
Sexual	
  risk	
  behaviors	
  of	
  African	
  American	
  
men	
  who	
  have	
  sex	
  with	
  men:	
  

	
  Implication	
  of	
  situational	
  factors	
  and	
  
partner	
  dynamics	
  

	
  
	
  

Lena	
  Denise	
  Saleh	
  

	
  

Department	
  of	
  Social	
  Policy	
  and	
  Intervention	
  

St.	
  Cross	
  College	
  

Michaelmas	
  2012	
  

	
  

	
  

	
  

	
  

Thesis	
  submitted	
  in	
  partial	
  fulfillment	
  of	
  the	
  requirements	
  
for	
  the	
  Degree	
  of	
  Doctorate	
  of	
  Philosophy	
  in	
  Evidence-­Based	
  
Social	
  Intervention	
  in	
  the	
  Social	
  Sciences	
  Division	
  at	
  the	
  

University	
  of	
  Oxford	
  

	
  

	
  

Word	
  Count:	
  69	
  204



	
   2	
  

Abstract	
  

HIV	
  infection	
  disproportionately	
  burdens	
  Black	
  men	
  who	
  have	
  sex	
  with	
  men	
  (MSM)	
  

living	
   in	
   the	
  United	
  States.	
   	
  Qualitative	
   research	
   is	
   able	
   to	
   richly	
   contextualize	
   the	
  

HIV	
  risk	
  factors	
  of	
  Black	
  MSM,	
  but	
  to	
  date	
  limited	
  qualitative	
  evidence	
  exists.	
   	
  This	
  

study	
   set	
   out	
   to:	
   (a)	
   examine	
   how	
   participants	
   perceived	
   their	
   childhood	
  

experiences	
   to	
   impact	
   their	
   adult	
   sexual	
   behaviors;	
   (b)	
   describe	
   the	
   situational	
  

context	
   and	
   the	
   main	
   perceived	
   drivers	
   of	
   high	
   and	
   low	
   risk	
   behaviors,	
   and	
  

contextualize	
   these	
   behaviors	
   according	
   to	
   life	
   circumstances	
   at	
   the	
   time;	
   and	
   (c)	
  

explore	
  participants’	
  perceived	
  sources	
  of	
  social	
  support,	
  and	
  understand	
  how	
  the	
  

quality	
   of	
   this	
   social	
   support	
  may	
   influence	
   participants’	
   psychological	
  well-­‐being	
  

and	
  HIV	
  risk	
  behaviors.	
   Semi-­‐structured	
   in-­‐depth	
   interviews	
  were	
  conducted	
  with	
  

34	
   Black	
   MSM	
   in	
   Providence,	
   Rhode	
   Island,	
   USA.	
   Thematic	
   analysis	
   sought	
   to	
  

understand	
  the	
  factors	
  contributing	
  to	
  an	
  episode	
  of	
  protected	
  sex	
  and	
  unprotected	
  

sex	
   occurring	
  within	
   the	
   previous	
   12	
  months.	
   Narratives	
   suggest	
   that	
   sexual	
   risk	
  

behaviors	
  are	
  not	
  isolated	
  events,	
  but	
  instead	
  the	
  result	
  of	
  a	
  lifetime	
  of	
  experiences	
  

that	
  may	
  influence	
  attitudes	
  and	
  beliefs	
  toward	
  sexual	
  safety,	
  mental	
  and	
  emotional	
  

health,	
   and	
   self-­‐efficacy	
   for	
   condom	
   use.	
   Participants	
   perceived	
   that:	
   (a)	
  

interpersonal,	
  internal/psychological,	
  and	
  episodic	
  factors	
  influenced	
  their	
  high	
  risk	
  

and	
   low	
   risk	
   sexual	
   behaviors;	
   (b)	
   childhood	
   socioeconomic	
   status,	
   family	
  

characteristics,	
  and	
  experiences	
  of	
  abuse	
  were	
  among	
  the	
  most	
  important	
  childhood	
  

factors	
  implicated	
  in	
  their	
  adult	
  sexual	
  behaviors;	
  and	
  (c)	
  limited	
  social	
  support	
  led	
  

to	
  feelings	
  of	
  loneliness,	
  isolation,	
  and	
  alienation,	
  which	
  may	
  have	
  led	
  participants	
  to	
  

seek	
  intimacy	
  through	
  high-­‐risk	
  sexual	
  episodes.	
  This	
  thesis	
  suggests	
  that	
  complex	
  

interrelated	
   factors	
   underlie	
   the	
   sexual	
   risk	
   behaviors	
   of	
   Black	
   MSM.	
   Future	
   HIV	
  

prevention	
  efforts	
  must	
  extend	
  beyond	
  safer-­‐sex	
  approaches	
  and	
  address	
  the	
  social-­‐

ecological	
   determinants	
   of	
   sexual	
   behaviors.	
   Further	
   qualitative	
   examination	
   can	
  

deepen	
  understanding	
  of	
  Black	
  MSM’s	
  sexual	
  behaviors,	
  provide	
  meaningful	
  insight	
  

into	
  the	
  factors	
  driving	
  unprotected	
  sexual	
  behaviors,	
  and	
  uncover	
  novel	
  points	
  for	
  

intervention.	
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CHAPTER	
  1:	
  HIV/AIDS	
  IN	
  BLACK	
  AMERICA	
  
	
  	
  	
  

1.1	
  Overview	
  	
  
In	
   the	
  United	
  States,	
  Black	
  men	
  who	
  have	
  sex	
  with	
  men	
  (MSM)	
  have	
  been	
  more	
  

affected	
   by	
   HIV/AIDS	
   than	
   any	
   other	
   population	
   (CDC	
   2011).	
   HIV	
   rates	
   among	
  

African	
  Americans	
  are	
  comparable	
  to	
  some	
  developing	
  African	
  nations	
  (Wilson	
  et	
  al.	
  

2008),	
  yet	
  few	
  interventions	
  have	
  been	
  demonstrated	
  to	
  be	
  effective	
  at	
  reducing	
  HIV	
  

transmission	
  in	
  this	
  population.	
  This	
  thesis	
  was	
  borne	
  out	
  of	
  the	
  need	
  to	
  reframe	
  the	
  

nature	
   of	
   sexual	
   risk	
   among	
   Black	
   MSM,	
   in	
   the	
   hopes	
   of	
   refreshing	
   current	
   HIV	
  

prevention	
  strategies	
  targeted	
  to	
  this	
  population.	
  	
  Evidence	
  suggests	
  that	
  for	
  African	
  

Americans,	
   understanding	
   HIV	
   risk	
   will	
   necessitate	
   a	
   greater	
   appreciation	
   of	
   the	
  

wider	
   sociocultural	
   and	
   structural	
   forces	
   in	
   play	
   (Mays	
   et	
   al.	
   2004).	
   Accordingly,	
  

through	
   qualitative	
   interviews,	
   this	
   thesis	
   examines	
   situational	
   and	
   life	
   course	
  

factors	
   perceived	
   as	
   contributing	
   to	
   high	
   and	
   low	
  HIV	
   risk	
   behaviors.	
   	
   Situational	
  

factors	
   are	
   those	
   aspects	
   of	
   an	
   individual’s	
   immediate	
   physical,	
   interpersonal,	
   or	
  

psychosocial	
   environment	
   that	
   impact	
   their	
   risk	
   assessment	
   processes	
   or	
   sexual	
  

behaviors,	
   such	
   as	
   condom	
   availability	
   or	
   partner	
   characteristics.	
   	
   Life	
   course	
  

factors	
   refer	
   to	
   experiences	
   over	
   the	
   course	
   of	
   a	
   lifetime	
   that	
   may	
   individually,	
  

interactively,	
   or	
   cumulatively	
   increase	
   or	
   contribute	
   to	
   high	
   or	
   low	
   risk	
   sexual	
  

behaviors,	
   such	
   as	
   childhood	
   experiences,	
   family	
   characteristics,	
   relationship	
  

dynamics,	
  emotional	
  wellbeing,	
  and	
  sources	
  and	
  quality	
  of	
  social	
  support.	
  	
  

	
  

Narratives	
   suggested	
   several	
   major	
   distinct,	
   yet	
   interactive,	
   themes	
   that	
   shaped	
  

participants’	
   high	
   and	
   low	
   risk	
   sexual	
   episodes:	
   1)	
   structural	
   and	
   environmental	
  

characteristics,	
   including	
   interpersonal,	
   internal/psychological,	
   and	
   episodic	
   factors	
  

that	
  inhibited	
  condom	
  negotiation	
  led	
  participants	
  to	
  de-­‐prioritize	
  sexual	
  safety,	
  or	
  

seek	
  out	
  self-­‐harming	
  behaviors,	
  such	
  as	
  unprotected	
  sex	
  with	
  high-­‐risk	
  partners;	
  2)	
  

the	
  influence	
  of	
  cumulative	
  life	
  trajectories	
  on	
  risk	
  behaviors:	
  recollected	
  childhood	
  

experiences—particularly,	
   socioeconomic	
   status,	
   family	
   characteristics,	
   and	
  

experiences	
  of	
  abuse—may	
  have	
   influenced	
  adult	
  sexual	
  behaviors	
  by	
  diminishing	
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emotional	
   health,	
   self-­‐efficacy,	
   coping	
   skills,	
   social	
   networks,	
   and	
   perceived	
   life	
  

prospects,	
  in	
  turn	
  impacting	
  approaches	
  to	
  sexual	
  health;	
  3)	
  perceived	
  limited	
  social	
  

support	
  networks	
   led	
  to	
   feelings	
  of	
   loneliness	
  and	
  desire	
   for	
  emotional	
  connection;	
  

however,	
   difficulties	
   trusting	
   others	
   left	
   participants	
   unable	
   to	
   make	
   these	
  

connections.	
   Participants	
   with	
   little	
   social	
   support	
   described	
   higher	
   risk	
   sexual	
  

behaviors,	
  and	
  participants	
  with	
  stronger	
  social	
  support	
  networks	
  described	
  lower	
  

risk	
  behaviors	
  

	
  

1.2	
  Definitions	
  
	
  

Black/African	
  American:	
   	
  The	
  US	
  Census	
  Bureau	
  adheres	
   to	
   the	
  October	
  30,	
   1997,	
  

Federal	
  Register	
  Notice	
  entitled,	
  "Revisions	
  to	
  the	
  Standards	
  for	
  the	
  Classification	
  of	
  

Federal	
  Data	
  on	
  Race	
  and	
  Ethnicity"	
  issued	
  by	
  the	
  Office	
  of	
  Management	
  and	
  Budget	
  

(OMB),	
   in	
   which	
   the	
   construct	
   of	
   race	
   employed	
   reflects	
   self-­‐identification	
   of	
  

persons	
   to	
   the	
   race	
   with	
   which	
   they	
   most	
   closely	
   identify.	
   	
   African	
   American	
   or	
  

Black	
   is	
   classified	
   as	
   a	
   person	
   having	
   ancestral	
   origins	
   in	
   any	
   of	
   the	
   Black	
  

populations	
   of	
   Africa,	
   and	
   includes	
   those	
   who	
   self-­‐identify	
   as	
   Black,	
   African	
  

American,	
   or	
   Negro.	
   	
   While	
   the	
   Census	
   Bureau	
   classification	
   of	
   Black/African	
  

American	
   also	
   includes	
   national-­‐origin	
   groups,	
   such	
   as	
   Nigerian	
   or	
   Ghanaian,	
   the	
  

use	
  of	
  African	
  American	
  or	
  Black	
   in	
   this	
   thesis	
  refers	
   to	
   those	
  US	
  citizens	
  who	
  are	
  

the	
  direct	
  descendents	
  of	
  captive	
  Africans	
  who	
  survived	
  slavery	
  in	
  the	
  United	
  States.	
  	
  	
  

	
  

Men	
   who	
   have	
   sex	
   with	
   men	
   (MSM):	
   For	
   this	
   study,	
   MSM	
   refers	
   to	
   any	
  man	
   who	
  

engages	
  in	
  sexual	
  intercourse	
  with	
  another	
  man.	
  These	
  men	
  may	
  also	
  have	
  sex	
  with	
  

women	
   and/or	
   transgendered	
   persons.	
   Self-­‐reported	
   sexual	
   identities	
   (i.e.	
  

gay/homosexual,	
   straight/heterosexual,	
   bisexual)	
   may	
   differ	
   from	
   the	
   sexual	
  

behaviors	
   of	
   this	
   population,	
   and	
   is	
   therefore	
   not	
   employed	
   as	
   an	
   indication	
   of	
  

behavior.	
   Importantly,	
   in	
   many	
   Black	
   communities,	
   homosexuality	
   and	
   same-­‐sex	
  

behaviors	
  are	
  stigmatized	
  and	
  unaccepted;	
  consequently,	
  Black	
  men	
  who	
  engage	
  in	
  

same	
   sex	
   behaviors	
   may	
   be	
   less	
   likely	
   to	
   identify	
   as	
   ‘gay’	
   or	
   respond	
   to	
   study	
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literature	
   (e.g.	
   recruitment	
   materials)	
   seeking	
   gay	
   males	
   (Freimuth	
   et	
   al.	
   2001,	
  

Sengupta	
  et	
  al.	
  2000).	
  	
  	
  	
  

	
  

Contextual	
   factors	
   for	
   HIV	
   risk:	
   In	
   this	
   study,	
   contextual	
   factors	
   refer	
   to	
  

characteristics	
   of	
   the	
   physical	
   and	
   non-­‐physical	
   environment	
   that	
   directly	
   or	
  

indirectly	
  influence	
  risk	
  behaviors	
  that	
  may	
  lead	
  to	
  HIV	
  infection.	
  These	
  contextual	
  

factors	
  may	
   be	
   from	
   the	
   social	
   environment	
   (e.g.	
   peer	
   or	
   sexual	
   networks,	
   social	
  

support),	
  cultural	
  environment	
  (e.g.	
  African	
  American	
  beliefs	
  on	
  sexuality,	
  religious	
  

beliefs),	
   or	
   structural	
   environment	
   (e.g.	
   neighborhood	
   characteristics,	
   education,	
  

racism).	
   	
   In	
   the	
   lives	
  of	
  Black	
  MSM,	
   these	
   factors	
  oftentimes	
  occur	
   simultaneously	
  

and	
   cannot	
   be	
   disentangled.	
   Accordingly,	
   this	
   thesis	
   juxtaposes	
   these	
   different	
  

contextual	
   factors;	
   for	
   instance,	
   this	
   thesis	
  uses	
   the	
   terms	
  sociocultural	
   to	
   refer	
   to	
  

social	
  and	
  cultural,	
  or	
  sociostructural	
  to	
  refer	
  to	
  social	
  and	
  structural	
  factors.	
  	
  

	
  

1.3 HIV	
  epidemiology	
  	
  
	
  

In	
   the	
   United	
   States,	
   the	
   HIV/AIDS	
   epidemic	
   continues	
   unabated	
   in	
   the	
   Black	
  

community.	
   Compared	
   to	
   all	
   other	
   ethnic	
   groups,	
   Black	
   men	
   and	
   women	
   are	
  

disproportionately	
  burdened	
  at	
   all	
   stages	
  of	
   the	
   illness.	
  Accurate	
  estimates	
  of	
  HIV	
  

incidence	
  has	
  until	
  recently	
  been	
  elusive.	
  Since	
  its	
  emergence	
  in	
  the	
  United	
  States	
  in	
  

1981,	
  AIDS	
  surveillance	
  was	
  conducted	
  through	
  a	
  standardized,	
  confidential	
  name-­‐

based	
  system.	
  However,	
  on	
  its	
  own	
  this	
  surveillance	
  data	
  was	
  unable	
  to	
  determine	
  

trends	
   in	
   HIV	
   incidence	
   across	
   the	
   country,	
   and	
   to	
   meet	
   federal,	
   state,	
   and	
   local	
  

needs	
  for	
  the	
  planning	
  and	
  provision	
  of	
  prevention	
  and	
  care	
  programs.	
  This	
  led	
  to	
  a	
  

shift	
   towards	
   a	
   more	
   integrated	
   national	
   HIV/AIDS	
   surveillance	
   system	
   which	
  

augmented	
   the	
   ability	
   to	
   track	
   and	
   characterize	
   HIV-­‐affected	
   groups	
   and	
   provide	
  

data	
  on	
  all	
  those	
  living	
  with	
  HIV/AIDS.	
  This	
  enhanced	
  monitoring	
  system	
  resulted	
  in	
  

revision	
  of	
  previous	
  surveillance	
  data	
  and	
  now	
  provides	
  the	
  most	
  precise	
  HIV/AIDS	
  

data	
  available.	
   	
  HIV	
  surveillance	
  data—rather	
  than	
  AIDS	
  surveillance	
  data—allows	
  

for	
   a	
   more	
   inclusive	
   picture	
   on	
   the	
   state	
   of	
   the	
   epidemic	
   in	
   the	
   United	
   States;	
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however,	
   it	
   is	
   still	
   unable	
   to	
   accurately	
   determine	
   HIV	
   incidence	
   since	
   some	
  

individuals	
  will	
  have	
  been	
  recently	
  infected	
  while	
  others	
  more	
  distantly	
  in	
  the	
  past.	
  

To	
  address	
   this,	
   the	
  CDC	
  developed	
  a	
  serological	
  assay	
  able	
   to	
  differentiate	
  recent	
  

from	
   long-­‐standing	
   infections,	
   and	
   thereby	
   provide	
   a	
   more	
   accurate	
   estimate	
   of	
  

incidence	
   of	
   HIV	
   infection	
   (CDC	
   2008).	
   Prevalence	
   data	
   reported	
   in	
   this	
   thesis	
   is	
  

derived	
   from	
   the	
   33	
   states	
   employing	
   confidential	
   name-­‐based	
   HIV	
   infection	
  

reporting	
  since	
  at	
  least	
  2007.	
  According	
  to	
  the	
  number	
  of	
  AIDS	
  cases	
  reported,	
  the	
  

33	
   states	
   included	
   represent	
   approximately	
   63%	
   of	
   the	
   epidemic	
   nationally	
   (CDC	
  

2008).	
  Incidence	
  data	
  (and	
  relevant	
  extrapolations)	
  reported	
  here	
  is	
  calculated	
  from	
  

the	
   22	
   states	
   with	
   confidential,	
   name-­‐based	
   HIV	
   surveillance	
   and	
   HIV	
   incidence	
  

surveillance	
   with	
   sufficient	
   data	
   for	
   the	
   calculation	
   of	
   incidence	
   estimates	
   (CDC	
  

2008,	
  Hall	
  et	
  al.	
  2008).	
  While	
  the	
  incidence	
  data	
  reported	
  represent	
  73%	
  of	
  all	
  U.S.	
  

AIDS	
  diagnoses,	
   the	
  estimates	
  may	
  not	
  be	
  nationally	
   representative	
  as	
   states	
  with	
  

high	
  AIDS	
  morbidity,	
   but	
  without	
   confidential,	
   name-­‐based	
  HIV	
   reporting	
   in	
  2006	
  

were	
  excluded	
  (such	
  as	
  the	
  District	
  of	
  Columbia	
  and	
  California)	
  (CDC	
  2008).	
  

	
  

Data	
   indicates	
   that	
   at	
   the	
   end	
   of	
   2008	
   (the	
  most	
   recent	
   year	
   national	
   prevalence	
  

data	
   is	
   available),	
   an	
   estimated	
   1,178,350	
   individuals	
   in	
   the	
   United	
   States	
   were	
  

living	
  with	
  HIV/AIDS,	
   including	
  20%	
  with	
  undiagnosed	
  HIV	
  infection	
  (Torian	
  et	
  al.	
  

2011).	
   Three	
   quarters	
   of	
   all	
   individuals	
   living	
  with	
   HIV	
   infection	
  were	
  male,	
   and	
  

66%	
  of	
  those	
  men	
  were	
  men	
  who	
  have	
  sex	
  with	
  men.	
  HIV	
  prevalence	
  among	
  African	
  

Americans	
  was	
  eight	
  times	
  the	
  rate	
  of	
  Caucasians.	
  In	
  2009,	
  the	
  highest	
  transmission	
  

category,	
  accounting	
  for	
  61%	
  of	
  new	
  infections,	
  occurred	
  as	
  a	
  result	
  of	
  male-­‐to-­‐male	
  

sexual	
  contact.	
  This	
  was	
  followed	
  by	
  high	
  risk	
  heterosexual	
  contact	
  at	
  27%,	
  injection	
  

drug	
  use	
  at	
  9%,	
  and	
  concurrent	
  male-­‐to-­‐male	
  sexual	
  contact	
  and	
  injection	
  drug	
  use	
  

at	
  3%	
  (Hall	
  et	
  al.	
  2008).	
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Graph	
   1.1	
   Estimated	
   new	
   infections	
   by	
   transmission	
   category,	
   2009.	
   Adapted	
   from	
   Prejean	
   et	
   al.	
  

2011.	
  

	
  

Though	
   comprising	
   just	
   14%	
  of	
   the	
   total	
   national	
   population,	
   as	
   of	
   2009,	
   44%	
  of	
  

new	
  infections	
  occurred	
  among	
  Blacks,	
  followed	
  by	
  Whites	
  at	
  36%,	
  and	
  Hispanics	
  at	
  

20%.	
   When	
   examined	
   by	
   gender,	
   40%	
   of	
   new	
   infections	
   occurred	
   among	
   Black	
  

males,	
   41%	
   in	
   Whites,	
   and	
   19%	
   in	
   Hispanics	
   	
   (CDC	
   2011,	
   CDC	
   2012).	
   Among	
  

females,	
  61%	
  of	
  infections	
  occurred	
  in	
  Blacks,	
  23%	
  in	
  Whites,	
  and	
  16%	
  in	
  Hispanics.	
  	
  

HIV	
  incidence	
  among	
  Black	
  males	
  and	
  females	
  is	
  6.5	
  and	
  15	
  times	
  the	
  rate	
  of	
  White	
  

males	
   and	
   females,	
   respectively	
   (CDC	
   2012).	
   Furthermore,	
   HIV	
   incidence	
   among	
  

Black	
  males	
  aged	
  13-­‐29	
  was	
  7.1	
  times	
  the	
  rate	
  of	
  White	
  males	
  similarly	
  aged	
  (CDC	
  

2008).	
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Characteristic	
   Number	
   Rate	
  per	
  100	
  000	
  population	
  

Total	
   1	
  178	
  350	
   469.4	
  

Sex	
  

Male	
   883	
  450	
   719.5	
  

Female	
  	
   294	
  900	
   230.0	
  

Age	
  group	
  (yrs)	
  

13-­‐24	
   68	
  600	
   134.1	
  

25-­‐34	
   180	
  600	
   440.9	
  

35-­‐44	
   357	
  500	
   846.3	
  

45-­‐54	
   385	
  400	
   871.3	
  

55-­‐64	
   147	
  700	
   439.3	
  

≥	
  65	
   38	
  400	
   99.0	
  

Race/Ethnicity	
  

American	
  Indian/	
  Alaska	
  

Native	
  

5000	
   268.8	
  

Asian/Pacific	
  Islander	
   16	
  750	
   174.0	
  

Black/African	
  American	
   545	
  000	
   1819.0	
  

Hispanic/Latino	
   205	
  400	
   238.4	
  

White	
   406	
  000	
   592.9	
  

Transmission	
  category	
  

MSM	
   580	
  000	
   NC	
  

Intravenous	
  drug	
  use	
  -­‐	
  male	
   131	
  600	
   NC	
  

Intravenous	
  drug	
  use	
  –	
  female	
   73	
  900	
   NC	
  

MSM	
  and	
  intravenous	
  drug	
  use	
   55	
  200	
   NC	
  

Heterosexual	
  contact	
  –	
  male*	
   110	
  900	
   NC	
  

Heterosexual	
  contact	
  –	
  

female*	
  

217	
  400	
   NC	
  

Table	
  1.1	
  Estimated	
  HIV	
  infection	
  among	
  persons	
  aged	
  ≥	
  13	
  years,	
  2008.	
  Adapted	
  from	
  Torian	
  et	
  al.	
  

2011.	
  	
  

*sexual	
  contact	
  with	
  a	
  person	
  known	
  to	
  have,	
  or	
  to	
  be	
  at	
  high	
  risk,	
  for	
  HIV	
  infection.	
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NC	
  =	
  not	
  calculated	
  because	
  population	
  denominators	
  for	
  transmission	
  category	
  subgroups	
  were	
  not	
  

available.	
  	
  

	
  

The	
  demographic	
  characteristics	
  of	
  the	
  epidemic	
  have	
  significantly	
  shifted	
  from	
  that	
  

of	
  the	
  early	
  1980s.	
  	
  Men	
  who	
  have	
  sex	
  with	
  men	
  still	
  represent	
  the	
  majority	
  of	
  new	
  

infections	
   in	
   the	
   United	
   States,	
   however	
   Black	
  MSM	
   now	
   account	
   for	
   49%	
   of	
   the	
  

estimated	
  HIV/AIDS	
  diagnoses	
  made	
  through	
  2009,	
  and	
  more	
  new	
  infections	
  occur	
  

in	
   young	
   Black	
  MSM	
   (aged	
   13-­‐29)	
   than	
   any	
   other	
   age/racial	
   group	
   of	
  MSM	
   (CDC	
  

2008.)	
  HIV	
   is	
   the	
  ninth	
   leading	
   cause	
  of	
  death	
   for	
   all	
  Blacks	
  and	
   the	
   third	
   leading	
  

cause	
  of	
  death	
  for	
  Black	
  men	
  and	
  women	
  aged	
  35-­‐44.	
  

	
  

	
  
Graph	
  1.2:	
  Number	
  of	
  new	
  HIV	
  Infections	
  among	
  most	
  affected	
  subpopulations,	
  2009.	
  Adapted	
  from	
  	
  

Prejean	
  et	
  al.	
  2011	
  	
  	
  

	
  

1.4 Contextualizing	
  HIV	
  risk	
  in	
  the	
  Black	
  community	
  
	
  

Despite	
   elevated	
   HIV	
   prevalence	
   and	
   incidence	
   among	
   Black	
   MSM,	
   evidence	
  

suggests	
  that	
  Black	
  MSM	
  are	
  not	
  more	
  frequently	
  engaging	
  in	
  behaviors	
  considered	
  

to	
   be	
   high	
   risk	
   for	
   HIV	
   infection	
   (Millet	
   et	
   al.	
   2006,	
   Millet	
   et	
   al.	
   2007,	
   Millet	
   &	
  

Peterson,	
   2007).	
   Three	
   prominent	
   behavioral	
   hypotheses	
   have	
   been	
   put	
   forth	
   to	
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explain	
  the	
  elevated	
  HIV	
  rates	
  among	
  Black	
  MSM,	
  however	
  evidence	
  does	
  not	
  exist	
  to	
  

support	
  these	
  hypotheses:	
  

	
  

Hypothesis	
  1:	
  Black	
  MSM	
  are	
  more	
  likely	
  than	
  non-­Black	
  MSM	
  to	
  engage	
  in	
  high-­risk	
  

sexual	
  behaviors.	
  	
  A	
  review	
  by	
  Millett	
  et	
  al.	
  (2006)	
  found	
  15	
  studies	
  that	
  showed	
  no	
  

significant	
  differences	
  in	
  rates	
  of	
  unprotected	
  anal	
  intercourse	
  for	
  MSM	
  of	
  different	
  

ethnicities	
   	
   (Denning	
  &	
  Campsmith	
  2005,	
  Lemp	
  et	
   al.	
   1994,	
  MacKellar	
   et	
   al.	
   2005,	
  

Mansergh	
  et	
  al.	
  2002,	
  McKirnan	
  et	
  al.	
  1995,	
  McKirnan	
  et	
  al.	
  2001,	
  Purcell	
  et	
  al.	
  2005,	
  

Ruiz	
  et	
  al.	
  1998,	
  Solorio	
  et	
  al.	
  2003,	
  Stokes	
  et	
  al.	
  1996)	
  and	
  found	
  Black	
  MSM	
  were	
  

less	
  likely	
  than	
  non-­‐Black	
  MSM	
  to	
  engage	
  in	
  high-­‐risk	
  sexual	
  practices	
  (Bartholow	
  et	
  

al.	
  2005,	
  Bingham	
  et	
  al.	
  2003,	
  Harawa	
  et	
  al.	
  2004,	
  Peterson	
  et	
  al.	
  2001,	
  Valleroy	
  et	
  al.	
  

2002),	
   have	
   comparable,	
   if	
   not	
   lower,	
   rates	
   of	
   unprotected	
   anal	
   intercourse	
   than	
  

other	
  MSM	
   groups	
   (CDC	
   2005,	
   LCWK2	
   2003,	
   Mansergh	
   et	
   al.	
   2002,	
   Solorio	
   et	
   al.	
  

2003,	
   Stokes	
   et	
   al.	
   1996),	
   have	
   fewer	
  male	
   sexual	
   partners	
   in	
   their	
   lifetime	
   than	
  

other	
  MSM	
  groups	
   	
  (Johnson	
  et	
  al.	
  2003,	
  Mays	
  et	
  al.	
  2004,	
  Solorio	
  et	
  al.	
  2003)	
  and	
  

are	
   not	
  more	
   likely	
   than	
   other	
  MSM	
   to	
   engage	
   in	
   sex	
   for	
  money	
   (Heckham	
   et	
   al.	
  

1999,	
  Mays	
  et	
  al.	
  2004,	
  Newman	
  et	
  al.	
  2004,	
  Rietmeijer	
  et	
  al.	
  1998).	
  

	
  

	
  Hypothesis	
   2:	
  Black	
  MSM	
   are	
  more	
   likely	
   to	
   be	
   injection	
   drug	
   users;	
   this	
   increases	
  

their	
   risk	
   for	
  HIV	
   infection.	
  Millett	
  et	
  al.	
   (2006)	
  demonstrated	
   that	
  crack	
  cocaine	
   is	
  

the	
   only	
   illicit	
   drug	
   that	
   Black	
   MSM	
   report	
   using	
   more	
   than	
   non-­‐Black	
   MSM	
  

(Heckham	
  et	
  al.	
  1999,	
  McKirnan	
  et	
  al.	
  2001).	
  However,	
  crack	
  cocaine	
  is	
  generally	
  not	
  

an	
   injection	
   drug	
   and	
   has	
   not	
   been	
   shown	
   to	
   significantly	
   contribute	
   to	
   the	
  

discrepancy	
  of	
  HIV	
   rates	
   between	
  Black	
  MSM	
  and	
  other	
   groups,	
   nor	
  has	
   evidence	
  

indicated	
   that	
   Black	
   MSM	
   are	
   more	
   likely	
   to	
   combine	
   sexual	
   intercourse	
   with	
  

substance	
  use.	
  	
  	
  

	
  

	
  Hypothesis	
  3:	
  Black	
  MSM	
  are	
  less	
  likely	
  than	
  other	
  MSM	
  to	
  identify	
  as	
  gay	
  or	
  disclose	
  

their	
  sexual	
  identity;	
  this	
  may	
  lead	
  to	
  increased	
  HIV	
  risk	
  behavior.	
   	
  While	
  Black	
  MSM	
  

are	
  less	
  likely	
  than	
  White	
  MSM	
  to	
  be	
  gay-­‐identified	
  (McKirnan	
  et	
  al.	
  1995,	
  McKirnan	
  

et	
   al.	
   2001),	
   join	
   gay-­‐related	
   organizations	
   (Kennamer	
   et	
   al.	
   2000),	
   and	
   read	
   gay-­‐
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related	
  media	
  (Purcell	
  et	
  al.	
  2005),	
  this	
  has	
  not	
  been	
  shown	
  to	
  increase	
  the	
  HIV	
  risk	
  

taking	
  behaviors	
  of	
  Black	
  MSM.	
  	
  

	
  

These	
  findings	
  have	
  led	
  researchers	
  to	
  conclude	
  that	
  behaviors	
  alone	
  do	
  not	
  account	
  

for	
   the	
   discrepancy	
   observed	
   in	
  HIV	
   rates	
   between	
  Black	
   and	
   other	
  MSM	
   groups,	
  

and	
   that	
   for	
   Black	
   MSM,	
   HIV	
   risk	
   may	
   instead	
   be	
   determined	
   by	
   the	
   contextual	
  

factors	
  associated	
  with	
  the	
  behaviors	
  rather	
  than	
  the	
  behaviors	
  per	
  se	
   (Mays	
  et	
  al.	
  

2004,	
  Millet	
   et	
   al.	
   2006).	
   	
   To	
   date,	
  much	
   of	
   the	
   research	
   on	
  HIV	
  within	
   the	
   Black	
  

MSM	
  community	
  has	
  been	
  epidemiological	
  in	
  nature,	
  with	
  a	
  focus	
  on	
  infection	
  rates,	
  

prevalence	
   of	
   risk	
   behaviors,	
   and	
   attitudes/beliefs	
   about	
   HIV	
   among	
   gay	
   men,	
  

categorized	
  according	
  to	
  age,	
  race	
  and	
  other	
  demographic	
  characteristics;	
  however	
  

a	
   stronger	
   consideration	
   of	
   social	
   factors	
   and	
   experiences	
   unique	
   to	
   the	
   Black	
  

community	
   is	
   needed.	
   Contextual	
   factors	
   that	
   can	
   increase	
   likelihood	
   of	
   HIV	
  

infection	
  include	
  sexual	
  partner	
  characteristics,	
  dynamics	
  within	
  close	
  and	
  intimate	
  

relationships,	
   rates	
   of	
   incarceration,	
   social/sexual	
   network	
   characteristics,	
  

neighborhood	
   and	
   community	
   ties,	
   sexual	
   partner	
   concurrency,	
   social	
   support,	
  

family	
   characteristics,	
   childhood	
   sexual	
   abuse,	
   and	
   social	
   inequalities	
   (Adimora	
  &	
  

Schoenbach	
   2005,	
  Mays	
  &	
   Cochran	
   1998,	
  Mays	
   et	
   al.	
   2000)—all	
   of	
  which	
   remain	
  

under-­‐examined	
   in	
   HIV	
   prevention	
   research	
   for	
   this	
   population.	
   Black	
   MSM’s	
  

decision-­‐making	
  processes	
  and	
  sexual-­‐risk	
  taking	
  behaviors	
  may	
  also	
  be	
  framed	
  by	
  

psychosocial	
   and	
   structural	
   forces	
   including	
   racism,	
   discrimination	
   and	
   stigma,	
  

internalized	
   homophobia,	
   poverty,	
   and	
   African	
   American	
   cultural	
   norms	
  

(Malebranche	
   2003,	
   Myers	
   et	
   al.	
   2003,	
   Operario	
   et	
   al.	
   2008,	
   Stokes	
   &	
   Peterson,	
  

1998,	
  Wyatt	
  et	
  al.	
  2008).	
  Evidence	
  suggests	
  that	
  multiple	
  forms	
  of	
  social	
  oppression	
  

operate	
   as	
   overarching	
   forces	
   shaping	
   HIV	
   risk	
   for	
   Blacks	
   in	
   general	
   (Sanders-­‐

Philips	
   2002),	
   and	
   for	
   Black	
   men	
   in	
   particular	
   (Treadwell	
   &	
   Ro	
   2003).	
   These	
  

multiple	
  forms	
  of	
  oppression	
  are	
  further	
  described	
  in	
  Chapter	
  2.	
  	
  

	
  

In	
   recent	
   years,	
   studies	
   have	
   suggested	
   the	
   significance	
   of	
   the	
   Black	
   community’s	
  

beliefs	
   of	
   sexuality	
   and	
   masculinity	
   in	
   guiding	
   Black	
   men’s	
   sexual	
   behaviors.	
  	
  

Sociologists	
  and	
  Black	
  history	
  scholars	
  argue	
  that	
  current	
  idealized	
  notions	
  of	
  Black	
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sexuality	
  and	
  masculinity	
  are	
  a	
  consequence	
  of	
  the	
  historical	
   legacy	
  of	
  slavery	
  and	
  

racism	
  in	
  the	
  United	
  States	
  and	
  the	
  resulting	
  economic	
  and	
  social	
  dynamics	
  (Bowleg	
  

2004,	
  Cazenave	
  1984,	
  Collins	
  2005,	
  Jackson	
  2006).	
  	
  These	
  notions	
  mold	
  Black-­‐White	
  

interaction	
   and	
   assumptions	
   about	
   gender	
   roles	
   and	
   masculinity	
   amongst	
   Blacks	
  

(Whitehead	
   1997).	
   During	
   the	
   early	
   American	
   post	
   colonial	
   era,	
   masculinity	
   was	
  

predominantly	
  associated	
  with	
  the	
  ability	
  to	
  economically	
  provide	
  for	
  one’s	
  family,	
  

but	
  since	
  Black	
  men	
  lacked	
  opportunities	
  to	
  achieve	
  this	
  form	
  of	
  economic	
  control,	
  

images	
   of	
   masculinity	
   associated	
   with	
   Black	
   men	
   tended	
   to	
   take	
   the	
   form	
   of	
  

corporeal	
   and	
   sexual	
   prowess	
   (Hodes	
   1993,	
   Hunter	
   1992,	
   Whitehead	
   1997).	
  	
  

Current	
   cultural	
   depictions	
   of	
   Black	
   men—as	
   evidenced	
   through	
   news	
   media,	
  

fictional	
   narratives,	
   and	
   popular	
  music—may	
   act	
   to	
   perpetuate	
   and	
   reinforce	
   the	
  

historical	
   perspective	
   of	
   the	
   Black	
   male	
   body	
   as	
   a	
   hyper-­‐masculine,	
   hyper-­‐

sexualized,	
  and	
  de-­‐personalized	
  entity	
  (Ferber	
  2007).	
   	
  Theorists	
  suggest	
  that	
  these	
  

beliefs	
  of	
  masculinity	
  have	
  been	
   internalized	
  and	
  viewed	
  as	
  accepted	
  standards	
  of	
  

Black	
  masculinity	
  (Collins	
  2005,	
  Ferber	
  2007).	
  

	
  

For	
  many	
   Black	
  men,	
   sexual	
   identity	
   and	
   behaviors	
   exist	
   along	
   a	
   continuum,	
   and	
  

discrete	
   categories	
  of	
   sexual	
   identity	
   (i.e.	
   gay/homosexual,	
   heterosexual,	
   bisexual)	
  

employed	
  in	
  HIV	
  prevention	
  campaigns	
  might	
  not	
  adequately	
  capture	
  the	
  complex	
  

understandings	
  that	
  these	
  men	
  have	
  of	
  their	
  sexuality	
  (Ford	
  et	
  al.	
  2007).	
   In	
  fact,	
   it	
  

has	
   been	
   shown	
   that	
   14%	
   of	
   Black	
  MSM	
   report	
   sex	
  with	
   a	
   female	
   partner	
   in	
   the	
  

previous	
   12	
   months,	
   compared	
   with	
   8%	
   and	
   4.2%	
   of	
   Hispanic	
   and	
   White	
   MSM,	
  

respectively	
   (Sanchez	
   et	
   al.	
   2006).	
   These	
   Black	
   MSM	
  may	
   be	
   more	
   likely	
   to	
   self-­‐

identify	
  as	
  heterosexual	
  or	
  prefer	
  to	
  leave	
  their	
  sexual	
  identity	
  undefined	
  (Operario	
  

et	
  al.	
  2008,	
  Ford	
  et	
  al.	
  2007),	
  possibly	
  because	
  same-­‐sex	
  behaviors	
  are	
  stigmatized	
  

in	
  the	
  Black	
  community	
  and	
  viewed	
  as	
  inconsistent	
  with	
  beliefs	
  of	
  Black	
  masculinity	
  

(Jackson	
   2006,	
   Woodyard	
   et	
   al.	
   2000).	
   Racism	
   in	
   the	
   mainstream	
   White	
   gay	
  

community	
  has	
  exacerbated	
  feelings	
  of	
  exclusion	
  for	
  Black	
  MSM,	
  contributing	
  to	
  the	
  

sense	
   of	
   discordance	
   between	
   these	
   men’s	
   racial	
   and	
   sexual	
   identities	
   (Teunis	
  

2007).	
  Furthermore,	
   for	
  some	
  Black	
  MSM	
  race	
   is	
  prioritized	
  above	
  sexual	
   identity,	
  

as	
   stronger	
   racial/ethnic	
   identity	
  development	
   is	
   associated	
  with	
  greater	
   levels	
  of	
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life	
   satisfaction	
   among	
   Black	
   MSM	
   whereas	
   sexual-­‐identity	
   development	
   is	
   not	
  

(Crawford	
  et	
  al.	
  2002).	
  	
  

	
  

In	
   summary,	
   for	
  Black	
  men,	
  HIV	
   risk	
  exists	
  within	
  a	
   complex	
   framework	
   in	
  which	
  

sexual	
  risk	
  behaviors	
  cannot	
  be	
  superficially	
  understood.	
  Black	
  MSM	
  do	
  not	
  engage	
  

in	
  high	
  risk	
  behaviors	
  more	
  frequently	
  than	
  their	
  White	
  counterparts.	
  Assumptions	
  

of	
  Black	
  sexuality	
  and	
  behaviors,	
  coupled	
  with	
  decontextualized	
  understandings	
  of	
  

risk,	
   lend	
   credence	
   to	
   suggestions	
   that	
   HIV	
   risk	
   factors	
   that	
   are	
   ostensibly	
  

considered	
  to	
  be	
  equivalent	
  between	
  Black	
  MSM	
  and	
  other	
  ethnic	
  groups	
  might	
   in	
  

fact	
   be	
   determined	
   by	
   the	
   contextual	
   nature	
   of	
   those	
   risk	
   factors.	
   That	
   is,	
   the	
  

confluence	
   of	
   historical,	
   sociocultural,	
   and	
   structural	
   factors	
   may	
   collaborate	
   to	
  

uniquely	
  situate	
  HIV	
  risk	
  among	
  these	
  men—this	
  thesis	
  aims	
  to	
  explore	
  the	
  factors	
  

informing	
  this	
  risk.	
  Accordingly,	
  interventions	
  to	
  reduce	
  HIV	
  rates	
  amongst	
  African	
  

Americans	
   should	
   be	
   conceived	
   through	
   a	
   culturally	
   congruent	
   lens	
   (Wyatt	
   et	
   al.	
  

2008).	
  	
  	
  

	
  

1.5	
  Structural	
  contributors	
  of	
  HIV	
  risk	
  
	
  

Understanding	
  the	
  underlying	
  structural,	
  social,	
  economic,	
  and	
  cultural	
  contributors	
  

that	
  contextualize	
  specific	
  risk	
  for	
  Black	
  MSM	
  requires	
  an	
  appreciation	
  of	
  the	
   lives	
  

and	
  environments	
  from	
  which	
  these	
  men	
  have	
  emerged.	
  Structural	
  factors	
  refer	
  to	
  

the	
   economic,	
   social,	
   policy	
   and	
   organizational	
   environments	
   that	
   “structure”	
   the	
  

framework	
   in	
   which	
   risk	
   is	
   produced	
   and	
   perpetuated	
   (Rhodes	
   2002).	
   It	
   is	
   now	
  

widely	
   accepted	
   that	
   structural	
   factors	
   (such	
   as	
   neighborhood	
   characteristics	
   and	
  

social	
   networks)	
   are	
   critical	
   determinants	
   in	
   HIV	
   incidence	
   and	
   prevalence	
  

(Sumartojo	
  2000).	
  	
  This	
  thesis	
  explores	
  men’s	
  perceptions	
  of	
  how	
  structural	
  factors	
  

contribute	
  to	
  their	
  own	
  high	
  and	
  low	
  risk	
  behaviors.	
  	
  	
  

	
  

Opportunities	
   to	
   engage	
   in	
   high	
   risk	
   behaviors	
   are	
   shaped	
   by	
   one’s	
   physical	
   and	
  

social	
   environment.	
   Linkages	
   between	
   neighborhood	
   characteristics,	
   sexual	
   risk	
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taking	
   behaviors,	
   and	
   HIV	
   prevalence	
   have	
   been	
   established.	
   Latkin	
   et	
   al.	
   (2007)	
  

used	
  structural	
  equation	
  modeling	
  to	
  examine	
  relationships	
  between	
  neighborhood	
  

characteristics,	
  depressive	
  symptoms,	
  drug	
  use,	
  and	
  sexual	
  partner	
   types	
  among	
  a	
  

sample	
  of	
  African	
  Americans	
  (59%	
  male)	
  living	
  in	
  an	
  inner-­‐city	
  environment	
  with	
  a	
  

history	
   of	
   drug	
   use.	
   Findings	
   revealed	
   direct	
   associations	
   between	
   neighborhood	
  

disorder	
   and	
   psychological	
   distress,	
   neighborhood	
   disorder	
   and	
   sexual	
   risk	
  

behaviors,	
   and	
   neighborhood	
   disorder	
   and	
   drug	
   use.	
   Significant	
   indirect	
  

associations	
   were	
   also	
   observed	
   between	
   neighborhood	
   disorder	
   and	
   sexual	
   risk	
  

behaviors.	
  Moreover,	
   in	
   impoverished	
   inner	
  cities	
  with	
  high	
  rates	
  of	
  crack	
  cocaine	
  

and	
  opiate	
  use,	
  greater	
  opportunities	
  exist	
   to	
  have	
  sex	
  with	
  other	
  crack	
  users	
  and	
  

injection	
  drug	
  users.	
  High	
   incarceration	
   levels	
   among	
  minority	
   inner-­‐city	
   (mostly)	
  

male	
  residents	
  also	
  leads	
  to	
  fewer	
  opportunities	
  to	
  have	
  lower-­‐risk	
  sexual	
  partners	
  

(Latkin	
  et	
  al.	
  2007,	
  Thompson	
  &	
  Sampson	
  2005).	
  	
  

	
  

Studies	
   have	
   examined	
   the	
   associations	
   between	
   residential	
   location	
   and	
   poor	
  

health.	
   Crime,	
   physical	
   decay,	
   litter,	
   drug	
   use,	
   residential	
   immobility,	
   crowding,	
  

unemployment,	
   and	
   other	
   characteristics	
   of	
   impoverished	
   communities	
  may	
   have	
  

toxic	
   health	
   effects.	
   STIs	
   and	
   HIV	
   have	
   repeatedly	
   been	
   demonstrated	
   to	
   be	
  

geographically	
  clustered	
  (Law	
  et	
  al.	
  2004,	
  Zenilman	
  et	
  al.	
  1999)	
  and	
  impoverished	
  

communities	
  have	
  higher	
   rates	
   of	
   STIs	
   and	
   early	
   sexual	
   debut	
   (Cohen	
   et	
   al.	
   2003,	
  

Upchurch	
  et	
  al.	
  1998).	
  Additionally,	
  fear	
  of	
  crime,	
  the	
  drug	
  trade,	
  noise	
  and	
  pollution	
  

can	
  lead	
  to	
  physiological	
  stress	
  responses	
  (Lepore	
  1997)	
  which	
  have	
  been	
  linked	
  to	
  

depressed	
   immune	
   function	
   (Herbert	
   &	
   Cohen	
   1993).	
   Chronic	
   social	
   and	
  

environmental	
   stressors	
   are	
   associated	
   with	
   psychosocial	
   consequences	
   such	
   as	
  

learned	
   helplessness,	
   particularly	
   in	
   poor	
   urban	
   populations,	
   and	
   mental	
   health	
  

problems	
  (Avison	
  &	
  Turner	
  1988,	
  Turner	
  &	
  Lloyd	
  1995).	
  Neighborhood-­‐associated	
  

stressors	
   are	
   often	
   clustered	
   and	
   disadvantaged	
   communities	
  may	
   experience	
   the	
  

intersection	
  of	
  several	
  chronic	
  and	
  acute	
  stressors	
  (Ewart	
  &	
  Suchday	
  2002).	
  In	
  turn,	
  

depressive	
  symptoms	
  partly	
  attributed	
  to	
  neighborhood	
  stressors	
  can	
  lead	
  to	
  drug	
  

use	
  (Flynn	
  et	
  al.	
  2004,	
  Khantzian	
  1985).	
  By	
  blunting	
  negative	
  emotional	
  states,	
  drug	
  

use	
  may	
  allow	
  men	
  to	
  cope	
  with	
  poverty,	
  violence,	
  and	
  physical	
  illness.	
  Research	
  has	
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suggested	
   that	
   many	
   inner-­‐city	
   substance	
   users	
   are	
   unable	
   to	
   live	
   within	
   the	
  

reigning	
  social	
  constructs	
  of	
  marriage	
  and	
  legal	
  employment	
  and	
  consequently	
  may	
  

be	
   more	
   susceptible	
   to	
   low	
   self-­‐esteem,	
   negative	
   self-­‐concept,	
   and	
   depression	
  

(Latkin	
  et	
  al.	
  2007).	
  	
  	
  

	
  

Social	
   network	
   factors	
   have	
   also	
   been	
   hypothesized	
   to	
   contribute	
   to	
   racial	
  

disparities	
  in	
  HIV	
  prevalence.	
  Structural	
  network	
  features	
  such	
  as	
  network	
  density	
  

and	
   connectivity,	
   and	
   network	
   dynamics	
   such	
   as	
   partner	
   concurrency	
   can	
   lead	
   to	
  

sustained	
  high	
  rates	
  of	
  disease	
  (Adimora	
  et	
  al.	
  2002,	
  Adimora	
  et	
  al.	
  2007,	
  Morris	
  &	
  

Kretzschmar	
  1995).	
   	
  Furthermore,	
   individuals	
   tend	
   to	
  choose	
  sexual	
  partners	
   that	
  

are	
  similar	
  to	
  themselves.	
  That	
  is,	
  drug	
  users	
  are	
  more	
  likely	
  than	
  non-­‐drug	
  users	
  to	
  

have	
   sex	
  with	
  drug-­‐using	
  partners.	
  This	
   is	
   reflective	
  of	
   the	
   types	
  of	
  neighborhood	
  

composition	
   that	
   serve	
   to	
   increase	
   viral	
   loads	
   in	
   geographically-­‐	
   or	
   economically-­‐

isolated	
   communities	
   and	
   exacerbate	
   HIV	
   rates	
   in	
   inner-­‐city	
   neighborhoods.	
  

Neighborhoods	
   with	
   higher	
   concentration	
   of	
   HIV+	
   individuals	
   increase	
   the	
  

probability	
  of	
  exposure	
  to	
  HIV	
  to	
  other	
  community	
  members	
  (Adimora	
  &	
  Auerbach	
  

2010,	
  Adimora	
  &	
  Schoenbach	
  2005).	
  

	
  

	
  

1.6	
  	
  Social/cultural	
  contributors	
  to	
  HIV	
  risk	
  
	
  

Examining	
   the	
   intersections	
   between	
   structural	
   factors,	
   cultural	
   meanings,	
  

subjective	
  experiences,	
   individual	
   lives,	
  and	
  health	
  outcomes	
  can	
  provide	
  valuable	
  

insight	
  into	
  how	
  HIV	
  risk	
  exists	
  among	
  Black	
  MSM	
  (Mays	
  et	
  al.	
  2004).	
  Alongside	
  the	
  

structural	
   features	
  of	
  Black	
  men’s	
  physical	
  environment,	
   sociocultural	
   factors	
  may	
  

powerfully	
  shape	
  Black	
  MSM’s	
  sexual	
  behaviors.	
  Attitudes	
  toward	
  sexual	
  safety	
  and	
  

sexual	
   behaviors	
   are	
   bound	
   to	
   cultural	
   themes	
   associated	
   with	
   masculinity,	
  

spirituality,	
  and	
  community	
  beliefs	
  and	
  values.	
  In	
  this	
  way,	
  while	
  exposed	
  to	
  similar	
  

episodic	
  factors,	
  the	
  sexual	
  scripts—that	
  is,	
  the	
  socially-­‐	
  and	
  structurally-­‐produced	
  

guidelines	
   that	
   inform	
   perceived	
   appropriateness	
   of	
   sexual	
   behaviors	
   and	
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attitudes—by	
  which	
  these	
  men	
  negotiate	
  their	
  sexual	
  encounters	
  may	
  differ.	
   	
  That	
  

is,	
   the	
   evolution	
   of	
   sexual	
   scripts	
  may	
   be	
   differently	
   informed	
  between	
  Black	
   and	
  

White	
  MSM	
  and	
  consequently	
  may	
  confer	
  specific	
  sexual	
  risk	
  differently.	
  

	
  

Studies	
  have	
  examined	
  psychological	
  and	
  social	
  contributors	
  to	
  HIV	
  risk	
  behaviors,	
  

among	
  gay	
  men/MSM,	
  including	
  communication	
  regarding	
  condom	
  use,	
  availability	
  

of	
   HIV	
   prevention	
   messages	
   and	
   condoms,	
   condoms	
   for	
   contraceptive	
   purposes,	
  

men’s	
  norms	
  towards	
  condom	
  use,	
  acceptability	
  of	
  condom	
  use	
  in	
  specific	
  locations,	
  

and	
   feelings	
  of	
  boredom	
  (Elwood	
  &	
  Greene	
  2005,	
  Freimuth	
  et	
  al.	
  1992,	
  Gold	
  et	
  al.	
  

1992,	
  Kelaher	
  et	
  al.	
  1994,	
  Offer	
  et	
  al.	
  2007,	
  Ross	
  et	
  al.	
  2004,	
  Ross	
  et	
  al.	
  2004,	
  Seage	
  

et	
  al.	
  1998,	
  Seage	
  et	
  al.	
  2002,	
  Somlai	
  et	
  al.	
  1998).	
  However,	
  qualitative	
  research	
  on	
  

these	
   psychological	
   and	
   sociocultural	
   contributors	
   to	
   HIV	
   risk	
   in	
   Black	
   MSM—a	
  

population	
   with	
   a	
   risk	
   profile	
   that	
   may	
   differ	
   substantively	
   from	
   other	
   MSM	
  

populations—has	
  been	
  extremely	
  limited.	
  	
  	
  

	
  

Previous	
  studies	
  have	
  qualitatively	
  examined	
  the	
  impact	
  of	
  social	
  factors	
  on	
  HIV	
  risk	
  

in	
  American	
  Asian	
  and	
  Pacific	
  Islander	
  MSM	
  (Han	
  2008,	
  Nemoto	
  et	
  al.	
  2003,	
  Wilson	
  

&	
  Yoshikawa	
  	
  2004),	
  as	
  well	
  as	
  Latino	
  MSM	
  (Diaz	
  et	
  al.	
  2004,	
  Deren	
  et	
  al.	
  2003).	
  An	
  

additional	
   qualitative	
   study	
   investigated	
   the	
   psychosocial	
   aspects	
   of	
   sexual	
   risk	
  

among	
  HIV	
  positive	
  Black	
  and	
  Latino	
  MSM	
  with	
  histories	
  of	
  sexual	
  abuse	
  (Williams	
  

et	
  al.	
  2004).	
  While	
  qualitative	
  studies	
   focused	
  generally	
  on	
  MSM	
  populations	
  have	
  

included	
  Black	
  MSM,	
   they	
  have	
   formed	
  a	
   small	
  minority	
  of	
   the	
   total	
   study	
   sample	
  

(Koblin	
  et	
  al.	
  2006),	
  making	
  it	
  difficult	
  to	
  generalize	
  the	
  results	
  to	
  the	
  larger	
  Black	
  

MSM	
  population.	
  Importantly,	
  research	
  questions	
  from	
  qualitative	
  studies	
  aimed	
  at	
  

mixed	
  race/ethnic	
  populations	
  likely	
  neglect	
  the	
  important	
  contextualized	
  nature	
  of	
  

HIV	
   risk	
   among	
   Black	
   men.	
   Thus,	
   the	
   dearth	
   in	
   appropriate	
   Black	
   MSM-­‐targeted	
  

qualitative	
  research	
  has	
  resulted	
  in	
  limited	
  data	
  on	
  the	
  influence	
  of	
  racism,	
  poverty,	
  

homophobia,	
   family	
   characteristics,	
   religion,	
   and	
  dual	
  minority	
   status	
  on	
  HIV	
   risk.	
  

Similarly,	
   this	
   has	
   also	
   resulted	
   in	
   an	
   incomplete	
   understanding	
   of	
   the	
   resiliency	
  

factors	
  employed	
  by	
  Black	
  MSM	
  to	
  protect	
  against	
  HIV	
  infection	
  (Millett	
  &	
  Peterson	
  

2007).	
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Qualitative	
   studies	
  which	
   have	
   targeted	
  Black	
  MSM	
  have	
   helped	
   to	
   illuminate	
   the	
  

complex	
   role	
   of	
   sociocultural	
   factors	
   on	
   informing	
  HIV	
   risk.	
   	
   Stokes	
   and	
   Peterson	
  

(1998)	
   considered	
   the	
   psychological	
   impact	
   of	
   homophobia	
   on	
   HIV	
   risk	
   among	
  

Black	
  MSM.	
   The	
   authors	
   reported	
   that	
  men	
   perceived	
   negative	
   attitudes	
   towards	
  

same-­‐sex	
   behaviors	
   from	
   within	
   the	
   Black	
   community	
   and	
   believed	
   Blacks	
   to	
   be	
  

more	
  homophobic	
   than	
   their	
  White	
  counterparts.	
  The	
  authors	
  reported	
   that	
   these	
  

participants	
   seemed	
   to	
   internalize	
   these	
  negative	
  views,	
   resulting	
   in	
  psychological	
  

distress	
   and	
   lowered	
   self-­‐esteem.	
   The	
   authors	
   conclude	
   that	
   internalized	
  

homophobia	
  may	
  impact	
  the	
  ability	
  of	
  Black	
  MSM	
  to	
  negotiate	
  safe	
  sex	
  with	
  sexual	
  

partners	
  and	
  increases	
  the	
  likelihood	
  of	
  substance	
  use	
  and	
  being	
  placed	
  in	
  sexually	
  

risky	
  situations,	
  which	
  in	
  turn	
  has	
  been	
  suggested	
  to	
  influence	
  risk	
  of	
  HIV	
  infection.	
  

Subsequent	
   studies	
   have	
   published	
   similar	
   results	
   (Kraft	
   et	
   al.	
   2000,	
   Rosser	
   et	
   al.	
  

2008).	
  	
  

	
  

Woodyard	
  and	
  colleagues	
  (2000)	
  qualitatively	
  considered	
  the	
  role	
  of	
  the	
  church	
  on	
  

sexual	
  risk	
  through	
  semi-­‐structured	
  interviews	
  with	
  76	
  Black	
  MSM.	
  They	
  found	
  that	
  

Black	
  MSM	
  consistently	
  had	
  high	
   levels	
  of	
   involvement	
   in	
  Black	
   churches.	
  Despite	
  

perceived	
   homophobia	
   from	
   within	
   the	
   church,	
   men	
   in	
   this	
   study	
   did	
   not	
  

acknowledge	
  any	
  contradictions	
  between	
  being	
  a	
  Black	
  MSM	
  and	
  being	
  involved	
  in	
  

Black	
   churches.	
  Men	
   attributed	
   continued	
   church	
   involvement	
   to	
   various	
   reasons.	
  

The	
   church	
   functioned	
   as	
   a	
   social	
   meeting	
   venue	
   for	
   Black	
   MSM	
   free	
   from	
  

unwarranted	
  social	
  pressure	
  or	
  scrutiny.	
  Second,	
  in	
  the	
  face	
  of	
  multiple	
  oppressions	
  

(e.g.	
  racial,	
  sexual,	
  economic),	
  the	
  church	
  reaffirmed	
  Black	
  male	
  identity.	
  Finally,	
  the	
  

church	
  allowed	
  Black	
  men	
  to	
  contribute	
  their	
  skills	
  and	
  talents	
  to	
  their	
  community.	
  	
  

In	
   spite	
   of	
   these	
   favorable	
   aspects	
   of	
   church	
   involvement,	
   study	
   authors	
  

hypothesized	
   that	
   Black	
   MSM	
   internalized	
   the	
   negative	
   attitudes	
   of	
   the	
   church	
  

towards	
  same-­‐sex	
  behaviors,	
  and	
  found	
  church	
  attendance	
  encouraged	
  Black	
  MSM	
  

to	
   be	
   secretive	
   about	
   their	
   sexual	
   behaviors,	
   which	
   may	
   lead	
   to	
   higher	
   risk	
  

behaviors.	
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Operario	
  et	
  al.’s	
  (2008)	
  examination	
  of	
  non-­‐gay	
  identified	
  Black	
  MSM	
  endeavored	
  to	
  

learn	
  about	
  their	
  perceived	
  risks	
  for	
  unsafe	
  sex.	
  Men	
  described	
  cultural	
  norms	
  and	
  

social	
  pressures	
  that	
  reinforce	
  heightened	
  masculinity	
  and	
  male	
  gender	
  dominance,	
  

discouraged	
  overt	
  emotionality	
  and	
  help-­‐seeking,	
  and	
  punished	
  same-­‐sex	
  attraction.	
  

Consequently,	
   men	
   who	
   felt	
   sexual	
   attraction	
   to	
   other	
   men	
   had	
   sex	
   secretively,	
  

spontaneously,	
   and	
   in	
   anonymous	
   settings.	
   Some	
  men	
   turned	
   to	
   alcohol	
   or	
   other	
  

substances	
   to	
   mask	
   or	
   divert	
   emotional	
   frustrations,	
   and	
   others	
   engaged	
  

impulsively	
  in	
  sex	
  to	
  express	
  their	
  hidden	
  sexual	
  desires.	
  

	
  

These	
  studies	
  demonstrate	
  the	
  breadth	
  of	
  information	
  to	
  be	
  gained	
  by	
  qualitatively	
  

examining	
   the	
   sociocultural	
   factors	
   informing	
   situational	
   risk	
   among	
   Black	
   MSM.	
  

Self	
   esteem,	
   masculine	
   identity,	
   cultural	
   and	
   social	
   norms,	
   and	
   racism	
   and	
  

discrimination	
  operate	
  within	
  a	
  complex	
  framework	
  to	
  place	
  Black	
  MSM	
  at	
  greater	
  

risk	
  for	
  HIV	
  infection	
  than	
  other	
  MSM	
  (Ford	
  et	
  al.	
  2007,	
  Malebranche	
  2003,	
  Mays	
  et	
  

al.	
  2004,	
  Myers	
  et	
  al.	
  2003,	
  Operario	
  et	
  al.	
  2008,	
  Stokes	
  &	
  Peterson,	
  1998,	
  Wyatt	
  et	
  

al.	
  2008).	
  However,	
  to	
  date	
  very	
  few	
  studies	
  have	
  examined	
  the	
  implications	
  of	
  these	
  

factors	
  on	
  influencing	
  how	
  Black	
  MSM	
  reach	
  or	
  negotiate	
  decisions	
  regarding	
  sexual	
  

behaviors.	
   In	
   concert	
   with	
   structural	
   and	
   sociodemographic	
   forces,	
   the	
   effects	
   of	
  

sociocultural	
   beliefs	
   and	
   values	
  may	
   uniquely	
   shape	
   the	
   situational	
   HIV	
   risk	
   that	
  

Black	
  MSM	
  are	
  exposed	
  to.	
  Chapters	
  2,	
  4,	
  5,	
  and	
  6	
  provide	
  in-­‐depth	
  discussion	
  of	
  the	
  

sociocultural	
  context	
  of	
  HIV	
  risk	
  in	
  participants’	
  lives.	
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Figure	
  1.1:	
  Conceptual	
  framework	
  of	
  Black	
  MSM’s	
  construction	
  of	
  HIV	
  risk.	
  	
  

	
  

	
  

1.7	
  Situational	
  context	
  of	
  HIV	
  risk:	
  Significance	
  and	
  existing	
  
evidence	
  
	
  

Developing	
  interventions	
  that	
  address	
  the	
  structural	
  and	
  social	
  factors	
  driving	
  HIV	
  

infection	
  among	
  Black	
  MSM	
  is	
  a	
  difficult	
  but	
  important	
  challenge	
  facing	
  prevention	
  

scientists.	
  HIV	
  prevention	
   strategies	
  often	
  employ	
  models	
  of	
  behavior	
   change	
   that	
  

exclusively	
   target	
  behaviors	
   at	
   the	
   individual	
   level,	
   such	
  as	
   individual	
  HIV	
   testing,	
  

skills	
  training,	
  and	
  risk-­‐reduction	
  counseling	
  (Fisher	
  et	
  al.	
  2002).	
  While	
  important	
  to	
  

understanding	
  independent	
  sexual-­‐behavior	
  decision	
  making,	
  these	
  strategies	
  often	
  

overlook	
   vital	
   socio-­‐structural	
   factors	
   influencing	
   personal	
   decisions	
   to	
   engage	
   in	
  

sexually	
  risky	
  behaviors,	
  and	
  in	
  doing	
  so	
  frequently	
  result	
  in	
  individuals	
  being	
  held	
  

responsible	
   for	
   their	
   well-­‐being	
   and	
   blamed	
   for	
   poor	
   health	
   (Becker	
   1993).	
  

Prevention	
  approaches	
  focusing	
  solely	
  on	
  individual-­‐level	
  factors	
  are	
  unable	
  to	
  fully	
  

explain	
   risk	
   (Kalichman	
   et	
   al.	
   1996)	
   and	
   to	
   account	
   for	
   inconsistencies	
   in	
  

individuals’	
  tendencies	
  to	
  engage	
  in	
  risky	
  sexual	
  behaviors—i.e.	
  that	
  a	
  person	
  with	
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high	
  levels	
  of	
  HIV-­‐prevention	
  knowledge	
  and	
  positive	
  attitudes	
  towards	
  condom	
  use	
  

may	
  behave	
  differently	
   in	
  different	
   situations	
   (Kelly	
   et	
   al.	
   1991,	
  Ross	
   et	
   al.	
   2004).	
  	
  

Moreover,	
   situational	
   and	
   environmental	
   determinants	
   of	
   HIV	
   risk	
   do	
   not	
   affect	
  

members	
   of	
   the	
   same	
   population	
   similarly	
   (Taylor	
   et	
   al.	
   1997).	
   To	
   date,	
  

environmental	
   and	
   situational	
   factors	
   remain	
   under-­‐represented	
   in	
   the	
   HIV	
  

prevention	
  research	
  for	
  Black	
  MSM.	
  	
  

	
  	
  

Macro-­‐level	
   forces	
   such	
   as	
   poverty,	
   social	
   inequality,	
   and	
   racism	
   that	
   inform	
  HIV	
  

risk	
   are	
   difficult	
   to	
   address	
   in	
   HIV	
   prevention	
   strategies	
   (Adimora	
   &	
   Auerbach	
  

2005),	
  and	
  interventions	
  focused	
  solely	
  on	
  changing	
  individual-­‐level	
  risk	
  behaviors	
  

demonstrate	
   mostly	
   short-­‐term	
   effects	
   (Frye	
   et	
   al.	
   2006).	
   This	
   highlights	
   the	
  

complexities	
   inherent	
   to	
   developing	
   effective	
   prevention	
   strategies	
   that	
   balance	
  

individual	
   needs	
   with	
   that	
   of	
   the	
   larger	
   population.	
   	
   In	
   keeping	
   with	
   this,	
   an	
  

examination	
  of	
  situational	
  and	
  environmental	
  factors	
  may	
  predict	
  sexual	
  risk	
  taking	
  

behaviors	
   more	
   directly,	
   account	
   for	
   within-­‐subject	
   variability	
   and	
   provide	
   an	
  

important	
  pragmatic	
  point	
  of	
  intervention	
  for	
  the	
  public	
  health	
  community.	
  	
  	
  

	
  

Although	
   sexual	
   risk	
   taking	
   behaviors	
   do	
   occur	
   in	
   temporally	
   and	
   geographically	
  

bound	
   environments	
   (Ross	
   et	
   al.	
   2004),	
   within	
   the	
   scope	
   of	
   HIV	
   prevention,	
  

situation	
   does	
   not	
   simply	
   refer	
   to	
   a	
   physical	
   setting	
   or	
   place,	
   but	
   also	
   subsumes	
  

“meanings	
  people	
  [attach]	
  to	
  the	
  physical	
  setting	
  and	
  how	
  the	
  complex	
  interrelation	
  

of	
  setting,	
  meaning,	
  and	
  behaviors	
   influences	
  decisions	
  regarding	
  sexual	
  behaviors	
  

and	
   prevention	
   measures”	
   (Elwood	
   &	
   Greene	
   2005,	
   pg.	
   135).	
   The	
   situational	
   or	
  

environmental	
  context	
  of	
  unsafe	
  behaviors	
  are	
  integral	
  to	
  HIV	
  prevention	
  strategies	
  

because	
  the	
  immediate	
  context	
  of	
  behavior	
  can	
  help	
  to	
  determine	
  the	
  level	
  of	
  risk	
  to	
  

which	
  an	
   individual	
   is	
  predisposed	
   to,	
   outside	
  of	
   socio-­‐structural,	
   social-­‐cognitive,	
  

and	
  dispositional	
  factors	
  (Ross	
  et	
  al.	
  2004).	
  For	
  example,	
  physical	
  environments	
  can	
  

determine	
  whether	
  individuals	
  use	
  condoms	
  during	
  specific	
  sexual	
  episodes	
  (e.g.	
  if	
  

they	
  are	
  having	
  sex	
  in	
  a	
  public	
  versus	
  private	
  space;	
  if	
  sexual	
  acts	
  occur	
  in	
  locations	
  

associated	
   with	
   high	
   risk	
   sexual	
   behaviors,	
   such	
   as	
   bathhouses	
   or	
   private	
   sex	
  

parties);	
  partner	
  dynamics/type	
  can	
  influence	
  individuals’	
  decision	
  to	
  use	
  condoms	
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during	
   particular	
   sexual	
   episodes	
   (e.g.	
   if	
   they	
   are	
   having	
   sex	
  with	
   an	
   anonymous	
  

partner	
   versus	
   a	
   steady	
   partner;	
   if	
   power	
   dynamics	
   makes	
   condom	
   negotiation	
  

difficult);	
  emotional	
  states	
  can	
  determine	
  if	
  individuals	
  are	
  in	
  an	
  affective	
  state	
  that	
  

allows	
   or	
   undercuts	
   rational	
   thought	
   regarding	
   protected	
   sexual	
   encounters	
   (e.g.	
  

feeling	
   lonely	
   or	
   depressed);	
   substance	
   use	
   can	
   affect	
   decisions	
   to	
   participate	
   in	
  

either	
   sexually	
   risky	
   or	
   protective	
   behaviors;	
   condom	
   availability	
   can	
   determine	
  

whether	
   they	
  engage	
   in	
  protected	
  versus	
  unprotected	
   sex.	
   Situational	
   factors	
  may	
  

be	
   determined	
   by	
   broader	
   socio-­‐structural	
   factors	
   (such	
   as	
   poverty,	
   racial	
  

oppression,	
  or	
  gender	
  inequalities)	
  but	
  can	
  operate	
  independently	
  of	
  these	
  factors.	
  	
  

	
  

Level	
   Example	
  

Individual	
  level,	
  biological	
   Immune	
  status,	
  hormonal	
  variables	
  

Individual	
  level,	
  psychological	
   Self	
  esteem,	
  extraversion	
  

Individual,	
  behavioral	
   Condom	
  use,	
  sexual	
  behaviors	
  

Situational	
  level	
   Partner	
  characteristics,	
  arousal,	
  presence	
  of	
  condoms,	
  

alcohol/drugs	
  

Environmental	
  level,	
  physical	
   Place	
  of	
  contact,	
  lighting,	
  time	
  

Environmental	
  level,	
  social	
   Social	
  supports,	
  norms	
  

Structural	
  level,	
  policy	
   Laws,	
  policies,	
  regulations,	
  discrimination	
  

Structural	
  level,	
  culture	
   Religion,	
  cultural	
  norms,	
  gender	
  norms	
  

	
  
Table	
  1.2:	
  Levels	
  of	
  environmental	
  influences	
  on	
  sexual	
  behavior.	
  Adapted	
  from	
  Ross	
  et	
  al.	
  	
  (2004).	
  

	
  

The	
   situational	
   context	
   of	
  HIV	
   risk	
   has	
   been	
   examined	
   in	
   Latino	
  MSM	
   (Diaz	
   et	
   al.	
  

1998,	
   Diaz	
   2001,	
   Diaz	
   et	
   al.	
   2004,	
   Diaz	
   et	
   al.	
   2008).	
   Diaz	
   reports	
   that	
   at	
   a	
  

generalized,	
   distal	
   level,	
   sociostructural	
   factors	
   are	
   importantly	
   implicated	
   in	
   HIV	
  

risk;	
  however,	
  he	
  also	
  locates	
  risk	
  at	
  the	
  situational	
  level,	
  occurring	
  at	
  a	
  specific	
  time	
  

and	
  place	
  which	
  may	
  or	
  may	
  not	
  draw	
  out	
  risky	
  behaviors.	
  	
  Diaz	
  and	
  Ayala	
  	
  (1999)	
  

reported	
   that	
   certain	
   situations	
   may	
   “trigger”	
   unsafe	
   sexual	
   behaviors	
   by	
  

influencing	
   an	
   individual’s	
   efficacy	
   to	
   use	
   condoms	
   or	
   by	
   motivating	
   risky	
   sex.	
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Moreover,	
   Latino	
   MSM	
   may	
   purposely	
   enter	
   into	
   high-­‐risk	
   situations	
   (e.g.	
  

frequenting	
   public	
   cruising	
   areas	
   for	
   anonymous	
   partners)	
   or	
   unexpectedly	
   find	
  

themselves	
   in	
   situations	
   that	
   can	
   facilitate	
   unsafe	
   sex	
   (e.g.	
   feeling	
   overcome	
   by	
  

sexual	
  arousal)	
  (Diaz	
  &	
  Ayala	
  1999,	
  Diaz	
  1999,	
  Diaz	
  et	
  al.	
  2008).	
  While	
  interventions	
  

may	
  be	
  unable	
  to	
  address	
  structural	
  factors,	
  Diaz	
  writes	
  that	
  HIV	
  interventions	
  can	
  

help	
   MSM	
   identify	
   and	
   manage	
   specific	
   high-­‐risk	
   situations.	
   Research	
   with	
   Black	
  

MSM	
   has	
   also	
   shown	
   that	
   having	
   sex	
   in	
   particular	
   settings	
   (Malebranche	
   2003),	
  

disclosure	
   of	
   sexual	
   orientation	
   at	
   time	
   of	
   sexual	
   encounter	
   (CDC	
   2003),	
   the	
  way	
  

sexual	
   partners	
   first	
   meet	
   (Liau	
   et	
   al.	
   2006),	
   and	
   substance	
   use	
   prior	
   to	
   and/or	
  

during	
   sexual	
   encounters	
   may	
   increase	
   risk	
   of	
   HIV	
   exposure	
   and	
   are	
   relevant	
   to	
  

understanding	
   the	
   high	
   rates	
   of	
   HIV.	
   However,	
   most	
   of	
   these	
   studies	
   were	
  

quantitative	
   and	
   formed	
   statistical	
   associations	
   between	
   variables	
   assessed	
   in	
  

survey	
   research.	
   These	
   studies	
   lacked	
   understanding	
   of	
   the	
   experiences	
   and	
  

meanings	
  Black	
  MSM	
  give	
  to	
  certain	
  situational	
  contexts.	
  	
  

	
  

Venues	
   used	
   to	
   meet	
   and/or	
   have	
   sexual	
   relations	
   with	
   a	
   partner	
   may	
   influence	
  

specific	
   HIV	
   risk.	
   	
   MSM	
   utilize	
   many	
   venues	
   for	
   meeting	
   sexual	
   partners	
   such	
   as	
  

public	
   parks,	
   adult	
   bookstores,	
   beaches,	
   alleys,	
   restrooms,	
   sex	
   parties,	
   and	
   gyms	
  

(Binson	
   et	
   al.	
   2001,	
   Humphreys	
   1975,	
   Leap	
   1999,	
   Parsons	
   et	
   al.	
   2003,	
   Reece	
   &	
  

Dodge	
  2003),	
  as	
  well	
  as	
  commercial	
  sex	
  environments	
  such	
  as	
  bathhouses	
  and	
  sex	
  

clubs	
  	
  (Elwood	
  &	
  Williams	
  1998,	
  Elwood	
  &	
  Williams	
  1999,	
  Parsons	
  &	
  Halkitis	
  2002,	
  

Tewksbury	
  2003).	
  Telephone	
  survey	
  data	
  of	
  MSM	
  living	
  in	
  four	
  U.S.	
  cities	
  found	
  that	
  

men	
   using	
   party	
   drugs	
   (e.g.	
   nitrites,	
   ecstasy,	
  methamphetamines,	
   and	
   other	
   party	
  

drugs	
  such	
  as	
  ketamine	
  and	
  rohypnol)	
  and	
  engaging	
  in	
  unprotected	
  anal	
  intercourse	
  

with	
  casual	
  partners	
  were	
  more	
   likely	
  to	
  attend	
  sex	
  venues	
  than	
  men	
  who	
  did	
  not	
  

report	
   similar	
   behaviors	
   (Binson	
   et	
   al.	
   2001).	
   Conversely,	
   research	
   has	
   also	
  

demonstrated	
  that	
  some	
  men	
  who	
  patronize	
  environments	
  perceived	
  to	
  be	
  high	
  risk	
  

avoided	
  engaging	
  in	
  unprotected	
  anal	
  intercourse	
  because	
  these	
  men	
  assumed	
  their	
  

partners	
  more	
  likely	
  to	
  be	
  HIV	
  positive	
  (Elwood	
  &	
  Williams	
  1999).	
  A	
  recent	
  study	
  of	
  

398	
  MSM	
  found	
  great	
  variability	
  in	
  risk	
  taking	
  behaviors	
  according	
  to	
  venue	
  (Xia	
  et	
  

al.	
  2006).	
  It	
  was	
  found	
  that	
  men	
  who	
  had	
  attended	
  sex	
  clubs/bathhouses	
  engaged	
  in	
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the	
   highest	
   rates	
   of	
   sexual	
   risk	
   behaviors	
   including	
   having	
   unprotected	
   anal	
  

intercourse,	
   having	
   5	
   or	
  more	
  male	
   sexual	
   partners,	
   and	
   engaging	
   in	
   unprotected	
  

anal	
  intercourse	
  with	
  casual	
  partners.	
  However,	
  a	
  subsequent	
  comparative	
  study	
  of	
  

participation	
   in	
   sexual	
   risk	
   behaviors	
   by	
   venue	
   type	
   demonstrated	
   that	
   MSM	
  

meeting	
  partners	
  at	
  gay	
  bars/clubs,	
  private	
  sex	
  parties	
  and	
  the	
  Internet	
  experienced	
  

higher	
   rates	
   of	
   unprotected	
   anal	
   intercourse	
   than	
  MSM	
  who	
  met	
   sex	
   partners	
   at	
  

bathhouses,	
  the	
  gym,	
  or	
  public	
  cruising	
  areas	
  (Grov	
  et	
  al.	
  2007).	
  Other	
  studies	
  have	
  

shown	
  that	
  sex	
  parties	
  catering	
  exclusively	
  to	
  HIV-­‐infected	
  MSM	
  	
  experienced	
  high	
  

rates	
  of	
  unprotected	
  anal	
  intercourse	
  with	
  multiple	
  sex	
  partners	
  (Clatts	
  et	
  al.	
  2005).	
  

It	
   has	
   also	
   been	
   reported	
   that	
   some	
   MSM	
   use	
   sexual	
   environments	
   such	
   as	
  

bathhouses,	
  tearooms,	
  cottages,	
  sex	
  clubs,	
  and	
  adult	
  bookstores,	
  to	
  be	
  in	
  situations	
  

where	
  they	
  can	
  fulfill	
  desires	
  to	
  dissociate	
  themselves	
  from	
  daily	
  life	
  stressors	
  and	
  

safer	
  sex	
  norms	
  (Kelaher	
  et	
  al.	
  1994,	
  Kippax	
  et	
  al.	
  1997,	
  Ostrow	
  et	
  al.	
  1997).	
  	
  

	
  

The	
  past	
  fifteen	
  years	
  has	
  given	
  rise	
  to	
  the	
  Internet	
  as	
  a	
  significant	
  tool	
  for	
  MSM	
  to	
  

meet	
   sexual	
   partners	
   (Bolding	
   et	
   al.	
   2005,	
   Grov	
   et	
   al.	
   2007,	
   Ross	
   2005).	
   	
   A	
  meta-­‐

analysis	
  of	
  MSM’s	
  use	
  of	
   the	
   Internet	
   to	
  meet	
  partners	
  revealed	
  that	
  up	
  to	
  40%	
  of	
  

MSM	
   have	
  met	
   partners	
   online.	
   These	
  men	
   tended	
   to	
   be	
   younger,	
   more	
   likely	
   to	
  

have	
  a	
  previous	
  STI,	
  be	
  non-­‐gay	
  identified,	
  and	
  report	
  sex	
  with	
  women	
  (Grov	
  et	
  al.	
  

2007).	
   Some	
   studies	
   indicate	
   that	
  MSM	
   using	
   the	
   internet	
   to	
  meet	
   partners	
  were	
  

more	
  likely	
  to	
  be	
  White	
  (Bull	
  &	
  McFarlane	
  2000,	
  Bull	
  et	
  al.	
  2004),	
  while	
  others	
  have	
  

found	
  no	
  differences	
  in	
  race/ethnicity	
  (Elford	
  et	
  al.	
  2001,	
  Kim	
  et	
  al.	
  2001).	
  

	
  

Clearly,	
   understanding	
  how	
  and	
  where	
  Black	
  MSM	
  meet	
   their	
   sexual	
  partners	
   can	
  

provide	
  important	
  information	
  by	
  which	
  to	
  effectively	
  design	
  targeted	
  interventions	
  

to	
   reach	
   those	
  at	
  highest	
   risk.	
  However,	
  most	
   studies	
  examining	
  episodic	
  HIV	
  risk	
  

among	
   MSM	
   have	
   not	
   focused	
   on	
   Black	
   MSM.	
   In	
   cases	
   where	
   Black	
   MSM	
   are	
  

included,	
   they	
   have	
   comprised	
   small	
   portions	
   of	
   the	
   study	
   sample.	
   The	
   ways	
   in	
  

which	
   Black	
   MSM	
   decide	
   to	
   meet	
   sexual	
   partners	
   and	
   engage	
   in	
   sex	
   may	
   be	
  

informed	
   by	
   important	
   sociocultural	
   and	
   structural	
   factors	
   unique	
   to	
   these	
   men.	
  

Using	
   HIV	
   risk	
   data	
   from	
   generalized	
   (i.e.	
   in	
   most	
   cases,	
   majority	
   White)	
   MSM	
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populations	
   may	
   be	
   ineffective	
   at	
   reaching	
   Black	
   MSM	
   whose	
   venue-­‐type	
  

distribution	
  may	
  substantially	
  differ	
  from	
  other	
  populations.	
  	
  	
  

	
  

1.8	
  In	
  summary:	
  Why	
  study	
  HIV	
  risk	
  among	
  Black	
  MSM?	
  	
  
	
  

In	
  the	
  United	
  States,	
  Black	
  MSM	
  are	
  most	
  severely	
  burdened	
  by	
  HIV	
  infection,	
  being	
  

the	
  only	
  population	
  to	
  experience	
  recent	
  increases	
  in	
  HIV	
  incidence	
  (CDC	
  2012).	
  The	
  

sociocultural	
  and	
  structural	
  factors	
  informing	
  the	
  lives	
  of	
  Black	
  MSM	
  generally	
  differ	
  

from	
   that	
   of	
  White	
  MSM;	
   consequently,	
   the	
   contextual	
   nature	
   of	
  HIV	
   risk	
   and	
   the	
  

ways	
   in	
   which	
   decisions	
   regarding	
   sexual	
   risk	
   taking	
   behaviors	
   are	
   reached	
  may	
  

also	
   differ.	
   Understanding	
   and	
   appreciating	
   these	
   differences	
   has	
   the	
   potential	
   to	
  

reveal	
  how	
  HIV	
  risk	
  may	
  specifically	
  be	
  conferred	
  to	
  Black	
  MSM	
  populations.	
  	
  

	
  

Qualitative	
  methods	
   allows	
  men	
   to	
   share	
   perceptions	
   of	
   their	
   own	
   risk	
   behaviors	
  

and	
   in	
   doing	
   so	
   nuances	
   existing	
   quantitative	
   data	
   by	
   exploring	
   the	
   underlying	
  

motivations,	
  pressures,	
  and	
  intentions	
  driving	
  sexual	
  behaviors.	
  To	
  date,	
  only	
  three	
  

interventions	
   have	
   been	
   found	
   to	
   successfully	
   reduce	
   HIV	
   risk	
   behaviors	
   among	
  

Black	
   MSM	
   (described	
   in	
   Chapter	
   7),	
   highlighting	
   the	
   need	
   for	
   greater	
   in-­‐depth	
  

consideration	
  of	
  factors	
  contributing	
  to	
  risk	
  in	
  this	
  population,	
  as	
  well	
  as	
  novel	
  and	
  

innovative	
   prevention	
   strategies	
   targeted	
   to	
   this	
   group.	
   	
   Indeed,	
   a	
   holistic	
  

understanding	
  of	
  how	
  risk	
  is	
  experienced	
  by	
  Black	
  MSM	
  may	
  be	
  critical	
  to	
  designing	
  

interpersonal,	
  individual,	
  and	
  community-­‐based	
  interventions,	
  as	
  well	
  as	
  providing	
  

pragmatic	
  points	
  for	
  intervention.	
  

	
  

	
  

1.9	
  Research	
  Questions	
  
	
  

The	
  sociocultural	
  context	
  of	
  HIV	
  risk	
  among	
  Black	
  MSM	
  necessitates	
  a	
  consideration	
  

of	
  the	
  totality	
  of	
  men’s	
  experiences.	
  This	
  thesis	
  will	
  explore	
  the	
  impact	
  of	
  a	
  lifetime	
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of	
   recollected	
   experiences—from	
   childhood	
   to	
   adulthood—on	
   participants’	
  

approaches	
  toward	
  sexual	
  safety,	
  decision-­‐making	
  processes,	
  and	
  high	
  risk	
  and	
  low	
  

risk	
  behaviors.	
  As	
  will	
  be	
  demonstrated,	
  participation	
  in	
  high	
  or	
  low	
  risk	
  behaviors	
  

is	
   the	
   result	
   of	
   the	
   interaction	
   of	
   multiple,	
   reinforcing	
   risk	
   factors	
   that	
   work	
  

collaboratively	
   over	
   the	
   course	
   of	
   participants’	
   lives	
   to	
   drive	
   participation	
   in	
  

protected	
   or	
   unprotected	
   sexual	
   risk	
   behaviors.	
   Qualitative	
  methodologies	
  will	
   be	
  

used	
  to	
  explore	
  the	
  following	
  research	
  questions:	
  

	
  

1. Which	
   characteristics	
   of	
   participants’	
   immediate	
   physical	
   environment	
   preceding	
  

sexual	
   intercourse	
   are	
   perceived	
   to	
   drive	
   high	
   risk	
   and	
   low	
   risk	
   sexual	
   behaviors	
  

among	
  Black	
  MSM?	
  	
  

a. Where	
  are	
  Black	
  MSM	
  meeting	
  their	
  sex	
  partners?	
  

b. Where	
  are	
  Black	
  MSM	
  having	
  sex	
  with	
  their	
  sex	
  partners?	
  

c. Are	
  alcohol/drugs	
  available	
  in	
  these	
  environments?	
  	
  

d. Are	
  condoms	
  available	
  in	
  these	
  environments?	
  

	
  

2. What	
   characteristics	
   of	
   the	
   non-­‐physical	
   environment	
   do	
   participants	
   perceive	
   to	
  

drive	
  high	
  risk	
  and	
  low	
  risk	
  sexual	
  behaviors?	
  

a. How	
  are	
  daily	
  stressors	
  perceived	
  to	
  impact	
  the	
  decision	
  to	
  engage	
  in	
  

high	
  risk	
  and	
  low	
  risk	
  behaviors?	
  	
  

b. What	
  emotional/affective	
  states	
  are	
  perceived	
  to	
  impact	
  the	
  decision	
  

to	
  engage	
  in	
  high-­‐risk	
  and	
  low	
  risk	
  behaviors?	
  

c. How	
   do	
   participants	
   perceive	
   their	
   childhood	
   experiences	
   to	
   drive	
  

sexual	
  behavior	
  decision	
  making?	
  

d. How	
   does	
   participants	
   perceive	
   their	
   sources	
   and	
   quality	
   of	
   social	
  

support	
  to	
  influence	
  their	
  sexual	
  risk	
  behaviors?	
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1.10	
  Overview	
  of	
  chapter	
  contents	
  
	
  

	
  
	
  

Figure	
  1.2:	
  Overview	
  of	
  study	
  design.	
  

	
  

Chapter	
   1	
   of	
   this	
   thesis	
   provides	
   a	
   background	
  of	
   the	
  HIV	
   epidemic	
   in	
   the	
  United	
  

States,	
   describes	
   the	
   epidemiology	
   of	
   HIV	
   among	
   Black	
   Americans,	
   outlines	
   the	
  

evidence	
   on	
   risk	
   factors	
   for	
   HIV	
   transmission	
   among	
   Blacks,	
   and	
   explores	
   the	
  

structural,	
  sociocultural	
  and	
  situational	
  context	
  of	
  HIV	
  risk.	
  	
  	
  

	
  

Chapter	
  2	
  describes	
  the	
  range	
  of	
  theoretical	
  approaches	
  to	
  understanding	
  HIV	
  risk.	
  

This	
   includes	
   a	
   review	
   of	
   the	
   most	
   widely	
   used	
   traditional	
   theories	
   in	
   HIV	
  

prevention	
  HIV	
   risk	
   (the	
   Theory	
   of	
   Reasoned	
  Action,	
   the	
  Health	
  Belief	
  Model,	
   the	
  

Social	
   Cognitive	
   Theory,	
   and	
   the	
   AIDS	
   Risk	
   Reduction	
   Model.)	
   	
   Reflecting	
   the	
  

contextual	
   nature	
   of	
   HIV	
   risk	
   behaviors,	
   Chapter	
   2	
   also	
   describes	
   the	
   Socio-­‐

Epidemiological	
   Model	
   of	
   HIV	
   Risk,	
   the	
   Syndemic	
   Production	
   of	
   Disease,	
   the	
   Life	
  

Course	
  Approach,	
  as	
  well	
  as	
  the	
  theory	
  of	
  Minority	
  Stress.	
  	
  	
  

	
  

Chapter	
  3	
  details	
  the	
  qualitative	
   interview	
  methodology	
  employed	
  in	
  this	
  thesis.	
   It	
  

revisits	
  the	
  research	
  objectives	
  and	
  questions,	
  provides	
  in-­‐depth	
  detail	
  on	
  research	
  

ethics	
  approval,	
  the	
  study	
  site,	
  and	
  data	
  collection	
  techniques,	
  including	
  recruitment	
  

and	
   sampling	
   strategy,	
   challenges	
   to	
   recruitment,	
   and	
   eligibility	
   criteria.	
   It	
   also	
  

describes	
  the	
  interview	
  guide,	
  the	
  interview	
  process,	
  as	
  well	
  as	
  data	
  quality,	
  storage,	
  

and	
  analysis.	
  This	
  chapter	
  ends	
  with	
  a	
  discussion	
  of	
  the	
  methodological	
  limitations	
  

of	
  the	
  research	
  design.	
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Chapters	
   4,	
   5,	
   and	
   6	
   report	
   the	
   results	
   of	
   participants’	
   qualitative	
   interviews.	
  

Chapter	
   4	
   describes	
   participants’	
   recollections	
   of	
   childhood	
   experiences	
   and	
   how	
  

they	
   perceived	
   these	
   experiences	
   to	
   impact	
   their	
   sexual	
   risk	
   behaviors	
   as	
   adults.	
  

Childhood	
   experiences	
   discussed	
   include	
   socioeconomic	
   circumstances,	
   family	
  

dynamics	
  and	
  family	
  life,	
  as	
  well	
  as	
  experiences	
  of	
  childhood	
  sexual	
  abuse.	
  Chapter	
  5	
  

describes	
  the	
  situational	
  context	
  of	
  participants’	
  sexual	
  episodes,	
  and	
  distinguishes	
  

between	
  situational	
  contexts	
  contributing	
  to	
  higher	
  risk	
  sex	
  and	
  situational	
  contexts	
  

contributing	
   to	
   lower	
   risk	
   sex.	
   It	
   also	
   explores	
   the	
   interpersonal,	
  

internal/psychological,	
   and	
   episodic	
   factors	
   men	
   perceived	
   to	
   drive	
   their	
  

unprotected	
   and	
   protected	
   sexual	
   behaviors.	
   Chapter	
   6	
   describes	
   participants’	
  

sources	
   and	
  quality	
   of	
   social	
   support,	
   including	
   family,	
   peer,	
   and	
  partner	
   support,	
  

and	
   the	
   psychological	
   consequences	
   of	
   strong	
   or	
   limited	
   social	
   support	
   and	
   its	
  

effects	
  on	
  HIV	
  risk	
  and	
  protective	
  behaviors.	
  	
  

	
  

Chapter	
   7	
   summarizes	
   and	
   interprets	
   the	
   key	
   study	
   findings	
   and	
   discusses	
   the	
  

theoretical	
   implications	
   of	
   these	
   findings.	
   It	
   provides	
   recommendations	
   for	
   future	
  

HIV	
   intervention	
   approaches	
   and	
   research	
   strategies.	
   The	
   current	
   effective	
  

evidence-­‐based	
   interventions	
   targeted	
   to	
   Black	
   MSM	
   are	
   described	
   and	
   their	
  

limitations	
  highlighted.	
  Finally,	
  the	
  overall	
  limitations	
  of	
  this	
  study	
  are	
  discussed.	
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CHAPTER	
  2:	
  THEORETICAL	
  APPROACHES	
  TO	
  HIV	
  RISK	
  

2.1	
  Overview	
  
	
  

This	
   chapter	
   reviews	
  and	
  examines	
   the	
   range	
  of	
  existing	
   theoretical	
  principles	
   for	
  

the	
  understanding	
  and	
  prevention	
  of	
  HIV	
  sexual	
  risk	
  behaviors.	
  During	
  the	
  first	
  ten	
  

years	
  of	
  the	
  HIV/AIDS	
  epidemic,	
  many	
  models	
  for	
  addressing	
  changing	
  HIV-­‐related	
  

behaviors	
   were	
   used.	
   Most	
   of	
   these	
   models	
   focused	
   solely	
   on	
   individual	
   factors	
  

(attitudes,	
   beliefs,	
   cognitions,	
   intentions),	
   overlooking	
   more	
   complex	
   extra-­‐

individual	
  factors	
  involved	
  in	
  unprotected	
  and	
  protected	
  sexual	
  behaviors.	
  Some	
  of	
  

the	
  most	
   cited	
  of	
   these	
   theories	
   (Theory	
  of	
  Reasoned	
  Action,	
  Health	
  Belief	
  Model,	
  

Social	
   Cognitive	
  Model,	
   and	
   the	
  AIDS	
  Risk	
  Reduction	
  Model)	
   are	
   described	
   in	
   this	
  

chapter,	
  and	
  their	
  applications	
  to	
  HIV	
  prevention—particularly	
  in	
  Black	
  MSM—are	
  

considered	
  and	
  critically	
  appraised.	
  	
  

	
  

Although	
   these	
   models	
   have	
   shown	
   some	
   successes	
   in	
   changing	
   HIV-­‐related	
  

behavior,	
   the	
   limitations	
  of	
   these	
  models	
   largely	
  reflected	
  the	
   limited	
  appreciation	
  

of	
   the	
   broader	
   social,	
   cultural	
   and	
   structural	
   determinants	
   of	
   risk	
   for	
   HIV	
  

transmission.	
   Early	
   studies	
   endeavored	
   to	
   understand	
   HIV	
   risk	
   by	
   quantifying	
  

number	
   of	
   sexual	
   partners,	
   frequency	
   of	
   different	
   types	
   of	
   sexual	
   practices,	
  

occurrence	
   of	
   previous	
   sexually	
   transmitted	
   diseases,	
   and	
   other	
   similarly	
  

quantifiable	
  behavioral	
  factors	
  that	
  might	
  shed	
  light	
  on	
  the	
  spread	
  of	
  HIV	
  infection	
  

(Mayer	
  &	
  Pizer,	
  2009).	
  These	
  studies	
  hoped	
  to	
  test	
  associations	
  between	
  empirical	
  

data	
  on	
  sexual	
  behavior	
  and	
  (mainly)	
  psychological	
  theories	
  of	
  individual	
  behavior	
  

change	
   (Parker	
   2001).	
   However,	
   as	
   HIV	
   prevention	
   needs	
   evolved,	
   scientific	
  

understanding	
   about	
   the	
   nature	
   of	
   HIV	
   transmission	
  moved	
   beyond	
   an	
   exclusive	
  

focus	
  on	
  individual-­‐level	
  determinants	
  of	
  risk.	
  Studies	
  of	
  HIV	
  risk	
  in	
  ethnic	
  minority	
  

communities,	
  and	
  in	
  particular	
  Black	
  MSM,	
  highlighted	
  limitations	
  in	
  the	
  individual-­‐

level	
   approach	
   and	
   urged	
   for	
   a	
   consideration	
   of	
   social,	
   motivational,	
   and	
  

interpersonal	
  factors	
  as	
  determinants	
  of	
  risk.	
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As	
   a	
   result	
   of	
   the	
   limitations	
   of	
   individual-­‐level	
   theories,	
   social	
   and	
   behavioral	
  

scientists	
   developed	
   more	
   complex	
   models	
   that	
   provided	
   a	
   contextualized	
  

framework	
  to	
  understanding	
  HIV	
  risk.	
  One	
  of	
  the	
  most	
  important	
  of	
  these	
  models—

the	
   Socio-­‐Epidemiological	
   Model	
   of	
   HIV	
   Risk	
   and	
   Syndemic	
   Theory	
   of	
   Disease	
  

Production—considered	
  the	
  multiple	
  sources	
  influencing	
  this	
  risk.	
  The	
  second	
  half	
  

of	
   this	
   chapter	
   describes	
   these	
   specific	
   contextual	
   theories	
   for	
   understanding	
  HIV	
  

risk	
   in	
   Black	
  MSM.	
  We	
  will	
   illustrate	
   how	
   two	
   important	
   theoretical	
   constructs—

Minority	
   Stress	
   Theory	
   and	
   theories	
   of	
   resilience—are	
   integral	
   to	
   understanding	
  

how	
  and	
  under	
  which	
  circumstances	
  Black	
  men	
  engage	
  in	
  sexual	
  risk	
  behaviors,	
  as	
  

well	
   as	
   the	
   social,	
   motivational,	
   and	
   interpersonal	
   factors	
   that	
   protect	
   men	
   from	
  

engaging	
  in	
  these	
  behaviors.	
  	
  

	
  

	
  

2.2	
  Traditional	
  theories	
  in	
  HIV	
  prevention,	
  and	
  their	
  limitations	
  
	
  

The	
  most	
  widely	
  used—the	
  Theory	
  of	
  Reasoned	
  Action	
  (Fishbein	
  &	
  Ajzen	
  1975),	
  the	
  

Health	
   Belief	
   model	
   (Janz	
   &	
   Becker	
   1984),	
   the	
   Social	
   Cognitive	
   Theory	
   (Bandura	
  

1994),	
   and	
   the	
   AIDS	
   Risk	
   Reduction	
   Model	
   (Catania	
   et	
   al.	
   1990)—have	
   been	
  

described	
  extensively	
  in	
  the	
  literature	
  and	
  are	
  described	
  here	
  only	
  briefly	
  in	
  order	
  

to	
   communicate	
   the	
   progression	
   of	
   HIV/AIDS	
   prevention	
  models	
   and	
   provide	
   the	
  

necessary	
   perspective	
   for	
   understanding	
   current	
   theoretical	
   trains	
   of	
   thought	
  

regarding	
  HIV	
  prevention	
  in	
  the	
  changing	
  face	
  of	
  HIV/AIDS.	
  	
  	
  

	
  

	
  

	
  
	
  

	
  

	
  

	
  

	
  



	
   39	
  

	
  

	
  

Table	
  2.1.	
  Individual-­‐Level	
  theories	
  of	
  health	
  behavior	
  commonly	
  used	
  in	
  HIV	
  prevention.	
  

	
  

	
  

Theory	
   Basic	
  premise	
  	
   Variables	
  that	
  
predict	
  health	
  
behavior	
  

Applications	
  to	
  
HIV	
  prevention	
  

Limitations	
  in	
  HIV	
  
prevention	
  research	
  

Theory	
  of	
  
Reasoned	
  
Behavior	
  

Behavior	
  is	
  
determined	
  by	
  
intention	
  to	
  perform	
  
the	
  behavior.	
  Intention	
  
is	
  determined	
  by	
  
personal	
  attitudes	
  
toward	
  the	
  behavior	
  
and	
  wider	
  social	
  
norms	
  

Intention	
  	
  
	
  
Attitude	
  
	
  
Social	
  norms	
  

Attitude-­‐based	
  
arguments	
  for	
  
condom	
  use	
  found	
  
to	
  effectively	
  
increase	
  behavior	
  
change	
  across	
  
many	
  populations	
  

Does	
  not	
  incorporate	
  
broader	
  structural	
  
and	
  environmental	
  
determinants	
  of	
  HIV	
  
risk	
  	
  

Health	
  Belief	
  
Model	
  	
  

Behavior	
  is	
  
determined	
  by	
  
perception	
  of	
  the	
  
severity	
  of	
  a	
  potential	
  
illness,	
  perception	
  of	
  
susceptibility	
  to	
  the	
  
illness,	
  the	
  perceived	
  
benefits	
  of	
  taking	
  a	
  
preventative	
  action	
  
and	
  the	
  perceived	
  
barriers	
  to	
  taking	
  that	
  
action.	
  

Perceived	
  threat	
  
	
  
Perceived	
  severity	
  
	
  
Perceived	
  benefits	
  
	
  
Perceived	
  barriers	
  
	
  
Perceived	
  efficacy	
  
	
  
Cues	
  to	
  action	
  

Useful	
  to	
  predict	
  
and	
  prompt	
  health	
  
behaviors,	
  and	
  
understand	
  why	
  
individuals	
  do	
  or	
  
do	
  not	
  utilize	
  
available	
  services.	
  

Does	
  not	
  incorporate	
  
broader	
  structural	
  
and	
  environmental	
  
determinants	
  of	
  HIV	
  
risk	
  
	
  
Does	
  not	
  incorporate	
  
the	
  impact	
  of	
  social	
  
norms	
  and	
  peer	
  
influences	
  on	
  
behaviors	
  

Social	
  Cognitive	
  
Theory	
  

Development	
  of	
  
behavior	
  is	
  
determined	
  by	
  the	
  
interaction	
  of	
  
personal,	
  
environmental	
  and	
  
behavioral	
  factors	
  

Human	
  thought	
  
processes	
  
	
  
Safer	
  sex	
  self	
  efficacy	
  
	
  
Agency	
  
	
  
Appropriate	
  
knowledge	
  and	
  skills	
  
	
  
Outcome	
  expectancies	
  

Provides	
  
appropriate	
  
intervention	
  
framework	
  for	
  
understanding	
  
how	
  learning	
  and	
  
behaviors	
  are	
  
developed.	
  	
  
	
  

Does	
  not	
  incorporate	
  
changes	
  across	
  one’s	
  
lifetime	
  
	
  
Minimal	
  
consideration	
  of	
  
motivation,	
  emotion,	
  
and	
  conflict.	
  	
  
	
  
	
  

AIDS	
  Risk	
  
Reduction	
  Model	
  

Behavior	
  is	
  
determined	
  by	
  
recognition	
  and	
  
labeling	
  of	
  one’s	
  
behaviors	
  as	
  high	
  risk,	
  
making	
  commitment	
  
to	
  reduce	
  these	
  
behaviors	
  and	
  increase	
  
low	
  risk	
  behaviors,	
  
and	
  taking	
  action	
  

Risk	
  
assessment/labeling	
  
behavior	
  
	
  
Commitment	
  to	
  
change	
  
	
  
Taking	
  action	
  
	
  
Enact	
  change	
  

Useful	
  for	
  
explaining	
  and	
  
predicting	
  
individual	
  behavior	
  
change	
  as	
  it	
  
specifically	
  relates	
  
to	
  HIV/AIDS	
  	
  	
  

Does	
  not	
  incorporate	
  
broader	
  structural	
  
and	
  environmental	
  
determinants	
  of	
  HIV	
  
risk	
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The	
   Theory	
   of	
   Reasoned	
   Action	
   (Fishbein	
   &	
   Ajzen	
   1975)	
   posits	
   that	
   humans	
   are	
  

inherently	
   rational	
   and	
   that	
   individual	
  behaviors	
  are	
  under	
  volitional	
   control.	
  The	
  

model	
   outlines	
   that	
   behavioral	
   intentions	
   are	
   a	
   function	
   of	
   salient	
   information	
   or	
  

beliefs	
   about	
   the	
   likelihood	
   that	
   engaging	
   in	
   a	
   particular	
   behavior	
   will	
   lead	
   to	
   a	
  

specific	
  outcome.	
  This	
  theoretical	
   framework	
  connects	
   individual	
  beliefs,	
  attitudes,	
  

intentions,	
   and	
   behavior.	
   Specifically,	
   behavioral	
   and	
   normative	
   beliefs	
   influence	
  

individual	
  attitudes	
  and	
  subjective	
  norms,	
  respectively.	
  In	
  turn,	
  attitudes	
  and	
  norms	
  

shape	
   a	
   person’s	
   intention	
   to	
   perform	
   a	
   behavior.	
   Simply	
   stated,	
   an	
   individual’s	
  

behavior	
   is	
   influenced	
   by	
   their	
   own	
   attitude	
   toward	
   the	
   behavior,	
   as	
  well	
   as	
   how	
  

they	
  believe	
  others	
  would	
  perceive	
  them	
  if	
  they	
  were	
  to	
  engage	
  in	
  the	
  behavior.	
  The	
  

individual’s	
  intent	
  to	
  engage	
  in	
  the	
  behavior	
  is	
  formed	
  by	
  his	
  or	
  her	
  own	
  attitude,	
  as	
  

well	
   subjective	
   norms.	
   	
   For	
   example,	
   if	
   an	
   individual	
   thinks	
   a	
   behavior—such	
   as	
  

using	
  a	
  condom	
  to	
  protect	
  against	
  HIV	
  transmission—is	
  positive	
  (i.e.	
   their	
  attitude	
  

towards	
   it),	
   and	
   feels	
   that	
   their	
  partner(s)	
   and/or	
  peers	
  will	
  be	
  accepting	
  of	
   their	
  

condom	
  use	
  (the	
  social	
  norm),	
   their	
   intention	
   to	
  use	
  condoms	
  will	
   increase.	
   In	
  this	
  

model,	
  the	
  intent	
  to	
  perform	
  a	
  behavior	
  is	
  the	
  best	
  predictor	
  of	
  that	
  behavior	
  being	
  

enacted.	
  	
  

	
  

The	
   influence	
  of	
   attitudinal	
   and	
  normative	
  variables	
  over	
  a	
  person’s	
   intent	
  varies.	
  

While	
   the	
  Theory	
  of	
  Reasoned	
  Action	
  holds	
   that	
  a	
  person’s	
   intent	
   (as	
   informed	
  by	
  

both	
   personal	
   attitude	
  and	
   subjective	
   social	
   norms)	
   is	
   the	
   strongest	
   predictor	
   for	
  

engaging	
   in	
   a	
   behavior,	
   studies	
   have	
   shown	
   variations	
   in	
   the	
   importance	
   of	
   these	
  

factors	
   in	
   informing	
   intent.	
  For	
  example,	
  a	
   study	
   from	
  northern	
  Thailand	
  revealed	
  

men’s	
   perception	
   of	
   peer	
   norms	
   to	
   be	
   the	
   strongest	
   predictor	
   of	
   condom	
   use	
  

(VanLandingham	
  et	
  al.	
  	
  1995),	
  while	
  another	
  study	
  of	
  female	
  college	
  students	
  in	
  the	
  

United	
  States	
  reported	
  that	
  an	
  individual’s	
  own	
  attitude	
  towards	
  using	
  condoms	
  to	
  

be	
  the	
  strongest	
  predictor	
  of	
  condom	
  use	
  (Middlestadt	
  &	
  Fishbein	
  1990).	
  	
  	
  

	
  

One	
  of	
  the	
  primary	
  limitations	
  of	
  this	
  individualistic	
  model	
  is	
  its	
  inability	
  to	
  account	
  

for	
   the	
   broader	
   determinants	
   of	
   health	
   behaviors,	
   including	
   important	
  

environmental	
   and	
   structural	
   factors	
   housing	
   instability,	
   and	
   employment	
   and	
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family	
   difficulties—factors	
   demonstrated	
   to	
   contribute	
   to	
   HIV	
   risk	
   in	
   Black	
  MSM.	
  

Moreover,	
   individuals	
   may	
   first	
   change	
   their	
   behavior	
   and	
   subsequently	
   change	
  

their	
  beliefs	
  and/or	
  attitudes	
  towards	
  the	
  behavior,	
  but	
  the	
  rigid	
  linear	
  nature	
  of	
  the	
  

theory	
  does	
  not	
  allow	
  for	
  changing	
  sequences	
  to	
  be	
  incorporated.	
  	
  

	
  

The	
  Health	
  Belief	
  model	
  (Janz	
  &	
  Becker	
  1984,	
  Rosenstock	
  et	
  al.	
  1994),	
  attempts	
  to	
  

explain	
  and	
  predict	
  health	
  behaviors	
  by	
  focusing	
  on	
  individual	
  attitudes	
  and	
  beliefs.	
  

The	
  central	
  tenants	
  informing	
  this	
  model’s	
  ability	
  to	
  explain	
  and	
  predict	
  behaviors	
  is	
  

the	
   interaction	
   between	
   its	
   theoretical	
   components,	
   which	
   are	
   perceived	
   threat,	
  

perceived	
   benefit,	
   perceived	
   barriers,	
   cues	
   to	
   action,	
   and	
   self-­‐efficacy.	
   Perceived	
  

threat	
  is	
  comprised	
  of	
  an	
  individual’s	
  perceived	
  susceptibility	
  to	
  a	
  health	
  condition	
  

and	
   the	
   perceived	
   severity	
   of	
   a	
   health	
   condition	
   (e.g.	
   how	
   likely	
   an	
   individual	
  

believes	
   they	
   are	
   to	
   contract	
   HIV	
   following	
   unprotected	
   intercourse).	
   	
   Perceived	
  

benefits	
   refer	
   to	
   the	
   effectiveness	
   of	
   the	
   strategies	
   designed	
   to	
   reduce	
   the	
   risk	
   of	
  

becoming	
   ill	
   (e.g.	
   the	
   perceived	
   effectiveness	
   of	
   condom	
   use	
   in	
   preventing	
   HIV	
  

infection).	
   	
