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Background: Women of childbearing age in sub-Saharan Africa (SSA) face a 
disproportionately high risk of HIV acquisition. Although oral PrEP has been 
universally scaled up for individuals at significant risk of HIV, its uptake and 
sustained use remain suboptimal. Understanding PrEP use decisions offers 
insights into context-specific barriers and facilitators to its utilization.

Methods: From September to November 2023, we conducted a qualitative study 
nested in a larger prospective, open-label clinical trial (FP-Plus). We conducted 
in-depth interviews (IDIs) with younger women (ages 15–24) and older women 
(ages ≥25) who declined, delayed, discontinued, or restarted PrEP during the 
study. IDIs were conducted at two FP clinics by trained Kenyan social scientists 
and were audio recorded, translated, and transcribed. We analyzed data using 
inductive and deductive thematic analysis through the lens of the theory of 
planned behavior (TPB) to explore experiences, beliefs, and rationale among 
women who made various PrEP decisions.

Results: We interviewed 64 women, including 40 younger women and 24 older 
women, all of whom declined, delayed, discontinued, or restarted PrEP (n = 16 
women/category). The median age of these women was 24 years (IQR, 23–30). 
The majority of participants (86%, 55/64) were using family planning methods, 
primarily injectables (42%, 23/64). PrEP discontinuation or restart was primarily 
influenced by changes in HIV risk dynamics. Agency and perceived HIV risk were 
pivotal factors in PrEP use decisions, shaping participants’ ability to practice 
effective prevention adherence (TPB: perceived behavioral control). Women 
who declined PrEP cited a lack of autonomy, partner influence, and insufficient 
information (TPB: social and subjective norms). Low self-efficacy influenced 
decisions to delay or decline PrEP (TPB: behavioral beliefs and attitudes). In 
addition, challenges with PrEP pill size, taste, and texture were perceived as 
barriers to swallowing pills among all groups of women. Participants expressed 
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a preference for alternative PrEP formulations, such as injectable PrEP, due to 
perceived ease of use, privacy, and potential to support adherence.

Conclusion: PrEP discontinuation and restart cycles largely reflected changes 
in HIV risk. Women who decline or delay PrEP may benefit from personalized 
support to improve their autonomy, recognizing that HIV risk persists during 
periods of PrEP delay.

KEYWORDS

HIV prevention, PrEP use decisions, family planning clinics, implementation science, 
women of childbearing age

Introduction

Globally, in 2023, women and girls (of all ages) accounted for 44% 
of all new HIV infections, despite HIV incidence decreasing among 
other populations (1, 2). Women of childbearing age in sub-Saharan 
Africa (SSA) face a disproportionately high risk of HIV infection 
compared to their male peers, with younger women (ages 15–24) 
being the most affected (3). This disparity stems from physiological 
differences and socio-cultural factors such as economic inequality, 
gender-based violence, and limited ability to negotiate condom use 
(4–6). Oral pre-exposure prophylaxis (PrEP) is safe, effective, and 
efficacious among people at substantial risk of HIV acquisition (7). In 
Kenya, oral PrEP has been available since 2016 and scaled up for 
people at significant risk of HIV, as aligned with the national 
guidelines (8, 9). However, oral PrEP uptake and persistence remain 
low among women of childbearing age (10).

In Kenya, PrEP is primarily delivered in HIV clinics. However, 
barriers such as stigma and privacy concerns in these settings further 
contribute to low PrEP uptake (11–13). Evidence suggests that 
delivering PrEP in family planning (FP) clinics is both feasible and 
preferable (14, 15). The World Health Organization (WHO) 
recommends the triple integration of services for sexually transmitted 
infections (STIs), HIV, and pregnancy in high-burden HIV settings 
(16). Although the Kenya Ministry of Health has provided guidelines 
for PrEP delivery in reproductive health clinics (17), implementation 
of PrEP services within family planning clinics remains limited. A 
recent survey in Kenya assessing knowledge and uptake of PrEP in FP 
clinics demonstrated high PrEP awareness (89%) and very low uptake 
of PrEP (only 4%) in FP clinics (18). Understanding the decision-
making process for PrEP use within family planning clinics can help 
address barriers and inform strategies to optimize integrated service 
delivery and prevent new HIV infections among women.

We conducted a qualitative study nested within the FP-Plus 
project (15), a programmatic study evaluating the implementation of 
PrEP delivery in 12 public health FP clinics in western Kenya. 
Healthcare providers received on-the-job training using the approved 
case-based interactive Kenya MOH PrEP training curriculum (19). 
Training included content-specific information on HIV risk 
assessment, PrEP, FP, STI testing and treatment, and partner testing 
to facilitate comprehensive service delivery in sexual reproductive 
health and PrEP. MOH/NASCOP and the Kisumu County Health 
supervision team provided regular technical support and audits for 
process indicators of implementation progress. For 2 years, 25,456 
women accessed services across 12 FP Plus clinics, 16,989 of whom 
were screened for HIV risk and PrEP eligibility. We explored key 
influences on PrEP use decision-making among a subset of women of 

childbearing age attending two study sites who decline, delay, 
discontinue, or restart PrEP. Understanding this information is crucial 
in ensuring health interventions are designed to address context-
specific barriers and promote effective use of oral PrEP.

Methods

Study design and setting

This qualitative study was part of FP-Plus, a stepped-wedge 
randomized clinical trial aimed at integrating HIV prevention and 
PrEP care services for women in family planning clinics in Kisumu, 
Kenya (15). HIV prevalence in Kisumu is 3.4 times higher than the 
national prevalence of 19.9%, and women exhibit a prevalence of up 
to 28% (20, 21).

Study population

Participants included reproductive-aged women (≥15 years) who 
accessed services at two of 12 FP-Plus study clinics and were 
HIV-negative at the time of recruitment. The two study clinics were 
purposively selected to reflect diversity in service delivery and context 
and allow an in-depth understanding of women’s experiences. 
We used stratified purposive sampling to ensure diverse representation 
by age and PrEP use. We purposively selected women aged 15–24 and 
older women of reproductive age (≥25 years of age) and stratified 
recruitment to include women making different PrEP use decisions, 
including those who (1) declined PrEP defined as being eligible for 
PrEP as per the Kenya risk assessment tool (RAST) and failed to take 
it up, (2) delayed initiation defined as postponement to take PrEP after 
successful HIV risk screening, (3) discontinued use defined as 
stopping to take PrEP after initiation, or (4) restarted PrEP defined as 
beginning to use PrEP again after a period of discontinuation of more 
than 2 weeks. Participants were recruited by facility staff during 
routine clinic visits, and interested participants were referred to the 
study staff for scheduling.

