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|. Introduction

In the United States, gay and bisexual men who have sex with men (MSM) have the highest
current and historic rates of HIV infection (Centers for Disease Control and Prevention, 2018a).
While MSM as a general subpopulation accounted for the highest share of HIV diagnoses in the
United States from 2005 to 2014, there were distinct racial differences in diagnosis rates between
white and black MSM (Centers for Disease Control and Prevention, 2016a). In that decade
timespan, the number of HIV diagnoses among white MSM declined by 18% while the number of
diagnoses among black MSM increased by 22% (Ibid.). However, if current rates of HIV infection
persist, 1 in 2 black MSM have a lifetime risk of acquiring HIV compared to 1 in 11 white MSM
(Centers for Disease Control and Prevention, 2016b).

Some Americans may view the HIV/AIDS epidemic as an artifact of the 20™" century rather
than an ongoing epidemic. While many individuals shifted their attention toward international HIV
epidemics in the early 21% century, there was a sustained “invisible epidemic” among black MSM
in America that has led to shocking HIV statistics. Journalist Linda Villarosa offers a perspective
on this issue by comparing rates of HIV infection among African American MSM to rates of
infection in the African nation of Swaziland, the nation with the highest global rate of HIV.
Villarosa states:

“If gay and bisexual African-American men made up a country, its rate would surpass
that of this impoverished African nation -- and all other nations.” (Villarosa, 2017)

Along with the empirical evidence cited in her article, Villarosa recounts hearing themes

of stigma, fear, and social isolation among interviewed black MSM. She identifies these themes

as key barriers for traditional forms of HIV prevention (Villarosa, 2017). The pronounced racial



disparities in HIV rates described above indicate that traditional prevention methods have failed
to reach or impact the black MSM subpopulation with large-scale efficacy potentially due to
differential patterns of stigma and discrimination.

While more traditional prevention methods (e.g., condoms, abstinence) have failed to yield
equitable reductions in HIV incidence, there is hope that novel prevention options could allow for
HIV reduction in the most at-risk populations. For this paper, | will focus on the most prominent
of these treatments, pre-exposure prophylaxis (PrEP). PrEP is a daily oral drug regimen taken by
a HIV-negative individual at risk for HIV to prevent HIV infection (Food and Drug
Administration, 2012). While this treatment is an optimal prevention strategy for populations at
risk for HIV infection due to its reported efficacy, adoption of PrEP has been a slow but gradual
process in the United States. Particularly within the gay and bisexual male population, there has
been an evident gap between the rates of PrEP uptake between white and black communities that
is predicted to exacerbate racial disparities in HIV incidence (Huang, Zhu, Smith, Harris, &
Hoover, 2018).

Because stigma may act as a barrier to traditional HIV prevention, one could question how
varying degrees of homophaobic stigma within racial communities can shape modern prevention
choices. Historically, there has been a general stigma against homosexuality in American society,
yet this stigma can impinge itself differentially based on community norms. For example, norms
related to masculinity and religiosity within the black community can lead black MSM to
experience heightened levels of stigma based on their homosexuality. The greater degree of
homophobic stigmatization among black MSM could shape their choices to seek out modern HIV
prevention through psychosocial mechanisms that alter their evaluations of self-worth and

belonging.



Although differential degrees of homophobic stigma can be thought of as a probable
mechanism to explain disparities, prevention failures among black MSM have also been framed
as an issue of lower access to healthcare and race-based medical mistrust. This mechanism could
be especially true of modern biomedical prevention options that require visits to medical
establishments and consultations with physicians.

Even though the literature published on PrEP is still relatively new, there has already been
a lack of coherence between studies to understand which social mechanisms and individual factors
underlie large disparities in use between white and black MSM. Studies will frequently focus
solely on the consequences of stigma, correlates of healthcare access, or effects of medical mistrust
without considering how these processes may feed into or interact with each other.

To bridge this gap, my goal is to analyze a series of questions using the findings from
selected studies to ascertain the ways in which various sociocultural and health factors, namely
homophobic stigma, have been shown to shape PrEP usage patterns among white and black MSM.
Such questions include: (1) Do greater degrees of homophobia within the black community
mediate the lower propensity of black MSM to seek a PrEP prescription, and to what extent?; (2)
Is there evidence of factors relating to healthcare access or medical mistrust that may interact with
stigma to further shape PrEP usage patterns?; and (3) What measures and models should future
studies pertaining to the racial disparities of PrEP highlight and address? By analyzing
homophobic stigma alongside issues of healthcare access and medical mistrust, my hope is to
contribute insights into the ways in which problematic social norms and stigma are operative in
health-seeking behaviors that can reinforce and perpetuate HIV disparities within the United

States.



I11. Background

A. Pre-Exposure Prophylaxis (PrEP): The Future of HIV Prevention?

In the late 1990s and early 2000s, the primary HIV prevention methods involved
advocating for abstinence in sex education courses as well as promoting consistent condom use
(Villarosa, 2017). From 2008 to 2014, the annual rate of HIV incidence in the United States
declined overall by 18% but this trend was not distributed equally among all populations (Centers
for Disease Control and Prevention, 2018b). Although there were observable declines in annual
HIV incidence among white MSM and heterosexuals, no decline was observed among black MSM
(Ibid.). Due the inconsistent efficacy of past HIV prevention strategies in equitably reducing HIV
incidence, biomedical researchers sought to create a pharmaceutical treatment option that would
allow for the prevention of HIV acquisition in high risk individuals. In the early 2000s, the U.S.
Public Health Service recommended that existing antiretroviral drug therapies be utilized in a non-
occupational setting as post-exposure prophylaxis to reduce the chances of HIV infection shortly
(within 72 hours) after a potential exposure to the virus (Smith et al., 2005). The application of
existing antiretroviral drugs in new formulations and indications to avert HIV infections inspired
researchers to see if they could possibly use such drugs as a pre-exposure prophylactic.

