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Chapter 1  
Assessing the Diverse Factors that Influence 
the Behaviors and Experiences of Gay Men 
and Other Men Who Have Sex with Men 
(MSM) Living with HIV in the United States: 
Implications for Prevention and Improved 
Health

Russell A. Brewer and Kenneth H. Mayer

 Introduction

This chapter provides an historical overview of the HIV epidemic and its impact on 
the health and lives of gay men and other men who have sex with men in the USA. It 
explores the wide range of factors that influence the behaviors and experiences of 
MSM living with HIV infection in the USA at the individual, interpersonal, organi-
zational, community, and broader societal level with implications and recommenda-
tions for prevention and improved health.

 Socio-historical Contexts of the HIV Epidemic  
in the United States

In the early 1980s, what came to be known as AIDS was first recognized in the USA 
as an array of atypical diseases among gay men, with associated immune dysfunc-
tion (Avert, 2017; Fenton, 2011). The report described the presence of Pneumocystis 
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Carinii Pneumonia (PCP) among five gay men in New York and California. Almost 
a month after the release of this report, the New York Times reported that 41 gay men 
had been diagnosed with Kaposi’s Sarcoma. By the end of 1981, 5–6 new cases of 
the disease were reported each week (Avert, 2017).

By early 1982, the outbreak had acquired a variety of names including gay- 
related immune deficiency (GRID) and gay compromise syndrome. By June 1982, 
355 cases of Kaposi’s Sarcoma and other serious opportunistic infections among 
previously healthy young individuals had been reported to the Centers for Disease 
Control and Prevention (CDC) by 20 states and they were not only occurring among 
gay men. There were a small number of cases among heterosexual men and women 
and more than half of the identified cases among heterosexuals were linked to 
shared needles for injection drug use. It was not until July 1982 that the burgeoning 
epidemic was called the “Acquired Immune Deficiency Syndrome” or AIDS as the 
disease was no longer solely affecting gay men but also heterosexual men, women, 
and children (Avert, 2017).

By December 1992, the CDC reported that three heterosexual hemophiliacs had 
died after developing PCP and other AIDS-related opportunity infections. What 
these three individuals shared in common was that they had all received a blood 
transfusion (Avert, 2017). Around the same time, the CDC also received reports of 
AIDS among a small number of immigrants from Haiti. Medical journals and books 
started to claim that AIDS originated in Haiti and that Haitians were responsible for 
the AIDS epidemic in the USA (Avert, 2017). By the end of 1982, based on the 
groups that were initially impacted by AIDS in the USA, it become known as a 
disease of the “4H club”—homosexuals, heroin addicts, hemophiliacs, and Haitians 
(Avert, 2017). From the onset, AIDS was associated with a high level of social mar-
ginalization. This form of stigma and discrimination persisted given the unknown 
context associated with this new and devastating disease at the time in terms of what 
was causing it, how it was transmitted, as well as how it was linked to gay men and 
injection drug users—groups that were already highly stigmatized and discrimi-
nated against in the USA. This prejudice and lack of information was also reflected 
in the White House’s failed response to the epidemic (Avert, 2017).

By 1985, consensus had been reached that the epidemic was caused by a newly 
discovered retrovirus, named HIV (Human Immunodeficiency Virus). Thirty years 
later, HIV/AIDS has become one of the most politicized, feared, and controversial 
diseases (Avert, 2017) that continues to impact the health and lives of gay men and 
other MSM in the USA and throughout the world (Fenton, 2011).

 Impact of HIV in the USA and Among MSM

Of an estimated 1.2 million people living with HIV infection in the USA, nearly 
13% (one in eight individuals) do not know that they are infected (CDC, 2015). The 
number of individuals living with HIV infection has increased dramatically since 
the early 1980s as a result of advances in HIV treatment and resulting increases in 
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life expectancy (CDC, 2013). Overall, the annual number of new HIV infections has 
remained stable with approximately 50,000 cases observed annually (CDC, 2015). 
MSM remain the group most heavily impacted by HIV in the USA. Although MSM 
represent approximately 4% of the male population in the USA, they accounted for 
more than three-fourths (78%) of new HIV infections among men and nearly two- 
thirds (63%) of all new HIV infections in 2010 (CDC, 2015). In addition, MSM 
accounted for more than half of all individuals living with HIV infection by the end 
of 2011 (CDC, 2015). Approximately 311,087 MSM diagnosed with AIDS have 
died in the USA since the beginning of the epidemic (CDC, 2015).

In terms of new HIV infections among MSM by race/ethnicity, Black MSM 
accounted for 11,201 or 38%, White MSM accounted for 9,008 or 31%, and 
Hispanic/Latino MSM accounted for 7,552 or 26% of all new HIV diagnoses among 
MSM in 2014 (CDC, 2016). HIV infection disproportionately impacts Black MSM, 
specifically young Black MSM. In 2010, young (13–24 years of age) Black MSM 
accounted for almost half (45%) of new HIV infections among Black MSM and 
55% of new HIV infections among young MSM (CDC, 2015).

 Sexual Risk Behaviors of HIV-Infected MSM in the USA

Although the annual number of newly diagnosed HIV infections has remained rela-
tively stable since 1991 (CDC, 2009, 2011a), increases in HIV prevalence and sexu-
ally transmitted infections (STIs) among MSM in the USA (CDC, 2009, 2011a) 
underscore the need to fully examine and understand the individual, social, and 
structural factors and their impact among MSM living with HIV infection. MSM 
are more susceptible to HIV because of the increased efficiency of HIV transmis-
sion via condomless anal intercourse (CAI) (Khosropour et al., 2016). As a result, 
HIV-infected insertive partners are particularly likely to infect their uninfected 
receptive anal partners (Scott et al., 2014). Additionally, MSM can engage in role 
versatility, i.e., an HIV-uninfected MSM may be most susceptible to HIV, but once 
he becomes infected, he can efficiently transmit HIV to new partners if he is the 
insertive partner (Sullivan et al., 2012).

Two comprehensive reviews have explored the sexual risk behaviors of HIV- 
infected MSM in the USA (Crepaz et  al., 2009; Van Kesteran, Hospers, & Kok, 
2007). Crepaz et al. (2009) conducted a meta-analysis to determine the prevalence 
of UAI among HIV-infected MSM in the USA. Among half of the included studies, 
MSM of color (primarily Black and Latino) comprised the majority of the sample. 
The aggregate findings from the 30 studies showed that the estimated prevalence of 
CAI with any male partner among HIV-infected MSM was 43% (95% Confidence 
Interval [CI] = 37, 48). A second group of researchers conducted a literature review 
to identify studies describing sexual risk behaviors among HIV-infected MSM with 
a small number of studies occurring outside the USA from January 2000 to October 
2005. The researchers found that more than half (29) of the 53 studies included in 
the analysis showed CAI prevalence rates among HIV-infected MSM of over 40% 
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(range 6–84%) (Van Kesteran et al., 2007). These results indicate that a sizeable 
percentage of HIV-infected MSM in the USA engage in CAI with their male part-
ners, underscoring a major challenge for HIV prevention, although some sexual risk 
behaviors are with HIV seroconcordant partners (Khosropour et al., 2016).

MSM living with HIV infection have adopted several harm reduction strategies 
to reduce their risk of HIV transmission, including but not limited to abstinence 
(i.e., no sex); only engaging in oral sex; condom use; seroadaptive strategies; and 
withdrawal before oral and anal ejaculation with primary and non-primary sexual 
partners (Eaton et  al., 2017; Grey, Rothenberg, Sullivan, & Rosenberg, 2015; 
Halkitis, Green, et al., 2005; McFarland et al., 2012; Parsons et al., 2005; Snowden, 
Raymond, & McFarland, 2009). Seroadaptive strategies consist of strategies that 
MSM use to reduce transmission risks through the selection of sexual partners 
based on serostatus, which may include “serosorting,” or the selection of other HIV- 
infected partners for CAI and/or “seropositioning” (i.e., only engaging in receptive 
anal intercourse with HIV-uninfected partners given the relative reduced risk of 
HIV transmission) (Le Talec & Jablonski, 2008).

Data from 2,491 HIV-infected MSM in 16 states collected from 2000 to 2002 
highlighted a variety of HIV prevention approaches utilized by HIV-infected MSM 
(CDC, 2004). Almost one-third (31%) of HIV-infected MSM reported that they 
were abstinent and 61% reported having sex in the last 12 months. Among sexually 
active MSM, 30% reported oral sex exclusively, 13% anal sex exclusively, and 55% 
reported both behaviors. CAI (insertive) at last sexual encounter was less likely to 
occur with HIV-uninfected partners and partners of unknown status than with HIV- 
infected partners. Furthermore, among men who reported insertive anal intercourse, 
CAI (insertive) was significantly less likely to occur with HIV-uninfected partners 
than with HIV-infected partners (CDC, 2004).

Several studies in California and New York have explored the sexual risk behav-
iors and HIV prevention strategies of HIV-infected MSM. A longitudinal study of 
732 MSM in San Francisco showed that 11% of HIV-infected MSM did not engage 
in sex, 15% used condoms consistently, 13% were exclusive serosorters, and 20% 
were seropositioners (McFarland et  al., 2012). A cross-sectional study of 1,211 
HIV-uninfected and 251 HIV-infected MSM in San Francisco showed that approxi-
mately 18% of HIV-infected MSM did not engage in anal intercourse in the last 6 
months (Snowden et al., 2009). Of those that engaged in anal intercourse, 21% used 
condoms all the time. Among HIV-infected MSM who had CAI, 20% were pure 
serosorters. Finally, among HIV-infected MSM who reported serodiscordant CAI, 
14% were seropositioners (Snowden et al., 2009). A randomized controlled study 
specifically among 1,168 HIV-infected MSM enrolled in the Seropositive Urban 
Men’s Intervention Trial (SUMIT) conducted in New York City and San Francisco 
from 1999 to 2002 also showed that HIV-infected MSM have adopted a variety of 
harm reduction sexual health approaches (Halkitis, Green, et al., 2005). Fifty-one 
percent (51%) HIV-infected MSM engaged in sexual experiences with other HIV- 
infected MSM and among those men, 62% engaged in CAI with their seroconcor-
dant partner (Halkitis, Green, et al., 2005).

R.A. Brewer and K.H. Mayer
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Studies also indicate that some HIV-infected MSM practice withdrawal before 
ejaculation during anal and oral sex as a harm reduction strategy (Parsons et al., 
2005). The researchers found that men in New York and San Francisco reported 
more acts of oral sex without ejaculation than with ejaculation, and that HIV- 
infected MSM in San Francisco were more likely to use withdrawal before ejacula-
tion during anal sex as a harm reduction strategy than men in New York City. A 
second study also explored sexual risk-taking behavior among 463 HIV-infected 
MSM in San Francisco and New York City. One hundred and seventy-nine (179) of 
the men reported that they were in primary relationships. The researchers found that 
seroconcordant and discordant couples engaged in unprotected insertive and recep-
tive anal intercourse with and without ejaculation (Hoff et al., 2004).

There are limitations to seroadaptive and withdrawal before ejaculation 
approaches among HIV-infected MSM (Wilton et al., 2015). Seroadaptive strategies 
may not be effective in reducing HIV superinfection (infection with another strain 
of HIV in someone who is already HIV-infected) which is fortunately uncommon 
and the acquisition of other STIs which is unfortunately quite common (Blackard, 
Cohen, & Mayer, 2002; Kalichman, Rompa, & Cage, 2000; Van Kesteran et al., 
2007). However, observational and mathematical modeling data support the premise 
that serosorting has reduced HIV transmission in some locations (Cassels, Menza, 
Goodreau, & Golden, 2009; Truong et al., 2006). For example, Truong et al. (2006) 
proposed that serosorting appeared to explain the rise in CAI and STIs yet stable 
HIV incidence among MSM in San Francisco. This analysis utilized an ecological 
approach with multiple pre-existing data sources (i.e., STI case reporting and HIV 
counseling and testing data) to assess whether increases in HIV serosorting among 
MSM may contribute to preventing the further expansion of the epidemic in San 
Francisco. A second group of researchers utilized mathematical modeling to esti-
mate how serosorting may affect HIV prevalence and individual risk among MSM 
in Seattle, Washington (Cassels et al., 2009). Data from the 2003 random digit dial 
study of 400 MSM in Seattle was used to create the model. In their model based 
on observed levels of serosorting, the researchers predicted an HIV prevalence of 
16%. In contrast, if serosorting was eliminated in the population, the predicted HIV 
prevalence would increase to 24.5%. The researchers concluded that under realistic 
scenarios of sexual behavior and testing for HIV, serosorting can be an effective 
harm reduction strategy for MSM in the USA (Cassels et al., 2009).

Additional limitations to seroadaptive strategies are that they rely on accurate 
assessment of HIV serostatus by both parties and mutual disclosure (Crepaz et al., 
2009; Eaton, West, Kenny, & Kalichman, 2009; Van Kesteran et al., 2007). For HIV- 
infected MSM, serosorting may be “seroguessing,” resulting in transmission from 
partners who were unaware of their HIV infection. Additionally, there may be some 
residual risk associated with the withdrawal before ejaculation approach because of 
the presence of HIV in pre-ejaculatory fluid and the possibility that the insertive 
partner may not withdraw before ejaculation, even if the initial intent was to do so 
(Parsons et al., 2005).

Several explanations have been proposed for the sizeable percentage of 
 HIV- infected MSM in the USA who engage in CAI. One explanation points to the 
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availability of highly active antiretroviral therapy (HAART) and associated thera-
peutic optimism (i.e., treatment makes HIV infection a less serious concern) as a 
direct cause of the increase in sexual risk behavior (Levy et  al., 2017). A meta-
analysis of twenty-five (25) studies revealed that the likelihood of unprotected sex 
was higher among HIV-infected individuals who believed that HIV transmission 
would be less likely to occur if they were on HAART, have an undetectable viral 
load or reported being less concerned about having unprotected sex given that 
HAART was readily available (Crepaz, Hart, & Marks, 2004; Van Kesteran et al., 
2007). Another explanation is that HIV-infected MSM who are living longer as a 
result of HAART have become tired of always having to monitor their sexual behav-
ior (“prevention fatigue”) (Ostrow et al., 2002; Van Kesteran et al., 2007). A cross-
sectional study among 547 HIV-infected and –uninfected MSM enrolled in the 
Multicenter AIDS Cohort Study found that HIV-infected MSM with the least con-
cern about their infectiousness due to the availability of HAART and/or safer sex 
fatigue were more likely to report CAI (insertive) for HAART and safer sex fatigue 
compared with other HIV-infected MSM (Ostrow et al., 2002).

Another factor that may contribute to the increase in unprotected sex among 
HIV-infected MSM relates to the behavioral phenomenon of barebacking (inten-
tional unprotected anal sex) (Halkitis, Wilton, et  al., 2005; Van Kesteran et  al., 
2007). Data from 1,168 HIV-infected MSM in New York City and San Francisco 
enrolled in SUMIT revealed that 27.2% of participants identified as barebackers. 
Men from San Francisco were also more likely to identify as barebackers than men 
from New York City (35.7% vs. 28.4%). In terms of adherence to therapy, bareback-
ers were more likely to report having missed a medication dose in the 30 days 
before the survey than non-barebackers (68.2% vs. 55.8%) (Halkitis, Wilton, et al., 
2005). Barebacking has become an important and compelling behavior for some 
HIV-infected MSM who believe that it enhances intimacy, wholeness, and connect-
edness (Halkitis, Wilton, et al., 2005).

 Psychosocial Issues Associated with Transmission Risk 
Behaviors Among HIV-Infected MSM

Another explanation for the high prevalence of CAI among HIV-infected MSM may 
be due to the frequent presence of co-occurring psychosocial health issues among 
MSM, such as depression, substance use, partner and homophobic societal vio-
lence, and childhood sexual abuse (Friedman et al., 2017; Mimiaga et al., 2015). 
Stall et al. (2003) explored the associations between multiple co-occurring psycho-
social conditions (i.e., polydrug use, depression, childhood sex abuse, and partner 
violence), HIV status, and high-risk sexual behavior among 2,881 MSM in four 
urban cities (Los Angeles, San Francisco, Chicago, and New York). Multivariable 
logistic regression analyses revealed that polydrug use (Odds Ratio [OR]  =  2.2; 
95% CI = 1.7, 2.8) and partner violence (OR = 1.5; 95% CI = 1.2, 1.9) were signifi-
cantly associated with HIV seropositivity. In addition, polydrug use (OR = 2.0; 95% 
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CI = 1.5, 2.7), partner violence (OR = 1.7; 95% CI = 1.3, 2.3), and childhood sexual 
abuse (OR = 1.4; 95% CI = 1.1–1.9) were significantly associated with high-risk 
sexual behavior among the cross-sectional sample of MSM enrolled from 1996 to 
1998. The researchers also explored whether the interconnection or presence of 
multiple psychosocial health conditions increased vulnerability to HIV infection 
and likelihood of engaging in high-risk sexual behavior. After controlling for demo-
graphic variables, Stall et al. (2003) found that a greater number of psychosocial 
health conditions was associated with ascending odds ratios for having high-risk sex 
and ascending prevalence rates for HIV infection compared with the MSM who did 
not report any psychosocial health problems, suggesting that there were synergistic 
epidemics (syndemics) potentiating HIV risk (Stall et al., 2003).

Several structural- and environmental-level factors may also help explain the 
high prevalence of CAI among HIV-infected MSM (Lewnard & Berrang-Ford, 
2014). Access and utilization of the Internet and commercial sex environments may 
facilitate the spread of HIV and other STIs among MSM in general (Van Kesteran 
et al., 2007). One example is the increase in early syphilis in the San Francisco City 
STI Clinic from 41 cases in 1998 to 495 cases in 2002 (CDC, 2003). This increase 
was also accompanied with an increase in the proportion of syphilis cases among 
MSM, from 22% in 1998 to 88% in 2002. The San Francisco Department of Public 
Health analyzed surveillance data from MSM to assess the association between 
early syphilis infection, Internet use, and other modalities among MSM to meet 
sexual partners. Of the more than 400 MSM with syphilis included in the analysis, 
almost one-third (32.6%) reported meeting their sexual partner(s) via the Internet 
and 31.4% reported meeting their sexual partner(s) at a commercial sex environ-
ment such as a bathhouse, sex club, and adult bookstore (CDC, 2003). These envi-
ronments can facilitate HIV and STI risk by allowing MSM to have access to 
multiple partners in a short time interval.

Homelessness and unstable housing may also account for the sizeable percent-
age of HIV-infected MSM in the USA who engage in CAI. These structural-level 
factors have been associated with HIV risk behaviors and poorer health outcomes 
among HIV-infected individuals (Kidder, Wolitski, & Royal, 2007). Aidala, Cross, 
Stall, Harre, and Sumartojo (2005) explored the impact of housing among more 
than 2,000 individuals living with HIV infection receiving services at 16 medical 
and social service agencies. The researchers found an association between unstable 
housing, drug use, and sexual risk behavior. Thirty-four percent (34%) of the sam-
ple identified as an MSM living with HIV infection. Among HIV-infected MSM in 
the study, almost 60% were either homeless or had unstable housing. Participants 
whose housing status improved over time significantly reduced their risk of drug 
use, needle use, needle sharing, and unprotected sex by half in comparison to indi-
viduals whose housing status had not changed (Aidala et al., 2005). This study not 
only shows that unstable housing is associated with high rates of drug and sexual 
risk behaviors but it also shows that improvements in housing status is strongly 
associated with changes in HIV risk behaviors. Thus housing is a structural-level 
HIV prevention intervention (The National AIDS Housing Coalition, 2005).
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 Interventions to Decrease HIV Transmission Behaviors 
Among HIV-Infected MSM

Several individual-, group-, and community-level behavioral interventions have 
been developed to reduce HIV and STI risk behaviors among HIV-infected MSM 
and MSM in general (Herbst et al., 2017). Crepaz et al. (2006) conducted a meta- 
analytic review of HIV interventions for persons living with HIV infection to deter-
mine overall efficacy in reducing HIV risk behaviors. Twelve studies from 1988 to 
2004 met the study criteria. Four of those studies included samples that were more 
than two-thirds MSM.  Overall, individual- and group-level interventions signifi-
cantly reduced instances of unprotected sex (OR 0.57; 95% CI = 0.40–0.82) and 
decreased STI acquisition (OR 0.20; 95% CI = 0.05–0.73) among persons living 
with HIV infection. A more recent meta-analysis was conducted to examine the 
effects of behavioral interventions designed to reduce HIV and STI transmission 
among MSM (Johnson et al., 2008). The researchers identified 44 studies evaluating 
58 interventions with 18,585 participants. Twenty-six of the interventions were 
small group-level interventions, 21 were individual-level interventions, and 11 were 
community-level interventions. Sixteen of the 58 interventions focused specifically 
among HIV-infected MSM. Forty of the interventions that were measured against 
minimal to no HIV prevention intervention reduced instances of or partners for UAI 
by 27% (95% CI = 15%, 37%). The other 18 interventions reduced UAI by 17% 
(95% CI = 5%, 27%) beyond changes observed in the standard or other intervention 
group (Johnson et al., 2008). These meta-analyses indicate that there are effective 
individual-, group-, and community-level interventions in place for HIV-infected 
MSM and MSM in general. However, they may not be reaching the population. 
Data from the National HIV Behavioral Surveillance System revealed that only 
18% of MSM in 21 cities have participated in either an individual- or group-level 
intervention in the last 12 months (CDC, 2011b).

Behavioral interventions for MSM have been designed from a deficit-based 
model or framework with a focus on the deficits (e.g., substance use, childhood 
sexual abuse, CAI) of MSM and not their assets or strengths. MSM may perceive 
these interventions as judgmental and may be less likely to accept, adhere, and com-
plete these behavioral interventions (Herrick et al., 2011). These deficit models or 
frameworks, while important and necessary, are limited and need to be comple-
mented with other perspectives such as an assets-based approach (Morgan & Ziglio, 
2007). Health assets are defined as the resources that individuals and communities 
have at their disposal, which protect them from risky behaviors, negative health 
outcomes and/or promote health (Morgan & Ziglio, 2007). There is evidence of 
strength or assets among MSM (Herrick, Stall, Goldhammer, Egan, & Mayer, 2013) 
but they also have not been fully conceptualized and systematically measured. An 
example is the presence of a social support network among HIV-infected MSM. The 
concept of social support and its positive impact on health has been studied exten-
sively since the 1970s (Hall, 1999). It has been examined in diverse age groups, 
populations, and health conditions (Hall, 1999). Hall (1999) conducted a literature 
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review to examine the existing research on the relationship between social support 
and health among HIV-infected MSM. MSM living with HIV infection did report a 
social support network that consisted of partners, friends, family members, and 
other individuals. Another example documenting the assets of MSM is from Herrick 
et al. (2013). The researchers found from a sample of 4,066 MSM that about 75% 
of MSM with one or more psychosocial issues were still able to avoid high-risk 
sexual behaviors and to remain HIV uninfected (Herrick et al., 2013). Interventions 
that therefore focus on the assets or strengths of HIV-infected MSM and MSM in 
general need to be developed. These types of interventions may also improve inter-
vention acceptability and efficacy (Herrick et al., 2011). MSM will also benefit sub-
stantially from structural-level interventions such as stable housing in order to 
reduce sexual risk behaviors that are more likely to transmit HIV and other STIs.

 Antiretroviral Therapy Access and Adherence Among  
HIV- Infected MSM

The use of highly active antiretroviral therapy (HAART) has been shown to be effec-
tive in slowing down the progression of AIDS and in reducing HIV-related illnesses 
and deaths (Laffoon et al., 2015; Mayer et al., 2012; Siegfried, Uthman, & Rutherford, 
2010). In addition, starting antiretroviral therapy earlier has been shown to reduce 
HIV transmission among serodiscordant sexual partners (Cohen et al., 2011; HIV 
Prevention Trials Network [HPTN], 2012) in the HPTN 052 study. Established in 
2000, the HPTN is a worldwide clinical trials network funded by the National 
Institutes of Health (NIH) to develop and test the safety and efficacy of interventions 
to prevent the acquisition and transmission of HIV (HPTN, 2013). HPTN 052 study 
enrolled 1,763 HIV serodiscordant couples at 13 sites in Africa, Asia, and North and 
South America. Almost all (97%) of the couples were heterosexual. HIV-infected 
participants with CD4 counts between 350 and 550 cells/mm3 and their partners 
were randomly assigned to one of two study arms: (1) immediate ART treatment of 
the HIV-infected partner at enrollment, or (2) delayed initiation of ART for the HIV-
infected partner until two consecutive CD4 cell counts at or below 250 cells/mm3 or 
the presence of an AIDS-defining illness. A total of 39 individuals who were HIV 
uninfected at enrollment became infected with HIV during the course of the study. 
Twenty-eight (28) of these cases were virologically linked to the infected partner 
with only one occurring in the early treatment group (hazard ratio, 0.04; 95% 
CI = 0.01–0.27). As a result, early initiation of ART led to a 96% reduction in HIV 
transmission to the HIV-uninfected partner (Cohen et al., 2011; HPTN, 2012).

The findings that increasing access to earlier initiation of HAART lead to reduc-
tions in HIV transmission have also been corroborated by ecological studies in 
British Columbia, San Francisco and KwaZulu-Natal, South Africa (Charlebois, 
Das, Porco, & Havlir, 2011; Eaton et al., 2012; Montaner, Lima, Barrios, Yip, & 
Wood, 2010; Tanser, Bärnighausen, Grapsa, Zaidi, & Newell, 2013). However, a 
recent study from Denmark, where the HIV epidemic is almost exclusively among 
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MSM, did not find a decrease in HIV incidence in conjunction with wider access to 
HAART. The authors found that some of the new transmissions were occurring in 
the setting of acute HIV infection (i.e., clusters of individuals who are most infec-
tiousness and often aware of their new HIV infection), as well as some individuals 
presenting late into care (Audelin et al., 2013). It is also conceivable that since anal 
HIV transmission is more efficient than heterosexual transmission, that the magni-
tude of the benefit seen in HPTN 052 may not be as great for MSM, and observa-
tional studies of MSM discordant couples are underway in Europe and Australia to 
help further refine understanding of the risk of HIV transmission from an MSM 
partner who is on suppressive antiretroviral therapy (Muessig et al., 2012).

 Combining Biomedical with Behavioral and Structural 
Interventions

The prevention benefits of early initiation of antiretroviral therapy resulting in viral 
suppression and reduced HIV transmission can be augmented with individual- or 
couple-level and community-level behavioral prevention interventions (Das et al., 
2010). For HIV-infected MSM to fully benefit from HAART, they must first know 
that they have HIV (Gardner, McLees, Steiner, Del Rio, & Burman, 2011), enter 
care soon after diagnosis (Tinsley & Xavier, 2011), be engaged in regular HIV care, 
and initiate and adhere to their medications (Gardner et al., 2011). Recent data from 
the CDC (2012b) was used to inform the stages of engagement in HIV care for 
MSM in the USA (Fig. 1.1). The stages of engagement in HIV care or treatment 
cascade provides a visual depiction of the number of individuals living with HIV 
infection who are actually receiving the full benefits of medical care and treatment 
(Valdiserri, 2012). This cascade is being used at the national, state, and local levels 
to identify gaps in care and opportunities to reduce barriers to care and improve the 

Fig. 1.1 Stages of HIV care by MSM category (CDC, 2012b)
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delivery of services for persons living with HIV infection across the five stages of 
engagement in HIV care—from diagnosis of HIV infection and linkage in care to 
the initiation of ART, retention in care, and ultimate goal of viral suppression 
(Valdiserri, 2012). Only about one-quarter of all MSM living with HIV infection in 
the USA are in ongoing care and are virologically suppressed (CDC, 2012b). This 
points to the critical need to develop and/or expand upon effective interventions to 
support linkage and retention in HIV care.

Medication adherence is also necessary in order to achieve viral suppression for 
HIV-infected MSM engaged in care. Several studies have identified lower HIV 
adherence rates among HIV-infected MSM of color (Jacobson et  al., 2001; 
Kleeberger et  al., 2001, 2004; Oh et  al., 2009). Four separate analyses from the 
Multicenter AIDS Cohort Study (MACS), a prospective study of HIV infection 
among 5,622 MSM in the USA, found that Black MSM living with HIV infection 
were more likely to report lower adherence than their White counterparts (Jacobson 
et al., 2001; Kleeberger et al., 2001, 2004; Oh et al., 2009). One study analyzing 
data from the Seropositive Urban Men’s Study (N = 456), a formative study of HIV- 
infected MSM in two US cities, did not find a significant difference between adher-
ence by race/ethnicity after controlling for confounders (Halkitis, Parsons, Wolitski, 
& Remien, 2003).

Several studies have also documented racial/ethnic differences in ART access 
among HIV-infected MSM (Halkitis et al., 2003; Jacobson et al., 2001; Stall et al., 
2001). In these studies, Black MSM reported less access to ART than their White 
counterparts (Halkitis et al., 2003; Jacobson et al., 2001; Stall et al., 2001). Some 
explanations have been proposed to describe the disparity in ART access by race 
given that research has shown that Black MSM living with HIV infection were as 
likely as their White counterparts to report having health insurance (Halkitis et al., 
2003; Kass, Flynn, Jacobson, Chmiel, & Bing, 1999; Millett, Peterson, Wolitski, 
& Stall, 2006). They may be in part due to health care provider biases, prejudices, 
and uncertainty when treating people of color as documented in the Institute of 
Medicine (IOM) report (IOM, 2002); mistrust of the health care system due to pre-
vious injustices such as the Tuskegee study (Freimuth et al., 2001); and perceived 
stigma about accessing care in unsympathetic clinical settings (CDC, 2011c; Eaton 
et al., 2015; Kinsler, Wong, Sayles, Davis, & Cunningham, 2007; Sayles, Wong, 
Kinsler, Martins, & Cunningham, 2009), which may discourage Black MSM living 
with HIV infection from engaging in needed care.

As HIV-infected MSM are engaged in the stages of HIV care, ongoing preven-
tion counseling to reduce the likelihood of new HIV transmissions and acquisition 
of STIs should be a critical component of their care and treatment plan. The Medical 
Monitoring Project (MMP) documented a need for ongoing prevention counseling 
among MSM living with HIV infection (CDC, 2011d). The MMP collects clinical 
and behavioral data from a national representative sample of HIV-infected adults 
receiving medical care in outpatient facilities in the USA and Puerto Rico. Of the 
1980 MSM enrolled in the MMP from 2008 to 2010, ART prescriptions were docu-
mented for 89% of MSM. Of those prescribed ART, 81% had achieved viral sup-
pression, but only 39% of MSM had received prevention counseling (CDC, 2011d).
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 Identifying, Linking, and Retaining HIV-Infected  
MSM in Care

Several interventions have been shown to improve access to care and ultimately 
health outcomes for HIV-infected MSM in the USA and prevent the transmission of 
HIV. Two main linkage to care models have been shown to be effective in engaging 
newly diagnosed HIV-infected individuals in stable HIV care—the use of health 
system navigators and professional case managers (Bradford, Coleman, & 
Cunningham, 2007; Craw et al., 2008, 2010; Gardner et al., 2005). The patient health 
navigation model involves training community-based near peers to work with clients 
newly diagnosed with HIV infection. Bradford et al. (2007) explored the impact of 
this model in decreasing barriers to care and improving health outcomes for persons 
living with HIV infection. The researchers followed a cohort of 437 HIV-infected 
individuals over a 3-year period in four US cities (Portland, Seattle, Boston, and 
DC). Bradford et al. (2007) found that self-reported barriers to care (i.e., no health 
insurance, problem making an appointment, and worried about how to pay for care) 
were significantly reduced at 6 and 12 month follow-up compared to baseline mea-
sures at enrollment. In terms of health outcomes, the proportion of participants with 
an undetectable viral load was 50% greater at 12 months follow-up than at baseline. 
This study therefore showed that a patient health navigation model can reduce barri-
ers to HIV care and enhanced linkage and engagement in HIV primary care.

In addition to the health navigation model, brief case management interventions 
have also been shown to improve linkage to care for persons newly diagnosed with 
HIV infection (Craw et al., 2008, 2010; Gardner et al., 2005). The Antiretroviral 
Treatment Access Study (ARTAS)-I was conducted in four US locations (Atlanta, 
Baltimore, Los Angeles, and Miami) among 273 persons newly diagnosed with 
HIV infection. Participants were randomized to a case management intervention 
(five sessions with a case manager over 90 days) or standard of care group 
 (information about HIV and local care resources as well as passive referral to a local 
HIV medical care provider). The results indicated that a greater percentage of the 
case- managed participants than the standard of care participants visited an HIV 
clinician at least once within 6 months (78% versus 60%) and at least twice within 
a year (64% vs. 49%). The brief case management intervention was therefore asso-
ciated with significantly higher rates of linkage to HIV care at 6 and 12 months 
(Gardner et al., 2005).

Given the successful results of the ARTAS-I study, CDC funded a demonstration 
project called ARTAS-II to evaluate the feasibility of implementing the brief case 
management intervention in  local and state health departments and community- 
based organizations (CBOs) (Craw et al., 2008, 2010). Ten health departments and 
CBOs from across the USA were involved in the study from 2005 to 2006. Of the 
626 individuals newly diagnosed with HIV infection enrolled in ARTAS-II, 497 
(79%) visited an HIV clinician at least once within the first 6 months. The positive 
results of the ARTAS-II study indicated that the brief case management intervention 
is a useful model for health departments and CBOs to use in order to ensure that 
recently diagnosed HIV-infected persons are linked to HIV care within a reasonable 
period of time (Craw et al., 2008, 2010).
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A variety of strategies have been documented to specifically identify, link, and 
engage HIV-infected MSM (specifically young MSM of color) in primary medical 
care (Hidalgo et al., 2011) but the effectiveness of these approaches has not been well 
documented. During the Health Resources and Service Administration’s, Special 
Projects of National Significance—Young MSM of Color Initiative, part or full-time 
paraprofessional workers were employed by all of the funded eight demonstration 
sites to conduct outreach and linkage services (Hidalgo et al., 2011). These parapro-
fessionals had a variety of job titles including outreach workers, connection to care 
specialists, peer youth advocates or specialists, supportive care managers, service 
linkage workers, and Disease Investigation Services (Hidalgo et al., 2011). In terms 
of outreach and identifying young MSM of color living with HIV infection, a major-
ity of the funded sites conducted HIV outreach and education at bars, college cam-
puses, gay pride events, and health fairs. Half of the sites utilized HIV mapping 
techniques to identify geographic areas with high HIV rates for more focused out-
reach activities in these areas. Social marketing campaigns were also utilized by a 
few of the sites to raise awareness about the importance of HIV testing and treatment. 
Some sites also participated on HIV prevention planning groups to coordinate ser-
vices and disseminate information. A few of the funded sites utilized drop-in centers 
to enhance self-efficacy to enter HIV care; conducted outreach and testing with HIV 
mobile vans; and recruitment and outreach using print and online advertisements and 
social networking sites including chat rooms and dating sites (Hidalgo et al., 2011).

Following identification of HIV-infected MSM of color, all of the eight sites uti-
lized their outreach works and other paraprofessionals to enhance linkage in HIV 
care. These workers performed similar roles and responsibilities as ARTAS-I and –II 
linkage case managers and patient health navigators. This included assistance with 
scheduling medical appointments, arranged transportation for appointments, 
reminder telephone calls, and case finding for clients with missed appointments. In 
addition, most of the outreach workers also escorted individuals identified through 
outreach to their initial medical visit. As a result of these combined approaches, 87% 
of young MSM (n = 291) included in the analysis of 334 participants were linked to 
medical care within 3 months (Hidalgo et al., 2011). Given the dramatic increase in 
HIV incidence among young Black MSM (CDC, 2012a) and that younger Americans 
(25–34 years of age) living with HIV infection are less likely to be virally sup-
pressed (CDC, 2012a) there needs to be a continued focus on engaging and retaining 
young MSM of color living with HIV infection in primary medical care.

 Policy and Structural Approaches to HIV Prevention 
and Care for HIV-Infected MSM

Policy and structural-level factors including stigma, HIV confidentiality and dis-
ability laws, laws banning the entry of HIV-infected persons into the USA, HIV 
nondisclosure laws, discrimination within the workplace, and expanded health care 
coverage impact the health and well-being of HIV-infected MSM in the USA. After 
three decades of extensive public health education efforts, voluntary HIV testing, 
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and counseling about HIV in the USA, one would think that HIV-related prejudice 
and discrimination in the USA are now relics of the past. Unfortunately, this is not 
the case (Herek, 1999; The Body, 2003). Individuals living with HIV infection in 
the USA, including HIV-infected MSM, have been and continue to be the target of 
stigma and discrimination since the first cases of HIV infection were diagnosed.

HIV-related stigma refers to unfavorable beliefs, attitudes, policies, and related 
behaviors directed toward individuals perceived to be living with HIV infection as 
well as their loved ones, associates, social groups, and communities (Mitzel et al., 
2015; The Body, 2003). A national representative survey of Americans on HIV/
AIDS conducted by the Kaiser Family Foundation showed that a substantial number 
of Americans still continue to hold potentially stigmatizing attitudes toward indi-
viduals living with HIV infection. For example, 45% of Americans reported that 
they would be uncomfortable having their food prepared by someone who is HIV 
positive, 36% with having an HIV positive roommate, and 18% working with some-
one living with HIV/AIDS (Kaiser Family Foundation, 2011). Stigmatizing atti-
tudes toward HIV-infected MSM from HIV negative MSM have also been 
documented in the literature (Wohl et al., 2013). According to Diaz (2003), when 
HIV negative Latino MSM were asked “Do you believe HIV-infected people are 
responsible for having gotten infected?” and “Do you believe that HIV-infected 
people are more sexually promiscuous?” 57 and 52% of HIV negative Latino MSM 
affirmed these statements.

HIV-related stigma fuels the HIV epidemic in the USA and among MSM.  It 
discourages discussion and disclosure of HIV status with providers and sexual 
 partners (CDC, 2011c; The Body, 2003; Center for AIDS Prevention Studies 
[CAPS], 2006), it deters testing and knowledge of HIV status (CAPS, 2006), and it 
also reduces access to HIV care and services (Kinsler et al., 2007; Sayles et al., 
2009). Some MSM living with HIV infection may be less inclined to disclose their 
HIV status as it may lead to partner rejection, limit their sexual opportunities, or put 
them at increased risk for physical and sexual violence (CAPS, 2006). For example, 
11.5% of MSM reported experiencing physical harm since their HIV diagnosis in 
the HIV Costs and Service Utilization Study of 2,864 adults living with HIV infec-
tion (Zierler et al., 2000). In terms of HIV testing, a study of 847 men and 1,126 
women in seven US cities found that HIV testing behavior was related to low levels 
of STD-related stigma (Fortenberry, McFarlane, & Bleakley, 2002).

Stigma as a barrier to HIV care has also been documented in the literature. Sayles 
et al. (2009) conducted a cross-sectional study of 202 HIV-infected persons (pre-
dominantly Black) in Los Angeles County to examine the association between 
stigma and self-reported access to medical care. One-third of the participants 
reported high levels of stigma. The researchers also found that internalized HIV 
stigma measured using a 28-item scale was significantly associated with poor access 
to care (OR = 4.42; 95% CI = 1.88, 10.37) after adjusting for demographic, clinical, 
and other characteristics. A second prospective study also conducted in Los Angeles 
County explored the effect of perceived stigma on access to care among 223 low- 
income individuals living with HIV infection. Forty-six percent (46%) of the study 
population self-identified as Black and 26% of respondents reported at least one 
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form of stigma from a health care provider using a 4-item scale. Perceived stigma 
was found to be associated with low access to care at baseline (OR = 3.29; 95% 
CI = 1.55, 7.01) and 6 months follow-up (OR = 2.85; 95% CI = 1.06, 7.65) after 
controlling for sociodemographic and clinical factors (Kinsler et al., 2007). A more 
recent study of the impact of stigma specifically among Black MSM showed that 
among Black MSM living with HIV, stigma from health care providers was associ-
ated with longer gaps in time since their last HIV care appointment (Eaton et al., 
2015). Interventions to reduce stigma may therefore help to reduce new HIV cases 
and the impact of the epidemic in the USA (CDC, 2011c; The Body, 2003).

Sengupta, Banks, Jonas, Miles, and Smith (2011) conducted a systematic review 
of the literature to identify and determine the effectiveness of HIV-related interven-
tions in reducing HIV-related stigma. Nineteen studies were included in the review. 
Nine of the studies were random clinical trials (RCTs), six were non-randomized 
control group studies, and four were pretest/post-test without a control group. Studies 
were conducted in North America, Europe, Asia, and Africa. The interventions 
focused on students, women, providers, persons living with HIV infection, parents, 
and the community. The duration of the interventions ranged from 15 min to 2 years. 
Fourteen of the nineteen studies demonstrated effectiveness in reducing HIV-related 
stigma. The authors assessed the quality of these studies and indicated that only two 
of the fourteen effective studies were considered “good” studies based on internal 
validity, the extent to which the interventions addressed stigma reduction, the stigma 
measures used, and the statistics reported to demonstrate effectiveness. Furthermore, 
the authors concluded that even with a well-designed intervention that shows a 
reduction in HIV-related stigma, we still know every little about how or if the change 
in stigma led to improvements in HIV testing, access to care, improved mental health 
outcomes, and enhanced policy support for people living with HIV infection. 
Therefore, the paucity of quality studies within the last 20 years identified in the 
review demonstrates the current gaps in evidenced-based interventions to reduce 
HIV-related stigma in the USA and the rest of the world (Sengupta et al., 2011).

Given the stigma and discrimination associated with HIV early on in the epi-
demic, legal protections were an essential component of the USA’s response to 
stigma and discrimination (The Body, 2003). The recognition of the negative conse-
quences of HIV-related stigma prompted the enactment of statutory protections for 
persons living with HIV infection, particularly related to the confidentiality of HIV 
testing results. The confidentiality of HIV test results is considered a protection 
under State laws and the US Constitution. These privacy laws aimed to protect indi-
viduals diagnosed with HIV infection from stigma and its consequences by keeping 
their health information confidential (The Body, 2003). HIV also qualifies as a dis-
ability under Federal and State laws as a result of a landmark case Bragdon v. Abbot 
(1998), the first HIV-related discrimination case that was brought to the US Supreme 
Court. The Supreme Court ruled that Congress intended HIV/AIDS to be included 
as a disability under the Americans with Disability Act of 1990. This protected per-
sons living with HIV infection from discrimination in employment; housing; gov-
ernment services; and public places including schools, hotels, and medical offices 
(The Body, 2003).
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Other laws and policies have and continue to contribute to HIV-related stigma 
and discrimination in the USA. As of 2010, 37 states have enacted legislation that 
criminalizes nondisclosure of HIV status in the USA (Lambda Legal, 2010). This 
may actually deter MSM from getting testing and knowing their HIV status. In 
some cases, the laws punish safer sex practices that are part of a risk reduction strat-
egy. It is not known to what extent these nondisclosure laws deter high-risk behavior 
but it does fuel HIV-related stigma in the USA (Shriver, Everett, & Morin, 2000).

Another example of a law that was viewed by public health officials and advo-
cates as stigmatizing and a barrier to HIV prevention was the statutory ban on immi-
gration and travel into the USA by HIV-infected persons (Shriver et al., 2000). In 
1993, Congress passed a law that prohibited HIV-infected individuals from travel-
ing to the USA, including those wanting to live and work in the USA legally. This 
became known as the HIV Travel Ban (Kirberger, 2013). It was not until 2009 that 
the ban was lifted by President Obama (PBS, 2009).

Stigma and discrimination continue to persist for MSM in the work setting. A 
2008 national probability survey found that 42% of lesbian, gay, and bisexual (LGB) 
respondents had experienced at least one form of sexual orientation-based discrimi-
nation (i.e., workplace harassment or lost a job) in their lifetime and 27% had expe-
rienced employment discrimination within the last 5 years prior to completing the 
survey. Discrimination and fear of discrimination can have negative effects on LGB 
employees in terms of mental and physical health, workplace productivity, job sat-
isfaction, and job opportunities (Sears & Mallory, 2011). On April 25, 2013, the 
Employment Non-Discrimination Act (ENDA) prohibiting workplace discrimina-
tion based on sexual orientation and gender identity for lesbian, gay, bisexual, and 
transgender persons was introduced in the U.S. Senate and House for consideration 
(The Press-Enterprise, 2013). The passage of this Act has favorable implications for 
gay and bisexual men in the USA in terms of job security, satisfaction, salary, job 
performance, and overall health.

Health care policies or laws that expand access to HIV medical care and sup-
portive services are important policy-level approaches with benefits for persons liv-
ing with HIV infection including HIV-infected MSM. Key programs that currently 
provide health insurance coverage, care, and support for persons living with HIV 
infection in the USA include Medicaid, Medicare, and the Ryan White Program 
(Kaiser Family Foundation, 2012). A 2012 analysis of data from a network of high- 
volume HIV clinics found that 42% of persons with HIV in care were covered by 
Medicaid, 12% by Medicare, 24% by Ryan White, and only 13% of patients had 
private insurance (Fleishman & Gebo, 2012).

 Health Reform and Prevention for HIV-Infected MSM

The Affordable Care Act (ACA), signed into law on March 23, 2010, by President 
Obama, represents one of the most significant overhauls to the US health care sys-
tem since the passage of Medicaid and Medicare in 1965 (Vicini & Stempel, 2012). 
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The goal of the ACA is to expand access to affordable health insurance coverage 
and reduce the number of uninsured Americans. As such, it is expected to expand 
access to care for persons living with HIV infection including HIV-infected MSM 
(Crowley & Kates, 2012). Beginning in 2014, insurers have been no longer able to 
terminate or deny insurance coverage for persons living with HIV infection based 
on their pre-existing condition. They will also not be allowed to impose annual lim-
its on how much the insurance company will cover over an individual’s lifetime 
(AIDS.gov, 2012; Black AIDS Institute, 2010; Kaiser Family Foundation, 2012). 
The ACA also expanded Medicaid eligibility to include individuals with incomes 
below 133% of the Federal poverty line. As a result, persons living with HIV infec-
tion who meet this income threshold will be eligible for Medicaid in a state that is 
implementing Medicaid expansion. In addition, HIV-infected individuals who do 
not meet the eligibility criteria for Medicaid, Medicare, or Ryan White will have the 
option to buy coverage from the health insurance marketplace (Kaiser Family 
Foundation, 2012).

One of President Obama’s top HIV/AIDS policy priorities was the development 
and implementation of a National HIV/AIDS Strategy (NHAS) for the USA. Shortly 
after the passage of the ACA, the NHAS was released in July 2010 to provide a 
roadmap with key benchmarks and greater coordination to respond to the HIV epi-
demic in the USA (The White House, 2010). The three primary goals of the NHAS 
are to reduce the number of new HIV infections; increase access to quality care for 
persons living with HIV infection; and reduce HIV-related health disparities among 
between groups (The White House, 2010). In addition to describing the dispropor-
tionate impact of HIV infection among gay and bisexual men, the NHAS also influ-
enced the research and prevention efforts of federal agencies. For example, in order 
to meet the goals of the NHAS, the CDC implemented a High-Impact Prevention 
approach that consists of directing resources to geographic areas, interventions, and 
populations (i.e., MSM) that could have the greatest impact on HIV rates and health 
equity (CDC, 2011e).

 Recommendations and Conclusions

Despite increasing evidence and awareness that earlier initiation of HIV treatment 
is associated with decreased HIV transmission, the numbers of new HIV infections 
among US MSM has continued to increase in recent years. Factors that are facilitat-
ing this increase include perceptions that HIV is not as serious as before, so that 
unprotected sex may be more acceptable, as well as the syndemic effects of sub-
stance use, depression, and other responses to the adversity that many MSM experi-
ence (Mimiaga et  al., 2015). Social and structural factors, including unstable 
housing, homophobia, institutional racism, stigma, and discrimination, play an 
important role in potentiating the epidemic among MSM, particularly those from 
communities of color. Therefore, policy and structural-level changes can impact the 
health and well-being of HIV-infected MSM in the USA.
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Evidence-based individual and group interventions have contributed to decreases 
in high-risk behaviors among some HIV-infected MSM. Early initiation of treat-
ment has been associated with decreased HIV transmission, but recently, only about 
one-quarter of US MSM are virologically suppressed. Interventions using profes-
sional case managers and peer health system navigators have been shown to improve 
engagement in care and virological suppression. New modalities, such as culturally 
tailored behavioral interventions and those based on the existing assets of MSM 
(e.g., support systems), need to be combined to improve engagement in care, viro-
logical suppression, decreased instances of unprotected sex, and improved medical 
adherence. If many of these promising approaches can be scaled up and culturally 
tailored for the diverse subgroups of MSM living with HIV infection, more effective 
prevention of new HIV transmissions is feasible.
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Chapter 2
Comprehensive Primary Health Care for HIV 
Positive Gay Men

LaRon E. Nelson and David J. Malebranche

 The Comprehensive Primary Health Care Approach

The concept of primary health care (PHC), as largely practiced within the context of 
the United States (USA), is understood as a person’s first contact with the health care 
system, which is expected to be nonhospital-based preventative clinical services 
provided by physicians, nurse practitioners, and physician assistants (Stoeckle, 
2009). Research advances in primary health care medicine and the development of 
evidence-based practice guidelines have provided a robust set of clinical tools to 
address physiological and psychological needs of patients that prevent severe acute 
illness events that result in lengthy, expensive, and avoidable hospital admissions 
(Aberg et al., 2009). Nonetheless, the concept and practice of primary health care 
does not sufficiently accommodate the complexity of life experiences that impact 
the health of individuals in the community, including gay-identified men who are 
living with Human Immunodeficiency Virus (HIV). The disease/illness management 
focus of the United States’ version of primary health care has led health experts to 
call for it to be more precisely labeled “selective primary health care” (Cueto, 2004; 
Magnussen, Ehiri, & Jolly, 2004). By contrast, the comprehensive primary health 
care approach is one that attends to the social, cultural, and political realities of 
individuals and is well suited as an approach to care for HIV positive gay men who 
may be experiencing a multitude of social oppressions that impact their health.
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Comprehensive primary health care is a concept that was commissioned by 
leaders in global health policy and clinical practice who understood that population 
advances in health could not be achieved without addressing social determinants of 
health and the inequitable social processes that led to disproportionately poor health 
outcomes in some groups compared to others (Lynam & Crowley, 2007). This is 
articulated in the Declaration of Alma Ata—adopted by the World Health Organization 
in 1978—a policy statement that advanced a holistic definition of health that included 
social and economic wellness and proposed structural level intervention strategies 
necessary to achieve “health” for all (International Conference on Primary Health 
Care, 1978). Initially trumpeted as a solution for resource- limited countries, the com-
prehensive PHC approach has also been embraced by advanced capitalist societies 
such as France, Brazil, and Canada—all of whom have outpaced the USA in the 
gains made in the prevention and management of HIV infection among gay men 
(Hutchison, Levesque, Strumpf, & Coyle, 2011; Rickets, Naiditch, & Bourgueil, 
2012). In this chapter, we move beyond the concept of primary care towards a more 
serious embrace of comprehensive primary health care considerations for HIV posi-
tive gay men. Our objective in writing this chapter is for the reader to gain a core 
understanding of what is comprehensive primary health care and its applicability as 
an approach to clinical practice with gay-identified men living with HIV.

 Principles of Comprehensive Primary Health Care

There are five principles in comprehensive primary health care. These principles are 
interrelated in that each is a necessary component for maximizing the degree to 
which an individual’s life is not only disease-free (biomedical and selective primary 
care models), but also lived to its full potential capacity for social and economic 
wellness (Magnussen et al., 2004). In order for primary health care to be impactful 
on the health of individuals and communities there must be a sufficient number of 
qualified health practitioners trained with the requisite skills to appropriately care 
for them. The principle of (1) health care provider capacity development indicates 
that health care teams should be composed of personnel (e.g., nurses, physicians, 
social workers) who are prepared to work together to support individuals in the 
management of their physical and social wellness needs. The second principle, (2) 
community participation, stipulates that individuals and their communities must be 
involved in decision-making regarding policies and practices that will ultimately 
structure how they receive health care as well as the nature and volume of care that 
will be provided. This is envisioned as a collaborative process actively engaged with 
individuals and/or communities that lead to greater self-determination for their 
health and overall wellness. Recognizing that some of the life complexities that 
accompany an HIV diagnosis are outside the scope of what health care practitioners 
can address, the principle of (3) intersectoral collaboration is proposed as the 
coordinated assemblage of resources and services from an array of sectors that are 
relevant to the individual being able to achieve an optimal state of health and 
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wellness. This goes beyond popular notions of interprofessional or interdisciplinary 
care, which are typically intrasectoral collaborations across areas such as nursing, 
pharmacy, social work, and psychology.

The comprehensive PHC principle of intersectoral collaboration calls for coordi-
nating with services outside of the health care sector—for example, housing, crimi-
nal justice, employment and education sectors—to more wholly address factors that 
impact on an individual’s health. In order to support individual health maintenance 
and the prevention of, and recovery from, illness events the (4) appropriate use of 
technology principle stipulates that providers should utilize clinical, social, and 
behavioral innovations that are not only scientifically sound but also culturally con-
gruent and ones that can be sustained within an individual’s and/or communities’ 
economic means. Last, the principle of (5) accessibility and equity states that ser-
vices needed to achieve and sustain optimal states of wellness should be universally 
accessible to all individuals in a society. Underlying the principles of accessibility 
is the active and deliberate disruption of institutionalized social processes (such as 
homophobia, racism, patriarchy) that impede an individual’s ability to seek and 
receive the care at the time and in the quantity and quality that it is needed to achieve 
optimal wellness (Nelson, Walker, DuBois, & Giwa, 2014).

 Evidence-Base for Comprehensive Primary Health Care

 Social Determinants of Health

The literature on social determinants of health provides a foundation for grounding 
a discussion regarding comprehensive primary health care (Baum, 2008; Centers 
for Disease Control and Prevention, 2010; Rachilis et  al., 2016). Research con-
ducted over several years has established that poor health outcomes cluster together 
with poor social, economic, and political conditions—in particular is the position 
that marginalization, be it social, cultural, or political (or any combination of the 
three), negatively impacts the health of those who are the subject of it (Lynam & 
Crowley, 2007; Navarro & Muntaner, 2004; Nelson et al., 2016). This is particu-
larly the case with HIV infection among many gay men. While there are examples 
of the mainstreaming of same-gender practices in the USA, gay men remain a 
socially marginalized group. The marginalization of HIV positive gay men’s sexu-
alities is compounded by the intersection of HIV stigma that can occur even within 
lesbian, gay, bisexual, and transgender communities (Smit et  al., 2012). 
Homophobia, heteronormativity, racism, and HIV/AIDS stigma are all social pro-
cesses that impact various subcommunities of HIV positive gay men and that com-
prehensive primary health care approaches can help to mitigate (Courtenay-Quirk, 
Wolitski, Parsons, & Gomez, 2006; Malebranche & Nelson, 2013; Nelson et al., 
2014, 2016).

As mentioned earlier, the comprehensive primary health care approach moves 
beyond the biomedical management of illness but includes attention to factors that 
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impact the overall health and well-being of HIV positive gay men. The use of 
comprehensive primary health care as a public health system strategy for the effec-
tive management of HIV among gay men has increased in health systems globally. 
Communities around the world have made great strides in delaying progression to 
AIDS and reducing HIV/AIDS mortality among gay men and other men who have 
sex with other men (Berkman, Garcia, Munoz-Laboy, Paiva, & Parker, 2005; 
Beyrer et al., 2011; Flowers & Davis, 2012; Galvão, 2005; Helleberg et al., 2012; 
Parker, 2009; van Griensven & van Wijngaarden, 2010). This is partly accom-
plished through addressing inequitable social processes and implementing 
anti-oppression strategies that facilitate engagement in medical care, and ensure 
equitable access to medical attention (Nelson et  al., 2014; Seffner, Garcia, 
Muñoz-Laboy, & Parker, 2011).

 Social Inequities and HIV Outcomes

A number of studies have been conducted that indicate the poor HIV outcomes are 
not evenly distributed across the entire population of people living with HIV. This is 
important because HIV positive gay men cross a multitude of socioeconomic 
spectra. Homophobia and HIV stigma are two important indicators of HIV outcomes 
(Garcia et al., 2016; Mayer, Bekker, et al., 2012). A study examining the relationship 
among stigma, medication adherence self-efficacy, and HIV outcomes among 202 
HIV positive patients found that HIV stigma mediated the relationship between self-
efficacy and quality of life (Li et al., 2011). These results are consistent with other 
HIV research on stigma and social marginalization (Kinsler, Wong, Sayles, Davis, & 
Cunningham, 2007; Mahajan et al., 2008; Nelson et al., 2016; Vanable, Carey, Blair, 
& Littlewood, 2006), indicating that anti-stigma and anti-oppression clinic environ-
ments optimize wellness outcomes among HIV positive gay men. Nonetheless, HIV/
AIDS stigma and other oppressions are not limited to the clinic environment. Even 
in the communities where they live and socialize, the degree to which HIV positive 
gay men experience other societal marginalization will impact on their overall qual-
ity of life including their experiences of wellness, and vulnerabilities to illness and 
death (Cole & Omari, 2003; Courtenay-Quirk et al., 2006).

 Inequitable Distribution in HIV Care

There have been considerable advancements with the advent of HIV antiretroviral 
therapies. Unfortunately, these gains are not equally distributed across the entire 
population of HIV positive gay men and are often tempered by the intersection 
of social inequities that interfere with the ability of marginalized subgroups of HIV 
positive gay men to optimize self-management of their therapies (Rachilis et al., 
2016). The U.S. Health Resources and Services Administration (HRSA) operates 
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the Ryan White HIV/AIDS Comprehensive AIDS Resource Emergency (CARE) 
program that covers health care costs for people living with HIV who do not have 
sufficient income or insurance coverage to pay for HIV-related services (HRSA, 
2010). The program has been in existence since 1990 and serves nearly 900,000 
people per year (HRSA, 2010). Even with the additional HIV care capacity created 
by the Ryan White HIV/AIDS CARE program, inequities exist among gay men 
and other MSM with regard to enrollment and maintenance in HIV care (Young 
et al., 2016).

In a 7-city study of 610 marginalized (e.g., substance using, mental illness history, 
incarceration history) HIV positive people, researchers found that the uninsured, 
homeless, and those without access to mental health care had less access to HIV 
primary medical care (Cunningham et  al., 2007). Results also showed that these 
groups were more likely to receive their HIV care in emergency situations. These 
and other disparities in access to HIV care have been documented in the literature for 
nearly two decades (Shapiro et  al., 1999). Similar inequities exist with regard to 
young HIV positive gay males. Compared to MSM who acquire HIV infection in 
adulthood, MSM who sexually acquire HIV during their youth have lower rates of 
retention in HIV care. Numerous studies indicate that the major challenge for HIV 
positive adolescents is the risk of being lost-to-care between transitions from pediat-
ric to adult care (Agwu et al., 2012; Chandwani et al., 2012; Dowshen & D’Angelo, 
2011; Hussen, Chahroudi, et al., 2015). For example, in a retrospective study of 287 
HIV positive youth (age 12–24) enrolled in multisite (n = 18) HIV treatment trials 
aimed at linking them to pediatric HIV/AIDS care between 2002 and 2008, Agwu 
et  al. (2012) found that while two-thirds of youth initiated HAART, one-third of 
those transferred to adult care discontinued HAART. Researchers in this study also 
found that 50% of those who discontinued HAART on transition to adult clinical site 
were not virally suppressed. Further, the only independent predictor of HAART dis-
continuation identified in their regression analysis was transition to adult HIV care 
(adjusted hazard ratio: 1.23; 95% CI: 0.80–1.87) (Agwu et al., 2012). This phenom-
enon disproportionately affects MSM since they represent the majority of adolescent 
and pediatric cases of HIV (Centers for Disease Control and Prevention, 2015). 
Progression to AIDS and decreased access to quality HIV primary medical care are 
also more likely to occur within predominantly poor urban communities than in 
middle and upper class communities (Heslin, Andersen, Ettner, & Cunningham, 
2005; Losina et al., 2009; Miles et al., 2013; Moore, 2011).

 Inequities in HIV Outcomes and Care Quality Indicators

Advances in HIV antiretroviral therapy has helped to extend the lifespan of people 
living with HIV. Health science has developed more sophisticated models for treating 
HIV as well as managing the patients experience of treatment by such mechanisms 
as combination formulations which reduce the number of pills that must be taken at 
once and also formulations that allow for once daily dosing which makes 
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self-management of HIV antiretroviral therapy drugs more manageable for many 
HIV positive gay men. Health services research in the areas of patient HIV outcomes 
also provides evidence of unequal distribution in the quality of HIV care and its 
associated outcomes (Hall, Byers, Ling, & Espinoza, 2007; Karach, Hall, Tang, Hu, 
& Mermin, 2015; Laffon et al., 2015; Simard, Fransua, Naishadham, & Jemal, 2012).

For example, a large population study of HIV positive gay- and non-gay- identified 
MSM was conducted using epidemiologic data from 33 US states on HIV/AIDS 
cases between 1996 and 2004 to examine inequities in HIV prevalence and progres-
sion to AIDS (Hall et al., 2007). Researchers found that, compared to White (25%) 
MSM, higher percentages of Blacks (33%) and Latino (32%) MSM progressed to 
AIDS within 3 years of their initial HIV diagnosis (Hall et al., 2007). The research-
ers also found among the 62,045 MSM with AIDS during 1996–2002, a significantly 
higher percentage of non-Hispanic Blacks (34%) had severely weakened immune 
systems (<50 CD4 cells/μL) at the time of their AIDS diagnosis than did Hispanics 
(28%) and non-Hispanic Whites (24%). Furthermore, non-Hispanic Black MSM 
were significantly more likely than non-Hispanic Whites or Hispanics to have died 
within 3 years of receiving an AIDS diagnosis (Hall et al., 2007). This specific analy-
sis of Black MSM is important since stress, including the stress of everyday experi-
ences of racism, is known to negatively impact on HIV outcomes such as viral load 
and CD4 T-cell count (Lesserman, 2008; Oramasionwu et al., 2009).

Reducing disparities in HIV outcomes require more comprehensive approach 
than that offered by biomedical science and practice alone (Mayer, Bekker, et al., 
2012). An interdisciplinary approach to care that more fully accommodates the 
complexities of the lives of HIV positive gay men is needed in order to regain 
momentum in the reduction of new infections and increased quality of life. Here, we 
will specifically outline strategies within a comprehensive primary health care 
approach for HIV positive gay men—focusing on the five guiding principles of 
PHC and the ways in which they can be operationalized at the clinical encounter 
level as well as clinic/institutional policy level.

 Applying the Comprehensive Primary Health Care Approach: 
Health Care Provider Capacity Development

 Demonstration of HIV Clinical Excellence

As research in HIV nursing, medicine, and pharmacotherapeutics yield more clini-
cal tools with which to support optimal physiological functioning of HIV positive 
gay men, health care practitioners will need to be current with regard to how to 
utilize these advances in the context of the patients’ life situations. A number of 
organizations provide discipline specific continuing education offerings that allow 
practitioners to attain advanced levels of clinical training in HIV care. The American 
Academy of HIV Medicine (AAHIV) provides board certification for physicians, 
nurse practitioners, physician assistants, and pharmacists. Health care providers 
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who attain this certification have an advanced level of clinical expertise as assessed 
by their practice experience and a national certification examination (AAHIV, 
2013). Registered professional nurses are also able to attain advanced clinical prep-
aration through the HIV/AIDS Nursing Certification Board (HANCB) that offers 
continuing education to registered nurses leading to the certification as AIDS Care 
Registered Nurse and Advanced AIDS Care Registered Nurse (HANCB, 2013). The 
Association of Nurses in AIDS Care (ANAC) and the HIV Medicine Association 
(HVMA) do not offer certifications, but have published online guidance and links to 
continuing education resources intended to encourage a high standard of practice 
for nurses and physicians providing ongoing clinical care to HIV positive gay men 
and others living with HIV and AIDS (ANAC, 2013; HVMA, 2010). More recently, 
HRSA announced its intention to invest funding to support the development of 
graduate education programs aimed at creating nurse practitioner and physician 
assistant specialists in HIV care (HRSA, 2013). The expansion of the number of 
health professions graduate programs that train providers to specialize in the care of 
HIV positive people is consistent with the U.S. National HIV/AIDS Strategy and is 
a crucial step in building and maintaining a competent HIV health workforce until 
an effective cure is found.

 Multicultural Competencies

Health care practitioners can also improve their level of practice by increasing their 
capacity to understand patients in the patients’ own sociocultural contexts (Nelson 
et  al., 2014). These contexts are multifaceted and include LGBT culture, ethnic 
culture, and spiritual practice contexts (Hussen, Chahroudi, et al., 2015). Numerous 
studies indicate that patients rate their clinical experiences more favorably when 
they perceive that their differences with regard to age, ethnicities, sexualities, and 
spiritualties are respected and appreciated by their health care providers (Campbell, 
Ramsay, & Green, 2001; Trevino et al., 2010). Among HIV positive gay men, health 
care provider cultural competency is also associated with retention in care and self- 
reported quality of care (Hightow-Weidman, Smith, Valera, Matthews, & Lyons, 
2011; Magnus et al., 2010). Opportunities for multicultural competency continuing 
education exist through HRSA funded AIDS Education & Training Centers 
(AETCs). The 11 AETCs across the USA routinely offer trainings for practitioners 
on best practices in providing care to HIV positive gay men and subpopulations 
(e.g., HIV positive gay men who use illicit substances; HIV positive gay men with 
mental illness) with unique sociocultural nuances that must be considered when 
working to develop plans of care (Ciesla & Roberts, 2001; Cunningham et al., 2007; 
Hatcher, Toldson, Godette, & Richardson, 2009; Shoptaw et  al., 2012; Young, 
Shoptaw, Weiss, Munjas, & Gorbach, 2011; Young et  al., 2016). Each AETC is 
responsible for providing technical assistance and continuing education to specific 
geographic regions of the country. Information regarding how to participate in 
continuing education through your regional AETC can be found by visiting their 
national website at www.aids-ed.org.
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 Life Stage-Specific Needs

HIV medical care is generally categorized into either pediatric or adult specialty 
practices. These life stage-specific HIV specialties are important given that there are 
a host of generational needs that must be attended to involving the physiology, 
psychology, and social context of HIV positive gay male youth compared to HIV 
positive adult gay men (Gayles, Kuhns, Kwon, Mustanski, & Garofalo, 2016; 
Hussen, Harper et al., 2015). Continued attention must be given to addressing the 
needs of these age groups. Nonetheless, tremendous opportunities remain for health 
care providers to expand their capacity to address the needs of subpopulations that 
are often subsumed—and many times made invisible—within the pediatric and 
adult HIV specialty categories (Young et al., 2016). Here, we will discuss the impor-
tance of HIV providers to develop capacities to serve adolescent (pediatric) and 
older adult (adult) HIV positive gay men.

 Adolescents

Based on current national surveillance data, youth ages 20–24 had the highest 
age- specific number of new HIV infections in the United States (Centers for Disease 
Control and Prevention, 2015). This age group is considered to be “adolescence” 
since it is the time of life in which the brain has matured to a point that one has 
accomplished all the major pediatric developmental milestones but has not yet 
reached the full stage of adult development (Weinberger, Elvevag, & Giedd, 2005). 
Adolescents’ specific developmental stage—which is heavily focused on exploration 
and establishing independence from authority figures—has implications for 
what are the best strategies to promote retention in HIV medical care, adherence to 
antiretroviral treatment and preventing onward transmission of HIV (Fielden, 
Chapman, & Cadell, 2011; Hagan, Shaw, & Duncan, 2008; Leonard, Markham, 
Bui, Shegog, & Paul, 2010).

There is a growing body of research focused on intervention models that support 
retention in care and treatment adherence for HIV positive gay adolescent males 
(Centers for Disease Control and Prevention, 2014; Gayles et al., 2016). Much of 
this research has yielded evidence regarding specific characteristics that optimize 
retention of HIV positive adolescent males. These include ensuring that clinic personnel 
exhibit multicultural competencies in their clinical practice and service delivery 
(Fortenberry, Martinez, Rudy, & Monte, 2012; Gilliam et al., 2011; Magnus et al., 
2010) and that adolescents are provided with coordinated services to address some of 
their complex psychosocial needs (Bird, LaSaa, Hidalgo, Kuhns, & Garofalo, 2016; 
Birnbaum, Loundsbury, Eastwood, Palma, & Jo, 2013; Fortenberrry et al., 2012; 
Magnus et al., 2010). Other researchers are conducting research on interventions 
that take advantage of new technologies and capitalize on their popularity as com-
munication mechanisms to promote treatment adherence (Hirshfield et al., 2016; 
Shegog, Markham, Leonard, Bul, & Paul, 2012). For example, Shegog et al. (2012) 
developed and tested a web-based ARV adherence support application for HIV pos-
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itive adolescents and found that the intervention program was associated with 
increased adherence self-efficacy (p  <  0.05) and increased understanding of the 
importance of maintaining a regular daily dosage schedule (p < 0.01). The utiliza-
tion of technologies that are most compatible with the communication modes used 
among HIV positive gay adolescent males is a strategy that is consistent with 
comprehensive PHC’s “appropriate technology” principle.

 Older Adults

For older adult men, the experience of living with HIV can be complicated by 
declines in the expansiveness in their social networks or intersecting perceptions 
of decreased social significance within a LGBT community-context that has his-
torically placed high value on the norms of youth and youthful body images 
(Grov, Golub, Parsons, Brennan, & Karplak, 2010; Halkitis et al., 2012; Heckman 
et al., 2002; Lyons, Pitts, Grierson, Thorpe, & Powell, 2010). There is significant 
research indicating that many HIV positive adult gay men experience depression 
related to experiences of loneliness, rejection, and HIV-related stigma (Grov et al., 
2010). Decreases in perceived sexual desirability may create a situation where older 
adult HIV positive men are uncomfortable disclosing their HIV status due to 
the threat of rejection—that may be compounded by the ongoing (even if latent) 
perceived threat of rejection due to their age (Halkitis, Kapadia, Ompad, & Perez-
Figueroa, 2015; Sankar, Nevedal, Neufeld, Berry, & Luborsky, 2011; van Kesteren, 
Hospers, van Empelen, van Breukelen, & Kok, 2007). A number of interventions 
have been developed to support interpersonal communication skills development 
among HIV positive gay men (Eaton, West, Kenny, & Kalichman, 2009; Kalichman 
et al., 2001). One well-known intervention is Healthy Relationships, an evidence-
based group intervention program that promotes self-efficacy and relational skills 
development for people living with HIV (Kalichman et  al., 2001; Kalichman, 
Rompa, & Cage, 2005). Based on social cognitive theory (Bandura, 1985), Healthy 
Relationships has a strong emphasis on skill development by having intervention 
participants first observe and then practice the target behaviors, attitudes, or expec-
tations being modeled (Kalichman et  al., 2001, 2005). Other interventions focus 
specifically on supporting men’s decision-making skills regarding the disclosure 
of their HIV status in various situations (Serovich, Reed, Grafsky, & Andrist, 2009; 
Serovich, Reed, Grafsky, Hartwell, & Andrist, 2011). These complex life stage-
specific needs require serious attention by providers working to increase their 
capacity to deliver quality care to HIV positive men—young and old alike.

 Accessibility and Equity

With decreased access to care and mounting societal discrimination, HIV positive 
gay men require care that establishes access and longitudinal medical management. 
Treatment will be most effective only when access to care has been well 
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established. In order to provide comprehensive primary health care for HIV posi-
tive gay men, it is not only necessary to provide a supportive care environment, but 
also necessary to implement a deliberate anti-racism, anti-oppression framework 
for practice (Mullaly, 2010; Nelson et al., 2016; Yee, 2005). Due to White suprem-
acy, racism, heteronormativity, and homophobia, White and heterosexual men are 
granted explicit and implicit social privileges when compared with those who are 
non-white and/or self-identify as gay (Nelson et al., 2014). Practice frameworks 
can begin by attending to specific language that supports underlying hegemonic 
inequities that disenfranchise HIV positive gay men. For example, barriers to 
access for HIV positive gay men can come in forms as simple as the advertising of 
your clinic or community-based program. A deliberate anti- oppressive framework 
requires that health programs do more than “not discriminate” but specifically 
advertise that their services are inclusive of HIV positive gay men. Additionally, 
ensuring that program services are advertised at businesses and events that histori-
cally target and attract gay men demonstrates a willingness to be visibly associated 
with gay-identified activities—which is an important anti- oppression strategy 
(Nelson et al., 2014).

Another area where anti-oppressive practice can be exercised is in the interper-
sonal communication between the client and the providers. The manner in which 
health histories, risk assessments, and other clinical data are collected can be expe-
rienced as oppressive. For example, if an HIV positive gay man discloses that he has 
performed anal insertive sex with multiple partners in the past 3 months, an inquiry 
to him of: “Please, tell me about what motivated your sexual practices with these 
various partners” is consistent with anti-oppressive practice versus asking for the 
man to “please tell me the reasons why you were promiscuous and put other peoples 
lives at risk.” If the patient is exhibiting signs of anxiety or distress, the practitioner 
may even wish to verbally acknowledge the psycho-emotional difficulties that the 
patient may be experiencing. In this way, the practitioner does not necessarily nor-
malize the behavior, but makes an inquiry that avoids a moral evaluation of the 
behavior and reduces the risk of creating an interpersonal environment where the 
patient may not feel comfortable to further disclose or discuss his needs and con-
cerns. Adopting some of these practices and identifying and incorporating other 
anti-oppressive practices can help generate environments where comprehensive pri-
mary health care can be more equitably accessed.

 Community Participation

 Health Program Integration

Including HIV positive gay men in the implementation of health programs are com-
mon mechanisms by which both clinic and community-based HIV/AIDS service 
programs achieve their goals for community participation. Health program integra-
tion benefits organizations by having individuals, who live the experience of being 
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a gay man diagnosed with HIV, to help deliver services to others in this population. 
In addition to integrating HIV positive gay men into health programs, consumer 
advisory boards are sometimes utilized for generating feedback on how to improve 
organizational practices on working with HIV positive gay men. The consumer 
advisory boards can also be useful in identifying emerging social, cultural, and 
health trends among HIV positive gay men that may stimulate the development of 
new programs or treatment strategies. Consumer advisory boards are also helpful in 
ensuring that the clinics and programs are maximally responsive to the interests of 
HIV positive gay men. This can include interests related to clinic policies that affect 
the men. For example, a clinic that is contemplating a change in policy that reduces 
the number of wellness visits that are booked within a 12-month period, for patients 
who pay a reduced sliding scale fee for clinic services, should include full input 
from HIV positive gay men since such a decision will impact the care that the men 
can expect to receive. Consumer advisory boards could also provide input on 
research targeting HIV positive gay men with the aim of ensuring that the studies 
are as fair, relevant, and beneficial as possible to the men who will enroll. Health 
program integration can be achieved in numerous ways. Whichever methods are 
chosen, token participation should be avoided and full, serious input into program 
design and implementation must be the goal.

 Developing a Client-Centered Treatment Plan

There is increasing attention given to the benefits of developing treatment plans that 
are centered on the client’s sociocultural context and other situational factors that 
may be occurring at the time of the plan development. Numerous studies indicate 
that client-centered treatment plans are associated with greater treatment plan 
adherence by patients (Bogart et al., 2012; Church & Simon, 2010; Farrisi & Dietz, 
2013; Gilman, Hidalgo, Thomas, Au, & Hargreaves, 2012). Moreover, health care 
providers have a moral imperative to ensure that the treatment plans for patients are 
based on what the patients’ believe are in their own best interest (Beauchamp & 
Childress, 2001). HIV positive gay men who are fully informed about treatment 
options may decide to exercise options that the treating physician or nurse practitio-
ner may not agree is the best course of action. It is important that the provider’s 
understanding of the clinical situation is reconciled with the patient’s understanding 
of what is the plan that they want for themselves. Nonetheless, it remains that the 
interests of the health care provider must not be prioritized over the self-expressed 
interests of the patient—regardless of the outcome implications. Major professional 
medical organizations have published statements that are consistent with the notion 
that treatment plans and approaches must be centered on the self-expressed interests 
of the patients (American Board of Internal Medicine Foundation, American College 
of Physicians American Society of Internal Medicine Foundation, & European 
Federation of Internal Medicine, 2002). Additionally, there is an abundance of 
evidence- based interventions for assisting providers to improve communications 
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with patients such that the patients’ needs and wishes are more likely to result in a 
plan of care that reflects the patients’ interests (Harrington, Noble, & Newman, 
2004; Kaymeg, Howard, Clochesy Mitchell, & Suresky, 2010; Rao, Anderson, 
Inui, & Frankel, 2007; Tennstedt, 2000). Providers can use these and other interven-
tions to better enhance their skills in listening to HIV positive gay men’s needs and 
incorporating them accordingly into their plans of care.

 Intersectoral Collaboration

 Health and Social Service Sectors

Collaboration between disciplines within health care is necessary to effectively pro-
mote physical and social wellness for HIV positive gay male patients. For example, 
the primary physician, nurse practitioner, or physician assistant should, whenever 
indicated, work in conjunction with other health providers such as pharmacists, psy-
chologists, social workers, and registered dieticians. Notwithstanding the importance 
of multidisciplinary collaborations within health care, a comprehensive primary 
health approach stipulates that multidisciplinary efforts across sectors, outside of the 
health care domain, are required to fully address the complexities of patients’ needs. 
HIV positive gay men with complex needs may require that health care providers 
coordinate care with a myriad of sectors for such services as job placement, employ-
ment skills training, rehabilitation services, housing, and community- reintegration 
supportive services for ex-offenders. Partnering with these programs can enhance 
health care providers’ abilities to meet the needs of HIV positive gay men by ensuring 
that other basic needs receive appropriate attention by the appropriate professionals.

 Human Rights Sector

Human rights workers engage in advocacy to increase public awareness of social 
injustices with their aim of reducing the de facto privileges that are withheld from 
groups that are marginalized and otherwise made less powerful groups, such as gay 
men, people of color, and people living with HIV (Oldenburg et al., 2016). Human 
rights workers have a broad scope of practice and have the capacity to provide 
advocacy for HIV positive gay men on a range of important issues from marriage 
equality to demanding accountability from insurance companies whose coverage 
policies discriminate against HIV positive applicants and enrollees (Barclay, 
Bernstein, & Marshall, 2009). Many immigrants and refugees, especially those 
from HIV- endemic countries, may arrive to the USA. Many of these individuals 
may learn of their HIV status only after arriving in the USA. Those who are 
gay-identified may find that is unsafe to return to their countries of origin either 
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because of poor HIV/AIDS care infrastructure or because engaging in HIV/AIDS 
care will lead to imminent disclosure of their sexual behavioral practice, which 
could increase their vulnerability to violence and other homophobia-based social 
marginalizations (Nelson et  al., 2015). In these cases, human rights workers can 
support newcomers to the USA in navigating asylum processes and helping them 
link with legal professionals who specialize in immigration cases. Human rights 
workers may also help individuals who are undocumented, link to health service 
networks that practice multicultural competence and that may provide free clinical 
services without requiring patient’s to authenticate their identities with official gov-
ernment documents such as social security cards, birth certificates, or drivers 
licenses. Such strategies may reduce fears that engagement in health care systems 
place them at high-risk for apprehension by police agents and deportation.

 Appropriate use of Technology

 Advances in ART

Antiretroviral therapy (ART) is the cornerstone of pharmacologic management of 
HIV. The goals of ART include CD4 count increase, decreased HIV viral load, and 
delayed progression to AIDS. Studies indicate that early initiation of ART decreases 
progression to AIDS and HIV mortality by 50% (Marks, Gardner, Craw, & Crepaz, 
2010; Mayer, 2011; Zolopa & Katz, 2012). The gold standard of care is to use at 
least two classes of ART, from which at least three different agents are selected 
(Aberg et al., 2009; Zolopa & Katz, 2012). ART classes include: nucleoside reverse 
transcriptase inhibitors (e.g., Retrovir, Videx, Hivid, Zerit, 3TC, Emtriva), nucleo-
side reverse transcriptase inhibitors (Viread), protease inhibitors (Crixivan, Invirase, 
Norvir, Viracept, Lexiva, Kaletra, Reyataz, Norvir), non-nucleoside reverse tran-
scriptase inhibitors (Viramune, Rescriptor, Sustiva, Intelence), entry inhibitors 
(Fuzeon, Selzentry), and integrase inhibitors (Isentress). Each of the drug classes 
has unique actions against HIV infection. These medications carry complex pharma-
cokinetic and pharmacodynamic properties, and as such, they should be prescribed 
and monitored only by experienced HIV clinicians. Most classes of ART drugs also 
produce side effects that require monitoring and treatment. Patients should receive 
sufficient education about their medications, side effects, signs/symptoms that 
necessitate notification of a health provider, and the importance of strict mainte-
nance to the medication regimen. The number of pills that a patient must consume 
daily (“pill burden”), the patient’s ability to adhere to the regimen, costs, and comor-
bidities and immune status should all receive consideration when working with the 
patient to develop a treatment plan. All things considered, the treatment plan to 
which the patient is most willing to commit is the one he is most likely to follow and 
thus should be the one selected.
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 Sexual Health

Sexual health promotion is of paramount importance in primary care of HIV 
positive gay men (Mayer, Bush, et al., 2012). The patient’s own views about his 
sexuality and disease process should be evaluated. Any perceived deficiencies 
should be addressed through health counseling and education from the appropriate 
professional. Patients should be educated about their disease process and receive 
coaching on the various ways that they can express their sexualities that minimize 
their chances of onward transmission of HIV. Patients should also receive education 
on what sources of information are reliable when researching their own disease 
processes and how it may impact aspects of their sexual expression that may include, 
for some, erection and ejaculation.

Prevention of other sexually transmitted infections (STIs) is critical for HIV 
positive gay men. HIV positive gay men are at increased risk for coinfection with 
other sexually transmitted pathogens (Bachmann et al., 2009; Pando et al., 2012; 
Rice et al., 2016). STIs common in gay HIV positive patients include human papil-
loma virus (HPV), hepatitis A, B, and C, gonorrhea, syphilis, chlamydia, and herpes 
1 and 2 (Zolopa & Katz, 2012). Moreover, treatment of gonorrhea, chlamydia, and 
syphilis can significantly reduce the amount of HIV virus present at the urethral and 
anal mucosal sites—consequently decreasing the odds of onward HIV transmission 
to sexual partners (Modjarrad & Vermund, 2010). An HIV positive gay man should 
also be offered hepatitis A & B vaccinations if it is determined that he has not been 
previously vaccinated or if verification—either by patient recollection or chart doc-
umentation—is unavailable. The HPV vaccine is now recommended for MSM 
through age 26, especially for HIV positive MSM. High-intensity behavioral coun-
seling and other evidence-based behavioral interventions should be considered for 
use in support of STI risk reduction. HIV positive gay men who have serodiscordant 
sexual partnerships should be considered for pre-exposure prophylaxis (PrEP) for 
the HIV negative partner along with high-frequency HIV screening for early detec-
tion and treatment in the event of seroconversion (Baeten et al., 2012; Grant et al., 
2010; Thigpen et al., 2012). Sexual health care for HIV positive gay men is com-
plex, requiring provider-patient collaborations to find strategies for achieving sexual 
expression and health maintenance goals (Mayer et al., 2016; Weinman, 2010).

 Mental Health

Mental health and wellness is an integral and foundational aspect of HIV care for 
gay men (Batchelder, Safren, Mitchell, Ivardic, & O’Cleirigh, 2017). A comprehen-
sive suicide assessment and screening should be conducted at the first clinical 
encounter, as HIV positive persons are two times more likely to experience depres-
sion and suicidal thoughts than HIV negative persons (Ciesla & Roberts, 2001). The 
health provider should be sensitive as to how the diagnosis of HIV and other STI 
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positive results are delivered to gay men, as studies have demonstrated that the 
manner in which the clinician communicates these results can alter the response and 
coping ability of the patient (Hult, Maurer, & Moskowitz, 2009). Some HIV posi-
tive gay men may also have internalized feelings of homophobia, which may be a 
contributing or compounding factor to their experiences of depressive symptoms. 
Internalized homophobia among HIV positive gay men has been linked both to 
increased risk of depression and to sexual risk behaviors (Ross, Rosser, & Neumaier, 
2008). Linkages to psychological counseling services and support groups should be 
provided, wherever possible, as these have been shown to have beneficial effects on 
depressive symptoms (White et al., 2012). Pharmacological agents may also be nec-
essary to support the patients’ management of depression and anxiety. Given HIV 
positive gay men’s elevated risk for developing depressive symptoms, health care 
providers should conduct a psychosocial assessment, even if only a brief one, at 
every clinical encounter and work with patients to develop a mental health plan of 
care and linkage to care, as appropriate.

 E-Technology

As the numbers of uninsured HIV positive gay men increase, the need to treat, 
monitor, and educate such patients will also increase. Qualified clinicians may not 
always reside in the geographic location of clinical need. In such situations, clini-
cians may be able to conduct limited evaluations over the phone, through video 
conferencing, and through email (Hirshfield et al., 2016). This type of technology is 
best suited for follow-up evaluations, counseling, needs assessment, triage, pre-
scription refills, and education. E-technology should not serve as an initial point of 
entry for physical examinations. E-technology may increase, as the numbers of 
insured may reach historic proportions within the context of the Affordable Health 
Care Act in the USA.  Legal and ethical considerations must be evaluated and 
resolved as this emerging form of patient evaluation and treatment continues to 
evolve. E-technology may provide considerable relief for current gaps in access to 
care for HIV positive gay men across the country.

 Directions for Future Research

With the passing of the Affordable Care Act (ACA) and the implementation of the 
National HIV/AIDS Strategy and HIV Care Continuum Initiative, the USA has 
begun a new chapter in the organization of health care practice approaches. This 
reorganization presents an optimal window for the emergence of comprehensive 
primary health care as an approach to HIV/AIDS care (Beyrer et al., 2012). The 
utilization of a comprehensive PHC approach will require research and innovation 
regarding how health care costs are managed (Basinga et al., 2010; Mayer et al., 
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2016; Schoen et  al., 2009), how health care teams are organized under ACA 
(Rittenhouse, Shortell, & Fisher, 2009), and the implications of multidisciplinary 
health care teams on HIV care quality outcomes (Mayer et al., 2016; Poulton and 
West, 1993; Sherer et al., 2002; Zaller, Gilliani, & Rich, 2007). Additional research 
should also explore how emerging solutions in data (e.g., electronic charts, local/
regional patient information exchanges) and communication (telemedicine) sys-
tems can be harnessed to support more time-efficient, cost- effective, accessible, and 
client-centered health care services and expand access points into HIV care 
(Hirshfield et al., 2016; Schoen et al., 2012).

Test and treat interventions focus on reducing risk of onward transmission by 
suppressing the HIV viral load of HIV-infected individuals (Castel et  al., 2016; 
Kalichman et al., 2010; Modjarrad & Vermund, 2010). Additionally, interventions 
that promote early linkage to and retention in care are needed to support quality 
outcomes for HIV positive gay men (Marks et al. 2010; Mayer, 2011; Gwadz et al., 
2015; Mugavero, Norton, & Saag, 2011; Rachilis et al., 2016). It will also be impor-
tant for future research to extend beyond clinical and behavioral factors that impact 
screening, medical care linkage and treatment towards investigating policies that 
interfere with the effective and efficient linkage to care (Mugavero et al. 2011; Riley 
et al., 2012). Although gay men generally reduce HIV transmission risk behaviors 
after receiving an HIV diagnosis, a substantial percentage of HIV positive gay men 
remain at increased risk for the onward transmission of HIV (Crepaz et al., 2009; 
Mayer, Bush, et al., 2012). This highlights the need for continued research evaluat-
ing innovative strategies for preventing the onward transmission of HIV to others 
(Safren et al., 2011; Serovich et al., 2009).

 Conclusions

The comprehensive primary health care approach is a relevant practice model for 
working with HIV positive gay men. Within the comprehensive PHC approach, a 
more holistic engagement with the needs of HIV positive gay men can be accom-
plished (Beyrer et al., 2012; Bhatia & Rifkin, 2010). Public health practice has a 
long tradition of advocating for social justice reforms as interventions to improve 
health and wellness of vulnerable and marginalized populations (Nelson & Morrison-
Beedy, 2012); however, increased attention must be given to educating nurses, phy-
sicians, and other members of the clinical team to adopt anti-racism, anti-oppression 
frameworks in their clinical practice (Nelson et al., 2014, 2016). The United States, 
through the National HIV/AIDS Strategy, has an opportunity to more fully adopt 
principles of comprehensive primary health care. Many of the priorities in the 
National HIV/AIDS Strategy are congruent with the comprehensive primary health 
care approach. These include expanding access to HIV primary care, maximizing 
the application of technological innovation in the primary and secondary prevention 
of HIV and the development of community-informed plans for the manner in which 
HIV prevention and care are organized and delivered within local communities 
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across the USA. Implementing the principles of comprehensive PHC will require 
that health care professionals push the boundaries and commit to social justice aims 
within their clinical practice (Dean & Fenton, 2010; Easley & Allen, 2007; Eliason, 
Dibble, & DeJoseph, 2010; Nelson et al., 2016) and work with partners outside of 
the health sector to help HIV positive gay men attain their wellness goals.
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Chapter 3      
From Pathology to Resiliency:  
Understanding the Mental Health of HIV 
Positive Gay Men                  

J. J. Garrett-Walker and Gabriel R. Galindo

 Introduction

Research suggests that stress, stigma, and synergistic coupling of disease conditions have 
resulted in health-related disparities among sexual minority men, including gay men and 
other men who have sex with men (MSM1) (Batchelder et al., 2017). Sexual minority 
men experience unique oppression due to structural injustices in relation to their sexual 
orientation (White Hughto et al., 2017). For gay men living with HIV, their HIV status 
adds an additional level of stigma that impacts their mental health (Rendina et al., 2017). 
Social oppression and marginalization have continuously been shown to have a negative 
effect on the mental health and well- being of gay men and individuals living with HIV 
(Bostwick et al., 2014; Choi, Paul, Ayala, Boylan, & Gregorich, 2013; Cochran & Mays, 
2015; Díaz, Ayala, & Bein, 2004; Hays, Turner, & Coates, 1992; Mays, Cochran, & 
Barnes, 2007; Meyer, 1995; Meyer, Dietrich, & Schwartz, 2008; Meyer, Schwartz, & 
Frost, 2008; Siegel, Lune, & Meyer, 1998; Mimiaga et al., 2015; Wheeler, 2005; Wilson, 
Stadler, Boone & Bolger, 2014; Wong, Schrager, Holloway, Meyer, & Kipke, 2014). In 
this chapter, we examine existing literature related to mental health concerns for HIV 
positive gay men in the USA. The chapter seeks to better understand and conceptualize: 
(1) current research related to the mental health of gay men and HIV positive gay men; 

1 “MSM” is a public health term used by academics and surveillance specialists, but it does not 
capture the complex meanings that men ascribe to their sexual identities, communities, and net-
works. In this chapter, the term “gay” is preferred; however, where appropriate, MSM is used to 
stay consistent with previous study data.
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(2) psychological distress and resiliency among HIV positive gay men, including the role 
of stigma, shame, and silence regarding sexual behavior and HIV status; and (3) public 
health considerations and implications for HIV prevention strategies.

 Mental Health for Gay Men and HIV Positive Gay Men

 Minority Stress Theory

Meyer (1995) proposed the notion that negative societal perceptions of same-sex 
behavior directly impacted the mental health of gay men. Meyer (1995) found that 
internalized homophobia, stigma, and prejudice events each independently predicted 
psychological distress (i.e., demoralization [e.g., anxiety, sadness, helplessness, hope-
lessness], guilt, sex problems, and suicide) in a sample of gay men. These findings 
provided an empirical basis to correlate the negative impact of sexual minority stress 
on mental health outcomes. Minority stress theory posits that experiences of social 
discrimination based on gender, sexual and/or ethnoracial2 minority status work to 
reduce the overall health profile of minority individuals. This process occurs over time 
as individuals with minority status are exposed to both explicit (i.e., “proximal”) and 
implicit (i.e., “distal”) experiences of discrimination and social marginalization. 
Combined, these experiences may cause chronic stress to an individual, which in turn 
lowers self-esteem and increases negative mental health outcomes. This process of 
minority stress renders the individual more vulnerable to serious psychosocial health 
problems (Meyer, 2003). In effect, minority stress is an additive stress (i.e., a stress in 
addition to stressors encountered by non-stigmatized counterparts) faced by those 
who experience distal and proximal stressful events based on their minority status(es).

Among sexual minority men, including gay men, evidence suggests that minority 
stress increases their risk for salient health issues, including depression, anxiety, 
substance use, and sexual risk behaviors (Lelutiu-Weinberger et al., 2013; Meyer, 
Dietrich, et  al., 2008; Meyer, Schwartz, et  al., 2008; Rendina et  al., 2017). The 
model describes stress processes, including experiences of prejudice, expectations 
of rejection, hiding, concealing, internalized homophobia, and impaired positive 
coping processes such as social support systems (Meyer, 1995, 2003). Based on the 
minority stress model, Meyer (1995, 2003, 2016) contends that macro-contextual 
factors, such as homophobia and sexual stigma, may arise from the environment. 
These societal factors require an individual to not only adapt, but may also cause 
significant stress, which can ultimately affect the health and well-being of an individual. 
The underlying concepts held within the model indicate that minority  stressors 
(both proximal and distal) are unique (i.e., not experienced by non-stigmatized 

2 Building from Omi & Winant’s (1986) classical work surrounding racial formation in the 
USA, the term ethnoracial (as opposed to “race” or “ethnicity”) is used to describe encompassing 
categories of associated heritage and cultural group affiliations.
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counterparts), chronic (i.e., occurring over time), and socially based (i.e., constructed 
via social processes, institutions, and structures) (Meyer, Dietrich, et  al., 2008; 
Meyer, Schwartz, et  al., 2008). Minority stress has consistently been shown to 
impact the mental health and sexual risk behavior for gay men, which supports 
Meyer’s claim that attention must be provided to the ways in which societal margin-
alization impacts health outcomes of gay men (Hamilton & Mahalik, 2009; Han 
et al. 2015; Hequembourg & Brallier, 2009; Kimmel & Mahalik, 2005; Rendina 
et al., 2017).

