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Original Research

African Americans comprise half of all new HIV diagno-
ses but 12% of the United States (US) population.1-3 HIV 
prevalence rates among African Americans are higher than 
all other races, and this  inequity is particularly striking 
among men who have sex with men (MSM). Socioeconomic 
marginalization among African Americans with HIV is 
higher than other racial/ethnic groups, resulting in insur-
ance inequities,4,5 lower access to healthcare,6,7 and higher 
HIV complication rates.8,9 The “Ending the HIV Epidemic” 
Plan set forth by the US Department of Health and Human 
Services calls for sustained viral suppression of 90% of 
clients with HIV by 2030.10 Achieving this goal requires 
greater understanding of the needs of African American 
MSM, given that only half achieve sustained viral sup-
pression after being engaged in care.11,12

Beyond access to care inequities due to socioeconomic 
factors,4-7 African American MSM may also experience 
lower quality of care in living with HIV or being MSM, 

and/or provider/healthcare-level stigmatization of African 
American race, HIV seropositivity, and/or sexual identity. 
All of these forms of stigma, including the experience of 
multiple forms of stigma, are associated with poorer care 
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Abstract
Introduction: Our research assessed associations between stigma-related variables and medical care ratings among 
clients with HIV in HIV Prevention Trials Network (HPTN) 078 who were men who have sex with men (MSM). Methods: 
Logistic regression explored care ratings, stigma, socio-demographics (N = 637). Qualitative thematic coding and themes 
explored stigmatizing experiences in different settings (N = 111). Results: Whites were twice as likely as African-Americans 
to report high care ratings (P < .05). Clients who reported familial exclusion due to having sex with men were 40% less 
likely to report high medical care ratings (P < .05). Clients who agreed healthcare providers think people with HIV “sleep 
around” were half as likely to report high care ratings (P < .08). Stigmatization included “treating me like they’ll catch HIV 
from my hand,” and care avoidance so others didn’t “know I was having sex with men”. Conclusions: Providers can promote 
African American MSM client retention with more affirming healthcare provision, namely minimizing assumptions and 
addressing identities and client needs beyond just HIV care.
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satisfaction.12-16 Previous research shows similar associa-
tions between sexuality disclosure, medical mistrust, and 
care satisfaction, whereby societal stigmatization of African 
American MSM may increase avoidance of HIV preventive 
healthcare prior to HIV diagnosis, and is associated with 
delays in care partially due to internalized HIV stigma after 
diagnosis.17

While research has called for multilevel stigma reduc-
tion, existing interventions often only address HIV stigma 
and tend to track individual client-level outcomes like viral 
non-suppression. Neglecting the contribution of multiple 
stigmatized identities reduces the likelihood of intervention 
effectiveness among the individuals who are most in need of 
these efforts.8,12,14-16,18-21 HIV stigma reduction interventions 
often do not engage healthcare staff like front desk workers, 
who may unknowingly stigmatize clients even before clini-
cal encounters.8,12,14-16,18-21 Although some healthcare pro-
viders are trained to provide affirming HIV care for clients 
identifying as MSM, research suggests most healthcare  
centers lack standardized protocols for clients living with 
HIV and/or MSM clients,22-25 which could include proce-
dures for (a) how to handle discrepancies between identifi-
cation cards and name/physical presentation of clients who 
are transgender; (b) documentation of preferred pronouns 
and emergency contacts who are not next of kin; and/or (c) 
minimum required referrals and affirming language for pro-
vision of social service needs other than HIV such as hous-
ing assistance, and/or sliding scale mental health resources. 
These are needs that are often great needs in this population 
and impacts their ability to remain in care. This is particu-
larly problematic when, as mentioned, stigmatization can 
occur anytime during the care experience (ie, with the pro-
cess of registration and enrollment, the physical care envi-
ronment, and/or in interactions with providers including 
having needs other than HIV minimized) yet most interven-
tions do not address all of these components and do not ade-
quately assess how this deterred clients from care.19-24,26 
Best practices for stigma reduction in healthcare settings are 
still urgently needed, as African American MSM living with 
HIV face poorer quality care, lower healthcare satisfaction, 
and higher rates of viral non-suppression even when insured 
and enrolled in care.21-26

