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Abstract
Prior research has highlighted the impact of the COVID-19 pandemic on HIV prevention services within the U.S., but few 
studies have explored this impact through an exploratory, qualitative lens. In this study, we sought to highlight the voices of 
young sexual minority men (YSMM) 17–24 years old and explored the perceived impact of the pandemic on HIV prevention 
among a diverse, nationwide sample of YSMM who participated in synchronous online focus group discussions between 
April and September 2020. Forty-one YSMM described the negative effects of the COVID-19 pandemic on HIV testing and 
prevention services, including limited and disrupted access to HIV testing, HIV pre-exposure prophylaxis (PrEP), and HIV 
post-exposure prophylaxis. COVID-19-related challenges were compounded by ongoing, pre-COVID-19 barriers experienced 
by YSMM in the U.S. For instance, many YSMM relocated back home with family, causing men to avoid HIV prevention 
services for fear of outing themselves to relatives. YSMM also worried about placing their family at increased risk of COVID-
19 by attending clinical appointments. YSMM who did seek HIV prevention services, including access to PrEP, experienced 
significant barriers, including limited appointment availability and services not tailored to YSMM. Further efforts are needed 
to support YSMM re-engaging in HIV prevention during and after the COVID-19 era.

Keywords  HIV · Pre-exposure prophylaxis · Sexual minority men · Men who have sex with men · COVID-19 · Sexual 
orientation

Introduction

On March 11, 2020, the World Health Organization (WHO) 
first declared the transmission of novel coronavirus SARS-
CoV-2, the virus which causes COVID-19, a pandemic, after 
the virus had spread rapidly around the world since the first 
reports from Wuhan, China, in December 2019 (John Hop-
kins Center for Systems Science and Engineering, 2021). 
Since then, local and state governments have tried to curb 
new infections and deaths by encouraging social distanc-
ing and mask wearing, which has negatively affected inter-
personal relationships (Nelson et al., 2020; Sanchez et al., 
2020) and access to essential services including preventive 
and emergency services (Richards et al., 2020). Given dec-
ades of health and social research, it is expected that changes 
in health care services and interpersonal functioning will 
disproportionally impact sexual minority men (SMM) in 
comparison with their heterosexual counterparts. While 
there is limited information on specific consequences of 

 *	 Steven A. John 
	 sjohn@mcw.edu

1	 Department of Psychology, Marquette University, 
Milwaukee, WI, USA

2	 Center for AIDS Intervention Research, Department 
of Psychiatry and Behavioral Medicine, Medical College 
of Wisconsin, 2071 N. Summit Avenue, Milwaukee, 
WI 53202, USA

3	 Department of Psychology, San Diego State University, 
San Diego, CA, USA

4	 Department of Systems, Population and Leadership, 
School of Nursing and The Center for Sexuality and Health 
Disparities, University of Michigan, Ann Arbor, MI, USA

5	 Institute for Health and Equity, Medical College 
of Wisconsin, Milwaukee, WI, USA

http://orcid.org/0000-0002-1316-3920
http://crossmark.crossref.org/dialog/?doi=10.1007/s10508-021-02166-7&domain=pdf


304	 Archives of Sexual Behavior (2022) 51:303–314

1 3

the COVID-19 pandemic on SMM, some studies show that 
measures of discrimination and psychological distress are 
pervasive and higher than observed in community sam-
ples (Kneale & Becares, 2020). COVID-19 public health 
responses may also present a significant challenge for the 
HIV prevention and care continuums, with reduced access 
to HIV testing, linkage to prevention, and care services and 
HIV pre-exposure prophylaxis (PrEP) initiation (Ridgway 
et al., 2020). Because of these challenges and the COVID-
19 containment priority, many healthcare services have 
had to adapt, with telemedicine or virtual health being the 
most widely recognized platforms (Mann et al., 2020). With 
these changes, it is unclear how the COVID-19 pandemic has 
impacted HIV prevention and services and how it will alter 
future care and prevention.

SMM experience a disproportionate burden of HIV inci-
dence in the USA, accounting for 69% of new infections in 
2018 with significant disparities by race and ethnicity (CDC, 
2018). Black or African American and Hispanic or Latinx 
SMM account for 37% and 30% of new infections, respec-
tively (CDC, 2018). Additionally, there are age group differ-
ences, with individuals 13–24 years old accounting for 25% 
of new infections among SMM (CDC, 2017a). In order to 
remain knowledgeable about their HIV status and congru-
ent with Centers for Disease Control and Prevention (CDC) 
recommendations (CDC, 2017b), individuals often rely on 
regular testing at local clinics and medical offices, many of 
which decreased their patient load or closed at the start of 
the pandemic. Since these services became limited beginning 
in March 2020, there was a significant reduction in testing 
among SMM (Stephenson et al., 2021).

Simulation modeling indicates the potential for 
increased HIV incidence attributable to disruptions in HIV 
prevention services. Jenness et al. (2020) simulated the pro-
jected incidence of HIV among SMM in two scenarios over 
an 18-month period after the start of the pandemic. In their 
study, scenario one was simulated based on if individuals 
exhibited a reduction in sexual behavior concurrent with a 
reduction in sexual health services. The second simulation 
was a scenario in which SMM did not change their sexual 
behavior but did experience a reduction in sexual health 
service utilization. In scenario one, they found that there 
would be an overall reduction in HIV incidence, where 
decreased sexual encounters offset the decreases in clinic 
availability. In scenario two, there was an overall increase 
in HIV incidence attributable to decreased clinical ser-
vices. Between March and May 2020, researchers reported 
SMM 14–17 years old engaged in fewer in-person sexual 
encounters and identified a 10% increase in virtual/video 
sex (Nelson et al., 2020). Researchers also identified a 
reduction in sexual behavior among SMM between Febru-
ary and June 2020, but there was also a decrease in avail-
ability for HIV services including access to PrEP (Pampati 

et al., 2021), aligning with reports of diminished access to 
HIV post-exposure prophylaxis (PEP) (Junejo et al., 2020).