 Mental Health for Gay Men

Research has indicated that, due to social oppression, gay men experience increased 
prevalence of mental health disorders compared to their heterosexual counterparts 
(Bränström, 2017; Choi et al., 2013; Cochran & Mays, 2003; Greene, 1994; Herek 
& Garnets, 2007; Meyer, 2003). Using data from the National Health and Nutrition 
Examination Survey III, Cochran and Mays (2000, 2003) found that men reporting 
any male partners in their lifetime were significantly more likely than their exclu-
sively heterosexual counterparts to report lifetime prevalence of recurring depres-
sion. Findings showed that 15% of men who had any male partner in their lifetime 
met diagnostic criteria for depression (Cochran & Mays, 2000, 2003). Using data 
from the Midlife in the United States (MIDUS) survey, the first national survey of 
middle life adulthood, findings demonstrated that the sample of self-identified 
MSM showed a higher prevalence of depression than their male heterosexual 
counterparts (Cochran, Sullivan, & Mays, 2003). Recent findings (Blosnich et al., 
2016) from the California Quality of Life Surveys (n = 1478 sexual minority and 
3465 heterosexual individuals) showed that homosexually experienced men, as 
compared to heterosexual men, reported about 7 times higher risk of a history of 
suicide attempts.

However, other research has suggested that gay and heterosexual men do not 
differ on mental health outcomes. For example, Bybee et al. (2009) found no signifi-
cant differences on psychological well-being based on sexual orientation. This may 
be due to the small size of the sample (n = 81 gay men, n = 86 heterosexual men) 
(Bybee, Sullivan, Zielonka, & Moes, 2009) or due to other demographic differ-
ences, such as socioeconomic status or affiliation to sexual minority communities. 
Based on a sample of 2605 MSM from the Urban Men’s Health Study (UMHS), 
Barrett and Pollack (2005) noted that as levels of education and income decreased, 
MSM were more likely to report sexual intercourse with women, and less likely to 
report involvement with gay communities or to endorse gay community affiliation 
(Barrett & Pollack, 2005).

Demographic differences have been found among gay men in regard to their 
mental health (Moeller, Halkitis, Pollack, Siconolfi, & Barton, 2013). Using a 
diverse sample of 388 New  York City residents, Meyer and colleagues (2008) 
found that ethnoracial differences existed within sexual minority populations. 
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The findings indicated that Black participants tended to report fewer mental health 
concerns than their Latino and White counterparts. However, Latino participants 
reported significantly more suicide attempts than their Black and White counter-
parts. In regard to age, younger LGB participants (18–44  years old) reported 
significantly lower mood disorder prevalence than older participants (Meyer, 
Dietrich, et al., 2008).

Bybee et al. (2009) found that gay men under the age of 25 reported more depres-
sion, suicidality, anger, negative self-esteem, emotional instability, emotional non- 
responsiveness, shame, and guilt when compared to gay men over the age of 25. 
These age findings may be due to the developmental period younger participants are 
experiencing. For example, McDermott, Roen, and Scourfield (2008) contend that 
due to societal level homophobia, sexual minority youth incorporate shame- 
avoidance coping strategies to manage homophobia. Without expectation of support 
from family, this may in turn make sexual minority youth more vulnerable to self- 
destructive behaviors (McDermott, Roen, & Scourfield, 2008). Given that these 
younger participants are still developing and solidifying their identities, they may 
experience instability in their psychological well-being as they experience the pro-
cess of merging their multiple identities (Arnett, 2000; Walker et al., 2015). In addi-
tion to these demographic differences, impaired mental health has been shown to 
influence HIV sexual risk behavior (Batchelder et  al., 2017; O’Cleirigh, Skeer, 
Mayer, & Safren, 2009; Safren, Blashill, & O’Cleirigh, 2011). For HIV negative 
gay men, anxiety has been related to increases in condomless anal intercourse, sex 
under the influence of substances as well as number of days in which substances 
were utilized in the last 30 days (Lelutiu-Weinberger et al., 2013).

 Mental Health for HIV Positive Gay Men

While the experiences of ethnoracial, gender, and sexual minorities have been 
explored using the minority stress model as a conceptual framework, a major limita-
tion is the role of minority status in relation to HIV positive serostatus (Rendina 
et  al., 2017). Gay men living with HIV experience discrimination from society 
because of their sexual orientation in addition to marginalization based on their HIV 
status (Batchelder et al., 2017). There exists a growing body of literature that sub-
stantiates evidence that psychosocial factors, such as stressful life events and pas-
sive coping strategies (e.g., denial), may affect disease progression in those infected 
with HIV (Friedman et al., 2017; Leserman et al., 2002). It has been well demon-
strated that HIV positive gay men experience psychosocial health problems, such as 
substance use, depression, anxiety, victimization, and participation in high-risk 
sexual behaviors (Safren et al., 2010; Safren et al., 2013) in different contexts than 
their HIV negative serostatus counterparts (Leserman et  al. 2002). Much of the 
research in this area has provided a core foundation for studying HIV-specific cog-
nitive behavioral therapies in an effort to better understand the role of stressors on 
the immune systems of HIV positive individuals (Batchelder et  al., 2017). 

J.J. Garrett-Walker and G.R. Galindo



55

Stress- management interventions, including bereavement support groups, have 
been shown to reduce distress and have a salutary effect on immune and other physical 
health-related measures in individuals living with HIV (Leserman et al. 2002).

While the research on mental health provides innovative directions for the 
management and care of HIV, particularly among gay men and MSM, there is a 
paucity of psychological clinical trials (Batchelder et  al., 2017). Specifically, a 
majority of the peer-reviewed studies on psychosocial moderators of HIV infection 
have been conducted on MSM and were primarily initiated before the advent of 
highly active antiretroviral medications, such as protease inhibitors (Safren et al., 
2013). Still, advances in research on social stress and biomedical health outcomes 
indicate that stress and passive coping are related to immune change and HIV dis-
ease progression (Friedman et al., 2017; Leserman, 2003). Despite the usefulness in 
using the minority stress model to explain psychological mental health outcomes 
among sexual minority populations, limited research has used this model to link 
social stressors to physical health outcomes (Rendina et al., 2017). In addition to 
understanding the additive role of minority stress among individuals, for those 
living with HIV, it may be equally important to recognize the ways in which cogni-
tive behavioral treatments may ameliorate the negative effects of stress and passive 
coping, and as such, have a beneficial impact on the course of HIV infection, 
particularly among sexual minority men who are subject to increased social stress-
ors (Mimiaga et al., 2015; Safren et al., 2013).

 Psychological Distress and Resiliency Among HIV Positive 
Gay Men

Understanding potential barriers and facilitators to impaired mental health for HIV 
positive gay men, including a consideration of resiliency, is of great importance as: 
(1) individuals are living longer with HIV and (2) younger populations are continu-
ing to see increased HIV prevalence rates (CDC, 2015; Halkitis, Kapadia, et al., 
2013; Herrick, Stall, Goldhammer, Egan, & Mayer, 2013, Kingdon et  al., 2013; 
Moeller et al., 2013; Peterson, Miner, Brennan, & Rosser, 2012; Walker & Longmire- 
Avital, 2013). In order to provide individuals with adequate care, we must examine 
the social structures that contribute to impaired mental health and the resources that 
increase positive mental health outcomes (Batchelder et al., 2017). For example, 
recent innovative work surrounding sexual minority populations has revealed that 
negative social environments for sexual minority youth can increase suicidal 
attempts (Hatzenbuehler, 2011), and that institutional discriminatory policies can 
create harmful consequences for the mental health of sexual minority populations 
(Hatzenbuehler, McLaughlin, Keyes, & Hasin, 2010). However, Cramer, Burks, 
Plöderl and Durgampudi (2017) has posited that positive social environments can 
influence the mental health and quality of life for sexual minority individuals, which 
impact health inequities. For example, engagement in community centers has been 
shown to buffer poor mental health outcomes (Ramirez-Valles, 2002), and recent 
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research has suggested the utilization of student health organizations as a strategy in 
reducing health-related disparities in “underserved” communities (Mays, Ly, Allen, 
& Young, 2009).

 Theory of Syndemic Production

Psychosocial health problems such as substance use, depression, and intimate part-
ner violence have been found to interact in such a way that their impact on the 
overall health of an individual is greater than one would expect the additive effect to 
be (Friedman et  al., 2017; Halkitis, Moeller et  al., 2013; Herrick, et  al., 2014; 
Parsons, Grov, & Golub, 2012; Safren et al., 2010; Stall et al., 2003). Building from 
the literature surrounding HIV and sexual minority health, the Theory of Syndemic 
Production posits that the combination of one or more negative psychosocial health 
outcomes are thought to interact to form a syndemic (i.e., co-occurring health con-
ditions that together can lower an individual’s overall health), thereby making them 
more susceptible to disease (Stall et al. 2003). Beyond comorbidity research, which 
tends to focus on the boundaries and overlap of diagnoses, syndemic research 
focuses on communities experiencing multiple epidemics that additively increase 
negative health outcomes (Stall, Friedman, & Catania, 2007). Within this model, it 
is possible for two disorders to be comorbid but not represent a syndemic (e.g., the 
disorders are not epidemic in the studied population or their co-occurrence is not 
accompanied by additional adverse health consequences). The Theory of Syndemic 
Production is pioneering insofar as it implies not only a focus on health disparities 
but also on the social conditions that perpetrate these health disparities (Herrick, 
Lim, et al., 2013; Stall et al., 2003; Stall et al., 2007). Within syndemic productions 
of health disparities, there may be ethnoracial differences among gay male popula-
tions. Dyer et al. (2012) used data from a large prospective cohort study to confirm 
that syndemic theory assists in explaining complexities which sustain HIV-related 
sexual transmission behaviors among Black gay men (Dyer et al., 2012).

Recent studies have demonstrated that as the number of psychosocial conditions 
endorsed by an individual increase, their likelihood of engagement in HIV sexual 
risk behaviors increased, as did their likelihood of HIV infection (Mustanski, 
Garofalo, Herrick, & Donenberg, 2007). It has been suggested that this set of co- 
occurring psychosocial health problems (i.e., the presence of a syndemic condition) 
may actually be driving the HIV epidemic among MSM and may similarly reinforce 
other health disparities (e.g., depression and anxiety). While the Theory of Syndemic 
Production advances public health considerations, it is limited in its consideration 
of socio-structural factors that may also influence health outcomes of sexual minor-
ity men. In particular, social oppression (defined as racism, homophobia, and pov-
erty) has been shown to impact the lives of sexual minority men, in ways that go 
beyond synergistic syndemic productions of disease (Ayala, Bingham, Kim, 
Wheeler, & Millett, 2012; Bogart et al., 2011; Choi et al., 2013). For example, the 
research of Díaz et al. (2001, 2006) focused on ethnoracial sexual minority men has 
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shown that multiple minority identities can increase experiences of distal and proxi-
mal stressors, through racism, homophobia, and poverty (Díaz, Ayala, Bein, Henne, 
& Martin, 2001; Díaz, Bein, & Ayala, 2006).

These multileveled stressors can be even more pronounced for HIV positive sexual 
and ethnoracial minority men (Friedman et al., 2017). In a study of HIV positive 
gay men, depression (58.1%), anxiety (38.2%), and HIV-related issues (21.8%) 
were the main concerns that brought participants in for treatment. Participants in 
this study had an average CD4 count of 508 (SD = 255; Range = 99–1200), 41.5% 
reported a detectable viral load, and 64.3% reported currently being on HAART 
medications (Berg, Mimiaga, & Safren, 2004). In a sample of older (44–75 years 
old) gay men (37.62% HIV positive), gay stigma, excessive HIV bereavements, and 
concerns regarding independence significantly predicted depression (Wight, 
LeBlanc, de Vries, & Detels, 2012). Stigma and mental health concerns are of 
increased importance for HIV positive gay men due to the ways in which impaired 
psychological well-being impacts the physical health of these men.

 Sources of Psychological Distress

As previously discussed, social oppression is a painful reality for HIV positive gay 
men that affects their mental health. In the USA, society has historically marginal-
ized gay communities as well as other stigmatized groups, such as individuals living 
with HIV (Drescher, 2010; Han et al., 2015; White Hughto et al., 2017; Szymanski 
& Gupta, 2009). It is often assumed that HIV positive gay men have acquired HIV 
through sexual contact with another man. This assumption has framed much of the 
discourse about HIV, for gay men, involving a cycle of sexual shame, stigma, and 
silence (Jeffries et al., 2015). Shame fuels hatred, mistrust, violence and often forces 
individuals to hide critical parts of themselves. The internalization of societal shaming, 
along with the distress that shaming causes, often leads to depression, other mental 
health concerns, and risk behavior (Kaufman & Raphael, 1996). Stigma, associated 
with same-sex behavior, has been associated with increased high-risk sexual acts 
(condomless anal sex with an unknown status or HIV positive partner) for HIV 
negative gay men (Lelutiu-Weinberger et al., 2013). This sexual shaming has been 
derived through society and is often passed through cultures, families, and genera-
tions (Kaufman and Raphel, 1996).

 Internalized Homonegativity

Internalized homonegativity is a concept that greatly affects individuals within gay 
and sexual minority communities (Herrick, Stall, Chmiel et al., 2013). Internalized 
homonegativity is defined as “negative attitudes and affects toward homosexuality 
in other persons and toward homosexual features in oneself’” (Shidlo, 1994, p. 178). 
Internalized homonegativity has been shown to increase psychological distress, 
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depression, social isolation, and lower self-esteem (Boone, Cook, & Wilson, 2016; 
Díaz et  al., 2001; Mayfield, 2001; Rosser, Bockting, Ross, Miner, & Colemen, 
2008). For gay men living with HIV, marginalization does not come solely from the 
larger society, but also from subgroups of the population such as families, religious 
communities, and even gay communities. Due to social expectations regarding sexual 
orientation, families of gay men may reject them because of their same-sex behaviors. 
This rejection, and internalization of negative rhetoric and societal values, particu-
larly for youth, can lead to depression, substance use, sexual risk behavior, and 
suicidal ideation and attempts (Ryan, Huebner, Díaz, & Sanchez, 2009).

 Substance Use

Individuals often partake in substance use (e.g., alcohol, crystal methamphetamine, 
cocaine, poppers) (Buttram & Kurtz, 2015; Halkitis et al., 2011; Mimiaga et al., 
2012) as a form of escapism to relieve the heightened mental distress associated 
with marginalization (Jerome, Halkitis, & Siconolfi, 2009; McKirnan, Ostrow, & 
Hope, 1996; Semple, Strathdee, Zians, & Patterson, 2012; Shoptaw et al., 2009). 
McCabe et al. (2010) found that LGB participants were two times more likely than 
their heterosexual counterparts to have had a substance use disorder in the last year. 
McCabe et al. also found that for LGB individuals who reported gender, racial, and 
sexual orientation discrimination, in the past year, were four times as likely to have 
reported a substance use disorder in the past year compared to those reporting no 
discrimination (McCabe, Bostwick, Hughes, West, & Boyd, 2010). Taken together, 
these studies help to provide focus to the growing body of research examining the 
multiple, co-occurring epidemics of health among sexual minority male popula-
tions. Additionally, interventions specific to exploring substance use among gay 
male populations have indicated that gay-specific, culturally tailored cognitive 
behavioral therapy can produce reliable, significant, and sustained reductions in 
stimulant use, particularly methamphetamine, and sexual risk behaviors (Shoptaw 
et al., 2008). A review by Carrico (2011) highlighted the role of increased substance 
use patterns on HIV progression and the resulting physical health consequences.

 HIV-Related Stigma

HIV stigma has been defined as prejudice, negative attitudes, abuse, and maltreat-
ment directed at people living with HIV and AIDS and has a multitude of conse-
quences for an individual (UNAIDS, 2011). These include, but are not limited to, 
being ostracized by family, peers, and the wider community, poor treatment in 
healthcare and education settings, a dismantling of rights, psychological damage, 
and a negative effect on the success of HIV testing and treatment (UNAIDS, 2011). 
For gay men, HIV-related stigma becomes more salient as there is often a sexuality-
based “moral component” attached to same-sex behavior and HIV infection 
(Jeffries, Sutton, and Eke, 2017; Valdiserri, 2002). Given local norms and values, 
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those who do not adhere to socially constructed moral behaviors within a population 
may be perceived as “deviants,” and therefore further subjected to stigmatization 
processes. Moreover, even within sexual minority populations, community mem-
bers may stigmatize their peers in order to enhance their personal standing within 
their local world (Galindo, 2013). To avoid rejection from their family, or other 
members of the gay community, some individuals living with HIV may not disclose 
their HIV status (Bird, Fingerhut, and McKirnan, 2011). A recent review on 
HIV-related stigma within gay communities noted a growing division between HIV 
positive and HIV negative gay men, as well as fragmentation of gay communities 
along lines of HIV status (Boone et al., 2016; Smit et al., 2012). Research has sug-
gested that this fragmentation of gay men, based on HIV serostatus, has underpin-
ning roots with respect to disclosure and intentional high-risk sexual practices, such 
as condomless anal intercourse (Sheon & Crosby, 2004). The concept that individu-
als have to hide parts of their core identities, for fear of retribution, fuels the cycle 
of shame, stigma and silence around sexual orientation and serostatus for sexual 
minority populations. In essence, by reducing the meaning and value that these men 
ascribe to their respecting identities, their ability to cope and adapt to proximal and 
distal stressors is thereby reduced as well. This, in turn, may further exacerbate 
psychological distress for these men.

Additionally, psychological distress and HIV-related stigma have had a profound 
effect on the course of the HIV epidemic. Globally, the World Health Organization 
(WHO) notes that fears of stigma and discrimination constitute a core reason why 
individuals are reticent to have HIV testing, to disclose their HIV status, and engage 
in HIV treatment and care (WHO, 2014). For example, one review of studies investi-
gating antiretroviral adherence among HIV-infected youth in the USA noted that 
HIV-related stigma increased reported depression and anxiety, and was consistently 
associated with poorer adherence across studies (Reisner et al., 2009). Additionally, 
research, including a review of interventions, to reduce HIV/AIDS stigma, high-
lighted that stigma remains an obstacle in HIV testing rates (Brown, Macintyre, and 
Trujillo, 2003; Dowson, Kober, Perry, Fisher, and Richardson, 2012). Because 
stigma serves as a barrier for an individual to take a HIV test, more individuals are 
diagnosed late (i.e., when the virus has already progressed to AIDS), which can make 
treatment options less optimal. In order to effectively confront the negative 
impact of HIV-related stigma on public health efforts, it is imperative to continue to 
support research in the domains of intervention, program operations, and policy for-
mulation. Such endeavors will add to our understanding of how stigma hampers society 
from effectively responding to HIV/AIDS, particularly among MSM populations.

 Sources of Resiliency

While there is clear evidence to support facilitators to psychological distress, there 
are some barriers to many of the mental health concerns that impact HIV positive 
gay men (Friedman et  al., 2017). As indicated by Herrick et  al. (2011), natural 
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sources of strength, or “resilience,” from gay male populations remain a largely 
untapped reserve in the design of behavioral interventions for gay men (Herrick 
et al., 2011). Social Support has continuously been shown to contribute to positive 
psychological well-being (Frost, Meyer, & Schwartz, 2016; Hays et  al., 1992; 
Kalichman et al., 2003; Serovich et al., 2001). Among HIV positive gay men spe-
cifically, satisfaction with emotional, informational, and practical social support all 
decreased depression among participants. Early work with HIV positive gay men 
noted that informational support has been shown to buffer the stress associated 
with symptoms associated with HIV (Friedman et  al., 2017; Hays, Turner, and 
Coates, 1992).

Due to societal thoughts on same-sex behavior and HIV infection, some men 
lose their main source of social support, family. Given familial rejection in reaction 
to sexual behavior, sexual identities, and HIV status, many gay men have sought 
social support outside of their traditional families and within fictive kinships. Fictive 
kinships are best understood as familial-like relationships among individuals with-
out genetic or marital ties (Stewart, 2007). These relationships allow people to 
define “family” for themselves allowing them to include individuals who may, or 
may not, be part of the gay or HIV positive communities. The ability to define fam-
ily for oneself, especially when ones native family has contributed to mental distress 
through stigma and discrimination, has been shown to contribute to positive mental 
health outcomes (Oswald, 2002; Stewart, 2007).

In addition to familial support, religious faith has also been shown to serve as a 
source of resiliency for many populations (see Hood, Hill, and Spilka, 2009; Lassiter 
et al., 2017). However, negative religious rhetoric, regarding sexual behavior, has 
been shown to be a source of distress for gay men, particularly ethnoracial minority 
gay men (Miller, 2007; Garrett-Walker & Torres, 2016; Nelson et al., 2016). Wilson 
et  al. (2011), in their qualitative investigation of Black churches and the role of 
religiosity in the lives of Black MSM, noted the ways in which religious ideologies 
may both impede and facilitate church dialogue involving sexuality through height-
ened responses to the domestic HIV crisis (Wilson et al., 2011). However, much of 
the previous work around religious rhetoric, sexuality, and HIV has not addressed 
the stigma often imposed by religious institutions (Nelson et al., 2016). Other inno-
vative work exploring the positive impact of spirituality in the lives of individuals 
with HIV has discussed the positive role that a relationship with a Higher Power 
(not a particular religious institution) has on their ability to stay adherent to their 
HIV medications. It was expressed that a connection to a High Power promoted 
physical health by decreasing mental distress associated with HIV symptomology 
(Foster, Arnold, Rebchook, and Kegeles, 2011). Given the complex interplay 
between religious faith, internalized homonegativity, and resiliency, researchers and 
clinicians must further explore the ways in which organized religion may be a 
source of distress for some individuals, while the individualized connection to one’s 
spiritual self may serve as a source of resiliency (Walker & Longmire-Avital, 2013; 
Garrett-Walker & Torres, 2016).
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 Health, Policy, and Research

In order to understand best practices in intervention design for HIV positive sexual 
minority men, it is imperative to examine the current sociopolitical landscape. 
In this section, we highlight an evolving public health field, put into context the role 
of policy in advancing the health of the population, and put forth research consider-
ations to meet the healthcare needs of HIV positive sexual minority men.

 Emerging Biomedical Interventions

The success of biomedical interventions such as male circumcision, the use of pre- 
exposure prophylaxis (PrEP) to prevent HIV transmission and the reduction of HIV 
infectiousness through the use of antiretroviral medications, has spurred new para-
digms in approaches to HIV prevention (Buchbinder & Liu, 2015; Koblin et al., 
2011; Padian, Buve, Balkus, Serwadda, and Cates, 2008; Grant et al., 2010). While 
initial approaches in the HIV epidemic have emphasized behavioral interventions to 
reduce risk behavior, the use of advanced biomedical technologies is evolving the 
HIV public health field. In particular, the HPTN 052 study involving 1763 HIV 
serodiscordant couples was completed in 2011. Findings indicated that those who 
began antiretroviral therapy as soon as they were diagnosed with HIV significantly 
lowered the risk of HIV transmission to their sexual partners, compared to those 
starting treatment later, when their CD4 count had fallen below 250 cells/mm3 
(HPTN, 2011). Of those who took part in the study and were infected from their 
partner, only one person became infected from the early treatment group, versus 27 
from the later treatment group—a 96% reduction in risk of transmission (Cohen 
et al., 2011). Still, in light of these recent medical advances in HIV “treatment as 
prevention,” a successful biomedical strategy has to be scaled up in ways that affect 
both behavioral components and structural institutions, such as the healthcare sys-
tem. This is a particularly important point for gay men with little to no access to the 
healthcare industry, such as Black and Latino sexual minority men. In recognizing 
this concern, the HPTN 073 trial is the first of the HIV Prevention Treatment 
Network’s studies to specifically focus on PrEP uptake and adherence among Black 
MSM in three US cities (HPTN, 2013). Ultimately in order for biomedical interven-
tions to truly be efficacious, an integrated approach will inevitably be needed.

 Integrating Social Dimensions of Health with Medical Advances

Despite impressive scientific gains, biomedical interventions cannot be sustained 
on their own in nonclinical study settings. A critique of institutional barriers will 
be needed to fill gaps in our understanding of healthcare access and delivery. An 
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accumulated body of empirical findings has clearly demonstrated that social and 
cultural factors influence health by affecting factors such as exposure and vulnera-
bility to disease, risk-taking behaviors, the effectiveness of health promotion efforts, 
and access to, availability of, and quality of healthcare (Malebranche et al., 2004; 
Matthews & Adams, 2009; Mayer et al., 2012; Millett et al., 2012; Sullivan et al., 
2012). All components have a critical role in shaping individuals’ responses to 
health concerns and the impact of poor health on individuals’ lives and well-being. 
Social dimensions of health are also essential to understanding current and chang-
ing population rates of morbidity, survival, mortality, and use of health services 
(Safren et  al., 2013). This requires that we take into account the various demo-
graphic, social, economic, cultural structures, and dynamics of the population. For 
example, intersectionality as a unifying public health framework addresses multiple 
interlocking systems of privilege and oppression such as racism, sexism, and het-
erosexism, that many ethnoracial and sexual minority HIV positive men face 
(Bowleg, 2012; Nelson et al., 2016). With the advent of medical advances in the 
HIV field, the operational issues of the sustained cost, the target population, meth-
ods of distribution, and long-term side effects, remain paramount (Galindo et al., 
2012). Emerging biomedical strategies will still necessitate both behavioral dimen-
sions and structural components.

 Role of the Affordable Care Act in Linking HIV Positive Gay 
Men to Healthcare

Historically, individuals living with HIV/AIDS have experienced significant chal-
lenges obtaining private health insurance and have been particularly vulnerable to 
insurance industry protocols. However, consistent with the goals of the National 
HIV/AIDS Strategy (ONAP, 2010), the Affordable Care Act (ACA, 2010) set into 
place an effort that helps to ensure that Americans, including those living with HIV/
AIDS, have secure, stable, affordable health insurance and the relief they need from 
ever-increasing healthcare costs. With the leadership of President Barack Obama, 
beginning with its implementation in 2014, the ACA prohibits insurers from cancel-
ling or rescinding coverage based on “pre-existing conditions,” including HIV/
AIDS. Insurers can no longer impose lifetime limits on insurance benefits. These 
changes will dramatically begin to improve access to care for those impacted by 
HIV/AIDS and other chronic conditions as well as help people retain the coverage 
they have. Furthermore, individuals with low and middle incomes will be eligible 
for tax subsidies that will help them buy coverage from new state health insurance 
Exchanges (ACA, 2010).

Additionally, the ACA broadens Medicaid eligibility to generally include indi-
viduals with income below 133% of the Federal poverty line (FPL; $14,400 for an 
individual and $29,300 for a family of 4), including single adults who have not 
traditionally been eligible for Medicaid benefits. As a result, a person living with 
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HIV who meets this income threshold no longer has to wait for a clinical AIDS 
diagnosis in order to receive services from Medicaid. In particular, for sexual minor-
ity men living with HIV/AIDS, the ACA phases out the Medicare Part D prescrip-
tion drug benefit requirement (also known as the “donut hole”), thereby giving 
Medicare enrollees living with HIV/AIDS the ability to better afford their medica-
tions. However, even when implemented, social dimensions of HIV infection, 
including HIV-related stigma, will still impact the ways in which individuals access 
care and treatment. This is particularly true for HIV positive ethnoracial sexual 
minority men who face various stressors related to their multiple intersecting identi-
ties. Thus, the health of those impacted by HIV/AIDS is influenced not only by their 
ability to obtain coverage but also by economic, social, and physical factors. While 
the ACA expands and increases vital funding for community health centers (an 
important safety-net for low-income individuals and families), it is unknown if 
these facilities will be competent in addressing the sociocultural concerns of a popu-
lation that has not historically accessed their services. Still, the ACA will lead to 
significant new investments to support critical healthcare workforce expansions to 
better serve vulnerable populations.

 Maintaining and Sustaining Funding Mechanisms

Currently, fewer than one in five (17%) people living with HIV has some form of 
private health insurance and nearly 30% do not have any access to care (ACA, 
2010). Medicaid, the Federal-state program that provides healthcare benefits to low- 
income people and those living with disabilities, is a major source of coverage for 
people living with HIV/AIDS. Medicare, the Federal program for seniors and peo-
ple with disabilities also plays a role in sustaining care for those affected by HIV/
AIDS.  The Ryan White CARE HIV/AIDS Treatment Extension Act of 2009 is 
another key source of funding for health and social services for this highly vulner-
able population (HRSA, 2009). Even with full implementation of the ACA, it is 
acknowledged that there will still be gaps in care and Ryan White services are sure 
to be needed. For example, while health benefit packages are still determined at the 
state level (i.e., through the Exchanges), we know that these benefits will not cover 
all nonmedical care services (including vision and dental services). In the post-ACA 
era, we will be reliant on Ryan White funding to provide wrap-around support ser-
vices to cover essential gaps in care and treatment, such as case management, nutri-
tion, transportation, mental health, substance use services, peer support, and/or 
premium co-payment assistance. While the ACA call for subsidized private insur-
ance, for those with incomes between 133% and 400% FPL, the subsidies may 
leave many with premiums and co-pays they cannot afford. Additionally, in consid-
ering funding mechanisms for care and treatment, it is also important to note the 
significance of maintaining funding streams for research and intervention develop-
ment for HIV positive sexual minority men. For example, both the National HIV/
AIDS Strategy (ONAP, 2010) and the Institute of Medicine report on the health of 
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LGBT individuals (IOM, 2011) while underscoring the importance of providing 
empirical research that focuses on the prevention needs of HIV positive sexual 
minority individuals.

 Enhancing Resilience of HIV Positive Gay Men

Historically, research regarding the health of HIV positive sexual minority men has 
come from a pathologized viewpoint. However, it is necessary to acknowledge that 
not all sexual minorities who have experienced adversity develop detrimental physi-
cal or psychological health conditions, and not all of those who develop negative 
health conditions become HIV infected. In fact, the original investigation of syn-
demic production among MSM found that, of the men who experienced three or 
more psychosocial health problems, 23% had recently engaged in high-risk sex and 
22% were HIV positive (Stall, et  al., 2007). While these numbers certainly bear 
concern, it is equally important to call attention to the fact that 77% of these men 
were able to avoid engaging in high-risk sexual behaviors and 78% had remained 
HIV negative in light of the fact that they were managing a plethora of associated 
psychosocial health tribulations. Recognizing that these men were able to withstand 
persistent sociocultural marginalization, despite the multitude of stressors associ-
ated with those experiences, indicates considerable resilience among the popula-
tion. While the peer-reviewed literature on resilience is still emerging among sexual 
minority populations, and has yet to receive much focus, there appears to be great 
potential in considering asset-based approaches to the health promotion of MSM, 
including HIV positive gay men (Herrick et  al., 2011). For example, innovative 
work exploring protective factors among Latino gay men has shown that commu-
nity involvement moderates sexual risk behaviors and that volunteering with HIV/
AIDS organizations can decrease psychological stressors (Ramirez-Valles, 2002; 
Trapence et al., 2012).

 Integration of Mental Health and Substance Use

In light of evidence that suggests that interventions geared towards HIV positive 
sexual minority men would benefit from the inclusion of harm reduction strategies 
for alcohol and recreational drug use, and an understanding of comorbid mental 
health issues, there are few interventions that integrate mental health and substance 
use with sexual health information (Naar-King, Parsons, & Johnson, 2012; Safren 
et al., 2013; Wechsberg, Golin, El-Bassel, Hopkins, & Zule, 2012). This is a critical 
point of consideration as “almost all models of sexual risk-taking behavior are based 
on social psychological theories that may not fully consider the impact of comorbid 
psychiatric disorders” (Safren et al., 2011, p. S32). That is, while most HIV preven-
tion strategies are grounded in psychological theories, the individuals who may 
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benefit most from these strategies may be psychologically and physically impaired. 
That is, individuals experiencing mental health distress may not have the same cog-
nitive capacity to enact or understand the importance of needed interventions within 
their lives as those with higher functioning cognitive abilities. For example, the 
Theory of Reasoned Action (Ajzen & Fishbein, 1980) assumes that one is capable 
of reasoned actions, when in actuality, a mental disorder may prevent the success of 
such an intervention that utilizes this theoretical approach. Revisiting the Theory of 
Syndemic Production, one can gain insight into strategies to enhance HIV preven-
tion effectiveness. According to the theory, increasing levels of health across any or 
all psychosocial health conditions will have a positive impact on the levels of HIV 
risk and HIV prevalence, as well as other components that constitute the set of syn-
demic conditions. If syndemic conditions work together to increase vulnerability to 
HIV, then mitigation of one or more of these conditions should work to decrease 
HIV vulnerability. Thus, prevention interventions for HIV positive sexual minori-
ties that successfully address psychosocial health conditions will likely improve 
HIV prevention behaviors even if there is not a direct focus on HIV prevention. 
Likewise, interventions that reduce substance use issues will most likely also 
improve HIV prevention behaviors among the population.

 System Approaches to Prevention, Care, and Treatment

Beyond the sole consideration of HIV, a comprehensive multipath model that con-
siders depression, substance use, poor social support, homelessness, medication 
nonadherence, and risky sexual behavior is needed to best understand HIV progres-
sion, and to explain how psychological distress may lead to accelerated progression 
to AIDS (Friedman et al., 2017). For example, the model proposed by Díaz et al. 
(2001) considers the importance of social oppression (i.e., poverty, racism, and 
homophobia) related to HIV transmission and sexual risk factors. In light of these 
phenomena, research has called for a holistic (i.e., system approach) to HIV preven-
tion, care, and treatment (Díaz et al., 2001). For example, with respect to food inse-
curity, a recent study reported that 56% of HIV positive patients who were homeless 
or living in substandard housing were also food insecure (regular inability to obtain 
enough healthy food; Weiser et al., 2013). The researchers examined the case his-
tory of 347 HIV patients, all of whom resided in San Francisco, CA. Weiser et al. 
(2013) indicated that the food-insecure patients were roughly twice as likely to have 
visited the emergency room or been hospitalized over a given 3-month period, com-
pared with patients who had enough to eat (Weiser, et al., 2013). Thus, food insecu-
rity was more likely than homelessness, drug abuse, or depression to lead to 
emergency room visits for these HIV positive individuals.

Earlier studies, both in the USA and abroad, have found that food insecurity is 
also associated with missed doctors’ appointments, less suppression of the HIV 
virus, and greater risk of death. Thus, strength-based approaches to HIV prevention 
will be aided greatly by the further development of a holistic theory of resilience 
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that is specifically tailored to HIV positive sexual minority men. This can be accom-
plished through further investigation of naturally occurring strengths and protective 
factors that exist within both individuals and communities. Investigations into 
substance- using MSM often focus on the correlates of problematic substance use 
behaviors; however, studies that focus on the correlates of abstinence, non- 
problematic use, or spontaneous remission from use may be more informative for 
prevention and intervention programs. Similarly, studying how men with multiple 
syndemic conditions remain sexually safe and HIV negative over time, or how com-
munity mobilization can strengthen community interactions and support, will likely 
improve health promotion efforts among HIV positive gay men. Without sufficient 
information about what strengths exist among HIV positive gay men, and how these 
strengths contribute to resilience, it is difficult to envision an empirically supported 
theory of cultural resilience.

 Conclusions

In sum, it is imperative to understand the ways in which social marginalization 
impacts the mental health of HIV positive gay men. Stigma and marginalization are 
complex phenomenon that are deeply embedded in the sociocultural domains of 
gender, ethnoracial identity, class, sexuality, and politics. Stigma has long been 
understood as an attribute that links a person to an undesirable stereotype, leading 
other people to reduce the individual from a whole person to a tainted and dis-
counted one (Goffman, 1963). In recent years, this notion of stigma has been re- 
conceptualized in terms of power dynamics relating to “status loss and 
discrimination.” A more encompassing approach to viewing stigma lies in confront-
ing the power relations that sustain differences of individuals, and highlighting that 
stigmatization functions at the intersection between culture, power, and difference 
(Link & Phelan, 2006; Parker & Aggleton, 2003). In this respect, stigma and dis-
crimination exist as social processes that enable power dynamics within societies to 
maintain oppressive mechanisms between the stigmatized and the stigmatizers.

Given that stigma has the potential to be both a proximal and distal stressor for 
individuals, a systems approach to understanding the mental health of HIV posi-
tive gay men is needed. Future directions in prevention, care, and treatment 
should strongly consider: extensive research with HIV positive gay men; appro-
priate interventions focused on gay and MSM communities; resilience and pro-
tective factors; housing and food security; the role of employment and poverty; 
distal and proximal experiences of social stressors; HIV-related stigma and dis-
crimination; and  syndemic notions of disease prevention by addressing substance 
use and mental health comorbidities. In order to adequately serve HIV positive 
gay men, we must utilize holistic approaches and enhance research that seeks to 
understand the ways in which social injustice, and resiliency, impact mental 
health and access to care.
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Chapter 4
HIV Positive Gay Men, MSM, and Substance 
Use: Perspectives on HIV Prevention

Steven Shoptaw

 Case Example: Mark

Mark is a 21-year-old African American man who has sex with other men (MSM) 
who has been living with HIV for about 2 years. Mark comes from a stable, family 
oriented, middle-class home in Los Angeles with both parents and a younger 
brother. Mark’s parents love both their sons, but things got complicated when Mark 
was 17 and his father discovered Mark was having sex with other men. (Mark had 
stepped away briefly from the computer while reading his email without closing his 
account and his father read several of Mark’s messages from a man he was arrang-
ing to meet.) Mark’s parents were torn by this new understanding about their son, 
but made it clear that he would not be welcome to live at home if he was having sex 
with men. There were fights and arguments for a couple of weeks, but eventually 
Mark’s parents asked him to be abstinent sexually or to have sex with women as a 
condition of living in the house after he turned 18.

Mark went on to graduate high school while living at home, but decided to move 
out soon thereafter. Mark found it impossible to find work that paid him enough to 
live on his own even with a full-time job at a fast food restaurant and part-time work 
on weekends at a retail store. Eventually Mark could not pay his rent and found 
himself without a regular place to sleep. His friends helped him out for a while by 
letting him sleep on their couches, but Mark felt terrible about himself and his situ-
ation. Mark began spending more of his time near the gay community in Los 
Angeles and 1 day was standing near the curb on Santa Monica Blvd. when a car 
pulled up and rolled down the window. His every impulse was to walk away, but 
Mark looked in the window. An older man said he had some bad weed he’d be will-
ing to share and unlocked the doors. Mark got into the car and the man drove to a 
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secluded parking lot nearby and Mark had his first sexual experience in exchange 
for money. Mark promised himself that he would use this type of sex only to help 
make ends meet or to buy things he needed, but couldn’t afford otherwise. Mark was 
good about keeping his promise, but found that weed didn’t quite cut it the same 
way as if he smoked a little crack cocaine. Getting that high made exchange sex 
easier for him to tolerate, especially if he was asked for special favors, like having 
receptive condomless anal sex.

One day an HIV prevention outreach worker asked Mark to get tested. At 20 years 
old, Mark learned that he was HIV positive. Mark cried with the counselor who 
delivered the news. The counselor made an appointment for HIV medical care, but 
Mark never appeared for the visit for a variety of reasons, including lack of health 
insurance. Feeling scared, mad, alone, and newly HIV positive, Mark never told his 
family he lived close to the streets when between jobs for the next year. He often 
used unhealthy coping mechanisms, including smoking crack cocaine and mari-
juana to dull his psychological pain, to avoid his family and friends, and to stay 
away from doctors, medications, and all of that. Mark knew he did not want to move 
back home. But, he also did not stress about using condoms during sex anymore, as 
he believed someone had been careless with his health and he felt no responsibility 
to protect the health of anyone else.

Recently, Mark was talking with a different HIV prevention worker who con-
vinced him to start medical care for his HIV. The worker referred him to a doctor at 
a nearby clinic who takes uninsured patients and called a case manager there who 
can relate to the concerns of young Black men to talk with Mark and help with tran-
sitioning into care. Mark kept his appointment this time and agreed to take antiret-
roviral medications and to reduce his substance use. Mark remains in HIV medical 
care for now and his viral load levels are undetectable most of the time. He is doing 
better accessing his supports. He no longer has condomless sex, and he is not using 
crack cocaine or having exchange sex. He still occasionally smokes marijuana and 
struggles with how to find his way, particularly as he feels rejected by his family and 
he is not sure whether he trusts anyone in the gay communities.

 Introduction

Many aspects of the current situation of HIV/AIDS in the USA are highlighted in 
the case of Mark. Changes in the epidemiology of the disease in the USA have 
occurred over the past three decades, shifting the burden of disease from involving 
primarily White gay men and injection drug users (IDUs) to young men who have 
sex with men (MSM) and men who have sex with men and women (MSMW), pri-
marily people of color (Carrico et al., 2016; Shoptaw, Landovitz, & Reback, 2017). 
The case also illustrates some of the structural, cultural, interpersonal, and individ-
ual factors that can link to HIV infection and also that can influence potential HIV 
transmission from personal health behaviors, including substance use, among MSM 
living with HIV/AIDS. In this chapter, MSM and MSMW are admittedly limited 
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terms, but are used to encompass the populations of men in the USA who have sex 
with other men, independent of whether they adopt any of a range of terms (or no 
terms) that would represent their sexual behaviors with men (e.g., gay, bisexual, 
same gender loving). The chapter opens with a presentation of the current epidemi-
ology of HIV transmission in MSM, focusing on the unique role of substance use, 
particularly use of stimulants, club drugs, and inhalants. A brief discussion on pre-
vention approaches among MSM who use injection drugs follows, but the majority 
of the chapter focuses on non-injection substance use, the stigma and discrimination 
this brings to an already stigmatized group (MSM living with HIV/AIDS), and 
approaches to address HIV prevention that focuses on substance use.

 Epidemiology of HIV in MSM and the Influence of Substance Use

In the USA and worldwide, HIV/AIDS is increasingly a disease that affects MSM, 
with MSM accounting for more cases of HIV than any other behavioral risk group 
(Centers for Disease Control and Prevention [CDC], 2015). In the USA between 
2007 and 2010, the number of new diagnoses of HIV cases decreased for IDUs, for 
MSM who also are IDUs, and for heterosexuals. At the same time, new diagnoses of 
HIV cases increased for MSM (CDC, 2015). Increases in new cases of HIV did not 
distribute equally across US citizens and more so for American MSM.  In 2010, 
25,297 new HIV cases were reported, and of these cases, 46% were Black/African 
American males and females. This is despite the fact that Black men and women 
represent 13.6% of the US population (Rastogi, Johnson, Hoeffel, & Drewery, 2011). 
The greatest absolute number of these new HIV cases is accounted for by Black/
African American MSM, who bear fully one-third (34.3%) of new cases reported 
among males nationally. In 2010, young Black MSM have been disproportionately 
affected by HIV disease burden with more than twice the number of new HIV infec-
tions when compared to other racial/ethnic groups (CDC, 2015). These findings 
clearly show that while MSM of all race/ethnicities experience increases in rates of 
new HIV cases, the disproportionate burden continues to affect Black/African 
American MSM.

What is concerning about this situation is that while incidence of HIV is increas-
ing among MSM, the response by policymakers to this situation is underwhelming. 
In one report, HIV prevention scientists noted that HIV/AIDS is a forgotten epi-
demic in America (El-Sadr, Mayer, & Hodder, 2010), recognizing that the epidemic 
has shifted to be driven largely by MSM, a group that faces substantial stigma in the 
USA.  Adding to the problem, a significant proportion of new infections among 
MSM are due directly to substance use (between 16% (Koblin et al., 2006) and 36% 
(Ostrow et al., 2009)), particularly stimulant drugs like methamphetamine, amphet-
amine, and cocaine. Other drugs used with these stimulants by MSM, like volatile 
nitrites (“poppers”) and amphetamine analogues (MDMA/Ecstasy), also are linked 
to new infections due to drug-related sexual risk behaviors (Hall, Shoptaw, & 
Reback, 2014). Among HIV positive MSM, linkages between substance use and 
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sexual risk behaviors have been noted for many years (Benotsch, Kalichman, & 
Kellly, 1999). This situation calls for a rational response to addressing the role of 
substance use in MSM, yet an organized response is lacking so far. While use of 
stimulant and other drugs influence HIV incidence in MSM, it is vital that interven-
tionists and policymakers understand reasons that might explain these effects 
(Reback, Fletcher, Shoptaw, & Grella, 2013). Ron Stall and colleagues have applied 
the theory of syndemics (Singer, 2009) to gay and bisexual men and noted intertwin-
ing epidemics of substance use, HIV/AIDS and other STIs, psychological problems 
(e.g., depression, child sexual abuse) and low SES produce that consistently corre-
spond with poor health outcomes (Greenwood et  al., 2001; Herrick et  al., 2013; 
Hirshfield et al., 2015; Stall, Friedman, & Catania, 2008; Stall et al., 2003). Effects 
of syndemic conditions may be greatest among sexual minorities who are persons of 
color, so-called “double minorities” (Dyer et  al., 2012; Williams, Wyatt, Resell, 
Peterson, & Asuan-O’Brien, 2004), with those effects exacerbated by minority 
stress that can arise from the impact of stigma, prejudice, and discrimination (Meyer, 
Ouellette, Haile, & McFarlane, 2011). From the perspective of syndemics, HIV 
prevention approaches that focus solely on one aspect of the syndemics experienced 
by MSM living with HIV/AIDS and who use substances, would likely to be insuf-
ficient, as the impacts of the related conditions would continue to threaten health 
(Hirshfield et al., 2015). For example, substance using MSM living with HIV/AIDS 
who engage one or more sessions of HIV prevention may also continue to face chal-
lenges in adopting sustained behavior changes due to one or more other syndemic 
conditions, including mental illness, childhood abuse, and discrimination/victimiza-
tion (Mimiaga et al., 2015).

 HIV Prevention Among MSM Who Inject Drugs

Only a minority (~4%) of MSM use injection drugs and acquire HIV/AIDS (CDC, 2015). 
Even so, there exists effective means for preventing HIV transmission for individuals who 
inject drugs, meaning no drug-related, new infections should occur among substance-
using MSM who inject drugs. These effective means include a combination of methods 
that increase access to using opioid substitution therapy to treat opioid addiction, that 
ensure access to needle and syringe programs to reduce harm for those who use injection 
methods to administer their drugs, and that facilitate consistent access to HIV medical 
care and to antiretroviral medications so that viral load levels remain at or near undetect-
able levels (Degenhardt et al., 2010; Strathdee et al., 2010). Still, many who inject drugs, 
including MSM, encounter barriers to accessing these effective methods for reducing 
drug-related transmissions. Some have called for action to address the needs of IDUs in 
reducing barriers to prevention that are mostly based on “addictophobia,” apathy, and 
inaction (Strathdee et al., 2012). In the sections that follow, evidence for improving access 
to combination HIV prevention and to programs that reduce sexual related behaviors in 
substance using MSM is presented.
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 Combination Prevention Approaches to Reduce HIV 
Transmissions: A Strategy for Substance Using MSM?

Exciting new gains in HIV prevention science are offering new strategies that may 
guide prevention approaches to segments of the population that face exaggerated 
risks for HIV transmission, such as MSM living with HIV/AIDS and who use sub-
stances. The most impressive set of findings comes from the HIV Prevention Trials 
Network 052 study (Cohen et  al., 2011), which showed a 96% decrease in HIV 
transmissions among HIV-serodiscordant (primarily heterosexual) couples that 
resulted simply by starting antiretroviral therapy early for the HIV positive partner. 
This dramatic decrease in HIV transmissions showed for the first time that treating 
the HIV positive partner early is protective as HIV prevention. For this study, treat-
ing early meant starting antiretroviral therapy when the HIV positive partners’ CD-4 
counts were between 350 and 550 cells per mm3. This compared to the standard at 
the time for deciding when to start antiretroviral therapy, which was when the HIV 
positive partner showed a drop in CD-4 cells or an onset of HIV symptoms. More 
importantly, data from this study showed that providing antiretroviral therapy early 
to HIV positive individuals improved that individual’s health significantly, resulting 
in a 41% reduction in the rate of reported health complications. The success in this 
“proof-of-concept” study has been termed “Treatment as Prevention (or TasP) and 
is gaining recognition as an HIV prevention strategy in its own right. The scientific 
finding supporting use of TasP had such impact on the field that the prestigious 
journal, Science, named this finding as the “scientific breakthrough of the year in 
2011” (J. Cohen, 2011).

 HIV Positive Substance Users Have Reduced Access to ART

There exist limits to implementing combination HIV prevention strategies, such as 
TasP for substance-using MSM living with HIV/AIDS. Chief among these is resolv-
ing problems in ensuring access to antiretroviral medications for all individuals who 
need the medication, regardless of their status of membership in being a member of 
sexual and/or racial minorities, of being of lower socioeconomic class, and of being 
a substance user. This issue is vital, as evidence shows that HIV-infected people 
who start antiretroviral treatment early live longer than if they delay treatment 
(Kitahata et al., 2009). Moreover, these benefits become more pronounced for indi-
viduals who begin their initial treatment at progressively lower initial CD-4 counts 
(Ray et al., 2010), who likely are individuals carrying some form of discrimination 
or stigma, such as substance users. Indeed, cohort studies show convincing evidence 
that HIV positive individuals who either inject drugs (IDUs) or who use non- 
injection routes to administer their drugs (NIDUs) are both less likely to access 
antiretroviral treatments (OR = 0.47, 95% CI: 0.33, 0.67; OR = 0.62, 95% CI: 0.47, 
0.81, respectively) compared to nondrug users (McGowan et al., 2011). Findings 
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from these cohorts further document that IDUs and NIDUs who start antiretroviral 
therapies are significantly less likely to have consistent access to them (≥ 95% of 
the time under study). The first step to seriously ensuring fair and equitable access 
to consistent HIV medical care and HIV medications for substance using MSM who 
are living with HIV/AIDS will involve implementing coherent strategies that 
address stigma and discrimination in healthcare settings.

 The Importance of Ensuring Access to Antiretroviral 
Therapies for HIV Positive Substance Users

There may be biological factors that emphasize unique benefits to HIV positive 
MSM who use substances from antiretroviral medications that are in counterpoint 
to the biology of HIV positive women who use substances. In the Women’s 
Interagency HIV Study (WIHS), a cohort study of 2058 HIV positive women, crack 
cocaine use reported over the past 6 months associated significantly with an increase 
of plasma viral load levels, decrease of CD4 cell counts, and increased levels of 
morbidity and mortality as compared to nondrug users, even after controlling for 
adherence to antiretroviral therapies (Cook et al., 2008). These findings are in stark 
contrast in efforts to detect measurable negative health effects of substances of 
abuse for HIV positive men. In data collected every 6  months between October 
1996 and March 2007, findings from the Multisite AIDS Cohort Study (a cohort 
study of MSM living with HIV/AIDS) showed that significant, but minor decre-
ments could be measured to CD4+/CD8+ ratios per 10 cumulative use-years for 
methamphetamine (0.93, 95% CI: 0.88, 0.98) and cocaine (0.93, 95% CI: 0.89, 
0.96). Cumulative effects of adherent antiretroviral use (≥ 95% adherence per 
10 years of adherent antiretroviral use), however, produced more than four times 
multiplicative increases in CD4+/CD8+ ratios (4.07, 95% CI: 3.52, 4.71). Findings 
showing adherence to antiretroviral medications with positive immune function 
independent of stimulant use in HIV positive MSM provides additional evidence for 
ensuring access to antiretroviral medications for these men.

The evidence shows that the quality of the evidence supporting use of antiretroviral 
medications in HIV positive MSM who use substances is strong: antiretroviral treat-
ments are shown consistently to reduce viral load, morbidity, and mortality, with sub-
stance using individuals demonstrating benefits to immune function when adhering to 
these treatments. Future domestic HIV prevention research designed to evaluate how 
HIV positive MSM who use substances (and their sexual and drug- using partners) can 
benefit from HIV treatment as prevention strategies have  priority. This is particularly 
true among substance using MSM as all proof of concept studies that demonstrate 
efficacy of HIV treatment as prevention systematically excluded substance users from 
enrollment due to concerns over perceived inability for HIV positive substance users 
to adhere to HIV medication regimens sufficiently to observe the TasP effect. Such 
information is vital to guiding cost-benefit analyses that might determine whether 
HIV positive MSM who use substances may warrant the costs inherent to the approach.
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 Biomedical HIV Prevention in HIV Negative MSM: PrEP

Some brief mention on the use of combination HIV strategies for substance-using 
HIV negative MSM seems appropriate. While the size of the effect for protection 
against HIV transmission is about one-half that observed in HPTN 052, findings 
(Grant et al., 2010) showed that HIV negative MSM randomly assigned to take anti-
retroviral medications in the form of a daily combination tablet of emtricitabine and 
tenofovir (pre-exposure prophylaxis or PrEP) and in the context of sexual HIV risk 
reduction strategies (i.e., using condoms) decreased HIV infections by 44% com-
pared to those assigned to receive placebo tablets and sexual risk reduction strate-
gies. These findings demonstrate that combination HIV prevention is efficacious 
(i.e., demonstrates a statistically significant effect against a control condition), but 
expensive. Starting HIV positive individuals early onto antiretroviral therapy adds 
costs for medications and medical visits compared to delaying treatment. Providing 
daily antiretroviral medications to individuals who are HIV negative introduces 
wholly new costs to HIV prevention plans. Cost-benefit analyses may ultimately 
identify specific groups of MSM who benefit sufficiently to warrant the costs (e.g., 
HIV positive MSM who use substances), but there are no data to suggest substance 
users are unable to engage in the kinds of consistent medication adherence behaviors 
(or consistent enough adherence behaviors) to gain the HIV prevention benefits of 
PrEP. There are, however, data from MSM who use stimulants and alcohol that show 
low uptake of PrEP even when the men are aware of its potential utility as an HIV 
prevention strategy (Oldenburg et al., 2016). Until recently, with the possible excep-
tion of opioid substitution therapies, HIV prevention services have been delivered in 
nonmedical settings, which may introduce a ramp-up period for providers to be able 
to deliver these new prevention services with cultural competence. As noted earlier, 
ethical concerns arise for health jurisdictions where antiretroviral medications are 
not available to all HIV positive individuals who need them.

 Behavioral Interventions for HIV Positive Substance  
Using MSM

There exists an array of behavioral interventions, some with evidence showing that 
they have effects over a standard control condition, that they have effects over a 
wait-list control, or that they have effects over baseline measures in terms of reduc-
ing HIV-related risk behaviors, primarily sexual risk behaviors, in MSM. While this 
has been the primary focus of HIV prevention science over the past 30 years, no 
studies of behavioral interventions to date have demonstrated the ability to reduce 
HIV transmission, i.e., shown program efficacy in reducing HIV incidence. This 
problem likely diminished the importance placed on behavioral risk reduction pro-
grams in President Obama’s National HIV/AIDS Strategy (National HIV/AIDS 
Strategy for the United States, 2010). In spite of this, there are two federal agencies 
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that review and award recognition to behavioral risk reduction interventions with 
demonstrated evidence of efficacy. One is the Compendium of Evidence-Based 
HIV Prevention Interventions (CDC), a catalog of prevention programs with several 
geared toward helping people who inject drugs to reduce injection behaviors. The 
other is the National Registry of Evidence-Based Programs and Practices (NREPP), 
which is part of the Substance Abuse and Mental Health Services Administration 
(SAMHSA). Unfortunately, there are no interventions recommended with evidence 
for HIV prevention with HIV positive MSM who use substances.

Although linkages between HIV transmission and drug-related sexual behaviors 
for HIV positive MSM are indirect, the HIV prevention literature is replete with 
efforts to develop and describe interventions that reduce these correlated sex trans-
mission behaviors. Indeed, the compendium of Evidence-Based Interventions 
(EBIs) has long been the backbone of HIV prevention. The CDC’s new strategy for 
high impact prevention involves prioritizing and implementing a combination of 
cost-effective, scalable interventions based on the current state of the science, 
including biomedical interventions. In Table 4.1, a comprehensive presentation is 
provided for EBIs and interventions that have evidence to support their use (ran-
domized controlled comparison conditions or wait list control conditions) and that 
address the needs of HIV positive MSM who use substances. As can be seen, there 
are few prevention programs with evidence that address the specific needs of HIV 
positive MSM who use substances, leave aside the subgroups of these men who may 
be from racial and ethnic subgroups. Interventions in Table 4.1 are listed in order of 
the comprehensiveness with which they address the intersection of the factors of: 
(1) MSM; (2) HIV Positive Specific; and (3) Substance Use Focus.

 Methamphetamine Dependent MSM

The first three entries in Table 4.1 are programs that have evidence of efficacy for 
use with MSM who misuse methamphetamine. Each of these programs is unique in 
important ways, but all are intended to decrease methamphetamine-related HIV 
transmission behaviors, reflecting the key observation nearly 6 years ago that HIV 
prevalence among methamphetamine-using MSM increased concomitant with the 
level of use of the drug (i.e., from occasional, to regular, to addiction) (Shoptaw & 
Reback, 2006). In the first of these interventions (and the only one of all interven-
tions in Table 4.1 that has evidence for use with MSM who are HIV positive and 
who use substances), EDGE was shown to be efficacious for improving both safer 
sex behaviors and self-efficacy regarding safer sex compared to a control condition. 
Moreover, these effects were shown in HIV positive MSM who were not treatment 
seeking. In the second, Friends Getting Off describes outcomes when tailoring a 
mainstream (Matrix Model) cognitive behavioral treatment for methamphetamine 
dependence for use with gay and bisexual men and combining this intervention with 
contingency management. The third, Mirtazapine, describes outcomes of a random-
ized, placebo-controlled trial of 30  mg of the antidepressant mirtazapine in the 
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context of once-weekly cognitive behavioral and motivational interviewing 
approaches for instilling drug abstinence. This intervention is innovative in that it 
integrates use of a putative pharmacotherapy for reducing methamphetamine use in 
MSM. Findings are among the first to describe reductions of drug-related sexual 
risk behaviors that can be attributed to a medication for stimulant dependence. 
While this type of approach is novel and exciting, it requires that participants are 
MSM living with HIV/AIDS and are seeking treatment for substance dependence, 
which may limit the ultimate reach of the strategy.

 General Health Interventions

The four remaining interventions in Table 4.1 all have evidence for use with MSM, 
but may not have an HIV positive specific focus and none have a specific focus on 
substance use. Healthy Relationships is a broad, health intervention that has evi-
dence of efficacy for use with HIV positive MSM and heterosexual men and 
women, but groups are separated both by sex and sexual orientation. The remain-
ing interventions are developed specifically for use with Black MSM who are 
either HIV negative or serostatus unknown. In Many Men, Many Voices (3MV), 
Black MSM participate in seven sessions focusing on the health and culture of 
Black MSM. D-up—Defend Yourself! also is developed for use with Black MSM 
and has the goal of increasing condom use and recognition of homophobic and 
racial biases directed toward Black MSM in society. In MPowerment, young gay 
and bisexual men (especially men of color) interact in one-time discussion groups 
to discuss unsafe sex and to build commitment to future safer sex behaviors. It is 
being adapted specifically for use with young African American gay men. No dis-
cussion of behavioral approaches for HIV prevention among MSM can be com-
plete without recognition of the Popular Opinion Leader approach. This approach, 
which tacitly acknowledges substance use as it is implemented in gay bars, is 
imbued with cultural values toward substance use and sexual risk behaviors, and 
has been implemented worldwide.

In addition to the interventions described in Table 4.1, two interventions require 
mention. The Healthy Living project is a group-based intervention designed to be 
implemented in HIV care and primary care settings and to be accessed by HIV posi-
tive people. The program requires 15 sessions, 90 min each and requires implement-
ers to be college educated. Healthy Living is a broad intervention that does not 
specifically address the concerns or needs of HIV positive MSM who use sub-
stances. An evaluation of the program along self-reported drug and sexual behaviors 
for participants assigned to the Healthy Living condition compared to a wait-list 
control showed that the subgroup of gay men assigned to the intervention reported 
fewer days of use of hard drugs than gay men who received the control group at 
long-term follow-up; gay men also reported more days of use of hard drugs than 
heterosexual men in either condition (Healthy Living Project Team, 2007). There 
was no evidence the intervention reduced sexual risk behaviors for gay men over the 
control condition, however.
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A second “honorable mention” to the list is Safety Counts (Hershberger, Wood, 
& Fisher, 2003). Safety Counts was designed to help nontreatment seeking IDUs 
and crack cocaine users to develop a personalized risk reduction plan. The interven-
tion helps participants discuss personal goals that encourage peer support and that 
increase self-efficacy for reducing HIV risks. Although the program was not devel-
oped for either MSM or HIV positive people specifically, outcomes showed a sig-
nificant reduction in sharing of injection equipment compared to a standard, 
two-session counseling and testing intervention.

 Techniques with Promise for New Interventions: HIV Positive 
MSM Who Use Substances

In addition to the literature describing behavioral interventions with efficacy, there 
are innovations that deserve mention for future intervention development. One espe-
cially promising technique that merits attention in the next round of intervention 
development involves manipulation of behavioral economics (contingent cash trans-
fers), which is the same concept as operant conditioning (contingency management). 
This set of behavioral interventions seeks to help individuals institute and sustain 
behavior change, particularly regarding drug abstinence. Especially with drug depen-
dent groups, contingency management (CM) is highly efficacious in producing short- 
and longer-term reductions of substance use (Shoptaw et al., 2005). The technique of 
CM involves delivering increasingly valuable reinforcements in exchange for con-
secutive biomarkers documenting substance abstinence. Consistent support for its 
use is strongest with treatment-seeking methamphetamine dependent MSM, though 
the evidence is mixed when using CM in settings of STI clinics and there is no moti-
vations for reductions in substance use (Menza et al., 2010). To present, interventions 
using CM have only focused on reducing substance use. Other outcomes that would 
have significance in working with HIV positive MSM who use substances would 
include implementing contingencies to reinforce reductions in viral load levels and 
consistency in accessing HIV primary care. In reinforcing behaviors and biomarkers 
linked to HIV disease, however, substance use becomes a mediating behavior and 
those seeking to achieve the reinforcer would have to manage their substance use in 
relation to their antiretroviral adherence and appointment consistency.

Another set of techniques that have promise in nontreatment seeking, HIV posi-
tive substance using MSM involves text messaging. In a recent pilot study, self- 
reported drug use and corresponding HIV risk behaviors were reduced in MSM who 
were actively using methamphetamine following repeated texts that delivered health 
messages (Reback & Shoptaw, 2011). As development of technology advances, text 
messaging, social media, and online program methods likely will become stale by 
the time the current wave of intervention studies can accrue data that comments on 
the efficacy of these approaches. Still opportunities quickly appear for leveraging 
electronic communication technologies to improve health and are worthy of integra-
tion into new HIV prevention strategies.
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 Conclusions

The case example that begins and the data presented throughout this chapter dem-
onstrate the key importance to attending to the syndemics that affect MSM living 
with HIV/AIDS and who use substances. This very experience requires the devel-
oper of HIV prevention interventions to think broader than designing programs that 
focus on altering outcomes for a single health threat. Evidence of this exhortation is 
that despite investment in over 30 years of HIV prevention programs, the incidence 
of new HIV infections has not been slowed or stopped among MSM. This contrasts 
with the stunning HIV prevention successes in nearly stopping incidence among 
IDUs and among mother to child transmissions in the USA. These successes high-
light the lackluster enthusiasm that exists for addressing HIV infections among 
MSM who use substances. It is time to invest time and resources in slowing HIV 
incidence in this group, similar to what was done to accomplish the successes with 
IDUs and with mother-to-child transmission.

While there is no indication that incidence is slowing, there are no data that might 
describe the situation regarding what the situation might be regarding HIV incidence 
for substance using MSM in the absence of the few existing HIV prevention pro-
grams. What seems clear is that for incidence rates among MSM to begin to slow or 
to stop, new and/or more impactful HIV prevention approaches are necessary—not 
simply funding more of the same. President Obama’s National HIV/AIDS Strategy 
outlines many of those new approaches. At the same time, the information presented 
describes HIV transmission as the resultant of more than a set of sexual behaviors 
that happen in the context of HIV—there are important correlated syndemics that 
encourage and support the eventual occurrence of a potential risk event. The repre-
sentational case and the data presented in this chapter on the current state of HIV 
prevention among substance using HIV positive MSM are intended to awaken new 
commitments to addressing this significant health problem and to provide some sug-
gestions to guide a strategy for a new way forward in HIV prevention.
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Chapter 5 
Childhood Sexual Abuse and Revictimization 
Among Gay Men: Implications for Those  
Who Are HIV Positive              

John K. Williams and Vincent C. Allen, Jr.

Since the beginning of the HIV/AIDS epidemic in the USA, gay and bisexual men 
have experienced disproportionate rates of HIV morbidity and mortality. The 
Centers for Disease Control and Prevention (CDC) reported that in 2013, gay, bisex-
ual, and other men who have sex with men (MSM) accounted for 55% of people 
living with HIV in the USA despite comprising approximately 2% of the US popu-
lation (CDC, 2016a). Among MSM, people of color and young MSM appear to be 
disproportionately impacted. African American and Latino MSM account for 38% 
(estimated 11,201) and 26% (estimated 7552) of new infections, respectively, while 
White MSM represent 31% (estimated 9008) of new infections among MSM (CDC, 
2016b). Among the African American gay and bisexual men diagnosed with HIV, 
an estimated 39% (4321) were aged 13–24 (CDC, 2016b). Trauma histories, includ-
ing childhood sexual abuse (CSA) and adult sexual abuse (ASA) especially in the 
form of intimate partner violence (IPV), are rarely examined among MSM despite 
being associated with increased mortality and morbidity. In this chapter, we: a) 
review the existing literature on child and adult sexual abuse among MSM in gen-
eral, while emphasizing what research has been conducted with HIV positive gay 
men; b) explore the research and clinical challenges associated with the lack of 
operationalized abuse definitions and how it may impact the needs of HIV positive 
gay men; c) discuss sexual, mental, and physical health sequelae associated with 
trauma histories for MSM and specifically, for HIV positive gay men; and d) discuss 
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implications for sexual risk reduction among HIV positive gay men with histories 
of CSA, ASA, and IPV. Since the literature is sparse in respect to trauma histories 
specifically among HIV positive gay men, we distinguish the research that has been 
conducted with MSM versus gay men.

 Framing Risk Factors for HIV

There are several commonly identified risk factors that may contribute to HIV infec-
tion rates among gay and bisexual men. Utilizing Bronfenbrenner’s (1979) ecologi-
cal theory of development, Mustanski, Newcomb, Du Bois, Garcia, and Grov (2011) 
framed their review of HIV correlates and predictors for young MSM. The ecologi-
cal theory of development places the individual at the center of a model comprised 
of multiple environmental systems with expanding relationships moving from the 
individual level to interpersonal and interrelational community levels, and envelop-
ing all of these is the broadest level which incorporates cultural, structural, and 
societal norms. This model also examines these relationships over time, and thus 
has a developmental framework that can be applied across the lifespan.

At the individual or person level, factors such as alcohol and drug use, personal-
ity characteristics, and mental health were associated with sexual risk-taking among 
MSM (Mustanski et al., 2011). Relationships, in which individuals have direct con-
tact with others such as family, friends, and sexual partners, would be examined at 
the microsystem level. The correlates specifically for HIV risk include such factors 
as characteristics of intimate partner relationships, experiences of sexual abuse, and 
the presence, type, and quality of social and emotional support. The mesosystem 
level includes the environment or context in which an individual exists and the ways 
in which these settings influence their behaviors. In regard to sexual risk-taking, 
social settings such as bars and clubs commonly provide the opportunity for alcohol 
and drug use behaviors to intersect with sexual partner seeking behaviors. Other 
examples of where the sociocultural context can be associated with sexual risk- 
taking among MSM include the degree to which men feel connected to the gay 
community, the prevalence and engagement in sex work and/or attending commer-
cial sex venues (i.e., bath houses, sex clubs), and even the availability and access of 
sexual partners via the Internet (Binson et al., 2001; Halkitis et al., 2013; Halkitis & 
Parson, 2003; Van Beneden et al., 2002; Williams et al., 2003).

At the broadest level of Bronfenbrenner’s (1979) theory is the macrosystem 
which is comprised of societal norms and ideological values. One example of an 
HIV correlate at this level may include the concept of minority stress, which entails 
the cumulative effect of stigma, internalized homophobia, and discrimination 
(Brofenbrenner, 1979; Meyer, 1995; Mustanski et al., 2011). The minority stress 
model was developed as a way to understand the unique experiences associated with 
being a member of a sexual minority group (Meyer, 1995, 2003). Perceptions of 
these experiences as stressful were based on the contrasting differences between the 
minority person’s culture, beliefs, and norms as compared to those of the larger 
society. While minority stress has been associated with increased psychological 
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distress (Meyer, 1995), research has only recently begun to explore the effects of 
minority stress and other structural and institutional variables on sexual risk 
behaviors.

Bronfenbrenner’s (1979) ecological theory of development helps to conceptual-
ize these diverse systems and explore their relationships with health outcomes. 
However, these systems are multifaceted, overlapping, and dynamic. Thus, the level 
of complexity provides challenges to identifying key correlates of HIV risk behav-
iors. This is highly evident among Black MSM where racial/ethnic disparities in 
HIV continue to persist and where risk factors commonly associated with HIV fail 
or inadequately help to explain such disparities. A meta-analysis by Millett et al. 
(2012) found that Black MSM were more likely than other MSM to report the use 
of any preventive behavior against HIV infection, more likely to report HIV testing 
in the past year, and demonstrated no significant difference in substance use com-
pared to other MSM. Black MSM were more likely to experience structural factors 
such as low education, unemployment, low income, and prior incarceration which 
may better explain racial disparities in HIV prevalence (Millett et al., 2012). Millett, 
Flores, Peterson, and Bakerman (2007) also found that sexually transmitted infec-
tions (STIs) were greater among Black MSM than White MSM. However, higher 
rates of HIV infections among Black MSM were not attributable to differences in 
substance use, sexual risk behaviors, nongay identity, or sexual disclosure (Millet, 
Peterson, Wolitski, & Stall, 2006; Millett et al., 2007). The challenge of addressing 
the HIV epidemic among Black MSM demonstrates the difficulty of identifying 
HIV correlates and predictors. Importantly, it supports the need to explore other 
factors that may be contributing to the HIV epidemic, such as past and present expe-
riences of sexual abuse (Feldman, 2010; Glover, Williams, & Kisler, 2012; 
Mustanski et al., 2011). Moreover, it raises the issue of conceptualizing models of 
HIV risk for diverse populations, accounting for differences on variables such as 
race/ethnicity and HIV serostatus.

 Child Sexual Abuse as a Risk Factor for HIV

In discussing the sexual behaviors of gay men as it relates to HIV risk, much empha-
sis is often placed on current behaviors with a focus on sexual risk reduction and 
condom use and sexual decision-making (Williams, Wyatt, & Wingood, 2010). 
However, the understanding of current sexual behaviors necessitates inquiry into the 
role that early experiences with sex and the exploration of one’s sexuality had in 
shaping adult behaviors (Williams et al., 2008). This is particularly important for 
men whose initial and/or early sexual experiences could be defined as being sexual 
abuse. Understanding the relationship between childhood sexual experiences and 
adult sexual behaviors may have implications in the overall well-being of gay men. 
Providing credence to this idea is research that supports the association between 
CSA and poor psychological, physical, and sexual health outcomes (Bartholow 
et al., 1994; Brennan, Hellerstedt, Ross, & Wells, 2007; Catania et al., 2008; Holmes 
& Slap, 1998; Jinich et al., 1998; Lloyd & Operario, 2012; Mimiaga et al., 2009; 
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O’Leary, Purcell, Remien, & Gomez, 2003; Paul, Catania, Pollack, & Stall, 2001; 
Welles et al., 2009). While there is a paucity of research on CSA specifically among 
gay and bisexually identified men, there is increasing recognition that CSA may be 
an additional risk factor for HIV infection and transmission and that there are 
psychological and physical health implications among MSM (Metzger & Plankey, 
2012). Research on CSA supports that abused men, as compared to nonabused men, 
were more likely to engage in high-risk sexual behaviors, have more lifetime sexual 
partners, use condoms less frequently, have higher rates of STIs and exchange sex, 
and have up to a twofold increase in the rate of HIV (Holmes & Slap, 1998; Lloyd 
& Operario, 2012) as well as higher depression symptomatology, and alcohol and 
illicit substance use (Brennan et al., 2007; Catania et al., 2008; Jinich et al., 1998; 
Mimiaga et al., 2009; O’Leary et al., 2003; Paul et al., 2001; Welles et al., 2009).

In this chapter, we review the current literature on CSA among gay men, focus-
ing on those who are living with HIV and the associated health implications. We 
also examine ASA and intimate partner violence (IPV), as research supports that 
individuals who were abused as children are often revictimized as adults (Classen, 
Palesh, & Aggarwal, 2005). While the chapter’s intent is to focus on the experiences 
of gay men, there are limitations in the literature involving research conducted with 
this population. Research since the early 1990s has more commonly used the 
“MSM” term to identify men at increased HIV transmission risk due to behaviors. 
Thus, the use of the MSM terminology often prevents the distinction of CSA 
research specifically with gay identified men.

 Prevalence of Sexual Abuse

Sexual assault within the USA, which includes child and adult sexual abuse and 
intimate sexual partner violence, is a significant public health concern (Hornor, 
2010; Rothman, Exner, & Baughman, 2011). The US Department of Health and 
Human Services estimates that of the 695,000 children who experienced maltreat-
ment in 2010, 9% of them were sexually abused (US Department of Health and 
Human Serivces, 2011). However, a limitation of this information is that much of 
the literature on CSA tends to focus on the experiences of women and girls. There 
continues to be inadequate attention on the sexual experiences of men and boys, 
who may also experience CSA (Bartholow et al., 1994; Homma, Wang, Saewyc, & 
Kisnor, 2012). For example, an early study conducted by Finkelhor (1987) found 
that 3–31% of men experienced sexual abuse before the age of 18. Additional stud-
ies reported similar CSA prevalence rates among men ranging from 3% (Lodico & 
DiClemente, 1994) to 29% (Zierler et al., 1991). A review by Rothman et al. (2011) 
found variable rates of sexual assault among men and reported prevalence rates 
ranging from 4.1% to 59.2% for CSA, 10.8% to 44.7% for ASA, 11.8% to 54% for 
lifetime sexual assault, 9.5% to 57% for intimate partner sexual violence, and 3% to 
19% for hate-crime-related sexual assault.

The prevalence of CSA among gay and bisexual men has been reported to be 
significantly greater than that of their heterosexual counterparts. In a nonclinical 
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sample of 329 men, 49% of homosexual men reported histories of molestation, 
compared to 24% of heterosexual men (Tomeo, Temple, Anderson, & Kotler, 2001). 
Also, histories of same-sex perpetrators were significantly greater among gay men 
(46%) than heterosexual men (7%). A study examining histories of sexual abuse 
among male college students found that lifetime prevalence of sexual abuse was 
significantly greater among students who identified as gay (12%) than those that 
identified as heterosexual (4%) (Duncan, 1990). The implications of these findings 
are not clear as patterns of male sexual assault have not been adequately examined 
(Stermac, Sheridan, Davidson, & Dunn, 1996). Importantly, challenges with disclo-
sure which include stigma regarding male sexual assault and sexual orientation 
may influence reporting. While additional research among all men is needed, it is 
particularly necessary among gay men where associations between sexual abuse 
and negative health outcomes have been repeatedly supported (Williams, Kisler, 
Glover, & Sciolla, 2011).

 Variability in CSA Prevalence Rates and Its Implications

CSA prevalence rates are highly variable among men. Reasons for this variability 
may be due to a lack of consistency in the definition of CSA and to underreporting 
as a consequence of CSA stigma and issues related to masculinity (Senn, Carey, & 
Vanable, 2008; Stoltenborgh, van IJzendoorn, Euser, & Bakermans-Kranenburg, 
2011). As a result, it is likely that reported prevalence rates underestimate the true 
occurrence of CSA among men and boys.

The diverse ways in which CSA is defined across studies result in sexual experi-
ences being defined as sexual abuse in some studies but not in others (Relf, 2001). 
Rates of CSA prevalence among gay men may differ, in part, due to this lack of 
consistency, as well as the difficulties inherent in assessing CSA among men (Kisler 
& Williams, 2012; Williams et al., 2011; Williams et al., 2008). While it is largely 
understood that sexual abuse involves the sexual conduct of an adult or a signifi-
cantly older child with another child, there is a large range in the ways in which 
histories are obtained and the specific details which constitute an experience as 
abusive (Hornor, 2010). Holmes and Slap (1998) examined and identified the vari-
ous ways in which information about CSA was collected across studies involving 
men with histories of sexual abuse. Three types of questioning methods were identi-
fied: none, subjective, and objective. In cases where histories of sexual abuse were 
not asked directly, investigators often relied on previously collected information 
(i.e., child sexual abuse registries), or failed all together to report how such informa-
tion was collected. Subjective methods involved asking subjects whether they had 
been sexually abused, assaulted, or victimized. However, these terms were not 
defined, leaving the interpretation of past sexual experiences up to the individual. 
Objective methods asked about histories of sexual abuse while offering definitions 
and, in some cases, providing descriptions through the use of vignettes. The method 
in which information is collected is important as it is directly related to the ability 
to reliably assess CSA prevalence rates. For example, computerized and written 

5 Childhood Sexual Abuse and Revictimization Among Gay Men: Implications…



98

questionnaires completed by a sample of 200 male undergraduate students yielded 
rates of 14% and 8%, respectively, with 90% of subjects reporting more honestly 
when using computerized methods (Bagley & Genuis, 1991). Given the sensitivity 
of discussing CSA histories, particularly for men, the assessment of CSA may be 
especially sensitive to collection methodologies.

In addition to the manner in which histories of sexual abuse were obtained, 
Holmes and Slap (1998) identified other criteria that were used to determine if a 
sexual experience was abuse. The age differential between the perpetrator and the 
victim, which could be fixed, graded, or unspecified, was often assessed. A fixed age 
differential existed when the age difference between the perpetrator and the victim, 
typically 5 years, remained the same regardless of the age of the victim. For exam-
ple, the same 5 year age differential would be used with an 8-year-old individual as 
it would be for a 13-year-old individual. In contrast, the graded differential takes the 
ages of the individuals involved into account such that for boys under 13 years of 
age, the perpetrator had to be at least 5 years older in order for a situation to be 
designated as abuse. For boys between 13 and 16, a minimum of a 10-year age 
difference was needed. Studies that employed an unspecified age differential simply 
asked the participant if, as a child, he ever had a sexual experience with an adult. 
Under such criterion, a 17-year-old boy could be victimized by an 18-year-old 
based upon the age difference.

Other criteria used to define CSA included: (1) the appraisal of the experience as 
“negative”; (2) the presence of force/coercion or the perception of the perpetrator as 
more powerful; (3) the sexual activity occurring with an authority figure; (4) the 
presence of physical contact; and (5) the presence of anal penetration of the child or 
anal or vaginal penetration of the perpetrator by the child. In total, more than 30 
combinations of CSA criteria were identified. Such varied definitions and inconsis-
tency in what constitutes CSA and the manner in which CSA histories are assessed 
have implications for CSA prevalence estimates and relatedly for the need of health 
interventions (Fromuth & Burkhart, 1987; Holmes & Slap, 1998; Senn et al., 2008; 
Stoltenborgh et al., 2011). As an example, in a study of 200 male college students, 
the requirement of physical contact yielded a CSA prevalence of 8%, the use of a 
graded age differential and presence of coercion yielded 10%, the use of a graded 
age differential alone yielded 14%, and having either a graded age differential or the 
presence of coercion yielded 22% (Fromuth & Burkhart, 1987). The large degree of 
diversity in operationalized definitions has the potential to result in an over- or 
underestimation of early experiences of sexual abuse and creates a significant chal-
lenge to understanding the true prevalence of CSA among gay and bisexual men.

 CSA Among Gay Men

The presence of CSA histories among gay men has been consistently demonstrated 
at significant levels in several large-scale studies. Among nearly 3000 gay men par-
ticipating in a study in an urban area, the CSA prevalence was 20% (Paul et al., 
2001). Similarly, in a study of nearly 2000 gay and bisexual men recruited at gay 
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bars and through household telephone surveys, 28% reported histories of CSA 
(Jinich et al., 1998). In an ethnically diverse sample of 1001 homosexual and bisex-
ual men recruited from STI clinics in three major cities, 37% (n = 369) reported 
sexual contact with an older or more powerful individual before the age of 19 years 
(Doll et al., 1992). Comparable prevalence rates have also been revealed in smaller 
community samples of gay and bisexual men. Among a sample of 327 well edu-
cated, middle aged, predominately White gay men, 36% reported at least one expe-
rience of CSA (Lenderking et al., 1997). Rothman et al. (2011) found that overall, 
the prevalence of CSA reported by gay and bisexual men in the current literature 
ranged from 4.1 to 59.2% (median, 22.7%).

Research has also attempted to identify whether men were sexually abused more 
commonly by male versus female perpetrators. There has been some data suggesting 
that gay male CSA survivors were more commonly abused by men than women. 
This was demonstrated in studies by both Lenderking et al. (1997) and Jinich et al. 
(1998), in which 96% of the perpetrators in both studies were men. In addition, the 
majority of the perpetrators in those studies, 63% and 70%, respectively, were men 
that were unrelated to the victim (i.e., extrafamilial abuse). In the study conducted 
by Jinich et al. (1998), only 15.7% of the extrafamilial perpetrators were strangers, 
challenging the notion that most abusers are unknown to the victim.

Data has also supported that men abused as children largely report being victim-
ized during early adolescence prior to their teenage years, when they may be par-
ticularly vulnerable. Lenderking et al. (1997) found that 63% of men experienced 
abuse prior to age 13, with 37% experiencing abuse between 13 and 16. Similarly, 
71% of the men in Jinich et al.’ (1998) study reported abuse prior to the age of 12, 
while 29% reported being sexually abused between 13 and 15  years of age. 
Consistent with these findings, the median age at time of first contact among the 
men who reported being abused as children in a study conducted by Doll et  al. 
(1992) was 10, with ages ranging from 2 to 17 years of age. The median age differ-
ence between the victim and the perpetrator was 11 years (range: 0–55), with the 
age differential being significantly higher for those boys younger than 6 and those 
older than 15 years of age. Similarly, among a sample of 137 HIV positive African 
American and Latino MSM and men who have sex with men and women (MSMW) 
with histories of CSA and who identified with various gay and bisexual identity 
labels, the mean age of first CSA incident was 10.6 years (Williams et al., 2008).

The type and severity of abuse reported by gay men varies. Among the sample of 
1001 gay and bisexual men in the study conducted by Doll et al. (1992), oral to 
genital (39%) and anal to genital (33%) contact were the most prevalent forms of 
sexual abuse reported compared to kissing (2%), exposing genitals (2%), and 
 touching genitals (21%) (Doll et al., 1992). Other studies have found that sexual 
abuse without bodily contact was the most frequent (65.5%), and most commonly 
involved indecent exposure (Lenderking et  al., 1997). Among the experiences 
involving bodily contact, the most frequent were being masturbated (60%) and 
sexualized nongenital contact (56%) (Lenderking et al., 1997). Among a sample of 
HIV positive African American and Latino MSM and MSMW, 12.4% reported 
CSA that included touching, fondling, or frottage, while 87.6% reported CSA 
that included performing and/or receiving oral or anal sex, digital penetration or 
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penetration with objects (Williams et  al., 2008). Among this latter group which 
reported more severe CSA, 53% reported anal penetration, 37% reported performing 
or receiving oral sex against their will, and 10% reported both. Taken together, these 
findings suggest that gay and bisexual men with histories of CSA may be exposed 
to a spectrum of sexual abuse experiences, from non-bodily to bodily contact with 
severe forms including penetration.

While these studies have focused on CSA experiences among gay and bisexual 
samples, several additional studies reported associations between CSA and being 
HIV positive. Arreola, Neilands, Pollack, Paul, and Catania (2008) conducted a 
study with gay and bisexual men which included three categories of childhood 
sexual experiences, those who reported no sex before age 18, consensual only 
(sex before age 18 that was not forced), and forced sex (having been “forced or 
frightened by someone into doing something sexually” before the age of 18). The 
prevalence of being HIV positive was higher among the forced and consensual 
groups as compared to the no sex group. The forced and consensual groups also had 
higher rates of substance use and transmission risk than the no sex group. The forced 
sex group had significantly higher rates of frequent drug use and high-risk sex as 
compared to the consensual group (Arreola et al., 2008). In another study, men who 
were recruited from a gay pride venue and who reported histories of CSA were 
more likely to report unprotected receptive anal intercourse, engage in exchange sex 
for drugs or money, experience nonsexual relationship violence, and report being 
HIV positive (Kalichman, Gore-Felton, Benotsch, Cage, & Rompa, 2004).

Consistent with these findings, gay and bisexual men who reported having “reg-
ular” CSA experiences were more likely to be HIV positive, engage in exchange 
sex, and be a regular user of sex-related drugs (Brennan et al., 2007). Similarly, in a 
study conducted by Jinich et al. (1998), gay and bisexual men with CSA histories 
were more likely to engage in high-risk sexual behaviors such as unprotected anal 
intercourse with non-primary partners. Also, perceptions of being coerced were 
associated with increased sexual risk behaviors and the degree of coercion was posi-
tively associated with self-reported HIV serostatus. That is, 16% of nonabused 
men reported being HIV positive, while 19% of men who reported no/mild coercion 
and 22% of men who reported strong coercion/physical force reported being 
HIV positive.

 CSA Among Gay Men of Color

Examination of gay men by race/ethnicity reveals that gay men of color typically 
report higher rates of CSA and other forms of trauma (Feldman, 2010; Mimiaga 
et al., 2009). In the study by Doll et al. (1992), Black (52%) and Hispanic (50%) 
men were significantly more likely than White men (32%) to report sexual contact 
with an older or more powerful partner. In a study of 569 young MSM in New York, 
Black (28%) and Latino (49%) MSM were more likely than White (13%) MSM to 
report experiencing childhood victimization, including both physical and sexual 
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abuse (Gwadz et al., 2006). However, the literature regarding racial/ethnic differ-
ences of CSA prevalence rates is not entirely consistent. Siegel, Sorenson, Golding, 
Burnam, and Stein (1987) found that non-Hispanic Whites (6.5%) had a higher rate 
of sexual abuse than Hispanics (3.2%). Nevertheless, given the findings of signifi-
cant prevalence of CSA among Black and Latino gay and bisexual men, as well as 
the association between histories of CSA and risky behaviors, it is likely that CSA 
among gay men of color may contribute to racial disparities in HIV prevalence and 
needs further examination (Feldman, 2010).

 The Sequelae of CSA

Herman (1992) states, “Repeated trauma in adult life erodes the structure of the 
personality already formed, but repeated trauma in childhood forms and deforms 
the personality.” CSA has implications on the health of gay and bisexual men. 
Having a history of CSA has been associated with engaging in high-risk sexual 
behaviors, externalizing sexual decision-making to partners, and experiencing dif-
ficulties in the ability to form healthy intimate relationships, as some of the most 
damaging effects of CSA are intrapsychic (Burns-Loeb et al., 2002; Herman, 1992). 
Consequently, CSA is a risk factor for a wide range of sexual, psychological, and 
physical health issues in both childhood and adulthood (Burns-Loeb et al., 2002; 
Kendall-Tackett, 2004).

 CSA and Sexual Health

There is a well-documented association between early adverse experiences, includ-
ing CSA and high-risk sexual behaviors in adulthood (Paul et al., 2001; Relf, 2001; 
Rosario, Schrimshaw, & Hunter, 2006; Stevenson, 2000; Wilson, 2010; Zierler 
et al., 1991). In comparison to their nonabused peers, gay and bisexual men who 
experience CSA are more likely to engage in unprotected sex (Bartholow et  al., 
1994; Carballo-Dieguez & Dolezal, 1995; Dolezal, 2002; Feldman, 2010; Jinich 
et al., 1998; Strathdee et al., 1998), have more sexual partners (Dolezal, 2002; Jinich 
et al., 1998; Rosario et al., 2006), have more sexual episodes under the influence of 
recreational drugs (Jinich et  al., 1998), have multiple anonymous sex partners 
(Zierler et al., 1991), and engage in commercial sex work/exchange sex (Bartholow 
et al., 1994; Zierler et al., 1991).

The relationship between CSA and high-risk sexual behaviors has also been 
found to be mediated by substance use during sex, engaging in anonymous sex, and 
intimate partner violence (Paul et al., 2001). Importantly, in one study that exam-
ined the relationship between a history of CSA and unsafe sexual behaviors, 
CSA was found to be the only significant predictor of unprotected receptive anal 
intercourse (Lenderking et al., 1997). Engaging in high-risk sexual behavior can be 
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particularly costly for gay men by placing them at increased risk for HIV/AIDS and 
other STIs and influencing overall well-being across the lifespan. Research supports 
that being coerced sexually as a child is associated with high incidence rates of adult 
HIV infection (Jinich et al., 1998), and sexually abused men are twice as likely to 
be HIV positive as their nonabused peers (Zierler et al., 1991). It is also possible that 
CSA has an indirect effect on HIV risk behaviors by promoting more sexual 
partners, more sexual encounters, and a greater likelihood of engaging in HIV 
sexual risk behaviors (Rosario et al., 2006).

For the individual who experiences CSA, its impact may be experienced over 
their lifespan. In particular, early experiences of sexual trauma may influence an 
individual’s sexual decision-making as an adult. Male survivors of CSA may have 
difficulties negotiating sexual activities and may externalize control of sexual 
behaviors to their sexual partners (Burns-Loeb et al., 2002; Williams et al., 2008). 
Relf (2001) suggests that the significant role of engaging in casual one-night stands 
as a mediator between CSA and risky sexual behavior for gay men is likely an indi-
cation of a lack of interpersonal regulatory ability, as well as poor risk appraisal 
skills. Wright (2001) describes gay men with histories of CSA as engaging in a 
“spiral of risk,” in which men engage in high-risk sexual behaviors out of a need to 
feel that they belong and to avoid feelings of abandonment. While understanding 
the processes that drive decision-making and actions are important, there is also a 
critical need to recognize sexual behaviors as being potentially deleterious with 
long-term health implications. Despite most studies of sexual abuse being limited in 
examining causal effects, there is significant data that supports the relationships 
between CSA and the overall health of gay and bisexual men. It has been suggested 
that the consequences of CSA on men’s self-esteem and health, both physical and 
mental, and the repeated engagement in unhealthy, high-risk sexual behaviors may 
be exacerbating the history of trauma which the men are actually trying to amelio-
rate (Wright, 2001). The relationship between CSA and health outcomes is impor-
tant to understand especially among HIV positive gay men whose sexual behaviors 
may place them at increased risk for HIV reinfection, acquiring other STIs, or trans-
mission to sexual partners.

 CSA and Mental Health

Generally, CSA has been found to be associated with psychological health issues 
including fear, anxiety, depression, insomnia, self-destructive behaviors, headaches, 
aggression, anger, hostility, poor self-esteem, substance abuse, suicidal ideations 
and attempts, sexual maladjustment, and problems with obesity (Wilson, 2010). 
Gay men with histories of CSA are twice as likely as their nonabused peers to suffer 
from a mental health disorder (George, 1996) and have an elevated risk of substance 
abuse, attempted suicide, and anxiety and mood disorders (Brady, 2008; Chen et al., 
2010). In a study conducted with young MSM ages 18–30 years of age, men with 
histories of nonconsensual sex had a higher depression score (OR = 2.08; 95% CI, 
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1.34–3.22), lower social support (OR = 1.94; 95% CI, 1.24–3.00), and were more 
likely to use recreational drugs than men who were not abuse (Strathdee et  al., 
1998). Also, borderline personality disorder, dissociate identity disorder, and 
bulimia nervosa have all been linked with CSA (Putman, 2003). While research is 
not able to support a causal relationship between CSA and sexual identity develop-
ment, a review of the literature does suggest the need to examine the context of 
sexual exploration and sexual identity development and experiences of sexual abuse 
as these past experiences may impact psychological well-being (Relf, 2001).

Post-traumatic Stress Disorder (PTSD). While a direct causal link is difficult to 
establish, individuals with histories of CSA have an increased likelihood for the 
development of post-traumatic stress disorder (PTSD) (Rodriguez, Ryan, Rowan, & 
Foy, 1999; Spies et al., 2012). Psychopathology among HIV-infected individuals 
who have histories of CSA is highly prevalent. For example, among a sample of 247 
people living with HIV, 117 of whom were gay and bisexual men, and who had 
histories of CSA, 40% met diagnostic criteria for PTSD (Sikkema et al., 2008).

Contributing to the complication of establishing a causal link between CSA and 
mental health outcomes is the presentation of sequelae not occurring in close tem-
poral proximity to the sexual abuse. That is, symptoms such as those of PTSD may 
be delayed for months or possibly, for years. Also, the triggers of PTSD may be 
diverse. For example, among children and adolescents, triggers may include devel-
opmental milestones such as their first sexual intercourse, also known as sexual 
debut (Hornor, 2010). For gay men abused by other men, it is possible that engaging 
in sex with other men in adulthood acts as a trigger for traumatic memories associ-
ated with early abuse. Therefore, it is plausible that substance use before and during 
sex may act as a way for such men to numb the emergence of the traumatic feelings 
associated with sex. It may also explain, in part, why CSA is associated with drink-
ing before sex (Lodico & DiClemente, 1994). Intimacy with other men in adulthood 
may trigger traumatic memories of early abusive experiences and possibly explain 
some of the challenges that gay men with CSA histories face in developing healthy 
intimate relationships.

Depression. CSA has been found to be strongly associated with the onset of 
depression in adulthood (DiLillo & Long, 1999; Paolucci, Genuis, & Violato, 2001), 
especially among gay men (Relf, 2001). In addition to being angry with their abuser, 
gay men with histories of CSA may be frustrated with society’s lack of attention to 
sexual abuse among gay men, as well as the gay community’s perceived insensitiv-
ity to survivors of CSA (Anderson, 1982). Such feelings can have negative conse-
quences for gay men, including depression (Anderson, 1982).

Among a sample of 439 young gay and bisexual men, aged 18–30, those classi-
fied as risk-takers as compared to non-risk-takers, were significantly more likely to 
have a history of nonconsensual sex, greater depressive symptoms, and report using 
recreational drugs during the previous year (Strathdee et al., 1998). Similarly, gay 
and bisexual men who experienced CSA involving either strong coercion or physi-
cal force had significantly higher depressive symptoms than did men who reported 
no coercion or mild coercion and the nonabused men (Jinich et al., 1998). In com-
parison to their nonabused peers, gay men with histories of CSA are more likely to 
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be hospitalized for depression, suggesting an elevated risk for depression overall, as 
well as for more severe depression (Bartholow et al., 1994; Relf, 2001).

The recognition of depression among individuals with histories of CSA is 
challenging as experiences of sexual abuse have the potential to change the clinical 
presentation of depression. That is, the neurovegetative symptoms characteristic of 
the typical presentation of depression may be reversed for those with histories of 
CSA, resulting in increased appetite, weight gain, and hypersomnia when compared 
to individuals with depression that lack CSA histories (Putman, 2003). Furthermore, 
a history of sexual abuse is often associated with an earlier onset of depressive 
episodes, as well as an altered response to standard treatments for depression 
(Hornor, 2010). The nature of the sexual abuse (i.e., penetrative vs. non-penetrative) 
and the relationship between the victim and the perpetrator, may also affect the 
development and severity of depression (Trickett, Noll, Reiffman, & Putman, 2001). 
While it has been suggested that emotional abuse appears to pose a greater risk for 
depression than sexual or physical abuse (Chapman et al., 2004), multiple forms of 
abuse tend to co-occur with CSA (Dong, Anda, Dube, Giles, & Felitti, 2003). Thus, 
it is likely that men will have experienced emotional abuse along with sexual abuse, 
and possibly, physical abuse or threat of abuse as well, further compounding their 
risk for adulthood depression.

The impact of CSA and its association with depression may also have physical 
health implications. One of the health consequences of depression is its ability to 
affect immune functioning (Irwin & Miller, 2007; Kiecolt-Glaser & Glaser, 2002; 
Raison & Miller, 2003). This may be of particular importance to the health of gay 
male survivors of CSA who are living with HIV. Such impairment in the already 
compromised immune system of individuals living with HIV has implications for 
disease progression, development of opportunistic infections, and general ability to 
remain healthy. Therefore, the effects of CSA, HIV, and depression may interact in 
ways that significantly affect men’s mental and physical well-being. This complex 
relationship illustrates the need for interventions to address sexual health and in 
particular, the sexual risk behaviors of gay men, and mental and physical health, 
without ignoring past experiences of CSA (Gore-Felton et al., 2006).

 CSA and Physical Health

CSA is often co-occurring with physical and emotional abuse (Dong et al., 2003). 
Survivors of such concurrent experiences may have an increased vulnerability to 
stress and to deleterious acute and chronic health consequences (Wilson, 2010). The 
stress and trauma of the experience, combined with the shame and pressure to not 
disclose the abuse, may be linked to immune functioning which predisposes or 
exacerbates health problems among survivors of CSA (Wilson, 2010). Consequently, 
CSA is frequently associated with negative health outcomes in adulthood with the 
odds of having poor health being 1.63 times greater when a history of CSA is pres-
ent (Golding, 1999). Examples of health issues correlated with CSA histories 
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include complications with gastrointestinal functioning, sexual dysfunction, psy-
chogenic seizures, and nonspecific chronic pain (Paras et al., 2009).

Consistent with having increased physical illness, adults with histories of CSA 
also report more health symptoms and doctor visits than their nonabused peers 
(Newman et al., 2000). Those with CSA histories report more somatic symptoms 
including headaches, sinus pain, muscle pain, migraines, cough, fever, abdominal 
pain, and other gastrointestinal symptoms (Newman et al., 2000). While the asso-
ciation between CSA and physical health has been established, somatization must 
be considered as a potential explanation of poor health. Anecdotal evidence such as 
that reported by Brady (2008) supports a relationship between CSA and somatiza-
tion. Brady (2008) explored this issue in a case study with a gay male client who had 
chronic health issues which healthcare providers were unable to adequately treat 
given their inability to identify the source of the client’s pain. Treatment explored 
the relationship between the client’s history of CSA and his experiences of psycho-
somatic complaints. Though the symptoms did not completely dissipate, they were 
significantly reduced after the client was able to recognize the link between his 
experience of sexual trauma and the somatic symptoms (Brady, 2008). It is impor-
tant to note that the limitation in examining the effects of CSA using experimental 
design weakens the ability to definitively suggest that physical or psychiatric health 
issues are the direct result of early experiences of sexual trauma. However, the 
strong correlations between CSA and poor health outcomes indicate a significant 
association between the two, although the relationship may not be causal (Wilson, 
2010).

 Coping Strategies

Gay men with histories of early sexual trauma may engage in various coping strate-
gies. High levels of substance use among gay men in sexual situations may serve to 
manage negative emotions and the potential re-emergence of traumatic memories 
related to the experiences of CSA (Relf, 2001). Relf (2001) also suggested that 
casual sexual encounters such as one-night stands among gay male survivors of 
CSA may act as a mediator between CSA and HIV.

Among adolescent males with experiences of sexual abuse, an association 
between CSA and externalizing behaviors such as violence, delinquency, substance 
use, and heavy drinking has been identified (Dube et  al., 2003; Hornor, 2010; 
Mullers & Dowling, 2008). Externalizing behaviors may serve as a way for adoles-
cent males to exert control when they otherwise feel helpless. Dube et al. (2003) 
suggested that substance use may serve as a form of coping, through avoidance/
escape or dissociation, to deal with the feelings of helplessness and instability that 
are often characteristic of CSA. Furthermore, if the perpetrator of the abuse was 
male, externalizing behaviors may be a way to assert and reclaim the sense of mas-
culinity that men and boys may feel is lost due to the male-male sexual abuse.
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Developing healthy coping strategies to deal with past experiences of sexual 
abuse is beset with difficulty. However, being a sexual minority and being HIV posi-
tive may pose additional challenges for a man who has experienced sexual abuse. 
Research needs to explore the impact of CSA among HIV positive gay men and 
assess whether these stressors are additive and contribute to worsening health 
outcomes.

 Adult Sexual Abuse (ASA) Among Gay Men

In addition to CSA, Rothman et al.’ (2011) review of the literature on sexual assault 
among gay, lesbian, and bisexual individuals indicated that gay and bisexual men are 
at risk for experiencing diverse forms of sexual victimization throughout their life-
time. Among gay and bisexual men, adult sexual abuse (ASA) ranged from 10.8 to 
44.7% (median, 14.7%) and lifetime sexual assault ranged from 11.8 to 54% (median, 
30.4%). Additionally, intimate partner sexual assault ranged from 9.5 to 57% 
(median, 12.1%), and hate-crime related sexual assault ranged in prevalence from 3 
to 19.8% (median, 14%) (Rothman et al., 2011). These findings suggest that gay and 
bisexual men are not only at increased risk for CSA, but that they also have an 
increased risk for a lifetime of sexual violence victimization. It is possible that sexual 
revictimization is related directly and indirectly to sequelae of early sexual trauma 
(Anderson, 1982; Classen et al., 2005; Fillipas & Ullman, 2006). Additional research 
needs to examine sexual revictimization specifically among HIV positive gay men, 
as being HIV-infected may increase their vulnerability to trauma exposure.

 Intimate Partner Relationships Among Gay Men with CSA

Similar to their heterosexual peers, the majority of gay and bisexual men with 
histories of CSA were abused by other men (Brady, 2008). However, unlike their 
heterosexual peers who primarily have intimate partner relationships with women, 
gay and bisexual men must be able to establish healthy intimate relationships with 
other men. Histories of CSA by male perpetrators pose potential problems with 
many gay men in developing the ability to be intimate with other men (Brady, 2008). 
Furthermore, given the high incidence of CSA among gay men, evidence suggests 
that abused men are likely to choose abused partners (King, 2001). The intra- and 
interpersonal difficulties that are often the result of CSA, combined with the lack of 
support for gay male survivors to manage these issues, can make sex, love, and 
intimacy particularly difficult to manage in gay male relationships (King, 2001).

Survivors of CSA report less relationship satisfaction, poorer communication and 
interpersonal skills, and lower levels of trust in relationships (Wilson, 2010). Gay 
male survivors of CSA may be challenged in establishing healthy intimate and sex-
ual relationships with other men due to the fact that their initial sexual experiences 
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with men may have involved coercion, physical assault, and distrust. This could 
potentially lead gay men to generalize their early traumatic experiences to all their 
relationships with men, and potentially alter their understanding of what it means to 
be in a healthy relationship with another man. As a result, gay men with histories of 
CSA may experience intimate partner victimization, both sexual and physical, and 
may themselves perpetrate sexual abuse toward their partners (Brady, 2008).

 Revictimization Among Gay Men of Color

Gay men of color, particularly Black and Latino men, tend to have higher rates of 
CSA than their White peers (Feldman, 2010; Kalichman et  al., 2004; Mimiaga 
et al., 2009). However, an area that appears to be underexplored is the unique ways 
in which gay men of color manage the experience of early sexual trauma, particu-
larly when the perpetrator is also a person of color. It is possible that racial/ethnic 
minority gay men who were abused by minority perpetrators experience difficulty 
establishing relationships with men of their same racial/ethnic group. That is, racial/
ethnic concordance between the perpetrator and victim may further complicate the 
ability for sexually abused gay men to develop healthy intimate relationships with 
other men.

Racial concordance between the perpetrator and victim was explored by Brady 
(2008) in a case study of a HIV positive Black gay man with a history of CSA. While 
the patient did not have an issue reconciling his sexuality with his history of abuse, 
psychotherapy with the patient explored his aversion to dating other Black men, as 
well as his preference for White partners. Through the course of therapy the patient 
realized that, for him, Black men represented the Black perpetrator who had sexu-
ally abused him. As a result, the patient found himself conflicted, simultaneously 
being attracted to and fearing Black men. These feelings led him to perceiving 
White men as safe and to him only engaging in high-risk substance use and sexual 
behavior with other Black men anonymously (Brady, 2008).

The exploration of this issue is in no way intended to suggest that interracial 
relationships are a manifestation of internalized racism among minority gay male 
survivors of CSA with histories of racially concordant perpetrators. However, in a 
society where men of color, particularly Black and Latino, are stereotyped as being 
hypersexual and aggressive (Bush, 1999; Kisler & Williams, 2012; Majors & 
Billson, 1992; O’Neil, 1990; Pitt, 2010; Rasheed & Rasheed, 1999; Reese, 2004), it 
may be important to consider how such social heuristics interact with the experience 
of sexual trauma. When men of color are sexually abused by men of their racial/
ethnic group, the experience may be interpreted as confirming negative racial ste-
reotypes and generalized to the entire group. Such an experience likely differs for 
White gay men who are sexually abused by other White men, given the absence of 
a social narrative of White men as hypersexual, aggressive, or even predatory. As a 
result, the experience of CSA between White men and boys may be interpreted 
much more individually, whereas the experience between racial/ethnic minority 
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men and boys may be seen as confirming negative stereotypes regarding racial/ethnic 
minority men’s sexual prowess, promiscuity, violence, and aggression. As seen in 
Brady’s (2008) case study, such early experiences of sexual abuse between men of 
color may have implications for men’s partner selection in adulthood. For gay men 
of color, the relationships between early sexual abuse, internalized racism, appraisal 
of the trauma experience, and later partner selection are complex. These issues 
warrant greater examination if the potentially unique experiences of these men, 
including those who are HIV positive, are to be fully understood.

 Sexual Abuse, Masculinity, Gender Roles, and Sexual Identity 
Development

One proposed theory for the increased incidence of sexual abuse among gay men is 
related to the idea that gay men, as children, were more likely to display “gender 
atypical behavior” (Brady, 2008). It has been suggested that boys who behave in a 
gender atypical or feminine manner are at an increased risk for being stigmatized 
and ostracized, and potentially to be at an increased risk for sexual, physical, and 
emotional abuse (Brooks, 2001). It has also been suggested that gender non- 
conforming behavior in childhood may be associated with homosexuality later in 
life (Bailey & Zucker, 1995) and that this behavior contributes to these children 
being targeted and susceptible to being abused (Balsam, Rothblum, & Beauchaine, 
2005; Corliss, Cochran, & Mays, 2002). This idea of being stigmatized for not 
exhibiting masculine attributes is not only seen with boys, but also exists among 
men (Kisler & Williams, 2012; Reese, 2004; Robertson, 1997). Unfortunately, mas-
culine attributes and sexuality are commonly erroneously linked together and per-
ceived as being the same. That is, those who do not demonstrate “traditional” male 
gender roles and characteristics are believed to be gay.

Gay men with histories of CSA experience abuse within a larger cultural context 
that stigmatizes, devalues, and punishes homosexuality (King, 2001). Early experi-
ences of being mistreated due to gender atypical behavior, early sexual trauma, and 
adulthood experiences of stigma associated with being a sexual minority interact in 
complex ways in the lives of gay men (King, 2001). Add to this the stigma and mal-
treatment commonly associated with being HIV positive, and such experiences can 
make it particularly challenging for gay male survivors of CSA living with HIV to 
develop an affirmative identity (Brady, 2008).

The experience of being abused by a man potentially creates difficulties for men 
who may struggle with the implications of the abuse for themselves as men (Brady, 
2008). This can include issues around self-identity, sexuality, and concerns about 
becoming a perpetrator (Brady, 2008). Men may also externalize such feelings, 
which can manifest as homophobia. In a review of the literature, Relf (2001) found 
that gay and heterosexual men abused by men were: (1) “intensely” homophobic; 
(2) fearful of homosexuals; (3) expressing disdain of homosexuality and homosex-
ual behavior; and (4) hostile toward homosexuality. Relf (2001) stressed that these 
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results were from clinical samples, possibly exaggerating the intensity of homopho-
bia and limiting the generalizability. Nevertheless, it will be important to consider 
the ways in which gay men, including those who are HIV positive, appraise and 
understand their sexual experiences, sexuality, and sexual behaviors.

Sexual identity development is a normal part of growth. However, it is not clear 
how trauma experiences such as sexual abuse impacts sexual identity development. 
It has been hypothesized that having a history of CSA impacts gender and sexual 
identity (Relf, 2001). For example, a qualitative study of 26 men with CSA histories 
identified issues surrounding sexuality and homosexuality as common themes 
among the participants (Lisak, 1994). Other research has also documented higher 
rates of gender role confusion and fears regarding intimate relationships with both 
men and women among men with histories of CSA (Holmes & Slap, 1998; Hunter, 
1991; Jacobson & Herald, 1990; Janus, Burgess, & McCormack, 1987; McCormack, 
Janus, & Burgess, 1986; Sansonnet-Hayden, Haley, Marriage, & Fine, 1987). 
Among a sample of sexually abused adolescent boys, diverse gender roles were 
defined and identified as undifferentiated (52%), masculine (23%), androgynous 
(19%), and feminine (6%) (Richardson, Meredith, & Abbot, 1993). Abused boys, 
especially those who were victimized by males, were up to seven times more likely 
to self-identify as gay or bisexual than their nonabused counterparts (Johnson & 
Shrier, 1985, 1987). Among men, those with histories of CSA were more likely than 
those with histories of childhood physical abuse and/or childhood neglect to report 
having had same-sex sexual partners in their lifetime (Wilson & Widom, 2010). 
Unfortunately, it is difficult to identify a causal link between sexual abuse and sex-
ual identity due to the lack of longitudinal studies. To further complicate the issue is 
that gender role confusion preceding experiences of sexual abuse makes it difficult 
to establish a linear pathway to a defined sexual identity. That is, the process of 
identity development for men with histories of sexual abuse may largely be affected 
by the chronology of the abuse and the individual’s stage of identity development. 
Men who have engaged in sexual behaviors prior to experiencing sexual abuse may 
have a different experience with sexual identity development than those whose first 
sexual experience was within the context of CSA (Bartholow et al., 1994). For gay 
men whose first sexual experience was within the context of abuse, the process of 
questioning gay identity occurred at an earlier age and proceeded differently than 
for nonabused men (Bartholow et al., 1994).

The impact of CSA on sexual identity continues to pose many questions and 
remains poorly understood. Some adolescent males who are exploring and ques-
tioning their sexual identities may seek out and engage in sexual relationships with 
older men. While these encounters have the potential to be coercive in nature, 
for many adolescent males, there are limited avenues in which to safely engage in 
sexual exploration. For adolescent boys exploring their same-sex attraction, 
efforts to initiate contacts with other boys in their peer groups and social circles 
(i.e., schools, church, neighborhood) could lead to violence and harassment (Relf, 
2001). Consequently, such boys who seek relationships with older men in an effort 
to explore their sexuality may be putting themselves at risk for sexually abusive 
relationships, even if they do not realize the true nature of these relationships.

5 Childhood Sexual Abuse and Revictimization Among Gay Men: Implications…



110

 Men as Victims and Social Norms

Historically, the sexual abuse of male children and adolescents has been minimized, 
ignored, and even denied (Anderson, 1982). As a result, clinicians, advocates, and 
policy makers have often neglected the needs of male survivors of sexual abuse. 
Societal gender role expectations pose a significant hindrance in acknowledging, 
identifying, and addressing CSA among male children (Bartholow et  al., 1994). 
Such social norms dictate that males are to be dominant, strong, and even aggressive 
(Bush, 1999; Kisler & Williams, 2012; Majors & Billson, 1992; O’Neil, 1990; Pitt, 
2010; Rasheed & Rasheed, 1999; Reese, 2004), and experiencing sexual abuse falls 
outside of the realm of expected social behaviors. This is particularly true when the 
perpetrator is a man, often causing the male victim to question his manhood and 
ability to live up to gender expectations. However, when the perpetrator is female, 
male victims are often expected to normalize the experience as nonabusive and 
desirable (Kisler & Williams, 2012). As a result, male survivors of CSA often 
experience self-blame, guilt, shame, and humiliation (Lisak, 1994).

Adult Sexual Abuse (ASA) and Intimate Partner Violence (IPV)
Victims of CSA are more likely to be sexually revictimized later in adolescence 

as well as in adulthood (Hornor, 2010; Roche, Runtz, & Hunter, 1999; Rumstein- 
McKean & Hunsley, 2001; Whiffen & MacIntosh, 2005). Adult sexual abuse (ASA) 
is four times more likely among those with a history of CSA (Fillipas & Ullman, 
2006). Adults with histories of CSA have been found to have difficulties with 
romantic interpersonal adult relationships, possibly due to insecure attachments 
established through abusive relationships in childhood (Alexander, 1992). It is pos-
sible that victims of CSA are less able to negotiate sexual activities as adults due to 
these previous experiences. These findings suggest that CSA may increase the like-
lihood of experiencing ASA because it leads to an inability to negotiate sexual activ-
ities and the likelihood of engaging in high-risk sexual behavior. Sexual trauma 
must therefore be explored within the context of HIV. In particular, attention must 
be placed on addressing the needs of HIV-infected individuals who have histories 
of sexual abuse as they may be vulnerable to reinfection and for transmitting HIV to 
sexual partners.

 Implications of Sexual Trauma Histories: Developing Sexual 
Risk Reduction Interventions

Effective sexual risk reduction interventions for HIV positive gay men must address 
the psychosocial and cultural issues that are relevant to sexual decision-making 
(Williams et al., 2008). This includes CSA and ASA, which are sensitive issues that 
are often neglected in discussions of current sexual risk behaviors (Williams et al., 
2008). However, to adequately address HIV risk behavior among gay men, inter-
ventions are needed that address mental health and focus on reconciling issues 
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related to sexual abuse (Gore-Felton et al., 2006). Furthermore, interventions aimed 
at sexual risk reduction should consider addressing issues beyond the scope of sex-
ual behavior that may not seem relevant, but that are pertinent to risk behaviors and 
HIV (Relf, 2001). Specifically, early adverse life experiences involving childhood 
sexual, physical, and emotional abuse as well as abuse within a family and com-
munity context may influence sexual risk behaviors and should be addressed in 
interventions for gay men (Relf, 2001).

In addition to being correlated with sexual risk behavior, CSA influences stress 
and immune responses, as well as physical and mental health. Therefore, the 
sequelae of CSA may be best conceptualized using a holistic paradigm. 
Understanding the broader context in which abuse and adverse events occur, while 
assessing for resiliency factors such as personal assets and resources, will better 
inform the overall health needs of gay men (Arreola, Ayala, Díaz, & Kral, 2013). 
For many gay men, particularly those who are HIV positive, their immune status 
becomes the focus of their health. Unfortunately, sexual abuse survivors make up a 
sizeable percentage of primary care practices, accounting for roughly 13–26% 
(Kogan, 2004; Priebe & Swedin, 2008). However, only 5% of sexual abuse survi-
vors report their history of abuse to their physicians (Walker, Katon, Roy-Byrne, 
Jemelka, & Russo, 1993). While patients consider it appropriate for physicians to 
ask questions regarding sexual abuse history, such questions are not routinely asked 
(Wendt et al., 2007). The healthcare system can be an important avenue to provide 
screenings for, and interventions with males who have previously experienced or 
who are currently experiencing sexual abuse (Chen et al., 2010). Pediatric and pri-
mary care physicians who provide healthcare to adolescent boys need to be trained 
on assessing for sexual abuse and for anticipating their physical and mental health 
needs (Hornor, 2010). Importantly, attention to these health issues must also be 
contextualized for the lives of HIV positive gay men and boys.

Wilson (2010) asserts that holistic perspectives that permit a greater understand-
ing of the health consequences of CSA are essential to the healing process. Familial 
support, especially parental belief in the abuse allegation, acts as a significant buffer 
against the development of the negative sequelae often associated with CSA 
(Tremblay, Hebert, & Piche, 1999). Interventions which utilize resiliency factors, 
including support from intimate sexual partners, family, friends and community, 
and appropriately trained healthcare professionals, need to be developed to address 
the holistic health needs of HIV positive gay men with sexual abuse histories. 
Importantly, strategies to routinely implement these interventions into diverse ven-
ues, such as primary care settings and service agencies, are essential. Community 
based organizations that offer HIV testing and health programs must be prepared to 
address sexual health that includes experiences of sexual abuse. By contextualizing 
the meaning of past experiences, HIV positive gay men will be better able to assess 
what influences their sexual decision-making.

In conclusion, sexual abuse has been associated with negative sexual as well as 
mental and physical health outcomes. Addressing the health needs of gay men and 
specifically those who are HIV positive must include the assessment of histories of 
CSA and ASA. Programs that offer HIV interventions are ideal opportunities 
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for screenings, assessments, and appropriate referrals and treatment. HIV risk 
reduction interventions administered in community settings and through health 
maintenance visits with primary care providers are excellent opportunities to 
explore sexual health within the context of overall health. For HIV positive gay 
men, this holistic paradigm ensures that health needs, such as the sequelae of sexual 
abuse, are not ignored.
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Chapter 6
Comprehensive Prevention with HIV Positive 
Gay Men            

Michael J. Stirratt and Cynthia I. Grossman

Gay men have always been leaders in HIV prevention and care. Gay men were 
among the first to recognize and respond to the US HIV epidemic in the early 1980s, 
as it became clear that an ever-growing number of gay friends, neighbors, and 
sexual and romantic partners were dying of a mysterious, acute illness (Weissman 
& Weber, 2011). Even before the identification of HIV, gay men were already 
conducting grassroots community organizing in response to the illness, providing 
care and support to individuals who were ill, and alerting others to this grave and 
growing concern (Trapence et al., 2012; Weissman & Weber, 2011). After the iden-
tification of HIV and its mode of sexual transmission, the subsequent wide-scale 
adoption of condom-protected sexual behavior by gay men in response to the HIV/
AIDS epidemic represented one of the most rapid and dramatic changes in health 
behavior ever documented in public health research (Ekstrand & Coates, 1990; 
Stall, Coates, & Hoff, 1988).

HIV positive gay men have long played a particularly important role in respond-
ing to the epidemic. The Denver Principles, articulated in 1983 by a group of HIV 
positive gay men living with HIV, established the conceptual foundation for the civil 
rights of HIV positive individuals and their active engagement in HIV care and 
prevention (“The Denver Principles,” 1983; Wright, 2013). Early in the epidemic, 
HIV positive gay men helped to lead and conduct vigorous advocacy for HIV treat-
ment, helping to catalyze changes in NIH research funding and the FDA drug 
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 regulatory approval process (FasterCures & HCM Strategies, 2011; France, 2016). 
It has been argued that “development of and access to highly active antiretroviral 
therapy might not have arisen at all, or at least it would have been much slower and 
many millions more people would have died, without the advocacy of huge numbers 
of gay men in the USA and Europe” (Trapence et al., 2012). HIV positive gay men 
have also contributed important leadership and innovations to HIV prevention 
research. Research studies indicate that most HIV positive gay men consider HIV 
prevention as a high priority in their lives (Courtenay-Quirk, Wolitski, Hoff, Parsons, 
& Seropositive Urban Mens Study, 2003) and adopt reduced-risk practices follow-
ing HIV diagnosis (Marks, Crepaz, & Janssen, 2006). Concepts such as HIV trans-
mission risk reduction through viral suppression from antiretroviral therapy (ART) 
surfaced among HIV positive gay men long before receiving validation through 
controlled scientific research (Cox, Beauchemin, & Allard, 2004; McConnell, 
Bragg, Shiboski, & Grant, 2010; Remien & Borkowski, 2005).

These achievements have occurred despite the many burdens and challenges 
faced by gay men in general and HIV positive gay men in particular. Across the 
developmental spectrum, gay men must navigate their sexual experiences and 
identities in a context that is, at best, not fully inclusive of their identities and, at 
worst, hostile and stigmatizing. There is a growing appreciation that significant 
health disparities exist among the gay community including higher rates of depres-
sion, trauma, childhood sexual abuse, discrimination, and physical abuse when 
compared to their heterosexual counterparts (Mustanski, Newcomb, Du Bois, 
Garcia, & Grov, 2011; Parsons, Grov, & Golub, 2012; Williams et al., 2008). For 
HIV positive gay men, other life challenges include homophobia, HIV stigma from 
other men, intimate partner violence, homelessness, and social isolation (Parsons 
et al., 2012). It should therefore come as no surprise that men who identify as 
gay and the wider group of men who have sex with men (MSM) have long borne a 
disproportionate burden of the US HIV epidemic.

Turning the tide on HIV among US gay men and MSM will require further effort. 
MSM accounted for 83% of new HIV infections among men and 67% of new infec-
tions overall in 2014 (Centers for Disease Control & Prevention, 2015). MSM are 
between 38 and 75 times more likely to have HIV infection than other groups of 
men and women (Purcell et al., 2012). The number of HIV positive gay men in the 
USA has been growing over time, since new men continue to become HIV infected, 
and ART extends the life expectancies of individuals with access to medical care. 
Early decreases in HIV incidence among US gay men foundered in the 1990s. HIV 
incidence among MSM grew 6% between 2005 and 2014 and showed strong racial/
ethnic and age disparities, with an 87% increase in new HIV diagnoses among 
young African American MSM (Centers for Disease Control & Prevention, 2015). 
A large study which followed nearly 2500 Black MSM for 1 year (the HIV 
Prevention Trials Network Protocol 061) found an annual HIV incidence rate of 
2.8% among study participants, and the incidence rate was double (5.9%) among 
Black MSM under age 30 (Koblin et al., 2013). These data indicate that there is a 
large and growing group of HIV positive gay men in the USA, and that this group is 
characterized by racial/ethnic disparities.
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Decades into the epidemic, it is clear that HIV prevention and care for gay men 
stands as a paramount public health priority, and that any comprehensive approach 
to HIV prevention must include a focus on HIV positive individuals (Millett et al., 
2010). This chapter will describe a comprehensive prevention package for HIV posi-
tive gay men in the USA, as informed by scientific research with gay men, MSM, 
and HIV positive individuals more generally. To guide our approach, we identify and 
describe two concepts—combination prevention and sexual health—from which a 
comprehensive prevention package must be derived. A comprehensive prevention 
package for HIV positive gay men should encompass integrated efforts to encourage 
and advance: (a) the identification of men living with undiagnosed HIV infection, to 
facilitate access and uptake of quality medical care; (b) HIV treatment engagement, 
adherence, and retention to improve clinical outcomes and reduce HIV transmis-
sion through “treatment as prevention;” (c) behavioral risk reduction, as supported 
by counseling and peer-based programs grounded in a holistic sexual health frame-
work; (d) efforts to address syndemic factors such as sexually transmitted infections 
(STIs), mental health, and substance abuse; (e) partner- related strategies, including 
use of pre-exposure prophylaxis (PrEP) by serodiscordant relationship partners 
where appropriate; and (f) community mobilization and empowerment strategies, 
including efforts to address large-scale social, structural, and legal/policy determi-
nants, such as HIV stigma, homophobia, racism, and civil rights. While ambitious 
and broad-reaching, our hope is that prevention interventions can be developed, 
implemented, and sustained at every level, from the individual to the wider commu-
nity, in order to address the sexual health needs and advance the HIV prevention 
interests of HIV positive gay men. We conclude that substantial gaps in the evidence 
base for such an approach remain, and must be addressed through further research 
and advocacy conducted in partnership with HIV positive gay men.

 Setting a Historical Context: Toward Comprehensive HIV 
Prevention

HIV prevention activities with HIV positive gay men represent an important com-
ponent of a comprehensive approach to HIV prevention more broadly, but this was 
not always the case. The involvement of HIV positive gay men in prevention initia-
tives has greatly shifted over time, and “prevention with positives” has moved from 
being unthinkable, in the absence of effective treatment, to a key component of a 
larger, comprehensive HIV prevention agenda. Early in the epidemic, there was 
scant attention to involving HIV positive gay men in prevention because individu-
als living with HIV were acutely ill and in dire need of effective treatment. 
Prevention messages were largely directed at generic audiences of gay men and 
generally exhorted condom use without consideration or attention to HIV serostatus. 
Further, there were concerns about developing prevention programs that targeted 
HIV positive gay men, for fear that these efforts would further stigmatize and 
shame these men.
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The development of combination ART represented an important turning point for 
advancing prevention activities directed specifically to HIV positive gay men. With 
the availability of effective HIV treatment, HIV positive gay men began to live longer 
and had improved quality of life. This brought increased attention to their sexual and 
romantic lives, but the evidence base of effective prevention strategies was lacking. 
The 1996 International AIDS conference in Vancouver, British Columbia, marked a 
shift among the scientific community toward a greater emphasis on helping people 
living with HIV access medical care and prevention. The US Centers for Disease 
Control and Prevention (CDC) later launched the Serostatus Approach to Fighting 
the HIV Epidemic (SAFE), an approach that involves voluntary HIV testing, medical 
evaluation, treatment according to guidelines, and prevention services (Janssen et al., 
2001). Today, there are ever-growing efforts to target prevention to meet the needs of 
people living with HIV and, importantly, address the epidemic among gay men. The 
development of the first US National HIV/AIDS Strategy (NHAS) was a historic 
milestone (Millett et al., 2010; White House Office of National AIDS Policy, 2010). 
This landmark policy document and its subsequent update (White House Office of 
National AIDS Policy, 2015) explicitly encompass prevention with positives and the 
needs of communities most impacted by HIV, including specific mention of gay men. 
In addition, the CDC guidance on HIV Prevention with Persons Living with HIV, 
first released in 2003, was updated and expanded in 2014 (Centers for Disease 
Control and Prevention, 2014). These developments and documents reflect how HIV 
positive individuals have moved from a position of silence to a position of salience in 
US HIV prevention initiatives over the course of the epidemic.

While a prevention approach tailored to the needs of people living with HIV is 
important, there is general appreciation that a comprehensive prevention approach 
must be just that—comprehensive—by including efforts to work with all people 
affected by HIV, and not just people infected with HIV. Including gay men with and 
without HIV infection in comprehensive HIV prevention should be more effective 
from a combination prevention standpoint, and recognizes that many drivers of 
transmission risk are common to both groups. A comprehensive approach involving 
those at risk for HIV as well as those living with HIV may also importantly help to 
unite, rather than divide, communities in addressing the HIV/AIDS epidemic, by 
signaling that these groups share a common interest and responsibility for such 
action. Developing all-inclusive combination prevention may additionally help to 
lessen stigma associated with HIV, as the comprehensive approach underscores the 
importance of having all gay men to recognize, discuss, and address the ongoing 
HIV epidemic in this wider community.

 Touchstones for Prevention with HIV Positive Gay Men: 
Combination Prevention and Sexual Health

Two critical overarching concepts for current and future prevention initiatives with 
HIV positive gay men are combination prevention and sexual health. The concept of 
combination prevention maintains that multiple, multi-modal approaches across 
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every level of intervention must be undertaken to effectively address the HIV epi-
demic (Bekker, Beyrer, & Quinn, 2012; Coates, Richter, & Caceres, 2008; Kurth, 
Celum, Baeten, Vermund, & Wasserheit, 2011). The concept is rooted in an analogy 
to combination ART. Just as combination therapy employs multiple drugs to inter-
cept HIV at various junctures in its replication life cycle, combination prevention 
employs multiple modalities to interrupt HIV transmission at various junctures 
(Coates et al., 2008; Kurth et al., 2011). A combination prevention approach would 
therefore seek to deploy a constellation of integrated behavioral, biomedical, and 
structural approaches to address the HIV epidemic.

A combination prevention approach accomplishes several aims. First, it recog-
nizes that the HIV epidemic is sustained by many complex and interlocking fac-
tors that require a multifactorial response (Coates et  al., 2008). Second, it 
recognizes that many prevention strategies are only partially effective, and that 
their use in combination may be required for maximal impact (Bekker et  al., 
2012). Combination prevention can also encompass prevention strategies for 
which the evidence base is limited. As noted by Coates et al. (2008), “failure to 
show that a specific strategy reduces HIV infection does not render it useless in a 
comprehensive programme or a multilevel behavioural strategy for HIV preven-
tion. The combination of strategies might be relevant to the end result” (pp. 672–
673). Finally, combination prevention brings attention to the behavioral and social 
processes that are integral to the effective uptake and use for biomedical preven-
tion strategies.

A different but complementary touchstone to combination prevention is that of 
sexual health promotion. In the context of a strong and sustained public health focus 
on HIV prevention among gay men, sexual behavior has seemingly become synony-
mous with sexual risk behavior. There is a growing appreciation of the need for 
clinicians, providers, and researchers to recognize the entirety of men’s sexual 
health needs, and not exclusively those focused on disease prevention (Beyrer et al., 
2012; Mayer et al., 2012; Rausch, Dieffenbach, Cheever, & Fenton, 2011; Sandfort 
& Ehrhardt, 2004). The sexual health concept recognizes that sex and sexual rela-
tionships can play a variety of meaningful roles in the lives of gay men (Halkitis & 
Wilton, 2005). It therefore encompasses constructive elements of sexuality such as 
pleasure, desire, and intimacy (Coleman, 2011; Goldhammer & Mayer, 2011; 
Sandfort & Ehrhardt, 2004). By seeking to acknowledge and integrate the physical, 
emotional, behavioral, social, and cultural aspects of men’s sexual lives (Coleman, 
2011; Wolitski & Fenton, 2011), sexual health promotion represents a holistic 
approach that encompasses not only freedom from the ill effects of disease but also 
freedom from fear, shame, and discrimination from others (Coleman, 2011; Wolitski 
& Fenton, 2011). Such an approach will not only address men’s physical health in 
terms of HIV or other STIs, but also their mental health and healthy social relation-
ships with other individuals and society.

By implicating the wider context of sexual and emotional relationships, includ-
ing those with families, community, and society, the sexual health concept suggests 
that we must also work to address the advancement of civil and human rights when 
working with gay men (Coleman, 2011; Sandfort & Ehrhardt, 2004). This includes 
efforts to address the cultural stigma associated with gay identity and behavior 
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(Goldhammer & Mayer, 2011), as well as broad-scale social forces and policy 
structures that drive social marginalization and health inequities among gay men, 
such as racism and prejudice (Ayala, Bingham, Kim, Wheeler, & Millett, 2012; 
Choi, Paul, Ayala, Boylan, & Gregorich, 2013; Wilton, 2009; Wolitski & Fenton, 
2011). Advancements in these wider contexts will help to sustain and reinforce sex-
ual health, and in turn, healthy sexual practices.

Combination prevention and sexual health approaches share important connec-
tions. Both concepts harken to the need for multilevel and multicomponent strate-
gies that attend to social relationships and cultural contexts. Combination prevention 
approaches recognize that there is no singular tool that will eliminate HIV transmis-
sion at present, and a sexual health framework encourages efforts to address multi-
ple needs beyond disease prevention. These two touchstones therefore suggest that 
prevention with HIV positive gay men should promote physical and mental health 
as a foundational effort, and then extend beyond individuals and relationships to 
address wider community and social/legal environments designed to facilitate and 
sustain healthy practices and outcomes. Such an understanding also corresponds to 
current understandings about HIV risk, which increasingly underscore the concept 
of HIV risk at the community level (Das et  al., 2010). HIV transmission is not 
strictly the product of particular sexual practices, but is importantly informed by 
complex contextual determinants that increase or decrease risk, including biologic 
susceptibility, STIs other than HIV, social and sexual mixing patterns, and commu-
nity level HIV prevalence, incidence, and viral load.

 A Comprehensive Prevention Package with HIV Positive 
Gay Men

We have sought to distill the many approaches that may be brought to bear on HIV 
prevention with HIV positive gay men into four primary elements: Timely diagnosis 
of HIV infection paired with strong HIV treatment engagement and adherence; the 
promotion of individual-level risk reduction through counseling interventions, STI 
treatment, and efforts to address psychosocial comorbidities; partner-related pre-
vention strategies including PrEP; and enhanced community empowerment and 
structural approaches. Following from the combination prevention principle and 
sexual health concept, these interrelated approaches would aim to provide compre-
hensive prevention with HIV positive MSM across multiple levels of intervention, 
and may synergize in a manner that simultaneously strengthens sexual health and 
prevention outcomes. The idea is that no single approach is sufficient to stem the 
tide of HIV infection, and that any efforts to address the HIV prevention and sexual 
health needs of an individual will be better sustained and if appropriate social and 
structural supports are in place.

M.J. Stirratt and C.I. Grossman



127

 Identifying HIV Infections and Strengthening the HIV Care 
Continuum

A comprehensive prevention strategy should encompass efforts to identify gay men 
with undiagnosed infection and to strengthen participation of HIV positive gay men 
in the HIV care continuum. In the current era of ART treatment, individuals who 
receive timely HIV diagnosis and appropriate medical care are projected to main-
tain life expectancies that approach those of individuals without infection 
(Nakagawa, May, & Phillips, 2012). This is a profound advance, when contrasted 
with the prognosis for individuals in the earliest days of the HIV/AIDS epidemic. 
The lifesaving benefits of ART fully justify the need for HIV testing and treatment 
initiatives among gay men. The fundamental importance of HIV treatment in 
extending and improving quality of life among infected individuals is only rein-
forced by the recognition that treatment can additionally confer benefits for HIV 
prevention.

Evidence that HIV treatment can confer a preventive effect is now definitive, at 
least in the context of heterosexual transmission. Early observational studies of het-
erosexual HIV serodiscordant couples indicated that lower viral loads in blood 
plasma correspond to reduced HIV transmission (Quinn et al., 2000). Researchers 
in San Francisco and British Columbia subsequently linked population-level 
increases in ART and decreases in viral load to reductions in local HIV incidence 
(Das et al., 2010; Montaner et al., 2010). The landmark HPTN 052 trial has now 
provided direct evidence that viral suppression through ART can produce a strong 
preventive effect (Cohen et al., 2011, 2016). The trial was conducted with HIV sero-
discordant couples in nine countries, and the vast majority of participants (97%) 
were heterosexual couples. HIV positive partners in these relationships were ran-
domized to either start ART immediately or delay ART until indicated by concur-
rent treatment guidelines (CD4 count below 250 or development of an AIDS-related 
illness). All participants received intensive behavioral risk reduction counseling, 
free condoms, treatment for STIs, and monitoring of treatment complications and 
viral load. Rates of ART adherence and viral suppression in the trial were high. The 
final analysis of the trial determined that provision of early ART treatment reduced 
the risk of HIV transmission within the couple by 93% when compared to delayed 
treatment (Cohen et al., 2016). This landmark finding has been widely hailed as an 
exceptional breakthrough in HIV prevention science, and it has importantly 
 catalyzed interest in implementing ART not only for the sake of treatment but also 
for prevention.

The available evidence supports the “treatment as prevention” concept in gay 
men, as well. The PARTNER Study is following an observational cohort of hetero-
sexual and gay male HIV serodiscordant couples who have condomless sex and in 
which the HIV+ partner maintains viral suppression through ART. No within- couple 
HIV transmissions have been observed to date (Rodger et al., 2016). The PARTNER 
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Study and HPTN 052 make a compelling case for furthering prevention goals by 
improving HIV care outcomes. We further note that comprehensive HIV care can 
extend beyond ART treatment to include STI diagnosis and treatment, mental health 
and substance abuse treatment, and sexual risk reduction counseling—all of which 
can contribute to HIV prevention. These considerations join the treatment-as- 
prevention concept to collectively underscore the importance of facilitating partici-
pation of HIV positive MSM in primary medical care to advance prevention.

The achievement of sustained viral suppression requires most HIV positive indi-
viduals to successfully negotiate the HIV care continuum, and this presents multiple 
challenges that can compromise treatment outcomes and attendant prevention 
efforts. The HIV care continuum flows across the key junctures of HIV diagnosis, 
linkage to primary HIV medical care, retention in medical care, voluntary ART 
initiation, and adherence to ART regimens. Unfortunately, notable percentages of 
HIV positive individuals are lost at each point, creating an HIV treatment “cascade” 
(Centers for Disease Control & Prevention, 2011a; Gardner, McLees, Steiner, del 
Rio, & Burman, 2011; Marks, Gardner, Craw, & Crepaz, 2010). Put another way, 
not all individuals with HIV infection are diagnosed, not all diagnosed individuals 
are linked to care, not all individuals linked to care are retained, not all retained 
individuals initiate ART, and not all ART initiators are adherent. As a result of these 
gaps in the treatment cascade, it has been estimated that only 25% of HIV positive 
individuals living in the USA maintain viral suppression (Hall et  al., 2013; 
Skarbinski et  al., 2015). Additionally, the vast majority of HIV transmissions 
(91.5%) have been attributed to individuals with undiagnosed HIV infection or 
those who have been HIV diagnosed but not retained in care (Skarbinski et  al., 
2015). These challenges associated with the HIV care continuum are evident among 
HIV positive gay men, and they require us to address each point in the treatment 
cascade in order to optimize the contribution of treatment to prevention in this 
important population.

 HIV Testing and Diagnosis

Diagnosis of HIV infection represents the first essential step toward engaging HIV 
positive gay men in lifesaving treatment and preventive programs. Despite increases 
in HIV testing among MSM in recent years (Centers for Disease Control and 
Prevention, 2016), undiagnosed HIV infection remains a problem. Surveillance data 
from 20 US metropolitan areas indicate that 34% of HIV positive MSM are unaware 
of their infection, and these percentages are notably higher among MSM of color 
and young MSM (Wejnert et al., 2013). The barriers to HIV testing and timely HIV 
diagnosis among MSM are complex and varied. Fear and denial about possible 
seropositivity is a central concern, as well as lack of perceived risk or gay identifica-
tion, and concerns about potential sexual identity disclosure (Millett et al., 2011; 
Nelson et al., 2010). Nonetheless, one study found that Black MSM who identified 
as gay and who had disclosed their sexuality to their health care provider were 
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actually more likely to have undiagnosed HIV infection than those who had not, 
highlighting a failure on the part of clinicians to offer HIV testing to this high-risk 
group (Millett et al., 2011).

These collective considerations have led the CDC to recommend at least bian-
nual HIV and STI testing for sexually active gay men (Centers for Disease Control 
& Prevention, 2011b), and the updated NHAS specifies the goal of improving the 
proportion of people living with HIV who know their serostatus to at least 90% 
(White House Office of National AIDS Policy, 2015). Some strategies have shown 
promise for improving HIV testing uptake and identification of undiagnosed infec-
tions among MSM, including opt-out HIV testing in STI clinics and providing HIV 
testing in community venues (Lorenc et al., 2011). New innovations in HIV tests 
may also help reduce undiagnosed infections. The US FDA approved a rapid home- 
based HIV antibody test in 2012, which may offer increased testing convenience 
and privacy to those who can afford the cost. Research with MSM has found strong 
interest in rapid home tests for personal use and even for screening of sexual part-
ners (Carballo-Dieguez, Frasca, Dolezal, & Balan, 2012). Until we can make fur-
ther progress in the timely diagnosis of HIV infections among MSM, combination 
prevention efforts focused on HIV positive MSM will be substantially hindered.

 Engagement and Retention in HIV Care

Rapid linkage to HIV primary medical care and sustained retention in care by HIV 
positive gay men should improve individual treatment outcomes as well as 
community- level prevention. Failure to adequately engage HIV positive gay men in 
care interrupts the HIV care continuum and compromises the preventive effects that 
treatment may confer (Gardner et al., 2011). Poor engagement in HIV primary care 
also reduces the access of HIV positive gay men to comprehensive care including 
screening and treatment for STIs, mental health disorders, and risk reduction coun-
seling (Christopoulos, Das, & Colfax, 2011). Rates of linkage to care and retention 
in care among US HIV positive individuals are generally suboptimal (Gardner et al., 
2011; Hall et al., 2012; Marks et al., 2010). The limited data available suggests that 
HIV positive MSM may have slightly favorable rates of linkage and retention rela-
tive to other US HIV-infected populations (Christopoulos et al., 2011). Nonetheless, 
an observational study of all known HIV patients in South Carolina over a 3-year 
period found significantly greater delays in entering care among MSM relative to 
heterosexuals (Tripathi et al., 2011). Important age and racial/ethnic disparities in 
care engagement and retention among US HIV positive MSM are also evident in 
that younger men and people of color are less likely to engage and persist in HIV 
medical care than older or White MSM (Hall et al., 2012). Determinants of care 
engagement and retention include individual factors (e.g., mental health, substance 
abuse, and sexual identity development), enabling factors (e.g., housing, income, 
and insurance), and structural factors (e.g., clinic location, hours, and support ser-
vices) (Christopoulos et al., 2011).
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The NHAS specifies goals for improving rapid linkage to HIV care among newly 
diagnosed individuals (White House Office of National AIDS Policy, 2015), but 
relatively few proven interventions exist to address this goal among HIV patient 
populations or gay men in particular (Higa, Marks, Crepaz, Liau, & Lyles, 2012). A 
randomized controlled trial testing the efficacy of a case management approach 
among newly diagnosed individuals (titled “ARTAS”) demonstrated modest 
improvements in HIV care linkage and early care retention (Craw et  al., 2008; 
Gardner et al., 2005). A clinic-based intervention that reinforced the importance of 
regular medical appointment attendance through posters, brochures, and brief mes-
sages delivered by clinicians and staff showed small but significant improvements 
in retention (Gardner et al., 2012). In terms of efforts directly focused on HIV posi-
tive gay men or MSM, the Health Research and Services Administration (HRSA) 
supported the “YMSM of Color Initiative” to address the importance of linking, 
engaging, and retaining young HIV positive gay men of color in HIV care (Hightow- 
Weidman, Jones, Wohl, et al., 2011; Magnus et al., 2010). The initiative developed 
age and culturally tailored demonstration projects at eight sites to link and engage 
newly diagnosed young MSM of color ages 16–24, and to reengage those lost to 
follow-up. Sites employed a variety of approaches, including intensive case man-
agement, support groups and educational programs, and youth-directed community- 
based outreach. High rates of care linkage and retention were reported across the 
programs (Hightow-Weidman, Jones, Wohl, et al., 2011; Magnus et al., 2010), indi-
cating that young MSM of color can be successfully engaged and sustained in care 
through culturally competent programs.

 ART Initiation and Adherence

ART use and adherence could further optimize treatment and prevention outcomes 
among HIV positive gay men. While treatment guidelines now recommend ART 
upon HIV diagnosis (Labarga, 2012), the timing of ART initiation remains a volun-
tary choice that must be made by the patient in consultation with a medical provider. 
Research indicates that not all patients who qualify for ART are receiving it. In a 
cohort study funded by HRSA which enrolled young MSM of color at eight sites 
across the USA, nearly half of the men who were eligible for ART had not initiated 
ART (Hightow-Weidman, Jones, Phillips, et al., 2011). A large-scale cross-sectional 
survey conducted through the CDC-funded National HIV Behavioral Surveillance 
System also found that, among MSM diagnosed with HIV, Black MSM were less 
likely than other MSM to be on ART (Oster et al., 2011). In light of the preventive 
effects of ART, such disparities in ART use may be contributing to disparities in new 
HIV infections (Oster et al., 2011).

ART adherence is essential to achieving viral load suppression, and viral sup-
pression represents both the goal of HIV treatment and the fundamental driver of 
the strong preventive effect observed in the HPTN 052 trial. Poor ART adherence 
remains an important determinant of mortality among patients taking current 
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regimens (Lima et al., 2009) and can additionally undermine the preventive ben-
efits of treatment. Meta-analyses have found that ARV adherence is suboptimal 
among large proportions of US and North American HIV patients (Mills et al., 
2006; Ortego et  al., 2011). Population-level data indicate that more than one-
third (38%) of US patients in HIV care lack durable viral suppression over a 
2-year period, and that many spend substantial time at high viral load levels that 
could increase the risk of HIV transmission (Crepaz et al., 2016). There is some 
evidence indicating that average ARV adherence levels may be superior among 
HIV positive MSM as a whole in comparison to other populations (Ortego et al., 
2011). Research has nonetheless identified racial and ethnic disparities in ARV 
adherence among HIV positive gay men and among patient populations more 
generally (Oh et al., 2009; Osborn, Paasche-Orlow, Davis, & Wolf, 2007; Simoni 
et al., 2012), indicating lower adherence among African Americans and Latinos 
relative to Whites. The reasons for these findings remain unclear, but research 
has linked reduced levels of ART adherence to greater experiences of racial prej-
udice and discrimination among African American HIV positive MSM (Bogart, 
Wagner, Galvan, & Klein, 2010), as well as to treatment conspiracy beliefs and 
treatment distrust (Bogart, Galvan, Wagner, & Klein, 2011; Bogart, Wagner, 
Galvan, & Banks, 2010) among African American HIV positive men, and to 
reduced health literacy (Osborn et al., 2007) among African American HIV posi-
tive individuals more generally.

Numerous programs to support and improve ARV adherence have been found 
efficacious and can help achieve viral load suppression (Amico, Harman, & Johnson, 
2006; Simoni et al., 2006; Thompson et al., 2012). One of the first ARV adherence 
interventions to be proven effective was tested with a sample of HIV positive gay 
men attending an outpatient clinic specializing in HIV care for this population. The 
program, entitled “Life Steps,” comprised a single session of cognitive-behavioral 
adherence counseling, self-monitoring of adherence, and brief telephone follow-up 
(Safren et al., 2001). Other ART adherence support programs have been tested in 
general US HIV clinic populations, where gay HIV positive men frequently form 
large components of the research samples. Examples of effective ART adherence 
programs include peer support and electronic reminders to encourage adherence 
(Simoni et al., 2009; Yard, Huh, King, & Simoni, 2011), and counseling HIV sero-
discordant couples to encourage mutual care-taking and ARV adherence in the HIV 
positive relationship partner (Remien et  al., 2005; Remien et  al., 2006). More 
recently, ARV adherence support programs specifically tailored to HIV positive gay 
men are emerging, and efforts to leverage technology and incorporate peer support 
appear promising. Pilot trials conducted with US HIV positive gay men found that 
tailored SMS text messaging improved self-reported adherence and clinical 
 outcomes (Lewis et al., 2012), and online social networking sites for HIV positive 
gay men can foster social support and improved adherence (Horvath et al., 2013). 
Programs to encourage and sustain ARV adherence among HIV positive gay men 
should be integrated with wider efforts to enhance HIV positive gay men’s partici-
pation across the entire HIV treatment cascade—in the name of optimizing both 
treatment and prevention outcomes.
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 Addressing Individual Risk Reduction, STIs, 
and Comorbidities

In addition to the prevention benefits of ART that can be achieved by strengthening 
the HIV treatment cascade, a second important aspect of combination prevention 
with HIV positive gay men includes addressing those individual risk factors that 
impact risk behavior and health outcomes. Many HIV positive gay men could ben-
efit from risk reduction counseling that addresses risk behavior, as well as screening 
and treatment for STIs and comorbidities such as mental illness and substance use 
(Cohen et al., 1997; Marks et al., 2006; Safren, Blashill, & O’Cleirigh, 2011). Most 
incident infections arise from cases where individuals are undiagnosed or poorly 
engaged in HIV care (Skarbinski et  al., 2015), so efforts to address sexual risk 
reduction may help prevent HIV transmission in cases where HIV care engagement 
and viral suppression are lacking. Decreasing STI acquisition and addressing men-
tal illness and substance use concerns through adequate screening and treatment 
would additionally  improve the overall health of HIV positive gay men, thereby 
facilitating and supporting risk reduction. As previously mentioned, gay men have 
been at the forefront of behavior change in response to the HIV epidemic, and most 
HIV positive persons change their sexual risk behavior upon learning their diagno-
sis (Marks et  al., 2006). However, HIV prevention requires sustained behavior 
change over the course of one’s lifetime and not all behaviors confer equal risk for 
HIV transmission (Baggaley, White, & Boily, 2010; Nakagawa, Lodwick, et  al., 
2012; Royce, Sena, Cates, & Cohen, 1997). The development of effective behavior 
change interventions, particularly for HIV positive gay men, has been challenging 
and arguably raises more questions than answers (Grossman et  al., 2011). What 
behaviors should interventions target for HIV positive gay men, e.g., increased con-
dom use, serosorting, and/or medication adherence? If condoms are not used, how 
much of a concern should STIs be for HIV positive gay men and their partners? 
What is the best way to address mental illness and substance use, especially among 
HIV positive gay men?

Despite these challenges, meta-analyses of behavioral interventions have clearly 
demonstrated that individual and group based counseling can effectively reduce risk 
behavior, defined as increased condom use and decreased condomless anal inter-
course with a serostatus negative or unknown partner (Crepaz et al., 2006; Holtgrave 
& Curran, 2006; Johnson et  al., 2008). A meta-analysis also demonstrated that 
behavioral prevention  interventions with HIV positive individuals  significantly 
reduce condomless sex (OR 0.057, 95% CI, 0.40–0.82) and acquisition of STIs 
(OR, 0.20; 95% CI, 0.05–0.73) (Crepaz et al., 2006). The observed impact of pre-
vention counseling on STIs is particularly important, given the disproportionate 
rates of STIs among gay men and MSM (Purcell et al., 2012) and the potential for 
STIs to facilitate HIV transmission. While the Crepaz meta-analysis included 12 
studies of prevention interventions with HIV positive individuals, only five of the 
studies showed significant effects on transmission risk outcomes (Crepaz et  al., 
2006). There may be several reasons some prevention interventions for HIV  positive 
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persons have failed to demonstrate efficacy. Randomized trials of prevention inter-
ventions that employ a robust attention control comparison arm often demonstrate 
significant behavioral changes in the control group, compromising the ability to find 
a preventive effect associated with the intervention. Trials lacking a robust and 
meaningful control condition, however, can have problems with retention. 
Furthermore, few prevention interventions with HIV positive individuals have dem-
onstrated lasting behavior change, with effects rarely seen beyond a 6-month fol-
low- up time point. The problem of creating sustained behavioral change represents 
a challenge for all forms of behavioral intervention, more generally.

Research suggests that another challenge to evaluating the effectiveness of pre-
vention interventions for HIV positive gay men and MSM is the fact that many 
behavioral interventions address knowledge, attitudes, and motivations associated 
with HIV risk behavior while either screening out participants with mental health 
and substance use problems or referring participants for treatment outside of the 
intervention (Safren, Blashill, et al., 2011). Studies show that there is a synergistic 
negative effect of psychosocial and substance use problems on sexual risk behavior 
among MSM (Mimiaga et al., 2015; Stall et al., 2003) and also specifically among 
HIV positive MSM (O’Cleirigh, Mimiaga, Safren, Stall, & Mayer, 2010). In addi-
tion, depression and post-traumatic stress negatively impacts health care utilization 
among HIV positive gay men (O’Cleirigh, Skeer, Mayer, & Safren, 2009). Safren 
and colleagues tried to remedy some of the previous limitations to behavioral inter-
ventions by designing a multi-session (5 sessions) intervention that included mod-
ules on substance use and mental health delivered by a medical social worker 
(Safren, O’Cleirigh, et al., 2011). The randomized study showed a decrease in trans-
mission risk behavior among study participants in both the intervention arm and the 
comparison arm (treatment as usual with assessment). While there was not a signifi-
cant difference by treatment arm, there was a significant difference among those 
who screened in for depression at baseline. Among those who reported depressive 
symptoms as baseline, those assigned to the intervention condition significantly 
reduced their transmission risk compared to those assigned to the control condition. 
This result was not found for those who did not report depression at baseline or 
among those who reported substance use at baseline. This finding suggests that 
addressing multiple factors, such as depression, is critical to demonstrating reduc-
tions in risk in a behavioral trial.

The Healthy Living Project, an intensive behaviorally based intervention for 
HIV positive men and women with 15 counseling sessions, demonstrated a 36% 
reduction in sexual risk behavior at 20 months and sustained significant reduction in 
sexual risk at 25 months (Healthy Living Project Team, 2007). This intervention 
paid significant attention to psychosocial factors that participants identified as 
impacting their behavior, such as addressing stress and coping, sexual and drug 
decision making. While attention to these factors is important in its own right, the 
research picture is complicated by the fact that the intervention did not significantly 
impact psychosocial adjustment, with no effect found among individuals presenting 
with mild to moderate depressive symptoms (Carrico et al., 2009). In addition, sub-
sequent analysis demonstrated that the intervention impact on sexual risk behavior 
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was largely explained by an increase in serosorting  practices, in which the HIV 
positive study participants sought  other HIV positive individuals as sex partners 
(Morin et al., 2008).

Emphasizing the need to understand sexual behavior in a context beyond 
condom use, one study examined a tailored video using a sexual health framework 
specific to the needs of HIV positive MSM (Rosser et al., 2010). The study found 
that sexual risk behavior with seronegative or unknown status decreased across all 
study arms, and it was therefore unable to demonstrate the superiority of a tailored 
approach for this particular group of men. A related methodological challenge was 
that individuals who engaged in serodiscordant condomless anal intercourse were 
more likely to leave the study (Rosser et al., 2010). In sum, the scientific field has 
had difficulty establishing efficacy of behavioral interventions specifically for HIV 
positive gay men, despite several well-conceived research trials. 

Even with a handful of interventions that could be disseminated to HIV positive 
gay men, a common challenge across behavioral interventions is their complexity 
and length. Multi-session interventions that require a skilled counselor have been 
challenging, though not impossible, to scale-up, particularly in communities that 
lack well-established AIDS Service Organizations or where those organizations are 
struggling financially. Baseline data from the Healthy Living Project showed that 
only one-third of the HIV positive MSM in the trial reported receiving prevention 
programming in the 3 months prior to enrolling in the study, and that MSM were 
significantly less likely to report receiving prevention programming than non-MSM 
study participants (Steward et al., 2008). The potential for behavioral interventions 
to impact community-level outcomes must be questioned, given this data on low 
access to prevention services and the implementation challenges associated with 
bringing efficacious interventions to scale. The field has made some progress toward 
scale-up of efficacious interventions, such as the successful  implementation of 
Healthy Relationships, a prevention intervention for people living with HIV 
(although not specific to MSM) across multiple community based organizations 
(CBOs) (Heitgerd et al., 2011). While there was great heterogeneity in the partici-
pants across the implementing CBOs, Healthy Relationships demonstrated reduc-
tions in sexual risk behavior across all groups and this effect was most pronounced 
among MSM compared to non-MSM groups.

One can look at the data and the fact that gay men have been among the most 
impacted by HIV in the USA for the past three decades and one could draw several 
different, but not mutually exclusive, conclusions: (1) there are not enough 
 efficacious interventions for the most impacted members of the gay community 
(e.g., gay men of color), (2) the public health system has failed gay men and MSM 
by not adequately scaling up behavioral interventions, (3) there are other societal 
factors that reduce the impact of behavioral interventions that remain unaddressed 
among gay men and MSM—i.e., we don’t have the right interventions, and (4) the 
biological reality of HIV transmission via anal sex, along with the background HIV 
prevalence that reduce the impact of behavioral interventions—makes behavioral 
interventions necessary but not sufficient. We have made significant progress, but 
perhaps we need different behavioral approaches to include as part of a combination 
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prevention package, which might include new behavioral theories that postulate 
novel intervention targets.

 Partner-Related Strategies

A comprehensive prevention package should not only target HIV positive gay men, 
but it should also encompass their sex and relationship partners. Extending a com-
prehensive prevention package to the partners of HIV positive gay men is consonant 
with a sexual health framework, which encourages us to conceptualize transmission 
risk behavior within the broader context of men’s sexual scripts and intimate rela-
tionships. Partner- and couple-based strategies additionally follow from a combina-
tion prevention approach, by extending beyond individual-level approaches to 
incorporate interventions delivered at the level of social relationships. Furthermore, 
partner- and couple-based prevention strategies should be fundamental to any com-
prehensive prevention approach, because it is inside these connections that HIV risk 
behavior and transmission actually occurs.

Under a comprehensive and combination approach to HIV prevention, HIV neg-
ative sexual partners of HIV positive gay men might consider pre-exposure prophy-
laxis (PrEP) as a complement to condom-protected sex and treatment-as-prevention. 
PrEP represents a novel HIV prevention strategy in which uninfected individuals 
take a daily antiretroviral medication regimen as chemoprophylaxis. Clinical trials 
have proven that oral PrEP is safe, well tolerated, and efficacious for preventing 
HIV transmission (Baeten et al., 2012; Grant et al., 2010; Thigpen et al., 2012). This 
included a large-scale international trial which enrolled MSM and transgender 
women who have sex with men (iPrEx trial; Grant et al., 2010), although that trial 
had relatively few US participants. In establishing proof-of-concept for PrEP as an 
HIV prevention tool, these trials have provided a historic expansion of proven HIV 
prevention strategies. The US FDA approved the first-ever HIV preventive oral 
medicine (emtricitabine and tenofovir disoproxil fumarate, or “Truvada”) in 2012.

Clinical guidelines recommend PrEP for individuals at substantial risk of HIV 
infection, and this includes individuals in HIV serodiscordant relationships. PrEP 
use by HIV negative gay men who are in relationships with HIV positive gay men 
could help to further reduce transmission risks in these couples. There is some ques-
tion about the value of PrEP in an HIV serodiscordant couple where the HIV  positive 
partner maintains durable viral suppression, since treatment-as-prevention is highly 
effective (Cohen et al., 2016; Rodger et al., 2016). However, PrEP use may provide 
some solace to members of gay serodiscordant couples, since research indicates 
members of these couples frequently worry about transmission issues throughout 
the course of their relationship (Remien, Carballo-Dieguez, & Wagner, 1995). Oral 
PrEP may additionally provide an interesting opportunity for an HIV negative man 
to share and mutually support the demands of daily medication use with his HIV 
positive relationship partner, if that partner is taking ART for HIV treatment. Just 
like the importance of adherence for HIV treatment outcomes, strong adherence to 
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PrEP regimens is necessary to maximize the preventive benefits of PrEP.  In the 
iPrEx trial, participants who adhered more closely to the daily PrEP regimen showed 
greater reductions in the risk of HIV infection (Grant et al., 2010).

In addition to serodiscordant partners, HIV positive gay men may also have sero-
concordant partners—and there are indications that some HIV positive gay men 
prefer or purposefully seek HIV positive peers as sex and relationship partners 
(Frost, Stirratt, & Ouellette, 2008). HIV positive gay men may seek seroconcordant 
partners for a variety of reasons, which include the desire to facilitate feelings of 
intimacy with their partner, to hold mutually shared experiences and perspectives, 
and to avoid experiences of HIV prejudice and stigma when seeking partners (Frost 
et al., 2008). Although we would not encourage it as a specific prevention strategy, 
another reason that some HIV positive gay men seek seroconcordant partners is a 
desire to reduce HIV transmission risks and anxiety about any potential for HIV 
transmission to uninfected partners (Frost et al., 2008). Although many HIV posi-
tive MSM with seroconcordant partners may still have condom-protected sex to 
avoid STI transmission, a study conducted with a large sample of HIV positive 
MSM found that unprotected sex was substantially more likely to occur with HIV 
concordant partners than serodiscordant partners (McConnell et  al., 2010). This 
approach—tailoring unprotected sex to partner serostatus—has been described as a 
seroadaptive strategy (Snowden, Raymond, & McFarland, 2011). Seroadaptive 
strategies are common among MSM (Wei et al., 2011) but there may be important 
differences between the intention to use them and their actual practice. In one study 
(McFarland et al., 2012), 56% of HIV positive MSM agreed with the statement, “I 
will always use a condom unless I know for a fact that my partner has the same 
serostatus as me”—but only 5% of HIV positive men and 3% of HIV negative men 
consistently adhered to this practice over the span of 1 year, in the sense that many 
still had condom-protected sex with concordant partners, or non-condom-protected 
sex with discordant partners. Accurate diagnosis and mutual disclosure of HIV 
serostatus is critical for any HIV positive gay men who may seek condomless sex 
with seroconcordant partners. Some MSM report seeking information about the 
HIV status of their partners by checking online profiles and discussing HIV status 
before or after sex, in addition to making assumptions (Horvath, Nygaard, & Rosser, 
2010). MSM who chose to have condomless sex with seroconcordant partners must 
also recognize that this brings risks for STI transmission, and that STI transmission 
could subsequently facilitate HIV transmission with any serodiscordant partners.

 Community Empowerment Approaches and Addressing 
Social, Structural, and Legal/Policy Determinants

Gay men and other MSM with men were early leaders in the response to the HIV 
epidemic. Once the accurate knowledge about the HIV virus and transmission were 
known, many communities of gay men changed their behavior, resulting in dramatic 
declines in HIV incidence rates. This kind of broad community response could once 
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again drive down incidence rates and reverse the troubling trends in HIV incidence 
among gay men in the USA. There is a need to renew the social movement that has 
been evident since the start of the HIV epidemic, but perhaps with greater awareness 
and coordination globally (Trapence et al., 2012), especially since one of the recent 
biomedical advances—PrEP—has shown proof of concept in MSM and transgen-
der women. Early in the epidemic, the community response was not only a reaction 
to HIV disease, but it also involved a social movement to address the insufficient 
government and policy response from public health agencies. Thus, a human rights 
approach was infused at the earliest stages (Wright, 2013). In 1983, the Denver 
principles were drafted to address the issue of labeling people living with AIDS as 
victims and to call for greater recognition and involvement of people living with 
AIDS in the response to the epidemic (The Denver Principles, 1983; Wright, 2013). 
Due to the lack of an effective early response from governments, civil society 
banded together to enact behavior change and to provide structural and social sup-
port to those community members who were sick, dying, or grieving. The AIDS 
Coalition to Unleash Power (ACT UP) was among the groups to explicitly identify 
the issue of homophobia as tied to the lack of a rapid and adequate government 
response. A significant component of current combination prevention has to be uti-
lizing those coalitions and social advocacy groups that are linked with AIDS Service 
Organizations and CBOs. These groups were responsible for critical changes to the 
regulatory approval of products, lowering the prices of licensed HIV medicines and 
national legislation to provide HIV-related programs and services (FasterCures & 
HCM Strategies, 2011; France, 2016; Trapence et al., 2012).

History shows that addressing the epidemic among gay men will take more than 
approaches targeting individuals or communities. Interventions must address those 
macro-level forces that impact the access to, scale-up, and efficacy of HIV preven-
tion. The Global Commission on HIV and the Law maintains a database of the many 
governmental laws and policies that impede the HIV prevention efforts globally 
(www.hivlawcommission.org). For HIV positive gay men, there are two broad sets 
of laws and policies, those targeting people living with HIV and those targeting 
same-sex sexual activity, that serve as potential barriers to access to care and uptake 
of services. Moreover, laws criminalizing same-sex sexual activity and HIV trans-
mission foster stigma and social isolation, both found to impact health behavior, 
quality of life, and mental health (Hatzenbuehler, O’Cleirigh, Mayer, Mimiaga, & 
Safren, 2011). HIV-associated stigma negatively impacts individuals, and it may 
also serve to fracture communities. A review found that HIV-associated stigma may 
be causing divisions in the gay community between HIV positive and HIV negative 
men (Smit et al., 2012). Given the historical importance of social mobilization and 
collective action to HIV prevention within the gay community, the suggestion that 
HIV-associated stigma may be fracturing the community is particularly concerning.

There are several aspects of social, structural, and policy factors that influence 
HIV prevention efforts for HIV positive gay men. Stigma associated with HIV/
AIDS or with gay identity has a deleterious impact on HIV prevention efforts and 
HIV treatment engagement and adherence. Efforts to stem HIV stigma should 
therefore be regarded as critical. Other structural factors such as housing have been 
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demonstrated to impact the health of all people living with HIV, not specifically 
HIV positive gay men, and may provide prevention benefit in some circumstances 
through the positive relationship between stable housing and adherence to medica-
tions (Wolitski et al., 2010). There has also been study of the influence of particular 
laws and policies on HIV-associated outcomes, such as criminalization of HIV 
transmission and marriage rights for same-sex couples (Hatzenbuehler et al., 2012; 
Morris & Little, 2011; O’Byrne, 2011; Voelker, 2012). While challenging to study, 
this work indicates that policy, legal, and structural environments may influence the 
HIV epidemic, particularly among gay men.

 Moving Forward: Building the Prevention Table

We have charted a comprehensive, multicomponent approach to prevention with 
HIV positive gay men through four overarching domains: improving HIV diagnosis 
and treatment cascade participation; enhancing risk reduction through counseling 
and treatment of comorbid conditions; engaging partner-related prevention strate-
gies; and mobilizing communities and structural interventions. Under the combina-
tion prevention concept, these four domains could be considered as “four legs” on 
which HIV positive gay men and MSM can build a “table” to support and sustain 
comprehensive prevention. Efforts to effectively address prevention with HIV posi-
tive gay men and MSM will only be made weaker and more unstable for failing to 
incorporate one or more of these four posts of support.

Research is urgently needed to strengthen the four legs of the prevention table for 
HIV positive gay men and MSM. In some domains, there is an overall dearth of 
research evidence—and in others, the available evidence is derived largely from 
HIV positive individuals in general, or from groups other than HIV positive gay 
men or MSM. What are some critical research priorities, to help fill gaps in the 
evidence base for these approaches, individually or in combination?

 Developing Novel Strategies to Advance Prevention Goals

One priority for future research is the further generation of novel HIV prevention 
tools and approaches. The aim is to continue expansion of available evidence-based 
prevention approaches for HIV positive gay men, their sexual and romantic part-
ners, and MSM more generally. Research in many areas could be promising here; 
we will cite only three possible examples.

The development and testing of novel HIV prevention interventions using a posi-
tive sexual health approach is one area of focus. There is a relative dearth of proven, 
evidence-based risk reduction interventions for HIV positive gay men. This may 
reflect methodological challenges, and perhaps also a heavy disease focus in prior 
prevention interventions. Efforts to move from disease-focused work toward more 
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holistic and constructive sexual health approaches could be helpful. Such efforts 
might include the creation of developmentally appropriate interventions that 
promote healthy sexual and relationship development among young gay men, and 
particularly HIV positive gay men and gay men of color. Efforts to build social 
support resources and resiliency among young gay men and HIV positive gay men 
might assist in improving prevention and care engagement for these groups. The 
combination prevention and sexual health promotion paradigms also suggest that 
development of novel biomedical prevention tools that integrate well with the sex-
ual lives of HIV positive gay men could be helpful. The development of an effective 
rectal microbicide for HIV prevention would be an important advance. Such a 
microbicide could potentially be used in concert with sexual lubricants and/or anal 
douching, which are already common components of sexual scripts among many 
gay men (McGowan, 2011), thereby potentially improving uptake and consistent 
use. Fresh innovations in existing biomedical prevention approaches could also be 
helpful. For example, consistent and correct condom use might be improved through 
the use of condom “fit-kits,” which help customize condom size to individual men 
to provide better fit and sensation.

Further research on HIV treatment engagement, retention, and adherence is par-
ticularly important for the prevention agenda among HIV positive gay men and 
MSM (Sullivan et al., 2012). Sustained involvement in the HIV treatment cascade 
has proven to be challenging for all populations of individuals living with HIV, and 
HIV positive gay men are no exception. Evidence of racial/ethnic and age-related 
disparities in treatment adherence and outcomes among HIV positive gay men are 
particularly concerning, and must be addressed. Very limited research has been con-
ducted on effective strategies for timely HIV care linkage and sustained HIV care 
retention in any group, much less among HIV positive gay men or MSM more 
generally. How can we develop culturally competent health care services and sup-
port programs to help ensure consistent and sustained involvement in the full HIV 
treatment cascade by HIV positive gay men? The treatment-as-prevention concept 
also opens a fresh opportunity to improve HIV treatment engagement, adherence, 
and outcomes. Could HIV positive gay men’s documented interests in protecting 
others from HIV transmission help to promote voluntary ART initiation and 
 adherence? Recent advancements in mobile technologies and electronic drug moni-
toring additionally offer new avenues for adherence promotion, and early technol-
ogy adopters often include gay men. Could ART adherence among HIV positive gay 
men be strengthened through technologies that provide real-time adherence moni-
toring and engage adherence support through online social networks? Lastly, impor-
tant structural changes in health care provision and coverage have occurred in the 
USA in recent years. How will the Affordable Care Act and the evolving health care 
policy landscape influence HIV diagnosis, care engagement, and treatment adher-
ence among MSM in the future?

Last but far from least, another critical priority for prevention research is the 
development of novel approaches to identify undiagnosed HIV infections among 
MSM, and particularly among MSM of color. We are deeply concerned by sur-
veillance data which indicates that large numbers of young MSM and MSM of 
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color in the USA remain unaware of their HIV infection (Wejnert et al., 2013). 
The lack of HIV diagnosis in these groups denies their access to lifesaving HIV 
treatment, jeopardizes risk reduction and prevention goals, and reinforces dis-
parities in HIV incidence. Rapid home HIV tests may provide one novel way to 
expand access to HIV testing; this and other new advancements in strategies to 
improve the timely identification of HIV infection among gay men and MSM are 
urgently needed.

 Implementation Research to Improve Access and Effectiveness 
of Current Prevention Strategies

Future research with HIV positive gay men and MSM should not only address 
prevention development, but also prevention delivery. Research is needed to 
strengthen the real-world implementation of proven HIV prevention interventions, 
in addition to identifying ways to expand their uptake and reach. Substantial gaps in 
the availability and effective provision of prevention interventions and services have 
been documented (Sullivan et al., 2012). Many HIV positive MSM in the USA are 
not currently being reached by prevention services (Steward et al., 2008), are poorly 
engaged in HIV treatment (Hall et al., 2012), and do not have access to necessary 
mental health treatment (Safren, Blashill, et al., 2011). Although efforts to under-
stand individual-level factors may shed light on why some individuals do not better 
engage with available care and prevention services, we also need implementation 
science and operations research to identify organizational and structural factors that 
either facilitate or impede the scale-up and effective provision of preventive services 
and care. In implementation science and operations research, the unit of analysis is 
often at the level of HIV outpatient clinics, community organizations, institutions, 
or even states. What training programs, funding opportunities, and policy approaches 
could be designed—and what implementation strategies are presently underway—
which would target these entities in an effort to optimize outcomes such as the adop-
tion of evidence-based interventions, the delivery of interventions with fidelity or 
cultural competency, the number of individuals served or reached, or even commu-
nity viral load or local HIV incidence rates?

A related question is how best to field combination prevention intervention 
approaches among HIV positive gay men and among MSM overall. In this chapter, 
we have outlined four core domains for prevention activities among HIV positive 
MSM and their partners—and each includes a number of important sub-strategies. 
It has been argued that combination prevention approaches with MSM are most 
likely to succeed if they simultaneously employ behavioral, biomedical, and struc-
tural approaches to address multiple junctures that facilitate HIV transmission 
(Sullivan et al., 2012). But fundamental questions remain: How much effort and 
resources should be invested in any one strategy? Are there particular combinations 
that would be more effective than others? How do local epidemiological and 
contextual issues inform the selection of combination prevention approaches? 
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Questions can also emerge when particular strategies are combined. For example, 
in the current era of antiretroviral-based prevention, how much of a prevention 
benefit might be provided by PrEP if one’s HIV positive relationship partner already 
maintains durably suppressed viral load through ART treatment? New research is 
needed to help target, field, and evaluate such combination prevention approaches 
with HIV positive MSM. The use of modeling could be highly advantageous in this 
regard, along with efforts to leverage existing national, state, community, and clinic-
level data, as well as “natural experiments” that may be underway when preven-
tion services are scaled-up and rolled out in a sequential or stepped fashion.

 Research on Social, Structural, and Policy Factors

Finally, further research to evaluate social factors and structural interventions, policy, 
and laws would be invaluable for advancing HIV prevention among HIV positive 
gay men and MSM. The vast preponderance of HIV prevention research to date has 
been conducted at the individual-level. This represents important, foundational 
research—but its impact may ultimately be constrained by resource limitations for 
the wide-scale delivery of individual-level interventions, and also by the increasing 
recognition that HIV transmission is importantly influenced by broader contextual 
factors, such as community viral load and social networks and mixing patterns. The 
next generation of HIV prevention research should therefore seek to better address 
social, structural, and environmental factors that drive HIV incidence and influence 
prevention. This would likely involve less focus on individual risk behavior and 
more focus on contexts that may promote transmission risks, including social 
networks, venues, neighborhoods, and political and legal systems. As one example, 
how might laws regarding the criminalization of HIV transmission, hate crime pros-
ecution, or same-sex marriage affect HIV prevention with gay men or HIV positive 
gay men? Prevention interventions would benefit from a greater understanding of 
political and legal systems and other structural factors that may drive HIV incidence, 
because structural-level factors could serve as novel targets for intervention.

In terms of social factors, research is needed to not only determine the deleterious 
effects of forces like homophobia, racism, and HIV stigma on HIV prevention—but 
also to more clearly document the precise mechanisms and mediators through which 
these social dynamics compromise prevention and treatment—so that appropriate 
interventions can be developed. An interesting example is provided by research on 
food insecurity among HIV positive individuals. Food insecurity—defined as having 
uncertain or limited availability of nutritionally adequate or safe food—is widely 
prevalent among HIV positive individuals in both US and global settings, and it has 
been consistently associated with incomplete viral suppression, reduced CD4 count, 
and greater mortality (Weiser, Bangsberg, et al., 2009; Weiser, Frongillo, et al., 2009; 
Weiser et  al., 2013). But how exactly does food insecurity foster negative HIV 
treatment outcomes? This is not yet clear, but it might occur through multiple 
pathways, including poor nutrition, compromised mental health (such as increased 
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anxiety and depression), or behavioral factors (such as challenges to treatment 
adherence and retention) (Weiser et al., 2011). Research is underway to understand 
these pathways, and the results will help inform the optimal interventional response—
e.g., to interrupt the negative impacts of food insecurity on HIV treatment outcomes, 
would it be best to provide HIV positive individuals with food supplementation, 
nutritional counseling, mental health treatment, income- generation programs, or 
some combination of the above? Knowledge of the precise mechanisms will be key 
to developing evidence-based intervention programs and policies; the same applies 
to research designed to address the impact of social forces such as HIV stigma, 
homophobia, and racism on prevention with HIV positive gay men.

The field of HIV prevention now stands at a turning point. New approaches such 
as antiretroviral-based prevention have prompted a sense that we may be in a better 
position than ever before to truly turn the tide on the HIV epidemic. While there are 
good reasons for hope, it can be very clearly stated that the HIV/AIDS epidemic will 
never be brought to a close until we are able to more effectively advance HIV preven-
tion and care with HIV positive gay men, and all gay men. In opening this chapter by 
noting the leadership of HIV positive gay men in the response to the epidemic, we 
will close by returning to this point. What are the next prevention innovations 
that will come from HIV positive gay men? How can we engage the community 
mobilization efforts among gay men that were evident at the start of the epidemic, to 
help bring it to end? As we go forward together, let us continue to recognize, research, 
and support the prevention practices and commitment of HIV positive gay men.
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Chapter 7
HIV-Infected Gay Men and Adherence to HIV 
Antiretroviral Therapies       

Jaclyn M. White Hughto, Janna R. Gordon, and Matthew J. Mimiaga

 Epidemiology of ART Adherence Among Gay, Bisexual, 
and Other MSM in the US

Comprising just 2% of the US population, gay, bisexual, and other men who have 
sex with men (MSM) accounted for greater than 60% of incident HIV infections in 
the US and 78% of infections among all newly infected men in 2010 (CDC, 2013). 
Moreover, MSM represented 489,121, or 56%, of the estimated 873,430 persons 
living with an HIV diagnosis that same year (CDC, 2013). Advances in medical 
treatment, specifically antiretroviral medications, have resulted in precipitous 
declines in HIV-associated morbidity and mortality in the US (CASCADE 
Collaboration, 2000; CDC, 2013; Crum et al., 2006; Montaner et al., 2006; Palella 
et al., 2006), allowing for HIV-infected persons to manage their HIV infection as a 
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chronic, rather than imminently life-threatening disease. However, the success of 
antiretroviral therapies (ART) such as Highly Active Antiretroviral Therapy 
(HAART) rely on patient adherence to medications.

Studies have shown that high rates of adherence (i.e., taking at least 80% of 
medication doses as prescribed) are necessary to achieving therapeutic success (an 
undetectable viral load) (Bangsberg, 2006; Kleeberger et al., 2001; Martin et al., 
2008; Paterson et al., 2000; Shuter, Sarlo, Kanmaz, Rode, & Zingman, 2007). While 
optimal adherence rates differ by drug class (95% adherence is considered optimal 
for HAART vs. 80% adherence for newer boosted protease inhibitors) (Bangsberg, 
2006; Kobin & Sheth, 2011; Martin et al., 2008; Paterson et al., 2000), patients who 
are highly adherent to ART typically suppress their viral load, increase their CD4 
lymphocyte count, reduce their likelihood of developing opportunistic infections, 
and have lower levels of hospitalization (Halkitis, Palamar, & Mukherjee, 2008; 
Paterson et al., 2000; Wood et al., 2004). Moreover, individuals who suppress their 
viral load to an undetectable level are less likely to transmit the virus to their sexual 
partners, thereby lowering community viral load and incident cases (Ambrosioni, 
Calmy, & Hirschel, 2011). In contrast, suboptimal ART adherence can compromise 
the health of an HIV-infected individual by producing a rapid increase in HIV viral 
load, decrease in CD4 count, and the potential for the development of drug resistant 
virus (Bangsberg, 2008; Kiertiburanakul & Sungkanuparph, 2009; Nachega et al., 
2011; Robbins et al., 2007). Drug resistance, or the ability of HIV to mutate and 
reproduce itself in the presence of antiretroviral drugs, often occurs during periods 
of nonadherence when the virus is given the opportunity to replicate. The conse-
quences of drug resistance include treatment failure, increased costs associated with 
the need for more costly second-line treatments, the spread of resistant strains of 
HIV, and ultimately the potential for increased HIV incidence at the population 
level (Kleeberger et al., 2001; Wainberg & Zaharatos, 2012; WHO, 2013). Adherence 
has therefore proven to be the crux of secondary prevention success with antiretro-
viral medications.

Medication adherence difficulties are not specific to any one population and 
are often influenced by a variety of individual, interpersonal, and contextual fac-
tors. Indeed, research has shown that adherence rates tend to be highly variable 
across diverse study samples (Catz, Kelly, Bogart, Benotsch, & McAuliffe, 2000; 
Chesney, 2000; Halkitis et al., 2008; Ickovics & Meade, 2002; Kalichman et al., 
2010; Thrasher, Earp, Golin, & Zimmer, 2008; Weidle et  al., 1999) as well as 
among gay and bisexual men specifically (Halkitis, Parsons, Wolitski, & Remien, 
2003; Halkitis et  al., 2008; Thrasher et  al., 2008; Wagner, 2002). Nonetheless, 
studies among HIV- infected men and women demonstrated that gay and bisexual 
men are more likely to be adherent than their heterosexual counterparts (Thrasher 
et al., 2008; Wagner, Remien, Carballo-Diéguez, & Dolezal, 2002). In a national 
sample of 1886 HIV- infected men and women (57% MSM) in the US, researchers 
found that heterosexually- identified participants self-reported poorer medication 
adherence in the past 7  days than did gay and lesbian individuals (p  <  0.001) 
(Thrasher et  al., 2008). Moreover, when compared to men who had contracted 
HIV through sex with other men, all other risk groups were less likely to be adher-
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ent (injection drug users: p = 0.003; and male to female sexual contact; p < 0.001). 
Similarly, in a small mixed gender and sexual orientation sample (19 gay men, 14 
heterosexual men and 7 heterosexual women), Wagner and colleagues found that 
the mean self-reported adherence rate (past 3 days) for gay men (99%) was sig-
nificantly higher than the rates for heterosexual men (94%) and heterosexual 
women (87%) (p < 0.01) (Wagner et al., 2002). Additionally, a greater proportion 
of gay men (79%) reported perfect adherence in the past 3 days than heterosexual 
men (36%) or heterosexual women (14%).

While some studies have found that gay, bisexual, and other MSM have higher 
rates of adherence than heterosexual populations, studies with samples com-
prised exclusively of gay and bisexual men have produced variable rates of 
adherence (Du Bois & McKirnan, 2012; Halkitis, Kutnick, & Slater, 2005; 
Halkitis & Palamar, 2008; Halkitis et  al., 2008; Kleeberger et  al., 2001). In a 
study assessing adherence among a sample of 276 gay and bisexual men in 
New York City, average adherence to medications in the past 2 months was 90% 
as measured by MEMS (Medication Event Management System) Track Cap 
(Halkitis et al., 2008). Similarily, in a study of 300 HIV-infected gay and bisex-
ual men in New York City, adherence to ART medication in the past 2 weeks 
ranged from 71.2 to 95.2% based on the method of assessment (self-report 
yielded higher rates than MEMS Track Cap) (Halkitis & Palamar, 2008). 
However, given the high levels of adherence required for treatment success, 
researchers have frequently dichotomized adherence rates in order to examine 
correlates of optimal vs. suboptimal adherence among samples of gay and bisex-
ual men. For example, researchers examined perfect adherence (i.e., took all 
doses and numbers of pills as prescribed by a health care provider) in a sample 
of 539 gay and bisexual men enrolled in the Multicenter AIDS Cohort Study 
(MACS) across four US cities, and found that the majority (77.7%) of partici-
pants reported 100% adherence over a 4-day recall period, with adherence data 
tending to correlate with biological levels of HIV viral load (Kleeberger et al., 
2001). Similarly, in a study of 300 HIV-infected gay and bisexual men in 
New York City, researchers found that 60% of participants had adherence rates 
of 95% or greater via both self- report and the MEMS Track Cap System (Halkitis, 
Kutnick, et al., 2005), while only 51.3% of MSM in a Chicago sample reported 
95% adherence or more in the past week (Du Bois & McKirnan, 2012). These 
results highlight the variability of adherence rates among MSM, which may dif-
fer by sample and geographical location as well as the definition and assessment 
method used.

 Adherence Measurement

Given that suboptimal adherence can lead to drug failure (Knobel et al., 2001; 
Mannheimer et al., 2002), measuring adherence is necessary to evaluating treat-
ment efficacy in both research and clinical settings. Halkitis and Palamar (2008) 
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defined adherence as, “the extent to which a patient’s behavior coincides with 
medical advice, including the dosing and instructions of specific medications.” 
While most researchers and clinicians would agree with this definition, accurate 
measurement of ART adherence remains an ongoing challenge, and few studies 
are consistent in their classification (Bosworth, Oddone, & Weinberger, 2005; 
Reisner et al., 2009). Indeed, rates of adherence have been shown to differ sub-
stantially based on measurement period (e.g., missed doses in past month, past 
week, past day) and measurement format (e.g., interview, anonymous self-report, 
pill counts, electronic measurement) (Chesney, 2003; Halkitis, Parsons, et  al., 
2003). Adherence measurement may be classified into three categories described 
in detail below: (1) subjective measures; (2) pharmacologic measures; and (3) 
physiological measures.

 Subjective Measures

Patient self-reported measurement (e.g., qualitative interviews and quantitative 
questionnaires) is among the most widely used method of assessing ART adherence 
in clinical and research settings due to its practicality, low cost, minimal participant 
burden, ease of administration, and flexibility in administration and timing of 
assessments (Berg & Arnsten, 2006; Simoni, Kurth, et al., 2006; Wagner & Miller, 
2004). Moreover, when measured against nonsubjective measures such as pill count 
or viral load, studies have shown that the specificity of self-report measures is high 
(i.e., patients’ self-reported adherence to medication is generally reliable) 
(Bangsberg, Hecht, Clague, et al., 2001; Kleeberger et al., 2001; Nieuwkerk & Oort, 
2005; Simoni, Kurth, et al., 2006). A systematic review of 77 studies employing 
various self-report adherence measures found that self-reported adherence was sig-
nificantly correlated with HIV viral load in 84% of recall periods (Nieuwkerk & 
Oort, 2005). Among gay and bisexual men specifically, an observational study of 
393 HIV-infected men across four US cities demonstrated that self-report may be a 
valid tool for assessing patient adherence as 48.2% of the men who were 100% 
adherent to their HIV medication in the past 4 days (i.e., took all doses and numbers 
of pills as prescribed by a health care provider) had undetectable viral loads, com-
pared to 33.7% in the lower adherence group (p = 0.015) (Kleeberger et al., 2001). 
Nonetheless, participant biases tend to positively skew self-report measures as 
patients may be unable to accurately recall their medication use (i.e., recall bias) or 
may report greater adherence for fear of provider chastisement (i.e., social desir-
ability bias) (Berg & Arnsten, 2006; Simoni, Kurth, et al., 2006; Wilson, Carter, & 
Berg, 2009). In fact, a study among HIV-infected drug users found that self-reports 
predictably overestimate adherence by as much as 20% (Arnsten et  al., 2001). 
Overestimated adherence rates can result in imprecise assessments of patient health, 
delays in addressing adherence issues, and inaccurate assessments of efficacy in 
adherence intervention trials (Berg & Arnsten, 2006).
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 Pharmacologic Measures

Due to the limitations of self-report, some researchers have suggested that less sub-
jective, pharmacological methods may be preferable to self-report for assessing 
adherence, especially in intervention trials (Berg & Arnsten, 2006; Miller & Hays, 
2000a; Simoni, Kurth, et al., 2006). Pharmacologic measures include electronic drug 
monitoring (EDM), pill count and pharmacy refill records. EDM utilizes monitoring 
devices, such as the MEMS—a pill bottle cap with an embedded microprocessor that 
records the time and date of each bottle opening as an inferred dose and then stores 
the data until it is downloaded manually with a microprocessor-reading device. 
Benefits of EDM include the ability to examine patterns of adherence and detailed 
aspects of medication taking, including the percentage of doses taken for one drug 
and the accuracy of the timing of doses (Berg & Arnsten, 2006; Mayer et al., 2008). 
While there is not a “gold standard” adherence measurement, EDM is often treated 
as such because it correlates strongest with virologic outcomes (Berg & Arnsten, 
2006) and has been demonstrated in cross-validation studies (Arnsten et al., 2001; 
Deschamps et al., 2004; Hugen et al., 2002; Liu et al., 2001) to be the most sensitive 
measure of adherence (Deschamps et al., 2008). Nonetheless, the expense and devia-
tion from some patients’ preferred storage systems (e.g., pill boxes) (Kalichman, 
Cain, Cherry, Kalichman, & Pope, 2005) often make electronic drug monitoring 
problematic for daily use (Berg & Arnsten, 2006; Bova et  al., 2005; Deschamps 
et  al., 2008; Mayer et  al., 2008). Moreover, procedural, quality control, and data 
management issues can impact EDM adherence estimates. For example, the removal 
of a cap does not necessarily correspond to the ingestion of the medication in the pill 
bottle and periods of nonuse do not always indicate that a patient was nonadherent 
(Berg & Arnsten, 2006; Mayer et al., 2008). In addition, such methods only allow the 
monitoring of one medication per pill bottle cap. If individuals are taking a combina-
tion therapy in which different medications are ingested at different times during the 
day, EDM typically is unable to accurately assess the other pills being taken without 
the utilization of additional pill bottles. However, the more recent availability of the 
Wisepill® medication dispenser addresses this limitation and offers researchers a 
more reliable and feasible means of measuring adherence. Pill-taking (i.e., opening 
of pill box) is captured via a built-in SIM card that wirelessly transmits data over the 
Internet in real time (Wisepill®, http://www.wisepill.com/mediscern/). This form of 
EDM is a more proximate measure of adherence, utilizes a more preferred means of 
pill storage, and better accommodates combination therapy. Unfortunately, the cost 
and limited production to-date limit the feasibility of this measure in real-world 
settings.

Other forms of pharmacological measurement include pill count and pharmacy 
records. However, in general, pill counts are not ideal as they provide no informa-
tion regarding the accuracy of the timing of doses taken and no evidence that the 
medication doses were actually consumed. Moreover, social desirability in clinical 
settings could lead to “pill dumping” or the emptying of bottles without ingestion, 
which could lead to overestimates of adherence (Berg & Arnsten, 2006; Ickovics & 
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Meisler, 1997; Mayer et al., 2008; Miller & Hays, 2000b). Unannounced pill counts, 
in which researchers come to the homes of participants to count pills, have been 
shown to be an accurate measure of adherence, correlating well with HIV viral load 
levels (Bangsberg, Hecht, Charlebois, Chesney, & Moss, 2001; Bangsberg, Hecht, 
Clague, et al., 2001; Berg & Arnsten, 2006; Mayer et al., 2008). However, time, 
cost, and other logistical issues make it hard to implement home-based pill counts 
in non-research settings. Pharmacy records offer another form of objective measure-
ment in which adherence rates from pharmacy refill records are determined by com-
paring actual to expected refill dates or by identifying periods of time during which 
the patient’s supply of medication is thought to have been depleted (Berg & Arnsten, 
2006). Protections against social desirability and reporting biases as well as limited 
participant burden make pharmacy refill records a less subjective measurement tool; 
however, obtaining access to records introduces challenges in clinic settings and 
this method is unable to account for the sharing of medication, missed doses, medi-
cation interuptions, and other gaps in treatment (Acri, TenHave, Chapman, Bogner, 
& Gross, 2010; Berg & Arnsten, 2006; Reynolds, 2004).

