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Hello Everyone. My name is Latesha Elopre and I am an Assistant Profession at the University of Alabama at Birmingham in the Division of infectious diseases and in todays presentation I will:
Discussing a pivotal topic about the current state of HIV biomedical prevention and its utilization by black women in the U.S.
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Objectives

• Understand the indications for PrEP for 
heterosexual women

• Evaluate the disparate uptake of PrEP based on 
race/ethnicity and potential for augmented HIV 
health disparities

• Review the literature to understand barriers for 
uptake of PrEP among black women in urban and 
rural areas



National HIV/AIDS 
Strategy: (Right: People, 
Places, Practices)

• Black women
• Deep South
• Biomedical prevention

CDC HIV in the Southern United States

Presenter
Presentation Notes
Contextual background to provide relevance for today’s presentation
HIV adnvances ART, once fatal now chornic
Young, black MSM only risk group with increased rates
Disparities maginified in the South
NYT article shed light, but ignored another group facing health disp. .. Black women
Naitonal HIV/AIDS Strat., research like my proposed NIH Career Development Award
Health disparities such as those I just described are more prominent in the Southern U.S.  Despite having only a 1/3 of the  US population, almost half of people living with HIV live in the South. A recent NYT article shed light on this Hidden Epidemic among Black MSM living in the South who currently have incidence rates that mirror the epidemic in Sub-Saharan Africa. While this was a ground-breaking article about a largely ignored population, again black women and the health disparities they face were overshadowed. 

Because of these prominent health disparities seen in the current epidemic, The National HIV/AIDS Strategy was created under the Obama administration and uptdated in 2020 to call for research targeted towards Right: People, Right Places and with the Right Practices. This talk today will do just that, by focusing on black women, living in the deep south and understanding their uptake of a biomedical prevention strategy.
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African-Americans Have the Highest Lifetime 
Risk of HIV Diagnosis

Availability of FTC/TDF for PrEP and other prevention methods are 
urgently needed to reduce new HIV infections

Lifetime Risk of HIV Diagnosis by Race/Ethnicity

1 in 20
AA Men

Hispanic Men

White Men

White Women

Hispanic Women

1 in 48

1 in 48

1 in 227 

1 in 132

1 in 880

AA Women

1 in 99Overall US

Bush S, et al. ASM/ICAAC 2016; Boston, MA. #2651
http://www.cdc.gov/nchhstp/newsroom/images/2016/croi_lifetime_risk_race_ethnicity.jpg 
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44,073: New HIV diagnoses in the US
44% African Americans (AA) (n=19,540) : 
26% AA Women (n=5,128) 
Women account for 1 in 5 new HIV diagnoses
70% of women infected were Black 
1 in 48 Black women will become infected with HIV
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HIV in the Southern U.S.

CDC HIV Surveillance Report 2018
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Presentation Notes
Overall, an American has a 1 in 99 chance of being diagnosed with HIV at some point in his or her life. But that lifetime risk is greater for people living in the South than in other regions of the country. The South account for 54% of new HIV diagnoses in 2014. 
Black MSM account for 59% of all HIV diagnoses among African Americans in the South. Black women account for 69% of all HIV diagnoses among women in the South




• Approved July 2012 by FDA

• Tenofovir disoproxyl fumarate (TDF) and 
emtricitabine (FTC)

• 92% efficacy with consistent use
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Presentation Notes
This biomedical prevention tool is HIV pre-exposure prophylaxis. Approved in 2012, this is a pill that when taken once daily can reduce risk of HIV infection by 92%. The US Public Health and Service Guidelines predicts that currently, 1.2 million US adults have an indication for PrEP, including 500,000 women.



Estimated Number of Adults Who Could Benefit 
from PrEP, 2015
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Presentation Notes
Over 1.2 million Adults would benefit from PrEP in the US, the majority of which are MSM. More importantly, other than IVDU, black americans are the group with the highest indicators for PrEP. 
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Increase in PrEP Prescriptions in the U.S.
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Presentation Notes
The number of PrEP users has increased by 880 percent since 2012, an average 73 percent increase year over year from 2012 to 2016.
In 2016, there were 77,120 PrEP users in the U.S., up from 8,768 PrEP users in 2012.
 Men and 25- to 44-year olds were more likely to be PrEP users.
93 percent of all PrEP users in 2016 were male, which is about 14 times higher than the number of female PrEP users. Men accounted for 81 percent of all new HIV diagnoses in 2016.




Disparate Utilization and Prescription of PrEP

Smith et al. MMWR 2015
Smith et al. CID 2018
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- The new national estimate is that about 1.1 million Americans overall are at substantial risk for HIV and should be offered PrEP. However, only 90,000 PrEP prescriptions were filled in commercial pharmacies in the year examined.
Of 885 persons newly diagnosed during the study period, 586 (66%) had 4029 visits to a healthcare facility prior to their HIV diagnosis (mean of 6.9 visits) with missed opportunities for provision of PrEP. Emergency medicine–trained clinicians conducted (61%) and primary care clinicians (family practice or internal medicine) conducted 10% of visits. Also, 42% of visits were by persons who were uninsured or self-paid, 36% had public insurance, and 18% had commercial insurance. In multivariable analyses, being female, black, or aged <30 years were statistically significant predictors of having prior healthcare visits. Among persons with at least 1 healthcare visit prior to their HIV diagnosis, 28.5% had a diagnosis of gonorrhea, syphilis, or chlamydia at any visit.
Conclusions
Healthcare visits occurring among persons who would benefit from provision of PrEP, especially persons with diagnosed STDs, should be leveraged to increase use of PrEP and reduce the risk of HIV acquisition.

