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Abstract
African Americans in the southern United States continue to be disproportionately affected by HIV. Although faith-based 
organizations (FBOs) play important roles in the social fabric of African American communities, few HIV screening, care, 
and PrEP promotion efforts harness the power of FBOs. We conducted 11 focus groups among 57 prominent African Ameri-
can clergy from Arkansas, Mississippi, and Alabama. We explored clergy knowledge about the Ending the HIV Epidemic: A 
Plan for America (EHE); normative recommendations for how clergy can contribute to EHE; and how clergy can enhance 
the HIV care continua and PrEP. We explored how clergy have responded to the COVID-19 crisis, and lessons learned from 
pandemic experiences that are relevant for HIV programs. Clergy reported a moral obligation to participate in the response 
to the HIV epidemic and were willing to support efforts to expand HIV screening, treatment, PrEP and HIV care. Few clergy 
were familiar with EHE, U = U and TasP. Many suggested developing culturally tailored messages and were willing to lend 
their voices to social marketing efforts to destigmatize HIV and promote uptake of biomedical interventions. Nearly all clergy 
believed technical assistance with biomedical HIV prevention and care interventions would enhance their ability to create 
partnerships with local community health centers. Partnering with FBOs presents important and unique opportunities to 
reduce HIV disparities. Clergy want to participate in the EHE movement and need federal resources and technical assistance 
to support their efforts to bridge community activities with biomedical prevention and care programs related to HIV. The 
COVID-19 pandemic presents opportunities to build important infrastructure related to these goals.
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Introduction

Nearly half of new HIV infections occur in the Southeast-
ern United States [1–3]. In 2017, Mississippi had the 7th 
highest rate of new HIV diagnoses and the highest rate of 
AIDS-related mortality in the country [4]; Arkansas ranked 
20th in the nation for the highest rate of new HIV diagno-
ses [5]; and Alabama ranked 11th in the United States for 
the highest rate of new HIV diagnoses [6, 7]. In Arkansas, 
Mississippi, and Alabama infection rates are high in certain 
rural areas [7–9]. Little HIV research has been conducted 
in rural areas in these states, and many rural communities 
with significant HIV burden are medically underserved [10]. 

There is tremendous unmet need for HIV education, screen-
ing, prevention, and care services in these southern states 
[11], particularly in geographic hotspots of HIV infection.

Ending the HIV Epidemic: A Plan for America (EHE) 
was developed by agencies across the U.S. Department of 
Health and Human Services to end the HIV epidemic in 
the United States by 2030 [11]. The first phase of the EHE 
targets 48 jurisdictions where HIV transmission occurs 
most frequently, several with a large rural HIV disease 
burden, including in Arkansas, Mississippi, and Alabama 
[11]. The EHE “whole-of-society” approach leverages 
community, academic, government, and healthcare organi-
zations as a strategy to reduce incidence cases of HIV in 
the United States. Partnering with faith-based organizations 
(FBOs) located in geographic areas with higher HIV rates 
is an important component of the EHE “whole-of-society” 
approach to ending the HIV epidemic.
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Most new infections in the South are among African 
Americans [1–3]. African Americans have poorer out-
comes than White individuals in the entire continua of HIV 
and Pre-exposure prophylaxis (PrEP) care [12]. Reduc-
ing racial disparities in HIV infection requires address-
ing complex social, structural, and behavioral factors that 
raise African Americans’ HIV acquisition risks and related 
clinical outcomes [13–15]. PrEP can reduce HIV infection 
by over 90% [16]; however, there are numerous barriers 
to achieving optimal levels of PrEP use among African 
Americans [13, 17–22]. These barriers include lack of 
education around PrEP and HIV risk, stigma, medical mis-
trust, and lack of access to PrEP or financial assistance to 
pay for PrEP. Similar barriers contribute to the dispari-
ties in HIV treatment. African Americans are less likely 
than Whites to receive antiretroviral therapy (ART), to be 
adherent and persistent with ART, or to achieve viral sup-
pression [23, 24]. Reducing HIV disparities will require 
addressing the negative influences that impact health dis-
parities, including paralyzing stigma that undermines HIV 
screening, prevention, treatment and care. Reducing dis-
parities also requires leveraging the cultural capital and 
strengths of the African American community.

