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The New York City (NYC) House and Ball
Community (HBC) is a hard-to-reach population
of ethnoracial and sexual minorities that is filled
with pride, support, contradictions, gender and
sexuality constructs, socioeconomic symbolism,
blurring of ethnoracial paradigms, music, dance,
and competition.1,2 One study that examined
HIV prevalence in the NYC HBC found that of
504 participants, 20%were HIV positive (HIV+),
with 74% of those unaware of their HIV+
status.3 NYC remains the most HIV-impacted
city in the United States, with ethnoracial and
sexual minority health disparities existing
among those who are HIV+.4---9 Overall, 82%
of HIV+ NYC residents are Black (52%) or
Latino (30%). The rate of HIV infections among
Black men who have sex with men (MSM) is
twice that of theirWhite counterparts, and that of
Latino MSM is 55% higher than that of White
MSM.10 Clearly, the HIV epidemic in NYC is
adversely affecting Black and Latino MSM pop-
ulations, who make up a large portion of the
HBC; however, little research has qualitatively
assessed the sociocultural influences of HIV
among these individuals.

The NYC HBC has its roots in the Harlem
Renaissance and is a vibrant underground
community that has evolved into a network of
support systems for displaced and marginalized
ethnoracial and sexual minorities that helps
them find figurative, and sometimes literal,
second homes.1,2 The core unit of the HBC is
the house, which is governed by non---gender-
specific mother and father figures. The general
members of a house are known as the children
or house kids. Houses come together to compete
at events known as balls, which are illustrious
fashion and dance sports-like events. