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Abstract
Background: Awareness and uptake of human immunodeficiency virus (HIV) pre-exposure prophylaxis (PrEP) remains 
low among Black/African American cisgender women, partly due to low self-reported PrEP knowledge and comfort 
among primary care providers. Ensuring providers are trained on PrEP is crucial, as increased PrEP knowledge is 
associated with higher rates of PrEP prescription.
Objective: We aimed to develop a PrEP training for providers to improve their self-efficacy in discussing and prescribing 
PrEP for Black women, with the ultimate goal of increasing PrEP awareness and utilization among Black women.
Design: In this qualitative study, we conducted focus groups with medical providers at three federally qualified health 
centers in the Southern and Midwestern United States to identify themes informing the development of a provider PrEP 
training.
Methods: Providers were asked for input on content/design of PrEP training. Transcripts underwent rapid qualitative 
analysis using the Stanford Lightning Report Method. Themes were identified and presented under the domains of the 
Consolidated Framework for Implementation Research.
Results: Ten providers completed four focus groups. Themes included the individual characteristics of providers 
(low comfort initiating PrEP discussions, particularly among White providers) and the outer setting of client attitudes 
(perceptions of potential provider bias/racism, varying levels of concern about HIV acquisition). Opportunities were 
identified to maximize the benefit of training design (e.g., developing case scenarios to enhance providers’ cultural 
competency with Black women and PrEP knowledge).
Conclusion: This comprehensive PrEP training features both didactic material and interactive role-plays to equip 
providers with the clinical knowledge for prescribing PrEP while building their competency discussing PrEP with Black 
women. This training is particularly important for providers who have racial or gender discordance with Black women 
and express lower comfort discussing PrEP with these clients. Provider training could lead to minimizing racial- and 
gender-based inequities in PrEP use.
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Plain language summary
Increasing the use of pre-exposure prophylaxis (PrEP) among Black women: a study to improve provider 
knowledge through PrEP training
Why was the study done? Use of pre-exposure prophylaxis (PrEP), a medication that can prevent the transmission of 
human immunodeficiency virus (HIV), is low among Black/African American women. Part of the reason why is because 
primary care providers (PCPs) report lower knowledge about PrEP and lower comfort talking about PrEP with clients. 
Making sure PCPs are trained on PrEP could help increase PrEP use among Black women. What did the researchers do? 
The research team held focus groups, during which they asked medical providers at federally qualified health centers 
(FQHCs) in the Southern and Midwestern United States questions about their experiences with discussing PrEP and 
what information should be included in a training about PrEP for providers to make sure the training would be helpful 
for them. What did the researchers find? A total of ten providers completed four focus groups. Important points 
mentioned in the focus groups included low comfort among providers when bringing up PrEP to clients, especially among 
White providers, as well as different levels of concern about HIV and feelings of potential provider bias/racism among 
clients. These points helped the researchers design a PrEP training that addresses providers’ needs (such as creating 
case scenarios that help providers practice discussing PrEP with Black women and answering common questions about 
PrEP). What do the findings mean? A PrEP training for providers should have both information about prescribing PrEP 
and interactive role-plays to build providers’ PrEP knowledge while improving their confidence and skill in talking about 
PrEP with Black women. This training is particularly important for providers who are a different race or gender than 
Black women and express lower rates of comfort discussing PrEP with these clients. Provider training could eventually 
lead to higher PrEP use among Black women.
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Introduction

Human immunodeficiency virus (HIV) continues to dis-
proportionately affect Black/African American cisgender 
women (hereafter referred to as Black women). In 2021, 
Black women accounted for 57% of women living with 
diagnosed HIV infection in the United States, despite com-
prising 14% of its female population.1,2 In fact, recent esti-
mates show that 1 in 54 Black women may be diagnosed 
with HIV in their lifetime if transmission rates are 
unchanged, compared with 1 in 941 White women.3 These 
data underscore the importance of prioritizing Black 
women when discussing HIV prevention and care.

In 2021, the Centers for Disease Control and Prevention 
(CDC) released updated clinical practice guidelines for the 
use of pre-exposure prophylaxis (PrEP) to prevent HIV.4 
These guidelines recommend providers offer PrEP coun-
seling to all sexually active clients, though a client may be 
specifically indicated for PrEP if they have a partner living 
with HIV, use condoms inconsistently during intercourse, 
have been diagnosed with a sexually transmitted infection 
(STI) in the past 6 months, or inject drugs intravenously.4

