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Abstract

Black immigrants in high-income countries experience a disproportionate burden of HIV yet remain
underserved by pre-exposure prophylaxis programs. This systematic review synthesized evidence on
barriers and facilitators to PrEP adoption among Black immigrants in high-income countries and mapped
these determinants across socio-ecological levels. Following PRISMA 2020 guidelines and the Arksey
and O’'Malley framework, we searched seven databases, conducted citation chaining and grey literature
searches, and included studies published from 2010 onward that reported empirical data on barriers and
or facilitators to PrEP awareness, access, uptake, adherence, or continuation among Black immigrants,
refugees, asylum seekers, or newcomers in high-income countries. Two or more reviewers independently
screened records, extracted data, and synthesized findings thematically using a socio-ecological model.
Forty-two studies met the inclusion criteria, including qualitative, quantitative, and mixed-methods
designs from North America, Europe, and Australasia. PrEP adoption was hindered by low or inaccurate
risk perception, limited awareness, concerns about side effects and pill burden, gendered power
imbalances, partner conflict, stigma, moral and religious norms, provider knowledge gaps, lack of
culturally and linguistically appropriate services, centralized clinic models, cost and insurance barriers,
and immigration-related fears. Facilitators included trusted, culturally safe providers; community-based
and Black-led education, navigation, and social support; and universal or highly subsidized PrEP
coverage integrated into familiar services. PrEP inequities among Black immigrants are shaped less by
individual willingness than by multilevel structures of racism, migration governance, and gendered
power. Improving PrEP uptake will require culturally grounded community strategies alongside structural
reforms to service delivery, eligibility, and financing.

INTRODUCTION

Black immigrants experience a disproportionately high burden of HIV in many high-income countries
(HICs), reflecting persistent structural, social, and health system inequities. HICs are defined here using
the World Bank classification, which designates countries as high-income when their gross national
income per capita exceeds the annual threshold (more than 13,935 US dollars for the 2026 fiscal year).
In Canada, African, Caribbean, and Black communities constitute approximately 2.5% of the population,
yet represent 16% of people living with HIV, and similar disproportionalities are evident in the United
States (US) and the United Kingdom (UK) [1, 2]. These disparities, often six to tenfold higher than
national averages, underscore that HIV vulnerability among Black immigrants is produced within host
country contexts and is driven by structural inequities in prevention access rather than individual risk
alone [3]. Compared to white and other non-Black populations, Black people living with HIV (BLHIV) have
poorer HIV care outcomes, including lower retention in care and suboptimal treatment adherence [4, 5].
In 2024, an estimated 40.8 million people were living with HIV globally, with approximately 1.3 million
new infections recorded in the same year [3]. A substantial proportion of BLHIVs reside in HICs,
including Canada, the US, and the UK, which together account for a significant share of the HIV burden
among Black immigrant populations [2, 6, 7].
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Although some Black immigrants arrive in HICs with a pre-existing HIV diagnosis, European surveillance
and meta-analytic data suggest that roughly one-third to two-fifths of migrants diagnosed with HIV likely
acquired infection after migration, within host-country contexts of racism, exclusion, and precarious
work [8]. Studies from Europe and North America estimate that, among migrants from low- and middle-
income countries who are living with HIV, up to half acquired HIV after arrival in these HICs, often in
settings marked by unstable housing, disrupted social networks, limited access to prevention services,
and constrained health-system navigation [9-12]. These patterns show that HIV risk is not simply
“imported” but is produced and intensified after migration. Post-migration HIV vulnerability among Black
immigrants is driven by intersecting structural and social determinants, including anti-Black racism,
discrimination within healthcare systems, immigration related stressors, economic precarity, housing
instability, language barriers, and limited access to culturally responsive care [13, 14]. These conditions
heighten exposure to HIV while simultaneously undermining engagement with preventive and diagnostic
services. Black immigrants frequently face significant barriers to HIV testing, including low perceived
risk, limited knowledge of services, language and communication challenges, stigma, concerns about
confidentiality or immigration status, and difficulties accessing primary care [15, 16]. As a result, they are
more likely to present late to care compared with majority populations, contributing to onward
transmission and poorer clinical outcomes [15]. Such inequities threaten achievement of global targets
to end AIDS as a public health threat by 2030 and underscore the urgency of equitable, targeted
prevention strategies [16].

Pre-exposure prophylaxis (PrEP) is a cornerstone of contemporary HIV prevention. Alongside post-
exposure prophylaxis (PEP) and routine HIV testing, PrEP is recommended by the World Health
Organization for populations at substantial risk of HIV acquisition, including men who have sex with men
(MSM), sex workers, people in sero-discordant relationships, people with multiple sexual partners, and
people who inject drugs [17]. When taken as prescribed, PrEP reduces the risk of HIV acquisition by
approximately 99% via sexual exposure and by 74% through injection drug use, making it one of the most
effective biomedical prevention tools available [18, 19]. However, the population-level impact of PrEP
depends on timely access, awareness, uptake, and sustained adherence, conditions that remain
unevenly distributed across non-white and immigrant communities.

Emerging evidence suggests that Black immigrants in HICs face distinct, compounding barriers to PrEP
access and adoption. These include limited provider awareness and recommendation of PrEP, stigma
tied to HIV and sexuality, mistrust of healthcare institutions, lack of culturally and linguistically
appropriate information, financial and insurance barriers, and fears regarding immigration status, data
sharing, and confidentiality [13,15,20]. Several reviews have examined barriers and facilitators to HIV
prevention or PrEP uptake, often focusing on MSM, generalized “racial/ethnic minority” groups, or native-
born or non-immigrant Black populations, and typically drawing on pre-COVID-19 data [21-30]. These
syntheses provide important insights but rarely centre Black immigrants or explicitly examine how
racialization, migration, and structural exclusion interact to shape PrEP engagement in HICs.
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Several recent systematic reviews have synthesized barriers and facilitators to PrEP across populations
that are highly relevant to Black immigrants but do not centre them directly. Together, these reviews
show that Black women are rarely identified as PrEP candidates, seldom receive PrEP offers in routine
care, and must navigate services poorly tailored to their social and structural realities [31-33]. Work on
Black men who have sex with men in the United States shows a drop-off at every step of the PrEP
continuum (i.e., awareness, linkage, uptake, and persistence), driven by structural racism, stigma,
medical mistrust, and weak provider engagement [34]. Reviews of young people highlight confidentiality
concerns, low risk perception, and service inaccessibility that disproportionately disadvantage racialized
youth [35]. In the United Kingdom, a review of specialist sexual health services finds that PrEP pathways
and clinic cultures are largely designed for white men who have sex with men, with migrants and Black
communities facing limited targeted outreach and misaligned eligibility criteria [36]. Mwaturura and
colleagues [37] provide the only prior synthesis that explicitly examines African migrants in high-income
countries, identifying multilevel barriers including very low PrEP awareness, stigma, mistrust, cost,
immigration precarity, and service inaccessibility.

Despite this evidence base, important gaps remain. Existing reviews are largely population-specific (for
example, U.S. Black cisgender women, Black men who have sex with men, or youth) and predominantly
U.S.-centric, thereby treating migration, racialization, and national context as background rather than
analytic foci [31—-35]. Even the review centred on African migrants excludes Caribbean and broader Black
diasporic immigrants, offers limited comparison across high-income regions, and relies mainly on pre-
COVID-19 studies, missing shifts in PrEP delivery linked to telehealth, community-based models, and
new PrEP modalities [37]. The present review addresses these gaps by collating evidence up to 2025,
including African and Caribbean Black immigrants in Canada, the United States, Europe, and Australasia,
and organizing findings through a socio-ecological lens to show how individual, interpersonal,
institutional, community, and policy-level forces interact to shape PrEP adoption among Black
immigrants in high-income countries.