   The	
   inclusion	
   of	
   perceived	
   barriers	
   underscores	
   the	
   influence	
   of	
  

potentially	
   negative	
   consequences	
   that	
   may	
   result	
   from	
   specific	
   health	
   actions,	
  

including	
  physical,	
  psychological	
  and	
  financial	
  demands.	
  For	
  example,	
   the	
  risk	
  of	
  a	
  

parent	
   finding	
   condoms	
   may	
   prevent	
   a	
   teenage	
   girl	
   from	
   using	
   condoms,	
   or	
   the	
  

potential	
   for	
  being	
  rejected	
  by	
  a	
  sex	
  partner	
   if	
  a	
  person	
  requests	
   to	
  use	
  a	
  condom	
  

may	
  prevent	
  suggesting	
  condom	
  use.	
  	
  

	
  

The	
   limitations	
   to	
   the	
  Health	
  Belief	
  Model	
   include	
   a)	
  most	
   research	
  based	
  on	
   this	
  

model	
  utilizes	
  only	
  select	
  components	
  of	
  the	
  model,	
  thereby	
  not	
  testing	
  the	
  validity	
  

of	
   the	
   model	
   as	
   a	
   whole;	
   b)	
   it	
   does	
   not	
   account	
   for	
   environmental	
   or	
   economic	
  

factors	
   that	
   can	
   influence	
  health	
  behaviors;	
  and	
  c)	
   the	
   impact	
  of	
   social	
  norms	
  and	
  

peer	
   influences	
   on	
   health	
   behavior	
   decisions	
   is	
   not	
   incorporated	
   into	
   the	
   model.	
  	
  

Winfield	
   and	
   Whaley	
   (2002)	
   test	
   of	
   the	
   Health	
   Belief	
   Model’s	
   ability	
   to	
   predict	
  

condom	
   use	
   among	
   African	
   American	
   college	
   students	
   found	
   that	
   while	
   core	
  

components	
  of	
  the	
  model	
  were	
  able	
  to	
  predict	
  condom	
  use,	
  high	
  levels	
  of	
  HIV/AIDS	
  

knowledge	
   did	
   not	
   correlate	
   with	
   condom	
   use.	
   The	
   authors	
   suggested	
   the	
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development	
  of	
  a	
  broader	
  conceptual	
  framework	
  that	
  included	
  sociocultural	
  factors	
  

to	
   more	
   accurately	
   capture	
   and	
   explain	
   sexual	
   decision	
   making	
   and	
   condom	
   use	
  

among	
  African	
  American	
  populations.	
   	
  Moreover,	
  most	
   earlier	
   applications	
   of	
   this	
  

model	
   used	
   highly	
   emotional	
   scare	
   tactics	
   in	
   the	
   hope	
   that	
   negative	
   affect	
   would	
  

prompt	
   condom	
   use—e.g.,	
   an	
   image	
   of	
   the	
   Grim	
   Reaper	
   as	
   the	
   source	
   of	
   an	
   HIV-­‐

prevention	
   message	
   (Rigby	
   et	
   al.	
   1989)—but	
   these	
   strategies	
   were	
   found	
   to	
   be	
  

counterproductive	
   or	
   detrimental	
   for	
   proactive	
   behaviors	
   like	
   condom	
   use	
  

(Albarracin	
  et	
  al.	
  2005).	
  Lastly,	
  while	
  the	
  Health	
  Belief	
  Model	
  incorporates	
  variables	
  

found	
  to	
  be	
  influential	
  in	
  influencing	
  behaviors	
  (e.g.	
  attitudes	
  and	
  behavioral	
  skills),	
  

a	
   meta-­‐analysis	
   of	
   the	
   effectiveness	
   of	
   central	
   assumptions	
   of	
   prominent	
   health	
  

behavior	
  change	
  theories	
  found	
  that	
  even	
  when	
  increases	
  in	
  perceived	
  threat	
  were	
  

positively	
   associated	
  with	
   behavior	
   change,	
   no	
   threat-­‐inducing	
   argument	
   had	
   any	
  

positive	
  effect	
  on	
  behavior,	
  thus	
  disconfirming	
  the	
  most	
  distinctive	
  prediction	
  of	
  this	
  

model	
  (Albarracin	
  et	
  al.	
  2005).	
  	
  

	
  

Social-­‐Cognitive	
   Theory,	
   a	
   widely	
   used	
   model	
   for	
   understanding	
   sexual	
   risk	
  

behaviors,	
   posits	
   that	
   providing	
   information	
   alone	
   is	
   insufficient	
   for	
   behavior	
  

change,	
   but	
   instead	
   requires	
   the	
   individual	
   to	
   possess	
   the	
   necessary	
   skills	
   for	
   the	
  

behavior	
   change,	
   as	
   well	
   as	
   the	
   ability	
   to	
   consistently	
   use	
   these	
   skills	
   in	
   difficult	
  

situations	
  (Bandura	
  1994).	
  For	
  HIV	
  prevention,	
  this	
  model	
  suggests	
  that	
  knowledge	
  

of	
   HIV,	
   expectations	
   of	
   condom	
   use,	
   and	
   social	
   norms	
   guide	
   individual	
   cognitive	
  

processes	
  that	
  involve	
  weighing	
  the	
  pros	
  and	
  cons	
  of	
  engaging	
  in	
  safe	
  sex	
  practices.	
  	
  

It	
  also	
  posits	
  that	
  for	
  behavior	
  change	
  to	
  occur,	
   individuals	
  must	
   	
  possess	
  effective	
  

self-­‐regulation	
  skills	
  (i.e.	
  such	
  as	
  self-­‐motivation	
  and	
  self-­‐guidance)	
  (Bandura	
  1994).	
  

This	
   process	
   is	
   thought	
   to	
   influence	
   an	
   individual’s	
   self-­‐efficacy,	
   that	
   is,	
   an	
  

individual’s	
  confidence	
  in	
  their	
  ability	
  to	
  practice	
  safer	
  sex	
  in	
  challenging	
  situations.	
  

Specifically,	
   four	
   components	
   are	
   considered	
   critical	
   to	
   the	
   process	
   of	
   behavior	
  

change:	
   (1)	
   information	
   to	
   increase	
   awareness	
   and	
   knowledge	
   of	
   sexual-­‐health	
  

related	
   risks,	
   and	
   individuals	
  must	
  be	
  persuaded	
   that	
   their	
   behaviors	
   can	
   change;	
  

(2)	
  the	
  development	
  of	
  self-­‐discipline	
  and	
  risk	
  reduction	
  skills	
  to	
  prevent	
  sexual	
  risk	
  

behaviors	
  involves	
  communicating	
  to	
  individuals	
  what	
  their	
  risks	
  are	
  and	
  how	
  they	
  



	
   43	
  

can	
  be	
  changed;	
  (3)	
  increased	
  self-­‐efficacy	
  in	
  implementing	
  these	
  behaviors;	
  and	
  (4)	
  

the	
   provision	
   of	
   social	
   support	
   for	
   the	
   individual	
   as	
   they	
   engage	
   in	
   the	
   new	
  

behaviors.	
  	
  Social	
  Cognitive	
  Theory	
  for	
  understanding	
  HIV	
  risk	
  has	
  been	
  successfully	
  

tested	
   in	
   different	
   risk	
   groups	
   including	
   gay	
   men	
   (Wulfert	
   et	
   al.	
   1996),	
   HIV	
   +	
  

individuals	
   (Wulfert	
   et	
   al.	
   1999),	
   and	
   heterosexual	
   adults	
   (Wulfert	
   &	
  Wan	
   1993).	
  	
  

However,	
   a	
   large-­‐scale	
   multisite	
   sexual	
   risk	
   reduction	
   intervention	
   among	
   low-­‐

income	
  at-­‐risk	
  populations	
  that	
  employed	
  a	
  Social	
  Cognitive	
  Theory	
  approach	
  found	
  

that	
  while	
   all	
   variables	
  mediated	
   sexual	
   risk	
   behaviors,	
   some	
   intervention	
   effects	
  

were	
  quite	
  small,	
  including	
  self-­‐efficacy,	
  perhaps,	
  the	
  most	
  important	
  facet	
  of	
  Social	
  

Cognitive	
  Theory	
  (National	
  Institutes	
  of	
  Mental	
  Health	
  2001).	
  	
  Moreover,	
  this	
  theory	
  

has	
  been	
  criticized	
  for	
  being	
  too	
  loosely	
  organized	
  and	
  lacking	
  a	
  unifying	
  principle,	
  

which	
   limits	
   the	
   implementation	
   of	
   the	
   model	
   as	
   a	
   whole.	
   	
   It	
   also	
   neglects	
  

individuals’	
  maturation	
  and	
  changes	
  over	
  the	
  course	
  of	
   their	
   lifetime,	
  and	
  minimal	
  

consideration	
  is	
  given	
  to	
  motivation,	
  emotion,	
  and	
  conflict.	
  	
  

	
  

Finally,	
   the	
   AIDS	
   Risk	
   Reduction	
  Model	
   attempts	
   to	
   explain	
   and	
   predict	
   behavior	
  

change	
  at	
  three	
  stages	
  (Catania	
  et	
  al.	
  1990).	
  Unlike	
  the	
  other	
  theories	
  described,	
  the	
  

AIDS	
  Risk	
  Reduction	
  Model	
  has	
  a	
  time	
  dimension	
  and	
  is	
  more	
  of	
  a	
  process-­‐focused	
  

theory.	
  The	
  first	
  stage	
  involves	
  an	
  individual’s	
  recognition	
  and	
  labeling	
  of	
  their	
  own	
  

behavior	
  as	
  high	
  risk.	
  The	
  second	
  stage	
  involves	
  individuals	
  making	
  a	
  commitment	
  

to	
  increase	
  low-­‐risk	
  sexual	
  activities	
  while	
  reducing	
  high-­‐risk	
  sexual	
  activities.	
  The	
  

final	
  stage	
  involves	
  seeking	
  information	
  and	
  enacting	
  solutions	
  to	
  reduce	
  high-­‐risk	
  

sexual	
  behaviors.	
  In	
  addition	
  to	
  these	
  stages,	
  the	
  authors	
  acknowledge	
  that	
  aversive	
  

emotional	
  states	
  (e.g.	
  alcohol	
  or	
  drug	
  use	
  that	
  numb	
  emotional	
  states)	
  may	
  facilitate	
  

or	
   hinder	
   the	
   labeling	
   of	
   one’s	
   behaviors.	
   Moreover,	
   external	
   motivators	
   such	
   as	
  

public	
  health	
  education	
  campaigns	
  or	
  informal	
  support	
  groups	
  may	
  cause	
  people	
  to	
  

reflect	
  and	
  possibly	
  change	
  their	
  sexual	
  behaviors.	
  A	
  test	
  of	
  the	
  AIDS	
  Risk	
  Reduction	
  

Model	
  in	
  a	
  mixed-­‐race,	
  mixed-­‐gender	
  sample	
  of	
  heterosexual	
  adults	
  with	
  known	
  HIV	
  

risk	
  factors	
  found	
  that	
  participants	
  who	
  labeled	
  their	
  sexual	
  behaviors	
  as	
  risky	
  were	
  

associated	
  with	
  having	
  a	
  history	
  of	
  STIs	
   (Catania	
  et	
   al.	
  1994).	
  Commitment	
   to	
  use	
  

condoms	
   was	
   associated	
   with	
   increased	
   labeling,	
   and	
   supportive	
   condom	
   norms,	
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and	
   high	
   levels	
   of	
   condom	
   use	
   was	
   associated	
   with	
   greater	
   commitment	
   to	
   use	
  

condoms.	
  However,	
  similar	
  to	
  other	
  studies	
  testing	
  this	
  model,	
  the	
  authors	
  did	
  not	
  

consider	
   movement	
   across	
   the	
   different	
   stages	
   and	
   consequently	
   were	
   unable	
   to	
  

identify	
   those	
   who	
   may	
   have	
   deviated	
   from	
   the	
   Model’s	
   stages	
   of	
   change.	
  

Furthermore,	
  the	
  Model’s	
  general	
  focus	
  on	
  the	
  individual	
  is	
  a	
  major	
  limitation.	
  As	
  a	
  

result	
  of	
  other	
  studies	
  showing	
  the	
  role	
  of	
  broad	
  socio-­‐structural	
  factors	
  on	
  sexual	
  

health	
   behaviors	
   (as	
   described	
   in	
   Chapter	
   1),	
   the	
   model’s	
   authors	
   conceded	
   that	
  

these	
   factors	
   should	
  be	
  given	
  greater	
   consideration	
   in	
   their	
   ability	
   to	
   influence	
  or	
  

restrict	
   an	
   individual’s	
  behavioral	
   choices	
  and	
  ability	
   to	
   take	
  action	
   (Catania	
  et	
   al.	
  

1990).	
  

	
  

HIV	
   interventions	
   based	
   upon	
   these	
   theories	
   have	
   shown	
   some	
   successes	
  

(Albarracin	
   et	
   al.	
   2005,	
  Albarracin	
   et	
   al.	
   2006),	
   however,	
   these	
  models’	
   important	
  

contributions	
   may	
   now	
   be	
   limited.	
   The	
   increasingly	
   disproportionate	
   rise	
   in	
   HIV	
  

incidence	
  among	
  Black	
  men	
  and	
  women	
  has	
  led	
  researchers	
  to	
  consider	
  previously	
  

neglected	
  factors	
  implicated	
  in	
  HIV	
  risk;	
  sociocultural	
  and	
  psychosocial	
  factors	
  play	
  

a	
  decidedly	
  more	
  prominent	
  role	
   than	
  previously	
  appreciated	
  (Malebranche	
  2003,	
  

Mays	
   et	
   al.	
   2004,	
  Millet	
   et	
   al.	
   2006,	
  Millett	
   et	
   al.	
   2007,	
   Operario	
   et	
   al.	
   2008).	
   For	
  

Black	
   men,	
   sociohistorical	
   forces	
   have	
   created	
   an	
   environment	
   in	
   which	
   racism,	
  

stigma,	
   gender	
   role	
   expectations,	
   and	
   beliefs	
   surrounding	
   sexuality	
   have	
   acted	
   in	
  

concert	
   to	
   inform	
   the	
   complex	
  nature	
  of	
   risk	
   these	
  men	
  experience	
   (Collins	
  2005,	
  

Ford	
  et	
  al.	
  2007,	
   Jackson	
  1997,	
  Mays	
  et	
  al.	
  2004,	
  Millett	
  et	
  al.	
  2006,	
  Operario	
  et	
  al.	
  

2008).	
  	
  

	
  

2.3	
  General	
  contextual	
  theories	
  to	
  improve	
  understanding	
  of	
  HIV	
  
risk	
  
	
  

Several	
   important	
   contextual	
   theories	
   for	
   understanding	
   and	
   explaining	
   health	
  

behaviors	
  have	
  been	
  developed	
  over	
   the	
  past	
  30	
  years.	
  These	
   theories—including	
  

Ecological	
  Systems	
  Theory	
  (Bronfenbrenner	
  1979),	
  the	
  Theory	
  of	
  Gender	
  and	
  Power	
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(Connell	
  1987),	
  and	
  Social	
  Network	
  Theory	
  (Morris	
  1997)—were	
  among	
  the	
  first	
  to	
  

recognize	
   the	
   social	
   and	
   structural	
   pathways	
   influencing	
   individual	
   health	
  

behaviors.	
   These	
   theories	
   refreshed	
   perspectives	
   on	
   the	
   factors	
   influencing	
  

individual	
   health	
   behaviors.	
   As	
   the	
   profile	
   of	
   HIV	
   risk	
   continued	
   to	
   change	
   and	
  

prevention	
  needs	
  evolved,	
  researchers	
  developed	
  specific	
  contextualized	
  theories	
  to	
  

understand	
  the	
  unique	
  framework	
  of	
  HIV	
  risk	
  in	
  Black	
  MSM	
  populations.	
  The	
  early	
  

days	
   of	
   HIV/AIDS	
   prevention	
   research	
   focused	
   on	
   individual-­‐level	
   and	
   cognitive-­‐

based	
  models	
  of	
   risk	
   that	
  prioritized	
   factors	
   such	
  as	
   intention	
  and	
  motivation	
  but	
  

did	
   not	
   account	
   for	
   the	
   sociostructural	
   factors—such	
   as	
   social	
   networks,	
   partner	
  

selection,	
  stigma	
  and	
  discrimination,	
  and	
  socioeconomic	
  status—implicated	
  in	
  more	
  

recent	
   scholarship.	
   Accordingly,	
   the	
   Socio-­‐epidemiological	
   Model,	
   the	
   Syndemic	
  

Theory	
   of	
   Disease	
   Production,	
   and	
   the	
   Life	
   Course	
   Approach	
   were	
   selected	
   as	
  

sensitizing	
   devices	
   for	
   their	
   ability	
   to	
   1)	
   understand	
   not	
   only	
   how	
   participants	
  

perceived	
  individual	
  factors	
  to	
  impact	
  their	
  sexual	
  behaviors	
  but	
  also	
  how	
  social	
  and	
  

structural	
   factors	
   impact	
   sexual	
   behaviors,	
   2)	
   describe	
   the	
   interactive	
   and	
  

reinforcing	
   nature	
   of	
   these	
   factors,	
   and	
   3)	
   account	
   for	
   the	
   perceived	
   impact	
   of	
  

earlier	
   life	
   events	
   on	
   later	
   sexual	
   health	
   strategies.	
   	
   These	
   theories	
   will	
   now	
   be	
  

described.	
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Table	
  2.2:	
  General	
  contextual	
  theories	
  for	
  understanding	
  HIV	
  risk.	
  

	
  

2.3a	
  Socio-­Epidemiological	
  Model	
  of	
  HIV	
  risk	
  
	
  

Rooted	
  in	
  Ecological	
  Theory	
  (Bronfenbrenner	
  1979)	
  two	
  multi-­‐level	
  frameworks	
  for	
  

understanding	
  risk	
  have	
  come	
  to	
   the	
   forefront.	
  The	
  Social	
  Ecological	
  Model	
  of	
  HIV	
  

risk	
   presents	
   six	
   levels	
   of	
   analysis	
   to	
   which	
   HIV	
   prevention	
   interventions	
   can	
   be	
  

	
  
	
  
Theory	
  

	
  
	
  
Basic	
  Premise	
  

	
  
	
  
Applications	
  to	
  HIV	
  
prevention	
  	
  

	
  
	
  
Limitations	
  

Socio-­
Epidemiological	
  
Theory	
  

HIV	
  risk	
  determinants	
  are	
  
located	
  at	
  multiple	
  interactive	
  
levels,	
  including	
  individual,	
  
social,	
  and	
  structural	
  levels.	
  
Individual-­‐level	
  factors	
  include	
  
behaviors	
  such	
  as	
  condom	
  use	
  
and	
  partner	
  selection,	
  and	
  
individual	
  characteristics	
  such	
  as	
  
gender	
  and	
  age.	
  Social-­‐level	
  
factors	
  include	
  social	
  networks	
  
characteristics	
  such	
  as	
  sexual	
  
networks	
  and	
  network	
  dynamics,	
  
and	
  neighborhood	
  effects	
  such	
  as	
  
the	
  social	
  environment	
  and	
  
socioeconomic	
  factors.	
  
Structural-­‐level	
  factors	
  include	
  
structural	
  violence	
  such	
  as	
  
racism	
  and	
  stigma,	
  and	
  the	
  policy	
  
environment	
  such	
  as	
  economic	
  
policy,	
  and	
  health	
  policy	
  and	
  
access	
  to	
  care.	
  

Incorporates	
  the	
  
general	
  and	
  specific	
  
factors	
  and	
  life	
  
experiences	
  of	
  Black	
  
MSM	
  that	
  may	
  lead	
  to	
  
differences	
  in	
  sexual	
  
risk	
  behaviors,	
  and	
  
provides	
  multiple	
  
prospective	
  
actionable	
  points	
  for	
  
intervention	
  	
  

Difficulties	
  associated	
  with	
  
developing	
  clear	
  testable	
  
hypotheses	
  for	
  determining	
  
which	
  aspects	
  of	
  model	
  are	
  
relevant	
  to	
  different	
  populations	
  	
  
	
  
Challenges	
  associated	
  with	
  
measurement	
  and	
  analysis	
  	
  

Syndemic	
  
Production	
  of	
  
Disease	
  	
  

Diseases	
  do	
  not	
  exist	
  in	
  a	
  
vacuum.	
  Epidemics	
  exist	
  in	
  
clusters,	
  and	
  these	
  clusters	
  of	
  
interacting	
  epidemics	
  are	
  largely	
  
socially	
  produced	
  and	
  mutually	
  
reinforcing.	
  	
  Adverse	
  social	
  
conditions	
  and	
  inequalities	
  put	
  
socially	
  devalued	
  groups	
  at	
  
increased	
  risk.	
  Social	
  factors	
  
include	
  poverty,	
  racism,	
  sexism,	
  
and	
  isolation	
  

Useful	
  framework	
  for	
  
understanding	
  how	
  
multiple	
  occurrences	
  
(e.g.	
  HIV,	
  poverty,	
  
racism)	
  interact	
  to	
  
guide	
  high	
  risk	
  
behaviors	
  in	
  the	
  lives	
  
of	
  Black	
  MSM	
  	
  

Difficulties	
  in	
  analysis	
  of	
  the	
  
impact	
  of	
  different	
  factors,	
  
particularly	
  assessment	
  of	
  
statistical	
  significance	
  of	
  multiple	
  
interacting	
  factors	
  	
  

Life	
  Course	
  
Approach	
  

Biological,	
   environmental	
   and	
  
psychosocial	
   processes	
   and	
  
experiences	
   function	
   across	
   an	
  
individuals’	
   life	
   course	
   and	
   have	
  
an	
   impact	
  on	
   later	
  health	
  or	
   risk	
  
of	
  disease	
  

Important	
  for	
  
understanding	
  how	
  
Black	
  MSM’s	
  early	
  life	
  
experiences	
  (e.g.	
  child	
  
abuse,	
  poor	
  family	
  
dynamics)	
  may	
  
impact	
  later	
  sexual	
  
risk	
  behaviors	
  

Development	
  of	
  a	
  testable	
  life	
  
course	
  model	
  remains	
  elusive.	
  
	
  
Analysis	
  difficulties	
  associated	
  	
  
with	
  latent	
  exposure.	
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targeted	
   (Waldo	
   &	
   Coates	
   2000).	
   These	
   levels	
   are	
   the	
   individual,	
   dyadic/small	
  

group,	
   organizational,	
   community,	
   and	
   societal/cultural.	
   A	
   second	
   framework,	
  

introduced	
  by	
  Poundstone	
  et	
  al.	
   (2004),	
  has	
   incorporated	
  and	
  expanded	
  on	
  Waldo	
  

and	
   Coates’	
   (2000)	
   levels	
   of	
   analyses.	
   Poundstone	
   et	
   al.’s	
   (2004)	
   socio-­‐

epidemiological	
   framework	
   locates	
   determinants	
   of	
   HIV	
   risk	
   at	
   three	
   levels:	
  

individual,	
  social,	
  and	
  structural.	
  The	
  interplay	
  of	
  these	
  factors	
  may	
  help	
  to	
  explain	
  

the	
  high	
  incidence	
  of	
  HIV	
  among	
  Black	
  MSM	
  and	
  provide	
  points	
  for	
  intervention.	
  	
  

	
  

	
  

	
  
Figure	
   2.1:	
   Multiple	
   levels	
   of	
   social	
   epidemiological	
   analysis	
   for	
   understanding	
   HIV	
   transmission.	
  

(Adapted	
  from	
  Poundstone	
  et	
  al.	
  2004)	
  	
  

	
  

	
  

Structural	
  level	
  factors,	
  especially	
  structural	
  violence,	
  are	
  of	
  particular	
  relevance	
  to	
  

HIV	
   in	
   the	
   Black	
   community.	
   As	
   broadly	
   defined	
   by	
   Galtung	
   (1969),	
   structural	
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violence	
  refers	
  to	
  ‘sinful’	
  social	
  structures	
  characterized	
  by	
  poverty	
  and	
  deep	
  social	
  

inequality.	
   These	
   social	
   structures	
   fundamentally	
   interfere	
   with	
   the	
   ability	
   of	
  

individuals	
  to	
  care	
  for	
  their	
  health	
  or	
  to	
  participate	
  in	
  behaviors	
  that	
  are	
  conducive	
  

to	
   their	
   own	
   good	
   health	
   (Farmer	
   1999).	
   Structural	
   violence	
   is	
   most	
   readily	
  

apparent	
   in	
  patterns	
  of	
   racism,	
   sexism,	
   stigma,	
  and	
  discrimination	
   (Poundstone	
  et	
  

al.	
   2004).	
   These	
   factors	
   have	
   been	
   theorized	
   to	
   lead	
   to	
   emotional	
   and	
   behavioral	
  

damage,	
   as	
   evidenced	
   by	
   substance	
   abuse	
   and	
   depression,	
   and	
   limited	
   life	
  

opportunities,	
   particularly	
   in	
   education,	
   employment,	
   and	
   income.	
  The	
   interaction	
  

of	
  these	
  factors	
  is	
  thought	
  to	
  lend	
  itself	
  to	
  high	
  risk	
  sexual	
  behaviors,	
  such	
  as	
  having	
  

multiple	
  partners,	
  and	
  engaging	
  in	
  injection	
  drug	
  use	
  or	
  sex	
  work.	
  For	
  example,	
  the	
  

high	
  number	
  of	
  Black	
  men	
  in	
  incarceration	
  creates	
  a	
  disproportionately	
  low	
  ratio	
  of	
  

Black	
   males	
   to	
   females	
   and	
   may	
   encourage	
   concurrent	
   sexual	
   partnerships	
   and	
  

discourage	
  monogamous	
  relationships	
  (Aral	
  et	
  al.	
  2008).	
  	
  

	
  

	
  
	
  
Figure	
  2.2:	
  Potential	
  pathways	
  from	
  structural	
  violence	
  to	
  HIV/AIDS.	
  Adapted	
  from	
  Poundstone	
  et	
  al.	
  

2004.	
  

	
  

The	
   second	
   level	
   of	
   the	
   socio-­‐epidemiological	
   model	
   of	
   HIV	
   risk	
   concerns	
   social	
  

factors	
   such	
   as	
   social	
   capital,	
   cultural	
   context,	
   physical	
   neighborhood	
   effects,	
   and	
  

social	
   networks.	
   Research	
   into	
   social	
   networks	
   has	
   illuminated	
   specific	
  

characteristics	
   that	
   are	
   associated	
   with	
   HIV/AIDS,	
   including	
   partner	
   selection	
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patterns	
  (Laumann	
  &	
  Youm	
  1999,	
  Zaric,	
  2002,)	
  and	
  concurrent	
  sexual	
  partnerships	
  

(Morris	
   &	
   Kretzschmar	
   1997).	
   Social	
   networks	
   have	
   been	
   shown	
   to	
   influence	
  

individual	
   risk	
   behaviors	
   of	
   African	
   Americans	
   (Latkin	
   et	
   al.	
   1996,	
   Latkin	
   et	
   al.	
  

2003).	
   Furthermore,	
   network-­‐related	
   normative	
   influences	
   are	
   predictive	
   of	
  

substance	
   use	
   (Lovell	
   2002)	
   and	
   patterns	
   of	
   condom	
   use	
   (Latkin	
   et	
   al.	
   2003,	
  

Sherman	
  2001).	
  In	
  addition	
  to	
  social	
  networks,	
  neighborhoods	
  in	
  which	
  individuals	
  

live	
  may	
  directly	
  or	
  indirectly	
  affect	
  HIV/AIDS	
  patterns;	
  this	
  is	
  particularly	
  relevant	
  

to	
  Black	
  MSM	
  living	
  in	
  impoverished	
  neighborhoods.	
  Direct	
  mechanisms	
  include	
  an	
  

increased	
   likelihood	
   of	
   coming	
   into	
   contact	
   with	
   an	
   HIV	
   positive	
   individual,	
   as	
   a	
  

result	
   of	
   residential	
   segregation	
   and	
   social	
   isolation	
   of	
   marginalized	
   populations.	
  

Indirect	
  mechanisms	
  include	
  residing	
  in	
  areas	
  of	
  high	
  unemployment	
  and	
  illicit	
  drug	
  

availability	
  (Poundstone	
  et	
  al.	
  2004).	
  	
  

	
  

Interventions	
  aiming	
  to	
  impact	
  social	
  factors	
  are	
  often	
  carried	
  out	
  at	
  the	
  community	
  

level,	
   specifically	
   targeting	
   schools,	
   prisons,	
   and	
   churches,	
   frequently	
   in	
  

economically	
   disadvantaged	
   areas.	
   Community	
   level	
   interventions	
   can	
   seek	
   to	
  

redefine	
   social	
   norms	
   regarding	
   sexual	
   behaviors	
   towards	
   avoidance	
   of	
   high-­‐risk	
  

practices.	
  This	
  can	
  be	
  achieved	
  by	
  engaging	
  popular	
  opinion	
  leaders	
  and	
  well-­‐liked	
  

peers,	
  who	
  often	
  have	
  wide-­‐reaching	
  influence	
  within	
  that	
  community	
  (Kelly	
  1992).	
  

Studies	
   have	
   demonstrated	
   that	
   normative	
   perceptions	
   of	
   safer	
   sex	
   practices	
   are	
  

important	
  in	
  an	
  individual’s	
  own	
  sexual	
  behavior	
  (Catania	
  et	
  al.	
  1990,	
  McKusicket	
  al.	
  

1985).	
   	
   For	
   instance,	
  while	
  Hart	
   et	
   al.	
   (2004)	
   found	
   that	
   Black	
  MSM	
  who	
   did	
   not	
  

carry	
   condoms	
   and	
   reported	
   unsupportive	
   condom	
  use	
   norms	
   among	
   their	
   peers	
  

were	
  more	
   likely	
   to	
   engage	
   in	
   high	
   risk	
   sexual	
   behaviors,	
   interventions	
   aimed	
   at	
  

increasing	
   safer	
   sex	
   norms	
   through	
   the	
   use	
   of	
   popular	
   opinion	
   leaders	
   have	
   been	
  

demonstrated	
  to	
  reduce	
  risk	
  behaviors	
  in	
  Black	
  MSM	
  (Jones	
  et	
  al.	
  2008).	
  However,	
  

popular	
   opinion	
   leaders	
   and	
   peer	
   educators	
   may	
   not	
   always	
   be	
   effective,	
   as	
  

demonstrated	
  by	
  Elford	
  et	
  al.’s	
  (2001)	
  intervention	
  among	
  a	
  population	
  of	
  gay	
  men	
  

in	
  London,	
  UK.	
  The	
  researchers	
  attributed	
  the	
  lack	
  of	
  any	
  significant	
  impact	
  of	
  peer	
  

educators	
  on	
  HIV	
  risk	
  behavior	
  to	
  recruitment	
  and	
  retention	
  challenges,	
  difficulties	
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in	
  engaging	
  in	
  conversations	
  about	
  sex,	
  as	
  well	
  as	
  cross-­‐cultural	
  differences	
  between	
  

MSM	
  populations.	
  	
  	
  	
  

	
  

Finally,	
  individual	
  level	
  factors	
  affecting	
  HV	
  risk	
  have	
  been	
  well	
  documented	
  and	
  the	
  

most	
   frequent	
   focus	
   of	
   HIV	
   interventions.	
   Poundstone	
   et	
   al.	
   (2004)	
   identify	
   three	
  

individual	
  level	
  factors	
  important	
  to	
  HIV	
  risk.	
  HIV	
  risk	
  is	
  most	
  directly	
  influenced	
  by	
  

unsafe	
   sexual	
   behaviors	
   such	
   as	
   lack	
   of	
   condom	
   use,	
   multiple	
   sexual	
   partners,	
  

concurrent	
  sexual	
  partners,	
   ‘poor’	
  partner	
  selection,	
  substance	
  use,	
  and	
  sharing	
  or	
  

improper	
   sterilization	
   of	
   drug	
   paraphernalia.	
   Engaging	
   in	
   these	
   behaviors	
   is	
  

strongly	
  influenced	
  by	
  individual	
  characteristics,	
  such	
  as	
  gender,	
  race,	
  and	
  age.	
  These	
  

individual	
   characteristics	
   are	
   in	
   turn	
   strongly	
   influenced	
   by	
   an	
   individual’s	
  

socioeconomic	
  position,	
  as	
  determined	
  by	
   income,	
  education,	
  and	
  occupation.	
   	
  That	
  

is,	
  sexual	
  risk	
  behaviors	
  are	
  determined	
  by	
  multiple	
  factors	
  which	
  Black	
  populations	
  

disproportionately	
   experience:	
   individual	
   characteristics,	
   such	
   as	
   higher	
   levels	
   of	
  

STIs,	
  as	
  well	
  as	
  socioeconomic	
  factors	
  such	
  as	
  being	
  low-­‐income,	
  or	
  having	
  limited	
  

education	
  (as	
  described	
  more	
  fully	
  in	
  Chapter	
  4).	
  Individual	
  level	
  interventions	
  that	
  

can	
  directly	
  or	
   indirectly	
   affect	
  HIV	
   risk	
   in	
  Black	
  MSM	
  may	
   include	
   risk	
   reduction	
  

counseling,	
  motivational	
  interviewing,	
  job	
  and	
  skills	
  training,	
  literacy	
  education,	
  HIV	
  

testing	
  and	
  STI	
  treatment	
  (Saleh	
  &	
  Operario	
  2009).	
  	
  

	
  

Important	
   limitations	
   to	
   the	
  Socio-­‐epidemiological	
  Model	
  must	
  be	
  considered.	
  The	
  

model	
   is	
  primarily	
  descriptive	
  and	
  does	
  not	
  clarify	
   the	
  mechanisms	
  and	
  pathways	
  

by	
  which	
   the	
  multiple	
   levels	
   have	
   influences	
  on	
   specific	
   behaviors	
   that	
  determine	
  

HIV	
  transmission,	
  especially	
  unprotected	
  sex.	
  Challenges	
  associated	
  with	
  developing	
  

clear	
  testable	
  hypotheses,	
  as	
  well	
  as	
  measurement	
  and	
  analysis	
  exist.	
  	
  As	
  quoted	
  by	
  

Poundstone	
  et	
  al.	
   (2004),	
  Diez	
  Rouz	
  described	
   these	
  challenges	
   to	
   include	
   “nested	
  

data	
  structures,	
  variables	
  and	
  units	
  of	
  analysis	
  at	
  multiple	
  levels,	
  contextual	
  effects,	
  

distal	
  causes,	
  and	
  complex	
  causal	
  chains	
  with	
  feedback	
  loops	
  and	
  reciprocal	
  effects”	
  	
  

(2002,	
  pg.	
  516).	
  Finally,	
  this	
  framework	
  also	
  focuses	
  on	
  how	
  populations	
  in	
  general	
  

are	
  at	
  risk,	
  but	
  not	
  how	
  individual	
  members	
  of	
  a	
  population	
  might	
  be	
  at	
  risk.	
  Despite	
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these	
   limitations,	
   this	
  model	
  makes	
   important	
  contributions	
   to	
  understanding	
  HIV	
  

risk	
  among	
  Black	
  MSM.	
  	
  

	
  

2.3b	
  Syndemic	
  Production	
  of	
  Disease	
  
	
  

Syndemic	
   theory	
   presents	
   a	
   complementary	
   framework	
   to	
   the	
   Socio-­‐

Epidemiological	
  model,	
   in	
  which	
   the	
   spread	
   of	
  HIV/AIDS	
   is	
   contextualized	
   by	
   key	
  

cultural	
  and	
  social	
  factors	
  (Singer	
  1994,	
  Singer	
  &	
  St.	
  Clair	
  2003).	
  It	
  seeks	
  to	
  explain	
  

how	
  under	
   conditions	
  of	
   health	
   and	
   social	
   disparity,	
   there	
   exists	
   the	
   tendency	
   for	
  

multiple,	
   co-­‐terminus	
   and	
   interacting	
   epidemics	
   to	
   develop	
   and	
  make	
   each	
   other	
  

worse	
  (Singer	
  et	
  al.	
  2006,	
  Stall	
  et	
  al.	
  2008),	
  such	
  as	
  the	
  SAVA	
  syndemic	
  (substance	
  

abuse,	
   violence	
   and	
   AIDS)	
   (Singer	
   1996),	
   the	
   hookworm,	
   malaria	
   and	
   HIV/AIDS	
  

syndemic	
  (Hotez	
  2003),	
  and	
  the	
  malnutrition	
  and	
  depression	
  syndemic	
  (Heflin	
  et	
  al.	
  

2005).	
   The	
   syndemic	
   production	
   of	
   disease	
   holds	
   that	
   the	
   cluster	
   of	
   interacting	
  

epidemics	
   that	
   exist	
   in	
   populations	
   is	
   largely	
   socially	
   produced	
   and	
   subject	
   to	
  

change	
  across	
  generations	
  or	
  populations.	
  Singer	
  postulates	
  that	
  the	
   interaction	
  of	
  

diseases	
  and	
  other	
  health	
  problems	
  arises	
  because	
  of	
  adverse	
  social	
  conditions	
  and	
  

inequalities	
   that	
   put	
   socially	
   devalued	
   groups	
   at	
   increased	
   risk.	
   Syndemic	
   theory	
  

incorporates	
   the	
   consequences	
   of	
   socially-­‐produced	
   dysfunction	
   (Meyer	
   1995,	
  

2003)	
  with	
  ideas	
  of	
  stressors	
  and	
  strengths	
  specific	
  to	
  minority	
  communities	
  (Diaz	
  

1998).	
  	
  

	
  

In	
   the	
   case	
   of	
   Black	
   men,	
   the	
   mutually	
   reinforcing	
   occurrences	
   of	
   HIV,	
   poverty,	
  

racism,	
   childhood	
   sexual	
   abuse,	
  depression,	
   and	
   substance	
  use	
  work	
   in	
   concert	
   to	
  

lower	
   the	
   overall	
   health	
   profile	
   of	
   the	
   population	
  more	
   so	
   than	
   expected	
   by	
   each	
  

individual	
  epidemic	
   (Singer	
  et	
  al.	
  2006,	
  Stall	
   et	
  al.	
  2008).	
  The	
  Urban	
  Men’s	
  Health	
  

Study	
  (Stall	
  et	
  al.	
  2001),	
  a	
  notable	
  study	
  in	
  the	
  late	
  1990s	
  that	
  explored	
  a	
  wide	
  range	
  

of	
  health	
   conditions	
  among	
  MSM	
   living	
   in	
  urban	
  American	
   settings	
   found	
   that	
   the	
  

most	
   prevalent	
   and	
   lethal	
   conditions	
   are	
   interconnected	
   and	
   that	
   each	
  makes	
   the	
  

others	
  worse.	
  	
  Multivariate	
  models	
  demonstrated	
  the	
  extent	
  to	
  which	
  each	
  epidemic	
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acts	
  as	
  an	
  independent	
  correlate	
  of	
  another	
  epidemic.	
  Childhood	
  sexual	
  abuse	
  was	
  

found	
   to	
   be	
   independently	
   associated	
   with	
   partner	
   violence	
   and	
   depression;	
  

depression	
  was	
   independently	
   associated	
  with	
   childhood	
   sexual	
   abuse,	
  multidrug	
  

use,	
  and	
  partner	
  violence;	
  multidrug	
  use	
  was	
  independently	
  associated	
  with	
  partner	
  

violence	
   and	
  depression;	
   and	
  partner	
   violence	
  was	
   independently	
   associated	
  with	
  

childhood	
   sexual	
   abuse,	
   depression	
   and	
   multidrug	
   use.	
   Moreover,	
   the	
   study	
  

revealed	
  that	
  men	
  who	
  scored	
  higher	
  on	
  numerical	
  measures	
   for	
  any	
  one	
  of	
   these	
  

conditions	
  were	
  at	
   greater	
   risk	
   for	
  HIV	
   transmission	
  and	
   infection,	
  demonstrating	
  

that	
   syndemic	
   processes	
   are	
   at	
   work	
   and	
   this	
   is	
   one	
   driver	
   of	
   HIV	
   risk	
   in	
   this	
  

population.	
   Owing	
   to	
   the	
   disproportionately	
   earlier	
   onset	
   of	
   depression,	
   anxiety,	
  

substance	
  use	
  and	
  HIV	
  among	
  MSM,	
  any	
  understanding	
  of	
  the	
  syndemic	
  production	
  

of	
  HIV	
  must	
  incorporate	
  the	
  experiences	
  of	
  men	
  during	
  childhood	
  and	
  adolescence.	
  

For	
   this	
   study,	
   syndemics	
   is	
   useful	
   for	
   understanding	
   the	
   ways	
   in	
   which	
  

sociocultural	
   and	
   socioeconomic	
   factors	
   interact	
   and	
   drive	
   the	
   risk	
   of	
   HIV	
  

transmission	
   of	
   Black	
   MSM.	
   	
   However,	
   syndemics	
   and	
   syndemic	
   production	
   of	
  

disease	
  have	
  important	
  limitations.	
  While	
  good	
  at	
  explaining	
  clustering	
  of	
  problems	
  

and	
   health	
   disparities,	
   syndemics	
   does	
   not	
   necessarily	
   explain	
   individual	
  

differences—that	
  is,	
  why	
  some	
  people	
  within	
  the	
  same	
  community	
  are	
  at	
  higher	
  risk	
  

and	
   others	
   are	
   not.	
  Moreover,	
   as	
  with	
   the	
   Socio-­‐epidemiological	
  Model	
   and	
   other	
  

general	
   contextual	
   theories	
   of	
   risk,	
   measurement	
   and	
   analysis	
   difficulties	
   exist,	
  

particularly	
   with	
   statistical	
   assessments	
   of	
   the	
   impact	
   of	
   multiple	
   interacting	
  

factors.	
   	
   Tests	
   of	
   synergism	
   are	
   unable	
   to	
   statistically	
   determine	
   whether	
   the	
  

combined	
  effects	
  of	
  multiple	
  co-­‐occurring	
  psychosocial	
  health	
  outcomes	
  are	
  greater	
  

than	
  the	
  individual	
  effects.	
  	
  	
  

	
  

2.3c	
  Life	
  course	
  perspective	
  
	
  

A	
  life	
  course	
  approach	
  offers	
  an	
  additional	
  framework	
  by	
  which	
  to	
  examine	
  HIV	
  risk	
  

in	
   Black	
   MSM	
   populations,	
   and	
   has	
   been	
   promoted	
   for	
   the	
   study	
   of	
   health	
   and	
  

development	
   by	
   psychologists,	
   sociologists,	
   demographers,	
   biologists,	
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anthropologists,	
  and	
  epidemiologists	
  (Baltes	
  et	
  al.	
  1998,	
  Braveman	
  &	
  Barclay	
  2009,	
  

Elder	
   1998,	
   Elford	
   et	
   al.	
   1991,	
   Giele	
  &	
  Elder	
   1998,	
   Graham	
  2002,	
  Hertzman	
   et	
   al.	
  

2001,	
   Henry	
   &	
   Ulijaszek	
   1996,	
   Leon	
   2001,	
   Panter-­‐Brick	
   &	
   Worthman	
   1999,	
  

Uhlenberg	
   1996,	
   Smith	
   et	
   al.	
   2000).	
   Kuh	
   et	
   al.	
   (2003)	
   define	
   life	
   course	
  

epidemiology	
  as	
  “the	
  study	
  of	
   long	
  term	
  effects	
  on	
  later	
  health[,]	
  or	
  disease	
  risk	
  of	
  

physical	
   or	
   social	
   exposures	
   during	
   gestation,	
   childhood,	
   adolescent,	
   young	
  

adulthood	
  and	
   later	
  adult	
   life.”	
  The	
  aim	
  of	
  a	
   life	
  course	
  approach	
   is	
   to	
  understand	
  

the	
   biological,	
   environmental,	
   and	
   psychosocial	
   processes	
   that	
   function	
   across	
   an	
  

individuals’	
   life	
   course.	
   This	
   approach	
   highlights	
   the	
   significance	
   of	
   both	
  

conventional	
   risk	
   factors	
   (e.g.	
   smoking	
   or	
   alcohol	
   abuse)	
   and	
   sociocultural	
   life	
  

factors	
   in	
   early	
   and	
   later	
   life	
   on	
   elucidating	
   the	
   risk	
   and	
   protective	
   processes	
  

functioning	
   across	
   one’s	
   life	
   course	
   (Kuh	
   et	
   al.	
   2003).	
   	
   It	
   examines	
   how	
   socially	
  

patterned	
   exposures	
   throughout	
   an	
   individual’s	
   early	
   life	
   experiences	
   influences	
  

their	
   risk	
   of	
   disease	
   in	
   adulthood	
   as	
   well	
   as,	
   for	
   example,	
   their	
   socioeconomic	
  

position.	
   Socioeconomic	
   and	
   structural	
   factors	
   at	
  different	
   life	
   stages	
  may	
  operate	
  

through	
  ‘social	
  chains	
  of	
  risk’	
  or	
  by	
  affecting	
  exposure	
  to	
  casual	
  factors	
  in	
  early	
  life	
  

that	
   initiate	
   or	
   propagate	
   long	
   term	
   psychosocial	
   or	
   biological	
   chains	
   of	
   risk.	
   The	
  

study	
   of	
   a	
   life	
   course	
   perspective	
   to	
   understanding	
   HIV	
   risk	
   requires	
   a	
   time-­‐

dependent	
   ordering	
   of	
   prospective	
   life	
   risk	
   exposures,	
   as	
  well	
   as	
   the	
   interactivity	
  

and	
  relationships	
  between	
  these	
  exposures.	
  Indeed,	
  this	
  has	
  given	
  rise	
  to	
  many	
  new	
  

birth	
   cohort	
   studies	
   (Golding	
   et	
   al.	
   2001,	
   Smith	
   &	
   Joshi	
   2002),	
   and	
   resulted	
   in	
  

reexamination	
  of	
  previous	
  birth	
  cohorts	
  (Barker	
  1998,	
  Leon	
  et	
  al.	
  1998,	
  Susser	
  et	
  al.	
  

2000).	
  	
  In	
  keeping	
  with	
  the	
  life	
  course	
  approach,	
  this	
  study	
  aims	
  to	
  understand	
  the	
  

gradual	
   accumulation	
   of	
   risk	
   across	
   a	
   life	
   course,	
   through	
   adverse	
   social,	
  

environmental,	
  and	
  physical	
  effects,	
  as	
  well	
  as	
  mediating	
  factors	
  that	
  can	
  interrupt	
  

these	
   pathways	
   from	
   exposures	
   to	
   risk	
   behaviors	
   and	
   poor	
   health.	
   Kuh	
   and	
  

colleagues	
  (2003)	
  hypothesize	
  these	
  exposures	
  to	
  be	
  independent	
  and	
  occurring	
  in	
  

isolation,	
  as	
  well	
  as	
  dependent	
  with	
  clustering	
  of	
  risk	
  factors	
  (see	
  Figure	
  2.3).	
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Figure	
  2.3:	
  Hypothesized	
  life	
  course	
  causal	
  models.	
  Adapted	
  from	
  Kuh	
  et	
  al.	
  2003.	
  

	
  

In	
   light	
   of	
   the	
   benefits	
   of	
   using	
   a	
   life	
   course	
   approach	
   to	
   studying	
   risk,	
   several	
  

important	
  limitations	
  must	
  be	
  considered.	
  	
  The	
  development	
  of	
  a	
  testable	
  life	
  course	
  

model	
  remains	
  elusive.	
  To	
  date,	
  no	
  theoretical	
  models	
  exist	
  to	
  allow	
  researchers	
  to	
  

determine	
  the	
  risk	
  and	
  protective	
  factors	
  operating	
  at	
  each	
  life	
  stage.	
  Moreover,	
  life	
  

course	
  effects	
  are	
  not	
  mutually	
  exclusive	
  and	
  may	
  operate	
  simultaneously,	
  making	
  

the	
   empirical	
   testing	
   of	
   these	
   potentially	
   cumulative	
   exposures	
   difficult	
   (Kuh	
   &	
  

Hardy	
  2002).	
  For	
  example,	
  Figure	
  2.3	
  depicts	
  different	
  life	
  course	
  models.	
  In	
  Model	
  

1,	
   multiple	
   factors	
   act	
   independently	
   across	
   a	
   life	
   course	
   to	
   each	
   have	
   an	
  

independent	
   impact	
   later	
   in	
   life.	
  Model	
  2	
   suggests	
   that	
  one	
  general	
   factor	
   impacts	
  

multiple	
  factors	
  that	
  each	
  have	
  their	
  own	
  impact.	
  	
  Model	
  3	
  depicts	
  that	
  in	
  addition	
  to	
  

the	
  effect	
  of	
  multiple	
  independent	
  factors,	
  factors	
  are	
  also	
  linked	
  through	
  time,	
  with	
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earlier	
  events	
  or	
  experiences	
  affecting	
  later	
  events	
  or	
  experiences.	
  Finally,	
  Model	
  4	
  

suggests	
  that	
  life	
  course	
  factors	
  do	
  not	
  act	
  independently,	
  but	
  instead	
  the	
  effects	
  of	
  

life	
  course	
  factors	
  occur	
  in	
  a	
  time-­‐wise	
  fashion,	
  with	
  earlier	
  adverse	
  events	
  affecting	
  

subsequent	
   events.	
   However,	
   Kuh	
   and	
   colleagues	
   (2003)	
   make	
   note	
   of	
   the	
  

difficulties	
   associated	
   with	
   testing	
   the	
   measurable	
   impacts	
   of	
   the	
   various	
  

hypothesized	
   factors.	
  Other	
  methodological	
   limitations	
   include	
  analysis	
  difficulties	
  

associated	
  with	
  hierarchical	
  data,	
   latent	
  exposure,	
  or	
  multiple	
   interactive	
  or	
   small	
  

effects	
   (Ben-­‐Shlomo	
   &	
   Kuh	
   2002,	
   Hallqvist	
   et	
   al.	
   2004,	
   Kuh	
   &	
   Hardy	
   2002).	
  	
  

Nonetheless,	
  the	
  life	
  course	
  approach	
  is	
  still	
  important	
  for	
  uncovering	
  adverse	
  and	
  

protective	
   life	
  exposures,	
  and	
  better	
  understanding	
  the	
  multiple	
  determinants	
  and	
  

drivers	
  of	
  HIV	
  risk	
  among	
  this	
  population	
  of	
  Black	
  MSM.	
  	
  	
  

	
  

In	
   summary,	
   these	
   general	
   contextual	
   theories	
   are	
   important	
   theoretical	
   tools	
   for	
  

understanding	
   HIV	
   risk	
   in	
   the	
   lives	
   of	
   Black	
   MSM.	
   They	
   provide	
   a	
   holistic	
  

appreciation	
   of	
   the	
   multiple,	
   interactive	
   and	
   reinforcing	
   factors	
   that	
   function	
   to	
  

increase	
  participation	
  in	
  high	
  risk	
  behaviors.	
  

	
  

	
  

2.4	
  Specific	
  contextual	
  theories	
  to	
  understanding	
  HIV	
  risk	
  in	
  Black	
  
MSM	
  

	
  

2.4a	
  Minority	
  Stress	
  
	
  

Studies	
  report	
  that	
  MSM	
  tend	
  to	
  participate	
  in	
  more	
  risky	
  health	
  behaviors,	
  such	
  as	
  

illicit	
  drug	
  use	
  and	
  unprotected	
  anal	
  intercourse,	
  than	
  heterosexual	
  men	
  (Hamilton	
  

&	
   Mahalik	
   2009).	
   Contrary	
   to	
   earlier	
   reports,	
   Black	
   MSM	
   are	
   not	
   more	
   likely	
   to	
  

engage	
  in	
  sexual	
  risk	
  behaviors	
  than	
  White	
  MSM	
  or	
  other	
  MSM	
  of	
  color	
  (Millet	
  et	
  al.	
  

2006,	
  Millet	
  et	
  al.	
  2007).	
  Therefore,	
   to	
  understand	
  differences	
  within	
  MSM	
  groups	
  

and	
  between	
  MSM	
  and	
  other	
  groups’	
  health	
  behaviors,	
  it	
  is	
  necessary	
  to	
  understand	
  

the	
   social	
   context	
   in	
   which	
   these	
   behaviors	
   occur.	
   The	
   minority	
   stress	
   model	
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provides	
   an	
   important	
   conceptual	
   framework	
   by	
   which	
   to	
   understand	
   these	
  

behaviors	
  and	
  appreciate	
  the	
  experiences	
  of	
  members	
  of	
  racial	
  and	
  sexual	
  minority	
  

groups.	
  	
  

	
  

Drawn	
   from	
  multiple	
   social	
   and	
  psychological	
   theoretical	
   underpinnings,	
  minority	
  

stress	
   is	
   described	
   as	
   the	
   juxtaposition	
   of	
   dominant	
   and	
  minority	
   values	
   and	
   the	
  

resulting	
   conflict	
   with	
   the	
   social	
   environment	
   that	
   minority	
   group	
   members	
  

experience	
  (Meyer	
  1995).	
  Early	
  scholarship	
  suggests	
  that	
  such	
  conflict	
  between	
  an	
  

individual	
   and	
   their	
   experience	
   of	
   the	
   environment	
   is	
   the	
   root	
   of	
   social	
   stress	
   for	
  

minority	
   individuals.	
   Indeed,	
   when	
   a	
   minority	
   person	
   lives	
   in	
   an	
   environment	
  

characterized	
  by	
  stigma	
  and	
  discrimination,	
  the	
  conflict	
  between	
  that	
  individual	
  and	
  

the	
   dominant	
   culture	
   can	
   be	
   problematic,	
   and	
   the	
   resultant	
   minority	
   stress	
  

considerable.	
  	
  

	
  

The	
  underlying	
  assumptions	
  of	
  the	
  minority	
  stress	
  model	
  are	
  that	
  minority	
  stress	
  is	
  

a)	
   unique—in	
   that	
  minority	
   stress	
   is	
   in	
   addition	
   to	
   the	
   general	
   stressors	
   that	
   are	
  

experienced	
   by	
   members	
   of	
   both	
   minority	
   and	
   dominant	
   groups;	
   consequently,	
  

stigmatized	
  people	
   are	
   subject	
   to	
   adaptation	
   efforts	
   above	
   that	
   of	
   individuals	
   that	
  

are	
   not	
   stigmatized;	
   b)	
   chronic—in	
   that	
   minority	
   stress	
   arises	
   from	
   fairly	
  

unwavering	
  sociocultural	
  structures;	
  and	
  c)	
  socially	
  based—in	
  that	
  its	
  foundation	
  is	
  

formed	
  in	
  social	
  processes,	
  institutions,	
  and	
  structures	
  beyond	
  that	
  of	
  the	
  individual,	
  

as	
   compared	
   with	
   individual	
   events	
   or	
   conditions	
   that	
   characterize	
   general	
  

stressors	
  (Meyer	
  2003).	
  	
  	
  

	
  

Social	
   comparison	
   and	
   symbolic	
   interaction	
   theorists	
   argue	
   that	
   social	
  

environments	
   give	
   meaning	
   to	
   individuals’	
   lives	
   and	
   organization	
   to	
   their	
  

experiences	
   (Pettigrew	
   1967,	
   Stryker	
   &	
   Statham	
   1985).	
   	
   Considered	
   from	
   an	
  

alternate	
  perspective,	
   the	
  process	
  of	
   categorizing	
  differences	
   among	
   social	
   groups	
  

(e.g.	
  race,	
  income,	
  education,	
  etc.)	
  leads	
  to	
  important	
  between-­‐group	
  processes	
  such	
  

as	
  competition	
  and	
  discrimination,	
  and	
  provides	
  an	
  anchor	
  by	
  which	
  members	
  of	
  a	
  

group	
   define	
   themselves	
   and	
   their	
   group	
   (Tajfel	
   &	
   Turner	
   1986,	
   Turner	
   1999).	
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Consequently,	
  negative	
  perceptions	
  from	
  others	
  can	
  lead	
  to	
  negative	
  self-­‐perception	
  

(Rosenberg	
   1979)	
   and	
   can	
   result	
   in	
   adverse	
   mental	
   health	
   outcomes	
   (Crocker	
   &	
  

Major	
   1989,	
   Jones	
   et	
   al.	
   1984).	
   Societal	
   Reaction	
   Theory,	
   a	
   contributor	
   to	
   the	
  

minority	
   stress	
   model,	
   contends	
   that	
   the	
   effects	
   of	
   stigma,	
   discrimination	
   and	
  

negative	
   social	
   attitudes	
   on	
   characteristics	
   or	
   behaviors	
   outside	
   the	
   dominant	
  

culture	
   can	
   lead	
   to	
  negative	
   labeling	
   and	
  negative	
   societal	
   reaction,	
  which	
   in	
   turn	
  

may	
  lead	
  stigmatized	
  individuals	
  to	
  develop	
  maladaptive	
  responses	
  that	
  can	
  include	
  

poor	
   mental	
   health	
   and	
   decision-­‐making	
   outcomes	
   (Lemert	
   1967,	
   Link	
   &	
   Cullen	
  

1990,	
   Schur	
   1971),	
   as	
   well	
   as	
   emotional	
   distress	
   (Clark	
   et	
   al.	
   1999,	
   Ross	
   1990);	
  

others	
   have	
   described	
   these	
   maladaptive	
   responses	
   of	
   stigmatized	
   individuals	
   as	
  

‘traits	
   due	
   to	
   victimization’	
   (Allport	
   1954).	
   These	
   responses	
   may	
   be	
   caused	
   by	
  

psychological	
   mechanisms	
   such	
   as	
   self-­‐hate	
   and	
   within-­‐group	
   aggression.	
   	
   While	
  

minority	
  group	
  members	
  are	
  exposed	
   to	
  negative	
   life	
   experiences	
  associated	
  with	
  

their	
  stigmatization	
  and	
  discrimination	
  (Brooks	
  1981,	
  Dohrenwend	
  &	
  Dohrenwend	
  

1969),	
  minority	
  stress	
  arises	
  not	
  only	
  from	
  negative	
  events,	
  but	
  from	
  the	
  totality	
  of	
  

their	
  experiences	
   in	
  dominant	
  society.	
   	
  The	
   individual’s	
  experience	
   is	
  anchored	
  by	
  

the	
   discrepancy	
   between	
   their	
   culture,	
   needs,	
   lived	
   experience,	
   and	
   societal	
  

structures.	
  	
  	
  

	
  

Black	
   sexual	
   minorities	
   face	
   the	
   particular	
   challenge	
   of	
   dual	
   minority	
   status	
   (i.e.	
  

experiencing	
   racism	
   and	
   heterosexism)	
   that	
   places	
   them	
   at	
   risk	
   for	
   negative	
   life	
  

events	
  (e.g.	
  employment-­‐related	
  difficulties	
  and	
  home	
  life	
  issues)	
  and	
  chronic	
  daily	
  

stresses	
   due	
   to	
   racial	
   and	
   sexual	
   bias	
   (Brooks	
   1981,	
   Crawford	
   et	
   al.	
   2002).	
  Many	
  

studies	
  have	
  attempted	
  to	
  assess	
  the	
  effects	
  of	
  minority	
  status,	
  particularly	
  race,	
  on	
  

mental	
  health.	
  The	
  most	
  common	
  approach	
  compares	
  the	
  rates	
  of	
  distress	
  between	
  

minority	
   and	
  non-­‐minority	
   groups,	
   and	
   studies	
   suggest	
   that	
   if	
   being	
   a	
  minority	
   is	
  

stressful	
   and	
   if	
   that	
   stress	
   is	
   associated	
  with	
  psychological	
   distress,	
   then	
   it	
  would	
  

follow	
  that	
  minority	
  groups	
  have	
  higher	
  rates	
  of	
  distress	
  than	
  non-­‐minority	
  groups	
  

(Meyer	
   1995).	
   	
   These	
   conclusions	
   have	
   not	
   gone	
   undisputed;	
   for	
   example,	
   some	
  

have	
   argued	
   that	
   rather	
   than	
   stigmatization	
   and	
   discrimination,	
   economic	
  

differences	
   account	
   for	
   adverse	
   mental	
   health	
   outcomes	
   in	
   ethnic	
   minorities	
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(Mirowsky	
  &	
  Ross	
   1989).	
  However,	
  Meyer	
   argues	
   that	
   this	
   claim	
   suggests	
   that	
   at	
  

higher	
   socioeconomic	
   status,	
   members	
   of	
   minority	
   groups	
   should	
   experience	
   no	
  

negative	
  mental	
  health	
  outcomes,	
  which	
  is	
  not	
  known	
  to	
  be	
  true.	
  	
  	
  	
  

	
  

Many	
  studies	
  of	
  minority	
  stress	
  have	
  been	
  subject	
  to	
  methodological	
  difficulties	
  that	
  

initially	
  led	
  researchers	
  to	
  doubt	
  the	
  existence	
  of	
  minority	
  stress.	
  	
  A	
  major	
  limitation	
  

of	
   earlier	
   studies	
   was	
   sampling	
   selection	
   bias.	
   For	
   example,	
   studies	
   comparing	
  

sexual	
  minorities	
  and	
  non-­‐minorities	
  found	
  that	
  individuals	
  who	
  accept	
  their	
  same-­‐

sex	
   behaviors	
   experience	
   better	
  mental	
   health	
   and	
   less	
   distress	
   (Bell	
  &	
  Weinberg	
  

1978),	
   but	
   studies	
   have	
   also	
   shown	
   that	
   those	
   who	
   are	
   not	
   fully	
   ‘out’	
   or	
   do	
   not	
  

accept	
  their	
  same-­‐sex	
  behaviors	
  are	
  less	
  likely	
  to	
  participate	
  in	
  studies	
  of	
  minority	
  

stress	
   than	
   are	
   those	
   who	
   accept	
   themselves	
   (Joseph	
   1986,	
   Meyer	
   1993).	
   This	
  

selection	
  bias	
   leads	
   to	
  oversampling	
  of	
   ‘healthier’	
  members	
  of	
   the	
  minority	
  group,	
  

thus	
  leading	
  to	
  inaccuracies	
  in	
  estimates	
  of	
  distress.	
  Other	
  methodological	
  problems	
  

of	
  studies	
  of	
  minority	
  stress	
  include	
  cultural	
  differences	
  in	
  response	
  to	
  standardized	
  

measures	
  of	
  distress,	
  particularly	
  when	
  presented	
  with	
  competing	
  explanations	
  for	
  

between-­‐group	
  differences	
   that	
  may	
  not	
  be	
  relevant	
   to	
  all	
  groups	
  (Dohrenwend	
  &	
  

Dohrenwend	
  1969,	
  Mirowsky	
  &	
  Ross	
  1980,	
  Sowa	
  &	
  Lustman	
  1984).	
   	
  Despite	
  these	
  

problems,	
  early	
  studies	
  have	
  been	
  able	
  to	
  show	
  support	
   for	
  the	
  effects	
  of	
  minority	
  

stress	
   on	
   health	
   outcomes.	
   	
   A	
   reanalysis	
   of	
   eight	
   epidemiological	
   surveys	
   that	
  

initially	
   found	
   race	
   differences	
   in	
   distress	
   to	
   be	
   entirely	
   explained	
   by	
   social	
   class,	
  

found	
  that	
  while	
  higher	
  overall	
   levels	
  of	
  distress	
  amongst	
  African	
  Americans	
  were	
  

explained	
  by	
  socioeconomic	
  status,	
  the	
  direct	
  effect	
  of	
  minority	
  stress	
  is	
  most	
  acute	
  

at	
   low	
   socioeconomic	
   status	
   (Kessler	
   &	
   Neighbors	
   1986).	
   More	
   importantly,	
   the	
  

authors	
   encouraged	
   researchers	
   not	
   to	
   prematurely	
   accept	
   the	
   conclusion	
   that	
  

minority	
   status	
   was	
   unrelated	
   to	
   distress,	
   and	
   to	
   reinvest	
   their	
   efforts	
   in	
  

reexamining	
   the	
   role	
   of	
   minority	
   status	
   on	
   distress.	
   In	
   response	
   to	
   this,	
   Meyer	
  

(1995)	
   carried	
   out	
   a	
   pivotal	
   study	
   of	
   the	
   mental	
   health	
   effects	
   of	
   three	
   minority	
  

stressors	
   in	
   a	
   sample	
   of	
   741	
  MSM.	
   To	
   avoid	
   the	
  methodological	
   pitfalls	
   of	
   earlier	
  

studies,	
   Meyer	
   used	
   theoretical	
   conceptualizations	
   to	
   examine	
   specified	
   causal	
  

relationships,	
   and	
   formulated	
   hypotheses	
   that	
   directly	
   tested	
   those	
   relationships.	
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Instead	
  of	
  making	
  between	
  group	
   comparisons	
  of	
   rates	
  of	
  distress,	
  Meyer	
   studied	
  

within	
  group	
  variability,	
  and	
  examined	
   the	
  differential	
  effect	
  of	
  minority	
  stress	
  on	
  

members	
  of	
  minority	
  groups.	
  This	
  study	
  led	
  Meyer	
  to	
  identify	
  three	
  concrete	
  stress	
  

processes	
   through	
   which	
   minority	
   stress	
   occurs:	
   internalized	
   homophobia,	
  

expectations	
   of	
   rejection	
   and	
   discrimination	
   (perceived	
   stigma),	
   and	
   actual	
  

prejudicial	
   events	
   (such	
   as	
   verbal	
   or	
   physical	
   violence)	
   (1995,	
   2003).	
   	
   These	
  

experiences	
   resulted	
   in	
   negative	
   consequences	
   for	
   participants,	
   such	
   as	
   the	
  

development	
  of	
  post-­‐traumatic	
  stress	
  disorder,	
  as	
  well	
  as	
   impacting	
   their	
  sense	
  of	
  

the	
  world	
   and	
   own	
  personal	
   security	
   (Garnets	
   et	
   al.	
   1990,	
  Meyer	
   1995).	
   This	
   can	
  

lead	
   to	
   various	
   risk	
   behaviors;	
   for	
   example,	
   internalized	
   homophobia	
   has	
   been	
  

associated	
  with	
  greater	
  substance	
  use	
  (Glaus	
  1988,	
  Meyer	
  &	
  Dean	
  1998),	
  sexual	
  risk	
  

behaviors	
  (Meyer	
  &	
  Dean	
  1998),	
  and	
  suicidality	
  (Remafedi	
  et	
  al.	
  1998).	
  	
  

	
  

An	
   important	
   limitation	
   to	
  Meyer’s	
  minority	
   stress	
   is	
   the	
   singular	
   focus	
   on	
   stress	
  

due	
  to	
  stigma/sexual	
  identity-­‐related	
  factors.	
  While	
  this	
  may	
  be	
  the	
  most	
  prominent	
  

source	
   of	
   stress	
   in	
   the	
   lives	
   of	
   some	
  Caucasian	
  MSM,	
   it	
  may	
   be	
   only	
   one	
   of	
  many	
  

social	
  stresses	
  in	
  the	
  lives	
  of	
  Black	
  men.	
  Moreover,	
  while	
  Meyer’s	
  prior	
  research	
  has	
  

shown	
   statistical	
   associations	
   between	
   minority	
   stress	
   variables	
   and	
   their	
  

consequences	
  for	
  HIV	
  risk	
  behaviors,	
  it	
  provides	
  little	
  insight	
  into	
  individuals’	
  lived	
  

experiences.	
   Qualitative	
   studies	
   might	
   be	
   able	
   to	
   examine	
   more	
   deeply	
   these	
  

statistical	
   findings	
   and	
   provide	
   the	
   more	
   complex	
   understandings	
   of	
   individuals’	
  

motivations	
  and	
  drivers	
  that	
  are	
  necessary	
  to	
  designing	
  effective	
  HIV	
  interventions	
  

targeted	
   to	
   Black	
   MSM.	
   Below,	
   we	
   review	
   the	
   processes	
   through	
   which	
   minority	
  

stress	
  is	
  considered	
  to	
  function	
  through.	
  

	
  

2.4a.1	
  Internalized	
  homophobia	
  
	
  

Homophobia	
   refers	
   to	
   a	
   fear,	
   hatred,	
   or	
   otherwise	
   negative	
   attitudes	
   toward	
  

homosexuals,	
  and	
  may	
  lead	
  to	
  stigma,	
  discrimination,	
  and/or	
  violence	
  (Herek	
  1984,	
  

Meyer	
  1995).	
  In	
  turn,	
   internalized	
  homophobia	
  refers	
  to	
  negative	
  feelings	
  towards	
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oneself	
   because	
   of	
   one’s	
   own	
  homosexuality.	
   It	
   occurs	
  when	
   an	
   individual	
   directs	
  

negative	
   societal	
   attitudes	
   towards	
  homosexuality	
   at	
   oneself	
   (Hamilton	
  &	
  Mahalik	
  

2009).	
  Upon	
  first	
  recognizing	
  their	
  same-­‐sex	
  attraction,	
  individuals	
  may	
  simply	
  feel	
  

different	
  from	
  others	
  and	
  have	
  a	
  vague	
  understanding	
  of	
  the	
  social	
  undesirability	
  of	
  

that	
   difference.	
   However,	
   soon	
   after	
   individuals	
   come	
   to	
   apply	
   the	
   ‘gay’	
   or	
  

‘homosexual’	
   label,	
   the	
   learned	
   negative	
   societal	
   attitudes	
   toward	
   homosexuality	
  

may	
   formally	
  become	
   incorporated	
   into	
   their	
  self-­‐concept,	
  and	
   the	
  psychologically	
  

problematic	
  effects	
  of	
  societal/environmental	
  homophobia	
  take	
  place.	
  (Meyer	
  1995,	
  

Huebner	
  et	
  al.	
  2002)	
  Alongside	
  acknowledgement	
  of	
  same-­‐sex	
  attraction,	
  a	
  deviant	
  

identity	
  may	
  begin	
  to	
  form,	
  and	
  this	
  has	
  negative	
  consequences	
  on	
  the	
  psychological	
  

wellbeing	
   of	
   that	
   individual.	
   Though	
   strongest	
   early	
   in	
   the	
   sexual	
   identity	
  

development,	
  it	
  is	
  difficult	
  for	
  internalized	
  homophobia	
  to	
  completely	
  subside,	
  even	
  

if	
   the	
   person	
   accepts	
   their	
   same-­‐sex	
   behaviors	
   and	
   attraction,	
   due	
   to	
   repeated	
  

exposure	
   to	
   societal	
   stigma.	
  Thus,	
   due	
   to	
   powerful	
   early	
   socialization	
   experiences	
  

and	
   continued	
   exposure	
   to	
   antigay	
   attitudes,	
   internalized	
   homophobia	
   remains	
   a	
  

critical	
   factor	
  affecting	
  an	
   individual’s	
  psychological	
  profile	
   through	
   life	
  (Hetrick	
  &	
  

Martin	
   1984,	
   Gonsiorek	
   1988,	
   Malyon	
   1982,	
   Nungesser	
   1983).	
   It	
   is	
   important	
   to	
  

note	
  here	
  that	
  many	
  studies	
  have	
  described	
  the	
  unwillingness	
  of	
  some	
  Black	
  MSM	
  to	
  

self-­‐identify	
   as	
   gay	
   due	
   to	
   stigma,	
   discrimination	
   and	
   potential	
   for	
   violence	
   from	
  

within	
  and	
  outside	
  of	
  the	
  Black	
  community	
  (Malebranche	
  2003,	
  Mays	
  et	
  al.	
  2004).	
  	
  	
  	
  

	
  

Internalized	
   homophobia	
   has	
   been	
   linked	
   to	
   sexual	
   risk	
   behaviors.	
   Stokes	
   and	
  

Peterson’s	
  (1998)	
  qualitative	
  interviews	
  of	
  Black	
  MSM	
  in	
  Atlanta,	
  Georgia	
  revealed	
  

strong	
  evidence	
  that	
  many	
  study	
  participants	
  had	
  internalized	
  negative	
  attitudes	
  of	
  

homosexuality.	
   They	
   offered	
   several	
  mechanisms	
   through	
  which	
   this	
  may	
   lead	
   to	
  

increased	
   sexual	
   risk	
   behavior.	
   Lower	
   self-­‐esteem	
  may	
   counteract	
   motivators	
   for	
  

self-­‐protection,	
   for	
   example,	
   low	
   self-­‐esteem	
   may	
   lead	
   an	
   individual	
   who	
   would	
  

otherwise	
  consistently	
  practice	
  safe	
  sex	
  to	
  engage	
  in	
  unprotected	
  sex	
  or	
  lead	
  men	
  to	
  

seek	
  self-­‐validation	
  through	
  multiple	
  sexual	
  encounters.	
  It	
  may	
  also	
  lead	
  to	
  a	
  desire	
  

to	
   lower	
   behavioral	
   inhibitions	
   through	
   the	
   use	
   of	
   substances	
   that	
   may	
   impair	
  

judgment	
  and	
   the	
  ability	
   to	
  engage	
   in	
  safe	
  sex	
  practices.	
  Other	
  studies	
  have	
   found	
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that	
   in	
   young	
  MSM,	
   internalized	
   homophobia	
   is	
   positively	
   associated	
   with	
   sexual	
  

risk	
  taking	
  behaviors	
  (Meyer	
  &	
  Dean	
  1998,	
  Waldo	
  et	
  al.	
  1998).	
  Herek	
  &	
  Glunt	
  (1995)	
  

demonstrated	
  that	
  internalized	
  homophobia	
  was	
  inversely	
  associated	
  with	
  feelings	
  

of	
  self-­‐efficacy	
  for	
  practicing	
  safe	
  sexual	
  behaviors	
  (e.g.,	
  how	
  to	
  use	
  condoms),	
  and	
  

directly	
  associated	
  with	
  partner-­‐related	
  barriers	
   to	
  practicing	
  safe	
  sex	
  (e.g.,	
  power	
  

imbalance	
   preventing	
   negotiation	
   of	
   condom	
   use).	
   Moreover,	
   internalized	
  

homophobia	
  is	
  associated	
  with	
  lower	
  awareness	
  of	
  HIV	
  prevention	
  services	
  run	
  by	
  

community-­‐based	
   organizations,	
   as	
   well	
   as	
   lower	
   post-­‐intervention	
   self-­‐efficacy	
  

scores	
  (Huebner	
  et	
  al.	
  2002).	
  	
  	
  

	
  

2.4a.2	
  Perceived	
  stigma	
  
	
  

Stigma	
  refers	
  to	
  the	
  general	
  experiences	
  of	
  prejudice	
  and	
  discrimination	
  toward	
  an	
  

individual	
  as	
  a	
  result	
  of	
  a	
  devalued	
  characteristic	
  of	
  that	
  individual	
  (Goffman	
  1986,	
  

Preston	
  et	
  al.	
  2004).	
  Link	
  and	
  Phelan	
  (2006)	
  identify	
  five	
  components	
  of	
  stigma.	
  The	
  

first	
  component	
  involves	
  a	
  social	
  selection	
  process	
  in	
  which	
  human	
  differences	
  are	
  

identified	
  and	
  labeled,	
  and	
  the	
  second	
  component	
  occurs	
  when	
  the	
  identified	
  label	
  is	
  

linked	
   to	
   undesirable	
   characteristics,	
   thus	
   leading	
   to	
   stereotyping.	
   The	
   third	
  

component	
   occurs	
   when	
   the	
   group	
   applying	
   the	
   label	
   separates	
   ‘them’	
   –	
   the	
  

stigmatized	
   group	
   –	
   from	
   ‘us’.	
   The	
   fourth	
   component	
   sees	
   stigmatized	
   persons	
  

experiencing	
   discrimination	
   and	
   loss	
   of	
   status.	
   When	
   individuals	
   are	
   identified,	
  

labeled,	
  ‘othered’,	
  and	
  linked	
  with	
  unfavorable	
  characteristics,	
  a	
  rationale	
  is	
  created	
  

for	
  their	
  devaluation,	
  rejection,	
  and	
  exclusion.	
  	
  The	
  final	
  component,	
  the	
  exercise	
  of	
  

power,	
  is	
  critical	
  to	
  the	
  process	
  of	
  stigmatization.	
  Stigmatized	
  individuals	
  often	
  lack	
  

the	
   social,	
   cultural,	
   economic,	
   and	
   political	
   capital	
   to	
   transform	
   their	
   negative	
  

experiences	
   and	
   social	
   status.	
   The	
   effects	
   of	
   stigma	
   are	
   far	
   reaching,	
   and	
   include	
  

strained	
  and	
  uncomfortable	
   social	
   relationships	
   (Farina	
   et	
   al.	
   1968),	
  more	
   limited	
  

social	
  networks	
  (Link	
  et	
  al.	
  1989),	
  reduced	
  quality	
  of	
  life	
  (Rosenfield	
  1997),	
  low	
  self-­‐

concept	
   and	
   self	
   esteem	
   (Wright	
   et	
   al.	
   2000,	
   Preston	
   et	
   al.	
   2004),	
   and	
  

unemployment.	
   	
   The	
   disproportionate	
   weight	
   of	
   negative	
   experiences	
   that	
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stigmatized	
   individuals	
   face	
   compared	
   with	
   unstigmatized	
   populations	
   has	
   been	
  

suggested	
  as	
  a	
  source	
  of	
  chronic	
  stress,	
  and	
  consequently	
  result	
  in	
  negative	
  effects	
  

on	
   physical	
   and	
   mental	
   health	
   (Gibbs	
   &	
   Fuery	
   1994).	
   Maladaptive	
   or	
   defensive	
  

coping	
  by	
  stigmatized	
  individuals	
  can	
  have	
  substantial	
  health	
  consequences.	
  Allport	
  

(1954)	
   suggests	
   that	
   vigilance	
   as	
   a	
   result	
   of	
   stigmatization	
   helps	
   to	
   explain	
   the	
  

defensive	
   coping	
   that	
   those	
   with	
   minority	
   status	
   may	
   develop.	
   High	
   levels	
   of	
  

perceived	
  stigma	
  may	
   lead	
  Black	
  MSM	
  to	
  maintain	
  a	
  high	
  degree	
  of	
  vigilance	
  over	
  

the	
  minority	
  aspects	
  of	
  their	
  identity	
  in	
  interactions	
  with	
  members	
  of	
  the	
  dominant	
  

group.	
  This	
  vigilance	
  is	
  stressful	
  in	
  that	
  it	
  is	
  consistently	
  and	
  continually	
  present	
  in	
  

the	
  daily	
  life	
  of	
  the	
  minority	
  person,	
  and	
  significant	
  amounts	
  of	
  energy	
  are	
  required	
  

to	
   adapt	
   to	
   it.	
   	
   The	
   most	
   common	
   coping	
   strategy	
   involves	
   the	
   monitoring	
   of	
  

appearance	
   and	
   behaviors;	
   for	
   example,	
   stigma	
   related	
   to	
   same-­‐sex	
   behaviors	
   in	
  

Black	
  communities	
  lead	
  many	
  Black	
  MSM	
  to	
  conceal	
  their	
  behaviors	
  rather	
  than	
  risk	
  

rejection	
  by	
  family	
  members	
  and	
  friends	
  who	
  are	
  at	
  risk	
  for	
  also	
  being	
  stigmatized	
  

because	
  of	
   their	
  gay	
   family	
  member	
   (Preston	
  et	
  al.	
   	
  2004).	
  This	
   can	
   lead	
  minority	
  

group	
  members	
  to	
  approach	
  their	
  social	
  interactions	
  with	
  dominant	
  group	
  members	
  

with	
  general	
  feelings	
  of	
  fear	
  and	
  mistrust.	
  	
  	
  

	
  

Perceived	
   stigma	
   has	
   consequences	
   for	
   HIV	
   risk	
   behaviors,	
   and	
   serves	
   as	
   a	
  

significant	
   impediment	
   to	
   HIV	
   prevention	
   efforts	
   (Brooks	
   et	
   al.	
   2005,	
   Herek	
   et	
   a.	
  

2002).	
   For	
   some,	
   the	
   stigma	
   related	
   to	
   testing	
   positive	
   for	
  HIV	
   infection	
   acts	
   as	
   a	
  

disincentive	
  to	
  seek	
  HIV	
  counseling	
  and	
  testing	
  (Valdiserri	
  2002).	
  Studies	
  have	
  also	
  

demonstrated	
  that	
  stigma	
  serves	
  as	
  a	
  barrier	
  to	
  practicing	
  safe	
  sex	
  behaviors	
  such	
  

as	
   condom	
   use,	
   limiting	
   number	
   of	
   casual	
   sex	
   partners,	
   participating	
   in	
   HIV	
  

prevention	
  programs,	
  and	
  disclosure	
  of	
  HIV	
  status	
  (Goldin	
  1994,	
  Herek	
  1999,	
  Herek	
  

et	
   al.	
   2003,	
   Malebranche	
   2003).	
   In	
   the	
   Black	
   community,	
   as	
   well	
   as	
   other	
  

communities	
  of	
  color,	
   the	
  effects	
  of	
  stigma	
  on	
  sexual	
  behaviors	
  can	
  be	
  particularly	
  

acute	
   (Mays	
   et	
   al.	
   2004,	
   Collins	
   2005).	
   Homophobia	
   and	
   stigma	
   often	
   results	
   in	
  

Black	
  MSM’s	
  reluctance	
  to	
  self-­‐identify	
  as	
  gay	
  or	
  bisexual	
  (CDC	
  2003,	
  Kennamer	
  et	
  

al.	
  2000),	
  and	
  has	
  led	
  some	
  men	
  to	
  identify	
  as	
  heterosexual	
  while	
  secretly	
  engaging	
  

in	
  sex	
  with	
  men.	
  (Malebranche	
  2003).	
  Operario	
  et	
  al.	
  (2008)	
  demonstrated	
  that	
  men	
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who	
  engage	
  in	
  secretive	
  same	
  sex	
  behaviors	
  had	
  the	
  tendency	
  to	
  compartmentalize	
  

and	
  personally	
  disengage	
  from	
  their	
  actions,	
  as	
  well	
  as	
  engage	
  in	
  spontaneous	
  and	
  

unplanned	
   sex,	
   with	
   both	
   circumstances	
   leading	
   men	
   to	
   be	
   less	
   likely	
   to	
   use	
  

condoms.	
  	
  

	
  

2.4a.3	
  Discrimination	
  and	
  violence	
  
	
  

As	
   occupying	
   the	
   dual	
   minority	
   status,	
   Black	
   MSM	
   are	
   subject	
   to	
   racially	
  

discriminatory	
   events,	
   as	
   well	
   as	
   prejudicial	
   events	
   as	
   a	
   result	
   of	
   their	
   same	
   sex	
  

behaviors.	
  The	
  most	
  apparent	
  sources	
  of	
  minority	
  stress	
  that	
  Black	
  MSM	
  may	
  face	
  

are	
  rejection,	
  discrimination,	
  and	
  homophobic	
  violence	
  (Garnets	
  et	
  al.	
  1990,	
  Herek	
  &	
  

Berrill	
  1992,	
  Herek	
  et	
  al.	
  1999,	
  Kertzner	
  1999).	
  Victimization	
  of	
  minority	
  individuals	
  

can	
  lead	
  to	
  psychological	
  distress,	
  and	
  interfere	
  with	
  one’s	
  perception	
  of	
  the	
  world	
  

and	
  ultimately	
  lead	
  to	
  self-­‐devaluation	
  (Garnets	
  et	
  al.	
  1990).	
  The	
  Urban	
  Men’s	
  Study,	
  

a	
  large	
  study	
  that	
  examined	
  the	
  mental	
  and	
  physical	
  health	
  of	
  MSM	
  living	
  in	
  urban	
  

cities,	
   reported	
   that	
   recent	
   experiences	
   of	
   homophobia-­‐related	
   harassment,	
  

discrimination,	
   and	
   physical	
   violence	
  were	
   associated	
  with	
   lower	
   self-­‐esteem	
   and	
  

higher	
  levels	
  of	
  suicidal	
  ideation.	
  Poor	
  self-­‐concept	
  and	
  self-­‐esteem	
  have	
  been	
  linked	
  

with	
   increased	
   sexual	
   risk	
   behaviors	
   and	
   apathy	
   towards	
   engaging	
   in	
   sexually	
  

protective	
  behaviors	
  (Bandura	
  1994,	
  Kang	
  et	
  al.	
  2004).	
  	
  

	
  

Discrimination	
  and	
  violence	
  are	
   crucial	
   contributors	
   to	
  minority	
   stress	
  because	
  of	
  

their	
   meaning	
   within	
   the	
   framework	
   of	
   societal	
   heterosexism	
   and	
   minority	
  

oppression	
   (Meyer	
   2003).	
   Prejudicial	
   events	
   are	
   powerful	
   contributors	
   to	
   the	
  

minority	
   stress	
   that	
   Black	
  MSM	
   experience,	
  more	
   so	
   because	
   of	
   the	
   deep	
   cultural	
  

meanings	
   attached,	
   rather	
   than	
   to	
   the	
   consequences	
   of	
   the	
   events	
   themselves	
  

(Brooks	
   1981).	
   For	
   example,	
   a	
   seemingly	
   minor	
   event,	
   such	
   as	
   a	
   racial	
   or	
  

homophobic	
   slur	
  directed	
   at	
   a	
  Black	
  man	
  may	
   evoke	
  deep	
   feelings	
   of	
   rejection	
  or	
  

fear	
  of	
  potential	
  violence	
  disproportionate	
  to	
  the	
  event	
  that	
  gave	
  rise	
  to	
  the	
  feelings.	
  

Studies	
   describing	
   the	
   level	
   to	
  which	
   African	
   Americans	
  with	
   same-­‐sex	
   behaviors	
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face	
  greater	
  prejudice	
  and	
  discrimination	
  than	
  Caucasian	
  with	
  same-­‐sex	
  behaviors	
  

have	
   shown	
  mixed	
   results.	
   For	
   example,	
   one	
   large	
  multisite	
   longitudinal	
   study	
   of	
  

cardiovascular	
  risk	
  factors	
  found	
  that	
  higher	
  numbers	
  of	
  Caucasian	
  MSM	
  than	
  ethnic	
  

MSM	
   reported	
   homophobic	
   discrimination	
   (Krieger	
   &	
   Sidney	
   1997),	
   while	
   a	
  

different	
   study	
   of	
   144	
  HIV+	
   gay	
  men	
   living	
   in	
  New	
  York	
   City	
   reported	
   that	
   Black	
  

MSM	
  experienced	
  more	
  gay-­‐related	
  minority	
  stressors	
  than	
  Caucasian	
  men	
  (Siegel	
  

&	
   Epstein	
   1996).	
   More	
   generally,	
   experiences	
   of	
   discrimination	
   can	
   directly	
   and	
  

indirectly	
  result	
  in	
  men	
  engaging	
  in	
  sexual	
  risk	
  behaviors.	
  Directly,	
  Black	
  MSM	
  may	
  

attempt	
   to	
   ward	
   off	
   discrimination	
   by	
   concealing	
   same	
   sex	
   behaviors;	
   indirectly,	
  

discrimination	
  can	
  lead	
  to	
  increased	
  alcohol	
  and/or	
  drug	
  use,	
  multiple	
  partners,	
  and	
  

reduced	
   self-­‐efficacy	
   to	
   practice	
   safe	
   sex.	
   	
   In	
   addition	
   to	
   sexuality-­‐related	
  

discrimination,	
  the	
  racially	
  motivated	
  discrimination	
  that	
  Black	
  MSM	
  face	
  in	
  the	
  gay	
  

community	
   may	
   render	
   them	
   less	
   able	
   to	
   negotiate	
   condom	
   use	
   with	
   non-­‐Black	
  

sexual	
  partners,	
  or	
  may	
  lead	
  Black	
  MSM	
  to	
  believe	
  that	
  insistence	
  on	
  safer	
  sex	
  may	
  

greatly	
  limit	
  the	
  number	
  of	
  interested	
  sexual	
  partners.	
  This	
  may	
  be	
  a	
  consequence	
  of	
  

White	
  MSM	
  not	
  being	
  sexually	
  or	
  physically	
  attracted	
  to	
  Black	
  men,	
  or	
  as	
  a	
  result	
  of	
  

condom	
  use	
  interfering	
  with	
  racially-­‐motivated	
  fetishes	
  with	
  Black	
  men’s	
  penis	
  size	
  

or	
  fantasies	
  of	
  Black	
  men’s	
  sexual	
  prowess	
  (Denizet-­‐Lewis	
  2003,	
  Dyson	
  2001).	
  Thus,	
  

when	
   discrimination	
   is	
   considered	
   within	
   a	
   framework	
   of	
   risk	
   that	
   includes	
  

internalized	
  homophobia	
  and	
  perceived	
  stigma,	
  it	
  becomes	
  reasonable	
  to	
  speculate	
  

on	
  the	
  considerable	
  far-­‐reaching	
  interactive	
  effects	
  that	
  these	
  stressors	
  may	
  have	
  on	
  

sexual	
  risk	
  behaviors.	
  	
  	
  

	
  

2.5	
  Resiliency	
  Models	
  	
  
	
  

What	
   explains	
   how	
   some	
   individuals	
   experience	
   long-­‐term	
   negative	
   outcomes	
  

under	
   adverse	
   circumstances	
   while	
   others	
   are	
   protected	
   against	
   these	
   outcomes	
  

under	
   similar	
   circumstances?	
   	
   Literature	
   suggests	
   that	
   a	
   range	
   of	
   factors	
   can	
   act	
  

synergistically	
   to	
   buffer	
   an	
   individual’s	
   vulnerability	
   to	
   poor	
   outcomes;	
   this	
   may	
  

include	
  the	
  resiliency	
  and	
  coping	
  ability	
  of	
  the	
  individual,	
  as	
  well	
  as	
  the	
  existence	
  of	
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protective	
  factors	
  in	
  the	
  individual’s	
  life	
  such	
  as	
  a	
  strong	
  support	
  network	
  (Masten	
  

2001).	
  For	
  example,	
  consider	
  the	
  hypothetical	
  situation	
  of	
  an	
  individual	
  Black	
  MSM	
  

whose	
   lifetime	
   experiences	
   are	
   characterized	
   by	
   poverty	
   and	
   childhood	
   sexual	
  

abuse—factors	
   known	
   to	
   increase	
   likelihood	
   of	
   poor	
   health	
   outcomes	
   (Masten	
  

2001).	
   	
   Despite	
   these	
   adverse	
   circumstances,	
   if	
   he	
   has	
   a	
   strong	
   family	
   and	
   friend	
  

support	
  network	
  and	
  felt	
  loved	
  throughout	
  his	
  childhood,	
  he	
  may	
  be	
  more	
  likely	
  to	
  

be	
   protected	
   against	
   the	
   negative	
   outcomes	
   predicted	
   by	
   his	
   circumstances.	
  

Similarly,	
  if	
  that	
  same	
  individual	
  has	
  a	
  weak	
  support	
  network,	
  and	
  conceals	
  his	
  same	
  

sex	
   behaviors	
   for	
   fear	
   of	
   rejection,	
   he	
   may	
   be	
   more	
   likely	
   to	
   succumb	
   to	
   poor	
  

outcomes	
  such	
  as	
  engaging	
   in	
  unprotected	
  sex,	
  and	
  becoming	
  dependent	
  on	
  drugs	
  

and/or	
   alcohol.	
  While	
  many	
   studies	
   have	
   focused	
   on	
  MSM’s	
   vulnerability	
   to	
   poor	
  

outcomes,	
   relatively	
   few	
  have	
  examined	
   sources	
  of	
   resilience	
   for	
  men	
   in	
  high-­‐risk	
  

situations	
  (Stall	
  et	
  al.	
  2008).	
  

	
  

In	
  developmental	
  psychology,	
  resilience	
  describes	
  the	
  attainment	
  of	
  competence	
  or	
  

positive	
  developmental	
  outcomes	
  under	
  adverse	
  conditions	
   that	
  may	
  challenge	
  an	
  

individual’s	
  adaptation.	
  In	
  other	
  words,	
  resilience	
  refers	
  to	
  the	
  ability	
  and	
  action	
  of	
  

individuals	
   experiencing	
   positive	
   outcomes	
   despite	
   serious	
   challenges	
   to	
   their	
  

adaptation	
  or	
  development	
  (Masten	
  2001,	
  Masten	
  &	
  Coatsworth	
  1998).	
  In	
  general,	
  

the	
  study	
  of	
  resilience	
  is	
  an	
  important	
  theoretical	
  construct	
  that	
  has	
  been	
  narrowly	
  

defined	
  through	
  rigorous	
  scientific	
  testing	
  and	
  statistical	
  modeling;	
  however,	
  for	
  the	
  

purposes	
   of	
   this	
   thesis,	
   resilience	
   has	
   been	
   conceptualized	
  more	
   broadly—in	
   line	
  

with	
  Rutter’s	
  work	
  on	
  resilience	
  (1987)—and	
  is	
  defined	
  as	
  the	
  ability	
  of	
  individuals	
  

to	
   overcome	
   challenging	
   circumstances,	
   as	
   well	
   as	
   an	
   understanding	
   of	
   the	
  

mechanisms	
  by	
  which	
  individuals	
  are	
  able	
  to	
  overcome	
  these	
  challenges.	
  	
  Generally,	
  

these	
   challenges	
   have	
   been	
   shown	
   to	
   interfere	
   with	
   an	
   individual’s	
   normal	
  

emotional,	
  mental,	
  or	
  physical	
  development	
  and	
  demonstrated	
  to	
  be	
  associated	
  with	
  

higher	
  probability	
  of	
  a	
  ‘bad’	
  outcome.	
  For	
  example,	
  both,	
  low	
  socioeconomic	
  status	
  

and	
  exposure	
  to	
  violence	
  are	
  well-­‐established	
  predictors	
  of	
  poor	
  outcomes,	
  through	
  

either	
  the	
  development	
  of	
  specific	
  problems	
  or	
  a	
  broad	
  range	
  of	
  problems	
  (Kraemer	
  

et	
   al.	
   1997,	
  Masten	
  &	
  Garmezy	
  1985,	
  Masten	
  &	
  Wright	
  1998).	
   Individuals	
  who	
  do	
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experience	
  lifetime	
  difficulties	
  often	
  experience	
  multiple,	
  concurrent	
  challenges	
  that	
  

are	
  syndemic	
  in	
  nature,	
  and	
  the	
  culmination	
  of	
  these	
  risks	
  are	
  strongly	
  associated	
  to	
  

rising	
   risk	
   for	
   negative	
  health-­‐related	
  outcomes;	
   however	
   the	
   occurrence	
   of	
   these	
  

outcomes	
  does	
  not	
  make	
  poor	
  outcomes	
  inevitable	
  (Masten	
  2001).	
  	
  Meyer	
  suggests	
  

that	
   ‘minority	
  coping’	
  may	
  most	
  readily	
  explain	
  the	
  disparity	
  of	
  outcomes	
  between	
  

individuals	
  who	
  experience	
  minority	
  stress.	
  Researchers	
  have	
  agreed	
  that	
  positive	
  

coping	
   is	
   common	
   and	
   beneficial	
   among	
   minority	
   group	
   members	
   (Clark	
   et	
   al.	
  

1999);	
   for	
   example,	
   by	
   actively	
   coping	
   with	
   stigmatization,	
   a	
   minority	
   group	
  

member	
   may	
   be	
   protected	
   against	
   its	
   consequences	
   (Garnets	
   et	
   al.	
   1990,	
   Meyer	
  

1995,	
  Meyer	
  2003).	
  This	
   is	
   in	
  keeping	
  with	
   the	
  minority	
   stress	
   framework,	
  which	
  

assumes	
   within-­‐group	
   variation	
   in	
   experiences	
   and	
   effect	
   of	
   minority	
   stressors.	
  

Coping	
  by	
  minority	
  group	
  members	
  may	
  help	
  stave	
  off	
  poor	
  outcomes	
  by	
  providing	
  

opportunities	
   for	
   social	
   support,	
   by	
   affirming	
   and	
   validating	
   minority	
   group	
  

members’	
  culture	
  and	
  values,	
  and	
  by	
  allowing	
  minority	
  group	
  members	
  to	
  reassess	
  

and	
   diminish	
   the	
   stigmatizing	
   beliefs	
   held	
   by	
   the	
   dominant	
   culture	
   (Garnets	
   &	
  

Kimmel	
  1991,	
  Shade	
  1990).	
  	
  

	
  

It	
  is	
  important	
  to	
  note	
  that	
  the	
  processes	
  that	
  facilitate	
  minority	
  coping	
  are	
  thought	
  

to	
  operate	
  at	
  the	
  population/group	
  level,	
  not	
  the	
  individual	
   level.	
  At	
  the	
  individual	
  

level,	
   minority	
   group	
   members	
   may	
   vary	
   in	
   the	
   extent	
   to	
   which	
   they	
   employ	
  

minority	
  coping,	
  but	
  the	
  viable	
  coping	
  options	
  available	
  to	
  them	
  are	
  predetermined	
  

at	
   the	
   community	
   level	
   (Meyer	
   1995).	
   While	
   available	
   to	
   all	
   minority	
   group	
  

members,	
  the	
  beneficial	
  effects	
  of	
  group-­‐level	
  resources	
  are	
  present	
  when	
  accessed	
  

and	
   used	
   by	
   individuals;	
   the	
   ease	
   of	
   access	
   and	
   use	
   of	
   which	
   are	
   determined	
   by	
  

multiple	
  factors.	
  	
  Group-­‐level	
  resources	
  shape	
  the	
  extent	
  of	
  individual	
  coping	
  efforts	
  

such	
   that,	
   in	
   the	
   absence	
  of	
   these	
   resources,	
   even	
   the	
  most	
   resourceful	
   individual	
  

will	
   have	
   deficient	
   coping.	
   Individual-­‐level	
   resources	
   such	
   as	
   personal	
   coping	
  

mechanisms	
  (e.g.	
  personality),	
  resilience,	
  and	
  hardiness	
  are	
  subject	
  to	
  within-­‐group	
  

variability,	
  whereas	
  group-­‐level	
  resources	
  such	
  as	
  Black	
  churches	
  or	
  connectedness	
  

to	
   the	
   gay	
   community	
   are	
   ostensibly	
   available	
   to	
   all	
   minority	
   group	
   members,	
  

including	
   Black	
  MSM	
   (Branscombe	
  &	
   Ellemers	
   1998,	
  Meyer	
   1993).	
   Consequently,	
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minority	
   coping	
   can	
   be	
   conceptualized	
   as	
   a	
   group-­‐level	
   construct,	
   related	
   to	
   the	
  

minority	
   group’s	
   ability	
   to	
   mobilize	
   self-­‐enhancing	
   structures	
   to	
   neutralize	
   the	
  

effects	
   of	
  minority	
   stress.	
   This	
   conceptualization	
   of	
  minority	
   stress	
   prioritizes	
   the	
  

“degree	
  to	
  which	
  minority	
  members	
  may	
  be	
  able	
  to	
  adopt	
  some	
  of	
  the	
  group’s	
  self-­‐

enhancing	
   attitudes,	
   values,	
   and	
   structures	
   rather	
   than	
   the	
   degree	
   to	
   which	
  

individuals	
   vary	
   in	
   their	
   personal	
   coping	
   abilities”	
   (Meyer	
   2003,	
   pg.	
   7).	
   This	
  

understanding	
   of	
   minority	
   stress	
   reveals	
   how	
   an	
   individual	
   may	
   have	
   strong	
  

personal	
  coping	
  resources,	
  but	
   lack	
  minority-­‐coping	
  resources.	
  For	
  example,	
  a	
  gay	
  

student	
  at	
   a	
   conservative	
  Historically	
  Black	
  College	
  or	
  University	
   that	
  discourages	
  

group	
   affiliations	
   to	
   LGBT	
   organizations	
   or	
   personal	
   affiliations	
   with	
   other	
   gay	
  

students,	
  may	
  be	
  unable	
  to	
  access	
  and	
  use	
  group-­‐level	
  resources,	
  and	
  therefore	
  be	
  

vulnerable	
  to	
  the	
  poor	
  health	
  outcomes	
  associated	
  with	
  minority	
  stress	
  irrespective	
  

of	
   his	
   personal	
   coping	
   abilities.	
   Importantly,	
   minority	
   coping	
   is	
   not	
   always	
  

beneficial.	
   For	
   example,	
   concealing	
   one’s	
   same-­‐sex	
   behaviors	
   or	
   drug	
   use	
   are	
  

common	
   ways	
   of	
   coping,	
   but	
   both	
   have	
   been	
   shown	
   to	
   have	
   detrimental	
   health	
  

effects	
   (Cole	
   et	
   al.	
   1996a,	
   1996b,	
   Cole	
   2006,	
   Operario	
   et	
   al.	
   2008,	
   Weinberg	
   &	
  

Williams	
  1974).	
  

	
  

Group-­‐level	
  sociostructural	
   factors	
  can	
   lead	
  to	
  positive	
  mental	
  and	
  physical	
  health	
  

outcomes	
  (Jones	
  et	
  al	
  1984,	
  Meyer	
  2003),	
  such	
  as	
  allowing	
  men	
  to	
  develop	
  a	
  sense	
  

of	
   belonging	
   and	
   community.	
   Thus,	
  while	
   being	
   a	
  member	
   of	
   a	
  minority	
   group	
   is	
  

associated	
   with	
   minority	
   stress,	
   it	
   is	
   also	
   associated	
   with	
   important	
   resources	
  

related	
   to	
   the	
   population	
   such	
   as	
   group	
   solidarity	
   and	
   cohesiveness	
   which	
   help	
  

protect	
  minority	
  group	
  members	
  from	
  the	
  ill	
  effects	
  of	
  minority	
  stress	
  and	
  can	
  lead	
  

to	
  improved	
  sexual-­‐behavior	
  decision	
  making	
  (Branscombe	
  et	
  al.	
  1999,	
  Clark	
  et	
  al.	
  

1999,	
  Crocker	
  &	
  Major	
  1989,	
  Kessler	
  et	
   al.	
   1985,	
  Miller	
  &	
  Major	
  2000,	
  Postmes	
  &	
  

Branscombe	
  2002,	
  Shade	
  1990).	
  However,	
  differences	
  in	
  group	
  characteristics	
  and	
  

peer	
   pressure	
   can	
   also	
   lead	
   to	
   worse	
   sexual-­‐behavior	
   decision	
   making.	
   Minority	
  

group	
  members	
  with	
   a	
   strong	
   sense	
   of	
   community	
   cohesiveness	
   tend	
   to	
   evaluate	
  

themselves	
   in	
  comparison	
  with	
  other	
  group	
  members	
  rather	
   than	
  members	
  of	
   the	
  

dominant	
  group,	
  and	
   it	
  may	
  also	
  allow	
  minority	
  group	
  members	
  to	
  reappraise	
   the	
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source	
   of	
   stress	
   and	
   in	
   the	
   process	
   lessen	
   its	
   negative	
   effects.	
   Branscombe	
   and	
  

colleagues	
   (1999)	
   found	
   that	
   while	
   Black	
   participants’	
   experiences	
   of	
   prejudice	
  

were	
   related	
   to	
   negative	
  well-­‐being,	
   they	
  were	
   also	
   related	
   to	
   positive	
  well-­‐being	
  

through	
  its	
  facilitation	
  of	
  enhanced	
  in-­‐group	
  identity.	
  Living	
  in	
  a	
  racially	
  segregated	
  

environment	
   has	
   been	
   shown	
   to	
   negatively	
   impact	
   physical	
   health	
   (Williams	
   &	
  

Collins	
   2001)	
   but	
   enhance	
   within-­‐group	
   acceptance	
   and	
   contribute	
   to	
   greater	
  

overall	
  well-­‐being	
  and	
   life	
  satisfaction	
  (Branscombe	
  &	
  Wann	
  2002).	
   In	
  addition	
   to	
  

coping	
   with	
   racial	
   minority	
   status,	
   studies	
   have	
   demonstrated	
   the	
   importance	
   of	
  

coping	
   with	
   stigma	
   associated	
   with	
   being	
   a	
   sexual	
   minority.	
   Morris	
   et	
   al.	
   (2001)	
  

reported	
   that	
   coming	
   out	
   as	
   gay,	
   lesbian,	
   or	
   bisexual	
   allowed	
   individuals	
   to	
   cope	
  

with	
   and	
   overcome	
   the	
   negative	
   effects	
   of	
   stress,	
   demonstrating	
   that	
   stress	
   and	
  

resilience	
   interact	
   in	
   predicting	
   mental	
   health	
   wellbeing.	
   Garnets	
   et	
   al.	
   (1990)	
  

suggested	
   that	
   while	
   antigay	
   violence	
   can	
   have	
   potentially	
   significant	
   negative	
  

mental	
  health	
  outcomes,	
   it	
  also	
  presents	
   the	
  opportunity	
   for	
  growth.	
   In	
  a	
  study	
  of	
  

gay	
  men,	
  self-­‐acceptance	
  of	
  gay	
   identity	
  and	
   family	
  discussion	
  about	
  AIDS	
  showed	
  

strong	
  positive	
  relationships	
  with	
  measures	
  of	
  support	
  (Kertzner	
  2001).	
  	
  Moreover,	
  

a	
   study	
   of	
   sexual	
   minority	
   adolescents	
   found	
   that	
   self-­‐acceptance	
   and	
   family	
  

support	
   ameliorated	
   the	
   poor	
   outcomes	
   associated	
   with	
   homophobic	
   abuse	
  

(Hershberger	
  &	
  D’Augelli	
  1995).	
  Thus,	
  members	
  of	
  sexual	
  minorities	
  offset	
  minority	
  

stress	
  by	
  creating	
  alternate	
  structures	
  and	
  values	
  that	
  enhance	
  their	
  group.	
  	
  	
  

	
  

It	
   is	
   important	
   to	
   note	
   that	
   limited	
   research	
   has	
   explored	
   the	
   minority	
   stress	
  

experienced	
  by	
  Black	
  MSM	
  and	
  the	
  resiliency	
  methods	
  employed	
  by	
  this	
  population.	
  

Occupying	
   dual	
   minority	
   status	
   leaves	
   Black	
   men	
   vulnerable	
   to	
   two	
   sources	
   of	
  

minority	
  stress,	
  and	
  the	
  dearth	
  of	
  research	
  into	
  both	
  minority	
  stress	
  and	
  resilience	
  

in	
   these	
   men	
   may	
   hinder	
   the	
   usefulness	
   of	
   HIV	
   prevention	
   strategies	
   for	
   this	
  

population.	
  Most	
  studies	
  focus	
  on	
  minority	
  stress	
  as	
  it	
  relates	
  to	
  either	
  sexuality	
  or	
  

race,	
  but	
   fail	
   to	
   fully	
  examine	
   the	
   intersection	
  of	
   these	
  variables	
  and	
   its	
   impact	
  on	
  

Black	
   MSM’s	
   sexual	
   risk	
   behaviors.	
   Indeed,	
   many	
   studies	
   of	
   sexuality-­‐related	
  

minority	
   stress	
   include	
   primarily	
   White	
   MSM	
   participants,	
   with	
   results	
   not	
  

generalizable	
  to	
  Black	
  MSM—the	
  ways	
  in	
  which	
  individuals	
  manage	
  stress,	
  and	
  the	
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resiliency	
   and	
   coping	
   tools	
   available	
   to	
  men	
  may	
  be	
   influenced	
  by	
   cultural	
   values	
  

and	
  norms.	
  	
  

	
  

2.6	
  Summary	
  
	
  

This	
   chapter	
  has	
  described	
   some	
  of	
   the	
  key	
   theories	
   to	
  understanding	
  HIV	
   risk	
   in	
  

general,	
  and	
  in	
  Black	
  men	
  specifically.	
  A	
  summary	
  and	
  critique	
  of	
  general	
  individual-­‐

level	
   theories	
   was	
   provided,	
   followed	
   by	
   multi-­‐level	
   frameworks	
   that	
   are	
  

appropriate	
  for	
  understanding	
  HIV	
  risk	
  in	
  vulnerable	
  populations	
  in	
  general	
  (Socio-­‐

epidemiological	
  Model	
  of	
  HIV	
  Risk,	
  Syndemic	
  Theory	
  of	
  Disease	
  Production,	
  and	
  Life	
  

Course	
  Approach),	
  as	
  well	
  as	
  in	
  Black	
  MSM	
  in	
  particular	
  (Minority	
  Stress).	
  Particular	
  

factors	
   that	
   have	
   been	
   theorized	
   to	
   contribute	
   to	
  HIV	
   risk	
   in	
  Black	
  MSM	
   included	
  

structural	
  factors	
  such	
  as	
  racism	
  and	
  educational	
  systems,	
  and	
  social	
  factors	
  such	
  as	
  

socioeconomic	
  power,	
  geographic	
  segregation,	
  poor	
  mental	
  health	
  and	
  self-­‐efficacy,	
  

internalized	
  homophobia	
  and	
  stigma.	
  

	
  

Based	
   on	
   this	
   theoretical	
   review,	
   this	
   thesis	
   will	
   describe	
   the	
   perceived	
   factors	
  

leading	
   Black	
   MSM	
   in	
   this	
   sample	
   to	
   engage	
   in	
   sexual	
   risk	
   behaviors,	
   and	
   the	
  

mechanisms	
  through	
  which	
  protective	
   factors	
  are	
  potentially	
  able	
  to	
  reduce	
  men’s	
  

participation	
  in	
  these	
  behaviors,	
  and	
  encourage	
  low	
  risk	
  behaviors.	
  	
  The	
  thesis	
  will	
  

focus	
   on	
   understanding	
   participants’	
   life	
   experiences	
   through	
   the	
   lens	
   of	
   these	
  

theories,	
  and	
  its	
   influence	
  on	
  the	
  actualization	
  of	
  high	
  risk	
  and	
   low	
  risk	
  behaviors.	
  	
  	
  

Appropriate	
   theory-­‐based	
   research	
   is	
   critical	
   to	
   the	
   development	
   of	
   effective	
  

interventions	
  targeted	
  to	
  Black	
  MSM.	
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CHAPTER	
  3:	
  STUDY	
  METHODOLOGY	
  

	
  

3.1	
  Research	
  Objectives	
  and	
  Questions	
  
	
  

This	
   study	
   explored	
   the	
   contextual	
   factors	
   leading	
   Black	
   MSM	
   to	
   engage	
   in	
   both	
  

sexually	
   risky	
   and	
   sexually	
   protective	
   behaviors.	
   	
   Based	
   on	
   the	
   comprehensive	
  

review	
   of	
   the	
   social	
   science,	
   behavioral	
   science,	
   and	
   epidemiological	
   literature	
   in	
  

this	
   area	
  and	
   the	
   identified	
  gaps	
   in	
  knowledge,	
   four	
  objectives	
  were	
   identified	
   for	
  

this	
  dissertation	
  research.	
  These	
  objectives	
  are:	
  	
  

	
  

Objectives:	
  

1. To	
   examine	
   perceptions	
   of	
   the	
   situational/episodic	
   circumstances	
   (e.g.	
   location,	
  

condom	
  availability,	
  alcohol	
  and/or	
  drug	
  use,	
  etc.)	
   that	
  characterize	
   the	
  context	
  of	
  

unprotected	
  sexual	
  episodes	
  versus	
  protected	
  sexual	
  episodes.	
  

