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A B S T R A C T

Objectives: To learn how the COVID-19 pandemic response could shape public health messaging for sexually
transmitted infections (STIs), researchers conducted qualitative interviews with young adults in demographic
groups experiencing disparate rates of STIs and healthcare providers in California, Florida, Louisiana, and
Missouri.
Methods: Between October 2020 and October 2021, researchers interviewed 55 young adults and 49 providers
about COVID-19 and STI information sources, perceived risk, and messaging. Young adults included Black/Af-
rican American gay, bisexual, or other men who have sex with men (Black MSM); Latinx MSM; Black/African
American transgender women; Latinx transgender women; and Black/African American cisgender women.
Providers were medical doctors, doctors of osteopathy, nurse practitioners, physician assistants, and registered
nurses.
Results: Half of young adults identified the Centers for Disease Control and Prevention and the news as primary
trusted sources of COVID-19 information; for trusted STI information, they identified providers. Conversely,
providers perceived that young adults receive sexual health information from the internet, peers, and social
media. Nearly all young adults assessed their likelihood of contracting COVID-19 infection and STIs as low.
Conclusions: Communication efforts surrounding the novel coronavirus can help sexual healthcare providers
improve messaging by aligning multiple, trusted sources of information to reduce message variability; increasing
accountability for providers’ critical role in affirming sexual health discussions; and supporting patient-driven
communications to address individualized STI information needs.
Practice Implications: STI information should be presented in a simple, consistent manner from multiple credible
sources—in particular, providers. Second, providers should promote patient-driven conversations that address
young people’s concerns and communicate with empathy in a non-judgmental fashion. Third, we can address
young people’s low-risk perception by emphasizing factors both within and outside of young adults’ control that
can facilitate an ongoing sexually healthy life.

1. Introduction

Youth and young adults 15–24 years old make up a quarter of the
sexually active population but account for half of newly diagnosed
sexually transmitted infections (STIs) in the United States [1]. Factors
associated with high rates of STI acquisition among youth and young

adults include rapid social and emotional development [2–5], limited or
unreliable sexual health education [6], barriers to accessing STI
screening [7], and low condom use [8]. The threat of COVID-19 in 2020
and the accompanying safety precautions did little to lessen young
people’s desires for sexual interactions, and data suggest STI rates
continued to grow [9–13].
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Young people often feel a sense of discomfort or embarrassment in
talking about sexual health with their healthcare providers, which is also
true of providers when it comes to discussing sexual topics with their
patients [14]. Additionally, young people cite concerns around confi-
dentiality as a reason they may not engage truthfully about their sexual
health activity and healthcare needs [15]. Studies have published rec-
ommendations to improve communication between providers and pa-
tients to address sexual health service needs [16,17]. However, there is
still an unmet need for improved sexual health communication, partic-
ularly among sexual, gender, and racial minority patient populations
[18–20]. These concerns go hand-in-hand with the United States
Department of Health and Human Services’ STI National Strategic Plan
2021–2025, which includes a call to advance communications science
that can address the STI epidemic [21].

Public health professionals working in the sexual health arena have
struggled to curb the STI epidemic, largely due to STIs being a
“neglected field of public health practice and research” [22].
Conversely, the COVID-19 pandemic has received extraordinary public
health funding and attention. The swiftness and severity of the fallout of
the novel coronavirus was unlike anything experienced in modern his-
tory. As a result, COVID-19 messaging permeated via public health
guidance, federal, state, and local policies, third-party reports (e.g.,
peer-reviewed articles or grey literature), news media coverage, and
social media.

To learn how the COVID-19 pandemic could guide novel approaches
to addressing STIs among communities experiencing disparate rates of
infection, the present study had three goals: to identify where sexually
active young adults receive information about sexual health and COVID-
19; understand how sexually active young adults perceive their likeli-
hood of contracting STIs and COVID-19; and learn what resonant mes-
sages sexual healthcare providers and sexually active young adults
report sharing and receiving.

