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Improving HIV and STI Prevention and 
Care for Heterosexuals

Adopting a Sexual Health 
Framework and Expanding Services 
Capacity Offers an Opportunity to 
Improve Overall Health

Preventing HIV transmission and ending HIV as a public 
health threat entails not only identifying and focusing 
on the populations with the greatest burden of HIV, 
but also groups that could be overlooked by looking at 
case counts alone. For example, heterosexual women 
make up roughly half of the population and account for 
seventeen percent of new cases,1 indicating that they 
are a significant source of new cases and must remain 
a priority. But this also masks the disproportionate 
impact of HIV on heterosexual Black and Latine women 
as they account for roughly 56% and 22.5% of cases, 
respectively, among heterosexual women in 2024.2 
Heterosexual men also make up close to half of the 
U.S. population but carry a much lower burden of HIV. 
Nonetheless, they accounted for roughly eight percent 
of all new HIV cases in the U.S. in 2024, with large 
disparities among Black and Latine men.3 Despite this, 
heterosexual men receive very limited HIV messaging 
and services tailored to them. Addressing their 
prevention and care needs is critical both to protect 
their health and to interrupt a cycle of transmission 
with women. 

HIV is a sexually transmitted infection (STI), but public 
health programs often have handled HIV separately 
and differently than other STIs, even though the 
behaviors and modes of transmission for HIV and other 
STIs overlap. The Centers for Disease Control and 
Prevention (CDC) estimates that at any given time, one 
in five U.S. adults has an STI.4 Additionally, when one or 
both partners has an STI, it increases the likelihood of 
HIV transmission (see figure on page 2). 

Effectively dealing with HIV and other STIs requires 
dealing with sex. American society, however, often 
struggles with forthright discussions about sex and 
sexuality. Public dialogues are often narrowly focused 
on what is appropriate to teach adolescents and young 
adults in the context of school-based sexuality education 
(i.e. sex ed). Too many adults across the lifespan, 
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however, do not have a complete understanding of what 
it means to be sexually healthy and this can limit their 
enjoyment of a healthy sex life throughout adulthood 
and it can weaken interpersonal relationships. 

In 2021, the National Academies of Sciences, 
Engineering, and Medicine (NASEM) released a 
consensus report commissioned by the CDC, Sexually 
Transmitted Infections: Adopting a Sexual Health 
Paradigm.5 This report sought to review the latest 
evidence for addressing STIs. The report organized 
its recommendations around four action areas that 
also can be used to improve HIV and STI prevention 
and care for heterosexuals: 1) Adopt a holistic sexual 
health paradigm, i.e. we need to move away from 
a narrow focus on testing and treating infections 
and integrate HIV and STI prevention and care into 
a broader framework of increasing sexual health; 2) 
Broaden ownership and accountability for responding 
to STIs; 3) Bolster existing systems and programs for 
responding to STIs; and 4) Embrace innovation and 
policy change to improve sexual health. 

Broadening ownership for sexual health means 
expanding responsibility beyond sexual health clinics 
and even beyond clinical settings. Indeed, if there is 

IMPACT OF STIs ON HIV ACQUISITION 
AMONG HETEROSEXUALS

Sexually transmitted infections (STIs) significantly 
increase HIV acquisition and transmission risk. The 
numbers below are derived from a meta-analysis of 
32 studies and estimate how much the presence of 
an STI increases the likelihood of HIV acquisition in 
heterosexual adults.

Source: Wilkerson AM, Tao J, Chan PA. Sexually Transmitted Infections and 
Risk of Human Immunodeficiency Virus Transmission. Curr HIV/AIDS Rep. 
2025;22:40 (Table 1), “Times more likely” = relative risk (RR). 

one single thing that has contributed to the success of 
the HIV movement, it is the central role of community 
leadership in advancing effective policies. In some 
cases, community stakeholders need to create avenues 
for engagement with women and men together and 
sometimes it requires approaches for men and women 
separately from each other. 

Within clinical settings, clinical practice offers very 
little for heterosexual men except for symptomatic 
testing and treatment. There are no screening 
guidelines that call for regular or periodic screening of 
sexually active heterosexual men. Compounding this, 
the expansion of screening guidelines typically would 
require robust surveillance data which is currently 
under acute threat from federal funding cuts that have 
already eliminated key CDC STI surveillance capacity.6 
This reflects a broader gap in the health care system 
that fails to provide whole person care for males 
after adolescence when routine vaccinations and 
pediatric preventive care generally taper off. There 
are almost no routine preventive care touchpoints for 
men until much later in life when routine colorectal 
and prostate cancer screenings are recommended. 
As a result, many engage with the health system only 
when they have a sports injury, an acute concern 
or clear symptoms. This symptom-driven pattern 
of care is poorly suited to STI prevention because 
many infections in men are asymptomatic and can be 
transmitted without awareness.7 

Among women, STIs are often much more likely 
to lead to serious and persistent harm, including 
negative impacts on fertility.8 Moreover, there is a 
growing crisis of perinatal transmission of STIs to 
newborns. From 2015 to 2024, the annual number 
of congenital syphilis cases increased from 495 to 
nearly 4,000 [an increase of 700%].9 Congenital 
syphilis is very serious and can lead to blindness, 
lifelong disability, and death of the newborn. Several 
interconnected failures drive this gap. Nationally, 
the most missed prevention opportunities were 
inadequate maternal treatment despite timely 
diagnosis (30.7%) and lack of timely prenatal care 
(28.2%).10 Among pregnant people with timely syphilis 
identification, more than two-thirds were inadequately 
treated due to inappropriate antimicrobial selection, 
dosing errors, or insufficient interval before delivery, 
compounded by ongoing national shortages of 
benzathine penicillin G, the only recommended 
treatment.11 Every case of congenital syphilis should 
be a sentinel event that results in concerted efforts to 
identify and address the system failures that led to it. 

This may be an inopportune moment to describe new 
actions to improve the quality of HIV and STI services, 
given the significant funding pressures facing health 
systems and the decline in insurance coverage. A 
potential countervailing development, however, is 
that the fields of HIV and STI prevention and care are 
currently producing critical innovations in technology 
that are making progress more achievable. This 



SHARE OF HIV DIAGNOSES IN THE U.S.

HIV DIAGNOSES

Share of all new HIV diagnoses in the U.S. attributed 
to heterosexual contact, 2024. 

Sources: CDC HIV Diagnoses, Deaths, and Prevalence: 2026 Update, released 
May 18, 2026. 

includes longer-acting HIV prevention and treatment 
that can support durable adherence,12 doxycycline as 
post-exposure prophylaxis (DoxyPEP) that has been 
shown to be effective among men who have sex with 
men (MSM) and for which researchers are examining 
its potential for reducing syphilis and chlamydia among 
heterosexuals,13 as well as a range of home-collection, 
self-tests and point-of-care tests for syphilis and other 
STIs that can increase access to testing, give users 
more options for when and how to test themselves, 
and, in the case of accurate point-of-care diagnostics, 
facilitate faster and more targeted treatment 
while reducing unnecessary reliance on syndromic 
management.14 Vaccines also offer expanding promise. 
HPV vaccination remains underutilized in the U.S. 
despite proven effectiveness, while investigational 
mRNA candidates for HSV-2 and a dedicated 
gonorrhea vaccine hold promise for the future. In this 
environment, there are three areas particularly ripe for 
policy attention.15

1. COMMUNITY ROLES FOR  
BOLSTERING SEXUAL HEALTH

Sexual health is an essential component of health, yet 
it is often overlooked in the way society and health 
systems define health. Too often, health is divided 
into physical health and mental health, while sexual 
health, which is deeply connected to both, is treated 
as a secondary concern or ignored altogether. Sexual 
health entails more than remaining free from STIs. 
It requires physical health to maximize the ability 
to engage and enjoy sex and mental health so that 
individuals can form emotional connections and have 
the ability to make sound, informed decisions that are 
often integral to positive sexual engagement. One’s 
sexual needs and desires naturally evolve and change 
over one’s lifetime, and sexual health requires helping 
individuals to safely and ethically seek to fulfill their 

needs. Additionally, there are facets of sexual health 
that have gained a newfound appreciation as society 
gains greater equality between men and women. The 
growing attention paid to sexual assault and sexual 
abuse call for integrating ideas and practices to ensure 
consent and respect among partners and to focus on 
sharing pleasure and satisfaction within a relationship 
and re-imagining sex as more than a transactional 
activity. The clinic cannot be the primary place where 
the language and understanding of sexual health 
among heterosexuals is defined and disseminated. Key 
actions by community stakeholders and institutions are 
essential to increasing sexual health for all populations 
including heterosexual men and women:

POLICY ACTION:

New approaches are needed to increase 
sexual health literacy for parents, young 
people, and people across the lifespan.