2. To	
  examine	
  perceived	
  emotional/affective	
  states	
  associated	
  with	
  engaging	
  in	
  higher	
  

risk	
  behaviors	
  and	
  lower	
  risk	
  behaviors.	
  

3. To	
   examine	
   perceived	
   partner	
   dynamics	
   (e.g.	
   how	
   partners	
  meet;	
   communication	
  

between	
  partners,	
   etc.)	
   that	
   characterize	
   the	
  context	
  of	
  higher	
   risk	
  and	
   lower	
   risk	
  

sexual	
  episodes.	
  

4. To	
  examine	
  how	
  perceived	
  daily	
   life	
  stressors	
  (e.g.	
  housing,	
  employment,	
  violence,	
  

etc.)	
  influences	
  the	
  decision	
  to	
  engage	
  in	
  high	
  risk	
  behaviors	
  and	
  low	
  risk	
  behaviors.	
  

	
  

	
  

The	
   research	
   questions	
   guiding	
   this	
   thesis	
   were	
   derived	
   directly	
   from	
   gaps	
  

identified	
  in	
  the	
  review	
  of	
  the	
  literature.	
  	
  The	
  research	
  questions	
  are	
  as	
  follows:	
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1. How	
   do	
   participants	
   perceive	
   situational	
   characteristics	
   of	
   a	
   sexual	
   episode	
   to	
  

influence	
  sexual	
  risk	
  behaviors?	
  

a. What	
   situational	
   characteristics	
   preceding	
   sexual	
   intercourse	
   did	
  

participants	
  perceive	
  to	
  influence	
  their	
  high	
  risk	
  sexual	
  behaviors?	
  

b. What	
   situational	
   characteristics	
   preceding	
   sexual	
   intercourse	
   did	
  

participants	
  perceive	
  to	
  influence	
  their	
  low	
  risk	
  sexual	
  behaviors?	
  

2. How	
   do	
   participants	
   perceive	
   sexual	
   partner	
   dynamics	
   to	
   influence	
   sexual	
   risk	
  

behaviors?	
  

a. What	
  sexual	
  partner	
  dynamics	
  did	
  participants	
  perceive	
   to	
   influence	
  

participation	
  in	
  high	
  risk	
  sexual	
  behavior?	
  

b. What	
  sexual	
  partner	
  dynamics	
  did	
  participants	
  perceive	
   to	
   influence	
  

participation	
  in	
  low	
  risk	
  sexual	
  behaviors?	
  

3. How	
  do	
  participants	
  perceive	
  daily	
  life	
  stressors	
  to	
  influence	
  sexual	
  risk	
  behaviors?	
  

a. Which	
   daily	
   life	
   stressors	
   did	
   participants	
   perceive	
   to	
   lead	
   to	
   their	
  

participation	
  in	
  unprotected	
  behaviors?	
  

b. Which	
   daily	
   life	
   factors	
   did	
   participants	
   perceive	
   to	
   lead	
   to	
   their	
  

participation	
  in	
  protected	
  sexual	
  behaviors?	
  

	
  

3.2	
  Qualitative	
  methods	
  for	
  the	
  study	
  of	
  HIV	
  risk	
  among	
  Black	
  MSM	
  
	
  

Qualitative	
  methodology	
  serves	
  the	
  study	
  of	
  risk	
  and	
  protective	
  factors	
  well,	
  and	
  is	
  

particularly	
   well	
   suited	
   to	
   reveal	
   the	
   mechanisms	
   through	
   which	
   individuals	
   are	
  

placed	
   at	
   greater	
   or	
   reduced	
   risk	
   of	
   HIV.	
   	
   In	
   collaboration	
   with	
   quantitative	
  

techniques,	
   qualitative	
   methods	
   allow	
   the	
   researcher	
   to	
   uncover	
   risk	
   factors	
  

implicated	
   in	
   individuals’	
   lives,	
   and	
   fully	
   acknowledges	
   the	
   breadth	
   of	
   unique	
  

trajectories	
   of	
   risk	
   across	
   respondents’	
   lives.	
   	
   The	
   cultural	
   and	
   social	
   factors	
  

implicated	
  in	
  individuals’	
  sexual	
  behaviors	
  are	
  reflective	
  of	
  the	
  contextual	
  nature	
  of	
  

risk,	
  and	
  are	
  more	
  richly	
  captured	
  through	
  qualitative	
  methods	
  (Ungar	
  2003).	
  	
  

	
  



	
   72	
  

Qualitative	
  interviews	
  are	
  able	
  to	
  reveal	
  unnamed	
  processes.	
  As	
  is	
  the	
  nature	
  of	
  risk,	
  

the	
   ways	
   and	
   extent	
   to	
   which	
   an	
   individual	
   mobilizes	
   the	
   resources	
   available	
   to	
  

them	
   is	
   dependent	
   on	
   multiple	
   factors	
   and	
   unique	
   to	
   an	
   individual’s	
   personal	
  

situation;	
   qualitative	
   methods	
   are	
   better	
   able	
   to	
   capture	
   these	
   nuances	
   than	
  

quantitative	
  methods.	
  For	
  this	
  study,	
  qualitative	
  methods	
  also	
  allowed	
  for	
  a	
  directed	
  

focus	
  on	
  the	
  specific	
  context	
  of	
  HIV	
  risk	
  for	
  Black	
  MSM,	
  and	
  the	
  information	
  it	
  elicits	
  

strengthens	
   the	
   richness	
  of	
   the	
  understanding	
  of	
   that	
   concept.	
  That	
   is,	
   a	
  narrative	
  

approach	
  to	
  collecting	
  data	
  allowed	
  participants	
  to	
  fully	
  describe	
  their	
  own	
  personal	
  

context	
  of	
   risk,	
  and	
   in	
  doing	
  so	
  allows	
   for	
   the	
  appreciation	
  of	
   the	
   full	
   range	
  of	
   life	
  

course	
   factors	
   affecting	
   their	
   sexual	
  behaviors.	
  Narrative	
   approaches	
   are	
  uniquely	
  

able	
   to	
   give	
   power	
   to	
   the	
   ‘voices’	
   of	
   minority	
   group	
   members	
   in	
   ways	
   that	
  

quantitative	
  methods	
   are	
   unable.	
   It	
   provides	
   insight—in	
   a	
   person’s	
   own	
  words—

into	
  what	
  they	
  understand	
  their	
  own	
  personal	
  framework	
  for	
  HIV	
  risk	
  to	
  be,	
  as	
  well	
  

as	
  their	
  perceptions	
  of	
  what	
  constitutes	
  positive	
  outcomes.	
  This	
  in	
  turn	
  lends	
  itself	
  

to	
   greater	
   tolerance	
   of	
   Black	
   MSM’s	
   specific	
   constructions	
   of	
   risk	
   and	
   protective	
  

factors,	
  because	
  it	
  avoids	
  the	
  need	
  to	
  generalize	
  to	
  larger	
  populations	
  for	
  the	
  sake	
  of	
  

transferability	
  (Ungar	
  2003).	
  Indeed,	
  narratives	
  have	
  specifically	
  been	
  suggested	
  to	
  

have	
   the	
   “capacity	
   to	
   reveal	
   truths	
   about	
   the	
   social	
   world	
   that	
   are	
   flattened	
   or	
  

silenced	
  by…more	
  traditional	
  methods	
  of	
  social	
  science”	
  (Ewick	
  &	
  Silbey	
  1995,	
  pg.	
  

199),	
  Accordingly,	
  narratives	
  are	
  grounded	
  in	
  the	
  social	
  structures	
  experienced	
  by	
  

those	
   sharing	
   them,	
   and	
   represent	
   the	
  ways	
   in	
  which	
   individuals	
   conceive	
   of	
   and	
  

communicate	
   their	
   understanding	
   and	
   perspective	
   of	
   the	
   world	
   (Ewick	
   &	
   Silbey	
  

1995).	
  	
  

	
  

3.3	
  Research	
  Ethics	
  
	
  

Ethical	
   guidelines	
   for	
   this	
   study	
   were	
   informed	
   by	
   a	
   multitude	
   of	
   sources	
   on	
  

research	
   ethics,	
   qualitative	
   interviewing	
   methodologies,	
   and	
   practice	
   guidelines	
  

(Connelly	
   &	
   Clandinin	
   2006,	
   Patton	
   2002,	
   Strauss	
   &	
   Corbin	
   1998).	
   Literature	
  

reviewed	
  included	
  research	
  focused	
  on	
  Black	
  MSM	
  populations	
  and	
  HIV	
  risk	
  in	
  this	
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population,	
  as	
  well	
  as	
  the	
  lived	
  Black	
  experience	
  and	
  Black	
  sexuality.	
  The	
  study	
  was	
  

given	
  ethical	
  approval	
  by	
   the	
  Central	
  University	
  Research	
  Ethics	
  Committee	
  at	
   the	
  

University	
  of	
  Oxford	
  (ID:	
  SSD/CUREC2/08-­‐54)	
  and	
  the	
  Institutional	
  Review	
  Board	
  at	
  

Brown	
   University	
   (ID:	
   0907000012).	
   The	
   doctoral	
   candidate	
   received	
   extensive	
  

training	
  on	
  ethical	
  procedures	
  including	
  obtaining	
  informed	
  consent,	
  confidentiality,	
  

and	
   data	
   storage.	
   All	
   participants	
   were	
   provided	
   with	
   a	
   verbal	
   overview	
   of	
   the	
  

informed	
  consent	
  form	
  and	
  then	
  provided	
  with	
  a	
  written	
  copy	
  for	
  their	
  review	
  and	
  

signature.	
   All	
   study	
   personnel	
   were	
   required	
   to	
   complete	
   the	
   Brown	
   University	
  

Education	
   Program	
   in	
   the	
   Protection	
   of	
   Human	
   Research	
   Participants	
   prior	
   to	
  

interacting	
  with	
  participants	
  or	
  study	
  data.	
  	
  

	
  

This	
  research	
  presented	
  several	
  ethical	
  and	
  practical	
  challenges.	
  The	
  primary	
  ethical	
  

consideration	
  was	
  maintenance	
   of	
   confidentiality	
   and	
   privacy.	
   A	
   number	
   of	
   steps	
  

were	
  put	
  in	
  place	
  to	
  help	
  maintain	
  confidentiality:	
  participants	
  were	
  encouraged	
  not	
  

to	
  use	
  their	
  names	
  on	
  tape	
  or	
  to	
  use	
  a	
  pseudonym	
  instead;	
  all	
  data	
  collection	
  forms	
  

were	
   identified	
   by	
   unique	
   numeric	
   code;	
   and	
   participant	
   names	
   were	
   kept	
   on	
   a	
  

separate	
   roster,	
   which	
   was	
   stored	
   separately	
   from	
   the	
   data	
   collection	
   forms.	
  

Practical	
  challenges	
  included	
  stigma	
  associated	
  with	
  sexual	
  matters	
  and	
  HIV/AIDS;	
  

participants	
   need	
   for	
   privacy;	
   as	
   well	
   as	
   disclosure	
   of	
   psychological	
   problems	
  

including	
  suicidality	
  and	
  severe	
  depression	
  and	
  other	
  mental	
  health	
  issues	
  including	
  

bipolar	
   disorder	
   and	
   post-­‐traumatic	
   stress	
   disorder.	
   	
   Strategies	
   developed	
   to	
  

manage	
  these	
  challenges	
  are	
  described	
  later	
  (in	
  Section	
  3.9c.4).	
  Due	
  to	
  the	
  sensitive	
  

nature	
  of	
  this	
  study,	
  cases	
  of	
  physical,	
  sexual,	
  and	
  emotional	
  abuse	
  were	
  revealed,	
  in	
  

which	
   case	
   necessary	
   referrals	
   were	
   made.	
   In	
   addition,	
   when	
   appropriate,	
  

participants	
   were	
   provided	
   with	
   advice	
   regarding	
   issues	
   of	
   concern	
   including	
  

housing,	
  sexual	
  health	
  services,	
  and	
  local	
  community	
  social	
  services.	
  All	
  participants	
  

were	
  reimbursed	
  $50	
  for	
  their	
  time.	
  

	
  

3.4	
  Study	
  Site	
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Fieldwork	
   was	
   carried	
   out	
   in	
   Providence,	
   Rhode	
   Island,	
   USA,	
   the	
   smallest,	
   but	
  

second	
   most	
   densely	
   populated	
   state	
   in	
   the	
   United	
   States.	
   HIV/AIDS	
   poses	
   a	
  

significant	
   health	
   burden	
   on	
   Rhode	
   Island’s	
   Black	
   population	
  who	
   experience	
   the	
  

highest	
  rate	
  of	
  disease	
  in	
  the	
  State.	
  As	
  reported	
  by	
  the	
  Rhode	
  Island	
  Department	
  of	
  

Health	
  (2010),	
  while	
  comprising	
  5%	
  of	
  the	
  State	
  population,	
  they	
  account	
  for	
  25%	
  

of	
  all	
  AIDS	
  cases	
  and	
  in	
  2008	
  accounted	
  for	
  28%	
  of	
  all	
  newly	
  diagnosed	
  HIV	
  cases.	
  

Specifically,	
   Black	
  men	
   and	
  women	
   account	
   for	
   22%	
   and	
   39%	
   of	
   HIV	
   cases	
   from	
  

2004-­‐2008,	
  respectively.	
  MSM	
  are	
  the	
  highest	
  exposure	
  group;	
  Black	
  MSM	
  account	
  

for	
  16%	
  of	
  HIV-­‐infected	
  MSM	
  from	
  2000-­‐2008.	
  The	
  capital	
  city,	
  Providence,	
  serves	
  

as	
  the	
  focal	
  point	
  of	
  the	
  HIV/AIDS	
  epidemic	
  in	
  Rhode	
  Island,	
  with	
  85%	
  of	
  all	
  cases	
  

occurring	
   there.	
   In	
   addition	
   to	
   housing	
   the	
   majority	
   of	
   HIV/AIDS	
   cases,	
   sparse	
  

literature	
  on	
   the	
  dynamics	
  of	
  HIV	
   infection	
  amongst	
  Black	
  MSM	
   led	
   to	
  Providence	
  

being	
  identified	
  as	
  an	
  appropriate	
  study	
  site.	
  	
  

	
  

3.5	
  Recruitment	
  and	
  Sampling	
  Strategy	
  
	
  

Patton’s	
   purposeful	
   maximum	
   variation	
   sampling	
   approach,	
   most	
   often	
   used	
   in	
  

qualitative	
   studies,	
   was	
   deemed	
   appropriate	
   to	
   the	
   objectives	
   of	
   this	
   research	
  

(Patton	
   1987).	
   	
   Maximum	
   variation	
   sampling	
   allows	
   the	
   researcher	
   to	
   obtain	
  

information-­‐rich	
   cases,	
   from	
   which	
   one	
   can	
   gain	
   vast	
   amounts	
   of	
   knowledge	
  

regarding	
   issues	
   of	
   core	
   importance	
   to	
   the	
   purpose	
   of	
   the	
   evaluation,	
   instead	
   of	
  

gathering	
  small	
  amounts	
  of	
  information	
  from	
  a	
  large,	
  statistically	
  significant	
  sample.	
  

Maximum	
  variation	
  seeks	
  to	
  collect	
  a	
  sample	
  that	
  is	
  most	
  different	
  to	
  each	
  other	
  (i.e.	
  

sample	
   the	
   broadest	
   range	
   of	
   subjects),	
   thereby	
   making	
   the	
   sample	
   more	
  

representative	
   of	
   the	
   general	
   population	
   than	
   convenience	
   sampling;	
   this	
   is	
  

particularly	
   important	
   for	
  HIV/AIDS	
   research	
   in	
  Black	
   populations	
   (Patton	
  2002).	
  	
  

While	
  much	
   research	
   has	
   focused	
   on	
   the	
   need	
   to	
   tailor	
  HIV	
   prevention	
   programs	
  

and	
  services	
  to	
  this	
  community,	
  there	
  is	
  a	
  relative	
  dearth	
  of	
  HIV	
  research	
  focused	
  on	
  

the	
   diversity	
   of	
   risk	
   within	
   the	
   Black	
   community.	
   This	
   highlights	
   a	
   significant	
  

strength	
   of	
   this	
   study’s	
   methodology;	
   maximum	
   variation	
   allowed	
   for	
   the	
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recruitment	
  of	
  a	
  range	
  of	
  Black	
  MSM,	
  who	
  do	
  not	
  solely	
  represent	
  the	
  healthier	
  end	
  

of	
   the	
   continuum	
   of	
   the	
   population.	
   Accordingly,	
   this	
   study	
   attempts	
   to	
   capture	
  

members	
   that	
   span	
   the	
   community,	
   in	
   terms	
   of	
   income,	
   education,	
   occupation,	
  

family	
   structure,	
   etc.	
   This	
   includes	
   but	
   is	
   not	
   limited	
   to	
   the	
   unemployed,	
  working	
  

class,	
   professionals,	
   college	
   students,	
   socioeconomically	
   disadvantaged,	
   as	
  well	
   as	
  

those	
  formerly	
  incarcerated	
  and	
  individuals	
  living	
  with	
  mental	
  illness.	
  Recruitment	
  

aimed	
  for	
  a	
  sample	
  of	
  Black	
  MSM	
  who	
  may	
  also	
  have	
  sex	
  with	
  women)	
  with	
  a	
  range	
  

of	
   demographic	
   characteristics	
   such	
   as	
   age,	
   socioeconomic	
   status,	
   HIV	
   status,	
  

housing	
  and	
  employment	
  (in)stability,	
  as	
  well	
  as	
   life	
  experiences.	
  Recruitment	
  and	
  

data	
   analysis	
   occurred	
   concurrently,	
   allowing	
   the	
   researcher	
   to	
   gain	
   an	
   emerging	
  

understanding	
   of	
   participants’	
   experiences,	
   which	
   in	
   turn	
   informed	
   the	
   interview	
  

guide	
   and	
   the	
   sampling	
   process.	
   Sampling	
   continued	
   to	
   saturation,	
   which	
   occurs	
  

when	
  no	
  new	
  coding	
  categories	
  or	
  themes	
  emerge	
  from	
  the	
  data	
  (Kuzel	
  1999).	
  

	
  

As	
   per	
   the	
   theoretical	
   frameworks	
   underpinning	
   this	
   study,	
   different	
   life	
  

circumstances	
   and	
   sociodemographic	
   characteristics,	
   including	
   upbringing,	
  

education,	
  and	
  employment	
  shape	
  the	
  behaviors	
  individuals	
  engage	
  in	
  and	
  decisions	
  

made	
   regarding	
   partner	
   selection,	
   substance	
   use,	
   condom	
   use,	
   etc.	
   Moreover,	
   the	
  

sociostructural	
   factors	
   framing	
  the	
   lives	
  of	
  men	
  may	
  also	
  have	
  differential	
   impacts	
  

on	
   sexual	
   behaviors.	
   Differences	
   in	
   neighborhood	
   effects;	
   the	
   social	
   and	
   sexual	
  

networks	
   to	
   which	
   individuals	
   belong;	
   residential	
   segregation;	
   and	
   employment	
  

may	
   lead	
  to	
  vastly	
  different	
   life	
  outcomes	
   in	
   terms	
  of	
  emotional	
  wellbeing	
  and	
   life	
  

chances,	
   which	
   in	
   turn	
   can	
   influence	
   sexual	
   risk	
   behaviors.	
   	
   As	
   such,	
   the	
  

constellation	
  of	
  factors	
  leading	
  men	
  to	
  engage	
  in	
  unprotected	
  or	
  protected	
  sex	
  may	
  

be	
  different	
  in	
  a	
  college	
  educated	
  professional	
  compared	
  with	
  a	
  working-­‐class	
  high	
  

school	
  educated	
  individual.	
  	
  	
  

	
  

Participants	
   were	
   sampled	
   from	
   a	
   variety	
   of	
   sources.	
   Initially,	
   contact	
   was	
   made	
  

with	
  key	
  staff	
  from	
  local	
  community-­‐based	
  organizations	
  that	
  were	
  known	
  to	
  serve	
  

members	
  of	
   the	
  Black	
  community,	
   including	
  the	
  Urban	
  League	
  of	
  Rhode	
  Island,	
  an	
  

African	
   American	
   organization	
   focused	
   on	
   eliminating	
   racial,	
   economic	
   and	
   social	
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disparities	
   through	
   the	
   provision	
   of	
   social	
   services;	
   AIDS	
   Care	
   Ocean	
   State,	
   an	
  

organization	
   providing	
   testing/counseling,	
   housing	
   and	
   other	
   social	
   services	
   to	
  

those	
   living	
  with	
  HIV/AIDS;	
  Youth	
  Pride	
   Inc,	
   an	
  organization	
  dedicated	
   to	
   serving	
  

the	
  needs	
  of	
  LGBT	
  youth.	
  Staff	
   from	
  these	
  organizations	
  were	
  briefed	
  on	
  the	
  study	
  

objectives	
   and	
   methods	
   and	
   asked	
   to	
   refer	
   any	
   clients	
   they	
   believed	
   would	
   be	
  

eligible.	
  Posters	
  and	
  flyers	
  were	
  also	
  distributed	
  at	
  these	
  organizations.	
  	
  In	
  addition,	
  

recruitment	
   flyers	
  were	
   distributed	
   at	
   bars	
   and	
   clubs	
   identified	
   as	
   venues	
  where	
  

Black	
  MSM	
   frequent,	
   specifically	
   in	
  bathroom	
  stalls	
   and	
  parking	
   lots	
  around	
   these	
  

venues.	
   Patrons	
   were	
   also	
   approached	
   individually	
   and	
   provided	
   with	
   a	
   brief	
  

overview	
  of	
   the	
   study	
  and	
  given	
  a	
   contact	
   telephone	
  number	
   if	
   interested.	
  Due	
   to	
  

safety	
  concerns,	
  nighttime	
  street	
  outreach	
  was	
  not	
  conducted.	
  	
  	
  

	
  

Based	
   on	
   guidance	
   from	
   local	
   community-­‐based	
   organizations’	
   (CBO)	
   key	
  

informants,	
   study	
   information	
   was	
   also	
   disseminated	
   online	
   on	
   Craigslist’s	
  

volunteer	
   information	
   board,	
   as	
   well	
   as	
   same-­‐sex	
   internet	
   dating	
   websites	
   with	
  

substantial	
   Black	
   clientele,	
   including	
   Adam4Adam	
   (www.adam4adam.com),	
  

Manhunt	
   (www.manhunt.net),	
   and	
   BGCLive	
   (www.bgclive.com).	
   Client	
   profiles	
  

were	
   used	
   to	
   determine	
   preliminarily	
   eligibility.	
   Clients	
   were	
   electronically	
  

approached	
  if	
  they	
  identified	
  as	
  Black	
  or	
  African	
  American,	
  or	
  if	
  their	
  profile	
  picture	
  

made	
   their	
   race	
   evident.	
   Discreet	
   messages	
   briefly	
   describing	
   the	
   study	
   and	
  

outlining	
  eligibility	
  criteria	
  were	
  sent	
  to	
  those	
  who	
  were	
  online	
  at	
  the	
  same	
  time	
  as	
  

the	
   researcher.	
   	
   If	
   clients	
   responded	
   to	
   the	
   private	
   message,	
   further	
   information	
  

regarding	
   the	
   study	
   was	
   provided,	
   and	
   interview	
   appointments	
   were	
   scheduled	
  

with	
  those	
  who	
  agreed	
  to	
  participate.	
  	
  

	
  

In	
   addition,	
   recruitment	
   materials	
   were	
   distributed	
   to	
   subscribers	
   to	
   the	
   Brown	
  

University	
   and	
  Rhode	
   Island	
  LGBT	
   listservs,	
  which	
   are	
  mass	
   information	
   emailing	
  

lists	
   outlining	
   events	
   and	
   information	
   that	
   may	
   be	
   of	
   interest	
   to	
   the	
   LGBT	
  

community.	
  	
  Posters	
  were	
  also	
  distributed	
  in	
  two	
  Providence	
  bathhouses,	
  Megaplex	
  

and	
  Club	
  Providence.	
  As	
   females	
  were	
  not	
  permitted	
   to	
   enter	
   the	
  bathhouses,	
   the	
  

researcher	
  made	
  contact	
  with	
  staff	
  responsible	
  for	
  providing	
  HIV	
  testing	
  services	
  at	
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the	
  bathhouses;	
   these	
   staff	
  members	
  posted	
   study	
   flyers	
   in	
  permissible	
   areas	
   and	
  

referred	
  potentially	
  eligible	
  clients	
  to	
  the	
  study.	
  	
  	
  

	
  

	
  

	
  

Outreach	
  approach	
   Recruitment	
  Venue	
  
Community-­based	
  
organizations	
  and	
  
institutions	
  

Urban	
  League	
  Rhode	
  Island	
  
AIDS	
  Care	
  Ocean	
  State	
  
Youth	
  Pride	
  Inc	
  
The	
  Miriam	
  Hospital	
  
Rhode	
  Island	
  HIV	
  Community	
  Planning	
  Group	
  

MSM-­themed	
  spaces	
   Bars/Clubs:	
  Mirabar,	
  Club	
  Gallery,	
  Providence	
  Eagle,	
  
Gerardo’s	
  
Bathhouses:	
  Megaplex,	
  Club	
  Providence	
  
Coffee	
  shops	
  

Virtual/Electronic	
  media	
   Online	
  dating	
  websites:	
  Manhunt.com,	
  BGCLive.com,	
  
Adam4Adam.net	
  
	
  
Listserv:	
  Brown	
  University	
  Queer	
  Alliance,	
  The	
  Next	
  
Thing	
   listserv,	
   Brown	
   Ellipses,	
   Rhode	
   Island	
   LGBT	
  
News	
  
	
  

General	
  Public	
  Places	
   Restaurants	
  
School	
   campuses	
   (Brown	
   University,	
   Rhode	
   Island	
  
School	
   of	
   Design,	
   Johnson	
   &Wales,	
   and	
   Roger	
  
Williams	
  University)	
  	
  
Farmers	
  market	
  
Local	
  festivals	
  
Street	
  corners	
  

	
  

Table	
  3.1:	
  Participant	
  recruitment	
  venues.	
  

	
  

3.6	
  Challenges	
  to	
  recruitment	
  
	
  

In	
   the	
   early	
   stages	
   of	
   recruitment,	
   it	
   became	
   evident	
   that	
   recruiting	
   this	
   sample	
  

group,	
  both	
   in	
   terms	
  of	
   sample	
   size	
  and	
  diversity,	
  would	
  be	
  a	
   challenge.	
  Limits	
   to	
  

variation	
   in	
  the	
  sample	
  exist,	
  such	
  as	
  the	
   inclusion	
  of	
   fewer	
  older	
  participants	
  and	
  

eligibility	
   criteria	
   excluding	
   individuals	
   under	
   18	
   years	
   of	
   age.	
   Ethnic	
   minority	
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groups	
  in	
  the	
  United	
  States	
  have	
  been	
  shown	
  to	
  be	
  less	
  likely	
  to	
  participate	
  in	
  HIV	
  

studies	
   (Silvestre	
   et	
   al.	
   2006).	
   Studies	
   have	
   particularly	
   noted	
   the	
   challenges	
   in	
  

recruitment	
   of	
   African	
   Americans	
   into	
   HIV	
   prevention	
   research	
   (Freimuth	
   et	
   al.	
  

2001,	
   Sengupta	
   et	
   al.	
   2000).	
   A	
   major	
   obstacle	
   purported	
   to	
   contribute	
   to	
   low	
  

participation	
   is	
  African	
  American	
  distrust	
  of	
  government	
  officials	
  and	
  researchers.	
  

Thomas	
   and	
  Quinn	
   (1991)	
   argue	
   that	
   the	
  Tuskegee	
   Syphilis	
   study	
   fostered	
   a	
   long	
  

lasting	
  distrust	
  of	
  medical	
  officials	
  and	
  lent	
  credibility	
  to	
  the	
  belief	
  that	
  the	
  HIV	
  virus	
  

was	
   created	
   by	
   the	
   government	
   to	
   destroy	
   the	
   Black	
   community.	
   The	
   Tuskegee	
  

study,	
   a	
   clinical	
   study	
   conducted	
   from	
   1932-­‐1972	
   ostensibly	
   with	
   the	
   goal	
   of	
  

charting	
   the	
   course	
   of	
   untreated	
   syphilis	
   in	
   the	
   body,	
   created	
   such	
   distrust	
   as	
   a	
  

result	
   of	
   researchers	
   failing	
   to	
   provide	
   hundreds	
   of	
   disadvantaged	
   African	
  

Americans	
  with	
  penicillin	
  once	
  it	
  was	
  established	
  as	
  an	
  effective	
  cure	
  for	
  the	
  disease.	
  

Throughout	
  recruitment	
  for	
  this	
  study,	
  distrust	
  of	
  researchers	
  was	
  most	
  prominent	
  

in	
  older	
  populations;	
  younger	
  populations,	
  aged	
  18	
  to	
  26,	
  with	
  limited	
  memories	
  of	
  

the	
   Tuskegee	
   experiments,	
   displayed	
   little	
   apprehension.	
   	
   To	
   counteract	
   this	
  

distrust,	
   potential	
   participants	
   were	
   provided	
   with	
   detailed,	
   yet	
   relevant,	
  

information	
  about	
  the	
  nature	
  and	
  goals	
  of	
   the	
  study,	
   interviewer,	
   interview	
  venue,	
  

and	
   confidentiality.	
   The	
   interviewer/researcher’s	
   identification	
   as	
   an	
   African	
  

American	
  woman	
  may	
  have	
  mitigated	
  some	
  concern	
  about	
  distrust	
  of	
  outside	
   (i.e.	
  

Caucasian)	
  researchers.	
  	
  

	
  	
  

Another	
   important	
   barrier	
   to	
   recruitment	
   was	
   the	
   belief	
   that	
   discussions	
  

surrounding	
   sexual	
   matters	
   are	
   private.	
   Previous	
   studies	
   have	
   established	
   sexual	
  

secrecy	
   as	
   a	
   general	
  African	
  American	
   cultural	
   value	
   (Operario	
   et	
   al.	
   2008).	
  Great	
  

concerns	
  were	
  also	
  voiced	
  over	
  potential	
  loss	
  of	
  confidentiality	
  and	
  privacy.	
  Indeed,	
  

many	
  of	
  the	
  participants	
  who	
  were	
  ultimately	
  recruited	
  in	
  the	
  study	
  articulated	
  fear	
  

of	
   their	
   family	
   or	
   friends	
   discovering	
   their	
   HIV	
   status	
   or	
   secretive	
   same-­‐sex	
  

behaviors.	
  Prospective	
  participants	
  were	
  reassured	
  that	
  the	
  interviewer	
  understood	
  

their	
  concerns	
  about	
  discussing	
  sexual	
  matters,	
  and	
  they	
  would	
  not	
  have	
  to	
  divulge	
  

any	
  information	
  they	
  were	
  not	
  comfortable	
  doing	
  so.	
  Furthermore,	
  great	
  detail	
  was	
  

provided	
  regarding	
  procedures	
  in	
  place	
  to	
  protect	
  the	
  privacy	
  and	
  confidentiality	
  of	
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participants	
   involved	
   in	
   the	
   study.	
   Individuals	
   were	
   encouraged	
   to	
   share	
   their	
  

concerns	
   and	
   ask	
   any	
   questions	
   they	
   may	
   have;	
   each	
   of	
   their	
   concerns	
   were	
  

addressed	
  prior	
  to	
  beginning	
  the	
  interview.	
  	
  	
  

	
  

Direct	
   face-­‐to-­‐face	
   contact	
   may	
   have	
   also	
   served	
   as	
   a	
   barrier;	
   the	
   fact	
   that	
   this	
  

contact	
   was	
   by	
   a	
   female	
   may	
   have	
   heightened	
   this	
   barrier.	
   Furthermore,	
   the	
  

researcher	
   may	
   have	
   been	
   perceived	
   as	
   an	
   outsider	
   to	
   the	
   relative	
   small	
   ‘gay’	
  

community	
  and	
  consequently	
  caused	
  prospective	
  participants	
  to	
  be	
  skeptical	
  of	
  the	
  

researcher	
   thereby	
   lowering	
  their	
  willingness	
   to	
  participate	
   in	
   the	
  study.	
  Being	
  an	
  

outsider	
   to	
   the	
  city	
  of	
  Providence	
  may	
  have	
  also	
  acted	
  as	
  an	
  additional	
  barrier;	
   in	
  

particular,	
   the	
   researcher	
   having	
   limited	
   first-­‐hand	
   experience	
   of	
   specific	
  

neighborhoods	
   and	
   public	
   housing	
   projects,	
   state-­‐specific	
   social	
   services,	
   local	
  

gangs,	
   and	
   regional	
   slang.	
   To	
   address	
   these	
   challenges,	
   the	
   researcher	
   consulted	
  

with	
   key	
   staff	
   from	
   HIV/AIDS	
   and	
   Black	
   community-­‐based	
   organizations,	
   who	
  

shared	
  their	
  knowledge	
  of	
  the	
  nuances	
  and	
  ‘flavor’	
  of	
  Providence’s	
  Black	
  community	
  

and	
   neighborhoods,	
   and	
   helped	
   the	
   researcher	
   integrate	
   with	
   Providence’s	
   Black	
  

community.	
  

	
  	
  

3.7	
  Eligibility	
  criteria	
  
	
  

A	
  total	
  of	
  34	
  participants	
  were	
  recruited	
  into	
  this	
  study.	
  The	
  eligibility	
  criteria	
  are	
  as	
  

outlined	
  below:	
  

	
  

Inclusion	
  criteria:	
  

1.	
  18	
  years	
  of	
  age	
  or	
  older	
  

2.	
  Self-­‐identify	
  as	
  Black	
  or	
  African	
  American	
  	
  

3.	
  Engaged	
  in	
  unprotected	
  receptive	
  or	
  insertive	
  anal	
  sex	
  with	
  a	
  man	
  within	
  the	
  past	
  

12	
  months	
  AND	
  

4.	
  Engaged	
  in	
  protected	
  receptive	
  or	
   insertive	
  anal	
  sex	
  with	
  a	
  man	
  within	
  the	
  past	
  

12	
  months	
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Table	
  3.2:	
  Study	
  inclusion	
  criteria.	
  

	
  

HIV	
   status	
   was	
   not	
   used	
   as	
   an	
   exclusion	
   criterion.	
   Men	
   were	
   excluded	
   from	
   this	
  

study	
  if	
  they	
  had	
  not	
  engaged	
  in	
  unprotected	
  or	
  protected	
  anal	
  sex	
  within	
  the	
  past	
  

12	
  months.	
  	
  

	
  

3.8	
  Sample	
  Group	
  
	
  

This	
  study	
  sampled	
  a	
  diverse	
  range	
  of	
  participants	
  (see	
  Table	
  3.3).	
  Participants	
  were	
  

aged	
  18-­‐51	
  years.	
  Highest	
  educational	
  attainment	
  also	
  varied;	
  7	
  	
  participants	
  did	
  not	
  

complete	
   highschool,	
   1	
   participant	
   was	
   currently	
   enrolled	
   in	
   highschool,	
   6	
  

participants	
   had	
   completed	
   highschool,	
   and	
   4	
   participants	
   earned	
   their	
   General	
  

Equivalency	
  Diploma	
  (GED).	
  Approximately	
  one-­‐fifth	
  of	
  participants	
  were	
  enrolled	
  

in	
   college	
   at	
   the	
   time	
   of	
   interview	
   (n=7),	
   five	
   participants	
   had	
   completed	
   some	
  

college	
  but	
  did	
  not	
  graduate,	
  3	
  participants	
  had	
  completed	
  college,	
  and	
  1	
  participant	
  

was	
  enrolled	
  in	
  a	
  graduate	
  level	
  degree	
  .	
  

	
  

This	
  study	
  included	
  both	
  men	
  who	
  have	
  sex	
  with	
  men	
  and	
  men	
  who	
  have	
  sex	
  with	
  

men	
  and	
  women.	
  At	
  the	
  time	
  of	
  interview,	
  24	
  participants	
  slept	
  only	
  with	
  men,	
  while	
  

10	
   participants	
   had	
   sex	
   with	
   both	
   men	
   and	
   women.	
   Seven	
   participants	
   were	
  

diagnosed	
  as	
  HIV+.	
  Fifteen	
  participants	
  had	
  previously	
  engaged	
  in	
  sex	
  work	
  or	
  were	
  

participating	
  in	
  sex	
  work	
  at	
  the	
  time	
  of	
  interview.	
  The	
  majority	
  of	
  participants	
  were	
  

unemployed	
   (n=19);	
   however,	
   of	
   the	
   15	
   individuals	
   employed,	
   7	
   stated	
   that	
   they	
  

were	
  not	
  earning	
  enough	
  to	
  meet	
  daily	
  living	
  requirements.	
  Of	
  those	
  included	
  in	
  this	
  

study,	
  12	
  had	
  a	
  history	
  of	
  juvenile	
  and/or	
  adult	
  incarceration.	
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Descriptive	
  Variable	
   Frequency	
  (n)	
  
Sexual	
  Self	
  Identification	
  
	
  	
  	
  	
  	
  	
  	
  Gay	
  
	
  	
  	
  	
  	
  	
  	
  Bisexual	
  
	
  	
  	
  	
  	
  	
  	
  Heterosexual	
  
	
  	
  	
  	
  	
  	
  	
  Multiple	
  Categories	
  
	
  	
  	
  	
  	
  	
  	
  Transsexual	
  
	
  	
  	
  	
  	
  	
  	
  Prefer	
  to	
  not	
  categorize	
  

	
  
20	
  
6	
  
0	
  
2	
  
4	
  
2	
  

Sexual	
  Partners	
  
	
  	
  	
  	
  	
  	
  	
  Sex	
  with	
  men	
  only	
  
	
  	
  	
  	
  	
  	
  	
  Sex	
  with	
  men	
  and	
  women	
  

	
  
24	
  
10	
  

Highest	
  Education	
  Completed	
  
	
  	
  	
  	
  	
  	
  	
  Did	
  not	
  complete	
  high	
  school	
  
	
  	
  	
  	
  	
  	
  	
  In	
  high	
  school	
  
	
  	
  	
  	
  	
  	
  	
  Completed	
  high	
  school	
  
	
  	
  	
  	
  	
  	
  	
  Earned	
  GED	
  
	
  	
  	
  	
  	
  	
  	
  In	
  college	
  
	
  	
  	
  	
  	
  	
  	
  Some	
  college	
  
	
  	
  	
  	
  	
  	
  	
  Completed	
  College	
  
	
  	
  	
  	
  	
  	
  	
  Graduate/Professional	
  studies	
  

	
  
7	
  
1	
  
6	
  
4	
  
7	
  
5	
  
3	
  
1	
  

Employment	
  
	
  	
  	
  	
  	
  	
  	
  Unemployed	
  
	
  	
  	
  	
  	
  	
  	
  Employed	
  

	
  
19	
  
15	
  

History	
  of	
  Incarceration	
  
	
  	
  	
  	
  	
  	
  	
  No	
  previous	
  incarceration	
  
	
  	
  	
  	
  	
  	
  	
  Previous	
  juvenile/adult	
  	
  	
  	
  	
  
	
  	
  	
  	
  	
  	
  	
  Incarceration	
  

	
  
22	
  
12	
  

Sex	
  Work	
  
	
  	
  	
  	
  	
  	
  	
  No	
  previous	
  sex	
  work	
  
	
  	
  	
  	
  	
  	
  	
  Previous	
  or	
  current	
  sex	
  work	
  

	
  
19	
  
15	
  

Self-­‐	
  reported	
  HIV	
  Status	
  
	
  	
  	
  	
  	
  	
  	
  Positive	
   	
  
	
  	
  	
  	
  	
  	
  	
  Negative	
  

	
  
7	
  
27	
  

	
  
Table	
  3.3:	
  Descriptive	
  sociodemographic	
  variables	
  of	
  study	
  participants	
  (n=34).	
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3.9	
  Data	
  Collection	
  
	
  

3.9a	
  Interviewer	
  
	
  

One	
  interviewer	
  conducted	
  all	
  interviews.	
  She	
  completed	
  a	
  30	
  hour	
  intensive	
  initial	
  

training	
   on	
   qualitative	
   interviewing	
   techniques	
   including	
   interview	
   design,	
  

minimizing	
   bias,	
   addressing	
   sensitive	
   topics,	
   as	
  well	
   as	
   the	
   ethical	
   implications	
   of	
  

conducting	
   interviews	
   with	
   sensitive	
   and	
   confidential	
   subject	
   matter.	
   Ongoing	
  

training	
   and	
   consultations	
   were	
   held	
   with	
   a	
   licensed	
   clinical	
   psychologist,	
   who	
  

provided	
   basic	
   mental	
   health	
   and	
   debriefing	
   training,	
   as	
   well	
   as	
   guidance	
   on	
  

managing	
   distressed	
   participants	
   and	
   providing	
   participants	
   with	
   confidential	
  

referrals	
   to	
   any	
   health,	
   psychological,	
   and	
   substance	
   use	
   treatment	
   facilities,	
   or	
  

other	
   appropriate	
   social	
   services.	
   Consultations	
   were	
   also	
   held	
   with	
   staff	
   from	
  

various	
   community-­‐based	
   organizations	
  with	
   previous	
   experience	
   in	
   interviewing	
  

Black	
  MSM	
  at	
  risk	
  for	
  HIV	
  infection.	
  In	
  addition	
  to	
  this	
  training,	
  the	
  interviewer	
  has	
  

had	
   over	
   10	
   years	
   of	
   experience	
   in	
   the	
   field	
   of	
   HIV/AIDS	
   in	
   African,	
   African	
  

American,	
  Afro	
  Canadian,	
  and	
  Latino	
  populations.	
  She	
  has	
  worked	
  closely	
  with	
  many	
  

non-­‐profit	
   organizations	
   and	
   community-­‐based	
   organizations,	
   including	
   the	
   AIDS	
  

Committee	
   of	
   Toronto,	
   The	
   AIDS	
   Network,	
   Terence	
   Higgins	
   Trust,	
   Mekane	
   Hiwet	
  

Focus,	
  and	
  Harlem	
  United,	
  in	
  the	
  areas	
  of	
  prevention	
  education,	
  harm	
  reduction,	
  HIV	
  

testing	
  and	
  counseling,	
  and	
  life	
  skills	
  training.	
  	
  	
  	
  

	
  

3.9b	
  Interview	
  Process	
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All	
  interviews	
  were	
  digitally	
  recorded	
  and	
  took	
  place	
  in	
  a	
  private	
  conference	
  room	
  

in	
   the	
  Center	
   for	
  Alcohol	
  and	
  Addiction	
  Studies	
  at	
  Brown	
  University.	
   	
  To	
  maintain	
  

privacy	
   and	
   minimize	
   participant	
   interaction	
   with	
   other	
   researchers,	
   staff,	
   and	
  

students,	
  the	
  conference	
  room	
  was	
  purposefully	
  selected	
  to	
  be	
  near	
  an	
  exit	
  and	
  only	
  

the	
  interviewer	
  and	
  her	
  academic	
  supervisor	
  knew	
  of	
  the	
  exact	
  nature	
  of	
  the	
  study.	
  

Some	
  participants	
  did	
  express	
  discomfort	
  in	
  being	
  in	
  a	
  building	
  associated	
  with	
  the	
  

University,	
  and	
  this	
  may	
  have	
  contributed	
  to	
  guarded	
  narratives.	
  To	
  counteract	
  this	
  

discomfort,	
   participants	
   were	
   reassured	
   that	
   other	
   individuals	
   in	
   the	
   office	
   were	
  

unaware	
   that	
   this	
  was	
   a	
   study	
  of	
   the	
   sexual	
   behaviors	
  of	
  Black	
  MSM.	
  Participants	
  

were	
   provided	
   with	
   a	
   verbal	
   and	
   written	
   overview	
   of	
   the	
   study	
   and	
   informed	
  

consent	
  was	
  obtained.	
  See	
  Appendix	
  1	
  for	
  consent	
  form	
  approved	
  by	
  the	
  University	
  

of	
  Oxford’s	
   Central	
  University	
  Research	
  Ethics	
   Committee	
   and	
  Brown	
  University’s	
  

Internal	
  Review	
  Board.	
  

	
  

In	
  addition	
  to	
  discomfort	
  associated	
  with	
  the	
  interview	
  location,	
  	
  the	
  highly	
  sensitive	
  

nature	
   of	
   study	
   interviews	
   may	
   have	
   also	
   contributed	
   to	
   participant	
   discomfort;	
  

consequently,	
   every	
   effort	
   was	
   made	
   to	
   ensure	
   participant	
   comfort.	
   During	
  

eligibility	
  screening,	
  the	
  interviewer	
  informed	
  potential	
  participants	
  of	
  general	
  topic	
  

areas	
  to	
  be	
  covered,	
  the	
  interviewer’s	
  gender	
  (female),	
  and	
  that	
  interviews	
  would	
  be	
  

recorded,	
  at	
  which	
  point	
  they	
  were	
  able	
  to	
  decline	
  involvement	
  in	
  the	
  study.	
  Prior	
  to	
  

beginning	
  the	
  interview,	
  the	
  interviewer	
  again	
  described	
  the	
  points	
  of	
  discussion	
  to	
  

be	
   covered	
   and	
   assured	
   participants	
   that	
   everything	
   disclosed	
   would	
   remain	
  

confidential.	
  Participants	
  were	
  also	
  informed	
  that	
  they	
  were	
  not	
  obligated	
  to	
  answer	
  

any	
  questions	
   they	
   felt	
  uncomfortable	
  with	
  and	
  were	
  able	
   to	
  end	
   the	
   interview	
  at	
  

any	
   time	
   without	
   repercussions.	
   	
   The	
   interviewer	
   strove	
   to	
   be	
   relatable	
   to	
  

participants	
  and	
  used	
  humor	
  throughout	
  the	
  interview	
  to	
  reassure	
  participants	
  and	
  

make	
  them	
  feel	
  at	
  ease.	
  	
  

	
  

The	
   interview	
   guide	
   was	
   semi-­‐structured,	
   with	
   open-­‐ended	
   questions	
   to	
   guide	
  

participants	
   through	
   their	
   narrative.	
   Each	
   interview	
   began	
  with	
   an	
   exploration	
   of	
  

each	
  participant’s	
  sexual	
  and	
  racial	
  self-­‐identification.	
  Then,	
  the	
  interview	
  sought	
  to	
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assess	
  participants’	
  demographic	
  characteristics	
  including	
  age,	
  HIV	
  status,	
  history	
  of	
  

incarceration,	
  housing	
  and	
  employment	
  stability,	
  highest	
  education	
  completed,	
  and	
  

previous	
   sex	
  work,	
   as	
  well	
   as	
  participants’	
   family	
  dynamics.	
  Once	
   established,	
   the	
  

interview	
  shifted	
  to	
  capturing	
  the	
  circumstances	
  surrounding	
  the	
  participant’s	
   last	
  

episode	
  of	
  unprotected	
  and	
  protected	
  sex.	
  Interviews	
  ranged	
  from	
  approximately	
  1	
  

hour	
  and	
  20	
  minutes	
  to	
  3	
  hours,	
  with	
  an	
  average	
  interview	
  time	
  of	
  approximately	
  2	
  

hours	
   and	
   30	
   minutes.	
   From	
   each	
   participant	
   narrative,	
   approximately	
   10-­‐15	
  

themes	
  emerged.	
  	
  

	
  

3.9c	
  Interview	
  Guide	
  
	
  

The	
   design	
   of	
   the	
   semi-­‐structured	
   interview	
   schedule	
   was	
   guided	
   by	
   the	
   study	
  

objectives	
  and	
  research	
  questions	
  described	
  earlier.	
  The	
   interview	
  guide	
  aimed	
   to	
  

explore	
   the	
   situational/environmental	
   factors,	
   partner	
   dynamics,	
   and	
   life	
   course	
  

hypothesized	
   to	
   influence	
   HIV	
   risk	
   taking	
   and	
   protective	
   behaviors	
   among	
   Black	
  

MSM.	
   To	
   contextualize	
   interview	
   data	
   in	
   larger	
   sociocultural	
   and	
   socioeconomic	
  

frameworks,	
  the	
  first	
  portion	
  of	
  the	
  interview	
  guide	
  collected	
  self-­‐reported	
  data	
  on	
  

economic,	
   social	
   and	
   community	
   life	
   conditions,	
   including	
   age,	
   race,	
   sexual	
  

orientation,	
   employment	
   status,	
   sources	
   of	
   income,	
   income	
   level,	
   educational	
  

attainment,	
  and	
  history	
  of	
  incarceration.	
  	
  

	
  

As	
   reviewed	
   in	
   earlier	
   chapters,	
   the	
   various	
   factors	
   informing	
   HIV	
   risk	
   do	
   not	
  

operate	
  in	
  isolation,	
  and	
  are	
  often	
  informed	
  by	
  one	
  another	
  and	
  together	
  create	
  or	
  

reinforce	
  an	
  environment	
  in	
  which	
  decisions	
  to	
  engage	
  in	
  sexually	
  risky	
  or	
  sexually	
  

protective	
  behaviors	
  are	
  complex.	
  Accordingly,	
  the	
  second	
  portion	
  of	
  the	
  interview	
  

guide	
  design	
  used	
  probing	
  questions	
  to	
  bear	
  out	
  linkages	
  between	
  these	
  factors.	
  	
  

	
  

3.9c.1	
  Interview	
  guide	
  Part	
  1:	
  Economic,	
  social,	
  and	
  community	
  life	
  conditions	
  
	
  



	
   85	
  

As	
   described	
   in	
   greater	
   detail	
   in	
   Chapters	
   4	
   and	
   5,	
   participants	
   were	
   asked	
   to	
  

describe	
  several	
  life	
  factors	
  theorized	
  to	
  influence	
  sexual	
  behaviors.	
  The	
  researcher	
  

explicitly	
   probed	
   for	
   factors	
   (briefly	
   outlined	
   below)	
   that	
   previous	
   literature	
   has	
  

suggested	
  might	
  be	
  associated	
  with	
  HIV	
  risk:	
  housing,	
  transportation,	
  employment,	
  

experiences	
   of	
   discrimination,	
   educational	
   attainment,	
   crime/violence,	
   support	
  

networks,	
   family	
   dynamics,	
   and	
   personal	
   and	
   family	
   expectations.	
   Interview	
  

discussion	
  was	
  not	
  limited	
  to	
  these	
  specified	
  factors,	
  but	
  used	
  this	
  as	
  an	
  entry	
  point	
  

to	
  exploration	
  about	
  the	
  intricacies	
  of	
  sexual	
  risk	
  behaviors	
  (See	
  Appendix	
  3	
  for	
  the	
  

interview	
  guide).	
  	
  

	
  

The	
  interview	
  guide	
  endeavored	
  to	
  understand	
  participants’	
  housing	
  circumstances,	
  

specifically	
  their	
  housing	
  stability,	
  or	
  lack	
  thereof.	
  Housing	
  instability	
  was	
  defined	
  as	
  

individuals	
  frequently	
  relocating	
  between	
  family,	
  friends	
  or	
  acquaintances,	
  living	
  on	
  

the	
   street,	
   or	
   living	
   in	
   temporary	
   accommodations	
   such	
   as	
   homeless	
   shelters.	
  

Participants	
  were	
  also	
  encouraged	
  to	
  describe	
  their	
  access	
  to	
  a	
  personal	
  vehicle	
  or	
  

public	
   transportation.	
   In	
   cases	
   of	
   limited	
   transportation	
   options,	
   the	
   interviewer	
  

probed	
   participants	
   to	
   describe	
   its	
   effect	
   on	
   their	
   lives,	
   if	
   any;	
   for	
   instance,	
   if	
  

participants	
   perceived	
   limited	
   access	
   to	
   transportation	
   to	
   hinder	
   their	
   ability	
   to	
  

secure	
  or	
  maintain	
  employment.	
  	
  	
  	
  	
  

	
  

Participants	
   were	
   also	
   asked	
   to	
   describe	
   their	
   employment	
   history	
   and	
   current	
  

employment	
   status.	
   Interview	
   guide	
   questions	
   focused	
   on	
   understanding	
  

participants’	
  experiences	
  of	
  employment,	
  unemployment,	
  and	
  underemployment,	
  as	
  

well	
   as	
   its	
   effect	
   on	
   their	
   daily	
   lives.	
   Participants	
   unemployed	
   at	
   the	
   time	
   of	
  

interview	
  were	
  asked	
  to	
  discuss	
  the	
  last	
  time	
  they	
  were	
  employed	
  and	
  the	
  duration	
  

of	
   the	
  work,	
   as	
  well	
   as	
   if	
   they	
  were	
   actively	
   looking	
   for	
   employment.	
   Participants	
  

were	
  encouraged	
  to	
  reflect	
  on	
  if	
  and	
  how	
  they	
  believe	
  their	
  employment	
  status	
  and	
  

history	
   had	
   influenced	
   their	
   lives	
   (e.g.	
   on	
   their	
   future	
   employment	
   prospects	
   or	
  

emotional	
  health.)	
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Participants	
  were	
  asked	
  to	
  discuss	
  experiences	
  of	
  discrimination,	
  if	
  any,	
  as	
  a	
  result	
  

of	
  being	
  Black,	
  ‘gay,’	
  transgendered,	
  lower	
  income,	
  unemployed,	
  etc.,	
  in	
  the	
  months	
  

and	
  days	
  preceding	
  their	
  episodes	
  of	
  protected	
  and	
  unprotected	
  sexual	
  encounters.	
  

In	
  addition	
  to	
  discrimination,	
  participants	
  were	
  asked	
  to	
  reflect	
  to	
  what	
  extent	
  they	
  

believed	
   their	
   educational	
   attainment	
   had	
   or	
   had	
   not	
   affected	
   their	
   employment	
  

prospects,	
  as	
  well	
  as	
  its	
  effect	
  on	
  their	
  daily	
  lives.	
  This	
  allowed	
  for	
  an	
  exploration	
  of	
  

linkages	
  between	
  demographic	
  factors	
  and	
  individuals’	
  life	
  course.	
  	
  	
  

	
  

To	
   understand	
   how	
   adverse	
   personal	
   circumstances	
   may	
   affect	
   sexual	
   risk	
  

behaviors,	
   participants	
   were	
   asked	
   to	
   describe	
   sensitive	
   personal	
   experiences,	
  

including	
   any	
   past	
   or	
   ongoing	
   domestic,	
   physical,	
   and/or	
   sexual	
   violence.	
  

Participants	
  were	
  also	
  asked	
  about	
  any	
  neighborhood	
  violence	
  and	
  to	
  share	
  any	
  fear	
  

of	
  crime	
  being	
  perpetrated	
  against	
  themselves	
  or	
  those	
  known	
  to	
  them.	
  In	
  the	
  case	
  

of	
   those	
   experiencing	
  housing	
   instability,	
   participants	
  were	
   asked	
   to	
  describe	
   any	
  

dwelling-­‐related	
  crime	
  or	
  violence.	
  	
  

	
  	
  

Social	
  and	
  support	
  networks	
  to	
  which	
  participants	
  belong	
  may	
  also	
  have	
  a	
  powerful	
  

influence	
   on	
   sexual	
   risk	
   behaviors.	
   Consequently	
   participants	
   were	
   asked	
   to	
  

describe	
   any	
   close	
   relationships	
   they	
  may	
   have	
  with	
   family	
  members,	
   friends,	
   or	
  

partner(s),	
   and	
   reflect	
   on	
   the	
   influence	
   that	
   those	
   relationships	
   (or	
   lack	
   thereof)	
  

have	
  on	
  their	
  behaviors	
  and/or	
  emotional	
  wellbeing.	
  	
  

	
  

To	
  conclude	
  the	
  first	
  part	
  of	
  the	
  interview,	
  participants	
  were	
  encouraged	
  to	
  be	
  self-­‐

reflective	
   and	
   speculate	
   on	
   the	
   relationship	
   between	
   their	
   economic,	
   social	
   and	
  

community	
   life	
   conditions,	
   and	
   their	
   lived	
   experiences.	
   In	
   particular,	
   participants	
  

were	
  asked	
  to	
  share	
  their	
  own	
  personal	
  expectations	
  as	
  well	
  as	
  any	
  short	
  term	
  and	
  

long	
   term	
   goals,	
   in	
   addition	
   to	
   any	
   expectations,	
   obligations,	
   or	
   goals	
   their	
   family	
  

may	
  have	
  for	
  them.	
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3.9c.2	
  Interview	
  guide	
  part	
  2:	
  Unprotected	
  sexual	
  episode	
  
	
  

As	
   suggested	
   by	
   the	
   Socio-­‐epidemiological	
   Model	
   of	
   HIV	
   Risk	
   and	
   the	
   Syndemic	
  

Theory,	
   high	
   and	
   low	
   risk	
   behaviors	
   are	
   influenced	
   by	
   the	
   interaction	
   of	
  multiple	
  

economic	
  and	
  social	
  factors.	
  Participants’	
  perceptions	
  of	
  these	
  economic,	
  social,	
  and	
  

community	
  factors	
  were	
  captured	
  in	
  the	
  first	
  part	
  of	
  the	
  interview	
  guide.	
  Once	
  these	
  

dynamics	
   of	
   participants’	
   lives	
   were	
   established,	
   the	
   interviewer	
   moved	
   to	
   the	
  

second	
   part	
   of	
   the	
   interview	
   guide	
   and	
   asked	
   participants	
   to	
   provide	
   a	
   detailed	
  

narrative	
  on	
   the	
   immediate	
  circumstances	
  surrounding	
   their	
  most	
   recent	
   instance	
  

of	
   UAI.	
   Specifically,	
   participants	
   were	
   asked	
   to	
   discuss	
   where	
   they	
   had	
  met	
   their	
  

partners	
  and	
  how	
  long	
  they	
  had	
  known	
  each	
  other	
  prior	
  to	
  first	
  engaging	
  in	
  sexual	
  

intercourse.	
  Drug	
  and/or	
  alcohol	
  use	
  by	
  the	
  participant	
  and	
   if	
  known,	
   the	
  partner,	
  

were	
  discussed.	
  Availability	
  of	
  condoms	
  and	
  privacy/convenience	
  of	
  sexual-­‐episode	
  

location	
  were	
  also	
  discussed.	
  	
  

	
  

The	
   interview	
   guide	
   also	
   explored	
   the	
   emotional/affective	
   states	
   of	
   participants	
  

prior	
   to	
   and	
   following	
   unprotected	
   sexual	
   intercourse,	
   as	
   well	
   as	
   comfort	
   and	
  

intimacy	
  level	
  with	
  their	
  sexual	
  partner.	
  Communication	
  regarding	
  condom	
  use	
  and	
  

HIV/AIDS	
   were	
   also	
   discussed.	
   Participants	
   described	
   if	
   and	
   how	
   the	
   topic	
   of	
  

condom	
   use	
   was	
   raised,	
   as	
   well	
   as	
   communication	
   regarding	
   previous	
   partners,	
  

sexual	
  health,	
  HIV	
  testing,	
  and	
  the	
  ease	
  and	
  comfort	
  with	
  which	
  these	
  subjects	
  were	
  

broached.	
  	
  

	
  

3.9c.3	
  Interview	
  guide	
  part	
  3:	
  Protected	
  sexual	
  episode	
  
	
  

Once	
  discussion	
  surrounding	
  the	
  situational	
  and	
  immediate	
  context	
  of	
  participants’	
  

unprotected	
   sexual	
   episode	
   was	
   completed,	
   the	
   interviewer	
   repeated	
   the	
   same	
  

questions	
  of	
  participants’	
  most	
  recent	
  protected	
  sexual	
  episode.	
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3.9c.4	
  Interview	
  Guide	
  Part	
  4:	
  Participant	
  debrief	
  and	
  referrals	
  
	
  

Immediately	
   following	
   the	
   interview,	
   participants	
   were	
   debriefed.	
   	
   Debriefing,	
   a	
  

standard	
   ethical	
   procedure	
   for	
   research	
   involving	
   human	
   subjects,	
   involves	
  

conducting	
   a	
   semi-­‐structured	
   conversation	
   with	
   the	
   participant	
   to	
   reduce	
   the	
  

possibility	
   of	
   psychological	
   harm	
   resulting	
   from	
   the	
   discussion	
   of	
   sensitive	
   or	
  

traumatic	
   events	
   during	
   the	
   course	
   of	
   the	
   interview.	
  While	
   some	
   studies	
   suggest	
  

that	
   debriefing	
   is	
   ineffective	
   or	
   may	
   have	
   negative	
   effects,	
   it	
   remains	
   a	
   standard	
  

procedure	
   following	
   traumatic	
   events	
   (Ross	
   et	
   al.	
   2002).	
   Participants	
   were	
  

encouraged	
  to	
  discuss	
  their	
  interview	
  experience	
  and	
  share	
  their	
  feelings	
  about	
  the	
  

process,	
   including	
   their	
   comfort	
   level	
   throughout	
   the	
   interview,	
   whether	
   any	
  

specific	
  areas	
  of	
  discussion	
  were	
  particularly	
  difficult	
  to	
  discuss,	
  and	
  if	
  in	
  retrospect	
  

they	
   would	
   still	
   be	
   willing	
   to	
   participate	
   in	
   the	
   interview.	
   Participants	
   were	
   also	
  

encouraged	
  to	
  provide	
  feedback	
  on	
  how,	
  if	
  at	
  all,	
  their	
  experiences	
  could	
  have	
  been	
  

improved.	
  Where	
  necessary,	
  the	
  interviewer	
  provided	
  participants	
  with	
  referrals	
  to	
  

appropriate	
  social	
  services,	
  including	
  housing	
  and	
  RI	
  State	
  support	
  services,	
  sexual	
  

health	
   services,	
   drug	
   and/or	
   alcohol	
   addiction	
   services,	
   counseling,	
   and	
   other	
  

general	
  human	
  welfare	
  services.	
  	
  	
  

	
  

3.10	
  Data	
  quality	
  and	
  management	
  
	
  

The	
   interviewer	
   ensured	
   interview	
   recording	
   quality	
   and	
   completion	
   of	
   all	
   items	
  

prior	
   to	
  concluding	
  each	
   interview	
  session.	
   Interviews	
  were	
  carried	
  out	
   in	
  private	
  

conference	
  rooms	
  and	
  all	
  efforts	
  were	
  made	
  to	
  minimize	
  ambient	
  noise.	
  Following	
  

each	
   interview,	
   the	
   interviewer	
   wrote	
   detailed	
   notes,	
   recalling	
   impressions	
   and	
  

observations	
   of	
   the	
   interview	
   conversation,	
   including	
   participant	
   mood,	
   comfort	
  

level,	
  and	
  any	
  non-­‐verbal	
  cues.	
  Interview	
  recordings	
  were	
  digitized	
  within	
  24	
  hours	
  

of	
  completion	
  and	
  transcribed	
  as	
  soon	
  after	
  as	
  possible.	
  Two	
  transcriptionists	
  with	
  

previous	
  experience	
  were	
  hired	
  and	
  provided	
  with	
  training,	
  and	
  required	
  to	
  sign	
  a	
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confidentiality	
  agreement	
  and	
  complete	
  the	
  Brown	
  University	
  Education	
  program	
  in	
  

the	
  Protection	
  of	
  Human	
  Research	
  Participants.	
  	
  

	
  

3.11	
  Data	
  storage	
  
	
  

All	
  data	
  was	
   treated	
  as	
   confidential	
   and	
   research	
  materials	
   including	
  digital	
   audio	
  

recordings,	
   interview	
   transcripts,	
   signed	
   informed	
   consent	
   forms,	
   and	
  

reimbursement	
   receipts	
   were	
   stored	
   in	
   locked	
   cabinets	
   and	
   password-­‐protected	
  

computers	
  and	
  accessible	
  only	
  to	
  the	
  doctoral	
  candidate.	
  Participants	
  were	
  assigned	
  

unique	
  identifier	
  numbers	
  to	
  link	
  data	
  sources.	
  Original	
  copies	
  of	
  digital	
  recordings	
  

and	
   interview	
   transcripts	
   were	
   stored	
   on	
   a	
   secured	
   Brown	
   University	
   Center	
   for	
  

Alcohol	
  and	
  Addiction	
  Studies	
  (CAAS)	
  server.	
   	
  No	
  individual	
  identities	
  will	
  be	
  used	
  

in	
  any	
  reports	
  or	
  publications	
  resulting	
  from	
  the	
  study.	
  	
  

	
  

3.12	
  Data	
  analysis	
  	
  	
  
	
  

All	
   transcripts	
   were	
   entered	
   into	
   a	
   computer	
   and	
   coded	
   using	
   QSR	
   NVivo,	
   a	
  

qualitative	
   data	
  management	
   and	
   analysis	
   software	
   program.	
  Data	
  was	
   subject	
   to	
  

open-­‐coding	
   and	
   axial	
   coding.	
   Open-­‐coding	
   identifies	
   and	
   categorizes	
   themes	
  

recurrently	
   present	
   in	
   transcripts.	
   Axial	
   coding	
   subsequently	
   re-­‐examines	
   the	
  

categorized	
   themes	
   to	
  determine	
   connections	
   and	
   relationships	
   (Strauss	
  &	
  Corbin	
  

1998).	
   Interviewer	
   notes	
   detailing	
   participant	
   impressions,	
   attitudes,	
   and	
   mood	
  

were	
   also	
   included	
   in	
   the	
   analyses.	
   The	
   initial	
   analysis	
   involved	
   data	
   abstracting,	
  

coding,	
   and	
   categorization,	
   as	
   a	
   means	
   by	
   which	
   to	
   identify	
   major	
   themes.	
   For	
  

purposes	
   of	
   data	
   validation,	
   initial	
   interview	
   analyses	
   were	
   completed	
   by	
   the	
  

doctoral	
   candidate	
   and	
   her	
   academic	
   supervisor,	
   Dr.	
   Operario.	
   	
   To	
   gain	
   multiple	
  

perspectives	
  and	
  ensure	
  consistency	
  in	
  reading/understanding	
  of	
  the	
  data,	
  a	
  sample	
  

of	
   anonymized	
   transcripts	
  were	
   reviewed	
  by	
   the	
  doctoral	
   candidate,	
  Dr.	
  Operario,	
  

and	
   a	
   graduate	
   student	
   studying	
   the	
   same	
   population.	
   This	
   team	
   of	
   coders	
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independently	
  reviewed	
  5	
  transcripts	
  and	
  discussed	
  their	
  coding	
  and	
  interpretation	
  

of	
  transcribed	
  interviews,	
  in	
  order	
  to	
  finalize	
  a	
  coding	
  scheme.	
  

	
  	
  

Qualitative	
   researchers	
   have	
   outlined	
   thematic	
   analysis	
   as	
   a	
   widely	
   used	
   form	
   of	
  

analyzing	
  qualitative	
  data	
  (Braun	
  &	
  Clarke	
  2006).	
  	
  In	
  particular,	
  this	
  study	
  followed	
  

Braun	
   and	
   Clarke’s	
   (2006)	
   six	
   phases	
   of	
   thematic	
   analysis:	
   1)	
   becoming	
   familiar	
  

with	
  the	
  data;	
  2)	
  generating	
  initial	
  analysis	
  codes	
  across	
  the	
  data	
  set	
  and	
  grouping	
  

each	
   code	
   data;	
   3)	
   searching	
   for	
   themes	
   by	
   collating	
   analysis	
   codes	
   into	
   possible	
  

themes	
   and	
   gathering	
   data	
   that	
   is	
   relevant	
   to	
   each	
   possible	
   theme;	
   4)	
   reviewing	
  

themes	
  and	
  creating	
  a	
  ‘map’	
  of	
  the	
  analysis;	
  5)	
  defining	
  and	
  naming	
  themes;	
  and	
  6)	
  

producing	
  an	
  analysis	
   report	
  and	
  selecting	
  appropriate,	
  vivid	
  quotes	
   in	
  support	
  of	
  

described	
  themes.	
  In	
  keeping	
  with	
  this	
  described	
  process,	
  data	
  analysis	
  commenced	
  

with	
  transcription	
  of	
  the	
  initial	
  interviews,	
  and	
  proceeded	
  throughout	
  the	
  interview	
  

process.	
   The	
   specific	
   analysis	
   plan	
   began	
   with	
   documenting	
   descriptive	
  

characteristics,	
  initially	
  based	
  upon	
  interview	
  notes	
  and	
  summaries,	
  and	
  augmented	
  

by	
  data	
  from	
  individual	
   interviews.	
  Participants’	
  demographic	
  characteristics	
  were	
  

used	
   as	
   a	
   basis	
   for	
   contextualizing	
   data,	
   allowing	
   for	
   the	
   integration	
   of	
   broader	
  

determinants—such	
   as	
   housing	
   status	
   or	
   educational	
   attainment—of	
   sexual	
   risk	
  

into	
   the	
   analysis.	
   Through	
   ongoing	
   review	
   of	
   the	
   transcripts,	
   a	
   list	
   of	
   thematic	
  

content	
   codes	
   were	
   developed	
   and	
   upon	
   finalization	
   provided	
   an	
   exhaustive	
  

categorization	
   tool	
   of	
   phenomena,	
   concepts,	
   and	
   themes	
   described	
   by	
   the	
  

participants.	
  One	
  or	
  more	
  codes	
  were	
  assigned	
  to	
  each	
   line	
  of	
   the	
   transcript	
  using	
  

QSR	
   NVivo.	
   Coding	
   helped	
   to	
   organize	
   data	
   and	
   aid	
   in	
   identifying	
   patterns	
   of	
  

relevance	
   in	
   the	
   text	
   and	
   determine	
   whether	
   linkages	
   exist	
   among	
   particular	
  

categories.	
   The	
   objective	
   here	
   was	
   to	
   develop	
   propositions	
   and/or	
   to	
   relate	
  

concepts	
   in	
   order	
   to	
   examine	
   the	
   research	
   questions	
   and	
   objectives.	
   	
   Narratives	
  

were	
   analyzed	
   for	
   themes	
   that	
   directly	
   or	
   indirectly	
   revealed	
   participants’	
  

perspectives	
   on	
   the	
   sexual	
   episodes	
   they	
   described	
   and	
   the	
   psychosocial	
   and	
  

situational	
  circumstances	
  shaping	
  these	
  episodes.	
  	
  Particular	
  attention	
  was	
  given	
  to	
  

areas	
   where	
   narratives	
   and	
   observations	
   diverge	
   or	
   conflict;	
   these	
   points	
   of	
  

departure	
   illuminated	
   important	
   phenomena	
   and	
   emerging	
   community	
   issues	
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related	
   to	
   the	
   study.	
   	
   Consequently,	
   at	
   the	
   descriptive	
   level,	
   analysis	
   involved	
   the	
  

identification	
  and	
  summarizing	
  of	
  patterns	
  of	
  experience	
  related	
  to	
  sexual	
  behaviors	
  

of	
  Black	
  MSM.	
  At	
  the	
  theoretical	
  level,	
  the	
  analysis	
  involved	
  understanding	
  how	
  and	
  

why	
  specific	
  situational/episodic	
  and	
  life	
  course	
  factors	
  lead	
  to	
  observed	
  outcomes.	
  	
  	
  

	
  

	
  

3.13	
  Methodological	
  limitations	
  
	
  

To	
   minimize	
   the	
   methodological	
   limitations	
   of	
   this	
   study,	
   all	
   stages	
   of	
   the	
   study	
  

design,	
   data	
   collection	
   and	
   analysis	
   phases	
   were	
   compared	
   against	
   the	
   critical	
  

appraisal	
   tool	
   for	
   evidence-­‐based	
   qualitative	
   research	
   developed	
   by	
   the	
   Critical	
  

Appraisal	
  Skills	
  Programme	
  of	
  the	
  U.K.	
  Public	
  Health	
  Resource	
  Unit.	
  This	
  checklist	
  of	
  

10	
  critical	
   appraisal	
  questions	
  allows	
   researchers	
   to	
  make	
  sense	
  of	
   their	
  evidence	
  

and	
   assess	
   study	
   rigour,	
   relevance,	
   and	
   credibility	
   of	
   the	
   research	
   methods	
  

employed.	
   While,	
   this	
   study	
   did	
   “pass”	
   the	
   critical	
   appraisal	
   questions,	
   some	
  

limitations	
  remain	
  and	
  must	
  be	
  highlighted.	
  	
  	
  

	
  

The	
  primary	
  limitation	
  of	
  the	
  research	
  approach	
  was	
  use	
  of	
  self-­‐reported	
  data	
  and	
  

subjective	
  recall	
  of	
  personal	
  narratives.	
  Self	
  report	
  measures	
  inherently	
  suffer	
  from	
  

issues	
  of	
  reliability	
  and	
  validity	
  (Weinhardt	
  et	
  al.	
  1998).	
  Participants	
  were	
  not	
  asked	
  

to	
  provide	
  documentation	
  of	
  employment	
  status,	
  HIV	
  status,	
  educational	
  attainment,	
  

etc.,	
   which	
   may	
   have	
   led	
   to	
   inaccuracies	
   in	
   the	
   data	
   collected.	
   	
   Furthermore,	
  

participants	
   may	
   have	
   misremembered	
   or	
   falsely	
   represented	
   the	
   protected	
   and	
  

unprotected	
   sexual	
   episode	
   in	
   question.	
   Participants	
   may	
   have	
   under-­‐reported	
  

stigmatized	
  behaviors	
  and	
  over-­‐reported	
  normative	
  behaviors.	
  	
  To	
  counter	
  this,	
  the	
  

interviewer	
   asked	
   several	
   follow-­‐up	
   questions	
   and	
   repeated	
   the	
   same	
   question	
  

more	
   than	
   once	
   at	
   different	
   points	
   of	
   the	
   interview	
   to	
   ascertain	
   accuracy	
   and	
  

internal	
  consistency	
  of	
  the	
  narrative	
  being	
  provided.	
  Finally,	
  participants	
  provided	
  

subjective	
  narratives	
  that	
  reflect	
  what	
  they	
  ‘believe’	
  to	
  be	
  real,	
  but	
  no	
  means	
  exist	
  to	
  

assess	
  the	
  validity	
  of	
  the	
  narrative.	
  	
  That	
  is,	
  causal	
  associations	
  cannot	
  be	
  made	
  from	
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participants’	
  narratives.	
  However,	
  narratives	
  are	
  able	
  to	
  nuance	
  the	
  drivers	
  of	
  risk	
  

and	
  protective	
  factors	
  in	
  this	
  population	
  of	
  men.	
  	
  

	
  

	
  In	
   addition,	
   even	
   though	
   avoided	
   as	
  much	
   as	
   possible,	
   the	
   interviewer	
  may	
   have	
  

unintentionally	
   brought	
   bias	
   and	
   personal	
   opinions	
   into	
   the	
   interview	
   session.	
  

Interviews	
  are	
  interactional	
  events	
  and	
  consequently	
  many	
  characteristics	
  can	
  lead	
  

to	
   researcher	
   bias,	
  which	
   can	
   affect	
   the	
   relationship	
  between	
   the	
   interviewer	
   and	
  

the	
   participant,	
   in	
   turn	
   inadvertently	
   shaping	
   the	
   data	
   collected	
   in	
   the	
   interview	
  

(Rosenthal	
   1966).	
   For	
   example,	
   participants	
   in	
   this	
   study	
   may	
   have	
   been	
   less	
  

forthcoming	
  about	
  sexual	
  details	
  to	
  the	
  female	
  interviewer	
  or	
  may	
  have	
  been	
  more	
  

likely	
  to	
  embellish	
  their	
  sexual	
  exploits.	
  Moreover,	
  self-­‐selection	
  bias	
  also	
  presents	
  

itself	
  as	
  a	
  possible	
  methodological	
  limitation.	
  Men	
  who	
  are	
  willing	
  to	
  participate	
  in	
  a	
  

research	
  study	
  on	
  sexual	
  behaviors	
  might	
  not	
  be	
  representative	
  of	
  the	
  larger	
  African	
  

American	
  male	
  population.	
  

	
  

Due	
   to	
   the	
   nature	
   of	
   semi-­‐structured	
   interviews	
   with	
   open-­‐ended	
   questions,	
   the	
  

narratives	
   provided	
   by	
   participants	
   were	
   not	
   uniformly	
   detailed.	
   This	
   may	
   have	
  

been	
   a	
   consequence	
   of	
   participants’	
   personalities	
   or	
   fears	
   related	
   to	
   privacy	
   and	
  

confidentiality.	
   Moreover,	
   interviewer/interviewee	
   dynamics	
   and	
   interactions	
  

varied	
  with	
  each	
  interview;	
  this	
  may	
  have	
  influenced	
  the	
  level	
  of	
  detail	
  provided	
  by	
  

study	
  participants.	
  	
  

	
  

This	
  study	
  is	
  also	
  subject	
  to	
  sampling	
  bias.	
  While	
  the	
  sample	
  size	
  of	
  34	
  respondents	
  

may	
   appear	
   to	
   be	
   small	
   in	
   comparison	
   with	
   quantitative	
   studies,	
   qualitative	
  

interviews	
   aim	
   for	
   depth	
   and	
   breadth	
   and	
   the	
   collection	
   of	
   a	
   thick	
   data	
   set;	
  

consequently	
  large	
  numbers	
  of	
  in-­‐depth	
  individual	
  interviews	
  are	
  often	
  not	
  feasible	
  

or	
   necessary.	
   Furthermore,	
   a	
   smaller	
   sample	
   size	
   is	
   acceptable	
   when	
   a	
   strong	
  

sampling	
  strategy	
  is	
  employed	
  (Ritchie	
  &	
  Lewis	
  2003).	
  Recruitment	
  and	
  interviews	
  

of	
  participants	
  continued	
  until	
  data	
  saturation	
  was	
  reached.	
  However,	
   it	
  should	
  be	
  

noted	
  that	
  the	
  unavoidable	
  use	
  of	
  an	
  unknown	
  sampling	
  frame	
  made	
  it	
  unclear	
  if	
  a	
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truly	
   diverse	
   and	
   comprehensive	
   sample	
   existed,	
   or	
   if	
   important	
   subgroups	
  were	
  

missing	
  from	
  the	
  study.	
  

	
  

This	
  study	
  could	
  also	
  have	
  benefitted	
  from	
  the	
  inclusion	
  of	
  more	
  individuals	
   living	
  

with	
  HIV.	
  However,	
  difficulties	
  related	
  to	
  participants’	
  fear	
  of	
  loss	
  of	
  privacy	
  limited	
  

the	
  sample	
  of	
  HIV+	
   individuals.	
  Moreover,	
   the	
  seven	
  HIV+	
  participants	
   included	
   in	
  

the	
   study	
   described	
   life	
   histories	
   and	
   unprotected	
   and	
   protected	
   sexual	
   episodes	
  

with	
  similar	
  and	
  overlapping	
  themes.	
  	
  The	
  study	
  also	
  did	
  not	
  include	
  anyone	
  under	
  

the	
  age	
  of	
  18	
  years,	
  an	
  age	
  group	
  experiencing	
  a	
  drastic	
   increase	
  in	
  HIV	
  incidence.	
  

However,	
   the	
   inclusion	
   of	
   youth	
   was	
   inappropriate	
   as	
   the	
   factors	
   mitigating	
   HIV	
  

infection	
  amongst	
  youth	
  may	
  be	
  drastically	
  different	
  than	
  adults,	
  and	
  fell	
  outside	
  the	
  

scope	
  of	
  this	
  study.	
  The	
  oldest	
  individual	
  included	
  in	
  this	
  study	
  was	
  51	
  years	
  of	
  age,	
  

mostly	
  due	
  to	
  difficulty	
  in	
  the	
  recruitment	
  of	
  older	
  populations	
  willing	
  to	
  participate	
  

in	
  this	
  study	
  of	
  sexual	
  behavior.	
  Further	
  to	
  this,	
  generational	
  differences	
  in	
  attitudes,	
  

knowledge	
   and	
   behaviors	
   towards	
   HIV/AIDS	
   and	
   sexual	
   safety	
   may	
   have	
   been	
  

missed.	
  These	
  afore-­‐mentioned	
  factors	
  limit	
  the	
  generalizability	
  of	
  study	
  findings	
  to	
  

young	
   and	
   middle-­‐aged	
   Black	
   men	
   who	
   have	
   sex	
   with	
   men,	
   and	
   cannot	
   be	
  

generalized	
  to	
  older	
  populations,	
  Black	
  women,	
  or	
  other	
  non-­‐Black	
  populations.	
  	
  

	
  

3.14	
  Reflexivity	
  
	
  

In	
  qualitative	
  studies,	
  the	
  researcher	
  is	
  considered	
  to	
  be	
  the	
  primary	
  “instrument”	
  of	
  

data	
   collection	
   and	
   analysis,	
   making	
   reflexivity	
   a	
   critical	
   component	
   of	
   the	
  

qualitative	
  methodology	
  process	
  (Glesne	
  1999,	
  Merriam	
  1998,	
  Russell	
  &	
  Kelly	
  2002,	
  

Stake	
  1995).	
  	
  Through	
  reflection,	
  the	
  researcher	
  may	
  become	
  aware	
  that	
  their	
  own	
  

biases,	
  assumptions,	
  and	
  perspective	
  inform	
  the	
  manner	
  in	
  which	
  they	
  receive	
  and	
  

perceive	
  data	
  (Russell	
  &	
  Kelly	
  2002).	
  In	
  this	
  study,	
  my	
  perspective	
  as	
  a	
  researcher	
  

and	
   Black	
  woman	
   deeply	
   concerned	
   about	
   the	
  HIV/AIDS	
   crisis	
   among	
   Black	
  men	
  

and	
  women	
  in	
  the	
  United	
  States	
  undoubtedly	
  impacted	
  the	
  ways	
  in	
  which	
  I	
  designed	
  

this	
   study,	
   my	
   interaction	
   with	
   participants,	
   and	
   my	
   analysis	
   of	
   the	
   data.	
   	
   As	
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suggested	
  by	
  Gilgun	
  (2010)	
  I	
  aimed	
  to	
  be	
  particularly	
  reflexive	
  in	
  two	
  general	
  areas.	
  

First,	
   I	
   was	
   aware	
   of	
   the	
   personal	
   meanings	
   I	
   attached	
   to	
   the	
   general	
   topic	
   of	
  

HIV/AIDS	
  among	
  Black	
  men,	
   in	
   addition	
   to	
   the	
   topics	
   specifically	
  discussed	
   in	
   the	
  

interview	
   guide.	
   Indeed,	
   my	
   perspective	
   as	
   a	
   researcher	
   influenced	
   my	
  

understanding	
  and	
  experiences	
  not	
  only	
  of	
  HIV/AIDS,	
  but	
  also	
  of	
  the	
  sociostructural	
  

(dis)advantages	
   experienced	
   by	
   others.	
   Second,	
   I	
   aimed	
   to	
   be	
   reflexive	
   on	
   the	
  

perspectives	
   and	
   experiences	
   of	
   the	
  participants	
   that	
   I	
   interviewed.	
   This	
   included	
  

being	
   aware	
   of	
   my	
   understanding	
   of	
   the	
   meanings	
   that	
   participants	
   gave	
   to	
   the	
  

highly	
   personal	
   and	
   intimate	
   interview	
   subject	
   matter,	
   as	
   well	
   as	
   the	
   tension	
  

between	
  the	
  multiple	
  lenses	
  of	
  perceptions	
  and	
  perspectives.	
  	
  

	
  

My	
  social	
  identity	
  as	
  a	
  middle/upper-­‐middle	
  class	
  Canadian	
  of	
  East	
  African	
  ethnicity	
  

resulted	
   in	
   several	
   socioeconomic	
   and	
   cultural	
   differences	
   between	
   the	
  

predominately	
   African	
   American	
   participants	
   and	
   myself	
   (e.g.	
   different	
   social	
  

experiences	
   and	
   vernacular,	
   differing	
   perspectives	
   on	
   social/family	
   dynamics,	
  

education,	
  life	
  expectations,	
  etc.).	
  These	
  differences	
  presented	
  both	
  methodological	
  

advantages	
   and	
   disadvantages.	
   To	
   a	
   certain	
   extent,	
   it	
   allowed	
   me	
   to	
   interview	
  

participants	
   as	
   a	
   detached	
   “other,”	
   and	
   understand	
   and	
   interpret	
   participant’s	
  

responses	
  with	
  a	
  certain	
  amount	
  of	
  objectivity.	
  However,	
  these	
  socioeconomic	
  and	
  

cultural	
  differences	
  also	
  had	
  the	
  potential	
  to	
  hinder	
  my	
  relatability	
  to	
  participants	
  or	
  

diminish	
   my	
   ability	
   to	
   understand	
   their	
   perspectives.	
   To	
   address	
   this,	
   I	
   made	
  

concerted	
   efforts	
   to	
   gain	
   a	
   thorough	
  understanding	
   of	
   the	
   literature	
   pertaining	
   to	
  

the	
   social	
   experiences	
   of	
   African	
   Americans,	
   which	
   was	
   supported	
   by	
   anecdotal	
  

recollections	
   of	
   the	
   “Black	
   experience	
   in	
   America”	
   by	
   Black	
   scholars,	
   friends,	
  

colleagues,	
  and	
  members	
  of	
  the	
  community.	
  	
  In	
  addition,	
  this	
  sensitive	
  awareness	
  of	
  

my	
   role	
   in	
   all	
   aspects	
   of	
   this	
   study	
   (e.g.	
   study	
   design,	
   data	
   collection,	
   and	
   data	
  

analysis)	
   led	
   me	
   to	
   seek	
   the	
   guidance	
   and	
   advice	
   of	
   multiple	
   researchers.	
   These	
  

researchers	
  had	
  divergent	
  understandings	
  and	
  beliefs	
  of	
   this	
  research	
  project,	
  and	
  

provided	
   my	
   research	
   with	
   a	
   context	
   in	
   which	
   my	
   subconscious	
   biases	
   and	
  

assumptions	
  could	
  be	
  revealed	
  and	
  appropriately	
  addressed.	
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CHAPTER	
  4:	
  ADVERSE	
  CHILDHOOD	
  EXPERIENCES	
  AND	
  HIV	
  
RISK	
  BEHAVIORS	
  
	
  

4.1	
  Overview	
  
	
  

This	
  chapter	
  examines	
  the	
  perceived	
  determinants	
  of	
  sexual	
  risk	
  behavior	
  in	
  Black	
  

MSM,	
   as	
   articulated	
   by	
   the	
   Syndemic	
   Theory	
   and	
   life	
   course	
   theory	
   reviewed	
   in	
  

Chapter	
   2,	
   by	
   focusing	
   on	
   the	
   relationship	
   between	
   participants’	
   childhood	
  

experiences	
   and	
   adult	
   sexual	
   risk	
   behaviors.	
   As	
   will	
   be	
   shown	
   in	
   this	
   chapter,	
  

narratives	
  suggested	
  that:	
  

	
  

1) Early	
  childhood	
  experiences	
  form	
  a	
  developmental	
  foundation	
  for	
  later	
  adult	
  health	
  

risk	
   behaviors—particularly	
   sexual	
   risk	
   behaviors	
   associated	
   with	
   HIV	
  

transmission.	
  	
  

2) Among	
  the	
  most	
  important	
  childhood	
  experiences	
  that	
  participants	
  perceived	
  to	
  be	
  

implicated	
   in	
   their	
   adult	
   sexual	
   behaviors	
   were	
   family	
   economic	
   circumstances,	
  

family	
  characteristics	
  and	
  family	
  life,	
  and	
  the	
  occurrence	
  of	
  abuse.	
  	
  	
  	
  	
  

3) Important	
  counter-­‐normative	
  patterns	
  emerged	
   from	
  the	
  data,	
   suggesting	
   that	
   the	
  

developmental	
  pathway	
  leading	
  from	
  adverse	
  childhood	
  experiences	
  to	
  adult	
  sexual	
  

risk	
  behaviors	
  may	
  be	
  modulated	
  by	
  additional	
  variables.	
  	
  	
  

	
  

Studying	
   and	
   addressing	
   the	
   impact	
   of	
   recollected	
   adverse	
   childhood	
   experiences	
  

(ACE)	
   to	
   outcomes	
   later	
   in	
   life	
   has	
   important	
   health,	
   social	
   and	
   economic	
  

consequences.	
  In	
  the	
  early	
  to	
  mid	
  1990s,	
  scientists	
  began	
  studying	
  the	
  relationship	
  

between	
   adverse	
   experiences	
   in	
   childhood	
   and	
   adult	
   health	
   and	
   behavioral	
   risk	
  

factors	
  (Felitti	
  1991,	
  Felitti	
  1993,	
  Gould	
  et	
  al.	
  1994,	
  Springs	
  &	
  Friedrich	
  1992).	
  For	
  

example,	
   Felitti	
   et	
   al.’s	
   (1998)	
   work	
   showed	
   childhood	
   abuse	
   or	
   household	
  

dysfunction	
  was	
  positively	
  correlated	
  to	
  increased	
  risk	
  factors	
  for	
  the	
  leading	
  causes	
  

of	
   death	
   in	
   adulthood,	
   and	
   Gould	
   et	
   al.	
   (1994)	
   reported	
   that	
   experiences	
   of	
  

childhood	
  abuse	
  was	
  related	
  to	
  suicide	
  attempts	
  later	
  in	
  life.	
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The	
  National	
  Scientific	
  Council	
  on	
   the	
  Developing	
  Child	
  has	
  defined	
   three	
   types	
  of	
  

childhood	
   stress:	
   positive	
   stress	
   (i.e.	
   short-­‐lived;	
   e.g.	
   getting	
   a	
   toy	
   taken	
   away),	
  

tolerable	
   stress	
   (i.e.	
   more	
   intense	
   adverse	
   experiences	
   but	
   fairly	
   short-­‐lived;	
   e.g.	
  

death	
  of	
  a	
  loved	
  one),	
  and	
  toxic	
  stress	
  (i.e.	
  intense	
  adverse	
  experiences	
  over	
  weeks,	
  

months	
  or	
  years)	
   (2005).	
  Toxic	
   stress	
   is	
   child	
  maltreatment	
   including	
  neglect	
   and	
  

abuse,	
  and	
  children	
  are	
  usually	
  unable	
   to	
  effectively	
  manage	
  this	
   type	
  of	
  stress	
  on	
  

their	
  own	
  (Middlebrooks	
  &	
  Audage	
  2008).	
  The	
   terms	
  positive,	
   tolerable,	
  and	
   toxic	
  

refer	
  to	
  the	
  stress	
  response	
  system’s	
  effect	
  on	
  the	
  body,	
  rather	
  than	
  the	
  event	
  itself.	
  

Toxic	
   stress	
   can	
   disrupt	
   brain	
   development;	
   lower	
   a	
   child’s	
   threshold	
   for	
   stress,	
  

leading	
   to	
   over-­‐reactive	
   stress	
   responses	
   throughout	
   their	
   lifetime;	
   suppress	
  

immune	
   responses;	
   and	
   damage	
   the	
   brain’s	
   memory	
   and	
   learning	
   center.	
   This	
  

typology	
  of	
   stress	
  complements	
  earlier	
  work	
  by	
  developmental	
  psychologists	
  who	
  

posited	
  that	
  a	
  ‘hierarchy	
  of	
  needs’	
  exists	
  and	
  that	
  basic	
  needs—such	
  as	
  physiological	
  

needs,	
  safety	
  needs,	
   love/belonging/social	
  needs,	
  and	
  esteem	
  needs—must	
  be	
  met	
  

before	
  higher-­‐level	
  needs	
  such	
  as	
  self-­‐actualization	
  can	
  be	
  addressed	
  (Larkin	
  2009).	
  

Both	
   frameworks	
   suggest	
   that	
   basic	
   psychological	
   needs	
   provide	
   a	
   foundation	
   for	
  

future	
   healthy	
   development,	
   and	
   that	
   the	
   developmental	
   process	
   can	
   be	
  

compromised	
  by	
  early	
  stress	
  experiences	
  –	
  especially	
  toxic	
  forms	
  of	
  stress.	
  

	
  
Figure	
  4.1:	
  Effect	
  of	
  different	
  types	
  of	
  stress	
  on	
  the	
  bodily	
  stress	
  response	
  system.	
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Adapted	
  from	
  

http://developingchild.harvard.edu/topics/science_of_early_childhood/toxic_stress_response/	
  	
  

	
  

Narratives	
  will	
  be	
  used	
  to	
  determine	
  how	
  participants	
  describe	
  their	
  experiences	
  of	
  

childhood	
  stress	
  and	
  basic	
  development	
  needs,	
  and	
  whether	
  participants’	
  narratives	
  

can	
  allow	
  us	
  to	
   identify	
   linkages	
  between	
  these	
  early	
  experiences	
  and	
  their	
  sexual	
  

risk	
   behavior.	
   Findings	
   that	
   support	
   this	
   developmental	
   linkage	
  may	
   suggest	
   that	
  

identifying	
  and	
  addressing	
  these	
  long-­‐term	
  effects	
  of	
  adverse	
  childhood	
  experiences	
  

is	
   necessary,	
   and	
   socially	
   and	
   economically	
   prudent,	
   in	
   the	
   context	
   of	
   HIV	
  

prevention	
  for	
  the	
  Black	
  community.	
  	
  

	
  

	
  	
  

	
  

	
  
Figure	
  4.2:	
  Impact	
  of	
  adverse	
  childhood	
  experiences.	
  Adapted	
  from	
  Felitti	
  et	
  al.	
  1998.	
  	
  

	
  

4.2	
  Adverse	
  childhood	
  experiences	
  and	
  adult	
  health	
  
	
  

Studies	
   of	
   general	
   populations	
   suggest	
   that	
   childhood	
   experiences	
   may	
   influence	
  

sexual	
   behaviors	
   and	
   risk	
   taking	
   in	
   adulthood	
   (Wilson	
   &	
  Widom	
   2011,	
  Wilson	
   &	
  

Widom	
   2009).	
   	
   Childhood	
   adversity	
   generally	
   describes	
   experiences	
   in	
   childhood	
  

that	
  have	
  the	
  potential	
  to	
  be	
  psychologically	
  or	
  developmentally	
  traumatic,	
  both	
  in	
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childhood	
  and	
  adult	
  life.	
   	
  Such	
  adverse	
  childhood	
  experiences	
  may	
  include,	
  but	
  are	
  

not	
   limited	
   to,	
   parental	
   drug	
   addiction,	
   limited	
   support	
   networks,	
   poverty	
   (or	
  

extreme	
   stress	
   related	
   to	
   poverty),	
   discrimination,	
   housing	
   (in)stability,	
   as	
   well	
  

physical,	
   sexual,	
   or	
   emotional	
   abuse.	
   Although	
   statistical	
   associations	
   between	
  

difficult	
   childhood	
   circumstances	
   and	
  adult	
  health	
  have	
  been	
  documented,	
   little	
   is	
  

known	
   about	
   Black	
   MSM’s	
   subjective	
   perceptions	
   of	
   experiences	
   of	
   childhood	
  

adversity	
   as	
   potential	
   determinants	
   of	
   engaging	
   in	
   risk	
   or	
   protective	
   sexual	
  

behaviors.	
  

	
  

The	
  prevalence	
  and	
  range	
  of	
  adverse	
  childhood	
  experiences	
  are	
  far	
  more	
  common	
  

and	
  diverse	
  than	
  earlier	
  thought	
  by	
  developmental	
  psychologists	
  and	
  public	
  health	
  

researchers	
   (Felitti	
   2002).	
   While	
   researchers	
   have	
   used	
   survey	
   methods	
   to	
  

quantitatively	
   examine	
   the	
   associations	
   of	
   specific	
   types	
   of	
   ACE	
  with	
   adult	
   health	
  

outcomes	
  in	
  general	
  populations	
  in	
  the	
  United	
  States,	
  there	
  have	
  been	
  fewer	
  studies	
  

of	
   the	
   lived	
   experiences	
   of	
   ACE	
   and	
   the	
   potential	
   linkages	
   between	
   these	
  

experiences	
   and	
   adult	
   sexual	
   risk	
   behavior	
   in	
   Black	
   MSM	
   populations.	
   Owing	
   to	
  

some	
  of	
   the	
  common	
  experiences	
  associated	
  with	
  Black	
  and	
  MSM	
   identities,	
   there	
  

might	
  be	
  unique	
  developmental	
  experiences	
  in	
  this	
  population	
  that	
  warrant	
  specific	
  

attention	
  in	
  HIV	
  prevention	
  literature.	
  

	
  

Mixed-­‐race/sex	
  studies	
  and	
  studies	
  on	
  women	
  have	
  examined	
  the	
  effects	
  of	
  adverse	
  

childhood	
   experiences	
   on	
   risk	
   taking	
   behaviors	
   and	
   found	
   strong	
   positive	
  

relationships	
   between	
   number	
   of	
   adverse	
   childhood	
   events	
   and	
   STD/HIV	
  

prevalence,	
   increased	
   risk	
   of	
   early	
   first	
   intercourse	
   and	
  multiple	
   sexual	
   partners,	
  

less	
   condom	
  use,	
   and	
   higher	
   self-­‐perceived	
   risk	
   of	
  HIV/AIDS	
   (Catania	
   et	
   al.	
   2008,	
  

Dube	
  et	
  al.	
  2003,	
  Hillis	
  et	
  al.	
  2000,	
  Hillis	
  et	
  al.	
  2001,	
  Kang	
  et	
  al.	
  2002,	
  Newcomb	
  et	
  al.	
  

2003,	
  Parillo	
  et	
  al.	
  2001,	
  Rodgers	
  et	
  al.	
  2004),	
  as	
  well	
  as	
  other	
  behaviors	
  known	
  to	
  

increase	
  HIV	
  risk	
  such	
  as	
  alcohol	
  or	
  drug	
  use	
  (Bensley	
  et	
  al.	
  2000,	
  Dube	
  et	
  al.	
  2003,	
  

Heffernan	
  et	
   al.	
   2000,	
  Kendler	
  et	
   al.	
   2000,	
   Spak	
  et	
   al.	
   1998,	
  Wilsnack	
  et	
   al.	
   1997),	
  

promiscuity	
   (Cavaiola	
   &	
   Schiff	
   1988,	
   Odonne-­‐Paolucci	
   et	
   al.	
   2001)	
   learned	
  

helplessness,	
   low	
   self-­‐esteem,	
   and	
   reduced	
   self	
   efficacy	
   (Freshwater	
   et	
   al.	
   2001,	
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Liem	
  &	
  Boudewyn	
  1999,	
  Briere	
  1992,	
  Genuis	
  et	
  al.	
  1991),	
  poor	
  mental	
  health	
  (e.g.	
  

depression)	
  and	
  psychosocial	
  outcomes	
  (Brodsky	
  et	
  al.	
  1997,	
  Edwards	
  et	
  al.	
  2003,	
  

Kingree	
   et	
   al.	
   1999,	
  Mullen	
   et	
   al.	
   1993,	
  Nelson	
   et	
   al.	
   2002,	
   Odonne-­‐Paolucci	
   et	
   al.	
  

2001,	
   Osofsky	
   1999,	
   van	
   der	
   Kolk	
   et	
   al.	
   1991,	
   Zlotnick	
   et	
   al.	
   2001).	
   It	
   has	
   been	
  

suggested	
  that	
  adverse	
  experiences	
  in	
  childhood	
  may	
  act	
  as	
  initiators	
  for	
  STDs	
  and	
  

risk-­‐taking	
   behaviors	
   later	
   in	
   life	
   (Hillis	
   et	
   al.	
   2000),	
   often	
   as	
   a	
   consequence	
   of	
  

unresolved	
  childhood	
  trauma,	
  which	
  affects	
  victims’	
  beliefs,	
   feelings,	
  thoughts,	
  and	
  

attitudes	
  (Klein	
  et	
  al.	
  2007).	
  	
  

	
  

Early	
  psychological	
  and	
  sociological	
  research	
  on	
  the	
  associations	
  between	
  childhood	
  

experiences	
   and	
   adult	
   health	
  most	
   often	
   focused	
   on	
   the	
   frequency	
   of	
   child	
   abuse	
  

(Berger	
  et	
  al.	
  1988,	
  Finkelhor	
  et	
  al.	
  1990,	
  Landis	
  1956,	
  Straus	
  &	
  Gelles	
  1986,	
  Wyatt	
  

1986)	
   and	
   its	
   long-­‐term	
   effects	
   (Beitchman	
   et	
   al.	
   1992,	
   Egelend	
   et	
   al.	
   1983,	
  

Finkelhor	
  &	
   Browne	
   1985),	
   but	
   often	
   lacked	
   a	
   rich	
   understanding	
   of	
   its	
   effect	
   on	
  

adult	
   health.	
   Indeed,	
   most	
   of	
   the	
   research	
   on	
   this	
   area	
   has	
   been	
   limited	
   to	
  

adolescent	
   general	
   health	
   (Council	
   on	
   Scientific	
   Affairs	
   1993,	
   Cunningham	
   et	
   al.	
  

1994,	
  Hibbard	
  et	
  al.	
  1990,	
  Nagy	
  et	
  al.	
  1994,	
  Nelson	
  et	
  al.	
  1995),	
  adult	
  mental	
  health,	
  

(Nelson	
   et	
   al.	
   1995,	
   Mullen	
   et	
   al.	
   1988)	
   and	
   patients	
   visiting	
   specialized	
   clinics	
  

(Drossman	
  et	
  al.	
  1990,	
  Harrop-­‐Griffiths	
  et	
  al.	
  1988).	
  	
  Moreover,	
  most	
  studies	
  of	
  ACE	
  

often	
  focused	
  on	
  single	
  types	
  of	
  exposure,	
  particularly	
  childhood	
  sexual	
  abuse,	
  with	
  

relatively	
  few	
  examining	
  the	
  effects	
  of	
  multiple	
  types	
  of	
  abuse	
  (Briere	
  &	
  Runtz	
  1988,	
  

Briere	
  &	
  Runtz	
  1990,	
  Bryant	
  &	
  Range	
  1995,	
  Claussen	
  1991,	
  McCauley	
  et	
   al.	
   1997,	
  

Moeller	
  et	
  al.	
  1993).	
  This	
  focused	
  analysis	
  on	
  a	
  singular	
  ACE	
  often	
  occurred	
  without	
  

a	
   consideration	
   of	
   other	
   forms	
   of	
   abuse	
   that	
   may	
   have	
   coexisted	
   within	
   the	
  

household,	
  both	
  directly	
  related	
  to	
  children	
  within	
  the	
  home	
  (e.g.	
  verbal	
  or	
  physical	
  

abuse	
   directed	
   to	
   the	
   child),	
   as	
   well	
   as	
   general	
   household	
   dysfunction	
   (e.g.	
  

substance	
  use,	
  housing	
  or	
   family	
   life	
   instability,	
  neglect,	
  and	
  poverty).	
  Exposure	
  to	
  

one	
  category	
  of	
  ACE	
  is	
  associated	
  with	
  an	
  80%	
  likelihood	
  of	
  exposure	
  to	
  another—

they	
  do	
  not	
  occur	
  in	
  isolation	
  (Felitti	
  et	
  al.	
  2002).	
  Indeed,	
  “a	
  child	
  does	
  not	
  grow	
  up	
  

with	
   an	
  alcoholic	
   person	
   or	
  with	
   domestic	
   violence	
   in	
   an	
   otherwise	
  well-­functioning	
  

household”	
   (Felitti	
   et	
   al.	
   2002,	
   pg.	
   45).	
   As	
   a	
   result	
   of	
   a	
   narrow	
   focus	
   on	
   ACEs,	
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resulting	
  long-­‐term	
  consequences	
  may	
  have	
  wrongly	
  been	
  attributed	
  exclusively	
  to	
  

single	
   forms	
   of	
   abuse,	
   and	
   the	
   cumulative	
   effects	
   of	
  multiple	
   forms	
   of	
   ACE	
  might	
  

have	
  been	
  ignored.	
  	
  

	
  

This	
  significant	
  gap	
  in	
  the	
   literature’s	
  understanding	
  of	
  multiple	
  forms	
  of	
  ACE	
  was	
  

addressed	
   in	
   Felitti	
   et	
   al.’s	
   seminal	
   ACE	
   Study	
   that	
   examined	
   the	
   relationship	
  

between	
   a	
   range	
   of	
   adverse	
   childhood	
   experiences	
   and	
   consequent	
   health	
   risk	
  

behavior	
   and	
   disease	
   in	
   a	
   sample	
   of	
  mixed-­‐sex	
   adults	
   living	
   in	
   San	
  Diego,	
   a	
   large	
  

urban	
  center	
   in	
   southern	
  California	
   	
   (1998).	
  Using	
  survey	
  data,	
  variables	
   included	
  

into	
   the	
   regression	
   were	
   seven	
   categories	
   of	
   adverse	
   childhood	
   experiences:	
  

psychological,	
   physical,	
   or	
   sexual	
   abuse;	
   violence	
   against	
   mother;	
   or	
   living	
   with	
  

household	
  members	
  who	
  were	
   substance	
   abusers,	
  mentally	
   ill	
   or	
   suicidal,	
   or	
   ever	
  

imprisoned.	
   The	
   number	
   of	
   ACE	
   exposures	
   endorsed	
   by	
   participants	
   was	
   then	
  

regressed	
  on	
  measures	
  of	
   adult	
   risk	
  behavior,	
   health	
   status,	
   and	
  disease,	
   allowing	
  

researchers	
   to	
   determine	
   the	
   association	
   between	
   the	
   cumulative	
   number	
   of	
   ACE	
  

exposures	
  and	
  risk	
   factors	
   for	
   the	
   leading	
  causes	
  of	
  death	
   in	
  adult	
   life.	
  Controlling	
  

for	
  relevant	
  co-­‐factors,	
  researchers	
  found	
  a	
  strong	
  positive	
  correlation	
  between	
  the	
  

breadth	
   of	
   exposure	
   to	
   abuse	
   or	
   household	
   dysfunction	
   during	
   childhood	
   and	
  

multiple	
   risk	
   factors	
   for	
   several	
   leading	
   causes	
   of	
   death	
   in	
   adults,	
   such	
   as	
   heart	
  

disease,	
   cancer,	
   and	
   liver	
   disease.	
   	
   The	
   authors	
   observed	
   that	
   the	
   primary	
  

mechanisms	
   linking	
   ACE	
   and	
   health	
   risk	
   behaviors	
   and	
   adult	
   diseases	
   included	
  

behaviors	
  such	
  as	
  alcohol/drug	
  abuse,	
  or	
  sexual	
  behaviors.	
  	
  

	
  

Subsequent	
   analyses	
   of	
   the	
   ACE	
   study	
   more	
   precisely	
   narrowed	
   in	
   on	
   the	
  

associations	
   of	
   ACE	
   exposures	
   and	
   sexual-­‐health	
   related	
   outcomes.	
   Hillis	
   et	
   al.	
  

(2000)	
   examined	
   the	
   relationship	
   between	
   seven	
   ACE	
   categories	
   and	
   subsequent	
  

STDs	
   in	
   a	
   sample	
   of	
   4263	
   men	
   and	
   5060	
   women.	
   They	
   found	
   a	
   strong	
   graded	
  

relationship	
   between	
   ACE	
   and	
   self-­‐reported	
   history	
   of	
   STDs,	
   such	
   that	
   the	
  

prevalence	
   of	
   STDs	
   was	
   found	
   to	
   increase	
   as	
   the	
   number	
   of	
   exposures	
   to	
   ACE	
  

increased.	
   	
  For	
  men,	
  experiencing	
  household	
  dysfunction	
  increased	
  the	
  risk	
  of	
  STD	
  

by	
  160%,	
   those	
  with	
  an	
   incarcerated	
   family	
  member	
  had	
  an	
   increased	
  STD	
  risk	
  of	
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90%,	
  those	
  who	
  had	
  been	
  sexually	
  abused	
  had	
  an	
  increased	
  STD	
  risk	
  of	
  50%,	
  those	
  

who	
  lived	
  with	
  someone	
  with	
  drug/alcohol	
  addiction	
  had	
  an	
  increased	
  STD	
  risk	
  of	
  

50%,	
   those	
   who	
   had	
   been	
   physically	
   abused	
   and/or	
   emotionally	
   abused	
   had	
   an	
  

increased	
  STD	
  risk	
  of	
  40%,	
  and	
  those	
  with	
  a	
  mentally	
  ill	
  family	
  member	
  had	
  an	
  20%	
  

increased	
  STD	
  risk.	
   	
  These	
  results	
  illustrate	
  a	
  potentially	
  powerful	
  link	
  between	
  an	
  

individual’s	
   cumulative	
   childhood	
   experiences	
   and	
   sexual	
   risk	
   and	
   likelihood	
   of	
  

STDs.	
  	
  	
  

	
  

However,	
   the	
   relevance	
   of	
   these	
   findings	
   on	
   understanding	
   the	
   sexual	
   health	
   and	
  

HIV	
  risk	
  of	
  Black	
  MSM	
  may	
  be	
  limited.	
  Of	
  8056	
  participants,	
  only	
  385	
  identified	
  as	
  

Black	
  or	
  African	
  American,	
  and	
  data	
  were	
  not	
  disaggregated	
  by	
  race/ethnicity	
  and	
  

data	
  on	
  participants’	
  sexuality	
  was	
  not	
  reported.	
  In	
  addition,	
  the	
  majority	
  of	
  men	
  in	
  

the	
   sample	
  were	
   over	
   35	
   years	
   of	
   age,	
   had	
   at	
   least	
   some	
   college	
   education,	
  were	
  

married,	
  and	
  were	
  either	
  employed	
  full-­‐time	
  or	
  retired;	
  these	
  sample	
  characteristics	
  

might	
   not	
   be	
   representative	
   of	
   the	
   Black	
   MSM	
   population	
   (US	
   Census	
   Bureau	
  

(2010).	
  The	
  authors	
  also	
  did	
  not	
  provide	
  data	
  on	
  participants’	
  socioeconomic	
  status,	
  

nor	
  was	
  it	
  controlled	
  for	
  as	
  a	
  potential	
  confounding	
  factor.	
  	