Methods

The present research utilized qualitative and quantitative 
data from HIV Prevention Trials Network (HPTN) 078, 
entitled: “Enhancing Recruitment, Linkage to Care and 
Treatment for HIV-Infected MSM in the United States” and 
ran from 2014 to 2019.27,28 HPTN 078 assessed the ability 
of: (a) deep-chain respondent-driven sampling to reach 
HIV-infected MSM who are not virally non-suppressed; 
and (b) a case management-focused intervention to promote 
viral suppression compared to standard of care.27,28 Study 

site locations corresponded to regions of high HIV preva-
lence among African American MSM: Baltimore, Boston, 
Atlanta, and Birmingham.27,28 All individuals were con-
sented for screening procedures, which include the provi-
sion of written consent, contact information, completion of 
several questionnaires including the baseline survey, and 
samples collected for laboratory assessments. Participants 
then completed written consent for study enrollment which 
included randomization to a study treatment arm, and par-
ticipation in exit interviews at the completion of the study. 
Quantitative data were from baseline surveys completed by 
all screened participants, who were virally non-suppressed 
at enrollment. Qualitative data were from exit interviews 
with participants who completed the study. Therefore, 
qualitative participants are a subset of the larger baseline 
sample. All study activities were fully approved by the 
Protection of Human Subjects Committee, which is FHI 
360’s Institutional Review Board.

Purpose

We explored stigma and medical care ratings among HIV 
Prevention Trials Network (HPTN) 078 participants, an 
enhanced linkage-to-care management intervention among 
MSM in 4 US sites.27 Aims were to: (a) examine HIV 
stigma- and sociodemographic-related factors as correlates 
of medical care ratings; and (b) describe lived experiences 
of multiple stigmatized identities (e.g., multilevel stigma).

Measures

Quantitative survey

Dependent variable.  The outcome was, “What number 
would you use to rate the medical care you received for 
your HIV in the past 12 months?” (where 0 = “Low/Worst” 
and 10 = “High/Best.”) Since 54% of responses reported 
10 out of 10, all other responses were dichotomized as 
less than high/best (0 = “Lower 0 to 9”vs 1 = “High 10 out 
of 10.”). Beyond dichotomizing data at the median which 
is a data-driven approach, the decision to distinguish care 
as 10/10 compared to anything else is theoretically driven. 
African Americans, not only those living with HIV, should 
be equally as likely as White Americans to access and 
receive healthcare they would rate this highly, yet they are 
not.12-16,18 Therefore, we theorized anything less than this 
ideal (10/10) as an unfavorable outcome.

Independent variables.  Variables consisted of socio-
demographic factors and multilevel stigma.

Socio-demographics.  Participants were asked to identify 
race where 0 = African American/Black, 1 = White, and 
2 = Other. Education was assessed where 0 = Up to high 
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school education; 1 = Some college/vocational/trade/ 
tech school; and 2 = Associate degree or higher. Sexual  
orientation was asked via “Do you identify as?” where 
0 = Gay/homosexual, 1 = Bisexual, 2 = Other. Employment 
status was coded as 0 = Unemployment, 1 = Part-time, and 
2 = Full-time. Marital status was categorized as 0 = Single/
divorced/widowed, 1 = Married/civil union/legal partner-
ship/having a main partner.

Multilevel stigma.  Variables were: (a) Interpersonal/social 
stigma: “People blame me for having HIV,” “I have been 
excluded from family gatherings because I have HIV (yes/
no),” and “I have been verbally harassed because I have sex 
with men (yes/no)” (b) Individual-level internalized HIV 
stigma: “People treat me as less than human now that I have 
HIV”; and (c) Provider/healthcare-level stigma: “Medical 
providers assume people with HIV sleep around.” Response 
categories for all variables were Likert responses and were 
collapsed where 0 = Strongly disagree/Disagree, 1 = Neither 
agree nor disagree, and 2 = Agree/Strongly agree. Items 
were adapted from Herek et al.29

Qualitative Exit Interviews Guide

Between March 2018 and January 2019, 1-h phone inter-
views were conducted with HPTN 078 participants who 
enrolled in the study (N = 111 of 144) after completion of 
their 12-month study visit. While these individuals also 
completed the quantitative baseline surveys for screening, 
this study sample consists only of individuals who enrolled 
in and completed the study. Interviews explored experi-
ences with: (a) linkage to care; (b) HIV medication atti-
tudes and adherence; (c) HIV care clinic staff interactions 
including experiences of stigma; and (d) self-identified 
health status. Due to preliminary study data suggesting that 
HIV and syphilis co-infection rates were high among study 
participants, questions about seeking treatment for sexu-
ally transmitted infections was added to the latter half of 
interviews.