In the latest analysis, reported as a late-breaking poster, Patrick Sullivan from Emory University and colleagues from Gilead and the CDC looked at correlations between PrEP use and HIV diagnosis rates, using data from people aged 13 and older in all 50 US states and Washington, DC, between 2012 and 2016. PrEP usage data came from pharmacies and diagnosis data from the National HIV Surveillance System.
The researchers divided the states into quintiles, or fifths, according to the proportion of people with a potential indication for PrEP who were receiving it. In the top quintile 11.0% of eligible individuals were on PrEP in 2016, compared with 3.5% in the lowest fifth. They noted that these figures represent a minimum level of PrEP use, as some people obtain PrEP from sources other than surveyed pharmacies.
The overall HIV diagnosis rate decreased significantly, from 15.7 per 100,000 persons in 2012 to 14.5 per 100,000 persons in 2016, an estimated annual decline of -1.6% per year. During the same period PrEP use increased from 7.0 per 1000 eligible people to 68.5 per 1000 eligible people, an estimated annual increase of +78%.
But some notable differences were seen in relation to PrEP use, the researchers reported. New HIV diagnoses declined by -4.7% in the quintile of states with the highest PrEP use and by -0.94% in the medium-high group in an unadjusted analysis. In contrast, diagnoses increased in the quintile with the lowest PrEP use (+0.9%) and medium-low use (+1.53%).
In an attempt to tease out the effect of PrEP versus treatment as prevention, the researchers also looked at viral load data from 37 states and DC. In this sub-analysis, the rate of PrEP use remained significantly associated with declines in new HIV diagnoses after controlling for state levels of viral suppression.




Top 20 US Cities with PrEP Use (2015)

15

Total Number of Individuals Prescribed FTC/TDF for PrEP in 2015

West
San Francisco, CA 1094
Los Angeles, CA 660
Seattle, WA 574
San Diego, CA 279
Beverly Hills, CA 218
Denver, CO 202
Phoenix, AZ 186
Portland, OR 186

Midwest
Chicago, IL 1001
Minneapolis, MN 378

Northeast
New York, NY 2936
Boston, MA 548
Philadelphia, PA 500
Bronx, NY 169

South
Washington, DC 840
Atlanta, GA 524
Houston, TX 388
Dallas, TX 400
Austin, TX 286
Orlando, FL 168

2015 accounts for 39-55% of starts in each city
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 Nearly 50% of PrEP users in 2016 were located in just five states: New York, California, Florida, Texas, and Illinois.
When looking at the rate of PrEP use—the number of people in a state using PrEP per 100,000 population—the five states with the highest rates in 2016 were New York, Massachusetts, Rhode Island, Washington, and Illinois.
In 2016, the Northeast region of the U.S. had approximately twice the rate of PrEP use (47.4 PrEP users per 100,000 population) compared to the West (28.1 PrEP users per 100,000 population), the South (22.6 PrEP users per 100,000 population), and the Midwest (23.5 PrEP users per 100,000 population) regions.
The South is the region with the highest number of new HIV diagnoses in the U.S. but has disproportionately fewer people using PrEP.
The Southern U.S. accounted for only 30 percent (23,091 persons) of all PrEP users in 2016. The region represented more than half (52 percent) of all new HIV diagnoses in 2016.




Decreased HIV Rates with High PrEP Use
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Presentation Notes
Background: Pre-exposure prophylaxis (PrEP) reduces the risk of HIV infection in those at risk for acquiring HIV. TDF/FTC was approved for PrEP in the United States (US) in 2012; 147,000 people had initiated PrEP through 2016.�Methods: We analyzed HIV diagnoses among persons ≥ 13 years old, and viral suppression, from the National HIV Surveillance System and national pharmacy data on prevalence of TDF/FTC use, for PrEP /1,000 persons with PrEP indications. We described changes in rates of HIV diagnoses and PrEP users, from 2012-2016, for 50 states and DC using estimated annual percent change (EAPC). We calculated EAPC and 95% confidence intervals (CI) for HIV diagnoses for states by quintiles of PrEP use. To evaluate the independence of the effect of PrEP uptake from the effect of treatment as prevention, we used data from a subset of 38 states and DC (39 jurisdictions) with viral suppression data (averaged for available years from 2012-2014) among those living with diagnosed HIV, and examined whether the association of PrEP uptake and HIV diagnoses changed when controlling for state-specific level of viral suppression.�Results: The overall US rate of HIV diagnoses decreased significantly from 15.7 (2012) to 14.5 (2016)/100,000 (EAPC: -1.6, CI: -1.9, -1.3). PrEP use prevalence increased from 7.0 (2012) to 68.5 (2016)/1,000 (EAPC: +78.0%, CI: +77.3%, +78.7%). The pooled unadjusted EAPC of HIV diagnoses for states in the highest quintile of PrEP use was -4.7% (CI: -5.4%, -3.9%) and for states in the lowest PrEP use quintile was +0.9% (CI: +0.2%, +1.7%) (Figure). The average prevalence of PrEP users in 2016 was 110/1,000 (11%) in the highest quintile, and 33/1000 (3.3%) in the lowest. Among the 39 jurisdictions with viral suppression data, rate of PrEP uptake remained significantly associated with declines in new HIV diagnoses after controlling for state-level viral suppression.�Conclusions: PrEP uptake was significantly associated with declines in HIV diagnoses in the US, and this association is independent of levels of viral suppression. US states should take steps to increase the coverage of PrEP among persons with indications in the current context of increasing HIV viral suppression for people living with HIV.



