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Structural determinants of health drive inequities in the acquisition of human immunodeficiency virus (HIV) and the use of pre-
exposure prophylaxis (PrEP) for HIV prevention among cisgender women in the United States. However, current PrEP clinical 
guidance and implementation paradigms largely focus on individual behaviors and characteristics, resulting in missed opportun-
ities to improve PrEP access, and the implicit transferring of prevention work from health systems to individuals. In this view-
point article, we outline ways to apply a structural lens to clinical guidance and PrEP implementation for women and propose 
areas for future work.
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Systemic racism is a root cause of stark racial/ethnic inequities 
in human immunodeficiency virus (HIV) diagnoses among 
cisgender women in the United States, and intersects with 
sexism, geographic inequities, poverty, and other social and 
structural determinants of health [1]. Camara Jones, a social 
epidemiologist, defines racism as “a system of structuring op-
portunity and assigning value based on the social interpretation 
of how one looks”—what we call “race”—that advantages cer-
tain groups, while disadvantaging others [2]. Structural racism 
refers to codification of racism into laws, policies, institutions, 
and social practices, and its manifestations include mass in-
carceration, residential segregation, and wealth inequities, key 
drivers of health inequities [3, 4].

In this context, black women in the United States face 
a 17-fold higher lifetime risk of acquiring HIV than white 
women. Cisgender women account for nearly 20% of new 
HIV diagnoses [1, 5, 6]; while the use of preexposure prophy-
laxis (PrEP) for HIV prevention has risen dramatically since 
approval in 2012, women’s use remains low. The Centers for 
Disease Control and Prevention (CDC) estimates that >176 000 
women may benefit from PrEP, but only approximately 7% of 
these women received prescriptions in 2018 [5]. PrEP-to-need 
ratios, indicators of PrEP use relative to HIV diagnoses, suggest 
that women have some of the greatest unmet need for PrEP [7]. 
For black women in the South, that unmet need is likely greater. 

In response to racial inequities in PrEP use among women, the 
HIV National Strategic Plan identifies black women as a pri-
ority population for PrEP interventions [8].

Current PrEP implementation paradigms largely focus on as-
sessing individual behaviors rather than structural determinants 
of health. This focus is most evident in PrEP cascades, public 
health tools to identify implementation gaps and increase PrEP 
use. Many cascades begin with HIV risk assessments to deter-
mine eligibility, followed by offering PrEP services, and finally 
PrEP use [9]. While recent models incorporate how structural 
forces constrain steps in the cascade, in general, cascades focus 
on the individual—individual risk factors, motivations, and be-
haviors [10]. 

This approach minimizes the roles of racism and other 
structural forces in driving HIV risk and diagnoses, removes 
responsibility from healthcare providers and systems, and bur-
dens patients with the responsibility of prevention, ultimately 
blaming them for HIV acquisition. Consequently, when PrEP 
cascades are applied to women, they fall short: a decade after 
PrEP’s approval, little has changed regarding women’s PrEP use. 
To address existing gaps in PrEP implementation and persistent 
racial/ethnic inequities in women’s PrEP use, we contextualize 
limitations of current clinical guidance, outline ways to apply a 
structural lens to the clinical guidance and PrEP implementa-
tion for women, and propose areas for future work.

CLINICAL GUIDANCE CHALLENGES

While the CDC offers PrEP clinical guidance, women’s health 
practitioners and researchers struggle with the guidance’s prac-
ticality [11]. Draft 2021 CDC guidance addresses some of these 
concerns [12]. For example, the new guidance acknowledges 
how clinical risk assessments are limited by reliance on patient 
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disclosure of risk and cites numerous studies documenting 
patients’ discomfort disclosing sexual practices. Generally de-
scribed as medical distrust, this stems directly from a long and 
ongoing history of medical racism, discrimination, and mis-
treatment focused on black, indigenous, and people of color 
(BIPOC) [13, 14].