Data Analyses

Quantitative analyses.  Descriptive frequencies were gener-
ated on the total sample using the baseline survey (N = 657 
screened at baseline who were MSM and living with HIV).30 
Variables marginally significant (P < .08) at the bivariate 
(unadjusted) level were entered into a multiple logistic 
regression model; sensitivity analyses were conducted to 
assess models with a dichotomous outcome versus a cate-
gorical outcome. Variables included in the final model are 
the only ones shown in Table 2. Robust standard errors were 
used to account for non-heterogenous data dispersion.28 
Education, employment status, age, and marital status were 
retained as control variables in the final model since they 

are all known confounders. Acceptable model fit was 
assessed via goodness-of-fit tests for all models (P > .05)31 
Marginal effects were then calculated to show predicted 
probabilities of high medical care ratings as related to 
stigma-related variables, by averaging over the other vari-
ables based on their distribution in the data.32 Analyses 
were run in STATA Version 13.0.33

Qualitative analyses.  Five team members independently 
coded transcripts, using: (a) structural coding to group 
responses by interview question; and (b) thematic coding to 
understand lived experiences of HIV and linkage to care; 
the main coder is the principal investigator of this research 
who was deeply familiar with the qualitative data and able 
to conceptually match its themes to the survey data for data 
triangulation purposes.34 A preliminary codebook was built 
from structural coding and iteratively refined once prelimi-
nary thematic coding was completed. Coders met through-
out both phases to ensure coding consistency, revise coding, 
and apply additional sub-codes to transcripts.34 In primary 
analyses, coding reports were generated, and analytic 
memos explored and described barriers and facilitators of 
care and viral suppression by study arm. The present analyses 
did not evaluate these factors; instead, a coding report was 
generated for transcripts coded with “Stigma,” to describe 
the lived experiences of participants based on MSM or 
HIV-positive identity. Most instances were double-coded 
with codes: HIV History, HIV Stigma, Other Stigma, HIV 
Care Adherence (Barriers), and Current Clinic Support. 
Multiple memos were created to track considerations like 
the setting of stigmatizing experiences. After review of the 
raw data to verify themes, quotes were extracted. Analyses 
were conducted in NVivo Version 12.0.35

Results

A total of 657 MSM were screened at baseline; as shown in 
Table 1, participants were mostly African American (77.6%), 
identified as gay (75.2%), single (82.5%), and employed full-
time (69.6%; N = 538). Mean age was 44 years (SD: 11.7).

Quantitative Results

Regression results.  White clients were nearly twice as likely 
as African American clients to report high medical care rat-
ings (Adjusted Odds Ratio (AOR) = 1.83; 95% Confidence 
Interval (95% CI) = 1.07, 3.16; P < .05) (Table 2). Interper-
sonal-level social HIV and sexual stigma were both associ-
ated with less likelihood of high medical care ratings. 
Similarly, clients who were harassed in public had 33% 
lower odds of reporting high medical care ratings as those 
who did not report this (AOR = 0.67; 95% CI = 0.45, 0.98; 
P < .05). Clients who reported being excluded at family 
gatherings had a 40% lower odds of reporting high medical 
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care ratings as those who had not (AOR = 0.60; 95% 
CI = 0.39, 0.93; P < .05). Regarding provider/healthcare-
level HIV stigma, individuals who agreed that medical pro-
fessionals think those with HIV “sleep around” were less 
than half as likely to report high medical care ratings as 
those who disagreed (AOR = 0.47; 95% CI = 0.29, 0.75; 

P < .01). While marginally significant, compared to clients 
who agreed that people think less of them due to HIV, those 
who disagreed were nearly twice as likely to report high 
medical care ratings (AOR = 1.68; 95% CI = 0.94, 3.00; 
P < .08).