Greater attention and new resources are needed to 
increase sexual health literacy and give people more 
skills to adopt and promote healthy sexual behaviors. 
While there is an evidence-base that supports 
comprehensive, age-appropriate sexuality education, 
given the lack of consensus over teaching sex-ed to 
young people, a more productive additional focus 
could be giving parents greater knowledge and skills 
for guiding their children as they become sexually 
aware and progress into adulthood. It also has the 
benefit of helping these adults in their own lives. This 
could be operationalized in a variety of ways, including 
through new partnerships between health departments 
and parent-teacher associations. 

Additionally, a variety of approaches and interventions 
are needed to increase sexual health literacy among 
adults. The NASEM report recommends 1) partnering 
with faith institutions, 2) engaging local businesses 
through community-based participatory research, 3) 
training and supporting lay health advisers and, 4) 
reaching minoritized and marginalized groups using 
street-based and alternative venue outreach. All of 
these areas merit deeper exploration. Sexual health 
messaging must extend across the lifespan. More than 
half of the 1.1 million people living with diagnosed HIV 
in the United States are over age 50, highlighting the 
importance of reaching older people.16   

POLICY ACTION:

Culturally grounded interventions and 
programs that reach beyond clinical settings 
can improve sexual health for specific 
communities.

Given the cultural and other factors that make honest 
and open discussions about sex challenging, the most 



meaningful opportunities for engaging with various 
groups of people to discuss sexual health are often 
deeply grounded in cultural practices and in places 
where shared history and experience have already 
built trust among group members. For people in 
recovery, it may be through members of Narcotics 
Anonymous (NA) or other approaches to recovery 
where common history has created an openness to 
discussing how sex fits into their lives and how to 
seek this in a way that maximizes health and mutual 
satisfaction. For others, it could be social groups, such 
as sororities and fraternities, membership in a labor 
union, or even in the workplace. Earlier in the HIV 
epidemic, CDC supported a program called Business 
Responds to AIDS (BRTA) that later expanded with 
a component called, Labor Responds to AIDS.17 One 
aspect of the program was to develop toolkits that 
created forums for discussion of HIV prevention. This 
type of model could be adapted to expand knowledge 
about STIs, screening and treatment options, and 
to foster improved sexual health. It also can create 
opportunities for employers to integrate sexual health 
services in their employee assistance programs.

POLICY ACTION:

Heterosexual men need to be deliberately 
brought into dialogues and policies about 
sexual health. 

One of the most important actions is to recognize 
the need to focus on sexual health for heterosexual 
men. Further, nearly half of all sexually-acquired cases 
of HIV among heterosexual men occur among Black 
men, yet Black men remain largely ignored in HIV 
programming, policy implementation, and research.18 
More attention should be paid to social media 
outreach. While this approach can be questioned 

SCREENING GUIDELINES ARE  
INADEQUATE FOR WOMEN AND ABSENT 
FOR HETEROSEXUAL MEN

Current U.S. screening guidelines for HIV and 
STIs are inadequate for heterosexual women and 
offer virtually no routine screening pathways for 
heterosexual men. 

•	 CDC’s STI Treatment Guidelines contain no 
screening recommendations for chlamydia or 
gonorrhea for heterosexual men.

•	 There is no universal or age-based pathway for 
syphilis screening. 

•	 HIV screening for heterosexuals defaults to a 
one-time "opt-out" standard. 

•	 Trichomoniasis has no routine screening 
recommendation for heterosexual men at all. 

in terms of reach and impact, when done right, it 
could be an important part of a broader engagement 
with men. Further, social media also creates more 
options for reaching a broader array of individuals 
with shared cultural and other connections without 
needing to broaden messages and dialogues to 
achieve mass appeal. In person engagement, however, 
is also critically important. For many men, Black men 
in particular, the barbershop is often a place where 
group members come together for social engagement 
as much as receiving a fresh cut. Again, experience 
with HIV has shown how this can be beneficial. Health 
departments or other public health entities recruited 
a network of barbers and provided them with basic 
HIV education and in some cases skills-based training 
on how to engage in HIV education.19 The intention 
was not to create a script to follow, but to provide 
an already trusted community member with the 
information needed to provide factual information in a 
way that fosters dialogue about HIV testing, prevention 
and care. This type of model could be valuable with 
respect to sexual health. The same model also can be 
adapted to different social and civic groups ranging 
from sports leagues to faith-based men’s groups to Elk 
and Moose lodges and other social clubs where men 
are accustomed to engaging primarily with other men. 
Additionally, community-based approaches such as 
“walk with your doctor” or information booths in malls 
and other public spaces can serve as informal ways of 
introduction and tools to build and strengthen trust in 
healthcare.20

2. REVISING GUIDELINES AND 
EMBRACING TECHNOLOGY 

The best medical care is often driven by 
standardization and evidence. Research examines 
which interventions are effective and the best way 
to use them in clinical care. Through a need to limit 
unnecessary health spending, to assist providers in 
focusing on the most urgent and relevant issues to 
promote health, and to keep patients engaged by 
not trying to do too much in a clinical visit, clinical 
practice guidelines and best practices are developed to 
standardize care. Health plans and clinics may be asked 
to report compliance with these guidelines, and this 
may cause them to organize the delivery of services 
around providing care consistent with these guidelines. 
Guidelines already prompt providers to routinely 
check vital signs and screen for critical health issues, 
asking about mood, depression, and other markers of 
well-being as a matter of course. The problem with 
practice guidelines for primary care is that they are 
wholly inadequate when it comes to STI prevention 
and care. And when providers have limited time for 
each individual patient encounter, sexual health and 
HIV and STI education and assessment are often given 
short shrift. The reluctance of many physicians and 
other providers to take a sexual history can inhibit 
what is often a foundational opportunity to address 
sexual health in the clinic by establishing a baseline of 



information that can be supplemented and built upon 
over the course of a provider/patient relationship. 

Even in sexual health clinics or with specialized 
providers who are knowledgeable and comfortable 
with delivering sexual health services, there are 
major gaps in the guidelines that shape practice. CDC 
guidelines call for persons 13-64 to be screened for 
HIV at least once over the course of their lifetime.21 For 
syphilis, CDC guidelines focus on risk-based screening 
and some local jurisdictions recommend at least 
one lifetime screening for syphilis for heterosexual 
women and men.22 Routine screening is recommended 
for persons considered to have high risk, such as 
individuals who have multiple partners or a history 
of STIs, MSM, people with HIV, and persons in high 
prevalence settings such as correctional institutions. 
There are no current chlamydia or gonorrhea screening 
recommendations for heterosexual men, except for 
those in high-risk settings such as correctional facilities 
or high prevalence clinics.22 Even when heterosexual 
men and women access health care, providers do not 
always assess sexual behaviors, exposures, or STI/HIV 
risk in a consistent way. When these conversations 
do occur, they may be framed in ways that feel 
judgmental, rushed, or not culturally responsive. 
This can discourage disclosure and lead to missed 
opportunities for screening, prevention, and treatment.

For chlamydia and gonorrhea, CDC recommendations 
are aligned with USPSTF recommendations. USPSTF 
A and B graded recommendations have met a high 
evidence standard, and for most types of insurance, 
they must be provided without cost-sharing to 
the individual. USPSTF chlamydia and gonorrhea 
guidelines call for annual screening up to age 24 for 
sexually active heterosexual women and for women 
with higher risk age 25+ such as those with multiple 
partners or with a history of STIs.23

Additionally, USPSTF guidelines call for HIV, syphilis, 
gonorrhea, chlamydia and Hepatitis B and C screening 
during pregnancy at the first prenatal visit.24 CDC 
further recommends third-trimester screening for 
syphilis and in some cases at delivery, as well as third-
trimester screening for HIV and gonorrhea for persons 
with high-risk behaviors. 

New tools and technological innovations are being 
introduced that can assist primary care in providing 
more and higher quality sexual health services: 

POLICY ACTION:

New HIV and STI reduction goals for 
heterosexual women, men, and newborns  
are needed.

One of the successful elements of various iterations of 
the National HIV/AIDS Strategy and the Ending the HIV 
Epidemic (EHE) initiative was that they set measurable, 

time-phased targets for improvement along the 
HIV prevention and care continua. This approach is 
applicable at the national, state, local, and clinical 
levels. A component of the EHE was the development 
of the HIV AHEAD dashboard.25 What is needed now 
are HIV and STI goals that can be used to motivate 
policy action and measure progress over time at each 
of these levels from the clinic to the nation.

POLICY ACTION:

Updated guidelines are needed for screening 
for HIV and STIs for heterosexual men and 
women at different life stages and with 
differing exposure profiles.

