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ABSTRACT

Background: HIV disproportionately affects cisgender Black women (CBW), yet fewer than 2%
of eligible CBW use pre-exposure prophylaxis (PrEP); an effective biomedical HIV prevention
method. To improve PrEP uptake, this study identified CBW’s preferences for key features of
PrEP delivery programs using a discrete choice experiment (DCE).

Methods: CBW were recruited, screened online, and completed a one-time DCE survey.
Participants completed 14 choice tasks involving 6 PrEP program attributes: 1) administration
method, 2) access location, 3) healthcare integration, 4) provider demographics, 5) payment
options, 6) support services. Hierarchical Bayes models estimated attribute importance; latent
class analysis was used to group participants by similar preferences.

Results: Among 390 participants, administration method was the top-ranked attribute (48%),
followed by provider demographics (13.2%), and access location (12%). Preferences clustered
into five groups. Group 1 (n=82), younger women with high educational attainment, preferred
telehealth initiated bi-monthly injectable PrEP. Group 2 (n=82), older women with lower HIV
vulnerability, favored oral and injectable PrEP prescribed by a physician during women’s health
visits. Group 3 (n=108) had the highest HIV vulnerability, showed strong interest in PrEP,
preferred the vaginal ring accessed through pharmacies or telehealth. Group 4 (n=59) had the
lowest access to healthcare, preferred injectable PrEP in clinical settings with income-based cost
adjustments. Group 5 (n=59), one of the youngest and economically advantaged, favored the
vaginal ring from a pharmacy.

Conclusion: Findings indicate administration method, provider type, and access location

mattered most to CBW for PrEP programming, indicating the need to use multiprong approaches
to bolster PrEP uptake.

Key words: Black women; patient preference; discrete choice experiment; HIV prevention;
health services accessibility; HIV pre-exposure prophylaxis

INTRODUCTION

Copyright © 2026 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



Cisgender Black women (CBW) in the United States (US) experience a disproportionate
HIV burden, accounting for half of new HIV diagnoses among women despite representing 13%
of the population.””” The US South faces unique systemic challenges, including poorer health,
higher poverty rates, and worse health outcomes for individuals living with HIV.**° To combat
these disparities, targeted efforts are needed to increase use of evidence-based HIV prevention
strategies among CBW."* Pre-exposure prophylaxis (PrEP) is one such strategy to achieve the
federal Ending the HIV Epidemic goal of zero new HIV infections.™

PrEP is an FDA-approved antiretroviral that reduces HIV acquisition risk when taken as
prescribed.”**” PrEP comes as a daily oral pill***® and a bi-monthly injection (long-acting
injectable [LAI]), which demonstrated superior efficacy to oral PrEP among women in the
HPTN-084 trial.**% Despite high efficacy (>95%),"%**1%"19 only 2% of PrEP-eligible CBW use
PrEP.?*? Prior research has identified barriers contributing to low PrEP uptake among CBW,2*%
including limited awareness and inaccurate knowledge about PrEP, perceived low vulnerability
to HIV acquisition, inadequate health insurance, lack of social support, HIV- and PrEP-related
stigma, medical mistrust, and structural barriers, such as transportation and insurance
challenges.?®* Recent studies further emphasize the influence of structural inequities, gendered
racism, systemic barriers, and negative experiences with providers on PrEP access and
engagement among Black women.?3%%*3 New interventions and improved programs may
address these barriers and leverage known facilitators to increase PrEP uptake and sustained use
among CBW.

Few studies have explored what features CBW prioritize in PrEP programs.***® Irie et al*®
examined PrEP modality preferences among CBW, finding oral PrEP as the preferred option

(51.1%), followed by LAI (25.7%), vaginal gel (16.5%), and vaginal ring (6.7%).*> When only
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oral and LAl PrEP were considered, most CBW (62.7%) preferred oral PrEP.* Elopre et al*
used a discrete choice experiment (DCE) to identify PrEP service delivery preferences among
CBW living in Alabama and found that PrEP medication form was the most important attribute
(37.5%), followed by the healthcare facility for obtaining PrEP (23.6%) and visit frequency
(17.6%).* More research is needed on CBW’s preferences for PrEP to design client-centered,
culturally responsive strategies that improve PrEP uptake and adherence.

To address this gap, this study evaluated CBW’s preferences for PrEP program attributes
using DCEs.*"***® DCEs are widely used in HIV research to quantify stakeholder preferences
and inform program development, including preferences for HIV testing, care delivery,
antiretroviral therapy, and PrEP programs.***’ A DCE evaluates an intervention, such as PrEP,
as a set of attributes (e.g., administration method, access location) and assigns value to each.
Using these estimates, we conducted a segmentation analysis to identify groups of CBW with
similar preferences and inform responsive PrEP delivery models. The objective was to use
choice-based conjoint analysis (CBC), a type of DCE, to identify CBW’s preferences for PrEP
delivery features.

