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Abstract: Although the incidence of new cases of human immunodeficiency virus (HIV) has de-
creased in the past decade, in 2018 more than 7000 women with HIV were diagnosed in the United
States (US). Globally, per recent reports, 48% of the new HIV infections were among women. There
is still no vaccine to prevent HIV transmission. However, pre-exposure prophylaxis (PrEP) was
approved in 2012 by the Food and Drug Administration, providing a powerful tool to block HIV
infection and help prevent the subsequent development of acquired immunodeficiency syndrome
(AIDS). The uptake of PrEP has been slow globally and among the most vulnerable populations
in the US, even though the Centers for Disease Control (CDC) recommended its use in high-risk
populations, including women. Furthermore, women represent one-quarter of people living with
HIV in the US; however, PrEP is underutilized in this group. Thus, it is imperative to make women’s
voices heard through conducting more research, ensuring sufficient access to PrEP, and enhancing
knowledge about PrEP as a viable prevention strategy for women. This article aims to promote
women’s health by changing the narrative, providing key information on empowering women, and
increasing the usage of PrEP.
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1. Introduction

In the early 1980s, the landscape of infectious diseases changed dramatically and
forever upon the identification of a mysterious disease later termed human immunod-
eficiency virus (HIV). The HIV virus is the pathogen that causes the disease “acquired
immunodeficiency syndrome” [1,2]. Initially, scientists worldwide were intrigued and
challenged by a new disease with features that did not appear to resemble characteristics
of any known pathogens. Four decades later, there is still no vaccine to prevent HIV
transmission. However, there is a medication that can be taken to help reduce the risk of
HIV infection and is known as pre-exposure prophylaxis (PrEP). Pre-exposure prophylaxis
entails taking an antiretroviral medication (emtrictabine/tenofovir disoproxil fumarate
or emtrictabine/tenofovir alafenamide) every day to help reduce the risk of contracting
HIV [3].

The current World Health Organization guidelines recommend the initiation of PrEP
to any individual at high risk of contracting HIV [4]. PrEP is recommended for people
at high risk of being infected with HIV from sex or injection drug use, sexually active
gay and bisexual men who are HIV negative, and sexually active heterosexual men and
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women who are HIV negative [5]. In the same vein, the General Assembly of the United
Nations signed in 2016 a “political declaration to end the AIDS epidemic by 2030,” which
highlighted the development of collaborations among Member States to promote access to
HIV prevention services [6].

Although these recommendations were made, the uptake of PrEP has been slow
globally and among the most vulnerable populations in the US [7]. Obstacles that have
hindered the uptake of PrEP include cost, stigma, lack of awareness, poor PrEP policies in
certain countries, and poor access to health services [8]. For example, Calabrese et al., 2020,
suggested PrEP therapy to be marketed in an innovative way that is inclusive to all and not
focused on patients who may engage in risky behaviors sexually [9]. The new marketing
would promote independence for patients instead of stigma for the medication and those
who take it [9]. In the same vein, Goparaju et al. 2017, suggested additional education
from providers and decreased stigma from society would benefit women who would be
more willing to discuss the need for PrEP [10]. Importantly, women are at high risk of
contracting HIV through heterosexual sex [11]. As women continue to be at increased
risk of contracting HIV, all healthcare professionals must bring awareness about PrEP to
women who qualify for this prevention therapy.

This review provides an overview of the current landscape of PrEP use among women,
promotes women’s health by changing the narrative, and offers recommendations to
increase the usage of PrEP in this understudied population. Thus, PrEP education might
empower women to take control and protect themselves from an HIV infection without
sole reliance on condom usage by their sexual partner.

2. Methods

Due to the limited literature on women’s usage of PrEP and the Medical Subject
Headings (MESH) terminology to encompass both PrEP and women, the research team
used the following broad key terms “PrEP” or “Truvada” and “women” over three months.
To capture the story accurately, additional key terms were used according to each specific
subsection of this manuscript. Since PrEP was approved in 2012 by the FDA, the inclusion
criteria included articles published in English after the 2010s and peer-reviewed articles
derived from clinical studies. Case reports and case series were evaluated and included
based on the inclusion criteria. Although the inclusion criteria included studies published
globally, this article focuses on the underutilization of PrEP by women in the US and
explores the associated health disparities that this population of women confronts.