 Physiological Measures

Physiological measures of adherence include viral load tests, CD4 count, and direct 
measurement of drug or drug markers in the blood, urine, or hair. Biological assays, 
in particular, provide the most objective measures of adherence; however, drug 
monitoring is expensive, invasive, and therefore impractical in most clinical settings 
(Berg & Arnsten, 2006; Holzemer et  al., 1999). Moreover, assays provide little 
information about the consistency of medication taking (Gao, Nau, Rosenbluth, 
Scott, & Woodward, 2000) and typically only measure recent doses; thus, adherence 
may be overestimated if patients are more conscientious about taking their medica-
tion before a clinic visit (Chesney, 2000). Other physiological methods include the 
measurement of HIV-1 RNA viral load and CD4 lymphocyte count. However, with 
these measures, there is no clear causal linkage between lab results and actual 
adherence behaviors; thus, these measures are often combined with other methods 
such as self-report or EDM in order to provide more robust measures of adherence 
(Simoni, Kurth, et al., 2006). Techniques that combine information from multiple 
measures reduce the error associated with any single measure and are thus used 
frequently in research settings. However, high costs and logistical issues often make 
combining multiple measures largely impractical in clinic settings. Future research 
is needed to determine how best to integrate combined measures into clinical care.
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 Factors Affecting ART Adherence

Despite the abundance of research assessing correlates of adherence, no single fac-
tor or combination of factors has been shown to consistently predict optimal medi-
cation adherence in any one individual or group of people, including gay men. 
Specific factors such as body image (Blashill & Vander Wal, 2010) and metham-
phetamine use (Chartier et al., 2010; Marquez, Mitchell, Hare, John, & Klausner, 
2009) may be particularly salient among gay and bisexual men; however, the litera-
ture suggests that many of the same issues impacting the general population affect 
gay and bisexual men as well (e.g., demographic, psychosocial, interpersonal and 
system-level factors) (Halkitis, Parsons, et al., 2003; Halkitis et al., 2008; Kleeberger 
et al., 2001). This section explores the numerous factors associated with adherence 
among diverse samples, particularly the patient-, interpersonal-, and structural-level 
contexts that enhance or undermine ART adherence among HIV-infected gay, bisex-
ual, and other men who have sex with men.

 Patient-Level Characteristics

 Demographic Factors

A variety of demographic factors, including race/ethnicity, age, and socioeconomic 
status (SES), have been found to impact adherence rates among gay, bisexual, and 
other MSM (Halkitis et al., 2008; Kleeberger et al., 2004; Millett, Flores, Peterson, 
& Bakeman, 2007; Oh et al., 2009). Although these characteristics have not been 
shown to consistently predict adherence, there is evidence that certain demographic 
factors may put some individuals at greater risk for adherence failure. Age, for 
example, has been found to be associated with medication adherence, with studies 
indicating that older gay and bisexual men may be more adherent to medication 
than younger men (Halkitis et al., 2008; Oh et al., 2009). A longitudinal study of 
gay, bisexual, and other MSM found that being under the age of 40 was significantly 
associated with decreased ART adherence over time (Kleeberger et  al., 2004). 
Similarly, in a longitudinal study of 300 HIV-infected gay, bisexual, and other 
MSM, participants over the age of 50 had significantly better rates of baseline medi-
cation adherence than those under 50 (Solomon & Halkitis, 2008). In addition to 
increased access to medical care (Cohen & Bloom, 2010; Cohen, Martinez, & Free, 
2008) being older may confer other benefits that facilitate adherence, such as more 
stable schedules that allow for set dosing schedules and increased knowledge about 
drug regimens (Wellons et al., 2002).

Race and ethnicity have also been linked to adherence outcomes, with gay and 
bisexual men of color often reporting suboptimal medication adherence (Halkitis, 
Parsons, et al., 2003; Halkitis, Kutnick, et al., 2005; Oh et al., 2009). In a sample of 
214 African American men with HIV, many of whom reported sex with other men, 
adherence rates were generally low, with less than 25% of participants adhering to 
their medication at the level necessary to prevent virologic failure and drug resis-
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tance (Bogart, Wagner, Galvan, & Banks, 2010). In comparing adherence rates 
across groups, a longitudinal study of 1102 gay and bisexual men enrolled in the 
MAC study found that race was a significant predictor of medication adherence, 
with Black and Latino participants each at greater odds of reporting suboptimal 
adherence over the previous 4 days than White participants (Oh et  al., 2009). 
Similarly, Halkitis, Kutnick, et al. (2005) found that three times as many African 
American men and twice as many Latino men had <80% adherence compared to 
White men. The association between race and nonadherence has not been consis-
tently found across studies, however, as a study of 456 gay and bisexual men in San 
Francisco and New York found that African American men were no less adherent 
than other men, although African American men were less likely to be on ART than 
men of other ethnicities (Halkitis, Parsons, et al., 2003). Findings suggest that the 
relationship between racial/ethnic minority status and ART adherence is complex 
and often impacted by individual- and structural-level factors. For example, beliefs 
about treatment, health care discrimination, and corresponding mistrust of health 
care providers may contribute to nonadherence individually (Stall et  al., 1996; 
Thrasher et al., 2008), while structurally, there is evidence that access to health care 
access may mediate the relationship between race and adherence (Halkitis, Parsons, 
et al., 2003; Halkitis, Kutnick, et al., 2005). Such factors will be explored later in 
this chapter (see “Access to HIV/Medical Care” section).

At the patient level, SES may play a role in the relationship between race/ethnic-
ity and medication adherence among gay, bisexual, and other MSM, as individuals 
who lack private health insurance, or those who struggle to afford medications, may 
experience challenges in remaining adherent. This was supported by Oh and col-
leagues, who found that Black and Latino gay and bisexual men reported signifi-
cantly more financial difficulty and lower income than their White counterparts; 
moreover, higher ART cost and financial difficulties were associated with nonadher-
ence (Oh et al., 2009). These findings are consistent with the work of Kleeberger 
and colleagues, who demonstrated differences in adherence rates between gay and 
bisexual men making over $50,000 and those earning less than $50,000 annually 
(Kleeberger et al., 2001). Factors associated with low SES such as unstable housing 
may also contribute to suboptimal ART adherence as individuals living in short- 
term shelters, hostels, or motels routinely report poorer adherence to ART compared 
to those living in more stable environments, including long-term housing (for a 
meta-analysis, see Leaver, Bargh, Dunn, & Hwang, 2007). For low-income indi-
viduals infected with HIV, living in unstable housing may influence set schedules 
and other forms of support (e.g., social support, financial resources) that are benefi-
cial for optimal adherence.

Level of educational attainment might also serve as a moderator between race, 
age, SES, and medication adherence, as having a lower level of education has been 
found to be a determinant of suboptimal adherence among gay and bisexual men 
(e.g., Kleeberger et al., 2004). Indeed, individuals with more education may have 
greater knowledge about the disease and therefore better understand the importance 
of initiating and remaining adherent to treatment, than those with limited education. 
Additionally, those with more education may be better equipped to manage com-
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plex treatment regimens and dosing instructions, than those lacking education. This 
is evidenced by Gonzalez et al. (2007), who found that level of education was posi-
tively associated with level of adherence in a diverse cohort of men and women 
living with HIV. Similarly, Kleeberger et al. (2001) found that the rates of adherence 
among gay, bisexual, and other MSM in the sample (77.7% of men reported 100% 
adherence) exceeded the rates reported in other studies, with researchers attributing 
superior adherence rates to educational attainment (56% of the sample had com-
pleted at least a college degree or higher). Health literacy may further moderate the 
relationship between medication adherence and specific demographic characteris-
tics such as age, race, and SES (e.g., Gonzalez et al., 2007; Kalichman, Catz, & 
Ramachandran, 1999; Thrasher et al., 2008) as health literacy was also found to be 
an important factor in HIV medication adherence among 184 men and women with 
HIV (70% men, % MSM not reported) in one study (Kalichman et  al., 1999). 
Among participants in the sample, Kalichman et al. (1999) found that those with 
limited health literacy reported suboptimal rates of adherence, often citing confu-
sion and misguided beliefs about HIV medications (e.g., wanting to “cleanse” their 
body) as reasons for missing doses. Providing accessible information and counsel-
ing regarding HIV, health, and medication regimens to those with lower educational 
attainment may support individuals in making the best choices for their health, 
including adhering to prescribed treatments.

While studies demonstrating associations between demographic characteristics 
and medication adherence may be of use in determining which groups are in need 
of adherence interventions, there is much variability when it comes to the predictive 
nature of demographic factors on adherence. Bartlett (2002) warns against the use 
of such assumptions as a means of “nonadherence profiling,” as these assumptions 
may lead to overestimates of adherence among men of higher socioeconomic status, 
for example, and underestimates of adherence among men of color. Although demo-
graphic characteristics may highlight specific factors that have an impact in indi-
viduals’ lives, the traits themselves are not necessarily indicators of adherence. For 
instance, in a sample of HIV positive homeless and transiently housed individuals, 
Bangsberg et al. (2000) noted that rates of adherence were better than anticipated, 
with nearly 40% of the population demonstrating over 90% pill count adherence. It 
is therefore important to understand the relationship between demographic factors 
and adherence in the context of other interpersonal (e.g., caregiver relationship, 
patient-provider relationship) and structural factors (e.g., access to care) that may 
facilitate or impede adherence to ART (Halkitis, Kutnick, et al., 2005). Such factors 
will be discussed in depth throughout this chapter.

 Treatment and Disease Factors

Patients on ART are required to adhere to treatment regimens that may include 
numerous medications, varying dosing schedules, dietary restrictions, and specific 
storage requirements (Stone et al., 2001; U.S. Department of Health and Human 
Services, 2012). Not surprisingly, the complex and confusing nature of these 
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regimens has been shown to contribute to nonadherence in some samples (Bartlett, 
DeMasi, Quinn, Moxham, & Rousseau, 2001; Halkitis & Palamar, 2008; Kleeberger 
et al., 2001; Trotta et al., 2002). For example, researchers found that a greater num-
ber of pills taken was associated with lower adherence in a sample of gay and bisex-
ual men enrolled in the MACS cohort, while certain drug combinations (3TC, SQV, 
RTV and d4T) with complex storage requirements were also found to be associated 
with lower adherence (Kleeberger et  al., 2001). Similarly, Halkitis et  al. (2008) 
found that the number of pills prescribed per day was a predictor of adherence 
among a sample of 300 gay and bisexual men in New York City (e.g., as the daily 
number of pills increased, adherence to one’s medication decreased). Treatment 
complexity has not consistently been shown to be associated with nonadherence, 
however, as a study of 456 ethnically diverse gay and bisexual men found that 
adherence was unrelated to the number of different HIV medications taken, with no 
differences in adherence rates between those on mono-therapy and those on dual 
and triple class therapies (Halkitis, Parsons, et al., 2003). While these results appear 
inconsistent, findings suggest that adherence issues may not be the result of treat-
ment complexity alone, but rather the degree to which patients are able to integrate 
complex regimens into their lifestyles (Brion & Menke, 2008). This was supported 
by participants in the MACS cohort who cited changes to daily routines as a com-
mon explanation for missed doses (Kleeberger et al., 2001). Likewise, in a national 
sample of 1186 men and women (57% MSM), Thrasher et al. (2008) found that the 
difficulty participants reported integrating their medications into their lives had the 
strongest direct effect on self-reported nonadherence in the past 7 days.

Medication side effects have also been found to be associated with nonadherence 
among diverse populations (Cooper, Gellaitry, Hankins, Fisher, & Horne, 2009; 
Corless, Nicholas, Davis, Dolan, & McGibbon, 2005; Duran et al., 2001; Gagnon, 
Welles, & Japour, 2007; Gay et al., 2011; Kleeberger et al., 2001; Remien et al., 
2003). Among HIV-infected gay and bisexual men, for example, Kleeberger et al. 
(2001) found that side effects were associated with lower adherence to medication. 
For many patients, nonadherence may be intentional, as individuals may purposely 
skip medication doses in order to avoid negative side effects. For example, partici-
pants in a mixed sample of 110 men and women (35% were men who reported hav-
ing sex with other men) reported that antiretroviral medications produced a wide 
range of negative symptoms (e.g., nausea, diarrhea, irritability, headaches, fatigue, 
joint pain, and insomnia), which resulted in the deliberate skipping of doses and 
even the discontinuation of treatment altogether (Remien et al., 2003). Side effects 
may not always lead to nonadherence, however, as disease-related symptomatology 
and/or the stage of disease may also play a role in one’s decision to remain adherent 
to treatment.

Studies have shown that the stage and severity of infection, including the physi-
cal symptoms of the disease, are associated with treatment adherence, although 
these factors may have differential effects on adherence. For example, individuals in 
the later stages of HIV disease may tolerate medication side effects as the effects of 
treatment may not be as severe as the symptoms of the disease itself. Conversely, 
those in the earlier stages of HIV disease, who are otherwise asymptomatic, may 
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find the side effects of treatment acute and consequently suspend or terminate use 
(Bartlett, 2002; Cooper et al., 2009; Gao et al., 2000). Research has also shown that 
physical symptoms may motivate individuals to adhere to their medication as poor 
physical health serves as a cue to treatment for some individuals (Remien et al., 
2003). Conversely, physical symptoms may discourage other individuals and even 
lead to depression, which may have an impact on adherence behaviors (see Gonzalez, 
Batchelder, Psaros, & Safren, 2011 for a review). Still, some studies have failed to 
show an association between adherence and medication side effects, especially 
when studied longitudinally, as it is possible that some individuals may adapt to the 
negative effects of medications or side effects may subside over time (see Fogarty 
et al., 2002 for a review). The literature on disease-related factors is thus variable 
and dependent on the stage of HIV infection, type of symptoms experienced, and 
individual beliefs regarding the significance of these disease factors.

 HIV Treatment Beliefs

Long-standing research suggests that the beliefs one holds about their HIV treat-
ment regimen are among the most reliable and proximate determinants of adherence 
(Chesney, 2003; Ickovics & Meade, 2002; Richter, Sowell, & Pluto, 2002; 
Viswanathan, Anderson, & Thomas, 2005). Indeed, those that believe that treatment 
is beneficial to survival and that failure to take medications will lead to illness are 
likely to take their HIV medications as prescribed (e.g., Gonzalez et  al., 2007; 
Remien et al., 2003; Thrasher et al., 2008). This was evidenced by participants in a 
qualitative study of 110 HIV-infected women, MSM, and male injection drug users, 
many of whom credited their medication adherence to the fact that the medicines 
facilitated their recovery from serious illness (Remien et al., 2003). Similarly, in a 
national longitudinal study of 1886 HIV-infected men and women (57% MSM), 
treatment beliefs predicted participants’ level of adherence, such that those who 
endorsed beliefs that HIV medications would lengthen their lifespan and improve 
their quality of life were at significantly greater odds of being adherent to their 
medications than those who did not endorse such beliefs (Thrasher et al., 2008). 
Stall et al. (1996) found similar results in a study of gay and bisexual men, with 
those adhering to their HIV medications at significantly greater odds of perceiving 
the effectiveness of these treatments than nonadherers. Moreover, treatment toxicity 
beliefs were inversely associated with adherence, such that participants who were 
not adherent were more likely to harbor antiretroviral toxicity beliefs than those 
who were adherent (Stall et al., 1996). In fact, treatment toxicity beliefs have been 
shown to impact adherence in several studies of MSM (e.g., Gonzalez et al., 2007; 
Kalichman et al., 2009), with participants endorsing toxicity beliefs in one study 
displaying worse adherence over time than those without such concerns (Gonzalez 
et al., 2007).

In addition to beliefs about medication toxicity, conspiracy beliefs regarding the 
origin of HIV and the government’s role in its creation and transmission have also 
been associated with ART nonadherence, particularly among African Americans 
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(see Bogart et al., 2010). In a sample of 214 African American men (78% identified 
as gay or bisexual), Bogart et al. (2010) found that HIV-related conspiracy beliefs 
were associated with nonadherence. In fact, research has consistently shown that 
Black men are more likely to have negative opinions about HIV treatment (e.g., 
believe that the medications are toxic), which may in part explain the low rates of 
adherence across samples of gay and bisexual men of color (e.g., Halkitis, Kutnick, 
et al., 2005; Halkitis, Shrem, & Martin, 2005; Oh et al., 2009; Thrasher et al., 2008). 
Intervention research that addresses inaccurate beliefs about HIV treatment should 
take into account the cultural factors and historical contexts that guide myths and 
misconceptions among specific populations (e.g., history of slavery, segregation, 
racism, and involvement in the Tuskegee syphilis experiments among African 
Americans) and identify how beliefs about HIV treatment may be respectfully chal-
lenged to ensure uptake and adherence to lifesaving medications (for more on inter-
vention work targeting cultural beliefs among African Americans see Bogart et al.,  
2010; Raja, McKirnan, & Glick, 2007; Jones et al., 2008; Wilton et al., 2009).

Beliefs about oneself may also have important implications for adherence to 
ART in those living with HIV. Self-efficacy, or the belief in one’s ability to success-
fully perform a task as necessary, has been linked to the management of HIV and 
adherence to ART across diverse samples (Arnsten et al., 2007; Halkitis, Kutnick, 
et al., 2005; Johnson et al., 2007). For example, Halkitis, Kutnick, et al. (2005), in a 
sample of 300 gay, bisexual, and other MSM, found that endorsing greater adher-
ence self-efficacy was associated with better adherence to one’s ART treatment 
plan. Conversely, those that believed they lacked the ability to take medications 
correctly and on time reported suboptimal adherence to HIV medications. Given 
these findings, interventions that help individuals develop the skills necessary to 
take medications as prescribed, as well as identify and challenge certain cognitions 
that inhibit self-efficacy, may empower individuals to become more adherent to 
their HIV medications (see “Mental Health” section for more on self-efficacy).

Researchers have sought to examine the pathways for the relationship between 
ART use and sexual behavior, with many studies demonstrating that the beliefs 
individuals hold about ART efficacy are stronger predictors of sexual risk behavior 
than ART use itself. Indeed, there is evidence that those who believe they are less 
infectious due to ART treatment may behaviorally compensate by engaging in 
greater HIV risk behavior (Halkitis, Wilton, Parsons, & Hoff, 2004; Kalichman 
et al., 2010; Ostrow et al., 2002; Stolte, Dukers, Geskus, Coutinho, & Wit, 2004; 
Vanable, Ostrow, & McKirnan, 2003). For example, Halkitis and colleagues (2004) 
found that beliefs about decreased risk as a result of taking antiretrovirals were 
significantly associated with unprotected anal sex among gay men. Similarly, 
Ostrow et al. (2002) found that HIV-infected MSM who were less concerned about 
transmitting HIV to sexual partners, due to the availability of ART, were up to six 
times more likely to engage in unprotected insertive anal intercourse. Kalichman 
et al. (2010) also supported these findings; in a mixed sample of HIV-infected men 
(55% MSM), holding the belief that an undetectable viral load leads to lower infec-
tiousness was associated with greater number of partners, having an HIV-uninfected 
partner and lower condom use. Moreover, men who had an undetectable viral load 
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and believed that having an undetectable viral load reduces their infectiousness 
were at significantly greater odds of having contracted a recent STI. Results suggest 
that beliefs about HIV transmissibility while on ART are critically important to 
sexual decision-making and may serve to explain differences in sexual risk behaviors 
among HIV-infected gay and bisexual men taking antiretroviral medications.

When examining associations between sexual behavior and adherence specifically, 
the literature appears to be more consistent. For example, among mixed gender 
samples, Diamond et al. (2005) found that consistent antiretroviral adherence was 
associated with a lower likelihood of unprotected sex, while Kalichman et al. (2010) 
found that nonadherence to ART was associated with greater number of sex partners, 
engaging in unprotected and protected anal intercourse, and illicit substance use. 
While it is possible that other individual or contextual factors may influence nonad-
herence and sexual risk behaviors, Kalichman and colleagues (2010) postulate that 
nonadherence and sexual risk behavior may be members of the same group of health 
harming behaviors. Similarly, Diamond et al. (2005) theorized that individuals who 
are adherent to ART may actually be more health-conscious, aware of the risks of 
unprotected sex (e.g., HIV and STI transmission risk), and ultimately more risk-
averse than those not adherent to ART. Thus, while a subset of men may believe that 
adherence to ART mitigates the risks involved in sexual encounters, men who are 
adherent are in fact less likely to engage in such behavior. Such findings indicate 
the complex interplay between personal beliefs, behavioral norms, and actual 
behaviors, underscoring the need for research that explores the multiple factors 
influencing sexual behavior and medication adherence among gay, bisexual, and 
other MSM.

 Mental Health

Mental health problems are prevalent among HIV-infected individuals, with esti-
mates indicating that 50% of HIV-infected persons experience one or more comor-
bid psychiatric disorders (Bing et al., 2001). Depression, in particular, is one of the 
most common mental health problems experienced by HIV-infected adults (Rabkin, 
2008; Zanjani, Saboe, & Oslin, 2007), with large-scale, nationally representative 
studies estimating that up to 36% of individuals living with HIV also experience 
depression (Asch et al., 2003; Bing et al., 2001)—a prevalence approximately five 
times greater than that found in the general population (Bing et al., 2001; SAMHSA, 
1996). Among gay, bisexual, and other MSM, there is evidence that those with HIV 
have higher risk of depression than those without (for a review, see Ciesla & Roberts, 
2001), with the frequency of depression in gay and bisexual men living with HIV 
nearly double that of those without the disease.

Depression has been shown to lead to worse health outcomes among gay and 
bisexual men, with a longitudinal study of 400 HIV-infected gay men in San 
Francisco finding that those who were depressed at baseline progressed to AIDS on 
average 1.4  years sooner than those who were not depressed (Page-Shafer, 
Delorenze, Satariano, & Winkelstein, 1996). Comorbid depression also poses 
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significant implications for ART adherence among gay and bisexual men, as numer-
ous studies have demonstrated the association between depressive symptoms and 
suboptimal ART adherence among this population (Blashill, Perry, & Safren, 2011; 
Du Bois & McKirnan, 2012; Halkitis, Parsons, et al., 2003; Kleeberger et al., 2001; 
Mugavero et al., 2006). For example, lowered adherence and depressive symptoms 
were linked in the MACS cohort both cross-sectionally (Kleeberger et al., 2001) and 
longitudinally (Kleeberger et al., 2004), while in another longitudinal study of more 
than 800 MSM, Du Bois and McKirnan (2012) found that reductions in depression 
predicted better medication adherence over a 1 year period. Given these findings, 
identifying and treating depression in gay and bisexual men living with HIV 
constitutes a substantial concern for those seeking to maximize ART adherence in 
this population.

While the complexities permeating the relationship between ART adherence and 
depression are not yet well established, researchers have posited a few possibilities. 
Depressive symptoms are associated with feelings of worthlessness, hopelessness, 
loss of interest, concentration problems, and pessimistic thoughts, which likely act 
as barriers to the self-care behaviors required for optimal health outcomes and dis-
ease management, including medication adherence (Kleeberger et al., 2001; Rabkin, 
2008). Adhering to ART regimens also requires self-efficacy, or the belief in one’s 
ability to take medications as prescribed by a health care provider. The negative 
affect experienced by depressed persons may impact self-efficacy and lead to sub-
optimal medication adherence as depressed individuals may experience diminished 
confidence in their ability to successfully complete difficult tasks (e.g., Kavanagh & 
Bower, 1985). The use of avoidant coping to deal with HIV-related stressors (e.g., 
isolation from others, sleep, indulging in food, having sex, working excessively) has 
been cited as another possible mediator between depression and medication nonad-
herence among gay and bisexual men (Halkitis & Palamar, 2008; Halkitis, Parsons, 
et al., 2003; Halkitis, Kutnick, et al., 2005). Men who use avoidant coping tech-
niques to escape stress may also try to escape the reminders of their HIV status and 
consequently evade activities related to managing their illness (Halkitis & Kirton, 
1999). Thus, interventions to assist HIV-infected individuals in utilizing active, 
rather than avoidant, coping strategies in managing stress and negative affect may 
also help to promote adherence to HIV medications.

In addition to depression, individuals living with HIV experience high levels of 
lifetime stress and trauma (e.g., sexual or physical abuse, unexpected deaths) 
(Ironson et al., 2005; Leserman, 2008; Leserman, Ironson, O’Cleirigh, Fordiani, & 
Balbin, 2008; Leserman et al., 2005; Leserman et al., 2007). For example, more 
than 70% of participants in a sample of HIV-infected adults had experienced more 
than two lifetime traumatic events and more than 50% reported a history of abuse 
(Leserman et al., 2005). Among gay and bisexual men, traumatic experiences are 
common, particularly when it comes to experiences of childhood sexual abuse, with 
prevalence estimates as high as 47% (Mimiaga et al., 2009; Paul, Catania, Pollack, 
& Stall, 2001; Welles, Corbin, Rich, Reed, & Raj, 2011; Welles et al., 2009). The 
high prevalence of trauma poses considerable challenges for HIV-related health out-
comes and disease management, as trauma has been shown not only to be associated 
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with HIV disease progression, but also with nonadherence to ART medications 
(Leserman, 2000; Mugavero et al., 2009). Interestingly, trauma may have an imme-
diate effect on adherence; in one study of gay and bisexual men in New York City, 
Halkitis and colleagues found a significant increase in the number of missed doses 
immediately after the traumatic events of September 11th 2001 (Halkitis, Kutnick, 
Rosof, Slater, & Parsons, 2003). Trauma may also have a cumulative effect on 
adherence, with a cross-sectional study of HIV-infected men and women finding that 
medication nonadherence became incrementally more likely with each traumatic 
event reported (Mugavero et al., 2006).

Although the pathway between trauma and ART adherence is one that demands 
further exploration, the presence of high levels of stress resulting from trauma may 
constitute increased vulnerability to specific psychological disorders such as depres-
sion and post-traumatic stress disorder (PTSD) (O’Cleirigh, Skeer, Mayer, & 
Safren, 2009; Vranceanu et al., 2008). In fact, the diagnostic prevalence of PTSD 
among HIV-infected patients has been estimated to be as high as 27–54% (Bing 
et al., 2001; O’Cleirigh, Ironson, & Smits, 2007; O’Cleirigh et al., 2009) and MSM 
may be up to four times more likely to meet criteria for PTSD than heterosexual 
men in the general population (Kelly, Hoffman, Rompa, & Gray, 1998). Like 
depression, PTSD symptoms may impact one’s ability to manage important self- 
care behaviors such as the ability to adhere to one’s medication regimen (Vranceanu 
et al., 2008). These findings underscore the importance of psychological screening 
and treatment to address depression and the cognitive effects of past trauma as a 
critical component of HIV care.

Body image concerns constitute another means by which mental health stressors 
can be detrimental to HIV medication adherence among gay, bisexual, and other 
MSM living with HIV. Body image is defined as an individual’s attitudes and per-
ceptions regarding his or her physical appearance and includes both beliefs and 
behaviors (Cash, 2004). Body image concerns among men living with HIV/AIDS 
are common, with 31% of HIV-infected men in one study reporting dissatisfaction 
with their bodies (Sharma et al., 2007). Changes in body fat composition associated 
with HAART-induced lipodystrophy (Giralt et  al., 2006; Guaraldi et  al., 2006; 
Marín et al., 2006) is thought to contribute to the high rates of body dissatisfaction 
as the fat atrophy associated with lipodystrophy has been found to significantly and 
negatively impact men’s views of their own bodies (Giralt et al., 2006; Guaraldi 
et al., 2006; Guaraldi et al., 2008; Huang et al., 2006; Martinez, Kemper, Diamond, 
& Wagner, 2005; Santos et al., 2005; Sharma et al., 2007). Although with newer 
ART regimens, lipodystrophy is less common, gay and bisexual men may be par-
ticularly vulnerable to body image concerns. Indeed,  gay communities tend to 
report greater body dissatisfaction than heterosexual populations (see Morrison, 
Morrison, & Sager, 2004 for a review) and societal and cultural norms and expecta-
tions calling for muscular physiques appear to be highly prevalent among gay men 
more generally (Blashill & Vander Wal, 2009; Halkitis, 2001; Halkitis, Green, & 
Wilton, 2004; McCreary, Saucier, & Courtenay, 2005; Schwartz & Tylka, 2008).

Body dissatisfaction among gay and bisexual men may have important implica-
tions for the uptake of HIV treatment, as body dissatisfaction has been linked to 
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ART nonadherence among diverse samples both cross-sectionally (e.g., Corless 
et al., 2005) and longitudinally (Glass et al., 2010; Plankey et al., 2009). In a sam-
ple of MSM, for instance, Blashill and Vander Wal (2010) found that appearance 
concerns were positively associated with suboptimal ART adherence, with those 
endorsing greater appearance-related concerns reporting significantly worse HIV 
medication adherence than those with less severe body dissatisfaction. While few 
studies have examined the link between appearance concerns and nonadherence, 
studies by Blashill and Vander Wal (2010) and Blashill, Gordon, and Safren 
(2012b) have identified depression as one potential factor mediating the relation-
ship between body dissatisfaction and medication adherence. Specifically, body 
dissatisfaction was found to contribute to depression severity, in turn influencing 
individuals’ ability to adhere to their medications. Although research in this area is 
preliminary, a substantial amount of literature supports this model, as depression 
has been widely associated with negative body image and appearance concerns 
(Blashill, Gordon, & Safren, 2012a; Marín et  al., 2006; Sharma, Howard, 
Schoenbaum, Buono, & Webber, 2006; Sharma et al., 2007; Wagner & Rabkin, 
1999) as well as HIV medication nonadherence among diverse populations (see 
Gonzalez et al., 2011 for a review). Interventions that simultaneously address ART 
adherence and the underlying mental health conditions that impede adherence 
(e.g., depression, trauma, body dissatisfaction) could help to improve the mental 
and physical health of HIV- infected gay and bisexual men and may also confer 
benefits for secondary HIV prevention.

 Substance use

Substance use is common among individuals living with HIV (Bing et al., 2001; 
McGowan et  al., 2011; Mellins et  al., 2009; Pence, Miller, Whetten, Eron, & 
Gaynes, 2006) and has been found to impact the ability of HIV-infected people in 
maintaining adherence to medication regimens (e.g., Halkitis, Shrem, et al., 2005). 
For example, Tegger et al. (2008) found that patients with substance use disorders 
were significantly less likely to initiate ART than those without, while HIV-infected 
drug users in another study were at four times greater odds of demonstrating sub-
optimal ART adherence (measured via electronic pill monitoring) than those who 
did not use drugs (Hinkin et al., 2007). Substance use and abuse may impact adher-
ence both directly and indirectly. For example, substance use may promote lapses 
in adherence as recreational drugs and alcohol can lead to impaired judgment, 
short- term memory loss, decline in cognitive function, and disruption in one’s 
daily schedule, thus decreasing the ability of individuals to take their medications 
correctly (Halkitis, Kutnick, et  al., 2005). In addition, substance use has been 
found to be related to psychological distress and maladaptive behaviors such as 
avoidant coping, which, as previously discussed in this chapter, may place indi-
viduals at risk for ART nonadherence (e.g., Halkitis, Palamar, & Mukherjee, 2007; 
Mimiaga et al., 2013).
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The impact of drug use and abuse on adherence may be a particularly salient 
concern for gay and bisexual men on ART, as substance use is common among this 
population (Halkitis et al., 2007; Morin et al., 2005; Ostrow & Stall, 2008; Skeer 
et al., 2012). In a multicenter cohort study of HIV-infected patients (N = 3413; 84% 
male, 46% racial/ethnic minority) engaged in HIV care in four US cities, 24% of 
patients reported current use of marijuana, 9% amphetamines, 9% crack/cocaine, 
2% opiates; 3.8% IDU; and 10.3% concurrent drug use and nonadherence to 
antiretroviral therapy was associated with use of any substance (p-values < 0.05), 
except marijuana (Mimiaga et al., 2013). In another study of 503 MSM in primary 
care, 52% of those interviewed reported using at least one drug in the past 3 months, 
20% reported using multiple drugs, and nearly one-third reported drug abuse as 
defined by the Patient Health Questionnaire (Kroenke, Spitzer, & Williams, 2003). 
Indeed, substance use and HIV medication adherence have been shown to be associ-
ated with decreased adherence to HIV medications among MSM in numerous stud-
ies, regardless of measurement technique (e.g., self-report, electronic medication 
monitoring) (Halkitis, Parsons, et al., 2003; Halkitis, Kutnick, et al., 2005; Halkitis 
et al., 2008; Kleeberger et al., 2004; Skeer et al., 2012). Two substances in particular 
have been cited as being particularly prevalent and with important implications for 
ART adherence among gay, bisexual, and other MSM: alcohol and crystal 
methamphetamine.

The prevalence of alcohol use among HIV-infected individuals have been found 
to be nearly double that of the general population (Galvan et al., 2002) and research 
has suggested that gay and bisexual men are at greater risk for developing sub-
stance use problems than heterosexual individuals (Green & Feinstein, 2012). 
Indeed, alcohol use is prevalent among HIV-infected MSM, with approximately 
half of HIV-infected MSM reporting drinking alcohol in the past 3 months and 
nearly 20% also reporting excessive alcohol use (Skeer et al., 2012). Moreover, 
alcohol use has consistently been found to be detrimental to medication adherence 
among those living with HIV (Azar, Springer, Meyer, & Altice, 2010; Hendershot, 
Stoner, Pantalone, & Simoni, 2009), including gay and bisexual men (e.g., Skeer 
et al., 2012). For example, one study found that heavy alcohol use was significantly 
associated with decreased ART adherence among MSM in the sample (Halkitis, 
Parsons, et al., 2003).

One possible pathway for medication nonadherence among HIV-infected alco-
hol users is depression, as elevated depressive symptoms have been directly 
 associated with increased levels of alcohol use among those living with HIV 
(Ghebremichael et al., 2009; Sullivan et al., 2008; Velasquez et al., 2009). A recent 
longitudinal study of HIV-infected alcohol users found that level of drinking influ-
enced depressive symptoms, such that individuals who increased or decreased their 
alcohol use experienced higher and lower levels of depressive symptoms, respec-
tively (Sullivan, Goulet, Justice, & Fiellin, 2011). A substantial body of literature in 
the general population suggests that HIV-infected individuals may use alcohol as a 
means of coping with negative affect (see Conner, Pinquart, & Gamble, 2009 and 
Thornton et al., 2012 for meta-analyses) and as a means of escaping distress. The 
high comorbidity of depression and alcohol use, coupled with the high prevalence 
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of adherence failure in these contexts, underscore the necessity of adherence inter-
ventions that contain the requisite flexibility to address multiple, overlapping men-
tal health issues.

Like alcohol, crystal methamphetamine use among gay, bisexual, and other 
MSM is prevalent (Shoptaw, 2006; Solomon, Halkitis, Moeller, & Pappas, 2012), 
with some studies showing the prevalence of methamphetamine use among MSM to 
be 20 times greater than that of the general population (Colfax & Shoptaw, 2005; 
Fernández et  al., 2005; Mimiaga et  al., 2008; SAMHSA, 2001; Stall & Purcell, 
2000). Methamphetamine use places uninfected men at risk for HIV as its use facili-
tates sexual encounters and risk taking (Mimiaga et al., 2008; Mimiaga et al., 2010; 
Mimiaga, Closson, et  al., 2012; Rajasingham et  al., 2012; Reback, Larkins, & 
Shoptaw, 2004). In fact, MSM who use crystal methamphetamine are at greater 
odds of engaging in a number of sexual risk activities, including unprotected anal 
sex (Bousman et al., 2009; Forrest et al., 2010; Mansergh et al., 2006; Mayer et al., 
2010), group sex (Halkitis, Shrem, et al., 2005), multiple sex partners (Bousman 
et  al., 2009; Forrest et  al., 2010; Marquez et  al., 2009; Wohl, Frye, & Johnson, 
2008), sex with an injection drug user (Bousman, et al., 2009), and substance use 
during sex (Bousman, et al., 2009; Forrest et al., 2010), compared to MSM who do 
not use crystal methamphetamine, regardless of HIV status (Mimiaga et al., 2008; 
Mimiaga et al., 2010; Mimiaga, Closson, et al., 2012; Rajasingham et al., 2012). 
Sexual risk behavior in the context of methamphetamine use often leads to HIV 
infection, which in part accounts for disparities in HIV incidence between MSM 
who use methamphetamine and those who do not (prevalence of HIV among MSM 
methamphetamine users are nearly double that of non-methamphetamine users) 
(Buchacz et al., 2005). However, there is also evidence that HIV-infected MSM are 
at greater odds of using methamphetamine than are uninfected MSM (Forrest et al., 
2010), although this estimate may be conflated by the predictive relationship 
between methamphetamine use and HIV acquisition. For some MSM who use 
methamphetamine, the experience of being diagnosed with HIV may lead to contin-
ued or increased use, while others may begin using methamphetamine as a means of 
mitigating HIV-related depression and negative affect (Gorman & Carroll, 2000; 
Robinson & Rempel, 2006; Semple, Patterson, & Grant, 2002).

Methamphetamine use among MSM has been shown to be significantly associ-
ated with poor ART adherence (Carrico, Johnson, Colfax, & Moskowitz, 2010; 
Colfax et al., 2007; Gorbach et al., 2008; Hinkin et al., 2007; Marquez et al., 2009; 
Reback, Larkins, & Shoptaw, 2003). A cross-sectional study of HIV-infected 
patients (39% MSM) showed that methamphetamine use in the prior 4 weeks was 
associated with poor ART adherence (Marquez et al., 2009). Similarly, in a diverse 
sample of HIV-infected individuals (65% MSM), Hinkin et al. (2007) found that 
HAART adherence was poorest among active stimulant users compared to users of 
other drugs, with active stimulant users at seven times greater odds of having poor 
adherence compared to drug-free participants. While the study did not analyze 
adherence among crystal methamphetamine users specifically, researchers found 
that those who used methamphetamine and cocaine together had a trend toward 
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poorer adherence compared to those who used cocaine alone (54.5% vs. 68.1%, 
p = 0.06).

While few studies have examined factors associated with poor adherence among 
HIV-infected gay and bisexual men who use methamphetamine, Reback et  al. 
(2003) found that lapses in ART adherence among MSM methamphetamine users 
may be intentional, and motivated by the desire to regain control over one’s life, or 
unintentional, and related to the effects of methamphetamine use. For example, 
methamphetamine users may avoid taking medications in an effort to prevent the 
mixing of drugs or to feel liberated, while at other times, nonadherence may be 
unplanned and the result of methamphetamine-related sleep or appetite distur-
bances. A qualitative study of 20 HIV-infected MSM who believed they had sero-
converted in the context of methamphetamine use supported the relationship 
between methamphetamine use and unplanned nonadherence, as participants 
reported that methamphetamine use often compromised their ability to care for 
themselves by eating correctly, sleeping regularly and taking medications as pre-
scribed by a health care provider (Mimiaga et al., 2008). Moreover, some partici-
pants had lost jobs as a result of methamphetamine abuse, become estranged from 
family and friends, and were homeless and/or experienced chronic depression—
outcomes that may have significant implications for ART adherence. Indeed, meth-
amphetamine use has been linked with depression following the cessation of use 
(Meredith, Jaffe, Ang-Lee, & Saxon, 2005; Mimiaga et al., 2008; Peck, Shoptaw, 
Rotheram-Fuller, Reback, & Bierman, 2005), with individuals reporting symptoms 
of apathy and depression within the first several days of methamphetamine use 
cessation (Newton, Kalechstein, Duran, Vansluis, & Ling, 2004). There is also evidence 
that depressive symptoms may persist for many months following the discontinua-
tion of methamphetamine use (Zweben et al., 2004). Additionally, despite having 
stopped their use of methamphetamine, former methamphetamine users have 
reported the persistence of other forms of cognitive impairment, which barred their 
ability to take medications as prescribed (Mimiaga et  al., 2008). Psychological 
impairment may therefore serve as a pathway for nonadherence among HIV-infected 
men who use methamphetamine.

To improve ART adherence among gay men, effective interventions are needed 
which simultaneously address the motivations for use and psychological effects of 
cessation, which may impede one’s ability to be fully adherent to HIV medications. 
Early research in this area has been promising; one intervention combined contin-
gency management, a widely used intervention for stimulant use, with behavioral 
activation, commonly used to treat depression (Mimiaga, Closson, et al., 2012; Mitty, 
Closson, Pantalone, et al., 2012). Pilot testing revealed that the combined contingency 
management intervention yielded reductions in stimulant use, cravings and depressive 
symptoms among HIV positive stimulant users; further research using this approach 
in a randomized controlled efficacy trial is currently underway.
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 Interpersonal Characteristics

 Patient-Provider Relationship

The patient-provider relationship has important implications for retention in care, 
beliefs in treatment efficacy, and adherence to HIV treatment. Qualitative research 
with sexual minority men has identified the commonality of feeling judged by 
providers due to their sexuality and encountering homophobic providers, as well as 
the desire to find providers who are more understanding of and sensitive to social 
and sexual contexts and identities (Schilder et  al., 2001). Interestingly, however, 
men who reported having a positive, caring relationship with their provider also 
tended to report that they had better access to medication and the support needed to 
stay on ART medications. In a study of young MSM, Magnus et al. (2010) found 
that patients who felt a connection with their provider and felt respected at the clinic 
were likely to be retained in care. Similarly, Stall et al. (1996), in a sample of more 
than 400 HIV-infected gay and bisexual men, found that adherent men were at sig-
nificantly greater odds of reporting a good relationship with their provider and 
believing in the efficacy of early ART intervention, compared to those who were not 
adherent. Additionally, men who trusted their physicians were more likely to follow 
the standard of care guidelines for HIV. The valence of patient-provider interaction 
may therefore play an important role in the success of HIV treatment.

As positive relationships may engender proper facilitation of ART medication, 
while poor experiences with HIV medical providers may have an impact on patient 
mistrust in health care and affect ART medication adherence (see Christopoulos, 
Das, & Colfax, 2011 for a review). Consistent with these findings, Thrasher et al. 
(2008) found that those who experienced more discrimination in the health care 
environment had greater distrust in their medical provider and in the efficacy of 
treatment than those who did not experience discrimination. In turn, these factors 
were related to poorer ART treatment adherence, with decreased beliefs in ART 
benefits partially accounting for worse adherence. Such findings underscore the 
need for cultural competence among medical providers, as well as professional 
training tailored to increase awareness and understanding of the unique needs of 
MSM. For gay, bisexual, and other MSM living with HIV, having a HIV care pro-
vider who promotes a sense of respect, trust, and support within the patient-provider 
dynamic may facilitate medication adherence among this population.

 Caregiver Relationship

In addition to the patient-provider relationship, relationships with friends, partners, 
and other caregivers may impact medication adherence. Indeed, adequate social 
support is an important factor affecting medication adherence and has been shown 
to promote ART adherence among MSM (Halkitis, Parsons, et al., 2003; Stall et al., 
1996; Wrubel, Stumbo, & Johnson, 2010). Halkitis, Parsons, et al. (2003) found that 
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individuals with more HIV-infected friends missed fewer days of their medications, 
while those who were uncomfortable talking to their partners about HIV had worse 
adherence. Likewise, Stall et al. (1996) found that adherent men were more likely to 
report having the necessary social support to take their ART medications compared 
to those who were nonadherent. However, there is evidence that the type of social 
support one receives matters, with practical support for adherence serving a promi-
nent role in enhancing medication adherence (see Vervoort, Borleffs, Hoepelman, & 
Grypdonck, 2007 for a review). Wrubel, Stumbo, and Johnson (2008) analyzed the 
type of practical support being given in the relationships of gay men and found that 
it was largely comprised of three components: (1) reminders to take medications 
(e.g., at a certain time each day or during different circumstances, such as when 
their partner is tired); (2) coaching (e.g., problem-solving to manage side effects or 
make adherence a routine); and (3) instrumental helping (e.g., bringing medication, 
setting out medications, or ordering refills). These support strategies used among 
gay male couples have been found to remain consistent regardless of serostatus 
concordance (i.e., whether one or both partners have HIV) (Wrubel et al., 2008; 
Wrubel et  al., 2010). Given the benefit of practical social support in medication 
adherence, understanding which strategies are most helpful may provide important 
possibilities for intervention development.
Whereas Wrubel et al. (2008) have identified positive implications of close interper-
sonal relationships for ART adherence, there are other aspects of partner relation-
ships that may negatively impact treatment adherence, such as intimate partner 
violence (IPV). Ramachandran, Yonas, Silvestre, and Burke (2010) found that rates 
of IPV among MSM attending an HIV clinic were among the highest in the sample, 
with nearly a third of the men reporting sexual or physical abuse. In another study, 
the majority (73%) of HIV-infected MSM reported experiencing psychological 
abuse from their partner in the past year (Craft & Serovich, 2005). While IPV among 
gay men is an emergent phenomenon in the literature, IPV has been shown to have 
important implications for ART adherence among diverse samples (Illangasekare 
et al., 2012; Lopez, Jones, Villar-Loubet, Arheart, & Weiss, 2010). For example, 
Pantalone, Hessler, and Simoni (2010) found that partner violence was connected to 
suboptimal medication adherence, with those who had experienced IPV demon-
strating worse adherence than those who did not experience partner violence. 
Negative mental health outcomes from experiencing abuse likely mediate adher-
ence; however, there is evidence that even when controlling for psychiatric status, 
the link between traumatic experiences and suboptimal adherence remains 
(Mugavero et al., 2006), indicating that the relationship between IPV and adherence 
may persist despite existing mental health problems. Given the prevalence of IPV in 
male, same-sex intimate relationships and its implications for adherence as well as 
general mental health, researchers (e.g., Pantalone et  al., 2010) recommend that 
health care providers regularly screen HIV-infected gay patients for abuse. Such 
precautions would assist in providing support to gay men experiencing IPV and 
likely mitigate outcomes that are further detrimental to long-term health (e.g., non-
adherence to HIV medications).
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 Environmental/Structural-Level Characteristics

 Access to HIV Medical Care

Engagement in medical care is essential for the proper management of HIV treat-
ment regimens (Christopoulos et  al., 2011). Access to health care providers and 
quality care is necessary for obtaining prescriptions for ART as well as proper dos-
ing instructions. Moreover, health care access allows for the identification and treat-
ment of other medical and mental health issues that can affect medication adherence 
and long-term health outcomes (e.g., problematic side effects or symptoms, depres-
sion, trauma), as well as access to social services that may facilitate uptake of ART 
by easing certain societal issues that have the potential to impede optimal adherence 
(e.g., unstable housing). Indeed, ART medication adherence has been found to sig-
nificantly correspond with type of care, frequency of care, access to health insur-
ance, as well as perceived access to medications in MSM (Halkitis, Parsons, et al., 
2003; Halkitis, Kutnick, et al., 2005). For example, Halkitis, Parsons, et al. (2003) 
found that those with health insurance, who were  receiving HIV care at private 
facilities and who perceived uncomplicated access to HIV medications, were at 
significantly greater odds of being on ART treatment regimens than those who indi-
cated that they did not have insurance, received HIV care at public facilities, or did 
not perceive readily available HIV medications. In 2005, Halkitis and colleagues 
found that adherence was also related to the type of health care coverage one has, 
with individuals with private health insurance demonstrating greater adherence than 
those in public care. In addition, Kleeberger et  al. found in both cross-sectional 
(Kleeberger et al., 2001) and longitudinal (Kleeberger et al., 2004) studies that out-
patient visits were associated with adherence among gay and bisexual men, such 
that individuals who saw their HIV care provider in the preceding year were more 
likely to be adherent to their ART medications than those with a lower level of 
engagement in medical care. It is possible that individuals receiving private HIV 
care may have longer-term and more secure relationships with their providers, 
which has been shown to increase trust in both ART efficacy as well as one’s ability 
to adhere to ART regimens (see the “Patient-Provider Relationship” section). In 
addition, those with private health care and insurance may be in a better position to 
utilize health care due to fewer concerns regarding cost or insurance  coverage, 
whereas those without insurance, or those receiving public assistance, may be more 
uncertain about seeking health care due to concerns about affording treatment. 
Lastly, health care access may serve as a proxy in these studies for other factors 
discussed in this chapter, including low SES and mental health issues. Nonetheless, 
the association between public care and nonadherence is critical given the vast num-
ber of HIV-infected persons receiving public HIV care in the US (Bhattacharya, 
Goldman, & Sood, 2003).

As discussed earlier, race, social class, and education disparities are associated 
with ART nonadherence among MSM and these factors may be moderated by access 
to care. For example, Halkitis, Kutnick, et al. (2005) examined the role of racial dis-
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parities in HIV care and treatment among gay men and found that 65% of White 
respondents had access to private HIV care, while only 15% of Latino and 12% of 
African American men had similar access. Such findings are suggestive of disparities 
and inequities in HIV medical care access and quality, which translate into disparities 
in ART medication adherence rates as well as differences in the overall health of 
MSM of color in comparison to their White counterparts. Racial differences among 
HIV-infected MSM may further manifest at the socioeconomic level as ability to 
afford care and medications and may limit health care access (e.g., McKirnan, Du 
Bois, Alvy, & Jones, 2012). For example, McKirnan and colleagues (2012) found 
that limited health care access among MSM was associated with being African 
American and/or Latino and having lower income. Similarly Oh et al. (2009) found 
marked SES differences between racial groups, with Black and Latino men reporting 
significantly more financial difficulty than White men. Level of educational attain-
ment might also serve as a moderator between race, SES, and ART medication 
adherence since, as noted above, having a lower level of education has been associ-
ated with decreased adherence among MSM (e.g., Kleeberger et al., 2004). Indeed, 
individuals with more education may be better able to access care, better equipped to 
identify and navigate (e.g., logistically, financially) potential sources of health care, 
and better able to understand complex medication regimens. Given the implications 
of race, SES, and education, future adherence interventions should address structural 
factors, while taking into account specific populations at risk for suboptimal adher-
ence, in order to improve access to care and ART adherence among diverse popula-
tions of MSM (for more about the need for structural interventions, see Millett et al., 
2007 and Christopoulos et al., 2011).
Overall, findings suggest that ART medication adherence is a complex and fluid 
phenomenon that is impacted by numerous individual, interpersonal, and structural 
factors situated in the lives of HIV-infected gay men and other MSM. While no 
intervention is sure to be a “one size fits all” approach, research would benefit from 
the development of holistic interventions that address the multilevel barriers to ART 
adherence among this group of men.

 Interventions to Improve ART Adherence

Patient-, interpersonal-, and structural-level factors interact to impact medication 
adherence among gay men living with HIV. By identifying such factors, researchers 
have been able to develop strategies to improve ART adherence in nonadherent 
individuals or those at risk for poor adherence. To date, the majority of interventions 
implemented among gay men and other MSM have targeted patient-level factors of 
nonadherence. For example, interventions have incorporated strategies to guard 
against forgetting to take one’s medication (e.g., Lewis et  al., 2012; Safren, 
Hendriksen, Desousa, Boswell, & Mayer, 2003); patient education to provide infor-
mation about HIV, ART, and the importance of adherence (e.g., Rathbun, Farmer, 
Stephens, & Lockhart, 2005; Rawlings et al., 2003); motivational interviewing (MI) 
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(see Hill & Kavookjian, 2012 for a preliminary review of the efficacy of MI); and 
counseling to support individuals in identifying personal barriers to adherence and 
problem-solving skills to assist individuals in overcoming these obstacles (e.g., 
Henderson, Hindman, Johnson, Valuck, & Kisser, 2011; Safren et al., 2001). In fact, 
Safren, Otto, and Worth (1999), combined many of these strategies into a single- 
session intervention (Life-Steps), which included patient education, cognitive 
behavioral and problem-solving techniques for adherence (e.g., obtaining medica-
tions, coping with side effects, creating cues for adherence), and motivational inter-
viewing. Individuals who received the Life-Steps intervention and maintained a 
medication diary displayed faster gains in adherence than those who only com-
pleted medication diaries; moreover, this improvement was maintained after 3 
months (Safren et  al., 2001; 67% MSM). More recently, interventions utilizing 
technology have also shown promise. For example, Lewis et al. (2012) sent MSM 
text message reminders to take their medications as well as messages reinforcing 
continued adherence among those with consistent or improved adherence. Lewis 
and colleagues found a statistically significant decrease in the number of days par-
ticipants missed, as well as a decrease in the number of participants reporting they 
forgot, were busy, or slept through dose times.

Given the high comorbidity of psychological concerns among gay men and other 
MSM living with HIV, as well as the detrimental effects these conditions have on 
ART medication adherence, interventions have also targeted mental health and sub-
stance use issues among HIV-infected individuals with some preliminary success 
(e.g., Safren et al., 2009; Safren et al., 2012; Parsons, Rosof, & Mustanski, 2007; 
Mimiaga, Closson, et  al., 2012; Mimiaga, Reisner, et  al., 2012). For depression, 
Safren et  al. (2009) combined the cognitive behavioral therapy (CBT)/problem- 
solving intervention described earlier (Life-Steps) with CBT for adherence and 
depression (CBT-AD) and compared it against a control condition (enhanced treat-
ment as usual; ETAU—receiving the single session of Life-Steps alone) in a ran-
domized controlled trial with HIV-infected individuals with comorbid depression 
(82% MSM). While both the CBT-AD and ETAU groups received the Life-Steps 
intervention aimed at increasing ART treatment adherence, the experimental inter-
vention received the full CBT intervention, which integrated adherence counseling 
into a modular treatment for depression. After 3 months, participants in the CBT-AD 
condition were less depressed and more adherent to ART than participants in the 
ETAU condition; moreover, these results were generally maintained at 6- and 
12-month follow-up visits.

Researchers have also addressed interpersonal factors in ART adherence; for 
example, Remien et al. (2005) and Simoni, Pantalone, Plummer, and Huang (2007) 
have incorporated social support in their adherence interventions. Remien et  al. 
(2005; 18% MSM) provided couples counseling to cultivate active social support 
for adherence from HIV-uninfected partners in addition to problem-solving strate-
gies and partner-communication exercises to combat barriers to adherence. 
Compared to the usual standard of care condition (i.e., education and follow-up 
with one’s primary care provider), HIV-infected participants receiving the couples- 
based intervention obtained higher mean medication adherence post-intervention, 
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as measured by electronic pill cap, and were more likely to achieve levels of adher-
ence over 80%, 90%, and 95% than those receiving the standards of care 
condition.

To date, few studies have evaluated interventions targeting structural-level issues 
affecting medication adherence among HIV-infected gay, bisexual, and other MSM 
(see Christopoulos et al., 2011 for a review). However, recent programs have worked 
to increase linkage and retention in care for gay and bisexual men. For example, the 
Positive Health Access to Services and Treatment intervention at the San Francisco 
General Hospital (Christopoulos, Geng, & Jones, 2010) successfully linked newly 
diagnosed gay, bisexual, and other MSM to care and facilitated timely appointments 
with an HIV care provider. The National Institutes of Health has also embraced the 
concept of “test, link to care and treat” (TLC+) and is currently implementing a 
large-scale, nationally representative 3-year feasibility study in cities across the US 
that provides financial incentives to individuals who remain in care and achieve 
viral suppression (Branson, 2010).

Overall, adherence interventions have been shown to be effective in increasing 
medication adherence among individuals living with HIV (Simoni, Pearson, 
Pantalone, Marks, & Crepaz, 2006); however, challenges in intervention develop-
ment and implementation remain. Leeman et al. (2010) noted that in order for an 
intervention to change individuals’ behavior, individuals must “enroll in the inter-
vention, attend sessions, and continue to participate over time” and that “these steps 
may be influenced by characteristics of the participant, intervener, intervention and 
setting” (p. 3). Randomized controlled trials testing the efficacy of interventions are 
thus inherently limited by their success in enrolling and retaining participants in the 
intervention over the follow-up period. Further, individuals affected by structural- 
level barriers to adherence may be less likely to participate in interventions. As 
such, the efficacy of any given intervention may vary as a function of external fac-
tors, and different populations may require various supportive features not inherent 
to the intervention content itself (e.g., flexible scheduling; Leeman et al., 2010).

In addition to challenges in the implementation of intervention content, the broad 
nature of strategies used within interventions poses a challenge for developing 
future interventions better tailored to the diverse needs of gay men. Many 
 interventions address multiple correlates of adherence at once, or have no specific 
target at all (see Sandelowski, Voils, Chang, & Lee, 2009; Simoni, Pearson, et al., 
2006), thus making it difficult to discern which components of interventions are 
likely to impact adherence. Moreover, interventions measure adherence to ART in 
various manners, creating further difficulties in comparing results across studies. As 
the literature expands rapidly with interventions targeting ART adherence among 
HIV- infected individuals, research should seek to include some degree of standard-
ization of assessment, inquiry into the efficacy of core components, as well as sen-
sitivity to study population and context. With this knowledge, researchers may then 
begin to identify and incorporate best practices in order to promote ART adherence 
among diverse subsets of gay men.
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 ART as Prevention

Improved adherence to ART is critical for improving the health of HIV-infected gay 
men as well as reducing the likelihood of HIV transmission among serodiscordant 
partners. Achieving an undetectable viral load has taken on increased importance 
with regard to HIV prevention given recent findings illustrating that individuals on 
ART with a suppressed viral load are less likely to sexually transmit HIV to their 
uninfected partners, relative to those without a suppressed viral load (Cohen et al., 
2011). Newer uses of ART for primary prevention provide an opportunity to more 
effectively combat the HIV epidemic, namely, post-exposure prophylaxis (PEP) and 
pre-exposure prophylaxis (PrEP). These antiretroviral drugs, when used as preven-
tion, can reduce the likelihood of acquiring HIV infection among people exposed to 
the virus. Recommended for use by the US Public Health Service in 1996, PEP is a 
28-day regimen provided to individuals within 72 h after HIV exposure and is used 
for both occupational (e.g., work place exposures) and non-occupational exposures 
(e.g., sexual and injection drug use exposures) (Panlilio, Cardo, Grohskopf, Heneine, 
& Ross, 2005). In November 2010, the iPrEx study established that a once-daily 
tablet containing a fixed-dose combination of tenofovir disoproxil fumarate and 
emtricitabine (TDF-FTC) could successfully reduce the risk of HIV acquisition 
among at-risk MSM compared to a placebo control (Grant et al., 2010), thereby 
confirming the efficacy of oral PrEP in this population. PrEP is taken prior to expo-
sure and is currently FDA-approved for daily use (CDC, 2012). While these drugs 
provide an important stop gap in the HIV epidemic, particularly among gay and 
bisexual men, similar to ART as treatment, these medicines must be taken accord-
ing to the proper dosing indications, with adherence failure resulting in diminished 
protection against HIV acquisition, as well as the potential development of drug 
resistance (van de Vijver & Boucher, 2010). Moreover, suboptimal adherence can 
impact HIV incidence outcomes in PrEP efficacy trials, as lack of adherence may 
compromise trial results (e.g., underestimation of the true effect) and undermine the 
effectiveness of biomedical prevention methods for real-world use (Stirratt & 
Gordon, 2008).

Nonadherence is particularly relevant in the context of PrEP use; as, similiary to 
ART, individuals may take PrEP daily for an indefinite period of time. While con-
textual research examining nonadherence among PrEP users is fairly preliminary, 
much of the current research indicates that many of the same factors impacting ART 
treatment adherence among HIV-infected persons may also influence adherence to 
antiretrovirals as prevention (Grant et  al., 2010; Mimiaga, Closson, Kothary, & 
Mitty, 2014; Taylor, Safren, Elsesser, Mimiaga, & Mayer, 2012). For example, as 
with ART, side effects have been shown to impact adherence, as nonadherence was 
linked to differential symptomatology (i.e., men who were assigned to take PrEP 
reported more initial nausea than those assigned to the placebo) among participants 
in the iPrEx study (Grant et al., 2010). Other possible explanations for nonadher-
ence among iPrEx participants include lifestyle barriers, substance use, and indi-
vidual beliefs regarding the amount of medication necessary for effective HIV 
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transmission prevention. Qualitative studies among MSM have demonstrated simi-
lar findings, with men reporting limited knowledge regarding PrEP efficacy and use, 
substance use, mood, HIV stigma, and provider and caregiver concerns as potential 
barriers to PrEP adherence (Mimiaga et al., 2014; Mitty, Closson, Rowley, Mayer, 
& Mimiaga, 2012; Taylor et al., 2012). As PrEP becomes more widely disseminated 
as an HIV prevention tool, effective interventions are needed to address the barriers 
to PrEP use and adherence among at-risk gay, bisexual, and other MSM.

 Future Considerations

Despite more than two decades of research on ART adherence, there is still a need 
for improved measurement technologies to accurately assess adherence in both 
clinical and research settings. Pill count and pharmacy fill monitoring offer more 
objective measures of adherence, but these methods tend to be labor intensive and 
thus largely unfeasible outside of research contexts. Electronic dose monitoring as 
well as physiological measures, such as blood assay levels, are highly accurate, but 
these technologies tend to be expensive and therefore infrequently used to measure 
adherence among patients in HIV care. Due to its low cost and feasibility, patient 
self-report remains the most widely used measure of adherence across settings. 
While there are concerns about inaccurate measurement due to reporting bias, 
reviews of the literature indicate that clinicians and researchers can confidently pro-
ceed with the use of self-report measures as patient report has been found to be 
strongly associated with more reliable, indirect markers of adherence (e.g., viral 
load) (Simoni, Kurth, et al., 2006; Wilson et al., 2009). Rather than reject self-report 
for more advanced technological measures of adherence, experts have provided rec-
ommendations on how to improve the validity of self-report. To reduce social desir-
ability, researchers suggest that researchers and clinicians explore patient 
explanations for missed doses; limit their measurement to recent behavior and/or a 
specific time frame; use their authority to substantiate and normalize suboptimal 
adherence behaviors; and perform post-hoc reliability tests to ensure the accuracy of 
self-report data (see Simoni, Kurth, et al., 2006and Miller & Hays, 2000a, 2000b for 
a full list of recommendations). The use of computer-assisted technology has also 
been suggested as a strategy to improve the accuracy of self-reported adherence as 
such technology has been shown to improve the quality and validity of responses for 
other sensitive behaviors (e.g., sex and drug use) (Schroder, Carey, & Vanable, 
2003). The measurement of biological markers of adherence may also be used to 
supplement self-reported adherence as these methods are often readily available in 
both research and real-world settings. Some experts recommend the use of multiple 
measures of adherence, especially in intervention research, as the inclusion of less 
subjective measures of adherence (e.g., electronic drug monitoring) may be neces-
sary to adequately assess intervention effects (Berg & Arnsten, 2006; Ickovics & 
Meisler, 1997; Liu et al., 2001; Simoni, Kurth, et al., 2006; Simoni, Person, et al., 
2006; Wilson et  al., 2009). Thus, in order to help HIV medical providers and 
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researchers more accurately assess patient adherence, future research is needed to 
determine the most definitive and accurate measures of medication adherence across 
settings.

While medication adherence interventions generally appear to be efficacious 
among HIV-infected adults (Amico, Harman, & Johnson, 2006; Simoni, Pearson, 
et al., 2006), suboptimal adherence still persists. The literature highlights the enor-
mity of factors associated with adherence among gay and bisexual men, with rates 
varying according to demographic factors such as age, education, SES, and race. 
Much of the research highlights the impact of highly prevalent psychosocial issues 
such as depression, trauma, body image concerns, and drug and alcohol use on 
medication adherence among MSM. These conditions, in particular, have the ability 
to undermine even the most effective intervention, as impaired judgment, memory 
loss, disrupted sleep-wake cycles, reduced self-efficacy, and other consequences 
can lessen one’s ability to take medications as prescribed (Du Bois & McKirnan, 
2012; Halkitis, Kutnick, et al., 2005). Structural-level factors may also lead to non-
adherence among specific sub-groups of MSM, as lack of insurance, limited access 
to quality HIV medical care, or discrimination in health care can create difficulties 
for HIV-infected gay and bisexual men, leading to suboptimal adherence and poor 
health outcomes (Hatzenbuehler, O’Cleirigh, Mayer, Mimiaga, & Safren, 2011). 
This research highlights the importance of understanding adherence to ART from a 
contextual perspective. Continued efforts must be made to develop tailored and cul-
turally appropriate interventions for gay and bisexual men; moreover, the adherence 
strategies used in rigorous clinical intervention trials must be translated into prac-
tice in order to improve adherence and secondary prevention outcomes among HIV- 
infected gay, bisexual, and other MSM and their sexual partners.
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Chapter 8
Emerging and Innovative Prevention 
Strategies for HIV Positive Gay Men

John A. Schneider and Alida M. Bouris

This chapter will focus primarily on secondary HIV prevention—incorporating 
novel and emerging structural, behavioral, and biomedical strategies—for the 
reduction of onwards HIV transmission among HIV positive gay men and men who 
have sex with men (MSM). Because the current HIV epidemic in the USA consists 
of marked racial/ethnic disparities in HIV prevalence and transmission rates, our 
inquiry parallels such realities by focusing disproportionately on prevention strate-
gies for these “dual minority” status populations—that is underrepresented and 
sexual minority populations. We first begin with a brief review of existing preven-
tion interventions and discuss what features are common among successful inter-
ventions, as well as those that have failed. Also, we identify notable prevention 
intervention lacunae, both with respect to limited interventions that target MSM of 
color, younger MSM, and other MSM who are HIV infected—prevention for posi-
tives. We then examine several contemporary social forces that will affect the trajec-
tory of the HIV epidemic and how these forces are or could be leveraged for 
intervention: minority stress and syndemic morbidities; marriage equality; health-
care reform; increasing digital communication technology; and an aging infected 
population. We then describe several promising novel or emerging prevention strat-
egies that leverage networks as we move over the next three decades to near elimi-
nation of new HIV transmission among MSM in the USA.
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 Background

MSM continue to be a group representing the largest number of individuals living 
with HIV in the USA (Centers for Disease Control and Prevention, 2012). Within 
MSM, people of color comprise the majority of new HIV transmission cases and cur-
rently represent the largest HIV infected subgroups (Prejean et al., 2011). While there 
is increasing excitement about biomedical approaches such as treatment as preven-
tion (Cohen et al., 2011) for HIV positive MSM to limit onward transmission within 
MSM networks, there is a critical need for additional study of biomedical approaches 
within these networks, as well as efforts to increase the potency of targeted behav-
ioral, public health, and structural approaches to limiting onwards transmission of 
HIV, sexually transmitted infection (STI) acquisition and prolongation of life among 
HIV positive MSM. This becomes critically important given the context of individu-
als that are HIV infected and aware of their status being associated with almost half 
of new HIV infections in the USA (Marks, Crepaz, Senterfitt, & Janssen, 2005).

 Prevention Strategies: The Extant Literature

 Behavioral

There are numerous behavioral interventions tested to prevent the transmission of 
HIV among MSM. According to the Centers for Disease Control and Prevention 
(CDC) “Effective Behavioral Interventions” (EBI) that were specifically designed for 
MSM include Mpowerment (Kegeles, Hays, & Coates, 1996) and for Black MSM 
d-UP (Jones et al., 2008) and 3MV (Many Men, Many Voices) (Wilton et al., 2009). 
Among EBIs, there were no Latino MSM specific interventions and none specifically 
targeting HIV infected MSM. There are several other effective behavioral interven-
tions designed for other HIV infected populations, which have also been applied to 
MSM, such as CLEAR (Rotheram-Borus et al., 2004).

Other interventions for HIV infected MSM have generally been intensive inter-
ventions that involve multiple individual and/or group sessions (Kelly et al., 1993; 
Mausbach, Semple, Strathdee, Zians, & Patterson, 2007; Morin et al., 2008; Rosser 
et al., 2010; Safren, O’Cleirigh, Skeer, Elsesser, & Mayer, 2012; Wolitski, Gomez, 
& Parsons, 2005). Although one of these was found to be efficacious, it consisted 
of fifteen 90-min sessions with a counselor (Morin et al., 2008), which is not prac-
tical in most HIV primary care or community-based settings. Another brief inter-
vention demonstrated some potential benefit to nondepressed HIV infected MSM 
(Safren et al., 2012). Behavioral interventions that combine skills training and cul-
tural or interactive engagement of participants have been found to be more effec-
tive when compared to those depending upon didactic messaging. While such 
behavioral interventions are of great interest, biologic endpoints are of importance 
when  determining initial efficacy (Pequegnat & Szapocznik, 2000). For example, 
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d-UP (Jones et al., 2008), a prevention intervention targeting Black MSM is based 
upon the Community Popular Opinion Leader (C-POL) model, which has improved 
behavior in many settings; however, evidence of change in HIV seroprevalence 
using C-POL has been elusive when evaluated (Rosser et al., 2010; Schneider & 
Laumann, 2011). Further rigor is also needed when evaluating such interventions 
as d-UP did not utilize randomization procedures to measure behavioral outcomes 
and did not use biologic endpoints (Kelly et al., 1991). Additionally, few interven-
tions are related to clinic settings where integration of biomedical and behavioral 
prevention can occur (Safren et al., 2012). Notably, there also are no interventions 
targeting bisexual men.

 Biomedical

The greatest biomedical intervention for primary prevention, and potentially second-
ary prevention, targeting HIV infected MSM has been antiretroviral (ARV) therapy. 
ARVs have been found to prevent AIDS among HIV infected MSM, including MSM 
of color, through the reduction of HIV virus and concomitant increase in CD-4 T-cell 
percentage (Office of AIDS Research Advisory Council, 2015). This primary AIDS 
prevention is one of the greatest advancements in the history of HIV, and is certainly 
dependent upon excellent adherence to ARVs (Paterson et al., 2000). Adherence to 
ARVs among MSM is one of several factors in the treatment cascade following suc-
cessful linkage and retention in HIV primary care (Gardner, McLees, Steiner, Del 
Rio, & Burman, 2011). While data exist for MSM on individual- and provider-level 
correlates of adherence to HIV care (CDPH, 2008; Oh et  al., 2009; Schneider, 
Kaplan, Greenfield, Li, & Wilson, 2004), there is a lack of research on younger 
MSM of color (Belzer, Fuchs, Luftman, & Tucker, 1999; Harper, Fernandez, Bruce, 
Hosek, & Jacobs, 2011; Macdonell, Naar-King, Murphy, Parsons, & Harper, 2010). 
Studies show that Black and Latino YMSM have poorer rates of retention than 
Whites (Christopoulos, Das, & Colfax, 2011) and that poor retention is associated 
with reduced ARV adherence and increased risk for virologic failure (Giordano 
et al., 2007). Although it is recommended that HIV-infected youth see a healthcare 
provider every 3–4  months, one study found that the cumulative probability for 
males to be retained in care after an initial visit declined to 45% after 2 months, 24% 
after 1 year, and 10% after 2 years (Harris et al., 2003). Whereas some research has 
found that Latino MSM have better retention in care than other HIV positive Latinos 
(Gebo et al., 2005), one project found that Latino YMSM had poorer retention than 
Black YMSM (Magnus et al., 2010), suggesting that additional retention research is 
needed for both groups.

Maximizing retention and adherence to ARVs may have additional value to 
sexual risk reduction by attenuating onward transmission given the high-degree 
of within-group mixing (sex partnering based upon race) (Cohen et  al., 2011), 
especially within racially segregated environments (Doherty, Schoenbach, & 
Adimora, 2009). Racially segregated environments, such as the South Side of 
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Chicago, can consolidate risk within the community and provide greater opportu-
nities for individuals at higher and lower HIV risk to mix (Laumann, Ellingson, 
Mahay, Paik, & Youm, 2004). Thus, maximizing retention and adherence to ARVs 
in these contexts could have a major impact. This treatment as prevention approach 
has not been adequately studied among MSM (Cohen et  al., 2011), with some 
models optimistic about this strategy’s potential for secondary prevention among 
MSM in general (Sorensen et al., 2012).

 Structural and Public Health

Structural and public health interventions have received little attention in HIV preven-
tion research, despite their potential for population level impact. Most of these inter-
ventions target populations broadly; however, they can still have significant impact 
upon HIV infected MSM and, in particular, MSM who have few financial resources. 
For example, healthcare coverage (Schneider, McFadden, Laumann, et  al., 2012; 
Schneider, Michaels, Gandham, et al., 2012; Schneider, Walsh, et al., 2012) and stable 
housing (Robertson et al., 2004) may be effective and least costly interventions for 
preventing onward HIV transmission (Adimora & Auerbach, 2010). For example, in a 
study with 2149 adolescents and adults living with HIV/AIDS, of which 34.2% were 
MSM, homeless and unstably housed persons were two times more likely to report 
sexual exchange, recent drug use, and needle use at baseline than were their stably 
housed peers. Follow-up data collected 6–9 months later showed that improvements in 
housing status were associated with significant decreases in needle use, needle sharing, 
and unprotected sexual intercourse. Moreover, individuals whose housing status wors-
ened over time were five times more likely to report exchanging sex than were those 
whose housing remained stable (Wolitski et al., 2010). However, a subsequent ran-
domized controlled trial of rental assistance for homeless persons living with HIV/
AIDS had positive benefits on self-reported depression, physical health, and perceived 
stress but no impact on sexual risk behaviors, healthcare access, and adherence (Aidala, 
Cross, Stall, Harre, & Sumartojo, 2005). Thus, while the extant research points to the 
importance of stable housing for persons at risk for and living with HIV/AIDS, addi-
tional research is needed to better understand which types of housing interventions are 
most efficacious and the precise mechanism of change. Condom distribution programs 
have been found to be efficacious in meta-analyses of populations that include MSM 
(Charania et al., 2011). Partner services are also important interventions applied to 
HIV infected MSM and include various levels of contact tracing (Centers for Disease 
Control and Prevention, 2008). These programs, many of which are led by local 
Departments of Public Health, utilize organically derived sex networks to locate, edu-
cate, test, and refer sex partners of newly infected persons. Partner notification has 
been around for nearly 80 years (Parran, 1961), longer than most HIV prevention pro-
grams, however, very little evaluation has been conducted to determine best practices 
(Brown et  al., 2011; Samoff, Koumans, Katkowsky, Shouse, & Markowitz, 2007). 
These programs are often limited in their scope and do not discriminate between 
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individuals who are chronically versus recently infected. More sophisticated network-
based tracing and interventions that are emerging and under development will be dis-
cussed in the final section of this chapter.

In sum, there are considerable needs with respect to MSM-based interventions 
that target those who are HIV infected and, in particular, HIV infected MSM of 
color. A recent review of behavioral, biomedical, structural, and public health inter-
ventions in the USA aimed at reducing HIV transmission racial disparities 
(Hemmige, McFadden, Cook, Tang, & Schneider, 2012) found only 2 out of 76 
targeting MSM of color (Operario, Smith, Arnold, & Kegeles, 2010; Somerville, 
Diaz, Davis, Coleman, & Taveras, 2006). Neither of these were targeting HIV 
infected MSM of color. Remarkably, 31 years after the first cases of HIV were iden-
tified among MSM (Auerbach, Darrow, Jaffe, & Curran, 1984; MMWR, 1981), 
there are limited interventions for secondary prevention among HIV infected MSM 
and none for MSM of color. Urgent attention to this lacunae is required if we hope 
to fulfill the promise of eliminating new cases among MSM in the next 30 years.

 Contextual and Core Issues Related to Emerging 
and Innovative Prevention Strategies

 Minority Stress and Syndemic Comorbidities

One contextual factor that must be addressed in prevention with HIV positive MSM 
is the role of social discrimination. Despite increases in public acceptance of homo-
sexuality and support of same-sex marriage (Baunach, 2011; Becker, 2012; Smith, 
2011), homophobia and heterosexism remain serious social problems. In addition, 
HIV/AIDS continues to be a highly stigmatized illness, which further complicates 
the delivery of effective prevention services. As research on the role of social dis-
crimination in the development and maintenance of health disparities has grown, 
minority stress (Meyer, 1995; Meyer, 2003, 2007) and syndemic theories (Stall, 
Friedman, & Catania, 2008; Stall et al., 2003) of health have emerged as critical 
conceptual frameworks for understanding the disproportionate impact of HIV/
AIDS on MSM. Originally developed by Brooks (Brooks, 1981) for lesbians and 
expanded by Meyer (Meyer, 1995; Meyer, 2003) to the larger lesbian, gay, bisexual, 
and transgender (LGBT) population, minority stress theory posits that sexual 
minorities experience heightened levels of stress resulting from experiences with 
homophobia, stigmatization, and violence. These experiences, in turn, are thought 
to increase vulnerability to a range of poor health outcomes. Indeed, a large body of 
research has found that MSM are at greater risk than their heterosexual peers for a 
range of negative health problems, including substance use, depression, and suicid-
ality (Institute of Medicine, 2011). While additional research is needed to under-
stand the precise mechanism through which experiences with discrimination 
increase vulnerability to HIV/AIDS, research points to the potential relationships 
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between social stressors and psychological distress (Choi, Paul, Ayala, Boylan, & 
Gregorich, 2013; Hatzenbuehler, Nolen-Hoeksema, & Erickson, 2008), coping 
styles (Wilson & Yoshikawa, 2004), and sexual risk behaviors (Ayala, Bingham, 
Kim, Wheeler, & Millett, 2012; Meyer & Dean, 1998).

The presence of multiple psychosocial health problems that interact to increase 
vulnerability to poor health is known as a syndemic. Although first applied to the 
overlapping problems of substance abuse, violence, and AIDS in inner-city com-
munities (Singer, 1996), syndemics refer to “the concentration and deleterious 
interaction of two or more diseases, or other health conditions, in a population, 
especially as a consequence of social inequity and the unjust exercise of 
power”(Singer, 2009). Stall’s Theory of the Syndemic Production emphasizes the 
impact of early experiences with social marginalization on the psychosocial and 
behavioral health of MSM over the life course (Stall et al., 2003). Experiences with 
social marginalization are synergistic, such that adverse experiences have an addi-
tive impact on poor health over time. In addition, these psychosocial health prob-
lems have been associated with increased likelihood of unprotected anal intercourse 
among HIV positive MSM (VanDevanter et al., 2011).

Among HIV infected MSM, experiences with minority stress and the presence 
of multiple epidemics (i.e., syndemic comorbidities) have implications for the pre-
vention of onward transmission. At a minimum, interventions need to be sensitive 
to the potential presence and synergistic interactions between social conditions and 
psychosocial health problems among HIV infected MSM (Christopoulos et  al., 
2011) and should seek to deliver comprehensive services (i.e., services that not only 
focus on managing HIV and preventing onward transmission), but also on address-
ing other health conditions and the root causes behind them (Mayer et al., 2012). 
This includes attending to issues related to substance use, mental health, and vio-
lence, as well as factors such as homelessness, under- and unemployment, lack of 
access to care, and incarceration. In addition, there is increasing attention on resil-
ience among MSM as an untapped resource in HIV/AIDS prevention (Herrick 
et al., 2011). A recent study found that resilience among HIV infected MSM was 
associated with a reduced odds of unprotected anal intercourse (Kurtz, Buttram, 
Surratt, & Stall, 2012). Although this research is growing, intervention strategies 
that focus on the strengths of HIV infected MSM, many of whom have experienced 
significant adversity over the life course, would be a welcome addition to current 
prevention packages.

 Marriage Equality

Another contextual factor that may affect future interventions with HIV infected 
MSM is marriage equality. In 2015, the United States Supreme Court ruled in 
Obergefell v. Hodges that same-sex couples have a fundamental right to marry under 
both the Equal Protection Clause and the Due Process Clause of the 14th Amendment 
to the United States Constitution. Although research on how marriage equality will 
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affect HIV infected MSM is limited, emerging studies point to a number of benefits. 
First, legal recognition of same-sex partnerships as marriages confers social, legal, 
and health benefits from which LGBT people have long been excluded (Buffie, 2011; 
Ponce, Cochran, Pizer, & Mays, 2010). With the advent of marriage equality, same-
sex couples now have access to employer-sponsored healthcare through their spouse. 
Prior to the Obergefell v Hodges (2015) decision, in contrast, employers could deny 
employees the ability to purchase healthcare for same-sex partners or impose resi-
dential or financial requirements on same-sex couples that are not required of hetero-
sexual married couples (Ponce et al., 2010).

There also is research to suggest that marriage may have a health promoting 
effect beyond access to social and legal protections. For example, Klausner and col-
leagues conducted a population-based telephone survey with 2881 gay men residing 
in Chicago, New York, Los Angeles, and San Francisco (Klausner, Pollack, Wong, 
& Katz, 2006). Study results indicated that men in domestic partnerships reported 
significantly lower rates of sexual risk behaviors (e.g., multiple sexual partners, 
unprotected anal intercourse with a non-primary partner, and “one night stands”) 
than did men without a primary partner or men with non-domestic steady partners 
(Klausner et al., 2006). Still other scholars have discussed marriage equality as an 
important structural determinant of gay men’s health (Halkitis, 2012), especially for 
the potential to reduce stigma and increase social tolerance, which may have down-
stream effects on LGBT people’s health and well-being. For example, Hatzenbuehler 
and colleagues found the state bans on same-sex marriage were associated with 
increased rates of mental health problems among LGB adults (Hatzenbuehler, 
McLaughlin, Keyes, & Hasin, 2010). Similarly, Francis and Mialon (2010) exam-
ined how tolerance was related to HIV and found that society-wide tolerance of gay 
people was inversely related to the rate of HIV infections. Additional research is 
needed to better understand how marriage equality may specifically affect preven-
tion and treatment efforts for men living with HIV.

 Healthcare Reform

On September 23, 2010, President Obama signed into law the Patient Protection and 
Affordable Care Act (ACA), which was subsequently upheld by the U.S. Supreme 
Court on June 28, 2012. Because a full discussion of ACA and its impact on HIV care 
is outside the purview of this chapter, we briefly highlight key provisions likely to 
affect HIV positive MSM (Martin & Schackman, 2012; Owens, 2012; Sherer, 2012). 
For additional details, please visit HIV Healthcare Reform at http://www.hivhealthre-
form.org/. Of particular note is that access to healthcare for all Americans will 
increase via (1) the expansion of Medicaid coverage to individuals with incomes that 
are ≤133% of the federal poverty level, (2) the creation of state-based health insur-
ance exchanges, and (3) tax credits. Medicaid expansion is expected to be the great-
est source of increased care for persons living with HIV.
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A number of provisions of the ACA affect HIV positive MSM. First, individuals 
with a preexisting condition such as HIV can no longer be denied insurance cover-
age. In order to help uninsured individuals obtain coverage prior to 2014, ACA 
included a provision that enables individuals living with HIV to join a “Pre-Existing 
Condition Insurance Plan,” further expanding access to care (for more information, 
see: http://www.pcip.gov). Second, dependent young adults can now remain on 
their parent’s private health insurance up to age 26. Although it is unknown how 
many YMSM living with HIV have utilized this option, the expanded years of cov-
erage overlap with a developmental period during which YMSM, especially youth 
of color, are at highest risk for HIV (Martin & Schackman, 2012). However, despite 
increased opportunities for access, the most recent data on health insurance cover-
age show that 46.4% of Latino and 32.3% Black young adults aged 19–25 are unin-
sured compared to 16.7% of their White peers (Cohen & Martinez, 2012). Finally, 
ACA will gradually eliminate the “donut hole” in prescription drug coverage in 
Medicare Part D, which is expected to greatly reduce costs for antiretroviral medi-
cations (Martin & Schackman, 2012).

Despite these benefits, there is uncertainty about how the ACA will affect 
MSM at risk for or living with HIV/AIDS. This uncertainty is especially height-
ened in early 2017, as the incoming Republican administration has made the 
repeal of the ACA a cornerstone of their political platform. Furthermore, both 
Medicaid and Medicare are subject to intense political debate and both programs 
may change under a new administration. It also is unclear how the pending repeal 
of the ACA and current efforts to cut taxes and increase spending on other pro-
grams may affect services covered under the Ryan White CARE Act, such as the 
AIDS Drug Assistance Program (ADAP). Thus, the benefits afforded to many 
American citizens may be rolled back and it is unclear how pending changes in 
healthcare policy will affect healthcare and future intervention efforts for MSM 
living with HIV.

 Epidemic Shift

While HIV has always disproportionately affected MSM, there have been shifts 
within this subpopulation with respect to the epidemiology of new cases and access 
to care. According to the CDC, from 2006 to 2009, the largest percentage increase in 
HIV incidence was among young Black MSM, aged 13–29, at 48%, with HIV inci-
dence unchanged among young White and Latino MSM (Prejean et al., 2011). In 
several urban centers like Chicago, this disparity is even higher—young Black men 
have 7 times the rate of HIV infection as young men with similar sexual behavior and 
substance use patterns (CDPH, 2008). These alarming disparities represent a public 
health emergency and require bold interventions that work in partnership with Black 
communities and their leadership. Partnership between academic and community 
units that are researching new strategies for HIV prevention locally are just one com-
ponent. For example, the Chicago Black Gay Men’s Caucus and several units within 
the University of Chicago including the Urban Health Initiative, the Sexually 
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Transmitted Infection and HIV Network, and the Center for HIV Elimination have 
Black leaders and their allies engaged with the community affected by one of the 
major domestic HIV epidemics (“Chicago Black Gay Men’s Caucus. http://chi-
blackgaycaucus.org/ (Last accessed April 18, 2013)”; “Chicago Center for HIV 
Elimination. http://hivelimination.uchicago.edu/ (Last Accessed, April 18 2013); 
“STI and HIV Intervention Network. http://ssascholars.uchicago.edu/shine. Last 
accessed April 18, 2013.”).

Several drivers of these epidemiologic findings which suggest widening dispari-
ties have been explored in great detail (Millett, Peterson, Wolitski, & Stall, 2006; 
Millett et al., 2012). One of the key factors relate to social and sexual networks of 
communities of color, such as African Americans. Some research has explained 
disparities in HIV rates by examining sexual network mixing patterns within and 
between racial subgroups (Rothenberg, Hoang, Muth, & Crosby, 2007; Stoner, 
Whittington, Hughes, Aral, & Holmes, 2000). Previously, Edward Laumann dem-
onstrated that higher rates of sexually transmitted infections within the African 
American community were related to sexual network mixing patterns (Laumann & 
Youm, 1999). Higher levels of disassortative mixing—core high-risk groups mix-
ing with peripheral low-risk groups—within the African American community, 
combined with limited inter-racial mixing, was a major contributor for the dispro-
portionately higher rates of sexually transmitted infections among Blacks when 
compared to Whites. Similar sexual network mixing explanations have been dem-
onstrated among Blacks in the North Carolina (Doherty et al., 2009) and Black 
MSM in Chicago (Schneider et  al., 2013). Drug use behavior was found to be 
highly assortative (like behavior with like), while sex behavior in the form of con-
current (or simultaneous) partnerships was minimally assortative.

Younger MSM are embedded in nonsexual networks that may influence their 
risk/risk reduction behaviors. Influential confidants include kin, friends, boy-
friends, girlfriends, teachers, counselors, and clergy; such people can promote or 
discourage an individual’s risk/risk reduction behaviors and alter the intensity 
and impact of “social drivers” of the HIV/AIDS epidemic among young Black 
MSM.  These network members/influences may also move between nonsexual 
and sexual network membership over time, further altering the social context 
within which sex and drug use behavior occur (Montgomery et al., 2002). The 
effects of such network dynamics on sex partner selection, sexual/drug related 
practices, and risk reduction behaviors are poorly understood. Moreover, given 
the high rates of poverty in several urban centers, macro-level structural prob-
lems (e.g., arrest for drug use, commercial sex work, theft, and gang activities 
and other petty crimes) are common (Voisin & Neilands, 2010). Disproportionate 
rates of incarceration and release of Black men and young Black MSM into these 
neighborhoods, from detention and prison where rates of HIV is high, contribute 
to the emergence of HIV epicenters (Mauer, 1999). Thus, structural barriers, sex 
partner characteristics (network phenomenon), and HIV care outcomes are asso-
ciated with HIV infection and disparities among Black MSM.  Elimination of 
disparities among Black MSM cannot be accomplished without addressing 
structural barriers or differences in HIV clinical care access and outcomes 
(Millett et al., 2012).

8 Emerging and Innovative Prevention Strategies for HIV Positive Gay Men

http://chiblackgaycaucus.org
http://chiblackgaycaucus.org
http://hivelimination.uchicago.edu
http://ssascholars.uchicago.edu/shine


202

 Aging

Shifting demographics in the HIV epidemic as infected populations live longer will 
likely affect secondary prevention efforts, as well as primary prevention of non- 
AIDS related comorbidities (Halkitis, 2010). Higher mortality is evident among 
HIV infected populations older than 50 years of age when compared to younger 
than 50 years of age, as it is in non-HIV infected populations. There are increased 
rates of non-AIDS defining illnesses including cardiovascular disease, liver disease, 
renal impairment, and malignancy among elderly HIV infected patients (Sackoff, 
Hanna, Pfeiffer, & Torian, 2006). Older patient responses to antiretroviral therapy, 
however, are comparable to younger individuals (Perez & Moore, 2003; Tumbarello 
et al., 2003; Wellons et al., 2002). The relative contribution of HIV medication tox-
icities and immune senescence to the natural aging process is unknown and an area 
of continued interest (Effros et al., 2008).

While there are important issues that older HIV infected MSM face compared to 
the general HIV infected population, the biology of aging is likely similar. For pri-
mary prevention, we recommend that providers of HIV infected MSM follow the 
evidence-based guidelines of the United States Preventive Services Task Force (see 
Moyer & on behalf of the United States Preventive Services Task Force, 2013). 
Specific MSM preventive care include assessments of sexual function and sexual 
health, screening of cancers such as anal cancer, lung, and colon cancer (given 
increased rates of smoking among MSM), liver cancer, eating disorders, and body 
image dissatisfaction (Applebaum, 2008). Stereotypes of older MSM being lonely 
or more isolated are generally not true; however, for those MSM who are HIV 
infected, they may have lived through partners or close friends dying from 
AIDS. Screening for anxiety and depression should be considered in multiple set-
tings, i.e., medical doctors, social service settings, and senior centers. Additionally, 
special consideration of the multiple layers of stigma experienced by “quadruple 
minority” men (MSM, Black, HIV infected and over 50 years of age) (Haile, Padilla, 
& Parker, 2011) needs to be given during the development of any prevention inter-
vention that includes older MSM.

 Technology

Digital communication technologies (DCT) such as cell phones and the Internet are 
rapidly becoming ubiquitous even in technology-limited communities. In 2009, 
nearly 80% of US homes reported having at least one cell phone and 74% of 
Americans reported use of the Internet (Blumberg & Luke, 2010; Rainie, 2010). 
That such technologies have begun to replace traditional communication technolo-
gies is evident by the rapidly increasing number of homes with only a cell phone (no 
landline), which grew from 7.3% in 2005 (January to June) to 20.2% in 2008 (July 
to December) (Blumberg & Luke, 2010).
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DCT presents both opportunities and challenges for HIV treatment, research in 
disease management, survey-based health data collection, and HIV prevention 
interventions. DCT can overcome barriers in traditional healthcare and research 
methodologies, including facilitator issues (i.e., discomfort with topics, incom-
plete implementation) and participation obstacles (i.e., transportation, insurance, 
physical limitations). In addition, HIV education interventions can be individually 
tailored, increasing relevance, and content can be quickly and easily updated 
(Ybarra & Bull, 2007). By using DCT to overcome these barriers, providers and 
researchers are able to reach a larger and more geographically dispersed audience. 
For example, personalized, interactive, daily SMS reminders for younger HIV 
infected MSM have been recently found to be feasible, acceptable, and can signifi-
cantly improve self-reported antiretroviral adherence (Dowshen, Kuhns, Johnson, 
Holoyda, & Garofalo, 2012).

 Spirituality

Spirituality has been associated with improved health among individuals living 
with a range of chronic illnesses, including HIV/AIDS (McClain, Rosenfeld, & 
Breitbart, 2003; Pardini, Plante, Sherman, & Stump, 2000; Woods, Antoni, 
Ironson, & Kling, 1999). Spiritual beliefs, practices, and communities are thought 
to improve an individual’s ability to cope with adverse life events, such as manag-
ing a chronic illness like HIV/AIDS. Among HIV infected MSM, religious coping 
has been associated with reduced rates of depression and religious behaviors have 
been associated with higher T-cell and CD4 cell counts (Woods et al., 1999). In 
addition, connections to a faith community may increase access to social support, 
a formidable force in the health of HIV infected persons (D’Augelli, Pilkington, & 
Hershberger, 2002; Green, 1993; Pescosolido, Wright, Alegría, & Vera, 1998; 
Tobin, German, Spikes, Patterson, & Latkin, 2011). In one study, social support 
was the only psychosocial predictor of nonattendance in HIV care and was a 
greater predictor of retention when compared to factors such as physician consis-
tency (Catz, McClure, Jones, & Brantley, 1999). Finally, although more research 
is needed, emerging evidence suggests that interventions that incorporate Eastern 
spiritual practices, such as meditation and mindfulness, may have potential health 
benefits for HIV infected individuals (Creswell, Myers, Cole, & Irwin, 2009; 
Gayner et al., 2011; Robinson, Mathews, & Witek- Janusek, 2003).

Taken together, the extant evidence suggests that spirituality in the lives of HIV posi-
tive gay men warrants additional attention. However, despite calls for greater attention 
to faith-based initiatives for MSM (Hill & McNeely, 2013; Malebranche, 2003), few 
interventions have utilized spirituality or faith-based communities as a context through 
which to limit onward transmission of HIV (Francis & Liverpool, 2009; Williams, 
Palar, & Derose, 2011). The lack of research in this domain may reflect concerns that 
religious institutions often serve as a source of stress, abuse, and stigmatization for 
MSM (Miller, 2007; Williams, Wyatt, Resell, Peterson, & Asuan-O’Brien, 2004; 
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Wilson, Wittlin, Muñoz-Laboy, & Parker, 2011). Despite this, many MSM living with 
HIV view spirituality as an important dimension in their lives, and a particularly strong 
value has been observed among Black MSM (Miller, 2007). Studies show that many 
Black MSM are involved in a faith-based community and value spirituality, even in the 
context of institutional endorsement of homophobia or difficulty integrating their reli-
gious identity with their sexual behavior or sexual identity (Foster, Arnold, Rebchook, 
& Kegeles, 2011; Miller, 2007; Seegers, 2007).

Black churches remain vital social and political institutions in Black/African 
American communities throughout the USA, and research with religious leaders 
has highlighted the need to build on the strengths of faith-based communities. Black 
church leaders have articulated a strong interest in implementing HIV services 
(Nunn et al., 2012; Smith, Simmons, & Mayer, 2005) but have limited capacity and 
financial resources to do so (Smith et al., 2005). Although the effects of integrating 
HIV services in faith-based communities on HIV prevention interventions is under-
studied, such approaches would likely be embraced among diverse groups of HIV 
infected gay men and could have additional benefits, such as increasing religious 
leaders’ comfort with discussing issues of homosexuality (Pichon et  al., 2012), 
reducing homophobia and HIV/AIDS-related stigma, and mobilizing faith-based 
communities in the fight against HIV/AIDS.

 Emerging and Innovative Prevention Strategies

 Network-Based

The centrality of a network approach to prevention among HIV infected MSM is 
becoming increasingly clear (Latkin et al., 2011; Schneider, McFadden, Laumann, 
et al., 2012; Schneider, Michaels, & Bouris, 2012; Schneider, Michaels, Gandham, 
et al., 2012; Schneider, Walsh, et al., 2012). Social network oriented interventions 
have been effective in preventing high-risk behavior that leads to HIV infection 
(Kelly, 2004; Latkin, Sherman, & Knowlton, 2003). Some have demonstrated that 
organic support networks are effective in preventing high risk sexual behavior in ado-
lescents (Bouris, Guilamo-Ramos, Jaccard, et al., 2010; Guilamo-Ramos et al., 2009; 
Guilamo-Ramos et al., 2011), and are likely to be effective in HIV prevention target-
ing younger Black MSM, for example (Bouris, Guilamo-Ramos, Pickard, et al. 2010; 
Garofalo, Mustanski, & Donenberg, 2008b; Schneider et al., 2011). However, these 
innovative interventions have yet to be tested after a new HIV diagnosis has been 
made—an effort that could strengthen components within the HIV treatment cascade 
such as retention in care. Moreover, utilization of rigorous social and sexual network 
assessments that map directly onto interventions—a social network intervention—
has promise for eliminating new cases of HIV transmission.