METHODS
Study procedures

We conducted all activities online and in English. The Florida International University
Institutional Review Board (IRB-23-0283-AMO01) and University of Texas Health Science
Center San Antonio (STUDY00001802) approved the study. We recruited participants between
June and August 2024 through social media ads, printed flyers in locations frequented by CBW,

email listservs from community-based organizations and local health agencies, and snowball
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sampling. Interested individuals accessed the study webpage through Qualtrics (Qualtrics, Provo,
UT) and completed electronic consent and the eligibility screener.
Eligibility criteria

Eligible participants reported being: (1) at least 18 years old; (2) a cisgender woman; (3)
Black/African American; (4) HIV-negative or with unknown serostatus; (5) a resident of a US
Southern state; and (6) engaged in at least one behavior associated with HIV acquisition in the
past 6 months (i.e., condomless vaginal and/or anal sex with a male partner; injection drug use;
sex exchange; diagnosed with a sexually transmitted infection [STI], excluding HIV)."*** We
used these indicators to identify individuals who could benefit from PrEP based on CDC
guidelines,>* and served as eligibility criteria rather than to calculate a validated measure of HIV
acquisition. After providing consent, eligible individuals completed a one-time Qualtrics survey
that collected demographic information, behaviors associated with possible HIV acquisition, and
PrEP awareness, interest, and intention. The survey included a CBC task housed in Sawtooth®.
Participants who completed the survey and CBC task received a $50 USD electronic gift card by
email. We thanked ineligible individuals for their interest in the study and provided information
and resources on PrEP and sexual health. We provided eligible participants who completed the
survey with information about PrEP and resources for locating PrEP providers if interested.
Survey Measures

Participants reported demographic information, including age, ethnicity, employment,
education, household income, health insurance, sexual orientation, relationship status, and
primary transportation mode. They completed a 3-item discrimination subscale from the Group
Based Medical Mistrust Scale (GBMMS)>**® which assessed perceived racial bias in healthcare

(e.g., “Black people are treated the same as people of other groups by doctors and health care
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workers”)** using a 5-point Likert scale (5=Strongly Agree to 1=Strongly Disagree). The
subscale showed high internal reliability (Cronbach’s a=.91). We also assessed perceived
concern of acquiring HIV (i.e., worry about acquiring HIV) (5-point Likert scale: 1 = Not at all,
5 = A lot)."* We provided participants with a definition of PrEP, and information about PrEP
efficacy, effectiveness, modality, and the general process used to obtain PrEP, before answering
PrEP-related questions. PrEP-related measures included prior awareness (dichotomous: yes/no),
interest in learning about PrEP (5-point Likert scale: 1 = Not at all interested, 5 = Extremely
interested), comfort discussing PrEP with a provider (5-point Likert scale: 1 = Very comfortable,
5 = Very uncomfortable), and intentions to discuss PrEP with a provider and obtain a
prescription within the next 6 months (4-point Likert scale: 1 = | definitely will not do, 4 = |
definitely will do).
Choice Based Conjoint (CBC) Task

We used Sawtooth Software, SSI Web 8.2, to design the CBC task and ascertain
preferences for PrEP program attributes. We selected attributes and their levels based on

literature?5-30-32:56-58

on PreP preferences among Black women, as well as formative feedback
from focus groups conducted with the target population (CBW) (see Supplemental Digital
Content 1 for a detailed description of how the CBC attributes and their levels were identified
and implemented in this study). The final CBC instrument covered six modifiable PrEP program
attributes: (1) Administration method (daily pill, bimonthly shot, monthly vaginal ring), (2)
Access location (doctor's office, community clinic, pharmacy, telehealth (with mailed meds)), (3)
Healthcare integration (family planning, women's health checkups, STI care), (4) Provider

demographic (any provider, same race, same gender, or both), (5) Payment method (one-time

fee, income based, cost assistance), and (6) Support services (text support, online group, help
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disclosing PrEP to partner) (see Table 1, Supplemental Digital Content 2). The attribute levels
reflected PrEP modalities that were available or widely discussed during the study design phase.
We included the vaginal ring as a potential female-controlled prevention option because previous
studies showed interest in this modality among women globally, and it is approved for use
among women in countries outside of the US. We did not include emerging PrEP modalities,
such as longer-acting subcutaneous injections (e.g., Lenacapavir), because they were not yet
approved when this study was developed.

We solicited preferences for PrEP program attributes through 14 choice tasks presenting
experimentally varied combinations of attribute levels. Participants were asked to select their
preferred option among two possible PrEP programs, displaying the 6 attributes and select levels.
A ‘None’ option was included to allow participants to opt out of a proposed program (See Figure
1, Supplemental Digital Content 3).

Sawtooth Software’s experimental design module generated 450 survey versions
according to three principles: (1) each attribute level appeared once per task; (2) levels appeared
equally across tasks; and (3) levels were chosen independently. Utility scores from these tasks
were used to predict preference shares for hypothetical PrEP programs.