3. PrEP Approval: What Does This Mean for Women?

Since the 1980s, when HIV/AIDS was declared a pandemic by the World Health
Organization (WHO, Geneva, Switzerland), the scientific world has been in a race against
this deadly virus to prevent further spread of the disease. In the race to prevent the spread
of HIV, there have been several endeavors that have been successful. Safe sex practices,
condom use, and limiting sexual partners, are measures to prevent sexual transmission of
HIV [12,13]. In addition, there have been several studies highlighting the importance of
antiretrovirals in limiting the spread of HIV. Two studies published almost 20 years ago in
HIV serodiscordant couples (one partner is HIV positive, while the other is HIV negative)
showed a direct correlation between viral load and likelihood of transmitting HIV [14]. The
lower the viral load of the HIV positive partner, the lower the risk of HIV transmission to
the HIV negative partner. These studies and many more have led to a new initiative knowns
as Treatment as Prevention (TasP). While not discussed in detail in this manuscript, TasP
is yet another tool in the fight to end the HIV pandemic [14,15]. So while TasP is another
method to help prevent HIV infection, there had not previously been a medication that an
HIV negative person could take to prevent sexual transmission of HIV. In the mid-2000s,
clinical trials were underway to investigate whether the antiretroviral agent Truvada©
(TDF/FTC) could be used to provide additional protection from HIV infection [16,17]. The
clinical trials were promising, showing that the daily oral medication could protect against
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HIV-1 infection among men who have sex with men (MSM), heterosexual men and women,
and intravenous drug users. This treatment would come to be known as pre-exposure
prophylaxis, or PrEP [17,18].

A decrease of 42% in HIV-1 incidence with daily use of Truvada© was shown in the
pre-exposure prophylaxis initiative (iPrex) trial in men who have sex with men (MSM) [19].
This large-scale global clinical trial also demonstrated that Truvada© decreased the risk for
HIV infection in transgender women who have sex with men by 44% [19,20]. Cis-gender
women are disproportionally affected by HIV via heterosexual contact [11], but results
from early studies that targeted this group were unfavorable. Two studies, the tenofovir-
based pre-exposure prophylaxis for HIV infection among African Women (VOICE Study)
and the pre-exposure prophylaxis for HIV infection among African Women (FEM-PrEP)
study, assessed Truvada© vs. placebo and did not find a difference in the rates of HIV
infection [18,21]. This lack of efficacy was thought largely due to non-adherence. However,
two additional studies, antiretroviral prophylaxis for HIV prevention in heterosexual men
and women (Partners PrEP) and antiretroviral pre-exposure prophylaxis for heterosexual
HIV transmission in Botswana (TDF2 Study), did find that Truvada© lowered the risk
of HIV infection by 75% and 62.2%, respectively [3,17]. In July 2012, the FDA approved
Truvada© as PrEP for daily use in people at high risk of contracting HIV [22]. More
recently, Descovy© (TAF/FTC) was approved for PrEP in MSM and transgender women
from efficacy shown in the DISCOVER study, in which Descovy© was shown to be non-
inferior to Truvada© [23]. However, this study did not enroll cis-gender women, and
therefore, Descovy© is not approved for use in this population.

4. Disparities in Healthcare Access to PrEP among Women

Although men who have sex with men [24] and transgender women [25] are dispro-
portionately affected by HIV in the US and have been targeted for PrEP use, cis-gender
women are also at risk. Nearly 20% of all new HIV diagnoses in the US each year are among
women [26], yet PrEP use is suboptimal in this population [27]. PrEP has the potential
to help end the HIV epidemic, however, when people who need PrEP the most are not
accessing and utilizing it, this greatly and negatively impacts HIV prevention. In 2018,
only 7% of women who could benefit from PrEP were prescribed PrEP in the US [27]. This
is a disheartening reality, considering the impact that HIV has on women, particularly
women from minority ethnic backgrounds, such as Black/African American and Latina
women [28]. There are many factors that may directly or indirectly impact PrEP access
and uptake by women, and these factors should be considered when targeting women for
increased PrEP usage.

The highest rates of poverty in the US are found among women, due to gender wage
and wealth gaps, segregation into low-paying jobs, and inadequate or inaccessible public
social assistance programs [29]. As a result, healthcare insurance may be limited, which
may directly affect healthcare access and subsequent PrEP access. One study has even
highlighted the impact of poverty and lack of insurance on limited PrEP access [30]. This
is of particular importance when targeting low-income women and women of color for
improving PrEP access and uptake, as many are less likely to seek preventative services or
have routine visits with a healthcare provider [31]. Without insurance, a one-month supply
of PrEP is approximately $2200, presenting a substantial barrier for uninsured patients.