The COVID-19 pandemic further transformed HIV prevention, reducing in-person clinical encounters,
disrupting HIV testing, and accelerating shifts toward telehealth and community-based service models
[16, 38, 39]. Since 2020, empirical studies have examined how these changes affect PrEP awareness,
access, and adherence, including in immigrant and racialized communities, but they have not been
systematically synthesized for Black immigrants. Consequently, there remains a critical gap in
consolidated, up-to-date evidence capturing both pre- and post-COVID-19 dynamics influencing PrEP
adoption among Black immigrants in HICs.

To address this gap, this review synthesizes empirical evidence on barriers and facilitators to PrEP
adoption among Black immigrants in high-income countries. Guided by the socio-ecological model
(SEM), it examines influences at the intrapersonal (individual), interpersonal, institutional/health system,
community, and policy levels. The SEM conceptualizes health behaviour as shaped by interacting social
and structural forces and is widely used in HIV prevention research to identify intervention points beyond
the individual level [40, 41]. By integrating evidence across ecological levels and time periods (pre- and
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post-COVID-19), this review aims to generate actionable insights to inform equitable, culturally
responsive HIV prevention strategies and strengthen PrEP implementation for Black immigrant
communities in HICs.

METHODS
Study design

This systematic review was conducted in accordance with the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) 2020 guidelines [42, 43] and the methodological framework
outlined by Arksey and O'Malley [44], as further refined by Levac et al. [45]. This systematic review was
prospectively registered in PROSPERO (CRD42024621634). The full protocol is available at
https://www.crd.york.ac.uk/PROSPERO/view/CRD42024621634. Although originally conceptualized
using elements of the scoping review methodology, this study employed full systematic review
procedures, including comprehensive database searching, independent duplicate screening, duplicate
data extraction, and formal quality appraisal using CASP tools for qualitative and quantitative studies.
This approach was selected to map and synthesize the breadth of available evidence on barriers and
facilitators to PrEP adoption among Black immigrants in HICs, across diverse study designs, conceptual
frameworks, and settings. The review followed five stages: (1) identifying the research question; (2)
identifying relevant studies; (3) selecting studies; (4) charting the data; and (5) collating, summarizing,
and reporting the results.

The guiding research question was: What are the barriers and facilitators to PrEP adoption among Black
immigrants in high-income countries? Specifically, the review sought to: (a) describe the scope and
characteristics of empirical and gray literature on PrEP among Black immigrants in HICs; (b) identify
multilevel barriers and facilitators to PrEP awareness, access, uptake, and adherence; and (c) highlight
gaps to inform future research, policy, and practice.

Search strategy

Following PRISMA-2020 standards, a trained graduate-level reviewer (MRH) systematically searched
seven electronic databases ( i.e., Academic Search Premier, MEDLINE, Web of Science, EMBASE,
Scopus, CINAHL Plus, and PsycINFO), with technical support from a professional health sciences
librarian (DS) and conceptual guidance from TN, and conducted supplementary searches using citation
chaining, grey literature, and targeted queries in Google Scholar. The initial search was conducted in July
2024. The strategy was designed to identify peer-reviewed and gray literature published from 2010
onwards, in English, that reported on barriers and/or facilitators to PrEP and/or PEP awareness, access,
acceptability, uptake, or adherence among Black immigrants in high-income countries. Publications prior
to 2010 were excluded because they precede the formal introduction and scale-up of PrEP within global
HIV prevention policy [46, 47]. In February 2026, we repeated the database searches using the original
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search strategy and limits, restricted to records published from January 2024 onward, to capture newly
published evidence. This update identified two additional eligible studies focused on PrEP among
African or sub-Saharan African immigrants in high-income countries, which were screened, data
extracted and incorporated into the synthesis alongside the original 40 included studies.

Search terms combined controlled vocabulary (e.g., MeSH, subject headings) and free text keywords
related to: (1) PrEP/PEP (e.g., “preexposure prophylaxis,” “PrEP” “postexposure prophylaxis”); (2)
population (e.g., “Black immigrants,” “Black migrants,” “African Caribbean Black,” “Black newcomers,”
“African diaspora”); and (3) setting (e.g., “high-income countries,” “Canada,” “United States,” “United
Kingdom,” “France,” “Germany,” “Australia,” “New Zealand,” “Europe,” “North America,” “Australasia”). The

search strategy was tailored to each database to account for differences in indexing and syntax.

To enhance comprehensiveness, the reference lists of all included studies and related reviews were
hand-searched to identify additional relevant publications. Gray literature, including reports and policy
documents from international and national health organizations such as the World Health Organization
(WHO), Joint United Nations Programme on HIV/AIDS (UNAIDS), Centers for Disease Control and
Prevention (CDC), European Centre for Disease Prevention and Control (ECDC), and national public
health agencies, was also screened for eligible materials.

Study selection

All search results were imported into Covidence for deduplication and screening. At the title and abstract
screening stage, three reviewers independently assessed records against pre-specified inclusion and
exclusion criteria. Studies were eligible if they: (1) included Black immigrants, refugees, asylum seekers,
or newcomers residing in high-income countries [48]; (2) reported primary data on barriers and/or
facilitators related to PrEP (and, where relevant, PEP) awareness, access, acceptability, uptake, or
adherence; and (3) used qualitative, quantitative, mixed methods, or intervention designs, or constituted
gray literature with empirical or conceptual insights (e.g., program reports, policy briefs).

Studies were excluded if they: (1) included Black immigrants with generalized migrant populations
without disaggregated data for Black participants; (2) addressed HIV prevention or sexual health more
broadly without explicit reference to PreP; (3) were systematic reviews, meta analyses, commentaries, or
editorials without primary data; (4) consisted only of conference abstracts without accessible full texts;
(5) were published in languages other than English or French with no translation available; or (6)
examined populations exclusively in low or middle-income countries.

Full-text screening was conducted independently by at least two reviewers for all studies that met or
potentially met the inclusion criteria at the abstract stage. Any disagreements regarding study eligibility
were resolved through discussion, with a third reviewer consulted as needed. When full-text articles were
not accessible through institutional subscriptions or interlibrary loan, corresponding authors were
contacted to request access. Studies were excluded if the full text remained unobtainable.
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Data extraction

Data from all included studies were charted using a standardized extraction form developed and piloted
by the research team in Microsoft Excel. Extracted variables included: author(s), year of publication,
country or region, study aims, design and methods, sample size and characteristics (e.g., age, gender,
sexual orientation, migration background, immigration status), recruitment setting, and theoretical or
conceptual framework. Key findings on barriers and facilitators to PrEP awareness, access, uptake,
adherence, and retention were extracted and coded.

For qualitative studies, additional information was extracted on analytic approach (e.g., thematic
analysis, grounded theory), emergent themes, and contextual details (e.g., service delivery models,
community dynamics). Quantitative and mixed methods studies were coded for measures of PrEP
awareness, willingness, uptake, adherence, and relevant correlates (e.g., socioeconomic status, health
insurance, immigration status, stigma, provider communication). Intervention or implementation studies
were coded for program design, target population, setting, PrEP-related components, and reported
outcomes. Gray literature sources were extracted using the same template, with emphasis on
programmatic, policy, and structural insights relevant to PrEP adoption among Black immigrants.

Data synthesis

Extracted data were synthesized using a narrative and thematic approach consistent with scoping review
methodology. First, studies were grouped by geographical region (e.g., North America, Europe,
Australasia) and study design (qualitative, quantitative, mixed methods, intervention, or gray literature).
Within and across these groupings, findings were thematically analyzed to identify recurrent and
divergent patterns in barriers and facilitators at multiple ecological levels.