Marginal effects.  Figure 1 reports predicted probabilities 
(rather than odds ratios) of high medical care ratings related 
to multilevel stigma, holding all other variables at their 
means. Provider/healthcare-level stigma was shown to 
reduce probability of high medical care ratings, comparing 
those who agreed versus disagreed that medical providers 
think people living with HIV “sleep around” (.46 vs .64, 
respectively; P < .05). Interpersonal/social HIV stigma 
showed a similar association, if individuals agreed versus 
disagreed that people treat them as “less than human due to 
their HIV” (0.56 vs 0.67, respectively; P < .05).

Qualitative Results

Because the qualitative exit interview study sample derived 
from the larger quantitative baseline sample, interview par-
ticipants were also mostly African American, self-identified 
as clients, and of lower socioeconomic status (N = 111). 
Experience of stigma described by participants were mostly 
related to provider/healthcare-level stigma, and interper-
sonal/social stigma. Within each of those levels, participants 
described experencies of stigma due to living with HIV, and 
due to their sexual identity (Table 3).

Provider/healthcare-level stigma.  Participants largely described 
experiences of provider/healthcare-related stigma related 
to their medical appointments for managing their HIV care 
needs, however some clients felt stigmatized by the act of 
seeking care while others felt stigmatized being seen seek-
ing care.

HIV stigma in healthcare.  Clients described feelings of 
shame, judgment, and embarrassment due to their HIV sta-
tus during healthcare visits (Table 3). Multiple dimensions 
of provider/healthcare-level HIV stigma were described, 
including feeling stigmatized by healthcare providers and 
by the healthcare environment itself. Several discussed 
discomfort with healthcare providers who seemed hesitant 
to physically touch them for fear of “catching” HIV:

My clinic has made me uncomfortable.  .  .um, like treating 
somebody with HIV like they can catch it by just touching them 
on the hand or something. .  .rather than complain, I’m just 
thinking about changing my clinic.  .  . I’m very observant so, 
just how they’re, I’ve observed their body language while 
treating the patients. – (Male/Pansexual/African American/23 
years old/6 years in HIV care)

Table 1.  Demographic Characteristics of Baseline Survey 
Participants in HPTN 078 (N = 657).

Characteristic N (%) or mean (SD)

Race
  African American or Black 510 (77.6)
  White 99 (15.1)
  Other 48 (7.3)
Education
 � Eighth grade or less/Some high school/

High school graduate
286 (43.5)

 � Some college/Vocational/Trade/Tech 
school

218 (33.2)

 � Associates or other 2-year degree/
Bachelors/Masters

153 (23.3)

Self-identified sexual orientation
  Gay/Homosexual 494 (75.2)
  Bisexual 163 (24.8)
Employment status
  Not employed 110 (16.7)
  Part-time employment 90 (13.7)
  Full-time employment 457 (69.6)
Marital status
  Single/Divorced/Widowed 537 (82.5)
 � Married/Civil union/Legal partnership/

Have primary or main partner
114 (17.5)

Verbal harassment due to having sex with men
  No 372 (56.6)
  Yes 285 (43.4)
Excluded from family gatherings due to having sex with men
  No 431 (73.2)
  Yes 158 (26.8)
People blame me for having HIV
  Strongly disagree/Disagree 349 (55.2)
  Neither agree nor disagree 133 (21.0)
  Agree/Strongly agree 150 (23.7)
Medical providers assume people with HIV sleep around
  Strongly disagree/Disagree 265 (41.6)
  Neither agree nor disagree 194 (30.5)
  Agree/Strongly agree 170 (27.9)
People treat me as less than human now that I have HIV
  Strongly disagree/Disagree 397 (62.4)
  Neither agree nor disagree 129 (20.3)
  Agree/Strongly agree 110 (17.3)
Health care satisfaction rating
  Poor to Good (0-9 out of 10) 275 (43.3)
  Best possible (10 out of 10) 360 (56.7)
Age (in years) 44 (11.7)
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Others described feeling stigmatized from the act of seek-
ing HIV care. This was described as embarrassment by 
“being seen” seeking care by others regardless of their HIV 

status. One client described this as a process he worked 
through when he was first diagnosed and that now he felt 
“HIV is a part of me, so whatever.” He stated that, although 

Table 2.  Correlates of Having Rated Health Care 10 Out of 10 (high) Among Men Who Have Sex With Men (MSM) in HIV 
Prevention Trials Network (HPTN 078; N = 538).