2. Methods

Between October 2020 and October 2021, seven experienced in-
terviewers from the study team conducted semi-structured virtual in-
terviews with young adults and providers. Interviewers included young
adults, previous youth clinic workers, and people with sexual health
research experience. Participants were recruited from California, Flor-
ida, Louisiana, and Missouri because these states reported high rates of
chlamydia, gonorrhea, or syphilis [23]. Further, the study targeted
young adults experiencing the highest rates of STIs [24–27]: Black/-
African American gay, bisexual, or other men who have sex with men
(Black MSM); Latinx MSM; Black/African American transgender
women; Latinx transgender women; and Black/African American cis-
gender women. The study employed a purposive and snowball sampling
method. Participant recruitment included emails to eligible participants,
community health service organizations, patient advocate groups, af-
finity groups, and provider groups within AIDS Health Foundation’s
(AHF) network. Flyers, social media posts, and payment for referrals
fortified the sampling approach. A market research firm was also con-
tracted to support recruitment and enrollment. This study was reviewed
and deemed exempt by Advarra Institutional Review Board.

Eligible young adults resided in one of the four study states, were
18–24 years old, a member of one of the demographic groups listed
above, were sexually active in the last year, conversant in English, and
reported seeing a provider for STI services in the previous two years.
Enrolled providers included medical doctors, doctors of osteopathy,
nurse practitioners, physician assistants, and registered nurses prac-
ticing for more than five years who provide direct sexual healthcare at
least half the time.

The study team assembled an advisory board to enhance participant
recruitment and data collection, as well as ensure the interpretation of
the findings was informed by those knowledgeable about the pop-
ulations and topics. These essential voices represented public health

communications researchers, providers, patients, patient advocates, and
online relationship experts.

Before the interview, an informed consent form was reviewed with
all participants. Participants were asked to verbally confirm their un-
derstanding and consent to participate in the study and interview
recording. Both the participant and the interviewer called into Zoom at
the interview time. The video function was not used for any calls. Upon
completing the 35-min interview, participants received a $75 cash
incentive. Interview guides are available for supplemental reading.

Researchers used the framework method for analysis, identifying a
thematic framework based on the study’s research questions. Principal
investigators, the advisory board, and the analytic lead established the
thematic framework and divided the data by research question among
six analysts. Using a provided template, analysts prepared an analytic
memo that indexed, charted, and mapped patterns and themes, exam-
ined differences by population, and linked related interview quotes.

3. Results

A total of 104 participants were interviewed: 55 young adults and 49
providers (Table 1). Among the young adults, 38% (n= 21) were from
California, 29% (n= 16) Florida, 18% (n= 10) Missouri, and 15%
(n= 8) Louisiana. A third of the young adults were Black cisgender
women (35%; n= 19), followed by Latinx MSM (31%; n= 17), Black
MSM (25%; n= 14), Latinx transgender women (5%; n= 3), and Black
transgender women (4%; n= 2). Among providers, 51% (n= 25) were
from Florida, 27% (n= 13) Missouri, 14% (n= 7) California, and 8%
(n= 4) Louisiana. Two-thirds of the providers were medical doctors or
doctors of osteopathy (67%; n= 33), followed by nurse practitioners or
physician assistants (31%; n= 15), and one registered nurse (2%).

Table 1
Number of participants by demographics and state.

LA FL CA MO Total

Young Adults 8 16 21 10 55
Black MSM 3 4 4 3 14
Latinx MSM 0 7 10 0 17
Black Transgender Women 0 1 1 1 3
Black Cisgender Women 5 3 5 6 19

Healthcare Providers 4 25 7 13 49
Medical Doctor/Doctor of Osteopathy 2 24 4 3 33
Nurse Practitioner/Physician Assistant 1 1 3 10 15
Registered Nurse 1 0 0 0 1

Total 12 41 28 23 104

LA: Louisiana; FL: Florida; CA: California; MO: Missouri; MSM: Gay, Bisexual, or
Other Men Who Have Sex with Men.

Table 2
Percentage of Total Mentions of Young Adults’ Trusted Source of Information for
COVID-19 and STIs.