The Social Ecological Model (SEM) [40] provided the primary analytic framework, with barriers and
facilitators categorized at individual/intrapersonal (e.g., knowledge, attitudes, risk perception),
interpersonal (e.g., partner and family dynamics, social support), institutional/health system (e.g.,
provider practices, clinic models, insurance and cost), community (e.g., stigma, cultural norms,
community organizations), and policy/structural levels (e.g., immigration and health policies, PrEP
eligibility criteria, data sharing regulations).

Findings are presented narratively and in summary tables that describe study characteristics, mapped
barriers and facilitators across ecological levels, and highlight gaps in the evidence base (e.g., under-
studied subgroups, regions, or types of interventions). This approach enabled an integrated
understanding of the social, cultural, and structural contexts shaping PrEP adoption among Black
immigrant populations in high-income settings and identified opportunities for targeted interventions
and policy reform.

Methodological rigour and transparency

Page 7/33



To enhance rigour and reproducibility, all screening and data extraction procedures were conducted
independently by multiple reviewers, with regular calibration meetings to reconcile discrepancies and
refine coding. An audit trail documenting key decisions, modifications to inclusion criteria, and changes
to the extraction framework was maintained throughout the review. The review adhered to PRISMA
reporting standards, including the use of a PRISMA flow diagram (see Fig. 1) to depict the study
identification, screening, eligibility assessment, and inclusion processes [43].

Figure 1. PRISMA flow diagram of the study selection process
To insert Fig. T here

We assessed methodological quality for all 42 included studies (26 qualitative, 18 quantitative) using the
appropriate Critical Appraisal Skills Programme (CASP) checklists for qualitative [49] and cohort studies
[50]. For each CASP item, reviewers selected one response option (Yes/No/Can't tell), which was coded
numerically (1 for the chosen option, 0 for the other two) to enable calculation of item-level and study-
level scores. Each study was appraised independently by two reviewers working in rotating pairs (AB—DF,
DF-TN, TN-AB), with a set of calibration studies rated by all three reviewers to harmonize the
interpretation of CASP items and scoring. After independent rating, pairs compared their entries,
discussed discrepancies, and, when needed, consulted the third reviewer to reach a consensus. Based
on the pattern of CASP responses and accompanying comments, we then assigned an overall
confidence judgement (high, moderate, or low) for each study; these appraisals informed interpretation
of the evidence but were not used as exclusion criteria.

Quantitative CASP summary

Across the 18 quantitative studies examining barriers and facilitators to PrEP uptake among Black
immigrants in high-income countries, the overall quality of evidence is moderate to strong, with most
studies addressing a clearly focused research question, using acceptable recruitment strategies, and
applying reasonably robust measurement of exposures, outcomes, and precision (Table 1). Cohorts were
generally well defined and representative; key confounders were typically identified and accounted for in
design and/or analysis, and follow-up was largely adequate in duration and completeness, supporting
confidence in observed associations. While a small number of studies showed limitations in how
confounding was handled or reported, the results were, in most cases, applicable to similar high-income
settings and consistent with broader evidence, yielding a coherent quantitative picture of how structural,
social, and clinical determinants shape PrEP awareness, access, and use among Black immigrant
populations.

Table 1: CASP Quality Appraisal for Quantitative Studies (n = 18)

To insert Table 1 here
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Qualitative CASP summary

Across the 26 qualitative studies on barriers and facilitators to PrEP uptake among Black immigrants in
high-income countries, most met key CASP criteria, with clear aims, appropriate qualitative designs and
methodologies, and recruitment and data collection strategies that were well aligned with their research
questions (items 1-5). The majority also demonstrated adequate consideration of ethics, researcher—
participant relationships, and rigorous analysis, and provided clear, valuable findings, although a small
subset showed limited transparency around analytic procedures and reflexivity (items 6-10). Overall, the
body of evidence can be considered moderate-to-strong in quality, offering a robust and credible
qualitative foundation for synthesizing how structural inequities, racism, stigma, and community
resources shape PrEP engagement among Black immigrants in high-income settings.

Table 2: CASP Quality Appraisal for Qualitative Studies (n = 26)

To insert Table 2 here

RESULTS
Study Characteristics

As shown in the PRISMA diagram (Fig. 1), we included 42 unique studies overall: 16 quantitative, 24
qualitative, and 2 mixed-methods studies [28, 51]. The two mixed-methods studies contributed both
quantitative (2019a; 2023a) and qualitative (2019b; 2023b) components, which are reported separately
in Table 3 (qualitative studies) and Table 4 (quantitative studies) but counted once at the study level.
Across this body of work, qualitative and survey-based designs were most common, with relatively few
mixed-methods or surveillance studies. North America and Europe together accounted for the majority
of studies, with only a few conducted in Australia. PrEP was the primary focus in most studies
(approximately four-fifths), while the remainder examined PrEP within broader HIV prevention activities
such as PEP, HIV testing, and sexual health education. Participants were predominantly described as
African, Caribbean, or Black (ACB) immigrants or migrants, with most samples focusing on sub-Saharan
African ancestry and a smaller subset including Caribbean, African American, Afro-Latina, or broader
“non-Western” migrant populations. About half of the studies explicitly reported a theoretical or
conceptual framework, most commonly socio-ecological and intersectionality frameworks, as well as
community-based and justice-oriented approaches, grounded theory, empowerment theory, social
identity theory, and decision-making or behaviour change models. This theory was used to emphasize
multilevel influences on PrEP adoption and to situate individual decision-making within racialized,
gendered, and migration-related structures. Full study characteristics for the qualitative and quantitative
sources contributing to this synthesis are shown in Tables 3 and 4, respectively.

Table 3: Characteristics of Qualitative Studies (N = 26)

Insert Table 3 here
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Table 4: Characteristics of Quantitative Studies (N = 18)

Insert Table 4 here

Barriers and facilitators

Across the 42 included studies, 26 reported barriers and/or facilitators to PrEP adoption among Black
immigrants in high-income countries. Qualitative and quantitative findings were synthesized using the
socio-ecological model (SEM) and are presented across intrapersonal, interpersonal, institutional,
community, and policy levels (Table 5).

Barriers

Intrapersonal/Individual-level barriers. Across qualitative studies conducted in Canada, the United States,
Europe and Australia, the most frequently reported barriers to PrEP adoption were concerns about side
effects [21, 52—-59] and limited or inaccurate knowledge about PrEP. Participants described PrEP as “a
drug [they] haven't known for a long time” and worried about “damages that could happen to [their] body
organs as a result of prolonged use”, highlighting anxieties about unknown or long-term harms [23, 26,
55, 60]. Low perceived HIV risk and uncertainty about the benefit-risk balance of PrEP also reduced
motivation to initiate or continue use [21, 53, 56, 57, 60—62]. For example, women and men in several
studies described believing they were “not at risk” because they were in long-term relationships, living in
low-prevalence countries, or assuming that “healthy-looking” people could not have HIV [21, 26, 28, 55,
57,58, 61, 63].

Additional barriers included medical mistrust and suspicion of Western medicines, apprehension about
daily pill-taking or “medication fatigue,” and worries about reduced condom use and potential exposure
to other sexually transmitted infections [21, 22]. Young Black gay, bisexual and other men who have sex
with men (GBMSM) in Canada and Ghanaian immigrants in the United States described daily PrEP as
“unnatural,” likened it to “taking painkillers without a headache,” and expressed preferences for “natural
herbs” or faith-based protection over pharmaceuticals [21, 22, 28]. Some participants questioned what
taking PrEP might “invite” into their lives or viewed it as a “gay medicine”, indicating how biomedical
mistrust and culturally rooted beliefs intersect to discourage uptake [26, 55, 60, 62—65].