Intimate partner violence (IPV), which BIPOC women 
may experience more frequently or severely, is also associated 
with HIV acquisition [15, 16]. Barriers to IPV disclosure are 
widely documented, bringing into question the usefulness of 
IPV screening, and screening for any stigmatized condition, 
[17]. Barriers to disclosure about sexual practices, IPV, and 
other HIV vulnerabilities may be particularly pronounced for 
groups with the highest HIV incidence, namely, black women 
and other women of color. The 2021 draft CDC guidance sug-
gests discussing PrEP with all sexually active people, regardless 
of risk disclosure, and not denying PrEP to those who request 
it without a specific qualifying behavior [12]. However, outside 
of those requesting PrEP, counseling about and prescribing of 
PrEP still rely on sexual history, which, in the context of med-
ical racism and other forms of discrimination, constrains PrEP 
access.

Finally, CDC guidance suggests using biomedical markers 
of HIV vulnerability, including recent gonorrhea or syphilis. In 
the referent study from Florida, gonorrhea and syphilis were as-
sociated with increased odds of HIV, but the majority of HIV 
diagnoses occurred in women with no identifiable risk factors 
other than heterosexual sex [18]. Later studies showed regional 
differences in the usefulness of these infectious biomarkers, fur-
ther limiting their application [19].

APPLYING A STRUCTURAL LENS TO CLINICAL 
GUIDELINES

Researchers have also critiqued CDC guidelines for inconsist-
ently identifying community-level indicators of HIV risk, such 
as neighborhood prevalence [11]. Rather than highlighting 
these structural factors, which are likely powerful drivers of 
HIV acquisition in cisgender women, the CDC deemphasized 
“high HIV prevalence area or network” as an HIV risk indi-
cator from the draft 2021 guidance. Beyond assessing local HIV 
epidemiology, advocates have proposed structural vulnerability 
assessments that measure ways in which “multiple overlapping 
and mutually reinforcing power hierarchies (e.g., socioec-
onomic, racial, cultural) and institutional and policy-level 
statuses (e.g., immigration status, labor force participation) 
constrain (individuals’) ability to access healthcare and pursue 
healthy lifestyles” [20]. Within the realm of HIV vulnerability, 
that assessment may include exposure to multiple structural 
factors including racism, poverty, and mass incarceration.

While including structural assessments in clinical guidance is 
a first step, how to incorporate them into HIV prevention coun-
seling has yet to be determined. Few public health campaigns 

about PrEP explicitly address structural determinants of HIV, 
and few provider trainings address how to discuss racism and 
other structural determinants with patients [21, 22]. In part, 
this is because little is known about if and how patients want 
to discuss structural determinants during healthcare encoun-
ters. In preliminary findings from a study in Florida, while 
some women found discussions with providers about structural 
risk factors for HIV—specifically racism—empowering, others 
found them triggering [23]. More work is needed to understand 
patients’ experiences of structural risk assessments, and how as-
sessments can be constructively incorporated into clinical care.

Little is also known about providers’ motivations to ad-
dress structural determinants in clinical visits. In one study, 
focus groups with family planning providers suggested clin-
icians shied away from PrEP discussions because they were 
wary of conversations about structural influences on health 
[24]. Despite pronounced HIV inequities driven by struc-
tural determinants, by not including structural assessments in 
PrEP clinical guidelines, clinicians are permitted to sidestep 
conversations about structural determinants and HIV risk 
entirely. Considering the sociopolitical context of the United 
States, where many white Americans are ill equipped to discuss 
racism and its effects, where a majority of physicians and med-
ical school faculty identify as white, and medical schools are 
only beginning to name racism as a root cause of inequitable 
health outcomes, clinicians’ avoidance of racism as a driver 
of HIV risk is unsurprising. Diversification of the healthcare 
workforce, with increased racial/ethnic concordance between 
patients and providers, may be one way to facilitate conversa-
tions about structural determinants addressing barriers to PrEP 
use [14, 25]. More broadly, to end the HIV epidemic, clinicians 
must be trained to interrogate the influence of racism in their 
personal and professional lives and equipped to engage in re-
spectful and meaningful conversations with the communities 
they serve [26]. In other words, clinicians must gain structural 
competency [27].