In 2021, almost a decade prior to the start of COVID-19, 
the US Food and Drug Administration approved the use of 
PrEP for HIV prevention (U.S. Food and Drug Administra-
tion, 2012), adding another biomedical tool to combat the 
HIV epidemic beyond treatment as prevention and PEP. 
Whereas non-occupational PEP is a three- or four-drug 
regime of antiretrovirals administered within 72 h after a 
potential HIV exposure recommended by the CDC since 
2005 (CDC, 2017c; Smith et al., 2005) to reduce the risk 
of HIV seroconversion (Mayer et al., 2017), PrEP in its 
current form is a once-daily pill regime supported by CDC 
prescribing guidelines to be taken before HIV exposure 
events (CDC, 2017c). While fewer than 12% of HIV-nega-
tive or unknown status SMM have reported taking PEP in 
their lifetime (John et al., 2021), there was a 470% increase 
in PrEP uptake in individuals over 16 years old, predomi-
nantly among cisgender men, between 2014 and 2016 
(Ya-lin et al., 2018). Nonetheless, fewer than one-in-four 
SMM (inclusive to both cisgender and transgender men) 
reported taking PrEP, with significantly fewer Black and 
Latinx SMM reporting current PrEP use compared to white 
SMM (Holloway et al., 2017; John et al., 2019; Zarwell 
et al., 2020). CDC guidelines recommend HIV/STI testing 
at quarterly intervals for clinicians to refill PrEP (CDC, 
2017c), and this has been identified as a major area of bur-
den among SMM during COVID-19 (Sanchez et al., 2020).

Early surveys of SMM indicated major disruptions to 
sexual health services resulting from the COVID-19 pan-
demic. In one study, 22.6% of participants 15–24 years old 
reported difficulty obtaining HIV testing (Sanchez et al., 
2020). Additionally, another study found that among SMM 
currently prescribed PrEP, 32% of their study population 
did not have an HIV test in the previous three months, with 
20% reporting difficulty obtaining a test (Pampati et al., 
2021). To curb these challenges to obtaining HIV test-
ing and prevention services during COVID-19, the CDC 
recommended clinicians order home-collected samples 
from approved laboratories, prescribe 90-day PrEP sup-
plies instead of the regular 30-days, and offer telehealth 
services if possible or refer to other clinics that have the 
capabilities (CDC, 2020). The CDC also recommended 
oral swab HIV self-testing as an alternative option with 
the caveat of its lower sensitivity for detecting acute infec-
tions (CDC, 2020). Nonetheless, only brief accounts of the 
impact of COVID-19 have been reported to date, with few 
studies exploring the impact of the pandemic through an 
exploratory, qualitative lens. As such, we sought to high-
light the voices of young SMM (YSMM) 17–24 years old 
and explored the impact of the pandemic on HIV preven-
tion among a diverse, nationwide sample of YSMM who 
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participated in online focus group between April and Sep-
tember 2020.

Methods

Participants and Procedures

As described previously (Hong et al., 2021; screening data), 
participants were recruited online from social media and 
men-for-men geosocial networking apps between March 
and September 2020 to participate in one of nine online syn-
chronous focus group discussions (FGDs) about their general 
experience with HIV prevention during COVID-19. Primary 
recruitment images featured two men, with young couples of 
various race/ethnicities across images designed to oversam-
ple Black and Latinx YSMM. Fraudulent responses to the 
screening survey were minimized by excluding any infor-
mation on eligibility criteria from study advertisements and 
referral mechanisms, using the “prevent ballot box stuffing” 
feature in Qualtrics to prevent multiple responses, offering no 
incentive for completion of the brief (~ 5 to 10 min) screening 
survey and its associated online consent procedure, and using 
a delayed invitation procedure for the online FGDs to avoid 
attempts at determining the study’s eligibility criteria (Tei-
tcher et al., 2015). To further ensure data integrity, duplicates 
were checked using a procedure of comparing contact infor-
mation (i.e., name, email, phone number) and IP addresses.

To be eligible to participate in an online FGD, partici-
pants were required to: (1) be 17–24 years old; (2) identify 
as male (including transgender men); (3) report one or more 
male sexual partners in the past 6 months, including those 
who identified as transgender; (4) self-report HIV-negative 
or unknown status; (5) report sexual behavior meeting CDC 
guideline criteria for PrEP (CDC, 2017c), which included 
the past-6 month behavior of recent bacterial sexually trans-
mitted infection, condomless anal sex (CAS) with a casual 
male partner, CAS with an HIV-positive or unknown status 
main partner, or CAS with an HIV-negative main partner 
who reports CAS with other male partners; and (6) reside in 
the US. Individuals who screened eligible received an email 
invitation to participate. Eligible participants who replied to 
our email invitation were then asked to complete an online 
consent procedure. Agreement-to-participate was obtained 
through a guided procedure using Qualtrics that described the 
study’s purpose, procedures, and other critical components. 
Participants were encouraged to email or call to get clarifica-
tion on any questions prior to continuing, and several partici-
pants emailed with questions about privacy protections. Par-
ticipants then completed a brief quiz as a capacity-to-consent 
procedure to ensure adequate comprehension of the critical 
components of consent, including the voluntary nature of the 
study, risks and benefits to participation, and confidentiality 

of all data collected. Participants then agreed to participate 
online, and a copy of the study’s informational letter was 
emailed to the address of their choosing. A waiver of guard-
ian permission was obtained for those considered minors. 
Participants were then scheduled for upcoming online group 
chat(s), with 6–12 individuals invited per group.