Economic factors are major barriers to accessing healthcare, but so are structural con-
cerns such as implicit bias among healthcare providers. This type of bias, defined as having
a preference for or an aversion to a person or group of people, typically due to stereotypes,
can negatively impact healthcare access and contribute to health disparities [32–34]. This
type of bias is a leading contributor to racial and ethnic disparities in women’s health in
the United States [35]. For example, if a healthcare provider perceives an African American
female patient as non-compliant to medications due to a stereotype of non-compliance
among the African American community and chooses not to initiate a conversation about
PrEP because of this stereotype, this is a missed opportunity for HIV prevention. This is a
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classic example of how negative implicit associations can affect thoughts, actions, and sub-
sequently, healthcare outcomes. What is even more concerning about implicit bias is that it
can also negatively impact patients’ perceptions and behaviors and create uncomfortable
environments [36]. Implicit bias may manifest as poor interpersonal skills from the health-
care provider, and as a result, patients lose trust in their healthcare provider and eventually
become less engaged in the healthcare system. This lack of engagement results in decreased
opportunities for preventive health and management of chronic diseases [37–39].

In a study regarding hesitancy and receptivity to HIV prevention, it was found that
properly educated, black college-aged women were highly likely to accept treatment with
PrEP [29] This is of importance, as women have indicated a lack of knowledge about PrEP
as a reason for not taking PrEP [40–43], and in some cases this has been directly related
to their unmet healthcare needs [40]. Women prefer to engage with regular healthcare
providers they can trust, and engagement has been cited as an important factor supporting
PrEP initiation among women [40]. If women are engaged in healthcare, they may be
more likely to be educated about preventive services such as PrEP. This likelihood may be
strengthened when actual and perceived instances of implicit bias are reduced, and women
are able to create long-lasting patient-provider relationships that are rooted in trust.

5. Changing the PrEP Narrative

PrEP is recommended for uninfected people who are at risk of contracting HIV. How-
ever, in the current form, “PrEP is underutilized in this group” [44]. The relative invisibility
of studies exploring women’s perspective on the usage of PrEP prompts new questions
that are addressed in this section: How can we change this perspective? How can we
increase awareness? How can we empower women to be more engaged in HIV prevention?
Consequently, it is imperative to make women’s voices heard through conducting more
research, ensuring sufficient access to PrEP, and enhancing knowledge about PrEP as viable
prevention strategy for women.

Due to unfavorable results from the VOICE and FEM-PrEP studies [18,21], more
evidence is needed to inform healthcare providers when making decisions about PrEP
initiation in women. In addition, as new medications are approved for PrEP, cis-gender
women must be included in clinical trials as they are also at a disproportionate risk for HIV
infection and should be targeted for HIV prevention. It is important to note that global
studies have reported the usage of “informal PrEP” [45], which may be a potential option
for women who are not interested in taking a daily pill. The “informal PrEP” terminology
refers to “off-label” PrEP use or “nonprescribed” [45].

Previous studies attributed the usage of “informal PrEP” in the MSM community
due to the high cost of the medication [46]. Informal PrEP was obtained through different
methods such as online pharmacies, overseas pharmacies where generic PrEP could be
purchased at a decreased cost, and medication sharing of Persons Living With HIV/AIDS
(PLWHA) who take antiretroviral treatment [45,46]. A study conducted by Charpentie
et al. (2014) highlighted how individuals obtained and took PrEP before the French
authorities approved the medication for usage [47]. The authors described how an HIV-
positive man shared some of his Truvada tablets with his partner before having sexual
contact [47]. Australian researchers speculate that another method of obtaining access
to PrEP may involve the informal use of prescribed post-exposure prophylaxis (PEP)
treatment [48]. Studies conducted in France, The Netherlands, and Australia have indicated
informal use of PrEP [46–50], however, data on informal PrEP use are insufficient, and
these studies explored “informal PrEP” in MSM. Thus, there is a need for additional studies
on the viability of informal PrEP in women and women’s perspective about this option.
Furthermore, a recent study conducted in the Netherlands showed that generic PrEP
facilitated the participants to change the procurement of “informal PrEP” from overseas to
local pharmacies in the Netherlands as the prices decreased.

As studies have indicated that women at risk for HIV are not aware of the existence of
PrEP as a viable preventive measure [40–43], particular efforts must focus on improving
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awareness. Most PrEP campaigns target men who have sex with men. However, in order
to change the narrative about PrEP as an option for women, campaigns must start focusing
on women. For example, advertisements could depict women who do not know the HIV
status of their sexual partner, who infrequently use condoms during sex, or who have had a
recent sexually transmitted infection [51]. Increased representation in marketing campaigns
will help to spread a broader message about PrEP use and may make women feel that this
in an appropriate method of HIV prevention. Although studies and campaigns related
to PrEP have targeted transgender women, increased awareness is similarly warranted
in this population. A study that explored trans women’s views on the facilitators and
the obstacles to PrEP acceptability indicated that very few of the interviewed transgender
women were aware of PrEP as a method of HIV prevention. This study also showed the
importance of using various dissemination channels to ensure that the message is reached
in the transgender community [52].