There are large variations in the prevalence of STIs in 
different populations and the differences in screening 
recommendations for different groups are not inherently 
problematic. Indeed, gay and bisexual men comprise 
roughly two percent of the population and account 
for two in three new HIV diagnoses and one in two 
primary and secondary syphilis cases.26,27 Prevalence 
of both conditions in heterosexual men is much lower. 
Therefore, if guidelines appropriate for MSM were 
applied to all men, it would waste resources and divert 
provider and patient attention from what are more 
likely higher priority health issues. This illustrates that 
even good national guidelines must be supplemented 
with additional guidance and accountability standards 
for different populations and local needs, including 
differences in chlamydia, gonorrhea, syphilis, and 
other STI prevalence among various communities. 
Federal regulators, insurers, and professional societies 
of practicing providers need to come together and 
develop more informed guidance for individual 
providers and for practitioners in specific communities. 
For example, routine screening for syphilis, 
gonorrhea, and chlamydia may not be warranted for 
all heterosexual men, but in communities with high 
prevalence, it could be recommended, at a minimum, 
annually. Or, simple guidance could be developed to 
help primary care providers to ask questions about 
sexual history and sexual networks to indicate and 
document the need for more routine screening.

POLICY ACTION:

More implementation science research is 
needed to increase uptake of sexual health 
services and innovative technology.

One of the most important actions needed to 
better prevent and treat STIs is to invest more in 
implementation science research that is tailored to 
specific communities and populations, including 
subpopulations of heterosexual men and women. This 
need is especially acute as biomedical innovations, 
including user-controlled screening tests and longer-



acting prevention tools and treatments, offer the 
potential to improve outcomes. This depends, however, 
on developing interventions in a way that supports 
their sustained use.

3. RE-INVESTING IN SEXUAL  
HEALTH CLINICS 

Adequate funding for a national network of public 
sexual health clinics is woefully lacking. This is part 
of a much larger problem of inadequate funding for 
public health overall. Whereas states have primary 
responsibility for public health under the Constitution, 
over time, the federal government has assumed a 
much greater responsibility for financing public health 
through insurance coverage through programs such 
as Medicaid, Medicare, CHIP, and subsidizing coverage 
in the Affordable Care Act’s marketplaces, as well as 
through discretionary public health grants through 
the CDC and other federal agencies. A recent amfAR 
report found that in 2023, CDC funding made up 
between 18% of state public health funding in Oregon 
to 85% in Missouri.28 In Texas and Florida (large states 
heavily burdened by HIV and STIs) CDC funding 
made up 71% and 61% of each state’s public health 
funding, respectively. Nonetheless, federal funding has 
greatly eroded despite growing rates of STIs. Looking 
back twenty-five years and adjusting for inflation, 
today’s federal investment in the CDC Division of STD 
Prevention (DSTDP) has fallen by 53% (See figure 
on page 7). Both state and federal funding for public 
health has been inadequate and has gone through 
boom-and-bust cycles. More recently, KFF reports that 
from 2010 to 2019, spending for state public health 
programs (supported with both state and federal 
funds) declined by 16% and funding for local public 
health (supported with a mix of local, state, and federal 
funds) declined by 18%.29 State and local funding 
increased in response to the COVID-19 pandemic, but 
much of that funding has gone away. 

A consequence of this is that many state and local 
publicly-funded clinics have closed or reduced their 
scope. This is happening at the same time that the 
field is seeking to transform prior STD clinics that 
were often poorly located and maintained into more 
welcoming sexual health clinics. This has transformative 
potential to increase the focus on STI screening and 
prevention and to integrate sexual health into broader 
health promotion efforts. By not only increasing 
funding for STI prevention efforts through the CDC, but 
ensuring that we stabilize and re-invigorate a national 
network of sexual health clinics and sites, we can 
improve the responsiveness to heterosexual men and 
women, as well as other parts of the community.

POLICY ACTION:

Sexual health clinics can create an important 
entry point into primary prevention for 
heterosexual men.

We have already acknowledged that our current 
health care system offers heterosexual men very 
little to promote and maintain their sexual health. 
Many of these men, however, access publicly-funded 
sexual health clinics when they suspect that they may 
have an STI. This shows that many men will access 
these services when available. More work is needed, 
however, to expand the number of these clinics and 
ensure that they have adequate funding. Moreover, 
CDC and states need to continue to support an 
ongoing transformation of traditional STD clinics into 
welcoming health promotion venues and to use these 
clinics as an entry point into more comprehensive 
primary care. This can include providing routine health 
screenings at every STI health visit and offering more 
comprehensive services when appropriate.

POLICY ACTION:

Sexual and reproductive health providers can 
create environments of trust for heterosexual 
women that facilitate whole-person health. 

While STI prevention and care has been under 
resourced and underprioritized, when it has been 
funded, it has played a greater role in providing 
services to women than to men. A challenge has 
been not only underfunding, but attacks on the 
existence of many of these clinics themselves. In many 
places, women’s reproductive health clinics are the 
primary provider of sexual health services. Indeed, 
the network of Planned Parenthood clinics across 
the U.S. forms a key part of the nation’s capacity to 
deliver sexual health services.30 It should be noted 
that after a Planned Parenthood clinic was forced to 
close which had been the only local source of HIV 
testing, a major outbreak of HIV in Scott County, 
Indiana occurred starting in 2014 in which 215 cases 
of HIV were identified among a network of people 
who inject drugs.31 This was in a county that typically 
observed about five cases per year. Subsequent 
molecular surveillance analyses suggested that the 
initial transmission into this network may have been 
via sexual transmission32 highlighting the need for 
integration of substance use disorder (SUD) and 
harm reduction services with primary care and STI 
services. Moving forward, greater attention is needed 
on maintaining and expanding the existing network of 
sexual health services providers.



POLICY ACTION:

Within the scope of their current practice and 
training, primary care providers can do more 
to screen and prevent HIV and STIs.

When individuals are asked how they want to receive 
health care services, a common refrain is that they want 
a one-stop shop. Except in cases where privacy and 
anonymity are important, they do not want to have 
to go to one place for primary care, another for HIV 
testing, and yet another for STI services or to receive a 
prescription. The most feasible way to operationalize 
this concept is to further expand the capacity of health 
centers and primary care clinics to serve as frontline 
sexual health providers. This may sound challenging 
and it is well documented that many clinicians are 
uncomfortable taking a sexual history,33 but through a 
combination of task shifting to other clinical personnel, 
greater use of community health workers (CHWs), 
patient navigators, pharmacists, and the use of 
technology (i.e. providing questionnaires prior to meeting 
the provider often by giving patients a tablet in a waiting 
room), there are ways to better support primary care 
providers to deliver sexual health services. Further, 
sexual health visits also offer important opportunities 
to screen for routine and addressable health concerns 
such as hypertension, anxiety and depression, and other 
conditions that may otherwise go unaddressed. 

POLICY ACTION:

Integrating Urgent Care and Emergency 
Departments with local health departments 
and STI clinics can strengthen engagement in 
care for heterosexual men

Emergency departments and urgent care centers 
are increasingly sites for STI treatment and HIV 
testing.34 Heterosexual men are less likely than 
other groups to have a primary care doctor or to be 
engaged in sexual health services and may rely on 
emergency departments and urgent care centers 
for these services.35 Quality of care across urgent 
care centers varies greatly, including for linkage to 
care, partner notification etc. Follow-up services 
in emergency departments for people seeking STI 
treatment or receiving a positive HIV test also depend 
on community-based organizations and local and 
state health department programs. State and local 
health departments should establish formal referral 
and care coordination linkages between emergency 
departments and urgent care centers and sexual 
health clinics. Local and state health departments 
should develop greater engagement with emergency 
departments and urgent care centers to link 
heterosexual men and women to high quality sexual 
health services and to increase opportunities for care.

LONG-TERM DECLINE IN STI PREVENTION FUNDING

In real terms, federal STD prevention funding has declined 53% since FY2001,  
even as STI rates have reached historic highs

Source: NCSD Appropriations Budget Analysis Chart (ABAC) (FY2018–FY2026); CDC Financial Management Office FY2001 Appropriation Fact Sheet 
(FY2001). CDC Division of STD Prevention (DSTDP) annual appropriation, in millions of dollars.

Inflation adjustment: Nominal funding figures are adjusted for medical inflation using the Bureau of Labor Statistics Consumer Price Index for Medical 
Care Services (BLS series CUUR0000SAM2), annual average, with FY2001 as the base year (index = 100). Adjusted figures reflect the purchasing 
power of each year's appropriation in constant FY2001 dollars, calculated as: Adj = Nominal × (100 ÷ CPI_year). The FY2026 figure uses the January 
2026 CPI value (236.0) as the full-year average is not yet available. Data retrieved via FRED (fred.stlouisfed.org/series/CUUR0000SAM2).

STI rates: National rates per 100,000 population for primary & secondary syphilis, gonorrhea, and chlamydia. Source: CDC STD Surveillance Report 
2001; CDC STD Surveillance Report 2017; CDC STI Surveillance 2018–2024 (Provisional). Rates for FY2025–FY2026 not yet published.

Note: FY2001 is shown as a historical anchor point; data for FY2002–FY2017 are not shown. FY2001 serves as the base year for inflation adjustment.