Unadjusted adjusted

  UORa CI AORb CIc

Sociodemographics 1.01ǂ (1.00, 1.03) 1.00 (0.99, 1.02)
Age (continuous)
Race
White 1.31 (0.84, 2.05) 1.83* (1.07, 3.16)
Other 1.65 (0.86, 3.14) 1.78  
Ref: African American 1.00 1.00 (0.85, 3.75)
Education
Tech/Some college/Associate’s 0.84 (0.59, 1.21) 0.80 (0.52, 1.21)
Bachelor’s degree or more 0.95 (0.63, 1.42) 0.84 (0.52, 1.37)
Ref: <8th grade/Some HS 1.00 1.00  
Sexual orientation
Bisexual 1.21 (0.84, 1.75) 1.22 (0.77, 1.95)
Ref: Homosexual 1.00 1.00  
Employment status
Part-time employment 1.40 (0.70, 1.65) 1.05 (0.56, 2.00)
Full-time employment 1.08 (0.79, 2.50) 0.78 (0.46, 1.31)
Ref: Unemployment 1.00 1.00  
Marital status
Have a main partner/Married 1.26 (0.83, 1.91) 1.00 (0.63, 1.58)
Ref: Single/divorced/Widowed 1.00 1.00  
Interpersonal/social stigma
Harassed in public due to sex with men
Yes 0.62** (0.45, 0.84) 0.67* (0.45, 0.98)
Ref: No 1.00 1.00  
Excluded by family due to sex with men
Yes 0.54*** (0.37, 0.78) 0.60* (0.39, 0.93)
Ref: No 1.00 1.00  
Individual-level internalized stigma
People blame me for having HIV
Neither agree nor disagree 0.62* (0.41, 0.94) 0.83 (0.50, 1.36)
Agree/strongly agree 0.57** (0.38, 0.85) 0.72 (0.43, 1.19)
Ref: Strongly disagree/disagree 1.00 1.00  
People think less of me due to HIV
Neither agree nor disagree 0.60* (0.40, 0.90) 1.04 (0.61, 1.77)
Strongly agree/agree 0.84 (0.54, 1.29) 1.68ǂ (0.94, 3.00)
Ref: Strongly disagree/disagree 1.00 1.00  
Provider/healthcare-level stigma
Medical prof think those w/ HIV “sleep around”
Neither agree nor disagree 0.66* (0.45, 0.97) 0.77 (0.50, 1.21)
Agree/strongly agree 0.43*** (0.29, 0.64) 0.47** (0.29, 0.75)
Ref: Strongly disagree/disagree 1.00 1.00  

aUOR = Unadjusted Odds Ratio.
bAOR = Adjusted Odds Ratio.
cCI = 95% Confidence Interval.
ǂP <.08, *P < .05, **P < .01, ***P < .001 in unadjusted and/or adjusted models.



6	 Journal of Primary Care & Community Health ﻿

he still feels embarrassment, this does not prevent him from 
seeking healthcare.

It just embarrassed me seeking care for HIV. Like you know no 
one wants to really go sit in a room full of people that’s coming 
to get checked or are newly diagnosed, or they’re coming to 
see.  .  .It’s part of who I am now so I have to deal with it, and 
whoever I see in there, whatever. – (Male/Gay/African 
American/33 years old/2 years in HIV care)

Sexual stigma in healthcare.  Provider/healthcare-level 
sexual stigma was often described in concert with living 
with HIV. Feeling alienated while seeking healthcare was 
described, including not wanting to seek HIV care because 
of “not wanting anyone to know I was having sex with 
men.” Others described discomfort but not being sure if it 
was due to “the HIV disease itself” or “my sexuality.” One 
individual stated that his provider was “working just for a 
living” rather than really caring for clients:

“There was this one, uh, nurse.  .  .you know some people 
they just work to work and make a living, but.  .  . ideally 
when people, different sexualities, you know, being a gay 
person or bi-sexual person, that type of thing.  .  .I did have 
some misgivings about her presence. I don’t know, it might 
be my own personal imagining, but I just felt a certain vibe 
from this person and you know, I wasn’t too comfortable 
with it.  .  . – (Male/Gay/African American/58 years old/25 
years in HIV care)

Another stated that many African American MSM are on 
the “down low” in order to avoid being labeled, which 

includes avoiding healthcare which increased their risk of 
being diagnosed with HIV.