African Americans are more likely than other Ameri-
cans to believe in God, attend church, and support reli-
gious engagement with sociopolitical issues [25]. African 
American churches played important roles in the Civil 
Rights Movement and African American voting efforts 
in the United States, ultimately culminating in important 
civil rights legislation. Further, African American Faith-
based Organizations (FBOs) have been a place of refuge 
and healing and have served as a gateway to reach African 
Americans through partnerships with public health agen-
cies and medical institutions [26]. African American FBOs 
have long been recognized as critical partners for deliver-
ing social services, health-related behavior change interven-
tions, and chronic disease interventions [27–30]. Moreover, 
church-based health promotion interventions have improved 
health outcomes for African Americans when conducted in 
culturally congruent ways [27]. FBOs and spirituality can 
have a positive impact on health outcomes of people living 
with HIV [31, 32]; however, few HIV screening, prevention 
(including PrEP) and care efforts harness the power of FBOs 
for normalizing HIV-related interventions.

Clergy are willing to partner in efforts to respond to the 
HIV epidemic [33–37] and are aware of their powerful 
influence to addressing stigma related to HIV [33, 38, 39]. 
Recent research finds that clergy report a moral obligation 
and willingness to promote HIV screening and support HIV 
related biomedical interventions and anti-stigma efforts [33]. 
Further, clergy frame HIV as a social justice issue, affirm 
the value and dignity of people living with HIV, and support 

positive messages about treatment initiation and medication 
adherence [33, 34, 40, 41].

Although many clergy understand HIV affects their con-
gregations and communities, clergy report barriers to being 
able to provide prevention services directly [42]. Many 
clergy understand how HIV is transmitted, but do not have 
the resources to educate themselves or their congrega-
tions about “treatment as prevention (TasP),” “Undetect-
able = Untransmittable (U = U),” and PrEP [33, 34]. TasP 
refers to the population impacts associated with initiating 
antiretroviral therapy; individuals who are virologically 
suppressed have 99% lower chances of transmitting HIV to 
others than those who are not suppressed [43]. Similarly, 
U = U refers to the concept that HIV positive individuals 
who maintain a suppressed viral load for at least six months 
do not transmit HIV to sexual partners [44]. Although clergy 
support biomedical interventions, they often have little 
understanding of these interventions, limited financial sup-
port, and no existing partnerships with Community health 
centers (CHCs) that offer screening, PrEP, HIV treatment, 
and care [33]. Ongoing HIV stigma compounds technical 
challenges associated with involving clergy in disseminating 
these complex public health messages [45].

The Bible Belt is a region of the Southern United States 
in which church attendance is higher than the nation's aver-
age and Christianity has a strong influence on society and 
politics. CHCs are key potential EHE partners for scaling 
HIV screening, PrEP, and HIV care in the Bible belt. Despite 
the importance of faith, spirituality, and religious practice 
in the lives of many African Americans and the role CHCs 
play in HIV treatment and prevention, there has been lit-
tle scientific investment exploring how to bring African 
Americans' faith institutions and CHCs together to address 
stigma and promote uptake of HIV prevention and care inter-
ventions. Leveraging the power of African American faith 
institutions in rural communities in the Bible Belt presents a 
public health opportunity to reduce stigma and racial dispar-
ities in the HIV and PrEP care continua. We explored clergy 
opinions about these topics and solicited their normative 
recommendations about how to engage clergy in partner-
ships with CHCs in the Bible Belt. 

Methods

Sample

We used a purposeful sampling strategy and recruited clergy 
serving primarily African American congregations in geo-
graphic HIV hotspots within Bible Belt states: Little Rock, 
Arkansas; Memphis, Tennessee (on the Arkansas side); 
Jackson, Mississippi; and Tuscaloosa, Alabama. We com-
pleted 11 focus groups in May and June of 2020 with 57 
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prominent African American clergy from Arkansas (n = 18), 
Mississippi (n = 20), and Alabama (n = 19), 79% were male. 
Focus groups had an average of 6 participants and were con-
ducted by trained African American moderators via HIPPA 
compliant secure zoom. The clergy sampled had varying 
levels of exposure to and familiarity with HIV; some clergy 
had been involved with previous faith-based HIV initiatives, 
and others had limited or no experience. All participants in 
the study were over 18 years of age, spoke and read Eng-
lish, and provided oral consent. Each participant received a 
$100 gift card. All focus groups were digitally recorded and 
later transcribed. In accordance with grounded theory, we 
completed focus groups until we reached saturation, when 
no new data were discovered [46]. The Brown University 
Institutional Review Board approved this study.