Following basic and translational biomedical research on the feasibility of using
antiretroviral drugs as a pre-exposure prophylactic for HIV, medical researchers conducted a
multinational clinical trial, the Pre-exposure Prophylaxis Initiative (iPrEx), from 2007 to 2010.
This phase 111 trial was testing a new oral drug combination of the antiretroviral emtricitabine
(FTC) and tenofovir disoproxil fumarate (TDF) among populations of MSM to determine drug
safety and efficacy in preventing HIV infection (Grant et al., 2010). At the conclusion of the

clinical trial, researchers found that participants assigned the daily FTC-TDF oral medication saw



a44% reduction in the incidence of HIV and reported few adverse side effects other than temporary
nausea (Grant et al., 2010). In 2012, the Food and Drug Administration (FDA) used findings from
Grant et al. (2010) along with results from additional clinical trials with intravenous drug users
and heterosexual women to approve the oral FTC-TDF drug formulation for PrEP under the brand
name Truvada (U.S. Food and Drug Administration, 2012).

In the years since the FDA approval of Truvada, the U.S. Public Health Service (USPHS)
and Centers for Disease Control and Prevention (CDC) have released a variety of clinical
guidelines and public health information pertaining to PrEP. Two issues that have continually
received attention by these agencies are the issues of PrEP adherence and use of supplementary
HIV prevention measures. During the clinical trial, the researchers discovered the issue of
nonadherence. Participants would often forget or choose not to take the medication daily, resulting
in diminished efficacy (Grant et al., 2010). For PrEP to be a viable HIV prevention measure, at-
risk individuals need to follow a strict adherence regimen which is a daunting task for many
individuals. Due to the potential for missed doses, and given that PrEP is not 100% effective at
preventing HIV or other STDs, the CDC and U.S. Public Health Service has continually
recommended the use of supplementary prevention measures such as condoms alongside PrEP
(Centers for Disease Control and Prevention, 2018b). The fact that PrEP is still not 100% effective
in preventing HIV has led some to wonder if there really is a benefit in utilizing this new, more
expensive drug as a form of prevention when effective, inexpensive solutions already exist (e.g.,
condoms). Within the Clinical Guidelines for PrEP published by the CDC, the agency counters
this claim by stating that there are still over 40,000 new infections of HIV each year. The CDC
employs this statistic to confirm the substantial need for novel prevention methods to further

reduce HIV infections (Centers for Disease Control and Prevention, 2018b). Furthermore, the



2015-2020 National HIV/AIDS Strategy for the United States emphasized expanding the use of
combination prevention methods with PrEP as a focus in order to most effectively reduce HIV
infections (Office of National AIDS Policy, 2015). While PrEP alone may not be the sole solution
to HIV prevention, the published materials from key public health agencies indicate that it will be
an indispensable tool for reducing the incidence of HIV if implemented effectively within
populations most at risk.
B. Disparities in PrEP Usage Among White and Black MSM

Although PrEP has only been recently approved as a HIV prevention measure, there is
growing evidence that there are already distinct gaps in its use along racial lines. A recent article
found that within a national prescription database of users with available race/ethnicity data, white
individuals received a majority of prescriptions at 68.7% while black individuals accounted for
11.2% of prescriptions (Huang, Zhu, Smith, Harris, & Hoover, 2018). The presence of this
imbalance is significant because black MSM are the population most likely to meet the various
indicators for initiating PrEP use (Smith, Van Handel, & Grey, 2018). Considering these disparities
by race, | question how recent studies have sought to analyze the sociocultural or public health

factors that may be producing this gap in PrEP use, particularly between white and black MSM.
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Figure 1: Racial disparities in PrEP prescriptions, particularly among males (Huang et al., 2018)



C. Race, Homophobia, and HIV Risk: Theoretical and Empirical Approaches

Given the racial disparities of HIV infection among MSM and the potential consequences
of these disparities being conserved in prevention treatments, many researchers have sought to
determine which health or sociocultural factors may drive such disparities. One explanation for
these disparities is differential rates of stigma, particularly homophobic stigma, between racial
communities. Historic assumptions may state that a cultural stigma such as homophobia affects its
targeted group, homosexuals, without gradation based on other statuses. However, this assumption
fails to consider social context and the fact that an individual can hold multiple identities. I use
two social theories that address conceptions of stigma and status to better explain how racial
differences in homophobic stigma can manifest.

Erving Goffman theorized the social construction of stigma and its impacts on individual
identity. Goffman conceptualized a stigma as “a special kind of relationship between attribute and
stereotype,” with certain attributes of individuals being “deeply discrediting” among a group of
“normals” (Goffman, 1963, pp. 3-5). Race, ethnicity, disability status, and sexual orientation are
all various attributes by which an individual could experience stigma, with the process of
stigmatization occurring when a specific attribute of an individual violates the constructed norms
of a society (Goffman, 1963). Individuals that find themselves stigmatized often struggle to
manage their “spoiled identity” and develop a strong disapproval of self that can lead to negative
behavioral and psychosocial consequences (Goffman, 1963). For homosexual men, this could
mean internalizing societal stigma against homosexuality and subsequently developing a lower
sense of self-worth. This internalization process, as will be further contextualized below, can be
theorized as being greater for black homosexual men compared to white homosexual men due in

part to the additional attribute of race.



A more recent theory that pertains to issues of status and oppression is intersectionality
theory, popularized largely through writings from sociologist Patricia Hill Collins. Although she
wrote more specifically about the experiences of black women, Hill Collins opens the theory to
include any “particular forms of intersecting oppressions” that could “work together in producing
injustice,” (Hill Collins, 2000, p. 18). Examples of intersecting oppressions given by Hill Collins
include race, gender, sexuality, and financial means, all of which are particularly pertinent to the
topic of HIV/AIDS among white and black MSM (Hill Collins, 2000). A virtue of intersectionality
theory when compared to Goffman’s theory of stigma is that it brings more nuance to Goffman’s
ideas of “stereotype and attribute,” allowing for enhanced understanding of the ways in which
different groups uniquely experience stigma. Intersectional paradigms reveal the fact that
individual statuses are not isolated elements of a person’s identity, but rather can combine to yield
very different life outcomes for individuals of the same race, socioeconomic status, or gender (Hill
Collins, 2000). This means that low-income black MSM can experience greater forms of injustice
in their life compared to middle-class white MSM, a paradigm that could come into play to shape
patterns of HIV vulnerability and access to prevention options.