Synchronous online focus groups were administered by 
a team of 2–3 researchers via online chat. Specifically, we 
used the real-time web-based meeting client Adobe Connect 
for the online group chats, which allowed between-partici-
pant anonymity with pre-selected usernames during consent 
and no video recording. This method for conducting focus 
groups has been found to increase discussion regarding sen-
sitive topics while maintaining fidelity of themes identified 
compared to in-person focus group discussions previously 
(Reisner et al., 2018; Woodyatt et al., 2016). Online focus 
groups were about 90 min in duration, and participants were 
compensated with a $40 e-gift card. All text data were saved 
for analysis. All study procedures were approved by the Insti-
tutional Review Board of the Medical College of Wisconsin.

Focus Group Content

Using a semi-structured focus group guide, we sought to 
understand barriers and facilitators to increase access to HIV 
testing in the context of the COVID-19 pandemic. Content 
areas included (1) general healthcare utilization patterns and 
behaviors prior to COVID-19, (2) impact of COVID-19 on 
HIV testing throughout stages of the pandemic, (3) attitudes 
about and experiences with biological approaches to HIV 
prevention (i.e., PrEP, PEP), (4) perceived barriers to HIV 
testing and biomedical HIV prevention, and (5) adapted 
virtual health care initiatives for sexual minority men. We 
explicitly asked about direct occurrences of healthcare 
engagement before and during the pandemic and new health 
care initiatives to inform effective and adaptive resources in a 
post-pandemic environment. Example semi-structured inter-
view guide questions applicable to this analysis included: “If 
you wanted to get PrEP right now, how do you think COVID-
19 would impact your ability to get a prescription? What 
would you do?” and “If you wanted to get PEP today, tell us 
how you would do that given the impact of COVID-19?”.

Data Analysis

Descriptive statistics were used to characterize the sample 
using screening survey data. Transcripts were initially coded 
using MAXQDA, a qualitative analysis software using a 
combination of deductive and inductive coding to catego-
rize the data (Saldana, 2014). Codes were identified by the 
first author, trained in qualitative methods using a three-stage 
analytic coding strategy including open, axial, and selective 
coding (Corbin & Strauss, 1997). First, a list of a priori codes 
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was developed in advance by the first and last author on topics 
addressed by the focus group guide. Codes were created by 
noting overlapping themes in the transcripts and developing 
code definitions that represented the data. Each transcript was 
coded and reviewed separately to ensure adequate applica-
tion of codes. During the initial analytic phase, each ana-
lyst separately coded the same randomized transcript with 
the final codebook and inconsistencies were discussed until 
agreement was reached. The final codebook included barriers 
and facilitators to HIV testing and prevention efforts during 
the COVID-19 pandemic and changes in sociodemographic 
characteristics (including housing, relationship status, rural/
urban setting and differences in health care). Coded focus 
groups were then analyzed using thematic content analysis 
(Braun & Clarke, 2006) to highlight patterns and identify 
meaning of the data by the first and senior author.

Results

Recruitment activities identified 133 YSMM eligible for our 
online focus groups. Of the 118 who provided contact infor-
mation and were invited to participate, 55 consented and 41 
participated in an online FGD. Nine FGDs were conducted 
spanning April–September 2020, with 3–7 participants in 
each group. Focus group participants were predominantly 
(85.4%) cisgender men and self-identified as gay (65.9%) or 
bisexual (29.3%). Average age of participants was 21.0 years, 
with 36.6% of the sample being under 21 years of age and five 
participants (12.2%) who were 17 years old. Sample majority 
was Black (26.8%) or Latinx (29.3%), and about half (53.7%) 
reported their relationship status as single. Participants were 
geographically represented from all four US Census regions, 
and 78.1% were recruited from social media. By PrEP use 
status, 22.0% of participants were currently taking PrEP, and 
17.1% were former PrEP users. Three participants (7.3%) 
reported prior PEP use in their lifetime. Full sample charac-
teristics are provided in Table 1.

Excerpts from the nine focus groups are used below 
to demonstrate four primary themes: (1) HIV prevention 
engagement before COVID-19, (2) impact of COVID-19 on 
HIV testing, (3) biomedical HIV prevention, and (4) changes 
in housing status and income during the pandemic.

HIV Prevention Engagement Before COVID‑19

In an effort to characterize how the COVID-19 pandemic has 
impacted HIV prevention, we initially sought to understand 
how YSMM experienced accessing preventive health care 
prior to COVID-19. Although extensive research has docu-
mented HIV health care services among YSMM (Quinn et al., 
2019; Siegler et al., 2018; Zapata et al., 2020), it was impor-
tant for us to document preventive health care engagement 

as a form of comparison to the impact of the pandemic on 
HIV prevention. Community and personal health were often 
central to HIV prevention, as young men described the need 
to test frequently for HIV and seek LGBT affirmative health 
care services with supportive providers.

FG 1; P1: Getting tested for HIV is extremely impor-
tant, not only for my own personal health but to protect 
those that I am with sexually. Also, HIV symptoms can 
be dormant for months or years, so it’s important to be 
tested once every three months to be safe and stop the 
spread.
FG 5; P2: HIV testing can prevent unmitigated spread 
of the virus in our communities. If I test positive, I 
can inform previous partners and improve my safer sex 
practices with future partners.