Data collection

We conducted in-depth interviews between September and 
November of 2023. Our sample size was guided by a qualitative 
content analysis approach, which focuses on attaining information 
power (22). Based on the research question, we  anticipated that 
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conducting 16 interviews per category would provide sufficient 
information, resulting in a total sample size of 64 interviews. 
Interviews were conducted using piloted, semi-structured interview 
guides informed by the TPB to understand key influences on PrEP 
decision-making. The semi-structured guides included experiences 
accessing HIV prevention and family planning services, key decisions 
related to initiating, delaying, declining, or restarting PrEP, the 
potential impact of longer-acting formulations on PrEP use decisions, 
and participants’ knowledge and beliefs about HIV prevention. 
Interviews were conducted by experienced bachelor-level female 
social scientists (MA, AD, and WA) in the participants’ preferred 
language (English, Swahili, or Dholuo). All three social scientists are 
Kenyan and have significant experience interacting with women in the 
field of HIV research. The interviewers had a non-clinical background, 
with no direct role in the implementation of the study or delivery of 
PrEP services to the women. The interviewer’s external position and 
gender may have likely enhanced reflexivity, contributing to rich, 
contextualized accounts that may be transferable to similar health 
system contexts. Demographic data were collected prior to interviews 
via REDCap, a web-based application hosted at the University of 
Washington (23). Participants received KSH 600 (~5 USD) as 
compensation for their time participating in study activities. 
Interviews were audio recorded with permission, transcribed, and 
translated into English as needed. Transcripts underwent quality 
checks before analysis. Interviewers wrote targeted debrief reports 
following each interview to capture key concepts in real-time.

Data analysis

We used a thematic analysis approach using a combination of 
inductive and deductive methods. An initial codebook was developed 
inductively by SU and KBS based on open coding of a subset of 
transcripts and review of targeted debrief reports. The codebook was 
further refined through review of additional transcripts by the larger 
coding team (KBS, SU, WA, HL, MA, AD, and VO) to arrive at a final 
version of the codebook. All transcripts were coded independently by 
one member of the team using the final version of the codebook, and 
a subset of transcripts was reviewed by another member of the team 
to note code agreement and discrepancies. All coding discrepancies 
were resolved through group discussion among the coding team 
members. Codes and emerging concepts of importance were then 
deductively compared to domains within the TPB (24) and applied to 
transcripts by WA, MA, AD, and VO. The TPB suggests that human 
social behavior follows a more or less formulated plan and may 
be applied in health interventions to describe “decision support” (24, 
25). The team independently coded transcripts to generate themes 
related to decisions regarding PrEP use, including: (1) perceived 
behavioral control, (2) social and subjective norms, and (3) behavioral 
beliefs and attitudes. Weekly debriefs resolved coding discrepancies in 
the TBP code application. Coding was supported by ATLAS.ti 
(Scientific Software Development GmbH, Berlin, Germany) http://
atlasti.com. After coding was completed, we  generated thematic 
summaries from the coded excerpts and identified emerging patterns 
and theoretical ideas from the data to refine the emerging themes. Our 
qualitative methods adhered to standards for reporting qualitative 
research (SRQR) (26).

Human subjects considerations

The FP-Plus study was approved by the University of Washington 
Human Subjects Review Committee and the Kenyatta National 
Hospital-University of Nairobi Ethical Review Committee. All 
participants provided written informed consent for 
qualitative interviews.

Results

A total of 64 women, namely 40 adolescent girls and young 
women (AGYW) and 24 older women of reproductive age, completed 
in-depth interviews. Women were stratified to include an even 
number of women who chose to decline, delay, discontinue, or restart 
PrEP (n = 16/category, including 10 AGYW and 6 older women). 
Among all participants, the median age was 24 years (IQR: 23–30). 
Approximately half of them had completed a high school level of 
education (39%, 25/64) and were in a monogamous marriage (48%, 
31/64). The majority of participants (86%, 55/64) were using family 
planning methods, primarily injectables (42%, 23/64). A few of them 
(14%, 9/64) were not on any family planning method at the time of 
the interview due to unknown reasons (Table 1).

Perspectives on decisions regarding PrEP use among women are 
influenced by a complex interplay of enablers and obstacles. While 
HIV risk dynamics and access to information are important PrEP use 
enablers, low decision-making power, partner influence, PrEP 
stigma, and inadequate information considerably impede PrEP use. 
Overall, participants described how social situations and PrEP 
knowledge acted as primary drivers for their decisions to use or not 
use oral PrEP, which was further compounded by their perceived 
agency to enact choices. Key reasons for PrEP discontinuation and 
restart were perceived changes in HIV risk, which influenced 
women’s motivation and subsequent adherence. For example, women 
reported using PrEP only during seasons of increased HIV risk, such 
as when partners might be  in town (TPB: perceived behavioral 
control). Participants who declined PrEP were heavily influenced by 
a perceived lack of autonomy in decision-making, partner influence, 
and lack of accurate information about PrEP (TPB: social and 
subjective norms). Additionally, other key influences on PrEP delay, 
decline, and discontinuation included challenges of PrEP pill design, 
as it was perceived as ‘difficult to swallow’, as well as the perceived low 
self-efficacy in their ability to adhere to daily medication (TPB: 
behavioral beliefs and attitudes). All participants were interested in 
alternative PrEP modalities, such as long-acting injectable PrEP, 
which were perceived as private and easy to adhere to (TPB: 
behavioral beliefs and attitudes) (Figure 1). Additional details of key 
influences on decision-making, aligned with the TPB, are 
described below.

Perceived behavioral control

A primary driver of making decisions regarding PrEP use was 
HIV risk perception. Although the clinical risk RAST placed them at 
higher HIV risk, participants who declined PrEP believed that they 
were not at high risk based on their assessment of sexual behavior.
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“Okay, when I came for FP generally, I was asked if I am willing to 
take PrEP. But to me, I did not see it as meaningful to me because 
of that exposure thing…I was feeling I am not at risk of getting 
HIV [29-year-old, Declined].

