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ABSTRACT

Background. HIV pre-exposure prophylaxis (PrEP) in Australia has largely been targeted at gay,
bisexual and other men who have sex with men. In the context of HIV elimination, the aim of this
qualitative study was to explore PrEP prescribing for Australian cisgender women from the provider’s
perspective. Methods. Semi-structured interviews were held with Australian prescribers in 2022.
Participants were recruited through relevant clinical services, newsletter distribution and snowball
sampling. Interviews were audio-recorded, transcribed and analysed thematically.Results. Seventeen
prescribers participated, of whom 9 were sexual health physicians and 10 worked in New South
Wales. All reported limited clinical experience prescribing PrEP for women. Potential enablers to
PrEP prescribing to women included education for women and clinicians, easily identifiable risk
factors, individualised risk assessment and expansion of existing services. Barriers were limited
PrEP awareness among women and prescribers, difficulties with risk assessment and consult and
service limitations. The type of service recommended for PrEP provision varied among participants.
Conclusions. Clinician experience of PrEP prescribing to Australian cisgender women is limited,
with substantial barriers to access perceived by prescribers. Targeted education to PrEP prescribers,
updated national PrEP guidelines to include women as a distinct group and further research
regarding women’s preferred model of PrEP access are required. Clarity of clinical ownership
over PrEP implementation for women and, more broadly, women’s sexual health, is essential in
order to achieve HIV elimination in Australia.

Keywords: Australia, general practice, HIV, implementation, pre-exposure prophylaxis, PrEP,
prescribers, prevention, primary care, qualitative, sexual health, women.

Introduction

HIV continues to cause significant global impact, with an estimated 38 million people living 
with HIV worldwide.1 Pre-exposure prophylaxis (PrEP) is an effective method of preventing 
HIV, involving the use of antiretroviral medications in HIV-negative people.2 There are 
approximately 29 500 people living with HIV (PLWH) in Australia, the majority of whom 
are gay, bisexual or other men who have sex with men (GBMSM).3 Widespread PrEP uptake 
has contributed to significant reductions in HIV notifications among Australian born 
GBMSM over the past 10 years.3,4 

Women and girls are disproportionately affected by HIV globally, accounting for more 
than 50% of all PLWH, but are not a priority population in most high-income countries.1 

Approximately 12% of PLWH in Australia are women.3 Unlike the success of PrEP in 
GBMSM in Australia, declines in HIV incidence among other populations, including cisgender 
women, have not been observed.3 Health Equity Matters (formerly known as the Australian 
Federation of AIDS Organisations) has set out Agenda 25, with the goal of ending HIV 
transmission in Australia by 2025.3,5 Agenda 25 highlights the importance of reaching all 
populations at risk of HIV, with specific mention of women.5,6 

Although the incidence is low, certain subgroups of Australian women may be at higher 
risk of HIV. Around half of new diagnoses in heterosexual women occur in those born 
overseas3,7 and Aboriginal and Torres Strait Islander woman are disproportionately 
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affected.3 Of new HIV diagnoses among GBMSM, the percent-
age of men also reporting sex with women has increased over 
the past 10 years and late diagnosis is more common among 
men who have both male and female sexual partners, 
suggesting these women with GBMSM sexual partners may 
be at risk of HIV.3 A 2018 survey of women connected with 
the queer community in Sydney demonstrated an increase 
in the proportion of women who reported often having 
unprotected sex with a gay or bisexual man.8 Female sex 
workers and women who inject drugs may also be at risk, 
though the HIV incidence in these populations in Australia 
is low.3 

Oral co-formulated tenofovir and emtricitabine for the 
prevention of HIV has been subsidised by the Australian 
Pharmaceutical Benefits Scheme (PBS) since April 2018.2 

Long-acting injectable PrEP is licenced but not government 
subsidised and use is very limited.9 Early Australian PrEP 
guidelines classified an individual’s HIV risk as high or low, 
and eligibility was restricted to patients identified as high 
risk.2 In an effort to expand PrEP access to all at risk people 
however, current guidelines outline criteria for suitability 
rather than eligibility.2 Although there are no specific criteria 
for women, the criteria for heterosexual people include: 
condomless anal or vaginal intercourse (CLAVI) with a serodis-
cordant partner who has a detectable viral load, for conception 
or if there is undue anxiety; CLAVI with a male bisexual partner 
of unknown status; plans to travel to high HIV prevalence 
countries where they anticipate CLAVI; and concerns of 
deteriorating mental health or substance use with a history 
of increased HIV acquisition risk in this setting.2 