To alleviate financial concerns regarding PrEP, an option for uninsured or under-
insured patients is through the manufacturer’s patient assistance program, known as
Gilead Advancing Access [27]. In order to qualify for this program, the patient’s income
must fall below 500% of the federal poverty guideline (FPG), with consideration to the cost
of living and the number of individuals in the household [26]. With a valid prescription for
Truvada or Descovy, pharmacies or healthcare professionals can enroll a patient into the
program either online or over the phone, and the enrollee can be approved within minutes,
thus expediting PrEP initiation. Women who are concerned with the cost of obtaining PrEP
can be reassured that there is funding available, but healthcare professionals must also be
aware that this option exists.

6. Clinical Implications and Future Directions

Healthcare providers encompass different professions, including dentists, nurses,
nurse practitioners, pharmacists, physicians, and physician assistants, all of whom need
increased PrEP awareness in order to promote its use among high-risk populations [53].
Important patient factors such as medical mistrust should be considered when increasing
PrEP awareness among healthcare providers as an understanding of this phenomenon will
aid in a better understanding of some of the unique barriers that some patient populations
face with regard to HIV-related behaviors [54,55]. Identifying barriers enables healthcare
providers to address those barriers with patients which in turn may support a change in
patient behavior [56].

Healthcare providers could also help increase uptake of PrEP by developing and
maintaining a trustful relationship with their patients [54] and providing key messages
to this vulnerable population about using PrEP as an HIV prevention strategy. Some of
these messages should include increasing awareness about women who would be good
candidates for PrEP (i.e., women who have had a recent sexually transmitted infection),
providing information about the Gilead Advancing Access program for women who need
to address financial concerns, and sharing promising insights about the future use of
long-acting injectables (i.e., Cabotegravir) under investigation for PrEP to address concerns
related to daily oral adherence.

7. Conclusions

Pre-exposure prophylaxis, when taken appropriately, is an effective and well-tolerated
option to assist in prevention of HIV transmission. This medication has been tested in
several patient populations and has shown efficacy across the board. Further research
is needed to advance the study and implementation of PrEP in cis-gender women in
order to stop the spread of HIV in this vulnerable group. Given that the awareness of
PrEP among women is currently low and additional healthcare challenges have emerged
following the COVID-19 pandemic, further research is needed to explore the intrinsic
motivators for women to initiate PrEP. There have been several studies published aimed at
assessing barriers to PrEP initiation in cis-gender women [57–59]. These studies have found
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a multitude of factors to consider in this patient population, including perceptions on PrEP
effectiveness, approval from loved ones surrounding PrEP initiation, as well as barriers
to PrEP initiation. Even with published studies on PreP uptake in cis-gender women,
additional research is needed to further target this vulnerable population. In addition,
the role of other obstacles such as geographic location, urban versus rural residence, is
not yet known, which is essential information needed to design effective interventions in
this population.

Author Contributions: A.C. and C.W. researched literature and conceived the study. A.C., C.W., and
D.A., and J.G. were involved in protocol development. All authors contributed to the writing of the
manuscript. All authors have read and agreed to the published version of the manuscript.

Funding: This study received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Acknowledgments: We acknowledge Kelli Gerth for proofreading the manuscript.

Conflicts of Interest: The authors declare that they have no conflict of interest.

References
1. Shilts, R. And the Band Played on: People, Politics, and the AIDS Epidemic; St. Martin’s Press: New York, NY, USA, 1987.
2. Hillman, B.J. A Plague on All Our Houses: Medical Intrigue, Hollywood, and the Discovery of AIDS; ForeEdge University Press of New

England: Lebanon, NH, USA, 2016.
3. Baeten, J.M.; Heffron, R. Pre-exposure prophylaxis to intensify the fight against HIV. Lancet Infect. Dis. 2014, 14, 443–445.

[CrossRef]
4. World Health Organization. Pre-Exposure Prophylaxis. 2020. Available online: https://www.who.int/hiv/topics/prep/en/

(accessed on 1 March 2021).
5. Centers for Disease Control and Prevention. 2020. Available online: https://www.cdc.gov/hiv/basics/prep.html (accessed on 27

March 2021).
6. United Nations Declaration UNPDoEAswotF-Tteteb. 2016. Available online: https://www.unaids.org/en/resources/

presscentre/pressreleaseandstatementarchive/2016/june/20160608_PS_HLM_PoliticalDeclaration (accessed on 27 March 2021).
7. Weinstein, M.; Yang, O.O.; Cohen, A.C. Were we prepared for PrEP? Five years of implementation. AIDS 2017, 31, 2303. [CrossRef]

