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Abstract

Background: Pre-exposure prophylaxis (PrEP) has emerged as a high-
ly effective strategy for human immunodeficiency virus (HIV) preven-
tion, yet uptake remains disproportionately low among women and 
racially minoritized populations. This study aims to understand how 
PrEP counseling in clinical settings has changed over time and how it 
affected PrEP awareness in reproductive age females in the USA.

Methods: Using the National Survey of Family Growth data set, this 
was a cross-sectional study of two survey cycles (2017–2019 (n = 6,141) 
and 2022–2023 (n = 5,586)). The primary outcome was awareness of 
PrEP, with secondary outcomes including reported provider counseling 
on PrEP, counseling and prescribing of contraception, and current use 
of contraception. Analyses were performed with Stata 18.5 (StataCorp, 
College Station, TX), and accounted for complex survey design.

Results: Between 2017–2019 and 2022–2023, respondent reported 
awareness of PrEP increased from 31.8% to 36.6% (odds ratio (OR) 
= 1.24; 95% confidence interval (CI) = 1.04–1.47), while reported 
provider counseling rates remained unchanged (5.2% vs. 4.8%; OR = 
0.91; 95% CI = 0.70–1.19). In 2022–2023, awareness among Hispan-
ic women was significantly lower (24.9%) than among non-Hispanic 
white (42.0%) respondents (OR = 0.46; 95% CI = 0.36–0.58).

Conclusions: This research demonstrates that public awareness of PrEP 
increased though provider counseling rates were unchanged. However, 
when accounting for language preference, Spanish-speaking women 
had less awareness than English speakers. This raises the concern that 
provider-patient interactions are ineffectively utilized, especially in non-
English speakers, and highlights the need to optimize healthcare systems.

Keywords: HIV prevention; PrEP awareness; Counseling; Public 
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Introduction

Pre-exposure prophylaxis (PrEP) has emerged as a highly effec-
tive strategy for human immunodeficiency virus (HIV) preven-
tion, yet uptake remains disproportionately low among women 
and racially minoritized populations [1]. Despite national cam-
paigns in the USA to promote PrEP, many individuals vulner-
able to HIV infection report limited provider-initiated coun-
seling [2, 3]. Growing evidence suggests that community-level 
awareness is increasingly driven by social networks and social 
media platforms, rather than clinical encounters with healthcare 
professionals [4, 5].

While prior research has assessed general awareness and 
uptake barriers, this study aims to examine how provider coun-
seling has evolved over time, how PrEP awareness changed 
alongside, and whether disparities exist by race, ethnicity, or 
preferred language in a nationally representative sample of re-
productive age females. This is critical for evaluating equity in 
HIV prevention delivery [6].

Materials and Methods

This research was a serial cross-sectional study utilizing the 
National Survey of Family Growth (NSFG) data set [7]. The 
NSFG is a nationally representative survey of the USA, and 
the authors examined two survey cycles (2017–2019 and 
2022–2023). The survey is conducted with a combination of 
in-person interviews and web-survey. Participants were in-
cluded if they identified as female, between the ages of 15 
and 49. The primary outcome was awareness of PrEP. Second-
ary outcomes included reported provider counseling on PrEP, 

Manuscript submitted November 11, 2025, accepted January 28, 2026
Published online June 6, 2026

aDepartment of Obstetrics and Gynecology, Beth Israel Deaconess Medical 
Center, Boston, MA, USA
bHarvard Medical School, Boston, MA, USA
cSchool of Social Work, Boston College, Chestnut Hill, MA, USA
dDepartment of Obstetrics and Gynecology, Warren Alpert Medicine School of 
Brown University, Providence, RI, USA
eDivision of Infectious Disease, Warren Alpert Medicine School of Brown 
University, Providence, RI, USA
fDepartment of Pediatrics, Warren Alpert Medicine School of Brown Univer-
sity, Providence, RI, USA
gCorresponding Author: Heidi Chang, Department of Obstetrics and Gynecol-
ogy, Beth Israel Deaconess Medical Center, Boston, MA, USA. 
Email: heidiHchang@gmail.com

doi: https://doi.org/10.14740/jcgo1572 
Journal of Clinical Gynecology and Obstetrics 
1927-1271 (print), 1927-128X (online)

https://crossmark.crossref.org/dialog/?doi=10.14740/jcgo1572&domain=pdf&date_stamp=2026-02-13