Adherence Variable among Women

1. Grant RM, et al. N Engl J Med. 2010;363:2587-2599. 2. Grant RM, et al. Lancet Infect Dis. 2014; 14:820-829. 3. Baeten JM, et al. 
N Engl J Med. 2012;367:399-410. 4. Thigpen MC, et al. N Engl J Med. 2012;367:423-434. 5. Choopanya K, et al. Lancet. 

2013;381:2083-2090. 6. Van Damme L, et al. N Engl J Med. 2012;367:411-422. 7. Marrazzo J, et al. CROI 2013. Abstract 26LB. 

The Lancet HIV. Antiretroviral gels: Facing the FACTS. 2015

Study Name Population N Results Efficacy by Blood 
Detection of TFV, %

FEM-PrEP
Kenya, S Africa,

Tanzania

Heterosexual 
Women 2120 FTC/TDF: futility TFV levels: 35-37% 

un-infected TDF/FTC 

VOICE
South Africa, 

Uganda, 
Zimbabwe

Heterosexual 
Women 5029

TDF: futility
Vaginal TFV gel: 

futility
FTC/TDF: futility

TFV levels: 25-30% 
non-placebo group

FACTS
South Africa

Heterosexual 
Women 3844 Vaginal TFV gel: 

futility

20% participants 
reported high 

adherence

Partners PrEP
Kenya, Uganda

Heterosexual 
discordant couples 4758

TDF: 67% efficacy
FTC/TDF: 75% 

efficacy

86 (TDF)
90 (TDF/FTC)

HPTN 067 ADAPT
South Africa

Heterosexual 
Women 179 FTC/TDF Open Label Study – 75%daily, 63% 

time driven and 53% even driven

Presenter
Presentation Notes
Fem-PrEP – Kenyan, South Africa and Tanzania women (oral)
VOICE – (oral and gel) Eastern and South Africa, HAD A 91% retention in care
FACTS – (gel (before and after sex; no more than 2 doses in 24h). ) South Africa. HIV-negative women aged 18-30 years received intensive counselling on product adherence (high adherence > 72%) and HIV risk reduction with condom provision.
HPTN 067 – (oral) women in Cape Town, South Africa. (Open LABEL) - After a four-week period of once-a-week directly observed dosing, participants were randomly assigned to one of three PrEP dosing regimens for 24 weeks: a) daily, b) time-driven: twice weekly with a post-sex dose, or c) event-driven: before and after sex. 
Partners PrEP Trial – Uganda and Kenya, serodiscordant couples (oral)



Why was Adherence so Variable?

• Delivery modality for PrEP
• Gel vs. oral (consistency of gel)

• Contextual Factors : gender roles, HIV stigma (ARV 
associated with illness) and social acceptance of 
product use

• Partner awareness and support to adhere to regimen

• Placebo-controlled trial vs. Open label
• Unknown efficacy of products and medical distrust

Corneli et al. PlOS One. 2015   

Van der Straten PLOS One 2014. 

Amico et al. AIDS and Behavior 2017

Presenter
Presentation Notes
Faclitators FEM-PrEP that motivated or assisted participants adhered primarily because of 1) personal motivations, which were HIV risk reduction and a general interest in the outcome of the research or altruism; and 2) adherence strategies, which consisted of external cues, reminders, and support, such as partner awareness, encouragement and support, or assistance; established routines and tools; and adherence counseling.