Gendered perceptions of PrEP also emerged as individual-level barriers. Black women in the United
States, Canada and Europe reported that PrEP was “not for Black women” or assumed that it was
targeted at white MSM, which contributed to low self-identification as candidates for PrEP and limited
engagement with information or services [57, 59]. Concerns about adherence demands, the burden of
daily pill-taking and the need for ongoing laboratory monitoring further inhibited interest, especially
among immigrants juggling precarious work, caregiving or insecure legal status [21, 22, 26, 53, 54, 63,
65]. In France, sub-Saharan African women raise specific worries about using PrEP during pregnancy,
while others in multiple settings reported that family members could misinterpret the nausea or vomiting
from PrEP as pregnancy, potentially provoking conflict [54, 59].
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Quantitative studies corroborated the central role of low perceived HIV risk as an individual-level barrier.
In Toronto, many ACB men who met the clinical criteria for PrEP did not see themselves as at risk; low
perceived risk, together with concerns about side effects, was a primary reason for rejecting PrEP [30].
Among Black women in the United States, “no self-perceived HIV-risk” was the most cited reason for
unwillingness to use PrEP, even among those with expanded indications for eligibility [66]. In France and
Belgium, only a small minority of newly arrived or precariously housed sub-Saharan African immigrants
had heard of PrEP at baseline, despite relatively high testing rates, and awareness was particularly low
among women [67, 68] and over half of African immigrants in a US sample were unaware of PrEP [69].
Similar patterns of low PrEP awareness were documented among African immigrants in the United
States and among migrants in Australia and the UK, where participants often confused PrEP with PEP or
assumed PrEP was only for “other groups” such as white MSM [25, 51, 69].

Concerns about side effects and medication burden also affected adherence among those who initiated
PrEP. In a Canadian Cohort, greater side-effect burden was associated with lower odds of perfect
adherence [70]. Qualitative participants similarly described not wanting to “add more pills” to their
existing medication regimen and worrying about long-term organ damage, mood changes, or sexual
dysfunction. In some populations, gender norms and psychological factors further complicated
acceptability: among Black women in the United States, traditional gender role beliefs and “silencing the
self” were associated with lower PrEP acceptability and expectations of increased sexual risk behaviour
if taking PrEP, suggesting that women anticipated relational and behavioural consequences of PrEP use
that constrained uptake [71].

Interpersonal-level barriers. Across qualitative studies, interpersonal barriers centred on partners, family
and close social networks. Gendered power relations were prominent: women in Canada, the United
States, the UK, and France described limited ability to negotiate HIV prevention or introduce PrEP into
heterosexual relationships, particularly when male partners controlled sexual decision-making or
household dynamics [57, 58, 62, 72, 73]. Service providers in Canada anticipated that getting a male
partner to take PrEP in a sero-discordant relationship would be difficult if he was disengaged from
healthcare or unwilling to discuss HIV, highlighting how men'’s reluctance can constrain women’s options
[23, 57, 58].

Partner-related concerns included lack of partner support, fears that discussing PrEP would signal
infidelity or distrust, and anxiety about revealing a partner’s HIV status in healthcare settings [52, 61, 63].
In the interviews with Black women in the United States, several participants anticipated that partners
would respond to PrEP with suspicion, pointing out that “He'd be like, ‘Why do you need that? You think
I'm cheating?”, and worried about conflict or violence if PrEP was discovered [52]. Among ACB men in
Toronto, some participants emphasized needing to “talk to [a] partner back home” or to family members
before deciding, illustrating how family expectations and transactional relationships shape decision-
making [52].
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Relationship dynamics also operated as barriers. Participants in UK and US studies described difficulties
discussing PrEP with peers, even when they could talk openly about contraception or pregnancy
prevention, because PrEP conversations were more likely to be interpreted as accusations of infidelity or
indicators of “risky” behaviour [52, 61]. Young women in London and Glasgow worried that detailed
discussions of PrEP would offend friends or partners, while focus group participants in the US feared
that “people will think they got something, just because you are taking a pill” [59]. Fear of inadvertent
disclosure through pills being seen at home, being observed collecting medication at pharmacies, or
encountering acquaintances in sexual health clinics further discouraged PrEP consideration [64].

Quantitative evidence on interpersonal barriers was limited but pointed to important relationship -level
dynamics. In a US-based study conducted among Black women, intimate partner violence was
associated with expectations of greater sexual risk behaviour if taking PrEP, suggesting that women
anticipated that PrEP might escalate suspicion or coercion in already unsafe relationships [71]. In French
and Belgian studies of sub-Saharan African migrants, gendered differences in agency, such as lower
reported ability among women to decide how to protect themselves during sex, were associated with
lower use of condoms and HIV testing, suggesting that constrained negotiation power may also limit
PrEP uptake [67, 68]. Taken together, these findings highlight how gendered power relations, partner
suspicion, and fear of disclosure operate as key interpersonal barriers to PrEP adoption.

Institutional and health-system barriers. Institutional-level barriers clustered around limited cultural
competence, provider-level PrEP knowledge gaps, weak or inconsistent PrEP promotion, and structurally
inaccessible service models [27, 29, 53, 60, 62, 64, 73]. Across Canada, the US, the UK, France and
Australia, participants described health-care encounters marked by judgment, stereotyping, and a lack of
tailored information, which undermined trust and reduced willingness to initiate or continue PrEP [55, 60,
62, 65].

Limited cultural competence among healthcare providers was a central concern. Black immigrants in
Toronto reported feeling judged when disclosing sexual histories, with one participant recalling that after
telling a provider he was “playing around”, the provider’s “judgmental look” and an insinuation that he
was “not being faithful” made him feel singled out [52]. Black immigrant women in the US similarly
described medical mistrust rooted in historical and personal experiences, stating that “they don’t test
things on us first” and voicing fears that health systems do not prioritize Black patients’ safety [60]. For
some Black MSM in London, providers of the same ethnic background were perceived as potentially
more judgmental or homophobic, leading participants to avoid clinics where they might encounter staff

from their own communities.

Provider knowledge gaps and weak PrEP promotion further constrained uptake opportunities. In Canada,
ACB participants reported that clinicians “didn’t really have much information” about PrEP, leaving them
undecided and confused about benefits, side effects, and monitoring requirements [53, 62]. Service
providers working with African, Caribbean, and Black communities in Toronto acknowledged their own
uncertainties around PrEP efficacy, resistance, and side effects, which in some cases led to cautious or
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inconsistent recommendations. Several studies noted that participants had to “seek out information
about PrEP/PEP” themselves, “pick up a pamphlet somewhere and read about it”, because PrEP was
rarely raised proactively in routine care [55, 60, 62, 65].

Quantitative studies showed that health system contact does not automatically translate into PrEP
access. In France and Belgium, sub-Saharan African migrants reported high levels of HIV testing, yet only
around 5% had heard of PrEP at baseline, indicating missed opportunities to integrate PrEP into routine
care [67, 68]. In a US study of Black women, those who had not seen a doctor for more than a year were
significantly less willing to take PrEP, suggesting that gaps in primary care access can obstruct
prevention [66]. Among African immigrants in the United States, irregular healthcare use was associated
with low PrEP awareness and lower willingness to use any PrEP modality [69].

Structural features of services also acted as barriers. Long wait times, inflexible appointment schedules,
and complicated referral pathways discouraged engagement, especially among migrants juggling
precarious work to support childcare [27, 52, 62]. Black MSM in London emphasized that they would be
less likely to return to clinics with slow processing times or long queues, and stressed that “well-
maintained facilities, quick test results, [and] short wait times” signalled high-quality care [27]. Language
barriers and lack of interpretation reported by sub-Saharan African women in French family-planning
centres and by migrants in Australian and European settings made it difficult to understand PrEP
information or navigate consent and follow-up procedures [52]. Belgian data suggested that the
centralized and specialized nature of PrEP services (i.e., located in specific clinics and requiring
familiarity with the health system) may deter sub-Saharan African migrants, particularly those with
limited health literacy or language skills [67]. French studies of precarious migrants further found that
mobile, tent-based interventions still faced engagement challenges when participants could not afford to
wait or did not perceive services as accessible, compounding legal and economic precarity [68, 74].

