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Effect of extending PrEP initiation to primary care settings: 
a nationwide cohort study in France
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Mojgan Hessamfar, Salim Fakir, Rosemary Dray-Spira, Michel Carles

Summary
Background Pre-exposure prophylaxis (PrEP) medicines are key to reducing HIV infection. Improving access, 
increasing initiation, and expanding the populations covered is therefore important. In June, 2021, in France, PrEP 
initiation was extended to primary care. The aim of this study was to describe the deployment and characteristics of 
PrEP initiation in primary care.

Methods We did a nationwide cohort study using data obtained from the French National Health Data System 
(Système National des Données de Santé). We included all people aged 15 years or older, who initiated PrEP in 
primary care between June 1, 2021, and Dec 31, 2022. We estimated the number of PrEP initiations per month over 
the period, and the characteristics of people initiating PrEP and prescribers, and PrEP use.

Findings 13 500 individuals initiated PrEP in primary care during the study period. The mean number of PrEP 
initiations increased from 654 (SD 64) per month between July and December, 2021, to 783 (SD 86) per month 
between July and December, 2022. Individuals initiating PrEP were predominantly male (12 996 [96·3%] of 
13 500 individuals) with a mean age of 36 years (SD 11·8), who lived in large urban areas (9581 [71·0%]). 
1012 (7·5%) of 13 500 individuals were socioeconomically disadvantaged. Of the 5125 PrEP initiation prescribers, 
4542 (88·6%) were general practitioners (GPs), and 4713 (44·7%) of 10 525 were the patient’s family practitioner. In 
the 6 months after PrEP initiation, 6216 (70·8%) of 8783 PrEP initiators had at least one monthly renewal (mean 
3·3 renewals [SD 1·7]). 11 961 (82·4%) of 14 507 renewals were made by the same practitioner who had initiated PrEP, 
and this proportion was higher when the prescriber who had initiated PrEP was the family practitioner 
(6225 [92·5%] of 7135 renewals).

Interpretation Although the number of PrEP initiations in primary care steadily increased over the study period, the 
profile of users was unchanged when compared with before extension. The high proportion of PrEP initiations not 
prescribed by family practitioners highlights potential barriers to sharing sexual health concerns with the family 
practitioner. Extending PrEP to women, individuals who are socioeconomically disadvantaged, and all those who 
might benefit from it will require increased awareness among target audiences and practitioners.
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Introduction
Pre-exposure prophylaxis (PrEP) constitutes one of the 
major advances in combating the HIV pandemic.1–5 In 
France in 2022, among people newly diagnosed with 
HIV, 41% were men who have sex with men, of whom 
27% were born in France and 14% abroad; 31% were 
women, mostly born abroad (80%) and infected through 
sexual transmission (97%). Transgender individuals 
accounted for 2% of new diagnoses and were infected via 
sexual transmission. The French overseas territories 
represented the regions with the highest incidence 
of HIV infection, reaching up to 1149 cases 
per 1 000 000 inhabitants in 2022. In mainland France, 
the highest incidence was observed in the Île-de-France 
region, with 190 cases per 1 000 000 inhabitants.

Oral PrEP can be administered either daily or on 
demand. In France, PrEP is a fixed-dose combination of 
two reverse-transcriptase inhibitors, tenofovir disoproxil 

fumarate and emtricitabine, and must remain associated 
with other preventive measures: condom use, regular 
HIV and sexually transmitted infections (STIs) screening, 
and use of single-use equipment when injecting drugs.

Since January, 2016, PrEP is fully covered by the French 
public health insurance for people considered at high 
risk of HIV acquisition, whether because of a history of 
multiple STIs, multiple sexual partners, or as part of 
a specific key population. PrEP can be dispensed in 
pharmacies with a medical prescription and is 
reimbursed for all residents who use it and are affiliated 
with social security. Undocumented migrants can also 
access PrEP through governmental medical aid (Aide 
Médicale de l’Etat). PrEP is also dispensed free of charge 
in sexual health centres, regardless of citizenship or 
social rights. The Scientific Interest Group EPI-PHARE 
team in charge of monitoring the roll-out of PrEP in 
France6 since its launch reported that 42 159 people had 
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initiated PrEP between 2016 and 2021, with the following 
key findings:7 (1) an insufficient diversity of the 
population, as PrEP users were mainly men (97·5%), 
living in large metropolitan areas (73·8%), and with 
a high socioeconomic status (93%); (2) a decline in PrEP 
use during the COVID-19 pandemic, as reported for 
other medicines in France.8 These findings have been 
reported previously,9–12 and barriers such as living in rural 
areas far from health-care facilities, or lack of awareness 
of the available PrEP prescribers have been highlighted.13

Until mid-2021, PrEP initiation was limited in France 
to specialised physicians working in hospitals and sexual 
health centres. As of June 1, 2021, prescription of PrEP 
initiation was extended to all prescribing physicians, 
including primary care practitioners to increase PrEP 
coverage.14 Additionally, PrEP reimbursement has been 
authorised for all people in need, according to the 
practitioner’s evaluation. To assist practitioners with 
PrEP prescription, an online education platform for 
initial PrEP prescription and monitoring in private 
practice has been made freely accessible to all physicians 
who wish to prescribe PrEP. The aim of this study was to 

evaluate the effect of extending PrEP initiation to primary 
care practitioners in the first 19 months since 
implementation, in terms of initiation uptake and the 
profile of users and prescribers.