Participants’ low-risk assessment was based on their participation 
in routine HIV testing at the clinic, their condom use, their partner 
travel patterns, and being in monogamous relationships. This same 
low-risk perception also led many participants who had initiated PrEP 

to discontinue its use. Importantly, personal risk assessment facilitated 
PrEP restart among participants when the perceived risk factors 
changed and HIV risk increased. Risk perception interacted with the 
perceived agency to influence prevention-effective adherence, whereby 
participants only used PrEP when they needed it. For this reason, some 
participants restarted PrEP after a period of discontinuation, 
highlighting that PrEP use aligned with seasons of risk.

“When my husband is around, I’ll always take it [PrEP], or when 
I know that he’ll be coming. So, maybe I’ll just take that PrEP and 
at times maybe he is out of the country, so, I do not see the need 
to take that PrEP because I only have one partner. Yeah, so when 
he is around, I’ll take the PrEP, but when he is out of the country, 
I will not take the PrEP” [27-year-old, Restart].

One woman who discontinued PrEP earlier reported restarting its 
use after a positive pregnancy test and the need for HIV prevention 
during these maternal periods. Other women who restarted PrEP 
reported changes in other higher risk behaviors, such as increased 
alcohol use, that prompted their decisions to restart PrEP.

“What motivated me is the fact that I usually drink alcohol and 
get drunk, so that day I was drunk, then I remembered that I had 
not taken PrEP and where I was, it was a risky situation” [34-year-
old, Restart].

Perceived HIV risk also influenced the participants’ decisions to 
delay PrEP use. Participants who delayed PrEP use reported their 
limited knowledge about PrEP as a key factor influencing their ability 
to make informed risk assessment and PrEP initiation decisions. Many 
reported feeling more confident in their ability to assess their personal 
HIV risk by their next visit, following the initial PrEP offer and 
decided to initiate PrEP based on an accurate assessment of identified 
risk factors.

“I started having an affair and so I decided to take it to protect 
myself and him.” [30-year-old, Delayed].

Participants also described how alignment, or lack of alignment, 
between oral PrEP and contraceptive use modalities influenced PrEP 
use decisions. For some participants using contraceptive pills, the idea 
of taking another daily oral pill was prohibitive of PrEP initiation due 
to perceived adherence challenges associated with having to 
consistently take two medications [PrEP and contraceptive pills].

“I take pills [contraceptives] every day and then again PrEP, so 
I said no, PrEP decline [29-year-old, Declined].

Of note, participants described being more comfortable using 
contraceptive pills when compared to oral PrEP, because they were 
‘smaller.’

“The tablets [PrEP] also are too big [Laughs]. I only agreed to pills 
[contraceptives] because they are small” [24-year-old, Declined].

Although some women expressed initial hesitancy about PrEP use 
due to concerns about taking two medications, their continued use of 
oral contraceptives reinforced their confidence in their ability to 

TABLE 1 Social demographic characteristics of IDI participants in the 
FP-Plus Study.

Variable N (%) or median (IQR)

Age in years 24 (23–30)

Highest level of education completed

  Diploma level 3 (5%)

  Polytechnic/Diploma 2 (3%)

  Primary school level 20 (31%)

  Secondary school level 25 (39%)

  University/college 14 (22%)

Marital status

  Married monogamous 31 (48%)

  Married polygamous 6 (9%)

  Never married/single 18 (28%)

  Separated /divorced 7 (11%)

  Widowed 2 (3%)

Number of sexual partners

  None 2 (3%)

  One 51 (80%)

  Two 7 (11%)

  Three 3 (5%)

  Four 1 (1%)

Partner has HIV

  Yes 3 (5%)

  No 43 (67%)

  Do not know 18 (28%)

Initiated PrEP

  No 17 (27%)

  Yes 47 (73%)

Currently on a family planning method

  No 9 (14%)

  Yes 55 (86%)

Types of family planning (n = 55)

  Injectable 23 (42%)

  IUD 3 (5%)

  Implant 19 (35%)

  OCP 7 (13%)

  Othera 2 (4%)

SD, standard deviation; IQR, interquartile range.
aEmergency contraception.
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adhere to a daily oral medication. Adherence to oral contraceptives 
facilitated belief in their ability to effectively adhere to oral PrEP.

“What motivated me is that I used to find it so hard to take any 
medication, even the ones for just treating illness were so hard 
for me to take, but the more I  continued to take daily pills 
[contraceptives], it convinced me that even this one for PrEP 
I can take. The same way I take pills [contraceptives] every day is 
the same way I can take it, so that my life can be safe” [23-year-
old, Delayed].

Social and subjective norms

Partners’ opinions significantly influenced PrEP decisions. Some 
women reported delayed PrEP use due to fears about partners’ 
reactions. Participants highlighted how a lack of privacy in their 
houses was a challenge to PrEP use for women, where disclosure was 
a concern.

“I will not take PrEP because another thing is that it needs consent 
from the partner what if I took PrEP here and my partner came 
and found those drugs, he would not know it is PrEP he would say 
I’m taking drugs, but I do not want him to know, so that’s also 
another fear, and the way they look like ARVs” [laughs] [29-year-
old, Declined].

Some participants who initiated PrEP reported discontinuing it 
after their partners found PrEP in the house. In some instances, 
partners either threw away the pills or forced their partners to stop 
taking PrEP. Women believed that their partners acted this way 
because they did not have accurate information about PrEP and 
perceived PrEP pills as being ARVs.

“They [PrEP] are pills that even if someone gets in your house, 
explaining that they are not ARVs is difficult because of the size 
and how they look.” [24-year-old, Declined].

In addition to concerns about partners, fear of experiencing 
stigma from disclosing PrEP use to others was also a key decision 
factor leading to declining it. Participants were particularly concerned 
about what others in the community might say if they discovered 
their PrEP use. Participants felt that a lack of information among 
community and family members about PrEP would lead others to 
perceive them as having irresponsible sexual behaviors or believe 
they were living with HIV. Part of this confusion stemmed from 
beliefs that oral PrEP was used only by individuals in sero-different 
relationships or people with multiple sexual partners. Notably, 
healthcare providers also influenced PrEP initiation. The continued 
delivery of PrEP information during routine clinic visits corrected 
misconceptions among participants and equipped participants with 
more confidence to start PrEP after an initial delay.

“When I came [clinic visit], they were telling me the importance 
of taking those drugs [PrEP] and that is why I decided again … 
when they were explaining I understood if this person [partner] 
is far and I’m here and I want to stay safe, at least I need to protect 
myself before somebody else protects me. So that’s when I decided, 
and I started taking them. [28-year-old, Delayed].