Project Engage is just one example of emerging efforts to utilize endogenous 
social networks to improve outcomes along the HIV treatment spectrum. Project 
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Engage is an ongoing NIMH-funded randomized controlled trial examining the 
effect of a key social network member intervention on the antiretroviral adherence 
and retention in care of an HIV infected MSM. This approach is a personalized 
network intervention that aims to activate a network member to motivate an index 
client. The approach has its roots in similar efforts to recruit social network mem-
bers to have an impact on identified high-risk men in India (Bouris et al., 2013; 
Schneider, McFadden , Laumann, et  al., 2012; Schneider, Michaels, Gandham, 
et al., 2012; Schneider, Walsh, et al., 2012).

A recent National Institutes of Drug Abuse Avant-Garde award to Samuel 
Friedman in 2012 funded an innovative approach to preventing HIV transmission 
by the recently infected. One of the three intervention populations is HIV infected 
MSM in South Chicago. Intervention approaches against HIV transmission during 
the recent infection period will use a combination of sexual- and social-network- 
based contact tracing methods; community alerts in the networks and venues of 
recent infectees; and the logic of going “up” and “down” infection chains. Newly 
infected “seeds,” defined as younger Black MSM who have recently been infected 
will initially be identified through repeated HIV testing using techniques to identify 
recently and acutely infected study participants. Following this, the intervention 
will target members of seeds’ networks and people who attend their venues. These 
individuals will also be tested for acute and recent infection, and be alerted to the 
probability that their networks contain highly-infectious members so they should 
reduce their risk and transmission behaviors for the next several months to minimize 
their chances of getting infected. This may also reduce transmission by untested 
people with recent infection (Nikolopoulos et al., 2016).

 Family-Based Interventions

There has been a critical void in family-based interventions for HIV infected MSM 
in the USA.  To date, most research with MSM has focused on negative family 
dynamics, such as rejection (Bouris, Guilamo-Ramos, Pickard, et al. 2010; Garofalo, 
Mustanski, & Donenberg, 2008a; Garofalo et al., 2008b; Ryan, Huebner, Diaz, & 
Sanchez, 2009), resulting in research and practice paradigms that have overlooked 
the potentially protective role of families. Although many MSM experience rejec-
tion from their family of origin, studies suggest that MSM are coming out to their 
families at younger ages and report high levels of family acceptance and/or toler-
ance (Garofalo et al., 2008a, 2008b). However, family rejection remains a concern 
and research has examined support from members outside of one’s family of origin, 
i.e., family of choice (Cohen & Wills, 1985; Collins & Laursen, 2004; Hays, 
Chauncey, & Tobey, 1990). More recent studies have documented the evolution and 
importance of non-kin family structures in the Ball community, where MSM come 
together in Houses led by “mothers” and “fathers” who serve a parent-like role and 
provide social support, guidance, and material aid to MSM (Arnold & Bailey, 2009; 
Bailey, 2011; Bailey, 2013).
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A central question in all family-based research is how to define a family? Research 
with MSM has tended to define family in two primary ways: (1) “family of origin” 
which refers to parents, siblings, and other members related by blood or marriage or 
(2) “family of choice” which refers to individuals not related by blood but who serve 
a family-like role via the provision of closeness, support, and mutual aid. Although 
it has been suggested that families of choice are more important for MSM than are 
families of origin (Diamond & Butterworth, 2008), we believe a more nuanced 
approach is necessary. In our research with HIV infected MSM, we define family as 
a “network of mutual commitment,” using the definition first offered by the NIMH in 
1990 and utilized by the NIMH Consortium on Families and HIV/AIDS since 1997 
(Anhalt & Morris, 1998; Pequegnat, 2012; Pequegnat & Bray, 1997). A focus on 
mutual commitment moves beyond the dichotomy of family of origin versus family 
of choice by allowing MSM to define what family means to them and thus captures 
a greater diversity of family networks available to MSM.

As scholars call for greater attention to the role of families in HIV research with 
MSM (Mustanski, Hunter, Pequegnat, & Bell, 2011), a growing body of research is 
finding that closeness to family is negatively associated with HIV-risk (Bouris, 
Guilamo-Ramos, Jaccard, et al., 2010; Bouris, Guilamo-Ramos, Pickard, et al. 2010; 
Garofalo et al., 2008a). In our work with HIV negative and positive Black MSM, we 
found that having a greater proportion of family members in one’s close personal 
network (i.e., having 2 or more family of origin members in the close network) was 
negatively associated with sex-drug use and group sex, positively associated with 
having a regular primary care physician, and positively associated with discouraging 
group sex and sex-drug use among one’s MSM friend network (Schneider, Michaels, 
et al., 2012). Further, increased male but not female family network proportion was 
associated with less HIV-risk and greater discouragement of HIV-risk among MSM 
friends. The role of male family members differs from research with heterosexual 
youth, where mothers have been viewed as the primary agents of change (Pequegnat, 
Bell, Dancy, & DiIorio, 2012); it also highlights the need to better understand the 
types of family supports available to HIV positive MSM and how family-based 
interventions could best prevent onward transmission of HIV.

The lack of family-based interventions for HIV infected MSM represents a critical 
gap in existing prevention services and programs (Bouris, Guilamo-Ramos, Jaccard, 
et al., 2010; Bouris, Guilamo-Ramos, Pickard, et al. 2010; Garofalo et al., 2008a). 
Future research and interventions with families could pursue several approaches. 
First, there is a clear opportunity to build on supportive family relationships, be they 
family of origin or choice, in the delivery of services to HIV infected gay men. 
Although additional research is needed to develop such interventions, these preven-
tion strategies would be an innovative addition to the existing prevention with posi-
tives landscape. Second, there are opportunities to work with MSM and their families 
who are struggling; such interventions could help MSM to disclose their sexual ori-
entation and/or their HIV status to their families, offer services to families who strug-
gle with learning about their love one’s sexual orientation and/or HIV status, and, 
when appropriate, help to repair strained family relationships. Although untested, 
such approaches warrant future consideration. The families of HIV infected MSM 
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represent organic social systems for which we have remarkably little understanding 
given the past 30  years of HIV treatment and prevention research. This research 
becomes especially important given the rapid changes in acceptance of homosexual-
ity and same-sex marriage in the US population (Keleher & Smith, 2012).

 Disclosure Interventions

Knowledge and disclosure of HIV status is critical to the prevention of onward trans-
mission. A number of studies have found that sexual risk behaviors tend to decline 
when individuals know their HIV status (CDC, 2006; MacKellar et  al., 2005). In 
addition, serosorting (i.e., selecting sexual partners with the same HIV status) and 
seropositioning (i.e., selecting sexual positions that minimize the likelihood of trans-
mission between serodiscordant partners), both require that MSM know their HIV 
status and disclose it to their sexual partners (Butler & Smith, 2007; Parsons et al., 
2005; Steward et al., 2009; Wilson et al., 2010). In the absence of such disclosure, 
serosorting and seropositioning have been associated with increased HIV transmis-
sion (Butler & Smith, 2007; Eaton et al., 2007; Golden, Stekler, Hughes, & Wood, 
2008). In addition, disclosure may lead to increased social support, which has been 
positively correlated with retention and adherence to ARVs (Wohl et al., 2010). At 
the same time, disclosure could have deleterious effects if the environment where 
disclosure occurs is dominated by stigma or is otherwise hostile. HIV/AIDS remains 
a highly stigmatized illness and disclosure of HIV status has been identified as one of 
the greatest challenges experienced by HIV positive MSM (Kalichman, DiMarco, 
Austin, Luke, & DiFonzo, 2003).

Despite the important role of disclosure in reducing the risk on onward transmis-
sion, relatively few disclosure interventions have been developed for HIV infected 
MSM. Novel approaches that warrant additional consideration include the use of 
technology to support disclosure and interventions to foster disclosure to casual 
sexual partners. Although few disclosure interventions have been delivered via 
DCT, there is some evidence to suggest that such approaches are feasible and effica-
cious. Chiasson and colleagues implemented a brief video-based intervention deliv-
ered online. Men were recruited via banner ads posted on the largest 
subscription-based sexual meeting websites for gay men (Chiasson, Shaw, 
Humberstone, Hirshfield, & Hartel, 2009). The ad asked “Is HIV Still a Big Deal?” 
and was followed by large “No” and “Yes” buttons. Clicking a button led MSM to 
a website, http://www.hivbigdeal.org, where they completed study forms and 
watched “The Morning After,” a 9-min video designed to foster critical thinking 
about disclosure and other health factors (Chiasson et al., 2009). Large numbers of 
MSM were reached through this approach: 522 MSM viewed the video and com-
pleted the 3 month follow-up. Furthermore, significant increases in disclosure of 
HIV status and significant decreases in both unprotected anal intercourse and reports 
of casual sexual partners were observed (Chiasson et al., 2009). Although not an 
RCT, the intervention is a novel way to reach large numbers of MSM who might not 
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otherwise be reached through individual or group-based interventions. At the same 
time, Black and other MSM of color were underrepresented in the sample, suggest-
ing that additional work is needed to reach these men online. Future approaches 
could consider more tailored approaches, implementing risk assessments online, 
and directing MSM to videos that have been specifically tailored to meet the disclo-
sure needs of diverse MSM.

In another pilot study, Serovich and colleagues evaluated the efficacy of a brief 
intervention designed to support disclosure to casual sex partners (Serovich, Reed, 
Grafsky, & Andrist, 2009). The intervention was delivered across four sessions with 
content on (1) goal setting and disclosure triggers and strategies, (2) the pros and 
cons of disclosure and exercises to help MSM maximize disclosure benefits and 
minimize disclosure costs, (3) behavioral skills rehearsal and the evaluation of dis-
closure strategies and ways to handle reactions to disclosure, and (4) additional 
behavioral skills rehearsal (i.e., reinforcement and practice from session three) 
(Serovich et al., 2009). A total of 77 HIV infected MSM were randomly assigned to 
one of three study conditions: a waitlist control group, a facilitator only group where 
all activities were completed face-to-face with a trained facilitator, or a facilitator + 
computer group where baseline assessment and paper-and-pencil exercises were 
completed electronically and all other activities with a facilitator. Results indicated 
that both disclosure and sexual risk behavior outcomes tended to be significantly 
better in the facilitator only group relative to both the waitlist and facilitator + com-
puter groups at the 3-month follow-up (Serovich et  al., 2009). In addition, there 
were notable reductions in sexual risk behavior among MSM with multiple sexual 
partners, suggesting that the intervention was especially effective for higher risk 
MSM (Serovich et al., 2009). Although promising, additional research is needed, 
especially to reach MSM of color, who were underrepresented in the sample.

 Community Mobilization

Community mobilization has played a critical role in the fight against HIV/AIDS 
since the earliest days of the epidemic (Campbell & Cornish, 2010). Domestically 
and globally, community mobilization efforts such as ACT-UP, Gay Men’s Health 
Crisis (GMHC), Gay Men of African Descent (GMAD), NAESM Inc., and the 
Treatment Action Campaign have resulted in dramatic positive impacts on the 
health of HIV infected persons (Landers, Pickett, Rennie, & Wakefield, 2011; 
Trapence et  al., 2012). The Chicago Black Gay Men’s Caucus aims to mobilize 
Black gay men, including those HIV infected to better their well-being. The 
Lifestyles Guide and the HIS intervention (Health Is Sexy) are two examples of this 
local approach (“Chicago Black Gay Men’s Caucus. http://chiblackgaycaucus.org/ 
(Last accessed April 18, 2013),”). In other HIV positive gay populations such as in 
San Francisco, mobilization of has been credited as a major force in controlling the 
epidemic (Katz, 1997). One of the largest community mobilization interventions 
currently underway is “Connect To Protect (C2P),” a community mobilization and 
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structural intervention designed to reduce the incidence and prevalence of HIV 
among urban youth that is being conducted via the Adolescent Trials Network 
(ATN) (Ziff et al., 2006). Although a full discussion of C2P is outside the scope of 
this chapter, we briefly review the purpose below. For more information, see http://
www.connect2protect.org/.

The purpose of C2P is to mobilize urban communities to examine the root causes 
of HIV and to develop and implement structural changes that will prevent HIV 
among youth aged 12–24 (Ziff et al., 2006). C2P began in 2002 and is being imple-
mented in 15 urban areas in the USA and Puerto Rico (Harper et al., 2012). At each 
site, ATN researchers partner with a diverse group of community organizations to 
form a coalition and to develop a local strategic plan to reduce HIV risk among 
youth. Each site then implements structural interventions designed to change prac-
tices, environments, programs, laws, and policies at the community, city, and state 
levels (Ziff et  al., 2006). A number of recent publications have highlighted the 
power and challenges of this approach to address HIV/AIDS among YMSM of 
color (Robles-Schrader et  al., 2012) and in the House Ball community (Castillo 
et al., 2012). Evaluation of C2P on individual HIV risk behaviors and on epidemio-
logical surveillance indicators (i.e., the incidence of HIV and other STIs) is cur-
rently underway, with data collection to be completed by 2016.

 Biomedical

Two existing biomedical interventions are being tested specifically in MSM: cir-
cumcision and microbicides. Circumcision and vaginal microbicides have been 
found to be efficacious in preventing HIV acquisition among heterosexual popula-
tions for men and women respectively; however, the utility of such modalities in 
MSM is not yet understood. Circumcision is being studied as an HIV prevention 
intervention among insertive MSM in China (Wiysonge et al., 2011), however, such 
an intervention targeting only insertive MSM may be stigmatizing, especially in 
societies where marriage to women is common among MSM (Schneider, McFadden, 
Laumann, et  al. 2012; Schneider, Michaels, Gandham, et  al. 2012; Schneider, 
Walsh, et al. 2012). Circumcision at birth for all men may be an alternative (Task 
Force on Circumcision, 2012). Moreover, as in heterosexual populations, it is 
unclear whether the receptive male partner will receive any benefit. Importantly for 
HIV infected MSM, the utility of circumcision is even less clear. Will benefits in 
reducing acquisition of other STIs, such as Human Papilloma Virus, occur as in 
heterosexual populations, and if so, will such a benefit be worth undergoing a minor 
surgical procedure?

Rectal microbicides, products usually in gel form that are applied intra-rectally, 
are currently being studied as an HIV prevention intervention for HIV uninfected 
men and women. A full review is beyond the scope of this chapter; however, a com-
prehensive resource for scientists and community members is IRMA (international 
rectal microbicide advocates; http://www.rectalmicrobicides.org/). The use of rectal 
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microbicides, especially in HIV positive MSM, is not clear. It is possible that use of 
such products by the receptive partner may prevent transmission to insertive MSM, 
but this has not been studied even in the case of vaginal microbicides. Moreover, 
current formulations of antiretroviral-based rectal microbicides are unlikely to have 
an effect on other sexually transmitted disease acquisition among HIV positive 
MSM. In fact, some have suggested that use of some lubricant products may increase 
vulnerability to STIs (Gorbach et al., 2012). The majority of Phase II rectal microbi-
cide research has been conducted in Pittsburgh, San Francisco, and Boston, and care-
ful attention must be made towards including MSM of color in such research. This is 
especially important given that MSM of color will likely be a target of this biomedi-
cal intervention and potentially have much to benefit; but MSM of color have largely 
not been included as study participants in the development of this potentially impor-
tant prevention intervention (Lunchtime HIV prevention research session, 2012).

Primary biomedical prevention recommendations for HIV positive men are sim-
ilar to the general population. For example, HIV positive MSM with compromised 
immune systems are susceptible to opportunistic infections and should follow 
Department of Health and Human Services recommendations for prevention and 
treatment of these infections (Kaplan et al., 2009). As discussed previously, aging 
HIV positive MSM should be screened for comorbidities according to the 
U.S. Preventive Services Task Force. Additional attention to lipid profiles as well as 
kidney function should be considered for HIV positive MSM on ARVs, and in par-
ticular those men taking protease inhibitors and/or Tenofovir. Other behaviors and 
conditions that are more common among MSM should be screened for and treated 
(i.e., tobacco use, depression). While there are many interventions for such condi-
tions, research suggests that targeting subpopulations is more likely to be effective 
(Hemmige et al., 2012). Project Exhale, for example, is an evaluation of a tailored 
smoking cessation program for HIV positive Black MSM which produced  follow- up 
quit rates ranging from 6 to 24%, with treatment completers having better out-
comes (Matthews, Kuhns, Conrad, & Vargas, 2011). This first of its kind interven-
tion for HIV positive African American MSM was feasible, acceptable, and showed 
benefit for reducing smoking behaviors and depression scores. This targeted inter-
vention as well as other promising interventions for the general population will 
become increasingly important with the concomitant aging among HIV positive 
MSM, as well as societal forces in the USA that are moving towards greater accep-
tance and assimilation of MSM.
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Gay Men Living with HIV/AIDS: Promoting 
Effective and Culturally Appropriate 
Approaches 

Kevin L. Nadal and Ben Cabangun

 Introduction

Many scholars have contended that research focusing on lesbian, gay, bisexual, 
transgender, and queer (LGBTQ) issues tends to exclude the experiences of LGBTQ 
persons of color, particularly LGBTQ Asian Americans and Pacific Islanders 
(AAPIs) (Chan, 1989, 1992, 1995; Chung & Szymanski, 2006; Nadal, 2010; Nadal 
& Corpus, 2012). Specifically, while there has been an increase in literature focus-
ing on White gay men, African American gay men, and Latino gay men, there has 
been a dearth of research concentrating on the experiences of Asian American gay 
men (Nadal, 2010; Nadal & Corpus, 2012). Furthermore, some scholars have 
described how studies pertaining to LGBTQ AAPIs and other people of color tend 
to emphasize the “deficit model” (i.e., focusing primarily on the negative aspects of 
LGBTQ AAPIs’ and other people of color’s experiences), instead of focusing on 
macro-level and sociopolitical experiences that influence LGBTQ mental health, 
physical health, and behaviors (Akerlund & Chung, 2000). Accordingly, the experi-
ences of AAPI gay men tend to be marginalized in the academic literature in gen-
eral, resulting in practitioners’ and educators’ inability to work with this population 
in effective or culturally competent ways. Second, an overemphasis is placed on the 
shortcomings or faults of AAPI gay men, often resulting in the pathologizing of 
their experiences, instead of highlighting the group’s strengths and potential for 
optimal physical and mental health.

The purpose of this chapter is to describe the experiences of AAPI gay men living 
with HIV/AIDS. First, we will introduce fundamental information about the AAPI 
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population, which will be followed by a discussion about the various factors that 
may impact AAPI gay men’s identity development and mental health. Then, we will 
provide current epidemiological findings involving gay men living with HIV and 
AIDS, as well as the types of experiences that this community may face in their 
everyday lives. Finally, we will conclude with recommendations for providing 
effective and culturally appropriate approaches in working with Asian American/
Pacific Islander gay men living with HIV and AIDS.

 Who Are Asian Americans and Pacific Islanders?

Before we describe the experiences of AAPI gay men, it is necessary to first under-
stand who is included in the AAPI population. The term “Asian American” refers to 
persons who have common ancestral roots in Asia and the Pacific Islands, with a 
similar physical appearance and cultural values. The Asian American racial cate-
gory comprises of over 40 distinct ethnicities, which may include Chinese, Asian 
Indian, Filipino, Vietnamese, Korean, Japanese, Hmong, and Cambodian. While 
Pacific Islanders are separated from Asian Americans in the US Census, they are 
often lumped into this category when discussing multicultural issues, forming 
broader racial categorizations such as “Asian/Pacific Islander” (or API), “Asian 
Americans/Pacific Islanders” (or AAPI), or “Asian Pacific Americans” (or APA).

According to the 2010 US Census, Asian Americans are the fastest growing 
racial/ethnic minority group in the USA (Hoeffel, Rastogi, Kim, & Shahid, 2012). 
As a group, Asian Americans have multiplied eightfold from 1.4 million in 1970 to 
11.9 million in 2000, and are projected to increase to 20 million by 2020 (Nadal & 
Sue, 2009). In fact, the Asian population grew faster than any other racial group in 
the USA between 2000 and 2010, increasing by 43% from 10.2 million to 14.7 mil-
lion (Hoeffel et al., 2012). Meanwhile, the 2010 Census revealed that the Native 
Hawaiian and other Pacific Islander populations increased three times faster than 
the general US population, resulting in a population of 540,000 people (Hixson, 
Hepler, & Kim, 2012). According to the 2010 US Census, the largest ethnic group 
within the Asian American population is Chinese American, with 3.7 million indi-
viduals in the USA, which is followed by Filipino Americans (3.4 million), Asian 
Indian (3.1 million), Vietnamese Americans (1.7 million), and Korean Americans 
(1.7 million). Nearly half of the population lived on the West Coast, while 22% lived 
in the South, 20% in the Northwest, and 12% in the Midwest (Hoeffel et al., 2012). 
Asian Americans also contribute greatly to immigration to the USA, accounting for 
one-third of all arrivals since the 1970s (Nadal & Sue, 2009).

Based on this population data, it is critical to note the heterogeneity of the 
AAPI community. First, there are hundreds of languages within the AAPI popula-
tion, including Tagalog, Farsi, Cantonese, Mandarin, Vietnamese, and Japanese. 
Second, there are over 20 major religions within the Asian American racial group, 
including Buddhism, Sikhism, Hinduism, Taoism, Confucianism, and Christianity. 
Third, there are many physical differences between the major Asian subgroups. 
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For  example, while East Asians (e.g., Chinese, Japanese, and Korean) may have a 
lighter peach skin tone and smaller eyes, Filipino Americans and Southeast Asians 
(e.g., Vietnamese, Cambodian, Laotian) may have a light to dark brown skin tone, 
and South Asians (e.g., Asian Indians, Pakistanis) may have a very dark brown 
skin tone and larger eyes. Because of this heterogeneity and lack of cohesion 
between Asian countries, it is common for Asian Americans to identify in terms of 
their ethnicity (e.g., “Indian,” “Filipino,” “Korean”), instead of the broader racial 
category of Asian or Asian American (Nadal & Sue, 2009). As a result, some indi-
viduals may not be included in AAPI statistics, may purposefully separate them-
selves from the pan-ethnic AAPI community and associate only with others in 
their ethnic group. Importantly, research which makes broad generalizations about 
AAPIs may not reflect the identities and experiences of all people who would fit 
under the racial umbrella.

Furthermore, it is important to note that because of different historical, religious, 
and colonial experiences in their home countries, Asian Americans may prescribe to 
various cultural worldviews and values. Asian and Asian American ethnic groups 
may have a range of common cultural values (e.g., collectivism, saving face, empha-
sis on family), while the unique sociohistorical experiences of each Asian ethnic 
group will influence these values. For instance, because of English colonization on 
India and Spanish/American colonization on the Philippines, these two ethnic 
groups may have both similar and unique cultural values than groups like Chinese 
or Japanese Americans who may be more heavily influenced by Buddhist or 
Confucian teachings (Nadal, 2011; Nadal & Sue, 2009).

 Asian Americans and Gender Roles

In order to understand AAPI gay men, it is first important to understand how gender 
is generally conceptualized and understood in AAPI cultures. While gender is 
defined as “a socially constructed identity that is usually determined by one’s bio-
logical sex (or whether one has male or female reproductive organs” (Nadal, 2013, 
p. 35), gender roles are “expectations defined within specific societies and cultures 
about culturally appropriate behaviors, norms, and values for men and women, 
based on gender” (Nadal, 2013, p. 35). Gender roles are derived from a spectrum of 
factors, including (a) traditional gender stereotypes; (b) messages about dress and 
clothing; (c) messages about career choices or family roles; and (d) expectations of 
personality, traits, interests, or behaviors. Across AAPI ethnic groups, there are 
some similarities in the ways that gender roles and sexuality are constructed. First, 
in terms of gender, Asian American families tend to assign men a higher status as 
compared with women, give older generations an elevated status, and designate the 
father as the dominant member of the household with unquestioned authority 
(Tewari & Alvarez, 2009). For example, in some Asian countries, there has been a 
history of “son preference,” in which male babies are considered a prize because they 
can continue on the family name and legacy, while female babies are considered a 
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burden because they cannot (Chung, 2007; Mahalingam & Balan, 2008). As a result, 
boys and men may learn that there is an expectation to continue on the family name 
and legacy; bring honor to the family; and to be dominant and strong members in 
their families. When boys and men who do not assume traditional gender roles that 
are prescribed in their families and communities (e.g., individuals who identify as 
gay), they may experience gender role conflict, often resulting in varying amounts 
of psychological distress (Nadal, 2010).

There are also many ways that gender role expectations manifest differently for 
the various Asian American ethnic groups. For example, some scholars have asserted 
that Chinese and Chinese American gender roles emphasize the dominance of males 
and the submissiveness or obedience of women (Chia, Moore, Lam, & Chuang, 
1994). Conversely, Filipinos and Filipino Americans tend to have a more complex 
experience with gender role expectations (Nadal & Corpus, 2012). First, the 
Philippines advocates for a gender-neutral society, in which women are encouraged 
to succeed in careers as much as men, and in which women are often the leaders, 
disciplinarians, and financial decision-makers in the family. In fact, the Philippines 
was one of the few Asian countries to elect a woman as president. However, as a 
result of Spanish colonization, Filipino men are still taught to be ultramasculine and 
Filipina women are taught to be ultrafeminine (Nadal & Corpus, 2012). Accordingly, 
Filipino and Filipino Americans may learn messages about gender that are both 
similar and unique to other Asian Americans.

Furthermore, in Asian and Asian American cultures, it is quite common for gender, 
gender identity, and sexuality to be used interchangeably (Jackson, 1999; Nadal & 
Corpus, 2012). For instance, in Thailand, there is a strong presence of “ladyboys” or 
kathoey (drag queens, cross-dressers, transgender male-to-female) who are often 
viewed as sexual objects who work as entertainers or commercial sex workers 
(Jackson, 1999). As a result, many Thai people (and people of other Asian coun-
tries) may assume that all gay men are feminine and identify as transgender women, 
or both. Perhaps one reason why AAPI men who have sex with men (MSM) may 
not identify with the terms “gay” or “bisexual” is because they view themselves as 
masculine and as “real” men, assuming that gay men must behave otherwise.

 Asian Americans and Sexual Orientation Identity

Some scholars have described the psychological stressors that AAPI gay men may 
experience as a result of their intersectional identities (i.e., the intersection of their 
sexual orientation, racial, ethnic identities). First, many studies support that Asian 
Americans and other LGBTQ persons of color are often forced and/or expected to 
choose between their racial/ethnic identity (e.g., Asian American, Cambodian 
American) and sexual orientation identity (e.g., gay or lesbian). Previous authors 
have revealed that individuals may desire to identify with both their racial/ethnic 
and sexual orientation identities, but may struggle because they feel negative reper-
cussions from both of their groups (Chan, 1989, 1992, 1995; Nadal & Corpus, 2012; 
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Operario, Han, & Choi, 2008). Moreover, many studies have found that it was 
common for LGBTQ Asian Americans to be the subject of racial stereotyping in 
general LGBTQ social circles, while enduring homophobia in their ethnic families 
and communities (Han, 2008; Nadal & Corpus, 2012).

Regarding sexual orientation identity development, there are myriad ways that 
identity development processes may be different for AAPI gay men. First, while 
numerous Western/American models of sexual orientation identity development 
label the “coming out” process as an imperative, developmental stage for gay/bisexual 
individuals (Nadal, 2010), many LGBTQ people of color (particularly those from 
immigrant communities) may view coming out (or announcing one’s sexual orien-
tation to one’s family and friends) as superfluous and unnecessary (Chan, 1989, 
1992, 1995; Nadal, 2010; Nadal & Corpus, 2012). Many LGBTQ individuals may 
not feel the need to officially proclaim their sexual orientation for numerous 
reasons, including the desire to avoid family conflict or the resentment that hetero-
sexuals do not have to proclaim their sexualities (Nadal, 2010).

For AAPI gay men, there is an array of real or perceived repercussions that may 
occur if one chooses to “come out” in traditional Western/American ways. Previous 
research has indicated that many Asian Americans may hide their sexual identities 
from their families and communities because of the shame that accompanies it 
(Chan, 1989, 1992, 1995; Nadal & Corpus, 2012; Operario et al., 2008). Shame 
may impact LGBTQ children who do not want to disgrace or dishonor their family, 
while also affecting parents of LGBTQ people who fear that they may be blamed for 
not raising their child heterosexual (Chan, 1992; Operario et al., 2008). Similarly, 
open disclosure about one’s sexual orientation for AAPI gay men may also be 
viewed as disrespectful because in doing so, one is openly announcing that he is 
rejecting one’s traditional gender roles (Chan, 1992). As a result, many AAPI 
gay men may maintain a “public self” and a “private self” (Chan, 1995); the public 
self is one that is revealed to one’s family and ethnic community, while the private 
self is reserved for the individual’s personal life and intimate social circles.

Religion may also be a major factor that may prevent many AAPI gay men from 
accepting their sexual orientation identities. Most Asian countries have had a strong 
presence of organized religion in their histories and cultures. For example, Hinduism 
is widespread in India, Buddhism is prevalent in Thailand, Islam is customary in 
Indonesia, and Christianity is present in Korea (Chung & Singh, 2008). Each of 
these religions promotes varying levels of negative teachings of homosexuality and 
bisexuality, which may further result in AAPI gay men resisting their true sexual 
orientation identities.

 Current Findings of AAPI Gay Men Living with HIV/AIDS

Now that we have provided a contextualized scope of some of the core experiences 
of AAPI gay men’s communities, we will now describe how HIV/AIDS has affected 
AAPI gay men as well as AAPI MSM. At mere surface glance, the epidemiological 
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profile of HIV/AIDS in the USA indicates a low prevalence in AAPI communities. 
In 2015, AAPIs had the lowest rates of HIV/AIDS out of all racial minority groups, 
comprising only 5.5% for every 100,000 cases (Centers for Disease Control and 
Prevention [CDC], 2017). For Black/African Americans, the rates were 44.3%, 
rates for people of multiple races were 12.2%, rates for Latino/as were 16.4%, rates 
for Native Hawaiians/other Pacific Islanders were 14.1%, rates for American 
Indians/Alaska Natives were 8.8%, and rates for Whites were 5.3% (CDC, 2017). 
There have been several studies that have found that HIV prevalence estimates 
among the AAPI MSM population to be quite low. For instance, a CDC (2008a) 
report on new infections found that only 2% of AAPIs were infected with HIV/
AIDS. Studies that included AAPI MSM participants listed HIV prevalence rates 
for this group as between 6 and 10% (Catania et  al., 2001; Nemoto, Iwamoto, 
Kamitani, Morris, & Sakata, 2011; Raymond & McFarland, 2009). For young AAPI 
MSM (i.e., individuals between 18 and 29 years old), HIV/AIDS prevalence esti-
mates have been recorded as low as 2.6% (Choi et al., 2004; Do et al., 2005).

Despite this low prevalence, there are many studies that have suggested that HIV/
AIDS is still a considerable problem in the AAPI community. First, an analysis from 
2001 to 2008 showed that Asian Americans and Pacific Islanders had the highest 
HIV incidence rates in the nation (at 4.4%), representing the only statistically 
significant growth among any racial or ethnic group in the same time period; in fact, 
the HIV incidence rate actually declined for several of the other racial groups 
(Adih, Campsmith, Williams, Hardnett, & Hughes, 2011). The CDC (2006) found 
that from 2001 to 2004, AAPIs had the highest estimated annual percentage increase 
in HIV/AIDS diagnosis rates of all race/ethnicities, particularly for AAPI women 
(34.5% for males and 68% for females). Two years later, the CDC (2008b) reported 
that from 2001 to 2006, the largest proportionate increase in HIV/AIDS diagnosis 
rates (255.6%) was with AAPI MSM aged 13–24 years. More recently, the CDC 
(2017) reported that while the total number of reported AIDS cases has generally 
declined over the past 5 years for the White population, it has increased for Asian 
Americans.

Despite these numbers, AAPIs are still stereotyped as being unaffected by the 
HIV/AIDS epidemic in comparison to how other communities of color are per-
ceived as being affected by the disease (Sabato & Silverio, 2010). As a result, the 
funding of HIV/AIDS prevention campaigns, education programs, and research 
studies for AAPIs has been inadequate. One reason for this lack of advocacy for 
AAPIs is based on the Model Minority Myth (Sabato & Silverio, 2010). The Model 
Minority Myth, which contends that Asian Americans are well-educated, successful, 
and law-abiding citizens in the USA (Nadal & Sue, 2009; Wu, 2003), is problematic 
for several reasons. First, the myth presumes that every person under the AAPI 
umbrella is the same; so while there are some parts of the AAPI community that fit 
the stereotype of the “Model Minority,” there are many Asian American subgroups 
(e.g., Southeast Asians, Filipino Americans, LGBTQ AAPIs) who experience a 
multitude of health, sociocultural, and educational inequalities that are quite con-
trary to the myth. Furthermore, the myth perpetuates tensions between AAPIs and 
other people of color groups. For instance, African Americans are often  compared 
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to AAPIs, being told that they need to “work hard” like the Asian Americans; as a 
result, racial tensions may arise between the two groups. At the same time, AAPIs 
may be commended for being the “model” which in turn may create a perceived 
racial hierarchy and discrimination between Asian Americans and other people of 
color. Finally, regarding HIV/AIDS and other health-related disparities, the myth 
often creates the view that because many AAPIs are financially successful and 
educated that they do not experience health problems (including becoming infected 
with HIV/AIDS).

One of the main reasons for the low HIV/AIDS prevalence and high incidence 
relates to the cultural stigma among AAPIs. Because of the shame and silence 
among AAPI communities, many AAPI individuals may experience a lack of access 
to HIV testing, education, and prevention services (Sabato & Silverio, 2010). In 
fact, nearly two-thirds of Asian Americans and over 70% of Pacific Islanders have 
never tested for HIV, and AAPIs have the lowest HIV testing rates of all races and 
ethnicities (Schiller, Lucas, Ward, and Peregoy, 2012). Some researchers even esti-
mate that one in three AAPIs who are living with HIV/AIDS is undiagnosed 
(Campsmith, Rhodes, Hall, & Green, 2010). Cultural factors may influence the lack 
of HIV testing for both heterosexual and LGBTQ AAPIs; some studies have found 
that AAPIs may delay testing and treatment for fear of bringing shame to one’s self 
and one’s family, as well as being disowned from one’s family because of the stigma 
of HIV/AIDS (Sabato & Silverio, 2010). Based on these sociocultural factors, low 
HIV testing rates and increasing HIV incidence among AAPIs suggests that the 
rates of HIV/AIDS in this community are likely to be higher than currently 
documented.

Some research has also found that when AAPIs have HIV testing, it is usually at 
a late stage in the disease’s progression, often resulting in an AIDS diagnosis 
(Wong, Nehl, Han et al., 2012). Another study found that many Asian American 
MSM participants were diagnosed with HIV/AIDS at later stages, because they 
never were tested for HIV, citing that some of the reasons for avoiding being tested 
included perceived low risk, fear of results, and fear of needles (Do et al., 2005). 
Taken together, while AAPIs have low HIV testing rates, when they do get tested, 
this often results in a more accelerated progression to AIDS, which, in turn, affects 
their opportunities for treatment and care.

There are many barriers facing AAPI communities that provide reasons for the 
prevalence of HIV/AIDS. Because of the lack of culturally sensitive and language 
appropriate media campaigns, outreach material, and trained clinical staff, there is 
a lack of access to HIV/AIDS prevention, testing, and education services among 
AAPI communities (Sabato & Silverio, 2010). In addition, many states with consid-
erable AAPI populations have not included Asians or Pacific Islanders in their HIV 
surveillance reports. For example, according to the CDC (2008b), California only 
began including AAPIs in their HIV surveillance reports within the past few years. 
Furthermore, medical professionals who misclassify the race and ethnicity of AAPI 
patients in medical record intakes contribute to the underreporting of HIV/AIDS of 
AAPI people (Zaidi et  al., 2005). Finally, because HIV researchers tend not to 
disaggregate AAPI data, there is very little known about AAPI ethnic groups. 
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Given that there is a vast range of health, educational, and sociocultural disparities 
that affect different AAPI ethnic groups (Nadal, 2011), there is a potential for ethnic 
differences with HIV/AIDS experiences that are being neglected or overlooked.

Furthermore, despite the lack of data and underreporting, HIV/AIDS prevention 
researchers have contended that there is no evidence to suggest that AAPIs are 
engaging in less risk behaviors (Nemoto et al., 2011; Peterson, Bakeman, & Stokes, 
2001). One study revealed that 38% of AAPI MSM participants who self-identified 
as being HIV positive reported having sex with casual partners under the influence 
of alcohol, while 62% of the group reported having sex with casual partners under 
the influence of drugs; findings also showed that approximately two-thirds of them 
(68%) reported that they did not know their casual partners’ HIV status (Nemoto 
et al., 2011). Another study found 64% of AAPI MSM had multiple sex partners and 
47% reported unprotected anal sex in the past 6 months (Choi, et al., 2004). Operario 
and Hall (2003) also found that 49% of AAPI MSM reported having sex under the 
influence of substances. Choi et al. (2005) found that within the past 6 months, 32% 
of API MSM participants reported having sex under the influence of alcohol and 
34% had sex while under the influence of drugs. Nemoto, Operario, and Soma 
(2002) found that Filipino American MSM who used amphetamines were likely to 
have unprotected sex, were more likely to have sex under the influence of drugs and 
alcohol and engage in injection drug use, while being less likely to be tested for 
HIV/AIDS.  Operario et  al. (2006) found a significant and positive relationship 
between risky sexual behaviors and substance use. All of these findings are sup-
ported by other studies which revealed that AAPI MSM often engage in risky 
behaviors such as drug use and unprotected sex, which simultaneously often leads 
to higher exposure to HIV/AIDS (Choi, Han, Hudes, & Kegeles, 2002; McFarland, 
Chen, Weide, Kohn, & Klausner, 2004; Peterson et al., 2001; Schwarcz et al., 2007).

In addition to risky sexual behaviors, lack of HIV education can also contribute 
to the spread of the disease. One study found that 85% of AAPI MSM who reported 
unprotected anal intercourse reported that they were unlikely to contract HIV (Santa 
Clara County, 2008). Perhaps AAPI gay men believe that they are not susceptible to 
the disease because they are not educated about HIV risk factors, because HIV/
AIDS is not highly visible in their communities, or both.

Finally, a multitude of sociocultural factors may influence the risky sexual behav-
iors of AAPI MSM. First, because sex is rarely discussed in AAPI families, many 
AAPI individuals may not learn about the risk factors associated with unprotected 
sex, as social norms discouraging the discussion of sex are prevalent in many AAPI 
cultures (Nemoto et al., 2003). For LGBTQ AAPI people, there may not be any 
opportunities to discuss sex, sexuality, or sexual behaviors, because they do not 
have any LGBTQ role models, are in the closet, or a number of other reasons. 
Similarly, sociocultural factors may influence mental health and HIV risk behav-
iors. Because AAPI MSM may fear being disowned by family or become depressed 
because they are unable to navigate their LGBTQ identities, they may engage in 
high HIV risk behavior, deny their potential for risk, and even avoid HIV prevention 
services at all costs.
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 Stigma, Discrimination, and Cultural Factors for AAPI Gay 
Men Living with HIV/AIDS

There are numerous factors that may affect the everyday lives of AAPI gay men 
living with HIV/AIDS. First, they must live with the stigma and discrimination that 
all people infected with HIV/AIDS may encounter. Stigma has been found to be a 
major stressor for individuals living with HIV/AIDS (Swendeman, Rotheram-
Borus, Comulada, Weiss, & Ramos, 2006), and stigma has even been found to be a 
major barrier for HIV prevention (Chesney & Smith, 1999; Wolitski, Pals, Kidder, 
Courtenay-Quirk, & Holtgrave, 2009). Some researchers have described how gay 
men living with HIV/AIDS are likely to experience both a “double stigma”—stigma 
due to their HIV status and stigma due to their gay identity (Chenard, 2007). Because 
HIV/AIDS is typically stereotyped as being the “gay disease,” people tend to 
blame gay men with HIV/AIDS for their actions, often citing that they deserved 
to contract the disease (Nadal & Rivera, 2012). Some studies have even supported 
that members of the general public are more likely to place blame and anger on gay 
men living with HIV/AIDS than they are with other populations with HIV (Herek 
& Capitanio, 1999).

For AAPI gay men (and other gay men of color), they may experience a “triple 
stigma” as a result of their race, sexual identities, HIV status, or some combinations 
of them all. First, they may experience overt racism, in that they may be the victims 
of race-based hate crimes, subjected to racial slurs like “chinks,” “gooks,” or “japs,” 
and denied service because of their race. This group may also be victimized by 
racial microaggressions, which are defined as subtle or covert behaviors or state-
ments that convey negative slights and insults towards people of color (Sue, 
Bucceri, Lin, Nadal, & Torino, 2007). For example, people may assume that AAPIs 
have limited English proficiency, may categorize them as model minorities, or treat 
them as perpetual foreigners (i.e., assume that they are immigrants, despite their 
actual citizenship or long family histories in the USA) (Wu, 2003). AAPI gay men 
may also experience stigma and discrimination based on their sexual orientation. 
Gay and bisexual men have been reported to be victims to hate crimes (Herek, 
2009) and heterosexist prejudice (Meyer, 2003), and may even experience microag-
gressions (or subtle forms of discrimination) based on their sexual orientation or 
gender identity and expression (Nadal, Rivera, & Corpus, 2010). Understanding 
the spectrum of discrimination based on sexual orientation may be especially 
important for AAPI gay men, given that one study reported that Asian American 
gay men perceived more discrimination due to sexual orientation and not due to 
race/ethnicity (Chan, 1989).

Furthermore, AAPI gay men may be susceptible to experiencing stigma and 
discrimination that is based on the intersections of their race, ethnicity, gender, 
and sexual identities (Choi, Han, Paul & Ayala, 2011). As previously discussed, it is 
quite common for LGBTQ people of color to encounter discrimination from their 
racial/ethnic communities, from the general LGBTQ community, and both. For 
AAPI gay men specifically, they may be taunted and teased by their family  members 
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because of their sexual orientation, invalidated, excluded, or devalued in the general 
LGBTQ community based on their race. They may also be treated as second-class 
citizens as a result of both their race and sexual identities. One commonly reported 
experience for Asian gay men is that they are often exoticized, in that they are 
treated like sexual objects by other gay men, particularly White gay men (Han, 
2006; Nadal & Corpus, 2012). For instance, in a qualitative study of lesbian and gay 
Filipino Americans, participants shared that they felt exoticized as Asians or 
Filipinos, in that they were stereotyped as being “oversexual” or “subordinate” 
(Nadal & Corpus, 2012). AAPI gay men also report feeling invisible in the general 
LGBTQ community, particularly because they do not fit the White standards of 
beauty or cultural norms; they are often told (directly and indirectly) that they are 
not attractive enough (especially in comparison to White men) and/or that they are 
not “man enough” (Han, 2006; Nadal, 2013). In fact, one study found that 80% of 
AAPI MSM participants reported instances of racism within the gay community 
(Dang & Hu, 2005), suggesting that racial discrimination is a common experience 
for this community.

Furthermore, the stigma and discrimination experienced by AAPI gay males may 
also negatively impact one’s health behaviors, which in turn can affect one’s HIV 
status and health (Ayala, Bingham, Kim, Wheeler, & Millett, 2012). For instance, 
one qualitative study examined how the intersection of race and sexuality influenced 
the sexual behaviors of AAPI MSM (Han, 2008). Based on 15 qualitative interviews 
with AAPI MSM, three major themes that were identified:

 1. Racism was seen as a primary factor in the way that API gay men came to view 
their experiences within the larger gay community.

 2. Racism in the gay community led to the creation of a social context of sexual 
behavior that placed gay API men at a disadvantage in partner selection.

 3. The disadvantage resulted in API gay men competing for White male partners 
that involved taking on the submissive role during sexual intercourse, thus 
having less ability to negotiate safer sexual behavior with their White partners 
(Han, 2008, p. 830).

The findings from this study demonstrated how racism contributed to the types 
of experiences that AAPI MSM men had in their romantic and sexual relationships, 
as well as their participation in the broader gay community. Furthermore, racism 
often resulted in AAPI MSM feeling isolated or unwanted, which also had an 
impact on their selection of sexual partners. Finally, racism resulted in AAPI MSM 
stereotypically assuming a sexually submissive role (i.e., to be the anal recipient or 
“bottom”), which increased their risk for HIV and other sexually transmitted 
infections.

Psychological stressors based on the intersection of race and sexuality may influ-
ence AAPI gay men’s mental health (Choi, Paul, Ayala, Boylan, & Gregorich, 
2013). For instance, one study found that Asian American gay men were more likely 
than heterosexual Asian American men to have reported a recent suicide attempt 
(Cochran, Mays, Alegria, Ortega, & Takeuchi, 2007). This finding poses significant 
considerations for the mental health needs of AAPI gay men. For example, research 

K.L. Nadal and B. Cabangun



235

has shown that multiple gender role expectations that AAPI men experience to be 
heterosexual, masculine, strong, and individuals who bring honor to the family can 
be psychologically challenging for those who may be struggling with their sexual 
identity (Nadal, 2010). AAPI gay men may also develop depressive symptoms as a 
result of not being able to accept one’s sexual identity, which may potentially lead 
to suicidal ideation (Cochran et al., 2007).

Furthermore, the experiences of discrimination and stigma for AAPI gay men 
may influence one’s susceptibility to mental health issues. For instance, in a study 
with MSM of color (e.g., African American MSM, Latino MSM, and AAPI MSM), 
experiences of racism in the general community and homophobia among one’s 
heterosexual friends were related to both depression and anxiety, while homophobia 
in the general community was related to anxiety (Choi et  al., 2013). The results 
from this study also indicated that AAPI MSM were the only group in which racism 
in the gay community had a negative influence on their mental health (Choi et al., 
2013), suggesting that racism in the gay community is significantly distressful for 
AAPI gay men. Based on these cultural considerations, AAPI gay men may develop 
mental health issues because of the racism encountered in LGBTQ communities, 
racism in the general community, homophobia experienced among friendship cir-
cles, and homophobia among the general community. This supports previous litera-
ture that has cited that AAPI gay men may be more susceptible to psychological 
issues than his heterosexual AAPI or gay White counterparts who only have to deal 
with one type of discrimination (Chan, 1989, 1992, 1995; Chung & Singh, 2008; 
Chung & Szymanski, 2006; Nadal, 2010; Nadal & Corpus, 2012).

Another problem that may negatively influence AAPI gay men’s health behaviors 
and their increased vulnerability for HIV transmission is substance use and abuse 
(Nemoto et al., 2011). While one study revealed that AAPI men in general (i.e., 
heterosexual, gay, and bisexual AAPI men) were least likely as compared to other 
racial/ethnic groups (i.e., Whites, African Americans, and Latino men) to report use 
of cocaine, ecstasy, marijuana, and poppers (Grov, Bimbi, Nanin, & Parsons, 2006), 
there are several studies that support that drug and alcohol use is quite high among 
AAPI MSM (Toleran, et al., 2012). For example, one study found that AAPI MSMs 
in San Francisco engaged in more substance use than other racial groups (Greenwood 
et al., 2001). Operario et al. (2006) reported that alcohol use was very pervasive 
among AAPI MSMs (94% of participants drank alcohol in their lifetime and 89% 
drank in the past 6 months); other drugs that were used by majority of the sample 
included marijuana (61% lifetime, 44% past 6 months) and ecstasy (58% lifetime, 
47% past 6 months). Meanwhile, Nemoto et al. (2011) revealed that AAPI MSMs 
were more likely than heterosexual AAPI substance abusers and AAPI incarcerated 
offenders to use “club drugs” (i.e., hallucinogens such as MDMA, LSD, and GHB), 
which are drugs that often used when engaging in unprotected anal sexual 
intercourse.

Perhaps one main reason why AAPI gay men may turn to substances is to cope 
with the discrimination that may experience. Because many AAPI men in general 
may have difficulty connecting to their feelings, have difficulty asking for help, 
have trouble talking about their insecurities or vulnerable topics, substance use may 
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be a more viable option (Iwamoto, 2010; Nadal, 2000, 2011). In fact, through an 
analysis of studies focusing on AAPI men in general, Iwamoto (2010) discussed 
how alcohol use has increased significantly among AAPI men over the past 10 
years, citing that stress and cultural factors may be reasons for use. In another study, 
researchers found that conformity to masculine norms and Asian values influenced 
substance abuse and discussed how AAPI men may turn to drugs and alcohol in an 
attempt to escape their problems and alleviate psychological anguish (Liu & 
Iwamoto, 2007). Further, there has also been some literature that has revealed that 
substance use is perceived as culturally acceptable in various Asian American ethnic 
groups, particularly for youth and for AAPI men, and that factors like peer pressure, 
difficulties with acculturation, and familial pressures to achieve may influence sub-
stance use (Fang, Barnes-Ceeney, Lee, & Tao, 2011; Nadal, 2000). Finally, specific 
to substance use and AAPI MSM, one study reported that drug and alcohol use often 
increased feelings of sociability and comfort among AAPI MSM (Nemoto et al., 
2003), suggesting that AAPI MSM may use substances in order to feel less isolated 
and to fit in with their peers.

Racism and heterosexism may also influence substance use behaviors among 
AAPI gay men. First, one study found that when AAPIs (both women and men) 
were not treated as “Americans,” they were likely to be at risk for tobacco use, 
alcohol use, and substance use (Yoo, Gee, Lowthrop, & Robertson, 2010). Second, 
a study examining experiences of lesbian, gay, and bisexual (LGB) adults found that 
individuals who encountered more discrimination would be more likely to develop 
a substance use disorder (McCabe, Bostwick, Hughes, West, & Boyd, 2010). 
Finally, in one study that examined Asian adolescents in Canada, it was found that 
the heterosexual Asians were less likely to engage in illicit drug, marijuana, and 
alcohol use than their Asian Canadian LGB counterparts (Homma, Chen, Poon, & 
Saewyc, 2012). While there are many reasons that may influence this disparity, it 
can be hypothesized that differential experiences due to sexual orientation may be 
one major influence.

Because AAPI gay men experience a great deal of stigma due to their race and 
sexual orientation, it may be difficult for them to cope if they become infected with 
HIV/AIDS. Some authors have cited that disclosure of HIV status may be particu-
larly difficult for AAPIs because of the cultural shame that accompanies it. Because 
HIV is also often associated with drugs and homosexuality, which are all topics 
deemed to be “taboo” in Asian cultures, it may be difficult for AAPIs in general to 
disclose their HIV statuses (Chin & Kroesen, 1999). So when an AAPI gay man 
actually is infected with HIV, he may experience difficulties in disclosing his status 
to loved ones seek help, or both. Furthermore, for AAPI gay men who have not 
disclosed their sexual identity, becoming infected with HIV or developing 
AIDS further complicates their ability to come to terms with their sexual identity. 
They may repress their sexual orientations even further, which may influence their 
risky behaviors, their mental health, or both.

The stigma and shame of HIV/AIDS may be so salient for AAPI gay men who 
are diagnosed with the disease, that many may even avoid seeking medical care.  
In fact, one study found that AAPI people who are living with HIV/AIDS avoid 
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Western medical care due to cultural stigma and shame, but also due to the lack of 
knowledge of Western medicine (Wilkinson, 1997). Because the mental health field 
has been traditionally viewed as a Western practice, in that talking about one’s prob-
lems (particularly with an outsider) is viewed as unnecessary and selfish, many 
AAPI people may turn to religion, spirituality, or alternative forms of healing as a 
culturally appropriate way of coping with one’s problems (Sue & Sue, 2008). 
Additionally, AAPIs living with HIV/AIDS may underutilize health care due to the 
cultural mistrust of American hospitals and medical institutions, the lack of cultur-
ally competent services, and language inaccessibility (Chin, Kang, Kim, Martinez, 
& Eckholdt, 2006; Operario & Hall, 2003). Cultural mistrust refers to the tendency 
for people of color to mistrust Whites, across a variety of sectors (e.g., mental health 
practice, hospitals, educational settings), due to the historic mistreatment and 
discrimination against their racial groups (Bell & Tracey, 2006). Some research has 
found that cultural mistrust can explain the high rates of premature termination in 
psychotherapy (Sue & Sue, 2008). Other research supports that LGBT people of 
color may have a dual cultural mistrust due to their dual identity statuses and the 
historical mistreatment and discrimination of both LGBT people and people of 
color (Green, 1997). Finally, some literature describes how LGBT clients are likely 
to feel less connected to their therapists when they commit microaggressions, or 
behaviors that convey subtle forms of discrimination or discrimination (Shelton & 
Deglado-Romero, 2011).

For AAPI MSM immigrants living with HIV/AIDS, there are even more 
complex factors that influence their views of the health care system and their 
reasons for seeking or not seeking treatment. First, given that 73% of AAPIs speak 
a language other than English in their homes (Barnes & Bennett, 2002), language 
becomes a barrier that can negatively impact HIV knowledge, health education, 
HIV testing and counseling, and medical treatment. For AAPI MSM immigrants 
specifically, language deficiencies may negatively influence sexual practices. For 
instance, one study found that young AAPI MSM are at higher risk for HIV when 
meeting partners on the Internet because they lack skills to negotiate safer sex in 
person (Santa Clara County, 2008). For AAPI MSM undocumented immigrants, the 
fear of deportation may negatively influence one’s ability to get tested, seek medical 
treatment, or utilize other HIV-related services (Chin et al., 2006).

 A Critical Response: HIV/AIDS Intervention Strategies 
and AAPIs

Behavioral interventions have shown to be one of the most powerful tools to reduce 
the HIV epidemic, particularly through reducing HIV risk behaviors (Lyles et al., 
2007). In order to successfully achieve this goal, HIV/AIDS scholars have devel-
oped curricular interventions aimed at educating communities at risk for HIV.   
The Centers for Disease Control and Prevention, along with other federal and pri-
vate agencies, provides funding for these researchers to develop HIV prevention 
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interventions. Once developed and implemented, these agencies then evaluate the 
findings and deem these interventions as “effective” in reducing risk behaviors.  
The CDC then accumulates these proven effective interventions in a compendium, 
which is known as the Diffusion of Effective Behavioral Interventions (DEBIs). 
Each of these interventions specifically targets specific populations, among them for 
example, youth, women, and people of color communities. The CDC provides train-
ing and education for community organizations to implement these interventions. 
The Evidence Based Intervention (EBI) is the adaptation of DEBIs to be effective 
for implementing in “emerging populations.”

Despite the many interventions proven effective by the CDC, there is a lack of 
prevention interventions designed for, or even adapted for, AAPIs (Han, 2009). 
Furthermore, while there have some prevention interventions that have been created 
for MSMs (e.g., Choi, 1995), there has not been an EBI that has specifically 
looked at AAPI MSM. As previously discussed, the percentage of diagnoses of 
HIV infection and AIDS for AAPIs remains relatively small compared to other 
racial/ethnic groups. However, because of the aforementioned research that sup-
ports that AAPI MSMs engage in high-risk behaviors (e.g., McFarland et al., 2004; 
Nemoto et al., 2011; Schwarcz et al., 2007), evidenced-based interventions are still 
necessary for this group.

In 2005, the Substance Abuse and Mental Health Services Administration/Center 
for Substance Abuse Prevention (SAMHSA/CSAP) awarded Minority AIDS 
Initiative (MAI) grants to only three AAPI organizations of approximately 80 
nationwide grantees, but only one of them focused on high-risk groups of adult men 
who have sex with men. Other organizations such as the CDC provided a similar or 
smaller percentage of awards to AAPIs in comparison to other racial groups. To the 
authors’ knowledge, there are seven known AAPI-adapted HIV EBIs—four of 
which have been implemented in San Francisco, California, by the Asian & Pacific 
Islander Wellness Center. None of these three EBIs have been conducted in geo-
graphical regions where large populations of AAPI reside and none included other 
high-risk populations (i.e., substance users and re-entry individuals).

The limited number or lack of interventions for AAPIs may be due to the afore-
mentioned heterogeneity of the AAPI community. Because the AAPI umbrella 
comprises diverse ethnicities, nationalities, languages, dialects, cultural histories, 
and disparate socioeconomic statuses, a universal AAPI intervention may not be 
appropriate for the entire group. For instance, because a large number of AAPIs live 
at below the federal poverty level, while many AAPIs belong to a much higher 
socioeconomic status, some subgroups may respond differently to HIV prevention 
interventions. Similarly, some qualitative studies have found that there is a commu-
nity concern for lack of culturally and linguistically appropriate HIV prevention 
programs for AAPIs (Jemmott, Maula, & Bush, 1999). Thus, tailoring prevention 
interventions to meet the needs of this culturally and socioeconomically diverse 
population is a challenge for various institutions.

Furthermore, as previously discussed AAPI health problems are compounded by 
the low utilization of HIV health services (Ye, Mack, Fry-Johnson, & Parker, 2012). 
AAPIs access health services less than other racial and ethnic groups due to culture, 
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including values and norms related to family reputation, shames, stigma, denial, taboo 
surrounding sexuality and drug use, and fear of immigration status (Chin et al., 2006; 
Operario & Hall, 2003). In order to overcome these issues, adaptation of interven-
tions must address these cultural barriers for people to attend and feel comfortable 
enough to participate in HIV prevention programs. The prevalence of these diseases 
and behaviors, deficient number of culturally appropriate HIV, hepatitis, or substance 
use service providers, social/cultural barriers and decreasing government and private 
budgets and resources have deterred high-risk AAPI populations from accessing 
and participating in these integrated prevention services.

There are many additional variables that influence why some interventions have 
not been effective for AAPI MSMs. Han (2009) conducted focus groups with AAPI 
MSMs who described the most important issues that needed to be addressed in pro-
viding HIV prevention for AAPI gay men. Five themes emerged including: (1) the 
need to address racism in the gay community, (2) the need to address homophobia in 
the AAPI community, (3) the need to increase self-esteem, (4) the need to promote a 
gay AAPI community, and (5) the need to provide positive role models. Based on 
these participants’ experiences, it would be necessary for any intervention program 
to address racism and homophobia directly, as it appears to be a major factor that 
may influence AAPI individuals’ behaviors and mental health, which in turn can 
increase risk for HIV infection. Furthermore, based on participants in Han’s (2009) 
study, it would be crucial to promote a healthy gay AAPI identity and expose gay 
AAPI men to role models and a greater community, in order to endorse healthy psy-
chological well-being.

Finally, some scholars have cited that one of the main reasons why HIV dispari-
ties are still prevalent among AAPI communities is because of the lack of funding 
that provides program development, data collection, and research of AAPI HIV-
related issues (Sabato & Silverio, 2010). Because many funding institutions focus 
on the low prevalence of HIV/AIDS among AAPIs, many may not provide adequate 
amounts of funding for organizations that focus specific on AAPI populations. 
Thus, it is necessary for HIV/AIDS researchers, educators, and practitioners to 
inform others that HIV/AIDS is still an issue affecting AAPIs, particularly MSM 
who are not getting tested or who are still engaging in risky behaviors. In doing so, 
it is hoped that others will realize that the epidemic is still affecting the community 
and that funding can still be made available for them.

 Psychological Approaches for Working with AAPI Gay Men 
Living with HIV/AIDS

In addition to systemic recommendations that are necessary to improve the lives of 
AAPI gay men living with HIV/AIDS, we conclude this chapter by providing 
suggestions for individuals who work directly with this population. While we speak 
specifically about clinicians (e.g., HIV counselors, psychologists, social workers), 
this section can also be applied to other practitioners including medical doctors, 
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nurses, teachers, health educators, and others. Because there is a dearth of clinical 
and counseling services for people living with HIV/AIDS (Lam, Naar-King, & 
Wright, 2007), it is crucial for clinicians and other practitioners to develop strong 
therapeutic relationships with their clients, in order to prevent treatment dropout rates 
(Leeman et al., 2010). Furthermore, because LGBT people have reported to drop out 
of psychotherapy due to cultural insensitivity and stigma (Green, 1997) and because 
Asian Americans have been known to underutilize mental health services and drop 
out of psychotherapy as well (Tewari & Alvarez, 2009), it is necessary for clinicians 
and other practitioners to become culturally competent in working with AAPI gay 
men who are living with HIV/AIDS. Finally, because gay-related stigma conscious-
ness, or one’s ability to perceive heterosexist stigma, has been found to be a signifi-
cant predictor of depressive symptoms (Lewis, Derlega, Griffin, & Krowinski, 2003), 
it is crucial for clinicians to manage or minimize their stigma in their therapeutic 
relationships, in order to provide the most effective treatment for their clients.

Utilizing the multicultural competence model can be beneficial in working with 
all clients of diverse backgrounds, but particularly gay male clients who are living 
with HIV/AIDS (Nadal & Rivera, 2012). The model involves three parts: (a) knowl-
edge, (b) awareness, and (c) skills. The knowledge component involves the notion 
that clinicians have gained appropriate education about cultural topics and identities 
that are different from their own experiences. Specific to AAPI gay men living with 
HIV/AIDS, there are many facets of a person’s experience that a culturally compe-
tent counselor will be knowledgeable. First, the clinician will be educated in HIV 
research and treatment, in order to understand how a client’s HIV status may influ-
ence his mental health and everyday experiences. A clinician will have a working 
knowledge of AAPI cultural values and experiences, as well as familiarity with various 
issues affecting the LGBT community. For instance, perhaps an understanding of 
the racial dynamics in gay male interracial relationships will allow a clinician to 
validate a client’s experiences. Having a basic understanding of certain cultural 
issues (and working to improve this knowledge) is necessary for clinicians and other 
practitioners because it is important that clients are not spending great amounts of 
time educating counselors during psychotherapy, when time could be spent on 
exploring emotions and engaging in therapeutic interventions.

The awareness component of multicultural competence involves a clinician 
being cognizant of their cultural attitudes, biases, and worldviews, particularly the 
ways that such perspectives could negatively impact therapeutic relationships. For 
instance, if a therapist maintains any prejudice against people living with HIV/
AIDS (conscious or unconscious), this bias can impede her or his working relation-
ship with the client. If the client perceives a therapist’s discomfort, anxiety, or preju-
dice, it is possible for the client to disengage or even drop out of therapy. Moreover, 
in working with AAPI gay men, it is possible for clinicians to have multiple biases 
about the clients’ multiple identities. For example, the therapist may have negative 
stereotypes about gay men or gay male relationships, while also having prejudicial 
views of Asian American cultural values. If the clinician is unable to admit to, or 
manage, these biases, it may be difficult for her or him to convey empathy, which 
in turn may make it difficult for the client to feel trusting or open the clinician. 
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While it is very difficult for individuals to admit to any prejudicial attitudes, 
acknowledging these thoughts may be helpful in order to prevent them from affecting 
one’s working relationships.

Finally, the skills component of multicultural competence refers to the notion that 
therapists learn and practice the most effective approaches or techniques in working 
with various clients. For clinicians working with AAPI gay men living with HIV/
AIDS, this may involve utilizing or adapting the evidence-based treatments that have 
been empirically supported to be effective. A culturally competent clinician may also 
adapt techniques that they have found to be useful in their own practice, particularly 
with certain cultural groups. However, the most competent therapist is one who is 
able to utilize interventions that are based on a client’s multiple identities. Given a 
client’s unique experiences with race, gender, sexual orientation, age, socioeconomic 
status, HIV status, and other identities, it may be necessary to adapt one’s methods 
from various treatment models in order to most effectively serve their clients.

There are some specific skills that have been recommended for working with 
AAPI patients or clients. First, one scholar describes the importance of teaching a 
bicultural approach for care, particularly in working with AAPI clients living with 
HIV/AIDS. Because AAPI patients and clients, particularly those from immigrant 
backgrounds, may be less acculturated to American ways of being, it is necessary to 
respect and validate AAPI patients’ cultural ways of doing things (Yu, 1999). 
Similarly, it is necessary for practitioners to respect traditional forms of healing, 
particularly with clients who may have a distrust or fear of Western medical models 
(Yu, 1999). Sometimes, it is necessary for practitioners to be direct with AAPI, 
particularly because of the shame and stigma that may prevent them from seeking 
help. For example, some scholars describe how AAPI people must be encouraged to 
seek medical assistance, even when symptoms are obvious and persistent (Jemmott 
et al., 1999). Finally, because of the cultural shame and stigma regarding HIV within 
the AAPI community, it is crucial that practitioners engage the client in an empow-
erment approach to care (Yu, 1999). Because AAPI culture sometimes tends to 
encourage deference to authority, it can be common for AAPI patients to not fully 
comprehend their health issues, to not voice their concerns to a medical practitioner, 
or to not self-advocate for themselves. Having an open and honest conversation and 
ensuring that a client understands every aspect of her or his medical or psychothera-
peutic treatment can truly empower the client to take control of her or his life.

 Conclusions

In this chapter, we aimed to highlight the overall experiences of Asian American 
and Pacific Islander gay men who are living with HIV/AIDS. Because there is lim-
ited research that focuses on this community, we advocate for future research and 
scholarship to emerge with this group. Based on the review of the literature, one of 
these core research priorities would be to create culturally appropriate evidence-
based interventions for AAPI gay men and MSM. Another key priority would be to 
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examine how racism and homophobia may be related to risky behaviors, particu-
larly unprotected sexual intercourse and substance use. In terms of advocacy, it is 
necessary for systemic and institutional changes to occur (e.g., national institutes 
must provide funding, or create treatment models, for this population), while also 
promoting change on individual levels (e.g., practitioners must attempt to be cultur-
ally competent in working with this group). Finally, in order to improve the lives of 
AAPI gay men, it is important for our society as a whole to recognize the unique 
needs of this group. Because AAPI gay men experience adversity on many levels 
(e.g., racism in the LGBTQ community, homophobia in their families, lack of role 
models and acceptance), it is the role of society as a whole to provide an environ-
ment where they are validated and accepted.
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An Evolving Epidemic for African American 
and Latino HIV Positive Gay Men: 
Understanding the Sociocultural Contexts 
of Stigma, Marginalization, and Structural 
Inequalities    

Leo Wilton

 Introduction

Christopher is a 20-year-old Black gay man who grew up in Harlem in a close-knit 
family with his mother, younger brother, older sister, and maternal grandmother in 
the household. In terms of his cultural heritage, Christopher identifies as Caribbean 
and Afro-Latino in that his mother is from Jamaica and his father is from Puerto 
Rico. His mother met his father while he lived for some time in Jamaica. Christopher 
visits his father in Puerto Rico on occasion. His mother immigrated to the United 
States from Jamaica with their family when he was eight years old. During his 
formative years, Christopher attended public school in New  York City and was 
enrolled in the “free lunch” program. He was a hard-working and well-liked student 
in school; however, there were several occasions where he was made fun of, picked 
on, pushed, and threatened by some of the older male students because of not adher-
ing to perceived ideals of masculine gender norms (i.e., being referred to as a 
“sissy”). His mother often worked two part-time jobs over the years as a single 
mom raising three children. However, the majority of the household income came 
from public assistance. His mother found it challenging to obtain employment due 
to anti- immigrant sentiments in the United States.

Christopher is a sophomore majoring in history at City College in New York City. 
He really likes school and is considering a career in law. He is a popular and outgoing 
student at City College and participates in a number of student  organizations, such 
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as the Caribbean Students Association, cricket team, and Thurgood Marshall 
Pre-Law Society. He spends a lot of time with friends both at school and in his 
neighborhood. During one of his courses, Christopher was intrigued to learn that 
he lives in a building directly across the street from where James Baldwin used to 
reside in Harlem. He receives financial aid and educational loans for tuition and 
participates in a work-study program that helps to provide some funds. He has had 
some part-time jobs while in college but is often in-between jobs.

Christopher attended a Baptist church with his family on Sundays while growing 
up. For the holidays, church members would bring his family food since they often 
struggled financially. One of Christopher’s most memorable experiences in the 
Church involved some people approaching him and his mother after a service and 
commented, “We’ve been wondering about you Christopher. How come a good 
looking, handsome man like you does not have a girlfriend? Why haven’t you set-
tled down yet with a nice young woman? We have just the person for you.” He was 
left feeling despondent. However, Christopher also recalled how his grandmother, 
after overhearing the conversation, immediately recognized what was happening 
and changed the nature of the discussion.

Although Christopher does not go to church on a regular basis at the current 
time, he very much values his relationship with God. He struggles with some of the 
teachings of the Church related to sexuality (e.g., same-gender practicing people 
being referred to as an “abomination”). One of the major tensions in Christopher’s 
relationship with his mother involves him not routinely attending Church. However, 
Christopher always knew that he was attracted to men. He feels very close to his 
grandmother who has been supportive of his sexuality. He has not shared this infor-
mation with his mother or siblings for fear of judgment and misunderstanding. 
At the same time, Christopher experiences challenges related to being the oldest or 
first-born son in his family based on cultural expectations from his father about 
establishing a family.

During his sophomore year at City College, Christopher met a young man named 
David during a Caribbean Students Association program. They enjoyed each other 
and spent a lot of time together. They were attracted to each other and shortly there-
after became romantically involved. After talking with friends, Christopher decided 
to be tested for HIV at the student health center on campus; this was his first HIV 
testing experience. He tested HIV negative. At this visit, Christopher inquired about 
PrEP (Pre-exposure prophylaxis) since his friends were talking about it. He was not 
sure about the health benefits of PrEP or how it worked. The health care staff indi-
cated that PrEP was unnecessary for him; they also suggested that his student health 
insurance did not cover PrEP. David had shared with Christopher that he recently 
tested HIV negative and had not had sex without condoms during this period. After 
dating for a number of months, Christopher and David decided to be in an exclusive 
relationship. They decided not to use condoms during sex. After some months, they 
separated because the relationship was not working out.

The next year Christopher met another young man, Colin, on an online social 
media platform. They went on several dates before the relationship became more 
serious. Christopher and Colin decided that they were going to be in an exclusive 
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relationship. They decided to get tested for HIV.  Although Christopher initially 
received his first HIV test at the student health center, he opted to use a free clinic 
because of privacy and confidentiality concerns related to being on campus. He 
thought that it would be more anonymous at a free clinic. Colin went to his primary 
care provider to get tested for HIV. On the way to the clinic, Christopher was stopped 
by the police on the street based on the stop-question-and-frisk practice (commonly 
referred to as stop-and-frisk), which disproportionately racially profiles Black men 
in New York City (Newberry, 2017). During this procedure, police officers detain, 
question, and often conduct searches of people. Christopher experienced pervasive 
disrespect, humiliation, and contempt from the White police officers who ridiculed 
and used aggressive physical force with him. To say the least, his day was already 
encumbered with this hostile experience.

When he reached the clinic, Christopher explained to the front-line staff person 
that he was there to get tested for HIV. He experienced the front-line staff person 
interfacing with him with a “look of scorn” as if he was invisible. With a disrespectful 
tone, the front-line staff person directed Christopher to fill out some paperwork and 
wait until he is called by the nurse. He felt dismissed and that his concerns were not 
heard. Christopher observed that the front-line staff person was wearing a large gold 
cross necklace around her neck; he also noted a collection of religious parapher-
nalia around her desk. Christopher was reminded of some of the negative experi-
ences that he had in Church. He then looked around the crowded waiting room with 
lots of people. He felt very uncomfortable about the possibility of someone from his 
community seeing him at the clinic. After about one hour, he was seen by the nurse 
who also offered him sexually transmitted infection (STI) testing in addition to 
HIV testing.

When he finally received his test results, Christopher was in disbelief that he was 
diagnosed with HIV and syphilis—particularly since he had previously tested HIV 
negative. He remembered that David, his former boyfriend, had told him that he 
himself tested HIV negative. Christopher was upset and questioned how this could 
have occurred. He also pondered how he was going to share this information with 
his partner as well as his family. He was feeling alone, desolate, and downhearted. 
When he was waiting to be connected to care, Christopher picked up the phone and 
called David to share the results with him and to ask how this was possible because 
David was the only person he had anal sex without a condom. During the call, David 
disclosed to him that he tested positive for HIV within the last four months and was 
on medication. David told Christopher that he was too ashamed to call him to talk 
about it. David later explained that he had not realized he was in the window period 
during the time he was initially tested. David thought that he did not need to retest 
because he was “always careful” and that he had loved Christopher.

Later that evening, Christopher was scheduled to meet up with Colin at his home 
for their usual Friday night of “Netflix and chill.” On the train ride over to Colin’s 
apartment, a multitude of scenarios continuously played out in his mind about how 
he was going to disclose this information to Colin. Christopher arrived at Colin’s 
place who was delighted to see him. He had ordered some food for him. Christopher 
opened up a conversation with Colin and shared the test results with him. Immediately 
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the mood in the room changed. At that moment, Colin said to Christopher “I do not 
know if I can do this. I’m clean and I want to keep it that way.” He ended by saying 
that “I think that you should leave.” Christopher felt that his “world had turned 
upside down” with his diagnosis. He left Colin’s apartment feeling distraught.

David called Christopher the following morning to check on him. He provided 
Christopher with lots of love and support. He started to talk with Christopher about 
his experiences of living with HIV and taking medicine. Christopher was concerned 
about getting into care. Christopher discussed his ongoing challenges about getting 
into care and taking his medicine at home. Over the next few months, they recon-
nected and developed a strong friendship. They supported each other based on being 
diagnosed with HIV. They reconnected because of similar experiences and the prior 
bond with each other. Christopher had been newly diagnosed and had limited social 
support to share this information. By reconnecting with David, Christopher would 
go with him to see his HIV care provider. They supported each other. They got 
really close. They decided to live together.

The narratives of Christopher, David, and Colin are part of a larger, ongoing, and 
systemic problem of stigma, marginalization, and structural inequalities experi-
enced by African American and Latino HIV positive gay men and their partners. 
This overarching theme is interconnected to the critical role of understanding 
multilayered processes embedded in power relationships based on macro-level or 
structural disenfranchisement, while simultaneously, the importance of addressing 
micro-level processes that occur in the everyday based on cultural values and world-
views; cultural constructions of masculinity; gender role socialization; and social, 
religious, peer, family, and community norms. These narratives illuminate how 
structural barriers based on socioeconomic indicators (e.g., poverty, education, 
employment status, income), access to health care and treatment (e.g., un-/under- 
insured), housing and food instability, incarceration, racialized stigma and discrimi-
nation, sexuality-based stigma and discrimination, HIV stigma and discrimination, 
and immigration status affect the HIV care continuum for African American and 
Latino gay men. The narratives also point to the salience of strength-based frame-
works in communities of color in the form of resiliency or what Bailey (2013) as 
illustrated as “intraventions” or prevention work that occurs organically within the 
context of communities for groups that have often experienced multiple forms of 
exclusion and marginalization.

Based on this context, there has been a critical void in research related to preven-
tion and care for African American and Latino HIV positive gay men (Arreola et al., 
2015; Ayala, Bingham, Kim, Wheeler, & Millett, 2012; Bogart, Landrine, Galvan, 
Wagner, & Klein, 2013; Bonacci & Holtgrave, 2016; Brewer et al., 2014; Galvan, 
Bogart, Klein, Wagner, & Chen, 2017; García, Lechuga, & Zea, 2012; Hussen, 
Andes, Gilliard, Del Rio, & Malebranche, 2015; Millett et al., 2012; Nieves-Lugo 
et al., 2017; Spikes et al., 2009; Zea, Reisen, Poppen, Bianchi, & Echeverry, 2005). 
Therefore, the primary objective of this chapter is to examine core socio-cultural 
contexts that influence prevention and care for African American and Latino 
HIV positive gay men. More specifically, this chapter will explore: (1) prevention 
and care-related outcomes for African American and Latino HIV positive gay men; 
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(2) health care delivery for African American and Latino HIV gay men; (3) role of 
health insurance; (4) theoretical approaches in prevention and care for African 
American and Latino HIV positive gay men; and (5) psychosocial support needs of 
African American and Latino HIV positive gay men. This chapter will be situated 
within culturally relevant frameworks for African American and Latino HIV posi-
tive gay men in articulating the need for a paradigm shift in the field of public health 
with an integration of core theoretical premises of interdisciplinarity, intersectional-
ity, and structural inequalities.

 African American and Latino HIV Positive Gay Men 
and Prevention and Care

Nearly four decades since the onset of the AIDS epidemic in the United States, 
African American and Latino men who have sex with men (MSM) have represented 
a significant disproportionate number of cases of HIV and AIDS (CDC, 2015a). 
It is estimated that 1 of 2 African American MSM and 1 of 4 Latino MSM will be 
diagnosed with HIV during the course of their lifetime if current epidemiologic 
trends persist without systematic interventions (CDC, 2016). Epidemiologic 
research has indicated that African American and Latino HIV positive gay men 
experience deleterious health outcomes related to the HIV continuum of care 
(e.g., early diagnosis, linkage to care, retention in care, and viral suppression) (Hall, 
Holtgrave, Tang, & Rhodes, 2013; Poteat, White, & van Griensven, 2014; Rosenberg, 
Millett, Sullivan, Del Rio, & Curran, 2014; Seth, Wang, Collins, et  al., 2015; 
Vermund, 2017). Research has also shown that African American and Latino HIV 
positive gay men have inadequate access to culturally informed HIV care and treat-
ment (Bouris et  al., 2013; Cahill et  al., 2017; Levy et  al., 2014; Martinez et  al., 
2017; Millett et al., 2012; Peek et al., 2016). Both Healthy People 2020 and the 
National HIV/AIDS Strategy have recognized African American and Latino MSM 
as a priority population for addressing HIV-related health inequities (e.g., reducing 
new HIV infections, increasing HIV care access, and reducing undiagnosed HIV 
infections) (Millett et  al., 2010; Office of National AIDS Policy, 2015; 
U.S. Department of Health and Human Services, 2015).

Further, prior research has shown that several core factors have influenced HIV- 
related health inequities for African American and Latino MSM, such as insufficient 
health care (inadequate HIV prevention and treatment access) (Cahill et al., 2017; 
Freese, Padwa, Oeser, Rutkowski, & Schulte, 2017; Millett et  al., 2012; Poteat 
et al., 2014; Rosenberg et al., 2014), high undiagnosed HIV/STI (sexually transmit-
ted infection) rates within their sexual networks (Hickson et al., 2017; Latkin et al., 
2017; Scott et al., 2015; Tieu, Nandi, Hoover, et al., 2016), not testing for HIV/STIs 
on a regular basis (e.g., at least once a year or every 3–6 months for those who indi-
cate greater HIV risk behavior as per CDC HIV testing guidelines) (García et al., 2012; 
Hall et al., 2013; Joseph et al., 2014; Mannheimer et al., 2014), being unaware of their HIV 
status (Mayer, Wang, Koblin, et al., 2014), acute HIV infection (Hall et al., 2013), 
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and receiving an advanced HIV disease diagnosis (i.e., AIDS) when initially being 
tested for HIV (Hall et al., 2013). Acute HIV infection and advanced HIV disease 
have been shown to result in increased viral load (i.e., the amount of the HIV virus 
in the body) and decreased CD4 levels, reflecting greater HIV disease burden for 
African American and Latino gay men (Hall et al., 2013). Moreover, research has 
indicated that other structural barriers, including HIV-related stigma/discrimination 
in addition to poverty, influence HIV-related health inequities among African 
American and Latino gay men (Mena, Crosby, & Geter, 2017; Nelson, Wilton, 
Moineddin, et  al., 2016; Quinn et  al., 2017; Rodríguez-Díaz, Jovet-Toledo, 
Ortiz-Sánchez, Rodríguez-Santiago, & Vargas-Molina, 2015; Zea et al., 2005).

 African American and Latino Gay Men and HIV-Related 
Health Care Delivery

One domain that can provide a more comprehensive understanding of HIV-related 
health inequities for African American and Latino gay men involves HIV-related 
health care delivery (DeGroote, Korhonen, & Shouse, 2016; Freese et  al., 2017; 
Garcia et  al., 2016; Levy et  al., 2014; Malebranche, Peterson, Fullilove, & 
Stackhouse, 2004; Quinn, Voisin, Bouris, & Schneider, 2016). This contemporary 
significant public health challenge has posed critical implications for the develop-
ment and implementation of HIV-related health care delivery to address the substan-
tial HIV-related health inequities among African American and Latino HIV positive 
gay men (Cahill et  al., 2017; Levy et  al., 2014). In particular, HIV prevention 
research suggests that high impact prevention services are cost effective in address-
ing the HIV epidemic among vulnerable populations including communities of 
color (Gwadz et al., 2017).

In terms of HIV testing and service delivery program data from 61 US health 
department jurisdictions, a recent CDC (2015b) report found that more than half 
(54.9%) of all newly identified HIV positive persons (i.e., new positives) were 
African Americans. In addition, among African Americans, African American 
MSM had one of the highest observed percentages of newly HIV diagnosed popu-
lations (CDC, 2015b). Furthermore, according to the CDC report (2015b), “Broader 
implementation of routing HIV screening and HIV testing targeted towards popu-
lations at high risk can help identify persons with undiagnosed HIV infection and 
link these persons to HIV medical care and prevention services. Linkage to medical 
care and referrals to HIV partner services and HIV prevention services among 
Blacks could be improved” (p. 87). Taken together, these trends need to be consid-
ered and pose critical considerations for the development and implementation of 
HIV-related health care delivery programs and services to strengthen systems that 
address unmet service needs for African American and Latino HIV gay men (e.g., 
comprehensive HIV testing, linkage and retention to care, health care engagement, 
and adherence prevention interventions (Freese et al., 2017; Friedman et al., 2017; 
Meanley et al., 2015).
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Further, African American and Latino HIV gay men’s HIV-related health care 
delivery needs to be considered within the broader context of the Patient Protection 
and Affordable Care Act (ACA), which was enacted into law in 2010 (CDC, 2015c). 
The ACA, including the U.S. Supreme Court ruling in the National Federation of 
Independent Business v. Sebelius legal case, established a significant milestone for 
health care reform in the United States (U.S.  Department of Health and Human 
Services, n.d.). The ACA provides core provisions that address fundamental health 
care access inequalities (e.g., Medicaid expansion, health insurance exchanges, sub-
sidies for people within 400% of the Federal Poverty Line, individual health insur-
ance coverage requirement) for people in the United States (U.S. Department of 
Health and Human Services, n.d.). For example, one of the overall aims of Medicaid 
expansion involves providing insurance coverage for individuals within 133% of 
the Federal Poverty Line (FPL) (Robert Wood Johnson Foundation, 2013).

 The Role of Health Insurance

There has been considerable discussion about the role of health insurance in the 
United States related to HIV care (Millett et al., 2010). Health insurance status can 
affect the health status of African American and Latino HIV gay men in multiple 
ways. For example, Alexander et al. (2014) points out that health insurance status 
has an impact on being able to access health care and preventative services while, at 
the same time, being uninsured often results in poor or negative health outcomes, 
increased frequencies of hospitalizations, and advanced disease diagnosis at the 
time of when first accessing health care services. Moreover, according to Alexander 
et al. (2014), current research indicates that uninsured individuals are more likely to 
have challenges in accessing health care and are more likely to experience sickness, 
injury, or premature death, than those individuals with health care insurance. 
Furthermore, with the Affordable Care Act, varying dimensions of HIV-related 
health care inequalities have been ameliorated based on provisions such as Medicaid 
development/expansion and subsidies for individuals associated with the Federal 
Poverty Line (Cahill et al., 2017).

 Contextualizing Sex in African American and Latino 
Communities: The Role of Sexual Contexts and Networks

Current research has demonstrated that a number of sexual contexts have influenced 
HIV-related inequities for African American and Latino HIV positive gay men 
(Fields et al., 2015). Some of these contexts have related to the characteristics of 
sexual partners (Tieu et al., 2016), the use of the Internet in interfacing with sexual 
partners (e.g., sexual partners in cyberspace) (e.g., Senn et al., 2017), the use of 
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substances (e.g., alcohol and illicit drugs before or during sex) (Martinez et  al., 
2016), and perceived safer sex strategies (e.g., serosorting, seropositioning, with-
drawal before ejaculation) (Wilton et al., 2015). One of the strengths in conducting 
formative research on emerging trends and contextual factors associated with HIV 
sexual risk behavior in African American and Latino HIV gay men is that findings 
can be used to contribute to current scientific knowledge and the development and 
implementation of efficacious prevention and care strategies. However, one of the 
research challenges in this area relates to the need to incorporate culturally relevant 
methodologies based on strong collaborations with practitioners affiliated with 
community-based organizations. This represents a major component of culturally 
responsive prevention work as communities provide perspectives that are relevant to 
the experiences of MSM of Color.

HIV prevention research has posited that sexual networks have had a significant 
impact on the disproportionate rate of HIV prevalence in MSM of Color communi-
ties (Latkin et al., 2017). One factor that has been shown to influence sexual net-
works involves the influence of partner characteristics on the incidence and 
prevalence for African American and Latino HIV positive gay men. For example, 
some studies (e.g., Hickson et al., 2017) have shown that MSM of Color tend to 
have romantic/sexual partners reflective of their racial/ethnic backgrounds (Tieu 
et al., 2016). The core issue here is that HIV-related inequities heighten because 
research has demonstrated that African American and Latino MSM have higher 
frequencies of STIs, lower frequencies of consistent HIV testing, disproportionate 
rates of HIV infection, and higher levels of unrecognized HIV infection (Mayer 
et al., 2014). In terms of African American and Latino MSM, acute HIV infection 
has been shown to result in higher viral load and lower CD4 levels, which serve as 
a critical factor for HIV seroconversion (e.g., Hall et al., 2013). Therefore, African 
American and Latino MSM have experienced a substantially higher risk of acquir-
ing and transmitting HIV due to the high concentration of HIV in the sexual net-
works of their communities.

 Experiences of Violence in the Context of HIV Prevention 
for African American and Latino Communities

Studies have provided empirical support for examining the relationship between 
multiplicative forms of violence, including childhood sexual abuse (CSA), intimate 
partner violence (IPV), and other kinds of victimization in relation to HIV sexual 
risk behavior for African American and Latino HIV positive gay men (Toro-Alfonso 
& Rodriguez-Madera, 2004; Williams, Wilton, Magnus, et al., 2015). These areas of 
scholarly inquiry have been significantly understudied in MSM of Color, although 
some research has emerged in this area (Arreola et al., 2015). For example, in a 
qualitative study of childhood sexual abuse (CSA) in Black MSM, findings indi-
cated a 32% prevalence rate in CSA, based on a sample from three geographic 
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regions in the United States (Fields, Malebranche, & Feist-Price, 2008). Also, 
according to Fields et al. (2008), the contexts of CSA involved: (1) the experience 
of CSA from a familial individual (e.g., older male relative); (2) the attribution of 
“same sex desire” as a result of the experience of CSA; and (3) psychological dis-
tress (e.g., depression, suicidality) and substance use due to CSA. In another study, 
Black and Latino gay- and non-gay identifying MSM who reported histories of 
CSA, which often were connected to a history of trauma, related to HIV sexual risk 
behavior (Williams et  al., 2004). Moreover, Toro-Alfonso & Rodriguez-Madera 
(2004) showed that IPV within relationships was related to HIV-related inequities in 
Latino MSM.

These research investigations provide empirical data for the significance of 
developing research studies to further examine the social contexts of how the expe-
rience of violence serves as a structural determinant to prevention and care. 
Moreover, the implications of these studies for both medical and mental health pro-
viders relate to the development and implementation of mechanisms to assess 
violence- related experiences, particularly within the context of how these dimen-
sions relate to HIV prevention and care.

 The Role of Immigration on African American and Latino 
HIV Positive Gay Men

The role of immigration status on the sexual health of African American and Latino 
HIV positive gay men has been an understudied domain in research on prevention 
and care (Carrillo, 2001, 2017; Mizuno, Borkowf, Ayala, Carballo-Diéguez, & 
Millett, 2015; Rhodes et al., 2012; Solorio, Norton-Shelpuk, Forehand, Martinez, & 
Aguirre, 2014). Much of the scholarly work in this area has focused on the experi-
ences of Latino MSM (Martinez et al., 2016) with a void in studies on Caribbean 
(e.g., English-speaking) MSM and African MSM.  Significantly, the process of 
immigration has been a critical factor in understanding how cultural worldviews 
(e.g., cultural values and beliefs) influence HIV-related inequities as well as the 
impact of social structures on access to health care, including prevention and care, 
for immigrant groups (Organista, Carrillo, & Ayala, 2004).

Ramirez et  al. (2008) found that that HIV prevalence rates were significantly 
higher in a sample of Latino gay and bisexual men and transgender individuals in 
San Francisco that were born within the United States as compared to those respon-
dents who were born outside of the United States; however, findings also demon-
strated that HIV prevalence rates were higher for those respondents in Chicago 
whose place of birth was outside the United States as compared to individuals 
whose place of birth was in the United States. In a study of Latino MSM from 
Miami who were born outside of the United States, findings showed that higher 
levels of psychological distress and substance use (e.g., club drugs), greater number 
of sexual partners, having an HIV positive status (e.g., at the onset of immigration), 

10 An Evolving Epidemic for African American and Latino HIV Positive Gay Men…



256

and a higher level of acculturation to US culture related to HIV sexual risk behavior 
(e.g., condomless anal intercourse) (Akin et al., 2008).

This emerging area of research provides considerable implications for increasing 
the scholarly focus on the experiences and processes associated with immigration 
for MSM of Color that explore the complexities of the social contexts of sexuality 
and how these factors relate to sexual health (Carrillo, 2001, 2017; Mizuno et al., 
2015). In terms of immigration, contextual factors involving identity (e.g., racial, 
gender, and sexual identities) as well as stigma and discrimination (e.g., based on 
immigration status) need to be addressed in HIV prevention research and care 
services for African American and Latino HIV positive gay men (Solorio et  al., 
2014). Indeed, a sustained emphasis on addressing how social structures have an 
impact on health care inequities for MSM of Color are critically significant, espe-
cially those that examine the role of discrimination based on legal status (e.g., 
undocumented individuals) in the United States (Arreola et  al., 2015). Also, the 
development, implementation, and assessment of culturally congruent HIV preven-
tion and care services, including the provision of linguistically competent services, 
needs to be integrated into HIV prevention and care (Solorio et al., 2014).

 Psychosocial Support Needs for African American and Latino 
HIV Positive Gay Men

The current state of scholarly research regarding psychosocial issues for African 
American and Latino HIV positive gay men remains understudied (Bogart et al., 
2011; Choi et al., 2013; Graham et al., 2009; Rodríguez-Díaz et al., 2015; Williams 
et al., 2015). According to the US Surgeon General’s Report, people of color have 
experienced barriers in accessing quality mental health services and care and have 
not been adequately represented in research in the area of mental health (US DHHS,  
2001). Similarly, MSM of Color have reported dissatisfaction with mental health 
services as a result of structural barriers including but not limited to heterosexism 
and homophobia (Fields et al., 2015). Further, much of the extant research on the 
influence of racial/ethnic discrimination on mental health for people of color utilizing 
population-based studies has found that the experience of racial/ethnic discrimina-
tion relates to increased psychological distress for people of color, including diag-
nosis of major depression, generalized anxiety disorder, and onset of substance use 
(e.g., Williams et al., 2003). Similarly, population-based studies of LGBT commu-
nities have shown that perceived discrimination (e.g., lifetime and daily discrimina-
tion) had a negative impact on their quality of life in addition to increases in current 
psychological distress and mental health disorders (Mays and Cochran, 2001; Mays 
et al., 2017). Other population-based studies have reported a higher prevalence of 
mental health disorders, suicidal ideation, and substance use among lesbian, gay, 
and bisexual individuals as compared to heterosexual individuals (e.g., Blosnich 
et  al., 2016; Gilman et  al., 2001; Cochran et  al., 2004). In this regard, 
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population-based studies of LGBT communities of color are needed to ascertain 
characteristics of mental health utilization as well as the prevalence of mental 
health and substance use morbidity (e.g., Cochran et al., 2004). Yet, there has been 
a significant void in population- based studies that have focused on MSM of Color.

 Theoretical Approaches in Prevention and Care for African 
American and Latino HIV Positive Gay Men

A core dimension in addressing HIV-related health inequities for African American 
and Latino HIV positive gay men involves the development of theoretical frame-
works that are nested within culturally relevant conceptualizations (Ayala et al., 
2012; Bailey, 2014; Mays, Cochran, & Zamudio, 2004; Reisen, Brooks, Zea, 
Poppen, & Bianchi, 2013; Rodríguez-Díaz et al., 2015). In this context, a critical 
analytic framework for HIV prevention research—including theory, methodolo-
gies, and praxis—incorporates a connection to macro-level or socio-structural 
contexts (e.g., legal, political, educational, and health care systems). Thus, a 
major part of this work calls for a paradigm shift that links prevention and care 
within interdisciplinary and intersectional and interdisciplinary frameworks that 
are relevant to the lived experiences of African American and Latino HIV positive 
gay men. In particular, the concepts of stigma, marginalization, and structural 
inequalities provide a theoretical framework to examine the complexities of the 
AIDS epidemic, as situated in the everyday, lived experiences of MSM of color 
living with HIV.

Building on the work of Cohen (1999), these fundamental ideas provide a con-
ceptual framework for addressing asymmetrical power relationships (i.e., power 
inequalities) in communities of color, including those that incorporate sociohistori-
cal and -political experiences of “exclusion and marginalization” (e.g., axes related 
to race/ethnicity, gender, sexuality, social class, and immigration status). Further, 
according to Cohen (1999), a major component of these core concepts relate to the 
duality of examining macro (e.g., external processes) and micro (e.g., internal 
processes) structures that have an impact on communities of color in relation to the 
AIDS epidemic. For example, macro-level processes involve marginalization asso-
ciated with larger social structures (e.g., structural inequalities based on legal, polit-
ical, economic, and educational social structures such as institutionalized racism) 
and micro-level processes relate to “secondary marginalization” within communi-
ties of color (e.g., based on gender and sexuality) (Cohen, 1999). Therefore, the 
integration of transformative discourses in the area of AIDS that provide intersec-
tional and interdisciplinary analyses serve as significant interventions in the field of 
public health. As such, this scholarly work must be at the center of the discourse 
through incorporating critical, innovative, and transformative analyses that interro-
gate and challenge hegemonic, Eurocentric, patriarchal, and hetero-normative 
discourses that pathologize communities of color.
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Core theoretical paradigms in the areas of public health and social science 
research that relate to HIV prevention have been primarily based on Western/
Eurocentric theoretical or conceptual frameworks that focus on individual behavior 
(e.g., social cognitive theoretical frameworks) (Malebranche et  al., 2004). As a 
result, the production of knowledge in HIV prevention research has often been 
shaped within a singular disciplinary context, thus maintaining a disconnection 
from transformative scholarly inquiries as well as the sociocultural realities of the 
lived experiences of African American and Latino HIV positive gay men’s commu-
nities. Thus, building on the work of Collins (2005), as situated through an intersec-
tional theoretical conceptualization, one of the major problematic implications of 
this logic is that the multiple identities of MSM of Color (e.g., racial, gender, and 
sexual identities) have been negatively constructed and pathologized through theo-
retical frameworks that have not adequately integrated the sociohistorical, -political, 
-economic, and -cultural contexts that have been integral to the cultural specificities 
of their lived experiences (Ayala et al., 2012; Bailey, 2014; Mays et al., 2004).