Methods
Data sources
We analysed data from the French National Health Data 
System (Système National des Données de Santé [SNDS]), 
which covers 99% of French residents. The SNDS 
is a comprehensive national database containing 
anonymised individual data on reimbursed health-care 
usage (appendix p 2). The database combines data from 
the French National Health Insurance information system 
(Système National d’Information Inter-régimes de 
l’Assurance Maladie) linked to the National Hospital 
Database (Programme de Medicalisation des Systèmes 
d’Information) and data from the Center for Epidemiology 
of Deaths Medical Causes. SNDS data do not contain 
information on the results of biological examinations, 
medical indications for prescriptions, or on the sexual 
behaviour of individuals. Ethical approval and informed 

Research in context

Evidence before this study
We searched PubMed for articles published between June 1, 
and Oct 31, 2022, about HIV pre-exposure prophylaxis (PrEP) 
prescription, using the following search terms: “HIV pre-
exposure prophylaxis”, “PrEP”, “HIV pre-exposure prophylaxis 
prescription”, “HIV pre-exposure prophylaxis use”, “HIV pre-
exposure prophylaxis users profiles”, “HIV preexposure 
prophylaxis in primary care”, “HIV pre-exposure prophylaxis 
and general practitioners”, “HIV pre-exposure prophylaxis and 
primary care physicians”, “barriers to HIV pre-exposure 
prophylaxis use”, and “barriers to HIV pre-exposure 
prophylaxis prescription”. No language restrictions were 
applied. We also searched for recommendations on the 
prescription and use of PrEP in France on the French Health 
Authority website. In France, until mid-2021, HIV PrEP 
initiation with tenofovir disoproxil fumarate and 
emtricitabine was limited to hospitals and sexual health 
centres. Previous studies about PrEP use in France showed 
that users were mainly men, socioeconomically advantaged, 
and living in large urban areas. Since June, 2021, PrEP 
initiation has been extended to any practitioner, including 
primary care practitioners, to improve access to PrEP and 
diversify the profile of users. We found no previous studies on 
nationwide PrEP initiations and use in primary care since the 
extension of first prescription. Knowing how PrEP is 
implemented and used in primary care could help develop the 
necessary strategies to improve access to PrEP and increase 
prescriptions to reach all those who could benefit from it.

Added value of this study
This study provides nationwide data on PrEP prescription and 
use in primary care in France since the prescription of 

initiations was extended to general practitioners (GPs) in 
2021. Using the National Health Data System (Système 
National des Données de Santé), we showed that the profile 
of users remains similar to that observed before extension of 
PrEP initiations in primary care (ie, mainly men, mean age 
36·0 years, mostly living in large urban areas, less 
socioeconomically disadvantaged). Additionally, this study 
showed that prescribers were mostly GPs, less than half of 
whom were the patient’s family practitioner. In the 6 months 
after PrEP initiation, 70·8% of PrEP initiators had at least 
one renewal, most of which were made by the practitioner 
who had initiated the prescription.

Implications of all the available evidence
This study showed an increase in PrEP initiation in primary 
care during the study period linked to the initiation of PrEP by 
GPs. The user profile has not changed, suggesting that 
beyond regulatory developments, improving access to PrEP 
requires complementary actions such as training GPs in 
addressing sexual health, training health-care staff in primary 
care in less densely populated areas, and using 
teleconsultation. The high proportion of PrEP initiations not 
prescribed by the patient’s family practitioner highlights 
potential barriers of sharing sexual health concerns with 
family practitioners and the need for more awareness among 
target audiences and practitioners. A better tracking of 
biological tests required at PrEP initiation is also needed to 
confirm compliance with national guidelines.

For more on Système National 
des Données de Santé see 

https://www.snds.gouv.fr/SNDS/
Accueil

See Online for appendix

https://www.snds.gouv.fr/SNDS/Accueil
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consent are not required for studies based on the SNDS 
databases, since these data are anonymous and the 
methodology is exclusively observational. Under the 
permanent regulatory access granted to EPI-PHARE, this 
observational study was registered internally with SDNS 
(number T2022-10-428).

