000, 90, 1212–1215. [CrossRef]
[PubMed] [PubMed Central]

43. Philbin, M.M.; Bergen, S.; Parish, C.; Kerrigan, D.; Kinnard, E.N.; Reed, S.; Cohen, M.H.; Sosanya, O.; Sheth, A.N.; Adimora, A.A.; et al.
Long-Acting Injectable ART and PrEP Among Women in Six Cities Across the United States: A Qualitative Analysis of Who
Would Benefit the Most. AIDS Behav. 2022, 26, 1260–1269. [CrossRef] [PubMed] [PubMed Central]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.2105/ajph.90.8.1212
https://www.ncbi.nlm.nih.gov/pubmed/10936998
https://pmc.ncbi.nlm.nih.gov/articles/PMC1446334
https://doi.org/10.1007/s10461-021-03483-7
https://www.ncbi.nlm.nih.gov/pubmed/34648131
https://pmc.ncbi.nlm.nih.gov/articles/PMC8940643

	Introduction 
	Materials and Methods 
	Results 
	Barriers to PrEP 
	Low Levels of PrEP Knowledge 
	PrEP Stigma 
	Concerns About PrEP Side Effects 
	Structural Poverty and Social Determinants 
	Medical Mistrust 
	Low HIV Risk Perception 
	Doubts About Pill Adherence 
	PrEP Costs 

	Recommended Facilitators 
	Increase PrEP Education 
	Empower Black Women as PrEP Advocates 
	Fully Cover the Cost of PrEP 
	Normalize PrEP 
	Strengthen Trust 


	Discussion 
	Overlapping Barriers 
	Overview of Recommended Facilitators 
	Limitations 
	Implications for Public Health Research 

	Conclusions 
	References