THE TIME IS NOW

The Nation can improve its response to 
the crisis of STIs and it can keep driving 
down the rate of new HIV transmissions. To 
achieve this, the health system must refocus 
on tailored approaches that demonstrate 
to heterosexual men that their health, 
including their sexual health, is valued, 
while also assuring heterosexual women 
that they will receive the support, care, and 
resources needed to maintain their health 
and well-being. Improved sexual health will 
create a healthier America and move us 
much closer to ending HIV as an ongoing 
public health threat.
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Abstract
Background
HIV self-testing (HIVST) offers an innovative and promising approach to increasing HIV testing among Black men in the United States, a population disproportionately affected by HIV. However, engaging Black men in traditional HIV prevention programs has been challenging due to stigma, medical mistrust, and limited access to preventive health services. This formative qualitative study aimed to explore the potential of utilizing barbershops as an example of a nontraditional healthcare venue to promote and distribute HIVST.
Methods
Four virtual focus group discussions (FGDs) consisting of 19 participants in North Carolina were conducted with Black men, including barbershop business owners, barbers, and their customers, to assess perceptions of HIVST and the acceptability of partnering with barbershop businesses to promote HIVST. FGDs were digitally recorded, transcribed, and analyzed using a deductive coding approach to thematic analysis.
Results
Participants reported that the trusting relationship between barbers and their customers, which may not exist between Black men and health care providers, is a facilitator of collaborating with barbershop businesses to reach Black men for HIVST distribution. Participants recommended providing education for barbers on the use of HIVST, as well as how to inform self-testers about linkage to care following HIVST to build the credibility of the barbers in delivering the intervention. Participants also raised the issue of the cost of HIVST to barbershop customers as a potential barrier to implementation, as well as the possibility that the implementation of such interventions could be seen as out of place in a barbershop business venue. Participants also expressed a strong belief that compensation to barbershops and their employees should accompany any intervention.
Conclusion
These findings suggest that barbershop business venues may provide an appropriate venue for HIVST promotion and distribution, though factors like cost, training, and incentivization of implementers are necessary to consider in implementation planning. Furthermore, partnerships between public health actors and the business community must be built on equitable engagement to ensure the long-term viability of these critical initiatives.
Keywords: HIV self-testing, Men’s health, HIV, Business venues, Implementation science, Entrepreneurship
Background
The disproportionate number of Black men diagnosed with HIV in the United States is undeniable. Black Americans account for just 13% of the population, but 40% of new HIV cases [1]. Among those new cases, three-quarters are Black males, the majority of whom are men who have sex with men (MSM) [1]. The unequal share of the HIV burden experienced by Black men is driven in part by the social determinants of health [2]. Black Americans experience higher levels of poverty (22%), unemployment (11%), and food insecurity (24%) than the national averages [3], and inhibit access to preventive HIV care and treatment for Black men [2, 4, 5]. In addition to structural barriers, social challenges such as high levels of internalized stigma have adverse effects on HIV outcomes for Black men, and healthcare providers often find the initiation of sexual behavior-related conversations with Black men to be a challenge [6, 7]. This convergence of factors has contributed to the low uptake of HIV prevention methods, including pre-exposure prophylaxis medication (PrEP). Among Black Americans at high risk for HIV, only 8% have been prescribed PrEP, compared to 23% across races [8].
Despite the elevated risk for seroconversion among Black men, their rates of HIV testing in the United States are low, and research regarding Black men and HIV testing has identified an insufficient volume of interventions tailored to their needs [9]. Nearly one-third (31.2%) of Black men (aged 15–44) report never having been tested for HIV, and rates of never-testing are even lower among young Black men (aged 15–24) at 66.1% [10]. Black men generally access preventive health care at low rates, and while most HIV testing takes place in clinical settings, these venues pose access barriers to this population due to cost and lack of insurance [11]. Additional individual-level barriers to HIV testing among Black men include internalized stigma, low perceived risk of HIV, and fear of testing [11–14]. Given this combination of risk and unique barriers, tailored HIV prevention interventions are needed to curb the HIV epidemic in Black men [15].
One innovative strategy to promote HIV testing among Black men is oral HIV self-testing (HIVST) kits, which have emerged as a solution to low testing uptake among hard-to-reach populations [16]. Scholars agree that HIVST can increase the awareness of people with positive statuses if the tests are affordable or fully subsidized for people at high risk for acquiring HIV [17]. Black men in the United States have generally expressed acceptability of HIVST, preferring privacy and convenience compared to facility-based HIV testing [18–20]. However, interventions to promote awareness and uptake of HIVST among Black American men have been limited. The few interventions piloted in the United States have utilized peer-led and digital health strategies but have not yet evaluated the possibility of barbershops and other untraditional Black business venues trusted by community members for HIVST education and promotion [18, 20]. Furthermore, these previously piloted HIVST promotion interventions have focused on Black MSM, whereas barbershops service a broader range of the Black male population.
Black Barbershop Businesses and Health Equity
Among all Black-owned businesses in the United States that contribute to the cultural and economic vitality of the nation, the Black barbershop businesses stand alone. The history of Black barbering is deeply entwined with the painful racial history of the United States, as historical records show that enslaved Black men were often taught barbering as a way of generating income for their owners [21]. However, barbering also soon became an avenue of Black liberation, as enslaved men used their skills cutting hair to earn sufficient income to purchase their freedom [22]. Following emancipation, Black barbershops began to proliferate and grew alongside the Black middle class, which eventually began to diversify the barbershops’ clientele away from solely White men [22]. This growth led to substantial wealth acquisition for the Black community, and some of the first Black millionaires in the 20th century included Alonzo Herndon and Willie Morrow, who both gained a substantial portion of their wealth in the barbering industry [23–25]. The Black barbershop also occupies a significant social space in the Black community of the United States and played a prominent role in the Civil Rights Movement of the 1960s, and more recently the COVID-19 pandemic response [21, 26–29].
In addition to expanding employment opportunities to Black barbers and their related economic gains for the Black community, Black barbershop businesses have also served as vital sources of health information and have served as venues for health promotion interventions including cardiovascular disease, diabetes, and cancer screenings, as well as to initiate conversations on mental health [28, 30–37]. Rather than relying on formal healthcare providers, who face high levels of mistrust in the Black community [32, 38], Black-owned barbershop businesses and their employees have participated in leading health promotion interventions, including disease screenings and health education [39–44]. These interventions are also bolstered by the increasing use of social media among Barbershop business owners to enhance the reach of their business and promote their services [45]. One study promoting physical activity in Black barbershops found an increase in physical activity and decreased risk factors for many common chronic diseases among clients of those barbershops [46]. Another more recent example is the active role of barbershop businesses in increasing awareness of the COVID-19 vaccine and, in some cases, providing a venue for patrons to receive their shots [29]. These efforts were spearheaded by a White House initiative in collaboration with the National Association of County and City Health Officials in response to lagging rates of COVID-19 vaccination in the Black community [47]. Black-owned barbershop businesses are successful health intervention venues due to the high cultural significance they hold for Black men, the positive and trusting relationship between Black men and their barbers, and their historical reputation as sources of health information [26, 33, 43, 48].
Challenges in Black Entrepreneurship and implications for Partnership
While there have been myriad examples of effective collaboration between Black barbershops and public health institutions, ongoing partnerships are not guaranteed, given the precarity of many Black-owned businesses in the United States. Black entrepreneurs start with less financial capital and have less access to financial capital from lending institutions and equity investors than their white peers [49]. Black entrepreneurs are also more likely than their white peers to have their expertise doubted when trying to grow their business by competing for contracts with larger firms [50]. Black-owned businesses are more vulnerable to external economic shocks, and are at greater risk of closing their doors during periods of economic hardship, such as the COVID-19 pandemic [51]. Due to the obstacles Black entrepreneurs face, Black-owned businesses are more likely to fail [52]. Factors that affect careers and entrepreneurial success like educational background and economic inequality also affect social concerns like health, economic growth, and crime [53].
However, there has been minimal consideration of these challenges as part of the evaluation of the success and sustainability of barbershop-based health interventions. A recent systematic review of 14 Black barbershop- and salon-based interventions found that 3 of the studies included in the review did not report on compensation for either barbershop staff or their customers, 4 reported compensation only to barbershop customers receiving the intervention, and 7 reported either compensation to either barbershop staff or both staff and their customers [36]. Another recent scoping review provided an overview of the implementation of 13 barbershop-based health promotion interventions for Black men using the RE-AIM framework [37]. This review gave important recommendations for the future reporting of results from such interventions such as their impact on mental health outcomes and a more robust reporting on implementation strategies for shared learning [37]. However, the authors did not call for the inclusion of reporting compensation, or other strategies for evaluating the equitable engagement of the participating business, despite these factors being critical to the adoption of future interventions and their ongoing maintenance. These challenges are part of the landscape in which partnerships between public health agents and Black-owned barbershops operate, and thus must be considered in evaluating the feasibility of health promotion interventions.