.  .  .A lot of people won’t face that spectrum of being LGBT+ 
and at higher risk of HIV. .  .  .some things are better unknown 
or unsaid, I guess.  .  .a lot of young men of color, you know 
there may be a so-called ‘down low’ and they’re not getting 
tested, and that’s the thing.  .  .you get tested, and get a 
diagnosis, and you get on meds right away, therefore your 
numbers are a lot better.  .  . – (Male/Gay/African American/58 
years old/25 years in HIV care)

Interpersonal/social HIV stigma.  Outside of provider/health-
care-level stigma, a few individuals described experiences 
of interpersonal/social HIV stigma in the form of fear of 
disclosing HIV status. One individual explained he was 
more concerned with disclosing now that he was single as 
compared to when he was first diagnosed and in a relation-
ship with an HIV-positive partner:

.  .  . it’s so fearful to have to tell other people that you have it 
who don’t, because of how you think they’re going to look at 
you. .  .when I found out I had it, me and my ex were.  .  .he has 
it.  .  . But when we separated, I was in fear for the rest of my 
life.  .  . – (Male/Gay/African American/52 years old/13 years 
in care)

Other individuals mentioned people in their social networks 
who were “in denial” and did not disclose having HIV to 
individuals who they thought were HIV-negative. One man 
mentioned a friend who actively denied his status around 
his friends and even engaged in “HIV-shaming”:

Figure 1.  Predicted probability of high healthcare ratings related to multilevel stigma among screened participants in HPTN 078.
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I had a friend with HIV and.  .  .he didn’t take any medication. 
He knew he had HIV, but .  .  .he was with a group of friends 
who swore for now that they were HIV-negative. So, they’re, 
“Oh, yeah. I’m HIV-negative, you know,” and they’re all 

saying, “You know, I’m not sick. You know, I’m protected and 
people who are HIV-positive are hoes and sluts,.  .  .” and he 
knew he had it. – (Male/Gay/African American/35 years old/5 
years in HIV care)

Table 3.  Experiences of Stigma Among Exit Interview Participants in HPTN 078.

Discussion of stigma Example quotes

Provider/healthcare-
level stigma

HIV stigma. [My clinic has made me uncomfortable by the way they]. . .um, like treating somebody with HIV like they 
can catch it by just touching them on the hand or something. . .[but rather than complain,] I’m just thinking about 
changing my clinic. . . I’m very observant so, just how they’re, I’ve observed their body language while treating the 
patients. – (Male/Pansexual/African American/23 years old/6 years in HIV care)

It just embarrassed me [seeking care for HIV]. Like you know no one wants to really go sit in a room full of people 
that’s coming to get checked or are newly diagnosed, or they’re coming to see – or they’re coming for an STD check 
so to me even to this day, it’s kind of embarrassing but like I said, it’s part of me. It’s part of who I am now so I have 
to deal with it, and whoever I see in there, whatever. – (Male/Gay/African American/33 years old/2 years in HIV care)

What makes it hard? Um, well for one, my clinic it’s very annoying, the community, with the kind of clinic it is, so they 
put the stigma of this in the community. . .when I first started going, that was the hardest thing about going to the 
appointment there because it was the stigma of the community, because everybody knew what the building was for. 
So. – (Male/Bisexual/African American/39 years old/11 years in HIV care)

Sexual stigma. “There was this one uh nurse, I think she was a nurse. . .and I’m not sure if um, you know if she’s in 
harmony with, you know with the disease itself or, you know, my sexuality, that type of thing. Like I said uh previously, 
you know some people they just work to work and make a living, but I’m not sure if they are always comfortable or you 
know, with the mission basically. You know, and ideally when people, different sexualities, you know, being a gay person 
or bi-sexual person, that type of thing. . .I did have some misgivings about her presence. I don’t know, it might be my own 
personal imagining, but I just felt a certain vibe from this person and you know, I wasn’t too comfortable with it. I was 
actually going to introduce that but, I don’t know. . . – (Male/Gay/African American/58 years old/25 years in HIV care)

Um, and I didn’t – I didn’t – I didn’t know what it was [my symptoms I was having due to having HIV], and I was so 
afraid to go to the doctor’s office about it because I didn’t want anyone to know I was having sex with men at the 
time. . .And so, it took me years to even go get that treated. . .I mean, almost, like, seven or 8 years [before I sought 
medical care and got my HIV diagnosis]. – (Male/Gay/African American/36 years old/4 years in HIV care)