Despite CDC estimates that while nearly a quarter of a 
million U.S. persons assigned female at birth were indi-
cated for PrEP in 2022, only about 15% of this population 
actually received a PrEP prescription, compared to the 
41% of PrEP-indicated persons assigned male at birth 

who received a prescription in the same year.5 Furthermore, 
only 13% of Black individuals of all genders who were 
indicated for PrEP received a prescription in 2022, com-
pared to 94% of White individuals.5 These data illustrate 
that while PrEP coverage may have grown since its initial 
approval for HIV prevention in 2012, it is still not ade-
quately reaching demographics significantly impacted by 
HIV.5

Prior work has described a number of socio-structural 
barriers to PrEP initiation and adherence that contribute to 
the disparity in PrEP access among Black women in the 
United States, including a lack of PrEP awareness, stigma 
surrounding HIV and sexual health, and race- and gender-
based discrimination.6–9 For instance, a lack of culturally 
tailored PrEP marketing material limits widespread aware-
ness of PrEP among Black women.6 Short interactions and 
limited rapport with healthcare providers have also been 
shown to dissuade women from open discussions about 
their sexual health.7 Factors such as medical mistrust and 
provider bias may further impact client–provider commu-
nication and limit PrEP uptake among Black women.8,9

In addition to client-level and system-level barriers, a 
key contributing factor to the disparity in PrEP access 
among Black women is a lack of medical provider knowl-
edge and confidence with prescribing PrEP. Although 
studies have shown that Black women would prefer to 
receive information about PrEP from trusted primary care 
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providers (PCPs),6 PCPs have reported lower familiarity 
with PrEP prescribing, comfort discussing sexual behav-
ior, and frequency discussing PrEP with clients compared 
to HIV specialists or infectious disease physicians.10 In 
particular, providers report less comfort with and lower 
frequency of initiating PrEP discussions with cisgender 
women compared to men who have sex with men (MSM).11 
Lower provider PrEP knowledge has also been associated 
with lower odds of having prescribed PrEP by PCPs.12 In 
fact, a national web-based survey of U.S. PCPs found that 
only about 16% of respondents reported having prescribed 
PrEP in 2020.13 However, higher PrEP knowledge among 
providers is also associated with increased rates of PrEP 
prescription and greater future intent to prescribe PrEP.14 
Furthermore, previous work supports the success of cultur-
ally tailored trainings in increasing the effectiveness of 
providers in delivering HIV prevention services to specific 
client populations, such as cisgender women and Black 
MSM.15–17 Therefore, a culturally tailored educational 
training designed to increase providers’ PrEP knowledge 
and self-efficacy could support efforts to increase rates of 
providers prescribing PrEP for Black women, particularly 
among providers who are not Black women themselves.

Studies among Black women have shown that experi-
ences of racial- and gender-related discrimination with 
healthcare providers is a significant barrier to preventive 
healthcare, including PrEP access.18 Research on PrEP 
awareness, uptake, and persistence among Black women 
indicates that Black women often perceive their race as a fac-
tor contributing to a lack of rapport with their provider and 
may express discomfort with medical suggestions coming 
from White providers.19 Consequently, there is a significant 
burden on Black female providers to address sexual health 
matters and HIV prevention/PrEP with Black women.20 
Considering the sociopolitical context of the United States in 
which a majority of physicians and medical students identify 
as White, there is a great need for better training to increase 
provider understanding of the structural determinants under-
lying barriers to PrEP use among Black women. This train-
ing can therefore support improved communication with 
Black women among non-Black providers while efforts con-
tinue to diversify the healthcare workforce.9,21,22

Through qualitative focus groups with providers, this 
study worked to optimize the material, design, and deliv-
ery format of a PrEP educational training to address pro-
viders’ self-reported training needs. In doing so, we aimed 
to maximize both training benefit and acceptability among 
providers and, subsequently, improve awareness and pre-
scription of PrEP among Black women.

Methods

The POWER Up (PrEP Optimization among Women to 
Enhance Retention and Uptake) study aims to increase 
PrEP uptake among Black women in federally qualified 

health centers (FQHCs) through a combination of five 
implementation strategies: electronic medical record opti-
mization, PrEP clinical champions, client education, pro-
vider training, and PrEP navigation.23 To optimize both 
content and design of the provider training strategy, we 
conducted focus group discussions with providers at three 
FQHCs in the Southern and Midwestern United States and 
utilized a content analysis approach to identify factors 
informing training development.