Social expectations and social pressures around joint decision-
making also influenced PrEP use decisions. Some participants felt that 
support or approval from their peers or partners was essential before 
initiating PrEP. Some women reported that, despite obtaining information 
from a healthcare provider, they wanted a second opinion from someone 
‘trusted’. In this case, women sought ‘approval’ from people who had 
experience using PrEP or from their partners. AGYW were more likely 
to seek a second opinion compared to older women of childbearing age.

“They [providers] told me yes, but I had some doubts, I wanted to 
hear more from people that I know. I did not want to hurry and 
use something that might harm me.” [23-year-old, Delayed].

Some women also reported not being ‘ready’, choosing to delay 
PrEP initiation to have more time to make a decision. These women 

FIGURE 1

Key influences on PrEP use decision among women attending family planning clinics in Kenya.

https://doi.org/10.3389/fmed.2025.1552132
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org


Ogello et al. 10.3389/fmed.2025.1552132

Frontiers in Medicine 06 frontiersin.org

described not being psychologically prepared to take PrEP when 
initially counseled about it during their routine FP visit. After 
allowing time for deliberation and self-assessment, these 
participants initiated PrEP at a later visit when they felt 
mentally prepared.

“Yes, I delayed, again, when I was coming, I was not ready for that. 
I was not prepared that they were going to give me PrEP. I knew 
I was coming for family planning” [24-year-old, Delayed].

Behavioral beliefs and attitudes

Participants reported potential and actual challenges with their 
daily use of oral medication that influenced their discontinuation or 
decline. A young woman who declined PrEP reported that she was 
initially excited about PrEP, but the dosing frequency was a ‘turn off ’. 
Participants who declined PrEP were aware that they would struggle 
to adhere to a daily medication. Pill fatigue facilitated taking a ‘drug 
holiday’ among participants who discontinued PrEP as they cited, “I 
was tired,” or “I wanted to rest.” Some participants based their 
adherence concerns on what they had heard from peers, noting 
shared beliefs in struggling to maintain daily adherence.

“Okay, there is another friend of mine who was using PrEP and 
she told me taking PrEP is very difficult. It is something you will 
take daily like those who are on HIV treatment. So, you will take 
it as long as you are at risk of getting HIV. So, I felt that I could not 
take medication daily. So, when I was asked if I could take it, I just 
said outrightly, No!” [20-year-old, Declined].

Given the challenges of taking a daily oral pill, participants 
preferred access to other long-acting PrEP formulations, such as 
monthly oral, injectable, or implantable PrEP, highlighting that these 
alternative formulations would be easier to use, reduce the burden of 
daily medication use, and ensure privacy and confidentiality.

“I just take the pill because the injection is not yet available, but 
I would switch to it because it is longer lasting, and I do not have 
to take it every day” [23-year-old, Discontinued].

Although excited about the longer-acting PrEP formulations, 
participants also noted concerns about the potential irreversibility of 
side effects or potential contraindications with family planning (i.e., 
getting a PrEP injection at the same time as a contraceptive injection 
at an FP visit).

“But the implant also is a no! because maybe they want to put it in 
the arm and Jadelle[contraceptive] is also in the arm, so two 
things cannot be in your arm running at the same time” [30-year-
old, Delayed].

Participants who declined or delayed PrEP initiation reported not 
having clearly understood the information given by providers, 
including information about how to take PrEP and how it works. 
Additionally, existing misinformation about side effects, such as PrEP 
causing body rashes, jaundice, foot swelling, infertility, and reduced 
libido, caused women to delay or decline PrEP.

“I have seen people taking PrEP suffer from jaundice, their eyes 
turn yellow, vomiting, fatigue, and nausea, and then mostly the 
people who take PrEP, not all but when they come with the card 
for retesting before even, he or she gives you the card you can 
suspect they are on care [living with HIV]. I do not know why. 
You just see someone has sunken eyes and I do not know if it [is 
just] me that has these beliefs.” [24-year-old, Declined].

Importantly, participants felt that, when given comprehensive 
information and the opportunity to correct misinformation, they were 
more comfortable with taking PrEP. For instance, a young woman 
reported that the more she frequented the family planning clinic, the 
more she learned about PrEP, leading her to initiate PrEP after a few 
information sessions.

“So, the more they talked to me, the more I  accepted. They 
educated me on the importance and how it can help me, so 
I decided to use it.” [22-year-old, Delayed].

Discussion

Our findings highlight the complex interplay of enablers and 
obstacles to PrEP use as they relate to behavioral beliefs, perceived 
risk, and social influences. In addition to low uptake of oral PrEP, the 
need to scale up HIV prevention efforts among women of childbearing 
age has been described elsewhere (27). Our findings indicate that the 
successful uptake and sustained use of PrEP among women necessitate 
a multi-sectoral approach that should extend beyond individual-level 
interventions. Dynamic decision factors highlight how women make 
decisions when choosing to use PrEP. We contribute to the growing 
body of knowledge on real-world factors that influence the uptake and 
persistence of PrEP for women, with the most salient being, among 
others, family and partnership dynamics (28). Uniquely, we present 
precursors of motivation to perform a behavior (PrEP use), including 
HIV risk dynamics, individual factors, product-specific factors, and 
social and subjective factors.

Low decision-making power and perceived low self-efficacy were 
key reasons for PrEP delay among women, especially AGYW. Some 
participants reported reduced agency in decision-making, noting a 
desire to obtain approval from their peers or partners before initiating 
PrEP. For other women, the delay was related to limited knowledge on 
PrEP. A meta-analysis study conducted in 23 SSA countries found that 
low decision-making power was characterized by a lack of knowledge 
and low socio-economic status (29). Borrowing lessons from 
contraceptive uptake, modern contraception uptake has been shown 
to improve with knowledge and joint decision-making (30, 31). 
Similarly, our study demonstrated that regular clinic visits contributed 
to improved knowledge, which facilitated PrEP initiation following 
initial PrEP postponement. However, the contexts of joint decision-
making may differ given the circumstances of pregnancy prevention 
versus HIV prevention, and young women may benefit from strategies 
that improve autonomy.