  Consequently,	
  while	
  this	
  

study	
  did	
  show	
  strong	
  associations	
  between	
  several	
  ACEs	
  and	
  important	
  causes	
  of	
  

death,	
   the	
   applicability	
   of	
   these	
   findings	
   to	
   Black	
   MSM	
   and	
   the	
   mechanisms	
   by	
  

which	
   they	
  might	
   explain	
   HIV	
   and	
   sexual	
   risk	
   in	
   Black	
  MSM	
  must	
   be	
   considered	
  

carefully.	
   Surprisingly	
   scant	
   research	
   has	
   been	
   conducted	
   on	
   the	
   experiences	
   and	
  

effects	
  of	
  ACE	
  on	
   the	
  sexual	
   risk	
  behaviors	
  of	
  Black	
  MSM.	
  This	
  clearly	
  highlights	
  a	
  

pressing	
   area	
   in	
   need	
   of	
   further	
   research,	
   in	
   the	
   light	
   of	
   epidemiological	
   data	
  

reviewed	
  earlier	
  that	
  indicate	
  Black	
  MSM	
  are	
  among	
  the	
  most-­‐at-­‐risk	
  groups	
  for	
  HIV	
  

infection	
  in	
  the	
  United	
  States.	
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4.3	
  Childhood	
  experiences,	
  development,	
  and	
  physiological	
  
responses	
  
	
  

The	
   childhood	
   home	
   environment	
   and	
   family	
   relationships	
   have	
   also	
   been	
  

demonstrated	
   to	
   be	
   significant	
   in	
   a	
   child’s	
   development.	
   Developmental	
  

psychologists	
  and	
  neuroscientists	
  have	
  shown	
  that	
  healthy	
  development	
  hinges	
  on	
  

the	
  quality	
  and	
  reliability	
  of	
  a	
  child’s	
  relationship	
  with	
  those	
  who	
  are	
  important	
  in	
  

their	
   lives,	
   particularly	
   family	
   members	
   and	
   caretakers	
   (Berscheid	
   &	
   Reis	
   1998,	
  

Collins	
  &	
  Laursen	
  1999,	
  Dawson	
  &	
  Fischer	
  1994,	
  Dunn	
  1993,	
  Panksep	
  1998,	
  Reis	
  et	
  

al.	
   2000).	
   Relationships	
   throughout	
   childhood	
   affect	
   nearly	
   all	
   aspects	
   of	
   a	
   child’s	
  

development,	
   including	
   intellectual,	
   social,	
   emotional,	
   physical,	
   and	
   behavioral	
  

development,	
   as	
   well	
   as	
   moral	
   skills	
   and	
   perceptions.	
   	
   These	
   relationships	
   help	
  

individuals	
  define	
  who	
  they	
  are,	
   their	
  expectations	
  and	
  dreams	
   for	
   the	
   future,	
  and	
  

their	
   sense	
   of	
   value	
   to	
   self	
   and	
   others	
   (Bornstein	
   2002,	
   Cassidy	
   &	
   Shaver	
   1999,	
  

Cochran	
  et	
   al.	
   1990,	
  Fogel	
  1993,	
  Rogoff	
  1990,	
   Shonoff	
  &	
  Phillips	
  2000,	
  Thompson	
  

1998).	
   In	
   the	
   words	
   of	
   Urie	
   Bronfenbrenner,	
   the	
   preeminent	
   developmental	
  

psychologist,	
   “in	
   order	
   to	
   develop	
   normally,	
   a	
   child	
   requires	
   progressively	
   more	
  

complex	
   joint	
   activity	
   with	
   one	
   or	
   more	
   adults	
   who	
   have	
   an	
   irrational	
   emotional	
  

relationship	
  with	
  the	
  child.	
  Somebody’s	
  got	
  to	
  be	
  crazy	
  about	
  that	
  kid.	
  That’s	
  number	
  

one.	
  First,	
  last,	
  and	
  always.”	
  	
  	
  

	
  

The	
  strength	
  of	
  relationships	
  and	
  attachments	
  in	
  early	
  childhood	
  help	
  to	
  develop	
  a	
  

range	
   of	
   skills	
   and	
   capacities	
   important	
   throughout	
   one’s	
   life,	
   including	
   feeling	
  

comfortable	
   with	
   one’s	
   self,	
   and	
   possessing	
   healthy	
   social	
   and	
   relationship	
   skills	
  

(e.g.	
   richer	
   understanding	
   of	
   emotions	
   and	
   commitment)	
   (Belsky	
  &	
  Cassidy	
  1994,	
  

Thompson	
   1999,	
   Thompson	
   2000,	
   Waters	
   et	
   al.	
   1991).	
   Parental	
   mental	
   health	
  

illness	
   and	
   violence	
   within	
   the	
   home	
   also	
   negatively	
   impacts	
   a	
   child’s	
   emotional	
  

development	
   and	
   increases	
   vulnerability	
   to	
   adult-­‐onset	
   depression	
   (Dawson	
   &	
  

Ashman	
   2000,	
   Dawson	
   et	
   al.	
   1999).	
   Moreover,	
   in	
   general,	
   studies	
   suggest	
   that	
  

neurobiological	
   mechanisms	
   may	
   function	
   alongside	
   psychosocial	
   mechanisms	
   to	
  

explain	
  the	
  effects	
  of	
  ACE	
  in	
  adult	
  life	
  (Dube	
  et	
  al.	
  2003,	
  Green	
  et	
  al.	
  1981,	
  Perry	
  et	
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al.	
  1995,	
  Van	
  der	
  Kolk	
  &	
  Fisler	
  1994,	
  Weiss	
  &	
  Wagner	
  1998).	
  In	
  studies	
  comparing	
  

individuals	
   who	
   experienced	
   adverse	
   childhood	
   events	
   with	
   those	
   who	
   had	
   not,	
  

researchers	
   have	
   documented	
   higher	
   brain-­‐wave	
   abnormalities,	
   reductions	
   in	
  

hippocampus,	
   intracranial	
   and	
   cerebral	
   volumes,	
   adverse	
   effects	
   on	
   limbic	
   system	
  

(the	
   area	
   of	
   brain	
   responsible	
   for	
   emotional	
   responses),	
   as	
   well	
   as	
   other	
  

physiological	
   and	
   anatomical	
   differences	
   among	
   those	
  who	
   reported	
   experiencing	
  

adverse	
  childhood	
  events	
  (DeBellis	
  et	
  al.	
  1999,	
  Stein	
  et	
  al.	
  1997,	
  Teicher	
  et	
  al.	
  1997,	
  

Weiss	
  &	
  Wagner	
  1998).	
  

	
  

	
  
	
  
Figure	
   4.3:	
   Childhood	
   developmental	
   basis	
   for	
   adult	
   health	
   and	
  wellbeing.	
   Adapted	
   from	
  

‘The	
   Foundations	
   of	
   Lifelong	
   Health	
   Are	
   Built	
   in	
   Early	
   Childhood,	
   The	
   Center	
   on	
   the	
  

Developing	
  Child	
  at	
  Harvard	
  University	
  (2010).’	
  www.developingchild.harvard.edu	
  

	
  

	
  

4.4	
  Research	
  Questions	
  
	
  

Epidemiological	
  data	
  showing	
  that	
  Black	
  men	
  have	
  a	
  higher	
  incidence	
  of	
  HIV/AIDS	
  

than	
  any	
  other	
  group	
  in	
  the	
  United	
  States	
  highlights	
  the	
  need	
  for	
  an	
  examination	
  of	
  

the	
  potential	
  childhood-­‐related	
  factors	
  informing	
  their	
  sexual	
  health	
  behaviors	
  later	
  

in	
  life.	
  As	
  described	
  in	
  previous	
  chapters,	
  current	
  social-­‐cognitive	
  models	
  of	
  sexual	
  

risk	
  behavior	
  do	
  not	
  sufficiently	
  explain	
  this	
  health	
  disparity.	
  Broader	
  frameworks	
  

are	
  needed	
  to	
   incorporate	
  multiple	
  variables	
   that	
  operate	
  across	
   levels	
  of	
  analysis	
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and	
   developmentally	
   over	
   time	
   to	
   explain	
   HIV	
   and	
   sexual	
   risk	
   behavior	
   in	
   Black	
  

MSM.	
   These	
  may	
   include	
   socioeconomic	
   and	
   cultural	
   variables	
   such	
   as	
   education,	
  

urbanization,	
  income	
  level,	
  social	
  norms,	
  values	
  and	
  life	
  goals.	
  

	
  

Based	
  on	
  this	
  review	
  of	
   the	
  potential	
  role	
  of	
  ACE	
  on	
  HIV	
  and	
  sexual	
  risk	
  behavior,	
  

this	
  chapter	
  aimed	
  to	
  explore	
  the	
  following	
  questions:	
  	
  

	
  

1. In	
   what	
   ways	
   do	
   participants	
   perceive	
   childhood	
   experiences	
   (either	
   positive	
   or	
  

negative)	
  to	
  have	
  an	
  influence	
  on	
  their	
  adult	
  sexual	
  behaviors?	
  	
  

	
  

2a.	
  	
  Are	
   there	
   trends	
   among	
   participants’	
   narratives	
   about	
   specific	
   childhood	
  

experiences	
  that	
  influence	
  their	
  adult	
  sexual	
  behaviors?	
  

2b.	
  Based	
  on	
  their	
  narratives,	
  how	
  do	
  participants	
  understand	
  the	
  processes	
  by	
  which	
  

childhood	
  experiences	
  influence	
  their	
  adult	
  sexual	
  behavior?	
  	
  

	
  

3.	
  	
   Are	
   there	
   trends	
   in	
   the	
   narratives	
   that	
   might	
   differentiate	
   the	
   experiences	
   of	
  

participants	
   who	
   described	
   multiple,	
   consistent	
   high	
   risk	
   sexual	
   behaviors	
   from	
  

those	
   who	
   described	
   fewer	
   high-­‐risk	
   behaviors	
   in	
   terms	
   of	
   their	
   childhood	
  

experiences?	
  	
  

	
  

Qualitative	
  data	
  were	
  analyzed	
  and	
  interpreted	
  with	
  the	
  goal	
  of	
  uncovering	
  salient	
  

themes	
  of	
  participants’	
  childhood	
  experiences	
  and	
  the	
  potential	
  pathways	
  by	
  which	
  

these	
  experiences	
  may	
  or	
  may	
  not	
  influence	
  adult	
  sexual	
  behavior.	
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4.5	
  Factors	
  of	
  childhood	
  experience	
  implicated	
  in	
  sexual	
  risk	
  
behaviors	
  
	
  

4.5a	
  Socioeconomic	
  circumstances	
  
	
  

Although	
   there	
   was	
   socioeconomic	
   variability	
   within	
   this	
   sample,	
   the	
   dominant	
  

theme	
  among	
  participants	
  was	
  having	
  a	
  childhood	
  characterized	
  by	
  varying	
  degrees	
  

of	
  poverty.	
  A	
   subset	
  of	
  participants	
   (n=26)	
  described	
  having	
   a	
   low	
  socioeconomic	
  

upbringing	
  during	
  childhood	
  (see	
  Section	
  4.5a.1	
  in	
  Table	
  4.1),	
  in	
  which	
  their	
  families	
  

were	
  in	
  receipt	
  of	
  one	
  or	
  more	
  of	
  state	
  or	
  federal	
  social	
  assistance	
  programs,	
  such	
  as	
  

general	
   public	
   assistance	
   (i.e.	
   welfare),	
   social	
   security	
   disability,	
   supplemental	
  

nutrition	
  assistance	
  program	
  (i.e.	
   food	
  stamps),	
  or	
  were	
  living	
  in	
  subsidized	
  public	
  

housing.	
   	
   A	
   frequent	
   characteristic	
   of	
   these	
   families,	
   according	
   to	
   participants’	
  

narratives,	
  was	
  a	
  lack	
  of	
  employed	
  adult	
  members	
  in	
  the	
  household,	
  often	
  due	
  to	
  an	
  

inability	
   to	
   find	
   work,	
   physical	
   disability	
   or	
   mental	
   illness	
   preventing	
   work,	
   or	
  

substance	
   abuse/addiction	
   preventing	
   long-­‐term	
   employment.	
   Participants	
   also	
  

described	
   limited	
   parental/guardian	
   levels	
   of	
   education,	
   usually	
   not	
   beyond	
   high	
  

school	
  level.	
  Owing	
  to	
  this	
  socioeconomic	
  adversity,	
  participants	
  reported	
  dropping	
  

out	
   of	
   middle	
   or	
   high	
   school	
   to	
   find	
   employment	
   to	
   financially	
   contribute	
   to	
   the	
  

household,	
   sometimes	
   being	
   the	
   main	
   provider	
   in	
   the	
   home.	
   Several	
   of	
   these	
  

participants	
   reported	
   turning	
   to	
   illegal	
   activities	
   to	
   earn	
   income,	
   namely	
   selling	
  

illicit	
  drugs.	
  	
  

	
  

The	
   extent	
   to	
  which	
   participants	
  were	
   cognizant	
   during	
   childhood	
   of	
   their	
   family	
  

poverty	
   varied,	
   with	
   some	
   only	
   retrospectively	
   identifying	
   in	
   adulthood	
   their	
  

upbringing	
  as	
  materially	
  ‘poor.’	
  As	
  one	
  participant,	
  Harold,	
  stated	
  “Nah,	
  didn’t	
  know	
  

nothing	
   about	
   it…always	
   had	
   food	
   and	
   shoes...my	
   grandmother	
   did	
   a	
   good	
   job	
   of	
  

hiding	
  (our	
  poverty)	
   from	
  us.”	
  Other	
  participants	
  were	
  aware	
  that	
   they	
  were	
  poor	
  

throughout	
   their	
   childhood.	
   Upon	
   reflecting	
   on	
   his	
   childhood,	
   one	
   participant,	
  

Adrian,	
  recollected	
  that	
  he	
  “had	
  less	
  than	
  other	
  people,”	
  while	
  another	
  commented	
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that	
  his	
  childhood	
  was	
  “really	
  messed	
  up.	
  We	
  was	
  broke,	
  very	
  broke.”	
  Participants’	
  

understanding	
   of	
   their	
   childhood	
   socioeconomic	
   circumstance	
   during	
   their	
  

childhood	
  was	
  often	
  a	
  reflection	
  of	
  the	
  severity	
  of	
  their	
  poverty.	
  For	
  instance,	
  those	
  

children	
  whose	
  guardians	
  were	
  unable	
  to	
  provide	
  the	
  most	
  basic	
  necessities	
  such	
  as	
  

food,	
   clothing,	
   and	
   shelter	
   were	
   more	
   cognizant	
   of	
   their	
   socioeconomic	
  

circumstances	
   than	
   those	
   participants	
   whose	
   families	
   were	
   able	
   to	
   provide	
   basic	
  

material	
  needs.	
  For	
  example,	
  one	
  participant	
  whose	
  childhood	
  was	
  characterized	
  by	
  

a	
  deeper	
   level	
   of	
   poverty	
   than	
  most,	
   remarked	
   “my	
   family	
  was	
  poor.	
  We	
  grew	
  up	
  

making	
  clothes	
  out	
  of	
  rags,	
  we	
  had	
  to	
  hand	
  wash	
  our	
  clothes.”	
  Importantly,	
  in	
  most	
  

cases	
   participants	
   did	
   distinguish	
   their	
   feelings	
   toward	
   their	
   childhood	
  

socioeconomic	
   circumstances	
   from	
   their	
   feelings	
   toward	
   their	
   childhood;	
   that	
   is,	
  

participants	
   did	
   not	
   equate	
   having	
   a	
   materially	
   poor	
   childhood	
   with	
   having	
   an	
  

unhappy	
   childhood.	
   While	
   many	
   participants	
   did	
   describe	
   unhappy	
   childhoods,	
  

their	
  unhappiness	
  was	
  mostly	
  a	
  result	
  of	
  family	
  dynamics,	
  abuse,	
  and	
  weak	
  support	
  

systems	
  rather	
  than	
  the	
  presence	
  or	
  absence	
  of	
  material	
  goods.	
  	
  

	
  

Slightly	
   less	
   than	
   one	
   quarter	
   participants	
   (n=8)	
   described	
   having	
   a	
   middle	
   or	
  

upper-­‐middle	
  class	
  upbringing	
  (see	
  Section	
  4.5a.2	
  in	
  Table	
  4.1).	
  These	
  participants	
  

described	
   never	
   lacking	
   basic	
   necessities	
   such	
   as	
   food,	
   clothing,	
   and	
   shelter,	
   and	
  

several	
   reported	
  attending	
  private	
  schools	
   throughout	
   their	
   childhood.	
  Notably,	
  at	
  

the	
   time	
   of	
   interview,	
   the	
  majority	
   of	
   this	
   group	
   (7	
   of	
   8)	
   was	
   enrolled	
   in	
   or	
   had	
  

graduated	
   from	
   a	
   4-­‐year	
   college	
   or	
   university.	
   Generally,	
   these	
   middle	
   or	
   upper-­‐

middle	
  class	
  participants	
  described	
  having	
  childhood	
  social	
  networks	
  consisting	
  of	
  

other	
   children/families	
   of	
   similar	
   socioeconomic	
   status,	
   thus	
   believing	
   their	
  

childhood	
   socioeconomic	
   circumstances	
   to	
   be	
   normative.	
   	
   In	
   addition,	
   similar	
   to	
  

other	
  participants,	
  they	
  did	
  not	
  mix	
  their	
  feelings	
  toward	
  their	
  ‘good’	
  socioeconomic	
  

upbringing	
   with	
   having	
   a	
   happy	
   childhood.	
   Notably,	
   narratives	
   from	
   some	
  

participants	
   from	
  middle-­‐	
   or	
   upper-­‐middle	
   class	
   backgrounds	
   described	
   unhappy	
  

childhoods	
   stemming	
   from	
   family	
   dynamics,	
   rather	
   than	
   socioeconomic	
   factors.	
  

Keenan,	
  a	
  participant	
  who	
  came	
  from	
  a	
  relatively	
  higher	
  socioeconomic	
  background	
  

commented:	
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“I	
  mean,	
  we	
  had	
  everything…but	
  there	
  was	
  no	
  love.	
  My	
  family	
  was	
  and	
  still	
  is	
  

very	
   cold….yeah,	
   definitely	
   no	
   hugs	
   in	
  my	
   house.	
   [My	
   parents]	
   showed	
  me	
  

how	
  not	
  to	
  be	
  when	
  I	
  have	
  my	
  own	
  family.”	
  

	
  

This	
   participant	
   acknowledged	
   that	
   while	
   being	
   raised	
   in	
   a	
   financially	
   secure	
  

household	
  was	
  important,	
  his	
  childhood	
  was	
  characterized	
  by	
  a	
  family	
  atmosphere	
  

lacking	
  in	
  love,	
  warmth,	
  and	
  affection.	
  	
  

	
  

	
  Participants	
   from	
  higher	
   socioeconomic	
  backgrounds	
   reported	
  a	
   family	
   culture	
   in	
  

which	
   education	
  was	
   held	
   in	
   high	
   esteem,	
  with	
   parents	
   (or	
   guardian)	
   holding	
   the	
  

expectation	
   of	
   college	
   attendance.	
   It	
  was	
   noteworthy	
   to	
   observe	
   that	
   participants	
  

from	
   lower	
   socioeconomic	
   backgrounds	
   had	
   few	
   academic	
   or	
   career	
   expectations	
  

placed	
   on	
   them,	
   while	
   participants	
   raised	
   in	
   better	
   socioeconomic	
   circumstances	
  

had	
  higher	
  parental/guardian	
  expectations,	
  particularly	
  with	
  respect	
  to	
  educational	
  

attainment,	
  career	
  planning,	
  as	
  well	
  as	
  the	
  general	
  expectation	
  of	
  being	
  a	
  productive	
  

member	
   of	
   society	
   (see	
   Sections	
   4.5a.3	
   and	
   4.5a.4	
   in	
   Table	
   4.1).	
   This	
   observation	
  

from	
   our	
   narrative	
   interviews	
   is	
   supported	
   by	
   data	
   demonstrating	
   that	
   parental	
  

educational	
   attainment	
   and	
  expectations	
   are	
   important	
  determinants	
  of	
   children’s	
  

personal	
  expectations	
  and	
  their	
  future	
  attainment	
  in	
  adulthood	
  (Haveman	
  &	
  Wolfe	
  

1995).	
  	
  

	
  

4.5b	
  Socioeconomic	
  status	
  and	
  sexual	
  risk	
  behaviors	
  
	
  

Based	
  on	
  close	
  qualitative	
  analysis	
  of	
  participants’	
  recollection	
  of	
  their	
  recent	
  sexual	
  

encounters,	
  participants	
  were	
   categorized	
  as	
  engaging	
   in	
  either	
  higher	
   sexual	
   risk	
  

behavior	
  or	
  lower	
  sexual	
  risk	
  behavior.	
  Categories	
  were	
  determined	
  based	
  on	
  sexual	
  

behavior	
  narratives	
  alone,	
  independent	
  of	
  other	
  social	
  or	
  health	
  risk	
  factors.	
  These	
  

categories	
  were	
   then	
  used	
   to	
   identify	
  potential	
   narrative	
   trends	
   that	
  might	
   reveal	
  

social	
  contextual	
  factors	
  that	
  influence	
  –	
  directly	
  or	
  indirectly	
  -­‐	
  risk	
  behavior	
  among	
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participants.	
   These	
   narrative	
   explorations	
   described	
   here	
   are	
   not	
   intended	
   to	
  

indicate	
   quantifiable	
   correlations,	
   but	
   rather	
   to	
   bring	
   to	
   light	
   possible	
   linkages	
   in	
  

narratives	
   on	
   early	
   childhood	
   experiences	
   and	
   adult	
   sexual	
   risk	
   behavior.	
   Indeed,	
  

participants’	
  perceived	
  experiences	
  are	
  perhaps	
  best	
  understood	
  as	
  occurring	
  along	
  

a	
  continuum,	
  with	
  rigid	
  distinctions	
  not	
  possible.	
  	
  

	
  

Examination	
  of	
  the	
  narratives	
  among	
  men	
  in	
  this	
  sample	
  indicated	
  that	
  participants	
  

who	
  recalled	
  having	
  lower	
  childhood	
  socioeconomic	
  circumstances	
  also	
  described	
  a	
  

greater	
   range	
   of	
   sexual	
   risk	
   behaviors	
   than	
   those	
   who	
   perceived	
   having	
   higher	
  

socioeconomic	
   status	
   childhoods.	
   These	
   high	
   risk	
   sexual	
   behaviors	
   included	
  

unprotected	
   anal	
   intercourse	
   with	
   casual	
   partners,	
   multiple	
   concurrent	
   sexual	
  

partners,	
  and	
  sex	
  with	
  anonymous	
  partners	
  (see	
  Section	
  4.5b.1	
  in	
  Table	
  4.1).	
  	
  

	
  

Childhood	
   socioeconomic	
   circumstances	
   may	
   influence	
   adult	
   sexual	
   behaviors	
  

directly	
   or	
   indirectly.	
   Directly,	
   in	
   light	
   of	
   many	
   pressing	
   and	
   competing	
  

socioeconomic	
   needs,	
   participants	
   may	
   have	
   learned	
   to	
   prioritize	
   securing	
  

socioeconomic	
   needs	
   ahead	
   of	
   sexual	
   health.	
   	
   Since	
   those	
   raised	
   in	
   lower-­‐income	
  

homes	
   frequently	
   described	
   childhoods	
   characterized	
   by	
   daily	
   struggles	
   to	
   secure	
  

basic	
  necessities	
  (e.g.	
  food	
  and	
  housing),	
  while	
  those	
  raised	
  in	
  higher	
  socioeconomic	
  

circumstances	
  did	
  not	
  as	
  commonly	
  describe	
  similar	
  challenges,	
  we	
  might	
  interpret	
  

that	
   participants	
   from	
   higher	
   socioeconomic	
   groups	
   may	
   have	
   been	
   afforded	
   a	
  

broader	
   perspective	
   and	
   set	
   of	
   priorities	
   than	
   participants	
   from	
   lower	
  

socioeconomic	
   groups.	
   In	
   other	
   words,	
   participants’	
   socioeconomic	
   backgrounds	
  

may	
   determine	
   life	
   priorities	
   and	
   shape	
   expectations	
   for	
   the	
   future.	
   For	
   example,	
  

fewer	
   economic	
   and	
   social	
   resources,	
   greater	
   housing	
   instability,	
   and	
   poorer	
  

educational	
   quality	
  may	
   lead	
   to	
  perceptions	
   of	
   diminished	
   life	
   prospects	
  which	
   in	
  

turn	
  may	
  affect	
  perceptions	
  of	
   risk	
  and	
  consequent	
  engagement	
   in	
   risk	
  behaviors.	
  

The	
   reasons	
   explaining	
   this	
   possible	
   association	
   are	
   yet	
   unclear,	
   but	
   hypotheses	
  

may	
   include	
   a	
   narrowed	
   time	
   orientation	
   (e.g.	
   immediate	
   gratification	
   prioritized	
  

over	
   delayed	
   benefits)	
  which	
   prioritizes	
   attention	
   to	
   immediate	
   needs	
   over	
   distal	
  

goals,	
  limited	
  coping	
  resources	
  (e.g.	
  friend	
  or	
  family	
  support)	
  which	
  do	
  not	
  allow	
  for	
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productive	
   ways	
   of	
   dealing	
   with	
   life	
   stressors,	
   and	
   limited	
   self-­‐regulation	
   skills	
  

which	
  may	
  promote	
  risk-­‐taking	
  as	
  a	
  way	
  of	
  dealing	
  with	
  life	
  stressors.	
  	
  

	
  

In	
  the	
  face	
  of	
  difficult	
  socioeconomic	
  circumstances,	
  immediate	
  and	
  ‘urgent’	
  matters	
  

such	
   as	
   securing	
   food	
   and	
   clothing	
   tend	
   to	
   be	
   prioritized	
   over	
   health	
   promotion,	
  

which	
  may	
  be	
  viewed	
  as	
  a	
  more	
  hypothetical	
  or	
   intangible	
  concern	
  because	
   it	
   lies	
  

(with	
  uncertainty)	
  in	
  the	
  future.	
  	
  For	
  instance,	
  Danis	
  et	
  al.	
  (2010)	
  recently	
  examined	
  

the	
   priorities	
   of	
   low-­‐income	
   residents	
   in	
   urban	
  Washington	
  D.C.	
   for	
   interventions	
  

targeted	
   to	
   the	
   socioeconomic	
   determinants	
   of	
   health,	
   and	
   found	
   immediate	
  

concerns	
  such	
  as	
  health	
  insurance	
  (95%),	
  housing	
  vouchers	
  (82%),	
  and	
  dental	
  care	
  

(82%)	
  to	
  be	
  more	
  highly	
  prioritized	
  than	
  matters	
  with	
  delayed	
  benefits	
  such	
  as	
  job	
  

training	
   (72%)	
   and	
   health	
   behavior	
   promotion	
   (68%).	
   	
   Identifying	
   the	
   different	
  

ways	
   in	
   which	
   the	
   intersecting	
   factors	
   of	
   low-­‐income	
   and	
   parental	
   priorities	
   can	
  

impact	
  children’s	
  adult	
  HIV	
  risk	
  has	
  been	
  identified	
  as	
  an	
  important	
  area	
  of	
  research	
  

(Haveman	
  &	
  Wolfe	
  1995,	
  Mulligan	
  1997).	
  	
  	
  

	
  

Childhood	
   experiences	
  may	
   also	
   affect	
   adult	
   sexual	
   behaviors	
   through	
   even	
  more	
  

circuitous,	
   indirect	
   pathways.	
   	
   Studies	
   of	
   intergenerational	
   income	
   mobility	
   and	
  

poverty	
  persistence	
  have	
  shown	
  that	
  childhood	
  socioeconomic	
  status	
  predicts	
  adult	
  

socioeconomic	
  status.	
  That	
  is,	
  children	
  who	
  are	
  raised	
  in	
  households	
  characterized	
  

by	
  poorer	
  socioeconomic	
  circumstances	
  are	
  likely	
  to	
  become	
  adults	
  who	
  experience	
  

similar	
   socioeconomic	
   circumstances,	
  while	
   children	
  who	
   are	
   raised	
   in	
   financially	
  

secure	
   households	
   are	
   likely	
   to	
   become	
   financially	
   secure	
   adults.	
   Income	
   levels	
  

during	
   one’s	
   childhood	
   persist	
   through	
   life	
   at	
   rates	
   far	
   higher	
   than	
   previously	
  

believed	
   (Solon	
   1992,	
  Mazumder	
   2005),	
   and	
   parental	
   economic	
   resources	
   predict	
  

many	
  categories	
  of	
  children’s	
  adult	
  attainment	
   (Corcoran	
  1995,	
  Haveman	
  &	
  Wolfe	
  

1995).	
   Years	
   of	
   education	
   has	
   been	
   suggested	
   as	
   one	
   possible	
   factor	
   driving	
   this	
  

trend	
   (Aaronson	
   &	
   Mazumder	
   2008,	
   Haveman	
   &	
   Wolfe	
   1995).	
   	
   National	
   and	
  

international	
  data	
  have	
  demonstrated	
   that	
   low	
   socioeconomic	
   status	
   in	
   adulthood	
  

has	
  been	
  associated	
  with	
  poor	
  health	
  outcomes	
  	
  	
  (Adler	
  &	
  Ostrove	
  1999,	
  Baum	
  et	
  al.	
  

1981,	
   Ewart	
   &	
   Suchday	
   2002,	
   Lantz	
   et	
   al.	
   1998,	
   ),	
   including	
   increased	
   HIV	
   risk-­‐
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taking	
  behaviors	
  and	
  higher	
  HIV	
  prevalence	
  (Kalichman	
  et	
  al.	
  2006,	
  Riley	
  et	
  al.	
  2007,	
  

CDC	
   2011).	
   	
   Thus,	
   in	
   addition	
   to	
   participants’	
   own	
   low	
   socioeconomic	
   status	
   as	
  

adults	
  influencing	
  sexual	
  risk	
  behavior,	
  the	
  long	
  lasting	
  effects	
  of	
  familial	
  priorities	
  

and	
   life	
   perspectives	
  may	
   have	
   impacted	
   adult	
   sexual	
   risk	
   behaviors.	
   Participants	
  

from	
   lower-­‐income	
   childhood	
   homes	
   may	
   have	
   placed	
   lower	
   priority	
   on	
   sexual	
  

health	
   in	
  adulthood,	
  compared	
  with	
   those	
  who	
  were	
  raised	
   in	
  more	
  advantageous	
  

socioeconomic	
   circumstances.	
   This	
   may	
   have	
   led	
   to	
   the	
   former	
   describing	
   their	
  

likelihood	
   of	
   engaging	
   in	
   sexual	
   risk	
   behaviors	
   and	
   the	
   latter	
   describing	
   lower	
  

sexual	
  risk	
  behaviors	
  	
  	
  

	
  

It	
   is	
   interesting	
   to	
   note	
   that	
   almost	
   all	
   participants	
  were	
   able	
   to	
   describe	
   general	
  

sexual	
   safety	
   strategies	
   to	
   avoid	
   HIV	
   and	
   other	
   STDs.	
   However,	
   the	
   strategies	
  

described	
   by	
   participants	
   appeared	
   to	
   vary	
   according	
   to	
   their	
   socioeconomic	
  

background.	
   The	
   most	
   common	
   sexual	
   risk	
   reduction	
   strategy	
   described	
   by	
  

participants	
   from	
   lower	
   socioeconomic	
   childhoods	
   was	
   to	
   scrutinize	
   prospective	
  

partners	
  for	
  evidence	
  of	
  illness	
  (i.e.	
  being	
  HIV+)	
  mostly	
  through	
  visual	
  or	
  behavioral	
  

cues	
   (e.g.	
   genital	
   ulcers	
   or	
   sores,	
   lipodistrophy,	
   medication	
   taking);	
   if	
   physical	
  

evidence	
   was	
   observed,	
   they	
   would	
   refrain	
   from	
   sexual	
   intercourse	
   with	
   those	
  

partners	
   (this	
   is	
   further	
   described	
   in	
   Section	
   5.5e).	
   For	
   example,	
   one	
   participant	
  

who	
   described	
   consistently	
   relying	
   on	
   visual	
   or	
   behavioral	
   cues	
   shared	
   that	
   he	
  

would	
  not	
  “mess	
  around	
  with	
  any	
  [man]”	
  with	
  scabs	
  or	
  sores	
  in	
  his	
  genital	
  area	
  (this	
  

is	
  further	
  described	
  in	
  the	
  following	
  chapter).	
  By	
  contrast,	
  participants	
  with	
  higher	
  

socioeconomic	
   childhoods	
   described	
   sexual	
   strategies	
   characterized	
   by	
   strictly	
  

refraining	
   from	
  unprotected	
   intercourse	
  with	
   anonymous	
  or	
   casual	
   partners,	
   only	
  

engaging	
  in	
  unprotected	
  sex	
  with	
  committed	
  monogamous	
  partners,	
  and	
  discussing	
  

HIV	
   testing	
   results	
   with	
   partners	
   (see	
   Section	
   4.5b.2	
   in	
   Table	
   4.1).	
   For	
   example,	
  

Xavier,	
   a	
   participant	
   from	
  a	
  higher	
   socioeconomic	
  background	
  described	
  having	
   a	
  

rigid	
  approach	
  to	
  condom	
  use,	
  an	
  approach	
  that	
  was	
  not	
  mentioned	
  by	
  participants	
  

from	
  lower	
  socioeconomic	
  backgrounds:	
  

	
  

Interviewer:	
  Why	
   do	
   you	
   think	
   that	
  when	
   sleeping	
   together	
   [with	
   a	
   casual	
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partner],	
   you	
   have	
   not	
   gotten	
   to	
   a	
   point	
   where	
   you	
   sleep	
  with	
   each	
   other	
  

without	
  using	
  condoms?	
  

	
  

Xavier:	
  Cause	
  that’s	
  crazy.	
  You	
  just	
  never	
  know.	
  That’s	
  not	
  something	
  that	
  I’m	
  

comfortable	
  with.	
  And	
  it’s	
  not	
  something	
  that	
  he’s	
  comfortable	
  with.	
  I	
  mean	
  

we	
  both	
  trust	
  each	
  other	
  and	
  that’s	
  great,	
  but…	
  [you	
  never	
  know!]	
  

	
  

Interviewer:	
   If	
   that	
   relationship	
   were	
   to	
   go	
   on	
   for	
   an	
   extended	
   period	
   of	
  

time?	
  

	
  

Xavier:	
  No,	
  absolutely	
  not.	
   [He]	
  doesn’t	
  know	
  what	
   I	
  do	
  all	
   the	
   time,	
   I	
  don’t	
  

know	
  what	
  he	
  does	
  all	
  the	
  time.	
  Yeah,	
  so,	
  I	
  look	
  out	
  for	
  myself.	
  	
  

	
  

Moreover,	
   narratives	
   from	
   participants	
   with	
   higher	
   socioeconomic	
   childhoods	
  

revealed	
   a	
  more	
   consistent	
   correspondence	
   between	
   their	
   general	
   risk	
   reduction	
  

strategy	
   and	
   their	
   ongoing	
   behaviors.	
   Participants	
   with	
   lower	
   socioeconomic	
  

childhoods	
   often	
   did	
   not	
   behaviorally	
   adhere	
   to	
   their	
   own	
   purported	
   sexual	
  

strategies.	
   Failure	
   of	
   participants	
   from	
   lower-­‐income	
   childhoods	
   to	
   practice	
   their	
  

sexual	
   safety	
   strategies	
   was	
   most	
   often	
   attributed	
   to	
   ‘not	
   thinking’	
   about	
   their	
  

strategies,	
  or	
  ‘pushing	
  it	
  out	
  of	
  [their]	
  mind.’	
  	
  

	
  

4.5c	
  Family	
  characteristics	
  
	
  

Family	
   composition	
   varied	
   across	
   participants.	
   The	
   majority	
   of	
   participants	
  

described	
  being	
  raised	
  in	
  a	
  single	
  parent	
  home,	
  most	
  often	
  by	
  their	
  mother	
  or	
  by	
  a	
  

grandparent	
  (see	
  Section	
  4.5c	
   in	
  Table	
  4.1).	
  A	
  small	
  number	
  reported	
  being	
  raised	
  

within	
   the	
   foster	
   care	
   system.	
   This	
   observed	
   pattern	
   of	
   family	
   composition	
  

corresponds	
  with	
   the	
   2010	
   US	
   Census	
   data	
   reporting	
   that	
   approximately	
   60%	
   of	
  

Black	
   children	
   lived	
   with	
   a	
   single	
   parent,	
   a	
   grandparent,	
   or	
   other	
   relative,	
   while	
  

approximately	
   35%	
   lived	
  with	
   two	
  married	
   parents	
   (US	
   Census	
   Bureau	
   2010).	
   In	
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this	
  study,	
  common	
  contributors	
  to	
  participants	
  being	
  raised	
  by	
  someone	
  other	
  than	
  

their	
   biological	
   parent	
   were	
   parental	
   drug/alcohol	
   addiction,	
   abandonment,	
  

incarceration	
  or	
  death.	
  	
  

	
  

4.5c.1	
  Parental	
  substance	
  use	
  	
  	
  
	
  

Approximately	
   one	
   half	
   of	
   participants	
  who	
  were	
   raised	
   by	
   a	
   biological	
   parent	
   or	
  

guardian	
  reported	
  parental/guardian	
  substance	
  use	
  inside	
  the	
  home.	
  	
  Here,	
  Nathan,	
  

a	
   participant	
  with	
   challenging	
   family	
   dynamics	
   recalls	
   how	
  his	
  mother’s	
   drug	
   use	
  

made	
  it	
  difficult	
  for	
  her	
  to	
  care	
  for	
  her	
  children:	
  	
  

	
  

“My	
  mom	
  ended	
  up	
  disappearing	
  because	
  she	
  was	
  doing	
  drugs.	
  My	
  dad	
  was	
  

doing	
   drugs.	
  My	
   aunt...had	
   just	
   died	
   on	
  my	
   birthday	
  which	
  made	
   it	
  worse.	
  

And	
   after	
   that	
   it	
   went	
   downhill	
   because	
   my	
   mom	
   kept	
   having	
   kids	
   with	
  

different	
  people	
  and	
  then	
  she	
  ended	
  up	
  losing	
  all	
  the	
  kids.”	
  

	
  

As	
  alluded	
  to	
  in	
  the	
  above	
  quote,	
  participants’	
  narratives	
  revealed	
  parents’	
  transient	
  

presence	
   and	
   involvement	
   in	
   their	
   lives,	
   which	
   led	
   many	
   participants	
   to	
   harbor	
  

conflicted	
   feelings	
   towards	
   their	
   parents.	
   For	
   instance,	
   Christian,	
   a	
   participant	
  

discusses	
  how	
  his	
  mother’s	
  substance	
  use	
  led	
  to	
  her	
  intermittent	
  involvement	
  in	
  his	
  

life:	
  

	
  

“My	
  grandmother	
  actually	
  took	
  care	
  of	
  my	
  brother	
  and	
  myself.	
  My	
  mom	
  had	
  

six	
  kids.	
  She	
  was	
  married	
  twice.	
  Four	
  of	
  the	
  children	
  went	
  to	
  live	
  with	
  their	
  

dad,	
   and	
  my	
   brother	
   and	
  myself	
   went	
   to	
   live	
   with	
   my	
  mom’s	
   mother.	
   My	
  

mom	
  was	
  an	
  alcoholic.	
  An	
  addict,	
  she	
  had	
  her	
  own	
  issues	
  and	
  that’s	
  why	
  she	
  

put	
  us	
  in	
  a	
  safe	
  environment,	
  so	
  to	
  speak…	
  I,	
  I	
  never	
  really	
  got	
  along	
  with	
  my	
  

mom	
   because	
   of	
   her	
   drinking.	
   I	
   didn’t	
   like	
   her	
   very	
   much.	
   She	
   was	
   never	
  

there,	
   I	
  mean.	
  When	
  she	
  was	
  there,	
  she	
  wasn’t	
   there.	
  And	
  when	
  she	
  wasn’t,	
  

then	
   she	
   wasn’t	
   there.	
   Yeah,	
   we	
   felt	
   she	
   pawned	
   us	
   off,	
   you	
   know	
   what	
   I	
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mean,	
  growing	
  up.”	
  

	
  

	
  

4.5c.2	
  Lack	
  of	
  love	
  and	
  affection	
  
	
  

Childhoods	
  lacking	
  in	
  love	
  and	
  affection	
  emerged	
  as	
  a	
  major	
  theme	
  in	
  participants’	
  

family	
  relationships.	
  Many	
  participants	
  described	
  parents	
  or	
  guardians	
  that	
  showed	
  

very	
   limited	
  affection,	
   communication,	
   support,	
   and	
  affirmation,	
  which	
   resulted	
   in	
  

many	
   strained	
   family	
   relationships.	
   Participants	
   described	
   “walking	
   on	
   eggshells,”	
  

so	
   as	
   to	
   not	
   upset	
   others	
   within	
   the	
   home.	
   Family	
   life	
   in	
   these	
   households	
   was	
  

characterized	
  as	
  volatile,	
  subject	
  to	
  parental	
  mood	
  swings	
  and	
  oftentimes	
  violence.	
  

For	
  example,	
  participants	
  John	
  and	
  Nelson	
  shared,	
  respectively:	
  

	
  

“Anything	
  would	
  set	
  [my	
  mother]	
  off.	
  It	
  could	
  be	
  my	
  [baby]	
  sister	
  crying,	
  or	
  

someone	
   waking	
   her	
   up…or	
   her	
   boyfriend	
   not	
   coming	
   home…she	
   would	
  

always	
   take	
   that	
   shit	
   out	
   on	
   us…she	
   would	
   go	
   fucking	
   crazy…screaming,	
  

throwing	
  shit…all	
  kinds	
  of	
  stuff.”	
  

	
  

“[My	
  mother]	
  didn’t	
  bother	
  with	
  us…she	
  just	
  didn’t	
  pay	
  us	
  any	
  attention.	
  My	
  

friends	
  around	
  the	
  block	
  were	
  always	
  jealous.”	
  

	
  

4.5c.3	
  Childhood	
  neglect	
  
	
  

Participants’	
  narratives	
  highlight	
  the	
  role	
  of	
  childhood	
  neglect	
  in	
  behavioral	
  risk	
  for	
  

HIV	
  infection	
  later	
  in	
  life	
  (see	
  Section	
  4.5c.3	
  in	
  Table	
  4.1).	
  Childhood	
  neglect	
  occurs	
  

when	
  “young	
  people	
  are	
  treated	
  in	
  manner	
  that	
  is	
  unacceptable	
  by	
  community	
  and	
  

professional	
   standards	
   at	
   the	
   time	
   by	
   not	
   being	
   provided	
   with	
   adequate	
   food,	
  

clothing,	
  shelter,	
  and/or	
  basic	
  emotional	
  needs	
  like	
  love,	
  encouragement,	
  belonging,	
  

and	
   support	
   prior	
   to	
   the	
   age	
   of	
   majority”	
   (Klein	
   et	
   al.	
   2007,	
   pg.	
   40).	
   Studies	
  

examining	
  the	
  long	
  lasting	
  consequences	
  of	
  childhoods	
  lacking	
  in	
  love	
  and	
  warmth	
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have	
   shown	
   that	
   emotional	
   neglect	
   can	
   result	
   in	
   increased	
   risk	
   factors	
   for	
  HIV	
   in	
  

adulthood.	
  Dube	
  et	
  al.	
  (2003)	
  demonstrated	
  that	
   in	
  a	
  sample	
  of	
  8613	
  adults,	
   those	
  

who	
   described	
   emotional	
   neglect	
  were	
  more	
   likely	
   to	
   participate	
   in	
   lifelong	
   illicit	
  

drug	
  use	
  than	
  those	
  who	
  did	
  not	
  describe	
  similar	
  emotional	
  neglect	
  (28%	
  vs	
  17%,	
  

respectively).	
   Other	
   studies	
   have	
   complemented	
   this	
   research	
   by	
   demonstrating	
  

that	
  childhood	
  neglect	
  can	
  result	
  a	
  wide	
  range	
  of	
  adverse	
  outcomes	
  such	
  as	
  reduced	
  

self-­‐esteem	
  (Peretti	
  et	
  al.	
  1998),	
  personality	
  disorders	
  (Johnson	
  et	
  al.	
  1999),	
  suicidal	
  

behaviors	
  (Lipschitz	
  et	
  al.	
  1999),	
  increased	
  risk	
  of	
  engaging	
  in	
  prostitution	
  (Widom	
  

1999)	
  and	
  risky	
  romantic	
  partnerships	
  (Wilson	
  &	
  Widom	
  2008).	
  Wilson	
  and	
  Widom	
  

(2011)	
  found	
  that	
  abuse	
  and	
  neglect	
  in	
  childhood	
  results	
  in	
  increased	
  likelihood	
  of	
  

high	
   risk	
   sexual	
  behaviors	
   in	
  middle	
   adulthood—a	
   time	
  when	
  high	
   risk	
  behaviors	
  

decreases	
   for	
  most	
   individuals.	
  Klein	
   et	
   al.’s	
   (2007)	
   study	
  of	
   250	
  Atlanta-­‐area	
   ‘at-­‐

risk’	
   women	
   found	
   childhood	
   neglect	
   resulted	
   in	
   lowered	
   self-­‐esteem,	
   poorer	
  

attitudes	
  toward	
  condom	
  use,	
  and	
  increased	
  HIV	
  risk	
  behaviors	
  (see	
  Figure	
  4.4).	
  The	
  

authors	
   suggest	
   that	
   in	
  matters	
   of	
   neglect,	
   the	
   action	
   of	
   inaction	
   implies	
   that	
   one	
  

does	
  not	
  matter	
  (i.e.	
  is	
  not	
  important	
  enough	
  to	
  warrant	
  any	
  physical	
  or	
  emotional	
  

investment).	
  The	
  authors	
  suggest	
  that	
  this	
  may	
  leave	
  victims	
  unable	
  to	
  form	
  a	
  true	
  

sense	
   of	
   self-­‐esteem,	
   and	
   consequently	
   invest	
   little	
   or	
   no	
   value	
   in	
   themselves	
   or	
  

their	
  futures.	
  This	
  can	
  result	
  in	
  increased	
  risk	
  taking,	
  which	
  may	
  function	
  as	
  a	
  way	
  

for	
  the	
  neglected	
  child	
  to	
   form	
  a	
  connection	
  with	
  others	
  as	
  an	
  adult.	
  These	
  results	
  

demonstrate	
   that	
   childhoods	
   characterized	
   by	
   a	
   lack	
   of	
   love,	
   encouragement	
   or	
  

support	
  can	
   lead	
  to	
  poor	
  outcomes	
   in	
  adulthood,	
   including	
   increased	
  participation	
  

in	
   HIV	
   risk	
   behaviors.	
   The	
  majority	
   of	
   quantitative	
   and	
   (very	
   limited)	
   qualitative	
  

research	
   on	
   neglect	
   has	
   been	
   in	
   mixed-­‐race	
   populations;	
   further	
   research	
   on	
   the	
  

impact	
   of	
   childhood	
   neglect	
   (separate	
   from	
   childhood	
   abuse)	
   on	
   Black	
   MSM	
   is	
  

needed.	
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Figure	
   4.4.	
   Relationship	
   of	
   neglect	
   to	
   self-­‐esteem,	
   condom-­‐related	
   attitudes,	
   and	
   HIV	
   risk.	
   Arrows	
  

depict	
  significant	
  relationships	
  (0.001	
  ≤	
  p	
  ≤	
  0.05).	
  Adapted	
  from	
  Klein	
  et	
  al.	
  2007.	
  

	
  

4.5c.4	
  Parental	
  violence	
  	
  
	
  

Another	
   troubled	
   family	
   dynamics	
   that	
   emerged	
   from	
   these	
   narratives	
   was	
   the	
  

witnessing	
   of	
   violence	
   between	
   parents/guardians	
   or	
   other	
   intimate	
   partners.	
  

Participants	
  reflected	
  on	
  the	
  consequences	
  of	
  exposure	
  to	
  parental	
  violence	
  on	
  their	
  

own	
  lives.	
  Here,	
  Martin,	
  a	
  participant	
  describes	
  an	
  abusive	
  relationship	
  between	
  his	
  

mother	
  and	
  stepfather:	
  

	
  

“That	
   was	
   really	
   really	
   hard.	
   So	
   although	
   we	
   weren’t	
   the	
   ones	
   physically	
  

abused,	
   I	
   would	
   say	
   emotionally	
   and	
   mentally	
   and	
   psychologically	
   and	
   all	
  

that,	
   if	
   there’s	
   a	
   separation	
  between	
  all	
   of	
   those,	
  we	
  bore	
   the	
  brunt,	
  we	
   all	
  

bore	
  the	
  brunt	
  of	
  that,	
  getting	
  kicked	
  out	
  of	
  the	
  house,	
  begging	
  to	
  come	
  back	
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home.”	
  

	
  

	
  

He	
  also	
  contemplated	
  on	
  the	
  effects	
  of	
  this	
  violence	
  on	
  his	
  own	
  life	
  as	
  an	
  adult:	
  

	
  

“My	
  stepfather	
  was	
  beating,	
  the	
  abuser.	
  So	
  growing	
  up,	
  I	
  saw	
  quite	
  a	
  bit,	
  that	
  

without	
  a	
  doubt,	
  had	
  an	
  impact	
  on	
  me,	
  and	
  my	
  life,	
  and	
  the	
  way	
  I	
  think	
  about	
  

relationships	
  and	
  that	
  sort	
  of	
  stuff.”	
  

	
  

Thus,	
   as	
   suggested	
  by	
   the	
  participant	
   above,	
  witnessing	
  violence	
  within	
   the	
  home	
  

may	
   influence	
   individuals’	
   later	
   adult	
   relationships	
   and	
   impact	
   their	
   decisions	
  

regarding	
  sexual	
  safety.	
  For	
   instance,	
  participants	
  who	
  witnessed	
   intimate	
  partner	
  

violence	
  within	
  their	
  childhood	
  home	
  may	
  come	
  to	
  expect	
  partner	
  violence	
  or	
  view	
  

it	
   as	
   normal	
   within	
   the	
   general	
   context	
   of	
   adult	
   relationships.	
   Studies	
   show	
   that	
  

adults	
   who	
   witnessed	
   violence	
   within	
   their	
   childhood	
   home	
   are	
   at	
   high	
   risk	
   for	
  

being	
  involved	
  in	
  intimate	
  partner	
  violence	
  as	
  adults	
  (Coker	
  et	
  al.	
  2000,	
  Mohr	
  1999,	
  

U.S	
   Dept	
   of	
   Justice	
   2000).	
   The	
   earlier	
   described	
   ACE	
   Study	
   also	
   demonstrated	
   a	
  

positive	
   correlation	
   between	
   frequency	
   of	
   witnessing	
   intimate	
   partner	
   violence	
  

within	
   the	
   childhood	
   home	
   and	
   the	
   probability	
   of	
   substance	
   use	
   and	
   depressive	
  

symptoms	
   in	
   adulthood	
   (Dube	
   et	
   al.	
   2002a,	
   2002b),	
   both	
   of	
   which	
   are	
   known	
   to	
  

increase	
  risk	
  taking	
  behaviors.	
  	
  	
  

	
  

4.5c.5	
  Family	
  Rejection	
  
	
  

The	
   potential	
   for	
   parental	
   and	
   family	
   rejection	
   was	
   also	
   salient	
   in	
   participants’	
  

narratives.	
   Unlike	
   the	
   previously	
  mentioned	
   trends	
   in	
   childhood	
   family	
   adversity,	
  

which	
  were	
  independent	
  of	
  participants’	
  sexual	
  orientation,	
  narratives	
  about	
  family	
  

rejection	
  were	
   closely	
   linked	
  with	
   participants’	
   homosexuality.	
   Many	
   participants	
  

acknowledged	
   that	
   homosexuality	
  was	
   not	
   accepted	
  within	
   their	
   childhood	
  home.	
  

Participants	
   reported	
   that	
   parents	
   or	
   guardians	
   often	
   disparaged	
   gay	
  men	
   in	
   the	
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community,	
  and	
  used	
  accusations	
  of	
  homosexuality	
  to	
  insult	
  or	
  offend	
  others.	
  Being	
  

called	
   ‘gay’	
  by	
  a	
   family	
  member	
  was	
   considered	
  one	
  of	
   the	
  worst	
   insults.	
  This	
   led	
  

many	
  participants	
   to	
   conceal	
   their	
   same-­‐sex	
   feelings,	
   or	
   same-­‐sex	
   behaviors	
   from	
  

family	
   members.	
   Despite	
   these	
   attempts,	
   participants	
   often	
   described	
   that	
   their	
  

mannerisms	
  or	
  patterns	
  of	
  speech	
  led	
  many	
  others	
  to	
  suspect	
  their	
  homosexuality.	
  

Suspicion	
   frequently	
   resulted	
   in	
   verbal	
   harassment	
  within	
   and	
  outside	
   the	
   family.	
  

Participants	
  described	
  that	
  gay-­‐related	
  harassment	
  at	
  the	
  hands	
  of	
  parents,	
  siblings	
  

and	
   extended	
   family	
   members	
   was	
   a	
   significant	
   source	
   of	
   stress	
   and	
   anxiety	
  

throughout	
  childhood.	
   	
  Some	
  participants	
  did	
  acknowledge	
   their	
  homosexuality	
   to	
  

family	
  members	
  which	
  was	
   oftentimes	
   received	
  with	
   disappointment,	
   hostility	
   or	
  

violence:	
  

	
  

“I	
  told	
  my	
  mother	
  that	
  I	
  was	
  gay,	
  I	
  never	
  talked	
  to	
  my	
  father,	
  because	
  I	
  didn’t	
  

really	
   care	
  what	
   he	
   thought...I	
  was	
   23.	
   She	
  went	
   to	
  Atlanta,	
   she	
   came	
  back	
  

with	
   a	
   .22	
   [caliber	
   gun]	
   and	
   she	
   pointed	
   it	
   at	
  my	
   head,	
   and	
   I	
   grabbed	
   her	
  

hand	
  and	
  it	
  went	
  off,	
  and	
  into	
  the	
  wall.”	
  

	
  

A	
  different	
  participant,	
  Nelson,	
  described	
   that	
  poor	
  childhood	
   family	
  dynamics	
   (in	
  

part	
   informed	
  by	
  his	
  same	
  sex	
  behaviors)	
  and	
  feeling	
  unloved	
  led	
  him	
  to	
  find	
   love	
  

and	
  ‘family’	
  in	
  a	
  major	
  national	
  gang.	
  

	
  

“I	
  didn’t	
  [come	
  out	
  earlier]	
  because	
  of	
  the	
  issues	
  me	
  and	
  my	
  mom	
  were	
  going	
  

through.	
  I	
  just	
  came	
  out	
  and	
  she	
  obviously	
  wasn’t	
  comfortable	
  with	
  it,	
  and	
  I	
  

felt	
   that	
  she	
  basically	
  shoved	
  me	
  out	
   [of	
   the	
  house],	
  and	
  on	
   top	
  of	
   that,	
  her	
  

calling	
  the	
  cops	
  on	
  me,	
  putting	
  waywards	
  out	
  on	
  me.	
  So	
  I	
  felt	
  that	
  she	
  didn’t	
  

really	
  want	
  me	
  around.	
   I	
  didn’t	
   feel	
   love	
  or	
  anything	
   like	
   that	
   from	
  my	
  real	
  

family,	
  so	
  I	
  had	
  to	
  get	
  it	
  from	
  someone	
  else.”	
  

	
  

Nelson	
   also	
   described	
   that	
   in	
   addition	
   to	
   traditional	
   gang	
   activities	
   (i.e.	
   theft,	
  

narcotics	
  sales,	
  money	
  laundering,	
  etc.)	
   the	
  gang	
   ‘lifestyle’	
  was	
  a	
   ‘party’	
   lifestyle	
   in	
  

which	
  limited	
  education,	
  excessive	
  alcohol	
  consumption	
  and	
  high	
  number	
  of	
  sexual	
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partners	
  was	
  routine.	
  	
  

	
  

Other	
   participants	
   reported	
   being	
   unable	
   to	
   live	
   openly	
   gay	
   when	
   around	
   family	
  

members.	
  	
  For	
  instance,	
  one	
  participant,	
  Jamar	
  shared:	
  

	
  

“My	
  mom,	
  she	
  won’t	
  get	
  past	
  it.	
  If	
  I	
  was	
  to	
  get	
  dressed	
  up,	
  look	
  all	
  pretty,	
  and	
  

go	
  to	
  [the]	
  Pride	
  [Parade]…She’d	
  flip	
  on	
  me	
  for	
  even	
  getting	
  dressed	
  like	
  that	
  

in	
  her	
  house.	
  That	
  would	
  be	
  a	
  problem.”	
  

	
  

In	
  response	
  to	
  being	
  asked	
  how	
  his	
  mother	
  conveyed	
  her	
  disapproval	
  of	
  him	
  being	
  

gay,	
  one	
  participant,	
  Wilson,	
  commented:	
  

	
  

“If	
  I	
  talked	
  about	
  a	
  boyfriend…	
  [My	
  mother	
  would	
  say]	
  ‘don’t	
  bring	
  that	
  mess	
  

in	
  here.’	
  ”	
  	
  

	
  

Homophobia-­‐related	
  abuse	
  is	
  further	
  discussed	
  in	
  Section	
  4.5f.	
  

	
  

4.5c.6	
  Summary	
  
	
  

	
  Overall,	
   narratives	
   suggested	
   trends	
   linking	
   higher	
   risk	
   sexual	
   behaviors	
   and	
  

difficult	
   family	
   characteristics.	
   Emerging	
   from	
   this	
   analysis	
   were	
   two	
   potential	
  

pathways	
  by	
  which	
  adverse	
   family	
   characteristics	
  may	
  have	
  contributed	
   to	
  higher	
  

risk	
  behaviors	
  in	
  adulthood:	
  	
  

	
  

a) Family	
   and	
   community-­related	
   homophobia	
   and	
   intolerance,	
   and	
   the	
   consequent	
  

need	
  to	
  be	
  secretive	
  and	
  discreet	
  about	
  same	
  sex	
  behaviors.	
  	
  We	
  observed	
  multiple	
  

reports	
  of	
  participants	
  seeking	
  sex	
  in	
  public	
  venues	
  such	
  as	
  bathhouses,	
  parks,	
  video	
  

arcades	
  and	
  adult	
  bookstores.	
  These	
  venue-­‐based	
  partner-­‐selection	
  strategies	
   that	
  

prioritize	
   privacy	
   and	
   anonymity	
   are	
   often	
   associated	
   with	
   high-­‐risk	
   behaviors	
  

(Binson	
  et	
  al.	
  2001,	
  Chauncey	
  et	
  al.	
  1994,	
  Grov	
  et	
  al.	
  2007,	
  Reisen	
  et	
  al.	
  2010).	
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b) Poor	
   family	
   dynamics	
   leading	
   to	
   higher	
   reported	
   levels	
   of	
   drug	
   and/or	
   alcohol	
  

addiction	
   and	
   housing	
   instability.	
   Multiple	
   participants	
   who	
   reported	
   housing	
  

instability	
  or	
  drug/alcohol	
  use	
  reported	
  prostitution	
  or	
  other	
  forms	
  of	
  transactional	
  

sex.	
  These	
  behaviors	
  can	
  reduce	
  the	
  capacity	
  for	
  safe	
  sex	
  planning	
  and/or	
  execution,	
  

or	
  diminish	
  the	
  ability	
  to	
  negotiate	
  condom	
  use.	
  However,	
  these	
  behaviors	
  may	
  also	
  

be	
   attributable	
   to	
   other	
   causes,	
   including	
   low	
   childhood	
   socioeconomic	
   status.	
  

Indeed,	
   it	
   is	
   most	
   likely	
   that	
   poor	
   family	
   characteristics	
   and	
   socioeconomic	
  

disadvantage	
   collaborated	
   to	
   affect	
   participants’	
   sexual-­‐behavior	
   decision-­‐making	
  

and	
  sexual	
  risk	
  assessment,	
  leading	
  to	
  the	
  reported	
  outcomes.	
  	
  

	
  

4.5d	
  Alternative	
  depictions	
  of	
  childhood	
  family	
  life.	
  	
  
	
  

While	
   nearly	
   three	
   quarters	
   of	
   participants	
   perceived	
   adverse	
   family	
   dynamics,	
  

others	
   shared	
  mostly	
   positive	
  memories	
   of	
   childhood	
   family	
   life,	
   ones	
  marked	
   by	
  

love,	
  support,	
  and	
  stability.	
  Most	
  often,	
  these	
  participants	
  lived	
  with	
  their	
  biological	
  

parents,	
  and	
  described	
  them	
  as	
  attentive	
  and	
  involved,	
  with	
  experiences	
  mostly	
  free	
  

of	
   substance	
   use/addiction,	
   volatility,	
   and	
   abuse.	
   Moreover,	
   these	
   participants	
  

shared	
   how	
   they	
   felt	
   safe	
   in	
   their	
   homes,	
   and	
  were	
   able	
   to	
   consistently	
   rely	
   and	
  

depend	
   on	
   their	
   parents/guardian.	
   	
   Several	
   participants	
   echoed	
   the	
   sentiments	
  

shared	
  by	
  one	
   individual,	
   “my	
  parents	
   sheltered	
  me.”	
  Typically,	
   these	
  participants	
  

described	
  their	
  parents/guardians	
  as	
  strict,	
  which	
  they	
  believed	
  ultimately	
  molded	
  

the	
   type	
   of	
   individuals	
   they	
   became	
   as	
   adults.	
   Here,	
   a	
   participant,	
   Lawrence,	
  

describes	
  a	
  strict	
  matriarchal	
  upbringing:	
  	
  	
  

	
  

“She	
   was	
   strict,	
   and	
   that	
   paid	
   off…my	
   grandmother,	
   her	
   mother,	
   my	
  

grandmother,	
  she	
  was	
  strict.	
  When	
  we	
  go	
  to	
  the	
  house	
  to	
  eat,	
  she	
  made	
  sure	
  

that	
  we	
  ate	
  that	
  food,	
  and	
  didn’t	
  put	
   it	
   in	
  the	
  garbage,	
  so	
  then	
  when	
  we	
  got	
  

there,	
  we	
   didn’t	
   have	
   a	
   choice,	
  we	
   had	
   to	
   go	
   to	
   church.	
   It	
  wasn’t	
  what	
  we	
  

wanted…They	
  loved	
  us…took	
  care	
  of	
  us.”	
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A	
   recurrent	
   theme	
   among	
   participants	
   who	
   recalled	
   positive	
   memories	
   of	
   their	
  

family	
   life	
   in	
   childhood	
   was	
   family	
   support	
   and	
   encouragement.	
   Participants	
  

described	
  parents/guardians	
   as	
   their	
   “number	
   one	
   fan,”	
  who	
   encouraged	
   them	
   to	
  

“reach	
  for	
  [their]	
  potential,”	
  and	
  “follow	
  [their]	
  dreams.”	
  On	
  being	
  asked	
  whether	
  he	
  

considered	
  his	
  childhood	
  to	
  be	
  happy,	
  one	
  participant,	
  Anthony,	
  commented	
  on	
  the	
  

quality	
  of	
  care	
  provided	
  by	
  his	
  grandparents	
  who	
  acted	
  as	
  primary	
  guardians:	
  

	
  

“Great,	
   it	
   was	
   absolutely	
   amazing.	
   I	
   love	
   my	
   grandparents,	
   they’re	
   really	
  

fine…good,	
   good	
   Lord,	
   everyone’s	
   always	
   been	
   supportive,	
   really,	
   really	
  

supportive.”	
  

	
  

The	
  importance	
  of	
  family	
  support	
  extended	
  to	
  support	
  of	
  participants’	
  gay	
  identity,	
  

which	
  some	
  participants	
  believed	
  to	
  be	
  critical	
  to	
  their	
  happiness	
  as	
  children.	
  	
  To	
  be	
  

sure,	
  not	
  all	
   those	
  with	
  positive	
  family	
  characteristics	
  grew	
  up	
  in	
  a	
  household	
  that	
  

openly	
  and	
  explicitly	
  accepted	
  homosexuality.	
  However,	
  these	
  participants	
  reported	
  

that	
  their	
  family	
  setting	
  did	
  not	
  feel	
  so	
  oppressive	
  as	
  to	
  warrant	
  extreme	
  measures	
  

to	
  hide	
  their	
  same	
  sex	
  desires	
  and	
  behaviors	
  (see	
  Section	
  4.5d.1	
  in	
  Table	
  4.1).	
  	
  

	
  

Furthermore,	
   these	
  participants’	
  outlook	
  and	
  hopes	
   for	
   the	
   future	
  guided	
  many	
  of	
  

their	
  decisions	
  and	
  informed	
  a	
  stricter	
  set	
  of	
  rules	
  regarding	
  sexual	
  safety,	
  as	
  well	
  as	
  

stronger	
  self-­‐regulation	
  skills;	
  for	
  instance,	
  these	
  participants	
  less	
  often	
  engaged	
  in	
  

unprotected	
   sex	
   to	
   meet	
   an	
   immediate	
   need	
   for	
   sexual	
   gratification	
   (see	
   Section	
  

4.5d.2	
  in	
  Table	
  4.1).	
  	
  

	
  

In	
   contrast	
   to	
   participants	
   who	
   perceived	
   challenging	
   family	
   characteristics,	
  

narratives	
   suggested	
   that	
   men	
   who	
   reported	
   lower	
   risk	
   behaviors	
   more	
   often	
  

described	
  positive	
  family	
  characteristics.	
  Participant	
  narratives	
  suggest	
  that	
  positive	
  

family	
   characteristics	
   may	
   have	
   resulted	
   in	
   low	
   risk	
   behaviors	
   as	
   a	
   result	
   of	
  

participants’	
   limited	
  experiences	
  of	
  housing	
   instability	
  and	
  drug/alcohol	
  addiction	
  

(see	
   Section	
   4.5d.3	
   in	
   Table	
   4.1).	
   The	
   absence	
   of	
   these	
   experiences	
   may	
   have	
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prevented	
   the	
   high-­‐risk	
   sexual	
   behavior	
   outcomes	
   associated	
   with	
   such	
  

circumstances.	
  There	
  were	
  no	
  reports	
  of	
  prostitution	
  or	
  transactional	
  sex	
  and	
  very	
  

limited	
   reports	
   of	
   alcohol	
   or	
   drug	
   dependency	
   among	
  participants	
  who	
  perceived	
  

positive	
  family	
  characteristics.	
  	
  

	
  

	
  

4.5e	
  Family	
  characteristics	
  and	
  sexual	
  risk	
  behaviors	
  
	
  

Following	
   the	
   data	
   analysis	
   procedures	
   described	
   earlier,	
   we	
   sought	
   to	
   identify	
  

potential	
  narrative	
   trends	
   linking	
  childhood	
   family	
  dynamics	
  and	
  adult	
  sexual	
  risk	
  

behaviors.	
  Narratives	
  revealed	
  two	
  dominant	
  themes:	
  1)	
  participants	
  who	
  perceived	
  

adverse	
  and	
  challenging	
  family	
  dynamics	
  described	
  high	
  sexual	
  risk	
  behaviors;	
  and	
  

2)	
  participants	
  who	
  perceived	
  positive	
  family	
  dynamics	
  described	
  lower	
  risk	
  sexual	
  

behaviors.	
  Narrative	
  also	
  suggested	
  that	
  participants	
  who	
  described	
  having	
  adverse	
  

family	
  dynamics	
  during	
  childhood	
  also	
  described	
  being	
  less	
  insistent	
  on	
  condom	
  use	
  

and	
  less	
  rigid	
  in	
  the	
  rules	
  guiding	
  their	
  sexual	
  behaviors,	
  despite	
  being	
  aware	
  of	
  the	
  

risks	
   of	
   unprotected	
   sexual	
   behaviors.	
   	
   By	
   contrast,	
   narratives	
   suggested	
   that	
  

participants	
   who	
   perceived	
   positive	
   childhood	
   family	
   dynamics	
   described	
   limited	
  

unprotected	
   anal	
   intercourse,	
   multiple	
   sexual	
   partners,	
   and	
   concurrent	
   sexual	
  

partners.	
  	
  	
  

	
  

Although	
   this	
   general	
   pattern	
  of	
   behaviors	
  was	
   observed,	
   narratives	
   revealed	
  one	
  

somewhat	
   surprising	
   trend:	
   participants	
   who	
   recalled	
   troubling	
   childhood	
   family	
  

dynamics	
   also	
   described	
   frequent	
   HIV	
   testing.	
   HIV	
   testing	
   is	
   important	
   because	
  

knowledge	
  of	
  HIV	
  status	
  is	
  critical	
  to	
  HIV	
  prevention	
  efforts	
  and	
  generally	
  reflects	
  a	
  

positive	
   public	
   health	
   behavior.	
   However,	
   in	
   this	
   instance,	
   the	
   higher	
   reported	
  

frequency	
  of	
  HIV	
   testing	
  among	
  participants	
   from	
  difficult	
   family	
  dynamics	
  can	
  be	
  

interpreted	
   as	
   a	
   reactive	
   rather	
   than	
   a	
   preventative	
   behavior.	
   According	
   to	
  

narratives,	
   frequent	
  HIV	
  testing	
  most	
  often	
  occurred	
  as	
  a	
  way	
  to	
  allay	
  fears	
  of	
  HIV	
  

infection	
   following	
   recurrent	
   participation	
   in	
   high-­‐risk	
   sexual	
   behaviors.	
   For	
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example,	
  one	
  participant,	
  LeVar,	
  reported	
  that	
  after	
  learning	
  that	
  a	
  sexual	
  partner	
  of	
  

one	
   of	
   his	
   own	
   unprotected	
   casual	
   sexual	
   partners	
   had	
   tested	
   HIV	
   positive,	
   he	
  

decided	
  to	
  be	
  tested.	
  Upon	
  learning	
  that	
  he	
  tested	
  HIV	
  negative,	
  LeVar	
  expressed	
  a	
  

sense	
  of	
  relief:	
  

	
  

“Right,	
   and	
   I	
   came	
  out	
   negative.	
   I	
  was	
   going	
   around	
   telling	
   everybody,	
   ‘oh,	
  

look,	
   look,	
   look,	
   I’m	
  negative,	
   I’m	
  negative.	
   I’m	
  still	
   good,	
   I’m	
  still	
   good’…	
   [I	
  

told	
   [name	
   redacted]]	
   I	
   got	
   an	
   HIV	
   test	
   too	
   and	
   mine	
   came	
   out	
   negative.	
  

Aren’t	
  you	
  happy	
  for	
  me?’’	
  

	
  

By	
   contrast,	
   participants	
  with	
  positive	
   family	
  dynamics	
  described	
  HIV	
   testing	
   less	
  

frequently.	
   	
  This	
  was	
  most	
  often	
  attributed	
   to	
  participants’	
   limited	
  engagement	
   in	
  

high	
  risk	
  sexual	
  behaviors,	
  which	
  appeared	
  to	
  be	
  linked	
  with	
  participants’	
  perceived	
  

diminished	
  need	
  to	
  be	
  tested.	
  As	
  one	
  participant,	
  Jonathan,	
  shared,	
  

	
  	
  

“I	
   try	
   to	
   keep	
   my	
   wits	
   about	
   me…I	
   don’t	
   know.	
   [Using	
   condoms]	
   was	
  

something	
  that	
  I	
  was	
  taught,	
  and	
  it’s	
  just	
  something	
  that	
  I	
  believe	
  in.	
  	
  I	
  try	
  not	
  

to	
  do	
  anything	
  that	
  might	
  [result	
  in	
  me]	
  catching	
  something.”	
  	
  

	
  

Several	
   other	
   participants	
   shared	
   similar	
   beliefs	
   and	
   approach	
   to	
   sexual	
   health	
  

safety.	
   For	
  many	
   of	
   these	
   participants,	
  HIV	
   testing	
   often	
   occurred	
   as	
   part	
   of	
   their	
  

annual	
  physical	
  exam.	
  	
  

	
  

4.5e.1	
  Summary	
  
	
  

Narratives	
  suggested	
  that	
  perceived	
  family	
  dynamics	
  can	
  potentially	
  influence	
  adult	
  

HIV	
   risk	
   taking	
   behaviors	
   through	
   challenging	
   family	
   dynamics	
   that	
   influence	
   the	
  

likelihood	
  of	
  participating	
  in	
  high	
  risk	
  behaviors,	
  such	
  as	
  alcohol	
  and/or	
  drug	
  use	
  or	
  

addiction,	
   compared	
   to	
   positive	
   family	
   dynamics	
   that	
   can	
   buffer	
   against	
   these	
  

behaviors.	
   Two	
   other	
   potential	
   hypotheses	
   exist:	
   a)	
   lack	
   of	
   family	
   acceptance	
   of	
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participants’	
   sexual	
   behaviors	
   can	
   lead	
   some	
   to	
   seek	
   sex	
   in	
   high-­‐risk	
   venues,	
  

whereas	
  gay-­‐related	
  family	
  acceptance	
  (or	
  silence)	
  can	
  lead	
  participants	
  to	
  describe	
  

greater	
   gay-­‐related	
   self-­‐acceptance,	
   as	
  well	
   as	
   social	
   networks	
   that	
   included	
  men	
  

who	
   shared	
   similar	
   attitudes	
   to	
   sexual	
   safety;	
   and	
   b)	
   characteristics	
   of	
   positive	
  

family	
   dynamics,	
   which	
   included	
   higher	
   parental	
   expectations	
   placed	
   on	
  

participants	
   with	
   regards	
   to	
   their	
   social,	
   moral,	
   behavioral,	
   and	
   financial	
  

responsibilities,	
   can	
   lead	
   to	
   stricter	
   rules	
   guiding	
   sexual	
   behaviors.	
   These	
  

hypotheses	
  (which	
  are	
  explored	
  in	
  Chapter	
  6)	
  warrant	
  further	
  examination	
  in	
  future	
  

research.	
  	
  	
  

	
  

4.5f	
  Occurrence	
  of	
  Abuse	
  
	
  

Ten	
  participants,	
  nearly	
  one	
  third	
  of	
  participants,	
  reported	
  childhood	
  sexual	
  abuse.	
  

Although	
  we	
  cannot	
  draw	
  statistical	
  inferences	
  due	
  to	
  the	
  qualitative	
  study	
  design,	
  

sampling	
  approach,	
  and	
  sample	
  size,	
   this	
  number	
   is	
  roughly	
   in	
  keeping	
  with	
  other	
  

studies	
   of	
   Black	
  MSM	
   reporting	
   similar	
   rates	
   (Fields	
   et	
   al.	
   2008).	
   All	
   participants	
  

who	
  had	
  described	
  prior	
  episodes	
  of	
  sexual	
  abuse	
  recalled	
  that	
  this	
  occurred	
  at	
  the	
  

hand	
  of	
  known	
  individuals,	
  most	
  often	
  a	
  male	
  family	
  member,	
  and	
  in	
  one	
  case	
  by	
  a	
  

mother.	
  For	
  most	
  participants,	
   the	
  recalled	
  child	
  sexual	
  abuse	
  episode(s)	
  occurred	
  

over	
   an	
   extended	
   period	
   of	
   time	
   during	
   childhood,	
   ranging	
   from	
  2	
   to	
   10	
   years	
   in	
  

duration.	
   Participants	
   reported	
   their	
   sexual	
   abuse	
   starting	
   as	
   young	
   as	
   4	
   years	
   of	
  

age	
   through	
   to	
   late	
   teenage	
   years.	
   	
   Some	
   participants	
   experienced	
   abuse	
   on	
   a	
  

continual,	
   consistent	
  basis	
   (e.g.	
   several	
   times	
  per	
  week),	
  while	
  others	
  experienced	
  

abuse	
   periodically	
   (e.g.	
   once	
   every	
   several	
   months)	
   or	
   intermittently	
   (e.g.	
   one	
  

instance	
   every	
   year).	
   This	
   variability	
   may	
   reflect	
   the	
   abuser’s	
   access	
   to	
   the	
  

participant,	
  with	
  close	
   family	
  members	
  having	
  ready	
  access	
  while	
  extended	
   family	
  

members	
   having	
   less	
   access	
   and	
   fewer	
   opportunities	
   to	
   inflict	
   abuse.	
   Three	
  

participants	
  reported	
  being	
  abused	
  by	
  multiple	
  people	
  over	
  the	
  same	
  period	
  of	
  time.	
  	
  

	
  

Here,	
  a	
  participant,	
  Dwight,	
  describes	
  a	
  history	
  of	
  sexual	
  abuse	
  in	
  his	
  family:	
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“My	
  mom,	
  well	
  my	
  mother	
  was	
  raped	
  when	
  she	
  was	
  13,	
  and	
  then	
  it	
  happened	
  

to	
  me.	
   I	
  was	
  raped	
  by	
  my	
  two	
  uncles,	
  not	
  my	
  blood	
  uncles,	
  my	
  stepfather’s	
  

two	
  brothers.	
  And	
  that	
  was	
   it.	
   It	
  happened,	
   it	
  started	
  when	
  I	
  was	
  five	
  years	
  

old,	
  and	
  it	
  didn’t	
  end	
  until	
  I	
  was	
  like	
  12.”	
  	
  

	
  

Participants	
   reported	
   one	
   or	
  more	
   of	
   the	
   following	
   types	
   of	
   abuse:	
   inappropriate	
  

touching,	
  indecent	
  exposure,	
  oral	
  sex,	
  penetrative	
  sexual	
  contact,	
  forcing	
  participant	
  

to	
   watch	
   sexual	
   acts.	
   Robert,	
   a	
   participant	
   who	
   was	
   abused	
   by	
   multiple	
   family	
  

members	
  recalls	
  an	
  instance	
  of	
  abuse	
  inflicted	
  by	
  his	
  brother:	
  

	
  

“I	
  had	
  two	
  brothers	
  that	
  sexually	
  molested	
  me	
  starting	
  at	
  the	
  age	
  of	
  around	
  4,	
  

that	
  I	
  can	
  remember,	
  that	
  I	
  was	
  remembering,	
  and	
  like	
  I	
  have	
  a	
  scar	
  on	
  my	
  lip	
  

here	
  when	
  my	
  oldest	
  brother,	
  I	
  was	
  4,	
  so	
  he	
  was	
  17,	
  maybe	
  18,	
  put	
  his	
  penis	
  

in	
  my	
  rectum,	
  and	
  then	
  I	
  screamed,	
  and	
  he	
  pushed	
  me	
  with	
  his	
  feet	
  out	
  of	
  the	
  

bunk	
  bed,	
  onto	
  my	
  face,	
  picked	
  me	
  up	
  by	
  my	
  hair	
  and	
  said,	
  ‘oh	
  my	
  god,	
  he	
  fell	
  

on	
  his	
  mouth,	
  look	
  what	
  he	
  did’,	
  my	
  tooth	
  came	
  right	
  through	
  the	
  lip,	
  and	
  he	
  

was	
  washing	
  my	
  mouth	
   out,	
   didn’t	
   realize	
  what	
  was	
   going	
   on	
   down	
   there,	
  

nobody	
  thought	
  about	
  that”.	
  

	
  

Nearly	
  all	
  participants	
  who	
  reported	
  any	
  experience	
  of	
  childhood	
  sexual	
  abuse	
  also	
  

experienced	
  verbal	
  and	
  physical	
  abuse	
  by	
  family	
  members.	
  Approximately	
  half	
  of	
  all	
  

study	
   participants	
   reported	
   parents/guardians	
   that	
   were	
   volatile	
   or	
   resentful	
  

toward	
  the	
  child.	
  When	
  asked	
  why	
  parents/guardians	
  may	
  be	
  resentful,	
  participants	
  

often	
   did	
   not	
   know.	
   	
   Participants	
   most	
   frequently	
   reported	
   being	
   hit	
   for	
   trivial	
  

reasons,	
   or	
   often	
   times	
   no	
   reason	
   at	
   all.	
   	
   As	
   one	
   participant,	
   John,	
   shared	
   “like	
  

whenever	
   I	
   did	
   any	
   little	
   thing	
  wrong,	
   I	
   got	
   hit	
   or	
  whatever.”	
  He	
   continued	
   on	
   to	
  

describe	
  abuse	
  inflicted	
  by	
  his	
  mother’s	
  boyfriend:	
  

	
  

“Yeah,	
   like,	
  he	
  would	
  do	
   it,	
   then	
  when	
   I	
   tell	
  my	
  mother,	
  he’d	
  deny	
   it.	
  But	
   it	
  

would	
  be	
  like,	
  one	
  day	
  I	
  was	
  washing	
  dishes;	
  I	
  don’t	
  normally	
  wash	
  dishes	
  or	
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whatever,	
   and	
  he	
  didn’t	
   like	
   the	
  way	
   I	
  was	
  washing	
  dishes,	
   so	
  every	
   time	
   I	
  

washed	
  a	
  dish	
  wrong	
  he	
  would	
  hit	
  me	
  in	
  the	
  back	
  of	
  my	
  head	
  or	
  whatever.”	
  

	
  

Verbal	
  abuse	
  often	
  was	
  related	
  to	
  participant’s	
  sexuality	
  or	
  suspected	
  sexuality,	
  with	
  

the	
  aim	
  of	
  deprecating	
  or	
  belittling	
  the	
  participants.	
  Many	
  participants	
  report	
  being	
  

called	
  “fag,”	
  “sissy,”	
  or	
  “punk”	
  by	
  their	
  family	
  members.	
  Many	
  participants	
  recalled	
  

painful	
  memories	
  of	
  verbal	
  abuse.	
  Wilson	
  shared:	
  

	
  

“A	
  lot	
  of	
  verbal	
  abuse.	
  I	
  always	
  think	
  about	
  that.	
  And	
  that	
  was,	
  in	
  many	
  ways,	
  

much	
  more	
  painful	
  than	
  the	
  physical	
  abuse,	
  just	
  because	
  I	
  think	
  I	
  just	
  have	
  a	
  

higher	
  tolerance	
  to	
  pain…She	
  would	
  say	
  I	
  would	
  never	
  be	
  anything,	
  I’d	
  never	
  

do	
  anything,	
  nobody	
  loved	
  me.”	
  

	
  

As	
   described	
   earlier,	
   in	
   addition	
   to	
   other	
   forms	
   of	
   abuse,	
   homophobia-­‐related	
  

harassment	
  might	
  have	
  a	
  powerful	
   influence	
  on	
   sexual	
  behaviors.	
   For	
  men	
   in	
   this	
  

study,	
  the	
  long-­‐term	
  consequences	
  of	
  the	
  abuse	
  (e.g.	
  poor	
  mental	
  health	
  outcomes)	
  

may	
  have	
   impacted	
   their	
   sexual	
   risk	
  assessment,	
  partner-­‐selection	
  strategies,	
   self-­‐

regulation	
  skills	
  and	
  the	
  ability	
  to	
  maintain	
  healthy	
  relationships.	
  

	
  

4.5g	
  Childhood	
  abuse	
  and	
  sexual	
  risk	
  behaviors	
  	
  
	
  

Following	
   earlier	
   described	
   data	
   analysis	
   procedures,	
   we	
   sought	
   to	
   identify	
   any	
  

potential	
  narrative	
  trends	
   linking	
  experiences	
  of	
  childhood	
  abuse	
  and	
  adult	
  sexual	
  

risk	
  behaviors.	
  Narratives	
  suggested	
  that	
  participants	
  who	
  self-­‐reported	
  childhood	
  

sexual	
  abuse,	
  or	
  perceived	
  extreme	
  childhood	
  physical	
  or	
  verbal	
  abuse	
  also	
  reported	
  

engaging	
   in	
   sexual	
   risk	
   behaviors	
   frequently,	
   including	
   having	
   a	
   high	
   number	
   of	
  

unique	
   sexual	
   partners	
   and	
   episodes	
   of	
   unprotected	
   sexual	
   intercourse,	
   often	
  

engaging	
   in	
   sexual	
   intercourse	
   with	
   anonymous	
   partners	
   and	
   having	
   concurrent	
  

sexual	
  partnerships	
  (see	
  Section	
  4.5g	
  in	
  Table	
  4.1).	
  	
  Some	
  participants	
  who	
  reported	
  

childhood	
  sexual	
  abuse	
  also	
  reported	
  engaging	
  in	
  prostitution	
  or	
  transactional	
  sex;	
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there	
  were	
  no	
  reports	
  of	
  prostitution	
  or	
  transactional	
  sex	
  among	
  participants	
  who	
  

did	
   not	
   report	
   childhood	
   abuse.	
   Likely	
   due	
   to	
   the	
   related	
   lasting	
   psychological	
  

consequences	
   of	
   childhood	
   sexual	
   abuse	
   (Fields	
   et	
   al.	
   2008,	
  Koening	
   et	
   al.,	
   2004),	
  

participants	
   that	
   described	
   childhood	
   sexual	
   abuse	
   also	
   revealed	
   difficulties	
  

negotiating	
   their	
   sexual	
   lives	
   and	
   sexual	
   health	
   approaches—in	
   terms	
   of	
   partner	
  

selection	
  strategies,	
  self-­‐efficacy	
  for	
  protective	
  sexual	
  behaviors,	
  and	
  involvement	
  in	
  

long-­‐term	
  relationships.	
  For	
  example,	
  one	
  participant,	
  Robert,	
  who	
  had	
  experienced	
  

chronic	
   childhood	
   sexual	
   abuse	
   perceived	
   that	
   he	
   engaged	
   in	
   multiple	
   high-­‐risk	
  

behaviors	
  because	
  these	
  behaviors	
  conferred	
  a	
  sense	
  of	
  control	
  that	
  he	
  lacked	
  as	
  a	
  

child.	
  	
  

	
  

“Yes,	
   and	
   I	
   think	
   this	
   is	
   why	
   I’m	
   doing	
   all	
   this	
   sexual	
   stuff	
   because	
   I	
   have	
  

control.	
   I’m	
   in	
   control.	
   [During]	
   my	
   childhood	
   trauma	
   of	
   being	
  

molested…they	
  had	
   control	
   over	
  me,	
   and	
   they	
   took	
   all	
  my	
  power,	
   I	
   had	
  no	
  

power	
  at	
  all	
  to	
  do	
  anything.”	
  

	
  

Previous	
   qualitative	
   studies	
   of	
   Black	
  MSM	
  who	
   had	
   experienced	
   childhood	
   sexual	
  

abuse	
  found	
  poor	
  mental	
  health	
  among	
  the	
  majority	
  of	
  participants.	
  Study	
  authors	
  

hypothesized	
  that	
  this	
  exposure	
  may	
  have	
  impacted	
  participants’	
  sexual	
  scripts	
  and	
  

subsequent	
   behaviors	
   (Fields	
   et	
   al.	
   2008;	
   one	
   article	
   reporting	
   three	
   qualitative	
  

studies).	
   In	
   our	
   study,	
   only	
   3	
   of	
   10	
   participants	
  who	
   described	
   sexual	
   abuse	
   had	
  

sought	
   professional	
   treatment	
   in	
   dealing	
   with	
   their	
   history	
   of	
   sexual	
   abuse.	
  

Consequently,	
   those	
   who	
   had	
   not	
   sought	
   treatment	
   may	
   have	
   developed	
   poorer	
  

coping	
   strategies,	
   and	
   as	
   a	
   result,	
   engaged	
   in	
   sexual	
   risk	
   behaviors	
   and	
   had	
   poor	
  

relationship-­‐related	
   outcomes	
   as	
   adults.	
   Indeed,	
   prior	
   studies	
   have	
   shown	
   that	
  

survivors	
   of	
   childhood	
   sexual	
   abuse	
   may	
   have	
   difficulties	
   engaging	
   in	
   long	
   term	
  

relationships,	
   developing	
   bonds	
   with	
   others,	
   and	
   may	
   compartmentalize	
   their	
  

sexual	
  behaviors	
   from	
  their	
  emotional	
   feelings,	
  consequently	
  resulting	
   in	
  high-­‐risk	
  

sexual	
  behaviors,	
  such	
  as	
  multiple	
  sexual	
  partners	
  and	
  short-­‐term	
  sexual	
  relations	
  

(Morrill	
   et	
   al.	
   2001,	
   Paul	
   2001,	
   Roesler	
   &	
  McKenzie	
   1994).	
   However,	
   only	
   one	
   of	
  

these	
   studies	
   had	
   a	
   predominately	
   Black	
   MSM	
   sample,	
   thus	
   limiting	
   the	
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generalizability	
  of	
  the	
  findings	
  to	
  Black	
  MSM.	
  

	
  

Narratives	
   indicated	
   that	
   childhood	
   sexual	
   abuse	
  might	
   be	
   linked	
  with	
   emotional	
  

difficulties	
  in	
  adulthood	
  such	
  as	
  the	
  inability	
  to	
  trust	
  or	
  be	
  emotionally	
  intimate	
  with	
  

others.	
   Participants	
   who	
   recalled	
   childhood	
   sexual	
   abuse	
   also	
   reported	
   mental	
  

health	
   problems	
   such	
   as	
   depressive	
   symptoms,	
   diagnoses	
   of	
   clinical	
   depression,	
  

suicidal	
  ideation,	
  as	
  well	
  as	
  suicide	
  attempts.	
  Four	
  participants	
  who	
  suffered	
  sexual	
  

abuse	
   as	
   children	
   reported	
   a	
   history	
   of	
   being	
   voluntarily	
   or	
   involuntarily	
  

hospitalized	
   as	
   a	
   result	
   of	
   their	
   suicide	
   attempts.	
   Participants	
   that	
   experienced	
  

childhood	
   sexual	
   abuse	
   often	
   vocalized	
   feelings	
   of	
   powerlessness	
   over	
   their	
  

sexuality	
   and	
   sexual	
   behavior	
   decision-­‐making,	
   and	
   they	
   also	
   demonstrated	
   a	
  

difficulty	
  in	
  trusting	
  others.	
  Experiences	
  of	
  mental	
  health	
  difficulties	
  and	
  sexual	
  risk	
  

behaviors	
   are	
   fully	
   described	
   in	
   Chapter	
   6.	
   Issues	
   related	
   to	
   powerlessness	
   and	
  

mistrust	
  may	
   contribute	
   to	
  participants	
   engaging	
   in	
  high	
   risk	
   sexual	
   episodes	
  and	
  

anonymous	
   sexual	
   partners,	
   as	
   well	
   as	
   having	
   limited	
   long-­‐term	
   relationships	
  

(Morrill	
  et	
  al.	
  2001,	
  Paul	
  2001,	
  Roesler	
  &	
  McKenzie	
  1994).	
  	
  

	
  

Indeed,	
   it	
  has	
  been	
  demonstrated	
  in	
  prior	
  research	
  that	
  the	
  more	
  childhood	
  abuse	
  

men	
  experience,	
   the	
  poorer	
  overall	
  mental	
  health	
   they	
  experience	
   (Edwards	
  et	
   al.	
  

2003).	
  In	
  turn,	
  poor	
  mental	
  health	
  related	
  to	
  childhood	
  sexual	
  abuse	
  can	
  reduce	
  self-­‐

efficacy	
  for	
  condom	
  use,	
  diminish	
  the	
  ability	
  to	
  negotiate	
  sexual	
  safety	
  with	
  sexually	
  

aggressive	
  partners,	
  and	
  contribute	
  to	
  experiencing	
  less	
  satisfaction	
  in	
  personal	
  and	
  

sexual	
   relationships	
   (Roesler	
   &	
   McKenzie	
   1994,	
   Paul	
   2001,	
   Morrill	
   et	
   al.	
   2001).	
  

Another	
  notable	
  study,	
  the	
  EXPLORE	
  Study,	
  was	
  able	
  to	
  shed	
  considerable	
  light	
  on	
  

the	
  mediators	
  between	
  childhood	
  sexual	
  abuse	
  and	
  HIV	
  risk	
  behaviors	
  (Mimiaga	
  et	
  

al.	
  2009).	
  This	
  large	
  scale,	
  6-­‐city	
  (U.S.),	
  HIV	
  prevention	
  intervention	
  for	
  MSM	
  found	
  

depression	
  and	
  drug	
  and/or	
  alcohol	
  use	
   to	
  be	
  more	
  prevalent	
  among	
  participants	
  

with	
   a	
   history	
   of	
   childhood	
   sexual	
   abuse.	
   In	
   addition	
   to	
   poor	
   mental	
   health	
  

mediating	
  the	
  effects	
  of	
  childhood	
  sexual	
  abuse,	
  the	
  study	
  authors	
  also	
  reported	
  that	
  

those	
  who	
  had	
  experienced	
  childhood	
  sexual	
  abuse	
  also	
  reported	
  lower	
  self-­‐efficacy	
  

for	
   adopting	
   protective	
   sexual	
   behaviors,	
   poorer	
   communication	
   skills	
   regarding	
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protective	
  sexual	
  behaviors,	
  and	
  lower	
  social	
  norms	
  that	
  favor	
  protective	
  behaviors.	
  

Thus,	
   addressing	
   poor	
   mental	
   health	
   and	
   other	
   factors	
   leading	
   from	
   childhood	
  

sexual	
  abuse	
  to	
  adult	
  sexual	
  risk	
  taking	
  behaviors	
   is	
  an	
   integral	
  component	
  of	
  any	
  

HIV	
  prevention	
  approach	
  (Clements-­‐Noel	
  et	
  al.	
  2001,	
  Meyer	
  2003,	
  Stall	
  et	
  al.	
  2003).	
  	
  	
  

	
  	
  

4.5h	
  Non-­normative	
  patterns	
  
	
  

A	
  small	
  but	
  noteworthy	
  subset	
  of	
  participants	
  did	
  not	
  follow	
  the	
  behavioral	
  patterns	
  

described	
   by	
   the	
   majority	
   of	
   participants.	
   	
   Specifically,	
   some	
   participants	
   who	
  

experienced	
  adverse	
  childhood	
  experiences	
  did	
  not	
  report	
  engaging	
  in	
  risky	
  sexual	
  

behaviors,	
   and	
   in	
   fact	
   described	
   engaging	
   only	
   in	
   low-­‐risk	
   sexual	
   behaviors.	
  

Conversely,	
   other	
   participants	
   from	
   middle/upper	
   class	
   childhoods	
   and	
   with	
  

positive	
   family	
   dynamics	
   described	
   high	
   risk	
   sexual	
   behaviors.	
   	
   These	
   counter-­‐

normative	
   patterns	
   provide	
   an	
   important	
   point	
   of	
   study.	
   Understanding	
   the	
  

resiliency	
   and	
   coping	
   methods	
   of	
   participants	
   who	
   experienced	
   early	
   forms	
   of	
  

adversity	
   but	
   who	
   do	
   not	
   report	
   high	
   risk	
   behaviors,	
   and	
   incorporating	
   this	
  

knowledge	
  into	
  HIV	
  prevention	
  efforts	
  may	
  prove	
  critical	
  to	
  the	
  next	
  generation	
  of	
  

HIV	
  prevention	
  interventions	
  targeted	
  to	
  Black	
  MSM.	
  It	
  may	
  be	
  that	
  for	
  those	
  with	
  

childhoods	
   characterized	
   by	
   negative	
   home	
   environments	
   and	
   socioeconomic	
  

disadvantage,	
   strong	
   support	
   networks	
   outside	
   the	
   childhood	
   home	
   are	
   able	
   to	
  

buffer	
  against	
  the	
  effects	
  of	
  adverse	
  family	
  factors.	
  These	
  support	
  networks	
  may	
  be	
  

in	
  the	
  form	
  of	
  relationships	
  within	
  the	
  community,	
  or	
  the	
  Church,	
  or	
  a	
  particularly	
  

supportive	
  teacher	
  or	
  guidance	
  counselor.	
  Several	
  participants	
  described	
  a	
  range	
  of	
  

strong	
   relationships	
   formed	
   outside	
   the	
   home.	
   One	
   participant	
   described	
   a	
  

relationship	
   with	
   a	
   community	
   elder	
   that	
   acted	
   as	
   a	
   paternal	
   figure	
   and	
  mentor.	
  

Another	
   participant,	
   Jerry,	
   described	
   a	
   particularly	
   close,	
   supportive,	
   relationship	
  

with	
  a	
  Church	
  friend	
  and	
  his	
  family.	
  Jerry,	
  a	
  middle	
  aged	
  participant	
  -­‐	
  who	
  himself	
  

volunteers	
  as	
  a	
  mentor	
  for	
  young	
  Black	
  men	
  –	
  shared:	
  

	
  

“[Name	
  redacted]’s	
  family	
  was	
  able	
  “to	
  make	
  me	
  feel	
  loved	
  when	
  I	
  wasn’t	
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feeling	
   it	
   anywhere.	
  That	
  made	
   the	
  difference	
   for	
  me…for	
  me	
   to	
  know	
   that	
  

however	
  my	
  life	
  at	
  home	
  was,	
  that	
  there	
  were	
  people	
  out	
  there	
  that	
  cared	
  for	
  

me	
  and	
  that	
  I	
  mattered	
  to	
  them.”	
  	
  	
  

	
  

This	
   is	
   in	
  keeping	
  with	
  the	
   literature	
  on	
  minority	
  coping	
  that	
  suggests	
   that	
  group-­‐	
  

and	
   community-­‐level	
   resources	
   shape	
   individual	
   coping	
   efforts	
   (Branscombe	
   &	
  

Ellemers	
   1998,	
  Meyer	
   1993),	
   and	
   an	
   individuals’	
   ability	
   to	
   access	
   these	
   resources	
  

ultimately	
   determines	
   their	
   ability	
   to	
   cope	
   with	
   past	
   and	
   present	
   adverse	
  

circumstances.	
  

	
  

While	
  most	
  participants	
  who	
  did	
  not	
  engage	
  in	
  HIV	
  risk	
  behaviors	
  despite	
  adverse	
  

childhood	
  experiences	
  did	
  access	
  social	
  support	
  through	
  group-­‐level	
  resources	
  such	
  

as	
  relationships	
  within	
  the	
  community	
  and	
  the	
  Church,	
  other	
  participants	
  described	
  

relying	
   on	
   individual	
   coping	
   efforts	
   for	
   dealing	
   with	
   difficult	
   family	
   conditions,	
  

which	
   although	
   can	
   be	
   successful,	
   are	
   thought	
   to	
   not	
   be	
   as	
   successful	
   as	
   coping	
  

through	
   group-­‐level	
   resources	
   (Meyer	
   1995).	
   	
   For	
   instance,	
   some	
   participants’	
  

resilience	
   and	
   coping	
   were	
   derived	
   from	
   childhood	
   passions	
   and	
   hobbies.	
   One	
  

participant,	
   Matthew,	
   described	
   an	
   intense	
   passion	
   for	
   listening	
   to	
   and	
   writing	
  

music.	
  He	
  described	
  that	
  as	
  a	
  child	
  during	
  particularly	
  difficult	
  times,	
  he	
  would	
  find	
  

somewhere	
  he	
  could	
  be	
  alone,	
  such	
  as	
  a	
  neighborhood	
  park,	
  and	
  ‘lose’	
  himself	
  in	
  his	
  

song	
  writing.	
  	
  

	
  

“I	
  would	
  go	
   to	
   [neighborhood	
  park]	
  at	
  night	
  when	
  not	
  a	
   lot	
  of	
  people	
  were	
  

there.	
  If	
  my	
  boys	
  were	
  there	
  they	
  would	
  leave	
  me	
  by	
  myself.	
  I	
  would	
  write	
  for	
  

like	
  2,	
  3	
  hours.	
  It	
  helped	
  me	
  clear	
  my	
  head….let	
  me	
  stop	
  feeling	
  whatever	
  bad	
  

I	
  was	
   feeling	
  when	
   I	
  got	
   there.	
  Writing	
  would	
   take	
  my	
   feelings	
   in	
  my	
  heart	
  

and	
  in	
  my	
  mind	
  and	
  put	
  them	
  on	
  paper.”	
  

	
  

Another	
  participant,	
   Jermaine,	
  believed	
  that	
  his	
   love	
   for	
  basketball	
  allowed	
  him	
  to	
  

cope	
  with	
  challenging	
  family	
  dynamics.	
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“I’d	
   play	
   ball	
   and	
   get	
   all	
   that	
   aggression	
   out.	
   It	
   caused	
   problems	
   with	
   the	
  

[other	
  players]…[but]	
  it	
  was	
  my	
  release.	
  I	
  would	
  get	
  so	
  angry	
  at	
  home…it	
  let	
  

me	
  get	
  all	
  that	
  shit	
  out.	
  I	
  played	
  hard.”	
  

	
  

	
  Interestingly,	
  while	
  these	
  participants	
  did	
  not	
  engage	
  in	
  high-­‐risk	
  sexual	
  behaviors,	
  

they	
   were	
   more	
   likely	
   to	
   describe	
   feelings	
   of	
   loneliness	
   and	
   isolation	
   than	
  

participants	
   who	
   accessed	
   group/community-­‐level	
   resources,	
   suggesting	
   that	
   the	
  

nurturing	
  and	
  encouraging	
  relationships	
  participants	
  had	
  with	
  others	
  were	
  critical	
  

to	
  the	
  extent	
  of	
  their	
  ability	
  to	
  cope	
  with	
  adverse	
  childhood	
  experiences.	
  	
  

	
  

	
  

	
  

	
  

Table	
  4.1:	
  Representative	
  participant	
  quotes	
  demonstrating	
  narrative	
  childhood	
  experience	
  
themes	
  	
  

Relevant	
  
Section	
  

Theme	
   Quote	
  

“We	
  didn’t	
  have	
  too	
  much,	
  but	
  we	
  made	
  it	
  work.”	
  	
  

“My	
  mom	
  and	
  stepdad	
  didn’t	
  really	
  have	
  that	
  much	
  money.	
  We	
  
lived	
  in	
  the	
  projects.	
  But	
  everyone	
  was	
  like	
  us.”	
  

4.5a	
   Low	
  socioeconomic	
  upbringing	
  

“We	
  would	
  get	
  food	
  from	
  food	
  banks.”	
  

4.5a	
   Middle/upper-­‐middle	
  class	
  
upbringing	
  

“I	
  [didn’t]	
  want	
  for	
  anything.	
  Our	
  parents	
  made	
  sure	
  we	
  had	
  
everything.	
  We	
  went	
  to	
  North	
  Carolina	
  for	
  vacation	
  every	
  
year.”	
  

“[My	
  family]	
  was	
  happy	
  that	
  I	
  graduated	
  high	
  school.	
  No	
  one	
  
else	
  did.	
  My	
  brother	
  got	
  his	
  GED	
  when	
  he	
  was	
  locked	
  up,	
  but	
  I	
  
was	
  the	
  first	
  to	
  really	
  graduate.”	
  

4.5a	
   Family	
  academic/career	
  
aspirations	
  for	
  lower	
  SES	
  
participants	
  

“I	
  left	
  after	
  8th	
  grade.	
  I	
  had	
  to	
  take	
  care	
  of	
  my	
  brothers	
  and	
  
sister.	
  It	
  wasn’t	
  really	
  a	
  big	
  deal.”	
  

4.5a	
   Family	
  academic/career	
  
aspirations	
  for	
  higher	
  SES	
  
participants	
  

“College	
  was	
  not	
  an	
  option.	
  It	
  was	
  something	
  we	
  all	
  had	
  to	
  do.”	
  

4.5b	
   Sexual	
  behaviors	
  of	
  lower	
  SES	
  
participants	
  (multiple/a	
  range	
  

“My	
  main	
  dude	
  was	
  cool…	
  but	
  I	
  still	
  needed	
  my	
  sidepieces	
  or	
  
two…”	
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   of	
  high	
  risk	
  behaviors	
   “I	
  tried	
  to	
  pick	
  up	
  [clients]	
  in	
  safe	
  areas,	
  where	
  I	
  know	
  my	
  
friends	
  are.”	
  

4.5b	
   Sexual	
  behaviors	
  of	
  higher	
  SES	
  
participants	
  	
  

“I	
  enjoy	
  sex,	
  but	
  I	
  enjoy	
  sex	
  with	
  condoms.	
  I	
  enjoy	
  knowing	
  
that	
  I’m	
  not	
  opening	
  myself	
  up	
  to	
  all	
  kinds	
  of	
  [STDs].”	
  

“My	
  mom	
  raised	
  us,	
  more	
  or	
  less.	
  My	
  dad	
  left	
  when	
  I	
  was	
  6”	
  4.5c	
   Single	
  parent	
  homes	
  

“My	
  grandma	
  brought	
  me	
  and	
  my	
  brother	
  up.	
  	
  My	
  mother	
  was	
  
too	
  messed	
  up	
  in	
  her	
  own	
  shit.”	
  

4.5c.3	
   Childhood	
  neglect	
   “It	
  wasn’t	
  that	
  my	
  mother	
  wasn’t	
  around.	
  She	
  just	
  didn’t	
  
care…about	
  us,	
  about	
  school,	
  about	
  who	
  we	
  hung	
  out	
  
with…who	
  our	
  friends	
  were.	
  Nothing.	
  At	
  the	
  time	
  I	
  fooled	
  
myself	
  into	
  thinking	
  like	
  ‘wow,	
  I	
  can	
  do	
  whatever	
  I	
  want,’	
  but	
  
in	
  retrospect,	
  as	
  an	
  adult,	
  I	
  can	
  look	
  back	
  and	
  see	
  that	
  she	
  was	
  
basically	
  an	
  absentee	
  parent…Yeah,	
  I	
  think	
  it	
  probably	
  had	
  an	
  
effect	
  on	
  my	
  own	
  relationships.	
  I’m	
  not	
  quick	
  to	
  trust.	
  I’ve	
  been	
  
told	
  by	
  others	
  that	
  it’s	
  sometimes	
  hard	
  to	
  connect	
  with	
  me,	
  
emotionally.”	
  

4.5d	
   Family	
  support	
  of	
  gay	
  identity	
   “No,	
  me	
  being	
  gay	
  wasn’t	
  talked	
  about.	
  I	
  know	
  my	
  parents	
  
didn’t	
  necessarily	
  approve	
  of	
  it,	
  but	
  I	
  never	
  doubted	
  that	
  they	
  
loved	
  me…	
  I	
  would	
  mention	
  guys’	
  names,	
  but	
  didn’t	
  really	
  
bring	
  boyfriends	
  around	
  too	
  often….I	
  respected	
  where	
  they	
  
were	
  coming	
  from,	
  and	
  they	
  respected	
  where	
  I	
  came	
  from.”	
  	
  	
  

“I	
  couldn’t	
  go	
  out	
  and	
  meet	
  some	
  random	
  stranger	
  and	
  have	
  
sex	
  with	
  them.	
  Just	
  wouldn’t	
  happen.”	
  

4.5d	
   Sexual	
  health	
  strategies	
  of	
  
participants	
  with	
  positive	
  
family	
  life	
  

“[I’ve]	
  only	
  had	
  sex	
  with	
  people	
  that	
  I	
  know	
  somehow,	
  friends,	
  
or	
  friends	
  of	
  friends,	
  that	
  kind	
  of	
  thing.”	
  	
  

4.5d	
   Lower	
  risk	
  behaviors	
  among	
  
participants	
  who	
  described	
  
positive	
  family	
  characteristics:	
  
limited	
  experiences	
  of	
  housing	
  
instability	
  and	
  drug/alcohol	
  
addiction	
  	
  

“I	
  mean,	
  I’ve	
  heard	
  of	
  people	
  having	
  sex	
  with	
  lots	
  of	
  people	
  
because	
  they	
  were	
  doing	
  meth	
  and	
  stuff	
  like	
  that,	
  but	
  no,	
  I	
  
don’t	
  know	
  of	
  anyone	
  in	
  my	
  life	
  that	
  has	
  any	
  experience	
  with	
  
that.	
  That’s	
  like	
  movie	
  stuff.”	
  

“I’ve	
  messed	
  around	
  with	
  a	
  lot	
  of	
  dudes”	
  

“I	
  just	
  like	
  fucking	
  without	
  a	
  condom.	
  I	
  know	
  it’s	
  not	
  right,	
  but	
  
it	
  just	
  feels	
  right.	
  You	
  know	
  what	
  I	
  mean?”	
  

4.5g	
   High	
  risk	
  behaviors	
  among	
  
participants	
  who	
  described	
  
childhood	
  sexual	
  abuse	
  

“Working	
  the	
  streets	
  is	
  something	
  I	
  know.	
  I	
  don’t	
  like	
  it,	
  but	
  
when	
  shit	
  is	
  getting	
  rough…its	
  something	
  that	
  I	
  do”	
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4.6	
  Discussion	
  
	
  

This	
   chapter	
   explored	
   patterns	
   between	
   participants’	
   recollected	
   childhood	
  

experiences—particularly	
   socioeconomic	
   status,	
   family	
   characteristics,	
   and	
   the	
  

occurrence	
  of	
  abuse—and	
  their	
  sexual	
  behaviors	
  in	
  adulthood.	
  Narratives	
  suggested	
  

potential	
  linkages	
  of	
  childhood	
  adversity	
  to	
  adult	
  risk	
  behaviors.	
  While	
  connections	
  

between	
  adult	
   socioeconomic	
   status	
   and	
  HIV	
   status	
  have	
  been	
  well	
   established	
   in	
  

prior	
   studies,	
   research	
   regarding	
   the	
   linkages	
   between	
   childhood	
   socioeconomic	
  

status	
  and	
  adult	
  sexual	
  risk	
  behaviors	
  has	
  been	
  lacking.	
  The	
  results	
  from	
  this	
  study	
  

highlight	
  a	
  potential	
  pathway	
  between	
  childhood	
  socioeconomic	
  status	
  and	
  risk	
  for	
  

HIV	
  infection	
  in	
  adulthood.	
  

	
  

	
  Participants	
   who	
   described	
   high	
   risk	
   behaviors	
   perceived	
   problematic	
   childhood	
  

family	
   dynamics.	
  Moreover,	
   narratives	
   suggested	
   that	
   these	
   participants	
   often	
  did	
  

not	
   negotiate	
   condom	
   use	
   and	
   did	
   not	
   have	
   rigid	
   rules	
   guiding	
   their	
   sexual	
  

behaviors,	
  despite	
  being	
  aware	
  of	
  the	
  risks	
  of	
  unprotected	
  sexual	
  behaviors.	
  Strong,	
  

positive,	
   and	
   supportive	
   childhood	
   relationships	
   within	
   the	
   family	
   of	
   origin	
   may	
  

have	
   had	
   long	
   lasting	
   effects	
   on	
   participants’	
   approach	
   to	
   their	
   sexual	
   lives	
   and	
  

romantic	
   relationships.	
   Through	
   example,	
   positive	
   family	
   dynamics	
   may	
   have	
  

provided	
   participants	
   with	
   the	
   necessary	
   developmental	
   building	
   blocks	
   for	
  

initiating	
   and	
   maintaining	
   healthy	
   relationships	
   as	
   adults.	
   Participants	
   who	
  

witnessed	
  close,	
   intimate	
  and	
  supportive	
   family	
   relationships	
  were	
   likely	
   to	
  adopt	
  

that	
   as	
   a	
   model	
   relationship	
   and	
   follow	
   those	
   patterns	
   in	
   their	
   own	
   adult	
  

relationships.	
  Conger	
  et	
  al.	
   (2000)	
   found	
  that	
  nurturing,	
  warm,	
   involved	
  parenting	
  

in	
   the	
   childhood	
   family	
   home	
   was	
   associated	
   with	
   participants	
   having	
   warm,	
  

supportive	
   romantic	
   relationships.	
   In	
   our	
   study,	
   participants	
   perceived	
   their	
   own	
  

capacity	
   for	
   healthy	
   intimate	
   relationships	
   and	
   their	
   competence	
   within	
   those	
  

relationships	
   to	
   be	
   strongly	
   influenced	
   by	
   the	
   relationships	
   they	
   observed	
   and	
  

experienced	
   within	
   their	
   family	
   of	
   origin,	
   particularly	
   among	
   participants	
   who	
  

experienced	
   positive	
   family	
   relationships.	
   Healthy,	
   close	
   relationships	
   can	
  

potentially	
   mediate	
   protective	
   sexual	
   behaviors	
   through	
   open	
   communication,	
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balanced	
  power	
  dynamics,	
   and	
   fewer	
   sexual	
  partners.	
  However,	
   studies	
  of	
  mixed-­‐

gender	
   and	
   ethnicity,	
   as	
   well	
   as	
   female	
   samples	
   have	
   also	
   shown	
   that	
   being	
   in	
   a	
  

relationship	
   is	
   also	
   linked	
   to	
   elevated	
   HIV	
   risk	
   behaviors	
   (Hammer	
   et	
   al.	
   1996,	
  

Misovich	
  et	
  al.	
  1997).	
  	