Focus groups were conducted from August 2022 to 
February 2023 with medical providers at three healthcare 
organizations: one in the Midwest (Illinois) and two in the 
South (Florida and North Carolina). Though the organiza-
tions range in number of individual healthcare centers and 
available PrEP services, all are FQHCs, community-based 
organizations that provide affordable primary care to pre-
dominantly underserved populations. Participants were eli-
gible to participate if they (1) had the ability to prescribe 
PrEP, (2) were aged 18 years or older, (3) were currently 
employed at one of the participating healthcare organiza-
tions, and (4) were able to speak and understand English. 
Exclusion criteria included inability to prescribe PrEP, being 
aged under 18, not being currently employed at one of the 
healthcare organizations, and/or inability to speak and 
understand English. Participants were recruited via conveni-
ence sampling through text messages, emails, phone calls, 
and flyers posted in the FQHCs and were screened for eligi-
bility prior to enrollment. Participants were offered $50 for 
completion of the focus group and a demographic survey.

Focus groups were facilitated by either a research 
coordinator (MS degree, cisgender woman, Black/
African American) or an associate research professor 
(PhD and MSW degrees, cisgender woman, White). Field 
notes were taken during and after the focus groups by 
another research coordinator (MS degree, cisgender 
woman, Hispanic/Latina White). All three researchers 
were female and had extensive experience in qualitative 
research, including studies focused on sexual health and 
PrEP use in women. Researchers reported their interest in 
improving PrEP accessibility, awareness, and use among 
Black women to all participants prior to eligibility screen-
ing and enrollment.

A semi-structured interview guide was developed using 
the Consolidated Framework for Implementation Research 
(CFIR), a framework that organizes constructs under five 
domains of potential influences on implementation.24 
Providers were asked about previous experiences with PrEP 
training (or lack thereof), their input on the content and 
design of provider education regarding PrEP, and feedback 
on preliminary visuals and case scenarios (e.g., CDC flow-
chart for assessing PrEP candidacy and need for prescrip-
tion; “Patient reports having multiple sexual partners and 
recent STI diagnosis but is HIV negative. You treat her 
symptoms. What do you do next?”). Examples of questions 
from the guide and their applicable CFIR domains may be 



4	 Women’s Health ﻿

referenced in Appendix Table 1. The full guide is available 
in the supplemental material. Focus groups were conducted 
remotely via Zoom. Discussions lasted 45–60 min and were 
audio recorded and professionally transcribed. Transcripts 
were not returned to participants for comment and/or cor-
rection, but their responses were summarized and repeated 
back to them for feedback and clarity during the focus 
group. Transcripts were uploaded for analysis to Dedoose, a 
cloud-based qualitative analysis platform.25 After the focus 
group, participants were invited to complete a brief demo-
graphic survey using REDCap software.

Quantitative demographic data were analyzed using 
descriptive statistics. Functionally, qualitative data were 
analyzed using a rapid content analysis approach via the 
Stanford Lightning Report Method (SLRM).26 The SLRM 
applies the analytic structure of Plus (“what works”), 
Delta (“what needs to be changed”), and Insights (partici-
pant or evaluator insights, ideas, and recommendations) 
to dynamic implementation evaluation. For thematic anal-
ysis, all coders (N = 3) reviewed and revised preliminary 
codes used to develop a codebook based on implementa-
tion science determinants outlined in the CFIR, with dis-
tinct definitions for each code. The CFIR consists of five 
domains: intervention characteristics (aspects of an inter-
vention that may affect implementation success, such as 
relative advantage, adaptability, complexity, and design 
quality), individual characteristics (the roles applicable to 
the project), inner setting (the setting in which the inter-
vention is implemented), outer setting (the setting in 
which the Inner Setting exists, including local attitudes, 
policies, and laws), and process (the activities and strate-
gies used to implement the intervention).24

Next, the codebook was applied by the primary coder to a 
subset of transcripts, and a secondary coder coded excerpts 
selected at random using the Dedoose test feature and 
achieved reliability measured by Cohen’s kappa coefficient at 
>0.80. Most divergences occurred due to omission and upon 
review were quickly rectified to 100% agreement. Codes 
were then applied to all transcripts by the primary coder and 
were reviewed by the two secondary coders for consensus of 
code application. If consensus was unable to be reached 
regarding the application of a specific code(s), the primary 
coder made the final determination. Data saturation was 
determined when there was a high prevalence of codes 
applied to distinct themes and no emergence of new themes.

For this analysis, subcodes based on the CFIR frame-
work were developed to identify themes informing the 
design of the provider training. These subcodes included 
training content, format, suggestions for how to tailor the 
material to the needs of both providers and clients, and rec-
ommendations for improving intervention uptake among 
each FQHC’s providers. Representative quotes were 
selected to highlight salient themes. Consolidated Criteria 
for Reporting Qualitative Research (COREQ) guidelines 
were followed when preparing the manuscript. The COREQ 
checklist is available in the supplemental material.