One of the first examples of higher stigmatization of homosexuality within in the black
community was an article by Stokes & Peterson (1998) that recounts observations from qualitative
interviews conducted by the researchers with young black gay men in Atlanta and Chicago.
Researchers asked respondents about their perceptions of homophobia within their community, as
well as its effects on their self-esteem. The study found that many interviewees felt the black
community was less tolerant of homosexuality compared to white communities, and thus they were
more affected by negative attitudes toward homosexuality (Stokes & Peterson, 1998).

Furthermore, respondents reported lower self-esteem and higher psychological stress stemming
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from the homophobic attitudes within the wider black community, leading to engagement in riskier
sexual behaviors (Stokes & Peterson, 1998). This article lends evidence to the idea that different
racial community norms toward homosexuality can influence the choices black MSM make
regarding HIV prevention measures.

Building on Stokes & Peterson’s finding that there are attitudinal differences toward
homosexuality between white and black communities in America, later studies focused on
identifying empirical evidence that would either support or refute this claim. One such study was
by Lewis (2003), which examined the differences in attitudes toward homosexuality and gay rights
between white and black communities based on the General Social Survey data dating back to
1973. Through baseline statistical analyses of survey items that asked respondents about their
attitudes toward homosexuality and gay rights, Lewis found that black respondents were 11
percentage points more likely to respond that homosexual relations were “always wrong” and were
14 percentage points more likely to report the opinion that high AIDS prevalence in gay
communities was “God’s punishment,” (Lewis, 2003). However, black respondents were similar
to white respondents in reference to beliefs about gay civil rights and were even more supportive
of prohibiting anti-homosexual discrimination in the workplace. After adjusting for various
demographic factors such as education level and religious attendance, the attitudinal differences
that were previously statistically significant between the two groups of respondents became
insignificant as responses from white and black individuals were largely similar. Lewis does not
interpret this to mean that there are no differences between how white and black communities view
homosexuality, but claims that this result after adjusting for demographic characteristics indicates

that homophobic beliefs within the two communities stem from different demographic roots (e.g.,
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black communities more commonly orient their views on homosexuality with their religious
beliefs) (Lewis, 2003).

Golden & Glick (2010) updated Lewis’ analysis by including more recent data from the
General Social Survey (2003 —2008) while also looking more closely at temporal shifts in attitudes
toward homosexuality between white and black respondents. They found substantial differences
with reference to the survey item that asks if respondents believe that homosexual relations are
“always wrong.” The researchers further found that on average attitudes toward homosexuality
have improved across all racial categories since 1973, but that there was a substantial positive
change in white respondents’ attitudes around the late 1990s that led to a large and persistent gap
along racial lines (Glick & Golden, 2010). While Glick & Golden (2010) do note that the
disparities in attitudes toward homosexuality may not be a direct cause of high HIV rates, they
posit that a lack of acceptance of homosexuality within the black community can lead to a higher
rate of internalized homophobia. This concept of internalized homophobia, as recounted by Glick
& Golden, represents a psychosocial process by which homosexual individuals may incorporate
society’s negative opinions of homosexuality to the detriment of their sense of social belonging
and self-worth. Glick & Golden hypothesize that elevated rates of internalized homophobia that
could with the disapproval of homosexuality in the black community could affect the propensity
of black MSM to seek out risk reducing measures such as routine HIV testing (Glick & Golden,
2010).

While some studies that analyze the role of homophobia indicate that higher rates of
internalized homophobia among black MSM can lead to certain patterns of sexual and health
behaviors that leave them vulnerable to HIV, there has been some debate within the literature over

whether there is actual evidence that black MSM do engage in risker behaviors. One article that
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explicitly enters this debate is the meta-analysis by Millett, Peterson, Wolitski, & Stall (2006)
which investigated a series of hypotheses that could account for the high prevalence of HIV among
black MSM. The researchers found that the hypothesis “Black MSM Are More Likely Than Other
MSM to Engage in High-Risk Sexual Behavior” was not supported by the scientific literature, with
only five out of twenty-three studies showing supportive findings (Millett et al., 2006). The
researchers did find support, however, for the hypothesis that indicated black MSM were less
likely to be tested for HIV or know their HIV status, causing more exposures to occur unwittingly
(Millett et al., 2006).

Interestingly, the primary author of the meta-analysis, Gregorio Millett, along with a series
of colleagues affiliated with the Centers for Disease Control and Prevention (CDC) later wrote an
article that somewhat complicates the debate over whether black MSM engage in higher risk
sexual behaviors. Using cross-sectional survey data from over 1,000 black MSM in Philadelphia
and New York City, Jeffries et al. (2013) found that black MSM that reported experiencing a
greater number of homophobic events in the past 12 months had greater odds of engaging in
unprotected sex. The researchers again employ the concept of internalized homophobia as a
mechanism that could explain this pattern in their analyses, as those who internalized these
negative views of self could have a decreased motivation to protect themselves (Jeffries et al.,
2013).