These sentiments were raised and discussed in other 
groups and were consistent throughout. Participants felt 
they were informed about the potential risk of HIV infec-
tion, and how they could be actively involved in testing and 
education in order to reduce their personal risk. Yet, they 
described ongoing barriers to access, in both HIV testing 
and PrEP. While young men generally were able to access 
these services, they also described significant challenges or 
perceived barriers, in which they were not immediately able 
to get tested or get on PrEP, were treated unfairly, and/or were 
unwilling to seek services. This was evidenced by experi-
ences shared by other participants.

Interviewer: What are some reasons why getting tested 
for HIV is important? What barriers to HIV testing have 
you or others experienced?
FG 3; P4: Some barriers and deterrents for testing 
would probably be the stigma around being positive, 
homophobia in healthcare, and the shame factor - espe-
cially if you’re having unprotected sex or have a lot of 
sex partners. Also, people in rural and/or more con-
servative areas may struggle to get access to low-cost 
testing.
FG 1; P3: I have experienced discrimination from 
doctors when I have been tested for HIV. I was told I 
"needed to stop doing this to myself" (referring to hav-
ing unprotected oral sex with men) after going to the 
same Urgent Care to get tested after a couple of times.

Descriptions of mistreatment and inadequate access 
frequently included experiences of discrimination, lack of 
transportation, medical mistrust, anxiety, the availability of 
quality and affordable community-based care, and homon-
egativity. For example, much like described above, another 
participant described fear about disclosing his sexual orien-
tation to his provider because he did not want his doctor or 
family to find out. Similarly, another participant discussed 
reduced access to health care because he was still on his 
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parent’s health insurance and they did not know about his 
sexual orientation. Some young men discussed how, because 
of their racial identity and the deep rooted homonegativity in 
the Black community, they were unequipped to navigate their 
sexual health or were fearful of being further discriminated 
against by their own community.

FG 9; P6: Well, the black community has a distorted 
ideal on what masculinity and manhood is. It’s a 
straight man only. However, gay is seen as feminine. 
There’s no way I can be a black man and a gay man at 
the same time.

In addition to social and cultural challenges, there were 
a significant number of young men who discussed negative 

perceptions and stigma related to PrEP. Such attitudes have 
shaped norms about HIV health care, the acceptability of 
these services, and as a result, a lack of engagement with 
PrEP. Participants in focus groups three and five discussed 
discrimination from their provider, which has continued to 
impact their patient-provider interactions.

FG 3; P7: I went to an Urgent Care and the nurse and 
doctor both ridiculed me on my "lifestyle" and number 
of partners and the fact that I came in every 3 months 
to get tested.
FG 5; P8: I would be afraid of being discriminated 
against by my healthcare provider because of my ori-
entation. Some healthcare providers have said they will 

Table 1   Demographics characteristics of young sexual minority men (n = 41)

Percentages may not add up to 100 due to rounding

Continuous variables M SD

Age (range 17–24) 21.0 2.5

Categorical variables N %

Gender identity
Cisgender man 35 85.4
Transgender man 6 14.6
Race/ethnicity
Black, non-Hispanic 11 26.8
Latinx or Hispanic 12 29.3
White, non-Hispanic 14 34.2
Multiracial/another 4 9.8
Sexual orientation
Gay 27 65.9
Bisexual 12 29.3
Queer 2 4.9
Relationship status
Single 22 53.7
Partnered 19 46.3
Pre-exposure prophylaxis (PrEP) use status
Never 25 61.0
Prior PrEP use 7 17.1
Current PrEP use 9 22.0
Post-exposure prophylaxis (PEP) use history
Never 38 92.7
Prior PEP use 3 7.3
Region
Midwest 12 29.3
Northeast 11 26.8
South 12 29.3
West 6 14.6
Recruitment source
Social media 32 78.1
Men-for-men geosocial networking apps 9 22.0
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not cover bisexual men for PrEP or HIV related medica-
tion because they also have sex with women.

In every group, at least a few participants had similar 
experiences of being mistreated that limited their ability to 
access HIV-preventive services. It is important to highlight 
that regardless of these experiences, many of the men we 
interviewed felt a responsibility to access prevention services 
to protect their own health and the health of their communi-
ties and were able to navigate these barriers and find HIV 
prevention out of their own accord.

Impact of the COVID‑19 Pandemic on HIV Testing

Throughout each focus group, participants described restric-
tions that created significant barriers to accessing HIV testing 
services. Such experiences shaped the availability of qual-
ity and LGBT affirmative community-based care, with more 
severe and persistent challenges for Black and Latinx men. 
In light of federal, state, and local orders to socially isolate in 
order to reduce the risk of COVID-19, a significant number 
of men in this study reduced their vulnerability to HIV as a 
result of decreased occurrences of sexual behavior.

FG 1; P1: I rather stay home and not have sex than risk 
getting COVID-19.
FG 1; P2: Depends who you are, but I am no longer 
sexually active because I am living at home with par-
ents and staying home.
FG 1; P3: I won’t risk getting a virus from going to get 
tested for another one.

There was a similar discussion in focus group two:

FG 2; P4: I wouldn’t get tested; I would wait until 
COVID settles down.
Interviewer: How do people weigh the risk of HIV 
with COVID-19?
FG 2; P5: Now definitely wouldn’t be the time to be 
going out a lot or increasing your sexual network. Both 
in terms of transmitting/catching HIV and transmitting/
catching COVID.