Results

Ten medical providers representing three FQHCs across 
three states completed focus groups (Table 1). All partici-
pants had the ability to prescribe PrEP and were active care 
providers at the time of the focus group. Below we present 
emergent subthemes informing the design of the provider 
PrEP training as organized under the CFIR domains, the 
characterizations of which may be referenced in Appendix 
Table 1. As most participants reported limited or no previ-
ous experience with PrEP training, the majority of sub-
themes identified are derived from “Insights” under the 
SLRM, which include recommendations for the content 
and development of a novel PrEP training for providers. 
Although the interview guide specifically asked about rec-
ommendations to increase PrEP prescription for Black 
women, some providers referenced women in general in 
their responses, indicating the potential applicability of 
certain training aspects to women of all races.

Training content (CFIR: intervention 
characteristics)

Providers’ suggestions of topics to include in the training 
informed the content of the intervention itself: in particular, 
the adaptability of the content based on local factors and 

Table 1.  Demographics of focus groups participants (N = 10).

Characteristics Providers, n (%)

Geographic location
  Florida 3 (30)
  North Carolina 2 (20)
Illinois 5 (50)
Racea

  Black/African American 5 (50)
  White 5 (50)
Genderb

  Cisgender female 9 (90)
  Non-binary/queer 1 (10)
Ethnicity
  Hispanic/Latino 0 (0)
  Non-Hispanic/Latino 10 (100)
Job titlec

  Physician 9 (90)
    Pediatrician 1 (10)
    Family medicine physician 2 (20)
    Delivering family physician, HIV specialist 1 (10)
    Physician: no specialty specified 3 (30)
    Site medical director 2 (20)
    Family nurse practitioner 1 (10)

HIV: human immunodeficiency virus.
aBlack/African American, White, Asian/Asian American/Pacific Islander, 
Middle Eastern/Arab American, Native American/American Indian/
Alaska Native/Indigenous, and Other. Self-reported.
bCisgender female, cisgender male, transgender female, transgender 
male, non-binary/queer, and other.
cSelf-reported via free text response.
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resources. Multiple participants recommended addressing 
HIV risk factors and the epidemiology of emerging HIV 
infections in their FQHC’s geographic area, particularly 
among Black women, in order to help providers understand 
the scope of the issue and recognize clients with potential 
indications for PrEP [SLRM: Insights].

When asked about types of PrEP available in their 
respective FQHC, one participant stated injectable PrEP 
(long-acting cabotegravir) was not currently being pre-
scribed, with no plan to implement it in the future. 
However, participants at this FQHC acknowledged that 
including material on injectable PrEP in the didactic por-
tion of the training was “good to have just for complete-
ness” (North Carolina) [SLRM: Insights].

Additionally, participants suggested including material 
relating to the management of clients upon PrEP initiation. 
This included both didactic content such as client monitor-
ing, frequency of lab testing, and re-evaluation of need for 
PrEP, as well as interactive scenarios to offer providers a 
chance to practice discussing common questions, such as 
side effects or safety of PrEP during pregnancy and breast-
feeding, with all women who are starting or interested in 
starting PrEP [SLRM: Insights].

“I definitely think that we are often faced with questions 
about the side effects.  .  .maybe going over the side effects in 
office.  .  .will be beneficial because that way the patient can 
kind of already anticipate what the plan might be in the event 
that X were to happen. .  .” (North Carolina)

Addressing provider needs (CFIR: individual 
characteristics)

When discussing the individual characteristics of the provid-
ers who would receive the training, participants reported sev-
eral perceived ways in which providers’ existing knowledge 
and attitudes created unmet training needs [SLRM: Delta]. A 
recurrent theme, echoed in other domains of the CFIR, was 
the importance of equipping providers with knowledge of 
“what a high-risk patient is” (Illinois). By recognizing “that it 
is important to bring up PrEP when people. . .come in with an 
STI” (Illinois) or other PrEP indications, providers can ensure 
they are discussing it with clients most likely to benefit 
[SLRM: Insights]. However, participants also mentioned that 
PrEP should be discussed with all women as a “preventive 
tool in their toolbox just like. . .birth control and condoms” 
(Illinois) [SLRM: Insights].

“.  .  .Thinking about how to start a conversation even when a 
patient doesn’t appear to be especially high risk that lets them 
know this [PrEP] is something available for them. .  . [is an 
important skillset].” (Illinois)

Another common theme was providers’ discomfort 
with initiating conversations about PrEP with women: for 
instance, challenges around discussing sensitive topics 
such as sexual health. Providers’ race as an individual 

characteristic also impacted comfort level, as non-Black 
providers felt they lacked the cultural sensitivity to appro-
priately engage Black women in a discussion about PrEP 
because they “cannot understand.  .  .their lifetime of expe-
rience” (Illinois) [SLRM: Insights].