Study population
Using an algorithm developed by the EPI-PHARE 
team,7,15 we defined PrEP users as individuals aged 
15 years and older, receiving a dispensation of tenofovir 
disoproxil fumarate and emtricitabine alone (ie, not 
combined with a same day dispensation of another HIV 
antiretroviral drug), who did not have HIV at the time of 
dispensation. HIV infection at the time of tenofovir 
disoproxil fumarate and emtricitabine dispensation was 
defined by any of the following criteria: (1) full coverage 
of health-care expenditures due to a long-term disease-
affiliation for HIV infection diagnosis, (2) any hospital 
stay in the previous 5 years during which a primary 
diagnosis of HIV infection was recorded, (3) any hospital 
stay in the previous year during which a secondary 
diagnosis of HIV infection was recorded, (4) any 
insurance coverage for a laboratory test specific of HIV 
infection monitoring, within 12 months before and 
1 month after the date of dispensation of tenofovir 
disoproxil fumarate and emtricitabine alone, with the 
exception of HIV viral load testing, for which at least 
three reimbursements were required, or (5) at least 
three outpatient or inpatient dispensations on different 
dates of an HIV antiretroviral drug (with the exception of 
tenofovir disoproxil fumarate and emtricitabine) within 
12 months before and 1 month after the date of 
dispensation of tenofovir disoproxil fumarate and 
emtricitabine alone. Full exclusion criteria are in the 
appendix (p 3).

We included all individuals receiving a first PrEP 
dispensation in primary care settings between 
June 1, 2021, and Dec 31, 2022, with no PrEP 
dispensation before June 1, 2021. We considered all 
private practitioners and all health centres not linked to 
hospitals or sexual health centres as primary care 
settings. Health centres were identified using their 
unique identifier linked to the national nominative 
health-care facilities database.

For each individual, we registered all PrEP dispensation 
dates during the study period. Individuals covered by the 
affiliation to complementary solidarity-based health 
coverage, which is given to residents with limited 
resources, were considered as socioeconomically 
disadvantaged. The methods used to gather data on PrEP 
initiation, context, and referrals to primary care are in the 
appendix (p 4).

We collected data on biological testing for HIV 
infection, STIs (chlamydia, syphilis, and gonorrhoea), 
renal and liver functions, and the dispensation of 
nephrotoxic drugs (appendix pp 5–7) at the time of 

PrEP initiation. The coprescription of nephrotoxic 
drugs was identified by at least two reimbursements for 
the same nephrotoxic drug within 6 months before 
PrEP initiation. Finally, we collected some sexual and 
general health-care usage data such as STI (chlamydia, 
syphilis, and gonorrhoea) treatments (appendix p 8), 
reported contraceptive method, gynaecologist, procto
logist, and dermatologist consultations, and hepatitis 
A, B, and human papillomavirus (HPV) immunisation 
during the 6 months following PrEP initiation 
(appendix p 9).

Statistical analysis
We reported the overall and monthly number of PrEP 
initiators (ie, new users) in primary care over the study 
period. Continuous data were expressed as mean with 
SD or median with IQR. The plan for analysing results 
based on age category, access to general practitioner 
(GPs), qualitative variables related to social protection, 
prescribing areas, and prescriber characteristics is 
outlined in the appendix (pp 10–12). The same applies to 
screening tests, biological check-ups, use of specialist 
consultations, and the frequency of renewals according 
to reimbursement terms (appendix pp 10–11). We 

Figure 1: Monthly number of PrEP initiations in primary care (June 1, 2021 –Dec 31, 2022)
Data were obtained from Système National des Données de Santé (France). Grey shaded area shows 
95% confidence intervals. PrEP=pre-exposure prophylaxis.
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compared the sociodemographic characteristics of PrEP 
users at the time of PrEP initiation for the study period 
(June 1, 2021 to Dec 31, 2022) with a time period before 
the extension of PrEP initiation in primary care 
(Jan 1, 2020 to June 1, 2021), for which data have already 
been published (appendix p 12).7

Role of the funding source
The funder had a role in study design, data collection, 
data analysis, data interpretation, and writing of the 
report.

Results
Between June 1, 2021, and Dec 31, 2022, 13 500 individuals 
initiated PrEP in primary care (appendix p 13). 
The monthly number of PrEP initiations varied over the 
period, with an overall increase of 20% between the 
second half of 2021 (mean 654 initiations per month 
[SD 64]) and the second half of 2022 (mean 783 initiations 
per month [86]; figure 1; appendix p 14). A temporary peak 
in initiations was observed in September and October, 2022, 
with respective increases of 18·4% and 7·4% compared 
with the mean number of initiations in the second half 
of 2022 (783 initiations per month [SD 85·9]), and up to 
30·5% and 18·4% when compared with the mean number 
of initiations over the study period (710 per month [86]).