Trusted Source COVID-19 Young
Adult Mentions

STIs Young Adult
Mentions

STIs Provider
Mentions

CDC 27% 2% 0%
Healthcare
Providers

3% 29% 4%

News 22% 0% 0%
Internet and
“Official” Websites

12% 15% 29%

Social Media 12% 2% 13%
Family 6% 2% 6%
Peers/Friends 2% 6% 19%
School 4% 6% 9%

STIs: Sexually Transmitted Infections; CDC: Centers for Disease Control and
Prevention.
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3.1. Sources of information for STIs and COVID-19

Young adults identified the Centers for Disease Control and Pre-
vention (CDC) and the news as their primary trusted sources of infor-
mation about COVID-19 prevention (Table 2). For STIs, young adults’
primary trusted sources were providers. One young adult in California
said, “I can say the main source is the doctor. I don’t really like going to
the Internet—sometimes you are reading something, and you start
thinking [you have that infection], but it’s not.” A young adult from
Missouri simply reported, “A doctor, I think they should be giving that
information.” Young adults also trusted “official” websites defined by
patients as websites referred by their provider, science-based websites,
or websites with a .org, .edu, or .gov top-level domain: “[The Florida
Department of Health has] a section on their website which outlines how
[STIs] can be transmitted and what bodily fluids transmit them and
that’s pretty much the same for the CDC,” according to a Florida young
adult. Young adults did not trust information posted on social media, as
noted by a California young adult: “I love Twitter, but a lot of people get
on Twitter and create opinions, and people run with that, and they take
it as fact, but not backed up by anything that qualifies it as valuable.”
Similarly, according to a young adult in Louisiana:

“Of course, on social media, some people put out just to put out. It’s
mostly social media, I would say Facebook or Twitter. Now they have
ways to tell you if something is false. My friends, they didn’t really look
into it, but there was false information through the pandemic about
COVID all the time; we would see false information at least every week.”

Conversely, providers perceived that their young patients were pri-
marily getting their STI information from the internet, with one Florida
provider saying, “Doctor Google. The internet is insane. People come in,
more in outpatient settings, and they say I found this on [the] internet or
WebMD.” Another provider from Missouri said their patients get infor-
mation from the internet “more than I realize.” Providers also mentioned
peers and social media as perceived main sources of information.
Notably, providers were least likely to perceive their patients as
receiving their STI information from providers themselves. According to
a Missouri provider, patients get their information from three sources:
“… probably school-based health classes, second would probably be
their friends or their community center … and then, finally, the internet
seems to be more and more a source as well.”

3.2. Young adults: assessment of likelihood of contracting STIs or COVID-
19

Young adults were asked to assess the likelihood that they would get
COVID-19 or an STI in the next year on a scale of 1–10, with one being
“not at all” and 10 being “completely” (Table 3). Nearly all young adults
assessed their likelihood of infection as low, averaging 3.5 and 2.8 for
COVID-19 and STIs, respectively. When probed about the reason for
their risk rating, young adults attributed their perception of a lower
likelihood of infection to their ability to limit their exposure and take
safety precautions. According to a Florida young adult, “[STIs are] kind
of same reason with COVID—you can never be 100% sure, you can
always wear a condom, but that doesn’t necessarily mean you will
100% prevent it every time.” Young adults stated that trust of their

sexual partner influenced their assessment of their likelihood of getting
an STI in the next year. According to a California young adult, “I have
sex with a certain few men that I feel are clean and telling me the truth.”

Despite being able to take precautions, many young adults felt un-
certainty about COVID-19 exposure compared to STI exposure, citing an
inability to trust and control the actions of others. This uncertainty and
lack of control were cited as contributing factors in their rating of the
likelihood of acquiring COVID-19 or STIs. For a few young adults,
invulnerability permeated their perceived risk of both COVID-19 and
STI exposure. For example, one young adult in California reported, “If I
was going to get it, I would have gotten it by now,” and another Cali-
fornia young adult similarly said, “I haven’t gotten it so far, and I feel
like I’ve been risqué about what I’m doing.” In addition, a Missouri
young adult reported that their “pretty strong immune system” would
prevent COVID-19: “I don’t really see myself getting COVID. I now have
a pretty strong immune system. I don’t see it happening anytime soon.”