Participants also described ambivalent or coercive clinical communication that eroded trust. Some ACB
clients in Canada felt pressured by providers who strongly promoted PrEP without addressing their
questions or values, while others felt insufficiently supported when they expressed interest but did not
receive clear guidance on access, dosing, or monitoring [27, 62]. Women in US focus groups reported
that they had never been offered PrEP by their clinicians, despite reporting risk factors, interpreting this
silence as a sign that PrEP was not meant for them [62]. Service providers themselves highlighted
system-level barriers, including a lack of clear PrEP guidelines for heterosexual populations, limited
availability of PrEP outside major urban centres, and insufficient time within consultations to provide
detailed counselling, all of which contributed to patchy implementation in Black immigrant communities
[27, 52, 62].

Community-level barriers. Community-level barriers operated through stigma, social norms, and
exclusionary environments that shaped how Black immigrants understood and engaged with PrEP
(Table 5). Stigma emerged as the most pervasive barrier, reported in multiple qualitative studies in North
America, Europe, and Australia [26—30, 53-56, 61-63, 73]. Participants described intense HIV- and

Page 13/33



PrEP-related stigma intersected with stigma around sexuality, gender, and migration, and was often
intensified in small or tightly connected Black immigrant communities [56, 59]. People worried that
taking PrEP would lead others to assume that they were “promiscuous” or already living with HIV, and
several accounts highlighted fears of gossip, reputational damage, and social isolation if PrEP use
became known [54]. Among women who migrated from sub-Saharan Africa to France, PrEP was often
perceived as poorly aligned with their gendered social roles [54].

Restrictive religious and cultural norms also constrained PrEP acceptability. Haitian and sub-Saharan
African participants in community focus groups described church teachings and spiritual leaders as
discouraging “truthful sex education” and framing HIV prevention outside marriage as inappropriate,
making it difficult to discuss PrEP openly or seek information without moral judgment [54, 57, 62, 72, 73].
In some cases, men'’s authority over sexual decision-making was reinforced by these norms, further
limiting women'’s ability to act on their own prevention preferences [54, 72].

Negative or conspiratorial narratives about HIV and biomedical interventions formed another layer of
community-level barriers. Sub-Saharan African migrants in France and Australia reported widespread
beliefs that HIV was a “Western plot,” that PrEP was an experiment on Black bodies, or that government
surveillance would intensify through PrEP monitoring [23, 54]. Such views fuelled medical mistrust and
made PrEP seem risky or irrelevant, even when participants acknowledged ongoing HIV vulnerability in
their communities. Finally, racism within gay and queer social spaces reported particularly by Black MSM
in the UK and North America, left some participants feeling unwelcome, stereotyped as hypersexual, or
excluded from mainstream MSM PrEP initiatives, weakening the potential of queer community venues to
act as sites of PrEP information and support [64].

Quantitative findings reinforced the role of community positioning and structural marginalization in
shaping PrEP outcomes. In Antwerp, nearly one-third of sub-Saharan African migrants met national PrEP
eligibility criteria, but PrEP use remained very low, with eligibility concentrated among those who were
undocumented, uninsured, and who had experienced forced sex [67]. The authors argued that stigma,
mistrust and lack of community-tailored outreach limited engagement with PrEP services. In Australia,
migrant participants reported high awareness of HIV/AIDS but very low awareness of PrEP medications,
particularly among those outside MSM networks, suggesting that community-level HIV knowledge did
not translate into PrEP familiarity [51].

Policy and structural barriers. Policy- and structural-level barriers centred on cost and coverage gaps,
uneven geographic availability, restrictive eligibility and access pathways, immigration-related precarity,
and non-inclusive public health planning [23, 26, 29, 53-55, 59-62, 72]. PrEP cost and lack of
comprehensive insurance coverage were prominent obstacles for migrants in precarious or low-wage
work and for those without stable benefits, who reported being unsure whether their plans would cover
PrEP or stating that they “can’t afford another prescription” [13, 26, 29, 53, 55, 57, 59, 60, 63, 65]. Even
where partial coverage existed, co-payments, laboratory fees, and transport costs created cumulative
burdens that discouraged initiation or long-term use.
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Limited availability of PrEP in certain regions and restrictive eligibility processes further constrained
uptake. Service providers and community members in Canada and parts of Europe described PrEP as
concentrated in specialized clinics in major urban centres, with complex referral pathways and
bureaucratic requirements that disadvantaged migrants with limited time, documentation, or familiarity
with the health system [54, 57, 59, 62, 63]. Mobile and tent-based outreach models used with precarious
migrants in France partly mitigated geographic barriers but still struggled to maintain engagement when
people could not afford to wait in queues or did not perceive the services as accessible or trustworthy
[54]. In Belgium, the centralized and specialized nature of PrEP services was seen as a deterrent for
sub-Saharan African migrants, especially those with limited health literacy or language skills [56, 62].

Immigration-related precarity and fears about surveillance also operated as structural barriers. Haitian
and other migrant women in US focus groups described immigration status as an additional layer of
perceived discrimination in healthcare, reducing exposure to mainstream HIV prevention messages and
dissuading them from seeking services where they might be asked for identification or proof of
insurance [26, 29, 53, 55, 58—60, 63, 65]. In France, difficulties accessing public health insurance for
undocumented migrants meant that some participants delayed or avoided care altogether, limiting
opportunities for PrEP counselling [54]. Participants in several settings expressed concerns that seeking
HIV prevention or treatment might attract unwanted attention from authorities or jeopardize immigration
processes, contributing to avoidance of formal health systems [55, 72].

Non-inclusive public health messaging and gendered prioritization of PrEP resources compounded these
structural barriers. Across qualitative studies, Black women and some heterosexual men perceived PrEP
campaigns as directed primarily at white gay men, reinforcing the view that PrEP was “not for people like
us” and weakening motivation to seek more information or advocate for access [61]. Service providers
echoed this critique, noting that guidelines, training, and funding streams often emphasized MSM
populations, while Black migrant women, transgender women, and non-MSM men received
comparatively little attention in policy and programme design [62]. Surveillance analyses from England
showed that although commissioning PrEP services increased PrEP-to-need ratios overall, disparities
widened: white men had the highest PrEP-to-need ratios before and after commissioning, whereas Black
African women had the lowest, and the gap between these groups increased more than threefold, even
as Black African women accounted for a growing share of non-late HIV diagnoses [75].

Other quantitative studies highlighted how immigration, insurance, and geography shape structural
barriers to access. In France, sub-Saharan African migrants who were undocumented, uninsured, or
recently arrived were less likely to know about PrEP and faced substantial economic and legal
vulnerabilities that limited their ability to engage with prevention services [68, 74]. In the Netherlands,
multivariable models showed that among non-Western-born MSM attending ST clinics, younger age,
residence in less urban areas, lower education, and sub-Saharan African or Eastern European origin were
independently associated with lower PrEP use, despite the availability of services [76]. A survey of
providers in 14 European countries further indicated that undocumented status, language and cultural
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barriers, uncertainty about entitlement to care, and partial or absent free PrEP coverage for migrants
were viewed as major obstacles to prevention for migrant Black women [77].

Facilitators of PrEP adoption

Intrapersonal/individual level facilitators. Individual-level facilitators, including heightened HIV risk
perception, motivation for greater control over prevention, and positive beliefs about PrEP’s
effectiveness and safety, were identified (Table 5). Across qualitative studies with African, Caribbean,
and Black participants in Canada, the US, Europe, and Australia, individuals who recognized themselves
as vulnerable, due to partners’ behaviours, past sexually transmitted infections, or awareness of local
HIV prevalence were more likely to describe PrEP as “important for women who are vulnerable to HIV” or
as “something you can take for yourself” when you “can’t always trust a man to tell the truth” [56, 63, 64].
People framed PrEP as a way to reclaim control over their sexual health, often contrasting it with reliance
on partners to use condoms or disclose status, and some women explicitly linked PrEP to self-care,
saying that if it were presented as “just like taking vitamins,” more people would be willing to try it [58, 63,
64].