Individuals initiating PrEP were mainly men 
(12 996 [96·3%] of 13 500 individuals), with a mean 
age of 36·0 years (SD 11·8; table 1). 1012 (7·5%) of 
13 500 individuals were socioeconomically disadvantaged. 
12 (<1%) of 13 500 individuals benefited from government 
medical aid. 13 324 (98·7%) of 13 500 individuals who 
initiated PrEP lived in mainland France. 9581 (71·0%) of 
13 500 individuals lived in large urban areas with more 
than 200 000 inhabitants. 5548 (41·1%) of 13 500 individuals 
who initiated PrEP in primary care lived in the Ile-de-
France region, with 3247 (24·1%) residing in Paris. The 
global distribution of PrEP initiators is shown in figure 2. 
Individuals who initiated PrEP lived in areas with a mean 
of 4·3 GP consultations per inhabitant per year (SD 1·2; 
table 1). However, 4934 (36·6%) of 13 500 individuals lived 
in areas where access to GPs for primary care was below 
the national mean of 4·1 GP consultations per inhabitant 
per year.

The prescriber’s identifier was available for 
10 976 (81·3%) of 13 500 PrEP initiations. The remaining 
2524 PrEP initiations (2524 [18·7%] of 13 500 PrEP 
initiations) for which prescriber identification was not 
available were mainly reported at health-care centres that 
were not hospitals or sexual heath-care centres.

5125 physicians were identified as working in private 
practice, most of whom (4542 [88·6%] of 5125) were GPs. 
Of the physicians who were not GPs, dermatologists 
(67 [1·3%] of 5125 physicians), gynaecologist-obstetricians 
(62 [1·2%]), and psychiatrists (54 [1·1%]) initiated the 
most PrEP prescriptions (table 2). 4903 (95·7%) of 
5125 physicians prescribed between one and five PrEP 
initiations with nearly three-quarters (3822 [74·6%] of 
5125) prescribing a single PrEP initiation over the study 
period (appendix p 15). The mean number of initiations 
per prescriber was estimated at 2·1 (SD 7·4).

Among the 5125 physicians who initiated PrEP, more 
than half were men (3154 [61·5%]), with a mean age of 
50·6 years (SD 13·2; table 2). They mainly worked in large 
urban areas (3316 [64·7%] of 5125), with almost a third 
based in the Ile-de-France region (4398 [29·8%] of 5125; 
figure 2).

4528 (88·4%) of 5125 prescribers were so-called 
contracted medical practitioners (ie, individuals affiliated 

Individuals initiating PrEP 
(n=13 500)

Sex

Men 12 996 (96·3%)

Women 504 (3·7%)

Age, years

Mean (SD) 36·0 (11·8)

Median (IQR) 33 (27–44)

Age categories, years

≤25 2796 (20·7%)

>25–35 4822 (35·7%)

>35–45 2839 (21·0%)

>45–55 2012 (14·9%)

>55–65 854 (6·3%)

>65 177 (1·3%)

Complementary solidarity-based health coverage

No 12 488 (92·5%)

Yes 1012 (7·5%)

Government medical aid

No 13 488 (99·9%)

Yes 12 (0·1%)

Size of the urban area of residence (number of inhabitants)

<2000 1090 (8·1%)

2000 to 9999 749 (5·5%)

10 000 to 49 999 757 (5·6%)

50 000 to 199 999 1108 (8·2%)

≥200 000 9581 (71·0%)

Missing data 215 (1·6%)

APL (number of GP consultations accessible per inhabitant per year)

Mean (SD) 4·3 (1·2)

Median (IQR) 4·3 (3·5–5·1)

Localised potential accessibility categories

≤2 347 (2·6%)

3–4 4587 (34·0%)

≥5 8319 (61·6%)

Missing data 247 (1·8 %)

Data were obtained from Système National des Données de Santé (France). 
Data are n (%) unless otherwise specified. Localised potential accessibility 
describes the level of accessibility to GPs in primary care, expressed as a ratio 
between the number of GP consultations and the number of accessible visits in 
general practice per standardised inhabitant per year. PrEP=pre-exposure 
prophylaxis. APL=localised potential accessibility. GP=general practitioner.