[PubMed]
8. Cáceres, C.F.; Bekker, L.-G.; Godfrey-Faussett, P. No one left behind: How are we doing in the roll-out of PrEP as part of

combination HIV prevention? J. Int. AIDS Soc. 2016, 19 (Suppl. 6), 7. [CrossRef] [PubMed]
9. Calabrese, S.K. Understanding, Contextualizing, and Addressing PrEP Stigma to Enhance PrEP Implementation. Curr. Hiv/AIDS

Rep. 2020, 17, 579–588. [CrossRef]
10. Goparaju, L.; Praschan, N.C.; Warren-Jeanpiere, L.; Experton, L.S.; Young, M.A.; Kassaye, S. Stigma, partners, providers and costs:

Potential barriers to PrEP uptake among US women. J. AIDS Clin. Res. 2017, 8, 730. [CrossRef] [PubMed]
11. Johnson, A.M.; Wadsworth, J.; Wellings, K.; Bradshaw, S.; Field, J. Sexual lifestyles and HIV risk. Nature 1992, 360, 410–412.

[CrossRef]
12. Varghese, B.; Maher, J.E.; Peterman, T.A.; Branson, B.M.; Steketee, R.W. Reducing the risk of sexual HIV transmission: Quantifying

the per-act risk for HIV on the basis of choice of partner, sex act, and condom use. Sex. Transm. Dis. 2002, 29, 38–43. [CrossRef]
13. Choi, K.-H.; Coates, T.J. Prevention of HIV infection. AIDS 1994, 8, 1371–1389. [CrossRef]
14. Fideli, Ü.S.; Allen, S.A.; Musonda, R.; Trask, S.; Hahn, B.H.; Weiss, H.; Mulenga, J.; Kasolo, F.; Vermund, S.H.; Aldrovandi, G.M.

Virologic and immunologic determinants of heterosexual transmission of human immunodeficiency virus type 1 in Africa. AIDS
Res. Hum. Retrovir. 2001, 17, 901–910. [CrossRef]

15. Quinn, T.C.; Wawer, M.J.; Sewankambo, N.; Serwadda, D.; Li, C.; Wabwire-Mangen, F.; Meehan, M.O.; Lutalo, T.; Gray, R.H. Viral
load and heterosexual transmission of human immunodeficiency virus type 1. N. Engl. J. Med. 2000, 342, 921–929. [CrossRef]

16. Thigpen, M.C.; Kebaabetswe, P.M.; Paxton, L.A.; Smith, D.K.; Rose, C.E.; Segolodi, T.M.; Henderson, F.L.; Pathak, S.R.; Soud,
F.A.; Chillag, K.L. Antiretroviral preexposure prophylaxis for heterosexual HIV transmission in Botswana. N. Engl. J. Med. 2012,
367, 423–434. [CrossRef] [PubMed]

17. 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.
Antiretroviral prophylaxis for HIV prevention in heterosexual men and women. N. Engl. J. Med. 2012, 367, 399–410. [CrossRef]
[PubMed]

http://doi.org/10.1016/S1473-3099(14)70070-2
https://www.who.int/hiv/topics/prep/en/
https://www.cdc.gov/hiv/basics/prep.html
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2016/june/20160608_PS_HLM_PoliticalDeclaration
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2016/june/20160608_PS_HLM_PoliticalDeclaration
http://doi.org/10.1097/QAD.0000000000001626
http://www.ncbi.nlm.nih.gov/pubmed/28857829
http://doi.org/10.7448/IAS.19.7.21364
http://www.ncbi.nlm.nih.gov/pubmed/27760690
http://doi.org/10.1007/s11904-020-00533-y
http://doi.org/10.4172/2155-6113.1000730
http://www.ncbi.nlm.nih.gov/pubmed/29201531
http://doi.org/10.1038/360410a0
http://doi.org/10.1097/00007435-200201000-00007
http://doi.org/10.1097/00002030-199410000-00003
http://doi.org/10.1089/088922201750290023
http://doi.org/10.1056/NEJM200003303421303
http://doi.org/10.1056/NEJMoa1110711
http://www.ncbi.nlm.nih.gov/pubmed/22784038
http://doi.org/10.1056/NEJMoa1108524
http://www.ncbi.nlm.nih.gov/pubmed/22784037


Women 2021, 1 126

18. Van Damme, L.; Corneli, A.; Ahmed, K.; Agot, K.; Lombaard, J.; Kapiga, S.; Malahleha, M.; Owino, F.; Manongi, R.; Onyango, J.
Preexposure prophylaxis for HIV infection among African women. N. Engl. J. Med. 2012, 367, 411–422. [CrossRef] [PubMed]

19. Grant, R.M.; Lama, J.R.; Anderson, P.L.; McMahan, V.; Liu, A.Y.; Vargas, L.; Goicochea, P.; Casapía, M.; Guanira-Carranza, J.V.;
Ramirez-Cardich, M.E. Preexposure chemoprophylaxis for HIV prevention in men who have sex with men. N. Engl. J. Med. 2010,
363, 2587–2599. [CrossRef]

20. Amico, R.; Liu, A.; McMahan, V.; Anderson, P.; Lama, J.; Guanira, J. Adherence indicators and PrEP drug levels in the iPrEx
study. Abstract 95LB. In Proceedings of the 18th Conference on Retroviruses and Opportunistic Infections, Boston, MA, USA, 27
February–3 March 2011.