Data Collection

Semi-structured focus groups lasted approximately 90 min 
and assessed how clergy might help normalize uptake of 
biomedical interventions and support improvements to the 
HIV care continua and PrEP initiation efforts. We explored: 
clergy knowledge about HIV/ HIV transmission, TasP, 
U = U, and the EHE federal plan; as well as clergy will-
ingness to discuss HIV, treatment, and prevention/PrEP in 
faith-based settings. We solicited their normative feedback 
regarding how FBOs can best address stigma related to HIV, 
partnering with clinics, hosting and developing social mar-
keting campaigns related to TasP and U = U, and overcoming 
potential obstacles. Lastly, because our focus groups took 

place during the COVID pandemic, we briefly discussed 
how to integrate clergy suggestions about HIV programing 
during the COVID-19 crisis, and opportunities to combine 
HIV programs with COVID-19 prevention programs.

Data Analysis

A general inductive approach guided the analysis of data, 
which allowed for the data to be formulated into themes and 
categories [47]. Four trained coders individually reviewed 
and coded the transcribed data using Dedoose software 
(Data Coders: TA, LKF, YM, DG). Open and axial cod-
ing were then used to outline concepts among coders and 
combine themes that overlapped. Each theme and sub-theme 
were assigned a code and compiled in a codebook [48]. At 
least two coders independently coded the first 27% of the 
transcripts to increase reliability of codes. Discrepancies in 
interpretation were resolved among the research team before 
final coding commenced.

Results

Table 1 below summarizes clergy knowledge of HIV treat-
ment as prevention, U = U, and EHE and willingness to dis-
cuss HIV, treatment, and PrEP in faith-based settings. These 
themes are also explored in more detail below.

Table 1  African American clergy knowledge about HIV, TasP, U = U, EHE and PrEP

Themes Sub-themes

Knowledge about Treatment as Prevention, U = U, Ending HIV 
Epidemics, & PrEP

Clergy understand how HIV is transmitted
All participants know someone living with or affected by HIV
No clergy had heard of the federal Ending HIV Epidemic Plan
No clergy were familiar with U = U concepts
Clergy knew little about TasP
Few clergy knew about Ryan White free care services and several expressed 

concerns about high perceived cost of HIV treatment
Most clergy had never heard of PrEP

Willingness to Address Stigma & Discuss HIV, Treatment, & PrEP Clergy believe they have a moral obligation to address HIV and HIV stigma
Most clergy are willing to discuss and address HIV stigma from the pulpit 

and to respond to the HIV crisis
Clergy were even more willing to be involved in HIV programs after partici-

pating in the focus groups
Clergy were willing to get involved in efforts to promote treatment, TasP, 

and to promote PrEP with local CHCs
Current Health Promotion Efforts and Clinical Partnerships Some churches have health ministries and already conduct HIV testing

Many churches have existing informal collaborations with health organiza-
tions; few have formal partnerships with any clinics or CHCs

No churches had support programs for HIV positive persons or efforts to 
link HIV-positive persons to HIV care
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Knowledge About Treatment as Prevention, U = U, 
Ending the HIV Epidemic, & PrEP

Overall, clergy reported understanding how HIV is trans-
mitted. Many clergy have congregation members who are 
living with HIV or impacted by HIV; however, most were 
still unaware of the gravity of the current HIV epidemic 
in their surrounding communities. Importantly, many noted 
that HIV has affected members of their congregations. One 
pastor commented:

I personally know someone who became HIV positive. 
It was not somebody who was promiscuous. It was not 
somebody who was with a lot of sex partners. It was an 
elderly lady from a church who married a deacon and 
at 68 years of age became HIV positive.

None of the clergy had ever heard of EHE or the U = U 
movement. Nearly all clergy reported that U = U has not 
been effectively marketed to their communities, and noted 
that new, culturally tailored messages would resonate better 
with their congregations. Several clergy remarked:

I’m one of these people who is aware of things. I read a 
lot. I pay attention! I have not heard of this, so it hasn’t 
been marketed very well.
This information, the Undetectable = Untransmittable, 
is something that I don’t think a lot of people know, so 
this is definitely somewhat eye-opening. As a matter 
of fact, I know a lot of people don’t know this in my 
church or in my community, that anyone who is HIV 
positive and maintains an undetectable viral load can-
not transmit HIV!