Articles © The authors   |   Journal compilation © J Clin Gynecol Obstet and Elmer Press Inc™   |   https://jcgo.elmerpub.com70

Awareness and Utilization of PrEP J Clin Gynecol Obstet. 2026;15(2):69-72

counseling and prescribing of contraception, and current use 
of contraception, which identify those females who were sexu-
ally active and could be eligible for PrEP. If the respondent (R) 
responded positively to the following questions, they were ac-
counted for in the results: 1) “Has R heard about PrEP medi-
cations”, 2) ever talked with a doctor or medical care provider 
about “medicines to prevent getting HIV (pre-exposure proph-
ylaxis, also known as PrEP)”, 3) “received checkup for birth 
control in last 12 months”, 4) “Received prenatal care in last 12 
months”, and 5) has R mentioned “Hormonal implant, Depo-
provera (injectable), Pill, Contraceptive patch, Contraceptive 
ring, IUD.” Self-reported sociodemographic variables including 
race/ethnicity, education, insurance status, and relationship sta-
tus were also collected as part of the standard survey form.

Analyses were performed with Stata 18.5 (StataCorp, Col-
lege Station, TX), and accounted for complex survey design. 
Nationally representative category percentages and 95% confi-
dence intervals (CIs) were reported, as well as odds ratios (ORs) 
for comparisons between groups, and over time. This study was 
considered exempt by our Institutional Review Board as it is 
an analysis of publicly available data. The ethical compliance 
guidelines related to human subjects are not applicable to this 
particular study.

Results

There were 6,141 respondents in 2017–2019 and 5,586 in 

Table 1.  Demographics by Survey Year

2017–2019 (n = 6,141) 2022–2023 (n = 5,586) P
Age (years), mean (CI) 32.1 (31.7–32.6) 31.8 (31.5–32.2) 0.28
Race/ethnicity, n (weighted %) 0.52
    Hispanic 1,711 (20.8%) 1,232 (21.6%)
    Non-Hispanic White 2,704 (55.6%) 2,789 (52.6%)
    Non-Hispanic Black 1,191 (13.5%) 844 (13.1%)
    Non-Hispanic other or multiple 535 (10.1%) 721 (12.7%)
Religious affiliation, n (weighted %) 0.0002
    No religion 1,571 (27.4%) 1,955 (35.4%)
    Catholic 1,366 (20.5%) 979 (17.7%)
    Protestant 2,725 (43.9%) 2,106 (36.6%)
    Other 479 (8.1%) 546 (10.3%)
Cash public assistance, n (weighted %) 0.0003
    Yes 561 (7.0%) 332 (5.6%)
    No 5,328 (89.6%) 4,877 (89.1%)
Poverty level, mean (CI) 277.1 (263.8–290.3) 316.4 (301.2–331.5) 0.0002
Current Health Insurance, n (weighted %) 0.11
    Private or Medi-Gap 3,462 (63.7%) 3,374 (60.3%)
    Medicaid, CHIP, state plan 1,545 (19.5%) 1,218 (22.1%)
    Medicare, military 293 (4.7%) 382 (6.4%)
    Single-service, IHS, or uncovered 841 (12.1%) 612 (11.1%)
Live births 2.0 (1.9–2.1) 2.0 (1.9–2.0) 0.92
Miscarriages 0.6 (0.5–0.6) 0.5 (0.5–0.6) 0.19
Abortions 0.3 (0.2–0.3) 0.2 (0.2–0.3) 0.72
Married, n (weighted %)
    Married 1,913 (38.9%) 2,060 (39.2%) 0.005
    Cohabiting 754 (13.9%) 627 (11.9%)
    Widowed 33 (0.6%) 24 (0.4%)
    Divorced 410 (5.7%) 283 (4.5%)
    Separated 200 (2.3%) 94 (1.6%)
    Never married 2,831 (38.5%) 2,498 (42.5%)
Education
    Less than high school, n (weighted %) 1,168 (15.5%) 792 (16.0%) 0.69
    High school or greater, n (weighted %) 4,973 (84.5%) 4,794 (84.0%)