Table 1: Sociodemographic characteristics of PrEP users at the time of 
PrEP initiation (June 1, 2021–Dec 31, 2022)
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with French social security [Sécurité Sociale]), the majority 
of whom had a fully private practice (appendix p 16). 
They prescribed a mean of 2·1 initiations per prescriber. 
Physicians who work part-time in hospital 
(259 [5·1%] of 5125 prescribers) had the highest mean 
number of PrEP initiations per prescriber (5·9 [SD 23·8]). 
When PrEP initiation prescribers and family practitioners’ 
identification numbers were both documented 
(10 525 [78·0%] of 13 500 individuals who initiated PrEP), 
PrEP was initiated by a prescriber other than the family 
practitioner in 5812 (55·3%) of 10 525 cases. Among the 
5812 people who initiated PrEP through a physician who 
was not their family practitioner, 1359 (23·4%) had 
a family practitioner who had already prescribed PrEP to 
other people over the study period.

Among the 13 500 individuals who initiated PrEP, 
9986 (73·9%) were reimbursed for an HIV test done 
between 30 days and 60 days before the first PrEP 
dispensation (appendix p 17). 8881 (65·8%) of 
13 500 individuals were reimbursed for syphilis screening 
tests and 8186 (60·6%) were reimbursed for chlamydia 
and gonorrhoea screening tests. 9160 (67·9%) of 
13 500 individuals were reimbursed for renal function tests 
and 7485 (55·4%) individuals were reimbursed for liver 
function tests. 3902 (28·9%) of 13 500 individuals were 
reimbursed for hepatitis A screening, 7600 (56·3%) for 
hepatitis B screening, and 8670 (64·2%) for hepatitis C 
screening tests. Of the 504 women who initiated PrEP, 
89 (17·7%) were reimbursed for a blood or urinary 
β-human chorionic gonadotropin dosing. Among the 
13 500 individuals who initiated PrEP, 2371 (17·6%) were 
co-medicated with at least one nephrotoxic drug.

Between June 1, 2021 and June 30, 2022, 8783 PrEP 
initiations were registered (after the exclusion of 19 people 
with HIV in the 6 months after initiation). 6216 (70·8%) 
of 8783 initiations were renewed at least once in the 
following 6 months. The mean number of renewals, 
among those with at least one renewal (n=6216) was 
3·3 (SD 1·7). At 6 months, 1897 (21·6%) of 8783 individuals 
had renewed PrEP at least five times. Since individuals 
receive a 1-month supply of PrEP with each prescription, 
these five renewals in addition to the initial dispensation 
can be interpreted as continuous PrEP use. The 
remaining 6896 (78·4%) who had less than six deliveries 
of PrEP over 6 months were considered as on-demand 
PrEP users (table 3).

20 313 renewals were registered within the 6 months 
after PrEP initiation. 17 882 (88·0%) of 20 313 renewals 
were prescribed by a GP (appendix p 18). The prescribers’ 
identification numbers were provided for both initiation 
and renewal for 14 507 (71·0%) of 20 313 cases. 
11 961 (82·4%) of 14 507 renewals were prescribed by the 
same practitioner as for initiation and the mean number 
of renewals per prescriber was 2·9 (SD 1·7). For 
individuals who initiated PrEP in health-care centres, 
1479 (56·2%) of 2632 renewals were prescribed in the 
same health centres.

Figure 2: Regional distribution of PrEP initiations (n=13 500) and prescribers (n=5125) in France 
(June 1, 2021–Dec 31, 2022)
Data were obtained from Système National des Données de Santé (France). The distribution of PrEP initiations 
according to user’s region of residence at initiation (A) and the distribution of PrEP initiation prescribers according 
to region of their main practice (B) over the study period. PrEP=pre-exposure prophylaxis.
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Among the 2931 PrEP initiators whose first prescription 
was made by the family practitioner, 2179 (74·3%) received 
a total of 7135 renewals in the 6 months following 
initiation (mean number of renewals of 3·3 [SD 1·7]), 
and 6225 (92·5%) of 7135 prescriptions were renewed by 
the family practitioner. Among the 13 500 individuals 
who initiated PrEP, 9185 individuals renewed at least 
once over the study period. In the interval between 
60 days before first renewal and 30 days after the first 
renewal dispensation, 6595 (71·8%) of 9185 individuals 
were reimbursed for HIV screening tests and 
6255 (68·1%) of 9185 individuals were reimbursed for 
renal function tests.

Between 60 days before and 6 months after PrEP 
initiation, 1573 (11·7%) of 13 500 individuals received 
a reimbursement for dermatologist consultations. Other 
reimbursed preventive measures, including consultations 
with sexologists and proctologists, condom reimburse
ments, vaccination against hepatitis A, B, and HPV, and 
treatments for gonorrhea, chlamydia, and syphilis, are 
reported in the appendix (p 20).