Despite guidelines that affirm PrEP suitability for women, 
there has been limited uptake in Australia. A review of 
individuals dispensed PBS-subsidised PrEP between April 
2018 and June 2022 found only 2% were female, although 
this does not differentiate between cisgender women and 
gender diverse people.10 Estimations of PrEP coverage for 
women in other non-endemic countries are similarly low; 
only 10% of US women identified as eligible by prevailing 
guidelines were prescribed PrEP in 2019.11 Evidence also 
suggests substantial discontinuation of PrEP for women 
after initiation, including in the Australian context.12,13 

A major barrier to uptake is low PrEP awareness in PrEP-
eligible cisgender women.14,15 Other reported barriers for 
women include a low self-perceived risk of HIV, having other 
priorities, concerns about potential side effects, adherence 
difficulties, cost, poor access, negative experiences or a lack of 
trust with healthcare providers and experiences of stigma.12,16,17 

Provider based barriers include clinician difficulties identifying 
at-risk women,10 lack of knowledge about PrEP, time con-
straints, concern about efficacy and cost to patients.18,19 Potential 
PrEP enablers for women include increasing education and 
expanding public health messaging to services where women 

access health care.16 Provider perspectives on enablers are 
limited in available literature19 although some qualitative 
studies have recommended an increase in training for 
providers and resources for women.18,20 

The aim of this descriptive qualitative study14,15 was to 
explore PrEP prescribing for Australian cisgender womenA 

from the provider’s perspective. Through interviews with 
prescribers, we aimed to determine the barriers to uptake and 
enablers to facilitate PrEP prescribing, in light of the new 
opportunities to focus on HIV prevention in sub-populations 
that have received less attention than GBMSM. 

Materials and methods

Participant inclusion criteria were: 

1. Current HIV PrEP prescriber with experience prescribing 
PrEP for Australian women; 

2. Fluent English language skills; and 
3. Availability to attend a video or teleconference interview 

in 2022. 

Participant recruitment occurred from February 2022 to 
October 2022. Participants were recruited through direct 
email contact with Australian wide prescribers and services, 
including individual prescribers on publicly available online 
lists, sexual health clinics, general practices, refugee health 
services, university health services, infectious disease clinics 
and family planning clinics. Snowball sampling was utilised in 
addition to direct contact. We aimed to capture a broad range 
of experiences, with prescribers from a variety of locations, 
services and professions. Recruitment continued until data 
saturation occurred.16 

A draft interview guide was developed based on a review of 
the literature and research team discussion. A pilot interview 
was conducted with an experienced sexual health clinician in 
February 2022 to refine the guide. Semi-structured interviews 
were conducted via video or teleconference. The interviews 
covered participant experience prescribing PrEP for cisgender 
women, and enablers and barriers for prescribing. Participants 
completed a short demographic questionnaire and provided 
written informed consent. Participants were reimbursed for 
their time with an AUD50 voucher. 

All interviews were performed by Principal Investigator 
(PI) Lade, an Anglo-Australian female Sexual Health Advanced 
Trainee. Four participants were known to PI Lade on a 
professional basis. Interviews were recorded and transcribed 
by an external company and identifying information was 
removed. A framework analysis was conducted17 with an 
initial code frame derived from the literature and the topic 
guide. Initial thematic analysis was performed deductively 

AFor the purposes of this study, the term ‘women’ refers to cisgender women, unless otherwise specified. 

559

www.publish.csiro.au/sh


C. Lade et al. Sexual Health

by PI Lade using NVivo, a qualitative data analysis software.21 

In keeping with a descriptive qualitative methodology, the 
analysis remained grounded in the data, such that data 
might also be coded inductively22 and codes were regularly 
discussed with the wider research team. Data was reduced 
in coding matrices and grouping used to identify the main 
themes in the data. 

This study was approved by the Joint University of 
Wollongong and Illawarra Shoalhaven Local Health District 
Health and Medical Human Research Ethics Committee 
(2021/ETH11873). 

Results

Seventeen participants were interviewed for between 15 and 
38 min. Nine participants identified as female and eight as 
male. The majority were sexual health physicians (SHP) 
(n = 11, 64.7%), with other professional backgrounds also 
represented (Table 1). Fifteen participants worked primarily 
in publicly funded sexual health clinics, though four of these 
participants also worked in another setting – one in a family 
planning clinic and three in general practice. The majority of 
participants worked in New South Wales (n = 10, 58.8%). 
Most participants were experienced PrEP prescribers, with 
only two self-identifying as new prescribers. Prescribers 

Table 1. Participant information.