Building on interdisciplinary and intersectional theoretical approaches, an inte-
gral component to the study of health inequities in MSM of Color communities is 
the incorporation and application of epistemological/theoretical frameworks and 
methodologies based on cultural studies (e.g., African/African Diaspora/Caribbean 
Studies, Latino/a Studies), gender studies, queer/LGBT [lesbian/gay/bisexual/trans-
gender] studies, and sexuality studies. One of the objectives in utilizing the schol-
arly work of these areas in the study of health inequities relates to the development 
of epistemological/theoretical frameworks that provide the basis for incorporating 
the sociohistorical, -political, -economic, and -cultural contexts that have been inte-
gral in communities of color. Theoretical and methodological approaches based on 
these scholarly areas work to juxtapose theory and practice that is grounded in 
culturally relevant conceptualizations, which are fundamental to the lived experi-
ences of African American and Latino HIV positive gay men. These areas provide a 
critical approach to the work on health disparities that engage a critique of service 
at macro- and micro-levels with respect to the sociopolitical processes that influence 
structural inequalities in MSM of Color communities.

Connected to stigma, marginalization, and structural inequalities, recent research 
has examined the influence of sociocultural factors on HIV-related equities in MSM 
of Color (Ayala et al., 2012; Han et al., 2015). In one study, Diaz et al. (2004) have 
incorporated the concept of social oppression as a core domain to account, in part, 
for the disproportionate health-related disparities in HIV based on their work with a 
probability sample of 912 Latino gay men surveyed from three US cities. Diaz et al. 
(2004) provided an intersectional, tripartite model that found empirical support for 
the impact of sociocultural factors (e.g., racism, homophobia, and poverty) on HIV 
sexual risk behavior in Latino gay men. Findings demonstrated that social oppres-
sion based on racism, poverty, and homophobia related to sexual experiences that 
provided the context for HIV sexual risk behavior. Specifically, higher levels of 
social oppression (e.g., racism, poverty, and homophobia) and psychological distress 
were predictive of Latino gay men engaging in risky sexual situations.
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Further, based on this work, social oppression influenced HIV sexual risk behav-
ior in that Latino gay men were more likely to engage in sexual experiences that 
were challenging to negotiate safer sexual practices. For example, according to Diaz 
et al. (2004), “Men who were more discriminated and psychologically distressed 
were more likely to participate in sexual situations under the influence of drugs or 
alcohol, to engage in sex as a way to alleviate anxiety and stress, and to be with 
partners who resisted condom use, among others” (p.  265). Taken together, the 
experience of challenging “sexual situations” mediated the influence of social 
oppression (e.g., racism, poverty, and homophobia) on HIV sexual risk behavior 
(Diaz et al., 2004). These research investigations provide theoretical and empirical 
support in examining the impact of racism, homophobia, poverty, and immigration 
status as these intersectional domains manifest in the lives of MSM of Color.

 Sociocultural Factors in Relation to Mental Health for MSM 
of Color

Building of the work of several scholars (e.g., Diaz et al., 2001), stigma has been a 
core critical issue for MSM of Color. Specifically, the negotiation of racial, gender, 
and sexual identities juxtaposed with experiences of individual and institutionalized 
racism and homophobia have worked as relevant culturally specific psychosocial 
issues for MSM of Color (Bird & Voisin, 2013; Choi et  al., 2011; Quinn et  al.,  
2017). For example, according to Wheeler (2006), Black MSM have to work 
through the stressors associated with being a black male (e.g., racism, unemploy-
ment, incarceration, health issues) and that of being emotionally and/or sexually 
attracted to the men (e.g., gender role expectations). A significant part of this work 
relates to the negotiation of relationships with significant others including family, 
friends, and sexual partners. Further, in a qualitative study of Black and Latino HIV 
positive MSM who reported a history of childhood sexual abuse, findings showed 
that the sociocultural context of the men’s lives was central to their lived experi-
ences. For example, predominant themes related to sexual identity, role of family 
and cultural expectations regarding children, gender role socialization, influence of 
substance use, religiosity and spirituality, and HIV-related stigma, marginalization, 
and barriers to HIV care (Williams et al., 2004).

Based on the work of Meyer (2007), the sociocultural model of minority stress in 
lesbian, gay, and bisexual (LGB)  communities has provided a theoretical frame-
work to examine the relationship between chronic stress and stigmatization, particu-
larly as related to psychosocial distress. In particular, through the use of a 
distal-proximal domain, Meyer posited that the experiences of “minority” stressors 
for LGB individuals (e.g., expectations of stigma, internalized homophobia, 
and experiences of prejudice and discrimination) relate to mental health outcomes. 
As part of minority stress processes, distal refers to experiences of prejudice, 
discrimination and violence based on sexual identity and proximal relates to experi-
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ences associated with “expectations of rejection, concealment, and internalized 
homophobia” (p.  248). Additionally, with a specific focus on MSM of Color 
(e.g., Latino gay and bisexual men), researchers have developed theoretical models 
to examine the effects of social discrimination (e.g., racism, homophobia, poverty) 
in relation to psychological distress and resiliency (Diaz et al., 2001).

Further, the experiences of HIV-related stigma and discrimination both within 
and external to MSM of Color communities have served as relevant psychosocial 
issues for MSM of Color. For example, in a study of 301 Latino gay and bisexual 
men, Zea et  al. (2005) found that HIV disclosure was predictive of respondents 
reporting higher levels of social support which had an impact on their lower depres-
sion and self-esteem. Within this context, MSM of Color living with HIV and AIDS 
have to negotiate their HIV positive status involving issues of disclosure to romantic 
and sexual partners, families, friends, health care providers, as well as other signifi-
cant others (Wheeler, 2005). HIV positive MSM of Color also have to manage the 
stressors of stigma within MSM Communities of Color (e.g., issues of rejection and 
discrimination). Therefore, HIV prevention interventions need to address the stig-
matization of HIV positive MSM of Color by HIV negative MSM of Color. For 
example, Diaz (2007) found high levels of HIV-related stigma among Latino HIV 
negative MSM and high levels of psychological distress associated with the experi-
ences of HIV-related stigma for Latino HIV positive MSM.

 Conclusions

African American and Latino HIV gay men have substantial HIV-related health 
inequities in the United States. There has been a critical void in culturally relevant 
conceptual frameworks utilized in research on HIV-related health inequities for 
African American and Latino HIV positive gay men. Traditional models used in 
research on HIV-related health disparities have not integrated to a substantial degree 
culturally relevant conceptualizations at the core of the analyses. This research 
poses fundamental implications regarding the development and implementation of 
efficacious public health strategies in addressing the AIDS epidemic for African 
American and Latino gay men living with HIV and AIDS in that the focus has 
shifted from individual behavior to include an examination of the structural factors 
that influence HIV-related health inequities. In this context, the next steps in amelio-
rating HIV-related health inequities for African American and Latino HIV positive 
gay men involves the development and implementation of culturally relevant HIV-
related health care systems that integrate a holistic approach for prevention and care.

Effective HIV-related health care delivery systems, programs, and services are 
urgently needed to ameliorate the substantial HIV-related health inequities among 
African American and Latino gay men living with HIV and AIDS. Moreover, based 
on core socio-structural factors that influence HIV-related health inequities for 
African American and Latino HIV positive gay men (e.g., poverty, education, 
employment status, income, access to health care and treatment [e.g., un-/under- 
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insured], housing and food instability, incarceration, racialized stigma and discrimi-
nation, sexuality-based stigma and discrimination, HIV stigma and discrimination; 
and immigration status), the strengthening of the development and implementation of 
HIV-related health care delivery is needed to address these substantial HIV- related 
health inequities for these communities that experience multiple forms of 
marginalization.
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Chapter 11
Understanding the Developmental 
and Psychosocial Needs of HIV Positive Gay 
Adolescent Males

Jason D.P. Bird and Dexter R. Voisin

This chapter explores core developmental and psychosocial needs of gay adolescent 
males who are living with the human immunodeficiency virus (HIV). Adolescence 
represents a period of significant transition for youth who are experimenting with 
changing roles and responsibilities, exploring their ethnic, gender, and sexual iden-
tities, and negotiating sexual and romantic relationships (Bauermeister et al., 2010; 
Hussen, Harper et al., 2015; Rosario, Schrimshaw, & Hunter, 2010; Steinberg & 
Morris, 2001). During the developmental processes of adolescence, HIV positive 
gay adolescent males also experience challenges related to managing disclosure 
based on their sexuality and HIV status (Hightow-Weidman et al., 2013; Jeffries 
et al., 2015; Tharinger & Wells, 2000), and the corresponding stigma and mental 
health sequelae often associated with negative peer and family reactions to such 
disclosures (D’Augelli, Grossman, & Starks, 2006; Herek, 2002; Lam, Naar-King, 
& Wright, 2007; Marshal et al., 2011; Rosario, Schrimshaw, & Hunter, 2012). HIV 
positive gay male youth may be negotiating these challenges while they strive for 
academic success, which is important to their future life trajectories (Bradley & 
Greene, 2013; Bruce et al., 2012). Consequently, HIV positive gay adolescent males 
experience fundamental psychosocial needs that are not adequately understood or 
attended to holistically by many current HIV prevention and service delivery pro-
grams (Harper et al., 2013; Kingdon et al., 2013). It is critical that we better under-
stand and create supportive services that address these key challenges, which, in 
turn, will help to raise health awareness, enhance coping skills, and improve 
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secondary HIV prevention for gay adolescent males living with HIV and AIDS 
(Bouris et al., 2013; Hussen, Chahroudi et al., 2015).

This chapter first focuses on the increasing HIV infection rates among young gay 
males and examines pertinent research on core issues faced by HIV-infected youth, 
including experiences of HIV-related stigma, family and peer relationships, mental 
health and substance use challenges, and psychosocial needs (e.g., basic resources 
such as food and shelter). While there is a larger body of research on gay youth and 
HIV positive adult males, less emphasis has been placed on HIV positive gay ado-
lescent males. Thus, this chapter will draw from these related literatures and rele-
vant empirical studies on HIV positive gay adolescent males to highlight the 
developmental challenges, psychosocial needs, and service delivery needs of HIV 
positive gay adolescent males. We will also discuss key current federal and educa-
tional policies related to protection, service provision, and treatment for this popula-
tion. We begin with a review of research on the shifting demographics of HIV, 
which highlights the importance of focusing on HIV positive adolescent gay males.

 Shifting Demographics Within the Context of HIV

Several distinct epidemics (e.g., gay men, injection drug users, hemophiliacs, and 
women) have emerged over the last 35 years in the United States, each impacting a 
specific subpopulation, which has been shaped by unique sets of predictors and 
prevention challenges (Amaro & Raj, 2000; Elford & Hart, 2003; Evatt, 2006; 
Karon, Fleming, Steketee, & De Cock, 2001; Lusher & Brownstein, 2007; Murrill 
et  al., 2002; Pulerwitz, Amaro, Jong, Gortmaker, & Rudd, 2002). Historically, 
response to the HIV/AIDS epidemic focused on adult gay populations, since this 
group experienced the highest AIDS mortality. From the outset, the HIV epidemic 
tapped into a moral preoccupation that painted some people as “innocent” (e.g., 
hemophiliacs and children) and others as “culpable” due to their engagement in 
socially undesirable behaviors, such as same-sex sexuality and drug use (Mawar, 
Sahay, Pandit, & Mahajan, 2005; Schellenberg, Keil, & Bem, 1995). These dis-
criminatory beliefs significantly shaped early governmental response (or non- 
response) to the development of HIV prevention and treatment policy in the USA 
(Shilts, 1988). The void in early governmental response in the HIV/AIDS epidemic 
also stimulated a powerful social movement within Lesbian, Gay, Bisexual, and 
Transgender (LGBT) communities that aimed not only to spur the government into 
action but also to bring a greater legitimacy to LGBT people and communities as 
whole, worthy, and important members of our society. Thirty-five years later, while 
men who have sex with men (MSM), particularly men of color, continue to bear the 
greatest burden of HIV/AIDS infection, the demographics of the epidemic show a 
gradual shift away from some populations (e.g., hemophiliacs, children infected at 
birth) to communities of color, young adults, and adolescents (CDC, 2015, 2016). 
Not surprisingly, the public and private perception of those infected with HIV con-
tinues to have a pivotal role in shaping federal and state responses to the HIV epi-
demic in the USA.
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Currently, estimates suggest more than 1.2 million people are living with HIV in 
the USA (CDC, 2015). In 2015, gay men and other MSM continue to be dispropor-
tionately impacted, accounting for 67% of new HIV infections (CDC, 2015) while 
only comprising between 2 and 4% of the overall population (CDC, 2015; Gates, 
2011). Adolescents and young adults (aged 13–24) are especially vulnerable to HIV, 
representing 22% of new infections in 2014 (CDC, 2015). Furthermore, Black and 
Latino youth are even more disproportionately impacted by HIV, accounting for 
55% and 23%, respectively, of new infections among young gay males in 2014 
(CDC, 2015). However, it is important to note that when statistics report on “gay 
youth” it is not always clear what populations fall under that broad umbrella. For 
example, some statistics may include gay identified youth, while others may con-
sider MSM who do not identify as gay. In other instances, bisexual, queer, or ques-
tioning youth may be included. Nevertheless, while rates of new HIV infections 
have decreased or remained relatively stable among most groups (including adult 
gay men), new infections continue to rise among adolescent gay males, in general, 
and young Black gay males specifically (CDC, 2015; IOM, 2011). In fact, young 
Black gay males are twice as likely as other groups to be diagnosed with HIV, and 
both Black and Latino adolescents are more likely to become infected with HIV at 
younger ages than White adolescents (CDC, 2008; IOM, 2011). These factors pro-
vide evidence that the epidemic continues to disproportionately affect disenfran-
chised populations (e.g., communities of color and LGBT communities), mirroring 
other health disparities such as cancer, heart disease, and diabetes (Smedley, Stith, 
& Nelson, 2003).

 The National HIV/AIDS Strategy

The existence of a federal HIV/AIDS policy not only sets the agenda for prevention, 
intervention, and service delivery, but also serves as a powerful tool for shaping how 
society views and responds to HIV positive individuals. The National HIV/AIDS 
Strategy, enacted by President Obama in 2010, identifies three primary objectives: 
to reduce HIV infections, increase access to care and treatment for HIV-infected 
individuals, and reduce HIV-related health disparities, inequities, and stigma (White 
House Office of National AIDS Policy, 2010). Certainly, the “on-the-ground” 
impact of the National HIV/AIDS Strategy once fully implemented will have some 
positive impact on lessening the developmental challenges for HIV positive adoles-
cent males. However, the unfolding of this policy will take time in the midst of fiscal 
challenges, complex bureaucracies, and changing political landscapes. At the cur-
rent moment, important adolescent developmental challenges remain.

Despite the growing rate of HIV among young gay males and a national strategy 
that specifically calls for more research and services directed towards populations at 
greatest risk, HIV positive gay male adolescents have received limited attention in 
the extant literature. The data from these studies was derived from diverse samples 
with regard to age, gender, and sexual orientation, and across a wide range of 
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 infection routes, including perinatal infection. The data was also collected at a time 
when HIV treatment was more limited, less HIV information was provided in 
schools and within broader communities, and overt HIV stigma was more socially 
accepted.

 Adolescent Development

Adolescence is a transitional time of navigation and exploration when adolescents 
seek ways of becoming more autonomous while also trying to maintain security 
through and connectedness with supportive networks such as family and school 
(Spear & Kulbok, 2004). Adolescence is characterized by major changes (and 
potential conflict) in family and peer relationships (Lynch, Lerner, & Leventhal, 
2013; Spear & Kulbok, 2004; Tillfors, Persson, Willén, & Burk, 2012); identity 
development, formation, and crisis (Marcia, 1980); pressures of school achievement 
(Lynch et  al., 2013); and issues of sexuality, dating, and intimacy (Tolman & 
McClelland, 2011). HIV positive gay adolescent males, while experiencing these 
developmental processes, also have unique challenges, including recognizing and 
understanding their same-sex sexual attraction, learning to navigate intimate same- 
sex relationships, making decisions about sexual identity and HIV-related disclo-
sure, and managing both positive and negative reactions to their disclosures to 
family, friends, and peers (Bauermeister et al., 2010; Hussen, Harper et al., 2015; 
Rosario et al., 2012; Tharinger & Wells, 2000). In the next few sections, we discuss 
how stigma and discrimination related to sexual minority and HIV status may influ-
ence psychosocial functioning.

 LGBT Sexualities and HIV: Multiple Stigmas and Challenges

Young gay males (and other sexual minority youth) face multiple challenges, 
including increased risks of bullying (Austin, 2012; Roberts, Rosario, Slopen, 
Calzo, & Austin, 2013; Russell, Ryan, Toomey, Diaz, & Sanchez, 2011), homeless-
ness (Corliss, Goodenow, Nichols, & Austin, 2011), substance use (Ott et al., 2013), 
violence (Friedman et al., 2011), incarceration, poorer school achievement (Pearson, 
Muller, & Wilkinson, 2007), mental health distress (e.g., depression) (Galliher, 
Rostosky, & Hughes, 2004; Roberts et al., 2013), and suicidal ideation (Marshal 
et al., 2011). These challenges are often embedded in societal stigma, discrimina-
tion, and negative treatment by others associated with their sexual identities (Wilson 
et al., 2010). Moreover, an HIV positive diagnosis may serve to exacerbate the more 
fundamental challenges experienced by young gay males. These sexuality-based 
and HIV-related stigmas stem from multiple macro- and microlevel sources, including 
family, schools, peers, religious institutions, and community organizations, and are 
influenced by social and community norms regarding sexuality (Bird & Voisin, 2013; 
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Campbell & Deacon, 2006; Cohen, 1999; Herek, 2004; Parker & Aggleton, 2003). 
However, examining the impact of sexuality-based stigma and discrimination on 
youth and the general impact of HIV-related stigma on adults with HIV may help to 
illuminate the potential challenges faced by HIV positive gay male adolescents.

 Stigma and Discrimination Based on Sexual Minority Status

There has been substantial progress in terms of LGBTQ rights and the reduction of 
sexuality-based discrimination. Some of these developments have included the 
2015 Supreme Court ruling in Obergefell v. Hodges that same-sex marriage is a 
constitutionally protected right, lifting of the ban on lesbian and gay US service 
members, the first endorsement of same-sex marriage by a sitting U.S. president, the 
rise of gay-straight alliances within school systems, and greater public awareness 
campaigns supporting young LGBTQ individuals (e.g., the “It Gets Better 
Campaign”). However, these advancements have been tempered by persistent nega-
tive beliefs about LGBTQ people as observed with the continued resistance to not 
only same-sex marriage but also to equal rights for and anti-discrimination laws 
protecting LGBTQ individuals (especially within highly religious and more rural 
communities).

Many gay youth are exposed to environmental contexts that discount their sexu-
ality and demand silence around issues of sexual identity. This expected silence is 
often learned by observing how openly LGBTQ individuals are discussed and/or 
treated by others. Therefore, LGBTQ youth experience a sense of “otherness” 
around which there is a social expectation of secrecy. Additionally, some African 
American and Latino youth may experience increased stigma or hostility with 
regard to being gay or bisexual given strong familial and community norms against 
homosexuality in some communities of color (Lam et al., 2007). This adds more 
complexity and highlights the ways that multiple factors intersect to increase stress 
and challenge positive coping. For instance, Agronick et al. (2004) found that young 
Latino MSM (aged 15–25) who identified as bisexual were more likely than those 
individuals who identified as gay to engage in insertive condomless anal intercourse, 
have more than one male sex partner in the preceding 3 months, and use drugs or 
alcohol during their last sex act with a male partner. The researchers theorized that 
many Latino YMSM who primarily have sex with men might identify as bisexual 
due to internalized homophobia, based out of cultural and familial norms, which 
strongly sanction against homosexuality (Agronick et al., 2004).

In a recent qualitative study of 20 Black gay adolescents, several participants 
reported internal conflicts related to their identity given that immediate family 
members loved and accepted them, but that their sexuality or related issues were not 
discussed and that the topic was often ignored (Voisin & Bird, 2012). In one 
instance, a participant indicated that when he disclosed his sexual orientation and 
HIV positive status to his mother, it was made clear that he was still her son but the 
topic would be discussed once and never again. Participants reported that despite 

11 Understanding the Developmental and Psychosocial Needs of HIV Positive Gay…



272

feeling loved by immediate family members, homophobia on the part of some fam-
ily members and “their Black community,” coupled with the need to avoid stigma, 
prevented discussions about sexuality and sexual health from taking place on a 
regular basis. For some respondents, societal racism and the anticipation of racism 
from White gay communities resulted in heightened feelings of hyper-vigilance, 
which led to apathy about adhering to HIV prevention messages (Voisin & Bird, 
2012). In such cases, young gay males of color are challenged by the intersection of 
racism and racially specific norms against homosexuality, and, in the case of HIV 
positive youth, HIV-related stigma, and discrimination.

The need to keep emerging same-sex sexual feelings and identity secret can 
interfere with the connectedness LGBT youth have with family and friends and can 
result in increased isolation, shame, and internalized stigma and homophobia, inter-
fering with self-confidence and feelings of self-worth (Tharinger & Wells, 2000). 
Moreover, it removes pathways to many of the protective social relationships that 
are so important to positive functioning during adolescence (Tharinger & Wells, 
2000). Furthermore, this continued isolation from family and peers for LGBT youth 
may facilitate the search for intimate and social relationships outside of familiar 
social networks and, thereby, expose adolescents to increased sexual and health 
risks (Bird, LaSala, Hidalgo, Kuhns, & Garofalo, 2017). This may be especially true 
in the absence of comprehensive sex education that specifically addresses the poten-
tial risks for young gay and bisexual men.

 HIV-Related Stigma and Discrimination

HIV-related stigma is based on the perception of HIV as a discrediting attribute that 
marks the individual as different, less desirable, and more dangerous than those who 
are not HIV positive (Herek, 2002). While it may be true that overt HIV-related 
stigma has declined somewhat over time (Flicker et al., 2005), it remains a critical 
issue for HIV positive youth for whom this sense of secrecy may be exacerbated 
(Galindo, 2013). Issues of sexuality and disease may become intertwined in ways 
that deepen shame and create emotional distance from family and supportive net-
works (Bird, LaSala et al., 2017; Lam et al., 2007). Different populations (e.g., age, 
race, and ethnicity, gender) experience different amounts and types of HIV-related 
stigma. However, evidence suggests that HIV positive adolescents widely encounter 
HIV-related stigma through lived negative experiences, which compound their fear 
of breaking the silence around their HIV positive status (Flicker et al., 2005).

While gay adolescent males represent a growing proportion of those living with 
HIV and AIDS, there has been limited research on their experiences of HIV-related 
stigma (Dowshen, Binns, & Garofalo, 2009). One study of an ethnically diverse 
sample of young people aged 16–24 in Chicago found associations between HIV 
stigma and psychological distress, lower self-esteem, and loneliness. Levels of 
stigma did not vary significantly based on race, age, or gender identity. Additionally, 
adolescent gay males in this study reported levels of HIV-related stigma comparable 
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to other HIV positive populations in previous studies (Dowshen et al., 2009). Stigma 
has also been identified as a significant factor driving nonadherence to HIV medica-
tion regimens for gay adolescents (Rao, Kekwaletswe, Hosek, Martinez, & 
Rodriguez, 2007). Given the increased risk for stigma and discrimination that HIV 
positive adolescent males are likely to experience, it is not surprising that these 
youth are confronted with multiple psychosocial challenges.

 Navigating Romantic Relationship, Family Dynamics, 
and Academic Success

In the following sections, we discuss family and peer dynamics and academic policy 
and achievement as major domains that influence positive youth outcomes and 
upward trajectories.

 Romantic Relationships

As gay youth navigate dating and sexual exploration during adolescence, they may 
unknowingly place themselves or their partners at risk of HIV. A high proportion 
of HIV positive gay youths do not know their HIV status, and therefore may engage 
in sexual risk behavior that could transmit HIV to their romantic partners (Halkitis 
et al., 2011; Mustanski, Newcomb, Du Bois, Garcia, & Grov, 2011). If HIV posi-
tive gay adolescents who are unaware of their HIV status perceive themselves as 
unlikely to have HIV, they may engage in more sexual risk-taking activity, such as 
having condomless anal intercourse, thereby placing their partners at risk (Halkitis 
et al., 2013). Similarly, HIV negative youth may assume that young romantic part-
ners are HIV negative and thereby be willing to engage in sexual risk (Mustanski 
et al., 2011).

One way that gay adolescents often locate potential romantic or sexual partners 
is through the Internet (Garofalo, Herrick, Mustanski, & Donenberg, 2007). Studies 
suggest that the Internet has influenced the practice of sexual risk-taking behaviors, 
such as condomless anal intercourse or condom misuse, with sexual partners 
(Garofalo, Mustanski, Johnson, & Emerson, 2010). Additionally, some gay adoles-
cents report having older gay male sexual partners (Rind, 2001), who may be more 
likely to be HIV positive (Garofalo et  al., 2010). While qualitative studies with 
young, HIV positive gay and bisexual males have indicated that older gay men can 
be a source of support for gay youths (Bruce, Harper, & ATN, 2011), romantic rela-
tionships with older gay men may also heighten gay adolescents’ risk of HIV expo-
sure (Bird, LaSala et al., 2017).

Gay adolescents are faced with myriad complexities as they enter their life phase 
of romantic and sexual exploration, which they often must negotiate on their own in 
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the absence of peer or family support. If an adolescent is aware of their HIV positive 
status, this presents the additional challenge of negotiating disclosure to romantic or 
sexual partners—a task that requires a high level of social efficacy (Bird, Eversman, 
& Voisin, 2017) from youth who may already be struggling to manage various 
demands on their psychological and emotional resources.

 Family and Peer Dynamics: Sexuality Disclosure

Due to traditional societal norms against LGBT sexualities, gay youth often face 
challenges related to disclosing their sexuality to and dealing with negative reac-
tions to that disclosure from parents, family members, and friends. Furthermore, for 
gay adolescents, an HIV diagnosis may be perceived as providing evidence of their 
being gay or bisexual and the choice to disclose an HIV positive status means also 
disclosing their sexual identity. Therefore, the adolescent must contend with a 
double- disclosure to family and friends and, potentially, double stigmatization and 
potential “blame” for their HIV infection. A number of gay youth face parental 
rejection, including exposure to violence from family members and being forced to 
leave home due to the sexual minority disclosure (Bird, LaSala et  al., 2017; 
Tharinger & Wells, 2000). A recent study of young HIV positive youth, aged 17–24, 
across four cities indicated that few of the participants reported having the support 
of their families as they came to terms with their sexual orientation (Bruce et al., 
2011). This is especially problematic since parental rejection has been associated 
with negative outcomes. For example, Ryan, Huebner, Diaz, and Sanchez (2009) in 
a study of 224 White and Latino participants found that adolescents who had expe-
rienced family rejection on the basis of their sexual orientation were 3.4 times more 
likely to have engaged in condomless anal intercourse, thereby increasing their risk 
of contracting or transmitting HIV. This finding corroborates with a growing body 
of research that indicates that adolescents who lack family support may be more 
likely to engage in unprotected sex that places them at increased HIV risk; they are 
also less likely to have supportive family networks to help them come to terms with 
an HIV positive diagnosis (Bird, LaSala et al., 2017).

 Family and Peer Dynamics: HIV Disclosure

HIV disclosure is also a primary issue with which young, HIV positive gay adoles-
cent males must contend. This includes having to make decisions about to whom 
one discloses, why one might decide to disclose, and what potential reactions may 
occur (Bird & Voisin, 2013; Brown, Lourie, & Pao, 2000). The need to manage such 
sensitive and potentially stigmatizing health information can have a profound 
impact on relationships with family, friends, and others with or without actual dis-
closure. Experiences with heterosexism and HIV-related stigma during adolescence, 
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when young gay males are coming to terms with their sexual identity, may influence 
HIV positive youth to remain silent about their HIV status (Flicker et al., 2005). 
They may also choose to keep their HIV status and/or sexuality secret in order 
maintain peer approval (Lam et  al., 2007). Ultimately, this secrecy can result in 
increased social isolation and decreased access to resources. On the other hand, 
HIV disclosure carries the potential for negative consequences, as well, and may 
result in social ostracism from supportive communities and peer networks (Bird & 
Voisin, 2013; Hightow-Weidman et al., 2013) and potential rejection from families 
(Bird & Voisin, 2013), especially since an HIV disclosure may result in a broader 
disclosure about sexuality and sexual identity.

Few studies have specifically examined HIV disclosure outcomes among gay 
youth. However, based on resiliency research with other populations, we posit sev-
eral factors that are likely to matter. Individual-level factors include positive intel-
lectual functioning; the ability to form secure attachments with others; having a 
sociable and appealing disposition; having high levels of self-efficacy, self- 
confidence, and self-esteem; being goal-orientated; and feeling hopeful about the 
future (Tharinger & Wells, 2000). Additionally, having strong and close family rela-
tionships, being connected to extended supportive networks, and having positive 
school-based relationships have been shown to enhance coping for adolescents, 
which may make disclosure more likely. However, heterosexism and sexuality- 
based stigmatization and discrimination often stand as significant barriers between 
HIV positive gay adolescents and typical sources of support, such as family, friends, 
teachers or other school officials, and community or religious organizations.

Even in the case where a gay adolescent male does not “come out” to family, he 
may experience feelings of rejection based on how family members talk about or 
treat other gay and lesbian individuals (Tharinger & Wells, 2000). In the absence of 
parental support, Bruce et al. (2011) found that most participants spoke of feelings 
of loneliness and isolation. In their survey of 54 HIV positive gay adolescents and 
emerging adults, aged 17–24, participants were asked to describe risks and resilien-
cies associated with being a gay youth and many spoke of leaving home to find 
other males “like them,” in gay communities (p. 371). Because many of these young 
gay males felt unsupported by their families and had moved to larger cities on their 
own, participants who recounted experimentation with drugs and sex often lacked a 
supportive network or parental guidance to help them navigate the health risks 
(Bruce et al., 2011). However, other participants spoke of the supportive networks 
or alternative families provided by others in gay communities, frequently comprised 
of older gay men who played a mentoring role to adolescent and emerging adult gay 
males. The interviews revealed that the young gay men who had left home were 
susceptible to a variety of risks: some reported feeling vulnerable to peer influences 
due to feelings of identity confusion, and others reported that deeper emotional 
needs led them to seek out multiple sexual partners. On the other hand, many par-
ticipants reported resiliencies associated with their migration to gay communities, 
including feelings of increased self-reliance, strength borne out of overcoming 
adversity, and an open-mindedness that allowed them to encounter a rich variety of 
people and experiences (Bruce et al., 2011).

11 Understanding the Developmental and Psychosocial Needs of HIV Positive Gay…



276

Furthermore, not all families reject or ill-treat their LGBTQ children, and fami-
lies can provide an important protective role for LGBTQ youth by providing social 
support, acceptance, and security (Bouris et al., 2010). The degree and resolution 
of family conflict, when it occurs, is often dependent on the strength of the family 
relationships prior to disclosure (Tharinger & Wells, 2000), and several studies 
have found that young gay male participants report valuing family relationships 
and their families of origin (McDowell & Serovich, 2007; Serovich & Grafsky, 
2011). Therefore, looking for ways to strengthen family dynamics, communica-
tion, attachment, and coping strategies has the benefit of helping families overcome 
negative beliefs and feelings related to sexual minorities and LGBTQ children. 
Furthermore, this strengthening of families could serve as a primary coping mecha-
nism for HIV positive youth (Bird, LaSala et  al., 2017; Kalichman, DiMarco, 
Austin, Luke, & Di-Fonzo, 2003; Serovich & Grafsky, 2011) and increase positive 
outcomes, such as increased adherence to HIV treatment (Murphy, Roberts, 
Marelich, & Hoffman, 2000).

 Academic Policy and School Success

It is widely known that school achievement is associated with important future 
accomplishments and upward social mobility. Daily stigmatization, discrimination, 
or exposure to a hostile academic environment can interfere with the learning pro-
cess and school achievement. Furthermore, fear about negative treatment can lead 
to decreased involvement in school activities and the maintenance of smaller social 
networks, which can increase isolation and limit access to social support and 
resources (Tharinger & Wells, 2000). Adolescent gay males often encounter 
entrenched antigay stigma and discrimination within their school settings (Solorio, 
Swendeman, & Rotheram-Borus, 2003), and sometimes this discrimination is insti-
tutionalized in the policies and behaviors of the school administration (Bruce et al., 
2011). Additional studies have indicated that children and adolescents whose HIV 
status is disclosed in a school setting often face stigma and discrimination on 
account of their HIV status, with some children even being denied school entry 
(Weiner, Battles, & Heilman, 2000). Therefore, young HIV positive gay males are 
at risk of discrimination based on their sexual orientation and HIV status.

Regardless of the fact that HIV positive children and adolescents are vulnerable 
to verbal assault and discrimination in school settings, research on HIV school poli-
cies has largely focused on HIV prevention policies. In response to the potential for 
HIV-related stigmatization and discrimination within school systems, various orga-
nizations have created position statements for protecting HIV positive students in 
schools, which have often derived from federal laws. For example, the American 
Academy of Pediatrics (AAP) offers six recommendations: (1) that all HIV positive 
children and youth have equal access to high quality educational experiences; (2) 
that special education services be provided as needed; (3) that there be accommoda-
tion of medical needs within the school setting; (4) that continuity of education be 

J.D.P. Bird and D.R. Voisin



277

uninterrupted by HIV management; (5) that confidentiality of HIV status be 
maintained; and (6) that there be coordination between the pediatrician/medical 
home provider and school when appropriate (AAP, 2000).

In addition to the AAP, the American Civil Liberties Union (ACLU), American 
Psychiatric Association (APA), American Nursing Association (ANA), and the 
Center for HIV Law and Policy have all released policy statements regarding the 
protection of HIV positive youth within schools. For example, the ACLU’s AIDS 
Project released a report entitled “HIV & Civil Rights” (Lange, 2003), which out-
lines the rights of HIV positive persons to privacy and confidentiality, nondiscrimi-
nation, and accurate sexual and prevention education in schools. The ANA released 
“Recommendations for the School Nurse in Addressing HIV/AIDS with 
Adolescents” in 1996, which recommended that school nurses integrate HIV/AIDS 
education into their schools’ health programs; take leadership in educating fellow 
school personnel and community members on HIV/AIDS; advocate to protect the 
rights of students with HIV/AIDS; and connect them and their families with com-
munity supportive resources (Uris, 1996). In its 2009 “Position Statement on HIV 
and Adolescents,” the APA charged that HIV status should be disclosed on a “need- 
to- know” basis within school settings, as outlined within the framework of the law 
and stated that HIV positive students should not be restricted from participation in 
school activities (APA, 2009).

Finally, the Center for HIV Law and Policy developed the Teen SENSE (Sexual 
health and Education Now in State Environments) initiative to ensure that HIV posi-
tive adolescents in state custody have access to “comprehensive, scientifically accu-
rate, LGBT-inclusive sexual health care services and education” (The Center for 
HIV Law & Policy, n.d.). Teen SENSE offers a federal and state legal framework 
that protects these rights for HIV positive adolescents, as well as model guidelines 
for nonjudgmental and LGBTQ-inclusive health care, education, and professional 
development/staff training of personnel who work with HIV positive youth in foster 
care and juvenile justice facilities. HIV positive students’ rights are also explicitly 
protected by several federal laws. For example, the Rehabilitation Act of 1973, 
Section 504, pertains to children or adolescents with health care needs who do not 
require special education classes. It requires that public schools permit these stu-
dents to attend regular classes and accommodate students with special support such 
as medical or psychological services if necessary (AAP, 2000).

Additionally, the Supreme Court’s 1998 ruling in Bragdon v. Abbott determined 
that people with HIV or AIDS are protected under the Americans with Disabilities 
Act (ADA), as are persons who are discriminated against because they are regarded 
as being HIV positive, and persons who face discrimination because they have a 
relationship with someone who is HIV positive. The ADA prohibits state and local 
governments from discriminating against people with HIV, including public school 
systems (U.S. Department of Justice, n.d.). Finally, the Individuals with Disabilities 
Education Act (IDEA) applies to children and adolescents ages 3–21 with disabili-
ties or medical concerns (including HIV/AIDS) that require special accommodation 
in a school setting. IDEA guarantees access to schooling and supportive services for 
eligible children. Schools are required to prepare an Individualized Education 
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Program (IEP) for each eligible child that outlines a plan to ensure that their 
disability or medical condition does not interfere with their education (AAP, 2000).

Various states also provide policy guidelines to assist local school districts in 
developing policies that protect the rights of HIV positive students. Often these 
guidelines include an HIV/AIDS primer to educate administrators, teachers, and 
families, and a host of policy recommendations, including HIV/AIDS prevention 
education; safeguarding students through infection control, privacy and confidenti-
ality, and nondiscrimination; ensuring student access to communicable disease 
reporting and physical and psychological health services; protecting the rights of 
HIV positive students to participate in athletics and other student programs; and 
communicating policies to families. Wisconsin’s School HIV/AIDS Policy Tool Kit 
acknowledges that “communities typically focus on the safety of children that do 
not have HIV infection,” but suggests that “[I]n addition, messages can be devel-
oped to inform the community that policies are in place to protect the rights of all 
students and staff, including those infected and affected by HIV” (Cox, 2003, p. 67).

However, there is some question about the extent to which these policy guide-
lines are actually implemented at the local level. For example, a content analysis of 
HIV-related school policy in 79 school systems in North Carolina found that school 
boards largely failed to provide detailed HIV-related policies (Fair, Garner-Edwards, 
& McLees-Lane, 2005) such as the ones recommended by the state’s Healthy 
Schools Initiative, funded by the Departments of Public Instruction and Health and 
Human Services. Furthermore, North Carolina passed a law in 2016 (House Bill 2) 
barring local ordinances protecting LGBT populations, which will likely have a 
negative impact on LGBTQ and HIV-infected youth in schools (House Bill 2, 2016).

A 2008 study by the CDC analyzed survey data from the 2006 School Health 
Profiles for public secondary schools (grades 6–12) in 36 states and 13 large urban 
school districts and found that approximately half of all secondary schools reported 
having a policy to protect the rights of staff and students infected with HIV or AIDS 
(CDC, 2008). The median percentage of schools with such a policy in place 
decreased from 71.9% in 1996 to 52.9% in 2006 among states and from 86.2 to 
49.2% among school districts, when comparing results from the same 21 states and 
eight school districts that participated in both the 1996 and 2006 School Health 
Profiles surveys. While this study suffers from response bias due to self-report and 
non-response, it most likely overestimates the number of schools with policies to 
protect HIV positive high school students, suggesting that public secondary schools 
are falling short in providing a safe environment for HIV positive adolescents.

There are also policies that have the potential to infringe on the confidentiality of 
HIV positive youth. For example, a South Carolina law requires the Department of 
Health and Environmental Control (DHEC) to report the identities of students who 
are HIV positive to public school administrators (DeGroat, 2009). Besides chal-
lenging what other states have interpreted as a students’ right to privacy and confi-
dentiality, the law also potentially discourages students from getting HIV tested, in 
spite of the fact that the CDC recommends regular testing as an effective component 
of HIV prevention programs (Branson et al., 2006). Additionally, the law potentially 
increases the potential for HIV-related stigma and discrimination if their HIV status 
is shared (DeGroat, 2009).
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Furthermore, in spite of legal protections for HIV positive students, various 
states and local governments have enacted policies that curtail the rights of HIV 
positive young people, leaving them vulnerable to stigmatization and substandard 
education quality. Whether or not the laws are enforced, the threat remains that HIV 
positive students may be denied equal rights within a school setting under the laws. 
Alabama, California, Georgia, Indiana, Louisiana, Missouri, Oklahoma, Oregon, 
and South Carolina have laws that devolve authority to local school boards to deter-
mine whether HIV positive students can be excluded from public school. A handful 
of other states do not explicitly mention HIV but permit school boards to prevent 
students with infectious diseases from attending school if they are deemed a health 
risk (National Association of State Boards of Education [NASBE], 2012). These 
policies exist despite the fact that the American Academy of Pediatrics asserts that 
HIV positive children should not be excluded from school or isolated within the 
school setting (AAP, 2000). Many of these states have contradictory policies—
within the same state there may be one policy that grants schools the authority to 
suspend students due to their HIV status, and another policy that makes it compul-
sory to protect HIV positive students’ rights to privacy, confidentiality, and accom-
modation within schools (NASBE, 2012).

 Mental Health Concerns

Although there is a growing body of literature on the effects of sexual minority 
stigma and discrimination on the mental health functioning of LGBTQ youth, there 
has been a dearth of research exploring the unique mental health concerns experi-
enced by young, HIV positive gay males. However, based on research involving gay 
youth and clinical observations, we can posit that HIV positive gay adolescent 
males are at an increased risk for significant mental health concerns. Given the pres-
ence of both HIV-related and sexuality-based stigma and discrimination, it is not 
surprising that HIV positive gay adolescents are at elevated risks of experiencing 
psychological distress, including decreased self-esteem (Tharinger & Wells, 2000); 
increased thoughts of suicide (Brown et al., 2000; Tharinger & Wells, 2000); and 
feelings of sadness, depression (Brown et al., 2000; Flicker et al., 2005), anxiety, 
hopelessness, anger (Brown et al., 2000), and isolation and loneliness (Brown et al., 
2000; Flicker et al., 2005; Lam et al., 2007), especially when there is less access to 
others who are HIV positive (Lam et al., 2007). Furthermore, research suggests that 
HIV positive adolescents may be more preoccupied with mortality and fears of 
death (Brown et al., 2000; Flicker et al., 2005) and experience feelings of regret, 
shame, guilt, fear, humiliation, or anger about the circumstances of their infection 
(Flicker et al., 2005; Tharinger & Wells, 2000).

Benton (2010), in a review of psychiatric papers on HIV positive adolescents, 
posits that the rate of psychological distress appeared to be higher for HIV positive 
youth than HIV negative youth and that there may be a relationship between taking 
HAART medication and mental health concerns that should be explored in future 

11 Understanding the Developmental and Psychosocial Needs of HIV Positive Gay…



280

research. Furthermore, the Youth Risk Behavior Survey (YRBS) found that the 
combination of LGB identity and experiencing victimization or bullying at school 
was associated with increased substance use, mental health problems, suicidality, 
and sexual risk behavior, compared to heterosexual youth. The mental health conse-
quences of stigma for young gay males can lead to emotional distress, suicide 
attempts, drug use, and risky sex (Mustanski et al., 2011). Furthermore, Mustanski 
et al. (2011) found an association between psychological distress, depressive symp-
toms, and condomless anal intercourse in their urban sample of young gay males 
(aged 18–30), indicating that mental health concerns among HIV positive young 
gay men may result in sexual risk for themselves and others. Family rejection or 
poor familial support (e.g. being harassed by family members for being gay or being 
kicked out of the home) are likely to drive these negative outcomes (Bird, LaSala 
et al., 2017; Mustanski et al., 2011).

 Substance Use

Although there is limited research specifically on substance use and HIV positive 
gay adolescent males, there is some data to suggest that HIV positive youth have 
higher levels of substance use than their HIV negative peers (Naar-King, Wright 
et al., 2006; Remafedi, Farrow, & Deisher, 1991). However, it is useful to explore 
the literature on substance use for young gay males in general, as an indicator of use 
among HIV positive adolescent gay males. A review of epidemiology, risk and pro-
tective factors, and interventions among young gay males found that, in comparison 
with their heterosexual counterparts (Brewster & Tillman, 2012; Traube, Schrager, 
Holloway, Weiss, & Kipke, 2012) as well as with older gay men (Salomon et al., 
2009), young gay males are more likely to use a variety of different substances, 
including alcohol and illicit drugs, and to engage in heavy substance use. Young gay 
males along with other sexual minority youth also tend to begin substance use at an 
earlier age (Corliss et al., 2010) and to increase use more rapidly over time (Marshal, 
Friedman, Stall, & Thompson, 2009). Although the use of club drugs, such as stim-
ulants and hallucinogens, is high among urban young gay men regardless of race 
(Mustanski et al., 2011), White young gay males are more likely than Blacks and 
Latinos to use club drugs (Halkitis & Palamar, 2008) notably MDMA (ecstasy) 
(Klitzman, Greenberg, Pollack, & Dolezal, 2002). Several studies have highlighted 
the correlation between club drug use and engaging in risky sexual behavior 
(Drumright, Patterson, & Strathdee, 2006; Garofalo, Mustanski, McKirnan, Herrick, 
& Donenberg, 2007; Steuve et al., 2002), which likely increases the spread of HIV 
and other STIs among urban young gay males. Fewer studies have examined the use 
of marijuana among young gay males, but findings generally show a correlation 
between marijuana use and sexual risk (Bryan, Schmiege, & Magnan, 2012; Outlaw 
et  al., 2011). While there is also a correlation between alcohol and sexual risk 
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taking, the nature of that correlation is inconsistent and merits further study 
(Newcomb, Clerkin, & Mustanski, 2011). Despite these correlations, the associa-
tion between young gay males’ drug and alcohol use and sexual risk depends on 
several situational variables, including partner type (primary vs. casual) and sexual 
role (insertive vs. receptive in anal sex) (Mustanski et al., 2011).

For many young gay males, drug and alcohol use has become a part of their 
sexual identity (Bruce & Harper, 2011). Urban gay culture has traditionally included 
drug and alcohol use, and therefore marginalized young gay males seeking to inte-
grate into gay communities often adopt these behaviors. Several studies have found 
that young gay males who reported a history of forced sex were more likely to use 
drugs, and those with more serious levels of drug use were also more likely to report 
a history of having run away (Thiede et al., 2003).

 Sexual Risk

Studies show that young, HIV positive gay males continue to engage in sexual risk 
taking—including sex with more casual sexual partners, using condoms less fre-
quently and having survival sex more often, than their HIV negative peers (Hein & 
Dell, 1995; Naar-King, Wright et  al., 2006; Rotheram-Borus et  al., 1997). One 
study of 231 HIV positive gay and bisexual adolescents found that participants were 
younger than 15 years on average when they first had anal sex, and that their first 
sexual partner was generally more than 10 years older (average age 28 years) 
(Solorio et  al., 2003, p.  86). Additionally some studies have noted a correlation 
between sex work, particularly street-based sex work, risky sexual behavior, and 
HIV. In these circumstances, young gay sex workers may lack the appropriate skills 
to negotiate condom use with clients, or may choose to avoid using condoms for 
additional money or to avoid conflicts with clients (Mustanski et al., 2011).

Some studies of adolescent and emerging adult gay and bisexual males have 
found that differences in HIV prevalence among various racial/ethnic groups could 
not be attributed to risky sexual behaviors (Garofalo et al., 2010; Solorio et al., 2003). 
One particular study that looked at sexual risk taking among a sample of 273 Black, 
Latino, and White HIV positive gay and bisexual young males found that among all 
three racial/ethnic groups, HIV was positively correlated with having older sexual 
partners, commercial sex, and sex with partners they met on the Internet (Garofalo 
et al., 2010). Studies have also shown that young, HIV positive gay males may gener-
ally have more difficulty negotiating safer sex or discussing HIV with sexual part-
ners, especially within longer-term relationships (Bird, LaSala et al., 2017; Mustanski 
et al., 2011). These findings have implications for both the individual’s health and for 
public health, as these risky sexual behaviors increase the possibility of transmission 
to others (Flicker et al., 2005; Naar-King, Wright et al., 2006).
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 Substance Use and Sexual Risk Behaviors

To some extent, it is not uncommon for adolescents to experiment with drugs or 
engage in sexual activity or some degree of risky sex (i.e., intercourse with 
condoms), as a normal part of adolescent development and experimentation with 
new social roles and scripts (Voisin & Bird, 2012). However, gay HIV positive ado-
lescent males may engage in higher rates of risky sex compared to their heterosex-
ual counterparts. Researchers have theorized that health disparities among 
adolescents and emerging adult MSM are co-occurring and mutually reinforcing 
(Bruce et  al., 2011). This theory of “syndemic production” of health disparities 
among MSM youth and emerging adults suggests that high rates of drug use, depres-
sion, and HIV infection are intertwined, and result from social marginalization. This 
is consistent with a minority stress model inferred from several sociological and 
social psychological theories (e.g., critical race theory, social stigma, stress theo-
ries) and may partly explain why gay adolescent males may engage in higher rates 
of drug and sexual risks behaviors. In addition, it may also partially explain why 
these young males persist in these risk behaviors after becoming infected. According 
to this theory, gay youth are isolated from social structures, norms, and institutions 
because of their sexual minority status (Mustanski, Garofalo, Herrick, & Donenberg, 
2007). Given their marginalized status, gay adolescent males are subjected to greater 
societal stressors because dominant culture and social structures do not typically 
reflect or respond to the individual’s needs or realities (Meyer, 2003), which may 
influence drug and sexual risks.

 Implications for Treatment and Intervention

Given the developmental and psychosocial needs of HIV positive gay adolescent 
males discussed earlier, we offer several treatment and intervention considerations. 
These recommendations are partly informed by the challenges addressed earlier in 
this chapter.

 Addressing Developmental Factors Associated with Change

According to the Information-Motivation-Behavioral (IMB) model of behavior 
change, the pathway to creating effective behavior change is to provide information 
about how HIV is transmitted, raise awareness about an individual’s personal vul-
nerability to infection, teach safer sex skills, and engender the self-efficacy to use 
those skills (Fisher & Fisher, 2002). In the case of young, HIV positive gay males, 
providing information about how HIV is transmitted and raising awareness about 
vulnerability is essential but not sufficient for changing sexual risk-taking behavior 
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(Brown et al., 2000). It is equally important to attend to adolescent-specific factors, 
such as cognitive immaturity, exploratory learning behavior, and impulsivity 
(Brooks-Gunn, Boyer, & Hein, 1988; Brown, DiClemente, & Reynolds, 1991; 
Brown et al., 2000; Emans, Brown, Davis, Felice, & Hein, 1991; Irwin, Igra, Eyre, 
& Millstein, 1997), and seek to increase empathy and a sense of responsibility so 
that adolescents can better understand how their actions may impact the health and 
lives of their sexual partners (Brown et al., 2000).

 Access to Health Care and HIV Treatment

Access and adherence to HIV treatment is also a critical issue for young, HIV posi-
tive gay males as adolescents have unique treatment needs and preferences for 
health care services (O’Byrne & Watts, 2014). Appropriate adherence to HIV treat-
ment is essential to improving the long-term health of young positive men and 
reducing secondary transmission. Research shows that HIV positive adolescents 
often experience problems obtaining adequate health care services, medication, and 
social services (Bell et al., 2003; Brown et al., 2000; Rotheram-Borus, O’Keefe, 
Kracker, & Foo, 2000). Prior research has also shown that many HIV positive ado-
lescents did not receive age-specific HIV-related services (Hein & Dell, 1995), 
which poses implications for the provision of HIV care (Bouris et al., 2013).

Gay HIV positive adolescent males may also have unique barriers to accessing 
health care services and treatment (Flicker et al., 2004). First, they are a more hid-
den population often disenfranchised from larger social systems and more covert 
about their risk behaviors and sexual identities (Bell et al., 2003). Because of this, 
they may be harder to identify and enroll into needed medical and social services. 
Secondly, many of these youth may not have access to insurance or primary care 
services, and those who do have access are likely covered by their parents’ insur-
ance plans. This may present a double barrier for young gay males who are at risk 
of having to both disclose their HIV status and their sexuality and sexual behavior 
to parents or other caregivers in order to access health care.

Effective adherence is critical not only to the individual’s health but also to pub-
lic health, given recent findings that viral suppression through proper treatment 
adherence has the added benefit of reducing the transmissibility of HIV (referred to 
as “Treatment as Prevention”). For adults, poor adherence to HIV treatment has 
been linked to lower self-efficacy, the lack of social support, and psychological 
distress. Naar-King, Templin et al. (2006) found in a sample of HIV positive youth 
that the rate of adherence was not sufficient for effectively managing the disease, 
and that both self-efficacy and psychological distress were associated with lower 
adherence. While lack of social support was not directly related to lower adherence, 
it was associated with lower self-efficacy (Naar-King, Templin et  al., 2006) and 
Radcliffe, Tanney, and Rudy (2006) found that the experience of trauma among 
HIV positive adolescents and young adults might adversely affect adherence to HIV 
treatment. Moreover, Benton (2010), in a review of the literature concerning mental 
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health issues affecting HIV positive children and adolescents, noted several studies 
that indicate the negative impact of mental health concerns, such as depression, on 
adherence. Given these barriers to access and challenges to adherence, it is impor-
tant to design social service programs that help to identify HIV positive youth, 
increase social support, and decrease psychological distress in an effort to increase 
the effectiveness of treatment.

 Positive Coping

Despite the fact that adolescents and young adults are disproportionately affected by 
the HIV epidemic, there is still limited research on the unique influences that HIV 
infection has on the lives of HIV positive adolescents, or the ways that they learn to 
cope with the disease (Brown et al., 2000). Gay adolescents living with HIV experi-
ence a variety of complications, and their ability to cope with an HIV diagnosis and 
the ongoing aspects of the disease is influenced by the specific psychological stress-
ors, personality factors, and access to social support of each individual. Poor coping 
skills are associated with a number of negative factors, including maladjustment to 
HIV infection, lower fighting spirit, hopelessness, fatalism and a preoccupation 
with mortality, anger, and the feeling of having loss of control over life events 
(Brown et al., 2000). These considerations, in turn, can have a deleterious impact on 
an individual’s relationships with family and friends, academic achievement, and 
risk-taking behaviors. Conversely, positive psychological coping has been associ-
ated with feelings of empowerment, and beliefs about HIV presenting an opportu-
nity to reevaluate life goals and make positive changes that enhance relationships 
and health (Flicker et al., 2005).

How young, HIV positive gay males learn to respond and adapt to HIV infection 
is critical to their success as a basis to not only remain healthy, but also to mitigate 
the risk of transmitting HIV to intimate partners. Building strong social support 
networks with parents, family members, close friends, romantic partners, and other 
HIV positive youth can be an extremely valuable strategy to buffering against some 
of the potentially negative mental health and psychosocial challenges of being HIV 
positive (Flicker et al., 2005; Lam et al., 2007).

Early intervention is critical to helping navigate these stressors and increasing 
positive coping skills. Since adolescence is a time when youth set lifelong health 
and behavioral patterns, providing guidance during this important stage is essential 
to ensuring more healthy adulthood functioning (Flicker et al., 2004). To accom-
plish this, an environment that works to mitigate the negative social challenges such 
as HIV-related and sexuality-based stigma and discrimination is needed. One strat-
egy is to design age-appropriate, confidential, and structured programs within 
schools and at community-based organizations that provide social support (both 
around issues of sexuality and HIV infection), enhance coping skills, increase sta-
bility (e.g., housing, education, basic needs) (Flicker et  al., 2005; Hein & Dell, 
1995), and address typical and age-specific adolescent challenges (e.g., impulsivity) 
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(Brown et al., 2000). These programs need to be multi-pronged, aiming to address 
the interrelated risk factors faced by HIV positive adolescents by increasing youths’ 
motivation to decrease sexual and drug-using risk behaviors (Hein & Dell, 1995); 
facilitating the use of protective health behaviors such as starting and maintaining 
HIV treatment adherence (Naar-King, Wright et al., 2006); and providing support-
ive services and access to medical care to improve the immediate health and control 
the progression of HIV for young gay and bisexual men. It is also important that 
programs be implemented at the school and broader community level to increase 
empathy around issues of HIV and actively work against discriminatory and stigma-
tizing messages that isolate and silence young LGBTQ individuals and young peo-
ple who are HIV infected.

Finding ways to help HIV positive gay adolescents access and stay engaged in 
care and social services can help provide a stable, socially supported environment 
and an avenue through which they can address the different psychosocial challenges 
that may arise throughout adolescence (Bell et al., 2003). Yet, because HIV positive 
gay youths are a vulnerable, disenfranchised, and often hidden population, identify-
ing who needs access to adequate services and interventions and retaining them in 
care can be a primary barrier (Bell et al., 2003; Hein & Dell, 1995). Intervening at 
the moment of testing may be a critical strategy to engage young, HIV positive gay 
males, and has the potential for shaping future health and risk behaviors. Project 
Engage is one example of an innovative network support intervention designed to 
link and keep newly diagnosed HIV positive Black male adolescent engaged in care 
(Bouris et  al., 2013). Currently, we know that HIV treatment is another form of 
prevention, given that keeping viral loads undetectable can reduce the rates of trans-
mission to sexual partners (Bell et al., 2003).

However, voluntary counseling and immediately referring to treatment may 
become more difficult as home HIV testing becomes standard and pre- and post-test 
counseling is de-emphasized in favor of increased speed and access to testing. These 
technological developments around home testing elevate the importance of embrac-
ing the use of new technologies to find HIV positive adolescents, provide supportive 
communities, and transmit health information. HIV positive youth increasingly feel 
comfortable with and rely upon the Internet to access a wide variety of resources 
specific to their needs (Flicker et al., 2004). The Internet appears to be an important 
tool regardless of socioeconomic status or other demographic factors such as age, 
gender, and race ethnicity (Flicker et al., 2004). However, while the Internet has 
proven useful for building supportive communities, it is not currently used as a pri-
mary source of information about health or ways to access information on HIV 
prevention (Voisin, Bird, Shi Shiu, & Kreiger, 2013). Leveraging the Internet to be 
a tool for advocacy, information seeking, and health promotion for young HIV posi-
tive gay and bisexual men may be essential, as it holds potential as a source where 
HIV positive gay adolescents could anonymously and comfortably access informa-
tion and support with reduced fear of stigma and discrimination.

Finally, given the significance of education in the lives of all adolescents it is 
important to address the largely unmet sexual health education needs of gay male 
youth, especially given that an increasing number of these teens are becoming HIV 
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infected. A recent qualitative study of Black gay male youth illustrated the short-
comings of HIV education in school settings, with participants indicating that 
schools were not a significant source of HIV prevention information because sex 
education classes were primarily focused on pregnancy prevention, not STIs or HIV 
prevention. As a result, the sex education content received by these participants and 
their peers was mostly irrelevant to the needs and special challenges of gay youth 
(Voisin & Bird, 2012). This finding corroborates with prior results that document 
the inadequacy of school-based sexual health education in addressing the needs of 
gay youth (Kubicek, Beyer, Weiss, Iverson, & Kipke, 2010). In fact, the exclusion 
of same sex content in many sexual health curricula may reinforce a sense of alien-
ation and “otherness,” which may foster feelings of negative self-regard for some 
gay male youth and add to minority stress (Voisin et al., 2013).

Comprehensive sex education is critical to destigmatizing gay and HIV positive 
youth and decreasing rising HIV rates for this vulnerable population. Despite this 
need, there is a scarcity of LGBTQ-inclusive curricular content and a general lack 
of political will at the state level to enact such policies. Furthermore, even in school 
districts that promote HIV education, the curriculum is not often written for adoles-
cents who are already living with HIV. This oversight represents a missed opportu-
nity to provide a hard-to-reach population with health information and social 
support and dispel misinformation about HIV that leads to fear and stigma. Given 
this, it is time for the federal government to enact a comprehensive, national sex 
education policy that provides critical health information for all youth, including 
those who are gay and HIV positive. Such progressive actions at the federal level 
would send a strong message of support to gay adolescents living with HIV, affirm-
ing a national commitment to their health, inclusion, and well-being.
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Chapter 12
HIV Within the House Ball Community 
and the Promise of Community-Based Social 
Structures for Intervention and Support
    

Emily A. Arnold and Marlon M. Bailey

 Introduction

The House Ball Community is an underground community that has its roots in the 
drag balls of Harlem from the 1920s (Bailey, 2013; Chauncey, 1994). The House 
Ball Community, made up of houses and the elaborate balls they organize and 
perform in, exists in a number of metropolitan centers across the United States (US) 
and increasingly in various countries such as Canada, the United Kingdom, Russia, 
and Sweden. Members of the House Ball Community come predominantly from 
Black and Latino/a communities of gay, lesbian, bisexual, and transgender (GLBT) 
youth, with a variety of gender presentations. For example, an entire range of gender 
and sexual identities are revered and celebrated in the context of ballroom perfor-
mances and institutionalized within the houses, including butch queens, butch 
queens up in drag, butches, and femme queens. These social activities and alliances 
represent safe subaltern spaces for young people to give and receive affirmation 
for non-heteronormative gender and sexual identities, as well as to take part in a 
community that celebrates gender fluidity and a cornucopia of sexual desires 
(Bailey, 2014). Most crucial to HIV prevention is that Ballroom members expand 
gender and sexual possibilities by taking up multiple articulations and performances 
of both masculinity and femininity.
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The House Ball Community has been largely unknown in the public health 
literature until relatively recently, when a handful of investigators have begun to 
publish findings from studies with the population (Alio et  al., 2014; Arnold & 
Bailey, 2009; Bailey, 2009, 2013; Galindo, 2013; Kipke, Kubicek, Supan, Weiss, & 
Schrager, 2013; Kubicek, et  al., 2013;  Murrill et  al., 2008; Rowan, DeSousa, 
Randall, White, & Holley, 2014; Wong, Schrager, Holloway, Meyer, & Kipke, 2014; 
Young et al., 2017). The House Ball Community first appeared in popular media in 
Jennie Livingston’s documentary Paris is Burning, and, subsequently, in Wolfgang 
Busch’s documentary How do I look, Madonna’s Vogue, as well as the featuring of 
the dance group “Vogue Evolution” in “Do you think you can dance.” Although 
there have been a number of depictions of the House Ball Community within popu-
lar media, these mostly cinematic representations fail to capture the full dimensions 
of the House Ball Community, such as the gender system and the complex kinship 
structure upon which the community depends. Notwithstanding this exposure in 
popular media, albeit limited, this community is still relatively unknown in aca-
demic circles (Bailey, 2013). The ball event is the central means through which 
members of the community affirm, celebrate, and constructively critique its fellow 
members. Houses organize and invite the larger House Ball Community to compete 
in particular categories listed on flyers or call sheets. Balls are festive affairs, usually 
held in older dance halls, community centers, bars/clubs, or rented hotel event 
rooms, in the middle of the night. Recent funding for HIV prevention activities, in 
conjunction with a policy of test and treat, has started to put the community on 
the radar in public health circles as departments of health and community-based 
organizations begin to use balls as a way to capture young men who have sex with 
men (MSM) and transgender women of color in particular for HIV testing and case 
detection (van Doorn, 2012).

 HIV Prevalence and Cofactors Driving the Epidemic 
in the House Ball Community

A limited number of studies have also been conducted with the House Ball 
Community to determine HIV prevalence rates, HIV-related risk activities, as well 
as potential avenues for intervention (Young et al., 2017). A groundbreaking study, 
known as the House Ball Survey, was conducted with the NYC House Ball 
Community in 2004, and utilized venue-based time day sampling as well as biologi-
cal determinants of HIV status to examine prevalence and risk behavior. This study 
reported that 17% of participants tested were HIV positive, and 73% of those who 
were HIV positive were unaware of their HIV positive status (Murrill et al., 2008). 
This study also reported high levels of HIV-related risk behavior, with 24% of 
the sample having had more than five sexual partners in the past 12 months, 40% 
reporting condomless anal intercourse with a male partner within the same time 
period, and 37% exchanging sex for money, drugs, or shelter in the past 12 months. 
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Murrill et  al. also found that 42% of the sample had symptoms of depression, 
measured by a CES-D (Center for Epidemiologic Studies Depression Scale) score 
over 16 in the past 7 days, and a majority of the sample had experienced at least one 
stressful life event in the past 12 months. In a more recent study conducted with the 
House Ball Community in Los Angeles, California, Kipke et al. used venue-based 
day time sampling and found an overall rate of 6% self-reported HIV prevalence 
among the 263 participants in their study, which was much lower than that found in 
the NYC House Ball Community (Kipke et al., 2013). Kipke et al. also reported high 
use of alcohol (72%) and other drugs including marijuana (53%), ecstasy (12%), 
and cocaine (4%) in the past 3 months. More disconcerting, findings indicated that 
25% of participants used other drugs in conjunction with sexual activity in the past 
3 months. In a study conducted from 2011 to 2012 with the House Ball Community 
in the San Francisco Bay Area, Arnold et al. found HIV prevalence, measured by 
self-report, to be 27% in a sample of 274 participants attending ballroom events in 
the San Francisco Bay Area (Arnold, Sterrett-Hong, Jonas, & Pollack, 2016).

Because transgender members assume an important role in the community, 
including occupying positions of leadership in many houses, they must be consid-
ered in any discussion of HIV prevalence in the House Ball Community. Several 
investigators have reported high rates of exchange sex among gay men and trans-
gender members of the House Ball Community. Sanchez, Finlayson, Murrill, 
Guilin, and Dean (2010) examined the NYC House Ball Community survey data 
looking specifically at exchange sex, stigmatization, stressful life events and high 
risk related behavior and comparing findings between MSM and transgender female 
respondents (Sanchez et al., 2010). Transgender members were especially vulnera-
ble, with findings indicating significantly higher rates of exchange sex, 7% com-
pared to 39%, respectively. In a study conducted among male-to-female (MTF) 
transgender House Ball Community participants in New  York, Hwahng and 
Nuttbrock found that engaging in sex work along with drug use as a way to cope 
with sex work, was a “rite of passage” for many young MTF transgender people 
entering the scene (Hwahng & Nuttbrock, 2007). Sex work, in many cases survival 
sex, was employed to help pay for basic necessities such as food, clothing, and 
shelter, as well as body modification through silicone injections, surgery, and 
hormones. Hwahng and Nuttbrock point out that it was difficult for their transgen-
der informants to find other forms of employment in the formal economy due to 
gender and sexual discrimination. Importantly, the authors examined the salience of 
belonging within particular ethnocultural communities, and how marginalization 
plays out for communities positioned differently within the larger graded power 
structure within the US context. Several investigators, including Hwahng and 
Nuttbrock, have recommended the development of prevention strategies to improve 
public acceptance of gender variation and increasing opportunities for transgender 
and gay youth of color in the more traditional workforce.

Much of the research on young MSM and transgender women of color has found 
that they are difficult to engage in care, and these findings that have been supported in 
studies with House Ball Community participants. Holloway et al. (2012) indicated 
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that while services exist for young MSM, House Ball Community members did not 
access service programs in the Los Angeles study (Holloway et al., 2012). Although 
80% of the sample reported testing for HIV, only 26% used HIV prevention programs. 
In a literature review, Phillips, Peterson, Binson, Hidalgo, and Magnus (2011) identi-
fied several opportunities within the structure of the House Ball Community to 
engage with participants to encourage more regular testing, prevention activities, and 
treatment adherence, citing programs such as the House of Latex program conducted 
by the Gay Men’s Health Crisis (GMHC) in New York City as a model for successful 
engagement with the House Ball Community (Phillips et al., 2011). Painter, Ngalame, 
Lucas, Lauby, and Herbst (2010) described working with People of Color in Crisis 
(POCC), a community-based organization (CBO) in Brooklyn, New York, to engage 
with the New York City-based House Ball Community to recruit young MSM of 
color for their Many Men, Many Voices (3MV) program when recruitment initially 
lagged (Painter et al., 2010). POCC worked with house leaders to recruit and retain 
participants, tapping into the membership networks of House Ball Communities. 
Eventually 338 men were enrolled in their evaluation of 3MV, one of the only HIV 
prevention interventions that has been found to significantly reduce HIV-related risk 
behavior among Black MSM (Wilton et al., 2009).

Some social scientists have been more critical of the recent reliance on the House 
Ball Community to engage young people in HIV prevention strategies. Van Doorn 
(2012) conducted ethnographic research with the House Ball Community in 
Baltimore as “Test and Treat” became the new paradigm for HIV prevention 
(van Doorn, 2012). Van Doorn argued that using the “affective labor performed by 
members of the House Ball Community attracts a host of optimistic investments in 
collective and individual prosperity that have yet to be realized.” In what he calls the 
“labour of cruel optimism,” van Doorn contends that while employing members of 
the House Ball Community to help bring in their peers for HIV testing and treat-
ment serves public health, the larger systemic production of inequality will not 
change, because the language of viral containment depoliticizes the struggle against 
HIV. While testing assists the Department of Health in achieving their numbers and 
creates a professional workforce among disenfranchised communities, health, as 
articulated by van Doorn, is too narrowly defined and does not address the root 
causes of HIV and other syndemics affecting the House Ball Community. 
Homelessness, crime, racism, and homophobia remain more immediate threats to 
the health and well-being of young people involved in the House Ball Community 
(van Doorn, 2012). Other social scientists suggest that in addition to the aforemen-
tioned factors, racial discrimination, incarceration, poverty, and overall social dis-
possession are also primary drivers of high HIV prevalence among African American 
GLBT individuals (Harris, 2010; Lemelle, 2010; Watkins-Hayes, Patterson, & 
Armour, 2011)—who constitute the majority of the membership of House Ball 
Communities. Although perhaps unintended, the abandonment of HIV negative 
men, with a refocus of federal resources on treatment adherence and medical care, 
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leaves these more immediate causes of inequality and poor health among members 
of the House Ball Community in place.

Researchers have also pointed to the need to address HIV-related stigma operating 
within the House Ball Community, a particularly intractable issue since achieving 
ballroom status is one of the key organizing principles of the community 
(Arnold  et  al., 2012; Bailey, 2013, Galindo, 2013). Using qualitative interviews 
with 20 members of the House Ball Community in New York City, Galindo (2013) 
reported that the hierarchical structure of the community, and its emphasis on 
competition, in conjunction with HIV-related stigma, could impede efforts for HIV 
prevention among HIV positive members (Galindo, 2013). Galindo points out that 
HIV-related stigma leads to a loss of moral experience among those in House Ball 
Community identified as HIV positive, losing ball status as well as a loss of social 
and emotional support for community members. Thus, Galindo’s participants 
reported carefully guarding their HIV positive serostatus for fear of undermining 
their standing in the community as individuals and house members. Similarly, 
Arnold et al. found that HIV-related stigma created barriers for engaging in HIV 
prevention activities, based on 67 in-depth interviews with House Ball Community 
members in the San Francisco Bay Area (Arnold, Williams, Blount, & Pierceson, 
2012). HIV-related stigma undermined disclosure, testing, and seeking support for 
living with HIV.  Consistent with Galindo’s findings, HIV status was rarely dis-
closed to sexual partners or friends, partly due to the fact that many members 
engaged in sex work to support themselves. Although support existed for HIV test-
ing from house mothers, members took pains not to seek out testing in front of 
other house siblings should a positive diagnosis be made and the information used 
against them. HIV treatment adherence was impacted due to an unwillingness to 
take medications regularly and attend HIV clinics for fear of being outed with their 
HIV status.

In order to ground recommendations for promoting HIV prevention and treatment 
with the House Ball Community, it is necessary to describe two core dimensions of 
the community: the gender system and the balls/houses.

 The House Ball Community: Gender System

The gender system, the kinship structure (houses), and ball events (particularly pre-
vention balls) are three inextricable core dimensions of the House Ball Community 
and these components are important considerations for developing more effective 
HIV prevention strategies for this community. First, what members refer to as the 
“gender system” is a collection of gender and sexual subjectivities that extend 
beyond the binary/ternary categories in dominant society such as male/female, 
man/woman and gay/lesbian/bisexual, and straight (Bailey, 2011). This system is 
the basis of all House Ball Community subjectivities, familial roles, and the 
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competitive performance categories at ball events. In this system, categories of sex, 
gender, and sexuality are linked but not always conflated.1

To be clear, the genders and sexualities found in the House Ball Community are 
subjectivities, insofar as members identify and fashion themselves by and through 
the convergent notions of sex, gender and sexuality within the community and as 
those meanings are imposed on them by society (Bailey, 2011). Thus, House Ball 
Community members do not reject dominant gender norms entirely, nor do they 
desire doing so; rather, by revealing and exploiting the unstable and fluid nature of 
socially produced and performed gender categories, members forge more creative 
and expansive ways of living their gender and sexual lives. Ultimately, as Enoch 
Page and Matt U. Richardson (Page & Richardson, 2010) suggest, queer gender 
subjectivities reflect the multitude of experiences of creatively non-conforming gen-
der identities, sexualities, and bodily configurations, both anatomic and performa-
tive (Page & Richardson, 2010). The gender system in the House Ball Community 
consists of six categories, which we delineate here with brief descriptions2:

 1. Butch Queens up in Drag (gay men who perform in drag but do not take 
hormones and do not live as women).

 2. Femme Queens (transgender women or MTF at various stages of gender transition 
involving hormonal or surgical processes, such as breast implants).

 3. Butches (transgender men or FTM at various stages of gender transition involving 
hormonal therapy, breast wrapping or removal, etc., or masculine lesbians or 
females appearing as men irrespective of sexuality).

 4. Women (cisgender women who are lesbian or straight identified or queer).
 5. Men/Trade (cisgender men who are usually very masculine, and straight identified 

or non-gay identified).
 6. Butch Queens (cisgender men who live and identify as gay or bisexual men and 

who can be masculine, hyper-masculine—performing thug masculinity—or 
very feminine).

The gender system is integral to the House Ball Community’s performative gender 
and sexual identities, kinship structure, and ball events. Regarding the former, each 
member of the community identifies as or is assigned one of the six categories in the 
gender system. Because gender performance is central to self-identification and can 
imply a whole range of sexual identities in the House Ball Community, the system 
reflects how the members define themselves largely based on the categories they 

1 What we call the gender identity system is typically called the “gender system” within Ballroom 
culture. The outline of the six subjectivities within the system is based on ethnographic data 
including attendance/participation in balls, analysis of numerous ball flyers, and interviews 
with members from all over the country over a 9 year period. Despite a few discrepancies among 
different sectors of the community, the general components of the system are standard throughout 
the Ballroom scene. The gender system is separate but inextricably linked to the competitive 
categories that appear on ball flyers. At balls, competitive performance categories abound, but the 
gender system serves as the basis upon which the competitive categories are created.
2 In Paris is Burning and in the debates that the film generated, there is limited engagement with 
the gender system, even though the gender subjectivities existed.
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walk/perform. It is important to note that some of the categories in the system are 
strictly gender categories, such as Femme Queens (Bailey, 2011). Hence, Femme 
Queens can be heterosexual, lesbian, bisexual, and queer, etc. Another example is 
the category “Women,” consisting of cisgender women (with few exceptions), 
demarcates gender, while implying a range of sexualities (Schilt & Westbrook, 2009). 
Those in the Women category are primarily heterosexual, feminine lesbians, or 
queer. However, other categories in the House Ball Community conflate gender and 
sexuality; for example, the Butch Queen, who is at once a cisgender man and gay. 
This gender system does not totally break from hegemonic norms of sex, gender, 
and sexuality, but it offers more gender and sexual identities to adopt and express 
than are available to members in larger society.

 The House Ball Community: House Structure and Ball Events

The second core dimension of the House Ball Community is houses—the kinship 
structure. The gender system defines the roles that members serve in the house. 
Houses are socially, rather than biologically, configured kinship structures. Although 
houses are primarily social configurations, at times, they serve as literal homes or 
gathering places for their members (Arnold & Bailey, 2009). Houses are typically 
named after haute couture designers, but some are named after mottos and symbols 
that express qualities and attributes with which the leaders want a house to be 
associated. These alternative families are led by “mothers” and “fathers,” house 
parents who provide guidance for their “children” of various ages, races/ethnicities, 
genders, and sexualities.

The most conspicuous function of houses is organizing and competing in ball events. 
The gender system and kin labor system create a close-knit community and this community 
expresses its essence at these events. House parents recruit, socialize, and prepare their 
protégés to compete successfully in performative identity and performance categories. 
When one “walks a ball,” the participant competes in the categories that coincide with 
their gender identity within the House Ball Community. For instance, a Femme Queen can 
only “walk” (perform) in categories that are listed under the Femme Queen heading. 
These intensely competitive performances at the ball events are a part of communal gender 
practice that occurs and is enhanced within the Black GLBT affirming spaces that House 
Ball Community members produce.

In the House Ball scene, competitive categories abound, for example, “realness” 
categories such as “schoolboy realness,” call for a performance in which partici-
pants are judged on how effectively they act, dress, and walk, in ways that are indis-
tinguishable from any other working class man or woman in everyday society, as in 
the case of schoolboy or schoolgirl realness, a working class young man or woman 
going to school.3 Participants compete vigorously against one another on behalf of 

3 For a video example of this category, please see: http://www.youtube.com/watch?v=Xws6bQTYFFo.
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their respective houses, and, at times, as individuals, in which case they are “free 
agents,” or “007s.” The ball event is the central means through which members of 
the community affirm, celebrate, and constructively critique its fellow members. 
Thus, the gender system—gender and sexual identities—and the ball events com-
bined with the social relations that underpin and exist within the houses (both within 
and outside the ball space) are mutually constitutive and, taken together, make up 
the social world of the House Ball Community. Most importantly, these dimensions 
constituted the spaces in which effective HIV/AIDS prevention and social support 
for both HIV negative and positive members can be developed and implemented.

 Avenues for Intervention

Based on ethnographic work in both the Detroit and San Francisco Bay Area House 
Ball Communities, Arnold and Bailey (2009) were the first published investigators 
to discuss the importance of house structures and gender roles within the House Ball 
Community in informing HIV-related interventions for MSM and transgender youth 
of color (Arnold & Bailey, 2009). Our study of the Ballroom community docu-
mented several forms of intravention (Friedman et al., 2004), or forms of interven-
tion or strategies that occur organically within community settings, and the 
importance of the gender system, houses, and balls in organizing these practices. 
Since houses are metaphorical homes for Black gay youth, they are prime configu-
rations for providing various forms of support for HIV prevention. As a house 
mother and HIV prevention worker in Detroit explained, “The structure of the 
Ballroom community already allows for prevention work, you know, just in the fact 
that someone can say to you, ‘Now you know you need to wear a condom’ and it be 
from someone that you have built that trust factor with. People in the community do 
prevention work all of the time.” We offered recommendations for community- 
based organizations to make use of existing social structures within the community 
and the salient concepts of home and family, to provide HIV-related services and 
support. We argued that HIV prevention interventions necessarily required a more 
culturally appropriate, nuanced approach to reaching Black youth at risk.

More recently, Kubicek, McNeeley, Holloway, Weiss, and Kipke (2012) have put 
forth a resiliency model that could also strengthen HIV prevention programming 
with the House Ball Community (Kubicek et al., 2012). Based on the data collected 
with the House Ball Community in Los Angeles, this model taps into culturally 
appropriate themes around competition and resilience. “Resiliency” in this articula-
tion includes four manifestations—shamelessness, social creativity, volunteerism, 
and social support. Shameless, in this case, correlates with a sense of pride and 
celebration of oneself in the context of Ball competitions, and serves as a counter-
point to internalized homophobia. Social creativity is deployed to counter a lack of 
social support that young people encounter in their communities of origin, thus the 
House Ball Community becomes a source of support, with the affiliation with fictive 
kin within houses. Volunteerism is a reaction to violence, victimization, and 
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homophobia, and takes the form of house parents giving back to their communities. 
Finally, social support, which counters unhealthy relationships and loneliness, is 
observed in the sense of camaraderie participants described at the Balls and within 
their houses.

 Prevention Houses

It is important to bring into focus the ways in which HIV prevention support is 
developed and facilitated within the inextricable relationship between balls and the 
community-fashioned kinship system in the House Ball Community. This linkage 
constitutes what House Ball Community members refer to as prevention houses. 
A prevention house may have either a formal or an informal relationship with a 
community- based organization. Besides organizing prevention balls, which is 
explained below, a core mission of a prevention house is to develop and implement 
strategies for the prevention of HIV and other sexually transmitted infections by 
fostering open and informed discussions about sex and advocating “safer sex” prac-
tices. Prevention houses also provide social support for those members who are HIV 
positive, which is a critical aspect of the HIV prevention and treatment dyad. 
Generally, in theory, the prevention house is a safe and supportive space, providing 
social and, at times, material support and care that House Ball Community mem-
bers, both HIV negative and positive, often do not get from their families of origin 
nor elsewhere among the larger Black GLBT community, particularly youth.

House mothers and house fathers in particular provide daily parental guidance 
for House Ball Community members regarding intimate/romantic relationships, 
sex, gender and sexual identities, health, hormonal therapy, and body presentation, 
among other issues. Yet, in prevention houses, HIV prevention is another crucial 
role that house parents assume as leaders of houses. We refer to their unique role as 
prevention parenting. In the Detroit chapter of The House of Prestige, for example, 
the late Noir Prestige, a Butch Queen, explained how prevention parenting works in 
houses: “Even in the traditional sense, if I’m supposed to be the matriarch or the 
patriarch of the family, the head, if I see one of my kids is just out there being a 
whore, then it’s my duty to go, ‘Are you protecting yourself?’” This aspect of par-
enting—nurturing and caring for the members—is typically undertaken by house 
mothers, indeed HIV prevention parenting is mostly a house mother endeavor 
(Arnold & Bailey, 2009; Bailey, 2013). Prevention parenting is especially important 
for Femme Queens who are taking hormones. Because members of the House Ball 
Community have limited or no access to safe hormone injections, some Femme 
Queen mothers ensure their kids use clean needles, and they draw from their own 
experience or knowledge they have gained to guide their children through their 
hormonal therapy (Bailey, 2013). In many cases, Femme Queen house mothers can 
keep their kids from getting hormone shots through shady and unsafe sources on 
the street.
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House parents also were in positions to challenge HIV-related stigma and gossip 
that could occur in the House Ball Community, should a house member’s status be 
disclosed. They understood the meaning associated with living as an HIV positive 
person within the community, and offered support in a culturally appropriate way 
that also recognized the complex realities of the lives of their children. Says one Bay 
Area house father, “You may lose your livelihood if someone finds out you’re HIV 
positive…there’s a lot of competition for [sex work] clients, for status, for looks, for 
this, for that…street survival is that if you find someone has got it you’re going to 
use that information to your advantage… And so no I don’t blame the kids for not 
disclosing. I give them props if they go get tested. I give them props if they seek 
treatment.” Within the houses, members consult with their parents and their house 
siblings on issues that, either by choice or by necessity, they cannot discuss with 
their biological parents. This is not always an issue related to fear of exclusion or 
retribution; rather, it is often just more feasible and practical to rely on one’s house 
parents in the House Ball Community who generally have more knowledge and 
experience with issues confronting marginalized Black GLBT people and 
communities.

 Prevention Balls

Aside from HIV-related prevention and support within the houses, HIV prevention 
education takes place at “Prevention Balls,” which were typically sponsored by HIV 
prevention programs, often held in CBOs, and featured categories specifically 
developed with a safer sex or HIV-related theme in mind. Prevention balls are 
designed to educate community members about healthy sexual practices and to pro-
mote sexual responsibility, through the competitive performances at the balls. By 
incorporating safer sex awareness and practice, the balls themselves are a means of 
intervention for House Ball Community members. Having young people “walk” the 
runway displaying their knowledge of HIV transmission, showcasing safer sex par-
aphernalia, and, in some cases, actually wearing this paraphernalia in front of the 
crowd allows these norms to not only be disseminated throughout the community, 
but allows for the practice and expectations of safer sex to be inscribed on the bodies 
of those who compete in the balls. One of the most famous prevention houses is 
GMHC’s The House of Latex in New York City. For almost 20 years, GMHC has 
organized The House of Latex ball, one of the most popular HIV/AIDS prevention 
balls in the country, drawing between 2500 and 3000 audience members/partici-
pants. Prevention balls are designed to educate House Ball Community members 
about healthy sexual practices and awareness, through the competitive performances 
at the balls.

It is worth reiterating here that the Ballroom community is a place in which 
Black GLBT youth, especially, look for guidance, nurturing, care, and support. 
Given the absence of youth voices on community-based organization staffs and 
boards, the House Ball Community embrace of Black GLBT youth is essential to 
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HIV prevention and social support for HIV positive youth. According to House Ball 
Community members and HIV prevention workers, the members are getting 
younger and younger. “These ‘kids,’ literally, are more prone to high-risk sexual 
behavior,” said Tino, a Butch Queen. He further suggested that, “A lot of people 
who are involved in the community are dealing with being put out of the home 
‘cause of their parents and maybe they are out at an early age and they get involved 
with sex and substance abuse at an early age.” At the time of the interview, Tino was 
an HIV prevention and treatment advocate at The Horizons Project and a member 
of The House of Prestige in Detroit. Consequently, for young Black GLBT youth, 
the House Ball Community becomes a space that counters the social conditions that 
produce these risk factors. As Tino observes:

The main reason why I got involved in Ballroom was to deal with my own biases and mis-
information by observing. But also to connect with people who were infected that others in 
the scene didn’t know. I was able to connect with people at the balls. During a Ninja ball, 
I ran into a guy who was HIV positive who had missed his appointment. I encouraged 
him to come to his appointment to follow up on his health. He came but still has problems 
with adherence with his appointments. He is 18 years old and probably hasn’t come to grips 
with it and is afraid.

Since balls have major drawing power, they offer a space in which to engage younger 
members in unique ways. People such as Tino’s client will not go to a community- 
based organization to access treatment resources, nor is he able to discuss his status 
with his biological family. But the young HIV positive man participates in balls, and 
he may or may not be a member of a house. House Ball Community prevention 
workers such as Tino encourage their clients to take better care of their overall 
health and to remember to take their HIV medication. Especially for Black GLBT 
youth in urban spaces like Detroit and the San Francisco Bay Area, depressed social 
conditions for them contribute to diminished health and increases their likelihood of 
infecting someone else. Tino’s movement between the House Ball Community and 
HIV prevention is evidence of his understanding of the magnitude of the problem 
of HIV infection rates among Black GLBT youth. These critical issues should be 
considered in any prevention program.

 Research Priorities with the House Ball Community

Given the complexity of the House Ball Community, and the need to position any 
quantitative findings within the intricate social and contextual realities of the lives 
of community members, we recommend that investigators develop interdisciplin-
ary research teams that use both qualitative and quantitative approaches (Creswell 
& Plano Clark, 2007). Scholars who have the ability to collaborate with multidis-
ciplinary teams, which should include social scientists such as sociologists, 
anthropologists, human geographers, and gender, sexuality and cultural theorists, 
will be especially relevant to furthering research agendas with the House Ball 
Community.
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Likewise, research that utilizes a community-based participatory research 
paradigm and involves members of the community must be prioritized (Minkler & 
Wallerstein, 2008). This can take many forms, including consulting members of a 
community advisory board, hiring and training House Ball Community members to 
participate in the research process, or partnering with ballroom alliances and houses 
to design research studies and interpret findings. Finally, researchers should 
acknowledge, take seriously, and draw from forms of intravention already taking 
place within House Ball Communities. Recognizing the ingenuity of this  community 
will be crucial in developing programmatic strategies for reducing HIV prevalence 
among House Ball Communities in particular and larger Black GLBT communities 
in general.

 Conclusions

Although the House Ball Community offers great promise for reaching Black GLBT 
youth with HIV-related information, support, and interventions, it is also a very 
dynamic and somewhat ever-changing community. The economic resources that 
House Ball Community leaders can access are limited and constrained, and many 
members engage in informal and unstable work and experience periods of unem-
ployment. Thus, linkages to more formal services, employment programs, job training, 
housing, and other economic resources offered through community-based organiza-
tions and social service agencies would be of great benefit to House Ball Community 
members, and must not be overlooked in the recent “Test and Treat” paradigm. 
Indeed, it is essential that members of the House Ball Community who are both HIV 
positive and negative to come together to advocate for public forms of funding to 
continue to cover substance use treatment programs, mental health services, housing, 
and job training, and educational opportunities to benefit the community. 
Community-based organizations should also make sure that house parents, particu-
larly house fathers, are informed about broader programs to increase well- being and 
economic opportunities for young HIV positive people involved in the House Ball 
Community, as well as offering them support for continuing to promote lower risk 
behavior and treatment adherence.
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Chapter 13
Religiousness, Spirituality, and Well-Being 
Among HIV Positive Gay Men

J. J. Garrett-Walker and John E. Pérez

 Introduction

Religiousness and spirituality have the ability to enhance cognitive and affective 
 well-being and quality of life among diverse populations (Cotton, Tsevat et al., 2006; 
Ellison, 1991; Lassiter et al., 2017; Lee, 2007; Meanley, Pingel, & Bauermeister, 2016; 
Pargament, Koenig, Tarakeshwar, & Hahn, 2004; Simoni & Ortiz, 2003). However, the 
intersection of religiousness, spirituality, sexuality, and health for HIV positive gay 
men may not be as positive (Nelson et al., 2016; Quinn, Dickson-Gomez, & Young, 
2016). Due to the stigmatizing role that organized  religion often plays in the lives of 
gay men living with HIV, the ability to utilize religion to deal with stress and  depression 
may become increasingly difficult. However, spirituality may provide HIV positive 
gay men with a personal  connection to their Higher Power that does not require 
 organized religion (Foster, Arnold, Rebchook, & Kegeles, 2011; Lassiter et al., 2017; 
Lee, 2007). Researchers have begun to more closely assess the role of religion and 
spirituality in the lives of  lesbian, gay, bisexual, and transgender (LGBT) individuals in 
addition to people living with HIV/AIDS (PLWHA) (Etergoff, 2017; Jeffries Iv, Sutton, 
& Eke, 2017). While a wide body of research has illuminated the positive association 
between religiousness, spirituality, and well-being among HIV positive populations 
(Szaflarski, 2013), fewer studies have focused specifically on HIV positive gay men 
(Hampton, Halkitis, & Mattis, 2010; Jeffries et al., 2014). In this chapter, we  examine 
the role of religiousness and spirituality in the lives of HIV positive gay men by (1) 
exploring current definitions of religiousness and spirituality; (2) discussing the  positive 
influences of religiousness and spirituality on physical and mental health of people 
living with HIV; (3) examining the potential negative impact of organized religion in 
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the lives of HIV positive gay men; and (4) assessing the ways in which religiousness 
and spirituality can be and have been utilized in HIV prevention efforts.

 Defining Religiousness and Spirituality

Religiousness and spirituality are broad, complex, and often overlapping constructs. 
Despite academic attempts to provide singular definitions of religiousness and  spirituality, 
these concepts are considered latent and multidimensional (Miller & Thoresen, 2003). 
Religiousness has traditionally been referred to as shared beliefs, values, and practices 
governed by a faith-based organization. Various dimensions of religiousness in the 
research literature include religious affiliation, religious service attendance, religious 
beliefs, private religious practices, organizational religiousness, religious support, and 
religious coping (Fetzer & NIA, 2003). Advances in the measurement of this construct 
has led to a better understanding of how specific variables have varying associations with 
health and well-being outcomes (Hill & Pargament, 2008). While religion is defined by 
its boundaries, spirituality has been demarcated by its ability to transcend boundaries.

Spirituality is a multifaceted construct that holds different meanings to different 
people. Some refer to spirituality as one’s personal relationship with God, the divine, 
or a Higher Power (Emmons, 1999; Miller & Thoresen, 2003). Others have defined 
spirituality as a search for the sacred (Hill & Pargament, 2008; Pargament, 2013). 
Spirituality has been operationalized in many different ways including but not  limited 
to general spirituality, daily spiritual experiences, spiritual striving/growth, spiritual 
coping, spiritual modeling, spiritual transcendence, spiritual needs, and spiritual 
well-being (Fetzer & NIA, 2003; Monod et al., 2011; Oman, 2013; Pérez et al., 2009; 
Piedmont, Ciarrochi, Dy-Liacco, & Williams, 2009). While multiple definitions1 
pose as a challenge to empirical science of spirituality and health (Koenig, 2008; 
Salander, 2006), the flexible definition of spirituality may be beneficial to people who 
may opt to define their spirituality outside of the boundaries of religious  organizations. 
This flexibility becomes increasingly important for gay men and PLWHA given the 
stigma they often endure within the confines of traditional religion.

 Religiousness, Spirituality, and Well-Being Among PLWHA

Many PLWHA report being raised in an organized religious community. In a national 
sample of gay, lesbian, or bisexual respondents (N = 1604), 59% reported a religious 
affiliation (predominantly Protestant and Roman Catholic) (Pew Research Center, 
2015). In a sample of 450 HIV positive adults, 80% identified with a specific religious 
affiliation (predominantly Roman Catholic and Southern Baptist) (Cotton, Puchalski 

1 Throughout this chapter, we refer to the specific religious and spiritual constructs as they are 
operationalized in the research literature.
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et al., 2006). While some HIV positive gay men are connected to a specific religion, 
others may develop a more spiritual connection to their High Power. Below, we review 
the empirical evidence linking various dimensions of religiousness and spirituality to 
both physical and mental health among PLWHA.

 HIV Diagnosis and Quality of Life

A significant percentage of PLWHA have reported an increase in spirituality after 
their diagnosis (Cotton, Tsevat et al., 2006; Kremer, Ironson, & Kaplan, 2009; Lutz, 
Kremer, & Ironson, 2011). For many, HIV diagnosis facilitated a stronger 
 relationship with their God/Higher Power and with family members (Tarakeshwar, 
Khan, & Sikkema, 2006). In a longitudinal study of 450 PLWHA, 75% of  participants 
expressed the ways in which their HIV diagnosis strengthened their faith and 
 spiritual beliefs. Participants were also more likely to utilize positive religious 
 coping mechanisms (e.g., sought God’s love and care) as opposed to negative 
 religious coping mechanisms (e.g., decided the devil made this happen; Cotton, 
Puchalski et al., 2006). In a study of 347 adults with HIV/AIDS, 24% of participants 
said they felt more alienated by a religious group since their HIV/AIDS diagnosis 
and 10% said they changed their place of worship because of HIV/AIDS. Yet, 41% 
reported becoming more spiritual since their HIV/AIDS diagnosis (Cotton, Tsevat 
et al., 2006). Foster et al. (2011) found that Black HIV positive gay men conveyed 
the importance of spirituality in their ability to cope with the challenges they faced 
in daily life, one of them being living with HIV. Although many have expressed a 
strengthening of their spiritual beliefs, some HIV positive gay men have expressed 
that religious practices are more meaningful than practices defined as spiritual but 
not religious. This may be particularly true for African American gay men as family 
and social life are often embedded in Black churches (Jeffries Iv et  al., 2017; 
Seegers, 2007; Garrett-Walker, 2016; Watkins et  al., 2016; Wilson, Wittlin, 
 Munoz- Lavoy, & Parker, 2011). Both quantitative and qualitative studies suggest 
that greater positive religious coping and lower spiritual struggle are associated with 
perceived improvements in quality of life among PLWHA (Cotton, Puchalski et al., 
2006; Cotton, Tsevat et al., 2006; Kremer & Ironson, 2009; Seegers, 2007: Siegel & 
Schrimshaw, 2002; Szaflarski et al., 2006; Trevino et al., 2010; Tsevat et al., 2009).