VOICE - The unknown efficacy of products, their connection with HIV infection, challenges with daily regimen given social risks, lack of support–from partners and significant others–and the relationship tradeoffs entailed by using the products appear to discourage adequate product use



Adherence Impacts Efficacy

• Sex hormones in the female genital tract leading to 
variable drug concentrations

• 6 doses per week are required to block HIV 
transmission in vaginal tissue

• 2-3 doses per week in colorectal tissue

• Robust adherence support is necessary for women 
to effectively use PrEP

Shen et al. PlOS One. 2014   

Cotrrel et al JUD 2016
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Sex hormones, such as estradiol, may impact intracellular concentrations of tenofovir diphosphate (the active metabolite of TDF) in epithelial cells and fibroblasts, creating a gradient in the female reproductive tract in which epithelial cells have higher drug concentrations than do fibroblasts, CD4-positive T cells or macrophages.24 Pharmacologic modeling suggests that at-risk women may need to take at least 6 doses of oral TDF/FTC per week to achieve drug levels of tenofovir in the female genital mucosa that can effectively block HIV transmission.25 In contrast, women can achieve colorectal tissue levels that seem to be adequate for protection against acquiring HIV with only 2 or 3 doses per week, because tissue concentrations of tenofovir are many-fold greater in the rectal compartment compared to the cervicovaginal compartment with daily oral dosing of TDF. Therefore, the minimum threshold of adherence needed to achieve protective efficacy for women who engage in receptive vaginal intercourse is likely to be substantially higher than that for people who only engage in anal intercourse, though pharmacologic correlates of protection from HIV acquisition are not fully understood for PrEP. Because of the need for consistently high adherence to PrEP for women to achieve protection, robust adherence support will be important to maximize the benefits of PrEP for women



Indications for PrEP Use for Women

Indications for Heterosexual Women

Any sex with an opposite sex partner in the last 6 months 

Not in a monogamous relationship with a recently tested HIV-negative partner 

AND at least 1 of the following:

inconsistent condom use with partner(s) 

STI in the pat 6 months

Serodiscordant relationship male partner



PrEP: Contraception and Pregnancy
• PrEP does not reduce contraceptive efficacy 

• Peri-conception PrEP experience growing and 
appears safe

• Data indicates that PrEP is safe during pregnancy 
• Potential risks and benefits of PrEP medication 

use during pregnancy should be discussed

Mugo NR, et al. JAMA. 2014;312:362-71; Murnane PM, et al. AIDS. 2014;28:1825-30;Heffron R, et al. Curr HIV/AIDS Rep. 2016;13:131-9; CDC. 
Provider Information Sheet: PrEP During Conception, Pregnancy, and Breast Feeding. www.cdc.gov. 
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https://clinicaltrials.gov/ct2/show/NCT02842086
https://www.cdc.gov/hiv/pdf/prep_gl_clinician_factsheet_pregnancy_english.pdf



Do People really Know Their Sex 
Partners?

Drumright et al. STD 2004

Presenter
Presentation Notes
We recruited 192 individuals aged 18 to 30 from sexually transmitted disease and family planning clinics in 96 partner dyads that reported first sexual contact during the previous 3 months. All individuals underwent computer interviews and testing for Chlamydia trachomatis, Neisseria gonorrhoeae, and Trichomonas vaginalis.
Young adults are not able to accurately report on a partner’s behavior unless that behavior is something they practice together. High levels of agreements about coital frequency and condom use within partnerships have been found among heterosexual20–22 and same-sex couples23,24 and among the partnerships in this study (kappa = 0.69, data not shown). However, neither the behaviors that partners practice separately such as having concurrent sexual relationships10,11 nor the partners’ STI/HIV status25 are accurately perceived. Our findings indicate that this poor ability to assess a partner’s behavior is associated with increased risk of acquiring an STI.

The Women's HIV SeroIncidence Study (HPTN 064) examined the prevalence and characteristics associated with knowledge of partner's serostatus among a cohort of African American women in the United States.29 The study found that 43% of the African American women living in high poverty and high HIV prevalence areas were unaware of their most recent male partner's HIV status. The women with lower knowledge of partner serostatus was associated with having two or more sex partners, suggesting that women most at risk for HIV are least likely to know of their infection risk. Other factors identified were food insecurity, partner age >35, intimate partner violence (IPV), partner's sexual concurrency with multiple women, prevalence of substance abuse, and sex exchange for financial and in-kind resources in their communities.30



High-Risk Sexual Behavior among Urban 
Black Women

Individual-Level Barriers:
• Protective Factors – Ethnic identity; high self-

esteem in relation to condom negotiation, self-
efficacy and partner communication

Partnership-Level Barriers:
• Economic inequalities, various social norms about 

gender and relationships that may discourage 
condom use, and heterosexual partnerships 
defined by gendered power differences

Wingood et al. Health Education Behavior (2000)

Beadnell et al. Psychologic Health Medicine (2004)