Some clergy reported learning about HIV treatment from 
television commercials, but otherwise reported knowing lit-
tle about treatment and TasP. A few noted that the phar-
maceutical commercials are not framed in ways that would 
resonate with their congregations:

I’ve seen the different medications that are available 
and those type of commercials. We’re in the Bible 
Belt. It’s a very conservative area, and I think that is 
one thing that might limit the effectiveness of those ads 
resonating with people.

Furthermore, clergy were not sure how the medications 
worked and worried that medications might not be afford-
able for those in their congregations. Clergy wanted con-
gregations to be empowered by information so they can stay 
healthy but wanted to make sure that people also had access 
to the medication. Few knew that HIV treatment could be 
provided free of charge by the federal Ryan White HIV care 
program. Some clergy recalled high costs of medications 
earlier in the epidemic:

My mind goes back to a few years ago, that for people 
with AIDS, the medication was very, very expensive. 
They were not able to afford the medication.

Most clergy reported they had never heard of PrEP. Upon 
learning about PrEP for the first time, most clergy were very 
eager for more information and wanted to offer this resource 
to those in their congregation and communities. Two clergy 
remarked:

I would love to have some literature as it relates to 
PrEP because this is my first time hearing of it.
No, I haven’t heard of that particular medication 
[PrEP], but I think if it works, let’s get it out there.

Others were eager to learn more about PrEP but felt hesi-
tant dispensing information to congregations before learning 
more about what it is, how it works, and any potential side 
effects.

I’ve seen the commercials about PrEP, but I would 
definitely want to know what I’m talking about. I think 
it’s worth knowing more.

Willingness to Address Stigma and Discuss HIV, 
Treatment, and PrEP

There was an overwhelming consensus that clergy believe 
they have a moral obligation to get involved in HIV treat-
ment and prevention efforts, and to help eradicate stigma.

I do believe it's a moral duty that we should educate. 
I think it all ties in to knowledge and understanding. I 
believe this is part of our purpose.
I think too often the church tries to over spiritualize 
that which it doesn't want to address or is afraid to 
address so we'll say, That's not the church's respon-
sibility. Christ’s ministry was holistic. He didn't just 
address spiritual issues. He addressed sickness, he 
addressed poverty, he addressed inequity. We as pas-
tors need to do the same. It's not always comfortable or 
easy, but God didn’t give us an easy calling.

Further, clergy were aware of their potential to reduce 
HIV stigma among their congregations and the overwhelm-
ing majority committed to efforts to address stigma barri-
ers to HIV testing and prevention. Clergy understood their 
potential influence with their congregations and underscored 
the importance of relatable messages:

I think one of the most influential people is the pastor, 
and I think pastors have an opportunity to be real with 
their parishioners. We don't talk about that, [HIV] but 
we have to be real. I incorporate different topics in my 
bible study to share with folk, to be real with them.
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Just because you ignore it, doesn't mean it's going 
away. As faith-based leaders, the things that are impor-
tant to leadership will become important to congrega-
tions.
Traditionally, particularly in the African-American 
church, people tend to respond to their leaders, if you 
can get these leaders on board with discussing HIV, 
then perhaps we can make better inroads and get the 
message out.

Overall, clergy were eager to learn more about HIV inci-
dence rates in their communities, new and existing preven-
tion and treatment modalities, and solicited technical assis-
tance and information about available resources for their 
congregants. Clergy were often passionate about getting 
involved and emphasized the need for far more information 
to disseminate to their communities.

I think HIV could be incorporated in teaching, whether 
it is a health program or across the pulpit to give the 
congregation an understanding. One of the problems 
in my view, is that there is a lack of information in 
rural areas. It’s hard to talk about what you don’t know 
about!
My interaction locally in HIV has been very, very lim-
ited, so I'm trying to hear what we can do better in 
engaging our community.
I’m 100 percent behind whatever avenue we can go 
down in reference to getting people educated about it. 
Will I preach about it? Absolutely.

Clergy provided a variety of different ways they could 
get involved, suggesting several opportunities for fighting 
stigma and raising awareness. Willingness to talk about HIV 
spanned forms of communication, various types of minis-
tries and age groups. Two clergy suggested:

We have to train our parents. We’ve got to train the old 
folks so that when they go home, they could sit down, 
and talk about condoms, or about the PrEP pill. The 
scripture said, train up a child in the way they should 
go, and when they grow old, they won’t depart from 
it. We have got to train them, so I’m going to take my 
pastor hat off and put my parent hat on right now.
Last year, in our vacation bible school, we focused on 
the children, and we brought the information to them 
to—so that they could be informed about AIDS and 
sexually transmitted diseases.