21. Marrazzo, J.M.; Ramjee, G.; Richardson, B.A.; Gomez, K.; Mgodi, N.; Nair, G.; Palanee, T.; Nakabiito, C.; Van Der Straten,
A.; Noguchi, L. Tenofovir-based preexposure prophylaxis for HIV infection among African women. N. Engl. J. Med. 2015,
372, 509–518. [CrossRef]

22. FDA: News Release. FDA Approves First Drug for Reducing the Risk of Sexually Acquired HIV Infection. Available online:
https://www.hiv.gov/blog/fda-approves-first-drug-for-reducing-the-risk-of-sexually-acquired-hiv-infection (accessed on 9
March 2021).

23. Mayer, K.H.; Molina, J.-M.; Thompson, M.A.; Anderson, P.L.; Mounzer, K.C.; De Wet, J.J.; DeJesus, E.; Jessen, H.; Grant,
R.M.; Ruane, P.J. Emtricitabine and tenofovir alafenamide vs emtricitabine and tenofovir disoproxil fumarate for HIV pre-
exposure prophylaxis (DISCOVER): Primary results from a randomised, double-blind, multicentre, active-controlled, phase 3,
non-inferiority trial. Lancet 2020, 396, 239–254. [CrossRef]

24. Centers for Disease Control and Prevention. HIV and Men. 2020. Available online: https://www.cdc.gov/hiv/group/gender/
men/index.html (accessed on 1 March 2021).

25. Centers for Disease Control and Prevention. HIV and Transgender People. 2019. Available online: https://www.cdc.gov/hiv/
group/gender/transgender/index.html (accessed on 1 March 2021).

26. Centers for Disease Control and Prevention. HIV and Women: HIV Diagnoses. 2021. Available online: https://www.cdc.gov/
hiv/group/gender/women/diagnoses.html (accessed on 1 March 2021).

27. Centers for Disease Control and Prevention. HIV and Women: PrEP Coverage. 2021. Available online: https://www.cdc.gov/
hiv/group/gender/women/prep-coverage.html (accessed on 1 March 2021).

28. ASPE 2021 Poverty Guidelines. 2021. Available online: https://aspe.hhs.gov/2021-poverty-guidelines (accessed on
3 February 2021).

29. Chandler, R.; Hull, S.; Ross, H.; Guillaume, D.; Paul, S.; Dera, N.; Hernandez, N. The pre-exposure prophylaxis (PrEP)
consciousness of black college women and the perceived hesitancy of public health institutions to curtail HIV in black women.
BMC Public Health 2020, 20, 1–11. [CrossRef]

30. Doblecki-Lewis, S.; Liu, A.; Feaster, D.; Cohen, S.E.; Cardenas, G.; Bacon, O.; Andrew, E.; Kolber, M.A. Healthcare Access and
PrEP Continuation in San Francisco and Miami After the US PrEP Demo Project. J. Acquir. Immune Defic. Syndr. 2017, 74, 531–538.
[CrossRef]

31. Kaiser Family Foundation. Women’s Health Insurance Coverage. Available online: https://www.kff.org/womens-health-policy/
fact-sheet/womens-health-insurance-coverage/ (accessed on 1 March 2021).

32. Smedley, B.D.; Stith, A.Y.; Nelson, A.R. (Eds.) Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care; National
Academies Press: Washington, DC, USA, 2003.

33. Van Ryn, M.; Fu, S.S. Paved with good intentions: Do public health and human service providers contribute to racial/ethnic
disparities in health? Am. J. Public Health 2003, 93, 248–255. [CrossRef] [PubMed]

34. White, A.A., III. Seeing Patients: Unconscious Bias in Health Care; Harvard University Press: Cambridge, MA, USA, 2011; p. 352.
35. Nurse Practitioners in Women’s Health. Position Statement: Structural Racism and Implicit Bias in Women’s Healthcare. Available

online: https://www.npwh.org/lms/filebrowser/file?fileName=Structural%20Racism%20Implicit%20Bias%20in%20Women%27
s%20Healthcare%20Nov2020.pdf (accessed on 1 March 2021).