Between Jan 1, 2020, and June 1, 2021, similar to the 
sociodemographic characteristics of PrEP users during 
the study period, PrEP users were mainly men 
(16 216 [97·5%] of 16 636), with a mean age of 35·5 years 
(SD 11·8). 1256 (7·5%) of 16 636 were socioeconomically 
disadvantaged, and 11 993 (72·1%) of 16 636 individuals 
lived in a large urban area of more than 200 000 inhabitants

Discussion
Using comprehensive data from the SNDS, we found 
that 13 500 individuals initiated PrEP in primary care 
between June 1, 2021 and June 30, 2022 in France. The 
number of initiations increased steadily each month 
during the study period. Users were almost exclusively 
men; fewer than 10% were socioeconomically 
disadvantaged, and most lived in large urban areas. GPs 
accounted for the majority of initiations (88%). However, 
less than half of the GPs were the user’s family 
practitioner. Regarding biological tests at the time of 
initiation, reimbursements for HIV tests were recorded 
for 9986 (74·4%) of 13 500 individuals who initiated 
PrEP. Among 8783 PrEP initiators, 6216 (70·6%) renewed 
PrEP at least once in the 6 months after initiation.

During the same period, PrEP initiation by in-hospital 
or public prescribers has continued to increase,16 showing 
that the increase observed in primary care is probably not 
a transfer of PrEP initiation from hospitals to primary 
care, but rather a real appropriation of PrEP prescription 
by primary care practitioners. This has contributed to 
a 39·5% increase in PrEP initiations overall in France in 
the second half of 2022 compared with the first half 
of 2021 (ie, before the extension of prescription to primary 
care physicians), which is almost equivalent to the levels 
observed before the COVID-19 pandemic.16 We observed 
a peak of initiations in September and October, 2022, 
with increases of 30·5% and 18·4%, respectively, 

Prescribers (n=5125)

Medical specialty

GPs 4542 (88·6%)

Non-GPs 583 (11·4%)

Internists 23 (0·4%)

Infectious diseases specialists 10 (0·2%)

Dermatologists 67 (1·3%)

Gynaecologist-obstetricians 62 (1·2%)

Psychiatrists 54 (1·1%)

Other 367 (7·2%)

Sex

Men 3154 (61·5%)

Women 1938 (38·4%)

Data missing 3 (0·1%)

Age, years

Mean (SD) 50·6 (13·2)

Median (IQR) 51 (38–62)

Age categories, years

≤35 890 (17·4%)

>35–45 1180 (23·0%)

>45–55 931 (18·3%)

>55–65 1398 (27·3%)

>65–75 625 (12·2%)

>75–91 90 (1·8%)

Missing information 4 (0·1%)

Size of urban area of main office (number of inhabitants)

<2000 343 (6·7%)

2000 to 9999 505 (9·9%)

10 000 to 49 999 415 (8·1%)

50 000 to 199 999 519 (10·1%)

≥200 000 3316 (64·7%)

Data missing 27 (0·5%)

Data are n (%), unless otherwise specified. PrEP=pre-exposure prophylaxis. 
GP=general practitioner.

Table 2: Medical specialties and sociodemographic characteristics of 
PrEP initiation prescribers working in private practice 
(June 1, 2021–Dec 31, 2022)

Renewals in the 6 months after 
PrEP initiation (n= 8783)*

Number of PrEP renewals

Mean (SD) 3·3 (1·7)

Median IQR) 2·0 (2–5)

Number of renewals

0 2567 (29·2%)

1–2 2453 (27·9%)

3–4 1866 (21·2%)

≥5 1897 (21·6%)

Data were obtained from Système National des Données de Santé (France). 
PrEP=pre-exposure prophylaxis. *Individuals who initiated PrEP between 
June 1, 2021, and June 30, 2022; 19 people with HIV were excluded.

Table 3: Number of PrEP renewals in the 6 months after PrEP initiation 
(June 1, 2021–Dec 31, 2022) 
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compared with the mean number of initiations during 
the study period (710 per month). This peak in the 
number of initiations could be explained by the impact of 
the mpox (formerly known as monkeypox) vaccination 
campaign, which took place between July and August, 2022, 
during the epidemic and helped raise awareness of PrEP. 
However, this peak was not sustained.