Interpersonal/social-
level stigma

HIV stigma. . . .I got my first master’s [and my HIV status was] found out by [my school and they] put a whole 
billboard and sent it to every student and faculty member, “[name] is in the hospital dying of AIDS.”. . .how do 
y’all know? [so I’ll] spend the rest of my life getting people together for running their mouth. . .But then, when you 
come to me [about my HIV illness], I won’t know if you’re here to help or hurt, I really don’t. – (Male/Gay/African 
American/33 years old/6 years in HIV care)

Um, but it’s so fearful to have to tell other people that you have it who don’t, because of how you think they’re going 
to look at you, or if they’re going to want to deal with you or anything like that.. . .when I found out I had it, me and 
my ex were together, so, of course, I’m not going to – you know, he’s already – he has it, I have it, there’s no care 
in the world. But when we separated, I was in fear for the rest of my life. . . – (Male/Gay/African American/52 years 
old/13 years in care)

[I had a friend with HIV and]. . .he didn’t take any medication. He knew he had HIV, but he was one of those people 
who made fun of people for HIV, for having HIV. Like. . .he was with a group of friends who swore for now that they 
were HIV negative. So, they’re, “Oh, yeah. I’m HIV negative, you know,” and they’re all saying, “You know, I’m not sick. 
You know, I’m protected and people who are HIV positive are hoes and sluts,” and everything in the book. And that’s 
what their perception was and he knew he had it. – (Male/Gay/African American/35 years old/5 years in HIV care)

Sexual stigma. . . .Like right now the shelter where I’m at I’m having problems with discrimination. There’s a Jamaican 
guy that’s always calling me all these things and telling me all these things. [My case manager]. . .told me. . .what this 
guy is doing is called a hate crime. . .[so] I feel safe coming to see this guy [for HIV care]. You know, besides being 
a case manager, he’s about to graduate from law school. And he knows exactly what he’s doing [and it helps me 
manage this]. – (Male/Gay/ White/Hispanic/53 years old)

. . .[A] lot of people won’t face that spectrum [of being LGBT+ and at higher risk of HIV]. Sometimes it’s [a] shame, 
some things are better unknown or unsaid, I guess [about sexuality and HIV]. . .a lot of young men of color, you know 
there may be a so-called “down low” and they’re not getting tested, and that’s the thing. It’s you get tested, and get a 
diagnosis, and you get on meds right away, therefore your numbers are a lot better, you know. . . – (Male/Gay/African 
American/58 years old/25 years in HIV care)
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Interpersonal/social sexual stigma.  Interpersonal/social sexual 
stigma experiences also included being verbally harassed at 
a housing shelter and discussing it with a case manager 
“who told me that it was a hate crime.” Because the case 
manager was knowledgeable about this issue, the client 
mentioned feeling more comfortable talking about the 
harassment, and dealing with it in his daily live outside of 
the care seeking context.

Discussion

The present research explored experiences of stigma and 
its relation to healthcare ratings among screened and 
enrolled participants in HPTN 078. Findings suggest that 
stigma due to multiple stigmatized identities was associ-
ated with reduced healthcare satisfaction ratings among a 
sample of clients who predominantly identified as African 
American and MSM. While 60% of clients rated their 
healthcare as optimal (10/10), stigma was prevalent in both 
qualitative and quantitative findings, and this is far less 
than the ideal whereby 100% would have identifed their 
care as optimal. These and other findings are in keeping 
with existing literature focused on understanding stigma in 
populations of color living with HIV.12,14-16,18-21

African American clients were nearly twice as likely as 
other groups to report suboptimal medical care ratings. 
This reinforces decades of literature highlighting poorer 
engagement in care, and adverse HIV outcomes in this 
population.12-16,19,20,23,26 Dissatisfaction with care was 
described, often in the context of provider/healthcare-level 
stigma. Stigma associated with sexual identity and HIV 
seropositive status were each independently associated with 
reporting lower medical care ratings. It is noteworthy that 
these experiences included examples of multi-level inter-
sectional stigma both within and outside of the healthcare 
settings. This included individual-level internalized HIV 
stigma and interpersonal/social stigma such as being alien-
ated from family due to being MSM.