Study objectives
This qualitative study aimed to explore the acceptability and feasibility of leveraging Black owned barbershop businesses within Black communities to promote HIVST and provide relevant information about HIV to Black men. This work was informed by a prior study [54] for which crowdsourcing contests were used to elicit community-based ideas on how to promote HIVST kits in Black communities in the Triangle area of North Carolina, including Raleigh, Durham, and Chapel Hill. The top ideas from the crowdsourcing contests recommended using information booths located at community locations, such as the library, near basketball parks, and barbershop businesses to promote HIVST uptake and general HIV knowledge [54].
Methods
Study setting and participants
To recruit participants, we used flyers, emails, social media, phone calls, and in-person visits to Black-owned barbershops in the Triangle area, including those who had previously participated in a heart health intervention [55]. Flyers were placed at barbershops and in local restaurants and distributed among the members of a local running group. Social media posts were also made on Instagram. Focus groups were open to Black (African, African American, and Caribbean American) men aged 18 and above who lived in North Carolina’s Triangle area. Additional participants were recruited from a convenience sample of Black men’s running groups and social networks. Participants did not have to disclose their HIV status. The University of North Carolina at Chapel Hill’s Institutional Review Board gave their approval to the study. This research was carried out in North Carolina’s Triangle region, which includes Durham, the state’s sixth most HIV-positive county (24.3 per 100,000 persons) [55]. Blacks/African Americans account for 62.3% of all cases in the Triangle region, while making up just 31% of the population [56, 57]. In a study of Black young adults in Durham, North Carolina, it was shown that Black men had lower HIV testing rates than Black women because they were less inclined to participate in regular screenings in clinical settings [58].
Data Collection
Four virtual focus group discussions (FGDs) consisting of 19 participants total were held using Zoom video conferencing from January through June 2019 [59, 60]. The participants included including barbershop business owners, barbers, and barbershop customers. Each conversation was audio-recorded and lasted between 1.5 and 2 h. To ensure confidentiality, FGD participants were offered the option of participating without video and had their names changed to their allocated number on their login screens. Each participant provided verbal informed consent. The discussion was moderated by two PhD-level researchers (DFC and AM) with extensive qualitative research experience. The moderators demonstrated an HIVST kit and stated that researchers were attempting to figure out if setting up HIVST information booths in places like barbershops would be an appropriate way to encourage HIV testing in their community. The FGD guide was adapted from a study that developed an HIVST education and promotion project [11]. Items to explore HIV self-testing perceptions included, “How many of you would want to use an HIV self-test kit? Why would you want to use an HIV self-test kit?” Items included to assess perceptions of barbershop-based HIV self-testing education and promotion were included: “What are some potential concerns and challenges you think men may have with receiving HIV self-testing information in barbershops?”
Data Analysis
The audio recordings of the FGDs were anonymously transcribed verbatim. Two study team members analyzed the data independently using both codes developed a priori from a previous study [11], followed by an deductive coding process. The codes developed a priori and included the following: General perceptions of HIVST, positive and negative 
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Background
The disproportionate number of Black men diagnosed with HIV in the United States is undeniable. Black Americans account for just 13% of the population, but 40% of new HIV cases [1]. Among those new cases, three-quarters are Black males, the majority of whom are men who have sex with men (MSM) [1]. The unequal share of the HIV burden experienced by Black men is driven in part by the social determinants of health [2]. Black Americans experience higher levels of poverty (22%), unemployment (11%), and food insecurity (24%) than the national averages [3], and inhibit access to preventive HIV care and treatment for Black men [2, 4, 5]. In addition to structural barriers, social challenges such as high levels of internalized stigma have adverse effects on HIV outcomes for Black men, and healthcare providers often find the initiation of sexual behavior-related conversations with Black men to be a challenge [6, 7]. This convergence of factors has contributed to the low uptake of HIV prevention methods, including pre-exposure prophylaxis medication (PrEP). Among Black Americans at high risk for HIV, only 8% have been prescribed PrEP, compared to 23% across races [8].
Despite the elevated risk for seroconversion among Black men, their rates of HIV testing in the United States are low, and research regarding Black men and HIV testing has identified an insufficient volume of interventions tailored to their needs [9]. Nearly one-third (31.2%) of Black men (aged 15–44) report never having been tested for HIV, and rates of never-testing are even lower among young Black men (aged 15–24) at 66.1% [10]. Black men generally access preventive health care at low rates, and while most HIV testing takes place in clinical settings, these venues pose access barriers to this population due to cost and lack of insurance [11]. Additional individual-level barriers to HIV testing among Black men include internalized stigma, low perceived risk of HIV, and fear of testing [11–14]. Given this combination of risk and unique barriers, tailored HIV prevention interventions are needed to curb the HIV epidemic in Black men [15].
One innovative strategy to promote HIV testing among Black men is oral HIV self-testing (HIVST) kits, which have emerged as a solution to low testing uptake among hard-to-reach populations [16]. Scholars agree that HIVST can increase the awareness of people with positive statuses if the tests are affordable or fully subsidized for people at high risk for acquiring HIV [17]. Black men in the United States have generally expressed acceptability of HIVST, preferring privacy and convenience compared to facility-based HIV testing [18–20]. However, interventions to promote awareness and uptake of HIVST among Black American men have been limited. The few interventions piloted in the United States have utilized peer-led and digital health strategies but have not yet evaluated the possibility of barbershops and other untraditional Black business venues trusted by community members for HIVST education and promotion [18, 20]. Furthermore, these previously piloted HIVST promotion interventions have focused on Black MSM, whereas barbershops service a broader range of the Black male population.
Black Barbershop Businesses and Health Equity
Among all Black-owned businesses in the United States that contribute to the cultural and economic vitality of the nation, the Black barbershop businesses stand alone. The history of Black barbering is deeply entwined with the painful racial history of the United States, as historical records show that enslaved Black men were often taught barbering as a way of generating income for their owners [21]. However, barbering also soon became an avenue of Black liberation, as enslaved men used their skills cutting hair to earn sufficient income to purchase their freedom [22]. Following emancipation, Black barbershops began to proliferate and grew alongside the Black middle class, which eventually began to diversify the barbershops’ clientele away from solely White men [22]. This growth led to substantial wealth acquisition for the Black community, and some of the first Black millionaires in the 20th century included Alonzo Herndon and Willie Morrow, who both gained a substantial portion of their wealth in the barbering industry [23–25]. The Black barbershop also occupies a significant social space in the Black community of the United States and played a prominent role in the Civil Rights Movement of the 1960s, and more recently the COVID-19 pandemic response [21, 26–29].
In addition to expanding employment opportunities to Black barbers and their related economic gains for the Black community, Black barbershop businesses have also served as vital sources of health information and have served as venues for health promotion interventions including cardiovascular disease, diabetes, and cancer screenings, as well as to initiate conversations on mental health [28, 30–37]. Rather than relying on formal healthcare providers, who face high levels of mistrust in the Black community [32, 38], Black-owned barbershop businesses and their employees have participated in leading health promotion interventions, including disease screenings and health education [39–44]. These interventions are also bolstered by the increasing use of social media among Barbershop business owners to enhance the reach of their business and promote their services [45]. One study promoting physical activity in Black barbershops found an increase in physical activity and decreased risk factors for many common chronic diseases among clients of those barbershops [46]. Another more recent example is the active role of barbershop businesses in increasing awareness of the COVID-19 vaccine and, in some cases, providing a venue for patrons to receive their shots [29]. These efforts were spearheaded by a White House initiative in collaboration with the National Association of County and City Health Officials in response to lagging rates of COVID-19 vaccination in the Black community [47]. Black-owned barbershop businesses are successful health intervention venues due to the high cultural significance they hold for Black men, the positive and trusting relationship between Black men and their barbers, and their historical reputation as sources of health information [26, 33, 43, 48].
Challenges in Black Entrepreneurship and implications for Partnership
While there have been myriad examples of effective collaboration between Black barbershops and public health institutions, ongoing partnerships are not guaranteed, given the precarity of many Black-owned businesses in the United States. Black entrepreneurs start with less financial capital and have less access to financial capital from lending institutions and equity investors than their white peers [49]. Black entrepreneurs are also more likely than their white peers to have their expertise doubted when trying to grow their business by competing for contracts with larger firms [50]. Black-owned businesses are more vulnerable to external economic shocks, and are at greater risk of closing their doors during periods of economic hardship, such as the COVID-19 pandemic [51]. Due to the obstacles Black entrepreneurs face, Black-owned businesses are more likely to fail [52]. Factors that affect careers and entrepreneurial success like educational background and economic inequality also affect social concerns like health, economic growth, and crime [53].