Perceived low self-efficacy and adherence challenges caused PrEP 
discontinuation and delays. Women in our study described delayed 
PrEP due to a ‘lack of psychological preparedness’ at their routine FP 
visit. PrEP postponement may be appropriate in supporting women’s 
abilities to make informed decisions and leading to improved 
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adherence later on. A large PrEP program in Namibia found that 
AGYW who delayed starting PrEP were 2.89 times more likely to 
persist with the medication over time (32). However, timely initiation 
is still crucial due to the continued risk of exposure during periods of 
delay (33). PrEP adherence remains challenging, especially among 
young women who initiate PrEP. For instance, a prospective cohort 
study among young women in Kenya recorded suboptimal adherence, 
even with continued program attendance (34). The effectiveness of 
PrEP is user-dependent, and other long-acting PrEP formulations 
may address barriers to adherence and persistence, such as privacy 
and stigma concerns (35).

HIV risk dynamics played a crucial role in PrEP use restart and 
discontinuation. Women were cognizant of their HIV risk factors, 
such as alcohol use, multiple sexual partners, or mistrust within 
sexual relationships, which influenced them to reinitiate or stop 
PrEP. Women also declined PrEP due to perceived low HIV risk. A 
study conducted in South Africa and Zimbabwe found a correlation 
between PrEP use and HIV risk, which demonstrated prevention-
effective adherence (36). However, women still struggle with 
inaccurately assessing their HIV risk, and PrEP adherence has been 
shown to misalign with HIV risk among Kenyan women (37). 
Aligning PrEP and FP may influence PrEP uptake across all formats, 
as concerns about pill burden and potential contraindications 
associated with alternative formats, such as injectables, can affect 
perceptions and decisions. Drawing insights from family planning, 
providing PrEP alternatives that would meet individual needs and 
circumstances would support women in making PrEP-use decisions 
(38). Additionally, multipurpose HIV prevention technologies 
(MPTs), such as the dual-purpose pill (DPP), offer a cost-effective 
approach to prevention by addressing both HIV and pregnancy 
concerns. These products may be appealing to women since they have 
the potential to effectively reduce the burden of using multiple 
interventions and provide universal access to protective measures 
(39, 40). Future research should explore the interactions between 
contraceptive use and various PrEP formulations. This exploration 
could provide valuable insights into how combined contraceptive and 
PrEP strategies affect adherence, efficacy, and overall sexual health 
outcomes. Understanding these dynamics will be  crucial for 
developing integrated approaches to prevention in reproductive 
health clinics.

This programmatic study has important strengths and limitations. 
The key strength is the use of in-depth interviews that provided 
meaning to decision-making regarding PrEP use among women 
within the real-world setting and our strategic sampling of women 
who made different decisions when considering PrEP uptake (decline, 
delay, discontinue, restart). The use of TPB also provides a 
comprehensive framework of PrEP use behavior influenced by 
perceived behavioral control, attitudes, and social norms, which may 
guide behavior-informed interventions. Comparing perspectives 
between these groups allows the characterization of factors influencing 
initial PrEP use as well as PrEP persistence. The primary limitation is 
that women were offered PrEP while already accessing FP care 
services, and their perceptions may differ from women not accessing 
any clinical services. We only report findings among women accessing 
FP clinics, which may be different in other PrEP priority populations. 
Despite these limitations, understanding PrEP use decisions among 
women of reproductive age can inform holistic approaches to ensure 
access and uptake of HIV prevention among this priority population.

Conclusion

We describe PrEP use decisions framed in the context of the 
theory of planned behavior to understand how multiple factors and 
context-specific challenges combine to influence PrEP decision-
making among women of childbearing age. Our study highlighted 
how women’s decision-making process surrounding the 
continuation, discontinuation, restart, decline, or delay of PrEP at 
family planning clinics is multifaceted and influenced by individual 
and social factors. We found that PrEP discontinuation and restart 
cycles were mostly appropriate as they are related to changes in HIV 
risk. PrEP decline and delay are substantially influenced by low 
decision-making power and limited knowledge. To empower 
women to make informed decisions, it is essential to provide 
personalized support to improve their autonomy, particularly those 
who delay or decline PrEP, given that seasons of HIV risk persist 
during delay periods.

Data availability statement

Anonymized data will be available upon author request and under 
appropriate data-sharing agreements to those who provide a 
methodologically sound proposal. Requests to access the datasets 
should be directed to International Clinical Research Center at the 
University of Washington (icrc@uw.edu).

Ethics statement

The studies involving humans were approved by University of 
Washington Human Subjects Review Committee and the Kenyatta 
National Hospital-University of Nairobi Ethical Review Committee. 
All participants provided written informed consent for the qualitative 
interviews. The studies were conducted in accordance with the local 
legislation and institutional requirements. The participants provided 
their written informed consent to participate in this study. Written 
informed consent was obtained from the individual(s) for the 
publication of any potentially identifiable images or data included in 
this article.

Author contributions

VO: Formal analysis, Software, Validation, Writing  – original 
draft, Writing – review & editing. KB-S: Formal analysis, Investigation, 
Methodology, Project administration, Software, Supervision, 
Validation, Writing – review & editing. SU: Formal analysis, Software, 
Validation, Writing  – review & editing, Methodology. MA: Data 
curation, Formal analysis, Software, Validation, Writing – review & 
editing. AD: Data curation, Formal analysis, Software, Validation, 
Writing  – review & editing. WA: Data curation, Formal analysis, 
Software, Validation, Writing  – review & editing. CW: Project 
administration, Supervision, Writing – review & editing. DM: Project 
administration, Supervision, Validation, Writing – review & editing. 
JM: Investigation, Methodology, Project administration, Resources, 
Software, Supervision, Writing – review & editing. KN: Investigation, 
Project administration, Writing  – review & editing. JK: 

https://doi.org/10.3389/fmed.2025.1552132
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
mailto:icrc@uw.edu


Ogello et al. 10.3389/fmed.2025.1552132

Frontiers in Medicine 08 frontiersin.org

Conceptualization, Funding acquisition, Investigation, Methodology, 
Project administration, Resources, Visualization, Writing – review & 
editing. KM: Conceptualization, Funding acquisition, Investigation, 
Methodology, Project administration, Resources, Visualization, 
Writing – review & editing.

Funding

The author(s) declare that financial support was received for the 
research and/or publication of this article. This study was funded by 
NIH/NIMH (R01 MH123267-01).

Acknowledgments

We acknowledge all study participants and health facility staff who 
took part in this study and all study staff for their motivation 
and dedication.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

The reviewer TH declared a past co-authorship with the author 
KN to the handling editor.