Statistical analyses

We conducted all CBC analyses in Sawtooth Lighthouse Studio 9.16.10, using the
Hierarchical Bayes model to estimate part-worth utilities (PWUSs) for 20 attribute levels. PWU
reflects the value respondents assign to a specific attribute level. These PWUs are zero-centered,
with larger absolute values indicating stronger positive or negative preferences relative to other
levels of the same attribute. We rescaled mean relative importance scores (RIS) to 100 to reflect

each attribute’s influence on decision-making (e.g., a RIS of 27% implies that the attribute drives
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27% of a participant’s preference). Latent class multinomial logit analysis then grouped
respondents by PWUs, identifying segments with similar preferences. We selected a five-group
solution based on the Consistent Akaike Information Criterion (CAIC).

We entered utilities into SAS software, version 8.2, and merged them with respondents’
characteristics. We used RStudio (2022.02.0 Build 443) for descriptive statistics by segmentation
group. Chi-square or Fisher’s exact tests evaluated differences in categorical variables. We
assessed latent class group differences using analysis of variance (ANOVA) for continuous
variables and chi-square tests for categorical variables. Only completed surveys were included.
RESULTS
Participants

We enrolled 390 CBW who were included in the final analytic sample (see Figure 2,
Supplemental Digital Content 4); Table 1 presents participant characteristics (mean age=34.8
years, SD=11.4). Most participants identified as non-Hispanic (n=379, 97.2%), heterosexual
(n=329, 84.4%), employed (n=307, 78.7%), and having health insurance (n=333, 85.4%). Nearly
half (n=192, 49.2%) had a household income between $35,000 and $99,000, and 60% (n=234)
were in a relationship. Participants also reported high levels of perceived discrimination and
group-based disparities in healthcare (Mean=4.07).

Most participants reported at least one behavioral indicator used to determine PrEP
eligibility, with 94.9% (n=370) reporting condomless vaginal sex and 16.4% (n=64) reporting
condomless anal sex in the past six months. A little over half of the women tested for HIV
(n=216, 55.4%), and/or other STIs (n=224, 57.4%) during the same time; a smaller proportion
tested positive for an STI (n=37, 9.5%). Among participants who tested positive for an STI

(n=37, 9.5%), most reported Herpes Simplex Virus (HSV-1 and/or HSV-2) (n=13, 35.1%) or did
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not specify (n=10, 27.0%). On average, participants reported a low-to-moderate level of concern
about acquiring HIV (Mean=2.26). Regarding PrEP, 65.6% (n=256) of participants reported
prior awareness of PrEP. Participants reported moderate interest in learning more about PrEP
(Mean=2.66) and were somewhat comfortable discussing PrEP with a provider (Mean=2.00).
However, participants did not expect to discuss PrEP with a provider (Mean=2.46) or receive a
prescription (Mean=2.08) within the next 6 months.

Relative importance scores and part-worth utilities for the full sample

Tables 2 and 3 present the attribute importance and PWUs for each attribute level. In the
full sample, administration method ranked first in importance (48%). Within this attribute, bi-
monthly injectable (i.e., shot) had the highest utility score, followed by the daily pill; the vaginal
ring ranked last. Provider demographic ranked second in importance (13.2%), with the highest
utility scores for matching race and gender. Access location ranked third (12%), with telehealth
and pharmacies having the highest utility scores.

Latent class analysis identified five distinct segment groups. Group 1 (n=82, 21.0%)
(telehealth LGBQ, prefers injectable) had a higher proportion of non-heterosexual identities
(n=20, 32.3%), were young (Mean age=33.1), likely to work full-time, had high educational
attainment, and reported higher levels of discrimination in healthcare settings (Mean=4.20).
Within this group, the bi-monthly injectable initiated via telehealth had the highest utility scores,
with follow-up support delivered through text messaging.

Group 2 (n=82, 21.0%) (Traditional care seekers, prefers oral pill) had one of the highest
proportions of older women (>45 years of age; n=22, 26.8%), high healthcare access, and was
more likely to identify as straight (n=76, 92.7%). Women in this group reported the lowest

concern about acquiring HIV (Mean=1.72) and fewer behavioral indicators associated with HIV

Copyright © 2026 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



acquisition than other groups. The daily pill and bi-monthly injectable, delivered during
women’s health visits by race and gender concordant providers, ranked highest. Many
participants chose “none” in the conjoint tasks, suggesting lower interest in the PrEP programs
presented.

Group 3 (n=108, 27.7%) (Cost-aware ring preference, who could benefit from PrEP) had
greater structural and interpersonal vulnerability, including lower educational attainment,
financial disadvantage, reliance on public transportation, and more behavioral indicators
associated with HIV acquisition. Despite this, they were engaged in HIV prevention, with higher
HIV/STI testing rates (n=66, 61.1%) and greater concern about acquiring HIV (Mean=2.67).
They also reported the least discrimination in health care (Mean=3.94), which may contribute to
their strong interest in learning more about PrEP (Mean=3.29) and seeking a prescription
(Mean=2.57). Within this group, the vaginal ring had the highest utility score, with pharmacy or
telehealth delivery and PrEP financial assistance also ranking highly.