Public health ordinances mandated closure of non-essen-
tial businesses to minimize the risk of COVID-19 within 
communities. Participants in all groups reported that their 
sexual network became smaller—primarily within the earlier 
focus group interviews conducted in April and June. It is 
important to highlight that this was for several reasons. First, 
many participants discussed the very real and possible threat 
of COVID-19 and did not want to risk “one virus” to test 
for another “virus” or potentially being exposed from sexual 
partners. For those who were willing to engage in continued 
sexual activity during the pandemic and/or test for HIV, some 

discussed the secondary fear and guilt they felt as a result of 
their potential exposure:

Interviewer: Has COVID-19 changed your sex lives 
much? If so, how?
FG 4; P5: I also feel guilty during the times that I do 
hookup w/ other guys via apps like Grindr and Jack’d 
just b/c I have the fear of catching COVID and spread-
ing it.
FG 6; P6: I haven’t tried to get tested since the pan-
demic started and I wouldn’t feel comfortable entering 
the clinics/offices during this time anyways.
FG 5; P7: Since COVID, leaving the house to meet 
guys has been such an anxious and scary thing to do.
FG1; P8: As for changes with COVID-19, I am not as 
sexually active as I was before this all started.

Furthermore, some men also discussed meaningful 
changes to current HIV testing and counseling services and 
provider interaction(s). For instance, one participant in focus 
group seven expressed that he was told not to come into the 
hospital for HIV-related services:

FG 7; P9: I tried to get tested a couple months ago at 
the clinic and the nurse told me that it would be better 
not to go because the pandemic.

Other participants in other focus groups described the 
impact of COVID-19-related outpatient clinic restrictions 
on their intent to receive voluntary HIV testing:

Interviewer: How has COVID-19 impacted your abil-
ity to get HIV testing?
FG 4; P10: omg getting it was such a production. I went 
to this place called Red Door clinic in the Twin Cities, 
but I wasn’t "high risk" enough, so they basically said 
sorry you wasted your time try Planned Parenthood 
instead.
FG 1; P11: Doctors are trying to reduce the number of 
patients coming in person unless absolutely necessary. 
I haven’t tried to go get tested, but knowing this, I feel 
they would turn me away if I just wanted to get a test
FG 1; P12: I had to do more to get tested, testing cent-
ers are more appointment only, and there’s less trans-
portation available to appointments, and so on.
FG 2; P13: It has impacted my ability to test because 
doctors’ offices are either flooded [with patients] or 
closed.
FG 6; P14: I’ve tried to get tested but the center I usu-
ally go to was not accepting appointments

Although several participants in the groups understood 
why clinics might need to take additional precautions to 
reduce the spread of COVID-19, they still expressed con-
cern about their individual risk for HIV. Context was also 
important; for YSMM in rural settings these challenges 
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were compounded by significant changes to their housing 
and transportation.

FG 5; P15: I live in a conservative rural community 
and have to drive a long way to a supportive care 
facility, I just choose to not take PrEP at all right now 
because of the frequent required visits.
FG 7; P15: Back home I live in a rural and conserva-
tive community, I would need to go to the city to get 
tested and it would need to be a safe place for me.

It is important to note that some of the larger, more 
urban-based community clinics were able to accommo-
date for COVID-19-related challenges and were thus able 
to resume HIV testing and counseling. For example, for 
those clinics that were able to continue their services, they 
were able to implement the use of HIV self-testing and tel-
ehealth as pivotal mechanisms to provide evidence-based 
services.

FG 5; P16: My clinic has reduced testing and doesn’t 
do in person visits. However, they’ve continued test-
ing on a request basis, and as always, we do our own 
swabs and samples, just submit them.
FG 7; 17: I went to a different location because my 
doctor’s office was closed due to COVID. I wore a 
mask the whole time, it was very socially distanced. 
They gave me a self-testing kit and told me on the 
spot.
FG 8; P18: My clinic is still doing remote (Zoom) 
appointments at the moment (as far as I’m aware), 
but then they have us come in to have samples col-
lected for testing with special precautions.

As with any new health care initiative, some noted 
challenges with virtual appointments. For example, one 
participant in focus group four discussed logistical issues 
with his virtual appointment for HIV testing:

FG 4; P19: The logistics were really frustrating with 
the virtual visit because I think they were still work-
ing out the kinks. They cancelled on me 30 minutes 
after my appointment was supposed to start, and then 
didn’t have availability for about a week after that.

As such, lack of in-person care presented challenges 
to continuing HIV prevention, further compounding pre-
pandemic challenges with HIV prevention accessibil-
ity. Unfortunately, the need for these testing services is 
unchanged. Interestingly, there were gradual changes in 
risk, such that in the initial focus groups conducted dur-
ing the beginning of the quarantine in April, there were 
notable decreases in sexual relationships reported by par-
ticipants, but men in FGs in August and September 2020 
reported similar sexual behavior before the pandemic 
began.

Impact of the COVID‑19 Pandemic on Biomedical HIV 
Prevention

In addition to significant challenges with HIV testing 
and counseling, PrEP services were also disrupted both 
in maintenance and initiation. Although several partici-
pants were on PrEP, they experienced barriers to attend-
ing appointments, receiving refills, and/or obtaining their 
quarterly testing. Men in focus groups three and five, for 
example, discussed how they had to discontinue their PrEP-
use because of the pandemic.

FG 3; P1: I couldn’t get PrEP filled because my 
appointment was cancelled because of the pandemic.
FG 5; P2: When I feel comfortable to start having 
casual sex again, I will restart PrEP and get the stand-
ard battery of STI tests again, including restarting 
regular HIV testing.