Participant characteristic Participants – n (%)

Age group 30–44 years 9 (52.9)

45–59 years 6 (35.3)

>60 years 2 (11.8)

Gender Female 9 (52.9)

Male 8 (47.1)

ProfessionA Sexual health physician 11 (64.7)

General practitioner 4 (23.5)

Registrar/resident 3 (17.6)

Infectious disease physician 1 (5.9)

Nurse practitioner 1 (5.9)

Service setting Sexual health clinic 15 (88.2)

General practice 5 (29.4)

Family planning clinic 1 (5.9)

State NSW 10 (58.8)

SA 3 (17.6)

QLD 1 (5.9)

Vic. 1 (5.9)

Prefer not to say 2 (11.8)

Self-identified
experience level

Experienced prescriber 15 (88.2)

New prescriber 2 (11.8)

ATotal percentage exceeds 100% as more than one option could be selected.

reported predominantly prescribing PrEP to GBMSM patient 
cohorts, with some participants also prescribing to trans and 
gender diverse people. All reported limited experience 
prescribing PrEP for cisgender women, with less than five 
cases in the preceding 12 months. Three participants reported 
only prescribing PrEP to a woman once in their career. 

Identified barriers and enablers to PrEP prescribing for 
women in Australia are in Table 2. The provider pathway 
for PrEP prescribing to women is outlined in Fig. 1. 

The three main themes that emerged were: 

1. Limited awareness among women and prescribers; 
2. Women’s risk not recognised; and 
3. Consult and service issues with providing PrEP to women. 

Limited awareness among women and
prescribers

Most respondents reported low PrEP awareness among 
women. As one participant stated, ‘[Women are] astounded 
when you say that we can prevent HIV infection with a 
tablet.’ (P07, Registrar/Resident). This presumed lack of 

Table 2. Provider-identified enablers and barriers to PrEP prescribing
for women in Australia.

Barriers Enablers

Awareness Women unaware of PrEP
availability

Targeted health promotion

Lack of experience/low
caseload prescribers

Clinician education

Lack of targeted education to
prescribers

Women’s
risk

PrEP prescribing based on
partner risk factors rather than
the patient’s own risk factors

Women at risk identified
through HIV positive
partners (serodiscordant
relationship)

Women assumed to be low
risk

Risk easily identified (e.g.
concurrent STI, condomless
anal intercourse)

Concern about over Individual risk assessment
prescribing to low risk
population

High risk threshold required to
prompt consideration of PrEP

Consult
and

Competing priorities in
women’s consults

Expansion of existing services

service
issues

Additional consult time

No clinical ownership over
PrEP implementation

Barriers at each identified
potential service including
general practice, sexual health
clinics, reproductive health
clinics, refugee health service
and travel medicine clinics
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Prescriber has 
knowledge about 

prescribing PrEP for 
women 

PreP prescribing within 
accepted scope of 

practice 

Woman presents to 
clinic for relevant 

reason e.g. PrEP, travel, 
STI, contraception, 
cervical screening 

Adequate time in 
consult 

Sexual health history 
taken 

Woman or clinician 
identifies possible HIV 

risk 

Accurate HIV risk 
assessment completed 

Decision to prescribe 
PrEP 

Mechanism for repeat 
prescriptions 

Fig. 1. Provider pathway for PrEP prescribing for cisgender women.

awareness resulted in a need for greater time spent on education 
compared 
to typical GBMSM PrEP consults. 

I suppose I assume for most female patients that there’s 
either little or no awareness of PrEP, so I feel like I have 
to explain it in greater detail. (P02, SHP) 

Similarly, participants reported a low awareness of PrEP 
for women among clinicians, particularly within general 
practice. 

I think not all women access their sexual healthcare in a 
specialist service, so that’s one. So, does the GP know? 
Does the patient know? Is there information for them? So, 
I think that’s both health literacy on both parts, and also 
then if they were to come, would the GP feel equipped 
to prescribe it, or even start the conversation? (P16, SHP) 

Concern with general practitioners' (GPs) ability to prescribe 
PrEP for women was also raised by most participating GPs 
themselves. One stated, ‘There’s a certain way that GPs are 
taught to prescribe it. They’re taught to look for this particular 
or certain demographics or certain people to prescribe it to. 
They’re teaching us usually to pretty much ignore cisgendered 
women.’ (P08, GP). 