  	
  	
  

	
  

Narratives	
  suggested	
  that	
  participants	
  who	
  reported	
  childhood	
  sexual	
  abuse,	
  as	
  well	
  

as	
   verbal	
   and	
   physical	
   abuse	
   described	
   engaging	
   in	
   high	
   sexual	
   risk	
   taking	
  

behaviors.	
   Childhood	
   sexual	
   abuse	
   was	
   particularly	
   important,	
   as	
   narratives	
  

suggested	
   that	
   those	
   who	
   reported	
   its	
   occurrence	
   had	
   multiple	
   sexual	
   partners,	
  

frequently	
  engaged	
  in	
  unprotected	
  anal	
  intercourse,	
  had	
  concurrent	
  sexual	
  partners,	
  

and	
   sometimes	
   engaged	
   in	
   transactional	
   sex.	
   These	
   behaviors	
   have	
   important	
  

consequences	
   for	
   HIV	
   prevention	
   among	
   individuals	
   who	
   have	
   experienced	
  

childhood	
   sexual	
   abuse—a	
   number	
   purported	
   to	
   be	
   as	
   high	
   as	
   39%	
   of	
   all	
   MSM	
  

(Fields	
   et	
   al.	
   2008).	
   Survivors	
  may	
  have	
   significant	
  mental	
   health	
   issues	
   that	
  may	
  

lead	
  to	
  patterns	
  of	
  high	
  sexual	
  risk	
  behaviors.	
  	
  

	
  	
  

Several	
  common	
  themes	
  for	
  participating	
  in	
  higher-­‐risk	
  versus	
  lower-­‐risk	
  behaviors	
  

emerged	
  across	
   the	
  various	
  perceived	
  adverse	
  childhood	
  experiences	
  examined	
   in	
  

this	
  study:	
  	
  

	
  

1. Differences	
   in	
   temporal	
   frame:	
   Higher-­‐risk	
   participants	
   generally	
   described	
  

decision-­‐making	
   processes	
   and	
   outlooks	
   characterized	
   by	
   short-­‐term	
   time	
   frames	
  

focused	
   on	
   immediate	
   outcomes,	
   whereas	
   lower-­‐risk	
   participants	
   generally	
  

described	
  decision-­‐making	
  processes	
  and	
  outlooks	
  characterized	
  by	
  a	
  focus	
  on	
  long-­‐

term	
  outcomes,	
  as	
  well	
  as	
  future	
  benefits	
  and	
  consequences.	
  	
  

2. Coping	
   strategies	
   for	
   stress:	
   Higher	
   risk	
   participants	
   generally	
   described	
   coping	
  

strategies	
   that	
   included	
   having	
   sexual	
   intercourse	
   or	
   other	
   activities	
   that	
   might	
  

increase	
  the	
  likelihood	
  of	
  engaging	
  in	
  high	
  risk	
  behaviors	
  (e.g.	
  alcohol	
  use),	
  whereas	
  

lower	
  risk	
  participants	
  described	
  strategies	
  that	
  did	
  not	
  include	
  sexual	
  activities	
  or	
  

were	
  not	
  likely	
  to	
  lead	
  to	
  participation	
  in	
  high-­‐risk	
  behaviors	
  (e.g.	
  exercise,	
  spending	
  

time	
  with	
  friends).	
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3. Self-­‐regulation:	
  Many	
   higher-­‐risk	
   participants	
   described	
   ‘giving-­‐in’	
   to	
   their	
   sexual	
  

desires	
   or	
   saying	
   that	
   “one	
   thing	
   led	
   to	
   another”	
   resulting	
   in	
   unprotected	
   sex,	
  

whereas	
  most	
  lower-­‐risk	
  participants	
  were	
  generally	
  deliberate	
  in	
  their	
  actions	
  and	
  

behaviors	
   (e.g.	
   not	
   drink	
   excessively	
   so	
   as	
   to	
   avoid	
   being	
   placed	
   in	
   a	
   potentially	
  

high-­‐risk	
  sexual	
  situation).	
  	
  

	
  

These	
   observations	
   support	
   the	
   life	
   course	
   perspective	
   and	
   minority	
   stress	
  

theoretical	
   approaches	
   described	
   in	
   Chapter	
   2,	
   and	
   offer	
   testable	
   hypotheses	
   that	
  

can	
   be	
   explored	
   in	
   future	
   research.	
   	
   Participants’	
   own	
  words	
   revealed	
   that	
   these	
  

observed	
  factors	
  implicated	
  in	
  high	
  risk	
  and	
  low	
  risk	
  behaviors	
  were	
  at	
  least	
  in	
  part	
  

attributable	
  to	
  the	
  long	
  lasting	
  effects	
  of	
  their	
  childhood	
  experiences.	
   	
  Participants’	
  

socioeconomic	
  status,	
  family	
  dynamics	
  and	
  experience	
  of	
  abuse	
  impacted	
  their	
  self-­‐

esteem,	
  self-­‐efficacy,	
  coping	
  skills,	
  social	
  networks,	
  mental	
  health	
  and	
  life	
  prospects,	
  

all	
  of	
  which	
  can	
  have	
  important	
  effects	
  on	
  individual	
  sexual	
  health	
  strategies.	
  	
  

	
  

Our	
  findings	
  challenge	
  the	
  conventional	
  paradigm	
  of	
  HIV	
  risk	
  behaviors.	
  Rather	
  than	
  

conceptualizing	
   risk	
   behavior	
   as	
   a	
   de-­‐contextualized	
   phenomena,	
   determined	
   by	
  

social	
   cognitive	
   processes,	
   these	
   findings	
   suggest	
   that	
   behavior	
   is	
   the	
   resulting	
  

outcome	
  of	
  a	
  cumulative	
  contextual	
  and	
  life	
  trajectory	
  process	
  that	
  functions	
  in	
  all	
  

individuals.	
   In	
   those	
   with	
   particularly	
   adverse	
   childhood	
   experiences,	
   this	
   life	
  

trajectory	
   can	
   have	
   far	
   reaching	
   negative	
   effects	
   on	
   overall	
   health	
   profile.	
   As	
  

described	
  in	
  the	
  introduction,	
  adverse	
  childhood	
  experiences	
  are	
  thought	
  to	
  impact	
  

adult	
   sexual	
   risk	
   taking	
   behaviors	
   in	
   several	
  ways.	
   Narratives	
   of	
   participants’	
   life	
  

course	
  suggest	
  that	
  both	
  direct	
  and	
  indirect	
  events	
  contributed	
  to	
  adult	
  sexual	
  risk	
  

behaviors.	
  For	
  instance,	
  participants	
  who	
  experienced	
  sexual	
  abuse	
  in	
  childhood	
  all	
  

described	
   multiple	
   high-­‐risk	
   sexual	
   activities.	
   This	
   is	
   supported	
   by	
   extensive	
  

literature	
   documenting	
   the	
   increased	
   prevalence	
   of	
   high	
   risk	
   sexual	
   behaviors	
   in	
  

adulthood	
  among	
  survivors	
  of	
  childhood	
  sexual	
  abuse,	
  most	
  often	
  mediated	
  through	
  

psychological	
   effects,	
   as	
   described	
   in	
   the	
   Introduction	
   section.	
   	
   Narratives	
   also	
  

suggested	
   indirect	
   effects	
   of	
   adverse	
   childhood	
   experiences	
   on	
   adult	
   sexual	
   risk	
  

taking,	
   This	
   was	
   evident	
   in	
   participants’	
   recollection	
   of	
   childhood	
   socioeconomic	
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circumstances	
   and	
   description	
   of	
   present	
   day	
   socioeconomic	
   circumstances.	
  

Participants	
   who	
   recollected	
   low-­‐income	
   childhoods	
   oftentimes	
   described	
   similar	
  

current	
   socioeconomic	
   circumstances,	
  while	
   those	
  with	
   higher-­‐income	
   childhoods	
  

reported	
   similar	
   present	
   day	
   circumstances.	
   Literature	
   indicates	
   that	
   childhood	
  

socioeconomic	
   circumstances	
   predict	
   adult	
   socioeconomic	
   circumstances,	
   and	
   a	
  

higher	
  HIV	
  incidence	
  and	
  participation	
  in	
  sexual	
  risk	
  taking	
  behaviors	
  among	
  those	
  

with	
  low	
  socioeconomic	
  status	
  (Pagani	
  2007).	
  Thus,	
  childhood	
  socioeconomic	
  status	
  

may	
  impact	
  adult	
  socioeconomic	
  status,	
  which	
  in	
  turn	
  has	
  an	
  effect	
  on	
  adult	
  sexual	
  

risk	
   behaviors.	
   	
   Thus,	
   understanding	
   men’s	
   childhood	
   experiences	
   are	
   critical	
   to	
  

understanding	
  the	
  adult	
  process	
  that	
  may	
  more	
  directly	
  influence	
  adult	
  sexual	
  risk	
  

behaviors.	
  	
  

	
  

The	
   findings	
   in	
   this	
   chapter	
   offer	
   support	
   for	
   the	
   application	
   of	
   syndemics	
   in	
  

understanding	
  and	
  intervening	
  in	
  the	
  HIV/AIDS	
  epidemic	
  among	
  Black	
  MSM.	
  This	
  is	
  

among	
   the	
   first	
   qualitative	
   studies	
   to	
   use	
   syndemic	
   production	
   to	
   specifically	
  

examine	
  the	
  ways	
  in	
  which	
  early	
  life	
  experiences	
  (socioeconomic	
  status,	
  family	
  life,	
  

and	
   abuse)	
   can	
   act	
   synergistically	
   to	
   inform	
   behaviors	
   later	
   in	
   life.	
  While	
   studies	
  

have	
  demonstrated	
  the	
  links	
  between	
  co-­‐occurring	
  factors	
  (e.g.	
  poverty,	
  depression,	
  

drug	
  use)	
  (Stall	
  et	
  al.	
  2001,	
  Stall	
  et	
  al.	
  2003),	
  none	
  have	
  focused	
  specifically	
  on	
  Black	
  

MSM,	
  and	
  none	
  have	
  done	
  so	
  qualitatively.	
  	
  

	
  

Giving	
   voice	
   to	
   this	
   population	
  most	
   at	
   risk	
   for	
  HIV	
   is	
   essential	
   to	
   identifying	
   the	
  

mediating	
  processes	
  driving	
   these	
  syndemic	
   interactions.	
  Understanding	
  how	
  men	
  

perceive	
   and	
   experience	
   the	
   important	
   psychosocial	
   and	
   socioeconomic	
   factors	
  

informing	
  their	
  sexual	
  health	
  is	
  critical	
  to	
  designing	
  effective	
  HIV	
  interventions	
  for	
  

this	
  group.	
  Our	
  study	
   is	
  one	
  of	
   the	
   first	
   to	
  ask	
  Black	
  MSM	
  how	
  they	
  perceive	
   their	
  

own	
   early	
   life	
   experiences	
   to	
   influence	
   their	
   approach	
   to	
   sexual	
   health	
   and	
  

relationships.	
   These	
   findings	
   provide	
   nuanced	
   insights	
   to	
   earlier	
   quantitative	
  

studies	
  and	
  uncover	
  the	
  complexities	
  inherent	
  to	
  many	
  conscious	
  and	
  subconscious	
  

sexual-­‐health	
   decision-­‐making	
   processes	
   regarding	
   risk	
   assessment,	
   partner	
  

selection	
   strategies,	
   and	
   rules	
   guiding	
   sexual	
   behaviors.	
   Quantitative	
   methods,	
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which	
  report	
  measures	
  of	
  central	
   tendency,	
  are	
  unable	
  to	
  capture	
  these	
   important	
  

and	
   necessary	
   intricacies.	
   As	
   it	
   becomes	
   increasingly	
   evident	
   that	
   for	
   many	
  

populations	
   HIV	
   risk	
   is	
   best	
   understood	
   when	
   considered	
   through	
   a	
   life	
   course	
  

perspective,	
   this	
   study	
   has	
   important	
   implications	
   for	
   the	
   versatility	
   and	
  

applicability	
  of	
  Syndemic	
  Theory	
  in	
  understanding	
  HIV	
  risk.	
  	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

CHAPTER	
  5:	
  CONTEXTUALIZED	
  DRIVERS	
  OF	
  SEXUAL	
  RISK	
  
BEHAVIORS	
  
	
  

5.1	
  Overview	
  
	
  

The	
  previous	
  chapter	
  examined	
  participants’	
  beliefs	
  of	
  how	
  their	
  adverse	
  childhood	
  

experiences	
  influenced	
  their	
  adult	
  sexual	
  behaviors.	
  This	
  chapter	
  extends	
  that	
  data	
  

to	
   examine	
   the	
  main	
   factors	
   participants	
   perceived	
   to	
   influence	
   their	
   unprotected	
  

sexual	
   behaviors,	
   and	
   contextualize	
   these	
   factors	
   according	
   to	
   their	
   life	
  

circumstances	
  at	
   the	
  time	
  of	
   the	
  discussed	
  sexual	
  episode.	
  Analysis	
   in	
  this	
  chapter	
  

suggests	
  that:	
  

	
  

1. The	
   most	
   important	
   drivers	
   of	
   unprotected	
   sex	
   were	
   apathetic	
   or	
   passive	
  

attitudes	
  toward	
  condom	
  use,	
  getting	
  caught	
  up	
  “in	
  the	
  heat	
  of	
  the	
  moment,”	
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poor	
  emotional	
  health,	
  reliance	
  on	
  visual	
  or	
  behavioral	
  cues,	
  and	
  a	
  pattern	
  of	
  

unconscious,	
  routine	
  unprotected	
  sex	
  with	
  main	
  and	
  casual	
  partners.	
  	
  

2. These	
   perceived	
   drivers	
   of	
   unprotected	
   sexual	
   behaviors	
   coincided	
   with	
  

challenging	
   personal	
   circumstances	
   in	
   participants’	
   lives,	
   particularly,	
  

socioeconomic-­‐	
  and	
  relationship-­‐related	
  difficulties.	
  	
  

3. These	
   challenges	
   were	
   oftentimes	
   interrelated	
   and	
   interacted	
   to	
   reinforce	
  

one	
  another.	
  	
  

4. Knowledge	
  of	
  HIV	
   risk	
   transmission	
   and	
   sexually	
   protective	
  behaviors	
  was	
  

widespread,	
  but	
  this	
  knowledge	
  often	
  clashed	
  with	
  judgment	
  and	
  behaviors,	
  

and	
   did	
   not	
   lead	
   men	
   to	
   refrain	
   from	
   engaging	
   in	
   sexual	
   behaviors	
   they	
  

recognized	
   as	
   ‘risky.’	
   	
   Discrepancies	
   between	
   knowledge	
   and	
   behavior	
  

challenge	
   many	
   cognitive-­‐based	
   models	
   of	
   HIV	
   prevention	
   targeting	
   Black	
  

MSM.	
  	
  

	
  

5.2	
  Background	
  
	
  

Research	
   has	
   shown	
   that	
   Black	
   MSM	
   do	
   not	
   engage	
   in	
   more	
   risk	
   behaviors	
   than	
  

other	
  MSM	
  populations	
  (Harawa	
  et	
  al.	
  2004,	
  Lemp	
  et	
  al.	
  1994,	
  Mansergh	
  et	
  al.	
  2002,	
  

Millett	
  et	
  al.	
  2006,	
  Peterson	
  et	
  al.	
  2001,	
  Purcell	
  et	
  al.	
  2005,	
  Ruiz	
  et	
  al.	
  1998).	
  Black	
  

MSM’s	
  risk	
  is	
  perhaps	
  best	
  understood	
  when	
  contextualized	
  by	
  the	
  sociocultural	
  and	
  

structural	
  factors	
  they	
  experience.	
  These	
  situational	
  (e.g.	
  frequenting	
  high-­‐risk	
  sex-­‐

seeking	
  venues),	
  attitudinal	
  (e.g.	
  holding	
  apathetic	
  or	
  complacent	
  views	
  on	
  condom	
  

use),	
   or	
   interpersonal	
   (e.g.	
   imbalanced	
   power	
   dynamics	
   or	
   passive	
   approach	
   to	
  

condom	
  use)	
  factors	
  may	
  act	
  as	
  barriers	
  that	
  prevent	
  men	
  from	
  adopting	
  lower	
  HIV	
  

risk-­‐taking	
  practices.	
  A	
   qualitative	
   exploration	
  of	
   participants’	
   perceptions	
   of	
  why	
  

and	
  when	
  they	
  choose	
  to	
  use	
  or	
  not	
  use	
  condoms	
  is	
  an	
  important	
  step	
  in	
  addressing	
  

and	
   intervening	
   in	
   their	
   unprotected	
   sexual	
   behaviors.	
   Previous	
   research	
   of	
  MSM	
  

populations	
  suggests	
  that	
  these	
  factors	
  may	
  include	
  poor	
  mental	
  health,	
  family	
  and	
  

partner	
   dynamics,	
   socioeconomic	
   status,	
   and	
   prevention/safe	
   sex-­‐related	
   fatigue.	
  

While	
   individually	
   these	
   life	
   factors	
   may	
   not	
   influence	
   sexual	
   behaviors,	
   when	
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functioning	
   interactively,	
   they	
   may	
   become	
   implicated	
   in	
   participants’	
   sexual	
  

behaviors.	
   For	
   instance,	
   while	
   unemployment	
   alone	
   may	
   not	
   cause	
   unprotected	
  

sexual	
  behaviors,	
  when	
  experienced	
  in	
  conjunction	
  with	
  relationship	
  difficulties	
  and	
  

housing	
   instability,	
   it	
   may	
   lead	
   an	
   individual	
   to	
   place	
   themselves	
   in	
   high-­‐risk	
  

situations	
  or	
  become	
  passive	
  to	
  condom	
  use.	
  In	
  support	
  of	
  Syndemic	
  Theory,	
  these	
  

interrelated	
  and	
  interactive	
  epidemics	
  may	
  work	
  to	
  lower	
  the	
  overall	
  health	
  profile	
  

of	
  Black	
  MSM	
  populations,	
  through	
  increased	
  high	
  risk	
  behaviors.	
  	
  	
  

Poor	
   mental	
   health	
   has	
   often	
   been	
   described	
   as	
   an	
   antecedent	
   to	
   risk	
   taking	
  

behaviors,	
   with	
   studies	
   reporting	
   higher	
   levels	
   of	
   psychological	
   distress	
   and	
  

depression	
  among	
  MSM	
  (Mills	
  et	
  al.	
  2004).	
  Pathways	
  between	
  depression	
  and	
  risk	
  

are	
   reinforcing;	
   STDs	
   and	
   high-­‐risk	
   sexual	
   behaviors	
   serve	
   as	
   risk	
   factors	
   for	
  

depression	
   (Hallfors	
   et	
   al.	
   2005,	
   Shrier	
   et	
   al.	
   2002,	
   Waller	
   et	
   al.	
   2006),	
   but	
  

depression	
  may	
  also	
  increase	
  vulnerability	
  to	
  risk	
  behaviors	
  and	
  infection	
  (Lehrer	
  et	
  

al.	
  2006).	
  This	
  can	
  occur	
  through	
  impaired	
  cognitive	
  function	
  (Channon	
  1996,	
  Elliot	
  

et	
  al.	
  	
  1997,	
  Elliot	
  1998,	
  Rao	
  2006),	
  diminished	
  impulse	
  control	
  (Hanson	
  et	
  al.	
  2008,	
  

Lejoyeux	
  et	
  al.	
  2002)	
  and	
  motivation	
  (Rao	
  2006),	
  or	
  increased	
  fatalism	
  (Kalichman	
  

et	
   al.	
   1997).	
   While	
   these	
   effects	
   may	
   influence	
   individuals’	
   risk	
   assessment	
   and	
  

ability	
   to	
   participate	
   in	
   protective	
   behaviors,	
   studies	
   examining	
   the	
   relationship	
  

between	
   depression	
   and	
   HIV	
   risk—specifically,	
   condom	
   use—have	
   shown	
   mixed	
  

results.	
  Some	
  have	
  found	
  no	
  link	
  between	
  depression	
  and	
  lack	
  of	
  condom	
  use	
  (Dilley	
  

et	
  al.	
  1998,	
  Khan	
  et	
  al.	
  2009,	
  Koblin	
  et	
  al.	
  2006,	
  Perdue	
  et	
  al.	
  2003,	
  Stall	
  et	
  al.	
  2003).	
  

A	
  systematic	
  review	
  and	
  meta-­‐analysis	
  of	
  34	
  studies	
  that	
  examined	
  the	
  relationship	
  

between	
   depression	
   and	
   high	
   HIV	
   risk	
   behaviors	
   failed	
   to	
   find	
   a	
   relationship	
  

between	
   depression,	
   anger,	
   or	
   anxiety	
   and	
   high-­‐risk	
   sexual	
   behavior	
   (Crepaz	
   &	
  

Marks	
  2001).	
  On	
  the	
  other	
  hand,	
  some	
  studies	
  have	
  demonstrated	
  depression	
  (Beck	
  

et	
  al.	
  2003,	
  Lundberg	
  et	
  al.	
  2011,	
  Strathdee	
  et	
  al.	
  1998)	
  and	
  negative	
  mood	
  states	
  

(i.e.	
  depressive,	
  stress,	
  anxiety)	
   	
  (Gold	
  &	
  Skinner	
  1992,	
  Martin	
  &	
  Knox	
  1997)	
  to	
  be	
  

associated	
  with	
  increased	
  risk	
  taking	
  behaviors.	
  	
  

The	
   mechanisms	
   leading	
   from	
   depression	
   to	
   high-­‐risk	
   behaviors	
   are	
   not	
   fully	
  

understood.	
  While	
  depression	
  may	
  predispose	
  an	
  individual	
  to	
  risky	
  situations	
  such	
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as	
   frequenting	
   venues	
   associated	
  with	
   high-­‐risk	
   behaviors,	
   specific	
   risk	
   behaviors	
  

(e.g.	
  sex	
  without	
  a	
  condom)	
  are	
  influenced	
  by	
  more	
  immediate	
  factors	
  such	
  as	
  drug	
  

or	
  alcohol	
  use,	
  which	
  may	
  also	
  be	
  linked	
  to	
  depression.	
  Despite	
  mixed	
  results	
  on	
  an	
  

independent	
   association	
   between	
   depression	
   and	
   sexual	
   risk	
   taking	
   behavior,	
  

literature	
   indicates	
   that	
   the	
   effect	
   of	
   depression	
   on	
   risk	
   behaviors	
   may	
   be	
  

interrelated	
  with	
  other	
  factors,	
  and	
  that	
  the	
  additive	
  effect	
  of	
  these	
  interactions	
  may	
  

increase	
  vulnerability	
  to	
  HIV	
  infection	
  (Stall	
  et	
  al.	
  2003).	
  As	
  described	
  in	
  Chapter	
  2,	
  

the	
   higher	
   prevalence	
   of	
   the	
   co-­‐occurring	
   syndemic	
   conditions	
   of	
   substance	
   use,	
  

partner	
  violence,	
  depression	
  and	
  childhood	
  sexual	
  abuse	
  that	
  many	
  MSM	
  experience	
  

may	
  function	
  to	
  increase	
  overall	
  HIV	
  risk	
  (Aral	
  2004,	
  Mustanksi	
  et	
  al.	
  2007,	
  Singer	
  

1994,	
   Singer	
  1996,	
   Stall	
   et	
   al.	
   2003).	
  For	
  example,	
  poverty	
  and	
  unemployment,	
  or	
  

difficult	
  family	
  relationships,	
  or	
  death	
  of	
  a	
  loved	
  one	
  may	
  lead	
  to	
  poor	
  mental	
  health,	
  

which	
  may	
  lead	
  to	
  increased	
  risk	
  behaviors	
  such	
  as	
  multiple	
  partners	
  or	
  substance	
  

use,	
   which	
   in	
   turn	
   may	
   increase	
   participation	
   in	
   unprotected	
   sex.	
   While	
   many	
  

studies	
  have	
  examined	
  the	
  role	
  of	
  depression	
  on	
  HIV	
  risk	
  behaviors,	
  many	
  have	
  had	
  

low	
  proportions	
  of	
  Black	
  participants,	
  have	
  focused	
  on	
  young	
  populations,	
  or	
  have	
  

been	
   international.	
   This	
   limits	
   the	
   generalizability	
   of	
   study	
   findings	
   to	
  Black	
  MSM	
  

populations.	
   Moreover,	
   the	
   lack	
   of	
   qualitative	
   studies	
   examining	
  men’s	
   perceived	
  

experiences	
   of	
   the	
   effects	
   of	
   poor	
   emotional	
   health	
   on	
   HIV	
   risk	
   behaviors	
   may	
  

hamper	
  prevention	
  efforts.	
  	
  

In	
   addition	
   to	
   poor	
   mental	
   health,	
   apathetic	
   attitudes	
   toward	
   HIV	
   prevention	
  

messages	
   and	
   safe	
   sex	
   are	
   also	
   important	
   contributors	
   to	
   increased	
   risk-­‐taking	
  

behaviors.	
   Complacency	
   and	
   apathy	
   toward	
   HIV/AIDS	
   has	
   increased	
   in	
   this	
   third	
  

decade	
   of	
   the	
   disease,	
   most	
   likely	
   borne	
   out	
   of	
   desensitization	
   to	
   its	
   threat	
   and	
  

effects	
   (Elford	
   et	
   al.	
   2000,	
   Elford	
   et	
   al.	
   2002,	
   Kalichman	
   et	
   al.	
   1998,	
  Ostrow	
   et	
   al.	
  

2002,	
  Stolte	
  &	
  Coutinho	
  2002,	
  Valdiserri	
  2004,	
  Van	
  de	
  Ven	
  et	
  al.	
  1999).	
   	
  With	
   the	
  

introduction	
   of	
   antiretrovirals	
   in	
   the	
   mid	
   1990s,	
   the	
   United	
   States	
   saw	
   dramatic	
  

decreases	
  in	
  HIV/AIDS-­‐related	
  mortality	
  (Palella	
  et	
  al.	
  1998),	
  and	
  over	
  time	
  changes	
  

in	
   beliefs	
   and	
   attitudes	
   towards	
   HIV/AIDS.	
   	
   Valdiserri	
   (2004)	
   has	
   suggested	
   that	
  

HIV/AIDS	
   complacency	
   acts	
   at	
   multiple	
   levels:	
   the	
   individual	
   level	
   (i.e.	
   apathy	
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toward	
  condom	
  use	
  and	
  HIV/AIDS),	
  the	
  community	
  level	
  (e.g.	
  social	
  norms	
  that	
  no	
  

longer	
  support	
  protective	
  sexual	
  behaviors	
  due	
  to	
  diminished	
  belief	
  of	
  HIV	
  infection	
  

as	
   a	
   fatal	
   condition),	
   and	
   the	
   societal	
   level	
   (e.g.	
   the	
   de-­‐prioritization	
   of	
   HIV	
  

prevention	
   programs).	
   Peterson	
   et	
   al.’s	
   (2003)	
   qualitative	
   study	
   of	
   perceptions	
   of	
  

condom	
  use	
  by	
  Black	
  MSM	
   reported	
   that	
   27%	
  of	
   participants	
   shared	
   that	
   they	
   or	
  

members	
  of	
  their	
  friendship	
  and	
  sexual	
  networks	
  were	
  a)	
  generally	
  apathetic	
  about	
  

condoms,	
  b)	
  believed	
  that	
  they	
  were	
  not	
  susceptible	
  to	
  HIV	
  infection	
  and	
  as	
  a	
  result	
  

did	
  not	
  use	
  condoms,	
  or	
  c)	
  believed	
  that	
  condoms	
  were	
  less	
  important	
  in	
  committed	
  

relationships	
  because	
  of	
  trust	
  between	
  partners.	
  	
  This	
  has	
  been	
  supported	
  by	
  other	
  

studies	
  reporting	
  that	
   increases	
   in	
  risk	
  behaviors	
  may	
  be	
  due	
  to	
  a	
   lack	
  of	
  belief	
   in	
  

one’s	
  own	
   susceptibility	
   to	
  HIV	
   infection	
  because	
  of	
   the	
   reduced	
  visibility	
  of	
  AIDS	
  

(Rosengarten	
  et	
  al.	
  2000),	
  the	
  belief	
  that	
  the	
  AIDS	
  crisis	
  has	
  passed	
  (Van	
  de	
  Ven	
  et	
  

al.	
  2000),	
  or	
  that	
  HIV	
  infection	
  does	
  not	
  happen	
  to	
  people	
  like	
  them	
  (Peterson	
  et	
  al.	
  

2003).	
   Indeed,	
   optimistic	
   bias	
   is	
   an	
   important	
   contributor	
   to	
   apathy	
   and	
  

complacency	
   regarding	
   unprotected	
   sexual	
   behaviors	
   (Bosga	
   et	
   al.	
   1995,	
   Gold	
   &	
  

Skinner	
   1992),	
   as	
   are	
   beliefs	
   in	
   the	
   benefits	
   of	
   HIV/AIDS	
   treatment	
   (Elford	
   et	
   al.	
  

2000,	
  Elford	
  et	
  al.	
  2002,	
  Huebner	
  &	
  Gerend	
  2001,	
  Kalichman	
  et	
  al.	
  1998,	
  Morin	
  et	
  al.	
  

2003,	
  Ostrow	
  et	
  al.	
  2002,	
  Remien	
  et	
  al.	
  1998,	
  Van	
  de	
  Ven	
  et	
  al.	
  1999),	
  and	
  waning	
  

social	
   support	
   for	
   safe	
   sex	
   behaviors	
   and	
   community	
   norms	
   that	
   have	
   shifted	
  

toward	
  making	
  unprotected	
  sexual	
  behaviors	
  more	
  acceptable	
  (Morin	
  et	
  al.	
  2003).	
  	
  

Moreover,	
   apathetic	
   attitudes	
  may	
   also	
   stem	
   from	
   fatigue	
   of	
   prevention	
  messages	
  

and	
  burnout	
  as	
  a	
  result	
  of	
  difficulties	
  in	
  maintaining	
  protected	
  sexual	
  behaviors	
  for	
  

long	
  periods	
  of	
  time	
  (Flowers	
  et	
  al.	
  2001,	
  Ostrow	
  et	
  al.	
  2000,	
  Peterson	
  et	
  al.	
  2003,	
  

Valdiserri	
   2004).	
   	
  Weakened	
   social	
   norms	
   toward	
   condom	
   use	
  may	
   intensify	
   this	
  

individual	
   burnout	
   and	
   further	
   contribute	
   to	
   unprotected	
   sexual	
   behaviors	
  

(Validserri	
  2004).	
  	
  

	
  

5.3	
  Research	
  questions	
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Factors	
   such	
   as	
   poor	
  mental	
   health	
   and	
   safe	
   sex	
   complacency	
   and/or	
   apathy	
   that	
  

drive	
   unprotected	
   sexual	
   behaviors	
   among	
   Black	
   MSM	
   should	
   be	
   considered	
  

through	
   a	
   life	
   course	
   perspective,	
   one	
   informed	
   by	
   childhood	
   experiences	
   and	
  

present	
   day	
   social	
   circumstances,	
   challenges	
   and	
   relationships.	
   In	
   keeping	
   with	
  

Syndemic	
   Theory	
   and	
   the	
   Socio-­‐Epidemiological	
   Theory,	
   this	
   chapter’s	
   findings	
  

suggest	
  that	
  participants’	
  risk	
  behaviors	
  are	
  determined	
  at	
  multiple	
  levels,	
  and	
  the	
  

perceived	
   drivers	
   of	
   these	
   behaviors	
   are	
   interrelated	
   and	
   reinforce	
   one	
   another,	
  

with	
   the	
  ultimate	
  effect	
  of	
   increasing	
  participation	
   in	
  risk	
  behaviors.	
  Based	
  on	
   the	
  

above	
   review,	
   participants	
   were	
   asked	
   to	
   describe	
   their	
   most	
   recent	
   episode	
   of	
  

protected	
   sex	
  and	
   unprotected	
   sex.	
  These	
  narratives	
  were	
   then	
  analyzed	
  with	
   the	
  

aim	
  of	
  exploring	
  the	
  following	
  questions:	
  

1. Which	
   factors	
   do	
   participants	
   perceive	
   to	
   be	
   most	
   important	
   in	
   guiding	
  

sexual	
   behavior	
   decision-­‐making—i.e.	
   engaging	
   in	
   protected	
   sex	
   versus	
  

unprotected	
  sex?	
  

	
  

2. Which	
   present-­‐day	
   life	
   circumstances	
   do	
   narratives	
   suggest	
   as	
   most	
  

importantly	
   involved	
   in	
   participants’	
   protected	
   and	
   unprotected	
   sexual	
  

behaviors?	
  	
  

Participants’	
  narratives	
  were	
  qualitatively	
  analyzed	
  with	
  the	
  aim	
  of	
  exploring	
  how	
  

men	
  perceive	
  their	
  own	
  HIV	
  risk	
  to	
  be	
  informed,	
  and	
  how	
  this	
  risk	
  is	
  contextualized	
  

in	
  their	
  daily	
  lives	
  and	
  challenges.	
  First,	
  we	
  report	
  the	
  situational	
  characteristics	
  of	
  

participants’	
  unprotected	
  and	
  protected	
  sexual	
  episodes	
  (i.e.	
  where	
  participants	
  met	
  

partners,	
   location	
   of	
   sexual	
   intercourse,	
   and	
   factors	
   driving	
   location	
   choice),	
  

followed	
  by	
  an	
  analysis	
  of	
  the	
  most	
  important	
  perceived	
  drivers	
  of	
  unprotected	
  sex.	
  	
  

	
  

5.4	
  Situational	
  context	
  of	
  sexual	
  episodes	
  	
  
	
  



	
   142	
  

5.4a	
  Partner	
  meeting	
  
	
  

Participants	
  were	
  asked	
  to	
  describe	
  how	
  familiar	
  they	
  were	
  with	
  the	
  partner(s)	
  they	
  

had	
   unprotected	
   and	
   protected	
   sex	
   with.	
   	
   Of	
   34	
   unprotected	
   sexual	
   episodes	
  

described	
   by	
   participants,	
   7	
   participants	
   described	
   sex	
  with	
   anonymous	
   partners.	
  	
  

Of	
   these,	
   3	
   participants	
  met	
   their	
   partners	
   through	
   online	
   dating	
  websites,	
   2	
  met	
  

their	
   partners	
   at	
   nightclubs/bars,	
   1	
  met	
   his	
   partner	
   at	
   a	
   bathhouse,	
   and	
   another	
  

while	
   waiting	
   for	
   a	
   local	
   city	
   bus.	
   Eleven	
   participants	
   had	
   sex	
   with	
   a	
   casual	
   sex	
  

partner.	
  Casual	
  partners	
  were	
  described	
  as	
  those	
  with	
  whom	
  there	
  was	
  an	
  ongoing	
  

sexual	
  but	
  not	
  committed	
  relationship	
  	
  (i.e.	
  at	
  least	
  1	
  previous	
  occurrence	
  of	
  sexual	
  

intercourse).	
   Many	
   participants	
   stressed	
   that	
   these	
   casual	
   relationships	
   were	
  

restricted	
  to	
  sexual	
  intercourse	
  with	
  very	
  limited	
  to	
  no	
  emotional	
  investment.	
  These	
  

relationships	
   spanned	
   in	
   duration	
   from	
   a	
   few	
   months	
   to	
   over	
   6	
   years.	
   Eight	
  

participants	
   had	
   unprotected	
   sex	
   with	
   those	
   considered	
   to	
   be	
   a	
   friend	
   or	
  

acquaintance,	
   4	
   participants	
   described	
   unprotected	
   sexual	
   episodes	
   with	
   their	
  

current	
   primary	
   partner	
   or	
   boyfriend,	
   while	
   1	
   discussed	
   unprotected	
   sex	
   with	
   a	
  

former	
   partner;	
   and	
   2	
   participants	
  who	
  were	
   sex	
  workers	
   described	
   unprotected	
  

encounters	
  with	
  clients.	
  

Of	
   the	
   34	
   most	
   recent	
   protected	
   sexual	
   episodes	
   described	
   by	
   participants,	
   7	
  

described	
  sex	
  with	
  anonymous	
  partners.	
  Of	
  these,	
  three	
  occurred	
  with	
  partners	
  met	
  

at	
  a	
  nightclub/bar,	
  2	
  met	
  their	
  partners	
  through	
  online	
  dating	
  websites;	
  one	
  met	
  his	
  

partner	
   at	
   a	
   ‘house	
   party,’	
   and	
   another	
   met	
   his	
   partner	
   at	
   a	
   bathhouse.	
   Nine	
  

participants	
  described	
  their	
  most	
  recent	
  protected	
  sexual	
  episodes	
  with	
  casual	
  sex	
  

partners,	
  while	
   4	
   described	
  protected	
   sex	
  with	
   a	
   friend	
   or	
   acquaintance,	
   7	
  with	
   a	
  

current	
  primary	
  partner,	
  3	
  with	
  a	
  former	
  partner,	
  and	
  4	
  participants	
  had	
  protected	
  

sex	
  with	
  clients	
  that	
  were	
  met	
  through	
  their	
  sex	
  work.	
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   Frequency	
  (n)	
  

	
   Unprotected	
  (n=34)	
   Protected	
  (n=34)	
  

Anonymous	
   7	
   7	
  

Casual	
  Partner	
   11	
   9	
  

Friend/Acquaintance	
  	
   8	
   4	
  

Partner/boyfriend	
   4	
   7	
  

Prostitution	
   2	
   4	
  

Former	
  partner/	
  
boyfriend	
  

2	
   3	
  

	
  

Table	
  5.1:	
  Partner	
  characteristics	
  of	
  most	
  recent	
  unprotected	
  and	
  most	
  recent	
  protected	
  sexual	
  

episode.	
  

5.4b	
  Location	
  of	
  Sexual	
  Encounter	
  
	
  

Participants	
  were	
  asked	
   to	
  describe	
   the	
  physical	
  environment	
   in	
  which	
   their	
  most	
  

recent	
  unprotected	
  and	
  protected	
  sexual	
  intercourse	
  occurred.	
  	
  Please	
  refer	
  to	
  Table	
  

5.2.	
  	
  

Unprotected	
  Sexual	
  Encounters	
  

Of	
  the	
  most	
  recent	
  unprotected	
  sexual	
  encounters,	
  19	
  participants	
  described	
  sexual	
  

encounters	
   that	
   took	
   place	
   at	
   the	
   participants’	
   partner’s	
   home.	
   Of	
   these	
   19	
  

unprotected	
   encounters	
   at	
   a	
   partner’s	
   home,	
   13	
   occurred	
   at	
   a	
   known	
   casual	
   sex	
  

partner’s	
  home,	
  5	
  occurred	
  at	
   an	
  anonymous	
  partner’s	
  home,	
   and	
  1	
  occurred	
  at	
   a	
  

former	
   primary	
   partner’s	
   home.	
   Six	
   unprotected	
   episodes	
   occurred	
   at	
   the	
  

participants’	
  own	
  place	
  of	
  residence.	
  Specifically,	
  4	
  occurred	
  at	
  the	
  participant’s	
  own	
  

place	
   of	
   residence	
   that	
   was	
   not	
   shared	
   with	
   the	
   partner,	
   1	
   occurred	
   at	
   a	
   home	
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shared	
   with	
   the	
   partner	
   (i.e.	
   the	
   partner	
   described	
   in	
   the	
   unprotected	
   sexual	
  

encounter),	
   and	
   1	
   occurred	
   at	
   a	
   home	
   in	
   which	
   the	
   participant	
   was	
   temporarily	
  

residing	
   with	
   the	
   partner	
   due	
   to	
   social	
   or	
   economic	
   hardship.	
   Eight	
   unprotected	
  

sexual	
   encounters	
   occurred	
   in	
   non-­‐traditional	
   settings:	
   2	
   were	
   the	
   result	
   of	
   sex	
  

work	
  and	
  occurred	
  at	
  the	
  client’s	
  home,	
  1	
  occurred	
  in	
  a	
  hotel	
  room,	
  1	
  occurred	
  at	
  a	
  

public	
  library	
  restroom,	
  1	
  occurred	
  at	
  a	
  bathhouse,	
  1	
  took	
  place	
  in	
  a	
  motor	
  vehicle,	
  1	
  

took	
  place	
  in	
  a	
  homeless	
  shelter,	
  and	
  1	
  occurred	
  at	
  a	
  family	
  member’s	
  home.	
  

	
  

Protected	
  sexual	
  encounters	
  

Of	
  protected	
  sexual	
  encounters,	
  16	
  of	
  34	
  participants	
  described	
  sexual	
  encounters	
  

that	
  occurred	
  at	
   the	
  partner’s	
  home.	
  Of	
   these	
  16	
  protected	
  sexual	
  encounters	
  at	
   a	
  

partner’s	
  home,	
  10	
  occurred	
  at	
  a	
  known	
  casual	
   sex	
  partner’s	
  home,	
  3	
  at	
  a	
  current	
  

boyfriend’s	
  home,	
  2	
  at	
  an	
  anonymous	
  partner’s	
  home,	
  and	
  1	
  at	
  a	
  former	
  boyfriend’s	
  

home.	
  

Four	
   protected	
   episodes	
   occurred	
   at	
   the	
   participants’	
   own	
   place	
   of	
   residence.	
   Of	
  

these	
  protected	
  episodes,	
  2	
  occurred	
  at	
  a	
  home	
  shared	
  with	
  the	
  partner,	
  1	
  occurred	
  

at	
  the	
  participant’s	
  own	
  place	
  of	
  residence	
  (not	
  shared	
  with	
  the	
  partner	
  in	
  question),	
  

and	
  1	
  occurred	
  at	
  a	
  home	
  in	
  which	
  the	
  participant	
  was	
  temporarily	
  residing	
  with	
  the	
  

partner.	
  

Fourteen	
  of	
  34	
  protected	
  sexual	
  encounters	
  occurred	
  in	
  non-­‐traditional	
  settings:	
  4	
  

occurred	
   in	
   a	
   hotel	
   room,	
   2	
   took	
   place	
   in	
   a	
   bathhouse,	
   2	
   took	
   place	
   in	
   a	
   motor	
  

vehicle,	
  and	
  1	
  episode	
  occurred	
  in	
  each	
  of	
  the	
  following	
  places:	
  a	
  library	
  restroom,	
  a	
  

sex	
  work	
  client’s	
  home,	
  an	
  adult	
  bookstore,	
  a	
  participant’s	
  friend’s	
  home,	
  a	
  homeless	
  

shelter,	
  and	
  a	
  family	
  member’s	
  home.	
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Most	
  recent	
  unprotected	
  
sexual	
  episode	
  (n=34)	
  

Most	
  recent	
  protected	
  
sexual	
  episode	
  (n=34)	
  

Location	
  

Frequency	
   Frequency	
  

Partner’s	
  home	
  (total)	
  

	
  	
  	
  	
  	
  Anonymous	
  partner	
  

	
  	
  	
  	
  	
  Former	
  boyfriend	
  

	
  	
  	
  	
  	
  Current	
  boyfriend	
  

	
  	
  	
  	
  	
  Other	
  (known	
  partner,	
  casual)	
  

19	
  

5	
  

1	
  

-­‐	
  

13	
  

16	
  

2	
  

1	
  

3	
  

10	
  

Participant’s	
  home	
  (total)	
  

	
  	
  	
  	
  	
  Own	
  home	
  (not	
  shared	
  with	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

	
  	
  	
  	
  	
  partner)	
  

	
  	
  	
  	
  	
  Temporarily	
  living	
  with	
  partner	
  	
  

6	
  

4	
  

1	
  

1	
  

4	
  

1	
  

1	
  

2	
  

Other	
  (total)	
  

	
  	
  	
  	
  	
  Hotel	
  

8	
  

1	
  

14	
  

4	
  



	
   146	
  

	
  	
  	
  	
  	
  Library	
  Restroom	
  

	
  	
  	
  	
  	
  Client’s	
  home	
  (sex	
  work)	
  

	
  	
  	
  	
  	
  Bathhouse	
  

	
  	
  	
  	
  	
  Adult	
  Book	
  Store	
  

	
  	
  	
  	
  	
  Participant’s	
  friend’s	
  home	
  

	
  	
  	
  	
  	
  Vehicle	
  	
  

	
  	
  	
  	
  	
  Homeless	
  shelter	
  

	
  	
  	
  	
  	
  Family	
  Member’s	
  home	
  

1	
  

2	
  

1	
  

-­‐	
  

-­‐	
  

1	
  

1	
  

1	
  

1	
  

1	
  

2	
  

1	
  

1	
  

2	
  

1	
  

1	
  

	
  

Table	
   5.2:	
   Environmental	
   settings	
   of	
   participants	
   most	
   recent	
   unprotected	
   and	
   protected	
   sexual	
  
episode.	
  	
  

	
  

5.4b.1	
  Factors	
  impacting	
  location	
  choice	
  
	
  

Locations	
   where	
   individuals	
   choose	
   to	
   have	
   sex	
   have	
   important	
   implications	
   for	
  

engaging	
   in	
   risk	
   or	
   protective	
   behaviors.	
   Certain	
   locations	
   may	
   be	
   able	
   to	
   foster	
  

attitudes	
   that	
   encourage	
   protected	
   sex	
   while	
   others	
   can	
   perpetuate	
   high-­‐risk	
  

behaviors	
  or	
  provide	
  opportunities	
   for	
  unprotected	
  sex	
  with	
  anonymous	
  partners.	
  

Respectively,	
   this	
   can	
   occur	
   through	
   venue-­‐based	
   provision	
   or	
   ease	
   of	
   access	
   to	
  

condoms	
  or	
  HIV	
  prevention	
  messages,	
  as	
  well	
  as	
  general	
  environmental	
  attitude	
  of	
  

individuals	
   toward	
   protected	
   sexual	
   encounters	
   vs.	
   environments	
   in	
   which	
  

spontaneous	
   sex	
   or	
   one-­‐night	
   stands	
   with	
   anonymous	
   partner	
   is	
   the	
   expected	
  

normative	
  pattern	
  (e.g.	
  nightclub/bars	
  or	
  sex-­‐seeking	
  venues).	
  Narratives	
  suggested	
  

a	
  range	
  of	
  motivations	
  driving	
  participants’	
  choice	
  of	
  location	
  for	
  the	
  sexual	
  episode	
  

described	
  in	
  this	
  study.	
  	
  Convenience	
  and	
  privacy	
  of	
  location	
  were	
  cited	
  as	
  the	
  most	
  

important	
   drivers.	
   Participants	
   often	
   used	
   one	
   specific	
   location	
   as	
   the	
   default	
  

location	
  for	
  sexual	
  intercourse.	
  A	
  location	
  was	
  defined	
  as	
  convenient	
  if	
  it	
  was	
  easily	
  

accessible	
   and	
   close	
   in	
   distance.	
   The	
   need	
   for	
   location-­‐related	
   privacy	
   was	
   of	
  

paramount	
  importance	
  to	
  many	
  participants,	
  due	
  to	
  fear	
  of	
  being	
  found	
  engaging	
  in	
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same-­‐sex	
  relations	
  by	
   family	
  members,	
   friends,	
  acquaintances,	
  and	
  employers.	
  For	
  

example,	
  one	
  participant,	
  Michael,	
  an	
  active	
  member	
  of	
  the	
  military	
  who	
  was	
  living	
  

on	
   the	
  military	
   base,	
  wanted	
   to	
   avoid	
   harassment	
   and	
   violation	
   of	
   the	
   ‘Don’t	
  Ask,	
  

Don’t	
   Tell’	
   policy,	
   by	
   hiding	
   his	
   same	
   sex	
   relationships	
   from	
   his	
   colleagues	
   and	
  

superiors.	
  	
  

Interviewer:	
  Why	
  do	
  you	
  think	
  you	
  had	
  sex	
  with	
  [name	
  redacted]	
  at	
  his	
  

house?	
  	
  

Michael:	
   It	
   was	
   convenient,	
   clearly,	
   cause	
   he	
   wasn’t	
   coming	
   on	
   [the	
  

military]	
  base.	
  

	
  

Another	
  participant,	
  Raymond,	
  who	
  was	
  the	
  father	
  to	
  four	
  young	
  children	
  and	
  came	
  

from	
   a	
   conservative,	
   religious	
   family	
   did	
   not	
   share	
   his	
   same	
   sex	
   behaviors	
   with	
  

family	
   and	
   friends,	
   who	
   he	
   believed	
   would	
   not	
   be	
   accepting	
   of	
   his	
   sexual	
  

relationships	
  with	
  men.	
  

“Cause	
   people	
   too,	
   they	
   like	
   to	
   say	
   things	
   and	
   down	
   you,	
   just	
   to	
   make	
  

theirself	
   look	
   good.	
   And	
   who	
   knows,	
   they	
   could	
   be	
   doing	
   the	
   same	
   thing	
  

behind	
  closed	
  doors!	
  And	
  don’t	
  wanna,	
  and	
  don’t	
  wanna	
  say	
  nothing.	
  Which	
  I,	
  

I	
  understand,	
  I	
  respect	
  that,	
  but	
  don’t	
  down	
  me.	
  That’s	
  why	
  I	
  didn’t	
  want	
  no	
  

one	
  to	
  know	
  about	
  it.”	
  

Many	
  participants	
  expressed	
  similar	
  concerns.	
  Convenience	
  and	
  privacy	
  of	
  location	
  

were	
   the	
   most	
   often	
   reported	
   drivers	
   of	
   decision	
   regarding	
   where	
   sexual	
  

intercourse	
  would	
  take	
  place.	
  	
  

At	
   the	
   time	
  of	
   the	
  sexual	
  episode,	
  a	
   large	
  number	
  of	
  participants	
   lived	
   in	
  unstable	
  

housing	
  conditions,	
  leaving	
  many	
  participants	
  with	
  limited	
  location	
  options	
  for	
  sex.	
  

Respondents	
  shared	
  that	
  they	
  had	
  “nowhere	
  else	
  to	
  go”	
  and	
  were	
  left	
  to	
  engage	
  in	
  

intercourse	
  in	
  public	
  places	
  such	
  as	
  parks,	
  homeless	
  shelters,	
  and	
  most	
  often,	
  at	
  the	
  

sexual	
  partner’s	
  place	
  of	
  residence.	
  Adrian,	
  a	
  homeless	
  participant	
  who	
  was	
  living	
  in	
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a	
  shelter	
  at	
  the	
  time	
  of	
  the	
  interview	
  and	
  during	
  the	
  sexual	
  episode	
  discussed	
  in	
  this	
  

study	
  described	
  having	
  sex	
  in	
  a	
  library	
  restroom:	
  

	
  

Interviewer:	
  Where	
  did	
  you	
  guys	
  sleep	
  together?	
  At	
  his	
  place?	
  

Adrian:	
  Umm,	
  no,	
  cause	
  he	
  was	
  homeless,	
  too.	
  Yeah,	
  we	
  both	
  was.	
  	
  

Interviewer:	
  Okay,	
  so	
  where’d	
  you	
  guys	
  go?	
  

Adrian:	
  Umm,	
  if	
  I	
  tell	
  you…in	
  public	
  

Interviewer:	
  In	
  public	
  where?	
  

Adrian:	
  Everywhere.	
  

Interviewer:	
  So	
  then	
  this	
  December,	
  where	
  in	
  public	
  did	
  you	
  go?	
  

Adrian:	
  The	
  library	
  bathroom.	
  	
  

This	
   need	
   for	
   engaging	
   in	
   sex	
   at	
   locations	
   that	
   ensured	
   privacy	
   also	
   extended	
   to	
  

participants	
   that	
   were	
   college	
   students.	
   Several	
   believed	
   that	
   their	
   same	
   sex	
  

behaviors	
  would	
  not	
   be	
   accepted	
  by	
   their	
   predominantly	
  Black	
   friends,	
  which	
   led	
  

them	
  to	
  engage	
  in	
  sex	
  with	
  anonymous	
  partners	
  in	
  locations	
  they	
  otherwise	
  would	
  

not	
   have,	
   such	
   as	
   off-­‐campus	
   locations	
   in	
   private	
   homes.	
   	
   For	
   example,	
   Xavier,	
   a	
  

college	
  student	
  reflected	
  on	
  why	
  he	
  chose	
  to	
  not	
  bring	
  male	
  sex	
  partners	
  to	
  his	
  dorm	
  

room:	
  

“I’m	
  sad	
  to	
  say	
  that	
  people	
  I	
  associate	
  with,	
  the	
  people	
  I	
  choose	
  to	
  associate	
  

with,	
  the	
  group	
  of	
  friends	
  that	
  I	
  have,	
  [being	
  gay]	
  is	
  not	
  something	
  that	
  would	
  

be	
  accepted…And	
  so	
  that’s	
  also	
  really	
  difficult.”	
  

	
  In	
  addition,	
  many	
  participants	
  described	
  that	
  to	
  bring	
  a	
  male	
  sexual	
  partner	
  to	
  their	
  

family	
  home	
  would	
  be	
  disrespectful	
  to	
  their	
  family,	
  and	
  in	
  family-­‐shared	
  homes	
  with	
  

young	
   children,	
   it	
   would	
   contradict	
   family	
   morals	
   and	
   attitudes	
   towards	
  

homosexuality.	
   Participants	
   who	
   were	
   unable	
   to	
   bring	
   potential	
   male	
   sexual	
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partners	
  to	
  their	
  place	
  of	
  residence	
  may	
  have	
  engaged	
  in	
  more	
  high-­‐risk	
  behaviors,	
  

as	
   a	
   result	
   of	
   using	
   spaces	
   associated	
   with	
   high-­‐risk	
   behaviors	
   and	
   diminished	
  

access	
   to	
   condoms.	
   For	
   example,	
   one	
   participant	
   who	
   did	
   not	
   feel	
   comfortable	
  

bringing	
  male	
  sexual	
  partners	
  to	
  his	
  home,	
  preferred	
  to	
  frequent	
  bathhouses	
  for	
  the	
  

perceived	
   anonymity	
   they	
   provided.	
   Moreover,	
   feeling	
   unable	
   to	
   bring	
   sexual	
  

partners	
  to	
  one’s	
  home	
  may	
   lead	
  to	
  more	
  episodes	
  of	
  spontaneous	
  and	
  unplanned	
  

sex,	
   as	
   described	
   by	
   Operario	
   et	
   al.	
   (2008),	
   which	
   may	
   have	
   the	
   consequence	
   of	
  

increased	
   risk	
   of	
   unprotected	
   sex.	
   As	
   will	
   be	
   described	
   in	
   the	
   next	
   section,	
  

participants	
  who	
  participate	
  in	
  unplanned	
  spontaneous	
  sexual	
  encounters	
  may	
  not	
  

be	
  carrying	
  condoms,	
  and	
  may	
  have	
  less	
  control	
  in	
  the	
  situation	
  (e.g.	
  due	
  to	
  alcohol	
  

or	
   drug	
   use),	
   leaving	
   them	
   less	
   able	
   to	
   negotiate	
   condom	
   use.	
   In	
   addition,	
  

participants	
   who	
   engaged	
   in	
   sex	
   work	
   explained	
   that	
   location	
   choice	
   was	
   at	
   the	
  

discretion	
   of	
   the	
   client,	
   and	
   that	
   sex	
   often	
   took	
   place	
   in	
   locations	
   that	
   left	
  

participants	
   feeling	
   uncomfortable	
   or	
   potentially	
   physically	
   unsafe,	
   such	
   as	
   non-­‐

public	
   places	
   like	
   a	
   client’s	
   home	
   or	
   a	
   hotel	
   room.	
   	
   In	
   general,	
   regardless	
   of	
   the	
  

motivating	
  drivers,	
  more	
  episodes	
  of	
  unprotected	
  sex	
  than	
  protected	
  sex	
  took	
  place	
  

in	
  non-­‐traditional	
  locations	
  (i.e.	
  outside	
  the	
  bedroom)	
  than	
  traditional	
  locations.	
  	
  

These	
   results	
   allow	
   for	
   a	
   better	
  understanding	
  of	
   the	
   situational	
   context	
   in	
  which	
  

participants’	
   protected	
   and	
   unprotected	
   sexual	
   behaviors	
   occurred.	
   Next,	
   this	
  

chapter	
  explores	
  the	
  motivational	
  and	
  attitudinal	
  drivers	
  for	
  participants	
  engaging	
  

in	
  protected	
  and	
  unprotected	
  sexual	
  behaviors.	
  	
  

	
   	
  

5.5	
  Drivers	
  of	
  unprotected	
  sexual	
  behaviors	
  
	
  

Participants	
   described	
   a	
   range	
   of	
   risk	
   factors	
   driving	
   their	
   unprotected	
   sexual	
  

behaviors.	
  These	
  included:	
  transactional	
  sex,	
  attitudes	
  toward	
  condom	
  use,	
  being	
  in	
  

the	
   ‘heat	
  of	
   the	
  moment’,	
  poor	
  emotional	
  health,	
  reliance	
  on	
  visual	
  and	
  behavioral	
  

cues	
   for	
   risk	
   assessment,	
   and	
   a	
   prior	
   history	
   of	
   unprotected	
   sex.	
   These	
   self-­‐	
   and	
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partner-­‐related	
  drivers	
  of	
  unprotected	
   sexual	
  behaviors	
  have	
  been	
   categorized	
  by	
  

the	
  above	
  themes.	
  	
  	
  

5.5a	
  Transactional	
  sex	
  
	
  

Twelve	
   participants	
   reported	
   engaging	
   in	
   sex	
   in	
   exchange	
   for	
   money,	
   lodging,	
   or	
  

some	
  service.	
  Some	
  did	
  so	
   to	
  support	
  basic	
  survival	
  needs	
   (e.g.	
  earning	
  enough	
   to	
  

purchase	
   foodstuffs,	
   clothing,	
   etc.)	
   or	
   purchase	
   illicit	
   substances	
   (mostly,	
   cocaine	
  

and	
  crack	
  cocaine),	
  while	
  other	
  participants	
  engaged	
  in	
  transactional	
  sex	
  to	
  secure	
  

temporary	
   accommodation.	
   All	
   participants	
   who	
   engaged	
   in	
   sex	
   work	
   believed	
  

themselves	
  to	
  be	
  experiencing	
  considerable	
  housing	
  instability	
  at	
  the	
  time	
  of	
  the	
  sex	
  

work;	
  some	
  were	
  homeless	
  and	
  living	
  on	
  the	
  streets	
  or	
  in	
  a	
  homeless	
  shelter,	
  while	
  

others	
   had	
   temporary	
   or	
   transient	
   accommodation	
   with	
   family,	
   friends,	
   or	
  

acquaintances.	
  Notably,	
  while	
   sex	
  work	
  presented	
   itself	
   as	
  a	
   significant	
   risk	
   factor	
  

for	
   unprotected	
   sex,	
   the	
   underlying	
   factors	
   indirectly	
   driving	
   participants’	
  

engagement	
   in	
   sex	
   work	
   or	
   transactional	
   sex	
   are	
   arguably	
   more	
   important.	
  

Participants’	
  narratives	
  suggested	
  that	
  they	
  were	
  ultimately	
  driven	
  to	
  sex	
  work	
  as	
  a	
  

result	
   of	
   troubling	
   life	
   circumstances,	
   which	
   often	
   began	
   in	
   childhood.	
   These	
  

participants	
   described	
   significant	
   adversity	
   throughout	
   the	
   course	
   of	
   their	
   lives,	
  

which	
   was	
   most	
   often	
   characterized	
   by	
   poor	
   socioeconomic	
   childhoods,	
   parental	
  

drug	
  or	
  alcohol	
  addiction,	
  challenging	
  family	
  dynamics	
  and/or	
  limited	
  support	
  (see	
  

Section	
   5.5a	
   in	
   Table	
   5.3).	
   	
   This	
   extended	
   into	
   their	
   adult	
   lives,	
   with	
   many	
  

participants	
   who	
   engaged	
   in	
   sex	
   work	
   also	
   reporting	
   drug/alcohol	
   use,	
   low	
  

socioeconomic	
   standing,	
   inconsistent	
   employment	
   history,	
   limited	
   family	
   and	
  

friendship	
   networks,	
   and	
   extended	
   periods	
   of	
   housing	
   instability.	
   Participants	
  

believed	
  that	
  these	
  challenging	
  life	
  circumstances	
  resulted	
  in	
  sex	
  work	
  becoming	
  a	
  

viable	
  and	
  reliable	
  way	
  to	
  earn	
  an	
  income,	
  most	
  often	
  as	
  a	
  ‘back-­‐up’	
  plan.	
  	
  

Several	
  trends	
  emerged	
  as	
  direct	
  driving	
  factors	
  for	
  unprotected	
  sexual	
  intercourse	
  

with	
   clients.	
   While	
   most	
   participants	
   who	
   engaged	
   in	
   regular	
   sex	
   work	
   reported	
  

carrying	
   condoms	
   at	
   all	
   times,	
   those	
  who	
   engaged	
   in	
   spontaneous	
   and	
   occasional	
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sex	
  work	
   reported	
   not	
   always	
   having	
   condoms	
   at	
   time	
   of	
   sex.	
   However,	
   carrying	
  

condoms	
  did	
  not	
  necessarily	
  translate	
  into	
  participants	
  using	
  the	
  condoms;	
  several	
  

men	
  in	
  this	
  study	
  reported	
  unprotected	
  sex	
  despite	
  having	
  condoms	
  on	
  their	
  person	
  

(e.g.	
   having	
   condoms	
   in	
   their	
  pants	
  pocket).	
  Reasons	
   included	
  a	
   client’s	
   refusal	
   to	
  

use	
   condoms	
   or	
   clients	
   offering	
   to	
   pay	
   higher	
   rates	
   for	
   intercourse	
   without	
  

condoms:	
  	
  

“They	
  don’t	
  like	
  using	
  a	
  condom.	
  I	
  told	
  him	
  that	
  I	
  don’t	
  do	
  nothing	
  without	
  a	
  

condom,	
  and	
  he	
  told	
  me	
  no,	
  [that]	
  he	
  could	
  go	
  to	
  his	
  girl	
  if	
  he	
  wanted	
  to	
  hit	
  it	
  

with	
  a	
  condom.	
  I	
  needed	
  the	
  cash”	
  	
  	
  	
  

Though	
   reluctant	
   and	
   aware	
   of	
   the	
   associated	
   risks,	
   participants’	
   desperation	
   for	
  

revenue	
  ultimately	
  led	
  all	
  but	
  one	
  to	
  agree	
  to	
  the	
  unprotected	
  sex.	
  	
  

	
  

5.5b	
  Men’s	
  attitudes	
  toward	
  condom	
  use	
  
	
  

Narratives	
   suggested	
   that	
   respondent	
   attitudes	
   toward	
   condom	
   use	
   with	
   casual,	
  

ongoing,	
  and/or	
  anonymous	
  sexual	
  partners	
   served	
  as	
  a	
  prominent	
   risk	
   factor	
   for	
  

reported	
  episodes	
  of	
  unprotected	
  sex.	
  This	
  section	
  will	
  take	
  an	
  in-­‐depth	
  look	
  at	
  how	
  

these	
   attitudes	
   influenced	
   reported	
   episodes	
   of	
   unprotected	
   sex.	
   Though	
   similar,	
  

there	
  are	
  slight	
  distinctions	
  between	
  participants	
  holding	
  apathetic	
  versus	
  passive	
  

attitudes	
  toward	
  condom	
  use:	
  	
  

	
  

a) 	
  Apathetic	
   attitudes	
   to	
   condom	
   use:	
   some	
   participants	
   used	
   condoms	
   if	
  

asked	
   to	
  by	
   their	
   sexual	
  partners	
  but	
  would	
  not	
   and/or	
  did	
  not	
   care	
   to	
  

raise	
  the	
  issue	
  themselves.	
  	
  Sexual	
  safety	
  was	
  not	
  a	
  high	
  priority	
  for	
  these	
  

participants,	
  with	
  many	
  describing	
  indifferent	
  attitudes	
  toward	
  condoms	
  

and	
   protected	
   sexual	
   behaviors,	
   in	
   general.	
   A	
   small	
   subset	
   of	
   this	
  

population	
  also	
  described	
  a	
  preference	
  for	
  unprotected	
  anal	
  intercourse.	
  	
  

	
  



	
   152	
  

b) Passive	
   attitudes	
   to	
   condom	
   use:	
   at	
   the	
   time	
   of	
   intercourse	
   some	
  

participants	
   had	
   thoughts	
   of	
   condom	
   use	
   on	
   their	
   mind,	
   but	
   remained	
  

silent,	
   instead	
  relying	
  on	
  their	
  partner	
  to	
  raise	
  the	
  issue.	
  If	
  their	
  partner	
  

did	
   not	
   raise	
   the	
   issue,	
   participants	
   acquiesced	
   to	
   unprotected	
   sex.	
  

Participants	
  with	
  passive	
  attitudes	
  acknowledged	
  that	
  practicing	
  safe	
  sex	
  

was	
   “the	
   responsible	
   thing	
   to	
   do,”	
   and	
   in	
   contrast	
   to	
   participants	
   with	
  

apathetic	
   attitudes,	
   often	
   expressed	
   some	
   regret	
   in	
   having	
   engaged	
   in	
  

unprotected	
  sex.	
  Some	
  participants	
  with	
  passive	
  attitudes	
  were	
  proactive	
  

in	
   suggesting	
   condom	
   use,	
   but	
   would	
   consistently	
   defer	
   to	
   partner’s	
  

preference	
  even	
  if	
  this	
  included	
  high	
  risk	
  behaviors.	
  	
  

5.5b.1	
  Apathetic	
  attitudes	
  
	
  

“I	
   don’t	
   really	
   care.	
   I	
  mean,	
   that’s	
   honest,	
   I	
  mean,	
   I	
   know	
   that’s	
   a	
   horrible	
  

answer—but	
  it’s	
  just	
  honest.”	
  	
  

This	
   quote	
   was	
   representative	
   of	
   participants	
   with	
   apathetic	
   attitudes	
   toward	
  

protected	
   sex,	
   which	
   emerged	
   as	
   an	
   important	
   trend	
   among	
   participants.	
  

Respondents	
   revealed	
   that	
   they	
  would	
  willingly	
   use	
   condoms	
   if	
   asked	
   to	
   by	
   their	
  

sexual	
  partner,	
  but	
  if	
  condom	
  use	
  were	
  not	
  suggested,	
  they	
  would	
  be	
  equally	
  likely	
  

to	
   have	
   unprotected	
   sex.	
   As	
   one	
   participant	
   described,	
   an	
   apathetic	
   approach	
   to	
  

condom	
  use	
  led	
  to	
  unprotected	
  sex:	
  	
  

Participant:	
   I	
   don’t	
   know.	
   I	
   wouldn’t	
   mind	
   if	
   he	
   wanted	
   to	
   use	
   a	
   condom,	
  

though.	
  You	
  know	
  what	
  I	
  mean?	
  I	
  wouldn’t	
  say	
  no.	
  

Harold:	
  So	
  if	
  he	
  said	
  to	
  you,	
  “let’s	
  use	
  a	
  condom,”	
  you	
  would	
  say	
  okay?	
  

Participant:	
  Yeah,	
  	
  

Harold:	
  But	
  because	
  he	
  (didn’t),	
  you	
  don’t	
  say	
  anything?	
  

Participant:	
  Right,	
  right.	
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Indifference	
   to	
   condom	
  use	
   resulted	
   in	
  narratives	
  of	
  participants’	
   sexual	
   activities	
  

being	
   characterized	
   by	
   very	
   inconsistent	
   condom	
   use,	
   with	
   both	
   anonymous	
   and	
  

ongoing	
  sexual	
  partners.	
  	
  	
  

Michael:	
  He	
  had	
  some	
  (condoms),	
  you	
  know	
  what	
  I’m	
  saying,	
  so	
  I	
  had	
  to	
  use	
  

them,	
  you	
  know	
  what	
  I’m	
  saying…He	
  was	
  like	
  ‘oh,	
  should	
  we	
  use	
  a	
  condom?’	
  I	
  

said	
  alright,	
  I	
  ain’t	
  see	
  a	
  problem	
  with	
  it.	
  

Interviewer:	
   Okay.	
   So	
   you	
   slept	
   with	
   (him)	
   last	
   night	
   too,	
   did	
   you	
   use	
   a	
  

condom	
  last	
  night?	
  

Michael:	
  Nah,	
  I	
  didn’t	
  use	
  a	
  condom.	
  

Interviewer:	
  What	
  makes	
  you	
  decide	
  when	
  to	
  use	
  a	
  condom	
  and	
  when	
  not	
  to	
  

use	
  a	
  condom?	
  

Michael:	
   I	
   don’t	
   know.	
   If	
   they	
   ask	
   me	
   to	
   wear	
   a	
   condom,	
   Imma	
   wear	
   a	
  

condom.	
  If	
  they	
  don’t	
  ask,	
  then	
  no.	
  

Overall,	
   participants	
  demonstrated	
   their	
   apathy	
  most	
   clearly	
   through	
   their	
   lack	
  of	
  

interest	
  in	
  suggesting	
  condoms	
  as	
  part	
  of	
  a	
  risk	
  protection	
  strategy,	
  often	
  as	
  a	
  result	
  

of	
   sexual	
   safety	
  not	
  being	
  an	
   integral	
   component	
  of	
   their	
  approach	
   to	
   their	
   sexual	
  

lives.	
   	
  These	
  attitudes	
  extended	
  to	
   ‘sexually-­‐charged’	
  environments—such	
  as	
  video	
  

arcades,	
   adult	
   bookstores	
   and	
   bathhouses—where	
   hyper-­‐vigilant	
   sexual	
   safety	
  

attitudes	
   towards	
   anonymous	
   partners	
   would	
   be	
   expected	
   (Clatts	
   et	
   al.	
   2005,	
  

Elwood	
   &	
   Williams	
   1998,	
   Elwood	
   &	
   Williams	
   1999,	
   Grov	
   et	
   al.	
   2007,	
   Halkitis	
   &	
  

Parsons	
   2003,	
   Parsons	
   &	
   Halkitis	
   2002,	
   Tewksbury	
   2003,	
   Xia	
   et	
   al.	
   2006).	
  	
  

Participants	
   acknowledged	
   the	
   risks	
   associated	
   with	
   patronizing	
   sex-­‐seeking	
  

venues,	
   and	
   conceded	
   that	
   they	
   may	
   be	
   interacting	
   with	
   high-­‐risk	
   individuals,	
  

however	
  this	
  was	
  not	
  sufficient	
  enough	
  to	
  produce	
  a	
  change	
  of	
  attitude	
  or	
  behaviors	
  

in	
   some	
  men	
  who	
   continued	
   to	
   practice	
   unprotected	
   anal	
   intercourse.	
   Indeed,	
  we	
  

observed	
   many	
   reports	
   of	
   participants	
   employing	
   condoms	
   as	
   a	
   means	
   of	
  

contraception	
   when	
   having	
   sex	
   with	
   women,	
   but	
   not	
   for	
   STD	
   protection	
   when	
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engaging	
  in	
  sexual	
  intercourse	
  with	
  men	
  or	
  women.	
  	
  The	
  use	
  of	
  condoms	
  primarily	
  

for	
   contraception	
   purposes	
   rather	
   than	
   STD	
   protection	
   is	
   further	
   explored	
   in	
  

Chapter	
  6.	
  	
  

When	
   considered	
   within	
   the	
   cultural	
   context	
   of	
   homosexuality	
   within	
   the	
   Black	
  

community,	
   apathetic	
   attitudes	
   to	
   condom	
   use	
   may	
   have	
   also	
   resulted	
   from	
  

participants’	
   attitudes	
   toward	
   their	
   own	
   same-­‐sex	
   attraction	
   and	
   behaviors.	
   This	
  

may	
   be	
   the	
   long-­‐term	
   consequences	
   of	
   family/friend/community-­‐related	
  

homophobia	
   or	
   intolerance	
   of	
   same	
   sex	
   behaviors.	
   For	
   participants	
  with	
   negative	
  

views	
   of	
   homosexuality,	
   suggesting	
   condoms	
   may	
   result	
   in	
   being	
   confronted	
   by	
  

their	
   own	
   same-­‐sex	
   behaviors—it	
   forces	
   a	
   direct	
   acknowledgement	
   of	
   their	
  

behaviors.	
  Practicing	
  condom	
  use	
  requires	
  a	
  certain	
  amount	
  of	
  planning	
  and	
  intent,	
  

which	
   may	
   be	
   problematic	
   for	
   participants	
   uncomfortable	
   with	
   their	
   same-­‐sex	
  

behaviors;	
   not	
   suggesting	
   condoms	
   may	
   be	
   a	
   strategy	
   to	
   avoid	
   confronting	
   the	
  

reality	
   of	
   their	
   actions.	
   Operario	
   et	
   al.’s	
   (2008)	
   qualitative	
   study	
   reported	
   that	
  

within	
  the	
  cultural	
  context	
  of	
  being	
  raised	
  in	
  the	
  Black	
  community,	
  Black	
  MSM	
  who	
  

believed	
  homosexuality	
   to	
  be	
  wrong	
  often	
  reduced	
  their	
  same-­‐sex	
  behaviors	
   to	
  an	
  

act,	
   rather	
   than	
   an	
   identity,	
   therein	
  making	
   those	
  behaviors	
  personally	
   irrelevant,	
  

which	
  other	
  researchers	
  have	
  suggested	
  makes	
  men	
  less	
  likely	
  to	
  develop	
  protective	
  

HIV	
  sexual	
  health	
  strategies	
  (Myrick	
  1999).	
  

5.5b.2	
  Passive	
  attitudes	
  
	
  

In	
   addition	
   to	
   apathetic	
   attitudes,	
   narratives	
   revealed	
   passive	
   attitudes	
   to	
   be	
   an	
  

important	
   impediment	
   to	
   sexually-­‐protective	
   behaviors.	
   As	
   previously	
   observed,	
  

despite	
  acknowledging	
  the	
  major	
  risks	
  associated	
  with	
  engaging	
  in	
  unprotected	
  sex,	
  

and	
   viewing	
   unprotected	
   sex	
   with	
   non-­‐monogamous	
   partners	
   as	
   ‘bad,’	
   it	
   did	
   not	
  

prevent	
  some	
  participants	
  from	
  engaging	
  in	
  unprotected	
  sex	
  and	
  many	
  echoed	
  the	
  

sentiments,	
   	
   “I	
   know	
   it’s	
   bad	
  but…”	
   In	
   the	
  moments	
  preceding	
   sexual	
   intercourse,	
  

respondents	
  shared	
  that	
  they	
  were	
  thinking	
  of	
  using	
  condoms,	
  but	
  instead	
  of	
  raising	
  

the	
   issue	
   themselves	
   they	
   waited	
   for	
   their	
   partners	
   to	
   suggest	
   condoms,	
   even	
  

though	
  some	
  of	
  the	
  time	
  participants	
  knew	
  or	
  assumed	
  that	
  their	
  partner	
  would	
  not	
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suggest	
   condoms.	
   In	
   the	
   case	
   that	
   participants’	
   sexual	
   partners	
   did	
   not	
   suggest	
  

condoms,	
  participants	
  engaged	
  in	
  unprotected	
  sex.	
  As	
  one	
  participant,	
  Leon,	
  shared:	
  

“I	
  thought	
  about	
  it…it	
  was	
  in	
  the	
  back	
  of	
  my	
  mind,	
  you	
  know?	
  But	
  (he)	
  never	
  

said	
  nothing,	
  so	
  I	
  didn’t.”	
  

This	
  passivity	
  revealed	
  an	
  overall	
  general	
  trend	
  of	
  sexual	
  safety	
  not	
  being	
  a	
  priority	
  

for	
  some	
  men	
  in	
  this	
  study.	
  Leon	
  also	
  shared:	
  

“I	
  wanted	
  to	
  see	
  if	
  he	
  was	
  going	
  to	
  bring	
  it	
  up.	
  He	
  didn’t,	
  so	
  I	
  just	
  left	
  it	
  as	
  it	
  

may	
  not	
  have	
  been	
  a	
  big	
  deal…(I	
  waited)	
  for	
  him	
  to	
  bring	
  it	
  up,	
  if	
  not,	
  then	
  it	
  

was	
  no,	
  we	
  wouldn’t	
  use	
  a	
  condom.”	
  	
  

	
  

5.5b.3	
  Contextualizing	
  attitudes:	
  Drivers	
  and	
  consequences	
  of	
  apathetic	
  and	
  passive	
  
attitudes	
  to	
  condom	
  use	
  	
  	
  
	
  

Apathetic	
   and	
   passive	
   attitudes	
   to	
   condom	
   use	
   served	
   as	
   important	
   barriers	
   to	
  

participants	
   engaging	
   in	
   protected	
   sexual	
   behaviors.	
   It	
   is	
  worth	
   noting	
   that	
   some	
  

participants	
  were	
  more	
  proactive	
   in	
   their	
   approach	
  and	
   suggested	
   condom	
  use	
   to	
  

their	
  partners.	
  If	
  partners	
  agreed,	
  condoms	
  were	
  used,	
  but	
  if	
  partners	
  displayed	
  any	
  

resistance	
  or	
  simply	
  preferred	
  unprotected	
  sex,	
  participants	
  with	
  passive	
  attitudes	
  

agreed	
  to	
  unprotected	
  sex.	
  Michael	
  shared,	
  	
  

“(T)here	
  was	
  actually	
  this	
  guy	
  who	
  I	
  had	
  hooked	
  up	
  with	
  last	
  Wednesday	
  and	
  

who	
  I	
  had	
  hooked	
  up	
  with	
  before,	
  and	
  I	
  had	
  put	
  a	
  condom	
  on	
  him	
  part	
  of	
  the	
  

time	
  and	
  he	
  said	
  that	
  he	
  couldn’t	
  stay	
  hard	
  with	
  the	
  condom	
  on,	
  and	
  I	
  said	
  ok	
  

and	
  let	
  him	
  do	
  it	
  without	
  it…then	
  he	
  ran	
  into	
  me	
  again	
  (at	
  the	
  bathhouse),	
  he	
  

started	
  fucking	
  me	
  and	
  I	
  didn’t	
  care	
  that	
  there	
  was	
  no	
  condom.”	
  

Of	
   course,	
   within	
   the	
   scope	
   of	
   men’s	
   attitudes	
   toward	
   sexual	
   protection,	
   power	
  

dynamics	
   in	
   negotiating	
   condom	
   use	
   must	
   be	
   considered.	
   Some	
   partnerships	
  

featured	
  imbalanced	
  power	
  dynamics	
  that	
  left	
  some	
  participants	
  unable	
  to	
  insist	
  or	
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at	
  the	
  very	
  least	
  negotiate	
  condom	
  use.	
  	
  One	
  participant,	
  Cary,	
  shared,	
  

“I	
  said	
  do	
  you	
  have	
  protection?	
  And	
  he	
  was	
  like	
  no.	
  And	
  then	
  I	
  was	
  like	
  don’t	
  

you	
  need	
  some,	
  and	
  he	
  was	
   like,	
  no,	
   let	
  me	
  go	
   in	
  there	
  raw…can	
  I	
  hit	
   it	
  raw?	
  

And	
  I	
  was	
  like	
  are	
  you	
  serious?	
  And	
  he	
  was	
  like	
  shut	
  the	
  fuck	
  up,	
  let	
  me	
  just	
  hit	
  

it	
  raw.	
  And	
  we	
  had	
  sex.	
  I	
  told	
  him	
  right	
  before	
  he	
  was	
  entering	
  me.	
  I	
  said	
  when	
  

it’s	
  time	
  for	
  you	
  to	
  ejaculate,	
  please	
  take	
  that	
  out.	
  He	
  was	
  like	
  yeah,	
  if	
  I	
  want	
  to.	
  

But	
   right	
   now,	
   I’m	
   just	
   like	
   really	
   really	
   nervous,	
   because	
   I	
   don’t	
   know	
  who	
  

he’s	
  been	
  with,	
  I	
  don’t	
  know	
  who	
  he’s	
  been	
  with	
  before,	
  what	
  he	
  did	
  with	
  that	
  

person,	
  I	
  don’t	
  know	
  with	
  who	
  he’s	
  been	
  with.”	
  

	
  

Indeed,	
  power	
   imbalances	
   figured	
  prominently	
   in	
   some	
  participants’	
  narratives	
  of	
  

unprotected	
  sex.	
  For	
  men	
  in	
  this	
  study,	
  imbalances	
  most	
  often	
  occurred	
  as	
  a	
  result	
  

of	
   some	
   form	
   of	
   indebtedness.	
   For	
   participants	
   who	
   were	
   being	
   financially	
   or	
  

otherwise	
   supported	
   (e.g.	
   living	
   at	
   partner’s	
   home)	
   by	
   their	
   partner,	
   participants	
  

may	
   have	
   felt	
   obligated	
   to	
   accept	
   their	
   partners’	
  wishes	
   for	
   unprotected	
   sex	
   (see	
  

Section	
  5.5b.3a	
   in	
  Table	
  5.3).	
  Moreover,	
  a	
  consequence	
  of	
  the	
  childhood	
  emotional	
  

or	
  physical	
  abuse	
  that	
  many	
  participants	
  reported	
  experiencing	
  may	
  have	
  rendered	
  

them	
   less	
   able	
   to	
   protest	
   a	
   partner’s	
   desire	
   for	
   unprotected	
   sex	
   or	
  may	
   have	
   led	
  

them	
  to	
  believe	
  in	
  the	
  futility	
  of	
  their	
  actions	
  in	
  controlling	
  the	
  outcome	
  of	
  different	
  

situations,	
  including	
  practicing	
  protected	
  sexual	
  behaviors	
  (Briere	
  1992,	
  Freshwater	
  

et	
  al.	
  2001,	
  Genuis	
  et	
  al.	
  1991,	
  Liem	
  &	
  Boudewyn	
  1999,	
  Paul	
  et	
  al.	
  2001).	
  	
  	
  

It	
   is	
  noteworthy	
  that	
  participants	
  with	
  apathetic	
  and	
  passive	
  attitudes	
  consistently	
  

held	
   these	
   attitudes	
   regardless	
   of	
   partner	
   type	
   or	
   the	
   environmental/situational	
  

context	
   of	
   the	
   sexual	
   episode.	
   	
   This	
   may	
   be	
   a	
   consequence	
   of	
   participants	
   not	
  

perceiving	
  their	
  sexual	
  partners	
  to	
  pose	
  different	
  levels	
  of	
  risk.	
  That	
  is,	
  regardless	
  of	
  

how	
   participants	
   came	
   to	
   know	
   of	
   and	
   interact	
   with	
   newly	
   met	
   sexual	
   partners,	
  

their	
  narratives	
  suggest	
  that	
  they	
  perceived	
  the	
  sexual	
  health	
  risks	
  associated	
  with	
  

having	
  sex	
  with	
  that	
  partner	
  to	
  be	
  uniform.	
  For	
  instance,	
  participants	
  perceived	
  that	
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sexual	
   partners	
   met	
   at	
   a	
   nightclub	
   posed	
   the	
   same	
   level	
   of	
   HIV	
   risk	
   as	
   one	
   met	
  

through	
  online	
  hookup	
  websites	
  or	
   through	
  a	
   friend	
  or	
   acquaintance.	
  Passive	
   and	
  

apathetic	
  participants	
  rarely	
  shared	
  narratives	
  of	
  having	
  sex	
  with	
  partners	
  that	
  they	
  

perceived	
  to	
  pose	
  different	
  levels	
  of	
  risk,	
  including	
  ongoing	
  casual	
  or	
  occasional	
  sex	
  

partners.	
  	
  

Both,	
  participants	
  with	
  apathetic	
  attitudes,	
  who	
  did	
  not	
  prioritize	
  sexual	
  safety,	
  and	
  

participants	
  with	
  passive	
  attitudes	
  who	
  either	
  thought	
  about	
  safe	
  sex	
  at	
  the	
  time	
  of	
  

intercourse	
  but	
  did	
  not	
  raise	
   the	
  topic,	
  or	
  who	
  did	
   in	
   fact	
  suggest	
  condom	
  use	
  but	
  

were	
  met	
  with	
  resistance,	
  described	
  approaches	
  to	
  protective	
  sexual	
  behaviors	
  that	
  

resulted	
   in	
   inconsistent	
   condom	
   use.	
   Indeed,	
   both	
   apathetic	
   participants	
   who	
  

implicitly	
  accepted	
  sexual	
  safety	
  as	
  being	
  their	
  partner’s	
  responsibility	
  and	
  passive	
  

participants	
  who	
  had	
  a	
  reliance	
  or	
  expectation	
  of	
  their	
  partners	
  initiating	
  protected	
  

sexual	
   behaviors	
   had	
   sexual	
   lives	
   characterized	
   by	
   inconsistent	
   condom	
   use.	
   For	
  

example,	
  one	
  participant,	
  Dwight,	
  with	
  a	
  passive	
  approach	
  to	
  condom	
  use	
  described	
  

how	
   one	
   of	
   his	
   ongoing	
   casual	
   sexual	
   relationships	
   often	
   volleyed	
   between	
  

unprotected	
  and	
  protected	
  sexual	
  behaviors.	
  	
  

“Yeah,	
   I	
   slept	
  with	
  him	
  a	
   few	
   times	
  with	
   a	
   condom.	
  But	
   there	
  were	
   a	
   large	
  

amount	
  of	
  times	
  when	
  I	
  just	
  like	
  laid	
  there	
  and	
  just	
  threw	
  my	
  legs	
  up	
  in	
  the	
  

air	
  and	
  was	
  like	
  just	
  give	
  it	
  to	
  me.”	
  

As	
  highlighted	
  in	
  the	
  introduction	
  to	
  this	
  section,	
  it	
  was	
  not	
  a	
  lack	
  of	
  HIV	
  prevention	
  

knowledge	
  that	
  drove	
  men’s	
  unprotected	
  sexual	
  behavior.	
  Jerry,	
  an	
  HIV+	
  participant	
  

who	
  was	
  living	
  with	
  his	
  primary	
  partner,	
  acknowledged	
  that	
  despite	
  his	
  awareness	
  

of	
   the	
   risks	
   of	
   unprotected	
   sex,	
   at	
   the	
   moment	
   of	
   sexual	
   encounter,	
   he	
   did	
   not	
  

prioritize	
   this	
   knowledge	
   and	
   chose	
   to	
   have	
   unprotected	
   sex	
  with	
   someone	
   other	
  

than	
  his	
  primary	
  partner.	
  

	
  

“I	
  wanted	
  to	
  beat	
  myself	
  up	
  the	
  next	
  day,	
  I	
  really	
  did,	
  because	
  I	
  know	
  sleeping	
  

with	
   someone	
   unprotected	
   I	
   could	
   get	
   a	
   different	
   strain	
   which	
   causes	
   my	
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medicine	
  not	
  to	
  work	
  and	
  then	
  it	
  also	
  brings	
  in	
  ways	
  I	
  could	
  affect	
  (my	
  main	
  

partner)	
  and	
  ways	
  of	
  hurting	
  his	
  health	
  and	
  this	
  whole	
  thing	
  just	
  came	
  down	
  

on	
  me,	
  I	
  [thought	
  about	
  it]	
  but	
  I	
  didn’t	
  care.”	
  	
  

When	
  asked	
  to	
  reflect	
  on	
  the	
  consequences	
  of	
  apathetic	
  or	
  passive	
  attitudes	
  toward	
  

protected	
  sex,	
  participants	
  acknowledged	
  both	
  the	
  risks	
  inherent	
  to	
  their	
  behaviors	
  

and	
   attitudes	
   as	
  well	
   as	
   the	
   fact	
   that	
   this	
   knowledge	
   did	
   not	
   lead	
   them	
   to	
   refrain	
  

from	
   engaging	
   in	
   unprotected	
   sex.	
   Cary,	
   a	
   participant	
   with	
   a	
   strong	
   history	
   of	
  

inconsistent	
   condom	
   use	
   with	
   multiple	
   anonymous	
   and	
   casual	
   ongoing	
   sexual	
  

partners	
  admitted	
  to	
  understanding	
  the	
  risks	
  associated	
  with	
  his	
  behaviors:	
  

“(I	
  was)	
  taking	
  chances…yeah,	
  basically,	
  I	
  mean,	
  if	
  they	
  didn’t	
  want	
  to	
  use	
  it,	
  I	
  

didn’t	
  care.”	
  	
  

	
  

In	
   this	
   sample,	
   overcoming	
  men’s	
   indifferent	
   or	
   passive	
   attitudes	
   toward	
   condom	
  

use	
  in	
  the	
  face	
  of	
  their	
  own	
  strong	
  basic	
  HIV	
  prevention	
  knowledge	
  will	
  be	
  required	
  

before	
   a	
   change	
   in	
   approach	
   to	
   condom	
   use	
   will	
   occur.	
   	
   Interestingly,	
   those	
  

participants	
   with	
   passive	
   attitudes	
   who	
   did	
   suggest	
   condom	
   use	
   but	
   ultimately	
  

engaged	
   in	
   unprotected	
   sex	
   (excluding	
   those	
   with	
   a	
   lack	
   of	
   power	
   to	
   negotiate	
  

condom	
  use)	
  were	
   driven	
   to	
   suggest	
   condoms	
  oftentimes	
   because	
   using	
   condoms	
  

was	
   the	
   ‘expected	
   thing	
   to	
   do,’	
   not	
   necessarily	
   because	
   of	
   personal	
   beliefs	
   on	
  

condom	
  use.	
   	
   Ironically,	
  Keenan,	
  a	
  participant	
  who	
  had	
  previously	
  always	
   insisted	
  

on	
  using	
  condoms—due	
  to	
  his	
  own	
  understanding	
  of	
  caring	
  for	
  one’s	
  sexual	
  health	
  

as	
  a	
  cultural	
  value—describes	
  why	
  he	
  decided	
  to	
  not	
  initiate	
  discussions	
  of	
  condom	
  

use:	
  

“We	
  were	
   just	
   like,	
   like	
   petting	
   each	
   other	
   and	
   kissing	
   and	
   everything	
   and	
  

then	
  I	
  gave	
  him	
  oral	
  sex	
  and	
  then	
  he	
  gave	
  me	
  oral	
  sex	
  and	
  then	
  he	
  got	
  on	
  top	
  

of	
  me,	
   like,	
   I	
   could	
   feel	
   him	
   getting	
   in	
   the	
   position,	
   and	
   so	
   I	
   knew	
   that	
   he	
  

wasn’t	
   going	
   to	
   use	
   (a	
   condom),	
   and	
   I	
   don’t	
   know.	
   Like,	
   before	
   him,	
   I’ve	
  

always	
  used	
  condoms,	
  like	
  with	
  every	
  person….but	
  the	
  main	
  reason	
  why	
  I	
  did	
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it	
  ‘cause,	
  I	
  don’t	
  know.	
  One	
  of	
  my	
  friends	
  said,	
  like...	
  I	
  don’t	
  know	
  quite	
  how	
  to	
  

describe	
  it.	
  I’ve	
  always	
  been	
  raised	
  like	
  use	
  a	
  condom	
  every	
  time,	
  no	
  matter	
  

what,	
  even	
   if	
  you	
   love	
  them	
  to	
  death	
  and	
  stuff	
   like	
  that.	
   I	
  was	
  raised	
  to	
  use	
  

condoms	
  and	
  everything,	
  but	
  I	
  remember	
  a	
  discussion	
  with	
  a	
  friend,	
  and	
  he	
  

had	
  said	
  he	
  didn’t	
  use	
  a	
  condom	
  with	
  somebody.	
   I	
  was	
   like,	
   ‘oh	
  my	
  gosh,’	
   I	
  

made	
   this	
   huge	
   deal.	
   He	
   was	
   like,	
   ‘I’m	
   grown-­‐ass	
   man,’	
   you	
   know…	
   I	
   was	
  

thinking	
  about	
  that.”	
  	
  

This	
  alludes	
  to	
  the	
  complexities	
  of	
  men’s	
  HIV	
  risk	
  behaviors.	
  This	
  data	
  suggests	
  that	
  

in	
   spite	
   of	
  HIV	
   prevention	
   knowledge,	
   a	
   history	
   of	
   low	
   risk	
   sexual	
   behaviors,	
   and	
  

personal	
  beliefs	
  regarding	
  sexual	
  health	
  responsibility,	
  men	
  may	
  still	
  engage	
  in	
  high	
  

risk	
  behaviors.	
  	
  	
  	
  

The	
  results	
  of	
  the	
  previous	
  chapter	
  are	
  useful	
  when	
  considering	
  the	
  potential	
  causes	
  

and	
  pathways	
  leading	
  to	
  apathetic	
  and	
  passive	
  attitudes	
  to	
  condom	
  use.	
  Participants	
  

who	
   reported	
   adverse	
   childhood	
   experiences	
   described	
   many	
   high-­‐risk	
   sexual	
  

behaviors.	
   Negative	
   attitudes	
   towards	
   condom	
   use	
   may	
   fuel	
   these	
   high-­‐risk	
  

behaviors.	
   	
   Narratives	
   suggested	
   that	
   participants	
   who	
   perceived	
   their	
   childhood	
  

experiences	
  to	
  be	
  adverse	
  (particularly	
  with	
  respect	
  to	
  poor	
  socioeconomic	
  status)	
  

grew	
  into	
  adults	
  that	
  reported	
  apathetic	
  and	
  passive	
  attitudes	
  toward	
  condom	
  use.	
  

Narratives	
  suggested	
  two	
  main	
  driving	
  factors	
  for	
  these	
  attitudes:	
  

a) Childhood	
  familial	
  approaches	
  to	
  health	
  promotion.	
  In	
  participants’	
  childhood	
  

home,	
   narrowed	
   priorities	
   were	
   often	
   focused	
   on	
   the	
   immediate	
   or	
   near	
  

future	
  (e.g.	
  securing	
  food	
  or	
  shelter),	
  at	
  the	
  expense	
  of	
  priorities	
  considered	
  

to	
   be	
   in	
   the	
   distant	
   future	
   (e.g.	
   sexual	
   health	
   and	
   condom	
   use)	
   and	
   not	
   as	
  

pressing.	
  This	
  may	
  have	
  set	
  up	
  a	
   life	
   trajectory	
   that	
   found	
   this	
  approach	
   to	
  

priorities	
   extended	
   into	
   participants’	
   adult	
   lives,	
   that	
   is,	
   participants	
  

employed	
  a	
   time	
   frame	
   that	
  prioritized	
   immediate	
  needs	
   and	
  benefits	
   over	
  

those	
   in	
   the	
   future.	
  Within	
   this	
   context,	
   preventing	
   STDs	
   is	
   not	
   a	
   pressing	
  

need	
  and	
  therefore	
  not	
  prioritized,	
   leading	
  to	
  apathetic	
  or	
  passive	
  attitudes	
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toward	
  condom	
  use	
  (see	
  Section	
  5.5b.3	
  in	
  Table	
  5.3).	
  	
  

b) Social	
   networks:	
   Apathetic	
   and	
   passive	
   attitudes	
   were	
   reinforced	
   in	
   the	
  

present	
   day	
   by	
   participants’	
   social	
   networks.	
   	
   Narratives	
   revealed	
   that	
  

members	
   of	
   participants’	
   social	
   networks	
   shared	
   similar	
   life	
   histories	
   and	
  

approaches	
   to	
   sexual	
   health.	
   	
   This	
   may	
   have	
   served	
   to	
   reinforce	
   and	
  

perpetuate	
   participants’	
   own	
   attitudes	
   to	
   condom	
   use	
   and	
   unprotected	
  

sexual	
  behaviors.	
  	
  

Understanding	
   and	
   addressing	
   the	
   underlying	
   factors	
   informing	
   the	
   low	
   priority	
  

that	
  some	
  participants	
  place	
  on	
  minimizing	
  their	
  own	
  sexual	
  risk	
  behaviors	
  will	
  be	
  

critical	
  to	
  enhancing	
  men’s	
  self	
  efficacy	
  toward	
  condom	
  use	
  and	
  engaging	
  in	
  sexually	
  

protective	
  behaviors.	
  	
  

5.5c	
  “Heat	
  of	
  the	
  Moment”	
  
	
  

Several	
  participants	
  shared	
  stories	
  of	
  sexual	
  encounters	
  that	
  progressed	
  so	
  quickly	
  

that	
  thoughts	
  of	
  condom	
  use	
  did	
  not	
  enter	
  their	
  mind	
  at	
  any	
  point	
  during	
  the	
  sexual	
  

encounter.	
   While	
   this	
   pattern	
   was	
   observed	
   in	
   participants	
   with	
   sexual	
   histories	
  

characterized	
  by	
  frequent	
  episodes	
  of	
  unprotected	
  sex,	
  it	
  predominately	
  occurred	
  in	
  

participants	
   reporting	
  very	
   limited	
   experiences	
  of	
   unprotected	
   sex,	
   often	
  with	
   the	
  

episode	
   in	
   question	
   being	
   the	
   first	
   instance	
   ever	
   of	
   unprotected	
   sex.	
   Clear	
  

differences	
   existed	
   between	
   these	
   two	
   types	
   of	
   participants,	
   with	
   the	
   latter	
   often	
  

reporting	
   clear	
   protective	
   sexual	
   health	
   strategies,	
   while	
   the	
   former	
   did	
   not.	
  

Participants	
   for	
   whom	
   unprotected	
   sexual	
   behaviors	
   were	
   rare,	
   often	
   described	
  

their	
  unprotected	
  sexual	
  encounters	
  as	
  a	
  ‘mistake,’	
  ‘slip-­‐up,’	
  or	
  ‘accident,’	
  that	
  would	
  

not	
  happen	
  again	
  in	
  the	
  future.	
  As	
  described	
  by	
  one	
  of	
  these	
  respondents,	
  Jonathan,	
  

during	
  the	
  sexual	
  encounters	
  condoms	
  were	
  often	
  readily	
  available	
  but	
  as	
  a	
  result	
  of	
  

being	
  caught	
  up	
  in	
  the	
  “heat	
  of	
  the	
  moment,”	
  not	
  used.	
  	
  

“Yeah,	
  I	
  had	
  (condoms),	
  but	
  in	
  the	
  heat	
  of	
  the	
  moment…you	
  know?	
  It	
  was	
  in	
  

the	
  back	
  of	
  my	
  mind	
  but	
  at	
  the	
  time,	
  you	
  know…	
  They	
  were	
  available	
  but	
  we	
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just	
  didn’t	
  use	
  them…	
  after	
  it	
  was	
  done,	
  I	
  was	
  like	
  (oh	
  my	
  god).	
  I	
  felt	
  so	
  bad.	
  I	
  

stayed	
  in	
  the	
  shower	
  for	
  like	
  an	
  hour	
  after.	
  Oh	
  my	
  god.	
  I	
  freaked	
  out.	
  I	
  went	
  to	
  

the	
   doctor	
   the	
   next	
   day	
   and	
   got	
   tested.	
   He	
   was	
   like	
   ‘You	
   know	
   it	
   takes	
   a	
  

couple	
  of	
  weeks	
  before	
  that	
  shows	
  up’.	
  I	
  was	
  like	
  ‘I	
  don’t	
  care!’”	
  

Many	
   participants	
   spoke	
   of	
   condoms	
   being	
   in	
   the	
   same	
   room	
   as	
   the	
   room	
  where	
  

sexual	
  intercourse	
  took	
  place	
  (i.e.	
  in	
  a	
  book	
  bag	
  or	
  nearby	
  dresser	
  drawer	
  or	
  night	
  

table),	
   or	
   on	
   their	
   person	
   (i.e.	
   clothing	
   pockets)	
   as	
   indicated	
   by	
   the	
   quote	
   below.	
  

However,	
  participants	
  had	
  great	
  difficulty	
  articulating	
  why	
  even	
   in	
   the	
  heat	
  of	
   the	
  

moment,	
  condoms	
  were	
  not	
  used	
  if	
  they	
  were	
  within	
  arms	
  reach.	
  Here,	
  Anthony,	
  a	
  

participant	
  who	
  intended	
  to	
  use	
  condoms	
  with	
  his	
  partner	
  described	
  a	
  fast-­‐moving	
  

sexual	
  encounter	
  in	
  which	
  thoughts	
  of	
  condom	
  use	
  were	
  quickly	
  forgotten.	
  	
  

“Some	
   (condoms)	
   were	
   in	
   my	
   pocketbook,	
   I’m	
   quite	
   sure,	
   I	
   usually	
   keep	
  

them,	
   I	
   can	
   reach	
   right	
   in	
   there	
   and	
   ka-­‐boom…	
   I	
   thought	
   about	
   it	
   in	
   the	
  

beginning,	
  and	
  knew	
  it	
  was	
  the	
  intention	
  of	
  it,	
  and	
  then	
  forgot	
  about	
  it	
  totally	
  

that	
  quick.”	
  

Participants	
   with	
   similar	
   sexual	
   histories	
   marked	
   by	
   rare	
   occurrences	
   of	
  

unprotected	
  sex	
  conceded	
  that	
  in	
  the	
  moment,	
  they	
  were	
  overtaken	
  by	
  sexual	
  desire	
  

which	
   led	
   to	
   a	
   rapid	
   sequence	
   of	
   events	
   leading	
   to	
   unprotected	
   sex,	
   often	
   leaving	
  

them	
  shocked	
  at	
   their	
  own	
  unprotected	
  behaviors	
  and	
  regretful	
   that	
   they	
  allowed	
  

lust	
  and	
  desire	
  to	
  trump	
  deeply	
  ingrained	
  knowledge	
  of	
  sexual	
  safety.	
  Many	
  of	
  these	
  

participants	
   reported	
   being	
   under	
   the	
   influence	
   of	
   alcohol	
   at	
   the	
   time	
   of	
   the	
  

unprotected	
   sexual	
   encounter,	
   but	
   firmly	
   did	
   not	
   believe	
   that	
   excused	
   their	
  

unprotected	
  sexual	
  behaviors.	
  They	
  were	
  mostly	
  young,	
  middle/upper-­‐middle	
  class,	
  

college	
   students,	
   who	
   generally	
   reported	
   strong	
   family	
   support	
   networks,	
   and	
  

belonged	
   to	
   social	
   networks	
   that	
   placed	
   similar	
   emphasis	
   on	
   the	
   importance	
   of	
  

protective	
   sexual	
   behaviors	
   (see	
   Section	
   5.5c	
   in	
   Table	
   5.3).	
   Since	
   most	
   of	
   these	
  

participants	
   had	
   been	
   living	
   away	
   from	
   the	
   family	
   home	
   for	
   a	
   relatively	
   short	
  

amount	
  of	
  time,	
  they	
  were	
  still	
  heavily	
  influenced	
  by	
  parental	
  expectations	
  of	
  them	
  

living	
  responsible	
  adult	
  lives,	
  which	
  included	
  health-­‐conscious	
  sex	
  lives.	
  However,	
  it	
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is	
  important	
  to	
  note	
  that	
  there	
  were	
  several	
  participants	
  who	
  despite	
  being	
  caught	
  

up	
   in	
   the	
   moment	
   did	
   make	
   the	
   effort	
   to	
   use	
   condoms	
   and	
   engage	
   in	
   protected	
  

sexual	
  behaviors.	
  	
  

In	
  contrast,	
  participants	
  who	
  engaged	
  in	
  unprotected	
  sexual	
  behaviors	
  with	
  higher	
  

frequency	
   did	
   not	
   report	
   similar	
   feelings	
   of	
   guilt	
   or	
   shock	
   as	
   those	
   with	
   rare	
  

instances	
  of	
  unprotected	
  sexual	
  encounters.	
  Their	
  narratives	
  tended	
  to	
  reflect	
  their	
  

beliefs	
   that	
   ‘mistakes	
  happen,’	
  but	
  did	
  not	
  encourage	
  a	
  rethinking	
  of	
  sexual	
  health	
  

strategies	
  toward	
  more	
  sexually	
  protective	
  behaviors.	
  	
  The	
  majority	
  of	
  participants	
  

reporting	
   these	
   behaviors	
   did	
   not	
   attend	
   college,	
   came	
   from	
   childhoods	
   they	
  

perceived	
  as	
  low	
  income,	
  and	
  living	
  adult	
  lives	
  they	
  characterized	
  as	
  being	
  of	
  a	
  low	
  

socioeconomic	
  status.	
  These	
   individuals	
  also	
  perceived	
   limited	
   family	
  support	
  and	
  

were	
  part	
  of	
  social	
  networks	
  that	
  shared	
  similar	
  approaches	
  to	
  sexual	
  health.	
  	
  

These	
  results	
  suggest	
  that	
  participants’	
  sexual	
  behaviors	
  are	
  influenced	
  by	
  multiple	
  

factors	
  acting	
  across	
  the	
  course	
  of	
  participants’	
   lives,	
  culminating	
  in	
  approaches	
  to	
  

sexual	
  health	
  that	
  determine	
  participants’	
  engagement	
  in	
  protected	
  and	
  unprotected	
  

sexual	
  behaviors.	
  	
  	
  

	
  

5.5d	
  Poor	
  emotional	
  health	
  
	
  

Due	
  to	
  perceived	
  challenges	
  in	
  personal,	
  family,	
  housing,	
  employment,	
  or	
  other	
  life	
  

circumstances,	
  many	
   participants	
   described	
   ‘feeling	
   down’	
   or	
   depressed,	
   and	
   this	
  

functioned	
   through	
   numerous	
   internal/psychological	
   mechanisms	
   to	
   result	
   in	
  

unprotected	
  sex.	
  These	
  are	
  depicted	
  in	
  Figure	
  5.1.	
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Figure	
  5.1:	
  Mechanisms	
  by	
  which	
  poor	
  emotional	
  health	
  led	
  to	
  unprotected	
  sex	
  among	
  participants.	
  	
  

	
  

This	
   section	
  will	
   now	
   explore	
   these	
  mechanisms	
   by	
  which	
   poor	
   emotional	
   health	
  

among	
  participants	
  may	
  have	
  been	
  linked	
  to	
  unprotected	
  sexual	
  behaviors.	
  	
  

	
  

5.5d.1	
  	
  Poor	
  emotional	
  health	
  leading	
  to	
  apathy	
  towards	
  sexual	
  safety	
  
	
  

	
  

When	
  asked	
  to	
  reflect	
  on	
  the	
  happenings	
  of	
  their	
  life	
  in	
  the	
  time	
  period	
  surrounding	
  

the	
  unprotected	
  sexual	
  encounter	
  described	
  for	
  this	
  study,	
  some	
  participants	
  shared	
  

that	
  they	
  were	
  in	
  the	
  midst	
  of	
  particularly	
  difficult	
  personal	
  circumstances.	
  This	
  led	
  

many	
  to	
  report	
  that	
  they	
  were	
  feeling	
  depressed	
  at	
  the	
  time	
  of	
  unprotected	
  sex.	
  	
  For	
  

example,	
  one	
  participant,	
  Martin,	
  spoke	
  of	
  his	
  mother’s	
   illness	
  and	
  his	
  difficulty	
   in	
  

emotionally	
  managing	
  the	
  situation,	
  and	
  how	
  he	
  believed	
  this	
  led	
  him	
  to	
  engage	
  in	
  

behaviors	
  that	
  he	
  otherwise	
  may	
  not	
  have:	
  

“I	
  was	
  going	
  through	
  a	
  lot	
  of	
  emotional	
  stuff,	
  and	
  I	
  was	
  kind	
  of	
  like	
  a	
  loner.	
  I	
  

had	
  a	
  lot	
  of	
  stuff	
  that	
  was	
  going	
  on	
  with	
  me…Well,	
  she	
  was	
  dying	
  and	
  I	
  stayed	
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with	
  her	
  everyday,	
   it	
   just	
  was	
  tearing	
  me	
  apart.	
  Then	
  at	
  that	
  time,	
  when	
  all	
  

this	
   was	
   going	
   on	
   with	
  my	
  mother,	
   then	
   I	
   would	
   go	
   home,	
   I	
   didn’t	
   care,	
   I	
  

called	
  some	
  friends	
  over…I	
  was	
  behaving	
  not	
  myself.”	
  	
  

This	
  quote	
  was	
  typical	
  of	
  participants	
  who	
  believed	
  that	
  their	
  depressive	
  symptoms	
  

had	
  led	
  to	
  indifference	
  toward	
  many	
  critical	
  areas	
  of	
  their	
  lives.	
  This	
  included	
  being	
  

apathetic	
   and/or	
  passive	
   about	
  maintaining	
   family	
   and	
   friendship	
   ties,	
   addressing	
  

employment	
  and/or	
  housing	
  concerns,	
  as	
  well	
  as	
  indifference	
  toward	
  sexual	
  health	
  

protection.	
   Participants	
   who	
   were	
   feeling	
   down	
   reported	
   not	
   caring	
   enough	
   to	
  

initiate	
  or	
  demand	
  condom	
  use	
  from	
  their	
  partners.	
   	
   In	
  the	
  light	
  of	
  their	
  own	
  poor	
  

emotional	
   health,	
   sexual	
   protection	
   was	
   not	
   a	
   priority	
   for	
   men,	
   with	
   narratives	
  

suggesting	
   that	
   general	
   indifference	
   dictated	
  many	
   of	
   their	
   decisions	
   (see	
   Section	
  

5.5d.1	
  in	
  Table	
  5.3).	
  	
  

5.5d.2	
  Poor	
  emotional	
  health	
  leading	
  to	
  recklessness	
  and	
  self-­harming	
  behaviors	
  
	
  

	
  

Many	
   participants	
   who	
   reported	
   depressive	
   symptoms	
   around	
   the	
   time	
   of	
   the	
  

discussed	
  sexual	
  episode	
  described	
  a	
   tendency	
   toward	
  recklessness	
  as	
  manifested	
  

through	
  actively	
  seeking	
   to	
  engage	
   in	
  self-­‐harming	
  behaviors,	
   such	
  as	
  unprotected	
  

sexual	
  behaviors.	
  	
