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Background: 
High coverage of pre-exposure prophylaxis (PrEP) will reduce HIV transmission and 
help end the HIV/AIDS pandemic. However, PrEP users face challenges, including 
long-term adherence. 
 
Methods: 
We systematically searched CINAHL, Embase, Emcare, Global Health, Medline, 
Scopus, and PsychINFO for peer-reviewed studies, with no date restrictions. We 
extracted data on the proportion of people who stopped and then restarted PrEP, 
reasons for restarting and strategies to support people restarting PrEP. We used a 
random-effects meta-analysis to pool estimates of restarting.  
 
Results: 
Of 988 publications, 30 unique publications were included: 27 reported the 
proportion restarting PrEP, and of these, 7 also reported reasons for restarting PrEP, 
while 3 publications reported only on the reasons for restarting PrEP. For the meta-
analysis, most studies were from high-income countries (17/27, 63%) or the United 
States of America (USA) (15/27, 56%). Overall, 23·8% (95% CI: 15·9-32·7, 
I2=99·8%, N=85,683) of people who stopped PrEP restarted PrEP. There was a 
lower proportion of restarting in studies from middle-income countries compared to 
high-income countries (adjusted odds ratio (AOR) 0·6, 95% CI: 0·50 - 0·73, P-value 
<0·001). There was higher restarting in studies from Africa compared to the USA 
(AOR 1·55, 95% CI: 1·30 – 1·86), heterosexual populations compared to men who 
have sex with men or transgender women (AOR 1·50, 95% CI: 1·25 – 1·81, P-value 
<0·001), and in studies defining restarting as those who had stopped PrEP for >1 
month compared to those who stopped <1 month (AOR 1·20, 95% CI: 1·06 – 1·36, 
P-value <0·001). Reasons for restarting PrEP included perceived higher risk for HIV 
acquisition and removal of barriers to access PrEP. 
 
Conclusion: 



 

The proportion of people restarting PrEP is generally low, with substantial variation 
across countries and populations. We need to understand the motivations and 
contextual factors influencing restarting PrEP and the support systems to enable 
restarting PrEP. 
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