Presenter
Presentation Notes
TPB - First, ethnic identity, or the extent to which one positively identifies with one’s ethnic group, has been identified as a potential protective factor against sexual risks. A study of adolescent African American women found a negative association between ethnic identity and sexual risk acts [5]. Research among African American adolescent women has also found that high self-esteem is important for positive condom attitudes, condom negotiation self-efficacy, and frequency of communication with sexual partners [6]. Additional research among this population found that a composite variable of self-concept, consisting of self-esteem, ethnic pride, and body image, was positively related to refusal of condomless sex [7]. This relationship was mediated by condom negotiation fear and self-efficacy, and sex-related discussions with partners. However, this study did not examine actual risky sexual behaviors, and used a measure of ethnic pride that did not reference gender-specific pride. Further examination of how self-esteem and gender-specific pride in being an African American woman affect actual risky sexual behavior is therefore warranted.
TGP - Previous research bolsters the importance of a focus on condom negotiation as a mediator for potential issues of gender and power to affect potential HIV risks. Although women are often seen as responsible for condom negotiation [11, 12], differential power levels may limit their ability to make decisions in the relationship or cause them not to negotiate for condom use [13]. Similarly, Wingood and DiClemente (2000) also suggest that the threat of financial insecurity may lead women to avoid condom negotiation or insistence within a relationship, and that passivity in sexual relationships is expected due to gendered double standards [8]. In other words, women who engage in assertive behaviors within a romantic or sexual encounter may be judged harshly, while men are expected to and applauded for engaging in similar assertive behaviors. In modeling the TGP’s ability to predict condom use among African American young women, condom communication was the most proximate predictor of condom use, which was affected by having older partners, more parental communication about sex, and less negative psychological affect and substance use preceding sex [14].



Negotiating Condom-Use

• Main partners, condomless vaginal sex
• Predictors: IPV
• Protectors: Positive condom attitudes and partners not 

resisting condom use

• Non-main partners, condomless vaginal sex
• Predictors: IPV
• Protectors: Greater decision-making power, partners not 

resisting condom use and positive condom attitudes

Broadus et al. AIDS and Behavior 2016,

Presenter
Presentation Notes
To investigate the association of individual- and partnership-level characteristics with sexual behavior among the 718 participants in the current study, we examined partnership level data using the reported 796 main partnerships representing 624 participants, and 329 non-main partnerships representing 202 participants (some participants had both main and non-main partnerships, and/or multiple main or non-main partnerships).

Black women, who comprise 62% of new HIV diagnoses among all women, are more likely than white women to have concurrent sex partners and partners who they perceived to be nonmonogamous, yet, use protective behaviors more frequently, such as condom use at last vaginal or anal sex. This suggests that other social and structural factors (e.g., higher community baseline HIV and STD prevalence, inequality of health resources due to poverty, racism, gender power imbalance, and incarceration) likely contribute to HIV acquisition risk for black women.16 



What Factors Contribute to Risk in 
Rural Areas?

• Individual factors – High sexual coercion, exchange of sex for 
drugs/money, inability to negotiate condom use and substance 
abuse

• Contextual factors – Pervasive economic and racial 
oppression; lack of community recreation and boredom with 
resultant high substance abuse; high incarceration rates of 
black men leading to a male shortage with resultant 
concurrent sexual partnerships

KwaKwa et al. Attitudes toward PrEP in a U.S. Urban Clinic Population. AIDS and Behavior 2016

Kalichman et al..Journal of Women’s Health 2009

Adimora et al. Social Context of Sexual Relationships Among Rural African Americans. Sexually Transmitted Diseases. 2001
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Focus groups in rural counties in GA and N. Carolina
Sexual coercion is when tactics like pressure, trickery, or emotional force are used to get someone to agree to sex. It can be as simple as encouraging someone to have a few too many drinks, or it can hide inside threats like "I'll leave you if you don't sleep with me."



IPV and HIV-Risk

Presenter
Presentation Notes
“Intimate partner violence includes physical violence, sexual violence, threats of physical or sexual violence, stalking, and psychological aggression (including coercive tactics) by a current or former intimate partner.”11 Women in the United States experience high levels of violence, including sexual violence, across their lifetimes, with the most recent data indicating that approximately 27% of US women report ever having experienced unwanted sexual contact.14 Moreover, an estimated 36% of all US women report ever having experienced IPV including rape, physical violence, and/or stalking.15 Among HIV positive women, IPV is even more prevalent, reported by 55% of women living with HIV.16 In addition to the traumatic impact IPV has on all women, the experience of trauma and violence is also associated with poor treatment outcomes and higher transmission risk among HIV positive women.17,18



Evans. The Intersection of Gender, Race, Culture. 2006
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Presentation Notes
There are likely intersecting factors that contribute to poor uptake, resulting in compounded disparities faced by black women in the South. For example, IPV or stigma are embedded within each identity and amplified. 
A targeted intervention that is successful for men to increase uptake of PrEP will not work for women. 
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Provider PrEP Knowledge and Attitudes

• Natural Fit – Women’s Healthcare Providers screen, 
counsel and offer PrEP to women at risk

• Knowledge among Family Planning Clinic Providers low
• Only 1/3 correctly defined PrEP and knew its efficacy
• Of those who were knowledgeable of PrEP, the majority were 

in the Northeast or Western U.S.
• Main Barrier to PrEP implementation: Lack of Training

Siedman et al. United States Family Planning Provider’s Knowledge and Attitudes towards PrEP: National Survey. Contraception. 2016



PrEP use in Cis-Gender Women 

• In one study at a large comprehensive sexual health 
clinic (Dec 2014 – Aug 2016), 21/554 women receiving 
care were prescribed PrEP

• Majority (86%) of women were in serodiscordant 
relationships

• Trying to conceive
• Partners are on ART (two thirds virally suppressed)