The author(s) declared that they were an editorial board member 
of Frontiers, at the time of submission. This had no impact on the peer 
review process and the final decision.

Generative AI statement

The authors declare that no Gen AI was used in the creation of 
this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fmed.2025.1552132/
full#supplementary-material

References
 1. UNAIDS. Global HIV and AIDS statistics. 2023. Available online at: https://www.

google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.unaids.
org/en/resources/fact-sheet&ved=2ahUKEwiwl9uG_a6KAxU6UaQEHZB6MkIQFn
oECBoQAQ&usg=AOvVaw19l70Yl3-pfMospC4SgzMy (Accessed December 
17, 2024).

 2. Korenromp EL, Sabin K, Stover J, Brown T, Johnson LF, Martin-Hughes R, et al. 
New HIV infections among key populations and their partners in 2010 and 2022, by 
world region: a multisources estimation. J Acquir Immune Defic Syndr. (2024) 95:e34–45. 
doi: 10.1097/QAI.0000000000003340

 3. Magadi MA. Understanding the gender disparity in HIV infection across countries 
in sub-Saharan Africa: evidence from the demographic and health surveys. Sociol Health 
Illn. (2011) 33:522–39. doi: 10.1111/j.1467-9566.2010.01304.x

 4. UNAIDS. UNAIDS data 2018; (2018). Available online at: https://www.unaids.org/
en/resources/documents/2018/unaids-data-2018 (Accessed November 7, 2024).

 5. Richardson ET, Collins SE, Kung T, Jones JH, Tram KH, Boggiano VL, et al. Gender 
inequality and HIV transmission: a global analysis. J Int AIDS Soc. (2014) 17:19035. doi: 
10.7448/IAS.17.1.19035

 6. Stockman JK, Lucea MB, Campbell JC. Forced sexual initiation, sexual intimate 
partner violence and HIV risk in women: a global review of the literature. AIDS Behav. 
(2013) 17:832–47. doi: 10.1007/s10461-012-0361-4

 7. O Murchu E, Marshall L, Teljeur C, Harrington P, Hayes C, Moran P, et al. Oral 
pre-exposure prophylaxis (PrEP) to prevent HIV: a systematic review and meta-analysis 
of clinical effectiveness, safety, adherence and risk compensation in all populations. BMJ 
Open. (2022) 12:e048478. doi: 10.1136/bmjopen-2020-048478

 8. Masyuko S, Mukui I, Njathi O, Kimani M, Oluoch P, Wamicwe J, et al. Pre-exposure 
prophylaxis rollout in a national public sector program: the Kenyan case study. Sex 
Health. (2018) 15:578–86. doi: 10.1071/SH18090

 9. Ministry of Health. National AIDS & STI Control Programme Guidelines on the 
use of antiretroviral drugs for treating and preventing HIV infection in Kenya: Ministry 
of Health, Kenya. (2022). Available online at: https://www.google.com/url?sa=t&source
=web&rct=j&opi=89978449&url=https://www.differentiatedservicedelivery.org/wp-
content/uploads/Kenya-ARV-Guidelines-2022-Final-1.pdf&ved=2ahUKEwjA85DBw9
uJAxXbBdsEHaSjC6sQFnoECBUQAQ&usg=AOvVaw13cwOYSaIjWqZcA-6JWVcD 
(Accessed November 14, 2024).

 10. Jackson-Gibson M, Ezema AU, Orero W, Were I, Ohiomoba RO, Mbullo PO, et al. 
Facilitators and barriers to HIV pre-exposure prophylaxis (PrEP) uptake through a 

community-based intervention strategy among adolescent girls and young women in 
Seme Sub-County, Kisumu, Kenya. BMC Public Health. (2021) 21:1284. doi: 
10.1186/s12889-021-11335-1

 11. Nyblade L, Ndirangu JW, Speizer IS, Browne FA, Bonner CP, Minnis A, et al. 
Stigma in the health clinic and implications for PrEP access and use by adolescent girls 
and young women: conflicting perspectives in South Africa. BMC Public Health. (2022) 
22:1916. doi: 10.1186/s12889-022-14236-z

 12. Ongwen P, Musau A, Were D, Mutegi J, Wakhutu B, Reed J. Adolescent girls on 
PrEP: findings from Kenya’s oral PrEP scale-up supported by Jilinde. (E-poster 
WEPED821, D85). Paper presented at the International AIDS Society Conference (IAS 
2019). (E-poster WEPED821, D85). (2019).

 13. Were D, Musau A, Mutegi J, Ongwen P, Manguro G, Kamau M, et al. Using a HIV 
prevention cascade for identifying missed opportunities in PrEP delivery in Kenya: 
results from a programmatic surveillance study. J Int AIDS Soc. (2020) 23:e25537. doi: 
10.1002/jia2.25537

 14. Pintye J, Kinuthia J, Roberts DA, Wagner AD, Mugwanya K, Abuna F, et al. Brief 
report: integration of PrEP services into routine antenatal and postnatal care: 
experiences from an implementation program in Western Kenya. J Acquir Immune Defic 
Syndr. (2018) 79:590–5. doi: 10.1097/QAI.0000000000001850

 15. Mugwanya KK, Matemo D, Scoville CW, Beima-Sofie KM, Meisner A, Onyango 
D, et al. Integrating PrEP delivery in public health family planning clinics: a protocol for 
a pragmatic stepped wedge cluster randomized trial in Kenya. Implement Sci Commun. 
(2021) 2:135. doi: 10.1186/s43058-021-00228-4

 16. World Health Organization. Actions for improved clinical and prevention services 
and choices preventing HIV and other sexually transmitted infections among women 
and girls using contraceptive services in contexts with high HIV incidence, 2020: policy 
brief. Geneva: World Health Organization (2020).

 17. Kenya Ministry of Health. Framework for implementation of pre-exposure 
prophylaxis of HIV in Kenya 2017. Available online at: http://www.prepwatch.org/wp-
content/uploads/2017/05/Kenya_PrEP_Implementation (Accessed September 19, 2024).