APPLYING A STRUCTURAL LENS TO PREP 
IMPLEMENTATION

A structural lens may be applied not only to PrEP clinical 
guidance but also to implementation and evaluation. There is 
growing consensus within women’s sexual and reproductive 
health fields that failure to recognize and dismantle the systems 
of oppression that create and perpetuate inequities will create 
further harm [28]. For HIV prevention services, this includes 
understanding the long history of reproductive coercion and 
regulation of women’s bodies, particularly among BIPOC; the 
history of PrEP development, research, and promotion that ex-
cluded women, including most recently trials of emtricitabine 
and tenofovir alafenamide; and local history relevant to indi-
vidual communities and patients. Both public health tools, such 
as PrEP cascades, and clinical guidance lack attention to these 
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histories; in turn, HIV prevention efforts for women continue 
to fall short.

FUTURE DIRECTIONS FOR PREP PROVISION

Move From Risk-Based Screening to Universal PrEP Education

Risk-based screening, including risk-based HIV testing [29], 
misses individuals who do not disclose stigmatized activities 
or who may be unable to identify clear risk factors but suspect 
they are at risk. Programs that offer resources only to those who 
“screen in” likely miss eligible people. To combat underreporting 
of IPV, universal education has been promoted, ensuring that 
everyone receive consistent information and resources [30]. A 
similar approach may be applied to HIV prevention by offering 
universal PrEP education before screening. This approach is 
supported by the 2021 draft CDC PrEP clinical guidance [12].

An approach that provides universal PrEP education may 
begin to flatten power structures, allowing patients to access in-
formation without mandatory screening or disclosure. Public 
health campaigns can be developed with community input and 
use a strengths-based approach to highlight PrEP as a health-
promoting strategy without focusing on individual behaviors or 
“high risk” populations; an example is New York City’s women-
focused “Living Sure” campaign [11]. Public health messaging 
may be coupled with universal education in clinics (eg, family 
planning clinics and adolescent health clinics) and community 
settings (eg, school-based sex education) [31]. Universal educa-
tion may destigmatize PrEP use and increase awareness of PrEP 
to facilitate individuals’ requesting it.

While the goal of universal education is to make informa-
tion more accessible and equitable, this approach exists within 
a structural context, including historical and current medical 
mistreatment fostering medical distrust. Universal PrEP edu-
cation may therefore be received in variable ways, and without 
careful attention and listening to the communities receiving 
that information, may cause unintended harm. To avoid this, 
and to advance equity (rather than equality), a shift to universal 
education must begin by working with and listening to women 
who have been historically marginalized [1]. This includes 
evaluation, iterative improvement, and tailoring of universal 
education messaging across diverse communities and loca-
tions, as well as openness to community-based communication 
strategies.

Challenges in Patient-Provider Communication

Person-centered counseling around HIV prevention is cru-
cial when engaging individuals with significant distrust of the 
healthcare system due to historical and present-day systemic 
oppression and mistreatment. Black women face profound in-
equities in women’s health, in part due to racism and sexism 
in women’s healthcare encounters [32]. Multiple studies report 
that black women feel stereotyped and more uncomfortable 

than white women in sexual and reproductive health coun-
seling [33]. Moreover, black women have reported distrust 
of the healthcare system as a key barrier to PrEP uptake [34]. 
Finally, a recent study demonstrated that providers scoring 
higher on a racism scale were less likely to prescribe PrEP to 
black women [35]. Trust building is an evidence-based prac-
tice in contraceptive counseling to acknowledge distrust and 
experiences of mistreatment and foster shared decision making 
and patient-centered care [36, 37]. This principle is appropri-
ately extrapolated to HIV prevention counseling, given similar 
clinical and structural contexts [38].