Most clergy were willing to discuss PrEP with their con-
gregations. Some clergy acknowledged that the message of 
PrEP wouldn’t be popular because they believed it might be 
perceived as a tacit endorsement of premarital or extramari-
tal sex. Other clergy noted that they would ask members of 
the congregation to help provide the education.

The message of PrEP and condom usage can be spread 
broadly in the congregation—it's not a popular mes-
sage, but it needs to be shared.
I think PrEP is a great idea, and I would probably 
solicit those members that I know in the congregation 
that are part of the community to help me educate the 
congregation and talk about prevention.

Current Health Promotion Efforts and Clinical 
Partnerships

Many clergy reported existing health promotion efforts at 
their churches. Many churches also reported existing infor-
mal collaborations with other health organizations, but few 
had formal partnerships with any clinics or CHCs.

I hold HIV testing events at my church, and so I’m 
very aware of it. It’s nothing to be afraid of or anything 
like that.
Well, we don't any memorandum of understandings or 
any type of documents in writing, but we partner with 
various organizations. At one point in time, they were 
bringing their trucks out to our church on a monthly 
basis for HIV screenings.

Additionally, clergy reported hosting health fairs or offer-
ing transportation to health clinics. Some clergy reported 
offering incentives to help people in the community attend 
health fairs.

We do a health fair in conjunction with a school supply 
and school uniform giveaway. One of the prerequisites 
is that they must go through the health fair in order to 
receive the school supplies. It's not like you just come 
and get your school supplies—you gotta at least get 
three things checked, blood pressure, glucose, weight, 
BMI, whatever. You have to engage someone, and so 
that's how we currently do it.

Some clergy also reported incorporating sexual health 
education into Bible study. One pastor described how he 
encourages the teachers at his church to take time to provide 
sexual health education.

What I’ve been challenging our church, our denomina-
tion to do is to take out time, to take a few minutes out 
of Sunday school lesson and empower children about 
issues like HIV and AIDS, about coronavirus, about 
any other issues that we face in our community.

Table 2 below summarizes the normative recommenda-
tions provided by the African American clergy for FBOs 
partnering with clinics, hosting social marketing campaigns, 
and overcoming potential obstacles.
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Partnering with Community Health Centers (CHCs)

While most clergy reported not having partnerships with 
clinics, they reported being highly willing to establish part-
nerships with health clinics to bolster access and uptake of 
HIV prevention and treatment services. However, nearly all 
clergy expressed that they need to know far more about what 
local resources are available to help their congregations get 
tested for HIV.

I'm interested in having relationships in place that we 
can use for good referrals, because HIV affects a lot 
of folks.
We need resource lists. We need resources to be able 
to help facilitate getting our people tested, getting our 
people educated.

Many clergy expressed low confidence in explaining the 
technical details about biomedical aspects of HIV preven-
tion and care to their congregations, and many preferred to 
partner with outside agencies to deliver education and other 
clinical and support services.

The church cannot do it on its own, especially if we 
don't have the trained professionals that can teach and 
share the information correctly. It's about partnership 
to get the proper information out, and then to help to 
develop a strategy to engaging our church and com-
munity.

Although clergy are willing to create partnerships with 
clinics, most clergy noted that it would be helpful if clinics 
approached them to begin these partnerships. Clergy empha-
sized that someone physically coming into the church to 
offer education can be a powerful tool in reducing stigma 
and building clinical partnerships:

A lot of people ask for the church to come outside 
of the walls, but the other side of that is that some-
times the church needs outsiders to come into the walls 
because it gives your clinical organization more cred-
ibility as well.

Clergy also recommended that partnerships with clin-
ics consistently offer updated healthcare information to the 
church. Clergy are often stretched thin for time and don’t 
always have the time to commit to researching updated 
information.

Pastors are the ones who certainly don't mind preach-
ing these types of sermons in our pulpits. I think one 
of the issues is the consistency that comes from enti-
ties and agencies that are doing the clinical work. It 
would be helpful if they could keep us consistently 
informed and engaged with the latest resources, the 
latest of data, so that we aren't having to research this 
ourselves in order to pull together a series.

Clergy emphasized that guaranteeing confidentiality to 
congregations about partnering with clinics could help alle-
viate stigma, get screened, or to disclose their HIV status 
to others.