Positive beliefs about PrEP’s effectiveness and safety, adequate knowledge of how it works, and
confidence in one’s ability to adhere also facilitated uptake. Participants who had received clear, credible
information from trusted providers, community organizations, or peers reported feeling reassured about
side effects, dosing, and monitoring, thereby reducing initial ambivalence [53]. Some expressed that
knowing PrEP “really works” and understanding when it becomes protective made them more willing to
start, while others emphasized that they could “follow the instructions” and incorporate a daily pill into
existing routines, particularly if the regimen was framed as temporary or adaptable to changing risk [54].

At the same time, several individual-level facilitators were identified in quantitative studies. Across
multiple surveys, higher self-perceived HIV risk was positively associated with PrEP acceptance or
willingness, particularly among non-MSM African, Caribbean, and Black men in Canada [30] and among
UK-based Black African participants who regularly tested for HIV [28]. In a US study of Black women,
lower income, less education, and unmarried status were associated with greater willingness to use
PrEP, suggesting that women who recognized themselves as more vulnerable in socio-economic or
relationship terms may be more open to biomedical prevention [66]. Among women of colour, lifetime
psychological and physical intimate partner violence were associated with higher PrEP knowledge and
interest, indicating that experiences of violence can heighten perceived need for protection [71].

Higher HIV knowledge and more positive preventive health orientations also facilitated PrEP support. In
a UK survey of gay men and Black Africans, greater HIV knowledge and a stronger preventive orientation
were linked to more favourable attitudes toward PrEP [78]. Among Black Africans in the UK, HIV
awareness was strongly associated with PrEP awareness and, among younger participants, with
willingness to use PrEP [28]. In an African immigrant sample in the United States, those already aware of
PrEP demonstrated high levels of accurate knowledge, which the authors suggest may support
adherence and continuation once PrEP is initiated [69].
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Interpersonal facilitators. At the interpersonal level, three main facilitators were identified: supportive
peer and social networks, collaborative partner dynamics, and family-centred framings of PrEP.
Supportive peer networks or community groups in which PrEP was discussed positively helped
normalize its use, provided opportunities to share accurate information, and offered emotional support
around decision-making [23, 55, 59-61, 63, 64]. In these contexts, participants described friends “making
[them] curious” about PrEP or encouraging them to “consider it” after sharing their own experiences,
which increased willingness to initiate or continue use [60, 61, 63]. Being in a heterosexual sero-
discordant relationship where partners shared responsibility for HIV prevention was another important
facilitator; several studies described couples jointly deciding to start PrEP to reduce anxiety, increase
sexual freedom, and maintain intimacy while managing sero-difference [22, 23, 26, 55, 57, 73]. One study
further noted that framing PrEP as a strategy to protect family well-being rather than only individual risk
resonated strongly with women and caregivers, enhancing acceptability and perceived relevance when
PrEP was presented as a way to “keep the family safe” [57].

Quantitative studies identified interpersonal factors that aligned with these qualitative themes. Among
sub-Saharan African immigrants in France, having someone to rely on in the host country, a proxy for
social support, was positively associated with knowledge of PrEP and PEP [68]. In addition, being in
stable relationships and engaging in transactional sex were associated with higher awareness of PrEP
and higher HIV-risk indices, patterns that may prompt consideration of biomedical prevention when
accompanied by appropriate counselling [68, 79]. In several samples, willingness to use PrEP was higher
among participants who reported supportive partners or positive norms within their social networks,
although this was more evident in qualitative than quantitative data [28].

Institutional and health-system facilitators. Three institutional-level facilitators were identified: culturally
safe care, trusted and continuous provider relationships, and accessible, well-organized service delivery.
Access to culturally safe services, including Black or otherwise racially concordant providers and staff
trained in anti-racist and trauma-informed approaches, was consistently linked to greater trust and
willingness to consider PrEP [27, 29, 55, 63, 64]. Participants described feeling more comfortable asking
questions and disclosing sexual histories when they perceived providers as respectful, non-judgmental,
and knowledgeable about the specific experiences of Black immigrants [27, 53, 55]. Receiving PrEP from
familiar clinicians (such as long-standing family doctors) and in settings where participants already
received other forms of care helped normalize PrEP, reduce anxiety about being “singled out,” and
position PrEP as part of routine health maintenance rather than a sign of exceptional risk [54, 60, 61, 63,
73].

High-quality counselling and practical supports further enabled initiation and adherence. Participants
emphasized the importance of clear explanations of side effects, laboratory monitoring, and the time
required for PrEP to become protective, as well as opportunities to ask questions without feeling rushed
[54, 60, 61, 73]. Supportive communication, in which providers listened, avoided moralizing, and helped
patients weigh benefits and risks in line with their values, was described as crucial to moving from
ambivalence to informed choice [27, 53]. Practical supports, such as reminder systems, navigation
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assistance, and straightforward refill processes, also facilitated sustained PrEP adherence [28, 29, 56,
57, 59, 65]. Work with African immigrants in the United States highlighted long-acting injectable PrEP as
a promising option to reduce daily pill burden, disclosure risks, and adherence challenges, provided that
delivery models attend to cultural beliefs, historical mistrust, and concerns about side effects [80].
Services characterized by shorter wait times, flexible appointment options (including evenings or walk-
ins), and well-resourced facilities were seen as more trustworthy and worth returning to, in contrast to
overburdened or disorganized clinics that participants associated with poor care [27].

Quantitative findings highlighted the importance of sustained, supportive service contact. In a French
quasi-cohort among precarious migrants, cumulative exposure to a navigation-oriented social and health
intervention produced large, statistically significant increases in PrEP knowledge at 3- and 6-month
follow-up, highlighting how repeated, relationship-based engagement with health and social workers can
build awareness and confidence over time [74]. Among African immigrants in the United States, having a
regular healthcare provider and receiving services consistently were associated with higher PrEP
awareness and greater willingness to use oral or injectable PrEP, pointing to the centrality of continuous
care relationships for activating biomedical prevention [69]. In England, non-Western-born MSM
attending STI clinics had similar or slightly higher overall PrEP use than Western-born MSM; within this
group, higher education and residence in highly urban areas were associated with greater uptake,
suggesting that when PrEP is fully integrated into accessible STI services and supported by robust local
infrastructure, institutional facilitators can partly offset other disadvantages, even though important
inequities remain [76].

Community-level facilitators. Three community-level facilitators were reported: community-based
education and empowerment, stigma-reduction efforts, and collective health orientations, as detailed in
Table 5. Community-based education and empowerment initiatives, particularly those delivered through
trusted Black-serving organizations, faith communities, and diaspora networks, played a key role in
increasing awareness and reframing PrEP in culturally meaningful ways [28, 29, 59, 65]. When PrEP was
introduced in familiar settings such as churches, salons, or community centres, participants reported
being more willing to listen and ask questions, and to perceive PrEP as relevant to “people like us” rather
than only to white MSM [28, 56, 59, 63]. Empowerment-focused messaging that emphasized dignity,
historical resilience, and community protection resonated particularly with Haitian and other Black
diasporic communities, who linked HIV prevention to broader traditions of activism and mutual support
[26, 63].