3.3. Young adults: taking precautions for STIs and COVID-19

More young adults reported taking STI precautions than COVID-19
precautions. Some named wearing masks and using hand sanitizer as
their approach to COVID-19 prevention as well as frequent handwashing
and social distancing. A California young adult noted their consistent
mask use due to other people being inconsistent:

“In the last month, I have made sure to wear my mask every time
leaving the house, not just when around other people, because I notice a
lot of people take their masks off, and then they are less likely to put
them back on when others are around.”

Many young adults reported using condoms in the past year to pre-
vent STIs. According to a Louisiana young adult, “I have made sure I
have my own condoms just in case anything happens.” Other STI pre-
vention behaviors included frequent STI testing (“Whenever I have had
sex with somebody, you just want to know you are being safe by wearing
condoms, as well as getting tested before and afterwards”), limiting
sexual partners (“Another thing I do is not to have more than two
partners”), and using HIV pre-exposure prophylaxis (PrEP).

3.4. Young adults: interactions with providers

Young adults were asked to rate their satisfaction with their most
recent provider interaction about sexual health on a scale of 1–10, with
one being “not at all satisfied” and 10 being “completely satisfied.” The
average rating was eight. According to a Florida young adult, “My
provider [is] awesome. I love them. They deal with my complaints …
They reassure me, that although I know this information, sometimes I
forget, and they diminish that human stigma. I give them a 10—a 20.”
Young adults who rated their care eight and higher cited the following
characteristics of their encounters: feeling comfortable asking questions
and talking with their non-judgmental provider, addressing their sexual
healthcare needs, and learning something new. Black cisgender women
were more likely to describe feeling comfortable with their provider
compared to Black MSM or Latinx MSM. Relatedly, a few young adults
wished their providers were more like them—gay, transgender, or that
they “look like” them. For example, a Florida young adult said, “I am
comfortable enough to talk with him about my sexual health and have
open conversations. Maybe I would give him 10 if he was gay.”

Although most young adults interviewed stated that nothing
important was missing from their provider discussions, some wanted
more information specific to their needs, like HIV PrEP, details about
human papillomavirus, laymen’s clarification of asymptomatic HIV, and
how to talk to past or future partners. A Florida young adult said, “He
just said ‘use condoms,’ [it was the] same old stuff. I had more questions
to ask. They just didn’t pay attention to ask.” And a California young
adult said, “Probably one thing I would’ve liked to discuss with my
provider would be how to implement more safe sex practices in my
sexual health life.”

Table 3
Young Adults’ Self-Reported Likelihood of Infection from COVID-19 or STIs On a
Scale of 1–10, with One Being Not at All and 10 Being Completely.

Likelihood of Infection Rating COVID-19 N (Column %) STIs N (Column %)

1–3 27 (49%) 39 (71%)
4–6 24 (44%) 10 (18%)
7–8 3 (5%) 4 (7%)
9–10 1 (2%) 2 (4%)

STIs: Sexually Transmitted Infections.
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3.5. Providers: conversations with young adult patients

Providers were asked about their sexual health conversations with
patients, shifts in messaging due to COVID-19, and how telemedicine
has changed sexual health communication. Many providers described
their conversations with patients as “straightforward” and “educa-
tional.” AMissouri provider explained, “I try to be very succinct with the
information that we provide. We want to give our patients all of the
information that we can so that the patients can make informed de-
cisions themselves.” According to a California provider, “Directness is
one of my approaches; just naming and explaining what their diagnosis
is.” Yet, many providers were also cognizant of the importance of
creating a supportive, non-judgmental environment for conversations to
take place. According to a Florida provider “It is hard for some people to
open up about sexual health. But, when you create a good rapport with
the patient, you can make a big difference.” Further, some providers
reported the commitment to listen closely and tailor the sexual health
conversations to their patients’ needs. Two providers noted the impor-
tance of reducing patients’ guilt about STIs: “Most of the time they have
some guilt associated. You don’t have to browbeat them about it,” said
one California provider. Similarly, a Florida provider stated, “Try to
allow them to open up. If they end up having an STI, there is a lot of
guilt. [I’m] not here to judge; [I’m] here to treat.”