If there's a way of partnering with folks to make sure 
that drugs are affordable and that you can have a very 
confidential testing or screening, where in the same 
day, if you tested positive, you can get whatever you 
need, and no one else needs to know about it. That can 
help deal with the stigma issue.

Table 2  Normative recommendations from African American clergy to end the HIV epidemic

Themes Sub-themes

Partnering with Community 
Health Centers (CHCs)

Clergy should establish partnerships with CHCs
Clinic partners should approach churches to form collaborations
Congregations and clergy should be provided information for medical payment assistance programs

Stigma Reducing Social Market-
ing Campaigns with Churches

HIV messages about PrEP, TasP, and U = U could be bundled with other health messages to help reduce 
stigma

Clergy should be provided more educational materials and ongoing technical assistance about HIV treatment 
and prevention

Clergy should participate in HIV marketing campaigns to mitigate stigma and improve HIV outcomes
Medical professionals should present HIV information at churches
People living with HIV could offer testimonials at churches to mitigate stigma

Overcoming Obstacles & Stigma Clergy recommend ongoing resources and technical assistance with efforts to expand HIV services
Other church leaders (not just clergy) should be engaged in HIV dialogue to help overcome stigma and 

improve access to HIV services
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Recommendations for Stigma Reducing Marketing 
Campaigns with Churches

Clergy were overwhelmingly willing to participate in social 
marketing campaigns to promote U = U and TasP. Specifi-
cally, clergy said:

The ability to communicate via Facebook and other 
platforms is tremendous right now. To answer the 
question directly [about promoting U=U or TasP], the 
way I feel about it in reference to how do we get the 
word out or how can we be more effective, I think that 
has to be the starting point.
There's going to have to be a real approach to this, and 
it's going to have to be filled with a balance of infor-
mation and the gospel. My suggestion is that the U 
equals U movement is coupled with a screening mes-
sage. If I'm saying to people, all right, listen. We want 
to hold screenings. I know you're concerned, but here's 
[U=U] what you can look forward to, if by chance 
you're positive.

They noted that current U = U campaigns and TasP efforts 
to date would not resonate with their congregations, and 
noted that campaigns needed to be culturally tailored to the 
African American community in the South:

The campaign [U=U] has not been marketed in such a 
way where we know about it, and so I would suggest 
maybe we need to do campaigning that actually speaks 
to how it’s impacting all of us. For a long time when 
HIV first came out, it was associated as being a white 
gay male disease. Most Black folks didn’t pay attention 
to that because it was a white gay male disease.

Some clergy reported that it might also be helpful to have 
a trained health professional present HIV information or 
offer testimonials related to PrEP, TasP, and U = U. Several 
noted that congregations might be more open to discussing 
these topics with someone who is not a church member:

I think also it would ease the embarrassment. People 
think, "I don't want my pastor look at me like that." 
They're more open to a health care professional than 
they are the pastor on certain issues.
I think presenting PrEP has to be done by someone 
who is trained, skilled, and overseen by someone who 
knows that local congregation because otherwise, you 
can cross a lot of lines.

Clergy also recommended having people living with HIV 
give testimonials in order to address stigma and provide 
learning opportunities about people’s lived experiences:

Testimony is a powerful thing. If there were individu-
als who were diagnosed with HIV who are willing to 

come to churches, I think that would speak volumes. 
Share whatever they would like to share as it relates 
to the disease, including the various treatments that 
are available, preventive methods. I think that would 
go a long way.

Further, clergy report that although they think clergy 
should be involved in the education process, having a medi-
cal expert there to answer questions would buttress clergy 
messaging and provide more important technical informa-
tion. One clergy remarked:

We partner to do immunizations and prescreening and 
all that stuff. I think it will be definitely easier if a part-
ner presented that information rather than us.

When asked about how to raise awareness about PrEP, 
TaSP and U = U with social marketing campaigns, clergy 
offered several recommendations. Some suggested bun-
dling HIV messages with other health promotion messages 
to decrease stigma.

Not that you want to just talk about HIV alone, but 
I’m saying once you add it in with the other illnesses 
that affect the African American community, I think 
that’ll also be good.
In our Health and Wellness Ministry, we address high 
blood pressure, diabetes, different things. HIV falls in 
that. It's not being separated out from everything else. 
I think part of eliminating the stigma is not to always 
separate it out but to include it in normal conversation. 
That’s emotionally, that’s spiritually, physically, part 
of being whole.