 18. Sila J, Larsen AM, Kinuthia J, Owiti G, Abuna F, Kohler PK, et al. High awareness, yet low 
uptake, of pre-exposure prophylaxis among adolescent girls and young women within family 
planning clinics in Kenya. AIDS Patient Care STDs. (2020) 34:336–43. doi: 10.1089/apc.2020.0037

 19. AIDS Education and Training Centres. Pre-Exposure Prophylaxis curriculum. 
Available online at: https://www.google.com/url?sa=t&source=web&rct=j&opi=8997844
9&url=https://aidsetc.org/resource/pre-exposure-prophylaxis-prep-curriculum&ved= 

https://doi.org/10.3389/fmed.2025.1552132
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fmed.2025.1552132/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fmed.2025.1552132/full#supplementary-material
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.unaids.org/en/resources/fact-sheet&ved=2ahUKEwiwl9uG_a6KAxU6UaQEHZB6MkIQFnoECBoQAQ&usg=AOvVaw19l70Yl3-pfMospC4SgzMy
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.unaids.org/en/resources/fact-sheet&ved=2ahUKEwiwl9uG_a6KAxU6UaQEHZB6MkIQFnoECBoQAQ&usg=AOvVaw19l70Yl3-pfMospC4SgzMy
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.unaids.org/en/resources/fact-sheet&ved=2ahUKEwiwl9uG_a6KAxU6UaQEHZB6MkIQFnoECBoQAQ&usg=AOvVaw19l70Yl3-pfMospC4SgzMy
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.unaids.org/en/resources/fact-sheet&ved=2ahUKEwiwl9uG_a6KAxU6UaQEHZB6MkIQFnoECBoQAQ&usg=AOvVaw19l70Yl3-pfMospC4SgzMy
https://doi.org/10.1097/QAI.0000000000003340
https://doi.org/10.1111/j.1467-9566.2010.01304.x
https://www.unaids.org/en/resources/documents/2018/unaids-data-2018
https://www.unaids.org/en/resources/documents/2018/unaids-data-2018
https://doi.org/10.7448/IAS.17.1.19035
https://doi.org/10.1007/s10461-012-0361-4
https://doi.org/10.1136/bmjopen-2020-048478
https://doi.org/10.1071/SH18090
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.differentiatedservicedelivery.org/wp-content/uploads/Kenya-ARV-Guidelines-2022-Final-1.pdf&ved=2ahUKEwjA85DBw9uJAxXbBdsEHaSjC6sQFnoECBUQAQ&usg=AOvVaw13cwOYSaIjWqZcA-6JWVcD
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.differentiatedservicedelivery.org/wp-content/uploads/Kenya-ARV-Guidelines-2022-Final-1.pdf&ved=2ahUKEwjA85DBw9uJAxXbBdsEHaSjC6sQFnoECBUQAQ&usg=AOvVaw13cwOYSaIjWqZcA-6JWVcD
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.differentiatedservicedelivery.org/wp-content/uploads/Kenya-ARV-Guidelines-2022-Final-1.pdf&ved=2ahUKEwjA85DBw9uJAxXbBdsEHaSjC6sQFnoECBUQAQ&usg=AOvVaw13cwOYSaIjWqZcA-6JWVcD
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.differentiatedservicedelivery.org/wp-content/uploads/Kenya-ARV-Guidelines-2022-Final-1.pdf&ved=2ahUKEwjA85DBw9uJAxXbBdsEHaSjC6sQFnoECBUQAQ&usg=AOvVaw13cwOYSaIjWqZcA-6JWVcD
https://doi.org/10.1186/s12889-021-11335-1
https://doi.org/10.1186/s12889-022-14236-z
https://doi.org/10.1002/jia2.25537
https://doi.org/10.1097/QAI.0000000000001850
https://doi.org/10.1186/s43058-021-00228-4
http://www.prepwatch.org/wp-content/uploads/2017/05/Kenya_PrEP_Implementation
http://www.prepwatch.org/wp-content/uploads/2017/05/Kenya_PrEP_Implementation
https://doi.org/10.1089/apc.2020.0037
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://aidsetc.org/resource/pre-exposure-prophylaxis-prep-curriculum&ved=2ahUKEwiq9pOi75KJAxWjYPEDHWyqNvwQFnoECC8QAQ&usg=AOvVaw1PqptkaGJLEz2akSU1LY6G
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://aidsetc.org/resource/pre-exposure-prophylaxis-prep-curriculum&ved=2ahUKEwiq9pOi75KJAxWjYPEDHWyqNvwQFnoECC8QAQ&usg=AOvVaw1PqptkaGJLEz2akSU1LY6G


Ogello et al. 10.3389/fmed.2025.1552132

Frontiers in Medicine 09 frontiersin.org

2ahUKEwiq9pOi75KJAxWjYPEDHWyqNvwQFnoECC8QAQ&usg=AOvVaw1 
PqptkaGJLEz2akSU1LY6G (Accessed October 16, 2024).

 20. National AIDS Control Council. (2018). Kenya HIV estimates report. Nairobi, 
Kenya. Available online at: www.nsdcc.go.ke/download/kenya-aids-response-progress-
report-2018/ (Accessed September 19, 2024).

 21. Plan S KISUMU COUNTY. (2018). Available online at: https://nacc.Or.Ke 
(Accessed October 16, 2024).

 22. Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview 
studies: guided by information power. Qual Health Res. (2016) 26:1753–60. doi: 
10.1177/1049732315617444

 23. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic 
data capture (REDCap)—a metadata-driven methodology and workflow process for 
providing translational research informatics support. J Biomed Inform. (2009) 42:377–81. 
doi: 10.1016/j.jbi.2008.08.010

 24. Ajzen I. From intentions to actions: a theory of planned behavior In: Kuhl J, 
Beckmann J, editors. Action control: from cognition to behavior. Berlin, Heidelberg: 
Springer Berlin Heidelberg (1985). 11–39.