D. The Influence of Discrimination and Stigma on Routinely Accessing Healthcare

Given that a large segment of the literature indicated that greater degrees of homophobia
and internalized homophobia in the black community could lead to reduced levels of protective
behaviors among black MSM, it is important to consider how this psychosocial mechanism could

extend to shape healthcare accessibility. While the term “healthcare access” can take on many
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meanings, | am defining access in terms of seeking out or visiting a healthcare establishment to
obtain its resources. Theoretically it seems plausible that higher levels of internalized homophobia
could influence how an individual values health maintenance and routine wellness visits. However,
there is a surprisingly small amount of studies that explore the relationship between internalized
homophobia and healthcare access. Some of the literature that describes access barriers among
black MSM explores patterns of internalized racial discrimination rather than internalized
homophobia. In a study by Malebranche et al. (2004), researchers conducted a series of focus
groups with black MSM throughout New York state to determine how experiences of racial
discrimination with medical establishments impacted their subsequent interactions with these
institutions. The researchers found that individuals that indicated negative experiences in medical
settings due to perceived racism were less likely visit a physician or get tested for HIV
(Malebranche et al., 2004). There was also a pronounced decrease in communication due to
perceived racism, leaving these individuals without access to health information and knowledge
about prevention options (lbid.).

While the qualitative work of Malebranche et al. (2004) communicated a clear process by
which increased internalized racism among black MSM leads to decreased access, a later
quantitative study found surprisingly contradictory findings. In the study by Irvin et al. (2014),
researchers conducted a survey among a large sample of black MSM that assessed the impact of
healthcare-specific racial discrimination on healthcare utilization and HIV testing. Within analyses
that estimated the odds of utilizing healthcare and being tested for HIV based on healthcare-
specific racial discrimination, results indicated that racial discrimination was linked to statistically
significant increases in the odds of both healthcare utilization and HIV testing (Irvin et al., 2014).

The researchers propose that these counterintuitive findings could indicate that there are different
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underlying barriers to access or that behaviors related to accessing healthcare are confounded by
a complex system of psychosocial buffers. Nevertheless, researchers also acknowledge that there
are methodological limitations within their study, such as the cross-sectional nature of the survey
and the use of novel metrics that could threaten the findings’ validity (Ibid.).

The mixed and limited findings pertaining to healthcare access among black MSM leaves
me to wonder if access alone can explain observed HIV prevention disparities. Access is likely
one piece of a larger complex mechanism that depends heavily on contextual factors. Given this
assumption, it will be important to consider how recent studies pertaining to PrEP disparities assess
the impact of healthcare access and it potential interactions with stigma or racial discrimination.

E. Legacies of Race-based Medical Mistrust on HIV Vulnerability

One final factor that is necessary to consider when investigating topics of race-based health
disparities is the differential pattern of medical mistrust between racial communities. Pervasive
distrust of biomedical and public health authorities among the black community is often linked to
the unethical practices of the Tuskegee Syphilis Study. Within this clinical study that aimed to
study the disease progression of syphilis, numerous black men with curable syphilis were
deliberately left untreated by U.S. Public Health Service officials (Gamble, 1997). While this event
is commonly cited as the cause for why black individuals in American exhibit higher rates of
medical mistrust, the article by Gamble (1997) argues that this line of reasoning neglects broader
historical legacies of race-based medical exploitation that date back to the antebellum period.
Gamble further argues that this sustained fear of exploitation directly connects to the birth of
conspiracy beliefs about HIV/AIDS, namely that AIDS was a genocide crafted by biomedical
institutions to wipe out marginalized groups (lbid.). These conspiracy beliefs have been

empirically measured as being endorsed by a non-trivial proportion the black community, with
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one study finding that over a quarter of their sample population believed that the federal
government made the virus to specifically kill black people (Klonoff & Landrine, 1999).

Given that HIV/AIDS conspiracy beliefs are an extension of general medical mistrust, it is
likely that holding these beliefs could lead to lower rates of prevention-seeking behaviors.
Therefore, researchers sought to analyze the extent to which these beliefs altered black individuals’
propensity to seek out traditional forms of prevention. Using a randomized sample of black
individuals within the United States, the study by Bogart & Thorburn (2005) found that stronger
conspiracy beliefs, controlling for sociodemographic and psychosocial factors, were significantly
correlated with inconsistent condom use. The researchers elaborate that the association between
conspiracy beliefs and inconsistent condom use could be due to increased suspicion in adopting
the prevention methods recommended by government agencies, viewing them as intentionally
faulty (Bogart & Thorburn, 2005).

Moving beyond HIV/AIDS conspiracy beliefs among the black community in general,
there has been some research conducted on the influence of these beliefs in determining
antiretroviral treatment adherence among black men with HIV. The study by Bogart et al. (2010)
revealed that within their sample of black men with HIV (majority MSM), there were two distinct
conspiracy beliefs held by participants: “HIV is manmade by the government” and “People who
take antiretroviral treatments are human guinea pigs for the government.” In statistical analyses
with full adjustment sets, only treatment-related conspiracy beliefs were found to significantly
predict lower levels of treatment adherence (Bogart et al., 2010). Given that modern prevention
options such as PrEP are biomedical treatments with some government connections (e.g., CDC
and USPHS endorsement), it is important to consider the ways in which conspiracy beliefs and

race-based medical mistrust could be driving racial disparities in PrEP use.
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I11. Methodology

A. Synthetic Review of Current Literature on PrEP Use Among MSM

To generate more coherent insights about which sociocultural or public health factors (e.g.,
homophaobic stigma, medical mistrust) shape PrEP usage disparities, | conducted a synthetic
review of the recent literature to identify studies that specifically measured or addressed these
factors in relation to PrEP usage. Given the novelty of this research topic, | felt this approach
would allow me to best elucidate how researchers in the years since PrEP’s approval have
conceptualized social mechanisms and assessed factors that generate observed racial disparities.