• Low persistence in care
• At 3 months, 61% in care
• At 6 months, 38% in care

Blackstock et al. PrEP prescribing and retention in care among heterosexual women. AIDS Care 2017.
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Bronx where study occurred. 
My own data in Alabama is similar. 
During this period, 21 heterosexual women (3.8%) received at least one prescription for daily oral PrEP. For women prescribed PrEP, median age was 35 years old (range: 20–52). The majority (66.7%) were either Latina or non-Latina Black and most (81.2%) had public health insurance. The most common PrEP indication was being in a known sero-discordant partnership (85.7%). Of women in such partnerships, 83.3% reported their male partner was currently taking antiretroviral medications (ARVs) and 16.7% reported trying to conceive with their partner (not mutually exclusive). Of women with ARV-using partners, 66.7% reported that their partners were virally suppressed. Retention in PrEP care at three months was 61.1% and, at six months, 37.5%. Further study is necessary to expand PrEP to women whose risk factors extend beyond being in a known sero-discordant partnership, and to understand the reasons for the observed drop-off in PrEP care visits in real-world settings.



Attitudes toward PrEP at an Urban Clinic

Kwakwa et al. AIDS and Behavior 2016

Presenter
Presentation Notes
Among study participants, 1162 (20.7 %) provided a reason for openness to or disinterest in PrEP. Figure 1a outlines the reasons for openness to PrEP by gender. By far the most cited reason for openness to PrEP was fear of HIV. 
a Summary of qualitative responses for reasons for openness to PrEP. *Preventionrecognition of prevention as a strategy for wellness. **Trust trust of person recommending PrEP. ***No condoms desire to stop planning to use condoms for sex acts. b Summary of qualitative responses for reasons for disinterest in PrEP by gender. *Other Prev Preference for other prevention methods (mostly condoms) over PrEP



Structural and Individual Level Barriers 38

• Barriers: 
• Medical Distrust
• Cost
• Safety and Side Effects
• Low perceived personal risk of HIV (despite actual risk) and 

partner risk of HIV
• HIV Stigma
• Difficulty negotiating PrEP use with partners

• Facilitators
• Partner and peer support
• Private prevention control, esp. when perceived low condom 

use negotiation

Koechlin et al.. AIDS and Behavior 2017

Auerbach et al. 2015



Story of STI Screening
• Annual chlamydia testing is recommended by ACOG and USPSTF 

for women ≤ 25 years of age annually, pregnant women and 
women > 25 at risk:

• Chlamydia testing patterns in Title X Clinics – 55% of women < 25 years 
were tested and 42% aged ≥ 25 were tested

• Chlamydia testing patterns, insured women – young women are under 
tested (34%) and older women are over tested (18%)

• Prenatal screening visits 
• Chlamydia screening – 83% of Medicaid patients and 70% commercially 

insured
• Gonorrhea screening – 75% of Medicaid patients and 69% of 

commercially insured

• Community Health Clinic Providers in Indiana
• Chlamydia and GC screening provided primarily at patient request 

despite CDC screening guidelines

Tao et al. Chlamydia Testing Patterns for Commercially Insured Women, 2008. American Journal of Preventive Medicine 2012.

Ross et al. Screening for HIV and other STI among U.S. women with prenatal care. Obstet and Gynecol. 2015

Presenter
Presentation Notes
We identified 197,508 pregnant women in the Medicaid database with any length of Medicaid enrollment and a live birth in 2010. Among these women, 113,943 were enrolled continuously for at least 210 days before the date of delivery, of whom 98,709 also had a prenatal laboratory blood draw. We identified 438,848 pregnant women in the commercial insurance database with any length of enrollment and a live birth in 2010.

Large proportion of commercially insured women lived in the South. 
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Presenter
Presentation Notes
We therefore aimed to investigate the continuum of pregnancy and postpartum care with regards to clinical outcomes among HIV-infected women residing in the Southeastern US. In this retrospective cohort study, clinical data from 266 HIV-infected pregnant women who delivered between 1998 and 2008 were analyzed. Women who were exposed to one or more antiretrovirals for at least 14 days or more during pregnancy were included and demographics and clinical outcomes were collected through pregnancy and postpartum.  1917, Family Clinic (Birmingham and Montgomery), MAO and Copper Green
In the next three slides I will present clinical outcomes with regards to CD4 count, VL suppression and engagement in HIV care across the continuum of pregnancy and postpartum care. 
However, more important viral load suppression for women was suboptimal for women during pregnancy and more so during postpartum care. Percent viral load suppression for women who had viral loads available reached a peak during the third trimester shortly before delivery. However, decreased significantly with only 27% of women presenting with suppressed viral loads at 36 months postpartum.