  For	
  example,	
  Clinton,	
  a	
  participant	
  who	
  was	
  very	
  depressed	
  as	
  a	
  

result	
   of	
   ongoing	
   difficulties	
   in	
   an	
   on-­‐again,	
   off-­‐again	
   relationship	
  with	
   a	
   primary	
  

partner	
  engaged	
  in	
  many	
  reckless	
  behaviors,	
  such	
  as	
  excessive	
  alcohol	
  and	
  drug	
  use,	
  

dangerous	
  driving,	
  and	
  many	
  episodes	
  of	
  unprotected	
  anal	
  intercourse.	
  When	
  asked	
  

to	
  reflect	
  on	
  why	
  he	
  engaged	
  in	
  high	
  risk	
  behaviors,	
  he	
  shared:	
  	
  

“I,	
   like	
  I	
  was	
  saying,	
   I	
  don’t…	
  maybe	
  I	
  do	
  have	
  a	
  death	
  wish,	
   I	
  don’t	
  know.	
   I	
  

know	
   I	
   should	
  care,	
  but	
   I	
   just	
  don’t.	
  And	
  he	
  obviously	
  doesn’t,	
   so…we	
  have	
  

(condoms)…I	
  have	
  a	
  whole	
  drawer	
  full	
  of	
  condoms.”	
  	
  

This	
   example	
   demonstrates	
   the	
   complex	
   nature	
   of	
   factors	
   driving	
   sexual	
   risk	
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behaviors.	
  While	
   the	
   previous	
   section	
   described	
   a	
   general	
   apathy	
   by	
   participants	
  

towards	
   sexual	
   health,	
   this	
   participant	
   revealed	
   a	
   particular	
   apathy	
   driven	
   by	
   a	
  

depressive	
  period	
  in	
  his	
   life.	
   In	
  retrospect	
  many	
  participants	
  recognized	
  their	
  own	
  

self-­‐harming	
  behaviors	
  but	
  shared	
  that	
  during	
  those	
  moments	
  of	
  their	
  lives	
  “nothing	
  

mattered,”	
   or	
   that	
   they	
   “didn’t	
   give	
   a	
   fuck”	
   about	
   their	
   lives,	
   or	
   “just	
   wanted	
  

(everything)	
  to	
  (go)	
  away,”	
  and	
  as	
  a	
  result	
  may	
  have	
  subconsciously	
  sought	
  out	
  and	
  

engaged	
  in	
  self-­‐harming	
  behaviors	
  such	
  as	
  unprotected	
  anal	
   intercourse,	
   including	
  

with	
  partners	
  that	
  were	
  either	
  known	
  to	
  be	
  HIV+	
  or	
  engaging	
  in	
  high	
  risk	
  behaviors	
  

such	
  as	
  injection	
  drug	
  use.	
  Just	
  under	
  one	
  half	
  of	
  participants	
  in	
  this	
  study	
  reported	
  

that	
  they	
  had	
  contemplated	
  suicide	
  during	
  these	
  difficult	
  life	
  periods.	
  Indeed,	
  some	
  

participants	
   had	
  made	
   several	
   suicide	
   attempts	
   and	
  were	
  hospitalized	
   as	
   a	
   result,	
  

while	
  others	
  were	
  temporarily	
  hospitalized	
  for	
  fear	
  they	
  may	
  be	
  considering	
  suicide	
  

or	
   may	
   attempt	
   suicide.	
   Many	
   participants	
   described	
   needing	
   a	
   respite	
   from	
   the	
  

difficult	
  life	
  circumstances	
  in	
  their	
  lives:	
  	
  

“I	
   was	
   depressed	
   for	
   a	
   variety	
   of	
   reasons.	
   I	
   was	
   taking	
   a	
   lot	
   of	
   drugs.	
   I	
  

intentionally	
  took	
  too	
  much	
  of	
  something	
  so	
  that	
  I	
  would	
  go	
  to	
  the	
  hospital,	
  

my	
  intention	
  was	
  to	
  go	
  to	
  the	
  hospital	
  so	
  that	
  I	
  could	
  have	
  a	
  time-­‐out	
  sort	
  of	
  

thing.”	
  

Many	
  participants	
   that	
  described	
   challenging	
   life	
   circumstances—whether	
   it	
   be	
   in	
  

their	
   relationships	
   with	
   intimate	
   partners	
   or	
   family	
   members,	
   or	
   employment	
   or	
  

housing	
  difficulties—conveyed	
  the	
  need	
  or	
  desire	
   for	
  a	
   “time-­‐out,”	
  a	
   temporary	
  or	
  

permanent	
  reprieve	
  from	
  the	
  realities	
  of	
  their	
  lives;	
  for	
  some,	
  this	
  need	
  was	
  realized	
  

through	
  self-­‐harming	
  processes.	
  	
  	
  	
  	
  

5.5d.3	
  Feelings	
  of	
  being	
  overwhelmed	
  leading	
  to	
  desire	
  for	
  emotional	
  escape	
  
	
  

	
  

Some	
   instances	
  of	
  unprotected	
  sex	
  occurred	
  during	
  a	
  period	
   in	
  which	
  participants	
  

were	
  feeling	
  overwhelmed	
  by	
  a	
  particular	
  situation,	
  such	
  as	
  being	
  unhappy	
  at	
  their	
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workplace	
   or	
   unable	
   to	
   secure	
   independent	
   housing.	
   Some	
  participants	
   described	
  

that	
   these	
   situations	
   led	
   them	
   to	
   experience	
   high	
   levels	
   of	
   anxiety,	
   which	
   they	
  

sought	
   to	
  counteract	
   through	
   increased	
  participation	
   in	
  activities	
   they	
   found	
  to	
  be	
  

pleasurable	
  or	
  calming	
  or	
  activities	
   that	
  distracted	
   them	
   from	
  their	
  overwhelming	
  

situations,	
   such	
   as,	
   increased	
   marijuana	
   smoking	
   or	
   socializing	
   with	
   friends,	
   or	
  

seeking/having	
   more	
   sex	
   in	
   general.	
   Participants	
   that	
   handled	
   their	
   emotional	
  

anxiety	
   through	
   increased	
   sexual	
   relations	
   also	
   tended	
   to	
   be	
   participants	
   with	
  

histories	
   of	
   inconsistent	
   condom	
   use	
   who	
   often	
   did	
   not	
   prioritize	
   sexual	
   safety.	
  

Consequently,	
  their	
  increased	
  number	
  of	
  sexual	
  partnerships	
  inevitably	
  resulted	
  in	
  

some	
   episodes	
   of	
   unprotected	
   sex.	
   Jermaine,	
   a	
   participant	
   who	
  was	
   experiencing	
  

difficulties	
  in	
  his	
  relationship	
  with	
  his	
  children’s	
  mother,	
  as	
  well	
  as	
  his	
  primary	
  male	
  

partner,	
   reflected	
   on	
   how	
   the	
   multiple	
   pressures	
   he	
   faced	
   led	
   him	
   to	
   engage	
   in	
  

unprotected	
  sex.	
  	
  

Jermaine:	
   Shit	
  was	
   chaotic.	
  My	
  baby’s	
  mother	
  was	
   acting	
   crazy,	
   you	
  know?	
  

Making	
   my	
   kids	
   hate	
   me	
   and	
   shit,	
   but	
   I…didn’t	
   want	
   to	
   go	
   back	
   to	
   [my	
  

primary	
  partner]	
  without	
  money,	
  a	
  job,	
  so	
  shit	
  was	
  just	
  crazy.	
  I	
  wanted	
  out.	
  I	
  

was	
  at	
  the	
  bar,	
  saw	
  the	
  dude	
  and	
  was	
  like	
  ‘fuck	
  it’.	
  

Interviewer:	
  Why	
  do	
  you	
  think	
  you	
  thought	
  that?	
  

Jermaine:	
  I	
  don’t	
  know.	
  Shit	
  was	
  just	
  getting	
  to	
  be	
  too	
  much.	
  I	
  wanted	
  to	
  be	
  

away	
  from	
  all	
  that,	
  you	
  know?	
  Have	
  a	
  good	
  time.	
  	
  

This	
   escape	
   theme	
   common	
   among	
   participants	
   in	
   this	
   study	
   has	
   been	
   reported	
  

before	
  (Operario	
  et	
  al.	
  2008).	
  When	
  faced	
  with	
  stressful	
  life	
  factors—whether	
  it	
  be	
  

homelessness,	
  dissolution	
  of	
  a	
  relationship,	
  or	
  troubles	
  within	
  one’s	
  family,	
  to	
  name	
  

just	
   a	
   few—participants	
   sought	
   to	
   escape,	
   which	
   was	
   often	
   manifested	
   as	
  

participation	
   in	
   behaviors	
   that	
   could	
   be	
   deemed	
   reckless,	
   such	
   as	
   unprotected	
  

sexual	
   behaviors.	
   As	
   respondents	
   shared,	
   this	
   allowed	
   them	
   to	
  momentarily	
   “not	
  

think”	
  about	
  the	
  troubles	
  they	
  were	
  experiencing	
  in	
  their	
  personal	
  lives.	
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In	
   conclusion,	
   participants’	
   perceived	
   that	
   their	
   poor	
   emotional	
   or	
   mental	
   health	
  

influenced	
   their	
   unprotected	
   sexual	
   behaviors.	
   Challenging	
   life	
   circumstances	
   or	
  

difficulties	
   in	
   personal	
   relationships	
   were	
   the	
   most	
   commonly	
   reported	
  

contributors	
   to	
   poor	
   mental	
   health.	
   However,	
   it	
   is	
   important	
   to	
   note	
   that	
   not	
   all	
  

participants	
  with	
  poor	
  emotional	
  health	
  engaged	
  in	
  high	
  risk	
  behaviors,	
  and	
  not	
  all	
  

participants	
   with	
   good	
   emotional	
   health	
   engaged	
   in	
   low	
   risk	
   behaviors.	
   This	
  

suggests	
  that	
  emotional	
  health	
  may	
  be	
  just	
  one	
  aspect	
  of	
  an	
  interactive	
  framework	
  

guiding	
   risk	
   behaviors	
   in	
   this	
   population.	
   In	
   addition,	
   narratives	
   suggested	
   that	
  

participants	
   who	
   reported	
   poor	
   mental	
   health	
   in	
   adulthood	
   also	
   perceived	
   more	
  

challenging	
   childhood	
  experiences	
   than	
   those	
  who	
   reported	
   limited	
  mental	
  health	
  

issues.	
   Childhood	
   and	
   adult	
   experiences	
   may	
   have	
   constructed	
   a	
   life-­‐course	
  

trajectory	
  in	
  which	
  continuous	
  lifelong	
  challenges	
  negatively	
  impacted	
  participants’	
  

resiliency,	
   coping	
   skills,	
   or	
   their	
   ability	
   to	
  negotiate	
  or	
  prioritize	
   their	
   own	
   sexual	
  

health.	
  	
  	
  

5.5e	
  Reliance	
  on	
  visual	
  and	
  behavioral	
  cues	
  	
  
	
  

Some	
  participants	
  actively	
  sought	
  to	
  determine	
  whether	
  a	
  potential	
  partner	
  was	
  in	
  

good	
   health	
   and	
   did	
   not	
   have	
   a	
   promiscuous	
   history;	
   they	
   used	
   visual	
   and	
  

behavioral	
   cues,	
   not	
   necessarily	
   accurate	
   ones,	
   to	
   help	
   determine	
   these	
   things.	
  

These	
  cues	
  were	
  used	
  to	
  ascertain	
  a	
  partners’	
  STD/HIV	
  status	
  and	
  in	
  the	
  case	
  that	
  

cues	
  led	
  them	
  to	
  believe	
  a	
  partner	
  was	
  HIV	
  negative,	
  it	
  allowed	
  participants	
  to	
  give	
  

themselves	
   permission	
   to	
   have	
   sex	
   with	
   these	
   partners	
   without	
   using	
   a	
   condom.	
  

Visual	
   cues	
   included	
   prospective	
   partners	
   appearing	
   to	
   be	
   well	
   groomed	
   as	
  

indicated	
   by	
   clean,	
   well-­‐manicured	
   fingernails,	
   pleasant	
   body	
   odor,	
   absence	
   of	
  

bodily	
  sores	
  or	
  scabs,	
  as	
  well	
  as	
  the	
  cleanliness	
  of	
  their	
  home.	
  Participants’	
  overall	
  

impression	
   of	
   prospective	
   partners	
   guided	
   decisions	
   regarding	
   their	
   sexual	
  

behaviors,	
   specifically	
   whether	
   they	
   would	
   have	
   sexual	
   relations	
   with	
   that	
  

individual,	
   and	
   if	
   so,	
   whether	
   it	
   would	
   be	
   protected	
   or	
   unprotected.	
   	
   Here,	
   one	
  

participant,	
  Richard,	
  explained	
  how	
  his	
  intuition,	
  based	
  on	
  perceptible	
  cues,	
  guided	
  

his	
  behaviors:	
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“Depends	
  on	
  the	
  mood,	
  on	
  the	
   feeling	
  I’m	
  getting	
   from	
  the	
  other	
  guy.	
  Okay,	
  

I’ll	
  just	
  use	
  those	
  two	
  examples.	
  The	
  guy	
  two	
  months	
  ago	
  seemed	
  like	
  a	
  clean	
  

cut	
   guy,	
   he	
   seemed	
   like	
   he	
  was	
   pretty	
   clean.	
   But	
   the	
   other	
   guy	
  was	
   grimy,	
  

rough,	
   dirty	
   kind	
   of	
   guy,	
   and	
   that	
   kind	
   of	
   thing.	
   And	
   he	
  was	
   intense.	
   Even	
  

though	
   the	
   guy	
   two	
   months	
   ago	
   was	
   persistent,	
   the	
   other	
   guy	
   was	
   really	
  

intense	
  and	
  kept	
  going	
  after	
   it,	
  which	
   led	
  me	
   to	
   think	
   ‘what	
  makes	
  me	
   that	
  

special,	
  that	
  he	
  would	
  pursue	
  me	
  so	
  strongly.	
  Is	
  he	
  like	
  this	
  with	
  everybody?	
  

And	
  if	
  so,	
  what	
  are	
  the	
  chances	
  that	
  he	
  wouldn’t	
  have	
  something.’”	
  

Some	
  participants	
  conveyed	
  that	
  visual	
  cues	
  sometimes	
  led	
  them	
  to	
  be	
  suspicious	
  of	
  

their	
  partner’s	
  sexual	
  history.	
  Participants	
  commented	
  that	
  if	
  their	
  partners	
  started	
  

behaving	
  differently,	
  or	
  as	
  one	
  participant	
  phrased	
  it	
  “not	
  acting	
  right,”	
  they	
  would	
  

usually	
  insist	
  on	
  using	
  condoms.	
  This	
  demonstrates	
  that	
  visual	
  cues	
  were	
  employed	
  

not	
   just	
   to	
   determine	
  whether	
   to	
   engage	
   in	
   sexual	
   intercourse	
  with	
   someone,	
   but	
  

also	
  whether	
  to	
  use	
  a	
  condom	
  with	
  that	
  person.	
  	
  

Similarly,	
   participants	
   also	
   used	
   behavioral	
   cues	
   as	
   an	
   indication	
   of	
   a	
   partner’s	
  

sexual	
   history	
   (i.e.	
   is	
   this	
   person	
   promiscuous?)	
   and	
   acceptability	
   of	
   unprotected	
  

sexual	
  relations	
  with	
  that	
  partner	
  (i.e.	
   is	
  this	
  person	
   ‘safe’	
   to	
  sleep	
  with?).	
   	
  Several	
  

participants	
   described	
   Providence’s	
   gay	
   social	
   scene	
   as	
   relatively	
   small,	
   and	
   that	
  

consequently,	
   it	
   was	
   not	
   unusual	
   to	
   observe	
   the	
   same	
   individuals	
   or	
   group	
   of	
  

individuals	
   patronizing	
   Providence’s	
   relatively	
   few	
   gay	
   or	
   gay-­‐friendly	
  

bars/nightclubs.	
  One	
  participant,	
  Marcus,	
  shared:	
  

“(Rhode	
  Island)	
  being	
  such	
  a	
  small	
  state	
  with	
  such	
  a	
  small	
  city,	
  of	
  the	
  fact	
  that	
  

even	
  though	
  we	
  don’t	
   talk	
  about,	
   like	
  we	
  don’t	
  discuss,	
  have	
   like	
   full-­‐blown	
  

discussions	
  of	
  who	
  they	
  may	
  or	
  may	
  not	
  have	
  had	
  sex	
  with,	
  or	
  whom	
  I	
  have	
  

or	
  whoever,	
  it’s	
  not	
  like	
  we	
  don’t	
  know,	
  so	
  yes.	
  Considering	
  that,	
  for	
  the	
  most	
  

part,	
  the	
  same	
  single	
  circle,	
  or	
  the	
  same	
  single	
  circle	
  of	
  gay	
  men	
  that	
  I	
  know	
  

of,	
  tend	
  to	
  have	
  sex	
  with	
  the	
  same	
  people,	
  from	
  that	
  same	
  circle.”	
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As	
   a	
   result,	
   if	
   prospective	
   partners	
   appeared	
   to	
   socialize	
   at	
   social	
   venues	
   too	
  

frequently,	
   respondents	
  deduced	
   that	
   they	
  were	
  promiscuous,	
  and	
   therefore	
  not	
  a	
  

‘safe’	
  sexual	
  partner.	
  For	
  example,	
  one	
  participant,	
  Lawrence,	
  discussed	
  how	
  using	
  

social	
  and	
  situational	
  cues	
  allowed	
  him	
  to	
  determine	
  that	
  it	
  was	
  safe	
  to	
  sleep	
  with	
  an	
  

ongoing	
  partner	
  for	
  the	
  first	
  time:	
  	
  	
  	
  	
  

“When	
   I	
   realized	
   that	
  he	
  wasn’t	
  at	
   the	
  bar…you	
  know	
  sometimes	
  you	
  go	
   to	
  

the	
  bar	
  and	
  see	
  someone	
  every	
  week,	
  they	
  party,	
  they	
  drink…	
  he	
  wasn’t	
  like	
  

that…not	
  a	
  ho,	
  so	
  the	
  risk	
  factor	
  went	
  down.”	
  	
  

Lawrence	
  recounted	
  that	
  the	
  first	
  several	
  weeks	
  of	
  this	
  ongoing	
  sexual	
  relationship	
  

was	
   characterized	
   by	
   protected	
   sexual	
   behaviors,	
   but	
   eventually	
   graduated	
   to	
  

unprotected	
  anal	
  intercourse.	
  When	
  asked	
  if	
  he	
  or	
  his	
  partner	
  had	
  been	
  HIV	
  tested	
  

prior	
  to	
  this	
  change,	
  the	
  participant	
  again	
  relied	
  on	
  behavioral	
  cues:	
  	
  

“I	
  didn’t	
   take	
  his	
  word	
  (on	
  his	
  HIV	
  status),	
   I	
  watched	
  how	
  he	
  was,	
  what	
  he	
  

did…	
   I	
   know	
   how	
   he	
   is.	
   I	
   knew	
   [a	
   former	
   partner	
   who	
   was	
   HIV+]	
   med	
  

routine,	
   so	
   I	
   would	
   see	
   if	
   (this	
   partner)	
   was	
   trying	
   to	
   sneak	
   something.	
   I	
  

wasn’t	
  there	
  all	
  the	
  time,	
  but	
  I	
  would	
  spend	
  a	
  weekend….”	
  

Thus,	
  participants’	
  judgments	
  of	
  partner’s	
  behavioral	
  cues	
  led	
  men	
  in	
  this	
  sample	
  to	
  

make	
  determinations	
  of	
  how	
  ‘safe’	
  a	
  partner	
  was	
  to	
  sleep	
  with.	
  	
  Interestingly,	
  when	
  

verbalizing	
  these	
  patterns	
  of	
  assessing	
  HIV	
  risk,	
  many	
  participants	
  made	
  statements	
  

along	
  the	
  lines	
  of	
  “I	
  mean,	
  obviously	
  it	
  sounds	
  stupid	
  when	
  you	
  say	
  it	
  and	
  when	
  you	
  

think	
  about	
  it,	
  but…,”	
  thus	
  acknowledging	
  that	
  their	
  means	
  of	
  sexual	
  risk	
  assessment	
  

was	
   flawed.	
   However,	
   while	
   participants	
   demonstrated	
   adequate	
   basic	
   HIV-­‐

prevention	
  knowledge,	
  many	
  demonstrated	
  limited	
  general	
  HIV-­‐related	
  knowledge.	
  

When	
   informed	
   by	
   the	
   interviewer	
   that	
   HIV+	
   men	
   may	
   not	
   necessarily	
   need	
  

medication	
  or	
  that	
  many	
  men	
  were	
  unaware	
  of	
  their	
  status,	
  participants	
  expressed	
  

surprise	
  and	
  became	
  anxious	
  and	
  worried	
  over	
  their	
  past	
  actions.	
  	
  

Interviewer:	
   Okay.	
   So	
   there	
   are	
   some	
   people	
   that	
   have	
  HIV	
   but	
   you	
  would	
  

never	
   know	
   and	
   they	
   don’t	
   have	
   to	
   take	
  medication.	
  What	
   do	
   you	
   think	
   of	
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that?	
  

Wilson:	
  Something	
  to	
  think	
  about.	
  I	
  didn’t	
  even	
  think…	
  

Adrian,	
   a	
   participant	
   who	
   expressed	
   strong	
   general	
   opinions	
   about	
   questioning	
  

prospective	
   partners’	
   sexual	
   history	
   throughout	
   the	
   course	
   of	
   the	
   interview	
  

ultimately	
  relied	
  on	
  visual	
  and	
  behavioral	
  cues	
  to	
  decide	
  whether	
  to	
  sleep	
  with	
  the	
  

participant	
  with	
  or	
  without	
  a	
  condom	
  in	
  the	
  case	
  of	
  the	
  sexual	
  episode	
  described	
  for	
  

this	
  study.	
  	
  

“Oh,	
  no,	
  I	
  was,	
  I	
  was	
  definitely	
  grilling,	
  I’ve	
  challenged	
  their	
  responses	
  and	
  I	
  

ask	
  questions…	
   they	
   looked	
  clean,	
   they	
  seemed	
   like	
   the	
   type	
  of	
  people	
   that	
  

would	
  look	
  after	
  themselves….”	
  

Similar	
   contradictions	
   between	
   beliefs	
   and	
   actions	
   were	
   observed	
   in	
   many	
  

respondents’	
   narratives.	
   Moreover,	
   several	
   men	
   expressed	
   similar	
   experiences	
   of	
  

determining	
  a	
  partner’s	
  sexual	
  safety	
  based	
  on	
  a	
  partner’s	
  apparent	
  lack	
  of	
  being	
  on	
  

an	
   antiretroviral	
   drug	
   regimen,	
   as	
   described	
   above.	
   Thus,	
   several	
   cues	
   acting	
   in	
  

concert	
  (e.g.	
  behavioral	
  cues	
  of	
  not	
  frequenting	
  bars	
  too	
  often	
  and	
  not	
  appearing	
  to	
  

be	
  on	
  medication	
  regimen)	
  may	
  turn	
  an	
  otherwise	
  innocuous	
  observation	
  into	
  one	
  

in	
   which	
   participants	
   feel	
   comfortable	
   making	
   decisions	
   regarding	
   a	
   prospective	
  

partner’s	
   sexual	
   status	
   and	
   may	
   consequently	
   dictate	
   their	
   actions	
   regarding	
  

condom	
  use.	
  In	
  general,	
  narratives	
  revealed	
  that	
  visual	
  and	
  behavioral	
  cues	
  guided	
  

prospective	
   partner	
   risk	
   assessment.	
   Moreover,	
   discrepancies	
   existed	
   between	
  

participants’	
  personal	
  approaches	
  to	
  sexual	
  safety/HIV-­‐related	
  knowledge	
  and	
  their	
  

risk	
  assessment	
  processes	
  and	
  sexual	
  behaviors.	
  	
  

	
  

5.5f	
  History	
  of	
  unprotected	
  sex	
  
	
  

Studies	
   have	
   shown	
   that	
   MSM	
   are	
   more	
   likely	
   to	
   use	
   condoms	
   with	
   casual	
   or	
  

anonymous	
  partners	
  than	
  with	
  their	
  main	
  partners	
  or	
  those	
  with	
  whom	
  they	
  are	
  in	
  

committed	
  relationships	
  (Dawson	
  et	
  al.	
  1994,	
  Doll	
  et	
  al.	
  1991,	
  Fitzpatrick	
  et	
  al.	
  1990,	
  



	
   171	
  

McKusick	
  et	
  al.	
  1985,	
  Myers	
  et	
  al.	
  1992,	
  Valdisseri	
  et	
  al.	
  1988).	
  However,	
  our	
  study	
  

results	
   suggest	
   that	
   participants	
   not	
   only	
   did	
   not	
   use	
   condoms	
   with	
   their	
   main	
  

sexual	
   partner,	
  many	
   also	
   did	
   not	
   use	
   condoms	
  with	
   their	
   casual	
   partners.	
   Many	
  

described	
   sexual	
   episodes	
   with	
   ongoing	
   partners,	
   with	
   whom	
   a	
   history	
   of	
  

unprotected	
  sex	
  had	
  already	
  developed.	
  These	
  ongoing	
  partners	
  fell	
  into	
  one	
  of	
  two	
  

groups,	
   1)	
   primary	
   partners	
   with	
   whom	
  monogamy	
   was	
   expected,	
   and	
   2)	
   casual	
  

sexual	
  partners	
  with	
  whom	
  no	
  expectations	
  of	
  monogamy	
  existed.	
  	
  

5.5f.1	
  Ostensibly	
  monogamous	
  relationships	
  
	
  

Participants	
  who	
  reported	
  being	
  in	
  ostensibly	
  monogamous	
  relationships	
  reported	
  

that	
   condoms	
  were	
  not	
  used	
  because	
  of	
   trust	
  within	
   the	
   relationship,	
  however,	
   in	
  

reality,	
  many	
  study	
  participants	
  admitted	
  to	
  sleeping	
  with	
  someone	
  other	
  than	
  their	
  

primary	
   partner,	
   and	
   some	
   of	
   these	
   times	
   without	
   condoms.	
   Participants	
  

acknowledged	
   that	
   they	
   could	
   “be	
   bringing	
   something	
   back”	
   (i.e.	
   an	
   STD)	
   to	
   their	
  

partners,	
  but	
  found	
  it	
  difficult	
  to	
  explain	
  their	
  lack	
  of	
  condom	
  use,	
  demonstrating	
  a	
  

disconnect	
   between	
   knowledge	
   and	
   behavior.	
   	
   Perhaps	
   as	
   a	
   result	
   of	
   their	
   own	
  

infidelity	
   or	
   that	
   of	
   their	
   peers’,	
   many	
   participants	
   in	
   monogamous	
   relationships	
  

expressed	
  doubts	
  of	
  their	
  partner’s	
  faithfulness:	
  “you	
  never	
  know	
  what	
  he	
  is	
  doing	
  

when	
   you	
   not	
   around.”	
   An	
   underlying	
   suspicion	
   of	
   infidelity	
   appeared	
   to	
   be	
   a	
  

general	
   theme	
   among	
   respondents	
   in	
   monogamous	
   relationships,	
   but	
   many	
  

reflected	
   that	
   broaching	
   the	
   subject	
   of	
   condom	
   use	
   with	
   their	
   primary	
   partner	
  

would	
   likely	
   raise	
   suspicions	
   of	
   their	
   own	
   faithfulness.	
   	
   As	
   a	
   result,	
   it	
   became	
  

important	
   for	
   some	
   participants	
   to	
   demonstrate	
   a	
   trust	
   in	
   their	
   partners,	
   often	
  

through	
  unprotected	
  sex,	
  as	
  shared	
  in	
  the	
  following	
  quote	
  by	
  Matthew,	
  a	
  participant	
  

who	
  described	
  otherwise	
  strict	
  sexual	
  safety	
  rules:	
  

“I	
  just	
  didn’t	
  use	
  it.	
  I	
  thought	
  about	
  it	
  and	
  I	
  wanted	
  to	
  show	
  him	
  that	
  I	
  trust	
  

him,	
  and	
  that	
  was	
  the	
  way	
  for	
  me	
  to	
  show	
  him	
  that	
  I	
  trust	
  him	
  and	
  taking	
  his	
  

word	
   for	
   stuff.	
   He	
   tells	
  me	
   all	
   the	
   time	
   that	
   he	
   doesn’t	
   really	
   trust	
   a	
   lot	
   of	
  

people,	
  and	
  I’m	
  one	
  of	
  the	
  ones	
  he	
  trusts	
  with	
  everything.	
  So	
  I	
  just	
  wanted	
  to,	
  

I	
  don’t	
  know,	
  let	
  him	
  know	
  that	
  I	
  do	
  trust	
  him.”	
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In	
   this	
   study,	
   the	
  majority	
   of	
   participants	
   in	
   committed	
   relationships	
   did	
   not	
   use	
  

condoms	
  with	
  their	
  primary	
  partners.	
  Thus	
  when	
  condom	
  use	
  was	
  practiced	
  within	
  

these	
  relationships,	
  it	
  was	
  usually	
  the	
  result	
  of	
  infidelity	
  or	
  suspicion	
  of	
  infidelity	
  on	
  

the	
   participant’s	
   or	
   partner’s	
   part.	
   For	
   example,	
   Richard,	
   a	
   participant	
   who	
   had	
  

previously	
   engaged	
   in	
   ongoing	
   unprotected	
   sex	
   within	
   his	
   monogamous	
  

relationship	
   described	
   how	
   his	
   partner’s	
   unfaithfulness	
   led	
   him	
   to	
   become	
  

distrustful	
  of	
  his	
  partner,	
  and	
  insist	
  on	
  condom	
  use.	
  	
  

“I	
  told	
  him,	
  I	
  was	
  like,	
  it’s	
  going	
  to	
  take	
  me	
  a	
  long	
  time	
  (before	
  we	
  stop	
  using	
  

condoms	
  again).	
  Once	
   I	
  get	
   that	
   trust	
  back	
   then	
   I	
  can	
  say	
   that	
   I’m	
  with	
  you	
  

100%,	
  because	
  until	
  then	
  it’s	
  not	
  going	
  to	
  be	
  the	
  same.”	
  	
  

It	
   is	
   important	
   to	
   note	
   that	
   most	
   participants	
   who	
   suspected	
   their	
   partners	
   of	
  

infidelity	
  did	
  not	
  ask	
  their	
  partner	
  to	
  be	
  HIV	
  tested,	
  but	
  instead	
  focused	
  on	
  assessing	
  

and	
   reestablishing	
   emotional	
   trust	
   through	
   their	
   partners’	
   words	
   and	
   actions.	
  

Another	
  participant,	
  Anthony,	
  who	
  had	
  caught	
  his	
  partner	
   in	
  a	
   sexual	
   indiscretion	
  

began	
  insisting	
  on	
  condoms	
  as	
  a	
  way	
  to	
  protect	
  himself:	
  

“Well,	
  I’ll	
  put	
  it	
  like	
  this:	
  when	
  he’s	
  ended	
  up	
  being	
  with	
  somebody	
  else,	
  and	
  I	
  

heard	
  about	
  it,	
  that’s	
  when	
  I’m	
  using	
  condoms…Right,	
  to	
  save	
  myself.”	
  

Some	
   participants	
   commented	
   that	
   it	
   was	
   their	
   partners	
   that	
   began	
   insisting	
   on	
  

condom	
  use,	
  mostly	
  due	
  to	
  their	
  partner’s	
  suspicion	
  of	
  their	
  own	
  faithfulness.	
  	
  

Interviewer:	
  So	
  was	
  there	
  a	
  reason	
  that	
  you	
  used	
  a	
  condom	
  one	
  time	
  but	
  not	
  

the	
  other?	
  

Jamar:	
  Well	
   that’s	
  because	
  he	
  kinda	
  has….he’s	
  a	
  big	
  health	
  freak,	
  he	
   likes	
  to	
  

make	
  sure	
  that	
  everything	
  in	
  order	
  and	
  good	
  and	
  the	
  way	
  it’s	
  supposed	
  to	
  be.	
  

We	
  ended	
  up	
  using	
   a	
   condom	
   that	
  day	
  because	
  one	
  of	
  his	
   friends	
   told	
  him	
  

that	
   I	
  was	
  sleeping	
  around	
  on	
  him…One	
  of	
  my	
  so	
  called	
   friends,	
   ran	
   to	
  him	
  

and	
   told	
  him	
   that	
   I	
  was	
  cheating…so	
  we	
  ended	
  up	
   (using	
  a	
   condom),	
   I	
   told	
  

him	
  that	
   ‘it	
  really	
  doesn’t	
  matter,	
  but	
   if	
  you	
  want	
  to	
  have	
  use	
  a	
  condom,	
  I’ll	
  

use	
   a	
   condom.	
   but	
   I’m	
   giving	
   you	
  my	
  word	
   that	
   I	
   didn’t	
   cheat	
   on	
   you’.	
   He	
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ended	
  up	
  realizing	
  that	
  it	
  was	
  a	
  lie	
  and	
  so	
  my	
  boyfriend	
  said	
   ‘sorry,	
  I	
  didn’t	
  

know	
  what	
  to	
  believe’.	
  

This	
  participant’s	
  comment	
  about	
  his	
  partner	
  being	
  a	
  ‘health	
  freak’	
  was	
  echoed	
  by	
  a	
  

small	
   number	
   of	
   participants.	
   Narratives	
   of	
   respondents	
  with	
   partners	
   concerned	
  

about	
   their	
   sexual	
   safety	
  and	
  general	
  wellbeing	
   suggested	
   they	
  were	
   less	
   likely	
   to	
  

engage	
   in	
   unprotected	
   sex	
   with	
   anonymous	
   partners,	
   indicating	
   the	
   important	
  

influence	
  that	
  a	
  partner’s	
  sexually-­‐protective	
  approaches	
  can	
  have	
  on	
  participants’	
  

own	
   sexual	
   behaviors.	
   This	
   is	
   particularly	
   important	
   since	
   studies	
  have	
   suggested	
  

that	
   most	
   HIV	
   transmission	
   among	
   MSM	
   occurs	
   through	
   individuals’	
   main	
   sex	
  

partners	
  (Sullivan	
  et	
  al.	
  2009).	
  	
  

	
  

5.5f.2	
  Casual	
  sexual	
  relationships	
  
	
  

In	
   contrast	
   to	
   the	
   literature,	
   narratives	
   suggested	
   that	
   slightly	
   more	
   participants	
  

engaged	
   in	
  unprotected	
  sex	
  (n=11)	
  than	
  protected	
  sex	
  (n=9)	
  with	
  casual	
  partners.	
  

Many	
   participants	
   were	
   involved	
   in	
   one	
   or	
   more	
   ongoing	
   casual	
   sexual	
  

relationships,	
   with	
   some	
   of	
   these	
   participants	
   also	
   involved	
   in	
   committed	
  

relationships.	
  These	
  casual	
  relationships	
  ranged	
  from	
  a	
  few	
  months	
  to	
  up	
  to	
  6	
  years.	
  

Among	
   participants	
   who	
   engaged	
   in	
   unprotected	
   sex	
   with	
   casual	
   partners,	
  

narratives	
  suggested	
  two	
  main	
  factors	
  as	
  driving	
  these	
  behaviors.	
  First,	
  as	
  patterns	
  

of	
   continued	
   sexual	
   relations	
   within	
   casual	
   partnerships	
   were	
   established,	
  

participants	
  became	
  relaxed	
  about	
  their	
  condom	
  use	
  practices.	
  That	
  is,	
  participants	
  

would	
   use	
   condoms	
   regularly	
   when	
   in	
   early	
   sexual	
   encounters	
   with	
   the	
   casual	
  

partner,	
   but	
   as	
   time	
  went	
   on,	
   they	
   reported	
   using	
   condoms	
   less	
   often,	
   eventually	
  

reaching	
   a	
   point	
  where	
   condoms	
  were	
   not	
   used	
   at	
   all.	
   Participants	
   acknowledged	
  

that	
  their	
  casual	
  partners	
  were	
   likely	
  sleeping	
  with	
  other	
  men,	
  but	
  were	
  unable	
  to	
  

reconcile	
   this	
   knowledge	
  with	
   their	
   continued	
   unprotected	
   sexual	
   behaviors	
  with	
  

these	
   partners.	
   Thus,	
   these	
   changes	
   in	
   sexual	
   safety	
   practices	
   did	
   not	
   necessarily	
  

reflect	
  increased	
  trust	
  in	
  the	
  partner,	
  but	
  instead	
  was	
  more	
  related	
  to	
  comfort,	
  and	
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“laziness,”	
   and	
   was	
   often	
   time-­‐dependent	
   (see	
   Section	
   5.5f.2	
   in	
   Table	
   5.3).	
   We	
  

observed	
   that	
   the	
   longer	
   participants	
   had	
   been	
   carrying	
   on	
   sexual	
   relationships	
  

with	
   casual	
  partners,	
   the	
   less	
  often	
   they	
  described	
   condom	
  use	
  with	
   that	
  partner.	
  	
  

When	
  asked	
  if	
  he	
  would	
  consider	
  starting	
  to	
  use	
  condoms,	
  one	
  participant	
  who	
  had	
  

already	
  stopped	
  using	
  condoms	
  within	
  his	
  casual	
  sexual	
  relationships	
  commented,	
  

“Umm,	
  I	
  guess…(but)	
  why	
  start	
  now?”	
  

Participants’	
   narratives	
   tended	
   to	
   be	
   reflective	
   of	
   past	
   behaviors	
   and	
   the	
  

consequences	
   of	
   those	
   behaviors.	
   However,	
   participants	
   had	
   difficulty	
   negotiating	
  

their	
  future	
  sexual	
  health,	
  in	
  other	
  words,	
  participants	
  believed	
  that	
  since	
  they	
  had	
  

already	
  stopped	
  using	
  condoms,	
  there	
  was	
  no	
  point	
  in	
  restarting	
  condom	
  use.	
  	
  They	
  

tended	
   not	
   to	
   consider	
   condom	
   use	
   within	
   the	
   context	
   of	
   protecting	
   themselves	
  

from	
   future	
   STDs.	
   This	
   alludes	
   to	
   the	
   second	
   factor	
   driving	
   unprotected	
   sexual	
  

behaviors,	
  a	
  feeling	
  of	
  immunity	
  against	
  STDs.	
  As	
  a	
  result	
  of	
  having	
  remained	
  “safe”	
  

and	
   “clean”	
   (i.e.	
   HIV	
   negative)	
   while	
   not	
   using	
   condoms,	
   participants	
   conveyed	
   a	
  

sense	
  of	
  invincibility	
  (i.e.	
  they	
  believed	
  they	
  were	
  unlikely	
  to	
  ever	
  contract	
  an	
  STD).	
  

As	
   one	
   participant,	
   Nathan,	
   who	
   was	
   involved	
   in	
   multiple	
   casual	
   ongoing	
   sexual	
  

relationships	
  phrased	
  it:	
  

	
  “I’ve	
  been	
  lucky	
  so	
  far…don’t	
  see	
  that	
  changing.”	
  	
  	
  	
  

Researchers	
   have	
   suggested	
   cognitive-­‐behavioral	
   approaches,	
   such	
   as	
   the	
  

Information-­‐Motivation-­‐Behavioral	
   Skills	
   Model,	
   as	
   a	
   way	
   to	
   understand	
   why	
  

individuals	
  engage	
   in	
  unprotected	
  sex	
  with	
  casual	
  partners	
   in	
  order	
   to	
  change	
   the	
  

behavior.	
  However,	
  these	
  models	
  often	
  do	
  not	
  take	
  to	
  into	
  account	
  the	
  wider	
  social	
  

context	
  informing	
  these	
  behaviors.	
  For	
  Black	
  MSM,	
  casual	
  partnerships	
  may	
  satisfy	
  

sexual	
   needs	
   within	
   an	
   uncommitted	
   context,	
   and	
   provide	
   participants	
   with	
   a	
  

temporary	
   escape	
   from	
   their	
   lives.	
   As	
   reported	
   throughout	
   this	
   chapter,	
   many	
  

participants	
   described	
   difficult	
   social	
   realities,	
   and	
   casual	
   partnerships	
  

characterized	
   by	
   emotionally-­‐detached	
   sexual	
   encounters	
   may	
   have	
   provided	
  

fleeting	
  moments	
  of	
  escape	
  and	
  enjoyment	
   (Operario	
  et	
  al.	
  2008).	
  For	
  men	
   in	
   this	
  

study,	
   early	
   interactions	
   with	
   casual	
   partners	
   were	
   marked	
   by	
   caution	
   and	
  



	
   175	
  

protected	
  sexual	
  behaviors,	
  but	
  over	
  time	
  gave	
  way	
  to	
  unprotected	
  sexual	
  behaviors	
  

for	
  many	
  participants.	
  



	
  

	
  

	
  

Table	
  5.3	
  Representative	
  participant	
  quotes	
  demonstrating	
  perceived	
  situational	
  and	
  partner	
  factors	
  implicated	
  in	
  sexual	
  risk	
  behaviors	
  

Relevant	
  
Section	
  

Theme	
   Quote	
  

“My	
  dad	
  was	
  locked	
  up	
  for	
  most	
  of	
  the	
  time	
  that	
  I	
  was	
  a	
  kid.	
  He	
  was	
  a	
  crackhead.	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
My	
  mom	
  also	
  did	
  crack,	
  but	
  wasn’t	
  as	
  bad	
  as	
  him.”	
  

5.5a	
   Life	
  experiences	
  of	
  participants	
  
who	
  engaged	
  in	
  transactional	
  sex	
  

“I	
  can’t	
  find	
  any	
  good	
  jobs.	
  I	
  go	
  from	
  place	
  to	
  place.	
  At	
  my	
  last	
  job,	
  I	
  quit	
  because	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
my	
  manager	
  was	
  an	
  asshole	
  and	
  wasn’t	
  fair.”	
  

5.5b.3	
  	
   Power	
  imbalances	
  and	
  sexual	
  risk	
  
behaviors	
  

	
  

“I	
  had	
  gotten	
  into	
  a	
  fight	
  with	
  my	
  girlfriend.	
  So	
  she	
  went	
  home	
  and	
  I	
  was	
  by	
  the	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
bus	
  stop	
  cooling	
  off.	
  And	
  the	
  guy	
  who	
  lived	
  in	
  the	
  house	
  right	
  by	
  the	
  bus	
  stop	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
invited	
  me	
  in…we	
  had	
  drinks…[I	
  didn’t	
  want	
  to	
  go	
  home,	
  so]	
  he	
  was	
  going	
  to	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
let	
  me	
  stay	
  the	
  night.	
  After	
  watching	
  tv,	
  he	
  kinda	
  started	
  unzipping	
  his	
  pants…I	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
gave	
  him	
  a	
  blow-­‐job.	
  We	
  had	
  sex.	
  He	
  didn’t	
  have	
  condoms	
  so…”	
  

“I’m	
  thinking	
  about	
  today.	
  Right	
  now.”	
  5.5b.3	
  	
   Priorities	
  focused	
  on	
  the	
  
immediate	
  or	
  near	
  future	
  

“I	
  ain’t	
  worried	
  about	
  tomorrow.	
  It	
  ain’t	
  guaranteed,	
  you	
  feel	
  me?”	
  

“I	
  couldn’t	
  believe	
  that	
  I	
  did	
  that.	
  I	
  mean,	
  I	
  knew	
  him	
  so	
  he	
  wasn’t	
  a	
  stranger	
  or	
  	
  	
  	
  
anything,	
  but	
  still!”	
  

5.5c	
   Unprotected	
  sexual	
  behaviors	
  
attributed	
  to	
  the	
  “heat	
  of	
  the	
  
moment”	
  among	
  lower	
  risk	
  
participants:	
  

	
  

“I	
  had	
  been	
  drinking.	
  It	
  was	
  a	
  [college	
  African	
  American	
  club]	
  party.	
  That’s	
  no	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
excuse.	
  I	
  still	
  know	
  what’s	
  right	
  and	
  wrong.	
  It	
  hasn’t	
  happened	
  again.”	
  

“That	
  was	
  a	
  hard	
  time.	
  I	
  just	
  didn’t	
  care	
  about	
  much.	
  When	
  I	
  got	
  out	
  of	
  the	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
hospital	
  [following	
  a	
  suicide	
  attempt],	
  things	
  were	
  just	
  ugh,	
  you	
  know?...if	
  he	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
wanted	
  to	
  use	
  a	
  condom	
  okay,	
  otherwise,	
  it	
  was	
  whatever.”	
  

5.5d.1	
  	
   Poor	
  emotional	
  health	
  leading	
  to	
  
apathy	
  toward	
  sexual	
  safety	
  

“I	
  was	
  feeling	
  alone,	
  like	
  no	
  one	
  cared	
  about	
  me…just	
  really	
  alone.	
  I	
  wasn’t	
  that	
  
interested	
  in	
  sex…[condoms]	
  wasn’t	
  really	
  even	
  on	
  my	
  radar.	
  Didn’t	
  think	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
about	
  them.”	
  

“When	
  we	
  first	
  met,	
  we	
  used	
  condoms	
  most	
  of	
  the	
  time,	
  we	
  might	
  have	
  slipped	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
once	
  or	
  twice	
  but	
  you	
  know,	
  we	
  used	
  condoms.	
  And	
  then	
  I	
  don’t	
  know	
  how	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
it	
  happened,	
  but	
  then	
  eventually	
  we	
  just	
  stopped.”	
  

5.5f.2	
  	
   Casual	
  sexual	
  relationships	
  and	
  
sexual	
  risk	
  behaviors	
  

	
  	
  

	
  
“I	
  mean,	
  I	
  don’t	
  know	
  what	
  he’s	
  doing	
  when	
  he’s	
  not	
  with	
  me.	
  I’m	
  not	
  with…We	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
just	
  messing	
  around…so	
  yeah,	
  he	
  probably	
  is	
  fucking	
  other	
  [men].”	
  	
  



	
  

5.6	
  Discussion	
  
	
  

This	
   chapter	
   explored	
   the	
   situational	
   and	
   self/partner-­‐related	
   factors	
   that	
   study	
  

participants	
  described	
  as	
  driving	
  their	
  HIV	
  risk	
  behaviors.	
   	
  Participants’	
  narratives	
  

suggested	
  several	
  important	
  factors	
  driving	
  HIV	
  risk	
  behaviors.	
  In	
  summary:	
  	
  

	
  

• Imbalanced	
   power	
   dynamics:	
   Participants	
   who	
   participated	
   in	
   ongoing	
   sex	
  

work	
   engaged	
   in	
   unprotected	
   anal	
   intercourse	
   because	
   clients	
   resisted	
  

condom	
   use	
   or	
   offered	
   higher	
   rates	
   for	
   unprotected	
   sex,	
   while	
   those	
   who	
  

engaged	
  in	
  transactional	
  sex	
  (i.e.	
  sex	
  in	
  exchange	
  for	
  housing	
  or	
  food)	
  feared	
  

that	
   refusal	
   of	
   unprotected	
   sex	
   would	
   result	
   in	
   an	
   end	
   to	
   the	
   exchange	
  

relationship,	
  i.e.	
  partners	
  would	
  no	
  longer	
  provide	
  for	
  them.	
  

	
  

• Participants’	
  apathetic	
  or	
  passive	
  attitudes	
  toward	
  condom	
  use	
  often	
  resulted	
  

in	
   sexual	
   behavior	
   decisions	
   becoming	
   their	
   partner’s	
   responsibility.	
   If	
  

partner	
   suggested	
   condom	
   use,	
   participants	
   agreed	
   to	
   use	
   condoms,	
   but	
   if	
  

condoms	
  were	
  not	
  suggested,	
  participants	
  had	
  unprotected	
  sex.	
  	
  

	
  

• Some	
  sexual	
  episodes	
  progressed	
  so	
  quickly	
  that	
  participants	
  reported	
  being	
  

so	
  caught	
  up	
  in	
  the	
  “heat	
  of	
  the	
  moment”	
  that	
  condom	
  use	
  did	
  not	
  come	
  up	
  in	
  

conversation,	
   despite	
   condoms	
   sometimes	
   being	
   within	
   arms	
   reach.	
  

Participants	
   who	
   reported	
   very	
   limited	
   histories	
   of	
   unprotected	
   sex	
   most	
  

frequently	
   described	
   being	
   caught	
   up	
   in	
   the	
   moment	
   as	
   the	
   driver	
   of	
  

unprotected	
  sex.	
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• Poor	
   emotional	
   health	
   as	
   a	
   result	
   of	
   difficult	
   personal	
   relationships	
   or	
  

challenging	
   life	
   circumstances	
   led	
   participants	
   to	
   a)	
   become	
   apathetic	
   or	
  

passive	
  in	
  demanding	
  condoms,	
  b)	
  actively	
  seek	
  and	
  engage	
  in	
  self-­‐harming	
  

behaviors	
   such	
   as	
   unprotected	
   sex,	
   or	
   c)	
   feel	
   so	
   overwhelmed	
   by	
   these	
  

difficult	
  situations	
  that	
  sex—often	
  unprotected—functioned	
  as	
  an	
  escape.	
  

	
  

• Participants	
   used	
  visual	
   and	
   behavioral	
   cues	
   to	
  make	
  potentially	
   inaccurate	
  

assumptions	
  of	
  a	
  prospective	
  partner’s	
  sexual	
  history	
  and	
  STD	
  status.	
  These	
  

assumptions	
   guided	
   sexual	
   behavior	
   decisions,	
   specifically,	
   whether	
   they	
  

would	
  sleep	
  with	
  the	
  individual,	
  and	
  if	
  so,	
  whether	
  a	
  condom	
  would	
  be	
  used.	
  

	
  

• Participants	
  involved	
  in	
  ostensibly	
  committed	
  and	
  monogamous	
  relationships	
  

engaged	
   in	
  unprotected	
   sex	
  with	
   their	
  partners	
  because	
  of	
   trust	
  within	
   the	
  

relationship	
  or	
  a	
  fear	
  that	
  suggesting	
  condom	
  use	
  may	
  lead	
  their	
  partner	
  to	
  

be	
  suspicious	
  of	
  their	
  fidelity.	
  However,	
  a	
  considerable	
  number	
  of	
  these	
  men	
  

reported	
   unprotected	
   sex	
   outside	
   the	
   relationship.	
   Casual	
   sexual	
  

relationships	
  often	
  began	
  with	
   condom	
  use	
  but	
   in	
  many	
   cases	
   gave	
  way	
   to	
  

unprotected	
   sex;	
   this	
   progression	
   reflected	
   a	
   relaxation	
   of	
   participants’	
  

sexual	
  safety	
  strategies.	
  	
  

	
  

The	
   results	
   reported	
   in	
   the	
   previous	
   chapter	
   suggested	
   that	
   adverse	
   childhood	
  

experiences	
  have	
  an	
   important	
   influence	
  on	
  sexual	
  behavior	
  decision	
  making	
   later	
  

in	
  life.	
  This	
  chapter	
  extends	
  that	
  data	
  to	
  also	
  implicate	
  participants’	
  present	
  day	
  (i.e.	
  

adult	
   life)	
   social,	
   economic,	
   and	
   mental	
   health	
   circumstances	
   in	
   their	
   decisions	
  

regarding	
   sexual	
   safety.	
   Many	
   participants’	
   narratives	
   of	
   unprotected	
   sex	
   were	
  

heavily	
   influenced	
   by	
   life	
   circumstances	
   perceived	
   to	
   be	
   challenging,	
   such	
   as	
  

housing	
   instability,	
   unemployment,	
   and	
   problematic	
   family	
   relationships,	
   while	
  

narratives	
   of	
   protected	
   sex	
   were	
   contextualized	
   by	
   favorably	
   perceived	
   living	
  

conditions	
   and	
   healthy	
   relationships.	
   I	
   observed	
   that	
   participants	
   who	
   described	
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socioeconomic	
   disadvantage	
   in	
   childhood	
   often	
   also	
   described	
   socioeconomic	
  

disadvantage	
  (and	
  the	
  accompanying	
  poor	
  mental	
  health	
  effects)	
  in	
  adulthood.	
  This	
  

continuing	
  thread	
  of	
  disadvantage	
  from	
  childhood	
  to	
  adulthood	
  has	
  been	
  previously	
  

described	
   and	
   has	
   important	
   health	
   implications	
   (Pagani	
   2007).	
   Our	
   findings	
  

suggest	
   that	
   participants’	
   early	
   life	
   experiences—often	
   contextualized	
   by	
  

socioeconomic	
   status	
   and	
   family	
   dynamics—more	
   often	
   than	
   not	
   initiated	
   a	
   life	
  

trajectory	
  that	
  led	
  participants	
  to	
  a	
  lived	
  experience	
  of	
  similarly	
  adverse	
  or	
  positive	
  

adult	
   experiences;	
   this	
   ultimately	
   dictated	
   positive	
   or	
   negative	
   sexual	
   health	
  

approaches	
  (i.e.	
  protected	
  or	
  unprotected	
  sexual	
  behaviors,	
  respectively.)	
  	
  	
  

Basic	
   HIV	
   prevention	
   knowledge	
   was	
   widespread	
   among	
   men	
   in	
   this	
   study;	
  

participants	
  understood	
   that	
   condom	
  use	
  prevented	
   the	
   transmission	
  of	
  HIV.	
  This	
  

may	
  be	
   indicative	
  of	
   the	
   success	
  of	
  Rhode	
   Island	
  State’s	
  CDC-­‐funded	
  public	
  health	
  

initiatives,	
   all	
   of	
   which	
   are	
   based	
   within	
   agencies	
   and	
   community	
   based	
  

organizations	
  in	
  the	
  greater	
  Providence	
  area.	
  Many	
  participants	
  in	
  this	
  study	
  were	
  

recruited	
   from	
   these	
   organizations	
   and	
   accordingly	
  may	
   have	
   been	
   influenced	
   by	
  

the	
  programs.	
  For	
  example,	
  Crossroads	
  Rhode	
  Island—a	
  temporary	
  shelter	
   for	
  the	
  

homeless	
  where	
  several	
  study	
  participants	
  were	
  residing—coordinated	
  the	
  delivery	
  

of	
   HIV	
   counseling,	
   testing	
   and	
   referral	
   services	
   throughout	
   Providence,	
   and	
   the	
  

Department	
  of	
  Corrections	
  ran	
  several	
  testing,	
  education,	
  and	
  counseling	
  programs,	
  

which	
  may	
  have	
   also	
   benefited	
  participants	
  who	
  had	
   recently	
   been	
   released	
   from	
  

incarceration.	
   Participants’	
   involvement	
   with	
   local	
   HIV/AIDS	
   resources	
   was	
   a	
  

limitation	
  of	
   this	
  sample.	
  Future	
  studies	
  will	
  need	
   to	
  explore	
   the	
  risk	
  behaviors	
  of	
  

Black	
   MSM	
   who	
   have	
   had	
   no	
   contact	
   with	
   such	
   organizations.	
   While	
   the	
   vast	
  

majority	
  of	
  participants	
  acknowledged	
  that	
  condom	
  use	
  prevented	
  the	
  transmission	
  

of	
  HIV,	
  many	
  also	
  recognized	
  the	
  risk	
  associated	
  with	
  some	
  of	
  their	
  own	
  behaviors	
  

such	
  as	
  having	
  sex	
  with	
  multiple	
  partners	
  or	
  engaging	
  in	
  transactional	
  sex.	
  	
  In	
  short,	
  

participants’	
  knowledge	
  of	
  HIV	
  prevention	
  did	
  not	
  translate	
  to	
  their	
  behaviors,	
  with	
  

participants	
  engaging	
  in	
  multiple	
  sexual	
  risk	
  behaviors,	
  including	
  unprotected	
  anal	
  

intercourse.	
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The	
  risk	
  factors	
  for	
  unprotected	
  sexual	
  behaviors	
  described	
  in	
  this	
  chapter	
  are	
  best	
  

understood	
  when	
  examined	
  from	
  a	
  life	
  course	
  perspective	
  and	
  contextualized	
  by	
  the	
  

Social	
  Epidemiological	
  Model	
  of	
  HIV	
  Risk	
  and	
   the	
  Syndemic	
  Production	
  of	
  Disease	
  

described	
   in	
   Chapter	
   2.	
   Narratives	
   supported	
   the	
   Social	
   Epidemiological	
   Model,	
  

which	
   locates	
   risk	
   at	
   the	
   individual,	
   social,	
   and	
   structural	
   levels.	
   High	
   risk	
  

participants	
  described	
  problematic	
   partner	
   characteristics	
   and	
   low	
   socioeconomic	
  

position	
   (individual	
   factors),	
   low	
   social	
   capital,	
   living	
   in	
   poor	
   neighborhoods,	
  

challenging	
   family	
   dynamics,	
   and	
   homophobia	
   (social	
   factors),	
   all	
   nested	
   within	
  

structural	
   factors	
   such	
   as	
  higher	
   reported	
   rates	
   of	
   incarceration,	
   and	
  more	
   stigma	
  

and	
   discrimination.	
  Many	
   low	
   risk	
   participants	
   described	
   contrasting	
   experiences	
  

marked	
   by	
   higher	
   income	
   and	
   education	
   levels	
   (individual	
   factors),	
   as	
   well	
   as	
  

positive	
  gay-­‐related	
  support,	
  and	
  social	
  and	
  sexual	
  networks	
  sharing	
  similar	
  sexual	
  

health	
  approaches	
  (social	
  factors),	
  and	
  limited	
  experience	
  with	
  law	
  enforcement	
  and	
  

incarceration,	
  and	
  increased	
  access	
  to	
  prevention	
  messages	
  (structural	
  factors).	
  

	
  While	
   this	
   model	
   provides	
   a	
   general	
   overview	
   of	
   the	
   ways	
   in	
   which	
   HIV	
   risk	
   is	
  

created	
   in	
   a	
   society,	
   the	
   Syndemic	
   Production	
   of	
   Disease	
   allows	
   for	
   a	
   better	
  

understanding	
   of	
   how	
   patterns	
   of	
   illness	
   are	
   perpetuated	
   within	
   certain	
  

populations.	
   Among	
   the	
   most	
   important	
   risk	
   factors	
   to	
   emerge	
   from	
   the	
   data	
  

involved	
   participants’	
   mental	
   health	
   and	
   apathetic/passive	
   attitudes	
   to	
   condom	
  

use—both	
  of	
  which	
  narratives	
  suggest	
  are	
  tied	
  to	
  and	
  informed	
  by	
  participants’	
  life	
  

circumstances.	
   Syndemic	
   Theory	
   holds	
   that	
   “the	
   cluster	
   of	
   interacting	
   epidemics	
  

that	
  exist	
  among	
  gay	
  men	
  (are)	
  largely	
  socially	
  produced.”	
  (Stall	
  et	
  al.	
  2008,	
  pg.	
  254)	
  

This	
   not	
   only	
   provides	
   insight	
   on	
   the	
   social	
   conditions	
   that	
   contextualize	
   the	
  

narratives	
  of	
  HIV+	
  participants,	
  but	
  precisely	
  underscores	
  that	
  social	
  context	
  is	
  also	
  

important	
   for	
   understanding	
   decision-­‐making	
   processes	
   among	
   those	
   at	
   high	
   risk	
  

for	
   HIV.	
   High-­‐risk	
   participants	
   described	
   interacting	
   epidemics	
   of	
   poverty,	
  

unemployment,	
   and	
   poor	
   family	
   relationships	
   (family	
   relationships	
   described	
   in	
  

Chapter	
  6),	
  which	
  participants’	
  believed	
  to	
  have	
  led	
  to	
  their	
  poor	
  emotional	
  health	
  

and	
   apathetic	
   and/or	
   passive	
   attitudes	
   to	
   condom	
   use.	
   Narratives	
   suggested	
   that	
  

these	
  factors	
  ultimately	
  contributed	
  to	
  increased	
  unprotected	
  sexual	
  behaviors.	
   	
   In	
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comparison,	
   low	
   risk	
   participants	
   did	
   not	
   describe	
   similar	
   challenging	
   life	
  

circumstances,	
   instead	
   they	
   described	
   middle	
   class/upper	
   middle	
   class	
   status,	
  

strong	
  relationships,	
  and	
  post-­‐secondary	
  education,	
  which	
  narratives	
  suggested	
  led	
  

to	
   stricter	
   rules	
   guiding	
   sexual	
   safety,	
  more	
   stringent	
   risk	
   assessment,	
   and	
   fewer	
  

discrepancies	
   between	
   knowledge	
   and	
   behavior.	
   These	
   theories	
   of	
   understanding	
  

HIV	
   risk	
   confirm	
   the	
   complex,	
   interactive,	
   and	
   cumulative	
   nature	
   of	
   factors	
  

implicated	
  in	
  unprotected	
  sexual	
  behaviors	
  of	
  the	
  Black	
  MSM	
  in	
  this	
  study.	
  	
  	
  

Findings	
  reported	
  here	
  make	
  important	
  contributions	
  to	
  the	
  field	
  of	
  HIV	
  risk	
  among	
  

MSM	
  in	
  general	
  and	
  Black	
  MSM	
  in	
  particular.	
  It	
   is	
  one	
  of	
  few	
  qualitative	
  reports	
  to	
  

explore	
   how	
   participants’	
   lived	
   experiences	
   lead	
   to	
   high	
   risk	
   or	
   low	
   risk	
   sexual	
  

behaviors;	
   the	
   results	
   contribute	
   improved	
   understandings	
   of	
   Black	
   MSM’s	
   risk	
  

behaviors	
   to	
   the	
   qualitative	
   literature,	
   and	
   support	
   existing	
   quantitative	
   data	
  

demonstrating	
   linkages	
   between	
   childhood	
   and	
   adult	
   experiences	
   (Ben-­‐Shlomo	
  &	
  

Kuh	
  2002),	
  as	
  well	
  as	
  the	
  influence	
  of	
  each	
  type	
  of	
  experience	
  independently	
  as	
  well	
  

as	
  cumulatively.	
  The	
  analyses	
  also	
  suggest	
  that	
  contextualizing	
  behaviors	
  by	
  single	
  

stand-­‐alone	
  theories	
  may	
  be	
  inadequate	
  for	
  capturing	
  the	
  nuances	
  inherent	
  to	
  men’s	
  

risk	
   taking	
   behaviors;	
   instead,	
   using	
   the	
   inherently	
   complementary	
   nature	
   of	
  

multiple	
   sociostructural	
   theories	
   of	
  HIV	
   risk	
  may	
  provide	
  novel	
   insight	
   into	
  Black	
  

MSM’s	
  unprotected	
  sexual	
  behaviors,	
  and	
  better	
  reveal	
  points	
  for	
  intervention.	
  	
  	
  

In	
   addition	
   to	
   the	
   results	
   reported	
   in	
   this	
   chapter,	
   important	
   non-­‐normative	
  

patterns	
   also	
   emerged	
   from	
  participants’	
   narratives.	
  While	
   poor	
   emotional	
   health	
  

did	
  drive	
  many	
  participants	
  to	
  engage	
  in	
  unprotected	
  sexual	
  behaviors,	
  there	
  were	
  

several	
   participants	
   who	
   reported	
   low	
   risk,	
   protective	
   sexual	
   health	
   strategies	
  

despite	
   having	
   poor	
   emotional	
   health.	
   Reciprocally,	
   we	
   also	
   observed	
   a	
   few	
  

participants	
  with	
   good	
   emotional	
   health	
   engage	
   in	
   high-­‐risk	
   behaviors.	
  Moreover,	
  

while	
   many	
   participants	
   who	
   reported	
   that	
   the	
   fast	
   pace	
   of	
   a	
   sexual	
   encounter	
  

resulted	
   in	
   condom	
   use	
   not	
   being	
   raised	
   and	
   condoms	
   consequently	
   not	
   used,	
  

several	
   other	
   participants	
   who	
   also	
   got	
   caught	
   up	
   in	
   “heat	
   of	
   the	
   moment”	
   did	
  

describe	
  being	
  able	
  to	
   interrupt	
  the	
  sexual	
  encounter	
  to	
  raise	
  the	
   issue	
  of	
  condom	
  

use,	
   and	
   consequently	
   use	
   condoms.	
   Unfortunately,	
   the	
   number	
   of	
   participants	
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describing	
   these	
   patterns	
   were	
   insufficient	
   for	
   an	
   in-­‐depth	
   analysis,	
   but	
   does	
  

highlight	
   the	
   need	
   to	
   further	
   examine	
   non-­‐normative	
   pathways	
   from	
   lived	
  

experiences	
  to	
  behaviors.	
  However,	
  it	
  is	
  clear	
  that	
  in	
  the	
  face	
  of	
  challenging	
  personal	
  

circumstances—social	
   or	
   economic—these	
   participants	
   were	
   able	
   to	
   employ	
  

positive	
   coping	
   strategies	
   that	
   saw	
   them	
   avoid	
   poor	
   sexual	
   behavior	
   decision	
  

making.	
   Future	
   studies	
  will	
   need	
   to	
   examine	
  Black	
  MSM’s	
   coping	
   strategies	
   in	
   the	
  

face	
  of	
  differing	
  life	
  circumstances,	
  and	
  the	
  consequences	
  of	
  those	
  strategies	
  for	
  HIV	
  

prevention	
  activities.	
  	
  

As	
  described	
  in	
  the	
  introduction,	
  previous	
  studies	
  have	
  also	
  demonstrated	
  that	
  men	
  

use	
   condoms	
  more	
   often	
  with	
   casual	
   partners	
   than	
  with	
   their	
  main	
   partners,	
   but	
  

this	
  study	
  found	
  that	
  participants	
  reported	
  more	
  unprotected	
  sex	
  than	
  protected	
  sex	
  

with	
  casual	
  partners,	
  including	
  single	
  participants	
  and	
  those	
  who	
  reported	
  being	
  in	
  

committed	
   relationships.	
   The	
   sexual	
   health	
   consequences	
   of	
   these	
   behaviors	
   are	
  

both	
  apparent	
  and	
  significant.	
   	
   Importantly,	
  studies	
  of	
  condom	
  use	
  patterns	
  across	
  

different	
  partner	
  types	
  have	
  mostly	
  used	
  mixed-­‐race	
  samples,	
  often	
  with	
  Black	
  MSM	
  

making	
  up	
  a	
  small	
  proportion	
  of	
   the	
  sample,	
   thus	
  presenting	
  an	
   important	
  area	
  of	
  

future	
  study.	
  Examining	
  Black	
  MSM’s	
  sexual	
  relationships,	
  and	
  the	
  cultural	
  context	
  

of	
   sexual	
   behaviors	
   and	
   sexual	
   safety	
   within	
   those	
   relationships	
   may	
   provide	
  

greater	
   insight	
   on	
   Black	
   MSM’s	
   condom	
   use	
   patterns.	
   Participants	
   in	
   this	
   study	
  

almost	
  exclusively	
  described	
  sexual	
  histories	
  characterized	
  by	
  sexual	
  relations	
  with	
  

partners	
  that	
  were	
  Black—usually	
  a	
  consequence	
  of	
  their	
  social	
  environment	
  rather	
  

than	
  any	
  prioritization	
  of	
  race	
  in	
  prospective	
  partners.	
  	
  It	
  is	
  possible	
  that	
  Black	
  MSM	
  

may	
  exhibit	
  differences	
  in	
  sexual	
  risk	
  behaviors	
  and	
  attitudes	
  toward	
  sexual	
  safety	
  

when	
  partnered	
  with	
  someone	
  of	
  a	
  different	
  race.	
  This	
  warrants	
  further	
  study.	
  	
  

Future	
   research	
   will	
   benefit	
   from	
   further	
   consideration	
   of	
   Black	
   MSM’s	
   HIV	
   risk	
  

from	
  a	
  life	
  course	
  perspective.	
  Research	
  efforts	
  should	
  focus	
  on	
  ways	
  to	
  intervene	
  in	
  

the	
  socioeconomic	
  and	
  social	
  trajectories	
  of	
  risk	
  behaviors	
  that	
  begin	
  in	
  childhoods	
  

and	
  extend	
  into	
  Black	
  MSM’s	
  adult	
  lives.	
  	
  This	
  necessitates	
  greater	
  understanding	
  of	
  

pathways	
   that	
   lead	
   to	
   both	
   negative	
   and	
   positive	
   health	
   behavior	
   outcomes,	
  

particularly	
  for	
  Black	
  MSM	
  populations	
  that	
  have	
  been	
  shown	
  to	
  experience	
  greater	
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socioeconomic	
   disadvantage	
   and	
  mental	
   health	
   difficulties	
   (Mimiaga	
   et	
   al.	
   2009).	
  

Understanding	
  the	
  differences	
  in	
  health	
  behavior	
  outcomes	
  for	
  those	
  who	
  have	
  had	
  

similar	
   childhood	
   and	
   adult	
   experiences	
   is	
   critical	
   to	
   designing	
   tailored	
   HIV	
  

prevention	
   interventions	
   that	
   are	
   effective	
   in	
   reducing	
   HIV	
   incidence	
   in	
   this	
  

population.	
  This	
  includes	
  further	
  research	
  in	
  resilience	
  and	
  coping	
  strategies	
  among	
  

Black	
  MSM—a	
  population	
  that	
  has	
  been	
  understudied.	
  	
  

Finally,	
   it	
   should	
   be	
   reiterated	
   that	
   the	
   qualitative	
   nature	
   of	
   this	
   study	
   does	
   not	
  

allow	
   for	
   causal	
   links	
   to	
   be	
   drawn	
   between	
   participants’	
   experiences	
   and	
   their	
  

sexual	
   health	
   behaviors,	
   but	
   does	
   allow	
   for	
   a	
   greater	
   appreciation	
   of	
   the	
  ways	
   in	
  

which	
  quantitatively-­‐reported	
  risk	
  drivers	
  are	
  contextualized	
   in	
  participants’	
   lives.	
  

It	
   is	
  also	
  important	
  to	
  note	
  that	
  the	
  factors	
  driving	
  participants’	
  risk	
  behaviors	
  are	
  

not	
  mutually	
  exclusive.	
  The	
  categorical	
  listing	
  of	
  these	
  risk	
  factors	
  is	
  not	
  intended	
  to	
  

convey	
   the	
   belief	
   that	
   these	
   factors	
   act	
   independently;	
   indeed,	
   in	
   keeping	
   with	
  

Syndemic	
   Theory	
   of	
   Disease	
   Production,	
   the	
   Social	
   Epidemiological	
  Model	
   of	
   HIV	
  

Risk,	
   and	
   the	
   life	
   course	
   perspective,	
   it	
   suggests	
   that	
   it	
   is	
   the	
   interaction	
   and	
  

synergistic	
  effects	
  of	
  these	
  factors	
  that	
  guide	
  the	
  health	
  behavior	
  profile	
  observed	
  in	
  

Black	
  MSM.	
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CHAPTER	
  6:	
  SOCIAL	
  SUPPORT	
  AND	
  SEXUAL	
  RISK	
  
BEHAVIORS	
  
	
  

6.1	
  Overview	
  
	
  

The	
   previous	
   chapter	
   examined	
   participants’	
   perceived	
   drivers	
   of	
   unprotected	
  

and	
  protected	
  sexual	
  behaviors.	
  This	
  chapter	
  extends	
  that	
  data	
  to	
  examine	
  how	
  the	
  

presence	
   and	
   quality	
   of	
   social	
   support	
   influenced	
   sexual	
   risk	
   behaviors.	
   The	
  

overarching	
   theme	
   in	
   this	
   analysis	
  was	
   that,	
   in	
   general,	
  men	
   recollected	
   personal	
  

histories	
   characterized	
  by	
   limited	
  positive	
   encouragement	
   and	
  emotional	
   support,	
  

as	
  well	
   as	
   the	
   absence	
   of	
  meaningful	
   personal	
   relationships.	
  Narratives	
   suggested	
  

that	
   these	
   factors	
   resulted	
   in	
   some	
   participants	
   having	
   difficulty	
   trusting	
   others,	
  

which	
   often	
   led	
   them	
   to	
   avoid	
   forming	
   close	
   friendships	
   or	
   sexual	
   relationships,	
  

leaving	
  their	
  need	
  for	
  emotional	
  connections	
  with	
  others	
  unfulfilled.	
  Consequently,	
  

the	
  absence	
  of	
   fulfilling	
  social	
   relationships	
   led	
  some	
  participants	
   to	
  seek	
  physical	
  

and	
   emotional	
   intimacy	
   through	
   unprotected	
   sexual	
   encounters	
   with	
   anonymous	
  

and	
   casual	
   sex	
   partners.	
   Notably,	
   some	
   participants	
   described	
   having	
   satisfying	
  

social	
  relationships,	
  and	
  described	
  sexual	
  health	
  strategies	
  and	
  approaches	
  to	
  sexual	
  

relationships	
  that	
  were	
  conducive	
  to	
  lower	
  risk	
  sexual	
  behaviors.	
  Distinctions	
  in	
  the	
  

sexual	
   risk	
   behavior	
   between	
   participants	
   who	
   reported	
   supportive	
   relationships	
  

versus	
  those	
  who	
  do	
  not	
  might	
  indicate	
  potential	
  areas	
  for	
  intervention.	
  	
  	
  

6.2	
  Background	
  
	
  

Social	
   relationships	
   are	
   a	
   significant	
   part	
   of	
   the	
   lives	
   of	
  most	
   people,	
   and	
   inform	
  

important	
   emotional,	
   psychological	
   and	
   behavioral	
   functions	
   (Uchino	
   et	
   al.	
   1996).	
  	
  

Social	
   support	
   has	
   been	
   implicated	
   in	
  HIV	
   risk	
   behaviors,	
   though	
  not	
   consistently	
  

(Darbes	
  &	
  Lewis	
  2005).	
  Low	
  levels	
  of	
  family	
  social	
  support	
  has	
  been	
  associated	
  with	
  

increased	
   levels	
   of	
   problematic	
   behaviors	
   (e.g.	
   alcohol	
   and	
   drug	
   use)	
   known	
   to	
  

increase	
   HIV	
   risk	
   behaviors	
   (Brook	
   et	
   al.	
   1990,	
   El-­‐Bassel	
   et	
   al.	
   1997,	
   Maton	
   &	
  

Zimmerman	
  1992,	
  Wills	
  1986,	
  Windle	
  1992).	
  Low	
  overall	
   social	
  support	
   (i.e.	
   from	
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all	
  sources	
  of	
  support)	
  has	
  been	
  shown	
  to	
  be	
  associated	
  with	
  increased	
  participation	
  

in	
   risk	
  behaviors	
   such	
  as	
  unprotected	
  anal	
   intercourse	
   in	
  men	
  who	
  have	
   sex	
  with	
  

men	
  and	
  women	
  (MSMW),	
  and	
  some	
  MSM	
  populations	
  (Dilley	
  et	
  al.	
  1998,	
  Folkman	
  

et	
  al.	
  1992,	
  Peterson	
  et	
  al.	
  1992,	
  Strathdee	
  et	
  al.	
  1998),	
  but	
  not	
  others	
  (Mayne	
  et	
  al.	
  

1998).	
   Reported	
   findings	
   also	
   suggest	
   race/ethnicity-­‐specific	
   effects.	
   While	
   social	
  

support	
  is	
  associated	
  with	
  improved	
  mental	
  health	
  and	
  fewer	
  problem	
  behaviors	
  in	
  

Caucasian	
   populations	
   (Maton	
   et	
   al.	
   1996,	
   Windle	
   1992),	
   other	
   studies	
   have	
  

reported	
  that	
  Black	
  MSM	
  with	
  lower	
  levels	
  of	
  social	
  support	
  participate	
  in	
  fewer	
  HIV	
  

risk	
  behaviors	
  than	
  White	
  MSM	
  with	
  similar	
  levels	
  of	
  support	
  who	
  engaged	
  in	
  more	
  

HIV	
  risk	
  behaviors	
  (Ostrow	
  et	
  al.	
  1991).	
  These	
  results	
  suggest	
  that	
  the	
  relationship	
  

between	
  social	
  support	
  and	
  negative	
  (or	
  positive)	
  outcomes	
  may	
  depend	
  on	
  several	
  

factors,	
  such	
  as	
  the	
  type	
  of	
  support	
  (e.g.	
   family	
  vs.	
  peer),	
   individual	
  characteristics	
  

(e.g.	
  race	
  and	
  gender;	
  MSM	
  vs.	
  MSMW)	
  and	
  the	
  types	
  of	
  outcomes	
  being	
  evaluated	
  

(e.g.	
  substance	
  use	
  vs.	
  depression	
  vs.	
  UAI)	
  (Peterson	
  &	
  Jones	
  2009,	
  Zimmerman	
  et	
  

al.	
  2000).	
  Qualitative	
  research	
  has	
   the	
  potential	
   to	
   further	
  explain	
   the	
   influence	
  of	
  

these	
   potential	
   factors	
   on	
   the	
   relationships	
   between	
   social	
   support	
   and	
   HIV	
   risk	
  

behaviors.	
  	
  

	
  

More	
   broadly,	
   extensive	
   research	
   has	
   examined	
   the	
   role	
   of	
   social	
   support	
   in	
  

reducing	
  multiple	
  health	
  risks,	
  such	
  as	
  the	
  likelihood	
  of	
  becoming	
  ill,	
   the	
  course	
  of	
  

recovery	
   for	
   those	
  already	
   ill,	
   the	
  general	
   risk	
  of	
  mortality,	
   as	
  well	
   as	
  maintaining	
  

overall	
  wellbeing	
  (Broadhead	
  et	
  al.	
  1983,	
  Cohen	
  1988,	
  Cohen	
  &	
  McKay	
  1984,	
  Cohen	
  

&	
  Syme	
  1985,	
  House	
  et	
  al.	
  1988,	
  Seeman	
  1996,	
  Uchino	
  et	
  al.	
  1999,	
  Dixon	
  et	
  al.	
  1998,	
  

1999,	
  Penninx	
  et	
  al.	
  1998,	
  Repetti	
  et	
  al.	
  2002).	
  Evidence	
  shows	
  that	
  social	
  support	
  

from	
   family	
   or	
   peers	
   can	
   protect	
   against	
   adverse	
   psychological	
   and	
   health	
  

consequences	
   associated	
   with	
   stressful	
   social	
   conditions	
   (Allgower	
   et	
   al.	
   2001,	
  

Coker	
   et	
   al.	
   2002,	
   Hefner	
   &	
   Eisenberg	
   2009,	
   Moak	
   &	
   Agrawal,	
   2010),	
   with	
  

interpersonal	
   relationships	
   shown	
   to	
  play	
   an	
   integral	
   role	
   in	
   social,	
   psychological,	
  

and	
  behavioral	
   outcomes	
   across	
   one’s	
   lifetime.	
   The	
  mental	
   health	
   effects	
   of	
   social	
  

support	
  have	
  been	
  implicated	
  in	
  HIV	
  prevention	
  in	
  Black	
  men	
  (Brotman	
  et	
  al.	
  2002,	
  

Elizur	
   &	
   Mintzer	
   2001).	
   When	
   emotionally	
   substantial	
   relationships	
   are	
   lacking,	
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individuals	
   report	
   higher	
   levels	
   of	
   depression	
   and	
   low	
   self-­‐esteem,	
   which	
   can	
  

influence	
  HIV	
  risk	
  taking	
  behaviors	
  (Mays	
  et	
  al.	
  2000).	
  Moreover,	
  higher	
  perceived	
  

levels	
  of	
  support	
  are	
  associated	
  with	
  lower	
  reported	
  levels	
  of	
  depression,	
  negative	
  

mood	
   states,	
   stress,	
   anxiety,	
   and	
   higher	
   levels	
   of	
   coping	
   efficacy	
   and	
   self	
   esteem	
  

(Antoni	
  et	
  al.	
  1990,	
  Antoni	
  &	
  Schneiderman	
  1998,	
  Dixon	
  et	
  al.	
  2006,	
  Hays	
  et	
  al.	
  1990,	
  

Hays	
  et	
  al.	
  1992,	
  Kelly	
  et	
  al.	
  1993,	
  Miller	
  et	
  al.	
  1997,	
  Nott	
  et	
  al.	
  1995,	
  Penninx	
  et	
  al.	
  

1998,	
  Turner	
  et	
  al.	
  1993).	
  

	
  

In	
  the	
  United	
  States,	
  Black	
  men	
  and	
  women	
  consistently	
  experience	
  adverse	
  social	
  

and	
  economic	
  conditions	
  across	
  their	
  lifetime.	
  As	
  described	
  in	
  Chapter	
  1,	
  members	
  

of	
   the	
   Black	
   community	
   are	
  more	
   likely	
   to	
   live	
   in	
   poverty	
   and	
   experience	
   higher	
  

levels	
   of	
   morbidity	
   and	
   mortality	
   than	
   other	
   populations.	
   For	
   Black	
   MSM,	
   these	
  

socioeconomic	
  conditions	
  are	
  exacerbated	
  by	
  cultural	
  norms	
  of	
  masculinity	
   that	
   is	
  

often	
   at	
   odds	
   with	
   homosexuality	
   and	
   provides	
   limited	
   support	
   for	
   MSM.	
   	
   Social	
  

support	
  and	
  close	
  personal	
  relationships	
  may	
  allow	
  men	
  to	
  better	
  cope	
  with	
  these	
  

adverse	
   conditions	
   and	
   buffer	
   against	
   risk	
   behaviors	
   associated	
   with	
   such	
  

conditions	
   (e.g.	
   high	
   risk	
   sexual	
   behaviors,	
   poor	
   mental	
   health,	
   etc.).	
   The	
  

mechanisms	
  by	
  which	
  social	
  support	
  influences	
  coping	
  with	
  stressful	
  life	
  events	
  has	
  

been	
  described	
  by	
  two	
  main	
  theoretical	
  frameworks:	
  the	
  main-­‐effect	
  hypothesis	
  and	
  

the	
   stress-­‐buffering	
   hypothesis	
   (Cohen	
  &	
  Wills	
   1985).	
   The	
  main-­‐effect	
   hypothesis	
  

(also	
  known	
  as	
  the	
  direct-­‐effects	
  hypothesis)	
  suggests	
  that	
  social	
  support	
  is	
  able	
  to	
  

directly	
   impact	
   mental	
   health	
   because	
   social	
   networks	
   provide	
   individuals	
   with	
  

regular	
   positive	
   experiences	
   and	
   stable	
   and	
   socially	
   rewarding	
   roles	
   in	
   their	
  

community—this	
  direct	
  effect	
  occurs	
  regardless	
  of	
  the	
  amount	
  of	
  stress	
  individuals	
  

may	
  experience	
  (Cohen	
  &	
  Wills	
  1985,	
  Joseph	
  1999).	
   	
  Thus,	
   individuals	
  with	
  strong	
  

social	
   support	
   perceive	
   stronger	
   feelings	
   of	
   being	
   appreciated	
   and	
   cared	
   for,	
   and	
  

this	
  influences	
  their	
  psychological	
  health	
  (Compas	
  et	
  al.	
  1986,	
  Frey	
  &	
  Rothlisberger	
  

1996),	
   which	
   in	
   the	
   context	
   of	
   this	
   dissertation	
   can	
   contribute	
   to	
   fewer	
   HIV	
   risk	
  

behaviors.	
  The	
   stress-­‐buffering	
  hypothesis	
  maintains	
   that	
   social	
   support	
   functions	
  

as	
  a	
  coping	
  mechanism	
  in	
  which	
  perceived	
  social	
  support	
  indirectly	
  buffers	
  against	
  

the	
  negative	
  effects	
  of	
  a	
  stressful	
  event	
  (Cohen	
  &	
  Wills	
  1985,	
  Frey	
  &	
  Rothlisberger	
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1996,	
  Williams	
  &	
  House	
  1991)	
  by	
  influencing	
  individuals’	
  choice	
  of	
  coping	
  strategy	
  

when	
   faced	
   with	
   a	
   stressful	
   event	
   (Schreurs	
   &	
   de	
   Ridder	
   1997),	
   and	
   fostering	
  

adaptation	
  skills	
  (Tak	
  &	
  McCubbin	
  2002,	
  Thoits	
  1995,	
  Uchino	
  et	
  al.	
  1996),	
  thereby	
  

indirectly	
  affecting	
  health	
  outcomes	
  such	
  as	
  HIV	
  risk	
  behaviors.	
   	
   	
  Evidence	
   for	
   the	
  

buffering	
   effect	
   of	
   social	
   support	
   is	
   found	
   when	
   correlations	
   between	
   stress	
   and	
  

health	
  are	
  examined.	
  A	
  systematic	
  review	
  reported	
  a	
  stronger	
  association	
  between	
  

stressful	
  events	
  and	
  poor	
  health	
  in	
  those	
  with	
  weaker	
  social	
  support	
  systems	
  than	
  

those	
   with	
   stronger	
   social	
   support	
   systems	
   (Uchino	
   et	
   al.	
   1996).	
   The	
   buffering	
  

impact	
  of	
  social	
  support	
  has	
  been	
  supported	
  by	
  data	
  on	
  physiological	
  outcomes.	
  	
  A	
  

literature	
  and	
  meta-­‐analytic	
  review	
  found	
  strong	
  evidence	
  linking	
  social	
  support	
  to	
  

cardiovascular,	
  endocrine,	
  and	
  immune	
  system	
  functioning	
  (Uchino	
  et	
  al.	
  1996).	
  	
  	
  

	
  

The	
   literature	
   on	
   the	
   relationship	
   between	
   social	
   support,	
   health,	
   and	
   HIV	
   risk	
  

should	
   be	
   contextualized	
   by	
   evidence	
   that	
   suggests	
   that	
   sexual	
   minorities	
  

experience	
   social	
   support	
   differently	
   than	
   their	
   heterosexual	
   counterparts	
  

(Kimberly	
   &	
   Serovich	
   1999),	
   with	
  many	
   relying	
   on	
   nontraditional	
   family	
   support	
  

systems	
   (Pequegnat	
   &	
   Bray	
   1997).	
   Due	
   to	
   cultural	
   ideologies	
   that	
   promote	
  

masculinity	
   norms	
   and	
   discourage	
   homosexuality	
   in	
   the	
   Black	
   	
   community	
   the	
  

availability	
  of	
   support	
  networks	
   for	
  Black	
  MSM	
  might	
  be	
   limited.	
  Family	
  and	
  peer	
  

networks	
   might	
   serve	
   as	
   contexts	
   of	
   stress	
   for	
   Black	
   MSM	
   who	
   might	
   have	
   to	
  

conceal	
  their	
  sexual	
  identity	
  or	
  sexual	
  behaviors	
  to	
  avoid	
  stigma	
  (Mays	
  et	
  al.	
  2000).	
  

A	
   qualitative	
   examination	
   of	
   non-­‐gay-­‐identified	
   Black	
   MSM	
   reported	
   that	
   African	
  

American	
   cultural	
   norms	
   reinforced	
   traditional	
   gender	
   roles	
   and	
   secrecy	
  

surrounding	
   same-­‐sex	
   behaviors	
   thereby	
   hindering	
   solicitation	
   of	
   support	
   from	
  

family	
  or	
  friends	
  (Operario	
  et	
  al.	
  2008).	
  	
  While	
  a	
  number	
  of	
  studies	
  have	
  examined	
  

the	
  role	
  of	
  support	
  networks	
  on	
  HIV	
  risk	
  behaviors	
  in	
  general	
  populations	
  (Darbes	
  

&	
  Lewis	
  2005,	
  Reilly	
  &	
  Woo	
  2004)	
  and	
  medication	
  adherence	
  in	
  HIV-­‐positive	
  Black	
  

MSM	
   (Wohl	
   et	
   al.	
   2010a,	
   Wohl	
   et	
   al.	
   2010b),	
   a	
   significant	
   gap	
   remains	
   on	
   the	
  

influence	
   of	
   social	
   support	
   networks	
   on	
   Black	
   MSM	
  who	
   are	
   HIV	
   negative.	
   Thus,	
  

while	
  quantitative	
  studies	
  have	
  demonstrated	
  an	
  association	
  between	
  social	
  support	
  

and	
   health	
   outcomes,	
   an	
   understanding	
   of	
   how	
   and	
   in	
   which	
   ways	
   social	
   support	
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might	
   affect	
   health	
   outcomes,	
   particularly	
   HIV	
   risk	
   for	
   Black	
   men	
   is	
   critical,	
   and	
  

perhaps	
   most	
   achievable	
   through	
   qualitative	
   methods.	
   To	
   date,	
   very	
   limited	
  

qualitative	
  research	
  has	
  examined	
  this	
  relationship	
  between	
  social	
  support	
  and	
  HIV	
  

risk.	
  Published	
  studies	
  of	
  the	
  mental	
  health	
  mediators	
  of	
  social	
  support	
  on	
  HIV	
  risk	
  

behaviors	
   have	
   largely	
   not	
   focused	
   on	
   Black	
   MSM	
   populations.	
   Indeed,	
   the	
  

sociocultural	
   context	
   of	
   social	
   support	
   among	
   minority	
   populations	
   may	
   require	
  

unique	
   consideration.	
   To	
   this	
   end,	
   Meyer’s	
   (1995,	
   2003)	
   work	
   on	
   explaining	
   the	
  

increased	
   prevalence	
   of	
   poor	
  mental	
   health	
   in	
   LGBT	
   populations,	
   and	
   the	
   coping	
  

strategies	
   (i.e.	
   social	
   support)	
   employed	
   to	
   attenuate	
   the	
   relevant	
   stressors	
   are	
  

important	
   (Cochran	
   2001,	
   Gilman	
   et	
   al.	
   2001,	
   Herrell	
   et	
   al.	
   1999,	
   Sandfort	
   et	
   al.	
  

2001),	
  but	
  may	
  be	
  limited	
  in	
  its	
  generalizability	
  to	
  Black	
  MSM	
  populations	
  who	
  may	
  

be	
   facing	
   multiple	
   sources	
   of	
   stress	
   in	
   addition	
   to	
   sexual	
   identity-­‐related	
   stress.	
  

Minority	
  stress	
  was	
  described	
  in	
  Chapter	
  2.	
  	
  

	
  

6.3	
  Research	
  questions	
  
	
  

Psychological	
   and	
   public	
   health	
   interventions	
   for	
   Black	
   MSM,	
   particularly	
   HIV	
  

prevention	
   programs,	
   must	
   consider	
   the	
   sources	
   and	
   quality	
   of	
   social	
   support	
   in	
  

men’s	
   lives.	
   In	
   particular,	
   interventions	
   must	
   consider	
   the	
   social	
   support	
  

characteristics	
  necessary	
  to	
  providing	
  a	
  compassionate	
  and	
  encouraging	
  context	
  for	
  

improving	
  Black	
  MSM’s	
  wellbeing.	
  To	
  achieve	
  this,	
  qualitative	
  data	
  was	
  collected	
  on	
  

the	
  nature	
  of	
  participants’	
   sources	
  of	
   support,	
  and	
  how	
  participants	
  perceived	
   the	
  

presence	
   or	
   absence	
   of	
   support	
   to	
   influence	
   their	
   mental	
   health	
   and	
   sexual	
   risk	
  

behaviors.	
  Specifically,	
  this	
  chapter	
  aimed	
  to	
  explore	
  the	
  following	
  questions:	
  

	
  

1. How	
  do	
  participants	
  describe	
  the	
  quality	
  of	
  social	
  support	
  from	
  their	
  family,	
  

peer,	
  and	
  community	
  networks?	
  

	
  

2. How	
  do	
  participants	
  perceive	
  the	
  social	
  support	
  in	
  their	
  lives	
  to	
  impact	
  their	
  

psychological	
  wellbeing?	
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3. How	
  do	
   participants	
   perceive	
   the	
   presence	
   or	
   absence	
   of	
   social	
   support	
   to	
  

influence	
  their	
  sexual	
  risk	
  behaviors?	
  

	
  

In	
  general,	
  thematic	
  analysis	
  aimed	
  to	
  capture	
  the	
  importance	
  of	
  social	
  support	
  on	
  

the	
   psychological	
   and	
   sexual	
   lives	
   of	
   Black	
   MSM.	
   This	
   chapter	
   first	
   reports	
   the	
  

characteristics	
  of	
  participant’s	
  social	
  networks,	
  followed	
  by	
  the	
  perceived	
  quality	
  of	
  

social	
   support	
   from	
   family,	
   peer,	
   and	
   sexual	
   partners,	
   and	
   concludes	
   with	
   the	
  

perceived	
  psychological	
  consequences	
  of	
  this	
  support	
  and	
  its	
  effects	
  on	
  participants’	
  

sexual	
  risk	
  behaviors.	
  	
  

	
  

6.4	
  Social	
  networks	
  
	
  

Participants	
  described	
  a	
  range	
  of	
  social	
  network	
  compositions.	
  Narratives	
  suggested	
  

that	
  the	
  social	
  networks	
  of	
  participants	
  who	
  engaged	
  in	
  lower	
  risk	
  behaviors	
  were	
  

more	
   diversified	
   than	
   those	
   would	
   have	
   engaged	
   in	
   higher	
   risk	
   behaviors,	
   with	
  

lower-­‐risk	
   participants	
  more	
   likely	
   to	
   describe	
   networks	
   consisting	
   of	
   immediate	
  

family	
   members	
   and	
   a	
   wide	
   circle	
   of	
   peers.	
   The	
   social	
   networks	
   of	
   higher	
   risk	
  

participants	
  were	
  primarily	
  composed	
  of	
  family	
  members,	
  including	
  both	
  immediate	
  

and	
   extended	
   family	
   members,	
   with	
   some	
   including	
   peers	
   as	
   part	
   of	
   their	
   social	
  

network.	
  Notably,	
  higher	
  risk	
  participants	
  were	
  more	
  stringent	
  in	
  their	
  definition	
  of	
  

friendship.	
  They	
  perceived	
  many	
  members	
  of	
  their	
  peer	
  networks	
  to	
  be	
  “associates,”	
  

(i.e.	
   acquaintance)	
   instead	
   of	
   “friends,”	
   and	
   were	
   unlikely	
   to	
   view	
   them	
   as	
   a	
  

potential	
  source	
  of	
  support.	
  As	
  LeVar	
  shared,	
  

	
  

“I’m	
  a	
  simple	
  person	
  and	
  don’t	
  have	
  a	
   lot	
  of	
   friends,	
  and	
  don’t	
  keep	
  a	
   lot	
  of	
  

associates	
   around	
  me…a	
   lot	
   of	
   people	
   call	
   a	
   lot	
   people	
   friends,	
   but	
   they’re	
  

really	
  not	
  their	
  friends,	
  that	
  I	
  do	
  not	
  call	
  people	
  friends	
  unless	
  I	
  know	
  you	
  for	
  

X	
  amount	
  of	
  time	
  and	
  you’re	
  good	
  enough	
  to	
  be	
  my	
  friend,	
  worthy.	
  I	
  call	
  most	
  

people	
  associates.”	
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When	
  participants	
  were	
  asked	
  to	
  specifically	
  describe	
  those	
  who	
  they	
  considered	
  to	
  

be	
  a	
  source	
  of	
  support,	
  lower	
  risk	
  participants	
  perceived	
  immediate	
  family	
  members	
  

and	
  multiple	
   close	
   friends	
   to	
   serve	
   as	
   sources	
  of	
   support.	
  By	
   contrast,	
   higher	
   risk	
  

participants	
   described	
   family	
  members	
   as	
   a	
   source	
   of	
   support,	
   and	
   often	
   did	
   not	
  

perceive	
   friends	
   to	
   be	
   a	
   reliable	
   source	
   of	
   support.	
   These	
   differences	
   in	
   social	
  

support	
   networks	
   between	
   higher	
   and	
   lower	
   risk	
   participants	
   may	
   have	
   been	
  

related	
   to	
   socioeconomic	
   and	
   cultural	
   factors.	
   	
   As	
   will	
   be	
   discussed	
   later	
   in	
   this	
  

chapter,	
   narratives	
   suggested	
   that	
   lower	
   risk	
   participants	
   often	
   described	
   having	
  

middle	
   or	
   higher	
   income	
   households,	
   and	
   higher	
   risk	
   participants	
   described	
   low-­‐

income	
   households.	
   Middle/high	
   income	
   participants	
   described	
   wider	
   social	
  

support	
   networks,	
   and	
   low-­‐income	
   participants	
   described	
   more	
   limited	
   support	
  

networks.	
   Income	
   differences	
   may	
   limit	
   opportunities	
   for	
   ongoing	
   sexual	
   health	
  

education,	
  and	
  result	
  in	
  differences	
  in	
  participants’	
  sexual	
  networks	
  (i.e.	
  differences	
  

in	
  risk	
  behaviors	
  and	
  sexual	
  health	
  approaches).	
  For	
  instance,	
  college	
  friends	
  served	
  

as	
  an	
  important	
  source	
  of	
  peer	
  support	
  among	
  middle/higher	
  income	
  participants,	
  

participants	
  shared	
   that	
   these	
   friends	
  usually	
  held	
  similar	
  beliefs	
  on	
  sexual	
  health	
  

and	
  safety.	
  However,	
  this	
  avenue	
  (i.e.	
  college)	
  for	
  creating	
  close	
  friendships	
  was	
  not	
  

available	
   to	
   many	
   low-­‐income	
   participants.	
   In	
   addition,	
   narratives	
   suggested	
  

differences	
   in	
   the	
   emphasis	
   participants	
   placed	
   on	
   family	
   ties.	
   Higher	
   risk	
  

participants	
   were	
   more	
   likely	
   to	
   perceive	
   family	
   ties	
   to	
   be	
   the	
   most	
   and	
   only	
  

important	
  social	
  ties	
  in	
  their	
  lives,	
  whereas	
  lower	
  risk	
  participants	
  perceived	
  family	
  

and	
  peer	
  ties	
  to	
  both	
  be	
  of	
  importance.	
  As	
  this	
  chapter	
  will	
  show,	
  this	
  may	
  have	
  led	
  

to	
   differences	
   in	
   participants’	
   desires	
   to	
   form	
   and	
   maintain	
   close	
   friendships.	
  

Overall,	
   while	
   participants	
   described	
   their	
   social	
   support	
   networks	
   to	
   ostensibly	
  

consist	
   of	
   family	
   and	
   friends,	
   in	
   reality,	
   narratives	
   suggested	
   that	
   for	
   many	
  

participants	
   these	
   sources	
   of	
   support	
   were	
   limited	
   or	
   nonexistent,	
   and	
   instead	
  

served	
  as	
  sources	
  of	
  stress.	
   	
   In	
  addition,	
   few	
  participants	
   in	
  this	
  study	
  perceived	
  a	
  

sexual	
  partner	
  or	
  boyfriend	
  to	
  be	
  an	
  important	
  source	
  of	
  support.	
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6.5	
  Family	
  support	
  and	
  expectations	
  
	
  

6.5a	
  Limited	
  social	
  support	
  
	
  

A	
  dominant	
  theme	
  to	
  emerge	
  from	
  the	
  data	
  was	
  participants’	
  perceptions	
  of	
  limited	
  

emotional	
   support	
   from	
   family	
   members.	
   Men	
   in	
   this	
   sample	
   described	
   limits	
   to	
  

which	
   they	
   believed	
   they	
   could	
   rely	
   on	
   others	
   and	
   limits	
   to	
   the	
   material	
   and	
  

emotional	
  support	
  that	
  they	
  could	
  expect.	
   	
  Narratives	
  revealed	
  a	
  common	
  sense	
  of	
  

resignation	
   regarding	
   the	
   willingness	
   and	
   capacity	
   of	
   family	
  members	
   to	
   provide	
  

assistance,	
   guidance,	
   or	
   advice,	
   as	
   described	
   by	
   participants	
   Cary,	
   Leon,	
   and	
  

Christopher,	
  respectively:	
  

	
  

“They’ve	
   helped	
   me	
   here	
   and	
   there,	
   50/50,	
   but	
   when	
   I	
   mostly	
   need	
  

help…when	
  I’m	
  hungry	
  and	
  I’m	
  cold	
  and	
  I’m	
  upset,	
  they’re	
  not	
  there.”	
  

	
  

“No,	
   no,	
   there	
   was	
   no	
   one	
   I	
   could	
   tell	
   anything…I	
   could	
   never	
   tell	
   them	
  

anything,	
  never.”	
  

	
  

“Believe	
   it	
   or	
   not…I	
   had	
   no	
   help	
   from	
   no	
   one.	
   And	
   everything	
   I	
   had	
  

obtained…I	
  had	
  obtained	
  on	
  my	
  own.	
  No	
  one	
  helped	
  me.	
  Everything,	
  clothes,	
  

apartment,	
  car.	
  No	
  one	
  gave	
  me	
  anything.	
  “	
  

	
  

This	
  generalized	
  lack	
  of	
  support	
  had	
  adverse	
  psychological	
  effects,	
  as	
  described	
  by	
  

Leon:	
  

	
  

“I	
  don’t	
  know,	
  I	
  feel	
  like	
  there’s	
  some	
  security	
  in	
  [deciding]	
  what	
  you	
  wanna	
  

do	
   when	
   you’re	
   still	
   at	
   home,	
   but	
   you	
   still	
   have	
   the	
   parents	
   there	
   to	
   talk	
  

about	
  it	
  and	
  I	
  think	
  a	
  lot	
  of	
   it	
  has	
  to	
  do	
  with	
  like	
  if	
  your	
  parents	
  talk	
  to	
  you	
  

about	
   stuff,	
   too,	
   but	
  my	
  mother	
   never	
   really	
   did	
   and	
   so	
   I	
   had	
   to	
   just	
   learn	
  

everything	
  by	
  myself…that	
  has	
  had	
  a	
  huge	
   [influence]	
  on	
  my	
   life,	
   it’s	
  made	
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me	
  feel	
  like	
  shit	
  for	
  most	
  of	
  my	
  life.”	
  	
  

	
  

In	
   general,	
  men	
   in	
   this	
   sample	
  believed	
   that	
   family	
  members	
  provided	
   little	
   to	
  no	
  

encouragement	
   for	
   their	
   personal	
   or	
   professional	
   success.	
   Indeed,	
  many	
   believed	
  

that	
  family	
  members	
  were	
  not	
  only	
  critical	
  of	
  their	
  desire	
  for	
  success	
  and	
  skeptical	
  

of	
   their	
  personal	
  goals,	
  but	
  actually	
  wished	
  to	
  see	
   them	
  fail.	
  For	
  example,	
   Jamar,	
  a	
  

homeless	
   participant	
   in	
   his	
   early	
   20s	
   recalled	
   a	
   recent	
   instance	
   of	
   informing	
   his	
  

family	
  about	
  his	
  enrollment	
   in	
  a	
  Certified	
  Nursing	
  Assistant	
   course	
  as	
  a	
  means	
  by	
  

which	
  to	
  become	
  self-­‐sufficient,	
  and	
  the	
  skepticism	
  by	
  which	
  his	
  endeavor	
  was	
  met	
  

by	
   family	
   members.	
   He	
   described	
   how	
   his	
   mother	
   and	
   aunts	
   listed	
   the	
   multiple	
  

obstacles	
   preventing	
   him	
   from	
   attending	
   or	
   completing	
   the	
   course,	
   including	
   a	
  

perceived	
   lack	
   of	
   intelligence,	
   low	
   likelihood	
   of	
   finding	
   employment	
   as	
   a	
   nursing	
  

assistant,	
   and	
   lack	
   of	
   transportation	
   to	
   and	
   from	
   class.	
   He	
   described	
   the	
  

psychological	
  effects	
  of	
  this	
  lack	
  of	
  support	
  and	
  encouragement:	
  

	
  

Jamar:	
  	
  “I	
  ended	
  up	
  quitting	
  [my	
  job]	
  ‘cause,	
  well,	
  I	
  quit,	
  went	
  to	
  Boston,	
  came	
  

back,	
  got	
  the	
  job	
  back.	
  I	
  ended	
  up	
  quitting	
  cause	
  I	
  got	
  depressed.	
  I	
  didn’t	
  want	
  

to	
  be	
  around	
  anybody.”	
  

	
  

Interviewer:	
  What	
  were	
  you	
  depressed	
  about?	
  

	
  

Jamar:	
  “I’m	
  trying	
  to	
  build	
  and	
  people	
  in	
  my	
  life	
  are	
  trying	
  to	
  tear	
  down	
  what	
  

I’m	
  trying	
  to	
  build.	
  It	
  was	
  just,	
  I	
  just	
  got	
  totally	
  depressed…	
  No	
  one	
  was	
  being	
  

supportive	
  (of)	
  me	
  being	
  successful	
  in	
  life.	
  Period.	
  	
  Believe	
  it	
  or	
  not.”	
  

	
  

Interviewer:	
  Not	
  being	
  supportive	
  of	
  you	
  in	
  terms	
  of	
  what?	
  

	
  

Jamar:	
  “They	
  just	
  thought	
  negative	
  shit	
  about	
  me	
  and	
  was	
  trying	
  to	
  stop	
  me	
  

from	
  progressing,	
   and	
   trying	
   to	
   change	
  me	
   instead	
  of	
   trying	
   to	
   understand	
  

me,	
  and	
  make	
  me	
  do	
  what	
  they	
  want,	
  instead	
  of	
  letting	
  me	
  be	
  me.”	
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Other	
   participants	
   echoed	
   similar	
   sentiments	
   of	
   limited	
   family	
   support.	
   Another	
  

young	
  man,	
  Cary,	
  a	
  recent	
  high	
  school	
  graduate,	
  who	
  was	
  raised	
  in	
  a	
  home	
  in	
  which	
  

most	
  family	
  members	
  did	
  not	
  graduate	
  from	
  high	
  school,	
  described	
  how	
  instead	
  of	
  

encouraging	
   his	
   goal	
   of	
   graduating	
   from	
   high	
   school	
   his	
  mother	
  mocked	
   him	
   and	
  

actually	
  expected	
  him	
  to	
  fail.	
  He	
  perceived	
  a	
  consistent	
  lack	
  of	
  support	
  throughout	
  

his	
   education,	
   which	
   included	
   his	
   graduation—a	
   significant	
   moment	
   in	
   the	
  

participant’s	
  life.	
  	
  

	
  

“[My	
  mother]	
  would	
  always	
  want	
   to	
   see	
   someone	
  do	
  bad	
   instead	
  of	
   seeing	
  

them	
  do	
  good,	
  and	
  she	
  told	
  me	
  I	
  wasn’t	
  going	
  to	
  graduate	
  high	
  school…but	
  I	
  

did.	
  I	
  graduated	
  high	
  school,	
  and	
  when	
  I	
  did,	
  I	
  brought	
  my	
  cap	
  and	
  gown	
  and	
  I	
  

fucking	
   bought	
   a	
   ticket	
   for	
   her	
   and	
   I	
   mailed	
   it	
   to	
   her,	
   and	
   I	
   said	
   ‘oh	
  

congratulations,	
   but	
   by	
   the	
   way	
   I’m	
   graduating,	
   you’re	
   invited.’	
   She	
   didn’t	
  

even	
  come.”	
  

	
  

In	
   response	
   to	
   a	
   history	
   of	
   consistently	
   limited	
   family	
   support,	
   many	
  

participants	
   described	
   feelings	
   of	
   hopelessness	
   and	
   depression.	
   One	
   young	
  

participant,	
   a	
   freshman	
   in	
   college,	
   recalled	
   how	
   his	
   mother’s	
   ongoing	
   gambling	
  

addiction	
   rendered	
   her	
   unable	
   to	
   help	
   him	
   in	
   his	
   college	
   application	
   process	
   the	
  

previous	
  year.	
  He	
  believed	
  that	
  his	
  mother’s	
  lack	
  of	
  support	
  and	
  consideration	
  of	
  his	
  

future	
  goals	
  contributed	
  to	
  his	
  feelings	
  of	
  depression	
  and	
  isolation,	
  which	
  ultimately	
  

led	
  to	
  a	
  suicide	
  attempt	
  and	
  hospitalization.	
  	
  

	
  

“[O]ne	
  of	
  the	
  things	
  that	
  sent	
  me	
  into	
  the	
  depression	
  that	
  made	
  me	
  want	
  to	
  

send	
  myself	
   to	
   the	
  hospital	
  was	
  when	
   I	
   found	
  out	
   that	
  my	
  mother	
  gambled	
  

heavily	
  and	
  that	
  she	
  spent	
  all	
  her	
  earnings	
  on	
  gambling.	
  So	
  when	
  I	
  tried	
  to	
  get	
  

financial	
  aid	
   from	
  [my	
  university]…	
  they	
  didn’t	
  give	
  me	
  any	
  aid…	
  After	
   that	
  

happened,	
  I	
  sort	
  of	
  didn’t	
  care	
  about	
  anything	
  and	
  felt	
  very	
  depressed,	
  mainly	
  

because	
  I	
   felt	
   that	
  she	
  didn’t	
  care	
  about	
  me.	
  Cause	
  when	
  I	
  asked	
  her	
  why	
  it	
  

seemed	
   like	
   we	
   had	
   a	
   lot	
   of	
   money	
   but	
   she	
   couldn’t	
   afford	
   to	
   send	
  me	
   to	
  

school,	
  she	
  avoided	
  the	
  topic	
  and	
  I	
  could	
  tell	
  that	
  she	
  was	
  so	
  wrapped	
  up	
  in	
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her	
   gambling	
   that	
   she	
   didn’t	
   have	
   enough	
   concern	
   for	
   me	
   to	
   give	
   me	
   the	
  

information	
   that	
   I	
  needed,	
  which	
   is	
  why	
   I	
  had	
   to	
  steal	
   it—so	
   that	
  made	
  me	
  

depressed.	
  I	
  felt	
  abandoned…”	
  

	
  

Overall,	
  participants’	
  narratives	
  suggested	
  a	
  sense	
  of	
  social	
  alienation	
  as	
  a	
  result	
  of	
  

limited	
   family	
   support	
   and	
   positive	
   encouragement.	
   As	
  will	
   be	
   shown	
   throughout	
  

this	
  chapter,	
  the	
  effects	
  of	
  this	
  limited	
  social	
  support	
  and	
  consequent	
  psychological	
  

effects	
  may	
   have	
   had	
   important	
   implications	
   for	
  men	
   in	
   this	
   sample,	
   particularly	
  

with	
   respect	
   to	
   feeling	
   interpersonally	
   whole	
   (i.e.	
   feeling	
   “complete”	
   as	
   an	
  

individual),	
   valuing	
   oneself,	
   and	
   being	
   able	
   to	
   make	
   healthy	
   adult	
   emotional	
   and	
  

behavioral	
  choices.	
  	
  

	
  

6.5b	
  Positive	
  social	
  support	
  
	
  

Notably,	
   not	
   all	
   men	
   in	
   this	
   study	
   experienced	
   limited	
   sources	
   of	
   support	
   or	
   the	
  

absence	
   of	
   emotionally	
   substantial	
   relationships	
   with	
   family.	
   A	
   subset	
   of	
  

participants	
   described	
   positive,	
   encouraging,	
   and	
   meaningful	
   relationships,	
   with	
  

parents/guardians	
  as	
   their	
   “number	
  one	
   fan,”	
  who	
  encouraged	
   them	
   to	
   “reach	
   for	
  

[their]	
  potential,”	
  and	
  “follow	
  [their]	
  dreams.”	
   	