While studies that center on homophobic stigma will be principal in subsequent analyses,
literature addressing public health aspects such as medical mistrust or healthcare access will also
be included to see if these factors may further interact with stigma to produce the observed patterns
of PrEP use. Using major academic databases (e.g., PubMed, Google Scholar, EBSCO Academic
Search Complete), I initially employed the search terms “PrEP”, “Truvada”, or “Pre-Exposure
Prophylaxis”, along with “HIV”, “MSM” and “Stigma” in a Boolean logical search. To broaden
the topic range of the articles to include additional public health factors that could intersect with
stigma, | conducted subsequent Boolean searches using the same terms as above while adding the
search terms “Healthcare Access” or “Medical Mistrust.” Articles were selected if they were
primary research studies published after 2012, had at been cited by other pieces of literature, and
their research question focused on predictors of PrEP usage within MSM populations. Because
PrEP is a relatively recent advancement in HIV prevention, there were some limitations in the
number of articles that could be identified that specifically addressed PrEP usage alongside a series
of socioeconomic measures and covariates. As a result, the final sample was only twenty articles.

While I have confidence that this group of selected articles is a strong representation of the studies
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done on this topic, |1 acknowledge the possibility of omitting articles that weren’t widely cited in
searched databases or by the selected articles as of March 2019.

Following the search, | reviewed qualitative and quantitative studies that met my
parameters to capture all possible findings from differing methodological perspectives. | utilized
an open coding scheme whereby | sorted interview or focus group question items from selected
qualitative studies into emergent categories. This coding procedure was also performed on studies
that utilized a quantitative approach through survey data. As with the qualitative studies, |
categorically coded reoccurring survey measures or survey items to assess commonalities.

B. Descriptive Summary of Selected Articles

Table 1 shows the sample of twenty studies identified for analysis. These studies employed
a variety of methodological approaches and analytic techniques to better understand social
processes that underlie gaps in PrEP usage. Of these articles, fourteen utilized a quantitative
approach with statistical analyses while only six utilized a qualitative approach with focus groups
or interviews. One aspect that could explain this unequal pattern in methodological approaches is
the common placement of these articles in public health and epidemiological journals. While the
fields of public health and epidemiology often rely on previously published qualitative case studies
to inform research questions, there is a strong emphasis within these domains to employ statistical
methods and analyses that aim to answer causal questions through empirical data. For many of the
identified studies, the causal question that researchers ask is: “What factors significantly influence

the willingness of MSM to take PrEP?”
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Table 1: Summary of Selected Articles

Authors Year Journal Methodology Analysis

Wingood et al. 2013 Journal of Acquired Immune Deficiency Syndrome Telephone Survey (Quantitative) Univariate and Multivariate Logistic Regression

Eaton et al. 2014 Serual Health Cross-Sectional Survey (Quantitative) Univariate and Multivariate Logistic Regression

Eaton et al. 2015 American Journal of Public Health Cross-Sectional Survey (Quantitative) Univariate and Multivariate Logistic Regression

Rendina et al. 2016 Secial Science & Medicine Longitudinal Survey (Quantitative) Analysis of Variance (ANOVA): Multinomial Logistic Regression
Philbin et al. 2016 AIDS Patient Care and STDs In-Depth Interviews (Qualitative) Thematic Analysis Using the Constant Comparative Method
Fallon et al. 2016 AIDS and Behavior Cross-Sectional Survey (Quantitative) Univariate and Multivariate Logistic Regression

Cahill et al. 2017 AIDS Care Focus Groups (Qualitative) Within-case and Across-case Thematic Analysis

Eaton et al. 2017 AIDS and Behavior Cross-Sectional Survey (Quantitative) Univariate and Multivariate Logistic Regression

Arnold et al. 2017 PLOS One Semi-structured Interviews (Qualitative) Thematic Analysis Using Open and Axial Coding

Kuhns et al. 2017 AIDS and Behavior Longitudinal Survey (Quantitative) Univariate and Multivariate Logistic Regression

Parker et al. 2017 Culture, Health & Seruality In-Depth Interviews; Participant Observation (Qualitative) Thematic Analysis Using Open Coding

Patel et al. 2017 PLOS One Patient Clinical Data Review (Quantitative) Univariate and Multivariate Logistic Regression

Ojikutu et al. 2018 AIDS and Behavior Cross-Sectional Survey (Quantitative) Univariate and Multivariate Logistic Regression

Goedel et al. 2018 Journal of Acquired Immune Deficiency Syndrome Agent-based Modeling (Quantitative) Descriptive Analysis of Modeling Results

Hammack et al. 2018 PLOS One Telephone and Mail Survey (Quantitative) Bivariate and Multivariate Logistic Regression

Sullivan et al. 2018 Annals of Epidemiology Review of Commercial Prescription Data for PrEP (Quantitative) Estimates of Annual PrEP Use and PrEP-to-need ratio by subgroup
Siegler et al. 2018 Annals of Epidemiology Review of PrEP Locator Database (Quantitative) Geographic and Spatial Analysis of PrEP Usage

Jenness et al. 2018  American Journal of Epidemiology Mathematical modeling (Quantitative) Statistical Analysis of Modeling Results

Elopre et al. 2018 AIDS Patient Care and STDs In-Depth Interviews (Qualitative) Thematic Analysis Using Inductive Coding

Sun et al. 2019 AIDS Education and Prevention Semi-structured Interviews (Qualitative) Thematic Analysis Using Open Coding
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The studies that chose to take a qualitative approach were commonly trying to ascertain how
various social factors, particularly stigma and discrimination, impacted the lives of MSM and
subsequently shaped their opinions about PrEP. As | will discuss further, the various
methodologies employed by these studies have individual strengths that uniquely reveal trends that
influence choices surrounding PrEP use among MSM. Nevertheless, | will argue that there is a
substantial gap between the measures and findings among these differing approaches that
contribute to a lack of coherence in understanding the social mechanisms underlying large
disparities in PrEP use between white and black MSM.