Group 4 (n =59, 15.1%) (Underserved, prefers injectable, unlikely adopters) had limited
educational attainment and access to care, with a higher proportion lacking insurance (n=12,
20.3%) and testing positive for an STI in the past 6 months (n=9, 15.3%). Although initial
awareness of PrEP was low (n=32, 54.2%), this group had the second-highest interest in learning
more about PrEP (Mean=3.14) and were comfortable discussing PrEP with a provider
(Mean=1.84). Within this group, the bi-monthly injectable received in clinical settings with
income-based payment models had the highest utility scores.

Group 5 (n=59, 15.1%) (High-SES PrEP-reluctant, ring preference) was one of the
youngest groups (Mean age=33.6), with high levels of educational attainment, income, health

insurance, and infrequent HIV/STI testing. Within this group, the vaginal ring obtained from a
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pharmacy with provider race concordance ranked highest. Despite high initial PrEP awareness
(n=45, 76.3%), this group showed the least intention to talk to a provider about PrEP
(Mean=1.79) or get a PrEP prescription (Mean=1.57), suggesting they would opt-out even if
services are available.
DISCUSSION

This study offers insights into preferences for PrEP delivery features among cisgender
Black women in the US South, a group disproportionately affected by HIV. The PrEP
administration method was the most influential factor in PrEP decision-making, indicating that
product features, such as dosing frequency, ease of use, and discretion shape PrEP acceptability
among CBW. Consequently, even excellent care or convenient access may not overcome
reluctance toward formulations seen as burdensome or misaligned with women’s daily
lives.2*43°°% Clinicians should routinely discuss all available PrEP modalities with Black
women to align options with their needs and preferences.®*® LAl PrEP was the most preferred
option, consistent with emerging research showing its appeal to women seeking convenience and
privacy.****® The daily oral pill remained a strong alternative, indicating it continues to meet
many women’s needs. While the vaginal ring was less preferred, consistent with prior studies, ™
4663-6% some subgroups favored it, potentially valuing discretion or longer-acting protection.
Provider characteristics emerged as the second most influential factor in PrEP decision-
making, underscoring the importance of the patient-provider relationship. Participants strongly
preferred providers who shared their race and gender, consistent with prior research on the
66,67

importance of race and gender congruence in PrEP decision-making among Black women.

For many Black women, patient-provider race and gender concordance was as critical as PrEP
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information itself, likely serving as a protective response to anticipated or experienced
discrimination in healthcare settings.

Building on the need for affirming, discrimination-free care, the choice of access location
ranked third in importance. Telehealth and pharmacies were the preferred settings, likely valued
for convenience, accessibility, and privacy.®®® Telehealth may also reduce exposure to
potentially discriminatory clinical encounters.®®” Pharmacy-based access is increasingly
recognized for convenience (as pharmacies are often located within communities), longer
operation hours (e.g., nights and weekends), and availability without an appointment.®®"
Offering PrEP in familiar, everyday settings may reduce barriers to access, and reduce
discrimination in clinical environments.

This study identified five segments of CBW, each with unique sociodemographic
characteristics, vulnerabilities, and PrEP preferences. This segmentation challenges viewing
Black women as a uniform group, offering a nuanced understanding of how different
characteristics and life experiences shape PrEP decision-making. For example, women in Group
1 preferred telehealth and bi-monthly injectable PrEP. Preference for telehealth may reflect
attempts to avoid in-person encounters where women experienced discrimination.” Given this
finding, DCE may help identify preferred PrEP program features among Black women who
identify as LGBQ to determine if culturally sensitive, LGBQ-affirming telehealth models that
offer private, supportive care would be ideal for this population.” In contrast, women in Group
2, who were generally older, had lower concern about acquiring HIV and had limited interest in
PrEP, preferred access through routine women’s health visits. Their comfort with these settings
74,75

presents an opportunity to integrate PrEP into regular gynecological or primary care visits,

helping normalize it within standard sexual health services. Future research should examine
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Black women’s preferences for discussing PrEP in primary care settings, where many women
routinely access preventive and reproductive health services and may have ongoing relationships
with providers.”*™ Tailoring interventions to these groups may enhance PrEP uptake and
adherence among Black women.
Implications for Clinical Practice and Public Health