A majority of participants felt that public education and 
health promotion was required to improve PrEP access for 
women, including sexual health education in schools. 

I guess marketing is very targeted to MSM. I mean, that’s a  
problem for a whole host of reasons : : :  It’s kind of having 
these little bespoke marketing campaigns that are trying to 

find a less reachable population within the standard social 
media things that cis women may not be, probably aren’t, 
looking at.... (P13, SHP) 

Participants felt that health promotion needed to target 
women directly, although some voiced concerns that this may 
lead to inappropriate PrEP requests from low-risk women. 

So, there is an argument for education, but that might 
oversell it a bit, as well... I think if we do too much educa-
tion on it, then we might get people inappropriately 
requesting it. (P03, Registrar/resident) 

Clinician education surrounding PrEP for women, with a 
particular emphasis on expanding GP education, was recom-
mended by many participants. 

I think if more people and more of the GPs were aware of it 
and comfortable with it, they’d probably be more comfort-
able offering it to women. (P07, Registrar/resident) 

The last time I went to such a PrEP talk... the angle was very 
much on prescribing for MSM communities. I’ve never been 
to a session where they talked about the general population. 
I suppose changing those to include a general population 
that would be more ideal. (P08, GP) 

Women’s risk not recognised

Most participants reported feeling comfortable prescribing 
PrEP for women in serodiscordant relationships, where the 
risk of HIV was easily identifiable. This was largely in the 
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context of a partner with a new HIV diagnosis, unsuppressed 
viral load or for conception planning. Many noted this was less 
relevant in the context of Undetectable = Untransmissible 
(U=U), where effective HIV treatment with virological suppres-
sion is known to reduce the risk of sexual transmission of HIV to 
zero.23,24 One participant described a similar low awareness of 
U=U for women, stating ‘ : : : I think that’s one of the reasons 
why : : :  women are on PrEP is because U=U is not trickling 
down, actually, in this population as in the MSM.’ (P12, 
SHP). Other participants spoke about prescribing for women 
even in the setting of U=U, citing concerns about partner 
compliance, patient mistrust of U=U and patient peace of mind. 

Her partner was HIV positive, and actually I put her on 
PrEP... I thought it was prudent that she was on PrEP, 
because she was indicating she didn’t believe that he 
could always be taking his medications, and she didn’t 
have a way of really knowing. (P04, SHP) 

Participants also described prescribing PrEP to women in 
perceived high-risk situations, including having non-
monogamous GBMSM or transgender sexual partners, condom-
less anal intercourse, having a concurrent sexually transmitted 
infection (STI) and having multiple sexual partners. 

Difficulties assessing risk was described by participants as a 
barrier from both patient and clinician perspectives. They 
explained that patients may be unaware of or choose not to 
disclose their risk factors. Given the low HIV prevalence in 
Australian women, clinicians may also assume women are 
low risk and not consider discussing PrEP. 

: : : either the clinician or the patient are either 
misrepresenting the risks, or not considering it, or saying 
there isn’t a risk sufficient to think about PrEP, and so 
we’re not using it. (P16, SHP) 

This was reflected in the responses surrounding cisgender 
female sex workers (FSW). Most participants reported not 
routinely prescribing PrEP in this population, due to the 
perceived low HIV transmission risk for FSW in Australia. It is 
worth noting that the following assumption from Participant 
3 that cisgender men were less likely to be GBMSM is 
inaccurate. 

If they’re a female sex worker working in a brothel with cis 
male partners, then it’s less likely that those are MSM, and 
they’re having oral and vaginal sex only, then I wouldn’t be  
inclined to prescribe them PrEP. I’d just have that open 
discussion with them, and say it’s not really part of our 
guidelines here. (P03, Registrar/resident) 

In contrast, some participants described a nuanced 
approach to FSW, involving assessment of individual risk 
and capacity to negotiate condom use. 

We get also a lot of commercial sex workers at the sexual 
health clinic, and they are highly inclined to take PrEP, 
because they say some of their clients, they refuse to use 
condoms, and sometimes... the condom breaks as well. 
(P17, Nurse Practitioner) 

One recurring perception was that women need to meet 
multiple risk factors in order to be prescribed PrEP, suggest-
ing women need to cross a higher risk threshold than GBMSM 
when attempting to access PrEP. 