Within the group of selected articles, there is a noticeable trend (especially within
quantitative survey studies) to include measures of healthcare access within models (see Figure 2).
Prominent measures include access to a primary care physician and insurance status. These
measures may be important in shaping PrEP use or even willingness to use PrEP, since individuals
require a physician to write a prescription to initiate PrEP. Without sufficient access to healthcare
resources, it is very plausible that vulnerable MSM would lack the willingness to use PrEP.
Measures of various risk behaviors (e.g., unprotected sex, high numbers of partners, and substance
abuse) were another set of variables that were most commonly queried in surveys or asked about
in interviews. These measures were most often used to establish the proportion of the sample at
the highest risk for acquiring HIV, but there were times where a “risk score” was included as a
covariate in regression analyses.

Figure 2 also shows that qualitative research studies that investigated questions of HIV
prevention through PrEP more commonly asked individuals about the role of various forms of
stigma and discrimination. The most common measure of stigma seen in these qualitative studies

was homophobia, with six distinct studies utilizing interview questions that broached this subject.
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The issue of HIV/AIDS stigma was also commonly seen among interview or focus group
questions, being assessed as frequently as measures of homophobia in other qualitative studies. It
is important to note that the studies that asked about homophobia also included questions about

HIV/AIDS stigma, indicating a test of intersectional stigma frameworks.

Figure 2
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IV. Analysis

A. Inconclusive Effects of Healthcare Access on Willingness to Use PrEP
Although healthcare access and behavioral measures were most commonly included for
statistical analyses, these factors were often deemed statistically insignificant to the outcome
variable of willingness to use PrEP (only once for Insurance Status [Patel et al., 2017] and twice
for Infrequent Physician Visits [Eaton et al, 2015; Ojikutu et al., 2018]). More often, higher rates
of insufficient knowledge and information would estimate significantly lower odds of willingness

to use PrEP. This lack of information may also stem from a lack of healthcare access, but the
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analyses are unclear with respect to the direction of causation between this pattern (e.g., whether
lack of information leads to lower healthcare access or whether low levels of healthcare access
leads to lower levels of information about PrEP). Empirically establishing the mechanism by
which limited health information about PrEP occurs could help to increase willingness to use PrEP

among MSM.

Figure 3

Distribution of Significant Findings & Themes
Related to PrEP Use by Methodology
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While the quantitative studies that include healthcare access covariates in statistical model
specifications have found mixed results, two studies published in the last 6 months (Goedel et al.,
2018 and Jenness et al., 2018) moved beyond hypothetical willingness to use PrEP to focus on
predicted public health consequences of current PrEP disparities. By using agent-based and
mathematical modeling, these studies analyzed the predicted HIV incidence for white and black
MSM given disproportionate rates of PrEP use. Godel et al. (2018) found that their agent-based
model predicted HIV incidence disparities to grow even more between white and black MSM

given current rates of PrEP use. The researchers noted, however, that their model distinguished
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between PrEP coverage (related to insurance status or payment assistance) and PrEP access
(related to structural aspects of medicine), and their model indicated that it was necessary to correct
inequities in both aspects for predicted disparities in HIV incidence to be alleviated. This was
similarly echoed in Jenness et al. (2018), with the researchers advocating for a “PrEP continuum
of care” that ensured patients were accounted for in each step of the medical process to obtain and
adhere to regimens. These findings, which showcase the complex and challenging landscape of
PrEP implementation to correct HIV disparities, could partially explain why more simplified
measures of healthcare access fail to capture meaningful effects in surveys. As social network
analysis and epidemiological modeling continue to advance, perhaps complex social issues such
as racial disparities in PrEP use will be able to be more precisely understood empirically.
B. Medical Mistrust Uniquely Shapes Choices About PrEP Among Black MSM
Another factor found to significantly shape PrEP willingness was medical mistrust,
especially when race-based. In the study by Cahill et al. (2017), researchers utilized qualitative
focus groups that assessed PrEP awareness and uptake among white and black MSM in Boston,
MA and Jackson, MS. While both white and black MSM described a set of concerns about lack of
general knowledge regarding the treatment, black MSM from the Jackson, MS focus group
uniquely discussed issues of medical mistrust and skepticism as factors that shaped their opinions
about PrEP (Cahill et al., 2017). Below is an example of a response that addressed this type of
skepticism:
“I don’t believe that PrEP works, because if it did, then they’d be handing out

the pill like they do condoms. I'm gonna need some facts before I try it. [ need

to see someone do it and get their results.” (Cahill et al., 2017)
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A similar study completed by Philbin et al. (2016) corroborated these findings. By
completing over thirty in-depth interviews with black MSM in New York City, the researchers
confirmed that medical mistrust was a common community-level factor that affected participants’
willingness to adopt PrEP. The following quote from a black MSM participant from Philbin et al.

(2016) exemplified the theme of medical skepticism:

“The government is trying to make money off us because there’s money in
medicine. The government is trying to get us to just pop a pill and just be done
with it or whatever.” (Philbin et al., 2016)

Some researchers, such as Eaton et al. (2017), note that the historical legacies of unethical
medical research on racial minorities could account for high levels of race-based medical mistrust.
A lack of trust in healthcare establishments can directly influence the amount of information one
receives as well as the perception of access to health resources. Because willingness to use PrEP
often requires confidence in a physician and a discussion involving potentially sensitive topics
(e.g., sexual history, sexual orientation, and substance abuse), it is intuitive that black MSM that
report race-based medical mistrust are less likely to obtain and use the prescription. Researchers
often conclude that PrEP’s success within the black community largely depends on improving
overall trust in medical establishments.