However, there has been minimal consideration of these challenges as part of the evaluation of the success and sustainability of barbershop-based health interventions. A recent systematic review of 14 Black barbershop- and salon-based interventions found that 3 of the studies included in the review did not report on compensation for either barbershop staff or their customers, 4 reported compensation only to barbershop customers receiving the intervention, and 7 reported either compensation to either barbershop staff or both staff and their customers [36]. Another recent scoping review provided an overview of the implementation of 13 barbershop-based health promotion interventions for Black men using the RE-AIM framework [37]. This review gave important recommendations for the future reporting of results from such interventions such as their impact on mental health outcomes and a more robust reporting on implementation strategies for shared learning [37]. However, the authors did not call for the inclusion of reporting compensation, or other strategies for evaluating the equitable engagement of the participating business, despite these factors being critical to the adoption of future interventions and their ongoing maintenance. These challenges are part of the landscape in which partnerships between public health agents and Black-owned barbershops operate, and thus must be considered in evaluating the feasibility of health promotion interventions.
Study objectives
This qualitative study aimed to explore the acceptability and feasibility of leveraging Black owned barbershop businesses within Black communities to promote HIVST and provide relevant information about HIV to Black men. This work was informed by a prior study [54] for which crowdsourcing contests were used to elicit community-based ideas on how to promote HIVST kits in Black communities in the Triangle area of North Carolina, including Raleigh, Durham, and Chapel Hill. The top ideas from the crowdsourcing contests recommended using information booths located at community locations, such as the library, near basketball parks, and barbershop businesses to promote HIVST uptake and general HIV knowledge [54].
Methods
Study setting and participants
To recruit participants, we used flyers, emails, social media, phone calls, and in-person visits to Black-owned barbershops in the Triangle area, including those who had previously participated in a heart health intervention [55]. Flyers were placed at barbershops and in local restaurants and distributed among the members of a local running group. Social media posts were also made on Instagram. Focus groups were open to Black (African, African American, and Caribbean American) men aged 18 and above who lived in North Carolina’s Triangle area. Additional participants were recruited from a convenience sample of Black men’s running groups and social networks. Participants did not have to disclose their HIV status. The University of North Carolina at Chapel Hill’s Institutional Review Board gave their approval to the study. This research was carried out in North Carolina’s Triangle region, which includes Durham, the state’s sixth most HIV-positive county (24.3 per 100,000 persons) [55]. Blacks/African Americans account for 62.3% of all cases in the Triangle region, while making up just 31% of the population [56, 57]. In a study of Black young adults in Durham, North Carolina, it was shown that Black men had lower HIV testing rates than Black women because they were less inclined to participate in regular screenings in clinical settings [58].
Data Collection
Four virtual focus group discussions (FGDs) consisting of 19 participants total were held using Zoom video conferencing from January through June 2019 [59, 60]. The participants included including barbershop business owners, barbers, and barbershop customers. Each conversation was audio-recorded and lasted between 1.5 and 2 h. To ensure confidentiality, FGD participants were offered the option of participating without video and had their names changed to their allocated number on their login screens. Each participant provided verbal informed consent. The discussion was moderated by two PhD-level researchers (DFC and AM) with extensive qualitative research experience. The moderators demonstrated an HIVST kit and stated that researchers were attempting to figure out if setting up HIVST information booths in places like barbershops would be an appropriate way to encourage HIV testing in their community. The FGD guide was adapted from a study that developed an HIVST education and promotion project [11]. Items to explore HIV self-testing perceptions included, “How many of you would want to use an HIV self-test kit? Why would you want to use an HIV self-test kit?” Items included to assess perceptions of barbershop-based HIV self-testing education and promotion were included: “What are some potential concerns and challenges you think men may have with receiving HIV self-testing information in barbershops?”
Data Analysis
The audio recordings of the FGDs were anonymously transcribed verbatim. Two study team members analyzed the data independently using both codes developed a priori from a previous study [11], followed by an deductive coding process. The codes developed a priori and included the following: General perceptions of HIVST, positive and negative 
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Abstract
Background
HIV self-testing (HIVST) offers an innovative and promising approach to increasing HIV testing among Black men in the United States, a population disproportionately affected by HIV. However, engaging Black men in traditional HIV prevention programs has been challenging due to stigma, medical mistrust, and limited access to preventive health services. This formative qualitative study aimed to explore the potential of utilizing barbershops as an example of a nontraditional healthcare venue to promote and distribute HIVST.
Methods
Four virtual focus group discussions (FGDs) consisting of 19 participants in North Carolina were conducted with Black men, including barbershop business owners, barbers, and their customers, to assess perceptions of HIVST and the acceptability of partnering with barbershop businesses to promote HIVST. FGDs were digitally recorded, transcribed, and analyzed using a deductive coding approach to thematic analysis.
Results
Participants reported that the trusting relationship between barbers and their customers, which may not exist between Black men and health care providers, is a facilitator of collaborating with barbershop businesses to reach Black men for HIVST distribution. Participants recommended providing education for barbers on the use of HIVST, as well as how to inform self-testers about linkage to care following HIVST to build the credibility of the barbers in delivering the intervention. Participants also raised the issue of the cost of HIVST to barbershop customers as a potential barrier to implementation, as well as the possibility that the implementation of such interventions could be seen as out of place in a barbershop business venue. Participants also expressed a strong belief that compensation to barbershops and their employees should accompany any intervention.
Conclusion
These findings suggest that barbershop business venues may provide an appropriate venue for HIVST promotion and distribution, though factors like cost, training, and incentivization of implementers are necessary to consider in implementation planning. Furthermore, partnerships between public health actors and the business community must be built on equitable engagement to ensure the long-term viability of these critical initiatives.
Keywords: HIV self-testing, Men’s health, HIV, Business venues, Implementation science, Entrepreneurship
Background
The disproportionate number of Black men diagnosed with HIV in the United States is undeniable. Black Americans account for just 13% of the population, but 40% of new HIV cases [1]. Among those new cases, three-quarters are Black males, the majority of whom are men who have sex with men (MSM) [1]. The unequal share of the HIV burden experienced by Black men is driven in part by the social determinants of health [2]. Black Americans experience higher levels of poverty (22%), unemployment (11%), and food insecurity (24%) than the national averages [3], and inhibit access to preventive HIV care and treatment for Black men [2, 4, 5]. In addition to structural barriers, social challenges such as high levels of internalized stigma have adverse effects on HIV outcomes for Black men, and healthcare providers often find the initiation of sexual behavior-related conversations with Black men to be a challenge [6, 7]. This convergence of factors has contributed to the low uptake of HIV prevention methods, including pre-exposure prophylaxis medication (PrEP). Among Black Americans at high risk for HIV, only 8% have been prescribed PrEP, compared to 23% across races [8].
Despite the elevated risk for seroconversion among Black men, their rates of HIV testing in the United States are low, and research regarding Black men and HIV testing has identified an insufficient volume of interventions tailored to their needs [9]. Nearly one-third (31.2%) of Black men (aged 15–44) report never having been tested for HIV, and rates of never-testing are even lower among young Black men (aged 15–24) at 66.1% [10]. Black men generally access preventive health care at low rates, and while most HIV testing takes place in clinical settings, these venues pose access barriers to this population due to cost and lack of insurance [11]. Additional individual-level barriers to HIV testing among Black men include internalized stigma, low perceived risk of HIV, and fear of testing [11–14]. Given this combination of risk and unique barriers, tailored HIV prevention interventions are needed to curb the HIV epidemic in Black men [15].
One innovative strategy to promote HIV testing among Black men is oral HIV self-testing (HIVST) kits, which have emerged as a solution to low testing uptake among hard-to-reach populations [16]. Scholars agree that HIVST can increase the awareness of people with positive statuses if the tests are affordable or fully subsidized for people at high risk for acquiring HIV [17]. Black men in the United States have generally expressed acceptability of HIVST, preferring privacy and convenience compared to facility-based HIV testing [18–20]. However, interventions to promote awareness and uptake of HIVST among Black American men have been limited. The few interventions piloted in the United States have utilized peer-led and digital health strategies but have not yet evaluated the possibility of barbershops and other untraditional Black business venues trusted by community members for HIVST education and promotion [18, 20]. Furthermore, these previously piloted HIVST promotion interventions have focused on Black MSM, whereas barbershops service a broader range of the Black male population.
Black Barbershop Businesses and Health Equity
Among all Black-owned businesses in the United States that contribute to the cultural and economic vitality of the nation, the Black barbershop businesses stand alone. The history of Black barbering is deeply entwined with the painful racial history of the United States, as historical records show that enslaved Black men were often taught barbering as a way of generating income for their owners [21]. However, barbering also soon became an avenue of Black liberation, as enslaved men used their skills cutting hair to earn sufficient income to purchase their freedom [22]. Following emancipation, Black barbershops began to proliferate and grew alongside the Black middle class, which eventually began to diversify the barbershops’ clientele away from solely White men [22]. This growth led to substantial wealth acquisition for the Black community, and some of the first Black millionaires in the 20th century included Alonzo Herndon and Willie Morrow, who both gained a substantial portion of their wealth in the barbering industry [23–25]. The Black barbershop also occupies a significant social space in the Black community of the United States and played a prominent role in the Civil Rights Movement of the 1960s, and more recently the COVID-19 pandemic response [21, 26–29].