Stigma-reduction initiatives and collective health orientations further supported PrEP acceptability.
Campaigns that normalized PrEP as routine prevention, rather than as a marker of promiscuity or HIV
infection, were viewed as critical to changing community norms and reducing fears of gossip or social
exclusion [23, 73]. Participants stressed that when key community influencers, such as faith leaders,
organizers, or respected elders, publicly endorsed HIV testing and prevention, it helped counter
conspiracy theories and moralizing narratives about sexuality [28, 29, 59]. A broader emphasis on
collective wellbeing and “living healthy” also made PrEP more acceptable when it was framed as part of
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a shared responsibility to protect families and communities, not just individual risk management [72].
Participatory action research with sub-Saharan African diaspora communities in Belgium similarly
emphasized the importance of community-led dialogue, trusted lay facilitators, and co-designed
outreach in normalizing PrEP and addressing fears about side effects and stigma [56]. Among women
who migrated from sub-Saharan Africa to France, participants also identified family planning clinics as
potential trusted settings for culturally sensitive PrEP counselling when providers were non-judgmental
and aware of migration-related constraints [54]. A community-driven study with US-based African
immigrants generated concrete recommendations for culturally aligned PrEP messaging, stressing the
need to foreground collective well-being, spirituality, and migration experiences, and to use African
diasporic community leaders as messengers [81].

Quantitative findings echoed the importance of supportive community positioning. In a UK study, Black
African and other participants embedded in LGBTQ networks and with regular HIV testing showed
substantially higher PrEP awareness and willingness to use PrEP than those who never tested,
suggesting that participation in gay and activist communities can function as a community-level
facilitator [28].

Policy-level facilitators. At the policy level, three facilitators were identified: culturally tailored PrEP
programming, financial coverage, and streamlined access pathways (see Table 5). Culturally tailored
PrEP services and promotion strategies, including campaigns explicitly designed for Black immigrant
communities and information disseminated through trusted public-health websites, were seen as more
credible and easier to engage with than generic or MSM-only messaging [26, 29, 56, 59, 63]. When official
guidance and materials reflected Black women, heterosexual men, and migrants, participants were more
likely to view PrEP as “for us” and to consider seeking it [59].

Public or private insurance coverage and cost-sharing schemes that minimized or eliminated
out-of-pocket expenses were central enablers of sustained access. Public or private insurance that
covered PrEP medication, laboratory monitoring, and clinic visits reduced concerns about affordability,
particularly for people in low-wage or precarious work [52, 55]. Participants and providers alike framed
free or highly subsidized PrEP as a prerequisite for equitable uptake, rather than an added “luxury”
accessible only to those with comprehensive benefits [29, 54]. Finally, policies and programmes that
simplified PrEP access, such as streamlined eligibility criteria, expanded prescribing rights beyond
specialists, and integration into primary and community care, were associated with higher uptake among
Black immigrants by reducing bureaucracy and making PrEP available in services people already use [29,
54].

Quantitative findings pointed to the importance of these policy-level enablers. In a multi-country
European provider survey, respondents in settings where PrEP was available free of charge to all,
including undocumented migrants, identified universal free access as a key facilitator for migrant
women and other marginalized groups [77]. In the Netherlands, where PrEP was integrated into existing
STl services and funded through national programmes, overall PrEP uptake among non-Western-born
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MSM was comparable to, or slightly higher than, uptake among Western-born MSM, suggesting that
universal coverage and full integration into routine sexual healthcare can mitigate some inequities, even
though important gaps remain for specific subgroups such as sub-Saharan African MSM [76)].

Table 5. Barriers and facilitators to PrEP organized by socio-ecological level.

Insert Table 5 here

DISCUSSION

This systematic review shows that PrEP adoption among Black immigrants in high-income countries is
primarily constrained or enabled by multi-level barriers and facilitators, rather than by individual attitudes
alone. Structural racism, migration-related precarity, and gendered power relations shape every point at
which Black immigrants might engage with PrEP (i.e., awareness, access, decision making, uptake, and
continuation). Across the included studies, findings show a recurring pattern in which high clinical
eligibility and community-level HIV burden coexist with low perceived HIV risk, limited PrEP awareness,
and service environments that implicitly position PrEP as “for other people,” especially white gay men.
These findings extend existing knowledge by showing that, for Black immigrants, adoption is less about
individual unwillingness and more about how health systems and social contexts make PrEP difficult to
learn about, trust, and use.

At the individual level, the most frequently reported barriers were low or inaccurate risk perception,
limited knowledge of PrEP, and concerns about side effects and medication burden, while facilitators
included clear, credible information and framing PrEP as a tool for caretaking and future planning. These
individual-level findings can be understood as reasonable responses to participants’ environments: many
Black immigrants receive little targeted PrEP information, encounter mixed messages from providers,
and face histories of medical exploitation and discrimination, making caution and skepticism
understandable rather than simple “knowledge deficits.” Interpersonally, relationship dynamics and
gendered power emerged as critical determinants of adoption. Women in particular described difficulties
introducing PrEP without provoking suspicion, conflict, or potential violence, indicating that partner
responses and household power structures can transform an otherwise accessible intervention into a
source of risk. Supportive partners and peers, in contrast, were described as important facilitators who
provided encouragement, practical help with adherence, and emotional validation.

Community-level findings highlighted the role of HIV and PrEP-related stigma, moral and religious norms,
and exclusion from queer or activist spaces in shaping adoption. Fear that PrEP use would be
interpreted as evidence of promiscuity or existing HIV infection or would trigger gossip within tightly knit
Black immigrant communities, deterred many from seeking information or initiating PrEP. However, when
community organizations and diaspora networks were actively involved in PrEP education and
navigation, participants reported greater trust and willingness to consider PrEP, underscoring the
facilitating role of community-led, culturally grounded approaches. Institutional and policy-level analyses
reinforced that contact with health systems does not automatically translate into adoption. Central
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barriers included limited provider PrEP knowledge, lack of culturally and linguistically appropriate
counselling, centralized and bureaucratic clinic models, cost and insurance gaps, and fears that
immigration status or documentation issues could be exposed through health system engagement.
Facilitators at these levels, including universal or highly subsidized coverage, streamlined access
pathways, and integration of PrEP into familiar primary or community-based services, were consistently
associated with higher awareness and uptake, suggesting that structural design choices can either
reproduce or mitigate inequities in PrEP adoption for Black immigrants.

Black immigrants in high-income countries encounter a PrEP landscape in which willingness and
“choice” are strongly shaped by multi-level factors, including racism, migration governance, and
gendered power relations, rather than by individual attitudes alone. Across 42 studies, this review found
a consistent misalignment between high clinical eligibility and HIV burden on the one hand, and low
perceived risk, limited awareness, and service and policy environments that implicitly prioritize white
MSM on the other, leaving Black migrant women, heterosexual men, and non-MSM populations
structurally “out of frame.”

Overall, these results are consistent with prior reviews that have documented low PrEP awareness,
stigma, and structural barriers in related populations. For example, Black cisgender women, Black men
who have sex with men, young people, and African migrants [21-30, 67-69]. However, this review
extends the evidence by bringing those patterns into focus, specifically for Black immigrants in high-
income countries and by mapping them across socio-ecological levels. By synthesizing barriers and
facilitators in this way, our findings deepen scientific understanding of how multi-level contexts shape
PrEP adoption among Black immigrants, identifying leverage points, particularly at the institutional and
policy levels, where changes in information, service delivery, and coverage could substantially improve
uptake and sustained use in this population.

Implications for practice

The multi-level barriers and facilitators identified in this review suggest several actionable directions for
programmes, clinicians, and health systems seeking to improve PrEP adoption among Black immigrants
in high-income countries. First, PrEP awareness campaigns need to be culturally grounded, community-
engaged, and explicitly inclusive of African and Caribbean immigrants of all genders, rather than
implicitly targeting only white gay men. Studies with African and Caribbean migrants in Canada, Europe,
and Australia highlight the importance of co-designed, culturally resonant messaging delivered through
trusted channels such as churches, community organizations, ethnic media, and diaspora leaders, and of
framing PrEP as a positive sexual health and self-care tool rather than solely as a response to “high-risk”
behaviour [26, 28, 29, 51, 54-56, 59, 63-65]. Campaigns should also directly address confusion between
PrEP and PEP and normalize HIV risk beyond narrow behavioural stereotypes [28, 29, 51, 54, 61, 68, 69].