In contrast to perceived changes in quality of life, greater spiritual beliefs have 
been inconclusively linked to perceived pain among PLWHA.  In a longitudinal 
study of 226 HIV positive men, spiritual growth—defined as existential feelings of 
connection with a force greater than oneself—was not associated with pain 
 management (Frame, Uphold, Shehan, & Reid, 2005). In a sample of 158 
 low-income, ethnically diverse participants (45% gay men), endorsement of  spiritual 
beliefs (e.g., belief in God/Higher Power) was greater among PLWHA who 
 experienced constant pain in the past 6 months compared to PLWHA who did not 
experience constant pain in the past 6 months (Pérez et al., 2008). In a sample of 420 
predominantly Latino (79%) and male (82%) PLWHA, higher levels of spirituality 
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were associated with lower levels of pain (Ramer, Johnson, Chan, & Barrett, 2006). 
In the latter study, spirituality was measured by items assessing overall satisfaction 
with life, peace of mind, and personal faith in God, confounding spirituality with 
well- being. These mixed findings coincide with broader literature on the link 
between religiousness/spirituality and chronic pain (Koenig, King, & Carson, 2012). 
The relationship between spirituality and pain may depend on the  operational 
 definitions of both spirituality and pain selected by the researchers. Moreover, the 
cross- sectional design of many of these studies fails to rule out the possibility that 
pain levels may influence the level of spirituality reported by participants. Whereas 
more research is needed to better understand the relationships among spirituality, 
quality of life, and pain for PLWHA, research on the link between depressive symp-
toms and religiousness/spirituality is clearer.

 Depressive Symptoms

Empirical evidence suggests that depressive symptoms are linked to more rapid 
 disease progression and higher mortality rates among PLWHA (Ickovics et  al., 
2001; Leserman et al., 2007; Mayne, Vittinghoff, Chesney, Barett, & Coates, 1996). 
While depression has been shown to accelerate disease progression, religiousness/
spirituality may buffer against this process. Several studies have shown that 
 religiousness and spirituality are associated with lower levels of depressive 
 symptoms among PLWHA (Simoni & Ortiz, 2003; Woods, Antoni, Ironson, & 
Kling, 1999; Yi et al., 2006). Some researchers have attempted to uncover possible 
mechanisms for linking religiousness and spirituality with lower depressive 
 symptoms. For example, in a cross-sectional study with 264 HIV positive  individuals 
(49% gay men) on highly active antiretroviral therapy (HAART), Carrico et  al. 
(2006) found a link between spirituality, depressive symptoms, and 24-h cortisol 
output. The authors used the Ironson-Woods Spirituality/Religiousness Index, 
which includes four spirituality factors: sense of peace, faith in God, religious 
behavior, and compassionate view of others (Ironson et al., 2002). Using path mod-
eling, Carrico et al. (2006) found that spirituality was associated with greater posi-
tive  reappraisal (using positive reinterpretation of one’s HIV concerns or problems) 
and greater benefit finding (positive benefits or life changes resulting from living 
with HIV). In turn, positive reappraisal and benefit finding were both associated 
with lower depressive symptoms. In addition, greater benefit finding was associated 
with decreased 24-h cortisol output—a biological marker linked to stress and 
depression (Carrico et al., 2006).

Additionally, Pérez et al. (2009) examined the longitudinal association between 
spiritual striving (i.e., process of trying to grow spiritually and  pursuing a  meaningful 
and fulfilling daily life) and depressive symptoms among 180 culturally diverse 
adults living with HIV/AIDS.  After controlling for covariates (treatment status, 
HIV-related symptoms, and baseline  depressive symptoms), greater spiritual 
 striving predicted decreases in depressive  symptoms over 6 months. This link was 
partially mediated by acceptance  coping. The authors suggested that the peace of 
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mind associated with spiritual striving may decrease depressive symptoms by 
increasing the use of  acceptance coping in situations that are out of the control of 
the individual (Pérez et  al., 2009). Given the  connection between depressive 
 symptoms and poor health outcomes among PLWHA, it is important to understand 
the mechanisms that link religious and spiritual factors to lower depressive 
 symptoms. Moreover, there is some  evidence to suggest that depressive symptoms 
are associated with lower HAART adherence and higher mortality among PLWHA 
(Lima et al., 2007).

 Treatment Adherence

Understanding the relationship between religiousness/spirituality and HIV 
 treatment adherence (e.g., entering or remaining in medical treatment, keeping 
appointments, taking medications) is important because treatment nonadher-
ence has been associated with drug resistance, greater disease progression, and 
higher mortality among PLWHA (Bangsberg, Moss, & Deeks, 2004; Bangsberg 
et  al., 2001). When compared to non-church-attending MSM, research has 
recently shown that MSM who attended church were more likely to present 
with lower CD4 counts at the onset of HIV treatment (Van Wagoner et  al., 
2014). In a mixed methods study of 79 PLWHA, participants who believed that 
God/Higher Power controls one’s health were 4.75 times more likely to refuse 
antiretroviral treatment; conversely, those who believed that spirituality helps 
coping with side effects reported better treatment adherence and fewer symp-
toms and side effects (Kremer, Ironson, & Porr, 2009). In a cross-sectional 
study of 18 prenatally HIV positive youth aged 14–22 years, religious factors 
were associated with adherence to HAART. Participants with excellent adher-
ence reported greater religious beliefs and practices than those who had poor 
adherence (Park & Nachman, 2010). In an intervention study with HIV positive 
adolescents aged 14–21 years, participants who believed that HIV was a pun-
ishment from God scored lower on spiritual well-being and lower on adherence 
to HAART (Lyon et al., 2011). In a cross-sectional study of HIV positive adults 
(N = 306), the men in the study who were currently in medical care were less 
likely to believe that HIV is a sin compared to those who were not in medical 
care. In addition, men who kept an appointment in the past 3 months reported 
a higher frequency of church attendance and were less likely to believe that 
HIV is a sin (Parsons, Cruise, Davenport, & Jones, 2006).

These findings indicate that increases in passive (e.g., God/Higher Power 
 controls one’s health) and negative (e.g., HIV is a sin/punishment from God) reli-
gious beliefs may be associated with poorer treatment adherence, whereas positive 
religious beliefs (e.g., intrinsic religious motivation) and practices (e.g., prayer, 
religious service attendance) may be associated with greater treatment adherence. 
More research needs to examine the possible link between passive religious 
beliefs,  negative religious coping, and adherence to HAART among HIV positive 
gay men, as treatment adherence greatly impacts HIV disease progression.
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 HIV Disease Progression

Few studies have examined the longitudinal relationship between religiousness, 
spirituality, and HIV disease progression. A recent literature review identified 15 
studies that addressed the association between religiousness, spirituality, and 
 clinical outcomes in HIV positive individuals. Ten (67%) studies demonstrated a 
positive association between religiousness or spirituality and a clinical HIV 
 outcome, two (13%) studies demonstrated a negative association, two (13%) stud-
ies failed to detect an association, and one (7%) study found both positive and 
negative associations with clinical HIV outcomes (Doolittle, Justice, & Fiellin, 
2016). Here, we highlight results from some notable longitudinal studies. Ironson, 
Stuetzle, and Fletcher (2006) studied changes in religiousness/spirituality and dis-
ease  progression among 100 PLWHA over a 4-year period. Change in religious-
ness/spirituality was assessed with a single item indicating the degree to which the 
participants became more or less religious/spiritual after learning of their HIV 
serostatus. Results showed that many participants (45%) reported an increase in 
religiousness/spirituality after their HIV diagnosis. More importantly, participants 
reporting an increase in  religiousness/spirituality after their HIV diagnosis main-
tained significantly higher levels of CD4 cells and better control of viral load over 
the 4-year period. On the other hand, participants who reported a decrease in reli-
giousness/spirituality lost CD4 cells 4.5 times faster than those who showed an 
increase in religiousness/ spirituality (Ironson et al., 2006). In a secondary analysis 
with the same sample, Ironson et al. (2011) found that a positive view of God also 
predicted better  preservation of CD4 cells and better control of viral load, whereas 
a negative view of God predicted faster disease progression over 4 years. 
Specifically, participants who viewed God as merciful/benevolent/forgiving had 
five times better  preservation of CD4 cells than those who did not have a positive 
view of God. Conversely,  participants who had a harsh/judgmental/punishing 
view of God lost CD4 cells at more than twice the rate of those who had a positive 
view of God (Ironson et al., 2011).

In subsequent studies, researchers examined the longitudinal association between 
HIV disease progression and more specific spiritual constructs. In a study with 177 
people living with HIV, spiritual coping predicted sustained undetectable viral load 
and CD4-cell preservation over 4 years; moreover, when controlling for the effect of 
viral load suppression, CD4-cell decline was 2.25 times faster among those engaged 
in negative versus positive spiritual coping (Kremer et  al., 2015). In a long-term 
follow-up analysis with the same sample, researchers examined the association 
between mortality and several specific spiritual constructs. Participants who used 
spiritual practices, spiritual reframing, overcoming spiritual guilt, spiritual gratitude, 
and spiritual empowerment were 2–4 times more likely to survive over a 17-year 
period (Ironson, Kremer, & Lucette, 2016). The few longitudinal studies examining 
the link between religiousness/spirituality and HIV disease progression are promis-
ing. More research is needed on valid, reliable, and specific religious and spiritual 
constructs that predict the course of HIV disease progression, as well as mechanisms 
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that may explain their relationship. While the positive relations between  religiousness, 
spirituality, HIV, and health have been examined, it is important to reflect on the 
ways in which the confines of religious organizations may marginalize HIV positive 
gay men (Garrett-Walker & Torres, 2016; Wilson et al., 2011). Due to the stigma 
attached to being gay and living with HIV/AIDS in mainstream  organized religions, 
many HIV positive gay men have sought to define their personal spirituality outside 
of the context of organized religion (Jeffries et al., 2014; Miller, 2005, 2007; Nelson 
et al., 2016; Siegel & Schrimshaw, 2002).

 Sexuality and Religion

Religion, and the negative images of same-sex behavior often portrayed by religious 
institutions, may have an adverse effect on mental and physical health of LGBT 
individuals and PLWHA. The Bible and the Torah state that a man shall not lay with 
another man, as it is an abomination (Leviticus, 18:22). This verse has been used as 
the basis for many of the negative attitudes regarding same-sex behavior and has 
been used in sermons and religious teachings to defile same-sex behavior for LGBT 
individuals. LGBT individuals are often raised hearing such messages in their 
respective religious communities. The obstacles religious and/or spiritual gay and 
lesbian individuals may experience have been explored in theoretical articulations 
and empirical research (Buchanan, Dzelme, Harris, & Hecker, 2001; Coyle & 
Rafalin, 2000; Jeffries Iv et al., 2017; Lassiter et al., 2017; Meladze & Brown, 2015; 
Miller, 2007). Research has shown that gay men reporting higher levels of intrinsic 
religious faith also reported higher levels of internalized homonegativity. 
Additionally, gay men of Jewish, Christian, and Muslim faith reported higher levels 
of internalized homonegativity when compared to individuals with no religious 
affiliation (Meladze & Brown, 2015).

Coyle and Rafalin (2000) found that Jewish gay men felt a sense of identity con-
flict between their religious and sexual identities. Men expressed the turmoil they 
often experienced due to their seemingly conflicting identities and its impact on 
their psychological well-being (Coyle & Rafalin, 2000). Schnoor (2006) articulated 
the ways in which Jewish men manage their identities. While some men may be able 
to successfully integrate their religious and sexual identities, some may feel their 
identities are mutually exclusive, and others may feel the need to choose between 
their religious and sexual identities (Schnoor, 2006). Christian participants have 
shown similar experiences of identity negotiation as Jewish samples (Miller, 2007; 
Pitt, 2010). Pitt (2010) found that Christian Black men who have sex with men 
(BMSM) exhibited different strategies to neutralize anti-gay messages they received 
from their pastors. Men expressed their ability to contextualize religious text and 
teachings from clergy who they felt did not have a vast knowledge of psychological 
and biological processes regarding sexual behavior. Men were also adamant in their 
belief that many clergy members lacked the moral authority to condemn people 
based on their sexual behavior (Pitt, 2010). While it seems that some people are 
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effective at navigating the religious messages they hear in their church homes, 
 others have not been as successful. Golub, Walker, Longmire-Avital, Bimbi, and 
Parsons (2010) found that transgender women (51% HIV positive) who reported 
high religious behaviors and beliefs reported increased incidence of unprotected 
sexual behavior (Golub et  al., 2010). Although the experiences of transgender 
women are not synonymous with those of HIV positive gay men, both groups 
 represent marginalized and stigmatized populations whose multiple identities may 
lead to similar behavior patterns. It seems that engagement in organized religious 
practices, which may increase one’s chances of hearing negative religious rhetoric, 
may adversely impact individual behavior.

Miller (2007) found that some Black MSM have had negative experiences with 
their church in relation to their sexual behavior. They felt that their church con-
demned their behavior and gave homophobic sermons, which forced some men to 
leave the church (Miller, 2007). Men reported that they stopped attending church 
services and opted for a personal relationship with God where they did not feel the 
social oppression that they often felt from organized religion. Moreover, HIV posi-
tive gay men have expressed that they continue to pray daily despite no longer 
attending religious services (Foster et al., 2011; Miller, 2007). Thus, a personalized 
spiritual relationship with God often supersedes the need for a religious community 
to fulfill spiritual needs. Similar to the teachings of Christianity and Judaism, 
Islamic text also prohibits same-sex behavior (Quran, Sura IV: 19–21). However, 
limited research has been conducted on the experiences of individuals who are gay 
and Muslim (Boellstorff, 2005; Jaspal, 2010). In a qualitative assessment of British 
Muslim gay men, Jaspal and Cinnirella (2010) found that some Muslim gay men 
were unable to integrate their religious and sexual identities. Men discussed the 
ways in which Islamic law prohibits same-sex behavior and the struggle they expe-
rienced in trying to suppress their same-sex desires. Some men felt their same-sex 
desire was a temptation presented by Shaitan (Satan) to deter them from Allah. 
While some felt their same-sex desire was a sin, other men articulated the ways in 
which Allah created them, so their sexuality was of his making (Jaspal & Cinnirella, 
2010). Regardless of one’s organized religion, the negative experiences do not 
diminish the importance and relevance that religiousness or spirituality has in the 
lives of many LGBT individuals including PLWHA (Arnett, 2004; Miller, 2007).

Among Black lesbian, gay, and bisexual emerging adults, Walker and Longmire- 
Avital (2012) found that participants reporting increases in religious faith were 
more resilient when simultaneously reporting higher levels of internalized homon-
egativity than their counterparts reporting lower levels of religious faith. While 
some churches serve as a source of oppression, other churches have sought to serve 
as a refuge for LGBT individuals and PLWHA. Open and affirming churches have 
actively provided traditionally marginalized populations with a religious and spiri-
tual place of worship (Rodriguez & Ouellette, 2000; Scheitle, Merino, & Moore, 
2010). Given the positive role of religiousness and spirituality in the lives of LGBT 
individuals and PLWHA, in addition to the great influence that churches have in 
communities, churches should take an active stance in the fight against HIV 
(Wilson et al., 2011).
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 Role of Church in HIV Prevention Efforts

It is imperative that churches take a proactive approach toward HIV awareness and 
treatment. Using a conservative estimate, Frenk and Chaves (2012) suggest that 
roughly 14,564 congregations in the United States have congregants who are living 
with HIV. Churches have great influence especially in communities of color and 
within socially and economically under-resourced areas (Fullilove & Fullilove, 
1999; Griffin, 2006; Kaufman & Raphel, 1996; Miller, 2007; Taylor, Mattis, & 
Chatters, 1999). It is estimated that churches provide sermons and messages to 
53,603,588 people weekly (Frenk & Chaves, 2012). Given the numbers of people 
reached by clergy, churches can be instrumental in primary (i.e., to reduce HIV 
incidence rates) and secondary (i.e., maintenance of ideal health for PLWHA) HIV 
prevention efforts in addition to decreasing HIV stigma (Wilson et al., 2011). Clergy 
have utilized their religious leadership authority to advocate for many health screen-
ings among their parishioners (e.g., diabetes, hypertension, cancer) (Lumpkins, 
Greiner, Daley, Mabachi, & Neuhaus, 2011). Similar efforts should also be made 
regarding HIV.  Unfortunately, many congregations conceptualize HIV as a 
 consequence of sinful behavior (i.e., same-sex behavior, intravenous drug use). This 
articulation makes discussions around HIV risk behaviors less likely to happen 
within the confines of a religious setting.

Some churches have expressed a reluctance to have discussions regarding 
sexual behavior and risk reduction (Cunningham, Kerrigan, McNeely, & Ellen, 
2011). The primary conversations some churches are willing to have regarding 
sexual behavior come from a heteronormative abstinence framework. Other 
churches have  conceptualized HIV transmission as a consequence of same-sex 
behavior, which is considered going against the word of God (Cunningham et al., 
2011). Neither  articulation is conducive to raising awareness among congregants 
regarding HIV transmission and reducing HIV stigma. Although gay men have 
the highest incidence rates of HIV in the United States, others (heterosexual 
women and men) are not exempt from possible HIV transmission (Center for 
Disease Control [CDC], 2007). While discussions around sexuality, sex, and HIV 
may be difficult for some churches to have, some traditionally Black churches 
have made a concerted effort to have open dialogues regarding HIV (Cunningham 
et al., 2011; Francis & Liverpool, 2009).

Using a sample of diverse church congregations in Baltimore City, Maryland, 
Cunningham et al. (2011) found that churches varied greatly in their  investment 
in HIV awareness and dissemination of HIV information to their congregants. 
Some pastors conveyed their responsibility by passing harm-reduction  messages 
to their parishioners even if their denomination’s policies dictated conversa-
tions regarding abstinence only. Pastors were clear that discussions and pro-
grams regarding HIV were greatly dependent on the complex  intersection of 
church ideology and  community demographics (Cunningham et  al., 2011). 
Churches in North Carolina have demonstrated the multifaceted ways in which 
clergy disseminate information regarding HIV/AIDS. Using multiple interper-
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sonal outlets such as health fairs, wearing HIV ribbons, and providing HIV 
information in church bulletins, pastors have communicated an awareness of 
HIV and HIV stigma to congregants (Moore, Onsomu, Timmons, Abuya, & 
Moore, 2012).

In regard to faith-based HIV prevention interventions, churches in the USA 
have implemented programs to address the HIV epidemic, including interven-
tions  targeted specifically to African American communities (Sutton & Parks, 
2013). Francis and Liverpool (2009) conducted a meta-analysis of faith-based 
HIV  prevention programs evaluated in peer-reviewed journals. The target audi-
ence of the programs ranged from faith-based leaders to adolescents. Although 
the programs provided people with effective HIV risk reduction information 
and connected  congregants to community resources, none of the programs 
focused specifically on the needs of LGBT individuals (Francis & Liverpool, 
2009). The programs were also all primary HIV prevention efforts. Currently, 
there is a critical void in secondary HIV prevention (maintenance of ideal 
health for PLWHA) programs that are currently being implemented. Secondary 
HIV prevention efforts are needed to ensure that PLWHA are supported in the 
management of their HIV treatment, viral load, and CD4 counts, which greatly 
decreases disease transmission and progression (CDC, 2013; Van Wagoner, 
2014). Additionally, the Centers for Disease Control and Prevention (CDC’s) 
compendium of HIV prevention interventions does not include an evidence- 
based intervention that focuses on religion or spirituality.

 Conclusions

It is clear that religiousness and spirituality play an intricate role in the lives of 
HIV positive gay men. Although religious institutions may be a source of social 
marginalization for HIV positive gay men, many men have been able to filter 
out the oppression they may have received while maintaining the positive 
 components that religiousness and spirituality can contribute to their lives. 
While some churches may be a source of marginalization, open and affirming 
churches have been a safe space for many LGBT individuals in addition to 
PLWHA (Rodriguez & Ouellette, 2000; Scheitle et al., 2010). Such churches 
may serve as a source of peace for HIV positive gay men who do not always 
feel comfortable or welcomed in traditional churches. Although some HIV 
 positive gay men have made the decision to remove themselves from organized 
religion, religious communities can still play an instrumental role in the 
 dissemination of HIV risk reduction information and help diminish HIV stigma 
among congregants. Although the intersection of religiousness and sexuality 
may place some clergy in a paradoxical situation, the fight to educate and 
 protect others should provide clergy with a sense of responsibility to provide 
their followers with as much information as possible to protect their physical 
and mental well-being (Cunningham et al., 2011; Moore et al., 2012).
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 Limitations and Future Directions

There are several limitations regarding research on religiousness/spirituality and 
health among PLWHA. One of the core limitations involves the lack of construct 
validity of the measures used to assess religiousness and particularly spirituality. 
For example, several studies utilized a single item to assess change in religiousness 
and/or spirituality (Cotton, Tsevat et  al., 2006; Ironson et  al., 2006). In addition, 
participants were often asked to rate changes in religiousness/spirituality retrospec-
tively, which may have led to recall bias. Another challenge is the multitude of defini-
tions for spirituality, making it difficult to compare findings across studies. Next, the 
majority of studies were cross-sectional, restricting our ability to infer causal rela-
tionships between different measures of religiousness/spirituality, health, and the 
potential mechanisms linking them among PLWHA. In particular, very few studies 
have focused on religiousness, spirituality, and HIV disease progression using longi-
tudinal designs (Ironson et  al., 2006). Further, current HIV interventions have all 
been implemented within a Christian framework, with a specific focus on Black 
churches. Other religious groups may want to consider their position on HIV and take 
a stance in the fight against HIV. Finally, few authors have used a theoretical frame-
work to guide their hypotheses, which is needed to advance scientific knowledge 
about the role of religiousness and spirituality in the lives of HIV positive gay men.

Future research on religiousness, spirituality, HIV/AIDS, and health should be 
theory-driven and include reliable and valid operational definitions of religiousness 
and spirituality. Research is particularly needed on religious and spiritual factors 
that predict HIV disease progression. In addition, research is needed to explore 
interacting risk factors and specific psychosocial mechanisms that link religiousness 
and spirituality to the health and well-being of HIV positive gay men, while control-
ling for potential confounds such as HIV-related symptoms (Lassiter & Parsons, 
2016). Understanding such mechanisms will facilitate the development of effective 
psychosocial interventions that promote well-being among HIV positive gay men.

While churches vary greatly in the ways in which they approach the topic of HIV, 
Hill and McNeely (2013) provide researchers and community-based organizations 
with seven components to the implementation of effective faith-based HIV 
 prevention efforts: “(1) include community-based participatory research and social 
marketing strategies, (2) engage the faith community through data sharing, (3) spe-
cifically target and equip church leaders in addition to laity, (4) involve effective 
collaboration and compromise between public health practitioners and faith leaders, 
(5) emphasize spirituality and compassion, (6) utilize popular opinion leaders, and 
(7) be intergenerational” (Hill & McNeely, 2013, p. 484). These steps can greatly 
transform the ways in which researchers, community-based organizations, and reli-
gious leaders discuss HIV transmission and help minimize HIV stigma within their 
communities. Given our understanding of the positive role of religiousness and 
spirituality in the lives of HIV positive gay men, churches would be remiss to not 
utilize their platform as a means to educate people about HIV and serve as a positive 
resource in the lives of HIV positive gay men.
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Chapter 14
Addressing Social Determinants of Health 
Among HIV Positive Men Who Have Sex 
with Men (MSM): The Need for Synergy

Y. Omar Whiteside, Jordan J. White, and Kenneth T. Jones

 Introduction

From 2008 to 2010, the estimated number of new HIV infections remained stable in 
the USA (Centers for Disease Control and Prevention [CDC], 2012a, 2012b, 2012c). 
However, men who have sex with men (MSM) continue to represent a dispropor-
tionate burden of new HIV infections. While MSM are estimated to comprise from 
3.9% (Purcell et al., 2012) to 6.8% (Lieb et al., 2009) of the US population, they 
accounted for 63% of all new HIV infections in 2010 (CDC, 2012a, 2012b, 2012c). 
Comparatively, the number of new infections among MSM increased by 12% from 
2008 to 2010, while among women, the number of new HIV infections attributed to 
heterosexual contact decreased during the same time period (CDC, 2012a, 2012b, 
2012c). There was a statistically significant increase (p < 0.05) in the number of new 
HIV infections among MSM in 2010 compared to the same group in 2008 (CDC, 
2012a, 2012b, 2012c). These findings were largely due to the statistically significant 
increase in new HIV infections among MSM 13–24 years of age compared to the 
previous 2 years (CDC, 2012a, 2012b, 2012c).
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The incongruence between HIV rates and the estimated population size of MSM 
highlights the need to consider other factors—beyond individual risk taking—that 
may be driving HIV infections for MSM.  Much of the HIV prevention and 
treatment research has examined individual-level factors such as an individual’s 
self- reports of unprotected anal sex (CDC, 2011; Politch et al., 2012; Stein, Silivera, 
Hagerty, & Marmor, 2012). However, investigators have recently begun to explore 
the relationship between structural-level factors such as social determinants of 
health and sexual decision-making (Dale et al., 2016; Frye et al., 2006, 2010, 2016; 
Jones, 2012; Mayer, Bekker et al., 2012; Mayer, Pape et al., 2012; Phillips et al., 
2015; White et al., 2013). Though sexual decision-making occurs on the individual 
level, individuals make these decisions within a larger social context (Frye et al., 
2006, 2010). Consequently, researchers are broadening their efforts to not only 
identify direct (individual-level) causes for sexual decision-making but also indirect 
(structural-level) causes (Frye et al., 2006, 2010, 2016). In an effort to explore this 
relationship among MSM, we will first examine why it is important to consider 
social determinants of health (not just individual behavior) when discussing health 
behaviors, particularly risk behaviors for HIV infection. Next, we will review the 
pertinent current research on the role of structural-level factors in the lives of 
MSM.  Then, we will highlight two federal-level programs which are currently 
underway to help overcome these structural-level factors. Finally, we will end our 
discussion with actions that can be taken on two emerging structural-level factors to 
improve the health of HIV positive MSM.

 Why Social Determinants of Health?

Biology, individual behavior, social environment, physical environment, and health 
services have been accepted as determinants of population health (Beltran, Harrison, 
Hall, & Dean, 2011). Social environment, physical environment, and health services 
fall under the category of social determinants of health (Beltran et al., 2011). In 
2008, the World Health Organization’s (WHO) Commission on Social Determinants 
of Health (CSDH) called on governments across the world to address social deter-
minants of health as a means of achieving health equity in a disparate world (CSDH, 
2008). Consequently, national public health agencies in the USA began emphasiz-
ing the need to address those structural-level factors that influence disease acquisi-
tion. In conveying this importance, Frieden (2010) noted that social determinants of 
health form the foundation of society and that seeking to address these factors has 
significant potential to improve health in the USA. In 2010, the National Center for 
HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (NCHHSTP) released a white 
paper in which it urged the use of individual-level interventions in tandem with 
approaches that addressed interpersonal, institutional, and community-level factors 
(CDC, 2010). NCHHSTP recommended community partners to advance this sys-
tems approach (CDC, 2010). The NCHHSTP’s stance highlighted the need to 
reduce the impact that social determinants of health such as poverty, incarceration, 
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and racism have in HIV, viral hepatitis, sexually transmitted infections (STIs), and 
other infectious diseases (CDC, 2010).

Strides have been made in applying social determinants of health to HIV behav-
ioral research. Social determinants of health can influence the potential for HIV 
infection through individual decision-making, access to prevention services, and 
HIV care (Aral, Adimora, & Fenton, 2008; Raphael, 2006). For example, among 
heterosexual Black women in Syracuse, New  York, researchers determined that 
community-level factors such as increased STI rates due to socially or  geographically 
isolated individuals choosing sexual partners from within their own constrained net-
works and barriers to accessing STI care may contribute to disproportionate HIV in 
this population (Lane, Rubinstein, Keefe, & Webster, 2004). These factors alone 
may not be social determinants of health but they resulted from factors which 
include: disproportionate incarceration rates in Black men, residential segregation 
(Lane et al., 2004). Other community-level factors such as income inequality and 
the proportion of unmarried persons living in a county may also be associated with 
increased rates of HIV infection (Gant et al., 2012). However, there is a dearth of 
research on how social determinants of health may influence the HIV risk behaviors 
of MSM, particularly HIV positive MSM. Of the few studies identified, a few struc-
tural-level factors have emerged as potentially contributing to the risk of HIV acqui-
sition in MSM.  Of the few studies identified, a few structural- level factors have 
emerged as potentially contributing to the risk of HIV acquisition in MSM. Using 
key words relevant to exploring the role of social determinants of health in the lives 
of MSM and the subsequent citation lists that resulted from those searches, the 
authors summarized relevant literature and derived themes that were used to outline 
this chapter. This chapter is not meant to be a formal synthesis or an exhaustive 
exploration of the role of social determinants of health in the health of MSM 
but instead is conceptual in nature and is meant to amalgamate some of the most 
prominent factors seen in the literature.

 Structural Barriers to Health Among MSM

 Stigma

Today, an HIV diagnosis is not the death sentence it once was in the USA. In many 
cases it is a manageable chronic disease. Research shows that the life expectancy for 
individuals at age 20 who are on antiretroviral therapy (ART) has increased from 36.1 
years in 1996–1999 to 49.4  in 2003–2005 (The Antiretroviral Therapy Cohort 
Collaboration, 2008). In addition, ART) also helps reduce the likelihood that an HIV 
positive heterosexual person will infect a sexual partner by up to 96% (Cohen, 
McCauley, & Gamble, 2012). Nonetheless, stigmas (e.g., HIV stigma, sexual orienta-
tion stigma) may act as barriers to HIV prevention (Hatzenbuehler, O’Cleirigh, Mayer, 
Mimiaga, & Safren, 2011), testing (Lorenc et al., 2010), and treatment (Wohl et al., 
2012) for MSM, discouraging some men at risk from getting tested or those with HIV 
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from receiving treatment. Stigma may “out” them to their communities, social net-
works, and families (Wohl et al., 2012). Stigma may also lead to active social dis-
crimination, fear, and shame, particularly for those living with HIV infection.

Stigma may affect individuals within the MSM communities differently. Due to 
cultural differences stigma may be experienced differently based on an MSM’s 
race/ethnicity which may, in turn, lead to behaviors that play a role in increasing the 
risk of HIV infection (Rao, Pryor, Gaddhist, & Mayer, 2008; Wilson & Yoshikawa, 
2006; Wohl et al., 2012). For example, a nationally representative study examining 
attitudes towards homosexuality (Glick & Golden, 2010) compared changes over 
time among persons who believed that homosexuality was “always wrong.” Findings 
showed that 72% of Black respondents endorsed this belief which indicated very 
little change since the 1970s. White respondents showed a decline from 70.8% in 
the 1970s to 51.6% in 2008. Among MSM, 57.1% of Blacks reported homosexual-
ity as “always wrong” compared to 26.8% of whites. For Black MSM especially, 
these beliefs may diminish any sense of personal obligation to protect themselves or 
their sexual partners (Jones, Wilton, Millett, & Johnson, 2010; Peterson & Jones, 
2009; Stokes & Peterson, 1998; Woodyard, Peterson, & Stokes, 2000). HIV stigma 
may be experienced differently among Hispanic or Latino MSM. Wohl et al. (2012) 
determined that HIV positive Hispanic or Latino MSM experienced more stigma 
related to their HIV status and less related to their sexual orientation than their 
Black counterparts. The implications may be that it is more difficult for some 
Hispanic or Latino MSM to disclose their HIV status. Additionally, the HIV stigma 
that Hispanic/Latino MSM experienced was significant enough to prevent them 
from seeking HIV care, although this was not observed among black MSM. The 
experience with stigma may also be different for whites. HIV positive Whites 
described feeling greater stigma related to HIV status which resulted in keeping 
their status secret for fear of interpersonal rejection (Rao, Pryor, Gaddhist, & Mayer, 
2008). The implications may be that it is more difficult for some Whites, including 
MSM, to disclose their HIV status. Understanding how HIV stigma and sexual ori-
entation stigma operate at the intersections of gender, place, sexuality, race, and 
power can assist in elucidating the social inequalities that result in negative out-
comes for the most affected groups. Although national communication and educa-
tion campaigns have attempted to destigmatize HIV and homosexuality, 
stigmatization continues to be far-reaching and can affect many aspects of life (e.g., 
employment, housing, access to care) and consequently health (Center for AIDS 
Prevention Studies [CAPS], 2006).

 Housing

The importance of housing in positive health outcomes has been well documented 
in public health (Lennon et al., 2013; Massey & Denton, 1993; Matte & Jacobs, 
2000; Ruel, Oakley, Wilson, & Maddox, 2010), but stable housing represents an 
even greater challenge for people living with HIV (Holtgrave et al., 2012; Wolitski 
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et al., 2010). The transiency associated with homelessness or being unstably housed 
disconnects individuals from health care services. When these individuals are finally 
stable enough to access HIV care, it is often at a later point in the progression of the 
disease leading to poorer HIV treatment outcomes. Furthermore, they are also less 
likely to be adherent to antiretrovirals (Milloy, Marshall, Montaner, & Wood, 2012), 
and more likely to have a detectable viral load (Wolitski et al., 2010). Moreover, 
homeless individuals may be more likely to experience depression, which has been 
associated with both poor health status and poor HIV treatment outcomes (Riley 
et al., 2003; Weiser et al., 2006).

Homeless individuals may also be more likely to participate in high-risk sexual 
behaviors (Aidala, Cross, Stall, Harre, & Sumartojo, 2005; Mimiaga et al., 2009) 
such as sexual risk taking (Clatts, Goldsamt, & Yi, 2005), sex exchange (Aidala 
et al., 2005; Kidder, Wolitski, Pals, & Campsmith, 2008), and have a greater number 
of sex partners (Kidder et al., 2008). The effects of homelessness may be especially 
striking for MSM. Halkitis et al. (2013) determined that homeless MSM, or those 
with unstable housing, may have increased risks of recent unprotected anal inter-
course (UAI) and of engaging in at least one episode of UAI within the past year 
(Mimiaga et al., 2009). Perhaps one of the keys to improving the health of HIV posi-
tive MSM is helping those who are homeless to secure stable housing; this not only 
has implications for HIV prevention but also for improving health outcomes (Aidala 
et al., 2005; Kidder et al., 2008; Milloy et al., 2012).

 Neighborhood Composition

Research also suggests that the neighborhood where a person lives affects their 
health (Cubbin & Winkleby, 2005; Diez-Roux et al., 1999; Diez-Roux et al., 2001; 
Kawachi & Berkman, 2003; Latkin & Curry, 2003; Ross & Mirowsky, 2001; 
Stafford & Marmot, 2003; Williams & Collins, 2001; Yen & Kaplan, 1999a, 1999b). 
Studies assessing the neighborhood composition and HIV acquisition are limited 
(Fuller et al., 2005; Latkin & Curry, 2003). Nevertheless, investigators have deter-
mined that neighborhood composition has been associated with adolescent initia-
tion of injection drug use (Fuller et al., 2005), depression in current and former drug 
users at high risk for HIV infection (Latkin & Curry, 2003), and high prevalence of 
sexually transmitted infections (STI) (Semaan, Sternberg, Zaidi, & Aral, 2007).

Frye et al. (2006) proposed several pathways through which the urban environ-
ment might influence the sexual risk behaviors of MSM. In one of the pathways, 
sexual risk behavior was associated with psychological distress resulting from 
physical disorder (e.g., blighted neighborhoods, high crime, and a large number of 
liquor stores). This finding was also supported in a recent publication by the 
authors (2016).

Another focus of research has been on determining the effect of living in pre-
dominantly gay neighborhoods. Buttram and Kurtz (2012) found its protective 
effect against cocaine use and substance dependence, which differed from the 
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 findings of Carpiano, Kelly, Easterbrook, and Parsons (2011) who determined that 
MSM who lived in gay neighborhoods were at an increased risk for drug use. Other 
contradictory findings abound concerning the effect of MSM living in gay neigh-
borhoods. For example, Frye et al. (2010) examined neighborhood characteristics of 
MSM who were between the ages of 23 and 29 in New York City (NYC), and gay 
presence was a protective factor for UAI. However, in their study of MSM age 18 
and older in New  York City, Kelly, Carpiano, Easterbrook, and Parsons (2012) 
found that living in a gay enclave was associated with UAI. Given these mixed find-
ings, further investigations of the impact of neighborhood composition and HIV risk 
for MSM may be needed. In addition, studies focusing on identifying neighborhood 
characteristics (e.g., residential segregation, poverty) associated with multiple 
health concerns (e.g., HIV and hypertension) and similar at-risk groups (e.g., black 
men) to determine effective and cost-efficient public health approaches would be 
warranted as well.

 Incarceration

Since 2002, the USA has had the highest incarceration rate in the world (Pettit, 
2012). One in every 107 people in the USA was in prison or jail in 2011 (US 
Department of Justice, 2012). The race/ethnicity composition of the incarcerated 
population differs from the US population during this timeframe, where Whites 
comprised 61% of the US population but only 31% of the incarcerated population; 
Blacks made up 14% of the US population but 36% of the prison population; and 
Hispanics or Latinos comprised 16% of the US population but 24% of the US prison 
population (U.S Department of Justice, 2012). Over 1% of state and federal prison-
ers were reported to be living with HIV infection (CDC, 2012a, 2012b, 2012c). 
High HIV prevalence rates have been reported among incarcerated MSM (Adams 
et al., 2011; Chen, Bovée, & Kerndt, 2003) although studies have found that those 
who had HIV were already infected prior to incarceration (CDC, 2006). A recent 
study found overrepresentation of sexual minorities (Meyer et al., 2016). Nearly one 
out of ten men either identified as gay or bisexual or reported prior sex with another 
man. Investigators in a six-city study multicomponent intervention study reported a 
35% incidence of incarceration for Black MSM.  Nearly a quarter of these men 
(24%) reported recent incarceration (Brewer et al., 2014).

HIV testing is not compulsory in all correctional settings. At the end of 2006, less 
than half of State prisons tested all inmates for HIV infection at admission, while in 
prison, or upon release (CDC, 2009). Prisons and jails could play a key role in facili-
tating HIV testing through routine opt-out HIV testing opportunities (Westergaard, 
Spaulding, & Flanigan, 2013). For example, in the Washington DC City jail, all 
inmates are offered a voluntary HIV test upon entry and as a result the jail has 
become one of the leading facilities for identifying undiagnosed HIV infections in 
the city (DC Appleseed Center, 2012).
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Sex is illegal in most correctional facilities and prisoners are not allowed to have 
condoms (U.S.  Department of Justice, 1999). Inmates who are sexually active, 
whether willingly or unwillingly, while incarcerated oftentimes cannot benefit from 
correctional facility-based HIV interventions, as many of them focus on case man-
agement for HIV care upon release (Draine, McTighe, & Bourgois, 2011).

Because the median State prison sentence for a felony was 17 months in 2006 
(U.S. Bureau of Justice Statistics, 2009), most inmates will quickly return to the 
communities in which they lived. When individuals are released from prison, they 
are at greater risk for HIV transmission and acquisition based on social determi-
nants of health such as limited employment or housing opportunities. For example, 
incarceration increases an individual’s risk of being homeless or marginally housed 
(Dumont, Brockmann, Dickman, Alexander, & Rich, 2012). Those with felony or 
misdemeanor convictions have fewer opportunities for federal public assistance 
than individuals without a criminal history. In some instances, felons are barred 
from receiving federal public assistance (i.e., housing, food), federal financial aid 
for college, and voting privileges. Felons also have limited employment options 
which may directly affect their ability to repay debt. Consequently, a history of 
incarceration often relegates former prisoners to a life of poverty (Dumont et al., 
2012). Once HIV positive inmates are released, many of them lack health insurance 
to continue receiving the routine HIV care they received while incarcerated 
(Westergaard et al., 2013). No matter the circumstances which may have delivered 
these men to prison, their felony status may limit their ability to improve their cir-
cumstances. These results may be even more troubling for felons who are HIV posi-
tive and MSM because they bear the burden of three identities (criminal history, 
positive HIV serostatus, and sexual orientation) which are all stigmatized. Public 
health and the criminal justice system may need to work collaboratively to meet the 
needs of these individuals not only when they are incarcerated but also when they 
are released (Adams et al., 2011; Chen et al., 2003; Dumont et al., 2012; Westergaard 
et al., 2013).

 HIV Care

Access to and retention in HIV care can improve the health of HIV positive MSM 
and potentially reduce HIV transmission. Previous research has highlighted that a 
high level of engagement in HIV care has been associated with reduced sexual risk 
behaviors (Metsch et al., 2008). Having a high level of HIV care can also provide 
MSM with access to HAART which can improve survival and make life with HIV 
more manageable, similar to many chronic diseases (Giordano et  al., 2007). 
Treatment is also important because it can reduce an HIV positive individual’s viral 
load thus reducing the risk of transmission to others (Friedman et al., 2013; Hall, 
Holtgrave, Tang, & Rhodes, 2013). Despite these benefits, however, some individu-
als do not readily access HIV care. For example, Giordano et al. (2005) reported 
that 48% of individuals who enrolled in intake at an HIV clinic in Houston were 

14 Addressing Social Determinants of Health Among HIV Positive Men…



334

either not established in HIV care or poorly established 6 months after enrolment. 
Research has also determined that less than two-thirds of individuals with an HIV 
diagnosis in 2008 were involved in HIV care a year following diagnosis (Hall et al., 
2012). Equally important, of those living with an HIV diagnosis in 2009, only 45% 
met the criteria for retention in care (Hall et al., 2012). Blacks and Hispanics/Latinos 
were less likely to be retained in care compared to Whites (Hall et al., 2012), and 
Black MSM had the lowest levels of HIV care among each step of the continuum 
compared to other MSM (Singh et  al., 2014). Undocumented Hispanics/Latinos 
may have even more barriers to HIV care. Dennis et  al. (2013) reported that 
Hispanic/Latino immigrants in their study were significantly more likely to enter 
HIV care with advanced HIV disease and less likely to have health insurance than 
US-born Hispanics/Latinos.

There are myriad reasons why individuals are not engaged in HIV care: lack of 
health insurance (Muthulingham, Chin, Hsu, Scheer, & Schwarcz, 2013), interna-
tional migration (Taylor et al., 2011), immigrant status (Dennis et al., 2013), unsta-
ble housing, relocation, stigma, and/or forgetfulness (Pecoraro et al., 2013). More 
specifically, MSM have a unique set of circumstances that serve as barriers to HIV 
care, which may also include lack of culturally competent health care facilities and 
providers (Beyer et al., 2012;Mayer, Bekker et al., 2012; Mayer, Pape et al., 2012). 
For some MSM, the HIV care that is provided has been described as inadequate and 
in some instances even discriminatory (Mayer, Bekker et al., 2012; Mayer, Pape 
et al., 2012). Factors that put MSM at risk for HIV also delay their entry into the 
health care system and consequently contribute to HIV complications and AIDS 
mortality among those infected. Accessing services is a key factor to addressing 
HIV among MSM.

 Low Socioeconomic Status

Although the link between low socioeconomic status and health disparities has been 
well documented (Adler et  al., 1994; Feldman & Steptoe, 2004; McLaughlin & 
Stokes, 2002; Phuong, 2009; Steptoe & Feldman, 2001; Williams, 1999; Williams, 
Mohammed, Leavell, & Collins, 2010), there are limited studies looking at this 
phenomenon from the perspective of HIV-infected persons. Joy et al. (2008) inves-
tigated the effect of neighborhood socioeconomic status and the uptake of HIV 
treatment in an international setting where universal health care was being offered 
and found that low socioeconomic status was associated with treatment delay. 
Compared to those of higher socioeconomic status, persons of lower socioeconomic 
status may be less likely to be prescribed HAART (WHO, 2013; Wood et al., 2002). 
Jones (2012) found MSM living in neighborhoods characterized by lower socioeco-
nomic status were less likely to be knowledgeable about HAART. These findings 
may elucidate the poor outlook for survival for individuals with HIV infection with 
low socioeconomic status. For example, McFarland, Chen, Hsu, Schwarcz, and 
Katz (2003) determined that the percentage of neighborhood residents living below 
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the poverty level was associated with increased AIDS mortality (McFarland et al., 
2003). Individual and concentrated levels of low socioeconomic status are impor-
tant risk factors for HIV infection for heterosexuals in the USA (Adimora et al., 
2001; Denning & DiNenno, 2010; Hixson, Omer, del Rio, & Frew, 2011; LaLota 
et  al., 2011; Raj & Bowleg, 2011). Growing research has begun examining this 
relationship for MSM.  Gayles, Kuhns, Kwon, Mustanski, and Garofalo (2016) 
found that not working or being in school (termed socioeconomic disconnection) 
was associated with HIV status in young MSM.  Mays, Cochran, and Zamudio 
(2004) reported associations between unsafe sex and low individual socioeconomic 
status among Black MSM. For some MSM, even the perception of being of lower 
socioeconomic status (SES) may influence their sexual behaviors. Halkitis and 
Figueroa (2013) found that young MSM who perceived themselves to be of lower 
SES were more likely to engage in high-risk sexual behaviors in the previous 30 
days compared to those who did not. Because Halkitis and Figueroa (2013) did not 
objectively define lower SES, they did not provide an explanation of whether par-
ticipants’ perceptions were correct. Nonetheless, removing real or even perceived 
socioeconomic barriers for MSM may help to improve the health of this community 
and may be done in concert with programs that seek to change individual-level 
risks. An example could include an HIV prevention intervention designed for MSM 
that not only seeks to change behavior on the individual level but that also includes 
a component that provides access to educational or job opportunities or job 
training.

 Federal and Local Efforts to Address Structural Barriers

More than three decades after the first cases of HIV were diagnosed in the USA, 
MSM continue to be disproportionately infected with the disease. Several individual- 
level and structural-level factors are potential contributors to this situation. 
Therefore, it is important to use a two-prong approach which addresses individual- 
level factors and social determinants of health to improve the health of individuals. 
This approach will have to be further developed to address those unique structural- 
level barriers and policies that threaten the physical, mental, or social well-being 
(WHO, 1948) of HIV positive MSM.

 Increasing Access to Care and Preventive Services

One effort to increase access to care and prevention services is the Care and 
Prevention in the US (CAPUS) Demonstration Project. CAPUS is a collaborative 
effort among the CDC; Office of the Assistant Secretary for Health (Office of HIV/
AIDS and Infectious Disease Policy, Office of Minority Health, Office on Women’s 
Health); the Health Resources and Services Administration (both the HIV/AIDS 
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Bureau and the Bureau of Primary Health Care); and the Substance Abuse and 
Mental Health Services Administration (CDC, 2012a). The project provides 3 years 
of funding to eight health departments (Georgia Department of Public Health, 
Illinois Department of Public Health, Louisiana State Department of Health and 
Hospitals, Mississippi State Department of Health, Missouri Department of Health 
and Senior Services, North Carolina State Department of Health and Human 
Services, Tennessee State Department of Health, and Virginia State Department of 
Health) to bolster their efforts to develop innovative methods to increase linkage to, 
retention in, and return to care for all HIV-infected persons, especially racial and 
ethnic minorities. The purpose of the project is to reduce HIV-related morbidity and 
mortality by addressing social, economic, clinical, and structural factors influencing 
HIV health outcomes (CDC, 2012a). Each health department is required to create a 
work plan which includes several required components: (1) increase HIV testing, 
linkage to, retention in, and reengagement with care, treatment, and prevention; (2) 
enhance navigation services; (3) use surveillance data and data systems to improve 
care and prevention; and (4) address social and structural factors directly affecting 
HIV testing, linkage to, retention in, and reengagement with care, treatment, and 
prevention (CDC, 2012a). In order to reach its goal, CAPUS grantees also fund 
community-based organizations within each jurisdiction (CDC, 2012a). Because of 
the high burden of HIV disease morbidity among MSM, MSM are poised to benefit 
from these efforts. Project successes will be compiled and shared with health depart-
ments across the nation (CDC, 2012a).

Another effort to increase access to care and prevention services is the Affordable 
Care Act. Provisions of the Affordable Care Act provide opportunities for health 
coverage and reduce barriers to obtaining preventive services for those living with 
HIV and AIDS. On March 23, 2010, President Barack Obama signed the Affordable 
Care Act, which contains several components that will make health insurance more 
available to HIV positive individuals by (1) promoting the expansion of Medicaid 
programs in states; and (2) making reforms to the insurance market rules, such as 
eliminating denial of coverage for preexisting conditions (Health Resources and 
Services Administration, 2013a, 2013b). The Affordable Care Act also seeks to 
ensure the quality of health care by ensuring that most health plans cover preventive 
screenings, which may include free HIV screening for everyone aged 15–65 years 
and other ages at increased risk (U.S. Centers for Medicaid & Medicaid Services, 
2013). The law also seeks to address the lack of cultural competence that has arisen 
as a deterrent for engagement in HIV care among MSM (CDC, 2012a, 2012b, 
2012c; Lieb et  al., 2011). It bolsters cultural competency through the National 
LGBT Health Education Center which will provide free trainings for health care 
centers in an attempt to ensure that there is equality in medical treatment for lesbian, 
gay, bisexual, and transgender individuals (AIDS.gov, 2012) Public health officials 
may want to consider investigating whether the advent of the Affordable Care Act 
increases the number of HIV positive MSM who are not only engaged in HIV care 
but are also receiving the culturally competent HIV care.

The Ryan White HIV/AIDS Treatment Extension Act preceded the Affordable 
Care Act and was enacted to provide funding for HIV care to individuals who did 
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not have health care coverage or who were inadequately covered. Today, Ryan 
White is one of the top three largest federal providers of funding for HIV care and 
treatment and has helped to provide HIV-related services for more than half a mil-
lion individuals (Health Resources and Services Administration, 2013a, 2013b). 
Through its five components (Part A, Part B, Part C, Part D, and Part F), Ryan White 
provides funding for a variety of HIV-related health care services ranging from 
direct funding for HIV care to eligible metropolitan areas with high HIV morbidity 
(Part A), to providing funding for medications for people who are HIV positive (Part 
B), to special projects of national significance which provides funding for research 
projects related to addressing client needs (Part F) (Health Resources and Services 
Administration, 2013a, 2013b). In 2008, 66% of the individuals who were served 
through AIDS Drug Assistance Programs (ADAP) were male and 47% of ADAP 
recipients were Black (Health Resources and Services Administration, 2010). The 
Ryan White program has emerged as one of the most important federal programs for 
HIV positive individuals. With the Affordable Care Act poised to be fully imple-
mented, future research could investigate the impact that these two programs will 
have on the health of HIV positive MSM and whether their combined efforts trans-
late into fewer new HIV infections among MSM. In addition, public health agencies 
will be interested to learn what changes to Ryan White funding will occur as a result 
of the implementation of the Affordable Care Act.

Finally, in an effort to increase access to and the use of Pre-Exposure Prophylaxis 
(PrEP), in 2014, the CDC–U.S. Public Health Service released guidelines for the 
use of PrEP to prevent HIV infection. The guidelines recommend the use of PrEP 
among adult MSM, heterosexuals, and injection drug users who may be at high risk 
for HIV infection in tandem with other prevention services (U.S.  Public Health 
Service, 2014). Consistent use of PrEP has been shown to be effective in preventing 
HIV infection across risk populations (Fonner et al., 2016) and in combination with 
other HIV prevention strategies, like HIV testing, it could help to reduce new HIV 
infections by as much as 95% (Zablotska, 2016). Clinicians’ awareness of PrEP has 
also increased (Smith, Mendoza, Stryker, & Rose, 2016). Increasing access to and 
retention in HIV care among HIV positive MSM and increasing access to and con-
sistent use of PrEP and prevention services among high-risk HIV negative MSM 
could decrease HIV infections among MSM.

 Increasing Awareness and Access to Testing

CDC supports several national HIV/AIDS Awareness Days, which are collaborative 
efforts between the CDC, local health agencies, and community-based organiza-
tions to increase dialogue about HIV (CDC, 2012b). One of these is National Gay 
Men’s HIV/AIDS Awareness Day (NGMHAAD). NGMHAAD occurs annually on 
September 27th. NGMAAD is described as an opportunity to reflect on the toll of 
HIV/AIDS on MSM and the opportunity to acknowledge the contributions of MSM 
in the fight against HIV/AIDS (CDC, 2012b).
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There are also several testing initiatives underway to increase HIV testing among 
MSM. Testing Together is a testing initiative that focuses on MSM and is available 
in some US cities. Testing Together makes it possible for MSM to be tested for HIV 
with their partner at local health departments or community-based organizations 
(CDC, 2012b). The dyadic approach enables couples to develop risk reduction plans 
based on the HIV status of both partners (CDC, 2012b).

Testing Makes Us Stronger is the CDC’s nation-wide HIV testing campaign that 
targets MSM, particularly Black/African American MSM 18–44 years of age for 
HIV testing (CDC, 2012c). The goal of the program is twofold: (1) to increase test-
ing among Black/African American MSM 18–44 years of age, and (2) to change 
social norms among this demographic so that HIV testing stops being feared but 
becomes a source of strength (CDC, 2012c).

 HIV Criminalization

People living with HIV infection (PLWH) can be criminally prosecuted for nondis-
closure of their HIV status even when the sex is not forced but is consensual. 
Currently 33 states have HIV-specific laws and statutes (CDC, 2012a, 2012b, 
2012c). Many of the laws and statutes were enacted in the 1980s and early 1990s 
when most Americans had very little knowledge about HIV and no effective treat-
ment was available. These laws may not even reduce HIV transmission (Galletly, 
Glasman, Pinkerton, & DiFranceisco, 2012).

The National HIV/AIDS Strategy for the USA was released by the White House 
in July 2010 and calls for HIV criminalization laws to be re-examined (White House 
Office of National AIDS Policy, 2010). When HIV criminal cases are prosecuted, 
one of the main factors brought to bear is the defendant’s knowledge of his or her 
HIV status.

 Same-Sex Marriage

Same-sex marriage was illegal in most of the USA until the Supreme Court ruled 
otherwise on June 25, 2015. The effects of the recent ruling are still unknown. 
Longitudinal studies are needed to examine any impact of marriage on HIV for 
Black MSM. Research on marriage has been shown to positively impact an indi-
vidual’s health (Burman & Margolin, 1992; Choi & Marks, 2011; Homish & 
Leonard, 2005; Umberson, Williams, Powers, Liu, & Needham, 2006; Waite & 
Gallagher, 2000), although the benefit may vary in heterosexual marriages accord-
ing to an individual’s sex (Williams & Umberson, 2004). Researchers have also 
suggested that it is not just marriage itself but the quality of the marriage that has 
the biggest effect on a married individual’s health (Umberson et  al., 2006; 
Williams, 2003).
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Limited research has been conducted to determine the health benefits of same- 
sex marriages. Badgett (2011) showed that same-sex marriages were associated 
with an increased feeling of social inclusion. This raises the question of whether the 
legacy of state-level bans on same-sex marriage results in deleterious effects. 
Francis, Mialon, and Peng (2011) linked bans on same-sex marriage to increasing 
HIV rates in the USA, and Hatzenbuehler, McLaughlin, Keyes, and Hasin (2010) 
found an association between living in a state with a constitutional ban on same-sex 
marriage and an increased rate of psychiatric disorders among lesbians, gays, and 
bisexuals (LGB). Herek (2011) asserts that exposure to anti-gay messages cause 
gays and lesbians to devalue their relationships and make them believe that neigh-
bors and other members of their community hold anti-gay sentiments. Future 
research could examine whether recognition of same-sex marriages has had a posi-
tive effect on the health of MSM in same-sex marriages whether health outcomes 
differ between MSM who live in states that were the early adopters of same-sex 
marriage and those that resulted from the Supreme Court decision in 2015.

 Shifting the Paradigm

Despite some advances in the war against HIV infection, the disease continues to be 
a threat to the health of Americans, especially for MSM, who bear a disproportion-
ate burden of the disease. Public health is broadening its focus to include social 
determinants of health and other structural-level factors. Stigma, lack of housing, 
lack of access to appropriate HIV care and services, neighborhood characteristics, 
and low socioeconomic status may contribute to the risk for HIV acquisition in 
MSM. Although public health agencies may be unable to single-handedly improve 
these factors for MSM, engaging other government agencies which may be able to 
better address these issues may be beneficial. The barriers discussed in this chapter 
are not an exhaustive list of all the structural-level factors that may impede the 
health of MSM but are only a small part of a conversation that may improve the 
health of this population.
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Chapter 15
Social Networks of HIV Positive Gay Men: 
Their Role and Importance in HIV Prevention

Karin E. Tobin and Carl A. Latkin

 Introduction

HIV positive gay men are embedded within diverse and rich social networks 
consisting of family, friends, romantic partners, medical providers, HIV negative 
gay men, persons living with HIV/AIDS (PLWHA), and others (Frye et al., 2017; 
Holloway et al., 2017; Tieu et al., 2016). These social connections and  interactions 
play significant roles in numerous aspects of their physical and mental health 
(Latkin et al., 2017). In the beginning of the AIDS epidemic, before the advent 
of highly active antiretroviral therapy (HAART), social networks were the 
 primary source of care, aiding in managing the illness, navigating end of life 
issues, and encouraging activism to demand research for treatment and  prevention 
(Hart, Fitzpatrick, McLean, Dawson, & Boulton, 1990; Latkin et al., 2012; Tieu 
et  al., 2016). As research advanced and medical treatments improved (e.g., 
HAART), attention was increased on the role that social networks could have for 
improving adherence to medical care through peer-navigator based programs 
(Broadhead et  al., 2002; Gardenier, Andrews, Thomas, Bookhardt-Murray, & 
Fitzpatrick, 2010; Horvath et  al., 2013). Finally, with the dramatic rise of 
Internet-based social media and sex partner venues, social networks of HIV 
 positive gay men have reached virtual capacities, no longer constrained by 
 geography (Holloway et  al., 2017). Websites designed for meeting sexual 
 partners and web-based applications (e.g., grindr) have proliferated and have 
added a new dimension to the role that social networks have in HIV risk.

The unique set of issues faced by HIV positive gay men (e.g., receiving 
regular medical care, overlapping stigma and disclosure of HIV positive status 
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and sexual orientation, as well as concerns about re-infection, medication resis-
tant strains of HIV and re-emergent sexually transmitted infection [STI] trends) 
exist in a larger social context (Ayala, Bingham, Kim, Wheeler, & Millett, 2012; 
Buseh et  al., 2006; Hickson et  al., 2017; Holloway et  al., 2017; Peterson & 
Jones, 2009; Tobin, Cutchin, Latkin, & Takahashi, 2013). The individuals with 
whom a person interacts can have a large impact on how HIV positive gay men 
understand and cope with these issues. As such, expanding scientific  frameworks 
to include the social network is critical in designing more effective primary and 
secondary prevention interventions. In this chapter, we aim to (1) discuss the 
state of the evidence on social networks and health for HIV positive gay men 
and HIV positive men who have sex with men (MSM), (2) provide an overview 
of network-oriented intervention approaches that have been used with HIV 
 positive gay men and MSM, and (3) conclude with recommendations for future 
research and practice.

 Social Network Structure

A social network can be defined as an actor or set of actors, usually comprised of 
individuals but can include organizations, such as AIDS Service Organizations, 
HIV medical care facilities, or other entities, who are linked to a focal person by a 
behavior or interaction (e.g., sexual contact, drug sharing) (Friedman & Aral, 2001; 
Frye et al., 2017; Miller, Klotz, & Eckholdt, 1998). Networks influence behavior 
through processes such as information sharing, role modeling, as well as through 
social rewards and sanctions (Latkin & Knowlton, 2005). There are two types of 
social networks that have been the focus of research: personal (i.e., ego-centric) 
and sociometric. Personal social networks focus on one individual and his or her 
connections with various others. Sociometric networks focus on how groups of 
individuals are connected.

Structures of personal networks have been found to have implications for risk 
behavior and HIV and STI primary and secondary prevention (Adimora & 
Schoenbach, 2005; Aral et al., 1999; Jennings et al., 2010). However, there is a pau-
city of empirical evidence in the scientific literature that describes the structures of 
HIV positive gay men’s networks. Much of what has been published has narrowly 
focused on the role of support networks or risk networks. Nevertheless, there are a 
number of structural components of personal networks that are specifically relevant 
to HIV positive gay men’s health:

• Total network size: the number of network members identified by the ego who 
are important to them or fill specific roles. Among HIV positive gay men, the 
proportion of the total network size (especially the social support network) to 
whom the ego has disclosed HIV status and/or sexual identity may have implica-
tions for the ego’s mental and physical well-being. In one study, of a sample of 
76 HIV positive gay men, the median social network size was 22 members, 80% 
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of whom were aware of the ego’s HIV positive status (Serovich, Mason, Bautista, 
& Toviessi, 2006).

• Types, intensity, and direction of the relationships: The social networks of HIV 
positive gay men are varied and can include sex partners, kin, friends, 
 professionals, and religious professionals. In addition to assessing the types of 
relationships within a social network, attention to the direction of the relation-
ship, unidirectional or bidirectional, can be important. The degree of reciprocity 
between an ego and network members has been found to be associated with 
stress and feelings of social isolation. Intensity of relationship can be measured 
subjectively, such as emotional closeness, or objectively such as frequency of 
contact.

• Centrality: There are several types of network centrality. The general concept of 
centrality is based on the numbers of direct and indirect ties. It has been hypoth-
esized that individuals who have a greater degree centrality in their network also 
have the greatest potential to influence network members’ behaviors through 
diffusing information, resources, and changing norms of behavior.

• Density: can be assessed at the network level as the proportion of individuals 
within a network who are linked to each other or an individual can be assessed 
by their density relative to others in the network. Dense social networks may be 
more efficient in social monitoring of individuals behaviors and may be more 
efficient for diffusion of social norms; however, dense social networks may be 
more resistant to behavior change.

• Network turnover: the movement of people into and out of the social network. 
Turnover has been associated with HIV risk behaviors and serostatus 
(Costenbader, Astone, & Latkin, 2006; Friedman & Aral, 2001). Disclosure of 
sexual orientation and HIV status and loss of network members due to  HIV-related 
deaths have been prominent factors that contribute to network composition and 
turnover for HIV positive gay men. HIV positive gay men and other stigmatized 
populations may experience numerous disruptions to social networks through 
housing instability, discrimination, household and community violence, and 
incarceration. Disruptions to sexual networks may lead not only to seeking new 
sexual partnerships but also to depression and contribute to substance use and 
sex under the influence (Takahashi & Magalong, 2008).

 Social Network Function

 Support

Despite over two decades of public health campaigns to educate and raise awareness 
in communities, HIV positive gay men continue to face stigma and discrimination 
related to both their HIV status and their sexual behavior. There is strong and 
 consistent evidence that social support reduces depression through a main effect and 
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by buffering the effects of stress from stigma and discrimination (Britton, Zarski, & 
Hobfoll, 1993; Holloway et al., 2017). Social support is a multi-dimensional con-
struct that is often used interchangeably with the term social network. However, 
there is no accepted definition of social support or how to measure it. Types of social 
support include:

• Emotional support (e.g., providing advice, perceive to be accepting); material 
support (e.g., providing money, housing, food)

• Social participation (e.g., engage in social activities, such as parties, clubs, 
 dining); instrumental support (e.g., providing transportation, informal health care)

• Information support (e.g., information on HIV and STI treatment, risk reduction 
techniques)

A network approach can focus on engaging specific individuals who provide spe-
cific types of support as well as the structure of these relationships. One of the advan-
tages of a network approach to social support is that it does not assume that specific 
individuals, such as family or friends, provide specific types of support. In addition 
to specifying the types of support of interest, studies have also focused on the sources 
of support, such as family, friends, other HIV positive individuals, and the gay com-
munity (Peterson, Rintamaki, Brashers, Goldsmith, & Neidig, 2012). An early study 
that focused on the impact of HIV on the lives of gay men in Hollywood, California, 
highlighted the role of a “strong social network” (page 75) to provide camaraderie, 
support, assistance with medical care and daily activities (Wilton, 1996).

Studies of HIV positive MSM in predominately White samples have shown that 
friends are a greater source of support as compared to family (Hall, 1999; Kimberly 
& Serovich, 1999). One key study (Hays, Catania, McKusick, & Coates, 1990) of an 
urban sample of HIV positive MSM found that psychological well-being was associ-
ated with the number of close ties in a network as opposed to the size of the network. 
Another study of a small sample of HIV positive MSM found that density of the 
network was correlated with daily emotional support, yet size correlated with prob-
lem-oriented instrumental support (White & Cant, 2003). Results from one study of 
a sample of HIV positive MSM with a weak social network and weak social support 
had lower levels of CD4 (Persson, Ostergren, Hanson, Lindgren, & Naucler, 2002).

 Accessing HIV-Related Care

Networks provide support for accessing and maintaining medical care. Social sup-
port has been conceptualized as an enabling factor for access and adherence to HIV- 
related formal and informal medical care. Observational and intervention studies 
indicate that social network members, particularly main partners, have among the 
most robust and lasting effects on health behavior change (Christakis & Fowler, 
2008; El-Bassel, Gilbert et  al., 2010; El-Bassel, Jemmott et  al., 2010; Holloway 
et al., 2017). There is a strong body of evidence that specific types of social support 
from network members lead to lower level of depression, and that depression is 
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linked to a range of poor health outcomes among MSM (Parsons, Halkitis, Wolitski, 
Gomez,, & Seropositive Urban Men’s Study Team, 2003; Reisner et al., 2010; Tucker 
et al., 2012). Peer-support, in the form of support groups or through  peer- navigation 
or buddy based programs, has been shown to complement medical care through 
information sharing about treatment and medication regimens, side effects, and 
symptoms of HIV.  A study by George and colleagues (George et  al., 2009) elo-
quently delineates the types of support mechanisms delivered by various social net-
work members ranging from health care providers, HIV-related organizations, 
friends, and family. Another study which assessed network characteristics and net-
work helping behavior found that the social networks of HIV positive gay men 
included other PLWHA, friends, and family whose behavior were described as both 
helpful and unhelpful (Hays, Magee, & Chauncey, 1994). Helpful behaviors of the 
network members included expressions of love, serving as a confidant, providing 
assistance, information, advice, and encouragement. Alternatively, some social net-
work members were also described as being overly protective, excluding them from 
social activities, and breaking confidentiality. These unhelpful behaviors were a 
source of stress and frustration for the individual. These findings highlight the impor-
tant implications that social networks are not always supportive and network member 
can be simultaneously helpful and stressful. In a sample with a majority of HIV gay 
positive men, unsupportive social interactions such as insensitivity, blaming, forces 
optimism, and disconnecting were found to be linked to depression (Ingram, Jones, 
Fass, Neidig, & Song, 1999). Studies of HIV positive low-income African Americans 
indicate that network support is strongly linked to medication adherence and viral 
load (Knowlton et  al., 2011), yet these studies have not been replicated in gay 
populations.

There is a gap in the literature that focuses on social support among HIV positive 
gay men of color (e.g., Asian/Pacific Islander, African American, Latino), many of 
whom may not identify as gay and have female sexual partners, as well as HIV 
positive gay men who use drugs. As support has been found to function differently 
in a variety of populations, it is important to assess the dynamics of network support 
for variability in key outcomes among HIV positive gay men of color.

 Disclosure

Disclosure of one’s HIV status is a complex social process that can have significant 
consequences for relationships, health, and well-being of the individual disclosing 
(Tobin, Cutchin et  al., 2013; Tobin, Kuramoto et  al., 2013; Waddell & Messeri, 
2006; Wohl et al., 2011). These consequences can be both negative and positive. 
Rejection, loss of employment or housing, and psychological distress have been 
reported as negative outcomes from disclosure. Alternatively, gains in social sup-
port as well as increased intimacy and self-esteem have also been documented 
(Simoni, Demas, Mason, Drossman, & Davis, 2000; Zea, Reisen, Poppen, Bianchi, 
& Echeverry, 2005). For HIV positive individuals, disclosure may also facilitate 
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support with obtaining medical care as well as medication adherence. Moreover, not 
disclosing to network members may be stressful due to anticipation of negative 
reactions when the network members discover an individual’s HIV positive status.

Research focused on social networks of HIV positive gay men has shown that 
 disclosure varies by type of network member. Disclosure tends to be greatest with 
close friends versus family and gay friends as opposed to heterosexual friends 
(Kalichman, DiMarco, Austin, Luke, & DiFonzo, 2003; Mansergh, Marks, & Simoni, 
1995; Marks et al., 1992; Serovich, Esbensen, & Mason, 2007; Zea, Reisen, Poppen, 
Echeverry, & Bianchi, 2004). Degree of emotional closeness with family in the net-
work is a factor that determines disclosure of HIV status (Zea et al., 2004). In a study 
of HIV positive mixed race gay men in Ohio, the social network members who were 
the least likely to know the HIV status of the participants were network members from 
the workplace. The level of regret associated with disclosure was the greatest among 
those participants who had coworkers who knew their HIV status (Serovich et al., 
2006). A study of HIV positive African American MSM found that disclosure of HIV 
positive status was associated with the network member also being HIV positive, 
older, providing emotional and financial support, and not being a male sex partner 
(Latkin et al., 2012). Disclosure of status has also been found to vary by type of sexual 
relationship, where disclosure is greatest in committed or noncasual relationships 
compared to anonymous relationships and relationships in the beginning stages 
(Bairan et al., 2007; Hart et al., 2005).

Disclosure of HIV status is also necessary for purposeful seroadaptation  practices 
(e.g., sero-sorting and strategic positioning). Sero-sorting and strategic positioning 
have emerged as HIV risk reduction strategies that are utilized by gay men and other 
MSM (McConnell, Bragg, Shiboski, & Grant, 2010; McFarland et  al., 2011; 
Murphy, Gorbach, Weiss, Hucks-Ortiz, & Shoptaw, 2013). Sero-sorting is a practice 
where MSM purposively choose sexual partners with the same or perceived HIV 
status as a HIV risk reduction strategy. For example, HIV positive gay men may 
limit their sex partners to HIV positive individuals. Strategic positioning, in a HIV 
serodiscordant (e.g., HIV positive/HIV negative) sexual relationship, often involves 
condomless anal intercourse where the HIV negative partner assumes the insertive 
role during anal intercourse as a method to limit HIV transmission to the negative 
or unknown status partner. For sero-sorting and strategic positioning, both partners 
must disclose accurate HIV status information. This disclosure may occur directly 
through face-to-face conversations, indirectly by providing cues to serostatus, or 
overtly on websites for meeting partners.

 Disclosure of MSM Behavior

Due to issues of stigma and identity, many African American MSM are reluctant to 
disclose their sexual behavior to others (Jimenez, 2003; Kraft, Beeker, Stokes, & 
Peterson, 2000; Wheeler, 2006). Non-disclosure of sexual orientation and/or same 
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sex sexual behaviors has also been associated with risk (Bingham, Harawa, & 
Williams, 2013). Recent research has also examined men who have sex with men 
and women (MSMW) (Bingham et al., 2013; Harawa et al., 2008; Harawa, McCuller, 
Chavers, & Janson, 2013; Latkin et al., 2011; Tieu et al., 2012; Wheeler, Lauby, Liu, 
Van Sluytman, & Murrill, 2008). Comparing MSM who have and have not disclosed, 
non-disclosers appear more likely to report sex with a woman (Centers for Disease 
Control and Prevention, 2003) and less likely to attend “gay” identified venues, such 
as clubs, bars, or parks where they could be associated with same sex sexual  activities 
(Centers for Disease Control and Prevention, 2003; Kraft et al., 2000).

Addressing different social norms of behavior for both non-gay and gay  identified 
men is important when discussing HIV prevention needs of HIV positive men. One 
such approach to disclosure of male-to-male sexual behavior may be a more detailed 
method of examining variations in disclosure to social network members. For exam-
ple, some men may not disclose MSM behavior to most or all close network mem-
bers, whereas others may have many network members who are aware of their same 
sex behaviors.

 Social Norms

Social networks have been found to have powerful influences on individuals’ 
 behaviors, through processes of norm formation and maintenance (Hickson et al., 
2017; Neighbors, Lee, Lewis, Fossos, & Larimer, 2007; Real & Rimal, 2007; 
Rosenquist, Murabito, Fowler, & Christakis, 2010; Teunissen et  al., 2012; Tieu 
et al., 2016). There are two types of norms: descriptive norms which are perceptions 
of the prevalence of other’s behaviors and injunctive norms which are perceptions 
of behaviors that are appropriate by others. One example of social norms relevant to 
HIV positive gay men is that of condom use. A recent study by Peterson and col-
leagues reported that African American men perceived that their friends endorsed 
the injunctive norm of approval of condom use but that the descriptive norm of 
perception of friends’ actual condom use was low (Bakeman, Peterson,, & 
Community Intervention Trial for Youth Study Team, 2007; Peterson, Rothenberg, 
Kraft, Beeker, & Trotter, 2009).

Norms on drug and alcohol use have also been studied in samples of HIV  positive 
gay men and suggest that increased individual use of drugs and alcohol was associ-
ated with perceptions of greater use by peers. A study with a multi-ethnic sample of 
young MSM found that binge drinking was associated with a greater number of peers 
who engaged in drug, alcohol, or sex risk behavior (Wong, Kipke, & Weiss, 2008).

A key consideration when examining social norms among HIV positive gay men 
is the reference group or source of social influence, which may vary according to 
relationship and similarity between the individual and his network. Considering the 
heterogeneity within communities of HIV positive gay men by sexual identity, 
socioeconomic status, race, etc., determining the source of social influence is  critical 
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to developing interventions that aim to alter norms. For example, having a public 
service announcement that focuses on changing perceptions about norms of alcohol 
use may be limited in effectiveness if the actor is not perceived to be a similar other.

 Types of Social Networks to Consider

The sexual network is comprised of the number of different people with whom the 
individual has had sexual contact. The sexual network has been a central focus of 
HIV prevention research. Sexual mixing patterns, by race, age, and serostatus, 
within sexual networks have been studied to explain epidemiologic trends in HIV 
prevalence and transmission dynamics among gay men (Aral et al., 1999; Berry, 
Raymond, & McFarland, 2007; Eaton, Kalichman, & Cherry, 2010; Laumann & 
Youm, 1999). Evidence suggests that patterns of sexual networks differ between 
African Americans and Whites (Aral et al., 1999; Bingham et al., 2003; Laumann & 
Youm, 1999). Studies comparing African American MSM to White MSM have 
found that African American MSM are more likely to choose partners who are com-
ing from a network of higher prevalence and incidence of STIs (Berry et al., 2007; 
Raymond & McFarland, 2009). Consequently, condomless anal intercourse within 
these networks is more likely to lead to disease transmission and infection (Eaton 
et  al., 2010), which may be amplified in networks of HIV positive gay men. 
Concurrency, sexual partnerships that overlap during the same time period (Doherty, 
Schoenbach, & Adimora, 2009), is hypothesized to explain racial disparities in 
HIV. In a sample of MSM from San Francisco, African American MSM were sig-
nificantly more likely to have concurrent partnerships compared to their White 
counterparts (Bohl, Raymond, Arnold, & McFarland, 2009).

The drug network is comprised of the number of drug users in the personal 
egocentric network and has been found to prospectively increase sexual risk 
(Latkin, Mandell, & Vlahov, 1996; Tobin, Cutchin et al., 2013; Tobin, Kuramoto 
et al., 2013). Studies of HIV positive gay men have consistently demonstrated a 
strong association between HIV risk and drug use. In a sample of HIV positive 
MSM and HIV negative MSM, those that engaged in methamphetamine use were 
significantly more likely to report a higher level of sex related HIV risk regardless 
of HIV status (Forrest et  al., 2010). Carpiano and colleagues (Carpiano, Kelly, 
Easterbrook, & Parsons, 2011) found that having a network composed of 
 predominately gay- identified social network members was directly associated 
with drug use as compared to men who had fewer gay-identified network  members. 
In a sample of African American MSM in Baltimore, of whom 46% were HIV 
positive, crack- using African American MSM networks were composed of higher 
risk individuals, namely drug users, exchange partners, and partners who were 
both drug and sex partners compared to non-crack users (Tobin, German, Spikes, 
Patterson, & Latkin, 2011). In examining the drug use among network members, 
it is important to assess the frequency and type of drug use of network members as 
it may differ by geographic region, social class, ethnicity of network members, as 
well as local drug use trends.

K.E. Tobin and C.A. Latkin



357

 Older HIV Positive Gay Men

With the advancement in HIV treatment and improved access to HIV care, 
 individuals who are infected with HIV are living longer (Rosenfeld, Bartlam, & 
Smith, 2012; Shippy & Karpiak, 2005). The aging population of HIV positive gay 
men has received limited attention in the research, and therefore little is known 
about their social networks. One study conducted in New York City of men and 
women living with HIV and aged 50 years or older found that the majority lived 
alone and experienced isolation from family and less than half disclosed their status 
to friends and coworkers (Shippy & Karpiak, 2005). As discussed previously, older 
HIV positive gay men are likely to experience numerous disruptions to their social 
networks due to deaths. There are opportunities to leverage the social network to 
facilitate support through the grieving process and to foster resilience.

 HIV Positive MSM of Color

HIV positive MSM of color, namely Latino and African American, continue to 
experience racial disparities in HIV infection, not attributable to individual-level 
factors (Holloway et al., 2017; Lieb et al., 2011; Magnus et al., 2010; Millett, Flores, 
Peterson, & Bakeman, 2007; Sifakis et al., 2007, 2010). MSM of color experience 
multiple stigmas and discrimination based on their sexual identity, race, and HIV 
status (Jimenez, 2003). To date, there have been limited studies that have examined 
the social network differences between HIV positive gay men of color compared to 
HIV positive gay White men. For example, it is unclear whether the social networks 
of African American HIV positive MSM who do not identify as gay are similar in 
composition to African American gay-identified HIV positive men. However, two 
recent studies conducted in Baltimore with a sample of adult African American 
MSM have shown that the networks of African American men who had sex with 
men only (MSMO) compared to men who had sex with men and women (MSMW) 
had less risky sex partners (Latkin et  al., 2011) and that crack-using African 
American MSM networks were composed of higher risk individuals, namely drug 
users, exchange partners and partners who were both drug and sex partners (Tobin 
et al., 2011; Tobin, Kuramoto, Davey-Rothwell, & Latkin, 2011).

 Social Network-Oriented Interventions for HIV Positive Gay Men

The Centers for Disease Control and Prevention (CDC) DEBI (Diffusing Effective 
Behavioral Interventions) offers a compendium of evidence-based interventions 
that are available for use (Effective interventions: HIV prevention that works, n.d.). 
There are five prevention interventions that are designed to address the HIV 
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prevention needs of men who have sex with men. However, there are none that are 
specific to HIV positive gay men and none that target their social networks.

It is well established that social network and peer-based approaches are effective 
in reducing risk behaviors among adult populations (Davey-Rothwell, Tobin, Yang, 
Sun, & Latkin, 2011; Latkin, Sherman, & Knowlton, 2003; Tobin, Kuramoto et al., 
2011). Informed by a number of social influence and network-oriented theories such 
as Social Learning Theory, Social Identity Theory, Exchange Theory, and Diffusion 
of Innovation, these types of interventions focus on introducing or altering social 
norms related to health, role-modeling behaviors, and promoting healthy social 
identities. Through social diffusion processes, indigenous peer outreach has the 
potential to impact community level risk behaviors (Friedman, Curtis, Neaigus, 
Jose, & Des Jarlais, 1999; Kelly, 1999; Peterson, Bakeman, Blackshear, & Stokes, 
2003). Peer outreach may also be a means of self- and community empowerment, 
and serve as an important step in organizing HIV positive gay men of color 
(Friedman et al., 1987).

One approach that has been used with gay men is to train opinion leaders 
to educate peers on HIV and risk reduction. Community Popular Opinion 
Leader (CPOL) is an intervention that identified gay men who had a high 
degree of centrality in the social network and therefore had the most potential 
to influence other members of the social network, thus these individuals were 
considered community popular opinion leaders. In CPOL, individuals who 
were nominated as popular were invited to be trained to be opinion leaders 
and promote HIV prevention and condom use in gay bars with other patrons. 
In these studies, often the CPOLs are promoting HIV prevention with mem-
bers of their social networks. CPOL is an example of an approach to norm 
change and demonstrates the long-term sustainability of community- level, 
norm altering approaches to behavior change. Effectiveness of CPOL has 
been demonstrated in numerous countries (Kelly, 2004), however, CPOL has 
not been implemented exclusively with HIV positive gay men to address 
issues related to access to HIV care or disclosure. Moreover, some studies 
using the CPOL approach with gay men and other populations have not found 
evidence of risk reduction (Hart, Williamson, & Flowers, 2004).

With high HIV prevalence among African American MSM, there has been 
increased attention and effort to develop and test rigorous culturally tailored 
behavioral interventions. D-Up (Jones et al., 2008) is based on the CPOL Model 
(Kelly et al., 1991, 1992), which identified key opinion leaders at local night clubs 
and then trained them to promote sexual risk reduction. Condom use and condom-
less anal intercourse were assessed with sample of nightclub patrons over a 
12-month period. POL strategies need to consider the role of sociocultural con-
texts of HIV- or MSM- related stigma, such as in communities of color or in faith-
based institutions in order to be effective. For example, individuals may believe 
that advocating risk reduction to peers may lead to disclosure about their HIV 
status or sexual orientation, which may result in discrimination. Other interven-
tions have been tailored to address the unique needs of young African American 
gay and bisexual men (Kegeles, Hays, & Coates, 1996; Wilton et al., 2009) and 
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men who have sex with men and women (Operario, Smith, Arnold, & Kegeles, 
2010; Williams, Ramamurthi, Manago, & Harawa, 2009). Unity in Diversity was 
a group-level, network-oriented HIV prevention intervention tailored for African 
American MSM (Tobin, Cutchin et al., 2013; Tobin, Kuramoto et al., 2013). This 
intervention was based on a framework of taking care of self, relationships, and 
community and encouraged study participants to diffuse information and skills 
from the program to social network members.

There has been a growing body of pilot studies and formative research using 
social network media via the Internet with computers and mobile based tech-
nologies to deliver HIV prevention messages and interventions primarily to 
young adults (Bull, McFarlane, & King, 2001; Noar, 2011). Studies have 
shown that computer- based interventions delivered through social network 
sites are efficacious (Bowen, Horvath, & Williams, 2007). Recently, Jaganath 
and colleagues (Jaganath, Gill, Cohen, & Young, 2012) trained opinion leaders 
to use Facebook to promote HIV prevention. Hightow-Weidman (Hightow-
Weidman et al., 2011) developed an interactive and multicomponent website 
specifically for African American MSM aged 18–30 and Rice and colleagues 
(Rice, Tulbert, Cederbaum, Barman Adhikari, & Milburn, 2012) trained home-
less youth to recruit peers and develop HIV prevention promotion videos that 
were shared via social networking sites (e.g., Facebook). These pilot studies 
have demonstrated acceptability of these methods with young MSM.  Other 
studies have shown feasibility and acceptability of using electronic network 
and text messaging to deliver health information (Levine, McCright, Dobkin, 
Woodruff, & Klausner, 2008), reminders for STI testing (Bourne et al., 2011), 
and to encourage condom use (Cornelius & St Lawrence, 2009; Juzang, 
Fortune, Black, Wright, & Bull, 2011; Wright, Fortune, Juzang, & Bull, 2011).

 Future Research Agenda

HIV positive gay men are not a monolithic population. Instead, there is heteroge-
neity in race, sexual identity, age, socioeconomic status, drug use, and sexual 
behaviors within this group. HIV positive gay men often live in communities with 
markedly different levels of support. By understanding pathways and processes 
of social network influences on health behaviors, researchers and public health 
practitioners may be able to identify key structural characteristics and specific 
network members to target for prevention and care interventions. Network 
approaches have the potential to be more effective at reaching HIV positive 
MSM, especially non- gay identified, substance-using and men of color. There 
remains a need for research focused on elucidating the structure and functions of 
social networks of HIV positive gay men, including men of color and older gay 
men. Studies that focus on the role of the social network to facilitate resilience 
can inform development of interventions that aim to leverage the social networks 
to sustain health-promoting norms and behaviors.
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Chapter 16
“Poz” in the Age of Technology: Technology, 
Sex, and Interventions to Reduce Risk for HIV 
Positive Men Who Have Sex with Men

Keith J. Horvath and Sabina Hirshfield

 Introduction

The resurgence of HIV among men who have sex with men (MSM) in the USA and 
Western Europe has been attributed to a number of factors, including increased rates 
of condomless anal sex (CAS), higher rates of sexually transmitted infections 
(STIs), reduced concern about the severity of HIV, and the lack of regular HIV 
 testing (Stahlman et al., 2016; Sullivan et al., 2009; Wolitski, Vadiserri, Denning, & 
Levine, 2001). Moreover, with improved survival due to early diagnosis and more 
effective antiretroviral therapies, there are increasing numbers of people in need of 
treatment and with the potential to transmit HIV, which presents a continued public 
health challenge (Kilmarx & Mermin, 2012). Among MSM who are aware of their 
HIV diagnosis, Black MSM are the most likely to be virally unsuppressed (71.8%), 
 followed by Latino MSM (63%) and White MSM (53.2%) (Hall, Holtgrave, Tang, 
& Rhodes, 2013). Although many HIV positive MSM modify their sexual behaviors 
to reduce possible transmission after receiving an HIV positive diagnosis, some 
continue to engage in sexual risk (Crepaz & Marks, 2002; Gorbach, Drumright, 
Daar, & Little, 2006; Kalichman, Rompa, & Cage, 2000; Scheer, Chu, Klausner, 
Katz, & Schwarcz, 2001; Schwarcz et al., 2007).

In addition to changing perceptions of the risks associated with CAS among 
MSM, the dramatic increase in the use of the Internet to facilitate partner seeking 
may partially explain increasing rates of HIV (Chiasson et  al., 2006; Halkitis, 
Parsons, & Wilton, 2003; Hirshfield, Grov, Parsons, Anderson, & Chiasson, 2015; 
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Hirshfield et al., 2015; McFarlane, Bull, & Reitmeijer, 2000; Pennise et al., 2015). 
In this chapter, we describe the current state of research on technology use for sex 
seeking among HIV positive MSM, and technology-based interventions to address 
sexual risk taking among this population. The chapter opens with a brief history of 
research about online sex seeking, followed by a discussion of the methodological 
considerations in technology-based research. Next, we review online sex seeking 
and the risks associated with this behavior, with a focus on the psychological and 
social factors associated with online sexual encounters. We conclude with 
 considering ways that technology has been used to provide prevention interventions 
to people living with HIV (PLWH) and provide critical areas for future research.

Two points are needed to put the discussion that follows into greater context. 
First, while the focus of this chapter is on the relationship between technology use 
and the risk for HIV and other STIs—particularly among HIV positive MSM—the 
benefits of technology for many people should not be overlooked. The Internet 
offers unprecedented access to health and medical resources (Young, Holloway, 
Jaganath, Westmoreland, & Coates, 2014). Eighty-seven percent of the US adult 
population in 2014 went online (Pew Research Center, 2014a) and 80% of Internet 
users in 2010 (the most recent data available) have searched for health information 
(Pew Research Center, 2011). With roughly 1.2 million PLWH in the USA, studies 
show that many such persons are turning to the Internet for health-seeking purposes 
(Horvath, Carrico et al., 2013; Horvath, Michael Oakes et al., 2013). For example, 
an early study of how PLWH use the Internet showed that 46% of respondents 
searched online for information about antiretroviral therapy treatment (Kremer & 
Ironson, 2007). Therefore, this review should not be viewed as a one-sided depic-
tion of the dangers of the Internet or other forms of technology.

Second, we and others (Lewis, Uhrig, Ayala, & Stryker, 2011; Weiss & Samenow, 
2010) recognize that the use of the Internet in its traditional form (e.g., sitting at a 
desktop computer at home) to seek sex partners is now augmented by mobile- and 
global positioning system (GPS) -facilitated sex-seeking tools. However, research 
on these newer modes of technology-based sex-seeking tools is relatively recent 
(e.g., Goedel & Duncan, 2015, 2016; Hirshfield et al., 2012; Landovitz et al., 2012). 
Thus, we primarily focus on existing literature related to use of the Internet to meet 
sexual partners among HIV positive MSM and factors that may facilitate CAS with 
partners met online.

 Early Research on Online Sex Seeking

Earliest reports of the association between HIV/STI risk and online sex seeking 
emerged at the beginning of this millennium. In the first study to receive widespread 
attention, McFarlane et al., (2000) reported that among a sample of 856 male and 
female clients receiving services at a Denver HIV clinic, persons who had sought 
sex partners online reported significantly more STIs, higher numbers of sex part-
ners, higher rates of anal sex, more sex with men, and more partners known to be 
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HIV positive than those who did not seek sex online. This early study demonstrated 
that a higher percentage of MSM went online to seek sex partners more than their 
heterosexual counterparts (59 vs. 32%), and that online sex seeking more often than 
offline sex seeking resulted in in-person sexual encounters (67 vs. 23%). A series of 
studies followed that demonstrated increased rates of actual or possible risk for HIV 
and other STIs among online sex-seeking persons, particularly among MSM (Bull, 
McFarlane, & King, 2001; Bull, McFarlane, & Reitmeijer, 2001; Rietmeijer, Bull, 
& McFarlane, 2001).

At the same time, several studies showed evidence directly linking online sex 
seeking with STI or HIV diagnoses. A syphilis outbreak among MSM in San 
Francisco was traced to users of a particular chat room to meet men for sex (Klausner, 
Wolf, Fischer-Ponce, Zolt, & Katz, 2000). In a second study, two cases of acute HIV 
infection were linked to sex with partners met in online chat rooms, prompting the 
call for physicians to discuss the risks of online sex seeking among their patients 
(Tashima, Alt, Harwell, Fiebich-Perez, & Flanigan, 2003). Taken together, these 
studies not only confirmed that risk for HIV and STIs is higher among persons who 
use the Internet for partner seeking, but that infections could be directly traced to 
online sex seeking.

Findings from these early studies were largely confirmed in a subsequent meta- 
analysis of online sex-seeking behavior among MSM, showing high rates of CAS 
among Internet-using MSM (Lewnard & Berrang-Ford, 2014). For these reasons, 
and the continued growth of the Internet to meet sexual partners among MSM 
(Rosser, West, & Weinmeyer 2008), interest remains high in how MSM use the 
Internet and other forms of technology (e.g., sex-seeking mobile applications) to 
facilitate partner selection and the possible risks inherent in such activities 
(Landovitz et  al., 2012; Rendina, Jimenez, Grov, Ventuneac, & Parsons, 2014; 
Rosenberg, Khosropour, & Sullivan, 2012).

 Methodological Considerations of Technology-Based Research

It is important to acknowledge the strengths and limitations of technology-based 
research and of studies on the association between technology use and risk behav-
ior. A recognized strength of computer-based surveys is that they tend to elicit 
higher reporting of sexual risk and substance-using behaviors than mail, phone, and 
in-person surveys (Elford, Bolding, Davis, Sherr, & Hart, 2003; Link & Mokdad, 
2005; Newman et al., 2002; Perlis, Des Jarlais, Friedman, Arasteh, & Turner, 2004). 
In addition, several large-scale studies comparing online to mail survey modes have 
found that online surveys have lower overall response rates but yield higher item 
response rates on both open- and close-ended questions, suggesting higher data 
quality (Bech & Kristensen, 2009; Denscombe, 2009; Kwak & Radler, 2002; Shin, 
Johnson, & Rao, 2012). These strengths and others (e.g., the potential to reach a 
wider segment of the target population; Pequegnat et al., 2007) are primary reasons 
why technology-based data collection is widely used in HIV-related research.
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Limitations of technology-based research have been widely discussed (Chiasson 
et al., 2006; Pequegnat et al., 2007) and, therefore, interested readers are referred to 
these resources. We highlight two challenges that are particularly salient to the 
 discussion below: generalizability and attrition. With respect to generalizability, it is 
common for studies examining the association between online sex seeking and risky 
sexual behavior among HIV positive MSM to recruit from online sex-seeking 
 websites. Such websites facilitate identifying men with specific partner  characteristics 
(e.g., men of a specific race or ethnicity), and may also facilitate locating sexual 
 partners who seek particular sexual experiences (e.g., condomless sexual  encounters). 
Thus, we suggest caution in extrapolating the results of these studies of online sex 
seeking and CAS among HIV positive MSM to the larger population of HIV positive 
MSM or those who do not use the Internet as a  sex-seeking tool, as the recruitment 
source itself may attract high-risk HIV positive MSM (Mustanski, 2007).

A second identified challenge for online studies—particularly those that require 
multiple data collection points—is attrition. Online research studies tend to report 
higher attrition than offline research as there are fewer social constraints to retain 
 participants in studies (Birnbaum, 2004). High attrition can threaten internal and 
 external validity especially when attrition is associated with the main outcome 
 variable (Johnson et al., 2008). Attrition is often associated with younger age and 
higher  psychological distress (Johnson et  al., 2008; Kalichman & Hunter, 1992; 
Orellana, Picciano, Roffman, Swanson, & Kalichman, 2006; Roffman, Klepsch, 
Wertz, Simpson, & Stephens, 1993; Vanable, Carey, Carey, & Maisto, 2002) and, 
depending on the study, reported as high as 85% (Bull, Lloyd, Rietmeijer, & 
McFarlane 2004) and as low as 13% (Horvath, Nygaard et al., 2012) in longitudinal 
online HIV prevention trials. However,  attrition-related nonresponse alone does not 
mean that the data are inherently biased or invalid (Groves & Peytcheva, 2008). 
Recent advances in online retention protocols and technology are greatly improving 
online retention rates in HIV prevention trials, reporting similar rates to offline stud-
ies (Hirshfield et al., 2016; Khosropour, 2011; Rosser et al., 2010). These two limi-
tations (generalizability and attrition) are important to recognize and should be 
considered when interpreting findings presented below.