CI: confidence interval.
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2022–2023 (Table 1). Between 2017–2019 and 2022–2023, 
respondent reported awareness of PrEP increased from 31.8% 
to 36.6% (OR = 1.24; 95% CI = 1.04–1.47), while reported 
provider counseling rates remained unchanged (5.2% vs. 
4.8%; OR = 0.91; 95% CI = 0.70–1.19) (Table 2). Respond-
ents had similar reports of birth control visits, current contra-
ception, and contraception prescriptions from 2017–2019 to 
2022–2023: 45% to 42.1% (OR = 0.89; 95% CI = 0.79–1.00), 
21.2% to 19.7% (OR = 0.89, 95% CI = 0.77–1.02), and 29.5% 
to 26.8% (OR = 0.87, 95% CI = 0.76–1.00), respectively.

In 2022–2023, Black non-Hispanic women had comparable 
awareness to White women (42.0% in both groups, OR = 1.0; 
95% CI = 0.80–1.24) but substantially higher counselling rates 
(10.4% vs. 3.6%, OR = 3.16; 95% CI = 1.83–5.44). Awareness 
among Hispanic women was significantly lower (24.9%) than 
among non-Hispanic white (42.0%) respondents (OR = 0.46; 
95% CI = 0.36–0.58). PrEP counseling rates were statistically 
similar across racial and ethnic groups, with no significant dif-
ference for Hispanic (4.4%) vs. White (3.6%) participants (Table 
2). This trend persisted when stratified by preferred language: 
Spanish-preferring respondents had markedly lower awareness 
(13.5%) than English speakers (37.8%; OR = 0.26; 95% CI = 
0.17–0.40), despite comparable reported provider counseling 
rates (4.1% vs. 4.8%; OR = 0.85; 95% CI = 0.38–1.90).

Discussion

These findings reveal that patent awareness of PrEP has signif-
icantly increased over time, even as reports of provider coun-
seling have remained stagnant. This trend suggests that pub-
lic health messaging and informal networks may be driving 
a larger volume of PrEP knowledge than the clinical setting. 
Nonetheless, since national guidelines recommend discussing 
PrEP with all sexually active people, rates of both provider 
counseling and overall PrEP awareness remain well below tar-
get. Despite our results showing a modest increase in PrEP 
awareness, this is a policy failure that medical providers’ coun-
seling and/or other efforts have not resulted in higher aware-
ness. Particularly concerning is the persistent disparity in PrEP 
awareness among Hispanic and Spanish-preferring women, 
despite similar rates of provider counseling. This research 
demonstrates that Spanish-preferring women had markedly 
lower PrEP awareness (13.5%) compared to English speakers 
(37.8%) despite similar provider counseling rates, suggest-
ing that language barriers and limited Spanish-language edu-
cational resources render clinical encounters ineffective for 
non-English speakers. Another possibility is that nonclinical 
information sources in languages other than English are more 
limited than English-language ones [8, 9]. These findings align 
with Center for Disease Control recommendations for uni-
versal, culturally and linguistically tailored PrEP counseling, 
while highlighting that current clinical practice falls far short 
of guideline targets, particularly for Hispanic and Spanish-
preferring women who face compounded structural and com-
munication barriers.

The findings also call into question the effectiveness of 
the clinical encounter as a gateway to HIV prevention. If pro- Ta
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vider counseling is occurring but not translating into aware-
ness, especially among marginalized populations, it points to 
broader dynamics of structural fragmented health communica-
tion systems, where clinical gatekeeping may be influenced by 
provider bias, cultural disconnect, or inadequate infrastructure 
for multilingual counseling.

A strength of this study is the use of a large, nationally rep-
resentative dataset across two recent survey cycles, allowing for 
robust assessment of temporal trends and disparities in PrEP 
awareness and provider counseling among reproductive-age 
women. Limitations include reliance on self-reported survey data 
and the cross-sectional design, which may introduce recall bias.

In summary, these results underscore the importance of 
integrating multi-level systems solutions, including interpreter 
services, and clinical decision tools to enable clinicians to inte-
grate PrEP service delivery more consistently and more equita-
bly. Without addressing these structural issues, clinical settings 
may continue to lag behind community-driven knowledge dis-
semination, missing key opportunities to connect individu-
als with effective prevention tools. Further research should 
explore how physician counseling can augment community-
driven networks.
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