  This	
   included	
  both	
  generalized	
  and	
  

gay-­‐identity	
  related	
  support.	
  	
  For	
  instance,	
  Jonathan,	
  an	
  openly	
  gay	
  participant	
  in	
  his	
  

early	
  20s	
  who	
  described	
  always	
  having	
  a	
  loving,	
  supportive	
  family	
  dynamic,	
  shared	
  

that	
  his	
  family	
  members	
  were:	
  	
  	
  	
  

	
  

“Absolutely	
   amazing.	
   Oh,	
   yeah,	
   they’re	
   really	
   supportive.	
   Everyone	
   [in	
   my	
  

family	
  has]	
  always	
  been	
  very	
  supportive,	
  really,	
  really	
  supportive.”	
  

	
  

Indeed,	
   the	
   importance	
   of	
   gay-­‐related	
   family	
   support	
   was	
   a	
   recurrent	
   theme	
  

amongst	
   participants	
   who	
   described	
   positive	
   family	
   support,	
   as	
   demonstrated	
   by	
  

participant	
  Xavier’s	
  words,	
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“[My	
  mother]	
  used	
  to	
  always	
  tell	
  me,	
  ‘whatever	
  it	
  is	
  you	
  like…’.	
  I	
  always	
  liked	
  

art	
  and	
  everything	
  else	
  that	
  everyone	
  else	
  in	
  the	
  neighborhood	
  didn’t	
  really	
  

like	
  and	
  I	
  started	
  to	
  notice	
  that	
  I	
  was	
  a	
  little	
  different	
  so	
  to	
  speak.	
  Boys	
  would	
  

come	
  play	
  with	
  me	
  and	
  I	
  would	
  play	
  with	
  them	
  and	
  I	
  wouldn’t	
  want	
  them	
  to	
  

leave.	
   I	
   want	
   to	
   play	
   house	
  with	
   the	
   boys	
   and	
   not	
   just	
   the	
   girls	
   and	
   that’s	
  

pretty	
  much	
  how	
  I	
  came	
  to	
  know	
  that	
  I	
   liked	
  my	
  sexuality.	
  And	
  like	
  I	
  said,	
  I	
  

had	
   a	
   supportive	
   family	
   so	
  whichever	
  direction	
   I	
   chose	
   to	
   go	
   I	
   knew	
   that	
   I	
  

would	
  be	
  accepted.	
  And	
  it’s	
  been	
  like	
  that	
  with	
  everything.”	
  	
  

	
  

Some	
  participants	
  perceived	
  gay-­‐related	
  family	
  support	
  as	
  tacit	
  and	
   implied.	
  Thus,	
  

while	
   not	
   necessarily	
   open	
   and	
   explicit,	
   participants	
   shared	
   that	
   their	
   family	
  

households	
   did	
   not	
   feel	
   oppressive,	
   negating	
   the	
   need	
   for	
   extreme	
   measures	
   to	
  

conceal	
  their	
  same	
  sex	
  desires	
  and	
  behaviors.	
  For	
  instance,	
  one	
  participant,	
  Michael,	
  

shared,	
  

	
  

“It	
  never	
  came	
  up…I’m	
  sure	
  [my	
  parents]	
  knew,	
  but	
  they	
  didn’t	
  bring	
  it	
  up,	
  so	
  

I	
  didn’t	
  bring	
   it	
  up.	
  They’re	
  old	
  school…so	
  I	
  wasn’t	
  expecting	
  them	
  to	
   invite	
  

my	
  boyfriend	
  over	
  for	
  dinner.	
  It	
  worked	
  for	
  us.”	
  

	
  

Participants	
  acknowledged	
  the	
  limited	
  context	
  of	
  this	
  support	
  and	
  did	
  not	
  perceive	
  

conversations	
   about	
   their	
   sexuality	
   and	
   same-­‐sex	
   behaviors	
   to	
   be	
   welcomed	
   or	
  

discussed	
   encouragingly.	
   Often,	
   this	
   type	
   of	
   support	
  was	
  more	
   readily	
   acceptable	
  

and	
  expected	
  by	
  low-­‐income	
  participants	
  than	
  higher	
  income	
  participants.	
  	
  

	
  

	
  Interestingly,	
   participants	
   who	
   described	
   strong	
   supportive	
   family	
   relationships	
  

were	
  mostly	
  men	
  from	
  middle	
  or	
  higher	
  socioeconomic	
  groups.	
  These	
  participants,	
  

many	
  of	
  whom	
  were	
  college	
  students,	
  portrayed	
  a	
  family	
  dynamic	
  characterized	
  less	
  

by	
   the	
   struggle	
   for	
   basic	
   necessities	
   such	
   as	
   food	
   or	
   housing	
   than	
   did	
   men	
   from	
  

socio-­‐economically	
   disadvantaged	
   backgrounds.	
   These	
   strong	
   family	
   support	
  

structures	
  provided	
  men	
  with	
  long-­‐term	
  expectations	
  about	
  life	
  and	
  the	
  aspiration	
  

of	
  personal	
  or	
  familial	
  goals,	
  such	
  as	
  a	
  college	
  education.	
  Narratives	
  suggested	
  that	
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involved,	
   attentive,	
   and	
   supportive	
   parents	
   or	
   guardians	
   had	
   high	
   expectations	
   of	
  

their	
   children	
   and	
   encouraged	
   high	
   goal	
   setting,	
   including	
   college	
   attendance	
   and	
  

overall	
   responsibility	
   in	
   their	
   approach	
   to	
   finances,	
   relationships,	
   education,	
   and	
  

career.	
   	
  One	
   senior	
   college	
   student,	
  with	
  positive	
   family	
  dynamics	
   shared	
   that	
   his	
  

parents	
   had	
   high	
   expectations	
   of	
   him,	
   including	
   many	
   expectations	
   that	
   were	
  

assumed.	
  When	
   asked	
   of	
   his	
   parents’	
   general	
   expectations	
   of	
   him,	
   the	
   participant	
  

shared:	
  

	
  

“That	
  I	
  graduate…and	
  pass	
  my	
  classes.	
  They	
  put	
  a	
  lot	
  of	
  faith	
  and	
  trust	
  in	
  me.	
  

They	
  know	
  that	
  I’ll	
  do	
  what	
  I	
  need	
  to	
  do	
  to	
  succeed…they’re	
  both	
  bankers.”	
  

	
  

In	
  this	
  case,	
  “succeed”	
  implied	
  graduating	
  college,	
  securing	
  	
  ‘good’	
  employment,	
  and	
  

living	
   a	
   traditionally	
   successful	
   life	
   (i.e.	
   being	
   a	
   fiscally	
   and	
   socially	
   responsible	
  

adult).	
  

	
  

Another	
  participant,	
  Lawrence,	
  in	
  his	
  mid	
  twenties	
  described	
  his	
  parents	
  as:	
  

	
  

“the	
   type	
  of	
  parents	
   that	
   if	
   I	
   tell	
   them	
   there’s	
   something	
   I	
  want	
   to	
  do,	
   they	
  

know	
   that	
   I’m	
   going	
   to	
   strive	
   for	
   it,	
   go	
   and	
   try	
   and	
  do	
   it	
   to	
   the	
   best	
   of	
  my	
  

knowledge.”	
  

	
  

In	
  general,	
  participants	
  reflected	
  on	
  how	
  family	
  members	
  held	
  high	
  expectations	
  of	
  

them,	
   encouraged	
   their	
   goals,	
   and	
   discussed	
   specific	
   plans	
   on	
   how	
   to	
  meet	
   those	
  

goals.	
  As	
  Anthony	
  shared:	
  

	
  

“I	
  feel	
  that	
  my	
  family	
  is	
  really	
  proud	
  of	
  me	
  and	
  supportive	
  of	
  me.	
  I’ve	
  always	
  

been	
  a	
  hard	
  worker,	
  so	
  as	
  long	
  as	
  I’m	
  doing	
  something,	
  they’re	
  okay	
  with	
  it.	
  If	
  

I	
  was	
  sitting	
  around	
   the	
  house	
  all	
  day	
  smoking	
  weed,	
   then	
   that	
  would	
  be	
  a	
  

different	
   story…[My	
   family	
   expects	
   that]	
   I	
   graduate	
  well.	
   They	
   don’t	
   really	
  

bug	
  me	
   ‘cause	
  we	
  already	
  talked	
  about	
  what	
  my	
  future	
  plans	
  are	
  and	
  that	
  I	
  

make	
  sure	
  that	
  I	
  work	
  towards	
  meeting	
  my	
  goals.”	
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Positive	
  family	
  support	
  narratives	
  were	
  not	
  limited	
  to	
  students	
  and	
  those	
  of	
  higher	
  

socioeconomic	
   statuses,	
   but	
   were	
   also	
   recalled	
   by	
   men	
   from	
   lower-­‐income	
  

backgrounds.	
  However,	
  the	
  emotional	
  support	
  and	
  encouragement	
  received	
  by	
  men	
  

from	
  lower	
  income	
  groups	
  reflected	
  the	
  realities	
  of	
  their	
  social	
  contexts	
  –	
  e.g.	
  being	
  

encouraged	
   to	
   graduate	
   from	
   high	
   school,	
   to	
   get	
   an	
   hourly-­‐wage	
   job,	
   to	
   find	
   an	
  

apartment.	
   The	
   narratives	
   on	
   family	
   support	
   from	
   lower-­‐income	
   participants	
  

tended	
  to	
  focus	
  more	
  on	
  achieving	
  independence	
  (i.e.	
  school,	
  employment,	
  housing)	
  

rather	
  than	
  on	
  deeper	
  emotional	
  connections.	
  For	
  instance,	
  Christian,	
  a	
  participant	
  

in	
  his	
  late	
  30s	
  who	
  had	
  spent	
  approximately	
  half	
  of	
  his	
  life	
  incarcerated	
  described	
  a	
  

supportive	
   family	
   structure,	
   as	
   characterized	
   by	
   his	
   family’s	
   desire	
   and	
  

encouragement	
  for	
  him	
  to	
  establish	
  a	
  stable	
  life	
  for	
  himself:	
  

	
  

“My	
  father,	
  he’s	
  a	
  good	
  guy.	
  He	
  just	
  wants	
  me	
  to	
  have	
  some	
  kind	
  of	
  life.	
  To	
  get	
  

a	
  job…to	
  be	
  settled,	
  to	
  see	
  me	
  stable.”	
  	
  

	
  

Narratives	
   suggested	
   that	
   the	
   emotional	
   support	
   and	
   encouragement	
   available	
   to	
  

these	
   lower-­‐income	
  participants	
   tended	
   to	
  be	
  more	
   tenuous	
  and	
  superficial,	
  many	
  

times	
   lacking	
   the	
   deep	
   emotional	
   ties	
   described	
   by	
   middle/higher-­‐income	
  

participants.	
   However,	
   it	
   may	
   be	
   that	
   while	
   emotional	
   support	
   is	
   present	
   among	
  

lower-­‐income	
   participants,	
   it	
   is	
   less	
   openly	
   expressed	
   than	
   support	
   among	
  

middle/higher-­‐income	
  participants.	
  	
  	
  

	
  

Overall,	
   we	
   observed	
   variability	
   in	
   participants’	
   descriptions	
   of	
   family	
   support.	
  

Some	
   described	
   supportive	
   family	
   backgrounds	
   which	
   facilitated	
   participants’	
  

abilities	
   to	
   think	
   highly	
   of	
   themselves	
   and	
   to	
   anticipate	
   goals	
   for	
   the	
   future.	
   By	
  

contrast,	
   the	
   majority	
   described	
   non-­‐supportive	
   family	
   backgrounds	
   which	
   led	
  

participants	
   in	
   this	
   sample	
   to	
   feel	
   isolated	
   and	
   have	
   low	
   expectations	
   about	
  

interpersonal	
  relationships.	
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6.6	
  Peer	
  and	
  sexual	
  partner	
  social	
  support	
  
	
  

6.6a	
  Peer	
  social	
  support	
  
	
  

A	
  recurrent	
  narrative	
  theme	
  was	
  the	
  lack	
  of	
  supportive	
  peers	
  in	
  whom	
  participants	
  

believed	
   they	
   could	
   confide	
   in	
   and	
   rely	
   upon,	
   and	
   the	
   resulting	
   perceptions	
   of	
  

emotional	
  isolation	
  participants	
  shared.	
  Narratives	
  suggested	
  that	
  participants’	
  had	
  

few	
   close	
   friendships	
   and	
   an	
   absence	
   of	
   emotionally	
   intimate	
   relationships	
   with	
  

sexual	
  partners,	
  as	
  described	
  by	
  Harold	
  and	
  Martin,	
  respectively:	
  	
  

	
  

	
  “I	
  would	
   say	
   that	
   I	
   have	
   no	
   friends…yeah,	
  me	
   on	
  my	
   own,	
  me	
   against	
   the	
  

world.”	
  	
  	
  

	
  

“Nah,	
  I	
  don’t	
  really	
  have	
  friends	
  like	
  that.	
  There	
  are	
  people	
  I	
  know…friends,	
  

friends?	
  No.”	
  

	
  

This	
  is	
  particularly	
  important	
  because	
  participants	
  shared	
  that	
  their	
  homosexuality	
  

often	
   resulted	
   in	
   close	
   family	
   relationships	
   existing	
   within	
   a	
   limited	
   context,	
   in	
  

which	
   the	
   participant’s	
   homosexuality	
   was	
   not	
   acknowledged	
   or	
   discussed.	
  	
  

Narratives	
   suggest	
   that	
   lifetime	
   experiences	
   of	
   low	
   social	
   support,	
   frequently	
  

beginning	
   in	
   early	
   family	
   contexts,	
   led	
   to	
   ongoing	
   feelings	
   of	
   social	
   isolation,	
  

alienation,	
  and	
  the	
  anticipation	
  of	
  rejection	
  by	
  others.	
  	
  

	
  

As	
  one	
  participant,	
  Adrian,	
  stated,	
  “I	
  rely	
  on	
  myself	
  a	
  lot.	
  I	
  do	
  what	
  I	
  need	
  to	
  do	
  for	
  

myself,”	
   and	
   this	
   self-­‐reliance	
   was	
   largely	
   related	
   to	
   a	
   belief	
   that	
   others	
   would	
  

ultimately	
  “let	
  [him]	
  down”.	
  Participants	
  articulated	
  several	
  reasons	
  for	
  having	
  few	
  

close	
  relationships.	
  Adrian	
  stated:	
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“Whatever	
   I	
   need,	
   like	
   as	
   far	
   as	
   clothing,	
   food,	
   housing,	
   I	
   do	
   on	
  my	
   own.	
   I	
  

don’t,	
  I	
  don’t	
  ask	
  anybody	
  for	
  anything…because,	
  like	
  I	
  said,	
  people	
  can	
  throw	
  

things	
   in	
   your	
   face…	
   I	
   can’t	
   really	
   rely	
   on	
   the	
   people	
   that	
   I	
   know	
   because	
  

they’ll	
  tell	
  you	
  one	
  thing	
  and	
  do	
  another.	
  And	
  I	
  learned	
  that	
  years	
  ago.”	
  

	
  

Another	
  participant,	
  Raymond,	
  shared:	
  

	
  

“I	
  don’t	
  really	
  associate	
  with	
  anybody.	
  I	
  just	
  stay	
  to	
  myself.	
  I	
  just	
  don’t	
  really	
  

feel	
  like	
  sharing	
  myself	
  with	
  other	
  people	
  or	
  sharing	
  my	
  time	
  with	
  others.”	
  

	
  

However,	
   not	
   all	
   participants	
   described	
   limited	
   peer	
   networks.	
   In	
   particular,	
  

narratives	
  suggested	
  that	
  the	
  social	
  support	
  networks	
  of	
  lower-­‐risk,	
  higher-­‐income	
  

participants	
  included	
  close	
  friendships,	
  most	
  often	
  friends	
  met	
  through	
  college.	
  This	
  

subset	
  of	
  participants	
  perceived	
  these	
  social	
  relationships	
  to	
  be	
  an	
  important	
  part	
  of	
  

their	
   lives,	
   and	
   critical	
   to	
   their	
   happiness.	
   	
   Robert,	
   a	
   participant	
   with	
   close	
  

friendships	
   commented:	
   “I	
  have	
  great	
   friends.	
  They’re	
  very	
   loyal,	
   always	
   there	
   for	
  

me.”	
  In	
  relation	
  to	
  a	
  recent	
  stressful	
  event,	
  one	
  participant	
  shared	
  that	
  his	
  “friends	
  

tried	
   to	
   cheer	
   [him]	
   up,”	
   and	
   allowed	
   him	
   to	
   better	
   cope	
   with	
   the	
   situation.	
   The	
  

significance	
   of	
   peer	
   networks	
   was	
   also	
   suggested	
   through	
   the	
   importance	
  

participants	
  placed	
  on	
  friends’	
  opinions	
  of	
  potential	
  partners:	
  	
  

	
  

“And	
  most	
  of	
  the	
  time	
  [me	
  and	
  the	
  potential	
  boyfriend]	
  hung	
  out,	
  it	
  was	
  with	
  

other	
  people,	
  which	
  is	
  important	
  because	
  I	
  wanted	
  to	
  see	
  how	
  he	
  interacted	
  

with	
  my	
  friends,	
  which	
  was	
  important	
  to	
  me.”	
  

	
  

A	
  college	
  student,	
  Devon,	
  characterized	
  his	
  social	
  networks	
  as:	
  	
  

	
  

“I	
  have	
  a	
  really	
  mixed	
  group	
  of	
  good	
  friends,	
  actually.	
  I	
  definitely	
  have	
  a	
  good	
  

number	
  of	
  friends	
  that	
  are	
  black	
  and	
  a	
  good	
  number	
  that	
  are	
  white.”	
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He	
  continued	
  on	
  to	
  explain	
  how	
  these	
  friendships	
  were	
  formed:	
  	
  

	
  

“In	
  freshman	
  year	
  I	
  went	
  to	
  [student]	
  parties,	
  Black	
  cultural	
  group	
  events.	
   I	
  

loved	
   the	
  people	
   in	
  my	
   freshman	
  dorm.	
   I	
   think	
  over	
   time,	
   I	
  made	
  a	
  greater	
  

effort	
  to	
  reach	
  out	
  and	
  make	
  more	
  friends	
  that	
  were	
  students	
  of	
  color,	
  it	
  was	
  

something	
  that	
  I	
   thought	
  was	
   lacking.	
   I	
  major	
   in	
  Africana	
  study	
  and	
  I	
  met	
  a	
  

lot	
  of	
  people	
  in	
  that	
  department.”	
  

	
  

However,	
  not	
  all	
  participants	
  who	
  engaged	
   in	
   lower	
  risk	
  behaviors	
  described	
   fully	
  

supportive	
   relationships	
   with	
   friends.	
   For	
   instance,	
   another	
   college	
   student,	
  

Jonathan,	
   who	
   described	
   many	
   close	
   friendships	
   did	
   not	
   believe	
   that	
   these	
  

otherwise	
   supportive	
   friends	
   would	
   accept	
   his	
   homosexuality.	
   As	
   a	
   result,	
   he	
  

concealed	
  his	
  same-­‐sex	
  behaviors:	
  

	
  

“I	
   see	
  people	
   that	
   are	
   very	
   liberal	
   [at	
  my	
   college]	
   and	
   I	
   know	
   that	
  perhaps	
  

[name	
   of	
   College]	
   as	
   an	
   institution	
   and	
   the	
   types	
   of	
   students	
   that	
   [this	
  

college]	
  attracts	
  are	
  very	
  liberal	
  students.	
  But	
  then	
  they	
  attract	
  some	
  that	
  are	
  

not	
  and	
  for	
  some	
  reason,	
  as	
  far	
  as	
  accepting	
  sexuality	
  goes,	
  the	
  students	
  that	
  I	
  

seem	
   to	
   be—that	
   I	
   associate	
   with	
   for	
   some	
   reason	
   are	
   those	
   people…they	
  

assume	
  that	
  I’m	
  straight.”	
  

	
  

6.6b	
  Sexual	
  partner	
  support	
  
	
  

In	
   addition	
   to	
   close	
   family	
   relationships	
   and	
   friendships,	
   a	
   few	
   participants	
   also	
  

described	
   close	
   relationships	
   with	
   sexual	
   partners.	
   When	
   asked	
   to	
   describe	
   a	
  

meaningful	
   relationship	
   with	
   another	
   individual,	
   one	
   participant,	
   Anthony,	
  

described	
  his	
  relationship	
  with	
  a	
  current	
  sexual	
  partner	
  and	
  noted	
  his	
  appreciation	
  

for	
  being	
  valued	
  for	
  his	
  company,	
  instead	
  of	
  simply	
  as	
  a	
  sexual	
  partner:	
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“He’s	
  a	
  good	
  person	
  to	
  talk	
  to	
  and	
  he’s	
  like,	
  the	
  thing	
  about,	
  I	
  like	
  him	
  because	
  

we	
  can	
  sit	
  and	
  we	
  can	
  talk,	
  have	
  a	
  drink,	
  we	
  can	
  go	
  to	
  his	
  house	
  and	
  have	
  a	
  

drink	
  and	
  it	
  doesn’t	
  have	
  to	
  always	
  be	
  about	
  sex.”	
  

	
  

However,	
   narratives	
   suggested	
   that	
  most	
  participants	
  did	
  not	
  perceive	
   supportive	
  

relationships	
  with	
  sexual	
  partners,	
  and	
  did	
  not	
  consider	
  them	
  to	
  be	
  a	
  part	
  of	
   their	
  

social	
  network.	
  This	
  may	
  reflect	
  the	
  nature	
  of	
  many	
  higher	
  risk	
  participants’	
  sexual	
  

networks,	
   i.e.	
   multiple	
   anonymous	
   and	
   casual	
   partners,	
   with	
   few	
   committed,	
  

monogamous,	
   sexual	
   relationships.	
   The	
   impact	
   of	
   few	
   supportive	
   relationships	
   on	
  

participants’	
   emotional	
   wellbeing	
   was	
   profound	
   and	
   far-­‐reaching.	
   Participants	
  

described	
   intensified	
   needs	
   for	
   emotional	
   connection	
   and	
   support.	
   Indeed,	
   the	
  

significance	
  of	
  emotionally	
  close	
  relationships	
  with	
  sexual	
  partners	
  was	
  particularly	
  

pronounced	
   in	
   the	
   absence	
  of	
   strong	
   family	
   and	
   friendship	
  networks.	
   	
   Those	
  who	
  

did	
   find	
   themselves	
   in	
   close	
   sexual	
   relationships	
   described	
   a	
   heightened	
   sense	
   of	
  

pain	
   and	
   loneliness	
   upon	
   losing	
   an	
   intimate	
   sexual	
   partner,	
   either	
   through	
   the	
  

partner’s	
  death	
  or	
  the	
  dissolution	
  of	
   the	
  relationship.	
   	
  For	
  many	
  men,	
   the	
  end	
  of	
  a	
  

meaningful	
  relationship	
  with	
  a	
  sexual	
  partner	
  led	
  to	
  feeling	
  “alone	
  in	
  the	
  world,”	
  and	
  

without	
   many	
   close	
   friendships,	
   men	
   often	
   were	
   left	
   with	
   no	
   one	
   with	
   whom	
   to	
  

discuss	
  their	
  feelings.	
  For	
  several	
  respondents,	
  this	
  led	
  to	
  feelings	
  of	
  depression	
  and	
  

considering	
  suicide.	
  As	
  one	
  participant.	
  Richard,	
  stated:	
  

	
  

“I	
   usually	
   hold	
   [my	
   feelings]	
   in…When	
   it	
   does	
   come	
   out,	
   I	
   explode…I	
   do	
  

something,	
  try	
  to	
  take	
  myself	
  out.	
  I’ve	
  been	
  in	
  [the]	
  hospital	
  three	
  times.”	
  

	
  

	
  Nonetheless,	
   these	
   participants	
   turn	
   to	
   available	
   sources	
   of	
   support	
   in	
   times	
   of	
  

need.	
  For	
  example,	
  one	
  participant.	
  Marcus,	
  reflected	
  on	
  the	
  support	
  structures	
  he	
  

turns	
  to	
  when	
  feeling	
  depressed:	
  

	
  

“I	
   have	
   close	
   friends	
   and	
   that’s	
   just,	
   the	
   only	
   one	
   I	
   have	
   that,	
   is	
  my	
   baby’s	
  

mother.	
  [When	
  I	
  want	
  to	
  talk	
  to	
  someone]	
  I	
  go	
  to	
  my	
  daughter	
  and	
  my	
  son.	
  



	
   202	
  

When	
  I	
  have	
  [suicidal]	
  thoughts	
  like	
  that,	
  I	
  go	
  to	
  see	
  them.	
  They’re	
  the	
  ones	
  

that	
  put	
  a	
  smile	
  on	
  my	
  face.”	
  

	
  

Overall,	
  most	
  respondents	
  described	
  limited	
  social	
  support	
  networks,	
  with	
  few	
  close	
  

personal	
   relationships	
   with	
   friends	
   and	
   sexual	
   partners.	
   This	
   led	
   participants	
   to	
  

express	
  feelings	
  of	
  emotional	
  and	
  social	
  isolation,	
  and	
  often	
  resulted	
  in	
  participants	
  

preferring	
  to	
  be	
  alone	
  and	
  avoid	
  pursuing	
  new	
  friendships.	
  	
  By	
  contrast,	
  a	
  subset	
  of	
  

participants,	
   often	
   college	
   students,	
   described	
   mostly	
   strong,	
   supportive	
   peer	
  

networks	
   in	
   which	
   their	
   same	
   sex	
   behaviors	
   were	
   accepted,	
   and	
   did	
   not	
   share	
  

similar	
   feelings	
   of	
   loneliness	
   and	
   isolation.	
   These	
   participants	
   emphasized	
   the	
  

general	
   importance	
   of	
   maintaining	
   their	
   close	
   friendships	
   and	
   pursued	
  

opportunities	
  to	
  form	
  new	
  friendships.	
  	
  

	
  

6.7	
  Psychological	
  consequences	
  of	
  limited	
  social	
  support	
  
	
  	
  

As	
  a	
  consequence	
  of	
  limited	
  emotional	
  intimacy	
  with	
  the	
  people	
  in	
  their	
  lives,	
  many	
  

men	
   in	
   the	
   study	
   described	
   a	
   strong	
   general	
   desire	
   for	
   deeper	
   emotional	
  

connections,	
   and	
   to	
   be	
   loved	
   and	
   appreciated	
   by	
   others.	
   Here,	
   two	
   participants,	
  

Nelson	
   and	
   Christian,	
   respectively	
   describe	
   the	
   reasons	
   underlying	
   their	
   need	
   to	
  

emotionally	
  connect	
  with	
  others:	
  

	
  

“I	
  needed	
  love.	
  I	
  needed	
  affection.	
  I	
  just	
  needed	
  to	
  feel	
  safe,	
  [someone]	
  to	
  say	
  

‘you’re	
  doing	
  a	
  good	
  job.’	
  You	
  know,	
  for	
  someone	
  to	
  see	
  my	
  worth.	
  “	
  

	
  

“Even	
  if	
  we	
  don’t	
  have	
  any	
  sex,	
  what	
  makes	
  me	
  feel	
  good,	
   if	
   I	
  can,	
  someone	
  

that	
  I	
  know,	
  we	
  hang	
  out,	
  watch	
  TV,	
  just	
  to	
  lay	
  in	
  the	
  bed	
  together	
  and	
  talk.	
  

Nothing	
  else	
  going	
  on,	
  I’m	
  happy	
  with	
  that.	
  “	
  

	
  

However,	
  narratives	
  suggest	
  that	
   in	
  keeping	
  with	
  their	
  description	
  of	
  having	
  weak	
  

relationships	
   with	
   family,	
   friends,	
   and	
   intimate	
   sexual	
   partners—as	
   well	
   as	
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challenging	
  childhoods,	
  which	
  for	
  some	
  were	
  characterized	
  by	
  physical,	
  sexual	
  and	
  

emotional	
   abuse	
   (as	
   described	
   in	
   Chapter	
   4)—many	
   participants	
   in	
   this	
   study	
  

expressed	
   difficulty	
   trusting	
   others	
   or	
   being	
   emotionally	
   vulnerable.	
   One	
  

participant,	
  Robert,	
  recalled	
  how	
  the	
  experience	
  of	
  informing	
  family	
  members	
  of	
  his	
  

childhood	
   molestation	
   was	
   met	
   with	
   derision	
   and	
   contributed	
   to	
   his	
   inability	
   to	
  

trust	
  others.	
  	
  

	
  

“I	
  saw	
  the	
  reaction	
  I	
  got	
  when	
  I	
  said	
  somebody	
  was	
  touching	
  me,	
  instead	
  of	
  

being	
   like	
  who’s	
   touching	
  my	
   little	
  brother,	
   they	
  were	
   like	
  you	
   little	
   faggot,	
  

and	
  I	
  was	
   just	
   like	
  wow,	
  these	
  are	
  really	
  my	
  relatives?	
  Am	
  I	
  really	
  a	
  part	
  of	
  

them?	
  I	
  can’t	
  trust	
  nobody.”	
  

	
  

Difficulties	
   trusting	
   others	
   led	
  many	
   participants	
   to	
   avoid	
   entering	
   close	
   intimate	
  

partnerships	
  and	
  forming	
  friendships.	
  	
  In	
  fact,	
  many	
  participants	
  echoed	
  one	
  man’s	
  

characterization	
  of	
  close	
  relationships	
  as	
  being	
  “more	
  trouble	
  than	
  it’s	
  worth.”	
  For	
  

example,	
   one	
   participant,	
   Christian,	
   reflected	
   on	
   the	
   shallow	
   nature	
   of	
   his	
   past	
  

friendships	
   with	
   individuals	
   with	
   whom	
   he	
   had	
   previously	
   engaged	
   in	
   illicit	
  

activities.	
   Following	
   a	
   period	
   of	
   incarceration,	
   he	
   recalled	
   that	
   when	
   he	
   declined	
  

requests	
   to	
   join	
  his	
  peers	
   in	
   illegal	
  activities,	
   they	
   taunted	
  him	
  and	
  questioned	
  his	
  

loyalty	
   to	
   them.	
   He	
   concluded	
   that	
   it	
   was	
   best	
   to	
   avoid	
   forming	
   any	
   close	
  

friendships.	
  	
  	
  	
  

	
  

“I	
   have	
   no	
   friends…[it’s]	
   too	
   complicated.	
   I’ve	
   been	
   screwed	
   over	
   a	
   lot.	
  

The…friends	
  that	
  I	
  had…it	
  takes	
  for	
  you	
  to	
  get	
  older	
  to	
  realize	
  that	
  they’re	
  not	
  

your	
  friends,	
  they’re	
  your	
  boys…and	
  you’ve	
  known	
  them	
  for	
  10	
  years	
  and	
  if	
  

you	
   don’t	
   want	
   to	
   do	
   [something	
   illegal]	
   they	
   start	
   saying	
   ‘what	
   are	
   you,	
  

scared	
  now?’	
  I’d	
  rather	
  just	
  be	
  by	
  myself.”	
  

	
  

Participants	
   described	
   a	
   desire	
   to	
   avoid	
   the	
   perceived	
   complications	
   inherent	
   to	
  

maintaining	
   friendships,	
   and	
  made	
   themselves	
  unavailable	
   to	
  meeting	
  new	
  people	
  

by	
   not	
   “putting	
   [themselves]	
   out	
   there.”	
   Wilson,	
   a	
   participant,	
   who	
   described	
   a	
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particularly	
   stressful	
   place	
   of	
   employment	
   described	
   his	
   avoidance	
   of	
   new	
  

relationships	
  and	
  preference	
  for	
  being	
  alone	
  as	
  a	
  way	
  to	
  manage	
  his	
  stress:	
  

	
  

“I	
  watch	
  DVDs	
  at	
  home,	
  that	
  relaxes	
  me.	
  I’m	
  usually	
  by	
  myself	
  because	
  I	
  don’t	
  

know	
  a	
  lot	
  of	
  people…	
  I	
  think	
  in	
  a	
  way	
  it’s	
  better	
  for	
  me	
  because	
  it	
  helps	
  me	
  

calm	
  down	
  after	
  work,	
  being	
  by	
  myself.	
  It	
  gives	
  me	
  some	
  peace.”	
  

	
  

	
  Many	
  participants	
   in	
   this	
  sample	
  shared	
   the	
  belief	
   that	
  allowing	
   themselves	
   to	
  be	
  

emotionally	
   vulnerable	
  would	
   inevitably	
   result	
   in	
   being	
   hurt	
   by	
   friends,	
   partners,	
  

and	
   family.	
   Narratives	
   also	
   suggested	
   that	
   troubling	
   lifetime	
   experiences	
   led	
  

participants	
  to	
  describe	
  a	
  lack	
  of	
  significant	
  emotional	
  connection	
  with	
  the	
  people	
  in	
  

their	
   lives,	
   which	
   led	
   participants	
   to	
   crave	
   the	
   emotional	
   support	
   and	
  

encouragement	
  ostensibly	
   found	
   in	
  close	
  relationships.	
  Paradoxically,	
  expectations	
  

of	
   being	
   hurt	
   by	
   others,	
   particularly	
   by	
   intimate	
   partners,	
   led	
   to	
   considerable	
  

difficulties	
  trusting	
  others	
  and	
  prevented	
  respondents	
  from	
  being	
  able	
  to	
  attain	
  the	
  

type	
  of	
  emotional	
  connection	
  they	
  desired.	
  They	
  described	
  a	
  cycle	
  of	
   isolation	
  that	
  

made	
   the	
   attainment	
   of	
   the	
   desired	
   emotional	
   connections	
   problematic,	
   and	
  

oftentimes,	
   ultimately	
   unachievable.	
   For	
   example,	
   Dwight,	
   a	
   participant	
   who	
   had	
  

experienced	
  many	
  troubling	
   life	
  experiences	
   including	
  childhood	
  sexual	
  abuse	
  and	
  

adulthood	
   rape,	
   reflected	
  on	
  his	
  desire	
   to	
  be	
   emotionally	
   connected	
  with	
   a	
   sexual	
  

partner	
  and	
  the	
  personal	
  obstacles	
  preventing	
  this	
  from	
  occurring:	
  

	
  

“Because	
   when,	
   having	
   sex	
   for	
   me,	
   it’s	
   always	
   been,	
   when	
   I’m	
   doing	
   it,	
   I	
  

always	
  feel	
  like	
  I’m	
  always	
  observing	
  it,	
  not	
  really,	
  you	
  know	
  how	
  people	
  give	
  

themselves	
  over	
  to	
  their	
  passion,	
  they’re	
  like	
  having	
  passion,	
  you’re	
  like	
  wow	
  

they	
   really	
   love	
   each	
   other,	
   this	
   is,	
   I’ve	
   never	
   been	
   able	
   to	
   just	
   do	
   that.	
   I	
  

always	
  try	
  to	
  think	
  I’m	
  doing	
  it…but	
  I	
  know	
  it’s	
  not	
  real.	
  And	
  then	
  I’m	
  doing	
  

this	
  because	
   I’m	
  scared,	
  or	
   I’m	
  doing	
  this	
  because	
   I’m	
  angry,	
   I’ve	
  never	
  had	
  

that	
  connection.	
  It’s	
  hard	
  for	
  me	
  to	
  connect.	
  I’m	
  just	
  afraid	
  to	
  let	
  anyone	
  get	
  

too	
  close,	
  and	
  I’m	
  afraid	
  to	
  get	
  too,	
  I’m	
  afraid	
  to	
  get	
  too	
  close	
  to	
  anybody.”	
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Overall,	
   narratives	
   revealed	
   tensions	
   between	
   participants’	
   desire	
   for	
   emotional	
  

closeness	
   and	
   efforts	
   to	
   achieve	
   this	
   closeness.	
   Participants	
   acknowledged	
   that	
  

while	
  they	
  wished	
  to	
  emotionally	
  connect	
  with	
  others,	
  their	
  inability	
  to	
  trust	
  others	
  

made	
  it	
  difficult,	
  and	
  impeded	
  their	
  ability	
  to	
  establish	
  meaningful	
  relationships.	
  	
  

	
  

	
  

	
  

	
  

	
  	
  

6.8	
  HIV	
  risk	
  and	
  protective	
  behaviors	
  
	
  

6.8a	
  Limited	
  support	
  and	
  sexual	
  behaviors	
  
	
  

Narratives	
  suggested	
  that	
  sources	
  of	
  support	
  are	
  implicated	
  in	
  sexual	
  risk	
  behaviors.	
  

These	
   findings	
   support	
   previous	
   studies	
   (described	
   in	
   the	
   introduction	
   of	
   this	
  

chapter)	
  and	
  are	
  able	
  to	
  nuance	
  the	
  current	
  literature	
  on	
  social	
  support	
  and	
  HIV	
  risk	
  

in	
  Black	
  MSM	
  populations.	
  The	
  quality	
  of	
  supportive	
  relationships	
  with	
  friends	
  and	
  

sexual	
   partners	
   emerged	
   as	
   a	
   more	
   important	
   influence	
   on	
   participants’	
   sexual	
  

health	
   strategy	
   than	
   the	
   effects	
   of	
   (non)supportive	
   family	
   relationships.	
  	
  

Participants	
  tended	
  to	
  describe	
  their	
  risk	
  behaviors	
  in	
  terms	
  of	
  their	
  strong	
  or	
  weak	
  

relationships	
   with	
   friends	
   and	
   ongoing	
   casual	
   or	
   monogamous	
   sexual	
   partners.	
  

Indeed,	
  in	
  the	
  absence	
  of	
  strong	
  supportive	
  family	
  relationships,	
  support	
  from	
  peers	
  

and	
   partners	
  may	
   be	
   of	
   particular	
   importance.	
  Many	
   participants	
   perceived	
   their	
  

primary	
  sexual	
  partner	
  to	
  be	
  their	
  only	
  source	
  of	
  support,	
  and	
  attributed	
  high	
  risk	
  

behaviors	
  to	
  difficulties	
  in	
  this	
  relationship.	
  In	
  keeping	
  with	
  the	
  cycle	
  of	
  social	
  and	
  

emotional	
   isolation	
   described	
   earlier,	
   respondents	
   without	
   primary	
   partners	
  

believed	
   that	
   entering	
   into	
   an	
   intimate	
   sexual	
   relationship	
   would	
   eventually	
  

conclude	
  in	
  the	
  loss	
  of	
  the	
  partner,	
  either	
  through	
  the	
  partner	
  leaving	
  them,	
  or	
  the	
  

death	
   of	
   the	
   partner	
   due	
   to	
   drugs,	
   illness,	
   or	
   violence.	
   The	
   fear	
   of	
   emotional	
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connection	
   may	
   prevent	
   men	
   from	
   entering	
   into	
   stable	
   partnerships,	
   and	
  

consequently	
  may	
  exacerbate	
   the	
  needs	
   for	
  emotional	
   intimacy,	
  ultimately	
   leading	
  

men	
  to	
  have	
  unprotected	
  and	
  anonymous	
  sexual	
  encounters	
  to	
  provide	
  immediate	
  

yet	
   temporary	
   intimacy.	
   	
   One	
   respondent,	
   Nelson,	
   recalled	
   how	
   his	
   desire	
   for	
   a	
  

meaningful	
   emotional	
   relationship	
   with	
   a	
   sexual	
   partner	
   led	
   him	
   to	
   seek	
   out	
   an	
  

anonymous	
  sexual	
  partner:	
  

	
  

“I	
  was	
  lonely,	
  horny.	
  In	
  my	
  head	
  I	
  wanted	
  a	
  relationship.	
  I	
  wasn’t	
  looking	
  for	
  

a	
  relationship	
  with	
  this	
  particular	
  person.	
  I	
  felt	
  lonely,	
  not	
  in	
  a	
  sad,	
  depressed	
  

way,	
  but	
  I	
  just	
  wanted	
  to	
  be	
  intimate	
  with	
  someone.”	
  

	
  

Other	
  participants	
   (Robert,	
  Harold,	
  and	
  Martin,	
   respectively)	
  also	
  showed	
  that	
   the	
  

loneliness	
  and	
  emotional	
  disconnect	
  they	
  experienced	
  served	
  as	
  an	
  important	
  driver	
  

to	
  seek	
  sex:	
  

	
  

“The	
   loneliness,	
   the	
   loneliness,	
   the	
  being	
   in	
   a	
   relationship	
  with	
   someone,	
   a	
  

monogamous	
  relationship,	
  and	
  then	
  losing	
  that	
  person.”	
  

	
  

“I	
  was	
  lonely.	
  I	
  felt	
  betrayed.	
  I	
  needed	
  a	
  friend.	
  Oh	
  my	
  god,	
  I’m	
  going	
  to	
  start	
  

crying…but	
   at	
   that	
   time,	
   [name	
   deleted]	
   was	
   a	
   perfect	
   gentleman.	
   He	
   did	
  

everything	
  that	
  he	
  said	
  he	
  was	
  going	
  to	
  do	
  for	
  me,	
  and	
  he	
  did	
  it.”	
  

	
  

“I	
   was	
   on	
   my	
   internet	
   and	
   there’s	
   a	
   website	
   called	
   [website	
   name	
   for	
  

soliciting	
   anonymous	
  partners],	
   and	
   it’s	
   a	
   gay	
  male	
  website.	
   I	
   just	
  went	
   on	
  

there	
  ‘cause	
  I	
  was	
  lonely	
  and	
  hadn’t	
  had	
  a	
  relationship	
  in	
  a	
  long	
  time,	
  and	
  like	
  

I	
  said,	
  depressed.	
   I	
  don’t	
  know,	
   I	
   felt	
  really	
  mentally	
  sick…so	
  I	
  went	
  on	
  this	
  

website	
  and	
  I	
  met	
  this	
  guy	
  and	
  we	
  got	
  drunk	
  and…”	
  

	
  

Several	
   participants	
   also	
   commented	
   on	
   the	
   aftermath	
   of	
   a	
   relationship	
   break-­‐up.	
  

Robert	
   shared	
  how	
   the	
   end	
  of	
   his	
   relationship	
  with	
   his	
   primary	
  partner	
   and	
   only	
  

source	
   of	
   support	
   left	
   him	
   yearning	
   for	
   physical	
   contact	
   and	
   a	
   desire	
   to	
   feel	
   that	
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someone	
  cared	
  for	
  him—a	
  desire	
  that	
  the	
  participant	
  perceived	
  to	
  lead	
  to	
  his	
  own	
  

unprotected	
  sexual	
  behaviors:	
  

	
  

“I	
  was	
  in	
  such	
  a,	
  not	
  negative	
  place,	
  but	
  a	
  hurt	
  place	
  and	
  just	
  something	
  about	
  

having	
  someone	
  just	
  touch	
  you	
  in	
  that	
  way	
  is	
  just	
  very	
  comforting.”	
  

	
  

Another	
  respondent,	
  Michael,	
  described	
  how	
  the	
  emotional	
  pain	
  resulting	
  from	
  the	
  

recent	
  end	
  of	
  a	
  long-­‐term	
  relationship	
  led	
  him	
  to	
  engage	
  in	
  unprotected	
  sex	
  with	
  an	
  

anonymous	
  partner:	
  	
  

	
  

	
  “I’ve	
  fell	
  in	
  love,	
  completely	
  I	
  believe	
  it’s	
  the	
  first	
  time	
  I	
  ever	
  fell	
  in	
  love,	
  with	
  

this	
  guy…but	
  me	
  and	
  him	
  ended	
  up	
  breaking	
  up,	
  and	
  that	
  was	
  hurtful,	
  it	
  was	
  

crazy	
  hurtful.	
  I	
  was	
  like	
  sobbing,	
  crying,	
  crazy,	
  and	
  I	
  was	
  at	
  the	
  time	
  I	
  started	
  

just	
  wanting	
   to	
   feel	
   something,	
  because	
   I	
   just	
   felt	
   so	
  numb	
   from	
   the	
   crying	
  

and	
   anger	
   and	
   pain,	
   and	
   I	
  went	
   online	
   and	
  met	
   this	
   guy	
   and	
   it	
  was	
   pretty	
  

much	
  a	
  hook	
  up	
  and	
  we	
  both	
  didn’t	
  have	
  condoms	
  and	
  I	
  don’t	
  know	
  why	
  I	
  did	
  

it,	
  but	
  I	
  was	
  like	
  you	
  know	
  what,	
  fuck	
  it,	
  I	
  don’t	
  care,	
  I	
  trust	
  you,	
  just	
  let’s	
  get	
  

this	
   over	
   with,	
   and	
   it	
   was,	
   it	
   was	
   sex,	
   just	
   to	
   have	
   sex,	
   and	
   actually	
   no	
   it	
  

wasn’t	
  sex	
  just	
  to	
  have	
  sex,	
  it	
  was	
  sex	
  to	
  just	
  to	
  be	
  human	
  for	
  five	
  minutes.”	
  

	
  

Thus,	
   a	
   heightened	
   need	
   for	
   physical	
   contact	
   and	
   emotional	
   intimacy	
   frequently	
  

motivated	
   high-­‐risk	
   sexual	
   encounters.	
   Respondents	
   explained	
   that	
   they	
   would	
  

often	
   seek	
   sexual	
   partnerships	
   in	
   convenient	
   and	
   anonymous	
   venues	
   to	
   satisfy	
  

immediate	
  needs	
   for	
   intimacy.	
  This	
  often	
  meant	
  using	
  online	
  dating/sex	
  websites,	
  

having	
   casual	
   sex	
   partners,	
   or	
   patronizing	
   bars,	
   clubs,	
   bathhouses,	
   or	
   street	
  

locations	
  where	
  partners	
  could	
  be	
  easily	
  found.	
  	
  

	
  

John:	
   I	
  went	
   on	
   one	
   of	
   those	
   dating	
  websites,	
   found	
   someone	
   that	
   seemed	
  

alright,	
  and	
  messaged	
  him.	
  

	
  

Interviewer:	
  Was	
  this	
  the	
  first	
  time	
  you	
  had	
  used	
  the	
  site?	
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John:	
  Yeah	
  

	
  

Interviewer:	
  Why	
  do	
  you	
  think	
  you	
  went	
  on	
  it?	
  

	
  

John:	
   I	
   don’t	
   know…	
   I	
   guess,	
   I	
   don’t	
   know,	
   I	
   hadn’t	
   felt	
   anything	
   good	
   for	
  

anyone	
  in	
  so	
  long.	
  I	
  just	
  wanted	
  to	
  feel	
  something,	
  feel	
  someone,	
  and	
  this	
  was	
  

wham	
  bam.	
  No	
  questions	
  asked,	
  know	
  what	
  I	
  mean?	
  I	
  don’t	
  have	
  to	
  take	
  him	
  

out	
  for	
  a	
  date	
  and	
  do	
  all	
  that.	
  We	
  both	
  knew	
  what	
  [was	
  up].	
  

	
  

Participants	
   with	
   limited	
   social	
   support	
   networks	
   described	
   having	
   multiple	
  

concurrent	
  sexual	
  partners.	
  Jamar,	
  a	
  participant	
  who	
  engaged	
  in	
  high	
  risk	
  behaviors	
  

described	
  a	
  connection	
  between	
  his	
  approach	
  to	
  anonymous	
  sexual	
  encounters	
  and	
  

a	
  fear	
  of	
  interpersonal	
  intimacy	
  and	
  anticipatory	
  rejection:	
  

	
  

“I’m	
  in	
  several	
  relationships	
  at	
  all	
  times.	
  It’s	
  not	
  a	
  nice	
  thing,	
  it’s	
  just	
  the	
  way	
  I	
  

protect	
  myself	
   because	
   I	
   feel	
   like	
   if	
   I,	
   I’ve	
   tried	
  being	
  with	
   just	
   one	
  person,	
  

and	
  I	
  always	
  got	
  devastated,	
  so	
  I	
  just	
  figured	
  like	
  if	
  I	
  see	
  a	
  few	
  people,	
  it’s	
  fine,	
  

as	
  long	
  as…if	
  I	
  don’t	
  really	
  put	
  any	
  real,	
  all	
  love	
  into	
  it…I’ll	
  be	
  safe	
  like	
  that.”	
  

	
  

Thus,	
   participants’	
   narratives	
   revealed	
   potential	
   interconnections	
   between	
   the	
  

quality	
   of	
   personal	
   relationships	
   and	
   their	
   sexual	
   risk	
   behaviors.	
   Specifically,	
  

participants	
  who	
   lacked	
   socially	
   and	
  emotionally	
   fulfilling	
   relationships	
   expressed	
  

feelings	
  of	
  depression,	
   loneliness,	
   isolation	
  and	
  an	
  anticipation	
  of	
   future	
   rejection,	
  

and	
   these	
   factors	
   led	
   them	
   to	
   satisfy	
   their	
   need	
   for	
   interpersonal	
   connection	
  

through	
  sexual	
  intercourse,	
  which	
  often	
  took	
  the	
  form	
  of	
  unprotected	
  high-­‐risk	
  sex	
  

with	
  anonymous	
  partners.	
  This	
  occurred	
  despite	
  participants	
  having	
  knowledge	
  of	
  

the	
  risk	
  for	
  HIV	
  and	
  STD	
  transmission,	
  often	
  as	
  a	
  result	
  of	
  prioritizing	
  their	
  need	
  for	
  

sexual	
  and	
  emotional	
  intimacy	
  above	
  sexual	
  safety.	
  Often	
  these	
  unprotected	
  sexual	
  

episodes	
   occurred	
   while	
   under	
   the	
   influence	
   of	
   alcohol	
   or	
   drugs,	
   particularly	
  

cocaine	
  and	
  inhalant	
  nitrites	
  (i.e.	
  “poppers”),	
  which	
  participants	
  described	
  using	
  to	
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feel	
  more	
   sexually	
   uninhibited	
   and	
   to	
   enhance	
   sexual	
   performance.	
   	
   For	
   instance,	
  

one	
  participant,	
  Michael,	
  shared:	
  

	
  

“I	
   just	
  needed	
  sex,	
   so	
   in	
  order	
   to	
  allow	
  myself	
   to	
  have	
  sex	
  with	
   this	
  person	
  

was	
  to	
  drink…I	
  didn’t	
  even	
  know	
  how	
  old	
  he	
  really	
  was.	
  I	
   just	
  wanted	
  to	
  be	
  

penetrated.”	
  

	
  

Robert,	
   another	
   participant	
  with	
   an	
   extremely	
   limited	
   support	
   network	
   described	
  

how	
   inhaling	
   poppers	
   led	
   him	
   to	
   knowingly	
   and	
   repeatedly	
   engage	
   in	
   high	
   risk	
  

behaviors.	
  	
  

	
  

“[I	
  met	
  him]	
  at	
  a	
  park,	
  a	
  year	
  ago.	
  He	
  had	
  performed	
  oral	
  sex	
  on	
  me.	
  So	
  I	
  was	
  

in	
  my	
  apartment,	
   I	
  call	
  him,	
  he	
  comes	
  over,	
  so	
   then	
  a	
  couple	
  weeks	
  ago	
  we	
  

ended	
  up	
  getting	
  into	
  anal,	
  he	
  wanted	
  me	
  to	
  penetrate,	
  and	
  I	
  just	
  did	
  it,	
  and	
  

he	
  said	
  it’s	
  not	
  safe,	
  we	
  gotta	
  use	
  a	
  condom,	
  and	
  we	
  both	
  agreed,	
  but	
  then	
  we	
  

were	
  sniffing	
  this	
  thing,	
  poppers.	
  Yeah,	
  I	
  gotta	
  get	
  away	
  from	
  that,	
  because	
  all	
  

my	
  inhibitions	
  just	
  go.	
  All	
  my	
  fear	
  about	
  HIV,	
  it	
  all	
  goes	
  when	
  I	
  sniff	
  it.	
  When	
  

I’m	
  with	
  him	
  it’s	
  like	
  I	
  don’t	
  care,	
  and	
  this	
  other	
  guy	
  brings	
  poppers	
  and	
  it’s	
  

like	
  I’m	
  not	
  thinking	
  clearly	
  when	
  I’m	
  doing	
  it…I	
  gotta	
  go	
  get	
  tested	
  soon.”	
  

	
  

In	
   contrast,	
   few	
  participants	
  with	
   strong	
   social	
   support	
   networks	
   described	
  using	
  

alcohol	
  and/or	
  drugs	
  during	
  unprotected	
  sexual	
  encounters;	
  of	
   those	
  who	
  did,	
   the	
  

substances	
   of	
   choice	
   were	
   mostly	
   alcohol	
   and	
   marijuana.	
   Overall,	
   participants’	
  

perceptions	
   of	
   limited	
   support	
   and	
   the	
   resulting	
   psychological	
   vulnerability	
   they	
  

experienced	
  may	
  have	
  functioned	
  interactively	
  to	
  lead	
  participants	
  to	
  engage	
  in	
  high	
  

risk	
  sexual	
  behaviors.	
  	
  

	
  

6.8b	
  Positive	
  support	
  and	
  sexual	
  behaviors	
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Notably,	
   the	
   presence	
   of	
   strong	
   peer	
   and	
   partner	
   support	
   networks	
   did	
   not	
  

completely	
   buffer	
  men	
   in	
   this	
   study	
   from	
  engaging	
   in	
   unprotected	
   sex.	
   	
  However,	
  

narratives	
   suggested	
   that	
   the	
   more	
   fine-­‐tuned	
   characteristics	
   of	
   sexual	
   risk	
  

behaviors	
   differed	
   between	
   participants	
   with	
   strong	
   and	
   weak	
   social	
   support	
  

networks,	
  with	
  respect	
  to	
  partner-­‐seeking	
  venues,	
  types	
  of	
  sexual	
  partners,	
  positive	
  

self-­‐identity,	
   and	
   the	
   use	
   of	
   alcohol	
   or	
   drugs.	
   	
   In	
   particular,	
   participants	
   with	
  

stronger	
  support	
  networks	
  more	
  frequently	
  described	
  unprotected	
  sexual	
  episodes	
  

occurring	
   in	
   the	
   context	
   of	
   established	
   partnerships—i.e.	
   with	
   partners	
   they	
   had	
  

dated	
   previously,	
   with	
   boyfriends,	
   etc.	
   They	
   also	
   frequently	
   described	
   partner-­‐

selection	
  strategies	
  centered	
  on	
  participants’	
  friendship	
  networks,	
  at	
  house	
  parties,	
  

or	
   through	
  virtual	
  media,	
   including	
   social	
  networking	
  websites,	
   such	
  as	
  Facebook,	
  

and	
  internet	
  dating	
  services	
  where	
  they	
  could	
  establish	
  deeper	
  relationships.	
  There	
  

were	
   fewer	
   reports	
   of	
   meeting	
   partners	
   at	
   bars,	
   nightclubs,	
   or	
   online	
   ‘hook-­‐up’	
  

websites,	
  as	
  well	
  as	
  strong	
  views	
  disfavoring	
  these	
  venue-­‐based	
  selection	
  strategies.	
  

These	
  ways	
  of	
  meeting	
  partners	
  provided	
  greater	
  opportunities	
  to	
  screen	
  potential	
  

sex	
   partners.	
   	
   For	
   instance,	
   one	
   participant,	
   Xavier,	
   reasoned	
   that	
   he	
   would	
   not	
  

engage	
   in	
   unprotected	
   or	
   protected	
   sexual	
   intercourse	
   with	
   a	
   partner	
   met	
   at	
   a	
  

nightclub,	
   bar	
   or	
   similar	
   venue	
   because	
   it	
   did	
   not	
   allow	
   enough	
   time	
   to	
   become	
  

familiar	
  with	
  the	
  person:	
  	
  

	
  

“I	
  feel	
  like	
  if	
  I	
  want	
  to	
  have	
  that	
  special	
  bond	
  with	
  someone,	
  I	
  have	
  to	
  get	
  to	
  

know	
  them	
  before	
  I	
  give	
  them	
  (sex)….that	
  something	
  sacred	
  to	
  me,	
  you	
  don’t	
  

just	
  give	
  it	
  up.”	
  

	
  

Thus,	
  participants	
  with	
  strong	
  support	
  systems	
  shared	
  beliefs	
  that	
  sex	
  should	
  occur	
  

within	
  the	
  context	
  of	
  prolonged	
  familiarity	
  with	
  a	
  potential	
  partner,	
  or	
  as	
  part	
  of	
  an	
  

established	
   relationship.	
   Participants	
  with	
  weaker	
   support	
   systems	
   did	
   not	
   share	
  

similar	
  beliefs,	
  and	
  described	
  meeting	
  sexual	
  partners	
  at	
  clandestine	
  spaces,	
  such	
  as	
  

bars,	
   nightclubs,	
   video	
   arcades,	
   bookstores,	
   and	
   bathhouses,	
   as	
   well	
   internet	
   sex	
  

websites	
   used	
   for	
   finding	
   immediate	
   and	
   anonymous	
   sexual	
   partners.	
   These	
  

potential	
  differences	
  in	
  partner	
  selection	
  opportunities	
  and	
  venues	
  may	
  contribute	
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to	
  differences	
   in	
   sexual	
   risk	
  behaviors.	
  For	
  example,	
  more	
  prolonged	
   in-­‐person	
  or	
  

online	
   conversations	
   may	
   allow	
   for	
   greater	
   communication	
   between	
   prospective	
  

partners	
   regarding	
   relationship	
   potential,	
   HIV	
   risk	
   and	
   condom	
   use,	
   whereas	
  

individuals	
  meeting	
  at	
  anonymous	
  sex	
  websites,	
  bathhouses	
  or	
  bars/nightclubs	
  may	
  

be	
  more	
   prone	
   to	
   immediate	
   and	
   higher	
   risk	
   behaviors,	
   i.e.	
   may	
   be	
   less	
   likely	
   to	
  

discuss	
  condom	
  use	
  and	
  more	
   likely	
   to	
  be	
   intoxicated.	
  However,	
   it	
   is	
   important	
   to	
  

note	
   that	
   these	
   differences	
   in	
   partner	
   selection	
   were	
   not	
   always	
   consistent	
   with	
  

quality	
   of	
   social	
   support.	
   For	
   instance,	
   some	
   participants	
   with	
   stronger	
   support	
  

systems	
   did	
   not	
   share	
   beliefs	
   that	
   sex	
   should	
   occur	
   within	
   the	
   context	
   of	
   an	
  

established	
   relationship,	
   while	
   some	
   participants	
   with	
   weaker	
   social	
   support	
  

networks	
   did	
   not	
   describe	
   meeting	
   sexual	
   partners	
   at	
   venues	
   associated	
   with	
  

anonymous	
  partners.	
  	
  

	
  

Narratives	
  also	
  suggested	
  that	
  participants	
  with	
  strong,	
  supportive	
  peer	
  friendships	
  

perceived	
  their	
  social	
  network	
  to	
  be	
  supportive	
  of	
   their	
  gay	
   identity	
  and	
  same-­‐sex	
  

behaviors.	
  This	
  may	
  have	
  led	
  to	
  greater	
  self-­‐acceptance	
  of	
  participants’	
  own	
  same-­‐

sex	
  behaviors,	
  which	
  may	
  have	
  resulted	
  in	
  lower	
  risk	
  behaviors.	
  These	
  participants	
  

reported	
  a	
  reduced	
  need	
  to	
  be	
  overly	
  secretive	
  of	
  their	
  same-­‐sex	
  behaviors.	
  	
  Studies	
  

have	
   shown	
   that	
   internalized	
   homophobia	
   and	
   not	
   having	
   a	
   gay-­‐identity	
   are	
  

associated	
   with	
   increased	
   HIV	
   risk	
   behaviors	
   (Lye	
   Chng	
   &	
   Géliga-­‐Vargas	
   2000,	
  

Ramirez-­‐Valles	
   2002,	
  Waldo	
   et	
   al.	
   1998).	
   In	
   keeping	
   with	
   this,	
   these	
   participants	
  

perceived	
   their	
   sexual	
   networks	
   to	
   include	
   other	
   like-­‐minded	
   gay	
  men;	
   that	
   is,	
   a	
  

larger	
  pool	
  of	
  ‘suitable’	
  sexual	
  partners	
  to	
  choose	
  from,	
  those	
  who	
  practiced	
  lower-­‐

risk	
  behaviors	
   and	
   shared	
   similar	
   attitudes	
   toward	
   sexual	
  health.	
  One	
  participant,	
  

Lawrence,	
  shared:	
  

	
  

“I	
  mean,	
  most	
  of	
  my	
  friends,	
  the	
  people	
  I	
  chill	
  with,	
  are	
  into	
  safe	
  sex.	
  I	
  mean,	
  

we	
  don’t	
  really	
  talk	
  about	
  it,	
  I	
  guess	
  its	
  kind	
  of	
  what	
  everyone	
  just	
  does,	
  like	
  

no	
  one	
  goes	
  around	
  sleeping	
  with	
  [a	
  lot	
  of]	
  dudes	
  [unprotected].	
  That’s	
   just	
  

crazy.”	
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Another	
   participant	
   shared	
   that	
   his	
   sexual	
   network	
   consisted	
   of	
   other	
   men	
   with	
  

similar	
   approaches	
   to	
   sexual	
   safety,	
   so	
   “even	
   though	
   [they]	
   didn’t	
   talk	
   about	
  

condoms,	
   everyone	
   always	
   [took]	
   care	
   of	
   themselves…and	
   [were]	
   smart”	
   about	
  

engaging	
   in	
   low	
   HIV	
   risk	
   behaviors.	
   Thus,	
   engaging	
   in	
   sex	
   with	
   partners	
   sharing	
  

similar	
  attitudes	
  towards	
  safe	
  sex	
  may	
  have	
  reduced	
  opportunities	
  to	
  engage	
  in	
  high	
  

risk	
  sexual	
  behaviors,	
  and	
  fostered	
  norms	
  that	
  encouraged	
  lower	
  risk	
  behaviors.	
  	
  

	
  

Overall,	
   participants	
   with	
   limited	
   social	
   support	
   networks	
   described	
   patterns	
   of	
  

multiple,	
  concurrent	
  sexual	
  episodes,	
  with	
  mostly	
  anonymous	
  and	
  casual	
  on-­‐going	
  

sex	
  partners.	
  Participants	
  who	
  perceived	
  strong	
  social	
  support	
  networks	
  described	
  

patterns	
   of	
   consecutive,	
   monogamous	
   sexual	
   relationships.	
   However,	
   participants	
  

with	
  strong	
  support	
  networks,	
  as	
  well	
  as	
  those	
  with	
  weak	
  social	
  support	
  networks	
  

described	
  participating	
  in	
  unprotected	
  sex.	
  

	
  

	
  

	
  

	
  

6.9	
  Discussion	
  	
  
	
  

This	
   chapter	
   explored	
   the	
   social	
   support	
   systems	
   available	
   to	
   participants	
   and	
  

examined	
  how	
  levels	
  of	
  social	
  and	
  emotional	
  support	
  are	
  implicated	
  in	
  their	
  sexual	
  

risk	
  behaviors.	
   	
  The	
  majority	
  of	
  participants	
  in	
  this	
  sample	
  revealed	
  emotional	
  and	
  

psychosocial	
   vulnerability	
   due	
   to	
   limited	
   family	
   and	
   peer	
   support	
   networks.	
  

Participants	
   described	
   lives	
   lacking	
   in	
   strong	
   emotional	
   connections	
   and	
  

encouragement,	
   with	
   a	
   few	
   participants	
   sharing	
   positive	
   narratives	
   of	
   strong	
  

emotional	
   support	
   from	
   family	
   relationships	
   and	
   close	
   friendships.	
   The	
   dominant	
  

narrative	
   theme	
   identified	
   in	
   this	
  analysis	
   suggests	
   that	
   lack	
  of	
  emotional	
   support	
  

and	
   meaningful	
   personal	
   relationships	
   were	
   linked	
   with	
   sexual	
   risk	
   behaviors.	
  

Specifically,	
   it	
   was	
   observed	
   that	
   a)	
   participants	
   who	
   perceived	
   weak	
   social	
   and	
  

emotional	
   support	
   described	
   high	
   risk	
   behaviors,	
   prioritizing	
   immediate	
   sexual	
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gratification	
   over	
   sexual	
   safety;	
   b)	
   participants	
   who	
   perceived	
   stronger	
   social	
  

support	
   systems	
   found	
   sex	
   partners	
   through	
   their	
   social	
   networks	
   and	
   in	
   venues	
  

geared	
   toward	
   establishing	
   longer	
   relationships,	
   whereas	
   participants	
   who	
  

described	
   having	
  weaker	
   emotional	
   support	
   typically	
   found	
   sex	
   partners	
   through	
  

anonymous	
  venues	
  that	
  catered	
  to	
  finding	
  no-­‐strings-­‐attached	
  partners.	
  

	
  

Notably,	
   participants	
   lacking	
   the	
   social	
   and	
   emotional	
   support	
   provided	
   through	
  

close	
   family	
   and	
   peer	
   relationships	
   described	
   intense	
   feelings	
   of	
   loneliness	
   and	
  

depression,	
  and	
  shared	
  a	
  desire	
  to	
  be	
  emotionally	
  connected	
  to	
  others.	
  However,	
  the	
  

poor	
   emotional	
   wellbeing	
   cultivated	
   over	
   the	
   course	
   of	
   their	
   lives	
   may	
   have	
   led	
  

many	
  participants	
  to	
  have	
  extraordinary	
  difficulties	
  trusting	
  others,	
  and	
  contributed	
  

to	
   expectations	
   of	
   being	
   hurt	
   by	
   peers,	
   friends,	
   and	
   sex	
   partners.	
   	
   Consequently,	
  

participants	
   appeared	
   to	
   have	
   developed	
   strategies	
   to	
   prevent	
   themselves	
   from	
  

being	
   hurt	
   by	
   others,	
   while	
   still	
   fulfilling	
   their	
   need	
   for	
   physical	
   intimacy.	
   These	
  

strategies	
   included	
   forming	
   few	
   friendships	
   and	
   avoiding	
  meaningful,	
   emotionally	
  

intimate	
   sexual	
   partnerships.	
   Paradoxically,	
   these	
   “emotionally	
   protective”	
  

strategies	
  can	
  increase	
  risk	
  for	
  HIV	
  and	
  STIs,	
  and	
  can	
  further	
  exacerbate	
  feelings	
  of	
  

isolation	
  by	
  obstructing	
  opportunities	
  for	
  deeper	
  levels	
  of	
  intimacy.	
  	
  	
  

	
  

The	
   findings	
   have	
   important	
   implications	
   for	
   current	
   and	
   future	
   HIV	
   prevention	
  

strategies.	
  Many	
  researchers	
  have	
  criticized	
  studies	
  in	
  the	
  HIV	
  prevention	
  literature	
  

that	
  measure	
  individual-­‐level	
  risk	
  behaviors	
  in	
  Black	
  MSM	
  but	
  which	
  do	
  not	
  include	
  

sociocultural	
  and	
  psychosocial	
  factors	
  (Malebranche	
  2003,	
  Mays	
  et	
  al.	
  2004,	
  Millett	
  

et	
   al.	
   2006).	
   This	
   study’s	
   findings	
   support	
   this	
   argument,	
   indicating	
   that	
   stronger	
  

consideration	
   of	
   the	
   holistic	
   wellbeing	
   and	
   sources	
   of	
   family/social	
   support	
  

available	
   to	
   Black	
   MSM	
   is	
   needed	
   in	
   HIV	
   prevention	
   literature.	
   	
   Specifically,	
   HIV	
  

prevention	
   strategies	
   for	
   Black	
   MSM	
   must	
   better	
   address	
   emotional	
   health	
   and	
  

expectations	
   about	
   intimate	
   relationships	
   in	
   order	
   to	
   understand	
   the	
  motivations	
  

and	
   contexts	
   for	
   men’s	
   sexual	
   behaviors.	
   Moreover,	
   the	
   limited	
   social	
   support	
  

participants	
   described	
   in	
   this	
   chapter	
   must	
   be	
   considered	
   as	
   existing	
   along	
   a	
  

continuum,	
   and	
   not	
   unique	
   to	
   their	
   adult	
   lives.	
   Rather,	
   within	
   the	
   context	
   of	
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childhood	
   experiences	
   characterized	
   by	
   challenging	
   family	
   relationships,	
   poverty	
  

and	
  abuse	
  	
  (as	
  described	
  in	
  previous	
  chapters)	
  which	
  led	
  many	
  participants	
  to	
  feel	
  

uncared	
   for	
   and	
   unloved,	
   the	
   significance	
   of	
   positive,	
   consistent	
   support	
   over	
   the	
  

course	
   of	
   one’s	
   life	
   becomes	
   evident.	
   Social	
   support	
   may	
   allow	
   Black	
   MSM	
   to	
  

address	
  earlier	
  childhood	
  adversity,	
  and	
  cope	
  with	
  the	
  stresses	
  of	
  their	
  present	
  day	
  

lives,	
  and	
  in	
  doing	
  so	
  reduce	
  the	
  associated	
  high	
  risk	
  sexual	
  behaviors.	
  However,	
  to	
  

date,	
   much	
   of	
   the	
   research	
   on	
   HIV	
   within	
   the	
   Black	
   MSM	
   community	
   has	
   been	
  

epidemiological	
  in	
  nature;	
  a	
  stronger	
  consideration	
  of	
  the	
  emotional	
  wellbeing	
  and	
  

sources	
  of	
  family/social	
  support	
  available	
  to	
  Black	
  MSM	
  is	
  needed.	
  	
  Diaz’s	
  work	
  on	
  

Latino	
   MSM	
   reveals	
   that	
   psychological	
   symptoms	
   of	
   distress	
   are	
   more	
   prevalent	
  

among	
   those	
   who	
   are	
   socially	
   isolated	
   and	
   have	
   low	
   sense	
   of	
   self	
   worth	
   (2001).	
  

Studies	
   have	
   also	
   shown	
   the	
   significance	
   of	
   social	
   support	
   for	
   HIV	
   prevention	
   in	
  

Black	
   men	
   (Brotman	
   et	
   al.	
   2002,	
   Elizur	
   &	
   Mintzer	
   2001).	
   Research	
   on	
   African	
  

American’s	
   friendship	
   networks	
   reveal	
   that	
   when	
   emotionally	
   substantial	
  

relationships	
  are	
  lacking,	
  individuals	
  report	
  higher	
  levels	
  of	
  depression	
  and	
  low	
  self-­‐

esteem,	
   and	
   this	
  may	
   influence	
  HIV	
   risk	
   taking	
  behaviors	
   (Mays	
   et	
   al.	
   2000).	
  This	
  

suggests	
   that	
   HIV	
   prevention	
   strategies	
   must	
   address	
   the	
   limited	
   social	
   support	
  

networks,	
  as	
  well	
  as	
  the	
  social	
  alienation	
  that	
  men	
  like	
  those	
  included	
  in	
  this	
  study	
  

experience.	
  Poor	
  emotional	
  wellbeing	
  can	
  lead	
  to	
  problems	
  with	
  self	
  regulation	
  and	
  

increase	
   self-­‐defeating	
   behaviors,	
   which	
   in	
   turn,	
   can	
   increase	
   the	
   possibility	
   of	
  

participating	
   in	
  HIV	
  risk	
  behaviors	
  such	
  as	
  unprotected	
  sexual	
   intercourse,	
  having	
  

multiple	
  partners,	
  and	
  substance	
  use	
  (Cole	
  et	
  al.	
  1996a,	
  Cole	
  et	
  al.	
  1996b,	
  Twenge	
  et	
  

al.	
   	
   2002).	
   Kimberly	
   and	
   Serovich’s	
   (1999)	
   study	
   of	
   the	
   social	
   supports	
   and	
   risk-­‐

taking	
  behaviors	
  of	
  HIV	
  positive	
  gay	
  men	
  determined	
  that	
  the	
  more	
  supportive	
  men	
  

perceived	
  their	
  family	
  members	
  to	
  be,	
  the	
  lower	
  their	
  intentions	
  were	
  to	
  engage	
  in	
  

sexual	
   risk	
   behaviors,	
   and	
   sources	
   of	
   support	
   from	
   family	
   members	
   were	
   more	
  

predictive	
   of	
   reduced	
   risk	
   behaviors	
   than	
   sources	
   of	
   support	
   from	
   friends.	
   	
   It	
   is	
  

important	
   to	
   note	
   that	
   much	
   of	
   the	
   research	
   investigating	
   the	
   influence	
   of	
  

family/support	
  networks	
  on	
  HIV	
  risk	
  taking	
  behaviors	
  has	
  not	
   focused	
  specifically	
  

on	
  Black	
  MSM;	
  rather,	
  these	
  studies	
  have	
  mostly	
  focused	
  on	
  HIV-­‐positive	
  mixed-­‐race	
  

populations	
   (with	
   the	
  majority	
  of	
  participants	
  usually	
  being	
  Caucasian),	
  and	
  Black	
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women.	
   Future	
   research	
   will	
   need	
   to	
   specifically	
   explore	
   the	
   role	
   of	
   family	
   and	
  

social	
   support	
  networks	
  on	
   the	
   risk	
   taking	
  behaviors	
  of	
  HIV-­‐negative	
  and	
  positive	
  

Black	
  MSM.	
  

	
  

More	
   generally,	
   this	
   sample	
   of	
   Black	
   MSM	
   displayed	
   a	
   high	
   degree	
   of	
   critical	
  

consciousness	
   about	
   the	
   linkages	
   between	
   family	
   background,	
   social	
   contextual	
  

factors,	
  and	
  sexual	
  risk	
  behavior.	
  Men	
  were	
  open	
  to	
  disclosing	
  their	
  personal	
  issues	
  

and	
  were	
  clear	
  in	
  their	
  descriptions	
  about	
  feelings	
  of	
  vulnerability,	
  family	
  dynamics,	
  

and	
  expectations	
  about	
  the	
  future.	
  This	
  indicates	
  a	
  possible	
  promising	
  opportunity	
  

for	
   counseling	
   interventions	
   with	
   Black	
   MSM	
   aiming	
   to	
   address	
   deep-­‐seated	
  

psychosocial	
   factors	
   associated	
  with	
  HIV	
   risk.	
  The	
   inclusion	
  of	
   culturally	
   sensitive	
  

psychological	
  counseling	
  may	
  enhance	
  public	
  health	
  strategies	
  aiming	
  to	
  reduce	
  the	
  

incidence	
  of	
  HIV/AIDS	
  in	
  Black	
  MSM.	
  	
  

	
  

In	
  addition	
  to	
  the	
  methodological	
  limitations	
  listed	
  in	
  Chapter	
  3,	
  several	
  limitations	
  

specific	
   to	
   this	
   chapter	
   must	
   be	
   considered.	
   First,	
   this	
   analysis	
   of	
   social	
   support,	
  

loneliness,	
  and	
  interpersonal	
  networks	
  relied	
  on	
  men’s	
  subjective	
  narratives;	
  I	
  was	
  

not	
  able	
  to	
  assess	
  these	
  as	
  quantitative	
  variables	
  and,	
  consequently,	
  was	
  unable	
  to	
  

draw	
   quantitative	
   conclusions	
   about	
   these	
   associations.	
   Second,	
   this	
   qualitative	
  

analysis	
   might	
   be	
   affected	
   by	
   recall	
   or	
   self-­‐presentational	
   demands.	
   Third,	
   the	
  

interview	
   protocol	
   may	
   have	
   bias	
   study	
   participants	
   to	
   share	
   mostly	
   negative	
  

narratives;	
  however,	
  all	
  efforts	
  were	
  made	
  to	
  avoid	
  doing	
  this	
  and	
  it	
  is	
  meaningful	
  to	
  

note	
   that	
   some	
   participants	
   were	
   more	
   likely	
   to	
   report	
   positive	
   or	
   optimistic	
  

narratives.	
  Fourth,	
  findings	
  must	
  also	
  be	
  interpreted	
  with	
  caution	
  due	
  to	
  limitations	
  

in	
   generalizability	
   and	
   the	
   non-­‐representative	
   nature	
   of	
   the	
   sample.	
   	
   Finally,	
   as	
  

outlined	
  by	
  the	
  Syndemic	
  Theory	
  and	
  the	
  Socio-­‐epidemiological	
  Model,	
  the	
  influence	
  

of	
  support	
  systems	
  on	
  risky	
  sexual	
  behaviors	
  is	
  likely	
  to	
  interact	
  with	
  other	
  factors	
  

in	
   the	
   lives	
   of	
   participants.	
   Consequently,	
   the	
   conclusions	
   in	
   this	
   chapter	
  must	
   be	
  

considered	
  within	
   the	
   context	
   of	
  multiple	
   individual-­‐	
   and	
   social-­‐level	
   factors	
   that	
  

are	
  implicated	
  in	
  the	
  sexual	
  behaviors	
  of	
  Black	
  MSM.	
  Despite	
  these	
  limitations,	
  the	
  

chapter	
  findings	
  are	
  important	
  and	
  enhance	
  understandings	
  of	
  how	
  complexities	
  of	
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participants’	
  social	
  support	
  networks	
  might	
  affect	
  their	
  decisions	
  to	
  engage	
  in	
  risky	
  

or	
  protective	
  sexual	
  behaviors.	
  	
  	
  

	
  

In	
  conclusion,	
  the	
  dominant	
  models	
  of	
  HIV	
  risk	
  and	
  prevention	
  may	
  not	
  appreciate	
  

the	
  significance	
  of	
  social	
  support—among	
  other	
  factors	
  suggested	
  in	
  Chapters	
  4	
  and	
  

5—in	
  influencing	
  HIV	
  risk	
  behaviors	
  of	
  Black	
  MSM.	
  The	
  need	
  for	
  holistic,	
  integrated	
  

approaches	
   to	
  HIV	
  risk	
   is	
  critical	
   to	
  addressing	
   the	
  burden	
  of	
  HIV	
   infection	
   in	
   this	
  

population.	
  The	
  next	
  chapter	
  will	
  summarize	
  and	
  critically	
  analyze	
  current	
  effective	
  

HIV	
  prevention	
   interventions	
   for	
  Black	
  MSM,	
  highlight	
   limitations	
  and	
  gaps	
   in	
   the	
  

current	
  research,	
  and	
  suggest	
  recommendations	
  for	
  future	
  HIV	
  prevention	
  research	
  

and	
  interventions.	
  	
  

	
  

	
  

	
  

CHAPTER	
  7:	
  DISCUSSION	
  AND	
  CONCLUSIONS	
  
	
  

7.1	
  Summary	
  and	
  interpretation	
  of	
  key	
  study	
  findings	
  
	
  

This	
  qualitative	
  study	
  examined	
   the	
  social	
  context	
  of	
  HIV	
  risk	
   in	
   the	
   lives	
  of	
  Black	
  

MSM.	
  It	
  extends	
  knowledge	
  on	
  the	
  current	
  qualitative	
  and	
  quantitative	
  literature	
  on	
  

the	
   nature	
   of	
   risk	
   behaviors	
   in	
   this	
   population	
   at	
   high	
   risk	
   for	
   HIV	
   infection,	
   and	
  

provided	
  valuable	
  insight	
  into	
  the	
  factors	
  that	
  Black	
  men	
  perceive	
  to	
  drive	
  their	
  own	
  

unprotected	
   and	
   protected	
   sexual	
   behaviors.	
   While	
   findings	
   corresponded	
   with	
  

aspects	
  of	
  the	
  major	
  theoretical	
  frameworks	
  described	
  in	
  Chapter	
  2,	
  specifically,	
  the	
  

Socio-­‐epidemiological	
  Model,	
  Syndemic	
  Theory,	
  and	
  the	
  life	
  course	
  approach,	
  it	
  also	
  

suggested	
  that	
  no	
  single	
  theory	
  can	
  explain	
  risk	
  behaviors—rather,	
  a	
  combination	
  of	
  

these	
  theories	
  must	
  be	
  used	
  to	
  understand	
  Black	
  MSM’s	
  risk.	
  In	
  summary:	
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1) Narratives	
   suggest	
   that	
   a	
   range	
   of	
   structural	
   and	
   environmental	
   characteristics,	
  

including	
  	
  interpersonal,	
  internal/psychological,	
  and	
  episodic	
  factors	
  contributed	
  to	
  

respondents’	
   participation	
   in	
   high	
   risk	
   behaviors.	
   Interpersonal	
   factors	
   included	
  

imbalanced	
   power	
   dynamics	
   that	
   do	
   not	
   allow	
   for	
   condom	
   negotiation	
   with	
  

partners,	
   and	
   trust	
   within	
   the	
   context	
   of	
   ostensibly	
   committed	
   and	
  monogamous	
  

relationships	
   leading	
   to	
   unprotected	
   behaviors.	
   	
   Internal/psychological	
   factors	
  

included	
   apathetic	
   or	
   passive	
   attitudes	
   toward	
   condom	
   use,	
   and	
   poor	
   emotional	
  

health	
  as	
  a	
  result	
  of	
  difficult	
  personal	
  relationships	
  or	
  challenging	
  life	
  circumstances	
  

leading	
  men	
   to	
   participate	
   in	
   potentially	
   self-­‐harming	
   behaviors	
   or	
   not	
   prioritize	
  

sexual	
  safety.	
  Episodic	
  factors	
  included	
  participants	
  becoming	
  caught	
  up	
  in	
  “the	
  heat	
  

of	
   the	
  moment,”	
   as	
  well	
   as	
   a	
   reliance	
   on	
   visual	
   and	
   behavioral	
   cues	
   to	
   determine	
  

suitability	
   of	
   having	
   unprotected	
   sex	
   with	
   a	
   prospective	
   partner.	
   These	
   findings	
  

support	
  the	
  multi-­‐level	
  and	
  mutually	
  reinforcing	
  nature	
  of	
  HIV	
  risk	
  as	
  suggested	
  by	
  

the	
  Socio-­‐epidemiological	
  Theory	
  and	
  Syndemic	
  Theory.	
  

2) Narratives	
   suggest	
   the	
   impact	
   of	
   cumulative	
   trajectories	
   on	
   risk	
   behaviors,	
   as	
  

supported	
   by	
   the	
   life	
   course	
   approach.	
   Participants’	
   recollected	
   childhood	
  

experiences—particularly	
  socioeconomic	
  status,	
  family	
  characteristics,	
  and	
  abuse—

may	
   have	
   influenced	
   adult	
   sexual	
   behaviors.	
   Long	
   lasting	
   effects	
   of	
   adverse	
  

childhood	
   experiences	
   may	
   have	
   impacted	
   participants’	
   self-­‐esteem,	
   self-­‐efficacy,	
  

coping	
  skills,	
  social	
  networks,	
  emotional	
  health,	
  and	
  life	
  prospects,	
  in	
  turn	
  impacting	
  

individual	
  sexual	
  health	
  strategies.	
  	
  	
  

3) Participants	
   perceived	
   limited	
   social	
   support	
   networks	
   and	
   few	
   close	
   personal	
  

relationships.	
   	
  This	
   led	
  participants	
  to	
  describe	
  feelings	
  of	
   loneliness	
  and	
  to	
  desire	
  

emotional	
  connections;	
  however,	
  difficulties	
  trusting	
  others	
  made	
  these	
  connections	
  

unattainable.	
   Narratives	
   suggested	
   that	
   participants	
   with	
   little	
   social	
   support	
  

described	
  higher	
  risk	
  sexual	
  behaviors	
  (e.g.	
  concurrent	
  sexual	
  episodes	
  with	
  mostly	
  

anonymous	
  and	
  casual	
  on-­‐going	
  sex	
  partners),	
  and	
  participants	
  with	
  stronger	
  social	
  

support	
   described	
   lower	
   risk	
   sexual	
   behaviors	
   (e.g.	
   unprotected	
   sex	
   within	
  

‘monogamous’	
  sexual	
  relationships).	
  Narratives	
  suggested	
  that	
  social	
  support	
  across	
  

participants’	
   life	
   time	
   had	
   pervasive	
   effects	
   on	
   many	
   aspects	
   of	
   their	
   lives	
   (e.g.	
  

social/emotional,	
   relationships,	
   etc.),	
   which	
   in	
   turn	
   impacted	
   their	
   sexual	
   risk	
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behaviors.	
  This	
  supports	
  the	
  Socio-­‐epidemiological	
  theory	
  and	
  life	
  course	
  approach	
  

to	
   understanding	
   HIV	
   risk	
   behaviors	
   in	
   Black	
   MSM,	
   and	
   highlights	
   the	
   need	
   for	
  

future	
  prevention	
  efforts	
  to	
  address	
  social	
  support	
  needs.	
  	
  	
  

4) An	
  emergent	
  narrative	
  theme	
  centered	
  on	
  participants’	
  various	
  coping	
  strategies	
  for	
  

stress	
   related	
   to	
   the	
   experience	
   of	
   being	
   Black	
   and	
   MSM.	
   	
   Some	
   participants	
  

described	
   negative	
   coping	
   strategies	
   that	
   included	
   engaging	
   in	
   high	
   risk	
   sexual	
  

behaviors	
   or	
   activities	
   that	
   had	
   the	
   potential	
   to	
   lead	
   to	
   high	
   risk	
   behaviors	
   (e.g.	
  

alcohol	
  or	
  drug	
  use).	
  This	
  was	
  often	
  accompanied	
  with	
  decision-­‐making	
  processes	
  

focused	
  on	
   immediate	
  outcomes	
  and	
   the	
  near	
   future.	
  Other	
  participants	
  described	
  

coping	
  strategies	
  or	
  “ways	
  of	
  living”	
  centered	
  on	
  activities	
  unlikely	
  to	
  result	
  in	
  high	
  

risk	
  behaviors	
   (e.g.	
   exercise	
  or	
   spending	
   time	
  with	
   friends),	
  with	
  decision-­‐making	
  

processes	
   focused	
   on	
   long-­‐term	
   outcomes	
   and	
   future	
   consequences.	
   	
   Participants	
  

with	
   negative	
   coping	
   strategies	
   also	
   described	
   “giving-­‐in”	
   to	
   their	
   sexual	
   desires	
  

despite	
   have	
   knowledge	
   of	
   the	
   associated	
   health	
   risks.	
   Narratives	
   of	
   participants	
  

with	
   positive	
   coping	
   strategies	
   suggested	
   that	
   they	
  were	
  more	
   deliberate	
   in	
   their	
  

actions	
   and	
   behaviors.	
   	
   Prevention	
   strategies	
   will	
   need	
   to	
   shift	
   poor	
   coping	
  

strategies	
  away	
  from	
  risk	
  taking	
  behaviors	
  toward	
  health	
  promotion	
  activities.	
  	
  	
  

	
  

These	
  four	
  narrative	
  themes	
  suggest	
  that	
  the	
  multiple	
  socioeconomic,	
  cultural,	
  and	
  

personal	
   factors	
   driving	
  HIV	
   risk	
   among	
  Black	
  MSM	
  are	
   interactive,	
   reinforce	
   one	
  

another,	
   and	
   are	
   implicated	
   in	
   many	
   aspects	
   of	
   participants’	
   lives.	
   As	
   major	
  

narrative	
   themes	
   suggest,	
   for	
   participants	
   in	
   this	
   sample,	
   HIV	
   risk	
   is	
   best	
  

understood	
  from	
  a	
  syndemic	
  and	
  life	
  course	
  perspective,	
  in	
  which	
  experiences	
  and	
  

challenges	
   across	
   participants’	
   lives	
   interacted	
   to	
   guide	
   protected	
   or	
   unprotected	
  

sexual	
   behaviors.	
   The	
   Socio-­‐epidemiological	
   model	
   that	
   theorizes	
   HIV	
   risk	
   as	
  

existing	
  at	
  the	
  individual,	
  social,	
  and	
  structural	
  levels,	
  supports	
  these	
  findings.	
  	
  

	
  

7.2	
  Theoretical	
  implications	
  of	
  study	
  findings	
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As	
  suggested	
  by	
  this	
  study’s	
  findings,	
  traditional	
  theories	
  of	
  health	
  behavior	
  change	
  

commonly	
  used	
   in	
  HIV	
  prevention	
  models	
  do	
  not	
  adequately	
  capture	
   the	
  dynamic	
  

and	
   holistic	
   factors	
   driving	
   HIV	
   risk	
   in	
   this	
   population	
   of	
   Black	
  MSM.	
   To	
   varying	
  

extents—these	
  models	
  	
  [Theory	
  of	
  Reasoned	
  Action	
  (Fishbein	
  &	
  Ajzen	
  1975),	
  Health	
  

Belief	
   Model	
   (Janz	
   &	
   Becker	
   1984),	
   Social-­‐Cognitive	
   Model	
   (Bandura	
   1994),	
   and	
  

AIDS	
   Risk	
   Reduction	
  Model	
   (Catania	
   et	
   al.	
   1990)]—do	
   not	
   recognize	
   the	
   ongoing	
  

effects	
  of	
  life	
  experiences,	
  family	
  and	
  peer	
  relationships,	
  and	
  social	
  support	
  on	
  men’s	
  

sexual	
  risk	
  behaviors	
  or	
  self-­‐efficacy	
  for	
  engaging	
  in	
  protected	
  sexual	
  behaviors.	
  	
  By	
  

contrast,	
  several	
  other	
  contextual	
  theories	
  are	
  better	
  suited	
  for	
  understanding	
  HIV	
  

risk	
  among	
  Black	
  MSM,	
  including	
  the	
  Socio-­‐epidemiological	
  Model	
  and	
  the	
  Syndemic	
  

Production	
   of	
   Disease.	
   These	
   theories	
   incorporate	
   the	
   individual-­‐,	
   community-­‐,	
  

cultural-­‐,	
   and	
   structural-­‐level	
   drivers	
   of	
  HIV	
   risk.	
  Minority	
   stress	
   emphasizes	
   that	
  

the	
   stresses	
   associated	
   with	
   occupying	
   a	
   dual-­‐minority	
   status,	
   such	
   as	
   stigma,	
  

discrimination,	
  and	
  internalized	
  homophobia,	
  may	
  lead	
  to	
  HIV	
  risk	
  behaviors.	
  Some	
  

participants’	
  narratives	
  supported	
  these	
  processes	
  through	
  which	
  minority	
  stress	
  is	
  

considered	
   to	
   function	
   through.	
   	
   Indeed,	
   narratives	
   suggested	
   that	
   the	
   stigma,	
  

discrimination,	
   and	
  harassment	
   experienced	
  by	
  participants	
   created	
  psychological	
  

barriers	
  to	
  using	
  condoms.	
  	
  

	
  

In	
   the	
   face	
   of	
   extraordinary	
   challenges	
   to	
   addressing	
   some	
   of	
   the	
   cultural	
   and	
  

structural	
   drivers	
   of	
  HIV	
   risk,	
   a	
   greater	
   theoretical	
   focus	
   on	
   the	
   resiliency	
   factors	
  

and	
   coping	
   techniques	
   of	
   Black	
   MSM	
   may	
   be	
   a	
   pragmatic	
   approach	
   to	
   HIV	
   risk	
  

reduction.	
   	
   For	
   instance,	
   while	
   intervening	
   in	
   the	
   poor	
   socioeconomic	
   status	
   of	
  

Blacks	
   or	
   homophobia	
   within	
   the	
   Black	
   community	
   may	
   be	
   difficult	
   (Adimora	
   &	
  

Auerbach	
  2010),	
  renewed	
  emphasis	
  on	
  understanding	
  and	
  improving	
  the	
  resiliency	
  

and	
   coping	
  mechanisms	
  men	
  use	
   to	
   address	
   the	
   adversity	
   in	
   their	
   lives	
  may	
   be	
   a	
  

more	
   feasible	
   way	
   forward.	
   	
   As	
   described	
   in	
   Chapter	
   2,	
   resilience	
   refers	
   to	
   the	
  

process	
   of	
   overcoming	
   risk	
   as	
   evidenced	
   by	
   healthy	
   development,	
   through	
   the	
  

avoidance	
   of	
   negative	
   outcomes	
   (e.g.	
   HIV	
   infection)	
   or	
   positive	
   adjustment	
   to	
  

adverse	
   experiences	
   (Fergus	
   &	
   Zimmerman	
   2005).	
   Studies	
   have	
   suggested	
   that	
  

resiliency-­‐based	
  theories	
  will	
  be	
  most	
  successful	
  when	
  focused	
  on	
  the	
  development	
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of	
  resources	
   for	
   those	
  at	
   risk,	
   rather	
   than	
  risk	
  reduction	
  per	
   se	
   (Cauce	
  et	
  al.	
  2003,	
  

Luthar	
  &	
  Cicchetti	
  2000,	
  Yates	
  et	
  al.	
  2003).	
  	
  As	
  suggested	
  by	
  this	
  study,	
  the	
  lives	
  of	
  

many	
   Black	
   MSM	
   are	
   characterized	
   by	
   adverse	
   life	
   challenges	
   that	
   may	
   interfere	
  

with	
  emotional,	
  mental	
  or	
  physical	
  health.	
  Understanding	
  how	
  individuals	
  are	
  able	
  

to	
  not	
  only	
  positively	
  cope,	
  but	
  thrive	
  under	
  these	
  circumstances	
  may	
  be	
  critical	
  to	
  

reducing	
   men’s	
   participation	
   in	
   high	
   risk	
   behaviors	
   (Mutanski	
   et	
   al.	
   2007).	
  

Participants’	
  narratives	
  suggested	
  several	
  potentially	
  integral	
  components	
  to	
  future	
  

theories	
   of	
   resiliency	
   for	
   Black	
   MSM.	
   It	
   is	
   important	
   to	
   acknowledge	
   that	
  

implementing	
  these	
  suggestions	
  presents	
  a	
  formidable	
  challenge	
  to	
  the	
  intervention	
  

community.	
  	
  These	
  suggestions	
  include:	
  	
  	
  

	
  

1. Understand	
  men’s	
   experiences.	
   For	
   reasons	
   described	
   throughout	
   this	
   thesis,	
   using	
  

both	
  qualitative	
   and	
  quantitative	
   techniques	
   to	
   understand	
   the	
   life	
   experiences	
   of	
  

Black	
   MSM	
   will	
   be	
   necessary	
   to	
   fully	
   capturing	
   its	
   effects	
   on	
   men’s	
   HIV	
   risk	
  

behaviors.	
  Men’s	
  experiences	
  are	
  diverse	
  and	
  change	
  over	
  the	
  course	
  of	
  their	
  lives,	
  

therefore	
   incorporating	
   their	
   voices	
   into	
   these	
   theories	
   are	
   critical	
   to	
   the	
  

development	
   of	
   effective	
   interventions	
   targeted	
   to	
   this	
   population.	
   Moreover,	
  

understanding	
  men’s	
   experiences	
  will	
   allow	
   for	
   a	
   richer	
   comparison	
   between	
   the	
  

experiences	
  that	
  lead	
  to	
  high	
  versus	
  low	
  risk	
  behaviors.	
  	
  

	
  

2. Understand	
   the	
   effects	
   of	
   these	
   experiences	
   on	
   men’s	
   psychological	
   and	
   emotional	
  

health.	
   Narratives	
   suggested	
   that	
   positive	
   and	
   adverse	
   childhood	
   and	
   adult	
  

experiences	
  impacted	
  participants’	
  mental	
  health	
  and	
  lead	
  to	
  feelings	
  of	
  loneliness,	
  

isolation,	
   and	
   inadequacy.	
   Consequently,	
   any	
   model	
   of	
   resiliency	
   should	
   aim	
   to	
  

appreciate	
  the	
   impact	
  of	
   these	
  experiences	
  on	
  men’s	
  mental	
  and	
  emotional	
  health.	
  

They	
  should	
  also	
  explore	
  whether	
  it	
  is	
  in	
  fact	
  possible	
  to	
  reduce	
  adverse	
  impacts	
  of	
  

such	
   experiences	
   and/or	
   prevent	
   such	
   experiences	
   in	
   future	
   underserved	
  

populations.	
  	
  

	
  

3. Identify	
   vulnerabilities	
   that	
   impact	
   sexual	
   risk	
  behaviors.	
   Poor	
   emotional	
   or	
  mental	
  

health	
   may	
   facilitate	
   poor	
   sexual	
   behavior	
   decision	
   making	
   processes.	
   Resiliency	
  



	
   221	
  

frameworks	
  should	
  seek	
  to	
   identify	
  and	
  address	
  the	
  ways	
   in	
  which	
  poor	
  or	
  strong	
  

mental	
   and	
   emotional	
   health	
   may	
   lead	
   to	
   high	
   or	
   low	
   risk	
   behaviors.	
   Moreover,	
  

studies	
  of	
  coping	
  and	
  resiliency	
  should	
  explore	
  other	
  potential	
  vulnerabilities	
   that	
  

may	
   impact	
  men’s	
   approach	
   to	
   sexual	
  health	
   and	
   safety,	
   sexual	
  partner	
  dynamics,	
  

self-­‐efficacy,	
   and	
   ultimately	
   sexual	
   risk	
   behaviors.	
   This	
   may	
   include	
   potentially	
  

modifiable	
  factors,	
  such	
  as	
  expectations	
  from	
  relationships	
  or	
  poor	
  HIV	
  knowledge	
  

or	
  misconceptions.	
  	
  

	
  

4. Identify	
  potential	
  resiliency	
  factors	
  and	
  create	
  opportunities	
  for	
  the	
  promotion	
  of	
  these	
  

coping	
   techniques.	
   For	
   example,	
   in	
   this	
   study	
   several	
   participants	
   described	
  

particularly	
  important	
  personal	
  relationships	
  or	
  hobbies	
  that	
  they	
  perceived	
  to	
  help	
  

them	
  cope	
  with	
   the	
   adversity	
   of	
   their	
   childhood.	
  Therefore,	
   creating	
   a	
   framework	
  

that	
  allows	
  for	
  the	
  identification	
  of	
  a	
  range	
  of	
  potential	
  resiliency	
  factors	
  or	
  coping	
  

techniques	
  that	
  men	
  may	
  call	
  upon	
  when	
  dealing	
  with	
  stress	
  or	
  adversity	
  may	
  help	
  

reduce	
  participation	
  in	
  future	
  risk-­‐taking	
  behaviors.	
  For	
  example,	
  this	
  may	
  include	
  

identifying,	
  improving	
  or	
  encouraging	
  specific	
  skills,	
  characteristics,	
  or	
  beliefs,	
  such	
  

as	
   problem	
   solving	
   skills,	
   seeking	
   help	
   when	
   necessary,	
   and	
   identifying	
   potential	
  

sources	
   of	
   social	
   support.	
   Resiliency	
   frameworks	
   should	
   also	
   aim	
   to	
   identify	
   and	
  

tailor	
   coping	
   techniques	
   to	
   best	
   suit	
   the	
   individual	
   (i.e.	
   is	
   a	
   particular	
   individual	
  

more	
   suited	
   to	
   an	
   individual,	
   partner,	
   group,	
   or	
   community-­‐level	
   approach	
   to	
  

developing	
  resiliency	
  and	
  coping)	
  at	
  different	
  stages	
  of	
  their	
  life,	
  since	
  coping	
  needs	
  

may	
  change	
  over	
  the	
  course	
  of	
  an	
  individual’s	
  life,	
  such	
  that	
  the	
  techniques	
  used	
  in	
  

childhood	
  may	
  differ	
  than	
  those	
  used	
  in	
  adulthood.	
  

	
  

5. Ongoing	
   support	
   for	
   the	
  maintenance	
  and	
  continued	
  development	
  of	
   these	
   resiliency	
  

factors.	
   This	
   actionable	
   component	
   of	
   a	
   resiliency	
   model	
   is	
   important	
   for	
   the	
  

development	
   of	
   potential	
   future	
   interventions.	
   Though	
   it	
   may	
   change	
   in	
   nature,	
  

stress	
  and	
  challenging	
   life	
  experiences	
  are	
  present	
   throughout	
   the	
   course	
  of	
  one’s	
  

life,	
   therefore,	
  ongoing	
  support	
   for	
   the	
  continued	
  maintenance	
  or	
  support	
  of	
   these	
  

skills	
  or	
  activities	
  is	
  important.	
  These	
  services	
  should	
  be	
  low-­‐cost,	
  readily	
  accessible,	
  

and	
  easily	
  manageable,	
  so	
  as	
  to	
  not	
  deter	
  Black	
  MSM.	
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7.3	
  Current	
  effective	
  evidence-­based	
  interventions	
  
	
  

In	
  1996,	
  the	
  Prevention	
  Research	
  Branch	
  of	
  the	
  Division	
  of	
  HIV/AIDS	
  Prevention	
  at	
  

the	
  Center	
   for	
  Disease	
  Control	
   and	
  Prevention	
   launched	
   the	
  HIV/AIDS	
  Prevention	
  

Research	
  Synthesis	
  (PRS)	
  Project	
   to	
  systematically	
  review	
  and	
  summarize	
   the	
  HIV	
  

behavioral	
   prevention	
   research	
   literature.	
   The	
   most	
   recently	
   updated	
   (August	
  

2011)	
   version	
   of	
   the	
   2009	
   Compendium	
   of	
   Evidence-­based	
   HIV	
   Prevention	
  

Intervention	
  (published	
  by	
  the	
  PRS)	
  identified	
  one	
  best-­‐evidence	
  intervention	
  (Many	
  

Men,	
   Many	
   Voices)	
   for	
   reducing	
   HIV	
   risk	
   behaviors	
   in	
   Black	
   MSM	
   (Wilton	
   et	
   al.	
  

2009).	
  	
  This	
  intervention	
  has	
  been	
  identified	
  by	
  the	
  PRS	
  through	
  a	
  series	
  of	
  efficacy	
  

reviews,	
  and	
  represents	
  the	
  strongest	
  HIV	
  behavioral	
  intervention	
  in	
  the	
  literature	
  

to	
   date	
   that	
   has	
   been	
   rigorously	
   evaluated	
   and	
   has	
   demonstrated	
   efficacy	
   in	
  

reducing	
   HIV	
   incidence	
   or	
   HIV-­‐related	
   risk	
   behaviors,	
   and/or	
   promoting	
   safer	
  

behaviors.	
  Two	
  additional	
  randomized	
  control	
  trails	
  (Jones	
  et	
  al.	
  	
  2008,	
  Peterson	
  et	
  

al.	
   1996)—that	
   did	
   not	
  meet	
   the	
  PRS’	
  methodological	
   criteria	
   for	
   inclusion—have	
  

also	
  been	
  identified	
  as	
  reducing	
  HIV	
  risk	
  behaviors	
  among	
  the	
  same	
  population.	
  	
  

	
  

Many	
   Men,	
   Many	
   Voices	
   (3MV)	
   was	
   an	
   integrated	
   group-­‐level	
   HIV	
   intervention	
  

carried	
  out	
  in	
  New	
  York	
  City	
  between	
  2005	
  and	
  2006	
  in	
  a	
  sample	
  of	
  338	
  Black	
  MSM,	
  

and	
   aimed	
   to	
   1)	
   reduce	
   insertive	
   and	
   receptive	
   unprotected	
   anal	
   intercourse;	
   2)	
  

reduce	
  number	
  of	
   sexual	
  partners;	
  3)	
   increase	
  consistent	
   condom	
  use	
  during	
  anal	
  

intercourse;	
  and	
  4)	
  increase	
  testing	
  for	
  HIV	
  and	
  other	
  STDs.	
  The	
  intervention	
  aimed	
  

to	
  incorporate	
  behavioral	
  and	
  social	
  determinants	
  of	
  risk	
  and	
  protective	
  behaviors	
  

including	
   cultural,	
   social,	
   and	
   religious	
   norms;	
   Black	
  MSM	
   identity	
   and	
   degree	
   of	
  

connectedness	
   to	
   the	
   Black	
   and	
   gay	
   communities;	
   HIV/STD	
   interactions;	
   sexual	
  

relationship	
   dynamics;	
   and	
   the	
   social	
   influences	
   of	
   racism	
   and	
   homophobia.	
   The	
  

intervention	
   was	
   delivered	
   through	
   6	
   consecutive	
   2	
   to	
   3	
   hour	
   sessions	
   over	
   the	
  

course	
  of	
  a	
  2.5	
  day	
  weekend	
  retreat,	
  and	
  did	
  not	
  prioritize	
  a	
  singular	
  emphasis	
  on	
  

condoms	
  use,	
  instead	
  opting	
  to	
  utilize	
  a	
   ‘menu	
  of	
  behavior	
  change	
  options’	
  for	
  HIV	
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prevention.	
   The	
   first	
   session	
   helped	
   participants	
   recognize	
   the	
   linkages	
   between	
  

racism/homophobia	
   and	
   HIV	
   risk	
   behaviors.	
   The	
   second	
   session	
   explained	
   the	
  

sexual	
   relationship	
   dynamics	
   of	
   being	
   the	
   insertive	
   or	
   receptive	
   partner	
   and	
   the	
  

associated	
  HIV/STD	
  risks.	
  The	
  third	
  session	
  sought	
  to	
  personalize	
  participants’	
  own	
  

risk	
  by	
  building	
   a	
  menu	
  of	
   behavioral	
   options	
   (e.g.	
   abstinence,	
  mutual	
  monogamy	
  

between	
  2	
  HIV-­‐negative	
   partners,	
   consistent	
   condom	
  use)	
   in	
   order	
   to	
   reduce	
  HIV	
  

transmission	
   risk.	
   The	
   fourth	
   session	
   enhanced	
   participants’	
   intentions	
   to	
   change	
  

their	
  own	
  high	
  risk	
  behaviors	
  and	
  guided	
  them	
  toward	
  protective	
  sexual	
  behaviors.	
  

The	
   fifth	
  session	
  encouraged	
  participants	
   to	
  choose	
  and	
   implement	
  a	
  relationship-­‐

focused	
   risk	
   reduction	
   behavior	
   change	
   option	
   with	
   their	
   partner(s).	
   The	
   final	
  

session	
   employed	
   role-­‐playing	
   communication	
   and	
   negotiation	
   strategies,	
   and	
  

provided	
   peer	
   support	
   to	
   promote	
   problem	
   solving	
   and	
   identified	
   effective	
   risk-­‐

reduction	
  strategies	
  if	
  relapse	
  should	
  occur.	
  	
  Wilton	
  et	
  al.	
  (2009)	
  reported	
  that	
  at	
  the	
  

3	
  month	
  followup,	
  participants	
  had	
  significantly	
  fewer	
  main	
  or	
  casual	
  sex	
  partners	
  

(25%),	
  and	
  at	
  6	
  month	
  followup	
  fewer	
  episodes	
  of	
  any	
  UAI	
  (66%)	
  and	
  insertive	
  UAI	
  

(51%)	
  with	
  casual	
  partners	
  but	
  not	
  main	
  partners.	
   	
  However,	
   these	
  results	
  should	
  

be	
  considered	
  within	
  the	
  context	
  of	
  several	
  limitations.	
  3MV	
  was	
  unable	
  to	
  show	
  a	
  

statistically	
   significant	
   protective	
   effect	
   on	
   UAI	
   and	
   condom	
   use	
   outcomes	
   in	
  

participants	
   with	
   primary	
   sexual	
   partners,	
   which	
   may	
   have	
   resulted	
   from	
   an	
  

underpowered	
  sample	
  of	
  participants	
  (one-­‐third	
  of	
  overall	
  sample)	
  with	
  long-­‐term	
  

primary	
   partners.	
   In	
   addition,	
   this	
   intervention	
   struggled	
   with	
   implementation	
  

difficulties.	
  For	
   instance,	
   in	
  addition	
  to	
  the	
  2.5	
  day	
   intervention	
  delivery	
  described	
  

in	
  the	
  study,	
  the	
  authors	
  suggest	
  that	
  the	
  intervention	
  could	
  also	
  be	
  delivered	
  over	
  

the	
  course	
  of	
  6	
  weekly	
  sessions;	
  however,	
  the	
  efficacy	
  of	
  this	
  mode	
  of	
  delivery	
  has	
  

not	
  been	
  tested.	
  Moreover,	
  a	
  weekend	
  retreat	
  may	
  be	
  cost	
  prohibitive.	
  	
  

	
  

One	
   intervention	
   that	
  did	
  not	
  meet	
   the	
  PRS’	
  methodological	
   criteria	
  but	
  did	
   show	
  

effects	
   on	
   reducing	
   risk	
   behavior	
  was	
  Defend	
   Yourself	
   (d-­up!).	
   Based	
   on	
   previous	
  

popular	
  opinion	
  leader	
  studies	
  (Kelly	
  et	
  al.	
  1991,	
  Kelly	
  et	
  al.	
  1992,	
  Kelly	
  et	
  al.	
  1997,	
  

Miller	
  et	
  al.	
  1998,	
  Sikkema	
  et	
  al.	
  2000,	
  Somerville	
  et	
  al.	
  2006),	
  this	
  community-­‐level	
  

intervention	
   sought	
   to	
   use	
   existing	
   social	
   networks	
   of	
   Black	
   MSM	
   to	
   shift	
   social	
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norms	
  toward	
  increased	
  condom	
  use	
  and	
  improved	
  sense	
  of	
  self-­‐worth	
  in	
  a	
  sample	
  

of	
  approximately	
  300	
  men	
  (sample	
  size	
  varied	
  across	
  different	
  study	
  phases)	
  (Jones	
  

et	
  al.	
  2008).	
  	
  d-­up!	
  used	
  popular	
  opinion	
  leaders	
  from	
  within	
  these	
  social	
  networks,	
  

who	
   were	
   respected	
   and	
   trusted	
   by	
   fellow	
   network	
   members,	
   to	
   encourage	
  

consistent	
  condom	
  use	
  and	
  increase	
  self-­‐worth,	
  pride,	
  and	
  confidence	
  as	
  black	
  men	
  

who	
   have	
   sex	
   with	
   men.	
   This	
   was	
   achieved	
   through	
   casual	
   one-­‐on-­‐one	
  

conversations	
   with	
   their	
   friends	
   and	
   acquaintances.	
   	
   In	
   general,	
   d-­up!	
   aimed	
   to	
  

create	
  an	
  environment	
  in	
  which	
  Black	
  MSM	
  felt	
  comfortable	
  making	
  the	
  decision	
  to	
  

practice	
   safer	
   sex.	
  The	
  authors	
  outlined	
  10	
  core	
  elements	
  of	
   the	
   intervention.	
  The	
  

first	
  and	
  second	
  core	
  elements	
   involved	
   identifying	
  a	
  high-­‐risk	
  population	
   in	
  well-­‐

defined	
  community	
  venues,	
  and	
  using	
  key	
  informants	
  and	
  systematic	
  observation	
  to	
  

identify	
   the	
   target	
   population’s	
   social	
   networks,	
   and	
   identify	
   the	
  most	
   respected,	
  

credible	
   and	
   trustworthy	
   people	
   in	
   each	
   network.	
   The	
   third	
   and	
   fourth	
   core	
  

elements	
   detailed	
   the	
   recruitment	
   and	
   training	
   of	
   these	
   respected	
   social	
   network	
  

members	
   into	
   opinion	
   leaders,	
   and	
   to	
   educate	
   these	
   leaders	
   on	
   the	
   relationship	
  

between	
  negative	
  social	
  and	
  cultural	
   factors	
  and	
  sexual	
  risk	
  behaviors,	
   in	
  order	
   to	
  

promote	
   positive	
   self-­‐worth	
   in	
   their	
   social	
   networks	
   and	
   to	
   teach	
   social	
   network	
  

members	
  how	
   to	
   address	
  biases	
   in	
   their	
   conversations	
  with	
   sexual	
  partners.	
   	