“I think what’s been challenging for me.  .  .approaching Black 
cisgender women is just like how to approach the topic 
[PrEP], like how to bring it up.  .  .” (Illinois)

An area of consensus among participants was the utility 
of interactive role-plays to address barriers relating to pro-
viders’ existing knowledge and attitudes and build their 
self-efficacy in discussing PrEP. Though providers agreed 
on the benefit of role-plays in navigating PrEP discussions 
with all women, some mentioned they may help White 
providers practice initiating these discussions with Black 
women specifically [SLRM: Insights].

“As a White provider.  .  .It can be intimidating to have these 
conversations and I think a dry run or practice run throughs 
and then giving feedback from someone would be really 
helpful and then would make providers more likely to feel 
comfortable or to initiate that conversation [about PrEP with 
a Black woman] in the future.” (Illinois)

Addressing client needs (CFIR: outer setting)

A key aspect of the outer setting was the way in which the 
demographics and attitudes of the population of clients 
served by each FQHC informed the training design. 
Multiple participants mentioned that FQHC providers 
need to be prepared to engage in conversations about PrEP 
with a client population that includes a variety of different 
ages, races/ethnicities, sexualities, levels of PrEP aware-
ness, and concern about HIV acquisition [SLRM: Delta]. 
For instance, one participant suggested that pediatricians 
at their location should be prepared to discuss the insur-
ance details and regulations surrounding PrEP prescribing 
for adolescents [SLRM: Insights]. Another participant 
mentioned how clients may feel singled out by providers 
in conversations about HIV based on race or other identi-
fying characteristics: in particular, clients who have racial 
discordance with their provider, particularly Black women 
seeing non-Black providers. Participants suggested 
addressing this perceived provider bias by developing a 
“culturally sensitive and appropriate [script] to help 
patients assess their risk.  .  .without offending them” 
(Illinois) [SLRM: Delta].

“I am a White provider, and so that could be challenging at 
times because I have had patients who—when I’ve even just 
mentioned screening them for HIV that they felt like, because 
of their race and presentation that I chose to target them. So, 
maybe better ways to phrase it so that it comes off as neutral 
as it should be for patients because that’s what’s going to 
build that bridge to help get people the access and continuity 
of care.” (North Carolina)
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Multiple participants also mentioned how client atti-
tudes toward PrEP and HIV, particularly in the instance of 
clients who do not consider themselves to be at risk for 
HIV acquisition, can dissuade providers from engaging 
these clients in PrEP discussions [SLRM: Delta]. These 
clients include sexually active individuals with a prior his-
tory of STIs, as well as those “who have long-term part-
ners with HIV or who their partners may be high-risk” 
(North Carolina) but who did not themselves engage in 
high-risk sexual behaviors [SLRM: Insights].

“What we frequently see [is].  .  .a 25-year-old heterosexual 
female has been to your office with a confirmed STD. .  .
tested positive for chlamydia then gonorrhea and then 
something else over the last six months.  .  .that’s the type of 
patient we were seeing that we need to be having that 
discussion [about PrEP] with.” (Florida)

Participants agreed that providers need to be prepared 
to respond to varying levels of HIV stigma and concern 
among women of all races when educating them about 
PrEP [SLRM: Insights].

“I definitely think.  .  .ensuring that we’re informed adequately, 
informing patients of their risk.  .  .So ensuring that that’s 
really reiterated, because oftentimes, at least what I seem to 
face when it comes to educating patients isn’t so much the 
stigma with the younger patients, it’s more just getting them 
to understand that there is a risk.” (North Carolina)

Optimizing FQHC infrastructure and training 
delivery (CFIR: inner setting, process)

When framing the inner setting as the resources, staff, and 
climate of the implementing FQHC, participants shared a 
number of suggestions about how their FQHC could sup-
port uptake of the training intervention among its provid-
ers. They proposed that offering an incentive to undergo 
the training, such as continuing medical education (CME)/
maintenance of certificate (MOC) credit or protected time 
to complete the training, would encourage providers to 
participate [SLRM: Insights].

“.  .  .with how busy we are and how much we have going on, 
it’s hard to get providers to do training if there’s no credit or 
like compensation involved. So, I think it would be very 
important that they could get CME or MOC credit for doing 
the training because I think they would be much more likely 
to do it or complete it if that were the case.  .  .” (Illinois)

Another theme that emerged was the utility of offering 
post-training support in order to encourage providers’ con-
tinued engagement with the material. Suggestions included 
sharing regular updates along with changes in PrEP guide-
lines, identifying points of contact at the FQHC for emer-
gent questions or concerns, and creating pocket reference 

guides to allow providers to revisit material as needed 
[SLRM: Insights].