In addition to expanding employment opportunities to Black barbers and their related economic gains for the Black community, Black barbershop businesses have also served as vital sources of health information and have served as venues for health promotion interventions including cardiovascular disease, diabetes, and cancer screenings, as well as to initiate conversations on mental health [28, 30–37]. Rather than relying on formal healthcare providers, who face high levels of mistrust in the Black community [32, 38], Black-owned barbershop businesses and their employees have participated in leading health promotion interventions, including disease screenings and health education [39–44]. These interventions are also bolstered by the increasing use of social media among Barbershop business owners to enhance the reach of their business and promote their services [45]. One study promoting physical activity in Black barbershops found an increase in physical activity and decreased risk factors for many common chronic diseases among clients of those barbershops [46]. Another more recent example is the active role of barbershop businesses in increasing awareness of the COVID-19 vaccine and, in some cases, providing a venue for patrons to receive their shots [29]. These efforts were spearheaded by a White House initiative in collaboration with the National Association of County and City Health Officials in response to lagging rates of COVID-19 vaccination in the Black community [47]. Black-owned barbershop businesses are successful health intervention venues due to the high cultural significance they hold for Black men, the positive and trusting relationship between Black men and their barbers, and their historical reputation as sources of health information [26, 33, 43, 48].
Challenges in Black Entrepreneurship and implications for Partnership
While there have been myriad examples of effective collaboration between Black barbershops and public health institutions, ongoing partnerships are not guaranteed, given the precarity of many Black-owned businesses in the United States. Black entrepreneurs start with less financial capital and have less access to financial capital from lending institutions and equity investors than their white peers [49]. Black entrepreneurs are also more likely than their white peers to have their expertise doubted when trying to grow their business by competing for contracts with larger firms [50]. Black-owned businesses are more vulnerable to external economic shocks, and are at greater risk of closing their doors during periods of economic hardship, such as the COVID-19 pandemic [51]. Due to the obstacles Black entrepreneurs face, Black-owned businesses are more likely to fail [52]. Factors that affect careers and entrepreneurial success like educational background and economic inequality also affect social concerns like health, economic growth, and crime [53].
However, there has been minimal consideration of these challenges as part of the evaluation of the success and sustainability of barbershop-based health interventions. A recent systematic review of 14 Black barbershop- and salon-based interventions found that 3 of the studies included in the review did not report on compensation for either barbershop staff or their customers, 4 reported compensation only to barbershop customers receiving the intervention, and 7 reported either compensation to either barbershop staff or both staff and their customers [36]. Another recent scoping review provided an overview of the implementation of 13 barbershop-based health promotion interventions for Black men using the RE-AIM framework [37]. This review gave important recommendations for the future reporting of results from such interventions such as their impact on mental health outcomes and a more robust reporting on implementation strategies for shared learning [37]. However, the authors did not call for the inclusion of reporting compensation, or other strategies for evaluating the equitable engagement of the participating business, despite these factors being critical to the adoption of future interventions and their ongoing maintenance. These challenges are part of the landscape in which partnerships between public health agents and Black-owned barbershops operate, and thus must be considered in evaluating the feasibility of health promotion interventions.
Study objectives
This qualitative study aimed to explore the acceptability and feasibility of leveraging Black owned barbershop businesses within Black communities to promote HIVST and provide relevant information about HIV to Black men. This work was informed by a prior study [54] for which crowdsourcing contests were used to elicit community-based ideas on how to promote HIVST kits in Black communities in the Triangle area of North Carolina, including Raleigh, Durham, and Chapel Hill. The top ideas from the crowdsourcing contests recommended using information booths located at community locations, such as the library, near basketball parks, and barbershop businesses to promote HIVST uptake and general HIV knowledge [54].
Methods
Study setting and participants
To recruit participants, we used flyers, emails, social media, phone calls, and in-person visits to Black-owned barbershops in the Triangle area, including those who had previously participated in a heart health intervention [55]. Flyers were placed at barbershops and in local restaurants and distributed among the members of a local running group. Social media posts were also made on Instagram. Focus groups were open to Black (African, African American, and Caribbean American) men aged 18 and above who lived in North Carolina’s Triangle area. Additional participants were recruited from a convenience sample of Black men’s running groups and social networks. Participants did not have to disclose their HIV status. The University of North Carolina at Chapel Hill’s Institutional Review Board gave their approval to the study. This research was carried out in North Carolina’s Triangle region, which includes Durham, the state’s sixth most HIV-positive county (24.3 per 100,000 persons) [55]. Blacks/African Americans account for 62.3% of all cases in the Triangle region, while making up just 31% of the population [56, 57]. In a study of Black young adults in Durham, North Carolina, it was shown that Black men had lower HIV testing rates than Black women because they were less inclined to participate in regular screenings in clinical settings [58].
Data Collection
Four virtual focus group discussions (FGDs) consisting of 19 participants total were held using Zoom video conferencing from January through June 2019 [59, 60]. The participants included including barbershop business owners, barbers, and barbershop customers. Each conversation was audio-recorded and lasted between 1.5 and 2 h. To ensure confidentiality, FGD participants were offered the option of participating without video and had their names changed to their allocated number on their login screens. Each participant provided verbal informed consent. The discussion was moderated by two PhD-level researchers (DFC and AM) with extensive qualitative research experience. The moderators demonstrated an HIVST kit and stated that researchers were attempting to figure out if setting up HIVST information booths in places like barbershops would be an appropriate way to encourage HIV testing in their community. The FGD guide was adapted from a study that developed an HIVST education and promotion project [11]. Items to explore HIV self-testing perceptions included, “How many of you would want to use an HIV self-test kit? Why would you want to use an HIV self-test kit?” Items included to assess perceptions of barbershop-based HIV self-testing education and promotion were included: “What are some potential concerns and challenges you think men may have with receiving HIV self-testing information in barbershops?”
Data Analysis
The audio recordings of the FGDs were anonymously transcribed verbatim. Two study team members analyzed the data independently using both codes developed a priori from a previous study [11], followed by an deductive coding process. The codes developed a priori and included the following: General perceptions of HIVST, positive and negative 
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Abstract
Background
HIV self-testing (HIVST) offers an innovative and promising approach to increasing HIV testing among Black men in the United States, a population disproportionately affected by HIV. However, engaging Black men in traditional HIV prevention programs has been challenging due to stigma, medical mistrust, and limited access to preventive health services. This formative qualitative study aimed to explore the potential of utilizing barbershops as an example of a nontraditional healthcare venue to promote and distribute HIVST.
Methods
Four virtual focus group discussions (FGDs) consisting of 19 participants in North Carolina were conducted with Black men, including barbershop business owners, barbers, and their customers, to assess perceptions of HIVST and the acceptability of partnering with barbershop businesses to promote HIVST. FGDs were digitally recorded, transcribed, and analyzed using a deductive coding approach to thematic analysis.
Results
Participants reported that the trusting relationship between barbers and their customers, which may not exist between Black men and health care providers, is a facilitator of collaborating with barbershop businesses to reach Black men for HIVST distribution. Participants recommended providing education for barbers on the use of HIVST, as well as how to inform self-testers about linkage to care following HIVST to build the credibility of the barbers in delivering the intervention. Participants also raised the issue of the cost of HIVST to barbershop customers as a potential barrier to implementation, as well as the possibility that the implementation of such interventions could be seen as out of place in a barbershop business venue. Participants also expressed a strong belief that compensation to barbershops and their employees should accompany any intervention.
Conclusion
These findings suggest that barbershop business venues may provide an appropriate venue for HIVST promotion and distribution, though factors like cost, training, and incentivization of implementers are necessary to consider in implementation planning. Furthermore, partnerships between public health actors and the business community must be built on equitable engagement to ensure the long-term viability of these critical initiatives.
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Background
The disproportionate number of Black men diagnosed with HIV in the United States is undeniable. Black Americans account for just 13% of the population, but 40% of new HIV cases [1]. Among those new cases, three-quarters are Black males, the majority of whom are men who have sex with men (MSM) [1]. The unequal share of the HIV burden experienced by Black men is driven in part by the social determinants of health [2]. Black Americans experience higher levels of poverty (22%), unemployment (11%), and food insecurity (24%) than the national averages [3], and inhibit access to preventive HIV care and treatment for Black men [2, 4, 5]. In addition to structural barriers, social challenges such as high levels of internalized stigma have adverse effects on HIV outcomes for Black men, and healthcare providers often find the initiation of sexual behavior-related conversations with Black men to be a challenge [6, 7]. This convergence of factors has contributed to the low uptake of HIV prevention methods, including pre-exposure prophylaxis medication (PrEP). Among Black Americans at high risk for HIV, only 8% have been prescribed PrEP, compared to 23% across races [8].