These findings have implications for clinical practice and HIV prevention program
design. First, tailored PrEP education strategies should reflect differences in HIV vulnerability
perceptions and information needs among Black women. Some patients, such as those in Group
4, may need clear, accessible PrEP information, while others, such as Group 2, may benefit from
personalized discussions that address misperceptions of low HIV acquisition. Second, providers
serving Black women should be trained in anti-racism, culturally safe care, and communication
strategies that facilitate patient-centered, affirming, and nonjudgmental discussions about sexual
health, behaviors associated with HIV acquisition, and PrEP options. For instance, Black women
in Group 5 showed low interest in PrEP and may feel uncomfortable discussing sexual health. In
these situations, providers may need to normalize PrEP discussions within routine sexual and
reproductive healthcare and create safe, supportive environments through nonjudgmental,
empathetic, and person-first communication.”® These approaches may help engage patients who
might otherwise avoid conversations about HIV prevention or perceive themselves to be at low
“risk” for HIV. When patients share experiences of healthcare discrimination, providers should
validate those feelings and work to ensure a supportive and affirming PrEP experience. Third,
public health programs must move beyond a one-size-fits-all approach by adopting strategies that
reflect the diverse needs and preferences of Black women to increase PrEP uptake. Clinicians

should engage in shared decision-making, tailoring choices to each patient’s lifestyle and
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preferences. In practice, identifying patients’ PrEP preferences may require brief preference
assessments or decision-support tools used in clinical encounters. These tools could help
providers gauge priorities related to medication modality, provider characteristics, and service
delivery settings, enabling personalized PrEP counseling. Some Black women may prioritize
convenience and privacy through telehealth or pharmacy-based PrEP delivery, while others may
prefer care from race and gender concordant providers in traditional clinical settings. Expanding
telehealth services, investing in culturally affirming platforms, particularly for Black LGBQ
individuals, and supporting pharmacy-based PrEP initiation and management may help reduce
barriers to PrEP access. Finally, cost must not be a barrier. Ensuring that PrEP and related
clinical costs are fully or partially covered remains critical to prevent financial barriers from
limiting access to HIV prevention services. Policies and programs that expand financial
assistance and insurance coverage for PrEP are essential.
Limitations

Social desirability bias may have influenced responses, affecting the accuracy of self-
reported behaviors associated with HIV acquisition and PrEP-related attitudes. However,
anonymous surveys and culturally informed data collection methods’” likely reduced this bias.
Next, the sample was limited to CBW living in the southern US; findings may not be transferable
to women in other regions. Nonetheless, focusing on this population fills a critical gap in
literature, given their disproportionate HIV burden and historical underrepresentation in
research. We also did not collect contextual information about sexual partnerships (e.g., number
of partners or partner HIV status), which may influence HIV acquisition and interpretation of
condomless sex as a behavioral indicator. Despite this, this study captured a broad range of

behavioral and attitudinal indicators associated with HIV acquisition. We also did not assess key
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structural and contextual factors, such as food and housing security, history of incarceration,
employment challenges, or current access and availability for local PrEP services, that may
impact women’s PrEP decision-making. Additionally, because this study assessed stated
preferences using a discrete choice experiment, we were unable to determine whether these
preferences translate into real-world PrEP initiation or persistence. Only a small number of
participants reported current PrEP use (n=9), which limited our ability to examine associations
between preferences and PrEP uptake. Future longitudinal research should examine whether
preference patterns identified through DCE methods predict actual engagement with PrEP
services among cisgender Black women. Furthermore, because PrEP options evolved after study
design, the DCE may not reflect all currently available modalities. The DCE did not include
emerging PrEP modalities, such as longer-acting injectable agents (e.g., Lenacapavir) or on-
demand PrEP strategies currently under evaluation, which may influence preferences in future
studies. Lastly, incorporating a mixed-method approach with qualitative follow-up interviews
may have expanded our understanding of women’s PrEP decision-making. The findings still
offer insight into the drivers of preferences for PrEP programming and intention among a high-
priority population.
Conclusion

This study offers a data-driven roadmap to tailor PrEP implementation to meet the
diverse needs of CBW in the US. Our findings highlight key PrEP preference trends, including
strong preferences for injectable PrEP, provider race and gender concordance, and access
through telehealth and pharmacies, while emphasizing variation in preferences across CBW
subgroups. This heterogeneity points to the need for more innovative, responsive, and effective

HIV prevention strategies designed for CBW. To address the disproportionate HIV burden
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among CBW, health systems must design and deliver PrEP services in ways that center CBW’s
lived experiences, honor their preferences, and remove barriers they face. These findings suggest
moving beyond simply offering different PrEP options and toward more responsive approaches
to engaging Black women. By respecting their choices, understanding their priorities, and
designing programs that are medically effective, culturally affirming, accessible, and equitable,
HIV preventive efforts may better reduce disparities among CBW in the US South.
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Table 1. Demographic characteristics of the sample, stratified by segmentation group identified from Latent Class Analysis

Group 1 (n=82)

Group 2 (n=82)

Group 3 (n=108)

Group 4 (n=59)

Group 5 (n=59)