36. Zestcott, C.A.; Blair, I.V.; Stone, J. Examining the Presence, Consequences, and Reduction of Implicit Bias in Health Care: A
Narrative Review. Group Process. Intergroup Relat. 2016, 19, 528–542. [CrossRef] [PubMed]

37. Becares, L.; Zhang, N. Perceived Interpersonal Discrimination and Older Women’s Mental Health: Accumulation Across Domains,
Attributions, and Time. Am. J. Epidemiol. 2018, 187, 924–932. [CrossRef]

38. Trivedi, A.N.; Ayanian, J.Z. Perceived discrimination and use of preventive health services. J. Gen. Intern. Med. 2006, 21, 553–558.
[CrossRef]

39. Wallace, S.; Nazroo, J.; Becares, L. Cumulative Effect of Racial Discrimination on the Mental Health of Ethnic Minorities in the
United Kingdom. Am. J. Public Health 2016, 106, 1294–1300. [CrossRef]

40. 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]

41. National Center for HIV/AIDS, V.H., STD, TB Prevention,. Women and HIV Preexposure Prophylaxis (PrEP). Available online:
https://www.cdc.gov/hiv/pdf/group/gender/women/cdc-hiv-women-and-PrEP-discussion-series.pdf (accessed on 29 March
2021).

http://doi.org/10.1056/NEJMoa1202614
http://www.ncbi.nlm.nih.gov/pubmed/22784040
http://doi.org/10.1056/NEJMoa1011205
http://doi.org/10.1056/NEJMoa1402269
https://www.hiv.gov/blog/fda-approves-first-drug-for-reducing-the-risk-of-sexually-acquired-hiv-infection
http://doi.org/10.1016/S0140-6736(20)31065-5
https://www.cdc.gov/hiv/group/gender/men/index.html
https://www.cdc.gov/hiv/group/gender/men/index.html
https://www.cdc.gov/hiv/group/gender/transgender/index.html
https://www.cdc.gov/hiv/group/gender/transgender/index.html
https://www.cdc.gov/hiv/group/gender/women/diagnoses.html
https://www.cdc.gov/hiv/group/gender/women/diagnoses.html
https://www.cdc.gov/hiv/group/gender/women/prep-coverage.html
https://www.cdc.gov/hiv/group/gender/women/prep-coverage.html
https://aspe.hhs.gov/2021-poverty-guidelines
http://doi.org/10.1186/s12889-020-09248-6
http://doi.org/10.1097/QAI.0000000000001236
https://www.kff.org/womens-health-policy/fact-sheet/womens-health-insurance-coverage/
https://www.kff.org/womens-health-policy/fact-sheet/womens-health-insurance-coverage/
http://doi.org/10.2105/AJPH.93.2.248
http://www.ncbi.nlm.nih.gov/pubmed/12554578
https://www.npwh.org/lms/filebrowser/file?fileName=Structural%20Racism%20Implicit%20Bias%20in%20Women%27s%20Healthcare%20Nov2020.pdf
https://www.npwh.org/lms/filebrowser/file?fileName=Structural%20Racism%20Implicit%20Bias%20in%20Women%27s%20Healthcare%20Nov2020.pdf
http://doi.org/10.1177/1368430216642029
http://www.ncbi.nlm.nih.gov/pubmed/27547105
http://doi.org/10.1093/aje/kwx326
http://doi.org/10.1111/j.1525-1497.2006.00413.x
http://doi.org/10.2105/AJPH.2016.303121
http://doi.org/10.1097/QAI.0000000000002377
https://www.cdc.gov/hiv/pdf/group/gender/women/cdc-hiv-women-and-PrEP-discussion-series.pdf


Women 2021, 1 127

42. 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]

43. 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]

44. Center for Disease Control HaW. 2021. Available online: https://www.cdc.gov/hiv/group/gender/women/index.html (ac-
cessed on 27 March 2021).

45. Brisson, J. Ethical public health issues for the use of informal PrEP. Glob. Public Health 2018, 13, 1382–1387. [CrossRef] [PubMed]
46. Van Dijk, M.; De Wit, J.B.; Kamps, R.; Guadamuz, T.E.; Martinez, J.E.; Jonas, K.J. Socio-Sexual Experiences and Access to

Healthcare Among Informal PrEP Users in the Netherlands. AIDS Behav. 2021, 25, 1236–1246. [CrossRef]
47. Charpentier, N.; Brancourt, M.; Sordet, F.; Laforgerie, J. Nouvelle prévention: Sommes-nous PrEP. Remaides 2014, 90, 39–42.
48. Zablotska, I.B.; Prestage, G.; De Wit, J.; Grulich, A.E.; Mao, L.; Holt, M. The informal use of antiretrovirals for preexposure

prophylaxis of HIV infection among gay men in Australia. JAIDS J. Acquir. Immune. Defic. Syndr. 2013, 62, 334–338. [CrossRef]
49. Castro, D.R.; Quatremere, G.; Sagaon-Teyssier, L.; Le Gall, J.-M.; Preau, M.; Suzan-Monti, M.; Spire, B. Informal pre-exposure

prophylaxis use in France: Results from the Flash PrEP survey (2014). Hiv. Med. 2017, 18, 308–310. [CrossRef] [PubMed]
50. Rivierez, I.; Quatremere, G.; Spire, B.; Ghosn, J.; Rojas Castro, D. Lessons learned from the experiences of informal PrEP users in