Despite the elevated risk for seroconversion among Black men, their rates of HIV testing in the United States are low, and research regarding Black men and HIV testing has identified an insufficient volume of interventions tailored to their needs [9]. Nearly one-third (31.2%) of Black men (aged 15–44) report never having been tested for HIV, and rates of never-testing are even lower among young Black men (aged 15–24) at 66.1% [10]. Black men generally access preventive health care at low rates, and while most HIV testing takes place in clinical settings, these venues pose access barriers to this population due to cost and lack of insurance [11]. Additional individual-level barriers to HIV testing among Black men include internalized stigma, low perceived risk of HIV, and fear of testing [11–14]. Given this combination of risk and unique barriers, tailored HIV prevention interventions are needed to curb the HIV epidemic in Black men [15].
One innovative strategy to promote HIV testing among Black men is oral HIV self-testing (HIVST) kits, which have emerged as a solution to low testing uptake among hard-to-reach populations [16]. Scholars agree that HIVST can increase the awareness of people with positive statuses if the tests are affordable or fully subsidized for people at high risk for acquiring HIV [17]. Black men in the United States have generally expressed acceptability of HIVST, preferring privacy and convenience compared to facility-based HIV testing [18–20]. However, interventions to promote awareness and uptake of HIVST among Black American men have been limited. The few interventions piloted in the United States have utilized peer-led and digital health strategies but have not yet evaluated the possibility of barbershops and other untraditional Black business venues trusted by community members for HIVST education and promotion [18, 20]. Furthermore, these previously piloted HIVST promotion interventions have focused on Black MSM, whereas barbershops service a broader range of the Black male population.
Black Barbershop Businesses and Health Equity
Among all Black-owned businesses in the United States that contribute to the cultural and economic vitality of the nation, the Black barbershop businesses stand alone. The history of Black barbering is deeply entwined with the painful racial history of the United States, as historical records show that enslaved Black men were often taught barbering as a way of generating income for their owners [21]. However, barbering also soon became an avenue of Black liberation, as enslaved men used their skills cutting hair to earn sufficient income to purchase their freedom [22]. Following emancipation, Black barbershops began to proliferate and grew alongside the Black middle class, which eventually began to diversify the barbershops’ clientele away from solely White men [22]. This growth led to substantial wealth acquisition for the Black community, and some of the first Black millionaires in the 20th century included Alonzo Herndon and Willie Morrow, who both gained a substantial portion of their wealth in the barbering industry [23–25]. The Black barbershop also occupies a significant social space in the Black community of the United States and played a prominent role in the Civil Rights Movement of the 1960s, and more recently the COVID-19 pandemic response [21, 26–29].
In addition to expanding employment opportunities to Black barbers and their related economic gains for the Black community, Black barbershop businesses have also served as vital sources of health information and have served as venues for health promotion interventions including cardiovascular disease, diabetes, and cancer screenings, as well as to initiate conversations on mental health [28, 30–37]. Rather than relying on formal healthcare providers, who face high levels of mistrust in the Black community [32, 38], Black-owned barbershop businesses and their employees have participated in leading health promotion interventions, including disease screenings and health education [39–44]. These interventions are also bolstered by the increasing use of social media among Barbershop business owners to enhance the reach of their business and promote their services [45]. One study promoting physical activity in Black barbershops found an increase in physical activity and decreased risk factors for many common chronic diseases among clients of those barbershops [46]. Another more recent example is the active role of barbershop businesses in increasing awareness of the COVID-19 vaccine and, in some cases, providing a venue for patrons to receive their shots [29]. These efforts were spearheaded by a White House initiative in collaboration with the National Association of County and City Health Officials in response to lagging rates of COVID-19 vaccination in the Black community [47]. Black-owned barbershop businesses are successful health intervention venues due to the high cultural significance they hold for Black men, the positive and trusting relationship between Black men and their barbers, and their historical reputation as sources of health information [26, 33, 43, 48].
Challenges in Black Entrepreneurship and implications for Partnership
While there have been myriad examples of effective collaboration between Black barbershops and public health institutions, ongoing partnerships are not guaranteed, given the precarity of many Black-owned businesses in the United States. Black entrepreneurs start with less financial capital and have less access to financial capital from lending institutions and equity investors than their white peers [49]. Black entrepreneurs are also more likely than their white peers to have their expertise doubted when trying to grow their business by competing for contracts with larger firms [50]. Black-owned businesses are more vulnerable to external economic shocks, and are at greater risk of closing their doors during periods of economic hardship, such as the COVID-19 pandemic [51]. Due to the obstacles Black entrepreneurs face, Black-owned businesses are more likely to fail [52]. Factors that affect careers and entrepreneurial success like educational background and economic inequality also affect social concerns like health, economic growth, and crime [53].
However, there has been minimal consideration of these challenges as part of the evaluation of the success and sustainability of barbershop-based health interventions. A recent systematic review of 14 Black barbershop- and salon-based interventions found that 3 of the studies included in the review did not report on compensation for either barbershop staff or their customers, 4 reported compensation only to barbershop customers receiving the intervention, and 7 reported either compensation to either barbershop staff or both staff and their customers [36]. Another recent scoping review provided an overview of the implementation of 13 barbershop-based health promotion interventions for Black men using the RE-AIM framework [37]. This review gave important recommendations for the future reporting of results from such interventions such as their impact on mental health outcomes and a more robust reporting on implementation strategies for shared learning [37]. However, the authors did not call for the inclusion of reporting compensation, or other strategies for evaluating the equitable engagement of the participating business, despite these factors being critical to the adoption of future interventions and their ongoing maintenance. These challenges are part of the landscape in which partnerships between public health agents and Black-owned barbershops operate, and thus must be considered in evaluating the feasibility of health promotion interventions.
Study objectives
This qualitative study aimed to explore the acceptability and feasibility of leveraging Black owned barbershop businesses within Black communities to promote HIVST and provide relevant information about HIV to Black men. This work was informed by a prior study [54] for which crowdsourcing contests were used to elicit community-based ideas on how to promote HIVST kits in Black communities in the Triangle area of North Carolina, including Raleigh, Durham, and Chapel Hill. The top ideas from the crowdsourcing contests recommended using information booths located at community locations, such as the library, near basketball parks, and barbershop businesses to promote HIVST uptake and general HIV knowledge [54].
Methods
Study setting and participants
To recruit participants, we used flyers, emails, social media, phone calls, and in-person visits to Black-owned barbershops in the Triangle area, including those who had previously participated in a heart health intervention [55]. Flyers were placed at barbershops and in local restaurants and distributed among the members of a local running group. Social media posts were also made on Instagram. Focus groups were open to Black (African, African American, and Caribbean American) men aged 18 and above who lived in North Carolina’s Triangle area. Additional participants were recruited from a convenience sample of Black men’s running groups and social networks. Participants did not have to disclose their HIV status. The University of North Carolina at Chapel Hill’s Institutional Review Board gave their approval to the study. This research was carried out in North Carolina’s Triangle region, which includes Durham, the state’s sixth most HIV-positive county (24.3 per 100,000 persons) [55]. Blacks/African Americans account for 62.3% of all cases in the Triangle region, while making up just 31% of the population [56, 57]. In a study of Black young adults in Durham, North Carolina, it was shown that Black men had lower HIV testing rates than Black women because they were less inclined to participate in regular screenings in clinical settings [58].
Data Collection
Four virtual focus group discussions (FGDs) consisting of 19 participants total were held using Zoom video conferencing from January through June 2019 [59, 60]. The participants included including barbershop business owners, barbers, and barbershop customers. Each conversation was audio-recorded and lasted between 1.5 and 2 h. To ensure confidentiality, FGD participants were offered the option of participating without video and had their names changed to their allocated number on their login screens. Each participant provided verbal informed consent. The discussion was moderated by two PhD-level researchers (DFC and AM) with extensive qualitative research experience. The moderators demonstrated an HIVST kit and stated that researchers were attempting to figure out if setting up HIVST information booths in places like barbershops would be an appropriate way to encourage HIV testing in their community. The FGD guide was adapted from a study that developed an HIVST education and promotion project [11]. Items to explore HIV self-testing perceptions included, “How many of you would want to use an HIV self-test kit? Why would you want to use an HIV self-test kit?” Items included to assess perceptions of barbershop-based HIV self-testing education and promotion were included: “What are some potential concerns and challenges you think men may have with receiving HIV self-testing information in barbershops?”
Data Analysis
The audio recordings of the FGDs were anonymously transcribed verbatim. Two study team members analyzed the data independently using both codes developed a priori from a previous study [11], followed by an deductive coding process. The codes developed a priori and included the following: General perceptions of HIVST, positive and negative 
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