Key to trust building and shared decision making about 
HIV prevention options is the discussion of HIV vulnerabil-
ities. Those vulnerabilities may include factors at the individual, 
partner, and community levels, ranging from sexual practices 
to community incarceration rates. To advance PrEP implemen-
tation, we must explore how to share this information, partic-
ularly in healthcare visits that cannot be separated from a long 
history of present-day medical racism and mistreatment. This 
patient-provider discussion may be contextualized by what has 
been aptly named “PrEP rumination,” or deliberation about 
PrEP initiation, described in qualitative interviews with women 
in New York [39]. One pilot study in Miami demonstrated fea-
sibility and acceptability of motivational interviewing in clinical 
visits with black women, resulting in increased motivation to 
use PrEP and decreased medical mistrust [40]. More research 
is needed to explore these interventions with other populations.

Promoting a Healing Clinical Environment to Advance Sexual and 
Reproductive Health

Trust building must be embedded into healthcare systems 
rather than limited to clinical encounters. Healing-centered 
engagement is an asset-driven, holistic approach to addressing 
trauma and building trust that recognizes structural causes of 
trauma, and that trauma may be a collective experience [41]. 
This approach creates safer clinical environments for patients 
who have experienced a range of traumas—from interpersonal 
violence to systemic trauma. Notably, many HIV vulnerabilities 
cited in socioecological models of women’s HIV risk can be un-
derstood as forms of trauma [42]. Therefore, healing-centered 
engagement models provide a framework within which to ad-
dress structural contributions to HIV risk and offer HIV pre-
vention strategies.

Adopting Lessons From Coronavirus Disease 2019 to Expand Access

The coronavirus disease 2019 (COVID-19) pandemic created 
further challenges to engaging women in HIV prevention, and 
also afforded opportunities to expand prevention services, in-
cluding telehealth visits, longer PrEP prescriptions, and home 
testing for HIV and sexually transmitted infection. While best 
practices continue to evolve, providing new ways to access pre-
vention services, as long as they are offered as one of many 



2246  •  CID  2022:74  (15 June)  •  VIEWPOINTS

options, will meet more people’s needs. At the same time, the 
pandemic highlighted how certain groups, particularly those 
most affected by structural drivers of HIV risk, face substan-
tial barriers to using telehealth services, and may fall out of 
care without in-person options [43, 44]. Rising IPV during 
the pandemic provided a glaring example of the limitations of 
telehealth in providing services to those who depend on the 
privacy of a clinic visit to access resources and preventive care 
[45].

Person-Centered HIV Preventive Care Outcomes

The contraceptive care field is rethinking end points, moving 
away from narrow focus on pregnancies prevented, contracep-
tive initiation, and contraceptive continuation and toward nu-
anced measures grounded in reproductive autonomy [46]. This 
work advances person-centered contraceptive care in which 
program quality is based not on the numbers of contraceptives 
distributed, pregnancies avoided, or money saved, “but by how 
many people feel truly respected and cared for when it comes to 
childbearing and family formation” [47]. 

These concepts can be adapted to the sexual health and HIV 
prevention fields. When we rethink PrEP implementation as 
an opportunity to foster person-centered sexual healthcare, 
the ultimate end point becomes not solely PrEP initiation, 
persistence, or retention, but how many people feel respected 
and cared for and have their clinical needs met, with respect 
to their sexual health and well-being. In turn, programs and 
payors may continue to count HIV infections averted, coupled 
with person-centered measures. While this approach may seem 
overly idealistic, the National Quality Forum, which payors use 
for performance measures, identifies person-centeredness as 
central to high-value care [48]. The contraceptive care field has 
operationalized these concepts into a patient-reported measure 
used in clinics to assess person-centered contraceptive care [49]. 
Given the long history of sexual and reproductive health abuses 
of BIPOC women, PrEP implementation requires this type of 
person-centered quality measure to accompany standard meas-
ures of PrEP implementation.