C. Multiple Intersecting Forms of Stigma Shape Racial Disparities in PrEP Use

As was stated previously, many of the qualitative research studies that investigated
questions of HIV prevention through PrEP most commonly ask individuals about their experiences
with various forms of stigma and discrimination. Many of the questions pertaining to homophaobia
yielded common thematic components from interview respondents in reference to their willingness
to utilize PrEP, with many stating that this form of stigma was a hindrance to their adoption of

PrEP. This theme of homophobia shaping prevention decisions, specifically as reported by black
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MSM, is showcased the series of quotes below from Cahill et al. (2017) and Philbin et al. (2016),

respectively:

“If you 're taking the PrEP to prevent HIV infection, the stigma could be
you 're taking it [because] you are having gay sex, ... and that could
discourage some individuals from taking the drug, because it’s being attached

to it [gay sex].” (Cahill et al., 2017)

“If somebody knew I was asking about that pill, then there is a stigma that
goes along with that...they usually associate that with being gay, and then they
would look at you differently for being gay. That’s still in the black
community.”’ (Philbin et al., 2016)

Interestingly, some qualitative studies revealed that is a novel form of stigma that has

emerged alongside increased dissemination of PrEP. Many individual respondents indicated that

they feared social repercussions pertaining to associations of PrEP being for people who were

“promiscuous,” with researchers qualifying this as “stigma against PrEP.” Formulations of

interview questions (e.g., Elorpe et al., 2018; Sun et al., 2019) as well as certain survey items (e.qg.,

Eaton et al., 2017) would often include this type of stigma and assess whether it was salient in their

sample. Both Elorpe et al. (2018) and Sun et al. (2019) showed the presence of such stigma in their

vastly different samples of MSM, with participants stating:

“I've heard the term Truvada whore. Like shaming people who take it. It’s like
in the gay community, it’s like gay shaming. People think that guys who are on
PrEP are overly promiscuous and all they want to do is have all this

unprotected sex, these orgies and all this stuff.”(Elorpe et al., 2018)

“There is a very specific stigma that comes with the idea that somebody is on
PrEP... they must be a very sexually active gay male who wants to have
unprotected sex” (Sun et al., 2019)
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The ability of both qualitative and quantitative studies to respond to and incorporate the
novel emergent theme of stigma against PrEP shows that there are possibilities for “cross-talk”
between these various streams of PrEP research. However, these possibilities have seemingly been
limited to this narrow example and many quantitative studies from this group of articles ignore or
insufficiently measure various forms of stigma. As shown in Figure 3, qualitative studies often
revealed that interviewed MSM would commonly cite various forms of stigma along with
intersectional frameworks of stigma as discernible barriers that affected their choices regarding
PreP. Although only two of the six qualitative studies directly mentioned “intersectionality” or
“Intersectional stigma” as an emergent theme discussed by respondents, many of the other studies,
such as those that commonly saw homophobia cited in interviews, indirectly mentioned how other
features respondents’ life experiences could shape their willingness to use PrEP. Participants from
Elorpe et al. (2018) exemplified this theme of intersectional stigma, where the black MSM
participants often recounted that their intersecting minority statuses of being black and gay in the
rural South negatively impacted how comfortable they were in accessing PrEP. It should be noted
that this research by Elorpe et al. (2018) only focused on black MSM without conducting a cross-
comparison to white MSM, causing there to be a slight gap in their findings. Future research should
continue to implement cross-comparisons within the research design to establish which factors
generate unique experiences or finding among white and black MSM.

The findings from many of these studies show that stigma is likely influencing white and
black MSM differently in their choice to take PrEP, though the type of stigma involved varied
being centered on homosexuality to stigma being specifically about PrEP use. There has yet to be
a complete consensus in the literature over whether these different types of stigmas may intersect

with each other as well as with other factors such as race-based medical mistrust or imperfect
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health information to produce observed patterns of PrEP use. Nonetheless, the findings from these
recent studies on PrEP as well as past findings on HIV risk indicate that complex iterations of
stigma likely play a substantial role in shaping individual choices and behaviors among MSM that
have a direct bearing on HIV risk and vulnerability.

D. Future Directions for Assessing and Analyzing Stigma’s Impact on PrEP Use

There may be some difficultly in cleanly using survey techniques to operationalize stigma
due to its complex nature and unique manifestation in individual contexts. In addition, potential
issues of desirability bias may exist with self-reports of stigmatization when conducting surveys.
As a result, I would argue that close attention to data from qualitative analyses is the best way to
move quantitative research forward. This type of study allows for greater levels of nuance and
often reveals unexplored or novel concepts, exemplified in the case of stigma against PrEP
(“Truvada whores™).

Furthermore, there are additional statistical tools that could be implemented within
regression analyses that could help to better understand the moderating effect of multiple forms of
stigma on willingness to use PrEP. In a way, these moderation analyses could advance the
quantitative research to a level that is more conducive to testing hypotheses and social mechanisms
related to the assumptions of intersectionality theory. In a hypothetical analysis that | derived from
the findings above, a multivariate logistic regression (the most common form of analysis for
selected quantitative studies) could be implemented including interactions between stigma-based
covariates (see Equation 1).

Willingness to Use PrEP =

a + fiHomophobia + [, Medical Mistrust + Bs;HIV Stigma +

BsHomophobia X Medical Mistrust X HIV Stigma + X; + € (1)



27

Additional covariates (represented as Xi in the equation) should be added alongside these
stigma measures, namely race, socioeconomic factors, and measures of healthcare access to see if
these factors significantly alter estimates of willingness to use PrEP after adjustments within the

model.

V. Conclusions and Public Policy Implications

After reviewing the findings from my analysis of several studies, | conclude that there is
an urgent need to decrease community-level stigma and increase faith in medical establishments
to avoid perpetuating disparities in HIV incidence. One of the challenges that accompanies the
enactment of policy solutions to address HIV prevention disparities is this need for reduced stigma.
Given the pervasiveness of racism and homophobia in American society, funding a policy
initiative to reduce the associated stigma often seems to be impossible task.

Nevertheless, the 2015-2020 National HIV/AIDS Strategy for the United States has clearly
articulated a series of recommended actions to “reduce stigma and eliminate discrimination
associated with HIV status” as Step 3.C of their policy plan (Office of National AIDS Policy,
2015). The necessary actions that accompany this policy goal include mobilizing communities,
promoting evidence-based approaches to HIV prevention, and strengthening the enforcement of
civil rights laws to protect against further discrimination based on race, HIV status, or sexual
orientation (Ibid.). The plan also suggests that multiple levels of government (federal, state, and
local) and various agencies (e.g., Department of Justice, Department of Health and Human
Services) should assist in funding and supporting these actions to maximize intervention effects.