France: Results from the ANRS-PrEPage study. AIDS Care 2018, 30, 48–53. [CrossRef]
51. Centers for Disease Control and Prevention. Preexposure Prophylaxis for the Prevention of HIV Infection in the United States:

2017 Update Clinical Practice. Guideline. 2017. Available online: https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-
guidelines-2017.pdf (accessed on 1 March 2021).

52. Sevelius, J.M.; Keatley, J.; Calma, N.; Arnold, E. ‘I am not a man’: Trans-specific barriers and facilitators to PrEP acceptability
among transgender women. Glob. Public Health 2016, 11, 1060–1075. [CrossRef] [PubMed]

53. Nydegger, L.A.; Dickson-Gomez, J.; Ko, T.K. 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]

54. Tekeste, M.; Hull, S.; Dovidio, J.F.; Safon, C.B.; Blackstock, O.; Taggart, T.; Kershaw, T.S.; Kaplan, C.; Caldwell, A.; Lane, S.B.
Differences in medical mistrust between Black and White women: Implications for patient–provider communication about PrEP.
AIDS Behav. 2019, 23, 1737–1748. [CrossRef] [PubMed]

55. Ball, K.; Lawson, W.; Alim, T. Medical mistrust, conspiracy beliefs & HIV-related behavior among African Americans. J. Psychol.
Behav. Sci. 2013, 1, 1–7.

56. Greene, J.; Hibbard, J.H.; Alvarez, C.; Overton, V. Supporting patient behavior change: Approaches used by primary care
clinicians whose patients have an increase in activation levels. Ann. Fam. Med. 2016, 14, 148–154. [CrossRef]

57. Teitelman, A.M.; Chittamuru, D.; Koblin, B.A.; Davis, A.; Brawner, B.M.; Fiore, D.; Broomes, T.; Ortiz, G.; Lucy, D.; Tieu, H.-V.
Beliefs Associated with Intention to Use PrEP Among Cisgender US Women at Elevated HIV Risk. Arch. Sex. Behav. 2020,
49, 2213–2221. [CrossRef]

58. Lambert, C.C.; Marrazzo, J.; Amico, K.R.; Mugavero, M.J.; Elopre, L. PrEParing women to prevent HIV: An integrated theoretical
framework to PrEP black women in the United States. J. Assoc. Nurses AIDS Care 2018, 29, 835–848. [CrossRef]

59. Aaron, E.; Blum, C.; Seidman, D.; Hoyt, M.J.; Simone, J.; Sullivan, M.; Smith, D.K. Optimizing delivery of HIV preexposure
prophylaxis for women in the United States. AIDS Patient Care STDs 2018, 32, 16–23. [CrossRef]

http://doi.org/10.1080/10810730.2016.1261969
http://www.ncbi.nlm.nih.gov/pubmed/28248625
http://doi.org/10.1089/apc.2014.0142
https://www.cdc.gov/hiv/group/gender/women/index.html
http://doi.org/10.1080/17441692.2017.1373139
http://www.ncbi.nlm.nih.gov/pubmed/28868979
http://doi.org/10.1007/s10461-020-03085-9
http://doi.org/10.1097/QAI.0b013e31827e854a
http://doi.org/10.1111/hiv.12419
http://www.ncbi.nlm.nih.gov/pubmed/27477336
http://doi.org/10.1080/09540121.2018.1468014
https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2017.pdf
https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2017.pdf
http://doi.org/10.1080/17441692.2016.1154085
http://www.ncbi.nlm.nih.gov/pubmed/26963756
http://doi.org/10.1007/s10461-020-03015-9
http://doi.org/10.1007/s10461-018-2283-2
http://www.ncbi.nlm.nih.gov/pubmed/30264207
http://doi.org/10.1370/afm.1904
http://doi.org/10.1007/s10508-020-01681-3
http://doi.org/10.1016/j.jana.2018.03.005
http://doi.org/10.1089/apc.2017.0201

	Introduction 
	Methods 
	PrEP Approval: What Does This Mean for Women? 
	Disparities in Healthcare Access to PrEP among Women 
	Changing the PrEP Narrative 
	Clinical Implications and Future Directions 
	Conclusions 
	References