A previous study was done on the use of PrEP in France 
between 2016 and June, 2021 (ie, before the extension 
of first prescription to primary care) using the SNDS.7 
When we compared the sociodemographic characteristics 
of PrEP users between our study period and an equivalent 
18-month period from these previous data, we identified 
no major differences. As observed during the study 
period, over an 18-month period before June 1, 2021 (start 
of extension to primary care), most users were men 
(97·5% before extension not primary care vs 96·3% after 
extension to primary care), with a mean age of 35·5 years 
(vs 36 years after extension), living in a large urban area 
(72·1% before extension vs 71·0% after extension), with 
a minority being socioeconomically disadvantaged 
(7·5% before vs 7·5% after extension). With the extension 
of PrEP initiation to all physicians, health-care authorities 
expected to reach not only a larger, but also a more 
diverse population. However, we observed that the PrEP 
user profile remained similar to that before June, 2021, 
with a minority of women and people with socioeconomic 
disadvantages or living in rural areas. The low 
representation of women among PrEP users contrasts 
with HIV epidemiological data and the target populations 
who need PrEP in France. 31% of incident HIV infections 
in 2022 in France were in women and 97% of infections 
were sexually acquired.17 Therefore, a greater increase in 
the percentage of women among PrEP users would be 
expected if the population profile of PrEP initiation is 
diversifying in line with the epidemiology of HIV in 
France. This is consistent with other countries, such as 
the USA, where a study reported a lower PrEP-to-need 
ratio (ie, the number of PrEP users divided by new HIV 
diagnoses) among women than men.10 In Belgium, until 
2021, PrEP users were exclusively men (99%).11,12 Another 
contrast between the need for PrEP and its actual use is 
observed at geographical level. The French overseas 
territories are areas with the greatest need for PrEP as 
they had the highest rates of incident HIV infections 
in 2022,17 but this is where the level of PrEP initiations is 
lowest (1%) and remained as low as before June 2021.7 
For mainland France, excluding the Île-de France region, 
where the HIV notification rate and PrEP initiation levels 
are the highest, substantial heterogeneity exists.17

In primary care, most physicians are GPs and are 
usually the family practitioners. In our study, although 
the PrEP initiation prescribers were mostly GPs, more 
than half of individuals who initiated PrEP saw a GP 
other than their family practitioner for initiation. This 
highlights the reservations users might experience in 
discussing sexual health issues with their family 

practitioner. A study that evaluated the barriers to PrEP 
prescription among GPs in one region of France reported 
that the scarcity of information about the patient’s sexual 
behaviour was one of the main barriers to prescribing 
PrEP for 53% of the GPs surveyed.18 The same study also 
surveyed PrEP users and more than half declared that 
they do not like to discuss their sexuality with their GPs. 
The knowledge about PrEP of family doctors, also studied 
in other countries, might represent a barrier to 
prescription.18,19 Remote consultations for PrEP could 
help, in particular, to enable certain individuals to enter 
and remain in medical care follow-up (ie, helping to 
facilitate PrEP prescription for some); this point has 
been discussed previously.20,21 In the French PrEP 
prescription guidelines, biological tests such as HIV and 
renal function must be done before prescription, and 
testing for STIs, hepatic function, and pregnancy is 
recommended.22,23 The completed tests were not always 
traceable in the SNDS. As a result, we cannot conclude 
that PrEP users for whom these tests were not recorded 
in the SNDS did not benefit from them. This issue was 
reported in a previous study that evaluated HIV testing 
in the month after PrEP initiation, with 36% of PrEP 
users without reimbursement for an HIV test tracked in 
the SNDS data.15 Regarding renal function monitoring, it 
was not possible to assess the risks associated with 
nephrotoxic drugs prescribed in the study. Evidence from 
the WHO Programme for International Drug Monitoring 
suggests that the risk of drug interactions between PrEP 
and non-steroidal anti-inflammatory drugs, antibiotics, 
steroids, and medications that are frequently prescribed 
in primary care is low. Nevertheless, prescribers should 
be aware of these potential interactions and monitor 
renal function appropriately.

In the 6 months after PrEP initiation, 70·6% of initiators 
had at least one renewal, with a mean of 3·3 renewals. 
Regarding PrEP renewals, prescriptions in primary care 
remained similar to those before June, 2021.7 The PrEP 
schedule (ie, on demand vs continuation vs mixed PrEP) 
was not clear in this study, but the 21·6% of PrEP users 
who renewed PrEP at least five times can be considered as 
continuous PrEP users. This rate is lower than that 
reported for continuous PrEP users (30%) when PrEP was 
mainly prescribed in hospital and sexual health-care 
centres.7 Since appointments in primary care are easier to 
obtain, it is easy to refer to GPs to obtain an on-demand 
PrEP prescription quickly, which could explain the high 
proportion of on-demand PrEP in our study. A previous 
study24 in France showed that 49·5% of PrEP users opted 
for on-demand PrEP dosing, which could explain the low 
number of renewals observed in the 6 months after PrEP 
initiation. Additionally, we found that a high proportion 
(82·4%) of PrEP follow-ups were performed by the 
initiating prescriber, whether or not this was the users’ 
family practitioner. 56·2% of renewals for individuals who 
initiated PrEP in health centres were prescribed in the 
same health centre. Since most of the facilities in France 

For more on the WHO 
Programme for International 
Drug Monitoring see https://
who-umc.org/about-the-who-
programme-for-international-
drug-monitoring

https://who-umc.org/about-the-who-programme-for-international-drug-monitoring
https://who-umc.org/about-the-who-programme-for-international-drug-monitoring
https://who-umc.org/about-the-who-programme-for-international-drug-monitoring
https://who-umc.org/about-the-who-programme-for-international-drug-monitoring
https://who-umc.org/about-the-who-programme-for-international-drug-monitoring
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had few PrEP prescribers, we can assume that the same 
prescriber made these renewals. The proportion of PrEP 
prescriptions made by the same prescriber in private 
health centres is therefore lower than that observed for 
private practice outside health centres.