“I think if you could provide quick, almost like pocket 
resource guides for quick reference, a quick reference guide if 
questions come up.  .  .If you’re not doing it very frequently 
[engaging with a client on the PrEP care continuum], let me 
look and see what I need to do on this follow up. .  .” (Florida)

The majority of participants agreed all PCPs at their 
respective locations should receive PrEP training. They 
indicated that though family medicine providers may have 
the most experience with PrEP prescribing, other special-
ties that provide primary care, such as obstetrics and gyne-
cology and pediatrics, can serve as entry pathways for 
introducing PrEP to women and adolescents, respectively 
[SLRM: Insights].

“.  .  .I think probably our family providers.  .  .are the most 
experienced and comfortable with PrEP in general. But I think 
that.  .  .when we don’t include our pediatric colleagues who 
see adolescent women and when we don’t include our OB 
colleagues who do a huge amount of reproductive and sexual 
health for women, we are missing a big opportunity.” (Illinois)

Discussion

Using the CFIR, we identified factors informing the train-
ing needs of FQHC providers (individual characteristics), 
the perceptions and attitudes of their client populations as 
determined from the providers’ perspectives (outer set-
ting), and the climate of the FQHC themselves (inner set-
ting). Participants cited varying degrees of client HIV 
concern, attitudes toward PrEP/HIV, and potential percep-
tions of provider bias among clients as barriers to provid-
ers in initiating PrEP discussions. In addition, White 
providers specifically reported difficulty initiating conver-
sations about PrEP with Black women in a culturally sensi-
tive manner, indicating a potential undue burden among 
Black female providers to address HIV prevention and 
sexual health issues among their Black women clients. 
Participants also discussed how their FQHC can support 
uptake of provider PrEP training through training incen-
tives and post-training support.

Several of the PrEP training needs identified by provid-
ers were consistent with previous findings. These include 
the ability to identify particular PrEP indications among 
clients while still being comfortable counseling all sexu-
ally active clients on PrEP,27 familiarity with PrEP pre-
scribing guidelines,27,28 and ability to approach the topic of 
sexual health with clients.28,29 We found that anticipated 
client attitudes or low concern about HIV dissuaded pro-
viders from initiating PrEP discussions; other work has 
identified anticipated judgment from providers as a factor 
preventing Black women from asking their provider about 
PrEP.30 Moreover, White providers across all locations 
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specifically mentioned being uncomfortable discussing 
PrEP with Black women. Indeed, studies have shown the 
negative influence of providers’ race, gender, and age 
biases on PrEP decision-making.31 A study of medical stu-
dents’ biases demonstrated that Black clients were rated as 
more likely than White clients to engage in increased 
unprotected sex if prescribed PrEP, which, in turn, was 
associated with reduced willingness to prescribe PrEP to 
the client.32 Another study testing models predicting pro-
viders’ willingness to discuss and prescribe PrEP contin-
gent on their racial attitudes found that racial biases 
manifested in unwillingness to discuss PrEP with Black 
women, based on the expectation that Black women would 
have lower PrEP adherence than White women.33 Our 
findings, in conjunction with previous research, demon-
strate the importance of understanding the ways that racial 
bias affects client–provider communication and of improv-
ing that communication for increased PrEP uptake among 
Black women. Furthermore, this low comfort level was 
only reported by White providers, highlighting a poten-
tially unreasonable burden on the part of Black female pro-
viders to address sexual health matters and PrEP with 
Black female clients.

A key theme was the utility of a culturally sensitive 
script and interactive role-plays to boost providers’ self-
efficacy in engaging Black women in a discussion about 
PrEP. To address this, we developed a series of open-
ended, neutral prompts to minimize potential bias per-
ceived by clients, as well as prompts to address common 
client concerns and PrEP misinformation. We also included 
a variety of case scenarios to offer providers the opportu-
nity to practice discussing PrEP with women with different 
levels of concern about HIV and goals of care, such as a 
client who is looking to conceive and has a partner living 
with HIV. Importantly, while providers acknowledged that 
the ability to recognize PrEP indications in clients would 
help them ensure they are discussing PrEP with those most 
likely to benefit from it, PrEP should have a place in every 
discussion about sexual health as a preventive tool similar 
to condoms or birth control. Given that women prefer their 
provider to intentionally initiate conversations about PrEP 
and related risk rather than placing the burden of inquiry 
on the woman, normalizing PrEP in sexual health conver-
sations is crucial to encouraging its uptake.34 Therefore, 
the language in the training material encourages a discus-
sion that frames PrEP as an empowering health tool for 
women, rather than as a risk-based conversation. Providers 
are given prompts to help them integrate PrEP into existing 
discussions about sexual health (i.e., “I’m glad we’ve had 
some time to talk about your sexual health. I’m trying to 
let all my women patients know about PrEP and how HIV 
prevention can support their sexual health.”).