While the National HIV/AIDS Strategy demonstrates its strength in formulating concise

solutions to the complex social issues that encumber HIV/AIDS, many of these solutions lack a
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concrete path to implementation. Some agencies are specifically identified as entities that should
take point on enacting enumerated solutions, as was the case with the solution to HIV stigma, but
the funding sources and costs of implementation are left vague. The plan frequently cites the
Affordable Care Act (ACA) or Ryan White CARE Act without illustrating how the budget for
these programs would be altered to address the policy goal at hand. However, given recent claims
made by President Trump in his 2019 State of the Union Address, novel forms of funding for
HIV/AIDS programs may soon become available independent of policies already signed into law

(Trump, 2019).

“My budget will ask Democrats and Republicans to make the needed
commitment to eliminate the HIV epidemic in the United States within 10

years. Together, we will defeat AIDS in America.”

—President Trump in the State of the Union, 2019

Time can only tell whether President Trump will honor this political promise and if a 10-
year timescale will be sufficient to eradicate HIV in the United States. Perhaps these prospects
may be overzealous and misguided, but coverage of HIV in this widely-viewed media event can
be taken as an optimistic sign of increasing visibility of the sustained HIV epidemic within the
U.S.

If there is an increase in access to PrEP through public means, it is important for researchers
as well as policymakers to also investigate the underlying ethical considerations that could be made
for and against this decision. Being that HIV/AIDS has often been framed as a disease of
unmanaged risk and deviance, there is the potential for some to argue that there is not an ethical
obligation to prevent HIV with treatments such as PrEP through public means or support. This

argument is often based on moral paradigms that may stem from religious beliefs that still vilify
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homosexuality or those that view personal choices (and subsequent consequences) that are
“deviant” as the fault and responsibility of the individual rather than that of the society. One
problematic aspect of this stance would be its inability to address underlying injustices and the
relegation of afflicted individuals to a diminished social status purely based on a medical condition.

Another argument could be made that not correcting health disparities that stem from
dehumanizing stigma and historical medical mistreatment of minority populations violates
principles of justice and undermines notions of human dignity. An application of Martha
Nussbaum’s Capabilities Approach is apt in framing this argument. Nussbaum defines her ethical
framework as focusing “on the protection of areas of freedom so central that their removal makes
a life not worthy of human dignity,” (Nussbaum, 2011, p. 31). These “areas of freedom” are
grouped into a series of ten “central capabilities,” with these capabilities ranging from topics
pertaining to human physical flourishing to notions of personal autonomy. In Nussbaum’s view,
all ten capabilities must be met at a basic level to qualify a society as just. Two of the central
capabilities that | believe are particularly undermined with pronounced disparities in HIV
incidence and prevention are life and bodily health. According to Nussbaum, the central capability
of life is defined as “being able to live to the end of a human life of normal length,” (Ibid., p. 33).
Bodily health, on the other hand, is stated as “being able to have good health, including
reproductive health” (Ibid., p. 33). Given that black MSM have a 1 in 2 chance of acquiring HIV
in their lifetime, | would argue that their capabilities of life and bodily health are not being fully
satisfied. It is true that HIV can be managed with medications to allow for a “normal life,” yet this
is not universal for all individuals with HIV. Some individuals, unfortunately, live shortened lives
due to opportunistic infections. However, now that we have effective tools that can prevent HIV

infection, we should strive to connect individuals with these prevention options to fulfill all their
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health-related capabilities. It is imperative that we remedy observed disparities in PrEP by
increasing awareness and reducing stigma so that all individuals in our society will able to exercise
their most basic capabilities fundamental to living a dignified life.

While an increase in PrEP usage may allow for a more just system of HIV prevention, there
is an additional layer of ethical complexity that needs to be considered if public policy comes into
play. A feasible policy solution is to have a mandatory counseling session that gives information
about the PrEP and the various assistance programs that may facilitate a patient to obtain a
prescription following each negative HIV-test screening. Programs that emphasize counseling
sessions that coincide with HIV testing have begun to appear with the support of local and
municipal governments, with a notable example existing in the city of West Hollywood, CA. West
Hollywood’s City Council passed the strategic plan entitled “HIV Zero” in 2015 to significantly
reduce HIV incidence within the city, and a key feature of this initiative was increased PrEP
counseling pre- or post-HIV testing (City of West Hollywood, 2018). Given that a lack of
understanding about PrEP was commonly cited as influencing participant choice in the studies |
previously analyzed, these sessions could help to reshape disparities by arming more individuals
with information about prevention.

It is unclear from the strategic plan if this type of counseling is a mandatory aspect of the
city’s current HIV testing policy. However, mandating this type of counseling could infringe upon
an individual’s autonomy to choose which prevention options they feel would work for
themselves. This is especially true if the participant was not aware or did not consent to this
counseling session at the beginning of the testing process. To respect personal autonomy while
upholding principles of justice, solutions that increase access to PrEP treatments must ensure that

consent and full information transparency is given to each patient.
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All things considered, this paper was not designed to suggest the HIV prevention landscape
can be completely changed through a simple “silver bullet” policy recommendation. Modern HIV
prevention is a complex social issue that involves a tension between personal agency and
constraints imposed by social structures and norms. Nevertheless, it is my hope that this
investigation has the feasible outcome of increasing awareness to the potent effects of stigma and
intersectional statuses in influencing individual prevention choices for HIV. By bringing
conceptions of stigma to the forefront of HIV prevention discussions, society can begin to address
ways in which problematic social norms and institutions can be altered to better respect human

dignity and inspire continued efforts for reducing HIV disparities in the United States.
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