Successes with STI Screening

• Prenatal 
screening visits 

• Chlamydia 
screening – 83% 
of Medicaid 
patients and 70% 
commercially 
insured

• Gonorrhea 
screening – 75% 
of Medicaid 
patients and 69% 
of commercially 
insured

Percentage  of Females Tested for Chlamydia – United 
States, 1999 – 2010

Tao et al. Chlamydia Testing Patterns for Commercially Insured Women, 2008. American Journal of Preventive Medicine 2012.
Ross et al. Screening for HIV and other STI among U.S. women with prenatal care. Obstet and Gynecol. 2015

Presenter
Presentation Notes
Annual chlamydia testing is recommended by ACOG and USPSTF for women ≤ 25 years of age annually, pregnant women and women > 25 at risk:
Chlamydia testing patterns in Title X Clinics – 55% of women < 25 years were tested and 42% aged ≥ 25 were tested
Chlamydia testing patterns, insured women – young women are under tested (34%) and older women are over tested (18%)


We identified 197,508 pregnant women in the Medicaid database with any length of Medicaid enrollment and a live birth in 2010. Among these women, 113,943 were enrolled continuously for at least 210 days before the date of delivery, of whom 98,709 also had a prenatal laboratory blood draw. We identified 438,848 pregnant women in the commercial insurance database with any length of enrollment and a live birth in 2010.

Large proportion of commercially insured women lived in the South. 



Possible Implementation Strategies

• Successful Implementation of PrEP beyond peri-conception 
and serodiscordant partnership as a part of global women’s 
healthcare

• STD Clinic referrals at Jefferson County Department of Health
• Adolescent Health Clinics

• Effective messaging to increase awareness
• One study suggests action messaging that is brief, referred to PrEP 

as a pill and not mentioning condoms or STI testing as appealing

• Effectively implementing PrEP in Southern and Rural 
communities

• Family Planning and Title X Clinics
• OB/GYN Partnerships

Willie et al. IPV and PrEP Acceptability among Low Income, Young Black Women. AIDS Behavior. 2017

Collier. Raising Awareness of PrEP among Women in New York City. J Healht Communication. 2017



Potential Service Delivery Models for 
Rural South
• Telemedicine

• Structural Barriers –
transportation

• Individual Barriers – stigma 

• MAO (Medical Advocacy 
and Outreach)

• Ryan White Clinic
• 10 telemedicine satellite 

rural clinics
• PrEP services started Jan. 

2016 (not yet through 
telemed)

• 30 people on PrEP, 6 are 
women in sero-discordant 
relationsihps

• All insured or self-pay
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Presenter
Presentation Notes
Demographics of patients screened at PrEP Clinic compared to Incident HIV Cases in Jefferson County. Between March 2014 and February 2016, 120 patients were screened for PrEP services at the clinic. Of those, 84% were male, 80% were MSM, and 44% of those who  presented were in serodiscordant relationships. The majority of persons screened reported condomless sex (n = 103) and were referred by a partner (34%). Seventy-nine percent of persons screened reported having health insurance. (Table 1) Thirty-two (27%) were Black and only 18% (n = 22) were Black MSM. Young Black MSM (classified as being Black and < 25 years of age at time of screening) represented 8% (n=9) of patients screened at the PrEP clinic. For Jefferson County, AL in 2014, 159 new diagnoses of HIV were reported. One hundred and twenty-five incident cases (79%) were Black, and 133 (84%) were male. While 99 cases (62%) occurred in MSM, 80 (50%) were among Black MSM. Of new cases among Black MSM infected, over a third (n = 30, 38%) were youths. When evaluating demographic characteristics of PrEP Clinic attendees compared to new HIV cases in Jefferson County, no statistically significant differences were seen by gender and age. However, there were statistically significant differences when comparing the following variables: sexual behavior, race, race x sexual behavior, and when evaluating services provided to young, Black MSM. Overall, the PrEP Clinic screened a smaller percentage of Black patients (27% patients screened compared to 79% new cases), Black MSM (18% patients screened compared to 50% new cases), Black MSW (2% patients screened compared to 15% new cases), Black women (7% patients screened compared to 13% new cases) and young, Of persons screened, only 63 are currently engaged in care of which 58% are White and 80% are MSM (data not shown). Black MSM (8% patients screened compared to 19% new cases). (Table 2) No significant interactions were found between race and sexual behavior.
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Presenter
Presentation Notes
Magic City Wellness Center (opened January 2016)
Primary Care for the LGBTQ community
Services
Primary Healthcare
Sexual Health
Trans Health
Counseling
Massage Therapy
STD Clinic one half-day a week
Screened 1067 clients for STDs (99 diagnosed)
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Presenter
Presentation Notes
THRIVE located in Huntsville, has 92 people actively enrolled in PrEP care. Five of Alabama’s 6 most populous counties (Jefferson, Mobile, Montgomery, Madison, and Tuscaloosa) consistently report the highest number of new HIV cases each year (Table 2)



Proposal Objective 

Understand PrEP awareness, barriers and delivery 
preferences among Black women in rural and 
urban areas in the Deep South

WHY? To overcome disparities in HIV infection 
rates among Southern Black women

Presenter
Presentation Notes
Due to the dearth of literature on uptake of PrEP among Black women and the potentially increased HIV disparities which may result from this, I propose to understand barriers for PrEP uptake of preferred delivery strategies to develop and pilot a multi-level intervention.  By using the same conceptual model, I intend to focus on Black women due to the derth of research currently focused on this population to overcome HIV disparities. 