Providers were split on whether having sexual health conversations
was harder during the pandemic—some stated conversations were more
challenging, and others reported they were not. According to a Louisiana
provider, “[COVID-19] has made it harder for people to access health
services.” Conversely, a Missouri provider said:

“I don’t think it’s harder for us. We’re seeing patients in the clinic all
day, every day; we’re busier than ever. I don’t think COVID has affected
us. We are able to meet face-to-face with our patients to have that
conversation in person, as well as at home with electronic information
and handwritten information.”

A Florida provider referred to COVID-19 as a blessing for STI dis-
cussions: “The blessing, I mean it’s like we’re all germophobic now… so
I think it’s easier to have these conversations now because we’re all
already so preoccupied with germs … I think it’s easier for my patients
to ask questions … [and] it is easier for me to bring it up because we’re
all kind of on the defense [with] COVID, so I think the conversations are
easier to have, not harder.”

The inherent constraints of holding visits via telemedicine were a top
reason for citing difficulty with sexual health conversations, followed by
the challenges of hosting in-person visits during the pandemic. Ac-
cording to a Florida provider, “Most of telemedicine is a knock-off punch
list—like medication refill. [I’m] not able to reinforce important ques-
tions as much as in-person.” However, the advent and increased uptake
of telemedicine during the pandemic created opportunities for increased
access. According to aMissouri provider, “Patients are more comfortable
talking from their homes in their own setting. In order to see me, they
have to go through the hospital process, which creates reluctance/
embarrassment. Telehealth doesn’t create many barriers.”

3.6. Providers: message recommendations

Providers were asked, “Where and for whom do you perceive the
biggest need for better sexual health messaging?” Some mentioned
young adults of lower socioeconomic status need better sexual health
messaging. According to a Missouri provider, “Some people don’t know
that condoms are effective … In lower socioeconomic or class area-
s—they have less education and [the] highest [STI] and pregnancy
rates.” While “socioeconomic status” was the nomenclature used by
many providers, suggested disparities included inadequate access,
health literacy, confidence in the healthcare system, and social norms
related to health-seeking behaviors. According to a Louisiana provider:

“With the COVID pandemic, there was more popular discussion
about system and structural factors that played in COVID: structural

racism [and] capitalism, or all these things that are in the broader public
conversation. I think that’s just an important piece of the consciousness-
raising with sex because even with medical education, I think that [we]
can protect our patients better because we can understand the structural
reasons for why they are doing things, and if we can address those
things, it can help. It’s not as simple as someone keeps getting chlamydia
or missing their testing appointments. Participating in whatever advo-
cacy activities we can do that connects to the broader ways that capi-
talism, structural racism impact patient outcomes.”

Some providers reported greater STI knowledge among gay, queer,
transgender, and White populations. Many providers observed dispar-
ities in STI knowledge and behaviors among key groups. They suggested
a need for better sexual health messaging that addresses systemic issues
perpetuating disparities among those of lower socioeconomic status,
younger individuals, immigrants, and Black individuals.

Drawing on COVID-19 messaging, providers suggested STI
messaging should be simple, rapidly deployed, and consistent across
multiple credible sources so that other messages do not crowd out or
confuse audiences. “There was a lot of bungling with the COVID
messaging. So, what we were reminded of is how consistent the message
has to be. For any kind of health-related topic, the health literacy of the
public is very low, or you have to assume it’s very low, and you have to
make messaging clear and consistent,” said a California provider. A few
providers found success encouraging young adults to take ownership in
protecting others to prevent disease. According to a Missouri provider:

“This whole concept of germ/disease mentality/discussion—it is
now part of the psyche in a generation of kids in a way that has never
been before. The way disease can be present and visible, there are ways
we can protect yourself and others by using prevention measures. That
messaging—disease prevention and ownership could be applied to STI
education.”