Clergy Recommendations for Overcoming Obstacles 
and Stigma

Clergy explained they needed more technical information 
about U = U, and that having dialogue with their congre-
gations about HIV treatment would help them overcome 
stigma.

Once we get past the stigma, and having that powerful, 
empowering knowledge and information that we can 
share not only with our youth, but with adults as well, 
then we can talk about safely get to U=U. We have to 
have that knowledge dialog. We've got to get past the 
stigma of HIV and ensuring that the community under-
stands that you're being empowered with knowledge.

A few clergy expressed apprehension about discussing 
pre-marital sex or tacit implications that they are endors-
ing pre-marital sex by discussing PrEP. However, they all 
acknowledged that foregoing conversations about sex was 
also unrealistic:
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Our preference would be that young people not have 
sex. Our preference would be that they abstain and 
wait till marriage and do it the God way, but we have 
got to get to the point where we’re not afraid in our 
churches with our young people to talk about the other 
alternative. If you’re not gonna wait, then you need to 
protect yourself.
I think we have to be very careful how we present 
PrEP. It may be perceived as counter to many church 
teachings about abstinence, which nobody is doing 
anymore.
I’m sure some of the members may have some push-
back about it, but I think at most of our churches there 
are young people there, and we want to get all the 
information to them that we can provide so they will 
have a choice.
We had a sex talk and I brought in someone to talk to 
them [the youth] and I got e-mails. I almost got kicked 
out of the church because I was promoting sex to our 
kids. I wasn't. I think abstinence is the way to go, but I 
got kids who are pregnant, so that's not working.

While some clergy acknowledged challenges associ-
ated with discussing sexuality at church, the overwhelming 
majority endorsed having conversations about HIV, PrEP 
and human sexuality. One pastor noted:

You can't be a good follower of Christ if you're not 
willing to go to the other side of town and pass your 
brother by on the road if you are a Christian who loved 
your fellow brother or sister. Theologically, we have 
enough sermonettes to deal with that. It's just that 
being willing to deal with those concerns and peo-
ple saying, ‘Maybe he's promoting something.’ That's 
okay. If being blamed or being labeled one way is 
gonna save two or three lives, I think it's worth that. 
We should be willing' to run the risk of that.
The more it’s talked about, the more it resonates with 
the people. In the African American community, the 
less you talk about something,, the less it is observed. 
Whatever you want to bring to the forefront, you ham-
mer it. You talk about it. Talk about it from the head 
to the toe, until it sinks down in our soul. Then we will 
take aggressive measures. When the White community 
started to talk about AIDS, their numbers dropped!

Church Experiences with COVID‑19 and Lessons 
for HIV

Many clergy discussed how COVID-19 had influenced 
their church operations and highlighted how lessons from 
COVID-19 could be applied to HIV. While in-person 
attendance has faltered due to COVID-19-related infection 

concerns and social distancing policies, churches have been 
able to expand their reach by leveraging video streaming 
and social media platforms. Many churches reported a large 
increase in church attendance online during the pandemic, 
and noted that social media participation increased, which 
might present opportunities for ongoing education for other 
health topics.

We are not in our building for worship services. We 
stream all of our services and everything else at this 
point. We're learning how to serve without benefit of a 
building, but I would say all of that's been good.
We had a virtual revival in which we probably reached 
thousands of individuals throughout the country. I 
think we had four different countries, nations who 
were tuned in to that revival.

Several clergy suggested using the public health momen-
tum of COVID-19 discussions to revitalize conversations 
related to HIV.

The old cliché says an ounce of prevention is better 
than a pound of cure. If we had more testing going on, 
we could slow HIV spread, and then we could look at 
ways of cascading the information out about treatment 
and other things.
Both HIV and COVID-19 are viruses. You can prob-
ably pick up on some of the momentum of COVID-
19 and bring back the momentum of HIV. That might 
help you gain some ground that has been established 
in the COVID-19 scare. Whatever we do, it has to be 
packaged well.

Discussion

This is among the first studies to explore how African 
American clergy in the South can advance the EHE goals. 
Although a few pastors reported apprehension about discuss-
ing pre-marital sex, all were willing to partner to overcome 
HIV stigma and acknowledged their moral calling to respond 
to the HIV epidemic. Clergy from several geographic areas 
with high rates of HIV in the South understood HIV trans-
mission but knew little about U = U, TasP, the EHE plan, 
or PrEP. Clergy were overwhelmingly willing to lend their 
voices to social marketing campaigns and suggested cultur-
ally tailoring prevention messages to the African American 
community. Nearly all participants solicited technical assis-
tance to bolster their HIV knowledge, and more resources 
to support partnerships with local CHCs.