Our findings indicate that a comprehensive, culturally 
tailored PrEP training for providers at FQHCs should 
include a combination of didactic and interactive material. 

The didactic portion of the training will educate providers 
on the impact of HIV on Black women and equip them 
with the knowledge necessary for prescribing PrEP to cis-
gender women. This includes information on epidemiol-
ogy of HIV infections, PrEP indications, side effects, 
maintenance of therapy, and PrEP during pregnancy and 
breastfeeding. The interactive portion, consisting of role-
plays and culturally sensitive prompts, will give providers 
an opportunity to practice navigating PrEP discussions 
with Black women and build self-efficacy around these 
conversations. A comparison of participants’ suggestions 
and the corresponding components in the final POWER 
Up provider training, which has been approved for CME 
credit by the Center for CME at the University of Chicago, 
may be referenced in Appendix Table 2. We recommend 
that healthcare centers utilize these components as a guid-
ing framework in the development and roll-out of their 
own PrEP training for providers. Through a stepped-wedge 
cluster randomized trial, the 1-h live training will be deliv-
ered at each FQHC participating in the POWER Up study 
with the support of site leadership to optimize participation 
at each site. We will assess the effectiveness and accepta-
bility of this training in future studies, with the goal of dis-
semination for use in other FQHCs. Based on findings, we 
will provide solutions to address any gaps in the training.

Though the POWER Up study represents one of the 
first implementation science studies aiming to increase 
PrEP awareness and initiation for Black women specifi-
cally, previous work supports the success of a similarly 
structured provider PrEP training. Sales et  al., piloted a 
1.5-h PrEP informational training in 2019 for providers at 
safety net family planning clinics that included material on 
HIV epidemiology, risk assessment and PrEP counseling, 
and interactive case scenarios.17 The authors reported an 
increase in provider PrEP knowledge and confidence in 
identifying PrEP-indicated clients post-training. In addi-
tion, the majority of women with HIV risk indicators 
received PrEP education from providers during their vis-
its.17 These findings support the effectiveness of a training 
consisting of a combination of didactic and interactive 
material in increasing PrEP knowledge and self-efficacy 
among providers at FQHCs.

+++This work must be considered in light of its limi-
tations. First, this study relied on convenience sampling to 
recruit participants, meaning the perspectives of individu-
als who decided to take part in the study may have been 
different from those who decided not to take part. To 
reduce the likelihood of volunteer bias, the research team 
ensured the anonymity of participants and offered flexible 
interview times. Although the sample size was relatively 
small, data saturation as defined by no emergence of new 
themes was achieved. Second, while the focus group sam-
ple had an equal number of participants who identified as 
Black/African American and White, it lacked representa-
tion among other races and ethnicities and the majority 
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were cisgender female. Therefore, findings may not repre-
sent the full range of provider perspectives, especially cis-
gender male providers who may face additional barriers to 
speaking about PrEP with Black women. Importantly, this 
study’s focus on provider perspectives alone means it may 
not accurately represent what clients, particularly Black 
women, may want providers to know when approaching 
them about or discussing PrEP. Additional input from site 
leadership/management would also improve insight into 
acceptability among non-provider FQHC staff, while 
inclusion of more registered nurses and advance practice 
providers would increase understanding of training needs 
among non-physician providers. Lastly, the study was con-
ducted within FQHCs in the Southern and Midwestern 
United States, potentially limiting transferability to other 
healthcare settings and geographic locations.

Conclusion

A disproportionately high burden of HIV among Black 
women in the United States makes it vital to improve PrEP 
awareness and uptake among this population. Improving 
PrEP knowledge and comfort among providers, particu-
larly among White providers who may lack the necessary 
skills to engage in culturally competent conversations 
about sexual health and HIV prevention, is a key strategy 
for increasing access to PrEP for Black women. We identi-
fied a combination of factors that informed the develop-
ment of a comprehensive PrEP provider training, including 
provider comfort initiating PrEP discussions, varying 
degrees of HIV concern among clients, and the need for a 
supportive implementing climate. The final training will 
be implemented at participating FQHCs and evaluated 
through both provider- and client-level outcomes, with the 
goal of minimizing the burden on Black female providers 
to address the PrEP needs of Black women. The training 
will be disseminated for adaptation and use in other health-
care centers nationwide.
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Table 1.  Characterization of CFIR domains and sub-domains and their applicable semi-structured interview guide prompts and 
emergent themes.