Second, provider-side changes are crucial. Multiple studies recommend structured decision support and
routine, non-judgmental PrEP conversations that acknowledge racism, stigma, and migration-related
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stressors, and help Black patients weigh benefits and risks in line with their values [22, 23, 52, 53, 55, 59,
61-63]. Cross-cultural and antiracist training, coupled with clear clinical guidance that moves beyond
MSM-only eligibility, can improve providers’ confidence and reduce anticipated discrimination,
particularly for women, heterosexual men, and newcomers who may be unfamiliar with preventive
medications [21, 25-27, 53, 55, 60—62, 65]. Integrating PrEP into primary care, community health
centres, and other services that Black immigrants already use, including settlement, housing, and social
service settings, can reduce the burden of navigating specialist clinics and create more opportunities for
trusted providers to raise awareness of PrEP [23, 25, 27, 29, 51, 53, 56, 59, 67-70, 76].

Third, structural reforms around cost, eligibility, and legal precarity are necessary for equitable uptake.
Empirical work with African and Caribbean migrants repeatedly shows that PrEP remains out of reach
when it is tied to stable employment, private insurance, or proof of immigration status, and when basic
needs such as housing and legal security are unmet [13, 26, 29, 51, 53-56, 59, 60, 63, 65, 67, 68, 74, 77,
79, 82]. Policies that provide free or highly subsidized PrEP (including laboratory monitoring and clinic
visits), simplify administrative procedures, and guarantee access regardless of documentation status
are likely to have a greater impact than information campaigns alone [67, 68, 74, 77]. At the same time,
interventions should align HIV prevention with broader efforts to address structural determinants,
including housing, employment, and legal support, so that PrEP is offered in ways that feel relevant and
feasible in the context of migrants’ everyday priorities [9, 10, 13, 14, 51, 68, 74, 77, 79].

Finally, because interpersonal and community dynamics heavily influence whether Black immigrants can
safely initiate and sustain PrEP, programmes should include supports beyond the prescription.
Recommendations from qualitative studies include couple and family-based education where
appropriate, peer-led groups and community ambassadors to counter stigma, and trauma and violence-
informed approaches that link PrEP services with intimate partner violence organizations for those who
anticipate partner conflict [22, 23, 26-29, 52, 54, 59, 61-64, 71-73, 82]. Collectively, these practices and
policy implications mirror the socio-ecological patterning of barriers and facilitators identified in this
review and indicate that meaningful progress on PrEP adoption for Black immigrants will require
coordinated action at community, clinical, and structural levels, rather than narrowly targeted, individual-
level interventions.

Implications for research

Future research should move beyond documenting barriers and facilitators to designing, testing, and
refining multi-level interventions that respond to the specific structural and social contexts of Black
immigrants in high-income countries. Quantitative studies highlight the need to examine PrEP care
continua separately for different subgroups, including MSM and non-MSM, women, heterosexual men,
and people with experiences of intimate partner violence, to identify where drop-off occurs and which
populations require tailored support [67, 71, 75, 76, 79]. Longitudinal and cohort designs are needed to
track PrEP awareness, uptake, and persistence over time in relation to migration trajectories, length of
residence, and changes in immigration or insurance status [9, 10, 67-70, 74-76, 79]. Studies should also
quantify the impact of structural determinants, including housing instability, employment precarity, and
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legal status, on PrEP outcomes, and assess how these interact with behavioural factors like chemsex
and perceived safety in “known” partnerships [9, 10, 13, 14, 67-69, 74, 76, 79].

Qualitative and mixed methods work should deepen understanding of how intersecting identities and
histories shape PrEP decision-making and experiences of care. Prior research calls for studies that
centre Black immigrants who are youths, women, are from conflict-affected backgrounds, and that
explicitly explore how trauma, gender norms, and community expectations influence risk perception and
PrEP acceptability [21-23, 26, 29, 52, 54—-56, 59-64, 71-73]. Finally, future studies should evaluate the
effectiveness, feasibility, and equity impact of structurally oriented interventions, such as universal
coverage models, trauma-informed PrEP navigation, community-led empowerment programmes, and
integration of PrEP into settlement and social service contexts, in order to generate robust evidence on
how best to reduce PrEP adoption gaps for Black immigrants in high-income countries [25-29, 51, 54~
56, 59, 63-65, 67-69, 74-77].

Strengths and limitations

This review has several strengths. It is, to our knowledge, one of the first to synthesize both qualitative
and quantitative evidence on barriers and facilitators to PrEP adoption specifically among Black
immigrants in high-income countries using an explicitly socio-ecological lens. Including diverse designs
(qualitative, cross-sectional survey, cohort, and mixed methods studies) and multiple geographic
contexts enabled us to identify consistent multilevel patterns across settings and populations. Mapping
findings across intrapersonal, interpersonal, institutional, community, and policy levels underscores the
centrality of structural determinants and provides a coherent framework for designing multi-level
interventions for Black immigrant communities.

However, the findings should be interpreted considering several limitations. The evidence base is
dominated by cross-sectional and qualitative studies from North America and Western Europe, with
relatively few longitudinal, experimental, or implementation studies and limited data from other high-
income regions such as Australasia or non-Anglophone Europe [26, 70]. Many quantitative studies relied
on convenience or snowball sampling of clinic-engaged participants, which may underrepresent Black
immigrants who are disconnected from sexual health services or face the greatest access barriers [9, 10,
25,51, 67-69, 74-76, 79]. Several surveys used self-reported measures of HIV risk, PrEP use, and
testing, which are susceptible to recall and social desirability biases, particularly for sensitive topics
such as intimate partner violence, chemsex, and immigration-related fears [22, 29, 75]. In addition,
important variables such as ethnicity, immigration status, or education were missing or coarsely
measured in some datasets, limiting the ability to disaggregate outcomes and potentially biasing
estimates of PrEP need and uptake among specific Black immigrant subgroups [67, 70].

Heterogeneity in how “Black immigrants” were defined also constrains interpretation. Several studies
used broad categories such as “non-Western”, “African-born,” or “Black and other racialized migrants,”
which can obscure within-group differences by region and country of origin, language, religion, gender,

sexuality, and legal status [26, 52]. Few studies explicitly examined gradients of vulnerability by time
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since arrival, documentation status, or migration pathway, despite evidence that these factors shape
access to health care and prevention [51, 67-69, 74, 77, 79]. Finally, our review was limited to English-
language publications and to selected databases; relevant studies from non-English-speaking high-
income contexts or the gray literature may therefore have been missed, and the patterns we report likely
reflect a conservative picture of the barriers and facilitators faced by Black immigrants in relation to
PrEP adoption.

Conclusion

This systematic review demonstrates that PrEP engagement among Black immigrants in high-income
countries is constrained less by individual willingness than by interacting structures of racism, migration
governance, and gendered power that determine who is informed about, offered, and able to sustain
PrEP use. Barriers spanning intrapersonal, interpersonal, institutional, community, and policy levels
collectively narrow opportunities for prevention, whereas facilitators such as culturally safe care,
community-based education, navigation and support, and universal or highly subsidized coverage show
that more equitable PrEP outcomes are achievable when systems are intentionally redesigned. To realize
PrEP’s prevention potential for Black immigrants, practice and programmes must move beyond
information-only approaches to address relational and structural conditions, and policies must
guarantee affordable, routine PrEP access within services that are co-produced with Black diasporic
communities. Future research should rigorously test multilevel, anti-racist, and migrant responsive
interventions across diverse welfare and immigration regimes and further develop theoretical
frameworks that centre Black immigrants’ own analyses of prevention, risk, and safety as foundations
for reimagining PrEP implementation.
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