Stigmatization of both HIV status and sexual identity 
were described interpersonally and at the provider/health-
care levels. Also, while marginally significant, higher 
endorsement of experiences related to individual-level 
stigma was associated with higher healthcare ratings. These 
findings represent the multidirectional, transactional rela-
tionship between social stigma and stigma within health-
care settings experienced by this population.21-26,36-40 Given 
that existing stigma interventions generally lack intersec-
tional and/or multi-level components,13,14,16 simultaneously 
addressing racial, sexual, and HIV stigma in healthcare set-
tings for African American and other clients who identify as 
sexual minorities and are living with HIV is needed. These 
needs, notably, are currently being explored in studies such 
as HPTN 096 which is evaluating the impact of a status 
neutral population-based multilevel intervention to promote 
HIV prevention outcomes among MSM clients in the South.

Limitations

HPTN 078’s primary objectives were not focused on exam-
ining multiple stigmatized identities or medical care ratings; 
similarly, dichotomizing our dependent variable as 10 ver-
sus all other ratings may have lowered variability to detect 
differences by individual rating level though this was theo-
retically sound as described earlier. As with all research 
which includes elements of self-report data, our findings 
may be subject to social desirability bias. Results are not 
generalizable to clients who are newly diagnosed, virally 
suppressed, or other racial groups and regions. Analyses 
did not use validated intersectional stigma measures in 
their entirety though the items used were from previous 
research.29 Still, they should be interpreted with caution, 
because the focus of HPTN 078 was to evaluate the effects 
of an enhanced case management intervention on HIV viral 
suppression among clients with non-suppressed HIV viral 
load. Similarly, analyses are limited in their ability to dis-
cuss racism in the context of the healthcare setting as this 
was not an explicit study focus. Survey analyses included 
all screened clients who identified as HIV-positive, while 
interviews were only conducted with participants who were 
actually enrolled in the intervention. Experiences may have 
differed among those screened versus enrolled in relevant 
dimensions like consistent access to HIV care, experiences 
of stigma, and/or barriers to care like limited financial 
resources though directionality of these differences obvi-
ously cannot be posited. Nonetheless, the qualitative sam-
ple represents roughly one-third of participants in the 
quantitative models, and findings are in keeping with litera-
ture related to intersectional stigma.

Conclusions

Previous literature has documented the relationship between 
stigmatization, race, healthcare access, and retention  
among clients who are African American, MSM and living 
with HIV; reasons for these consistent inequities include 
structural racism which propagate medical mistrust, lack  
of training in LGBTQ health care and diversity among  
providers, greater burden of barriers to care like housing 
insecurity, food insecurity, mental health challenges,  
and/or less financial resources to remain in care and virally 
suppressed.16,18,22,38,41,42 Multi-level assessments of stigma 
should be prioritized to design and implement effective 
stigma reduction in healthcare settings for African American 
MSM clients43-45 who have the highest rates of HIV and 
related negative health outcomes in the US. These poor out-
comes are due to these multi-level challenges which impact 
their care outcomes at the individual level but require 
changes at the structural level. At a modicum, clinics  
should routinely standardized protocols for HIV positive 
and/or clients as mentioned earlier,22-25 for example, how to 
handle discrepancies between identification cards and 
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name/physical presentation of clients who are transgender; 
minimum required referrals and affirming language for pro-
vision of social service needs other than HIV. Future 
research in clinic-based settings should critically evaluate 
ways in which stigma impact client care engagement, care 
satisfaction, and HIV viral suppression. Recent findings by 
Babel et al41 document similar need as in our study, specifi-
cally that: (1) Perceived health care discrimination was 
negatively associated with PrEP awareness; and (2) among 
young MSM of color, intersectional stigma compounded 
the social structural barriers to PrEP adherence. Doing so 
requires understanding of how societal power structures 
including racism, homophobia, and serophobia may be per-
petuated through healthcare systems and structures and how 
they impact engagement in care more broadly than just HIV 
care seeking. Gunn et al42 also note that stigma needs to be 
assessed consistently pre-post as well. Along with structural 
changes to challenge these processes, stigma reduction in 
healthcare settings that is cognizant of the multilayered, 
intersectional identities of African American clients who 
are sexual minorities and also MSM living with HIV can 
ensure equitable care receipt not just in HIV-specific areas, 
but can also progress national efforts to “end the HIV 
epidemic.”26,43-46
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