CFIR domain CFIR sub-domain(s) Example of interview guide question/prompt Related themes

Intervention 
characteristics

Design; adaptability Our project focuses specifically on improving 
PrEP uptake among Black cisgender women. In 
thinking about our community of focus, what 
topics should be included in PrEP training for 
providers?
What is available in your clinic? [in reference to 
new discoveries in PrEP or new medications]

Training content suggestions, 
particularly those informed by local 
factors and the FQHCs available 
resources

Individual 
characteristics

Knowledge; self-
efficacy

We want to know more about how familiar 
you are with PrEP and what kind of training 
you’ve had on the topic.
Now I want to go over some of the content 
of the existing provider training. I’m interested 
in your feedback on how we can adapt the 
content to best serve clinicians at your site

Training needs of providers 
as informed by their current 
knowledge and attitudes regarding 
PrEP

Outer setting Patient needs Next, I’d like to describe some case scenarios 
and hear your feedback on them. [Are there] 
scenarios you would like to review that have 
not been presented?

Training needs of providers as 
informed by the demographics and 
perspectives of their FQHCs client 
population

Inner setting Climate We are exploring the option of offering CME 
or MOC credit. What are your thoughts on 
this format?
What type of ongoing feedback or support do 
you recommend we provide after the training?

Strategies to optimize uptake 
and acceptability of training at 
implementing FQHC as informed 
by its resources, staff, and climate

Process Engaging; executing Who should be trained?
How often should training be offered?
In thinking about your specific clinic 
environment, how should the training be 
offered? (modality, in person versus remote)

Strategies to maximize uptake 
and impact of training through 
the implementation process (e.g., 
identifying training recipients, 
method of training administration)

PrEP: pre-exposure prophylaxis; FQHC: federally qualified health center; CFIR: Consolidated Framework for Implementation Research; CMR: con-
tinuing medical education; MOC: maintenance of certificate.

Appendix
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Table 2.  Proposed PrEP training curriculum design aspects as informed by provider suggestions obtained from focus group 
discussions.

Training area Provider suggestion Proposed training curriculum design aspect

Didactic content HIV epidemiology Material on HIV prevalence and PrEP-to-need ratio (PNR; the ratio of 
number of PrEP users to new HIV diagnoses in a given year) among 
cisgender women, with an emphasis on Black women, nationwide and 
within FQHC region

PrEP indications Flowchart to assess indications for PrEP in clients, as seen in the CDC 
2021 Updated Clinical Practice Guidelines4

Maintenance following PrEP 
initiation for cisgender 
women

Table illustrating recommended laboratory testing and frequency for 
clients taking PrEP
Guidelines for PrEP during pregnancy and breastfeeding

Interactive content Culturally sensitive 
PrEP script to minimize 
perceived provider bias, 
particularly among Black 
women

Open-ended, neutral prompts for initiating PrEP discussions, for 
example:
• � “There is a medication that can reduce the chance of getting HIV by 

99% if taken every day. Would you be open to hearing a little more 
about that?”

• � “People’s sex lives can be very private. I respect that. I’m not making 
any assumptions about you or a partner. Instead, I like to tell women 
about PrEP so they can decide if it’s something that has a place in 
their lives.”

Prompts to address common concerns and misinformation about PrEP, 
for example:
• � “PrEP can be helpful for any sexually active woman. It isn’t just for 

people who have multiple partners or are in a relationship with 
someone who is living with HIV. It’s an extra protection against HIV 
that can be private and discreet. It’s all about each woman making 
their own choice about their body (about their safety and the safety 
of their baby).”

• � “I really appreciate how hard you are working to keep your baby 
and your body safe. The research we have shows that PrEP is safe 
for women planning to get pregnant, women who are pregnant, and 
women who are breast feeding. Babies that are born to moms using 
PrEP or nursing when they use PrEP don’t show any side effects.”

Training providers to 
navigate conversations 
with clients with varying 
attitudes toward PrEP/HIV 
and concerns about HIV 
acquisition

Role-play scenarios featuring clients with varying goals of care and 
attitudes toward PrEP/HIV, for example:
• � “You are meeting with a new patient who is married and wants a 

prescription for birth control.
Provider: I’m glad we’ve had some time to talk about your sexual health. 
I’m trying to let all my women patients know about PrEP and how HIV 
prevention can support their sexual health.
Patient: How dare you! I’ve just met you and I don’t like what you’re 
implying.”
• � “A patient has a partner living with HIV who often disengages from 

care. The patient mentions she wants to have children. What would 
you recommend?”

Support from 
integrating center

Training incentive (e.g., 
CME/MOC credit)

The training has been approved for CME credit by the Center for CME 
at the University of Chicago.

HIV: human immunodeficiency virus; PrEP: pre-exposure prophylaxis; FQHC: federally qualified health center; CDC: Centers for Disease Control 
and Prevention; CME: continuing medical education; MOC: maintenance of certificate.