_ Telehealth Traditional care Cost-aware ring Underserved, High-SES Pr_EP- Fiy2
Total (N=390) LQBQ, prefers  seekers, p!'efers preference_, who _ prefers reluctant, ring (p value)
injectable oral pill could benefit from injectable, preference
PrepP unlikely adopters

Demographics
Age: Mean (SD), [range: 18-71] 34.8 (11.4) 33.1(9.8) 35.7 (12.1) 36.3 (12.1) 34.5 (10.8) 33.6 (11.4) 0.136
18-24 85 (21.8%) 19 (23.2%) 20 (24.4%) 18 (16.7%) 13 (22.0%) 15 (25.4%)
25-34 132 (33.8%) 30 (36.6%) 19 (23.2%) 43 (39.8%) 18 (30.5%) 22 (37.3%)
35-44 90 (23.1%) 24 (29.3%) 21 (25.6%) 17 (15.7%) 17 (28.8%) 11 (18.6%)
45-54 62 (15.9%) 7 (8.5%) 16 (19.5%) 21 (19.4%) 10 (16.9%) 8 (13.6%)
55+ 21 (5.4%) 2 (2.4%) 6 (7.3%) 9 (8.3%) 1 (1.7%) 3 (5.1%)
Ethnicity 0.398
Non-Hispanic 379 (97.2%) 79 (96.3%) 81 (98.8%) 103 (95.4%) 57 (96.6%) 59 (100%)
Hispanic 11 (2.8%) 3 (3.7%) 1 (1.2%) 5 (4.6%) 2 (3.4%) 0 (0%)
Education 0.371
Less than a bachelor’s degree 180 (46.2%) 34 (41.5%) 35 (42.7%) 57 (52.8%) 30 (50.8%) 24 (40.7%)
Bachelor’s degree or higher 210 (53.8%) 48 (58.5%) 47 (57.3%) 51 (47.2%) 29 (49.2%) 35 (59.3%)
Employment 0.620
Unemployed or in between jobs 83 (21.3%) 14 (17.1%) 21 (25.6%) 21 (19.4%) 12 (20.3%) 15 (25.4%)
Employed full or part time 307 (78.7%) 68 (82.9%) 61 (74.4%) 87 (80.6%) 47 (79.7%) 44 (74.6%)
Household Income 0.002
< $15,000 - $34,000 USD 148 (37.9%) 23 (28.0%) 31 (37.8%) 55 (50.9%) 26 (44.1%) 13 (22.0%)
$35,000 - $99,000 USD 192 (49.2%) 47 (57.3%) 41 (50.0%) 45 (41.7%) 28 (47.5%) 31 (52.5%)
>= $100,000 USD 50 (12.8%) 12 (14.6%) 10 (12.2%) 8 (7.4%) 5 (8.5%) 15 (25.4%)
Had health insurance 0.058
No 57 (11.6%) 12 (14.6%) 16 (19.5%) 15 (13.9%) 12 (20.3%) 2 (3.4%)
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Yes 333 (85.4%) 70 (85.4%) 66 (80.5%) 93 (86.1%) 47 (79.7%) 57 (96.6%)

Had a primary care provider 0.167
No 55 (14.1%) 16 (19.5%) 9 (11.0%) 10 (9.3%) 12 (20.3%) 8 (13.6%)

Yes 331 (84.9%) 65 (79.3%) 73 (89.0%) 95 (88.0%) 47 (79.7%) 51 (86.4%)

Had a family planning provider 0.975
No 114 (29.2%) 25 (30.5%) 23 (28.0%) 30 (27.8%) 19 (32.2%) 17 (28.8%)

Yes 268 (68.7%) 55 (67.1%) 57 (69.5%) 76 (70.4%) 39 (66.1%) 41 (69.5%)
Transportation 0.020
Other 34 (8.7%) 7 (8.5%) 3 (3.7%) 15 (13.9%) 8 (13.6%) 1 (1.7%)

Car 356 (91.3%) 75 (91.5%) 79 (96.3%) 93 (86.1%) 51 (86.4%) 58 (98.3%)

Sexual orientation 0.134
Heterosexual (straight) 329 (84.4%) 61 (74.4%) 76 (92.7%) 92 (85.2%) 49 (83.1%) 51 (86.4%)

Gay or lesbian 6 (1.5%) 2 (2.4%) 0 (0%) 3 (2.8%) 1 (1.7%) 0 (0%)

Bisexual 39 (10.0%) 13 (15.9%) 3 (3.7%) 11 (10.2%) 7 (11.9%) 5 (8.5%)

Queer 5 (1.3%) 3(3.7%) 2 (2.4%) 0 (0%) 0 (0%) 0 (0%)

Pansexual 7 (1.8%) 2 (2.4%) 1 (1.2%) 1 (0.9%) 1 (1.7%) 2 (3.4%)

Questioning 1 (0.3%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 1 (1.7%)

Relationship status 0.251
Single 156 (40.0%) 33 (40.2%) 24 (29.3%) 48 (44.4%) 26 (44.1%) 25 (42.4%)