In addition to men who were already on PrEP, some men 
who were possibly interested in initiating PrEP services 
discussed social and structural barriers to PrEP and health-
care. Many focus group participants who had to relocate 
back to their family homes because of the pandemic were 
reluctant to start PrEP, often citing their parents’ disap-
proval of their “lifestyle” or not being “out” to their imme-
diate family.

FG 6; P3: I think starting PrEP would be difficult 
now, depending on the amount of initial testing one 
would need. I also think that it could be difficult to 
do a telehealth appointment in a household that one 
is not out to.
FG 1; P4: I have never taken PrEP. What concerns me 
most about PrEP right now is that I had to move back 
home, and I can’t hide it.

These experiences were compounded by the immedi-
ate and ongoing threat of COVID-19. It is thus possible to 
suggest that due to the impact of COVID-19 on an already-
strained health system, PrEP services have been further 
pushed back as a result of both fear and structural challenges.

Interviewer: Tell us more about why you stopped tak-
ing PrEP during COVID-19.
FG 5; P6: I’m not having as much casual sex because I 
live with older family now. For me it wasn’t an issue to 
stop this to mitigate my bringing more COVID risk in 
our home. If I lived alone or with other young healthy 
friends, I might still be having sex and taking it.

These challenges also extend to a similar biomedical pre-
vention tool, PEP. As was previously noted, PEP requires 
immediate intervention to be most effective. Unfortunately, 
given the added restrictions due to the pandemic, it may be 
more difficult to access this method in an emergency setting.
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FG 1; P7: Correct me if I am wrong, but I under-
stood that PEP could also be obtained in emergency 
rooms. Currently that would be very difficult given the 
COVID-19 pandemic.
FG 6; P8: Could I go the ER for PEP during COVID? 
or would I just get judged since people are even more 
ashamed to ask for PEP than they are for PrEP. There 
is often more shame in having a risky sexual encounter.
FG 8; P9: I probably could not get PEP on time for it 
to work during COVID.
FG 8; P10: I really would not know where to start if 
I wanted to get PEP during COVID. I would be too 
embarrassed to go into a hospital for that during a pan-
demic.
FG 9; P11: I would be concerned about the PEP win-
dow-period and getting it on time with all of the hospi-
tal changes because of COVID.

Moreover, according to a participant in focus group six, he 
had initial interest in beginning to take PrEP, but because of 
both reduced access to a community-based clinic and sexual 
stigma, he ultimately decided to “postpone” his decision to 
begin PrEP until COVID-19 restrictions are lifted. This con-
versation reflects the underlying conflict in navigating co-
occurring epidemics and how such interactions can impede 
the successful dissemination of preventive services.

Changes in Housing Status and Income 
during the Pandemic

It is important to highlight the severe socioeconomic impact 
experienced by some gay men and other SMM due to 
COVID-19 and the response to this pandemic. Responses in 
our focus group indicated that there were substantial changes 
in income and housing that directly and indirectly affected 
HIV testing and access to other preventive services, such as 
PrEP and PEP. Our data indicate that some respondents had 
to relocate back home with their immediate or extended fam-
ily to combat the financial strain of the COVID-19 pandemic.

FG 3; P1: Since I moved back home, the main bar-
riers have been getting to a testing center without my 
parents knowing and also general transportation to the 
testing center.
FG 6; P2: I can’t easily lie to my parents about where 
I’m going and then get tested. I almost never leave the 
house, so I can’t get tested at all. It was so easy to get 
tested before COVID-19 when I didn’t live at home all 
the time.

These young men highlighted an important issue. Par-
ticipants reported (or felt that) they were at heightened HIV 
risk as SMM, yet they are not readily able to access pre-
ventive resources because of changes in their housing, as 

noted throughout some FGDs. In every group, at least a few 
participants had similar experiences of having to move back 
home since the beginning of the pandemic, and there was 
nearly universal recognition that such experiences affected 
their ability to access HIV testing for a number of reasons. 
For instance, in focus group eight, one participant noted that 
their family was unaware that he was sexually active, and 
therefore would not be able to get tested without having to 
hide it to some extent since he now lived at home with family. 
Participants also generally noted they were unable to access 
testing or engage in sex because they did not want to place 
their family members at heightened risk for COVID-19 by 
going to the clinic or expanding their protection bubble.

FG 7; P3: If I was in dire need of a test, I would have to 
tell my parents that I was going out to get tested. I have 
a 2- and 7-year-old in the house so we are being very 
cautious with COVID19. I suppose I could at-home 
test, but I have never done one before and wouldn’t 
know where to get one.
FG 4; P4: I now live w/ my mom who is 63 (and it has 
been said that older people can’t fight corona off as 
easily as younger people).
FG 8; P6: Yeah, I have messaged with guys a little 
when I am bored but if they start actually trying to 
invite me over or something, I usually stop messaging 
because my family is taking COVID pretty seriously.

As demonstrated in these responses, there are signifi-
cant barriers to accessing HIV testing and counseling for 
young men who relocated due to the pandemic. In addition 
to changes in housing, there were negative economic impacts 
experienced by men due to COVID-19, which had substantial 
effects on PrEP use decision-making. For instance, many 
men in our sample reported loss of employment and antici-
pated reductions in income, and cost is a well-established 
structural barrier to PrEP and the auxiliary clinic services 
required (e.g., quarterly HIV/STI testing). This is further 
demonstrated in focus groups five and nine:

FG 9; P7: Without insurance PrEP would be 2k a 
month which is insane, and I can’t do that right now.
FG 5; P8: I took PrEP until the start of the pandemic. 
Truvada. The cost is ridiculous without insurance. I still 
have my dad’s killer insurance, otherwise I’m not sure 
the manufacturer coupon would be enough to afford it 
especially without a job anymore.