These findings support previous research that notes that 
clergy are willing to participate in HIV treatment and pre-
vention efforts and echoes previous findings about clergy’s 
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declared moral obligations to respond to the HIV epidemic 
[33–37, 42, 49]. Notably, while the EHE was first announced 
on February 5, 2019, most of the clergy had never heard 
of the plan by mid 2020 [11]. This suggests far greater 
efforts are needed to engage African American clergy in 
EHE efforts. With appropriate resources, African American 
clergy could provide education about U = U, TasP, and PrEP 
to congregations; host HIV testing events; utilize social 
media platforms to provide education about HIV treatment 
and prevention; and target stigma related to HIV.

Clergy reported similar experiences about TasP and 
U = U; few understood these important HIV prevention 
concepts. A recent study in the United States found that 
learning about U = U from a provider may decrease stigma 
and increase trust and engagement in care [50]. Another 
study assessed the impact of exposure to U = U informa-
tion from a non-healthcare provider among people living 
with HIV in 25 countries and found that the effects were 
beneficial and may positively impact health outcomes [51]. 
Clergy signaled important commitments to promote these 
concepts, but solicited technical assistance in understanding 
and disseminating messaging, and strongly suggested mes-
sages be re-crafted for an African American audience. Taken 
together, these findings suggest that more efforts are needed 
to develop new messaging to promote U = U and TasP that 
are tailored to the African American community.

As found elsewhere, clergy understood their influence on 
those in the congregation in addressing stigma and health 
promotion [38]. Clergy offered concrete suggestions for 
overcoming stigma, suggesting that preaching about HIV 
and patient testimonials could help mitigate stigma sur-
rounding HIV testing, disclosing HIV status, and treatment. 
Other studies have found that African Americans are more 
likely to discuss health concerns with spiritual leaders than 
medical professionals [52]. Given high rates of medical mis-
trust in some African American communities, there is also 
a public health opportunity to train clergy in how to deliver 
the most updated biomedical treatment and prevention mes-
sages, and to harness their positive influence with their con-
gregations. Clergy participants further noted that these train-
ings and more inclusive practices that involve clergy in the 
EHE plan would help mitigate HIV stigma. The experiences 
of stigma impair not only HIV treatment but also prevention 
efforts such as PrEP [53, 54] and COVID-19 vaccinations 
[55]. Clergy also suggested focusing on holistic health mes-
sages and bundling HIV messages with other health promo-
tion messages rather than just HIV; that approach has been 
successful elsewhere [38].

Many churches have successful histories partnering with 
clinics and community organizations to provide health 
screenings for heart disease, hypertension, and cancer 
[56]. Many clergy reported having health promotion pro-
grams related to these chronic diseases; however, few had 

any formal partnerships with clinical institutions about any 
health programs, and particularly not about HIV. Clergy 
suggested that they would be highly willing to partner with 
clinics; this has also been found elsewhere [57]. However, 
clergy suggested clinics reach out to them to solicit more 
formal partnerships. Evidence from patient navigation pro-
grams supported by the Ryan White CARE Act suggest 
that providing navigation for HIV treatment can result in 
positive downstream HIV outcomes, including improved 
medication adherence and retention in related clinical care 
[58–60]. Involving clergy in similar efforts to support PrEP 
and treatment persistence might have positive impacts on the 
PrEP and HIV care continua.

Lastly, the COVID-19 pandemic has prompted many 
congregations to engage with their congregations online for 
worship services, educational campaigns, and many new 
communications. There is public health opportunity to use 
new digital infrastructure for social marketing and EHE epi-
demic activities.

Our findings are subject to several limitations. This 
was a qualitative study among 57 influential clergy whose 
churches are in southern geographic hotspots; our findings 
may not be generalizable to all African American clergy. We 
also did not quantify HIV stigma in this study.

Conclusion

Our findings highlight that many African American clergy 
are willing and able to be involved in the US EHE plan and 
to help overcome persistent HIV stigma. Clergy recom-
mended culturally tailoring biomedical messages to African 
American audiences in the South, linking churches to CHCs 
implementing EHE programs, and providing technical assis-
tance related to HIV biomedical interventions. Far greater 
federal investments are needed to support these important 
activities.
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