In a relationship 234 (60.0%) 49 (59.8%) 58 (70.7%) 60 (55.6%) 33 (55.9%) 34 (57.6%)

Perceived discrimination and

group disparities in health care 4.07 (1.02) 4.20 (1.04) 4.09 (0.890) 3.94 (1.17) 4.07 (0.936) 4.15 (0.935) 0.534
Mean (SD)"

Behavioral indicators associated with HIV acquisition

Engagement in behaviors

associated with HIV acquisition 0.005
in past 6 months

1 behavioral indicator 328 (84.1%) 67 (81.7%) 76 (92.7%) 81 (75.0%) 47 (79.7%) 57 (96.6%)

> 1 behavioral indicator 62 (15.9%) 15 (18.3%) 6 (7.3%) 27 (25.0%) 12 (20.3%) 2 (3.4%)

Had condomless vaginal sex in 0.125
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the past 6 months

No
Yes

Had condomless anal sex in the

past 6 months
No

Yes
Tested for HIV in the past 6
months

No
Yes

Tested for an ST (not including

HIV) in the past 6 months
No
Yes

Among those tested in the past
6 months, self-reported testing

positive for an STI (not
including HIV) °
Chlamydia

Gonorrhea

Herpes Simplex Virus
(HSV-1 and/or HSV-

2)

Human Papillomavirus

(HPV)
Trichomoniasis
Syphilis

Did not specify

Worry about acquiring HIV
Mean (SD)"

20 (5.1%)
370 (94.9%)

326 (83.6%)
64 (16.4%)

174 (44.6%)
216 (55.4%)

166 (42.6%)
224 (57.4%)

37 (9.5%)

5 (13.5%)
0 (0.0%)

13 (35.1%)

5 (13.5%)
6 (16.2%)
1(2.7%)

10 (27.0)

2.26 (1.18)

8 (9.8%)
74 (90.2%)

69 (84.1%)
13 (15.9%)

34 (41.5%)
48 (58.5%)

37 (45.1%)
45 (54.9%)

7 (8.5%)

0 (0.0%)
0 (0.0%)

4 (57.1%)

0 (0.0%)

1 (14.3%)
0 (0.0%)

2 (28.6%)
2.45 (1.10)

1 (1.2%)
81 (98.8%)

77 (93.9%)
5 (6.1%)

49 (59.8%)
33 (40.2%)

43 (52.4%)
39 (47.6%)

5 (6.1%)

0 (0.0%)
0 (0.0%)

1 (20.0%)

1 (20.0%)
1 (20.0%)
0 (0.0%)
2 (40.0%)

1.72 (0.850)

7 (6.5%)
101 (93.5%)

78 (72.2%)
30 (27.8%)

42 (38.9%)
66 (61.1%)

40 (37.0%)
68 (63.0%)

11 (10.2%) ¢

2 (18.2%)
0 (0.0%)

5 (45.4%)

2 (18.2%)
2 (18.2%)
0 (0.0%)
1 (9.09%)
2.67 (1.37)

2 (3.4%)
57 (96.6%)

46 (78.0%)
13 (22.0%)

26 (44.1%)
33 (55.9%)

26 (44.1%)
33 (55.9%)

9 (15.3%) °

3 (33.3%)
1 (11.1%)

2 (22.2%)

1 (11.1%)
0 (0.0%)
1(11.1%)
4 (44.4%)
2.27 (1.06)

2 (3.4%)
57 (96.6%)

56 (94.9%)
3 (5.1%)

23 (39.0%)
36 (61.0%)

20 (33.9%)
39 (66.1%)

5 (8.5%)

0 (0.0%)
0 (0.0%)

1 (20.0%)

2 (40.0%)
1 (20.0%)
0 (0.0%)
1 (20.0%)
2.00 (1.08)

p<.001

0.038

0.152

0.455

p<0.001
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PrEP related variables

Had previously heard of PrEP 0.010
No 134 (34.4%) 20 (24.4%) 36 (43.9%) 37 (34.3%) 27 (45.8%) 14 (23.7%)

Yes 256 (65.6%) 62 (75.6%) 46 (56.1%) 71 (65.7%) 32 (54.2%) 45 (76.3%)

Interest in learning more about

PrEP Mean (SD)’ 2.66 (1.31) 2.89 (1.22) 1.84 (1.08) 3.29 (1.27) 3.14 (1.03) 1.91(1.12) p<0.001
Comfort discussing PrEP with a

orovider Mean (SDY* 2.00 (1.10) 1.91 (1.09) 2.21(1.11) 1.84 (1.11) 1.84 (0.978) 2.24 (1.14) 0.305
Personal intention to talk to a

healthcare provider about PrEP 2.46 (0.938) 2.59 (0.860) 2.01 (0.809) 2.91 (0.891) 2.77 (0.824) 1.79 (0.767) p<0.001
in the next 6 months Mean (SD)°

Personal intention to get a

prescription for PrEP in the next ~ 2.08 (0.905) 2.10 (0.826) 1.62 (0.641) 2.57 (0.980) 2.39 (0.796) 1.57 (0.704) p<0.001

6 months Mean (SD)"

Notes.