YSMM highlighted the consequence of moving away 
from colleges and universities on HIV-preventive services 
as a result of the pandemic. Some men in our study were 
dependent on affirmative and more affordable health care ser-
vices offered by their school, and given the closures of these 
spaces, many men were then unable to readily access testing 
or PrEP-related services they were accustomed to receiving.



311Archives of Sexual Behavior (2022) 51:303–314	

1 3

FG 7; P9: My college not offering testing made it more 
expensive and cumbersome, but thankfully I have insur-
ance. I realized however, how much I depended on my 
college’s clinic. They can even prescribe me with PrEP.
FG 9; P: 10: Haven’t gotten HIV tested since March 
when school shut down and I moved back home due 
to COVID.

Further compounding the cost barriers associated with 
PrEP are the direct and indirect consequences of the COVID-
19 pandemic. Some individuals in this study did not have 
access to their own medical insurance, had to relocate, or 
had their incomes reduced, which were significant barriers 
to continuing or initiating PrEP. As such, only eight of the 41 
participants (22%) were currently using PrEP, despite every-
one in the sample meeting CDC criteria for PrEP.

Discussion

The purpose of our study was to determine the perceived 
impact of the COVID-19 pandemic on HIV prevention among 
a U.S. nationwide sample of HIV-negative or unknown status 
YSMM, with an additional aim to understand barriers and 
facilitators to HIV testing and prevention during the pan-
demic. Notable advances have been achieved with the intro-
duction of PrEP and other prevention efforts toward reducing 
HIV incidence, but the COVID-19 pandemic threatened to 
undermine progress by exacerbating existing barriers to HIV 
testing. As COVID-19 continued to spread around the world 
for more than a year at the time of this paper, it is likely 
that the pandemic and the response to it will influence these 
disparities and access to HIV-preventive services. It was evi-
dent in our focus groups that the COVID-19 pandemic, to 
date, caused significant challenges for HIV prevention that 
extended beyond changes due to quarantine and community 
containment measures. Rather, much of these young men’s 
challenges to HIV testing and prevention was rooted in exist-
ing structural barriers (e.g., lack of transportation, poverty, 
location of biomedical resources) and experiences of, or 
anticipated, rejection from family. This study was therefore 
intended to provide a guide for future intervention amidst 
global changes and challenges from COVID-19 and to serve 
as a foundation for additional research.

As has been documented in previous research, medical 
mistreatment, inadequate access, HIV-related anxiety, and 
homonegativity contributed to structural and cultural barri-
ers that make it difficult for YSMM to access HIV-preventive 
services (Doll et al., 2018). As demonstrated in each focus 
group, these barriers were exacerbated by the COVID-19 
pandemic. For instance, throughout each focus group, there 
were general changes to community-based care and HIV-pre-
ventive clinics, such as closures and changes to services (e.g., 

virtual appointments, reduced capacity, and at-home test-
ing). These findings are consistent with published research 
reporting disruptions to HIV and sexual health services in 
the USA during the pandemic (Junejo et al., 2020; Pampati 
et al., 2021; Ridgeway et al., 2020; Stephenson et al., 2021).

YSMM discussed COVID-related fear as an additional 
barrier for HIV testing. As one participant noted, he would, 
“not risk a virus from going to get tested for another one.” 
As expected, some men also discussed meaningful changes 
to current HIV testing and counseling services and provider 
interactions. Compared to previous HIV testing experiences, 
in-person testing in clinics and emergency rooms were sig-
nificantly limited or impossible as “routine” testing was 
not recommended given the heightened risk of COVID-19. 
Consequently, some men described that they were either 
turned away from the clinic or had to seek additional ser-
vices in other settings as a result of ongoing changes to the 
health care system. It has been well documented that most 
new HIV transmissions are linked to people who become 
newly infected but are unaware of their HIV-positive status 
(Skarbinski et al., 2015). These challenges were magnified 
as the COVID-19 pandemic impacted these pivotal preven-
tion mechanisms.

Challenges resulting from the COVID-19 pandemic also 
extended to biomedical prevention including access to PrEP 
and PEP. Although extensive measures were put in place to 
accommodate COVID-19-related changes in PrEP-use, men 
noted various challenges in connecting with PrEP and PEP 
during the pandemic. It was well documented since before 
the pandemic that telehealth could be a suitable mechanism 
to connect people with PrEP (John et al., 2017; Touger et al., 
2019), yet as discussed by men in our study, there were nota-
ble barriers to virtual appointments. For instance, some men 
described that it was impossible to attend a virtual appoint-
ment for HIV prevention, as they did not have the necessary 
privacy to safely discuss sexual behaviors. As PrEP requires 
ongoing testing for prescription, it was also noted that due 
to changes in their addresses and moving in with relatives 
who may not approve or know of their sexuality, they were 
not able to attend their typical appointments and instead, for 
example, were going to wait until they were able to move 
back to their college-setting where culturally competent care 
was readily accessible. Our results align with patient and 
clinic-based reports of reductions in HIV and STI testing dur-
ing the pandemic (Hill et al., 2021; Stephenson et al., 2021), 
and while telehealth was successfully used to support contin-
ued PrEP use for some during the pandemic (Hill et al., 2021; 
Rogers et al., 2021), our data lead us to believe YSMM may 
have suffered disproportionately from disruptions to clinic-
based care given their unique living circumstances and con-
fidentiality concerns.