Similarly, a Louisiana provider noted the importance of focusing on
the community: “I think people feel or have felt this sense of empow-
erment when they understand the science behind something they feel
they are doing something right … And I wonder how that might land
with patients that you’re not just protecting yourself, you’re protecting
your community.”

Some providers reported there were no lessons to be learned from
COVID-19, with two providers saying that any messaging would be
ineffective. A Florida provider offered some hope despite the concern:

“I don’t know—the best thing I can say is try and be able to explain
things. Like with COVID, I try and explain the vaccine, and if I break it
down, that helps. If we can give messages from people they trust and
truly explain things. Sometimes, people will believe what they want to,
regardless of the information. So have people they trust and break [it]
down in ways they can understand and hope for the best.”

4. Discussion and conclusion

4.1. Discussion

Providers and young adults had sharply contrasting views on where
young adults access health information. Providers believed their pa-
tients primarily get their information from the internet, peers, and social
media, whereas young adults reported providers as their ideal source for
information. Young adults also named “official” websites as primary
sources, with peers and social media being some of the least trusted
sources. There appears to be an opportunity for providers to further
embrace the role of trusted source of STI information. While studies
have found young people use social media for health information [28,
29], our findings align with studies that suggest young people feel the
health information on social media is generally untrustworthy [29,30].

When asked about the likelihood of acquiring COVID-19 or an STI in
the next year, nearly all young adults assessed their risk as low. Ado-
lescents’ tendency to underestimate various risks, including those
related to STIs and COVID-19, aligns with our understanding of the
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neurobiological underpinnings of young people’s behavior reported in
the literature [3–5]. Further, greater certainty about infection status and
a feeling that they could control or limit their exposure influenced young
adults’ lower self-reported risk assessments.

4.2. Limitations

As with any research, the results of this study should be interpreted
within the parameters of the study’s limitations. Individuals who chose
to participate in this study may represent a population that was more
interested in or familiar with the subject area or had different experi-
ences than those who declined to participate. A concerted effort was
made to recruit transgender women by leveraging trusted AHF trans-
gender clinic contacts, high-touch individual outreach from the project
leadership and advisory board’s networks, and targeted recruitment via
a market research firm. Several issues can hinder participation for
marginalized groups, including issues of mistrust, logistical and confi-
dentiality concerns, lack of awareness, and psychosocial/emotional
concerns. Despite the effort, only five transgender women completed the
interview.

Further, interviews for this study were conducted between October
2020 and October 2021. During this period, the risk of COVID-19,
infection rates, availability of rapid tests and a vaccine, access to
essential services, and policies varied. Finally, the number of partici-
pants in each state varied, and some demographic groups had too few
responses to make comparative statements.

4.3. Conclusion

Although our study was conducted during the peak of COVID-19, we
are presenting our findings in what we hope is the denouement of this
pandemic. Newly published studies have analyzed COVID-19 messaging
during its early stages and presented corrections to communication
missteps. COVID-19 reinforced what we know about young adults’
assessment of their vulnerability: they will continue to perceive low risk.
However, our interviews with young adults and providers reveal op-
portunities to improve sexual health messaging by including concerted
efforts to align multiple, trusted sources of information to reduce mes-
sage variability; increase accountability for providers’ critical role in
affirming sexual health discussions; and support patient-driven com-
munications to address individualized information needs on prevention,
transmission, testing, and treatment.

4.4. Practice implications

Respondents from our study offered a series of potential lessons from
the COVID-19 pandemic to inform sexual health messaging approaches.
First, we must present STI information in a simple, consistent manner
from multiple credible sources—in particular, providers. Second, pro-
viders should promote patient-driven conversations that address young
people’s concerns and communicate with empathy in a non-judgmental
fashion. Third, we can address young people’s low-risk perception by
emphasizing factors both within and outside of young adults’ control
that can facilitate an ongoing sexually healthy life. Applying these three
lessons from COVID-19 may help young people, providers, and the
larger public health community curb the STI epidemic.
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