 25. Medlock S, Wyatt JC. Health behaviour theory in health informatics: support for 
positive change. Stud Health Technol Inform. (2019) 263:146–58. doi: 
10.3233/SHTI190119

 26. O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting 
qualitative research: a synthesis of recommendations. Acad Med. (2014) 89:1245–51. doi: 
10.1097/ACM.0000000000000388

 27. Cernasev A, Walker C, Armstrong D, Golden J. Changing the PrEP narrative: a 
call to action to increase PrEP uptake among women. Women. (2021) 1:120–7. doi: 
10.3390/women1020011

 28. Ndimande-Khoza MN, Katz AWK, Moretlwe-Delany S, Travill D, Rousseau E, 
Omollo V, et al. Family influences on oral PrEP use among adolescent girls and young 
women in Kenya and South  Africa. PLoS One. (2023) 18:e0292529. doi: 
10.1371/journal.pone.0292529

 29. Zegeye B, Anyiam FE, Ahinkorah BO, Ameyaw EK, Budu E, Seidu AA, et al. 
Women’s decision-making capacity and its association with comprehensive knowledge 
of HIV/AIDS in 23 sub-Saharan African countries. Arch Public Health. (2022) 80:111. 
doi: 10.1186/s13690-022-00849-8

 30. Seidu AA, Ahinkorah BO, Armah-Ansah EK, Dadzie LK, Aboagye RG, Ameyaw 
EK, et al. Women’s household decision-making power and contraceptive use in Mali. 
Reprod Health. (2022) 19:232. doi: 10.1186/s12978-022-01534-3

 31. Anbesu EW, Alemayehu M, Asgedom DK, Jeleta FY. Women’s decision-making 
power regarding family planning use and associated factors in Ethiopia: a systematic 
review and meta-analysis. SAGE Open Med. (2023) 11:20503121231162722. doi: 
10.1177/20503121231162722

 32. Barnabee G, Billah I, Ndeikemona L, Silas L, Ensminger A, MacLachlan E, et al. 
PrEP uptake and early persistence among adolescent girls and young women receiving 
services via community and hybrid community-clinic models in Namibia. PLoS One. 
(2023) 18:e0289353. doi: 10.1371/journal.pone.0289353

 33. McCormack S, Dunn DT, Desai M, Dolling DI, Gafos M, Gilson R, et al. Pre-
exposure prophylaxis to prevent the acquisition of HIV-1 infection (PROUD): 
effectiveness results from the pilot phase of a pragmatic open-label randomised trial. 
Lancet. (2016) 387:53–60. doi: 10.1016/S0140-6736(15)00056-2

 34. Tapsoba JDD, Cover J, Obong’o C, Brady M, Cressey TR, Mori K, et al. Continued 
attendance in a PrEP program despite low adherence and non-protective drug levels 
among adolescent girls and young women in Kenya: results from a prospective cohort 
study. PLoS Med. (2022) 19:e1004097. doi: 10.1371/journal.pmed.1004097

 35. Mgodi NM, Murewanhema G, Moyo E, Samba C, Musuka G, Dzinamarira T, et al. 
Advancing the use of long-acting extended delivery formulations for HIV prevention in 
sub-Saharan Africa: challenges, opportunities, and recommendations. J Int AIDS Soc. 
(2023) 26:e26115. doi: 10.1002/jia2.26115

 36. Velloza J, Donnell D, Hosek S, Anderson PL, Chirenje ZM, Mgodi N, et al. 
Alignment of PrEP adherence with periods of HIV risk among adolescent girls and young 
women in South Africa and Zimbabwe: a secondary analysis of the HPTN 082 randomised 
controlled trial. Lancet HIV. (2022) 9:e680–9. doi: 10.1016/S2352-3018(22) 
00195-3

 37. Haberer JE, Mugo N, Bukusi EA, Ngure K, Kiptinness C, Oware K, et al. 
Understanding pre-exposure prophylaxis adherence in young women in Kenya. J Acquir 
Immune Defic Syndr. (2022) 89:251–60. doi: 10.1097/QAI.0000000000002876

 38. McGuire C, Atieno MA, Hoke T, Jeckonia P, K’orimba K, Lorenzetti L, et al. PrEP 
method switching: will it yield greater coverage of HIV protection? Applying lessons 
learned from family planning to guide future research in the context of PrEP choice. 
Curr HIV/AIDS Rep. (2024) 21:282–92. doi: 10.1007/s11904-024-00704-1

 39. Milali MP, Resar D, Kaftan D, Campbell J, Olowu A, Edwards D, et al. Cost-
effectiveness of the dual prevention pill for contraception and HIV pre-exposure 
prophylaxis. Front Reprod Health. (2023) 5:1144217. doi: 10.3389/frph.2023.1144217

 40. Quaife M, Terris-Prestholt F, Vickerman P. The promise of multipurpose 
pregnancy, STI, and HIV prevention. Lancet Infect Dis. (2017) 17:21–2. doi: 
10.1016/S1473-3099(16)30550-3

https://doi.org/10.3389/fmed.2025.1552132
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://aidsetc.org/resource/pre-exposure-prophylaxis-prep-curriculum&ved=2ahUKEwiq9pOi75KJAxWjYPEDHWyqNvwQFnoECC8QAQ&usg=AOvVaw1PqptkaGJLEz2akSU1LY6G
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://aidsetc.org/resource/pre-exposure-prophylaxis-prep-curriculum&ved=2ahUKEwiq9pOi75KJAxWjYPEDHWyqNvwQFnoECC8QAQ&usg=AOvVaw1PqptkaGJLEz2akSU1LY6G
http://www.nsdcc.go.ke/download/kenya-aids-response-progress-report-2018/
http://www.nsdcc.go.ke/download/kenya-aids-response-progress-report-2018/
https://nacc.Or.Ke
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.3233/SHTI190119
https://doi.org/10.1097/ACM.0000000000000388
https://doi.org/10.3390/women1020011
https://doi.org/10.1371/journal.pone.0292529
https://doi.org/10.1186/s13690-022-00849-8
https://doi.org/10.1186/s12978-022-01534-3
https://doi.org/10.1177/20503121231162722
https://doi.org/10.1371/journal.pone.0289353
https://doi.org/10.1016/S0140-6736(15)00056-2
https://doi.org/10.1371/journal.pmed.1004097
https://doi.org/10.1002/jia2.26115
https://doi.org/10.1016/S2352-3018(22)00195-3
https://doi.org/10.1016/S2352-3018(22)00195-3
https://doi.org/10.1097/QAI.0000000000002876
https://doi.org/10.1007/s11904-024-00704-1
https://doi.org/10.3389/frph.2023.1144217
https://doi.org/10.1016/S1473-3099(16)30550-3

	“When he is around, I’ll take the PrEP, but when he is not, I will not take PrEP”: key influences on PrEP use decisions among women attending family planning clinics in Kenya
	Introduction
	Methods
	Study design and setting
	Study population
	Data collection
	Data analysis
	Human subjects considerations

	Results
	Perceived behavioral control
	Social and subjective norms
	Behavioral beliefs and attitudes

	Discussion
	Conclusion

	References