Behavioral indicators include condomless vaginal and/or anal sex with a male partner; injection drug use; sex exchange; diagnosed with a sexually transmitted infection

[STI]) (not including HIV) in the past 6 months.
4 Higher scores represent less comfort with respective variable.

® Interpretation: Likert scale responses ranged from 1 to 5 (e.g., 1 = strongly disagree/not at all interested/definitely will not do; 5 = strongly agree/extremely interested/a
lot/definitely will do), with higher values indicating greater levels of the construct unless otherwise noted.

¢ Participants could select all that applied (i.e., select more than 1 response), thus percentages will not sum to 100%.

9Had individual(s) who reported being diagnosed with 2 STls in the prior 6 months (Group 3, one respondent: chlamydia and Human Papillomavirus (HPV); Group 4,
two respondents: Herpes Simplex Virus (HSV-1 and/or HSV-2) and Syphilis / Chlamydia and Gonorrhea).
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Table 2. Attribute importance, by segmentation group

Study Sample (N=390)

Group 1 (n=82)
Telehealth LGBQ,

Group 2 (n=82)
Traditional care

Group 3 (n=108)
Cost-aware ring

Group 4 (n=59)
Underserved,

Group 5 (n=59)
High-SES PrEP-

Attributes % prefers injectable seekers, prefers preference, could prefers injectable, reluctant, ring
% oral pill benefit from PrEP unlikely adopters preference

% % % %
Administration method 48.12 52.81 63.66 30.83 79.31 48.4
Access location 12.08 12.01 6.96 14.61 9.2 8.1
Healthcare integration 7.22 9.61 8.63 10.3 1.69 7.33
Provider demographic 13.24 7.24 11.77 15.82 3.37 24.36
Payment method 10.69 6.79 6.58 17.86 4.03 11.73
Support services 8.65 11.54 2.39 10.58 2.39 0.09
Total 100 100 100 100 100 100

Note.

Bold represents the top 3 important attributes for each group.
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Table 3. Part worth utility scores (zero-centered values) across each segmentation group

Group 1 (n=82) Group 2 (n=82)
Telehealth LGBQ,  Traditional care

Group 3 (n=108)
Cost-aware ring

Group 4 (n=59)
Underserved,

Group 5 (n=59)
High-SES PreP-

Attributes Full Sample prefers injectable seekers, prefers preference, could  prefers injectable, reluctant, ring
oral pill benefit from PrEP  unlikely adopters preference

Administration method

Pill (every day) 15.77 42.92 132.54 -92.60 107.89 -148.41

Shot (every two months) 59.06 136.97 116.90 0.24 184.00 6.45

Vaginal ring (replaced monthly) -74.83 -179.88 -249.44 92.36 -291.89 141.96
Access location

Doctor's office -1.54 -0.44 30.60 -2.31 24.16 -19.96

Community clinic -14.47 -34.54 -10.14 -52.92 -0.38 -23.15

Pharmacy 6.94 -2.54 -9.26 20.48 7.29 25.47

Telehealth 9.06 37.52 -11.19 34.76 -31.07 17.64
Healthcare integration

Family planning -11.34 -37.11 -19.87 -24.31 5.41 -20.32

Women's health checkups 10.48 16.53 31.92 37.48 -4.76 -3.32

STl testing and care 0.86 20.58 -12.04 -13.18 -0.65 23.64
Provider demographic

Any provider -16.45 -21.97 -6.72 -20.43 -7.09 -84.53

Provider of your race 7.80 21.49 -32.15 35.33 -9.78 61.61

Provider of your gender -7.45 -20.37 0.39 -54.90 6.45 17.82

Provider of your race AND gender 16.10 20.84 38.48 40.00 10.42 5.10
Payment method

One-time fee -4.66 -15.54 2.39 -26.27 -13.14 2.20

Pay based on income -7.37 -9.65 -20.94 -40.46 11.05 -36.28

Cost assistance 12.03 25.18 18.55 66.73 2.09 34.08
Support services

PrEP help by text 2.54 34.43 -0.14 -5.72 -6.76 0.19

Online support group 421 -34.80 7.24 34.60 7.58 -0.36
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Help disclosing PrEP to partner -6.75 0.37 -7.10 -28.88 -0.82 0.17
Not willing to take PrEP regardless
of attribute 58.89 90.64 878.70 -1410.34 -435.18 1426.56

Notes.

Interpretation: negative values imply negative preferences for the program attribute and the magnitude of the preference is associated with the strength.
PrEP: pre-exposure prophylaxis.

Italics represent the most preferred item within each attribute.

Copyright © 2026 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.