Potential for and Limitations of Expanding Biomedical Prevention Options

With additional HIV prevention technologies nearing availa-
bility, we have an opportunity to transform HIV prevention im-
plementation for women into one centered on the experiences 
and priorities of BIPOC women. Without this transformation, 
the HIV prevention community risks further widening inequi-
ties by using inequitable infrastructure developed in early iter-
ations of oral PrEP. Moreover, while implants and injectables 
may support people who find daily pill adherence challenging, 
they do not address the effects of underlying structures on HIV 
vulnerability. Housing insecurity, limited transportation, and 
other structural determinants may be identified in structural 
vulnerability assessments of HIV risk, and patients may identify 

these as focus areas for HIV prevention, rather than biomedical 
technologies.

As healthcare providers and advocates, we must listen to 
those assessments from the experts—patients—and strategize 
how to incorporate structural interventions to promote HIV 
prevention into biomedically focused HIV prevention tool-
kits. While it is unlikely that clinicians will or should become 
experts in these areas, social workers, navigators, community 
partners, and advocates with relevant expertise must be fully 
integrated into HIV prevention efforts. Their work may focus 
on individual-level linkages and supports to change individual 
exposures to structural determinants, as well as community- 
and structural-level interventions to change policies driving 
HIV vulnerabilities. Clinicians play an important role as well, 
advocating for the disruption of the biomedically focused 
model, and for the antiracism work and structural change that 
is necessary to advance health equity.

CONCLUSIONS: REIMAGINING PREP PROVISION 
FOR WOMEN

PrEP cascades and current clinical guidance are insufficient 
to support or monitor PrEP implementation among women. 
Public health approaches to HIV prevention need to be struc-
turally informed, grounded in historical context, and framed as 
explicitly antiracist, equity oriented, and person centered.

We propose a reimagined PrEP provision paradigm 
(Figure 1), which begins with universal PrEP education in com-
munities and clinics. With health educators and/or clinicians, 
individuals would have a person-centered conversation about 
PrEP in the context of other HIV prevention options, and a 
healing-centered discussion of HIV vulnerabilities. Clinicians 
would acknowledge barriers to care and celebrate care engage-
ment, as well as elicit and listen to care priorities, which may or 
may not include biomedical HIV prevention. If a patient elects 
for ongoing discussion, she/they would engage in shared deci-
sion making about whether PrEP, or another HIV prevention 
method, is right for them [38]. This clinical encounter would 
occur in a healing-centered environment with the goal of care 
being relationship and trust building. Patients may leave and 
return for ongoing conversations as part of PrEP rumination, 
start PrEP later, choose another or no HIV prevention method, 
or refer a friend or family member.

Evaluation and outcomes of this approach would include as-
sessment of shared information, informed decision making, and 
patient-reported care experiences, rather than simply a decision 
to start PrEP. Examples of this type of evaluation exist in the re-
productive health literature and may be modified and tested to 
apply to HIV prevention [49]. Moreover, clinics and clinicians 
would be evaluated for their promotion of a respectful, person-
centered environment [50]. Metrics of persistence would reflect 
changing HIV vulnerabilities, priorities, and preferences and 
patient satisfaction with methods. This nuance is particularly 
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important as longer-acting methods become available. As dem-
onstrated in the contraception literature, persistence must be 
contextualized, to ensure that continuation is not a reflection 
of provider reluctance to discontinue a method [46]. Finally, 
the ultimate outcome would shift focus from medication use to 
retention in sexual and reproductive healthcare. In turn, PrEP 
would be viewed as an opportunity to rebuild trust in sexual 
and reproductive health services and advance sexual and repro-
ductive health equity.
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Figure 1.  Reimaging human immunodeficiency virus (HIV) prevention services for women in the United States. In a reimagined paradigm for provision of preexposure pro-
phylaxis (PrEP), women would receive universal education, from communities and clinics, about vulnerabilities to HIV and HIV prevention strategies including PrEP. Women 
would then access healing-centered clinics that provide PrEP, where shared decision making would occur around HIV prevention options. Women would initiate methods that 
best meet their needs, continue methods, or change methods; these processes may or may not be sequential. Women would have easy access to ongoing discussion about 
HIV prevention methods and, regardless of method continuation, maintain engagement in sexual and reproductive health services.
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