The use of the SNDS, which is a comprehensive 
database covering more than 99% of residents in France, 
enabled us to describe the number of initiations, their 
evolution over the 18-month period and their spatial 
distribution, and the characteristics of users and 
prescribers in the whole country. Additionally, we used 
an algorithm based on SNDS data to define PrEP users, 
the validity of which was established in a previous study.5 
To our knowledge, our study is the first to provide data on 
PrEP initiation and use in primary care on a national 
scale since the extension of the initial prescription of 
PrEP to all physicians, including primary care 
prescribers. Several studies have assessed PrEP in 
primary care, but focused on the willingness to prescribe25 
or barriers to prescribing18 and did not provide data on 
actual prescribing in primary care. Other studies have 
identified factors associated with PrEP persistence, 
including in primary care settings.26

However, our study has some limitations. Since the 
SNDS data provide only data on health expenditures 
per patient, there is therefore no data available on the 
actual PrEP consumption by the beneficiaries. Notably, the 
validity of the PrEP use definition was consolidated in 
a previous study.7 Similarly, PrEP tablets can be provided 
for free in sexual health facilities, and these deliveries are 
not recorded in SNDS data. Therefore, people who had 
previously received PrEP delivery in a sexual health care 
centre, and then switched to pharmacy delivery following 
a primary care prescription would be recorded in SNDS 
data as having a first dispensation of tenofovir disoproxil 
fumarate and emtricitabine. Therefore these people might 
have been erroneously considered as PrEP initiators in our 
study. However, these situations are infrequent and 
probably only affect a small number of centres and 
occasional dispensation rather than all PrEP dispensations.

Considering our algorithm for defining HIV infection, 
which has already been used in other published studies5,7 
and which combines multiple identification parameters, 
the inclusion of people living with HIV among PrEP 
users seems unlikely. The SNDS database does not 
contain information on sexual behaviour, or information 
allowing the identification of transgender people or sex 
workers, hindering the analysis of these important 
groups. No data were available to identify populations at 
risk of HIV, such as data on recent migrant status, which 
would have enabled us to better characterise the study 
population. However, we used the variable affiliation to 
government medical aid, which enabled the identification 
of undocumented immigrants. Our study did not include 
long-acting injectable PrEP, which could be of particular 
interest to some people who are less likely to adhere to 
a daily oral regimen, because cabotegravir was not yet 

authorised in France during the study period. In the 
SNDS, people who benefit from government medical aid 
have a temporary identification number that changes 
when they become legal residents, making it difficult to 
follow up these individuals over time in the database. 
This might have contributed to underestimation of the 
number of renewals within 6 months of PrEP initiation. 
However, government medical aid beneficiaries 
represented less than 1% of our study population, 
limiting this underestimation.

This study described the national roll-out of PrEP 
initiation in France, since its extension to all prescribers 
in June, 2021, using comprehensive data from SNDS. 
The number of initiations steadily increased over the 
study period. However, the profile of users remained 
similar to that observed before the extension to primary 
care. Although GPs were most often the prescribers, the 
high rate of PrEP initiation not carried out by the user’s 
family practitioner highlights potential barriers to 
sharing sexual health concerns with family practitioners. 
Extending PrEP to women and socioeconomically 
disadvantaged people will require increased awareness 
among target users and practitioners.

Our study, in addition to the 2023 French epidemio
logical survey,17 offers crucial insights for improving PrEP 
accessibility. In particular, regional and territorial analysis 
could help advance the following: (1) a so-called social 
marketing approach—ie, targeted communication 
adapted to specific profiles to offer PrEP to populations 
identified as exposed and underusers of PrEP (eg, 
individuals who do not access PrEP due to social 
inequalities in health, including geographical, gender, or 
racial inequalities, and men who have sex with men who 
are distant from the lesbian, gay, bisexual, and transgender 
community and do not consider themselves to be at risk 
and eligible for PrEP); (2) the implementation of diverse 
prevention strategies, including PrEP, as early as possible 
in the life course of newly arrived migrant populations; 
(3) programming a targeted analysis of overseas territories; 
(4) identifying factors related to low persistence; (5) the 
continuation of awareness programmes to encourage 
vigilance among family practitioners for identifying PrEP 
indications within their patient population.
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