ENVIRONMENT INDIVIDUAL 
CHARACTERISTICS

• Current 
Healthcare
System

• External
Environment

• Provider 
Factors

• Predisposing 
Characteristics

• Enabling
Resources

• Need

Adapted from Anderson Behavioral Model (ABM) and situated Information, 
Motivation and Behavioral Skills (sIMB). 

HEALTH 
BEHAVIOR

Intervention: 
• Increased utilization 

of PrEP services

Information

Motivation

Behavioral 
Skills

Fisher, et al. Health Psychology. 2006
Chapman et al. JANAC 2018

Presenter
Presentation Notes
For this study my specific aims are grounded in a unifying conceptual framework and linked to explicit measures and outcomes. This conceptual model includes constructs from the Andersen Behavioral Healthcare utilization model, which posits that individual, societal and contextual factors impact healthcare utilization and has been used to examine barriers to engagement in HIV care. For intervention development, we have incorporated the sIMB theoretical model in the context of ABM to evaluate the information, motivation and behavioral skills needed, to increase uptake of PrEP among Black women. Several behavioral interventions have used IMB to increase adherence to antiretroviral therapy for persons infected with HIV and HIV prevention for adolescents.



Characteristics of Black Women Aged 16-
65 Participating in Focus Groups
Characteristics Rural Counties (N = 25) Urban Counties (N = 22)
Median Age, years (range) 44, 20-65 35, 23-54
Relationship Status

Married/Domestic Partnership
Monogamous Relationship/not married
Single, Divorced, Dating 

4 (16%)
3 (12%)

18 (72%)

7 (31.8%)
4 (18.2%)
11 (50%)

Education Level
Grade 12 or GED
Some College, Associates or Technical
Bachelor’s Degree

7 (28%)
9 (36%)
7 (28%)

2 (9.0%)
8 (36.3%)
5 (22.7%)

Insurance Status
Insured     21 (84%) 20 (90.9%)

Household Annual Incomea

$0-10,000
$10,000-24,999
$25,000-49,999
$50,000-or more

3 (12%)
9 (36%)
7 (28%)
3 (12%)

1 (5%)
2 (9%)

13 (59%)
4 (18%)

Employment Status
Full-time
Part-time
Unemployed

12 (48%)
2 (8%)

5 (20%)

14 (63.6%)
3 (13.6%)
4 (18.1%)

Presenter
Presentation Notes
We conducted focus groups in urban and rural settings in Alabama to understand attitudes and preferences for PrEP service delivery among Black women living in urban and rural settings.
 
Methods:  We conducted four focus groups with Black women: 1) self-reported HIV-negative status, 2) English speaking and 4) Age 16-65. Participants were recruited from urban and rural counties in Alabama with high HIV incidence in collaboration with an AIDS Service Organization. The focus group guide was grounded in a conceptual framework that included Anderson’s Behavioral Healthcare Utilization Model, as well as individual-level constructs from the situated Information, Motivation and Behavioral Skills model. Coding and analyses were conducted by two independent coders using thematic analysis methods. 
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Presentation Notes
Other factors mentioned were concerns over side effects, medication costs and insurance coverage.
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Presentation Notes
Other factors mentioned were concerns over side effects, medication costs and insurance coverage.



Who is PrEP For?

• “Over sexually active people, promiscuous people”

• “Prostitutes.” 

• “If you’re single and sexually active, I think you need 
it because you’re at risk. You’re at risk”



Confidentiality

• “If you live in a real small town, everybody in the 
pharmacy know you. Everybody knows everybody”. 
(Dallas)

• “They probably—another thing to that is that too 
often, some of these doctor’s offices and these 
pharma, these people talk, for real. Folks tell you, 
really.”



Religiosity

“People talk about praying all the time, they’re really 
religious. They’re gonna pray it away, but I think 
there’s a balance between—there has to be a 
balance between praying and actually going to get 
medications that could help prevent or cure whatever 
the disease is that you may have.” 



Case # 1
• Ashley is a 26 year old female 

who is a patient returning for a 
routine f/u visit with her Primary 
Care Office. She is HIV negative. 
When taking a sexual history, 
you learn that she has had 2
sexual partners in the past 6 
months, but reports her 
relationships were not 
concurrent. She has engaged in 
vaginal sex and reports giving 
oral sex. She uses condoms 
occasionally and does not 
inquire about her partners HIV 
status. 

How would you discuss PrEP and 
sexual health with this patient?



Case #2
• Tiffany is a 20yo F presenting to her 

PCP c/o yellow vaginal discharge. 
She denies having any other 
systemic symptoms. On sexual 
history she reports 1 sex partner in 
the past 12 months. They no longer 
use condoms and engage in vaginal 
and oral sex.  

• Tiffany has STI screening and is 
positive for gonorrhea. She is treat 
with Ceftriaxone IM and 
Azithromycin and expresses she is 
concerned about how she got this 
STI.

How would you address her HIV 
prevention needs?
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