   The	
  

fifth	
  and	
  sixth	
  core	
  elements	
  trained	
  opinion	
  leaders	
  to	
  introduce	
  risk	
  reduction	
  and	
  

protective	
  sexual	
  behavior	
  messages	
   into	
  everyday	
  conversations	
  with	
  friends	
  and	
  

acquaintances.	
   It	
   also	
   provided	
   training	
   on	
   the	
   specific	
   elements	
   of	
   effective	
  

behavior	
  change	
  messages	
  that	
  target	
  attitudes,	
  social	
  norms,	
   intentions	
  to	
  change	
  

behavior,	
   and	
   self-­‐efficacy	
   related	
   to	
   HIV	
   risk,	
   as	
   well	
   as	
   offer	
   practical	
   steps	
   to	
  

begin	
   practicing	
   protective	
   sexual	
   behaviors.	
   The	
   seventh	
   core	
   element	
   involved	
  

ongoing,	
  weekly	
   training	
   sessions	
   for	
   opinion	
   leaders	
   to	
   help	
   improve	
   their	
   skills	
  

and	
  build	
  confidence	
  in	
  delivering	
  effective	
  HIV	
  prevention	
  messages	
  to	
  others.	
  The	
  

final	
   core	
   element	
   had	
   opinion	
   leaders	
   set	
   goals	
   to	
   hold	
   risk-­‐reduction	
  

conversations	
   between	
   weekly	
   intervention	
   sessions	
   with	
   high-­‐risk	
   friends	
   and	
  

acquaintances,	
  review	
  and	
  discuss	
  outcomes	
  of	
  these	
  conversations	
  at	
  later	
  training	
  

sessions,	
   and	
   use	
   logos,	
   symbols,	
   or	
   other	
   appropriate	
   conversation	
   starters	
  

between	
  opinion	
  leaders	
  and	
  other	
  members	
  of	
  their	
  social	
  networks.	
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The	
  authors	
   reported	
  significant	
   reductions	
   in	
   receptive	
  UAI	
  at	
  4	
  months	
   (23.8%)	
  

and	
  8	
  months	
  (24.7%)	
  following	
  intervention,	
  and	
  in	
  insertive	
  and	
  receptive	
  UAI	
  at	
  

12	
   months	
   (35.2%	
   and	
   44.1%,	
   respectively).	
   In	
   addition,	
   at	
   12	
   month	
   followup,	
  

mean	
   number	
   of	
   partners	
   for	
   receptive	
   or	
   insertive	
   UAI	
   decreased	
   by	
   40.5%	
   and	
  

53.0%,	
   respectively.	
   However,	
   several	
   important	
   limitations	
   restrict	
   the	
  

applicability	
  of	
  these	
  findings.	
  First,	
  this	
  intervention	
  did	
  not	
  include	
  a	
  control	
  group	
  

to	
   which	
   the	
   intervention	
   could	
   be	
   compared,	
   and	
   instead	
   made	
   comparisons	
   to	
  

participants’	
  baseline	
  behaviors.	
  Consequently,	
  it	
  is	
  possible	
  that	
  the	
  changes	
  in	
  risk	
  

behaviors	
  may	
  have	
  occurred	
  even	
   in	
   the	
  absence	
  of	
   the	
   intervention.	
  Second,	
   the	
  

sample	
  population	
  included	
  men	
  aged	
  18	
  to	
  30,	
  thus	
  limiting	
  the	
  generalizability	
  of	
  

results	
   to	
   those	
   under	
   18yrs	
   of	
   age—the	
   risk	
   group	
   experiencing	
   the	
   highest	
  HIV	
  

incidence	
   (CDC	
   2012)—and	
   Black	
   MSM	
   aged	
   above	
   30	
   years.	
   Moreover,	
   results	
  

cannot	
   be	
   generalized	
   to	
   settings	
   with	
   abundant	
   HIV	
   prevention	
   messages	
   and	
  

resources.	
  	
  This	
  study	
  also	
  utilized	
  convenience	
  samples	
  recruited	
  from	
  venues	
  (e.g.	
  

nightclubs)	
  at	
  which	
  individuals	
  may	
  be	
  more	
  likely	
  to	
  engage	
  in	
  high	
  risk	
  sex,	
  and	
  

may	
  have	
  ultimately	
   recruited	
   a	
   sample	
   overrepresented	
  by	
  high-­‐risk	
  Black	
  MSM.	
  

For	
   instance,	
   Black	
   MSM	
   that	
   do	
   not	
   patronize	
   nightclubs	
   may	
   have	
   been	
  

underrepresented	
  in	
  this	
  sample.	
  	
  

	
  

An	
   early	
   RCT	
   that	
   showed	
   efficacy	
   but	
   was	
   not	
   classified	
   as	
   a	
   best	
   evidence	
  

intervention	
  by	
  the	
  CDC	
  was	
  Peterson	
  et	
  al.’s	
  (1996)	
  intervention	
  aimed	
  at	
  reducing	
  

high-­‐risk	
  sexual	
  behaviors	
  among	
  Black	
  MSM.	
  The	
  intervention	
  consisted	
  of	
  either	
  1	
  

or	
   3-­‐session	
   small	
   groups.	
   Both	
   intervention	
   groups	
   delivered	
   similar	
   types	
   of	
  

activities/messages,	
  except	
  that	
  one	
  was	
  completed	
  in	
  one	
  session,	
  while	
  the	
  other	
  

was	
  completed	
  over	
  the	
  course	
  of	
  3	
  sessions.	
  These	
  sessions	
  consisted	
  of	
  four	
  main	
  

components.	
   1)	
   Self-­‐identity	
   and	
   development	
   of	
   social	
   support:	
   facilitators	
  

reinforced	
   participants’	
   self-­‐identity	
   as	
   dual	
   minority	
   individuals,	
   and	
   promoted	
  

self-­‐pride	
   in	
   this	
   status,	
   and	
   described	
   the	
   possible	
   consequences	
   of	
   poor	
   self-­‐

identity	
  on	
  sexual	
  risk	
  behaviors.	
  	
  2)	
  AIDS	
  risk	
  education:	
  respondents	
  participated	
  

in	
   awareness	
   building	
   activities	
   to	
   increase	
   knowledge	
   of	
   HIV	
   risk	
   behaviors,	
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including	
  the	
  transmission	
  routes	
  and	
  importance	
  of	
  HIV	
  testing,	
  as	
  well	
  as	
  had	
  any	
  

questions	
   answered.	
   3)	
   Assertiveness	
   training:	
   participants	
   were	
   trained	
   to	
   be	
  

assertive	
  in	
  the	
  negotiation	
  of	
  condom	
  use	
  and	
  other	
  low-­‐risk	
  sexual	
  behaviors,	
  or	
  

refusal	
   of	
   high-­‐risk	
   activities	
   within	
   new	
   and	
   established	
   sexual	
   partnerships.	
   4)	
  

Behavioral	
  commitment:	
   to	
  strengthen	
  commitment	
   to	
  risk	
  reduction,	
  participants	
  

shared	
   strategies	
   they	
   used	
   to	
   reduce	
   their	
   own	
   risk	
   behaviors	
   and	
   were	
  

encouraged	
   to	
   make	
   a	
   verbal	
   commitment	
   before	
   the	
   group	
   to	
   change	
   their	
   risk	
  

behaviors.	
   	
  Authors	
  reported	
   that	
  participants	
   in	
   the	
  3-­‐session	
  group	
  had	
  reduced	
  

UAI	
   at	
   12	
   and	
   18	
   months	
   following	
   the	
   intervention.	
   The	
   single	
   session	
   group	
  

experienced	
  a	
  slight	
  decrease	
  in	
  UAI	
  at	
  12	
  and	
  18	
  months,	
  but	
  the	
  change	
  was	
  not	
  

significant.	
  However,	
  a	
  high	
  attrition	
  rate	
  at	
   the	
  12	
  and	
  18	
  month	
   followup	
  makes	
  

interpretations	
   of	
   these	
   results	
   difficult.	
   Authors	
   reported	
   that	
   one-­‐third	
   of	
  

participants	
  did	
  not	
  attend	
  12	
  and	
  18	
  month	
  follow-­‐up	
  appointments.	
  Moreover,	
  a	
  

“sizeable”	
   number	
   of	
   participants	
   did	
   not	
   attend	
   all	
   sessions	
   of	
   the	
   3-­‐session	
  

intervention.	
  A	
  high	
  attrition	
  rate	
  affects	
  the	
  ability	
  to	
  accurately	
  assess	
  intervention	
  

effects	
  and	
  detect	
  differences	
  across	
   intervention	
  conditions	
   (Fowler	
  2009).	
  Study	
  

authors	
  were	
  also	
  unable	
  to	
  eliminate	
  group	
  differences	
  at	
  baseline	
  due	
  to	
  failure	
  of	
  

the	
  randomization	
  procedure	
  that	
  resulted	
  in	
  imbalanced	
  number	
  of	
  participants	
  in	
  

different	
   intervention	
   conditions.	
   Differences	
   in	
   groups	
   characteristics	
   at	
   baseline	
  

may	
  have	
  also	
  occurred	
  as	
  a	
  result	
  of	
  multiple	
  recruitment	
  strategies,	
   the	
   focus	
  of	
  

which	
  differed	
  across	
  time	
  and	
  locations.	
  

	
  

To	
  date,	
  only	
  3MV	
  has	
  been	
  classified	
  as	
  a	
  best-­‐evidence	
  intervention	
  for	
  reducing	
  

HIV	
  risk	
  behaviors	
  in	
  Black	
  MSM.	
  Methodological	
  difficulties	
  in	
  Jones	
  et	
  al.’s	
  (2008)	
  

and	
  Peterson	
  et	
  al’s	
  (1996)	
  interventions—specifically,	
  lack	
  of	
  a	
  control	
  group	
  and	
  a	
  

high	
  attrition	
   rate,	
   respectively—make	
   the	
   intervention	
   results	
  promising,	
  but	
  not	
  

definitive.	
  All	
  three	
  interventions	
  addressed	
  the	
  influence	
  of	
  racial	
  bias	
  and	
  views	
  of	
  

homosexuality	
   in	
   the	
   Black	
   community	
   on	
   participants’	
   HIV	
   risk	
   behaviors.	
  	
  

Moreover,	
  all	
  interventions	
  included	
  a	
  component	
  focused	
  on	
  participants’	
  intention	
  

to	
  change	
  their	
  high	
  risk	
  behaviors	
  and	
  increase	
  low	
  risk	
  behaviors,	
  and	
  encouraged	
  

participants	
   to	
   make	
   behavioral	
   commitments	
   to	
   change	
   their	
   behaviors.	
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Interestingly,	
   only	
   3MV	
   sought	
   to	
   personalize	
   participants’	
   HIV	
   risk,	
   through	
   the	
  

development	
  of	
  a	
  menu	
  of	
  behavior	
  options,	
  in	
  which	
  participants’	
  were	
  encouraged	
  

to	
   select	
   realistic	
   pathways	
   to	
   lower	
   their	
   own	
   risk	
   behaviors	
   (e.g.	
   monogamous	
  

relationships	
  or	
  consistent	
  condom	
  use).	
  For	
  instance,	
  a	
  participant	
  who	
  enjoys	
  sex	
  

with	
  many	
  sexual	
  partners	
  may	
  not	
  view	
  mutual	
  monogamy	
  as	
  a	
  realistic	
  or	
  viable	
  

option,	
  but	
  may	
  find	
  consistent	
  condom	
  use	
  among	
  his	
  multiple	
  sexual	
  partners	
  as	
  

reasonable.	
   Indeed,	
   these	
   menu	
   of	
   behavior	
   options	
   varied	
   across	
   participants,	
  

highlighting	
   the	
   importance	
  of	
  allowing	
  men’s	
  beliefs	
  and	
  perceptions	
   to	
  be	
  heard	
  

and	
   incorporated	
   into	
   interventions	
   targeted	
   to	
   them.	
   This	
   may	
   increase	
  

participants’	
   self-­‐efficacy	
   for	
   engaging	
   in	
   lower-­‐risk	
   behaviors,	
   and	
   ultimately	
  

reduce	
  HIV	
  risk	
  behaviors.	
  	
  

	
  	
  

	
  

	
  

	
  

7.4	
  Potential	
  implications	
  for	
  future	
  HIV	
  intervention	
  approaches	
  
	
  

This	
  study	
  has	
  been	
  able	
  to	
  give	
  voice	
  to	
  a	
  population	
  of	
  men	
  not	
  often	
  heard,	
  and	
  as	
  

a	
   result,	
   gained	
   important	
   insight	
   into	
   the	
   factors	
  men	
  perceive	
   to	
   influence	
   their	
  

own	
   risk	
   behaviors.	
   Our	
   findings	
   suggest	
   that	
   several	
   important	
   factors	
   have	
   not	
  

been	
   given	
   the	
   prominence	
   they	
   deserve	
   in	
   the	
   HIV	
   prevention	
   literature.	
   The	
  

psychological	
  vulnerabilities	
  that	
  some	
  men	
  face	
  as	
  a	
  result	
  of	
  limited	
  social	
  support	
  

and	
  adverse	
  childhood	
  experiences,	
   as	
  well	
   as	
  personal	
  expectations	
  and	
  outlooks	
  

for	
   the	
   future,	
  and	
   the	
  priority	
  placed	
  on	
  sexual	
   safety	
  emerged	
  as	
  clear	
   trends	
   in	
  

participants’	
  high	
  risk	
  behaviors,	
  and	
  indicates	
  important	
  steps	
  toward	
  a	
  refreshed	
  

approach	
  to	
  HIV	
  prevention	
  interventions.	
  	
  While	
  the	
  interventions	
  described	
  above,	
  

offered,	
   to	
   varying	
   degrees,	
   integrated	
   approaches	
   to	
   HIV	
   prevention,	
   our	
   study	
  

findings	
   suggest	
   that	
   prevention	
   scientists	
  will	
   need	
   to	
   strengthen	
   this	
   integrated	
  

approach	
  and	
  offer	
  more	
  fully	
  holistic	
  interventions	
  that	
  address	
  the	
  major	
  factors	
  

men	
   perceive	
   to	
   influence	
   their	
   risk	
   behaviors.	
   The	
   application	
   of	
   a	
   life	
   course	
  



	
   228	
  

approach	
  may	
  offer	
  new	
  pathways	
  to	
  reducing	
  risk	
  behaviors.	
  This	
  study	
  is	
  among	
  

the	
  first	
  qualitative	
  studies	
  to	
  use	
  the	
  life	
  course	
  perspective	
  to	
  specifically	
  examine	
  

Black	
   MSM’s	
   sexual	
   behaviors.	
   While	
   other	
   studies	
   have	
   used	
   the	
   life	
   course	
  

perspective	
   to	
   mostly	
   study	
   suicide	
   risk,	
   delinquency	
   and	
   recidivism,	
   anti-­‐social	
  

behavior,	
   and	
   health	
   behaviors	
   in	
   general	
   (as	
   described	
   in	
   Chapter	
   2),	
   this	
   study	
  

extends	
  that	
  field	
  of	
  knowledge	
  to	
  consider	
  men’s	
  sexual	
  behaviors,	
  factoring	
  in	
  the	
  

unique	
   sociocultural	
   context	
   in	
   which	
   these	
   behaviors	
   are	
   borne.	
   	
   Our	
   findings	
  

suggest	
   that	
   an	
   individual’s	
   risk	
   for	
  participating	
   in	
  high	
   risk	
  behaviors	
   cannot	
  be	
  

divorced	
  from	
  experiences	
  across	
  the	
  course	
  of	
  their	
  lives.	
  	
  A	
  greater	
  understanding	
  

of	
  these	
  lifetime	
  experiences,	
  may	
  improve	
  future	
  intervention	
  design.	
  	
  

	
  Interventions	
   that	
   address	
   psychosocial,	
   emotional,	
   and	
   interpersonal	
   factors	
   in	
  

addition	
   to	
   individual-­‐level	
   sexual	
   behaviors	
   may	
   be	
   more	
   likely	
   to	
   bolster	
  

preventative	
   effects	
   for	
   Black	
   MSM.	
   For	
   example,	
   the	
   Bruthas	
   Project,	
   an	
  

intervention	
   to	
   reduce	
   sexual	
   risk	
   behavior	
   in	
   Black	
   men	
   through	
   four	
   intensive	
  

counseling	
   sessions,	
   demonstrated	
   reduced	
   participation	
   in	
   sexual	
   risk	
   behavior	
  

and	
  fewer	
  overall	
  sexual	
  partners,	
  as	
  well	
  as	
  increased	
  sense	
  of	
  social	
  support	
  and	
  

self-­‐esteem,	
  and	
   less	
   loneliness	
  (Operario	
  et	
  al.	
  2010).	
   	
  Findings	
  also	
  highlighted	
  a	
  

need	
   for	
   programs	
   that	
   can	
   address	
   challenges	
   in	
   forming	
   intimate	
   relationships	
  

and	
   maintaining	
   satisfying	
   partnerships.	
   These	
   findings	
   call	
   for	
   more	
   complex	
  

programmatic	
   approaches	
   to	
  HIV	
   prevention	
   that	
   go	
   beyond	
   condom	
  usage,	
   safer	
  

sex	
   information,	
  and	
  HIV	
   testing.	
   Indeed,	
   the	
  majority	
  of	
  validated	
  HIV	
  prevention	
  

interventions	
   are	
   brief	
   in	
   duration	
   and	
   generally	
   focus	
   on	
   the	
   individual	
   alone	
  

rather	
   than	
   on	
   the	
   social,	
   psychological,	
   and	
   interpersonal	
   context	
   of	
   that	
  

individual’s	
   risk	
   behaviors.	
   However,	
   it	
   is	
   acknowledged	
   that	
   community-­‐based	
  

organizations	
  and	
  HIV	
  prevention	
  providers	
  are	
  limited	
  in	
  their	
  capacity	
  to	
  provide	
  

more	
   in-­‐depth	
   psychological	
   counseling	
   to	
   high-­‐risk	
   MSM	
   clients,	
   due	
   to	
   staffing,	
  

resources,	
   time,	
   and	
   funding	
   constraints.	
   Establishing	
   linkages	
   between	
   HIV	
  

prevention	
   educators,	
   HIV/STD	
   testing	
   services,	
   clinical	
   treatment	
   and	
   care	
  

providers,	
   and	
   culturally	
   sensitive	
   psychological	
   counseling	
   may	
   offer	
   a	
   useful	
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‘bundle’	
  of	
  complementary	
  yet	
  necessary	
  strategies	
  for	
  reducing	
  the	
  burden	
  of	
  HIV	
  

infections	
  in	
  Black	
  MSM.	
  	
  

	
  

Complex	
   pathways	
   to	
   risk	
   suggest	
   complex	
   interventions.	
   Adapting	
   previous	
  

interventions	
  that	
  were	
  targeted	
  to	
  non-­‐Black	
  MSM	
  populations	
  may	
  be	
  insufficient.	
  

A	
  clear	
  approach,	
  focused	
  on	
  targeting	
  risk	
  factors	
  affecting	
  Black	
  MSM	
  will	
  require	
  

prevention	
   researchers	
   to	
   go	
   beyond	
   traditional	
   approaches	
   to	
   HIV	
   risk,	
   and	
  

incorporate	
  components	
  directly	
  applicable	
  to	
  men’s	
  experiences.	
  For	
  instance,	
  this	
  

may	
   include	
   addressing	
   the	
   socioeconomic	
   conditions	
  of	
  Black	
  MSM	
   (e.g.	
   improve	
  

literacy	
  among	
  poor	
  Black	
  MSM	
  or	
  increase	
  access	
  to	
  job	
  skills	
  training),	
  as	
  well	
  as	
  

the	
  cultural	
  view	
  of	
  homosexuality	
  (e.g.	
  greater	
  tolerance	
  and	
  discussion	
  of	
  same	
  sex	
  

behaviors	
  within	
  the	
  Black	
  Church),	
  as	
  well	
  as	
  acknowledging	
  and	
  addressing	
  Black	
  

MSM’s	
  mental	
  health	
  and	
  emotional	
  problems	
   that	
  can	
   lead	
   to	
  high	
  risk	
  behaviors	
  

(e.g.	
   depression	
   and	
   feelings	
   of	
   loneliness	
   as	
   a	
   result	
   of	
   adverse	
   lifetime	
  

experiences).	
   These	
   suggestions	
   have	
   been	
   made	
   before	
   (Adimora	
   &	
   Auerbach	
  

2010,	
  Saleh	
  &	
  Operario	
  2009),	
  but	
  it	
  is	
  the	
  integrated	
  use	
  of	
  these	
  approaches	
  that	
  

are	
   necessary	
   as	
   HIV	
   intervention	
   research	
   moves	
   forward.	
   This	
   study’s	
   findings	
  

suggested	
   a	
   particularly	
   important	
   need	
   for	
   future	
   interventions	
   to	
   use	
   a	
   socio-­‐

epidemiological	
   and	
   syndemic	
   approach	
   for	
   understanding	
   and	
   addressing	
   the	
  

psychological	
  effects	
  of	
  participants’	
  adult	
  and	
  childhood	
  experiences,	
  as	
  well	
  as	
  its	
  

effects	
  on	
  later	
  sexual	
  risk	
  behaviors.	
  	
  These	
  need	
  not	
  be	
  directly	
  related	
  to	
  HIV,	
  but	
  

perhaps	
  more	
  importantly	
  address	
  the	
  social	
  conditions	
  leading	
  to	
  increased	
  risk	
  of	
  

participating	
   in	
   high	
   risk	
   behaviors.	
   As	
   suggested	
   by	
   Bronfenbrenner’s	
   ecological	
  

perspective,	
  mitigating	
  risk	
   in	
  some	
  domains	
  may	
  occur	
  by	
  buffering	
  others	
   in	
   the	
  

systems	
   of	
   interaction	
   that	
   make	
   up	
   an	
   individuals’	
   world	
   (1979,	
   2005).	
   	
   For	
  

instance,	
   this	
  may	
  necessitate	
  partnerships	
  between	
  multiple	
  agencies	
  responsible	
  

for	
  child	
  and	
  adult	
  welfare.	
  Ensuring	
  positive	
  and	
  nurturing	
  childhood	
  experiences	
  

free	
   from	
  maltreatment	
   cannot	
   be	
   divorced	
   from	
  programs	
   focused	
   on	
   improving	
  

adult	
   mental	
   health,	
   which	
   in	
   turn	
   cannot	
   be	
   divorced	
   from	
   HIV	
   prevention	
  

interventions	
   targeted	
   to	
   Black	
   MSM.	
   Just	
   as	
   interrelated	
   as	
   the	
   risk	
   factors	
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informing	
  individuals’	
  sexual	
  behaviors	
  are,	
  so	
  must	
  HIV	
  prevention	
  approaches	
  be	
  

in	
  order	
  to	
  effectively	
  address	
  those	
  factors.	
  	
  

	
  

Indeed,	
  our	
  findings	
  suggest	
  that	
  future	
  HIV	
  interventions	
  may	
  need	
  to	
  target	
  high	
  

risk	
   populations	
   at	
   younger	
   ages—not	
   only	
   young	
   Black	
   MSM,	
   but	
   more	
   broadly	
  

those	
  raised	
  in	
  poor	
  socioeconomic	
  circumstances	
  and/or	
  experiencing	
  challenging	
  

family	
   life	
   or	
   abuse—and	
  may	
   benefit	
   from	
   fostering	
   close	
   relationships	
   between	
  

adolescents	
   and	
   responsible	
   members	
   of	
   their	
   community,	
   as	
   well	
   as	
   increasing	
  

access	
  to	
  group-­‐level	
  resources,	
  in	
  general.	
  Since	
  interventions	
  targeting	
  the	
  larger	
  

socioeconomic	
   and	
   structural	
   forces	
   that	
   drive	
   participants’	
   adverse	
   childhood	
  

experiences	
   are	
   more	
   costly,	
   face	
   political	
   and	
   economic	
   obstacles,	
   as	
   well	
   as	
  

lengthy	
  to	
  implement	
  and	
  effect	
  change	
  (Adimora	
  &	
  Auerbach	
  2010),	
  interventions	
  

focused	
  on	
   improving	
   community	
   level	
   resources	
  may	
  provide	
  an	
  alternative,	
   and	
  

more	
   timely	
   effect	
   on	
   HIV	
   risk	
   behaviors.	
   These	
   intervention	
   approaches	
   may	
  

ameliorate	
   the	
   impact	
   of	
   adverse	
   childhood	
   experiences	
   on	
   mental	
   health,	
   self-­‐

efficacy	
  for	
  condom	
  use,	
  and	
  decision-­‐making	
  processes	
  regarding	
  sexual	
  safety	
  and	
  

partner	
   selection	
  strategies,	
   as	
  well	
   as	
  allow	
  participants	
   to	
  develop	
  and	
  maintain	
  

healthy	
   relationships.	
   	
   Previous	
   community-­‐level	
   interventions	
   with	
   mixed	
  

populations	
  have	
  shown	
  success	
  in	
  reducing	
  HIV	
  risk	
  behaviors	
  and	
  attitudes	
  (CDC	
  

1999,	
  Kegeles	
  et	
  al.	
  1996,	
  Kelly	
  et	
  al.	
  1997,	
  Sikkema	
  et	
  al.	
  2000,	
  Sikkema	
  et	
  al.	
  2005).	
  

Such	
  interventions	
  may	
  not	
  only	
  curtail	
  HIV	
  risk	
  taking	
  behaviors	
  among	
  sexually-­‐

active	
  adolescents,	
  but	
  may	
  also	
  interrupt	
  the	
  processes	
  that	
  lead	
  participants	
  with	
  

challenging	
  childhoods	
  to	
  engage	
  in	
  high	
  risk	
  sexual	
  behaviors	
  as	
  adults.	
  	
  

	
  

A	
   recent	
   qualitative	
   study	
   asked	
   Black	
   and	
   Latino	
   MSM	
   to	
   suggest	
   future	
  

intervention	
   approaches	
   and	
   characteristics	
   for	
   reducing	
   HIV	
   risk	
   in	
   similar	
  

populations	
  of	
  MSM	
  (Rhodes	
  et	
  al.	
  2011).	
  	
  It	
  is	
  noteworthy	
  that	
  despite	
  the	
  direction	
  

of	
  recent	
  research	
  on	
  the	
  multi-­‐faceted	
  nature	
  of	
   factors	
  driving	
  HIV	
  risk,	
  many	
  of	
  

these	
   ‘common-­‐sense’	
   suggestions—that	
   were	
   also	
   echoed	
   by	
   participants	
   in	
   our	
  

study—are	
  not	
  common	
  practice.	
  Participants	
  called	
  for	
  the	
  use	
  of	
  mentors	
  and	
  role	
  

models	
   to	
   spread	
   HIV	
   prevention	
   and	
   risk	
   reduction	
   messages,	
   as	
   well	
   as	
   help	
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change	
  the	
  image	
  of	
  Black	
  MSM	
  in	
  the	
  community.	
  Indeed,	
  in	
  our	
  study,	
  participants	
  

articulated	
  beliefs	
  that	
  within	
  the	
  Black	
  community,	
  men	
  who	
  have	
  sex	
  with	
  men	
  are	
  

disparaged	
  and	
  considered	
  an	
  affront	
  to	
  Black	
  masculinity.	
  	
  Participants	
  also	
  shared	
  

that	
   interventions	
   should	
   build	
   on	
  men’s	
   informal	
   social	
   networks	
   and	
   encourage	
  

“community	
   building,”	
   with	
   members	
   of	
   a	
   social	
   network	
   helping	
   one	
   another	
  

become	
  more	
   knowledgeable	
   about	
   HIV/AIDS,	
   risk	
   and	
   protective	
   behaviors,	
   and	
  

gaining	
  access	
   to	
  community	
  resources.	
   	
  Some	
  participants	
   in	
  our	
  study	
  described	
  

social	
  network	
  norms	
  of	
   risky	
   sexual	
  behaviors;	
   future	
   interventions	
   can	
   focus	
  on	
  

changing	
  these	
  norms	
  toward	
  promoting	
  lower	
  risk	
  behaviors.	
  

	
  

Participants	
   described	
   the	
   importance	
   of	
   identifying	
  men	
  with	
   the	
   potential	
   to	
   be	
  

trained	
   to	
   disseminate	
   these	
   risk	
   reduction	
   messages,	
   and	
   provide	
   advice	
   about	
  

sensitive	
   topics	
  while	
  maintaining	
   discretion.	
   These	
   leaders	
   should	
   fill	
   knowledge	
  

gaps	
  and	
  correct	
  misconceptions.	
  For	
  instance,	
  in	
  our	
  study,	
  some	
  participants	
  used	
  

visual	
   and	
   behavioral	
   cues	
   to	
   make	
   potentially	
   inaccurate	
   assessments	
   about	
  

partner’s	
   sexual	
   risk.	
   Addressing	
   these	
   types	
   of	
   misconceptions	
   are	
   important.	
  

These	
   individuals	
   should	
   also	
   provide	
   practical	
   guidance	
   on	
   how	
   to	
   access	
  

resources,	
   such	
   as	
  HIV/STD	
   testing	
   and	
   free	
   condoms.	
   Several	
   participants	
   in	
   our	
  

study	
  shared	
  that	
  while	
  they	
  would	
  like	
  to	
  be	
  tested	
  more	
  often	
  but	
  did	
  not	
  know	
  of	
  

readily	
  available	
  discreet	
  testing	
  facilities.	
  	
  

	
  

Participants	
  also	
  identified	
  the	
  need	
  for	
  safe	
  spaces	
  for	
  facilitated	
  supportive	
  men’s	
  

group	
   dialogue	
   around	
   issues	
   of	
   masculinity,	
   family,	
   religious	
   and	
   societal	
  

expectations,	
  as	
  well	
  as	
  intimacy	
  among	
  men.	
  Our	
  findings	
  suggested	
  that	
  many	
  men	
  

believed	
   that	
   they	
  were	
  unable	
   to	
  discuss	
   their	
   sexuality	
  with	
   family	
  members,	
  or	
  

sometimes	
   within	
   their	
   close	
   friendships.	
   Even	
   in	
   cases	
   where	
   participants	
  

perceived	
  positive	
   family	
  support	
  (or	
  more	
  accurately,	
   the	
  absence	
  of	
  explicit	
  gay-­‐

related	
   harassment	
   and	
   disapproval),	
   it	
   was	
   often	
   the	
   result	
   of	
   not	
   discussing	
   or	
  

being	
  overtly	
  obvious	
  about	
   their	
   sexuality	
   (e.g.	
   by	
  not	
  bringing	
  boyfriends	
   to	
   the	
  

family	
  home).	
  Thus,	
   interventions	
  that	
  allow	
  for	
  an	
  open	
  and	
  safe	
  space	
  to	
  discuss	
  

these	
  issues	
  are	
  necessary.	
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Interventions	
   should	
   also	
   provide	
   practical	
   guidance	
   on	
   managing	
   triggers	
   and	
  

coping,	
   such	
   as	
   equipping	
   participants	
   with	
   the	
   tools	
   to	
   avoiding	
   certain	
   bars	
   or	
  

video	
  arcades	
  that	
  have	
  previously	
  resulted	
  in	
  high	
  risk	
  behaviors,	
  or	
  helping	
  men	
  

determine	
   the	
   best	
   placement	
   of	
   condoms	
   in	
   their	
   home.	
   However,	
   this	
   may	
   not	
  

always	
   be	
   successful,	
   our	
   findings	
   have	
   suggested	
   that	
   even	
  when	
   condoms	
  were	
  

readily	
   available	
   (e.g.	
   in	
   pant	
   pocket),	
   they	
   may	
   not	
   be	
   used.	
   Therefore,	
  

interventions	
   that	
   provide	
   participants	
   with	
  multiple	
   potential	
   pathways	
   to	
   safer	
  

sexual	
  behaviors	
  (e.g.	
  similar	
  to	
  3MV’s	
   ‘menu	
  of	
  behavior	
  change’	
  options)	
  may	
  be	
  

more	
  successful	
  in	
  encouraging	
  behavior	
  change.	
  	
  

	
  

The	
  inclusion	
  of	
  social	
  media	
  (e.g.	
  Twitter,	
  Facebook)	
  was	
  suggested,	
  in	
  addition	
  to	
  

other	
   interactive	
   technology/media	
   known	
   to	
   facilitate	
   sexual	
   relationships	
   (e.g.	
  

telephone	
   hotlines,	
   ‘hookup’	
   websites).	
   This	
   may	
   be	
   able	
   to	
   target	
   different	
  

demographics	
  of	
  Black	
  MSM,	
  and	
  potentially	
  be	
  used	
  as	
  a	
  source	
  of	
  social	
  support	
  

(i.e.	
  particularly	
  for	
  men	
  with	
  limited	
  social	
  support	
  networks)	
  and	
  risk	
  prevention	
  

messages,	
  as	
  well	
  as	
  practical	
  information	
  on	
  testing	
  sites,	
  and	
  where	
  to	
  obtain	
  free	
  

condoms.	
  Many	
  participants	
  in	
  our	
  study	
  used	
  social	
  media	
  and	
  the	
  Internet	
  to	
  meet	
  

sexual	
   partners.	
   Prevention	
   messages	
   posted	
   on	
   these	
   websites	
   may	
   be	
   able	
   to	
  

reach	
  populations	
  at	
  high	
  risk	
  for	
  HIV	
  infection,	
  particularly,	
  young	
  Black	
  MSM	
  who	
  

have	
   the	
   highest	
   HIV	
   incidence	
   and	
   are	
   the	
   most	
   prolific	
   users	
   of	
   virtual	
   media	
  

(Jones	
  &	
  Fox	
  2009,	
  Mustanski	
  et	
  al.	
  2011).	
  

	
  

The	
   promotion	
   of	
   condom	
   use	
   and	
   HIV	
   testing	
   within	
   the	
   context	
   of	
   men’s	
  

relationships	
   was	
   also	
   suggested.	
   Participants	
   argued	
   against	
   blanket	
   prevention	
  

messages	
  for	
  consistent	
  condom	
  use.	
  Instead,	
  they	
  asserted	
  that	
  condom	
  use	
  should	
  

be	
  contextualized	
  according	
  to	
  participants’	
  relationships.	
  That	
   is,	
  during	
  the	
  early	
  

stages	
  of	
  a	
  relationship	
  condom	
  use	
  and	
  HIV	
  testing	
  and	
  status	
  knowledge	
  should	
  be	
  

emphasized	
  but	
  as	
  the	
  relationship	
  progresses	
  and	
  condom	
  use	
  become	
  less	
   likely	
  

prevention	
  messages	
  should	
  shift	
  their	
  focus	
  to	
  emphasize	
  condom	
  use	
  when	
  having	
  

sex	
   with	
   men	
   other	
   than	
   a	
   main	
   partner	
   as	
   a	
   way	
   to	
   protect	
   a	
   primary	
   partner.	
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Finally,	
   participants	
   called	
   for	
   a	
   focus	
   on	
   developing	
   culturally	
   congruent	
  

programming	
   to	
   reach	
  MSM	
  who	
   live	
   in	
   rural	
   communities,	
   do	
   not	
   patronize	
   gay	
  

bars/clubs,	
  or	
  are	
  otherwise	
  considered	
  to	
  be	
  a	
  hidden	
  MSM	
  population.	
  	
  	
  

	
  

These	
  suggestions	
  reveal	
   the	
   important	
  contributions	
   that	
  MSM	
  of	
  color	
  can	
  make	
  

toward	
   the	
   development	
   of	
   culturally-­‐appropriate	
   HIV	
   prevention	
   interventions.	
  

Many	
  of	
  the	
  above	
  suggestions	
  were	
  in	
  keeping	
  with	
  the	
  observations	
  made	
  in	
  this	
  

study,	
   including	
  the	
  significance	
  of	
   incorporating	
  social	
  support	
   into	
   interventions,	
  

using	
  appropriate	
  sexual	
  safety	
  messages	
  that	
  mirror	
  the	
  changes	
  in	
  men’s	
  primary	
  

sexual	
   relationships,	
   the	
   need	
   to	
   address	
   misconceptions	
   when	
   making	
   HIV	
   risk	
  

assessments	
   in	
  prospective	
  partners,	
   and	
  practical	
   advice	
  on	
  managing	
   triggers	
  of	
  

high	
  risk	
  behaviors.	
  This	
   reflects	
  men’s	
  understanding	
  of	
   their	
  own	
  behaviors	
  and	
  

suggests	
  the	
  need	
  for	
  their	
  inclusion	
  in	
  all	
  steps	
  of	
  future	
  interventions,	
  from	
  design	
  

and	
  development,	
  to	
  delivery	
  and	
  dissemination,	
  to	
  implementation.	
  

	
  

	
  

7.5	
  Future	
  research	
  recommendations	
  
	
  

The	
  findings	
  of	
  this	
  study	
  revealed	
  important	
  areas	
  for	
  further	
  research.	
  Increased	
  

qualitative	
   research	
   will	
   be	
   necessary	
   to	
   understand	
   the	
   lifetime	
   experiences	
   of	
  

Black	
   MSM	
   and	
   to	
   uncover	
   the	
   underlying	
   factors	
   driving	
   high	
   risk	
   and	
   low	
   risk	
  

sexual	
  behavior.	
  It	
  may	
  also	
  reveal	
  differences	
  between	
  the	
  lifetime	
  experiences	
  of	
  

men	
   who	
   engage	
   in	
   high	
   risk	
   versus	
   low	
   risk	
   behaviors.	
   Understanding	
   these	
  

mechanisms	
   can	
   lead	
   to	
   the	
   development	
   of	
   more	
   specific	
   intervention	
   designs	
  

targeted	
   specifically	
   to	
   these	
   different	
   populations	
   of	
   Black	
   MSM.	
   Moreover,	
   a	
  

similar	
  larger	
  scale	
  qualitative	
  study	
  is	
  needed.	
  While	
  Providence	
  is	
  an	
  urban	
  center,	
  

its	
  small	
  size	
  may	
  lead	
  findings	
  to	
  be	
  un-­‐generalizable	
  to	
  Black	
  MSM	
  living	
  in	
  larger	
  

urban	
  centers	
  in	
  the	
  Northeast	
  such	
  as	
  New	
  York	
  or	
  large	
  urban	
  centers	
  in	
  the	
  South	
  

such	
  as	
  Atlanta	
  that	
  may	
  have	
  access	
  to	
  more	
  resources	
  and	
  a	
  greater	
  pool	
  of	
  Black	
  

MSM	
  (DiClemente	
  &	
  Peterson	
  1994).	
  A	
  similar	
  larger	
  scale	
  qualitative	
  study	
  should	
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also	
  be	
  carried	
  out	
  in	
  rural	
  areas,	
  as	
  our	
  findings	
  are	
  not	
  generalizable	
  to	
  Black	
  MSM	
  

living	
  in	
  rural	
  areas.	
  The	
  quantitatively	
  testable	
  aspects	
  of	
  this	
  qualitative	
  research	
  

should	
   also	
   be	
   examined.	
   	
   This	
   includes	
   a	
   rigorous	
   examination	
   of	
   the	
   factors	
  

suggested	
  by	
   this	
   research	
   to	
  potentially	
   influence	
  HIV	
  risk	
   in	
  Black	
  MSM,	
  such	
  as	
  

social	
  support,	
  adverse	
  childhood	
  experiences,	
  apathy	
  toward	
  condom	
  use,	
  passivity	
  

in	
   demanding	
   condoms,	
   and	
   reliance	
   on	
   visual	
   or	
   behavioral	
   cues	
   to	
   determine	
  

partner’s	
   sexual	
   risk—all	
   of	
   which	
   can	
   be	
   tested	
   through	
   quantitative	
  

methodologies,	
   such	
   as	
   surveys	
   or	
   questionnaires.	
   Indeed,	
   a	
   fully	
  mixed-­‐methods	
  

approach	
  is	
  overdue.	
  Qualitative	
  research	
  is	
  able	
  to	
  nuance	
  quantitative	
  findings	
  and	
  

provide	
   insight	
   into	
   detected	
   patterns	
   and	
   statistical	
   findings.	
   Conversely,	
  

quantitative	
  research	
  is	
  necessary	
  to	
  statistically	
  identify	
  those	
  patterns	
  and	
  themes	
  

that	
   qualitative	
   research	
   can	
   explore	
   in	
   greater	
   detail,	
   and	
   is	
   able	
   to	
   examine	
   the	
  

testable	
  hypotheses	
  generated	
  from	
  qualitative	
  research.	
  	
  

	
  

Moreover,	
  larger-­‐scale	
  statistical	
  studies	
  examining	
  the	
  mechanisms	
  by	
  which	
  poor	
  

and	
   good	
  mental	
   health	
   affects	
   downstream	
  HIV	
   risk	
   behavior,	
   including	
   condom	
  

use,	
  condom	
  negotiation,	
  and	
  partner	
  selection,	
  is	
  needed.	
  	
  Quantitative	
  studies	
  will	
  

also	
  be	
  able	
  to	
  provide	
  further	
  information	
  on	
  the	
  role	
  of	
  Black	
  MSM’s	
  self-­‐esteem,	
  

self-­‐pride,	
   confidence,	
   and	
   self-­‐efficacy	
   for	
   condom	
   use	
   and	
   other	
   low	
   risk	
  

behaviors.	
  Rigorous	
  quantitative	
   research	
   is	
  needed	
   to	
  determine	
   the	
   relationship	
  

between	
   mental	
   health	
   and	
   varying	
   sociodemographic	
   and	
   social	
   conditions,	
   and	
  

risk	
  behaviors.	
   For	
   example,	
   the	
   effect	
   of	
   poor	
  mental	
   health	
   on	
   risk	
  behaviors	
   in	
  

lower	
  versus	
  higher	
  income	
  populations;	
  the	
  impact	
  of	
  college	
  attendance	
  on	
  social	
  

networks	
   and	
   attitudes	
   toward	
   practicing	
   high	
   or	
   low	
   risk	
   behaviors;	
   and	
  

particularly	
  for	
  young	
  Black	
  MSM,	
  the	
  effect	
  of	
  family	
  attitudes	
  toward	
  sexual	
  safety	
  

on	
  one’s	
  own	
  sexual	
  risk	
  taking	
  behaviors.	
  

	
  

In-­‐depth	
  studies	
  are	
  needed	
  to	
  understand	
  the	
  coping	
  mechanisms	
  that	
  Black	
  MSM	
  

use	
   to	
   overcome	
   difficult	
   personal	
   experiences.	
   These	
   include	
   both	
   positive	
   and	
  

negative	
   coping	
   mechanisms.	
   In	
   this	
   study,	
   participants	
   described	
   several	
   coping	
  

mechanisms,	
  but	
  as	
   this	
  was	
  not	
  a	
  primary	
   focus	
  of	
   the	
  study,	
   further	
  research	
  on	
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this	
   topic	
   is	
   necessary	
   and	
   important.	
   In	
   keeping	
   with	
   this,	
   future	
   research	
   may	
  

benefit	
  from	
  a	
  shift	
  away	
  from	
  a	
  deficit-­‐based	
  model	
  to	
  a	
  strength-­‐based	
  model,	
   in	
  

which	
   the	
   focus	
   moves	
   toward	
   better	
   understanding	
   the	
   factors	
   that	
   mediate	
  

resilience	
  among	
  men	
  who	
  experience	
  socioeconomic	
  and	
  psychosocial	
  hardship	
  in	
  

childhood.	
   	
   Understanding	
   why	
   and	
   how	
   men	
   who	
   have	
   experienced	
   similar	
  

childhood	
   adversity	
  have	
  different	
   adult	
   sexual	
   health	
   outcomes	
  may	
  be	
   the	
  most	
  

important	
  and	
  effective	
  way	
  forward.	
  	
  

	
  

Finally,	
   this	
   study	
   included	
  both	
  HIV	
  negative	
   and	
  positive	
  MSM.	
  While	
   this	
   study	
  

did	
   not	
   report	
   findings	
   according	
   to	
   HIV	
   status,	
   previous	
   research	
   has	
   suggested	
  

differences	
  in	
  risk	
  behavior	
  between	
  these	
  two	
  populations,	
  with	
  HIV-­‐positive	
  MSM	
  

engaging	
   in	
   higher	
   risk	
   behaviors	
   than	
  HIV-­‐negative	
  MSM	
   (Forney	
  &	
  Miller	
   2012,	
  

Grov	
  et	
  al.	
  2010);	
  however,	
   it	
  has	
  also	
  been	
  reported	
  that	
  HIV-­‐positive	
  Black	
  MSM	
  

engage	
  in	
  fewer	
  high	
  risk	
  behaviors	
  than	
  their	
  HIV-­‐negative	
  counterparts	
  (Robinson	
  

et	
  al.	
  2011).	
  	
  Due	
  to	
  difficulties	
  in	
  recruiting	
  Black	
  MSM	
  in	
  a	
  small	
  city,	
  men	
  were	
  not	
  

excluded	
  based	
  on	
  HIV	
  status.	
  A	
  similar	
  study	
  comparing	
  HIV	
  positive	
  and	
  negative	
  

populations	
  is	
  warranted.	
  To	
  date,	
  the	
  few	
  studies	
  that	
  use	
  a	
  life	
  course	
  approach	
  to	
  

examining	
   risk	
   behaviors	
   in	
  HIV-­‐positive	
  men	
  have	
   almost	
   exclusively	
   focused	
   on	
  

experiences	
  of	
  child	
  abuse	
  in	
  early	
  life	
  (Kang	
  et	
  al.	
  2002,	
  O’Leary	
  et	
  al.	
  2003,	
  Paul	
  et	
  

al.	
   2001,	
   Zierler	
   et	
   al.	
   1991),	
   without	
   focusing	
   on	
   other	
   potentially	
   adverse	
   (or	
  

positive)	
   childhood	
   experiences.	
   These	
   studies	
   have	
   also	
   focused	
   on	
   HIV	
   positive	
  

MSM’s	
   current	
   social	
   support	
  networks,	
  with	
   little	
  attention	
  paid	
   to	
   the	
  preceding	
  

conditions	
   (including	
   social	
   support)	
   that	
   drove	
   the	
   risk	
   behaviors	
   that	
  may	
  have	
  

ultimately	
  resulted	
  in	
  HIV	
  infection.	
  	
  	
   	
  

	
  

7.6	
  Methodological	
  limitations	
  of	
  this	
  study.	
  	
  
	
  

While	
  specific	
  chapter	
  limitations	
  have	
  already	
  been	
  described,	
  an	
  overall	
  summary	
  

of	
  study	
   limitations	
   is	
  useful.	
  Methodological	
   limitations	
  of	
   this	
  study	
   included	
  the	
  

use	
   of	
   self-­‐reported	
   data	
   and	
   subjective	
   recall	
   of	
   life	
   experiences.	
   This	
   may	
   have	
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resulted	
  in	
  an	
  over-­‐representation	
  of	
  normative	
  behaviors	
  and	
  underrepresentation	
  

of	
   stigmatized	
   behaviors,	
   resulting	
   in	
   the	
   omission	
   of	
   potentially	
   important	
   data.	
  	
  

Recollected	
  narratives	
  may	
  have	
  also	
  been	
  subject	
  to	
  recall	
  bias,	
  in	
  which	
  they	
  may	
  

have	
  inaccurately	
  reported	
  or	
  misremembered	
  experiences	
  or	
  events.	
  However,	
  as	
  

described	
   in	
   Section	
   3.2,	
   a	
   narrative	
   approach	
   to	
   data	
   collection	
   gives	
   power	
   to	
  

men’s	
  voices	
  and	
  allows	
  for	
  a	
  more	
  nuanced	
  understanding	
  of	
  men’s	
  risk	
  factors	
  to	
  

emerge.	
  Researcher	
  bias	
  may	
  have	
  also	
  been	
   in	
  effect,	
  but	
  as	
  addressed	
   in	
  Section	
  

3.14,	
   all	
   efforts	
   were	
   taken	
   to	
   minimize	
   its	
   effects.	
   Moreover,	
   this	
   study	
   may	
   be	
  

subject	
  to	
  self-­‐selection	
  bias,	
  as	
  the	
  Black	
  MSM	
  who	
  were	
  willing	
  to	
  participate	
  in	
  a	
  

research	
  study	
  on	
  sexual	
  behaviors	
  may	
  not	
  represent	
  other	
  Black	
  MSM.	
  	
  

	
  

An	
  additional	
  important	
  limitation	
  is	
  the	
  relatively	
  small	
  size	
  of	
  34	
  participants.	
  The	
  

recruitment	
  of	
  any	
  hidden	
  population	
  is	
  difficult,	
  but	
  is	
  particularly	
  difficult	
  in	
  a	
  city	
  

the	
   size	
  of	
  Providence.	
  However,	
   the	
  aims	
  of	
  qualitative	
   studies	
  are	
  different	
   than	
  

quantitative	
  studies,	
  and	
  often	
  do	
  not	
  need	
  large	
  samples	
  to	
  collect	
  analyzable	
  data.	
  	
  

Thirty-­‐four	
   participants	
   was	
   sufficient	
   to	
   reach	
   data	
   saturation,	
   such	
   that	
   the	
  

inclusion	
  of	
  more	
  participants	
  could	
  not	
  guarantee	
  any	
  new	
  data	
  (Guest	
  et	
  al.	
  2006).	
  	
  

Increased	
   number	
   of	
   HIV+	
   participants	
   would	
   have	
   allowed	
   for	
   within-­‐group	
  

comparisons	
  of	
  the	
  drivers	
  of	
  HIV	
  risk	
  behaviors.	
  However,	
  it	
  is	
  noteworthy	
  that	
  HIV	
  

positive	
  participants	
  described	
  similar	
  life	
  histories	
  to	
  HIV	
  negative	
  participants.	
  	
  

	
  

Of	
  note,	
   this	
  qualitative	
  study	
  does	
  not	
  allow	
   for	
  causal	
   links	
   to	
  be	
  made	
  between	
  

participants’	
   life	
   experiences	
   and	
   their	
   subsequent	
   high	
   or	
   low	
   risk	
   behaviors.	
  

However,	
  it	
  does	
  allow	
  for	
  the	
  complexities	
  of	
  individual	
  experiences	
  to	
  emerge	
  and	
  

provides	
  insight	
  into	
  the	
  potential	
  mechanisms	
  and	
  processes	
  driving	
  high	
  and	
  low	
  

risk	
   behaviors.	
   Moreover,	
   the	
   experiences	
   that	
   narratives	
   suggest	
   as	
   influencing	
  

sexual	
  risk	
  behaviors	
  (e.g.	
  adverse	
  childhood	
  experiences,	
  poor	
  social	
  support,	
  etc.)	
  

cannot	
   be	
   parsed	
   out	
   individually.	
   It	
   may	
   be	
   that	
   the	
   additive	
   effects	
   of	
   these	
  

interactions	
   impacted	
   HIV	
   risk,	
   rather	
   than	
   these	
   childhood	
   factors	
   individually.	
  

Indeed,	
   as	
   a	
   defining	
   theme	
   of	
   this	
   thesis,	
   the	
   consistently	
   interactive	
   nature	
   of	
  

participants’	
   risk	
  reflects	
   the	
  realistic	
  nature	
  of	
  HIV	
  risk	
   in	
  men’s	
   lives.	
  HIV	
  risk	
   is	
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likely	
  due	
   to	
   the	
   reinforcing	
   linkages	
  between	
  many	
  aspects	
   of	
  Black	
  MSM’s	
   lives,	
  

which	
  culminate	
  to	
   lead	
  to	
  high	
  risk	
  or	
   low	
  risk	
  behaviors.	
   	
  Therefore,	
   to	
  consider	
  

these	
   potential	
   risks	
   or	
   drivers	
   of	
   risk	
   individually	
   may	
   be	
   inaccurate	
   and	
   not	
  

representative	
  of	
  risk	
  in	
  men’s	
  lives.	
  	
  

	
  

Finally,	
   the	
   conclusions	
   drawn	
   from	
   this	
   study	
  may	
   not	
   be	
   generalizable	
   to	
   other	
  

populations	
  of	
  MSM,	
  Black	
  men,	
   or	
  Black	
  MSM,	
  men	
   living	
   in	
  different	
   geographic	
  

regions	
  (e.g.	
  rural),	
  or	
  those	
  in	
  larger	
  cities.	
  	
  

	
  

7.7	
  Conclusion	
  
	
  

This	
   thesis	
   set	
  out	
   to	
  explore	
   the	
  drivers	
  of	
  HIV	
   risk	
   in	
  Black	
  MSM	
   in	
  Providence,	
  

Rhode	
   Island.	
   It	
   examined	
  men’s	
   risk	
   from	
  a	
   socio-­‐epidemiological	
   and	
   life	
   course	
  

perspective,	
  beginning	
  with	
  participants’	
   formative	
  years	
  and	
  continuing	
  into	
  their	
  

present	
  day	
  lives.	
  Participants’	
  perceptions	
  of	
  their	
  risk	
  behavior	
  and	
  the	
  drivers	
  of	
  

these	
   behaviors	
   were	
   complex	
   and	
   insightful.	
   The	
   findings	
   suggest	
   that	
   risk	
  

behavior	
  is	
  not	
  a	
  singular	
  action,	
  rather	
  it	
  is	
  the	
  outcome	
  of	
  a	
  lifetime	
  of	
  experiences,	
  

ranging	
  from	
  socioeconomic	
  experiences,	
  to	
  the	
  receipt	
  of	
  social	
  support,	
  to	
  family	
  

dynamics,	
   and	
   the	
   effects	
   of	
   these	
   experiences	
   on	
   attitudes	
   and	
   beliefs	
   toward	
  

sexual	
  safety,	
  mental	
  and	
  emotional	
  health,	
  and	
  self-­‐efficacy	
   for	
  condom	
  use.	
   	
  This	
  

study	
   included	
  34	
  Black	
  MSM,	
   in	
  one	
  of	
   the	
   first	
  known	
  qualitative	
   studies	
  of	
   this	
  

population	
  in	
  Providence,	
  the	
  city	
  with	
  the	
  highest	
  prevalence	
  and	
  incidence	
  of	
  HIV	
  

in	
  the	
  State	
  of	
  Rhode	
  Island.	
  	
  

	
  

The	
  Socio-­‐epidemiological	
  Model	
  and	
  Syndemic	
  Production	
  of	
  Disease	
  were	
  used	
  as	
  

conceptual	
   guides	
   for	
  understanding	
   the	
  multiple	
  drivers	
  of	
  HIV	
   risk	
  behaviors	
   in	
  

this	
   population.	
   This	
   context-­‐specific	
   approach	
   was	
   critical	
   to	
   exploring	
   and	
  

understanding	
  how	
  one’s	
  cultural	
  and	
  economic	
  milieu,	
  and	
  personal	
  challenges	
  or	
  

successes	
  were	
  implicated	
  in	
  the	
  decision-­‐making	
  trajectory	
  leading	
  to	
  high	
  or	
  low	
  

risk	
  behaviors.	
   	
  This	
   is	
  also	
   important	
   for	
  the	
  development	
  and	
  implementation	
  of	
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culturally	
  relevant,	
  context-­‐driven	
  interventions.	
  	
  

	
  

This	
  study	
  suggests	
  many	
  possible	
  avenues	
  through	
  which	
  risk	
  behaviors	
  function,	
  

and	
   can	
   be	
   intervened	
   upon.	
   It	
   drew	
   attention	
   to	
  men’s	
   own	
   perceptions	
   of	
   their	
  

lives	
  and	
  risk	
  behaviors,	
  as	
  well	
  as	
  the	
  acute	
  awareness	
  that	
  they	
  have	
  of	
  the	
  factors	
  

driving	
   these	
  behaviors.	
   	
  Prominently	
   including	
  Black	
  MSM	
   in	
   the	
  development	
  of	
  

future	
   interventions	
   may	
   result	
   in	
   novel	
   and	
   innovative	
   prevention	
   programs	
  

targeted	
   to	
   this	
   population.	
   It	
   is	
   hoped	
   that	
   the	
   intensely	
   personal	
   experiences	
  

shared	
   by	
   the	
   men	
   in	
   this	
   study	
   will	
   be	
   further	
   explored	
   through	
   rigorous	
  

qualitative	
   and	
   quantitative	
   studies,	
   with	
   the	
   ultimate	
   goal	
   of	
   identifying	
   and	
  

disrupting	
  the	
  pathways	
  from	
  challenging	
  life	
  circumstances	
  to	
  high	
  risk	
  behaviors,	
  

and	
  reducing	
  the	
  burden	
  of	
  HIV	
  infection	
  amongst	
  Black	
  MSM.	
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!;M4%?&>%Z4<".."%8`>%!0/1%\>%:D#L3#/%![>%K"<4A%d6>%I%J/5#%&Z'%(RVVQ,'%:D"<5D005%%
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!"#$%&'(%)*%+,&'!(-'./#$%./*-'-0$1#(+,2/('!(-',.%'32$4'/1'2**2+2,'-3#)'#$%5',.%'
!-6%3$%'+.2*-.//-'%78%32%(+%$'$,#-09':%-2!,32+$;'<<<=>?5'@ABC@DE9''

F#(('G9'=<HH>?9'I/#()'+.2*-3%(J$'+*/$%'3%*!,2/($.28$5'K%0/(-'!,,!+.L%(,9'M%N"#30'
' :!34&'OP5'Q!)%':#"*2+!,2/($9'
F0$/('RS9'=ETT<?9'U.%('0/#'-262-%'"/-0'!(-'$/#*&'83/"*%L$'L#*,28*05'V.%'"*!+4''

+.#3+.'!(-'$%7'=8)9'<<AC<<D?9'W('K03-'X'Y'Z#0CQ.%,1!**'K9'=S-$9?&'V3!8$5'P132+!('
PL%32+!('L%('!(-')%(-%3'!(-'$%7#!*2,0'=8)9'>T[C>EA?9'K*//L2(),/(5'W(-2!(!'
\(26%3$2,0':3%$$9''

S-N!3-$']G&'^/*-%('ZU&'_%*2,,2']G&'Y'P(-!'X_9''=ETT>?9'X%*!,2/($.28''
"%,N%%('L#*,28*%'1/3L$'/1'+.2*-.//-'L!*,3%!,L%(,'!(-'!-#*,'L%(,!*'.%!*,.'2('
+/LL#(2,0'3%$8/(-%(,$5'3%$#*,$'13/L',.%'!-6%3$%'+.2*-.//-'%78%32%(+%$'
$,#-09'PL%32+!('G/#3(!*'/1':$0+.2!,30;'<AT=[?5'<B@>C<BAT9'

S)%*%(-'K&'Q3/#1%'`P&'Y'S32+4$/('R9'=<H[>?9'V.%'-%6%*/8L%(,!*'+/($%a#%(+%'/1''
' -211%3%(,'8!,,%3($'/1'L!*,3%!,L%(,9'O.2*-'P"#$%'!(-'M%)*%+,;'D=B?5B@HCBAH9'
%*CK!$$%*'M&'Q+.2**2()'X_&'W3N2('b`&'_!3#a#%'Q&'Z2*"%3,'`&'Y']/('K!3)%(&'%,'!*9'=<HHD?9''

Q%7',3!-2()'!(-'8$0+./*/)2+!*'-2$,3%$$'!L/()'N/L%('3%+3#2,%-'13/L',.%'
$,3%%,$'/1'^!3*%L9'PL%32+!('G/#3(!*'/1':#"*2+'^%!*,.;'[D=<?5'AACDT9''

S*-%3'Z^9'=<HH[?9'V.%'*21%'+/#3$%'!(-'.#L!('-%6%*/8L%(,9'W(5'F!L/('U'Y'
`%3(%3'XR&'=S-$9?&'^!(-"//4'/1'+.2*-'8$0+./*/)0'=]/*'<?5'V.%/3%,2+!*'L/-%*$'
/1'.#L!('-%6%*/8L%(,'=8)9'H>HCHH<?9'M%N'I/345'U2*%09'

S*1/3-'G&'K/*-2()'Z&'R!)#23%'R&'Y'Q.%33&'`9'=ETTT?9'O/L"2(!,2/(',.%3!82%$'1/3'^W]''
!(-'$%7#!*'32$4'"%.!62/3'!L/()')!0'L%(9'G/#3(!*'/1',.%'P+a#23%-'WLL#(%'
F%12+2%(+0'Q0(-3/L%$;'E>=>?5'EAAcED<9'

S*1/3-'G&'K/*-2()'Z&'Y'Q.%33'`9'=ETTE?9'^2).C32$4'$%7#!*'"%.!62/3'2(+3%!$%$'!L/()''
`/(-/(')!0'L%('"%,N%%('<HH['!(-'ETT<5U.!,'2$',.%'3/*%'/1'^W]'/8,2L2$Ld'
PWFQ;'<A=<<?5'<@>DcBB9'

S*1/3-'G&'K/*-2()'Z&'Y'Q.%33'`9'=ETT<?9':%%3'%-#+!,2/('.!$'(/'$2)(212+!(,'2L8!+,'/(''
^W]'32$4'"%.!62/#3$'!L/()')!0'L%('2('`/(-/(9'PWFQ;'<@=B?5'@>@C@>[9'

S*1/3-'G&'K/*-2()'Z&'Y'Q.%33'`9'=ETT<?9''Q%%42()'$%7'/(',.%'W(,%3(%,'!(-'$%7#!*'32$4'
"%.!62/#3'!L/()')!0'L%('#$2()'`/(-/(')0L$9'PWFQ;<@=<<?5<BTHC<B<@9'

Elford J, Whincup P, & Shaper AG. (1991). Early life experience and adult  
cardiovascular disease: longitudinal and case-control studies. International Journal 
of Epidemiology; 20(4): 833-844.  

S*2e#3'I'Y'R2(,e%3'P9'=ETT<?9'P'13!L%N/34'1/3',.%'1/3L!,2/('/1')!0'L!*%'2-%(,2,05''
:3/+%$$%$'!$$/+2!,%-'N2,.'!-#*,'!,,!+.L%(,'$,0*%'!(-'$#88/3,'13/L'1!L2*0'
!(-'132%(-$9'P3+.26%$'/1'Q%7#!*'K%.!62/3;'>T=E?5<B>C<AD9'

S**2/,,'X&'Q!.!42!('KG&'^%33/-'GG&'X/""2($'VU&'Y':!04%*'SQ9'=<HHD?9'P"(/3L!*''
3%$8/($%',/'(%)!,26%'1%%-"!+4'2('#(28/*!3'-%83%$$2/(5'%62-%(+%'1/3'!'
-2!)(/$2$'$8%+212+'2L8!23L%(,9'G/#3(!*'/1'M%#3/*/)0&'M%#3/$#3)%30'Y'
:$0+.2!,30;A>=<?5DBC[E9'

'S**2/,,'X9'V.%'(%#3/8$0+./*/)2+!*'83/12*%'2('#(28/*!3'-%83%$$2/(9'=<HH[?9'V3%(-$'2(''
O/)(2,26%'Q+2%(+%$;E=<<?5'BBDCB@B9'

S*N//-'U'Y'Z3%%(%'b9'=ETT@?9''X2$4$'"/,.'4(/N('!(-'#(4(/N(5'P'a#!*2,!,26%'
L%,./-',/'!$$%$$',.%'3/*%'/1'$2,#!,2/('2('^W]fQVF'32$4'!(-'83%6%(,2/(9'
G/#3(!*'/1'^/L/$%7#!*2,0;'@T=<?5'<>@C<@B9'
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!"#$$%&'(&)&'*""*+,-&./0&1233340&567&8$"*9*:-&$;&-*"7<:7=&>$,,?<*:+9*@7&A?"7-&+<%&

BCD&8A7@7<9*$<&*--?7-&*<&E+F&,+"7&G+966$?-7-H&*<&I$#7A&*<&967&G"$$%=&J&

6+<%G$$K&$<&JCLMH&8$"*9*:-H&+<%&:$,,?<*:+9*$<&18E0&2N2O2PN40&!"#$$%&'(&

1!%4H&/+#A7<:7&!A"G+?,&J--$:*+97-=&.+6#+6H&(7#&Q7A-7F0&&

!"#$$%&'(&)&'*""*+,-&./0&1233R40&M7SH&%A?E-H&+<%&-*9?+9*$<=&+99*9?%7-H&%A?E&?-7H&

+<%&-7S?+"&A*-K&G76+@*$A-&+,$<E&,7<&#6$&;A7T?7<9&G+966$?-7-0&Q$?A<+"&$;&

I-F:6$"$EF&+<%&B?,+<&M7S?+"*9FU&2V1N4=&NPOWW0&&

!#+A9&>&)&M?:6%+F&M0&1NVVN40&L*-:$@7A*<E&6$#&?AG+<&8$@7A9F&+<%&@*$"7<:7&+;;7:9&&

67+"96=&L7@7"$8,7<9&+<%&@+"*%+9*$<&$;&+&<7*E6G$A6$$%&-9A7--&*<%7S0&B7+"96&

I-F:6$"$EFU&N21X4=&NXWYNZN0&

!#*:K&I&)&M*"G7F&MM0&1233X40&M?G@7A-*@7&-9$A*7-&+<%&67E7,$<*:&9+"7-=&

5$#+A%&+&-$:*$"$EF&$;&<+AA+9*@70&/+#&)&M$:*79F&[7@*7#U&N31N4=&23\ONNZ0&

]+A*<+&JH&J""7<&QH&M+?"&^0&123ZR40&&567&A$"7&$;&-9*E,+9*_7%&87A-$<&*<&+;;7:9*<E&-$:*+"&&

A7"+9*$<-6*8-0&Q$?A<+"&$;&I7A-$<+"*9FU&PZ1N4=2Z3O2RN0&

]+A,7A&I0&1233340&C<;7:9*$<-&+<%&*<7T?+"*9*7-=&567&,$%7A<&8"+E?7-0&^7AK7"7F=&&

`<*@7A-*9F&$;&>+"*;$A<*+&IA7--0&

]7"*99*&DQ0&1NVVN4&567&A7"+9*$<-6*8&G79#77<&+%@7A-7&:6*"%6$$%&7S87A*7<:7-&+<%&+%?"9&&

67+"96=&5?A<*<E&E$"%&*<9$&"7+%U&Z124=&WWOW\0&

]7"*99*&DQ0&1233P40&>6*"%6$$%&-7S?+"&+G?-7H&%78A7--*$<&+<%&;+,*"F&

%F-;?<:9*$<&*<&+%?"9&$G7-7&8+9*7<9-=&+&:+-7&:$<9A$"&-9?%F0&M$?96&.7%&

Q$?A<+"URZ1\4=\PNY\PZ0&&

]7"*99*&DQ0&1233240&/$<EO97A,&,7%*:+"&:$<-7T?7<:7-&$;&*<:7-9H&A+87H&+<%&,$"7-9+9*$<0&&

M$?96&.7%&Q$?A<+"URW1P4=PNRYPP20&

]7"*99*&DQH&J<%+&[]H&($A%7<G7AE&LH&'*"*+,-$<&L]H&M8*9_&J.H&)&!%#+A%-&DH&79&+"0&&

1233R40&[7"+9*$<-6*8&$;&>6*"%6$$%&JG?-7&+<%&B$?-76$"%&LF-;?<:9*$<&9$&.+<F&

$;&967&/7+%*<E&>+?-7-&$;&L7+96&*<&J%?"9-=&567&J%@7A-7&>6*"%6$$%&!S87A*7<:7-&

1J>!4&M9?%F0&J,7A*:+<&Q$?A<+"&$;&IA7@7<9+9*@7&.7%*:*<7U&2W1W4=&NWXONXR0&

]7AG7A&J0&1NVV\40&567&:$<-9A?:9*$<&$;&^"+:K&,+-:?"*<*9F=&'6*97&-?8A7,+:F&<$#&+<%&&

& 967<0&Q$?A<+"&$;&M8$A9&+<%&M$:*+"&C--?7-U&P2124=&22ONW0&

]7AE?-&M&)&a*,,7A,+<&.M0&1NVVX40&J%$"7-:7<9&[7-*"*7<:7=&J&]A+,7#$AK&;$A&&

`<%7A-9+<%*<E&B7+"96F&L7@7"$8,7<9&*<&967&]+:7&$;&[*-K0&J<<?+"&[7@*7#&$;&

I?G"*:&B7+"96U&NZ=P33YW230&

]*7"%-&MLH&.+"7GA+<:67&LH&)&]7*-9OIA*:7&M0&1NVVR40&>6*"%6$$%&-7S?+"&+G?-7&*<&G"+:K&&

,7<&#6$&6+@7&-7S&#*96&,7<=&[7-?"9-&;A$,&96A77&T?+"*9+9*@7&-9?%*7-0&>?"9?A7&

L*@7A-*9F&)&!96<*:&.*<$A*9F&I-F:6$"$EFU&2W1W4=&PRXOP3V0&&

]*<K7"6$A&L&)&^A$#<7&J0&123RX40&567&9A+?,+9*:&*,8+:9&$;&:6*"%&-7S?+"&+G?-7=&J&&

& :$<:789?+"*_+9*$<0&J,7A*:+<&Q$?A<+"&$;&bA96$8-F:6*+9AFUXX1W4=XPVYXW20&&

]*<K7"6$A&LH&B$9+"*<E&cH&/7#*-&CJH&)&M,*96&>0&1233V40&M7S?+"&+G?-7&*<&+&<+9*$<+"&&

-?A@7F&$;&+%?"9&,7<&+<%&#$,7<=&8A7@+"7<:7H&:6+A+:97A*-9*:-H&+<%&A*-K&;+:9$A-0&

>6*"%&JG?-7&+<%&(7E"7:9U&2W124=23&YNR0&

]*-6G7*<&.&)&Jd_7<&C0&123\X40&^7"*7;H&+99*9?%7H&*<97<9*$<H&+<%&G76+@*$A=&J<&&

*<9A$%?:9*$<&9$&967$AF&+<%&A7-7+A:60&[7+%*<EH&.J=&J%%*-$<O'7-"7F0&&

]*-67A&QH&]*-67A&'JH&^AF+<&JLH&)&.*-$@*:6&MQ0&1NVVN40&C<;$A,+9*$<O,$9*@+9*$<O&

G76+@*$A+"&-K*""-&,$%7"OG+-7%&BCD&A*-K&G76+@*$A&:6+<E7&*<97A@7<9*$<&;$A&

*<<7AO:*9F&6*E6&-:6$$"&F$?960&B7+"96&I-F:6$"$EFU&N21N4=&2\\O2RZ0&

]*9_8+9A*:K&[H&.:/7+<&QH&^$?"9$<&.0&1233V40&D+A*+9*$<&*<&-7S?+"&G76+@*$A&*<&E+F&,7<0&&
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!"#$%%&'()"#*+#,-./'0#*+#1-2(#34#567048+#$!,9:#!"7/./7;-&+#<;&(;2-&#-"7#=)&/<>#
7/?'"0/)"0#5=%4#@A@B@CA84#D'E'0:#F-&?'24##

F&)E'20#*4#G";00'"#H+#I#,;"<-"#J4#5AKK@84#L'-==2-/0/"%#1!M#('0(/"%#-?)"%#9<)((/0N##
%->#?'":#ON'#/?=-<(#)P#"'E#1!M#(2'-(?'"(04#Q);2"-&#)P#1'-&(N#*0><N)&)%>R#
S5S8:#SSTUSVW4#

F&>""#1$+#X-&()"#Y$+#H;22-"#3Y+#J&)E#FH+#I#G";(Z'"#94#5AKK[84#*0><N)&)%/<-&#
7/0(2'00#-"7#2'(;2"#()#0;\0(-"<'#;0'#(E)#>'-20#P)&&)E/"%#(2'-(?'"(4#
9;\0(-"<'#]0'#-"7#Y/0;0'R#C^5S8:#WWTB^@K4#

F)%'&#$4#5@^^C84#,'.'&)=/"%#(N2);%N#2'&-(/)"0N/=0:#_2/%/"0#)P#<)??;"/<-(/)"+#
0'&P+#-"7#<;&(;2'4#HN/<-%):#]"/.'20/(>#)P#HN/<-%)#*2'004#

F)&`?-"#9+#HN'0"'>#Y+#*)&&-<`#D+#I#*N/&&/=0#H4#5@^^A84#9(2'00+#<)=/"%+#-"7#N/%N#2/0`#
0'a;-&#\'N-./)24#1'-&(N#*0><N)&)%>R#@@5[8:#A@WBAAA4#

F)27#H+#XN'(('"#G,+#1-&&#9$+#G-;P?-"#Q9+#I#ON2-0N'2#$,4##5AKKV84##J&-<`#0'a;-&/(>+#
0)</-&#<)"0(2;<(/)"+#-"7#2'0'-2<N#(-2%'(/"%#b(N'#7)E"#&)Ec#5b(N'#,Dc84#$""-&0#
)P#6=/7'?/)&)%>R#@V5C8:#AK^BA@S4#

F)2"'>#QH#I#Y/&&'2#LD+#I#ON'#H/(>#*2)d'<(#9(;7>#O'-?4#5AK@A84#L/0`#-"7#=2)('<(/.'##
P-<()20#2'&-('7#()#1!MB2/0`#\'N-./)2:#$#<)?=-2/0)"#\'(E''"#1!MB=)0/(/.'#-"7#
1!MB"'%-(/.'#>);"%#?'"#EN)#N-.'#0'a#E/(N#?'"4#$!,9#H-2'R#A[5T8:#T[[BTTA4#

F)E&'2#FQ4#5AKK^84#9;2.'>#L'0'-2<N#Y'(N)704#5[ON#6748#ON);0-"7#_-`0+#H-&/P)2"/-:##
9-%'#*;\&/<-(/)"0+#!"<4 

F2'/?;(N#M9+#e;/""#9#H+#ON)?-0#9J+#H)&'#3+#f))`#6+#,;"<-"#O4#5AKK@84#$P2/<-"##
$?'2/<-"0c#./'E0#)"#2'0'-2<N#-"7#(N'#O;0`'%''#9>=N/&/0#0(;7>4#9)</-&#9</'"<'#
I#Y'7/</"'R#TA5T8:#V^VBWKW4##

F2'/?;(N#M9+#1-??)"7#9D+#67%-2#O+#Y<,)"-&7#,$+#I#F/"`#6D4#5@^^A84##F-<()20#
'a=&-/"/"%#/"('"(+#7/0<;00/)"#-"7#;0'#)P#<)"7)?0#/"#P/20(B(/?'#0'a;-&#
'"<);"('204#1'-&(N#67;<-(/)"#L'0'-2<NR#V5A8:AKCBA@T4#

F2'/?;(N#M9+#e;/""#9H+#I#ON)?-0#9J4#5AKK@84#$P2/<-"#$?'2/<-"0c#./'E0#)"#2'0'-2<N##
-"7#(N'#O;0`'%''#0>=N/&/0#0(;7>4#9)</-&#9</'"<'#-"7#Y'7/</"'R#TA:#V^VBWKW4#

F2'0NE-('2#G+#D'-<N#H+#I#$&72/7%'#Q4#5AKK@84#*'20)"-&#<)"0(2;<(0+#<N/&7N))7#0'a;-&##
-\;0'#-"7#2'./<(/?/Z-(/)"4#J2/(/0N#Q);2"-&#)P#Y'7/<-&#*0><N)&)%>R#V[5C8:#CV^U
C^V4#

F2'>#H]#I#L)(N&/0\'2%'2#H4#5@^^S8#9)</-&#0;==)2(#/"#N'-&(N>#-7)&'0<'"(04#Q);2"-&#)P##
g);(N#-"7#$7)&'0<'"<'R#AT5@8:#@VUC@4#

F2>'#M+#D-(`-#Y1+#G)\&/"#J+#1-&`/(/0#*h+#*;("-?#9+#3-&'-#9+#M&-N).#,4#5AKKS84#ON'##
;2\-"#'"./2)"?'"(#-"7#0'a;-&#2/0`#\'N-./)2#-?)"%#?'"#EN)#N-.'#0'a#E/(N#
?'"4#Q#]2\-"#1'-&(NR#WC5A8:#CKWBCA[4#

3-&(;"%#Q4#5@^S^84#M/)&'"<'+#='-<'+#-"7#='-<'#2'0'-2<N4#Q);2"-&#)P#*'-<'#L'0'-2<NR#S5C8:##
@SVB@^@4#

3-2"'(0#D,+#1'2'`#3Y+#I#D'.>#J4#5@^^K84#M/)&'"<'#-"7#./<(/?/Z-(/)"#)P#&'0\/-"0#-"7##
%->#?'":#Y'"(-&#N'-&(N#<)"0'i;'"<'04#Q);2"-&#)P#!"('2='20)"-&#
M/)&'"<'RT5C8:#CSSUCWC4#

3-2"'(0#D,#I#G/??'&#,H4#5@^^@84#D'0\/-"#-"7#%->#?-&'#7/?'"0/)"0#/"#(N'##
=0><N)&)%/<-&#0(;7>#)P#N;?-"#7/.'20/(>4#!"#3))7<N/&70#Q#56748+#*0><N)&)%/<-&#
='20='<(/.'0#)"#N;?-"#7/.'20/(>#/"#$?'2/<-#5=%4#@[CB@^A84#X-0N/"%()"+#,H:#
$?'2/<-"#*0><N)&)%/<-&#$00)</-(/)"4##

3'";/0#Y+#ON)?&/0)"#J+#I#J-%&'>#H4#5@^^@84#Y-&'#./<(/?0#)P#<N/&7#0'a;-&#-\;0':#$##



	
   249	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

 !"#$%&'($"(#$)&'%&*$"+#,$,+&%#,-#,./0&1'2",34&'%&56#4-&3,-&7'2+6&53"$8&9:;<90&

=#!!/&1>&?&@2$"A&B0&C;DDEF0&G$,+34&6$34+6&3,-&)$44H!$#,.&'%&!43IJ&)'K$,:&+')3"-&&

/+"3+$.#$/&'%&$K*')$"K$,+0&LK$"#I3,&1'2",34&'%&5'KK2,#+A&M/AI6'4'.A8&

NNCEF:&OOD<PN0&

=#$4$&1Q&?&R4-$"&=S0&C;DDPF0&T#%$&I'2"/$&"$/$3"I6:&-$($4'*K$,+&'%&3&%#$4-0&U,&=#$4$&1QV&

R4-$"&=S&CR-/0F0&G$+6'-/&'%&4#%$&I'2"/$&"$/$3"I6:&W234#+3+#($&3,-&W23,+#+3+#($&

L**"'3I6$/&C*.0&OHNXF0&>6'2/3,-&Y3J/V&5L:&Z3.$&M2!4#I3+#',/0&

=#4.2,&10&CN[;[F0&\$%4$]#(#+A&3,-&W234#+3+#($&"$/$3"I60&52""$,+&U//2$/&#,&^234#+3+#($&&

\$/$3"I68&;CNF:&;HP0&

=#4K3,&ZRV&5'I6"3,&ZBV&G3A/&_GV&S2.6$/&GV&Y/+"')&BV&?&`$//4$"&\50&CN[[;F0&\#/J/&&

'%&*/AI6#3+"#I&-#/'"-$"/&3K',.&#,-#(#-234/&"$*'"+#,.&/3K$H/$]&/$]234&

*3"+,$"/&#,&+6$&a3+#',34&5'K'"!#-#+A&Z2"($A0&LK$"#I3,&1'2",34&'%&M2!4#I&

S$34+68&D;C9F:Dbb<DbD0&

=432/&Y0&C;DPPF0&Alcoholism, chemical dependency and the lesbian client.&
Women and Therapy; 8: 121–214.&

=4$/,$&50&C;DDDF0&c$I'K#,.&W234#+3+#($&"$/$3"I6$"/:&L,&#,+"'-2I+#',&CN,-&$-0F0&B',&&

G#44/V&Y,+3"#'V&53,3-3:&T',.K3,0&&

='%%K3,&R0&C;DP9F0&Z+#.K3:&a'+$/&',&+6$&K3,3.$K$,+&'%&3&/*'#4$-&#-$,+#+A0&a$)&&

7'"JV&a7:&Z#K',&?&ZI62/+$"0&

='4-&\ZV&`3"K#4'%%HZK#+6&LV&ZJ#,,$"&G1V&?&G'"+',&10&C;DDNF0&Z#+23+#',34&%3I+'"/&3,-&&

+6'2.6+&*"'I$//$/&3//'I#3+$-&)#+6&2,*"'+$I+$-&#,+$"I'2"/$&#,&6$+$"'/$]234&

/+2-$,+/0&LUBZ&53"$8&ECNF:&b[OHbNb0&

='4-&\Z&?&ZJ#,,$"&G10&C;DDNF0&Z#+23+#',34&%3I+'"/&3,-&+6'2.6+&*"'I$//$/&3//'I#3+$-&&

& )#+6&2,*"'+$I+$-&#,+$"I'2"/$&#,&A'2,.&.3A&K$,0&LUBZ8&9CDF:&;[N;Hb[0&&

='4-#,&5Z0&Z+#.K3+#d3+#',&3,-&LUBZ:&5"#+#I34&#//2$/&#,&*2!4#I&6$34+60&Z'I#34&ZI#$,I$&&

& 3,-&G$-#I#,$8&bDCDF:;bOD<;b990&&

='4-#,.&1V&M$K!"$A&GV&?&1',$/&\0&CN[[;F0&>6$&L(',&4',.#+2-#,34&/+2-A&'%&

*3"$,+/&3,-&I6#4-"$,:&;0&Z+2-A&K$+6'-'4'.A0&M3$-#3+&M$"#,3+&R*#-$K#'4'.A8&

;OC;F:&XEHPX0&&

=',/#'"$J&150&C;DPPF0&G$,+34&6$34+6&#//2$/&'%&.3A&3,-&4$/!#3,&3-'4$/I$,+/0&1'2",34&'%&&

& L-'4$/I$,+&S$34+6&53"$8&D:;;EH;NN0&&

='24-&BLV&Z+$($,/&a=V&e3"-&a=V&53"4#,&LZV&Z')$44&SRV&?&=2/+3%/',&c0&C;DDEF0&Z$4%H&

"$*'"+$-&I6#4-6''-&3!2/$&#,&3,&3-24+&*'*243+#',&#,&3&*"#K3"A&I3"$&/$++#,.0&

L"I6#($/&'%&@3K#4A&G$-#I#,$8&bCbF:&NON<NO90&

="363K&S0&CN[[NF0&c2#4-#,.&3,&#,+$"H-#/I#*4#,3"A&/I#$,I$&'%&6$34+6&#,$W234#+#$/:&+6$&

$]3K*4$&'%&4#%$I'2"/$&"$/$3"I60&Z'I#34&ZI#$,I$&3,-&G$-#I#,$8&OOC;;F:N[[O<

N[;90&

="$$,&LSV&_'$44$"&`V&=3#,$/&\eV&?&`2!#$&1&C;DP;F0&a$2"'4'.#I34&#K*3#"K$,+&

#,&K34+"$3+$-&56#4-"$,0&56#4-&L!2/$&a$.4$I+8OCNF:;NDH;bE0&

="'(&5V&='42!&ZLV&?&M3"/',/&1>0&CN[;[F0&SU_&/+3+2/&-#%%$"$,I$/&#,&($,2$/&)6$"$&&

6#.64A&/$]2344A&3I+#($&.3A&3,-&!#/$]234&K$,&K$$+&/$]&*3"+,$"/:&"$/24+/&%"'K&3&

*#4'+&/+2-A0&LUBZ&R-2I3+#',&3,-&M"$($,+#',8NNC9F:ED9HO[P0&

="'(&5V&M3"/',/&1>V&?&c#K!#&BZ0&CN[[XF0&Z$]234&"#/J&!$63(#'"&3,-&($,2$/&%'"&K$$+#,.&

/$]&*3"+,$"/:&3,&#,+$"I$*+&/2"($A&'%&.3A&3,-&!#/$]234&K$,&#,&TL&3,-&a750&

LUBZ&3,-&c$63(#'"8&;;C9F:&D;OHDN90&

=2!"#2K&10&?&S'4/+$#,&1L0&C;DDXF0&>6$&a$)&43,.23.$&'%&W234#+3+#($&K$+6'-0&
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!"#$%&'()$*+,&'-$./01"'2034$5'"226$
78"23$79$:8/;"$<9$=$>&?/2&/$@6$ABCCDE6$F&#$GH/4$I/3"'10"#2$<'"$J/&8K?L$</$$
$ J+M"'0N"/3$#03?$OH3H$PH38'H30&/$H/-$QH'0HR0S0346$T0"S-$G"3?&-2U$VWAVE)$XYZWB6$$
FHSS$FI9$P&/K$[9$[?&-"2$59$5'"\"H/$>9$</$]9$=$@""$@G9$"3$HS6$ABCCWE6$J230NH30&/$&,$FIQ$

0/;0-"/;"$0/$3?"$./03"-$P3H3"26$><G<U$^CCAXE)$XBCZXBY6$
FHSS,&'2$OO9$_HSS"'$G_9$:H8"'$O9$T&'-$`<9$=$FHSM"'/$`a6$ABCCXE6$_?0;?$;&N"2$,0'23$$

0/$H-&S"2;"/;")$2"+$H/-$-'8K2$&'$-"M'"220&/L$<N"'0;H/$>&8'/HS$&,$
5'"1"/3H301"$G"-0;0/"UBYA^E)VD^ZVbC6$

FHS(0302$5!$=$5H'2&/2$>a6$ABCC^E6$[";'"H30&/HS$O'8K$.2"$H/-$FIQZ[02($P"+8HS$$
:"?H10&'$<N&/K$G"/$T'"c8"/30/K$7H4$P&;0HS$Q"/8"26$>&8'/HS$&,$7H4$=$
@"2R0H/$P&;0HS$P"'10;"2U$VdAdE)$VYZ^W6$$$

FHSSc1023$>9$@4/;?$>9$:H'3S"4$G9$@H/K$a9$=$:SH/"$O6$ABCCdE6$$`H/$#"$-02"/3H/KS"$S0,"$$
;&8'2"$M'&;"22"2$&,$H;;8N8SH30&/9$;'030;HS$M"'0&-$H/-$2&;0HS$N&R0S034L$</$
H/HS4202$&,$-02H-1H/3HK"-$2&;0&Z";&/&N0;$M&2030&/2$H/-$N4&;H'-0HS$
0/,H';30&/$0/$3?"$P3&;(?&SN$F"H'3$JM0-"N0&S&K4$5'&K'HN$APFJJ5E6$P&;0HS$
P;0"/;"$H/-$G"-0;0/"U$XWAWE)$VXXXZVXDB6$$

FHN0S3&/$`>6$=$GH?HS0($>[6$ABCCYE6$G0/&'034$23'"229$NH2;8S0/0349$H/-$2&;0HS$/&'N2$$
M'"-0;30/K$KH4$N"/e2$?"HS3?$'02($R"?H10&'26$>&8'/HS$&,$`&8/2"S0/K$524;?&S&K4U$
XDAVE)$V^BZVdV6$

FHNN"'$>`9$T02?"'$>O9$T03fK"'HS-$59$=$T02?"'$_<6$AVYYDE6$_?"/$3#&$?"H-2$H'"/g3$$
R"33"'$3?H/$&/")$<IOP$'02($R"?H10&'$0/$;&SS"K"ZHK"$;&8MS"26$>&8'/HS$&,$<MMS0"-$
P&;0HS$524;?&S&K4U$BDAXE)$^bXZ^Yb6$$

FH/$`6$ABCCWE6$<$c8HS03H301"$"+MS&'H30&/$&,$3?"$'"SH30&/2?0M$R"3#""/$'H;02N$H/-$
8/2H,"$2"+$HN&/K$<20H/$5H;0,0;$I2SH/-"'$KH4$N"/6$<';?01"2$&,$P"+8HS$
:"?H10&'29$BCCW6$^bAXE)$WBbZW^b6$

FH/2&/$h@9$@8;0H/H$G9$=$P8SS#&S-$h6$ABCCWE6$["#H'-Z'"SH3"-$-";020&/ZNH(0/K$$
-",0;032$H/-$"S"1H3"-$0NM8S201034$HN&/K$GOG<$H/-$&3?"'$-'8K$82"'26$O'8K$
<S;&?&S$O"M"/-6$YDAVZBE)$YYZVVC6$

FH'H#H$!a9$7'""/SH/-$P9$:0/K?HN$a<9$>&?/2&/$OT9$`&;?'H/$PO9$=$`8//0/K?HN$_J9$$
"3$HS6$ABCCdE6$<22&;0H30&/2$&,$'H;"i"3?/0;034$#03?$FIQ$M'"1HS"/;"$H/-$FIQZ
'"SH3"-$R"?H10&'2$HN&/K$4&8/K$N"/$#?&$?H1"$2"+$#03?$N"/$0/$b$8'RH/$
;"/3"'2$0/$3?"$./03"-$P3H3"26$>$<;c80'$INN8/"$O",0;$P4/-'U$^XAXE)XBDjX^D6$

FH''&MZ7'0,,03?2$>9$hH3&/$_9$_HS("'$J9$F&SN$@9$[822&$>9$=$F0;(&($@6$AVYWWE6$a?"$$
H22&;0H30&/$R"3#""/$;?'&/0;$M"S10;$MH0/9$M24;?0H3'0;$-0HK/&2"29$H/-$;?0S-?&&-$
2"+8HS$HR82"6$*R23"3'0;2$H/-$74/";&S&K4U$bVAdE)XWYZXYd6$

FH'3$a9$5"3"'2&/$>@9$=$`&NN8/034$I/3"'1"/30&/$a'0HS$,&'$%&83?$P38-4$a"HN6$ABCCdE6$$
5'"-0;3&'2$&,$[02(4$P"+8HS$:"?H10&'$<N&/K$%&8/K$<,'0;H/$<N"'0;H/$G"/$

$ _?&$FH1"$P"+$_03?$G"/6$<N$>$58RS0;$F"HS3?U$YdAbE)$VVBBjVVBd6$
FH1"NH/$[$=$_&S,"$:6$AVYYXE6$a?"$O"3"'N0/H/32$&,$`?0S-'"/g2$<33H0/N"/32)$<$$

["10"#$&,$G"3?&-2$H/-$T0/-0/K26$>&8'/HS$&,$J;&/&N0;$@03"'H38'"U$^^AdE)$VWBYZ
VWbW6$$

FH42$[:9$`?H8/;"4$P9$=$a&R"4$@6$AVYYCE6$a?"$2&;0HS$28MM&'3$/"3#&'(2$&,$KH4$N"/$$
#03?$<IOP6$>&8'/HS$&,$`&NN8/034$524;?&S&K4UVWAdE)^bdj^WX6$

FH42$[:9$a8'/"'$F9$=$`&H3"2$a>6$AVYYBE6$P&;0HS$28MM&'39$<IOPZ'"SH3"-$24NM3&N29$H/-$$
-"M'"220&/$HN&/K$KH4$N"/6$>&8'/HS$&,$`&/28S30/K$H/-$`S0/0;HS$
524;?&S&K4UDCA^E)$dD^jdDY6$
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!"#$%&'()*(+",,-(./*(012&34(56*(+&,7#%'&8(9:*(;(<1'=&(>.?(@ABBBC?(!DE(37F$((
G7HH"3"8#"F(I"4J""8(/H37#&8K/'"37#&8(&8G(J%74"('"8(J%1(%&L"(F"M(J74%(
'"8?(.1N38&,(1H(4%"(O&4718&,(6"G7#&,(/FF1#7&4718P(BA@QCR(BQKASS?(

!"HH"38&8(+*(:,1743"(6*()&3G7HH(+*(6&3TN$(U6*(U134"3&(5*(;(5"18(/:?(@QSSSC?((
:%7,G%11G(43&N'&(&F(&(#133",&4"(1H(,7H"47'"(1=7&4"(NF"(78(=F-#%7&437#(
=&47"84F?(/GG7#47L"(0"%&L713FPQV@VCRWBWXYSZ?(

!"H,78(:*(97"H"34(+*(;([7,,7&'F(>?(@QSSVC?(\11G(78FNHH7#7"8#-(&8G(J1'"8]F('"84&,((
%"&,4%R(\78G782F( H31'(&(ZK-"&3(=&8",(1H(J",H&3"( 3"#7=7"84F?( 91#7&,( 9#7"8#"(;(
6"G7#78"P(^A@BCR(ABWAXABYQ?(

!"83-(:.+(;(_,7`&FT"$(9?(@aGF?C?(@ABB^C?(5182K4"3'(#18F"bN"8#"F(1H("&3,-(
"8L7318'"84R(231J4%*(G"L",1='"84(&8G(4%"(,7H"F=&8(="3F="#47L"?(cMH13G*(_+R(
cMH13G(_87L"3F74-(U3"FF?(

!"3I"34()0(;(:1%"8(9?(@ABBZC?(943"FF(&8G(7''N874-(78(%N'&8FR(&('"4&K&8&,-47#((
3"L7"J?(UF-#%1F1'(6"GP(VV@dCR(Z^dKZWB?(

!"3"$(e6?(@ABBBC?(/D>9(&8G(F472'&?(/'"37#&8(0"%&L713&,(9#7"847F4P(dQ@WCR(AAS^K(
( AAA^?(((
!"3"$(e6(;(0"337,,*(+)?(@ABBQC?(!&4"(#37'"FR(:18H3184782(L71,"8#"(&2&78F4(,"FI7&8F((

&8G(2&-('"8?()%1NF&8G(c&$F*(:/R(9&2"?(
!"3"$(e6*(:&=74&871(.U*(;([7G&'&8(+\?(@QSSZC?(9472'&*(F1#7&,(37F$*(&8G(%"&,4%((

=1,7#-R(UNI,7#(&4474NG"F(41J&3G(!DE(FN3L"7,,&8#"(=1,7#7"F(&8G(4%"(F1#7&,(
#18F43N#4718(1H(7,,8"FF?(!"&,4%(UF-#%1,P(QQ@VCR(VZZXVdS?(

!"3"$(e6*(:&=74&871(.U(;([7G&'&8(+\?(@QSSQC?(!DEK3",&4"G(F472'&(&8G($81J,"G2"((
78(4%"(_874"G(94&4"FR(U3"L&,"8#"(&8G(43"8GF*(ABBAKABBB?(/'"37#&8(.1N38&,(1H(
UNI,7#(!"&,4%P(BQ@ZCRZWAKZWW?(

!"3"$(e6*(e7,,7F(.<*(;(:12&8(.:?(@ABBBC?(UF-#%1,127#&,(F"bN",&"(1H(%&4"K#37'"((
L7#47'7T&4718(&'182(,"FI7&8*(2&-*(&8G(I7F"MN&,(&GN,4F?(.1N38&,(1H(:18FN,4782(
&8G(:,787#&,(UF-#%1,12-P(^W@^CRBdVXBVA?((

!"3"$(e6(;(e,N84(a+?(@ABBVC?(DG"8474-(&8G(#1''N874-(&'182(2&-(&8G(I7F"MN&,('"8((
78(4%"(/D>9("3&R(U3",7'78&3-(H78G782F(H31'(4%"(9&#3&'"841(6"8]F(!"&,4%(
94NG-?(D8(!"3"$(e6(;(e3""8"(e?(@aGF?C*(UF-#%1,127#&,(="3F="#47L"F(18(,"FI7&8(
&8G(2&-(7FFN"FR(/D>9*(7G"8474-*(&8G(#1''N874-R()%"(!DE("=7G"'7#(&8G(,"FI7&8(
&8G(2&-('"8(@=2?(VVXYdC?()%1NF&8G(c&$F*(:/R(9&2"(UNI,7#&4718F?(

!"33",,(<*(e1,GI"32(.*()3N"([<*(<&'&$37F%8&'(E*(5-18F(6*(;(a7F"8(9*("4(&,?(@ABBBC?((
9"MN&,(137"84&4718(&8G(FN7#7G&,74-R(/(#1K4J78(#18431,(F4NG-(78(&GN,4('"8?(
/3#%7L"F(1H(e"8"3&,(UF-#%7&43-P(V^@ASCR(Y^WXYWd?(

!"3F%I"32"3(95(;(>]/N2",,7(/<?(@ABBVC?()%"(7'=&#4(1H(L7#47'7T&4718(18(4%"('"84&,((
%"&,4%(&8G(FN7#7G&,74-(1H(,"FI7&8*(2&-*(&8G(I7F"MN&,(-1N4%?(>"L",1='"84&,(
UF-#%1,12-P(ZA@ACR^VXWd?(

!"34T'&8(:*(U1J"3(:*(6&44%"JF(9*(;(6&813(c?(@QSSAC?(_F782(&8(784"3&#47L"(
H3&'"J13$(1H(F1#7"4-(&8G(,7H"#1N3F"(41("M=,&78(F",HK3&4"G(%"&,4%(78("&3,-(
&GN,4%11G?(91#7&,(9#7"8#"(&8G(6"G7#78"P(VZ@AQCRAVWVKAVYV?(

!"437#$(a9(;(6&3478(/>?(a21KG-F4187#(%1'1F"MN&,74-R(/(G"L",1='"84&,(L7"J?(D8((
!"437#$(a9(;(94"78()9(@aGF?C*(D881L&4718F(78(=F-#%14%"3&=-(J74%(%1'1F"MN&,F(
@=2?(QKQAC?([&F%782418*(>:R(/'"37#&8(UF-#%7&437#(U3"FF?(

!7II&3G(</*(D82"3F1,,(e6*(;(c33(>U?(@ABBSC?(0"%&L713&,(37F$*("'14718&,(37F$*(
&8G(#%7,G(&INF"(&'182(&G1,"F#"84F(78(&(818#,787#&,(F"44782?( 
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!"#$%&'$()*+,-,./+0,1023455
6$77$)589:5;<#%5=>:5>"7$&&$5?@:5AB'#"<C"'D59:5E5F%'(GC%<H)5!;45-I222.45;#J"')"55

KG$7#GBB#5LMN"'$"<(")5%<#58"MO%77P5Q'%<)R$&&"#59$)"%)")5$<5F"<5%<#5
SBR"</5;5="&'B)N"(&$J"58&O#P45!"#$%&'$()432,-3./"3345

6$77$)589:5;<#%5=>:5>"7$&&$5?@:5E5F%'(GC%<H)5!;45-I223.45;#J"')"5(G$7#GBB#55
"MN"'$"<(")5%<#5)"MO%75'$)H5C"G%J$B')5$<5TBR"</5;5'"&'B)N"(&$J"5(BGB'&5
)&O#P45>%R$7P5!7%<<$<D5!"')N"(&$J")*5UU-V./5I2,WI33455

6B#")5F45-300U.45QG"5)"MO%7$X%&$B<5BY5'"(B<)&'O(&$B<5NB7$&$()/5SG$&"5TBR"<5%<#5
Z7%(H5R"<5$<5&G"5)BO&G5%Y&"'5&G"5($J$75T%'45@BO'<%75BY5&G"56$)&B'P5BY58"MO%7$&P*5
U-U./5[2IW[3\45

6B&"X5!45-I22U.45QG"5GBBHTB'R5J%(($<"5$<$&$%&$J"45S%)G$<D&B<:594K4/58%C$<5?%(($<"55
]<)&$&O&":5^"B'D"&BT<5_<$J"')$&P5

6O"C<"'59F:59%J$)5FK:5A"R"'BYY5K@:5E5;$H"<5`845-I22I.45QG"5$RN%(&5BY5$<&"'<%7$X"#55
GBRBNGBC$%5B<56]?5N'"J"<&$J"5$<&"'J"<&$B<)45;R"'$(%<5@BO'<%75BY5
KBRRO<$&P5!)P(GB7BDP*5U2-U./5UI\WU[+45

6O"C<"'59F5E5^"'"<#5F;45-I223.45QG"5'"7%&$B<5C"&T""<5C"7$"Y)5%CBO&5#'OD55
&'"%&R"<&)5YB'56]?5%<#5)"MO%75'$)H5C"G%J$B'5$<5D%P5%<#5C$)"MO%75R"<45;<<%7)5
BY5Z"G%J$B'%75F"#$($<"*5IU-[./U2[1U3I45

6O"C<"'59F:5="C(GBBH5^F:5E5a"D"7")58F45-I22[.45LMN"'$"<(")5BY5G%'%))R"<&:55
#$)('$R$<%&$B<:5%<#5NGP)$(%75J$B7"<("5%RB<D5PBO<D5D%P5%<#5C$)"MO%75R"<45
;R"'$(%<5@BO'<%75BY5!OC7$(56"%7&G*50[-\./3I22W3I2U45

6ORNG'"P)5`45-30\V.45Q"%'BBR5&'%#"/5]RN"')B<%75)"M5$<5NOC7$(5N7%(")45KG$(%DB:5]`/5
;7#$<"5!OC7$)G"'5KBRN%<P45

6O<&"'5;^5E59%J$)5@L45-300I.455KB<)&'O(&$<D5D"<#"'/5%<5"MN7B'%&$B<5BY5;Y'BW5
;R"'$(%<5R"<b)5(B<("N&O%7$X%&$B<5BY5R%<GBB#45^"<#"'5E58B($"&P*5,-U./5[,[W
[\045

@%(H)B<5=45-I22,.458('$N&$<D5&G"5Z7%(H5R%)(O7$<"5CB#P/5$#"<&$&P:5#$)(BO')":5%<#5'%($%755
NB7$&$()5$<5NBNO7%'5R"#$%45;7C%<P:5Ac/58&%&"5_<$J"')$&P5BY5A"T5cB'H5!'"))45

@%<X5Aa5E5Z"(H"'5F645-30+[.45QG"56"%7&G5C"7$"Y5RB#"7/5;5#"(%#"57%&"'456"%7&G55
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Appendix	
  3:	
  Interview	
  guide	
  
	
  

Briefly explain the objectives of the study: 

	
  

The purpose of this interview is to understand HIV risk in the lives of African American men who 
have sex with men. As a member of this community, we are interested in learning more about 
your life, your partners, and your past sexual episodes.  We’ll discuss one past episode where 
you slept with someone with a condom and another time without a condom. Our goal from these 
interviews is to increase our knowledge of this community so that we can implement an HIV 
prevention intervention specific to the needs of men like you.  

 

I will be recording our conversation so that my colleagues and I can review and study this 
discussion. As you read in the informed consent form, we will not use your name or other 
identifiers for any report based on the interview. Any information you provide will be anonymous.  

 

Take your time in answering the questions and share only what you feel comfortable.  

Please imagine that you are telling me a story of your experiences of living as a Black man who 
has sex with other men. If you can, please talk about the daily challenges that you face in your 
life. So, your story can go something like this: it can start with the current circumstances of your 
life (i.e. education, employment, housing, etc.) and end with the events leading up to a specific 
time you slept with someone without using a condom and later with a condom. I have a set of 
questions to help you to tell your story and I may ask questions during the interview to try to get 
more information. 

 

Note to interviewer: Encourage men to describe their experiences in a narrative 
format. Ask questions indicated by italics and arrows. Let the respondent tell his 
story. The following probes (indicated by PQ1, PQ2, etc.) are likely to come up 
during his telling, so probe when needed and clarify details after he tells his story. 
If he goes with the story idea, keep to a conversation style. If he finds telling a 
story about himself difficult, use the interview guide to focus him. Anticipate that 
participants’ responses will likely span several questions. 

 

Opening/Ice-breaker questions: 

 

• Are you from here? 
• I’m not from here, what do you like about this area? What are some things that I should 

check out? 
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• Do you have any questions at all? 
• Before we start talking about hiv risk, let’s talk about what’s going on in your life 

generally.  What are the three main things that are important to you right now/what’s 
going on (this may include looking for work, stress about paying rent, etc.)  

 

 

Q1: How do participants’ self-identify?  

 

People identify themselves in many ways, sometimes based on their race or gender, 
other times based on their relationship or dating partners, sometimes based on where 
they live. Can you tell me how you identify yourself? 

 

PQ1. How would you describe your identity to others? 

a. Gender 
b. Culture 
c. Sexuality 

a. Sleep only with men? With both men and women? Primarily men or 
women? 

b. What about who you want to have sex with? 
c. Does it matter if you want to have sex with men but don’t? 

PQ2. Why do you identify yourself in these ways? 

 

 

In general, where do you hang out? Where do you go to meet other friends? Other 
Black friends that also sleep with guys? 

 
Q2: What is the participants’ socio-economic status? 

 
Do you know your HIV status? 
 
When was the last time you were tested? 
 
Within the last year, when was the last time you have unprotected sex? 
 
Within the last year, when was the last time you had protected sex with a different 
person than you had unprotected sex with? 
 
Are you usually a top or bottom? 
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I would now like to get some background information from you. Can you tell me about 
yourself? I’m looking for stuff like your age, education, etc.?  
 

PQ1. How old are you? 
PQ2. How far did you get in school? 
PQ3. Are you currently working?  
 If not working: 
  When was the last time you worked? 
  Last time you had steady work? 
 If working:  
  Do you make more than 14k/yr? 21k/yr?, 28k/yr?, 35k/yr?, 50k/yr+? 
PQ4. Do you have a permanent address? 
PQ5. How many people do you regularly live with? 
PQ6. Do you receive any social assistance? 
PQ7. Have you ever been to jail or prison? 
PQ8. Have you ever had sex in exchange for money, a place to stay, food, etc? 

 
 

 

Q3: How do daily stressors impact the decision to engage in high-risk behaviors? 

 

Thinking back to the last time you had unprotected sex, can you tell me about some of 
the daily challenges that you were facing at the time?  

 

If not described by participant, probe for details about the following possible stressors:  

PQ1. Housing (unstable housing, always looking for housing, poor housing, etc.) 

PQ2. Transportation (access to car? public transportation? Does this affect  

    employment?) 

PQ3. Unemployment (looking for work? Stable work?) 

PQ4. Discrimination  

PQ5. Poor education 

PQ6. Violence (in the neighborhood? In the home?) 

PQ7. Crime/Fear  
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PQ8. Expectations: 

a. Personal- current and future. Do you focus more on today and tomorrow 
or long term goals? Why or why not? 

b. Family 
c. Cultural 

PQ9. Family support network PQ9. Support Network 

a. Family 
b. Friends 

 

Attitudes about safe sex and condom use. 
 

• How do you feel about using condoms? 
• Do you think  
• When do you usually use condoms? When do you not? 
• If you sleep with men and women, do you use condoms with one but not 

the other? 
 

 

 

Q4: What were the circumstances surrounding the participants’ last episode of 
unprotected anal intercourse?  

 

Now, I’d like to talk in more detail about the last time you had sex with a man without 
using a condom.  Can you describe the environment and atmosphere of where you met 
your partner and where you had sex? 

 
PQ1. Where did you meet your partner? 
PQ2. How long did you know him before (first) having sex with him? 

PQ3. Where did you have sex with that partner? 
PQ4. Was alcohol or other drugs available at this location? 

a. Did you drink or use any drugs? Were you ‘high’? 
b. Was your partner ‘high’ on alcohol or drugs? 
c. Do you normally drink or take drugs prior to having sex? 

i. If participant has used alcohol or drugs: 
1.  Did this make it easier for you to have sex with him? 

ii. If participant also sleeps with women: Do you drink or use drugs 
before sleeping with a woman? 

PQ5. Were condoms available at this location? 
 PQ6. Was there a specific reason you decided to have sex at this location? (i.e.,  
     convenience, privacy, etc.) 
 PQ7. Do you feel that the environment is generally accepting of same sex     
     behaviors?  

PQ8. Did you go there with the specific intention of finding someone to sleep with? 
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Q5:  What emotional/affective states are associated with engaging in high-risk 
behaviours? 

Can you tell me about how you were feeling in the weeks/days/minutes leading up to 
that episode? How about how you felt with your partner/how he made you feel? 

PQ1. What made you want to have sex with him? (spontaneous, sexual gratification,  

   seeking intimacy/affection?) 

PQ2. What was your mood like prior to having sex with him? How were you feeling? 

PQ3. Were you feeling particularly stressed in the days or hours prior to having sex 

PQ4. Did you feel comfortable around him? (what made or did not make you feel this  

   way?) 

PQ5. How close did you feel to him? 

PQ6. Were you in a steady relationship?  

a. If yes: With a man or a woman? 
b. If yes: were you generally happy in that relationship. Why or Why not? 

 
 

Q6: How did participants communicate about condom use with their partners? 

 

Can you tell me how you and your partner discussed using a condom?  

Can you tell me how you and your partner discussed your sexual pasts?  

 

PQ1. Did condom use come up? 

a. If not, why not? If yes, who brought it up? 
b. How was it brought up? (get clarity about verbal and non-verbal cues) 
c. When was it brought up? prior to/during/after having sex with him? 

PQ2. How did you know you would not use a condom (verbal or non verbal cues)?  
PQ3. Did you want to use a condom? If no, why not? 
PQ4. Did you want to ask him to use a condom?  
PQ5. Did you feel like you could ask your partner to use a condom? (get him to  
         elaborate). 
PQ6. Did you want to ask him about his sexual history?  
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a. How many people he had slept with 
b. How many he had slept with without a condom? 
c. If he knew his HIV/AIDS status? 
d. Did you know your own HIV/AIDS status? 

PQ7. Did you feel comfortable with him? (based on answer from previous question) 

a. if yes, did that make it easier to discuss condom use? 
b. If no, did that make it more difficult to discuss condom use? 

PQ8. Did/Do you trust him? 

a. If yes, Did that make you still want to discuss using a condom?  
PQ9. Do you think how little/well you knew him affected your decision to use/not use  

    a condom? 

PQ10. Were you comfortable with the way in which the subject of condoms was 

      handled? 

 

 

Q7: How did participants communicate about HIV/AIDS with their partners? 

 

Can you tell me if and how you and him talked about HIV/AIDS?  

 
PQ1. Did you talk about HIV before, during, and/or after having sex? 
PQ2. Did you know your partner’s HIV status?  

a. If yes, how did you know?  
b. If no, did you need to know or was not knowing okay? 

PQ3. If he assumed (make sure you know that he did assume instead of knew), did  
         assumption feel like a good one? Did that change afterwards? 
PQ4. Do you think the sex had any risk of HIV transmission to it (STDs, etc.)? 

a. did you know this before having sex with him? 
.  
 

• Do you see sex as a way to relax? Or to take a time-out from life? 
• Does sex allow you to escape from the pressures of your life? 
 

 
 
 
Now, I’d like to talk about the last time you had protected sex. 
 
(Go through questions 3-7 again).  
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Okay, that is the end of interview. Do you have any questions for me? How do you feel 
about doing this interview? How does it feel to discuss these issues?  

Again, thank you very much for your time and if you think of any questions or concerns 
in the future, please just give us a call or drop by.  

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  