I guess, to me, one factor alone may not be enough for me to 
offer PrEP proactively, whether that’s right or wrong, but I 
suppose, in my mind, if two or more of these factors co-
exist, then I’m much more likely. If a woman we know is 
escaping a domestic abuse situation, has very, very limited 
sexual autonomy, and the community group is from a high 
prevalence setting... I’m much more likely to offer PrEP. 
(P02, SHP) 

Consult and service issues with providing PrEP
to women

Many participants reported competing priorities in women’s 
consults as a barrier to PrEP prescribing. 

There’s all the standard STI considerations, the contracep-
tion considerations, and there’s all the sex worker welfare-
type considerations, and PrEP kind of just becomes one of 
many, many different things : : :  With the other priority 
populations : : :  there are fewer things to juggle, and PrEP 
can occupy a bigger part of the consultation. (P02, SHP) 

Consultations with women were perceived as more time 
consuming and likely to exceed a standard consult time, 
therefore limiting both opportunity and inclination to initiate 
conversations about PrEP. These opinions were shared by 
participants from a variety of professions and genders. 

I hate to say it, but females also have a lot more issues to be 
bringing up... Again, because of the nature of lots of 
women’s consults, they do tend to be longer, and so do you 
want to probe – can you and do you have the patience to 
prolong that further for something brand new to bring 
up in a consult? (P10, GP) 

Time constraints and service limitations were highlighted 
as barriers to PrEP for women. A sexual health physician 
asked ‘So, how do you provide PrEP to heterosexual women? 
I don’t know. Are we [sexual health clinics] the best place for 
it? We don’t even see them for their problems.’ (P12, SHP) 
suggesting that the public model of PrEP provision that has 
proved so effective for GBMSM is not suitable for women who 
may need this service. This was echoed by another sexual 
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health physician who noted that there was not an obvious 
clinical site where women’s access to PrEP could be assured. 

Well, publicly funded sexual health clinics are very focused 
on providing services for men who have sex with men and 
HIV positive people, a lot of whom are obviously men so 
obviously [women are] not getting PrEP... Women’s health 
centres I think would be pretty unlikely to be providing 
PrEP and I think GPs have a very variable capacity and 
ability to provide PrEP. (P14, SHP) 

Several respondents felt that PrEP access for women could 
be improved by expanding existing services including general 
practice, obstetrics and gynaecology, reproductive health 
services, refugee health and sexual health clinics. Some partici-
pants however, raised concerns that women accessing PrEP 
would place extra strain on their service. 

It’s not like we’re advertising that, but there might be a 
reason we’re not advertising it, because we don’t want 
additional discussions about that which would take away 
from clinician time, and clinician time is a precious 
resource in a clinic like this. (P06, SHP) 

All three participants who recommended expanding access 
in general practice were sexual health physicians and only one 
of these participants also suggested sexual health services as 
an avenue for PrEP access. 

Discussion

The focus of Australia’s HIV response has been on GBMSM. 
The significant impact of PrEP on preventing HIV transmis-
sion has encouraging potential for eliminating all transmission 
in Australia,4 warranting a focus on other populations, 
including women. To date, PrEP prescribing for women in 
Australia has been very limited,10 as reflected by participant 
responses. Participants reported most experience prescribing 
PrEP for women in serodiscordant relationships, as reflected 
in the literature25 and likely due to serodiscordant status 
being easily identifiable.13 Other potential PrEP indications 
may rely on knowledge of partner risk factors (e.g. GBMSM 
status) and are therefore difficult for clinicians to ascertain.26 

Women may underestimate or be unaware of their risk.25,27 

Women are also less likely to be asked about PrEP indica-
tions than other groups,25 suggesting that women at risk of 
HIV may not be offered PrEP.13 Experienced PrEP providers 
were likely trained in the era of ‘eligibility’ for PrEP and may 
easily have missed the nuances in the updated PrEP guidelines 
which have pivoted towards making PrEP available to anyone 
who is suitable or requests it.2 Participants also described the 
need for women to meet multiple risk factors in order to 
receive PrEP, which is not in keeping with PrEP suitability 

criteria in current Australian guidelines.5 These responses 
highlight that clinician assumptions of HIV risk for women 
may be inaccurate and hinder PrEP provision. 