 Reasons for Seeking Sexual Partners Online

MSM were early adopters of technology and social media (Bolding, Davis, Sherr, 
Hart, & Elford, 2004; Wong, Gullo, & Stafford 2004), in part because the Internet 
holds a number of advantages in seeking sex partners over more traditional offline 
venues (Margolis et al., 2014). Ross and colleagues (2007) examined the responses 
of 1017 Latino MSM (5% of whom self- reported as HIV positive) to the question of 
whether they preferred to meet online or in person. The primary advantages that 
men reported for seeking sex partners online include the ability to seek partners 
anonymously, increased excitement with online sex seeking, ease and selection of 
sex partners, avoidance of interpersonal contact (i.e., being shy), the ability to get to 
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know someone better, and the ability to present oneself positively, among others. In 
contrast, men in the study reported that advantages of meeting partners in person 
were to get a feel for the “real presence” of the person and to build a relationship.

The Internet and other forms of technology (e.g., global positioning system or 
GPS) are efficient for sex-seeking purposes in that they can allow seekers to choose 
partners based on certain characteristics (e.g., HIV status), sexual preferences (e.g., 
a preference for condomless sex), or geography (e.g., same city, same block). These 
features may confer benefits or risks on users depending on the accuracy of infor-
mation posted in these venues and whether such information informs subsequent 
sexual activity. Studies suggest that online partner seeking may facilitate seroadap-
tative practices to reduce HIV risk, such as serosorting (i.e., selecting a sexual part-
ner based on an identical HIV status) or strategic positioning (i.e., assuming a sexual 
role based on the HIV status of the sexual partner). A meta-analysis of the sexual 
practices of HIV positive MSM in the US showed that the prevalence of CAS with 
seroconcordant partners (i.e., partners who were also HIV positive) was higher 
(30%) than with serodiscordant partners (16% for unknown HIV status and 13% for 
HIV negative partners; Crepaz et al., 2009). In a study of nearly 400 PLWH attend-
ing a medical clinic in Seattle, WA, approximately one-quarter reported that they 
decided not to have sex with a potential partner because the partner was HIV nega-
tive (Golden, Wood, Buskin, Fleming, & Harrington, 2007). In the same study, 31% 
of HIV positive men reported that a potential sex partner declined sex because of the 
HIV positive partner’s serostatus. In contrast, a study of Internet-using MSM in San 
Francisco found that while HIV negative men who went online to seek sex partners 
were at higher risk for having sex with a potentially serodiscordant partner, there 
was a trend toward seroconcordant partnerships among Internet-using HIV positive 
MSM (Berry, Raymond, Kellogg, & McFarland, 2008).

Regarding sexual negotiation with partners met online versus offline, it also 
appears that MSM report different reasons for not using condoms. In an analysis of 
written responses of the reasons for not using condoms with online and offline part-
ners, MSM (9% self-reported HIV positive) who had CAS with online partners 
were more likely to cite an individual preference for sex without condoms (often 
referring to greater physical pleasure) and mutually agreeing to forgo condoms 
prior to the sexual encounter compared to reasons for CAS with their offline part-
ners (Ostergren, Rosser, & Horvath, 2010). In the same study, CAS with offline 
partners was more likely attributed to contextual (e.g., alcohol and drugs) and rela-
tionship (e.g., in a monogamous relationship) factors.

Finally, in a study of condomless sex and the Internet, a high percentage of 
MSM (all of whom were familiar with the term “barebacking” and 20% of whom 
were HIV positive) agreed with the following statements: “Barebackers can find 
others like them to communicate with on [the] Internet” (75.7%); “[The] Internet 
makes it easy to find other men who bareback” (73.4%); and “Because [the] 
Internet is  anonymous, gay men are more likely to use it to look for other bareback-
ers” (70.0%) (Halkitis et  al., 2003). Although these studies were not exclusively 
restricted to PLWH, the results demonstrate the complex relationships between the 
 technological features afforded by the Internet,  individual preferences for partner 
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selection, sexual negotiation, and sexual practices. Whether or not the Internet and 
other  technology- based venues for sex seeking heightens or reduces sexual risk 
depends on the personal  characteristics of individuals who use these technologies 
(e.g.,  individual level of risk taking or risk aversion), the social norms about HIV 
disclosure and risk taking on the particular venue (i.e., whether the site caters to 
persons seeking  condomless sex or not) appears to translate into tangible sexual 
practices when partners meet offline. The dynamic interplay between these factors 
often results in findings from research studies that do not consistently align with 
each other, and call for continued efforts to understand these associations as the 
relationship between the  individual and technologies change over time.

 Online Sex Seeking and Risk Behavior

The Internet is a common venue for MSM to seek sex partners (Lewnard & Berrang- 
Ford, 2014). A meta-analysis of online sex-seeking and sexual risk showed that 
approximately 40% of MSM had used the Internet to seek sex partners (Liau et al., 
2006). In a separate study of 1683 MSM (11% self-reporting as HIV positive) who 
completed an online survey, results showed that the majority (82%) had sex with 
someone they met online, and 66% stated that they had more sex once they started 
meeting partners online (Chiasson et al., 2007). A study in which MSM were inter-
cepted at gay community events in Los Angeles and New York showed that over 
half (53.5%) of MSM (12.5% of whom self-reported as HIV positive) reported 
meeting sex partners online in the past 3 months, compared to 55% who met sex 
partners at the bar and 40% who met sex partners at bathhouses (Grov, Parsons, & 
Bimbi, 2007).

In general, online studies of MSM find that men who meet men on the Internet 
report a greater number of sex partners (Benotsch, Kalichman, & Cage, 2002; 
Horvath, Rosser, & Remafedi, 2008; Margolis et  al., 2014; McFarlane, Bull, & 
Rietmeijer, 2000; Rosser, Miner et  al., 2009; Rosser, Oakes et  al., 2009; Rosser 
et al., 2008; Taylor et al., 2004), having sex with casual partners (Horvath et al., 
2008; Kim, Kent, McFarland, & Klausner, 2001; Rosser, Miner et al., 2009; Rosser, 
Oakes et al., 2009; Rosser et al., 2008; Taylor et al., 2004; Tikkanen & Ross, 2003), 
and higher rates of CAS (Benotsch et al., 2002; for a recent review see Lewnard & 
Berrang-Ford, 2014). However, some studies did not find a higher reporting of CAS 
among men who met sex partners online versus offline (Chiasson et al., 2007). A 
possible explanation for these contradictory findings is a difference in study mea-
sures to assess CAS. Studies that use the frequency of CAS in a given time period 
as the main outcome show that men who meet sex partners on the Internet appear to 
be at higher risk because of the heightened availability of sex partners found through 
online venues. However, when CAS is calculated as a proportion of sex partners 
met either online or offline, several studies have shown less risk behavior with 
online partners (Horvath et al., 2008; Mustanski, 2007). Therefore, in addition to the 
methodological considerations of technology-based research described earlier, 
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close attention to issues of measurement is needed to understand the  complexity of 
findings regarding sexual risk.

HIV positive gay men and other MSM appear to utilize the Internet more often 
and have greater levels of CAS with online partners, than MSM who have not been 
diagnosed with HIV (Lewnard & Berrang-Ford, 2014). The  meta- analysis by Liau 
and his colleagues (Liau et al., 2006) showed that nearly one-half of HIV positive 
MSM went online seeking sex partners, compared to 41% of MSM who had not 
been diagnosed with HIV. The odds of CAS with sex partners met online was 1.68 
times higher than for sex partners not met online, and this was particularly true for 
HIV positive MSM. The results of another study suggested that differences in risk 
behavior by venue are magnified among very highly sexually active MSM.  In a 
study of 50 MSM who reported nine or more sex partners in the past 90 days, HIV 
positive men were more likely than HIV negative men to use the Internet to meet 
men for sex (95 vs. 68%), and were more likely to report CAS with online partners 
than HIV negative men (63 vs. 20%) (Grov, Golub, & Parsons, 2010). Online sex 
seeking is high among samples of HIV positive youth. In a recent qualitative study 
of 68 HIV positive (68% of the sample) and HIV negative youth (ages 18–24), 71% 
of HIV  positive participants spent 5 or more hours on dating applications (or apps) 
a day (Camacho-Gonzalez et al., 2016).

Studies that focus on serodiscordant CAS (i.e., HIV positive persons reporting 
CAS with a HIV negative or HIV status unknown partner) as the outcome also 
reveal concerning rates of risk behavior among a substantial minority of HIV posi-
tive MSM. For example, the prevalence of serodiscordant CAS among samples of 
HIV positive MSM recruited online ranged from 23 to 51% (Chiasson, Hirshfield, 
Humberstone, DiFilippi et al., 2005; Chiasson, Hirshfield, Humberstone, Remien 
et  al., 2005; Chiasson et  al., 2007; Grov, Hirshfield, Remien, Humberstone, & 
Chiasson, 2011; Hirshfield, Remien, Humberstone et  al., 2004a). These results 
are comparable to those in a community-based venue study in New  York and 
California in which 47% of HIV positive men with non-main partners reported 
serodiscordant CAS in the previous 3 months (Parsons et  al., 2005). The find-
ings of these and other studies (Halkitis & Parsons, 2003; Halkitis et al., 2003) 
are reflected in a recent meta-analysis (Lewnard & Berrang-Ford, 2014) of the 
sexual behavior among MSM with online and offline partners across 11 stud-
ies. Findings showed that online partner seeking was associated with higher odds 
of CAS, seroconcordant CAS, and seroconcordant CAS with strategic position-
ing compared to offline partner seeking, with higher effect sizes noted among 
HIV positive compared to HIV negative groups across these outcomes. Therefore, 
there is a clear need to target HIV positive MSM who seek online partners with 
effective interventions.

Online sex seeking may be driven by a number of factors that are  particularly 
salient to MSM living with HIV, including HIV disclosure, personal beliefs 
about responsibility to reduce the risk for transmission to sex partners, and 
mental health and substance use issues. Each of these is discussed in more 
detail below.

16 “Poz” in the Age of Technology: Technology, Sex, and Interventions to Reduce…



374

 Contextual Issues Affecting Online Sex Seeking and HIV 
Transmission

HIV Disclosure Online and Offline. Disclosure of HIV status has been identified as 
a critical—although an imperfect (Horvath, Oakes, & Rosser, 2008)—component 
of sexual negotiation for MSM that has been cited in empirical studies (Carballo- 
Dieguez, Miner, Dolezal, Rosser, & Jacoby, 2006; Klitzman et al., 2007; Rietmeijer, 
Bull, McFarlane, Patnaik, & Douglas, 2002) and by the CDC (Centers for Disease 
Control and Prevention, 2003). Belief among PLWH that HIV positive individuals 
should  disclose their status to sex partners has been associated with more frequent 
disclosure to sex partners (Duru et al., 2006). HIV positive men who do not dis-
close their  serostatus and engage in condomless sex may be more likely to report 
using drugs before sex and less likely to know their partner’s serostatus (Marks & 
Crepaz, 2001).

A study by Rosser and colleagues showed that approximately equal 
 proportions of HIV positive MSM disclosed their HIV status to none (30%), 
some (31%), or all (39%) of their secondary sexual partners (Rosser, Horvath 
et al., 2008). The same study found that higher disclosure was associated with 
having fewer sex partners, being extremely out as a gay or bisexual man, more 
years of living with HIV, knowledge of CD4 count, having a detectable viral 
load, and White race. Biomedical advances in HIV prevention (i.e., treatment 
as prevention; Cohen et al., 2011) suggest that disclosure may include sharing 
one’s health status in addition to HIV status. Evidence that effective HIV 
 treatment greatly reduces the likelihood of HIV transmission among those who 
are virally suppressed—especially for early ART initiators (i.e., those who 
begin treatment immediately after receiving an HIV diagnosis, regardless of 
CD4 count)—provides strong support for the disclosure of whether  antiretroviral 
therapy is being taken and current viral load status (Cohen et al., 2016). In a 
study of 304 HIV negative and 22 HIV positive MSM recruited online, CAS 
was reported in 75% of sexual encounters in which viral load was not discussed 
compared to 56% of sexual encounters in which viral load was discussed 
(Horvath, Smolenski, Iantaff et al., 2012).

Many reasons exist for why PLWH may not disclose their HIV status to potential 
sex partners, such as fear of a stigmatizing response with each new disclosure 
(Berger, Ferrans, & Lashley, 2001). To complicate matters, disclosure to sexual 
partners and its relationship to sexual risk can vary by partner type and venue (Grov, 
2011; Grov et al., 2011; Simoni & Pantalone, 2004). Some studies show that men 
may be more likely to disclose to sex partners met online (Carballo-Dieguez et al., 
2006; Chiasson et al., 2007). HIV status disclosure may be facilitated online through 
synchronous discussions in Internet chat rooms or mobile GPS apps and by disclos-
ing HIV status through online profiles. In November 2016, Grindr, a popular GPS 
smartphone app used by MSM to meet other men, added two optional fields to user 
profiles to assist in the HIV disclosure process: HIV status (HIV positive; HIV posi-
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tive, Undetectable; HIV negative; HIV negative, On PrEP [pre-exposure prophy-
laxis]) and last HIV test date (Corbett, 2016).

Studies show mixed results regarding the use of online profiles as an HIV status 
disclosure tool. A study of whether MSM report their HIV status on their online 
profiles showed that 72% of MSM who had never tested for HIV and 75% of HIV 
negative men reported that they were HIV negative in all of their online profiles 
(Horvath et al., 2008). In contrast, the same study found that 16.8% of HIV positive 
MSM reported their status as HIV negative in all of their online profiles, while only 
25% reported their status as HIV positive in all of their online profiles. Nodin and 
colleagues examined 199 online sex-seeking profiles of MSM on six of the most 
popular websites for men seeking  condomless sex in New York City (Nodin, Valera, 
Ventuneac, Maynard, & Carballo-Diéguez, 2011). Profiles indicating that the user 
was HIV positive were more likely to contain full body pictures (50 vs. 22%), face 
pictures (77 vs. 51%), and multiple pictures (89 vs. 67%). Together, these results 
suggest that HIV positive MSM may be less likely to accurately disclose their HIV 
status in online profiles; however, among those that do, HIV positive MSM may be 
more inclined to reveal other physical attributes of themselves than HIV negative or 
serostatus unknown men. Revealing these attributes may be a way that some HIV 
positive MSM manage stigma surrounding their HIV status by projecting to poten-
tial sex partners that they have desirable characteristics rather than solely being 
identified with their HIV status.

Personal Responsibility to Reduce Risk for Transmission. Most HIV positive men 
feel a personal responsibility to protect their sex partners, via disclosure and/or 
condom use (O'Leary & Wolitski, 2009). Some PLWH, however, report having 
lower feelings of personal responsibility to not transmit HIV, which they may justify 
by minimizing potential consequences (Bandura, 1999, 2002) and based on uncon-
firmed assumptions about a sex partner’s serostatus (Parsons et al., 2006). Studies 
using quantitative measures of personal responsibility among HIV positive MSM 
show that higher personal responsibility ratings are correlated with less sexual 
transmission risk behavior (Parsons, Halkitis, Wolitski, & Gomez, 2003; Wolitski, 
Flores, O'Leary, Bimbi, & Gomez, 2007).

Personal responsibility appears to vary by venue in which HIV positive MSM 
meet their sex partners. One study showed that HIV positive MSM had highest lev-
els of personal responsibility to protect their sexual partners from HIV or other STIs 
when they met those partners through friends or family (O’Leary, Horvath, & 
Rosser, 2012). Personal responsibility was next highest for partners met at a bar, 
followed by the Internet and finally for sex partners met in public sex venues. 
Among the 98 men who reported meeting sex partners in multiple venues, those 
who reported inconsistent responsibility beliefs across venues where sex partners 
were met or had lower personality beliefs across all venues reported higher risk 
behavior than those who reported consistently very high personal responsibility 
beliefs across venues. Collectively, these studies demonstrate that personal respon-
sibility beliefs may be critical targets for prevention, and that addressing beliefs by 
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venue may be important since responsibility beliefs appear to differ with partners 
met online and offline.

Mental Health Depression is common in men with, or at risk for, HIV (Dew et al., 
1997). Rates of depression among MSM participating in research studies are higher 
than that of the general population (Rabkin, McElhiney, & Ferrando, 2004). Several 
nationally representative US surveys have found that 1–3% of men report same-sex 
partners or self-identify as gay or bisexual; among these men, past-year major 
depression ranged from 10 to 31%, compared to men who report sex with women, 
with past year ranges from 5 to 10% (Cochran & Mays, 2000; Cochran, Sullivan, & 
Mays, 2003; Gilman et al., 2001). In a US-based household probability sample of 
MSM (Mills et al., 2004), 17% screened positive for depression and 12% for dis-
tress (subthreshold for depression). Characteristics associated with depression 
included not having a domestic partner and not identifying as gay/homosexual. In 
another study of young MSM (Kipke et al., 2007), 21% screened positive for depres-
sion and 18% for distress, with 12% of men from the sample reporting no access to 
care when ill or in need of health advice. Using the two-item Patient Health 
Questionnaire (PHQ- 2), 18% screened positive for current depressives symptoms in 
an online study among MSM from the USA and Canada (Hirshfield et al., 2008); 
characteristics associated with a positive screen included having low education, 
being HIV positive, not having a main same-sex partner, being married to a woman, 
and not reporting recent sex. Another online study among US MSM found a 17% 
prevalence of current depressive symptoms, which were associated with a recent 
STI diagnosis (Downing, Chiasson, & Hirshfield, 2016).

Many individuals with depressed mood report decreased sexual interest and 
activity (Casper et al., 1985; Kennedy, Dickens, Eisfeld, & Bagby, 1999; Mathew & 
Weinman, 1982). However, in a study of mood and sexual interest among 662 
MSM, a minority (16%) of men reported increased sexual interest when depressed 
and nearly one-quarter reported heightened sexual interest when anxious (Bancroft, 
Janssen, Strong, & Vukadinovic, 2003). The relationship between mood, sexual 
interest, and sexual behavior is complex among PLWH. In a study of the relation-
ship between negative affective states (e.g., depression-dejection, tension-anxiety, 
confusion-bewilderment) and risk behavior among 155 sexually active HIV positive 
men, negative affective states were associated with CAS with male partners, but not 
female partners (Marks, Bingman, & Duval, 1998). Other studies have confirmed an 
increase in sexual risk behavior among HIV positive MSM with high levels of 
depressive symptoms (Beck, McNally, & Petrak, 2003; Kelly et al., 1993; Parsons 
et al., 2003). HIV positive men who experience depression may feel disconnected 
from others and may consequently be less likely to enact risk-reduction strategies 
with sexual partners (Poppen, Reisen, Zea, Bianchi, & Echeverry, 2004).

Findings on the association between Internet use and depression are not uniform. 
Some studies show that Internet use is associated with high depressive symptomatol-
ogy (Kraut et al., 1998), while other studies have found that online activities in which 
people interact with one another (e-mail, chat rooms) was associated with lower 
levels of loneliness and depression (Morgan & Cotten, 2003; Shaw & Gant, 2002). 
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Kalichman and colleagues examined levels of depressive symptoms among HIV 
positive men who seek sex partners online compared to those who only seek sex 
partners offline (Kalichman, Cherry, Cain, Pope, & Kalichman, 2005). Unadjusted 
models showed that depression scores were higher among men who sought sex 
 partners online compared to men who did not (Centers for Epidemiologic Studies 
Depression Scale [CES-D]  =  17.5 vs. 13.2). However, CES-D scores were not 
 significantly associated with online sex seeking in the multivariate model. In sum, 
there is modest evidence that online sex seeking is associated with depression, 
although this relationship may be attenuated by other factors (e.g., levels of social 
support or adaptive coping). Persons who report high levels of depressive symptoms 
and are either at risk for HIV or are currently living with HIV should be assessed for 
partner-seeking behaviors to address possible depression-related risk activity in need 
of intervention.

Drug Use Drug use has been consistently linked to HIV transmission risk, particu-
larly among MSM (Carey et al., 2009; Harawa et al., 2008). Certain drugs such as 
poppers (nitrite inhalants), ecstasy (MDMA), and crystal methamphetamine may be 
used specifically to enhance sexual experiences (Lewis & Ross, 1995). Ecstasy, 
crystal methamphetamine, gamma hydroxybutyrate (G or GHB), cocaine, and other 
substances have been associated with increased sexual risk behaviors, including 
CAS and group sex with anonymous, HIV negative or unknown status partners 
(Beck & Rosenbaum, 1994; Carey et al., 2009; Chiasson, Hirshfield, Humberstone, 
DiFilippi et  al., 2005; Chiasson, Hirshfield, Humberstone, Remien et  al., 2005; 
Chiasson, Shuchat Shaw, Humberstone, Hirshfield, & Hartel, 2009; Chiasson et al., 
2006; Frosch, Shoptaw, Huber, Rawson, & Ling, 1996; Hirshfield, Grov et al., 2015; 
Hirshfield, Schrimshaw et  al., 2015; Hirshfield, Remien, & Chiasson, 2006; 
Hirshfield, Remien, Humberstone et al., 2004a; Phillips, Grov, & Mustanski, 2015; 
Hirshfield, Remien, Walavalkar et al., 2004b; Semple, Zians, Strathdee, & Patterson, 
2008; Thiede et  al., 2008; Topp, Hando, & Dillon, 1999; Yu, Wall, Chiasson, & 
Hirshfield, 2015).

Substance use and its relationship to high-risk sexual behavior among MSM is of 
particular concern, as drugs and alcohol may help men to avoid feelings of anxiety 
associated with same-sex behavior and self-awareness of HIV (Mckirnan, Ostrow, 
& Hope, 1996; McKirnan, Vanable, Ostrow, & Hope, 2001). Impaired judgment 
due to drug use may lead to condomless sex, increasing the risk of HIV/STI trans-
mission (Colfax & Guzman, 2006; Halkitis, Parsons, & Stirratt, 2001). Polydrug 
use and frequent drug use have been associated with HIV seropositivity or unknown 
HIV serostatus (Greenwood et al., 2001). For these reasons, it is not surprising that 
a high proportion (70%) of MSM who report engaging in CAS attribute increasing 
acceptance and practice of “ barebacking” to the use of club drugs, including meth-
amphetamines, ecstasy, and GHB (Halkitis et al., 2003).

High levels of substance use have been shown among MSM who seek sex part-
ners online. In a study of MSM recruited at a gay pride event in Atlanta, Georgia, 
those who reported meeting sex partners via the Internet (n = 201) were more likely 
to report using methamphetamines and in the previous 6 months than men who did 
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not meet sex partners online (10 vs. 5%) (Benotsch et  al., 2002). Another study 
showed that MSM (of which one-sixth were HIV positive) who reported online sex 
seeking were significantly more likely to report ecstasy use during sex (Mettey, 
Crosby, DiClemente, & Holtgrave, 2003). Moreover, among men diagnosed with 
early stage syphilis infection, online sex seeking was associated with non- 
intravenous drug use after controlling for other factors (Taylor et al., 2004).

Recent HIV seroconversion is significantly associated with drug use during sex 
(Carey et al., 2009) and substance use is high among HIV positive MSM recruited 
both online and offline. One study showed that a high proportion of HIV positive 
White MSM reported recent stimulant (30%), methamphetamine (27%), and amyl 
nitrite (46%) use, while crack and cocaine use were high among Black MSM (38%) 
(Hatfield et al., 2009). In a study of MSM recruited to participate in an online sur-
vey, HIV positive men were significantly more likely to use two or more drugs 
before or during sex than their HIV negative or HIV status unknown counterparts 
(Hirshfield, Remien, Humberstone et al., 2004a). Other studies have similarly found 
associations between drug use and  seroconversion (Plankey et al., 2007), particu-
larly among MSM who use  methamphetamine (Colfax, Shoptaw, Colfax, & 
Shoptaw, 2005; Hirshfield, Remien, Walavalkar et al., 2004b; Mimiaga et al., 2008).

Locating sex partners who may want to use drugs to enhance their sexual experi-
ences may be facilitated by online profile options. Horvath and  colleagues found 
that 12.5% of HIV positive MSM reported that all or some of their online profiles 
reported a preference for drug use during sex (“Party and Play”),  compared to 6.9% 
of profiles of men who have only tested HIV negative and 4.5% of profiles of men 
who have never been tested for HIV (Horvath et al., 2008). Thus, although drug use 
may not necessarily be more common among HIV positive MSM who use the 
Internet to seek sex partners, the Internet may facilitate locating sex partners who 
wish to use drugs to enhance the sexual experience.

Overall, there is a consistent association between drug use, online sex  seeking, 
and HIV risk. Addressing drug use as a risk factor for HIV and other STIs remains 
an important avenue to address high HIV/STI rates among MSM.  However, as 
noted in a review of treatment outcome studies of HIV positive MSM who abuse 
methamphetamines (Rajasingham et  al., 2012),  effective interventions to reduce 
rates of drug use among this group remain sparse. Thus, greater emphasis should be 
placed on developing novel and  culturally tailored interventions to address drug use 
among HIV-infected MSM to improve their own health outcomes and reduce risk 
for HIV transmission to sexual partners (Horvath, Carrico et  al., 2013; Horvath, 
Michael Oakes et al., 2013).

 Internet Use Among MSM of Color and Sexual Risk Taking

Although Black and Latino MSM are at a significant increased risk for HIV, few 
HIV risk reduction interventions—and even fewer that use technology—have been 
designed to target these groups (Young et al., 2014). The lack of technology-based 

K.J. Horvath and S. Hirshfield



379

interventions focusing on gay and MSM of color at risk or infected with HIV may 
stem in part from the belief that communities of color have not adopted technology 
as widely as White MSM or other non-minority groups. However, the US popula-
tion online now has similar proportions of White (85%), Black (81%), and Latino/a 
adults (83%) (Pew Research Center, 2014a; Smith, 2010b). Black (90%) and 
English-speaking Latino/a (92%) adults are as or more likely to own a mobile phone 
than Whites (90%; Pew Research Center, 2014b), and are also more likely to use 
their mobile devices to send text messages, use social networking sites, watch vid-
eos, and e-mail (Smith, 2010a).

Although most studies examining Internet use and sexual risk taking do not 
exclusively focus on MSM of color, there are several notable exceptions. A series of 
published studies from the MINTS trial led by Rosser and a team of investigators 
focused on Internet use and sexual risk among Latino MSM (Carballo-Dieguez 
et  al., 2006; Ross, Rosser, & Stanton, 2004; Ross, Rosser, Stanton, & Konstan, 
2004; Rosser, Miner et al., 2009; Rosser, Oakes et al., 2009). In one of those studies, 
sexual negotiation and serostatus disclosure were more likely to occur with online 
than offline sexual partners among both HIV positive and HIV negative MSM; how-
ever, HIV positive participants were less likely to disclose their status than HIV 
negative MSM (Carballo-Dieguez et al., 2006). The same study showed that HIV 
positive Latino MSM reported lower intentions to use condoms than HIV negative 
Latino MSM, citing greater pleasure with condomless intercourse. In another study 
by this research team, Latino MSM—5% who self-identified as HIV positive (as 
reported in Rosser, Miner et al., 2009; Rosser, Oakes et al., 2009)—who reported a 
high preference for using the Internet to facilitate face-to-face interactions also 
reported relatively low levels of HIV status disclosure and discussions about safer 
sex with prospective partners and reported high rates of receptive oral and anal sex 
during Internet-mediated sexual liaisons (Ross, Rosser, & Stanton, 2004).

A study of online sex seeking among Black MSM (18% of who were living with 
HIV) showed that 20% reported meeting a sexual partner in the past 12 months 
(White, Mimiaga, Reisner, & Mayer, 2012). Findings also showed that Black MSM 
who met partners online reported more male sex partners and higher rates of con-
domless sex than Black MSM who did not report meeting sex partners online. 
Online sex seeking was significantly associated with condomless sex in multivariate 
models. In a second online study of serodisclosure in partnerships among men of 
varying races and ethnicities, HIV positive Black men were 60% less likely than 
White men to discuss their serostatus with sexual partnerships (Winter, Sullivan, 
Khosropour, & Rosenberg, 2012). In the same study, discussion of serostatus were 
more likely to occur with CAS partners than among non-CAS partner for HIV nega-
tive and HIV positive White MSM and HIV negative Latino and Black MSM; 
 however, serostatus discussions were less likely among CAS partners than non-
CAS partners for HIV positive Black and Latino MSM.

Low rates of serostatus disclosure among Internet-recruited Black and Latino 
HIV positive MSM has been attributed to both minority stress and high rates of 
homophobia experienced by these groups (Mays, Cochran, & Zamudio, 2004; 
Radcliffe et al., 2010; Stein et al., 1998; Winter et al., 2012). Thus, calls for inter-
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ventions that address stigma and experiences of minority stress have been made 
(Winter et  al., 2012), with a need to promote serostatus disclosure as normative 
behavior prior to sexual activity. Such intervention may benefit from addressing 
issues of sexual stereotyping in online partner selection that may increase possible 
risk behavior. Sexual stereotyping was investigated in a study by Wilson and col-
leagues that showed that online sex-seeking MSM of varying races and ethnicities 
used race-based sexual stereotypes that both directly and indirectly affected sexual 
partnering choices (Wilson et al., 2009). For example, Black MSM reported feeling 
a deeper connection with sexual partners who were Black, and feeling objectified by 
White sexual partners. The study by Wilson and colleagues shows the complex 
ways that MSM may be using the Internet to locate sex partners based on a variety 
of existing racial and ethnic stereotypes, which may be facilitated by online profiles 
(providing visual cues indicating race and ethnicity) or technology-mediated dis-
cussions (via supporting sexual stereotypes through conversational cues).

 HIV Positive Perspectives on Technology-Based HIV 
Resources

Technology-based intervention approaches may benefit from research examining 
the perspectives of PLWH about technology-supported HIV-related resources. In a 
mixed method study of gay men, heterosexual women and men, and transgender 
women who were recently (<1 year) diagnosed with HIV, participants were asked 
about their perceptions of HIV-related websites (Courtenay-Quirk et al., 2010). The 
most appealing aspects of highly rated websites included websites that: provided 
relevant information on topics that were important to participants’ health and well- 
being, were easy to navigate, were perceived as trustworthy, and represented a 
diversity of perspectives that represented a broad spectrum of PLWH. Participants 
in this study reported greatest interest in online resources that addressed HIV treat-
ment issues, strategies for coping with depression and fear about living with HIV, 
and ways to learn how others have coped with HIV.

A study of technology use among PLWH in the USA demonstrated the wide-
spread use of social networking websites and mobile phones among this population 
(Horvath, Danilenko et al., 2012; Horvath, Nygaard et al., 2012). When asked to 
describe their ideal social networking health website for PLWH, participants overall 
described it as one that would facilitate social interactions between people, contain 
relevant HIV-related information, and address privacy issues. In a more recent study, 
HIV positive MSM attending focus groups were asked about features and functions 
of mobile applications (apps) they believed keep them engaged with the apps on 
their smartphones (Horvath, Alemu, Danh, Baker, & Carrico, 2016). Consistent 
with theories of technology acceptance (Venkatesh & Bala, 2008), men in the study 
reported that the apps they used most often and for long periods of time were useful, 
easy to use, engaging (i.e., fun, visually engaging), credible, secure, and ones that 
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they had control over (e.g., could easily change notifications or other features). 
Taken together, the results of these studies draw attention to two important points. 
First, that technology use is common among some PLWH, and therefore 
 technology- based environments may be important venues to deliver interventions. 
Second, providing intervention in a technology-based environment will require 
 considerations of both the advantages that such mediums provide (e.g., the ability to 
connect with other PLWH) as well as the potential concerns that PLWH have 
 regarding technology (e.g., privacy concerns).

 Technology-Based HIV Prevention Strategies: Promising 
Evidence and Clear Gaps

Meta-analyses of the efficacy of computer technology-based HIV prevention 
 interventions showed a statistically significant impact of these interventions on sex-
ual health  knowledge, safer sex self-efficacy, safer-sex intentions, and condom use, 
suggesting that  technology-based HIV prevention interventions have similar or 
higher efficacy than more traditional, face-to-face interventions (Bailey et al., 2012; 
Noar, Black, & Pierce, 2009). Technology-based HIV prevention approaches 
include computer and Internet-based, mobile app, chat room, text messaging, and 
social media interventions (for reviews see Noar & Willoughby, 2012; Simoni, 
Kutner, & Horvath, 2015; Sullivan, Jones, Kishore, & Stephenson, 2015). However, 
relatively few face-to-face interventions have been  developed and evaluated for HIV 
positive MSM. For example, out of the nearly 100  evidence-based interventions for 
best practices for HIV prevention compiled by the CDC, only 15 target HIV positive 
persons; of those, 13 are delivered face to face (Centers for Disease Control and 
Prevention, 2016). With few notable exceptions (see below), most existing online or 
other technology-delivered HIV prevention interventions that have been rigorously 
tested do not specifically target PLWH (Bailey et al., 2010). Published randomized 
control trials (RCTs) of online HIV behavioral interventions targeting HIV negative 
MSM have shown reductions in one or more HIV risk behaviors (Bull, Pratte, 
Whitesell, Rietmeijer, & McFarlane, 2008; Carpenter, Stoner, Mikko, Dhanak, & 
Parsons, 2009; Hirshfield et al., 2012; Lelutiu-Weinberger et al., 2015; Mustanski, 
Garofalo, Monahan, Gratzer, & Andrews, 2013; Rosser et al., 2010), increases in 
HIV testing (Bauermeister et al., 2015; Blas et al., 2010), or short-term increases in 
knowledge, self-efficacy, and outcome expectancies (Bowen, Horvath, & Williams, 
2007). However, other trials reported no changes in behavior (Bull, Lloyd, 
Rietmeijer, & McFarlane, 2004; Lau, Lau, Cheung, & Tsui, 2008).

In addition to Internet-based studies, reaching and engaging MSM of color for 
HIV prevention through mobile technology has also shown promise (Young et al., 
2014). Preliminary data show that text messaging is an acceptable and viable 
method for reaching young Black men with prevention messages (Wright, Fortune, 
Juzang, & Bull, 2011) and that a sufficient proportion of this population can be 
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retained in a text message intervention over at least 3 months (77%, although reten-
tion at 6 months was 65%; Fortune, Wright, Juzang, & Bull, 2010). Approaches that 
leverage commonly used social media platforms, such as Facebook, to deliver peer- 
delivered HIV information have been shown to be associated with a higher likeli-
hood of getting tested for HIV and discussions of sexual behaviors online among 
mostly Black and Latino MSM (Huang, Marlin, Young, Medline, & Klausner, 2016; 
Young et al., 2014). These results indicate that technology-based approaches to HIV 
prevention intervention are promising, however, there continues to be a gap in 
extending these approaches to address the needs of PLWH (Noar & Willoughby, 
2012). These gaps may be addressed through closer coordination of efforts between 
researchers and community-based organizations to develop and test technology- 
delivered interventions to address risk reduction strategies among PLWH, and 
through the prioritization of funding mechanisms by federal and state agencies to 
support technology-based approaches to prevention among high-risk PLWH.

Despite the dearth of research in this area, a few notable technology-based inter-
ventions have emerged that may address the prevention and healthcare needs of 
PLWH. These include interventions to teach HIV positive persons Internet informa-
tion consumer skills (Kalichman et al., 2006); online, texting, and pager interven-
tions to assist people living with HIV manage their health and adherence to 
antiretroviral medication (Gamage et al., 2011; Harris et al., 2010; Horvath, Carrico 
et al., 2013; Horvath, Oakes et al., 2013; Lester et al., 2010; for a review see Amico, 
2015); and an Internet-based intervention to reduce HIV-related stigma (Adam 
et al., 2011). Thus, most technology-based interventions focus on helping PLWH to 
manage their HIV illness, rather than on reducing sexual risk.

There are recent efforts to include HIV positive MSM in technology-based sex-
ual risk reduction interventions that also include HIV negative or unknown serosta-
tus MSM.  For example, although not exclusively targeted to PLWH, 
Hightow-Weidman and colleagues recently developed and reported the  feasibility 
and acceptability of an online intervention to reduce sexual risk among young Black 
MSM, of whom 42% reported living with HIV ( Hightow-Weidman et al., 2012). As 
described by the authors: “Key interactive features of the site include live chats with 
an HIV expert, interactive quizzes of varying levels of difficulty, personalized health 
and ‘hook-up/sex’ journals, and decision support tools for assessing and modifying 
risk behaviors (p. 911).” At the conclusion of the pilot study (50 men, half of whom 
were randomized to the intervention and the other half to control), high levels of 
1- (90%) and 3-month (78%) follow-up assessment retention were attained, and 
intervention assigned participants reported high satisfaction and interest in the web-
site and low levels of frustration with website features. Another  technology- delivered 
online RCT study compared the effect of two videos and a HIV prevention webpage 
to a control condition to lower sexual risk taking among MSM, 25% of whom were 
either HIV positive or did not know their serostatus (Hirshfield et  al., 2012). At 
follow-up, HIV positive men who received the videos reported significantly lower 
CAS and serodiscordant CAS compared to those in the control condition. Both the 
study by Hightow-Weidman et al., (2012), and a new online video RCT for sub-
optimally adherent HIV positive MSM (Hirshfield et al., 2016), are currently being 
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tested in large-scale efficacy trials. In sum, studies that recruit HIV positive MSM 
in addition to men of other serostatus show evidence that technology- delivered 
interventions may reduce sexual risk, and should be explored in future research.

Several technology-facilitated interventions that focus exclusively on PLWH 
have been published, with encouraging findings. HIV positive MSM were asked to 
complete a computerized sexual risk assessment prior to their next HIV medical 
appointment (Chen et al., 2008). The results of the assessment were given to the 
provider to prompt discussions about sexual risk with their patients. Positive ratings 
were given by the majority of providers (79%) and patients (84%) regarding the 
quality of prevention services during the appointment, and providers reported feel-
ing more confident in communicating prevention strategies with their patients. 
However, no information was collected on whether men reduced their sexual risk 
behavior as a result of the intervention. In a similar study (Bachmann et al., 2013), 
a printed hand-out from a computer-based assessment of HIV positive MSM’s 
intention to change in one of three risk behaviors (condom use, reduction in sex 
partners, and HIV disclosure) were given to providers during the healthcare encoun-
ter to guide discussion about sexual risk reduction. In this single-condition trial, 
reductions in CAS with seroconcordant and serodiscordant sex partners and in the 
number of male sex partners in the prior 6 months were shown at post-intervention 
follow-up. The “Positive Choice: Interactive Video Doctor intervention” (Gilbert 
et al., 2008) is administered to PLWH while they wait for their healthcare appoint-
ment. PLWH complete a computerized risk assessment, which is followed by a 
virtual doctor delivering tailored risk reduction messages. A printout of these mes-
sages was available to patients and provided to their healthcare provider to guide 
discussion about risk reduction. Among 471 PLWH randomized to intervention or 
control arm, 51% were MSM and most were Black or Hispanic/Latino. Significant 
reductions in CAS and condomless vaginal intercourse were shown at 3- and 
6-month assessment time points compared to the control condition, as well as fewer 
casual sex partners at the 6-month follow-up assessment. Finally, “CARE+” is an 
individually delivered, computer-based counseling intervention with the goal of 
improving medication adherence and reducing sexual risk behavior among 239 
PLWH (Kurth et al., 2014). Nearly three-quarters of the sample identified as a gay, 
bisexual or other MSM, and just over half were white. Compared to the control 
group, those receiving the CARE+ intervention demonstrated greater reductions in 
sexual risk (i.e., CAS or condom use with errors) at the 6- and 9-month assessment 
time points, as well as improved self-reported ART adherence.

 Conclusions and Recommendations

Addressing the sexual, physical, and mental health needs of people living with HIV 
has received increasing attention in recent years, recognizing that reducing risk for 
transmission among persons already infected with the virus can have a larger 
impact on overall rates of HIV than focusing efforts on low or moderate risk 
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uninfected individuals (Lasry, Sansom, Hicks, & Uzunangelov, 2012). Despite evi-
dence that technology-mediated HIV risk reduction approaches are efficacious 
(Bailey et  al., 2012), limited prevention interventions have been developed and 
rigorously tested exclusively for HIV positive populations (Horvath, Carrico et al., 
2013; Horvath, Oakes et al., 2013).

Three conclusions are reached from this review of technology use, risk  associated 
with online sex seeking, and current technology-based interventions for persons 
living with HIV. First, technology use is widespread among HIV positive  populations 
who (much like other people living with chronic health conditions) are using tech-
nology as a resource to inform their medical care and connect with others who are 
living with HIV.  Their experiences with, and beliefs about, technology provide 
invaluable information about best practices for designing interventions with a focus 
on HIV positive persons. However, people living with HIV are not a single 
 homogenous group; rather, HIV status intersects with one or more identities (sexual 
orientation; gender; age; race and ethnicity; geographic residency) that will impact 
needs, preferences, and response to interventions. Therefore, inclusion of the target 
population in the development and testing of technology-based intervention 
approaches for PLWH is critical to design and implement effective interventions. 
This may take the form of community-based participatory research (Cashman et al., 
2008; Rhodes et al., 2007), establishing a community advisory board, or conducting 
formative research prior to intervention development.

Second, even considering substantial methodological limitations of current stud-
ies of HIV risk behavior among HIV positive samples, studies consistently demon-
strate high rates of HIV risk behavior among PLWH, particularly MSM. This may 
be in large part the result of broader social and cultural factors that influence PLWH 
at an individual level. Developing interventions that can reach and engage at-risk 
PLWH in their routine contexts and in a cost-effective manner are advantages of 
technology-based prevention approaches, and should be further developed. This 
review suggests that technology-mediated approaches targeting at-risk HIV positive 
persons may be enhanced by addressing issues of stigma, HIV status disclosure, 
personal responsibility, mental health problems, and substance use factors associ-
ated with increased risk for transmission. These complex issues may have more 
credibility and acceptability if they are rolled into interventions that also address the 
medical and social support needs of persons living with HIV.

Third, substantially more financial resources and institutional support are needed 
to develop and rigorously evaluate technology-based risk reduction approaches for 
PLWH, particularly those that target Black and Latino MSM, and to address critical 
questions that remain about these approaches (Noar, 2011; Sullivan et al., 2015). 
MSM of color are greatly underrepresented in intervention efforts, in contrast to the 
overrepresentation of MSM of color living with HIV (Wolitski et al., 2001). Failing 
to provide such support will result in a notable missed opportunity to improve the 
physical and mental well-being of PLWH through technology-based communica-
tion channels, as well as to reduce overall high rates of HIV infection among these 
populations (Simoni et al., 2015).
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Numerous reviews of technology-based interventions note the vast opportunities 
that these approaches open for the HIV prevention field to address core needs of 
groups most affected and infected with HIV (Bailey et al., 2010; Chiasson et al., 
2006; Noar & Willoughby, 2012; Sullivan et al., 2015). Despite this promise and 
evidence that PLWH are appropriate targets for intervention, we have collectively 
failed to take full advantage of technology-based approaches to HIV intervention. 
Despite the challenges that remain ahead, the time is right to invest in this future.
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Chapter 17
HIV Positive Gay Men, Health Care, Legal 
Rights, and Policy Issues

Sean Cahill

 Introduction

Gay men living with HIV have complex health care needs involving physical and 
mental health, as well as side effects of long-term HIV infection and antiretroviral 
use and comorbidities with other health conditions. A life-course framework along 
with the constructs of minority stress and resiliency will be examined in understand-
ing the social development of gay men. Aging and caregiving issues for HIV posi-
tive gay men will be explored. The concept of Treatment as Prevention will be 
examined, along with biomedical prevention technologies that can help HIV nega-
tive partners in serodiscordant couples remain negative. Legal issues such as crimi-
nalization and discrimination will be considered. The myriad changes in health 
policy will be addressed, including the expanded access to both private and public 
health insurance through the Affordable Care Act. The experiences of HIV positive 
gay men in the Veterans Administration system and in senior settings will also be 
examined, as well as policy changes that can better equip these systems to provide 
clinically competent care.
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 Health Issues Affecting Gay Men Living with HIV

 Health Disparities and Intersectional Identities

Since the onset of the HIV epidemic in the USA, gay and bisexual men, and other 
men who have sex with men (MSM), have been disproportionately burdened by the 
virus, and continue to experience disproportionate rates of HIV infection. In 2010, 
the Centers for Disease Control and Prevention (CDC) reported that MSM are at 
least 44 times more likely to contract HIV than heterosexual men (Centers for 
Disease Control and Prevention (CDC), 2011a, 2011b, 2011c, 2011d, 2011e, 
2011f). In 2014, MSM comprised 70% of all new HIV infections, and were the only 
risk category for which new infections increased (CDC, 2014). These findings are 
alarming given that MSM only make up about 2% of the US adult population (CDC, 
2010a). For gay and bisexual men of color, the statistics are even more troubling; a 
startling 42% of new HIV diagnoses among MSM in the USA occur among Black 
MSM even though Black MSM represent only about 0.25% of the adult population 
(CDC, 2011a).

In addition to HIV, gay and bisexual men experience elevated rates of cigarette 
smoking; alcohol and recreational drug use; sexually transmitted infections (STIs), 
including viral hepatitis; eating disorders; cardiovascular disease; anal cancer and 
AIDS-related cancers; and violence and trauma stemming from hate crimes, domes-
tic violence, and sexual assault (Fenway Institute, 2013).

The health disparities affecting gay and bisexual men must be understood in the 
context of widespread anti-gay discrimination, harassment, and social isolation, 
especially in adolescence and young adulthood. Despite the significant changes in 
US society in recent decades, most young people who are lesbian, gay, bisexual or 
transgender (LGBT) report discrimination and harassment in school (Kosciw, Diaz, 
& Greytak, 2008). Lesbian, gay, and bisexual (LGB) youth also report a range of 
health risk behaviors at higher rates than heterosexual youth (CDC, 2011b; Kann 
et al., 2016). These include carrying a weapon on school property, being injured in 
a fight or with a weapon on school property, use of tobacco and substances, having 
sexual intercourse before age 13, feeling depressed and hopeless, and using diet 
pills or laxatives (CDC, 2011b; Kann et al., 2016). According to the Massachusetts 
Youth Risk Behavior Survey, LGB students are two to three times as likely to have 
been pregnant or gotten someone pregnant (Massachusetts Department of 
Elementary and Secondary Education (DESE), 2010; Mass. DESE, 2012).1 LGB 
youth of color in Massachusetts are at higher risk than White LGB youth for a num-
ber of conditions related to bullying and social isolation due to anti-gay prejudice. 
These include not attending or missing school due to feeling unsafe, suicide 
attempts, and having had four or more sexual partners in their lifetime. Asian LGB 

1 In 2009, 10.5% of LGB students reported having been pregnant or having gotten someone preg-
nant, compared with 5.2% of heterosexual students; in 2011, the rates were 13.0% versus 4.7%, 
respectively. Differences were significant at the p < 0.05 level.
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youth are twice as likely as Black youth, and nearly three times as likely as White 
non-Hispanic youth, to skip school due to feeling unsafe (Goodenow, 2011).2 
Several other studies show that Black and Latino LGB youth may be more likely to 
attempt suicide than White non-Hispanic LGB youth (Meyer, Dietrich, & Schwartz, 
2008; O’Donnell, Meyer, & Schwartz, 2011; Remafedi, 2002).

 HIV-Related Comorbidities

As of 2015, about half of the HIV positive population in the USA is over age 50 
(Effros et al., 2008). As people grow older with HIV and live decades with the virus, 
they are likely to develop comorbidities (Deeks & Philips, 2009). Common comor-
bid conditions among older adults living with HIV include liver, kidney, and cardio-
vascular disease, obesity, cognitive impairment, depression, neuropathy, 
osteoporosis, and a number of cancers (Cahill et al., 2010). A key research question 
is whether long-term use of antiretroviral medications or having HIV itself is the 
cause of the higher rates of comorbid conditions.

 Other STIs (Syphilis, HPV, MRSA)

Like HIV, syphilis disproportionately affects gay and bisexual men in the USA. In 
2010, 64% of syphilis cases occurred among men who have sex with men (MSM) 
(CDC, 2011c). Human papilloma virus (HPV) is one of the most common STIs in 
the USA. Every year six million people contract HPV, mostly through sexual con-
tact. Currently, 20 million people in the USA have detectable infection with HPV 
(CDC, 2011d). Most cases of genital warts, found in about 1% of the US population 
(three million people), are caused by specific HPV types. MSM represent the major-
ity of prevalent cases of genital warts. HPV also causes several forms of cancer, 
including anal cancer (estimated at 1600 cases per year in women and 900 cases per 
year in men) (CDC, 2011e). Anal cancer is emerging as among the most important 
non-AIDS-defining malignancies affecting people living with HIV, especially gay 
and bisexual men (Palefsky, 2009). MSM with HIV are at even greater risk for HPV 
and its related complications. Though rare among the general population, HPV- 
related anal cancer is 40–80 times more prevalent among HIV-infected MSM than 
among uninfected heterosexual men (Silverberg et al., 2012).

MRSA, or methicillin-resistant Staphylococcus aureus, is a strain of staph that is 
resistant to the broad spectrum of antibiotics commonly used to treat it. Over the 
past decade, a particularly virulent drug-resistant strain of MRSA, known as 
USA300, emerged in gay male communities in Boston, New  York, and San 

2 All disparities are from pooled 1995 to 2009 data, except for percent of youth bullied at school, 
which are from 2003 to 2009 pooled data.
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Francisco (Beck, 2012). A study in San Francisco found that this strain of MRSA 
could be transmitted not only through anal sex but also through skin-to-skin contact 
and touching contaminated surfaces. It also found that risk factors contributing to 
increased rates of HIV and syphilis among gay and bisexual men were also impli-
cated in the spread of MRSA: crystal methamphetamine use, sex with multiple part-
ners, participation in group sex parties, Internet-initiated sexual contacts, skin 
abrasions associated with sexual activity, and a history of STIs (Diep et al., 2008). 
While washing with soap and water immediately after sex can prevent against skin- 
to- skin transmission of MRSA, only safer sex practices—including condom and 
lubricant use and minimizing the number of sexual partners—can prevent sexual 
transmission of MRSA, as well as syphilis and HIV.

 Mental Health and Substance Use

Some studies show higher rates of mental health burden among LGB populations 
compared to heterosexuals, including depression, anxiety, and suicidality (King 
et  al., 2008). The Massachusetts Behavioral Risk Factor Surveillance Survey of 
adults and Youth Risk Behavior Surveys show higher rates of mental health burden 
among LGB individuals (Blosnich, Bossarte, & Silenzio, 2012a, 2012b; Goodenow, 
2011).

Health risk surveys demonstrate higher rates of substance use among gay and 
bisexual men (CDC, 2008a). According to the Massachusetts YRBS, LGB adoles-
cents smoke at four times the rate as heterosexual youth, and binge drink at nearly 
twice the rate. Sexual minority male youth report cocaine use at more than four 
times the rate of heterosexual male youth, and sexual minority females report 
cocaine use at more than five times the rate of heterosexual female youth. Nineteen 
percent of gay and bisexual male youth reported injected drug use, compared to 2% 
of heterosexual male youth; 4% of sexual minority female youth reported injected 
drug use, compared with 0% of heterosexual female youth (Goodenow, 2011). 
LGBT youth are more likely to be homeless than other youth (Institute of Medicine, 
2011). This experience can also correlate with health risks and risk of 
victimization.

LGBT people experience barriers to accessing mental health services. One 
study found that experiences of discrimination among LGBT people made them 
less likely to seek needed mental health services: “Experiences of discrimination 
may engender negative expectations among stigmatized groups about how they 
will be treated within larger institutional systems, making them wary of entering 
those situations” (Burgess, Lee, Tran, & van Ryn, 2007). Compared with hetero-
sexuals, LGBT people were more likely to report “that they did not receive mental 
health services, or that such services were delayed (Burgess et  al., 2007).” One 
study of mental health and substance use services in rural areas found widespread 
experiences of discrimination among LGBT clients, at the hands of both providers 
and heterosexual clients. LGBT clients were frequently silenced and told not to 
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raise issues of sexuality or gender identity in group settings. Counselors expressed 
disapproval of homosexuality and sought to convert clients to heterosexuality. 
LGBT clients were refused entry into programs to “protect” them from discrimina-
tion, or placed in isolation from other clients. Of 20 providers interviewed, only 
one had had formal training in LGBT mental health issues (Willging, Salvador, & 
Kano, 2006).

 Resiliency Factors

 School-Based Interventions

Anti-gay harassment and violence are widespread in schools across the nation 
(Bochenek & Brown, 2001). As a result, many feel unsafe and report higher rates of 
social isolation, depression, suicidal ideation, and unprotected sex (Cianciotto & 
Cahill, 2012). LGB youth who are harassed engage in health risk behaviors at higher 
rates than their heterosexual peers who are also harassed (Bontempo & D’Augelli, 
2002). LGBT-affirming school-based interventions are key to combating anti-gay 
bias and promoting the psychological health and physical well-being of LGBT 
youth (Goodenow, 2007).

Among these LGBT-affirming interventions are Gay Straight Alliances (GSAs), 
nondiscrimination policies, anti-bullying curricula, and curricula designed to pro-
vide positive and inclusive examples of the contributions that LGBT people have 
made to US and world culture. Approximately 4000 Gay Straight Alliances are cur-
rently registered throughout the USA and GSAs bring together students, faculty, 
and school staff to end homophobia in their schools (Griffin & Ouellett, 2002).

School-based interventions such as GSAs can support young people to affirm 
and cultivate a healthy gay identity. One study involving students from a GSA in 
Salt Lake City found that following their involvement in the GSA, students reported 
an improved sense of physical safety and sense of belonging to the school commu-
nity. They also reported improved relationships with their families, developing a 
higher comfort level with their own sexual orientation, learning strategies for deal-
ing with others’ presumptions about their sexuality, and felt better about their ability 
to contribute to society (Lee, 2002).

 Family Acceptance of Gay and Bisexual Identities

Family rejection because of one’s sexuality during adolescence correlates with 
poorer health outcomes for LGB young adults. One study indicates that in addition 
to higher rates of substance use, depression, and attempted suicide, LGB youth who 
were rejected by their families were 3.4 times more likely to report having engaged 
in unprotected sexual intercourse, compared with peers who reported little to no 
experiences of family rejection (Ryan, Heubner, Diaz, & Sanchez, 2009). For this 
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reason, parental acceptance of gay and bisexual sons is central to reducing their risk 
of HIV infection. Social marketing campaigns should promote parental acceptance 
of gay sons as a public health strategy, as Gay Men’s Health Crisis (GMHC) did 
with its 2008 “My son is my life” campaign. They can also promote positive images 
of older gay men and older people living with HIV to challenge stigma related to 
age, homosexuality, and HIV.

 Resiliency in Community Connectedness

Connectedness to LGBT communities is an important coping resource for LGBT 
people that provides non-stigmatizing environments and affirms positive self- 
appraisals (Meyer, 2010). Community connectedness—including supportive social 
relationships—has also proven protective against HIV infection (Lauby et  al., 
2012). Greater community involvement counters the negative effects of anti-gay 
bias on safer sex practices among gay men by providing social support, enhancing 
feelings of self-efficacy and positive self-identity, and reinforcing peer norms sup-
porting safer sex practices (Ramirez-Valles, 2002). Interventions are needed that 
support and nurture affirming social networks for older gay men living with HIV.

 The Life-Course Framework

The Institute of Medicine, in its landmark report on The Health of Lesbian, Gay, 
Bisexual and Transgender People, uses the life-course framework as well as models 
of minority stress, intersectionality, and social ecology to understand LGBT health 
disparities (Institute of Medicine, 2011). The life-course perspective holds that 
cohort and age differences influence health needs. Differential experiences with 
“coming out” and social homophobia also influence gay men’s willingness to be 
“out” to their health care providers (Mayer et al., 2008). Harassment and homeless-
ness are especially salient issues for youth who may be kicked out of their homes 
for being gay, or who experience violence and social isolation in schools or other 
social institutions such as foster care. Cancer and cardiovascular disease can become 
greater threats among middle age and older gay men, while some issues scan the life 
course—such as body image and eating disorders, substance use, and mental health 
issues (Makadon, Mayer, Potter, & Goldhammer, 2008).

 Prejudice, Stigma, and Minority Stress

Higher rates of mental health disorders among gay and bisexual men are often 
caused by the “hostile and stressful social environment” caused by anti-gay “stigma, 
prejudice, and discrimination” (Meyer, 2003). Gay-related stigma has been shown 
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to diminish positive affect and increase depression among midlife and older gay 
men (Wight, LeBlanc, de Vries, & Detels, 2012). Minority stress is caused by exter-
nal, objective events and conditions, expectations of such events, the internalization 
of societal attitudes, and concealment of one’s sexual orientation (Meyer, 1995; 
Meyer, 2003). Internalized anti-gay stigma can correlate with higher rates of sexual 
risk behavior; this is related to being less “out” about one’s same-sex behavior, to 
lower condom self-efficacy, and to lower sexual comfort (Ross, Rosser, Neumaier, 
& Positive Connections Team, 2008). Anxiety, often connected to experiences of 
anti-gay prejudice, correlates with sexual risk behavior, especially among older gay 
and bisexual men (Lelutiu-Weinberger et al., 2013).

A key structural driver of health disparities among gay and bisexual men is anti- 
gay stigma. Rejection and social isolation from family and community experienced 
by gay and bisexual men contribute to a multitude of negative health outcomes, 
including substance use and condomless anal sex, both of which increase vulnera-
bility to HIV, syphilis, and other STIs (Ryan et al., 2009). Experiences of anti-gay 
violence correlate with risky sexual behavior among young MSM (Russell, Ryan, 
Toomey, Diaz, & Sanchez, 2011). The association of experiencing homophobia 
within the past year and unprotected anal sex has also been documented among 
Black and Latino MSM (Jeffries, Marks, Lauby, Murrill, & Millett, 2012; Mizuno 
et  al., 2012). Thus, anti-gay stigma must be treated as a public health threat. To 
counter its pervasive and detrimental effects, community-based prevention inter-
ventions that reduce homophobia and affirm the healthy formation of gay identities 
are urgently needed. Such campaigns can take the form of social marketing, such as 
the “I Love My Boo” campaign by GMHC from 2008 through 2010 (GMHC, 2010). 
Posters were placed on phone kiosks, bus shelters, and subway trains. Youth-serving 
institutions should adopt nondiscrimination and anti-bullying policies, train staff 
and participants in the negative social and health effects of anti-gay prejudice and 
social isolation, and teach them how to intervene and stop such behavior.

 Social Determinants of HIV Positive Gay Men’s Health

A provider’s knowledge of a patient’s sexual orientation and gender identity is 
essential to providing appropriate prevention screening and care (Makadon, 2011). 
Patients who disclose their sexual orientation identity to health care providers may 
feel safer discussing their health and risk behaviors as well (Klitzman & Greenberg, 
2002). A sample of New York City MSM from the 2004 to 2005 National HIV 
Behavioral Surveillance system (NHBS) found that 61% had not disclosed their 
same-sex orientation or behavior to their medical providers. White MSM and native 
born MSM were more likely to have disclosed than Black, Latino, Asian, and immi-
grant MSM. Disclosure correlated with having tested for HIV (Berstein et al., 2008).

Barriers to LGBT people’s accessing culturally competent health care include: a 
reluctance of LGBT patients to disclose their sexual and gender identity; a lack of 
providers trained to address the specific health care needs of LGBT people; struc-

17 HIV Positive Gay Men, Health Care, Legal Rights, and Policy Issues



404

tural barriers preventing access to health insurance, such as the outlawing of domes-
tic partner health benefits for public sector employees in Michigan, Ohio, Georgia, 
and other states (Cahill, 2007), and a lack of culturally appropriate prevention ser-
vices (Mayer et al., 2008).

LGBT people also experience a shortage of primary medical care and mental 
health providers culturally competent to serve them. Many health care providers are 
uncomfortable providing care to LGBT people. Although anti-gay attitudes among 
providers appear to have declined significantly over the past two decades, a recent 
study found that 18% of doctors in California are “sometimes” or “often” uncom-
fortable caring for gay patients (Smith & Mathews, 2007). A recent survey of deans 
of medical education at medical schools in the USA and Canada found that the 
median time dedicated to teaching LGBT-related content in the entire medical 
school curriculum was 5 h. One-third of medical schools reported that zero hours of 
LGBT content were taught. Only 24% of the medical school deans considered their 
school’s overall coverage of LGBT material as “good” or “very good” on a 
5- category Likert scale (Obedin-Maliver et al., 2011).

 Aging and Caregiving Issues

The health care infrastructure is ill-equipped to handle the unique treatment and care 
needs of older gay men living with HIV. In fact, the health care infrastructure is not 
ready to handle the influx of elder American baby boomers in general, who are hit-
ting retirement age now; there are not enough geriatricians or other health care 
workers to care for them (Eldercare Workforce Alliance, 2011). There are even 
fewer providers with expertise treating elders with complex, chronic health condi-
tions. Stigma presents challenges for those in need of services and health care, and 
can significantly affect mental health and HIV treatment adherence. The training of 
elder service providers and health care providers in meeting the needs HIV positive 
older adults, including gay men, is needed as the population ages. Aging with HIV/
AIDS presents biomedical complexities only now beginning to reveal themselves. 
Higher rates of comorbidities are among the more severe biomedical issues facing 
older adults with HIV/AIDS (Deeks & Philips, 2009). Liver disease and cardiovas-
cular disease, both associated with long-term use of ARVs, are leading causes of 
mortality among older people living with HIV (Deeks & Philips, 2009). Cognitive 
impairment is also widespread among people on treatment for a long time; this could 
be due to “chronic HIV-driven inflammation in an aging brain” (Portegies, 2010).

 Social Support and Social Isolation

HIV positive individuals over 50 are more socially isolated than their younger coun-
terparts (Emlet, 2006). Many experience barriers to receiving emotional and instru-
mental social support from friends and family, including concealment of HIV status 
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and others’ fear of casual transmission of HIV (Schrimshaw & Siegel, 2003). 
Opinion research indicates that older Americans are more likely than younger age 
cohorts to hold inaccurate beliefs about the casual transmission of HIV (Kaiser 
Family Foundation, 2009a, 2009b).

As the HIV positive population in the USA ages, greater emphasis on HIV pre-
vention among older adults is necessary. Evidence suggests that, in addition to anti- 
gay bias, older gay men also experience issues related to aging and self-esteem. 
Some older gay men experience a phenomenon known as “accelerated aging,” the 
concept of feeling older at an earlier age than one’s chronological age (Rosario, 
Schrimshaw, Hunter, & Braun, 2006). This aging experience differs from that of 
their heterosexual counterparts, and may present issues of social isolation for older 
gay men who are single and equate physical attractiveness with youth. These men 
may put themselves at risk for HIV and/or other STIs by meeting anonymous part-
ners on the Internet and coupling these experiences with alcohol and substance use.

 Caring for Older Adults with HIV/AIDS

Many older adults living with HIV/AIDS are disconnected from traditional infor-
mal support networks, and rely heavily on formal care providers (Shippey & 
Karpiak, 2005). This is especially true of gay men with HIV, many of whom have 
been rejected by family members. However, many people living with HIV rely on 
informal caregivers. Informal caregivers in the USA report high rates of depression 
(Pirraglia et al., 2005) and emotional burden related to nondisclosure of the HIV 
status of the person for whom they care (Baker, Sudit, & Litwak, 1998). Informal 
caregivers often have less time to parent and to work, causing stress that can corre-
late with depression and an end to caregiving assistance (Mitchell & Knowlton, 
2012).

With over half of HIV positive elders in the USA identifying as gay or bisexual 
men, cultural competency training of elder service staff is needed to provide clini-
cally competent care to older HIV positive gay men (CDC, 2010b). Gay elders in 
nursing homes and assisted living facilities are often presumed heterosexual and 
feel it necessary to hide their sexual orientation from staff and other residents 
(Johnson, Arnette, & Koffman, 2005). This is problematic as evidence shows that 
long-term relationships with same-sex partners are often devalued, and those who 
are found to be gay often experience discrimination, abuse, and neglect by staff 
(Fairchild, Carrino, & Ramirez, 1996). Many gay and lesbian elders fear rejection 
or neglect by health care providers, including personal care aides, as well as other 
residents of long-term care facilities and nursing homes (Stein & Bonuck, 2001). 
Though research on HIV positive elders in congregate living facilities is limited, 
evidence suggests that stigma persists among other residents, as well as staff charged 
with the care and well-being of residents.
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 HIV-Related Health Issues

 Treatment as Prevention (TasP) and the Need for Better 
Treatment Outcomes

Recent studies have demonstrated a dramatic decrease in HIV transmission when 
infected individuals initiate suppressive antiretroviral therapy at higher CD4 counts 
(Cohen M et al., 2011). HPTN 052, the study released in May 2011 that showed 
providing ARVs to HIV-infected partners lowers the risk of infection of HIV nega-
tive partners, has significant implications for HIV prevention. As Abdool Karim and 
Abdool Karim note, “[T]here is now no doubt that antiretroviral drugs prevent HIV 
infection” (Abdool Karim & Abdool Karim, 2011, p. e23). What is less clear is what 
the implications of Treatment as Prevention are for gay and bisexual men. Only 3% 
of the serodiscordant couples in HPTN 052 were gay male couples (about 50 out of 
1763 couples). It was difficult to recruit serodiscordant gay male couples in which 
the positive partner was treatment naïve.

President Obama’s 2010 National HIV/AIDS Strategy prioritizes “increase[ing] 
access to care and optimiz[ing] health outcomes for people living with HIV” in part 
by “establishing a seamless system to immediately link people to continuous and 
coordinated quality care when they are diagnosed with HIV” (White House Office 
of National AIDS Policy (ONAP), 2010, pp. viii–ix). This approach is also known 
as Test, Treat, and Link to Care (TLC+). It calls for improved treatment outcomes 
by expanded testing, diagnosis, and linkage to treatment and care (TLC+) to find the 
estimated 13% of people living with HIV who are undiagnosed, and to increase the 
percentage of people diagnosed with HIV who receive ongoing care (CDC, 2008b; 
Health Resources Services Administration, 2006; White House Office of National 
AIDS Policy, 2010; ONAP, 2016).3 The need for better treatment outcomes among 
people living with HIV was underscored in late 2011, when the Centers for Disease 
Control and Prevention (CDC) reported that only 28% of people living with HIV in 
the USA are virally suppressed (Cohen SM et al., 2011).

 Serodiscordant Couples, Pre-exposure Prophylaxis, 
and Rectal Microbicides

The recent scientific breakthroughs with Treatment as Prevention, as well as pre- 
exposure chemoprophylaxis (PrEP) and rectal microbicides for HIV prevention, are 
especially important to serodiscordant couples. Initial results from clinical preven-
tion trials of PrEP, in oral pill form (oral PrEP), indicate that PrEP could 

3 The CDC estimates that only 51% of people in the US diagnosed with HIV are receiving ongoing 
care, and only 41% of people with HIV in the US “are both aware of their infection and receiving 
ongoing care” (Vital Signs, MMWR, 2011a, December 2).
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significantly reduce HIV infections. PrEP involves taking antiretroviral medications 
to prevent HIV transmission through unprotected sex or sharing needles. The first 
PrEP trial to demonstrate efficacy among MSM was iPrEx, which enrolled 2499 
MSM in Latin America, the USA, South Africa, and Thailand. The participants who 
took oral emtricitabine and tenofovir disoproxil fumarate (FTC-TDF) had a 44% 
lower rate of HIV infection than those who took the placebo. All were provided 
comprehensive HIV prevention services, including risk reduction counseling and 
HIV/STI testing. In a nested case-control study, among subjects with a detectable 
study-drug level (i.e., the most treatment adherent), there was a 92% lower rate of 
HIV infection than among those without a detectable level of FTC-TDF tested in 
the visit before seroconversion (Grant et al., 2010).

It is essential that PrEP be combined with behavioral interventions to maintain 
both PrEP adherence and continued fidelity to safer sex practices. A concurrent 
focus on TLC+ as well as behavioral interventions to support treatment adherence 
and safer sex practices would decrease community viral load and complement the 
effectiveness of PrEP.  Implementing both PrEP and TLC+ together can be done 
efficiently through public health programs that maximize the effectiveness of both. 
Recent modeling of PrEP implementation coupled with scaled up treatment—focus-
ing on MSM in San Francisco, the general adult population in Botswana, and sero-
discordant couples in South Africa—predicts that PrEP could significantly reduce 
HIV incidence and prevalence (Hallett et  al., 2011; Supervie, Garcia-Lerma, 
Heneine, & Blower, 2010; Supervie et al., 2011).

If targeted to the highest risk populations and if adherence and efficacy is high 
enough, PrEP can be cost effective. While clinical settings are the most feasible 
sites for PrEP implementation, alternative arrangements should be explored, such as 
substance use treatment sites. Training of health providers and non-clinicians in 
PrEP delivery is a key component of PrEP scale-up. Research shows widespread 
willingness to use PrEP among the most vulnerable populations, such as MSM in 
the USA and globally. However, concerns are widespread that PrEP may lead to risk 
compensation, which should be monitored and challenged through social marketing 
and behavioral interventions. Many gay men are unaware of PrEP, and many con-
fuse PrEP and PEP (post-exposure prophylaxis, a technology that has been available 
for many years now). Many gay men and many providers are unaware of either. For 
example, a survey of more than 4500 MSM on social networking websites in 2011 
found that only 36% had heard of PEP (Krakower et al., 2012). PrEP offers a teach-
able moment to increase knowledge of and access to PEP.

Among the greatest barriers to accessing PrEP is cost. The CDC estimates TDF- 
FTC would cost $8030 a year; generic TDF-FTC is available in the global south for 
$108 a year. Currently, private insurers and Medicaid are covering PrEP for patients. 
The Affordable Care Act mandates coverage of “Essential Health Benefits” by 
insurance offered in state Health Insurance Exchanges; these include prescription 
drugs and prevention and wellness programs, which could cover PrEP (Cahill, 
2012a, 2012b). In July 2012, the US Food and Drug Administration approved FTC- 
TDF for use as PrEP by gay and bisexual men, high-risk heterosexual women and 
men, and serodiscordant couples. In August 2012, the CDC issued guidance for use 
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of PrEP by serodiscordant couples and heterosexuals, building upon guidance for 
MSM issued in 2011. The World Health Organization also issued provider guidance 
about PrEP use in July 2012.

 Rectal Microbicides

A related experimental technology is microbicides, topical gels that contain antiret-
roviral medications that are applied vaginally or rectally to prevent HIV transmis-
sion. Rectal microbicides, currently in development, involve an agent that can be 
included in topical gels, lubricants, douches, or enemas and applied to the rectum to 
prevent HIV transmission (International Rectal Microbicides Advocates, 2013). A 
tenofovir rectal gel was found effective in preventing simian immunodeficiency 
virus (SIV) transmission among macaques (International Rectal Microbicides 
Advocates, 2013). A number of safety and acceptability studies have been con-
ducted with humans since 2004. For example, one study found UC781 (a gel that 
includes a thiocarboxanilide non-nucleoside reverse transcriptase inhibitor) to be 
safe and well tolerated when used rectally in humans (AIDSinfo.gov, 2013; LeBlanc, 
2010). Another study looked at how much microbicide gel would be acceptable, and 
found that MSM generally tolerated up to 35 ml while having receptive anal inter-
course (Carballo-Dieguez et al., 2007). Rectal microbicide trial results released in 
2011 showed that a rectal gel could effectively deliver FTC-TDF to rectal tissue 
(Anton, Saunders, Adler, et al., 2011; Microbicide Trials Network, n.d.; Reuters, 
2011). While rectal microbicides are still in development, at some point in the future 
they could provide another tool that serodiscordant gay male couples could use to 
protect the HIV negative partner.

 Serosorting

Serosorting is the process by which an individual makes a choice about sexual part-
ners based upon known or perceived HIV status. In recent years, many HIV positive 
people have advertised online for sexual partners who are also HIV positive. Poz.com, 
a social network dating site run by Poz magazine, is one example of HIV positive 
serosorting. While serosorting can lead to less HIV infection of HIV negative indi-
viduals, public health advocates are concerned that HIV positive serosorters who do 
not use protection may transmit other STIs. Dual infection or superinfection with new, 
possibly drug-resistant strains of HIV is another concern. This could further weaken 
the immune system, hasten disease progression, and potentially limit treatment 
options (Siconolfi & Moeller, 2007). If two individuals who think they are HIV nega-
tive engage in unprotected sex, STI infection and even HIV infection may occur due 
to the window period between HIV exposure and a positive HIV test. The body takes 
some time—as much as 3 months—between infection with HIV and the production 
of enough HIV antibodies to be detected by an HIV test (Butler & Smith, 2007).
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 HIV Prevention Using Social Media, the Internet, 
and Commercial Sex Venues

The Internet has become a central medium in the social lives of many adults, includ-
ing among gay men searching for sexual partners (Bolding, Davis, Hart, Sherr, & 
Elford, 2005). Popular dating or cruising websites often allow an option for HIV 
status to be provided and can facilitate negotiation of sexual behavior, including 
serosorting and use of condoms (Bolding et al., 2005). Online outreach to gay and 
bisexual men is an effective way to disseminate safer sex messages, HIV/STI pre-
vention information, and referrals to testing and services. Contact with individuals 
through online outreach takes place in public chat rooms and fora, as well as 
through other, more private Internet communication, such as instant messaging and 
via email.

For decades commercial sex venues (CSVs) have been important sites for HIV/
STI prevention education. CSVs charge admission or request a donation for admis-
sion to a bathhouse, sex club, or private sex party, either in a fixed or roaming loca-
tion. Gay men who frequent CSVs are at high risk of HIV and other STIs (Aynalem 
et  al., 2006). A high percentage of MSM surveyed in New  York City and Los 
Angeles recently met sexual partners at bathhouses (40%), through public cruising 
(30%), and at private sex parties (25%) (Grov, Parsons, & Bimbi, 2007). HIV posi-
tive men may be more likely than HIV negative men to participate in public sex 
venues and commercial sex venues (Parsons & Halkitis, 2002). Therefore, preven-
tion education and HIV/STI testing at CSVs can be highly effective.

 Legal Issues Affecting Gay Men Living with HIV

 Criminalization

Laws criminalizing HIV and the nondisclosure of one’s HIV status reinforce HIV- 
related stigma, prejudice, and discrimination in US society. Currently 34 states in 
the USA have laws punishing people for exposing another person to HIV, usually 
through nondisclosure of status. Hundreds of individuals have been prosecuted for 
nondisclosure of their HIV status (Strub, 2011). Such nondisclosure is criminal, 
even if the person’s viral load is undetectable and even if HIV transmission does not 
occur. Those convicted often have to register as sex offenders for the rest of their 
lives. An especially egregious case is that of Willy Campbell, who was sentenced to 
35 years for spitting on a police officer. Campbell was convicted of “assault with a 
deadly weapon,” even though spit from an HIV positive person cannot infect some-
one, let alone kill him (Strub, 2011). A bill introduced by Congresswoman Barbara 
Lee (D-CA) in 2011, the REPEAL HIV Criminalization Act, would review and 
repeal such laws (Gonzalez, 2012).
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 HIV Discrimination in Employment, Housing,  
and Public Accommodations

Discrimination on the basis of HIV status is illegal in many contexts, but between 
fiscal year 2000 and fiscal year 2009 some 2175 complaints were filed with the US 
Equal Employment Opportunity Commission about HIV-related discrimination in 
employment (Lambda Legal, 2010). These include a man fired from his job at a Las 
Vegas sandwich shop in 2005 after he disclosed his HIV status on a workplace 
health insurance application. The man’s employer said he believed that the employee 
posed a danger to customers (Lamda Legal, 2010).

Discrimination also occurs in health care, housing, public accommodations, fed-
eral employment, and prison. For example, in 2007, an Alabama RV campground 
refused to allow a two-year-old to use the swimming pool and showers because he 
had HIV. A 75-year-old former university provost was ejected from an Arkansas 
assisted living facility in 2009 due to his HIV status, in violation of the Americans 
with Disabilities Act, the Fair Housing Act, and analogous state nondiscrimination 
laws. In 2006, in Pennsylvania, paramedics refused medical care to a man experi-
encing chest pains because they learned he had HIV. The US military and US Public 
Health Service Commissioned Corps have policies against hiring people living with 
HIV, and until recently the US State Department had a similar ban on HIV positive 
employees. Prisoners in Alabama and South Carolina also experience discrimina-
tory treatment, segregation, and violation of their privacy, being forced to wear arm-
bands, badges, or uniforms that declare their HIV status to everyone, including 
visitors (Lambda Legal, 2010).

HIV-related discrimination is connected to stigma and misperceptions about how 
HIV is transmitted. A Kaiser Family Foundation survey found that more than one- 
third of Americans believed that HIV could be transmitted by sharing a drinking 
glass, touching a toilet seat, or sharing a swimming pool with an HIV positive per-
son (Kaiser Family Foundation, 2009a, 2009b). Fear of HIV-related stigma and 
discrimination undermines public health. President Obama’s National HIV/AIDS 
Strategy warns that it “causes some Americans to avoid learning their HIV status, 
disclosing their status, or accessing medical care” (ONAP, 2010).

 Anti-gay Discrimination

Anti-gay discrimination, or discrimination based on real or perceived sexual orien-
tation, was once widespread in both public sector and private sector employment 
(D’Emilio, 1998). As of 2016, 22 states and the District of Columbia outlawed dis-
crimination on the basis of sexual orientation, as did hundreds of municipalities 
(American Civil Liberties Union, 2017). More than half the population lives in one 
of these states or municipalities. However, in much of the country, it is still legal to 
deny a person a job, promotion, housing, or access to a public accommodation due 
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to real or perceived sexual orientation. A review of 50 studies of sexual orientation 
discrimination conducted from the 1980s through 2007 found that between 16 and 
68% of LGB respondents reported experiencing workplace discrimination. 
Experiences included being fired, denied employment, denied a promotion, and get-
ting a poor job rating or evaluation (Badgett, Lau, Sears, & Ho, 2007). A survey of 
LGBT residents of Topeka, Kansas, found widespread workplace discrimination as 
well as harassment and vandalism in the workplace, housing discrimination, and 
discrimination in receiving government services (Colvin, 2004). Another indicator 
of potential discrimination is earnings differentials. An analysis of nine studies 
using data from a range of sources including that National Health and Social Life 
Survey and General Social Survey found that gay men earn 10–32% less than het-
erosexual men (Badgett, 2001).

 Policy Issues Affecting HIV Positive Gay Men

 The Affordable Care Act and Expanded Health Care Access

The Patient Protection and Affordable Care Act (ACA)  of 2010 expanded access to 
health insurance and seeks to improve outcomes and reduce costs. It requires insur-
ance companies to cover all who apply for insurance and offer the same rates with-
out regard to preexisting health conditions (United States Department of Health and 
Human Services (U.S. HHS), n.d.). Until 2015, roughly 40 states did not recognize 
same-sex relationships. Most of these states also banned domestic partner recogni-
tion and civil unions, including health insurance for same-sex partners of municipal 
or state government workers (National Gay and Lesbian Task Force, 2013). Because 
of the slew of anti-gay family laws and amendments that stripped thousands of 
same-sex partners of their employer-provided health insurance, as well as discrimi-
nation against gay families by private insurance companies, LGBT people were 
much less likely to have insurance coverage. For all these reasons, the ACA’s expan-
sion of health care access has disproportionately benefitted LGBT Americans.

The ACA also provides support for preventative care and HIV testing as well as 
treatment and prevention services. It prohibits insurance companies from denying 
coverage for preexisting medical conditions, such as HIV infection. Prior to imple-
mentation of the ACA, only 13% of the estimated 1.2 million Americans living with 
HIV have private insurance and 25% have no insurance (Cahill, 2012a). Only half 
of people with HIV in the USA were in regular medical care, and less than a one- 
third are being treated effectively, such that they are virally suppressed (Cohen 
et al., 2011). The preexisting condition provision means that thousands of people 
living with HIV can now access health insurance and healthcare, which will improve 
treatment outcomes, a key goal of President Obama’s National HIV/AIDS Strategy. 
As of 2016, 20 million Americans have accessed private or public insurance through 
the ACA (U.S. Department of Health and Human Services, 2016).
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 Medicaid and Medicare

Medicare, Medicaid, and Social Security provide critical support to thousands of 
people living with HIV in the USA. At least 10% of all people living with HIV in 
the USA, or 120,000 people, are Medicare beneficiaries (Gilden, Kubisiak, & 
Gilden, 2007). Medicare is the federal government health insurance program for 
people who are 65 and over and for some younger people with disabilities. Thirty- 
four million Americans, including nearly all of the nation’s elderly population, have 
health coverage through Medicare. People living with HIV qualify for Medicare 
based on age (most US seniors are on Medicare) or because they have received 
Social Security Disability Insurance for at least 2 years, after which 93% go on to 
qualify for Medicare (Kaiser Family Foundation, 2009a, 2009b).

Medicaid is a means-tested program proving health care for specific categories 
of eligible persons, mainly the disabled, low-income children and their parents, and 
the medically needy. In 2009, between 200,000 and 240,000 people living with HIV 
were covered by Medicaid (Kaiser Family Foundation, 2009a, 2009b). Medicaid is 
a key source of funding for antiretroviral therapy. However, with the expansion of 
Medicare into prescription drug coverage (Medicare Part D), Medicare spending on 
people with HIV now surpasses Medicaid spending on people with HIV (Kaiser 
Family Foundation, 2009a, 2009b).

 The Medicaid Expansion

Many people with HIV receive Medicaid, a means-tested health insurance program 
for the poor and disabled. However, until the Affordable Care Act, childless adults 
could not qualify for Medicaid unless they were disabled. For people living with 
HIV, this required that they had an AIDS diagnosis. The Medicaid expansion to 
individuals who earn up to 138% of the poverty level, a key component of the 
Affordable Care Act, changed this in 2014. However, the June 2012 US Supreme 
Court ruling struck down the mandatory expansion of Medicaid (Supreme Court of 
the United States, 2012). The Supreme Court upheld the federal government’s abil-
ity to promote expanded Medicaid coverage in the states through expanded federal 
funding (a carrot), but not the ACA’s provision that would cut all federal Medicaid 
funding to states that do not comply (a stick). About half of the 30 million people 
newly able to access health coverage under the ACA as originally designed would 
have been covered under the Medicaid expansion, including low-income adults who 
are not disabled and who do not have dependent children (Washington Post Staff, 
2010). This expansion would benefit many single gay people, many people living 
with HIV, as well as millions of other low-income Americans.
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 Health Insurance Exchanges, Essential Health Benefits, 
and Qualified Health Plans

State Health Insurance Exchanges (HIEs) are the mechanism whereby low- and 
moderate-income individuals and families eligible for federal subsidies, and 
employees of small businesses, are able to purchase affordable health insurance 
(Kaiser Family Foundation, 2013; Weil, Shafir, & Zemel, 2011). The exchanges 
became active in 2014. The US Affordable Care Act mandates that all insurers cover 
certain “essential health benefits” (EHB). An insurer’s essential health benefits 
package must cover ten categories of benefits—including prescription drugs, outpa-
tient health care, hospitalization, lab services, prevention and wellness programs, 
disease management, and mental health and substance abuse services. The law also 
indicates that the package should be equal to current typical employer plans, meet 
the needs of diverse populations, including those with disabilities, and not discrimi-
nate (Kaiser Family Foundation, 2011).

In December 2011, the US Department of Health and Human Services announced 
that “essential health benefits” would vary state to state, and could reflect varying 
needs and priorities from one state to the next. Instead of defining “a single uniform 
set” of essential health benefits, the Obama Administration “will allow each state to 
specify benefits within broad categories,” including preventive care and prescription 
drugs (Pear, 2011 ). HHS Secretary Kathleen Sebelius said the Administration was 
undertaking this initiative to give states “the flexibility to design coverage options to 
meet their unique needs” (Pear, 2011). Such an action also undercuts conservative 
critiques of the Affordable Care Act as an imposition of federal mandates on states 
that usurps state authority. Under the approach announced by HHS in December 
2011, each state will designate an existing health insurance plan as a benchmark. 
The benefits offered by the benchmark plan will be deemed essential and, in 2014, 
all insurers operating in the state were required to provide benefits of the same or 
greater value as those provided by the benchmark plan. This benchmark plan will be 
one of the following4:

 1. One of the three largest small-group plans in the state
 2. One of the three largest health plans for state employees

4 The Fenway Institute commented January 31, 2012 on the US Health and Human Services pro-
posal on Essential Health Benefits (EHBs) issued in December 2011. Fenway urged HHS to ensure 
nondiscriminatory treatment against people with disabilities, including HIV/AIDS, by establishing 
a strong national floor for coverage. In December, the Administration signaled it would allow 
states a great deal of flexibility to determine EHBs, which has raised concerns among AIDS advo-
cates and others advocating for people with complex health care needs. Fenway also recommended 
that small-group plans and for-profit HMOs be eliminated as benchmark options for states, because 
such plans often have coverage restrictions and higher cost-sharing. The Fenway Institute also 
recommended that plans be prohibited from substituting benefits across and within categories, and 
that patients be able to access the care they need based on the standard of care, not cost concerns. 
Finally, Fenway asked HHS to ensure that prevention and mental health/substance use services—
statutorily covered as EHBs—be clinically competent to serve LGBT people.
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 3. One of the three largest national health insurance options for federal employees
 4. The largest health maintenance organization operating in the state’s commercial 

insurance market

Among HIE and EHB concerns related to gay people and HIV are discrimination 
and lack of coverage of HIV medications and other medically necessary services. 
Rules promulgated by the US Department of Health and Human Services in 2012 
required nondiscrimination in HIE activities on the basis of sexual orientation and 
gender identity, including in the activities of Qualified Health Plan (QHP) issuers. 
In 2014, when the HIEs began to operate, QHPs were required to be exchange- 
certified insurance plans that provide Essential Health Benefits, follow limits on 
cost-sharing (such as deductibles and co-payments), and meet other requirements 
(United States Department of Health and Human Services (U.S. HHS), n.d.). Efforts 
are also underway to ensure HIEs reach out to LGBT consumers, collect confiden-
tial patient data on sexual orientation and gender identity, ensure subsidies and 
enrollment systems include same-sex couples and children of same-sex couples, 
and prohibit exclusions of transgender people’s health care needs.

It is also critical that people with HIV/AIDS and other vulnerable populations 
have access to essential care and treatment through the QHPs traded on the HIEs. 
People with HIV/AIDS must take at least three antiretroviral (ARV) drugs to effec-
tively suppress HIV. Allowing plans to cover only one drug in each category cov-
ered by the benchmark, as proposed in the US Department of Health and Human 
Services’ Informational Bulletin of December 2011, could mean that people with 
HIV are not able to access the life-saving ARVs that revolutionized HIV care in the 
mid-1990s. Utilization controls, such as requiring prior authorization to access 
ARVs, could also hinder access to treatment. Explicit language in EHB guidance 
and future HHS regulations is essential to ensure that people with complex health 
conditions such as HIV are able to access all medications necessary to treat their 
disease according to federal treatment guidelines. HHS should also issue guidance 
to ensure access to comprehensive mental health and substance use services, pre-
vention services, chronic disease management, and other elements of the ten statu-
torily mandated EHB categories.

It is also important that people living with HIV be able to access the care they 
need based on the standard of care. HHS regulations should include patient pro-
tections to ensure that patients can access the care they need based on the stan-
dard of care, not cost. People with HIV/AIDS, cancer, and other chronic disease 
may require frequent medical visits and laboratory tests to ensure their health. 
Service or benefit limitations could hinder this goal. People should also be able 
to access specialists without paying excessive co-payments they cannot afford. 
HHS should ensure that these scenarios do not occur by writing patient protec-
tions into EHB guidance. If HHS fails to do this, state exchanges should take the 
initiative and thereby guarantee that the complex health care needs of people 
with HIV are met.
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 Ryan White

The Ryan White Program provides care and support services to half a million people 
living with HIV in the USA and their families. About a third of Ryan White’s $2.3 
billion in funds supports the AIDS Drug Assistance Program (ADAP), which helps 
people with HIV purchase antiretroviral medications. Most clients served by the 
Ryan White program are low-income, male, and people of color (Kaiser Family 
Foundation, 2011). Many are gay and bisexual men. Core medical services provided 
with Ryan White funds include outpatient and ambulatory health services, early 
intervention services, medical case management, treatment adherence services, med-
ical nutrition therapy, legal services, and mental health and substance use treatment.

 Social Security and Supplemental Security Income

Some people living with AIDS qualify for Social Security disability insurance or 
Supplemental Security Income (SSI). Eligibility is reserved for individuals who (1) 
cannot do the work they once did before, (2) the Social Security Administration 
decides that they cannot adjust to other work because of their medical condition(s), 
and (3) their disability has lasted or is expected to last for at least 1 year or to result 
in death. Only those who have worked long enough and paid into the program suf-
ficiently can access Social Security disability insurance; SSI is available more 
broadly based on limited resources and income, not work history (United States 
Social Security Administration, n.d.).

Until the landmark changes brought about by the landmark Supreme Court rul-
ing U.S. v. Windsor in 2013, striking down federal nonrecognition of same-sex mar-
riages (Cahill & Vargas, 2015), Social Security regulations denied older gay men 
with partners or spouses access to funds from systems they pay into throughout their 
working lives, but could not access due to the unequal treatment of same-sex cou-
ples. Nearly two-thirds of US retirees rely on Social Security for more than half of 
their annual income and, for 15% of seniors, Social Security is their only source of 
income (Liu, 1999). Social Security survivor benefits allow widows, widowers, and 
dependent children to put food on the table and fairly compensate them when their 
spouse pays into the system his or her whole life but dies before being able to enjoy 
these retirement savings. But gay and lesbian survivors were not eligible for these 
benefits, even though they had paid taxes into the system for their entire lives. The 
9/11 attacks illustrated the unfairness of this policy: same-sex survivors of victims 
were denied Social Security and worker’s comp survivor benefits. They also had to 
struggle to access funds from the victims’ compensation fund administered by the 
US Justice Department. Gay partners were also ineligible for spousal benefits, 
which allow a partner to earn about half his or her life partner’s Social Security pay-
ment if that rate is higher. Following the Windsor ruling, the Social Security 
Administration moved to treat same-sex spouses the same as heterosexual spouses.
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 Veterans Affairs

The Department of Veterans Affairs (VA)  is the largest single provider of medical 
care to people with HIV in the USA (US Department of Veterans Affairs, 2009). It 
has served 64,000 HIV positive veterans since 1981, and currently serves 23,000 
HIV-infected veterans. With more than eight million individuals enrolled in the VA 
health care system, many gay and bisexual men receive health care there. Little is 
known about the experiences and needs of LGBT veterans. A few state Behavioral 
Risk Factor Surveillance Surveys ask about sexual orientation and all ask about 
veteran status. An analysis of Massachusetts BRFSS data from 2005 through 2010 
found that LGB veterans reported higher rates of suicidal ideation compared with 
heterosexual veterans (Blosnich et al., 2012a). Other issues that may disproportion-
ately affect gay veterans are “trauma from childhood adversity interacting with 
military trauma” (Blosnich et al., 2012b). Because so many gay veterans associate 
their military service with hiding their sexual orientation, and because some were 
dishonorably discharged under the prior policies banning homosexuals from serv-
ing, it is essential that the VA undertake affirmative outreach to LGBT veterans to 
ensure that they access the health care services and benefits to which they are 
entitled. It is also critical that VA staff be trained in LGBT issues so that they can 
provide clinically competent care. Such trainings have been conducted in New York, 
Massachusetts, and elsewhere, and there is a working group within the VA promot-
ing training in LGBT health issues and advancing significant improvements in 
other areas.

 Data Collection on Health Surveys and in Clinical Settings

Asking questions about sexual orientation and gender identity is important because 
there are significant documented health disparities affecting LGBT people (Healthy 
People, 2020; Mayer et al., 2008). While we know about some disparities, there 
remain wide gaps in research on LGBT health. Gathering sexual orientation and 
gender identity data in a standardized way will allow us to better understand LGBT 
health disparities, as well as to prevent, screen, and detect early conditions that dis-
proportionately affect LGBT people (Bradford, Cahill, Grasso, & Makadon, 2012). 
Every state conducts the Youth Risk Behavior Survey and the Behavioral Risk 
Factor Surveillance Survey, yet until 2015 few states gathered data on sexual orien-
tation, and even fewer on gender identity. In 2015, the CDC added sexual orienta-
tion questions (identity and behavior) to its core questionnaire, and now about half 
of states ask the questions (Kann et al., 2016). Few national surveys collect sexual 
orientation and gender identity data, although this improved significantly under 
President Barak Obama (Cahill, 2016). Gathering sexual orientation and gender 
identity data in health care settings allows providers to better understand and treat 
their patients, and to compare their patients’ health outcomes with national samples 
of LGB or LGBT people from national health surveys. A number of federal 
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agencies have taken steps to encourage or require the collection of sexual orienta-
tion and gender identity data in health care settings, such as in the Meaningful Use 
incentive program under the Centers for Medicare and Medicaid Services (Cahill, 
Baker, Deutsch, Keatley, & Makadon, 2016).

 The Older Americans Act

The OAA funds social and nutritional services to people 60 and older and their 
caregivers. Services include a wide range of programs related to elder abuse and 
neglect, mental health, benefits counseling, civil engagement, nutritional services, 
healthy aging, evidence-based health promotion and disease prevention, adult day 
care, transportation, and caregiving (United States Administration on Aging, n.d.). 
The OAA also funds workforce training and research. The Older Americans Act 
(OAA), currently overdue for reauthorization, should broaden the definition of older 
adults with “greatest social need” to include older adults with HIV and LGBT 
elders. This would allow resources to be targeted to train elder service staff and 
conduct research to better understand the experiences of these populations in elder 
service settings. State units on aging can make such a designation: Massachusetts’s 
Executive Office of Elder Affairs (EOEA) designated LGBT elders as such in 2012 
(Krinsky & Cahill, 2017). The Massachusetts Special Legislative Commission on 
Lesbian, Gay, Bisexual and Transgender Aging has also called on EOEA to make a 
similar designation for older adults living with HIV (Krinsky & Cahill, 2017).

 Conclusions

In conclusion, gay men living with HIV have complex health needs. These include 
disparities in physical and mental health, as well as side effects of long-term HIV 
infection and antiretroviral use and interactions with other health conditions. Older 
gay men living with HIV may experience social isolation and have often have sig-
nificant caregiving and social support needs. Biomedical prevention research holds 
great promise for serodiscordant couples, and recent changes in federal health pol-
icy have enabled greater access to quality health care for gay men living with HIV.
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