Our data highlight the significant changes in housing 
experienced by SMM in our study due to COVID-19 and 
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the response to it. Many men had to relocate back home with 
their families during the pandemic and reported losses in 
income. These changes indirectly affected access to HIV test-
ing and PrEP-use by underscoring existing structural and 
cultural barriers to health care. Many have also raised the 
alarm that they were unaware of alternative HIV-preventive 
services, such as where to access PEP, which are novel strat-
egies to decrease the prevalence of HIV. Indeed, we show 
that this pandemic impeded uptake of HIV testing in areas 
already most impacted by lower access to affirmative health 
care services. These circumstances were further compounded 
by YSMM relocating back home to live with families, which 
created new barriers to alternatives of virtual-based appoint-
ments because of concerns about disapproval or outing them-
selves to their family. These findings align with reports from 
younger, adolescent SMM aged 14–17, who experienced 
added burden and deleterious impact on mental health from 
stay-at-home orders because of issues associated with pri-
vacy and confidentiality related to their sexuality (Nelson 
et al., 2020).

Young men in this study also expressed an overwhelming 
burden of additional work to receive HIV-related services—
unique findings not previously reported. For instance, one 
participant noted that he had to schedule several appoint-
ments and had to visit three clinics in order to be seen for 
PrEP. Another participant described how his appointment 
was canceled due to COVID-19 and had to wait several weeks 
for an additional appointment. For men without access to 
transportation and who fear rejection, HIV-preventive care 
was near impossible given the growing threat of COVID-
19 infection and the global response to it. Thus, it is not 
surprising that young men would decide to postpone their 
decision to test for HIV or initiate PrEP. The data presented 
here demonstrate how COVID-19 may lead to a spike of HIV 
infection, especially coupled with data reporting reengage-
ment of sexual activity as the pandemic extended onward 
and barriers to HIV prevention services in other samples of 
SMM (Pampati et al., 2021; Stephenson et al., 2021). Moreo-
ver, prior reports documented disruptions to biomedical HIV 
prevention during the pandemic (Hong et al., 2021; Junejo 
et al., 2020; Pampati et al., 2021; Stephenson et al., 2021), 
and our findings uniquely illustrate with their voices the chal-
lenges some patients faced seeking affirming HIV prevention 
services during the middle part of 2020 amidst the COVID-
19 pandemic.

There have been recent efforts in the USA to attempt to 
incorporate advances in HIV-preventive and PrEP services to 
respond to COVID-19 (Shoptaw et al., 2020) in order to limit 
the gap of HIV testing during the pandemic. Some of these 
strategies were identified by men in our FGDs, such as the 
use of HIV self-testing and mobile outreach services during 
various stages of the pandemic. Yet, these initiatives require 
significant investment and infrastructure and may be difficult 

to implement within communities that have reduced access to 
care and are less informed and/or supported. As previously 
discussed, there was a universal decrease in HIV healthcare 
utilization, and while COVID-19 vaccination efforts have 
improved these outcomes throughout the USA, it is likely that 
there will be longstanding challenges to HIV care and preven-
tion (Pampati et al., 2021; Stephenson et al., 2021). As noted 
in our FGDs, many YSMM received care through telehealth, 
and recommendations for future research are to develop a 
metric that will measure and guide virtual care improve-
ment, delineate for whom telehealth helps improve access 
and any indirect consequences of expansion post-pandemic, 
and removal of insurance reimbursement barriers built on a 
framework of clinic-based care. Additional research is also 
recommended to improve health disparities among people 
of color and rural communities lacking proximity to a health 
center in their community. This may include special provi-
sions for patients who lack access to the internet or confi-
dential space. There may also be opportunities to enlist local 
communities in supporting HIV self-testing, given that many 
YSMM noted barriers at home that limited their ability to 
engage in home-based HIV testing. Nonetheless, the COVID-
19 pandemic has allowed for rapid expansion of innovation to 
support HIV prevention and care delivery (Armstrong et al., 
2021), yet further efforts are needed to support these initia-
tives for long-term benefit.

Limitations

Our research is not without limitation. First, we only used 
online strategies for recruitment and data collection as an 
ethical way to minimize the risk of COVID-19 among our 
participants; as such, generalizability of our findings should 
be limited to YSMM with internet access. Nonetheless, both 
recruitment and online focus group procedures were acces-
sible for individuals with smartphone-only internet access, 
whereby reducing some access concerns. No participants 
had connectivity issues that could not be resolved. Second, 
focus groups were conducted using a chat-based format, 
which could have limited focus group facilitators’ ability to 
use non-verbal cues to guide additional probing. However, we 
believe this effect to be minimal regarding the identification 
of themes when compared to in-person FGDs (Reisner et al., 
2018; Woodyatt et al., 2016).

Conclusion

Forty-one YSMM described the negative effects of the 
COVID-19 pandemic on HIV testing and prevention services, 
including limited and disrupted access to HIV testing, PrEP, 
and PEP. COVID-19-related challenges were compounded by 
ongoing, pre-COVID barriers experienced by YSMM in the 
USA. For instance, many YSMM relocated back home with 
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family, causing men to avoid HIV prevention services for fear 
of outing themselves to their families. YSMM also worried 
about placing their families at increased risk of COVID-19 by 
attending clinical appointments. YSMM who did seek HIV 
prevention services including access to PrEP experienced 
significant barriers, including limited appointment availabil-
ity and incompetent services for YSMM. As such, further 
efforts are needed to support YSMM re-engaging in HIV 
prevention during and after the COVID-19 era.
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