The research has identified many more barriers than 
enablers to PrEP prescribing to Australian women (Table 2). 
A common barrier reported was low awareness of PrEP for 
women among clinicians and patients, which is consistent 
with international data.8,25,28–32 There was concern about 
lack of awareness among GPs, including from participants 
working within this profession. Primary care providers have 
previously identified limited knowledge about PrEP and 
lack of confidence as prescribing barriers.33,34 One US survey 
found that although 90% of primary care physicians reported 
some type of PrEP education, only 55% self-assessed as 
competent to prescribe.34 Australian HIV experts have also 
expressed concerns that PrEP delivery in primary care relies 
on an empowered and knowledgeable patient managing an 
‘unprepared GP’.35 Our participants consistently recommended 
public and clinician education, and this has been echoed in the 
US,25,32 with a call from women for awareness through public 
health messaging including traditional advertising, social 
media and communication from health services.30,31 

Participants reported that compared to GBMSM patients, 
PrEP prescribing for women occurred in the context of 
competing priorities and longer consultations, which was a 
barrier to prescribing. Australian primary care data demon-
strate that GPs manage significantly more problems per 
consult with female patients.36 Women have also reported 
that time limitations in consultations prevent rapport building 
and open discussion of sexual health including PrEP.25,37 This 
highlights inadequacies in the current model of sexual 
healthcare provision for Australian women. 

Expansion of existing services was a common recommen-
dation, although participants disagreed about where and 
how. PrEP access in general practice was predominantly 
suggested by sexual health physicians. This indicates a 
continuation of the ‘purview paradox’ seen in the early stages 
of PrEP implementation both in Australia and internationally, 
whereby neither HIV specialists nor GPs believe they should 
be responsible for PrEP.38,39 HIV specialists have considered 
PrEP to be in the realm of general practice, although many 
were also critical of GP-led PrEP provision.35,38,40,41 GPs 
however, have described feeling unable to provide PrEP 
due to time constraints, lack of training and difficulty building 
expertise due to lack of patient demand.38,40,41 Responses 
from our participants suggest women are similarly impacted 
by this gap in PrEP ownership. 

The question remains – where is the best place is for at-risk 
women to access PrEP in Australia? Women have reported a 
preference for PrEP-initiation where they usually access 
medical care or through reproductive healthcare services.30,31,37 

Data from the US indicate that almost three-quarters of 
women access PrEP via general practice or women’s health 
services.42 Our participants also proposed access via refugee 
and reproductive health services; however, when investigators 
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contacted these services during recruitment, none reported 
experience prescribing PrEP. Australian research has demon-
strated PrEP discontinuation is higher for patients receiving 
PrEP from low caseload prescribers.12 Consequently, women 
may be at risk of early cessation when receiving PrEP from 
inexperienced prescribers, including low caseload GPs and 
other services suggested by participants. 

There are several limitations to this study. Four partici-
pants were known to the interviewer on a professional 
basis, which may have impacted upon responses, although 
efforts were made to ensure participant comfort with the 
interview. The data may not represent Australia nationally 
as more than half of participants were based in NSW, where 
there are higher rates of PrEP dispensing.43 The majority of 
participants were sexual health physicians. As high-caseload 
prescribers are responsible for prescribing to the majority of 
patients, this may reflect the very limited experience of PrEP 
provision to women in Australia.43 Travel medicine clinicians 
were not specifically recruited in this study and may be of 
interest for future research, in order to capture experience 
prescribing PrEP to women travelling to high HIV prevalence 
countries.44 

Conclusion and recommendations

This study has demonstrated limited PrEP prescribing for 
Australian cisgender women, even among PrEP-experienced 
prescribers. It highlights the substantial barriers to PrEP 
access for women in high-income countries: limited awareness 
amongst patients and clinicians, difficulties with risk assess-
ment and a lack of women-focused sexual health services. 
Despite Agenda 25’s goal to reach all those affected, it is 
evident we are leaving women behind in the race to achieve 
HIV elimination in Australia. Women have specific needs for 
PrEP delivery that are not being met by the current model 
in Australia. Echoing the calls of our participants, we 
recommend targeted education on broader PrEP prescribing 
to both experienced and inexperienced providers. National 
PrEP guidelines should be updated to specifically discuss PrEP 
for women rather than subsuming women under ‘heterosexual 
populations’. Participants disagreed on the most appropriate 
service to provide PrEP for women and the literature is 
similarly conflicted. Further research among women regarding 
preferences and opportunities for PrEP access would help guide 
our model of delivery. Clear clinical ownership over Australian 
women’s sexual health issues, including PrEP implementation, 
is required. 
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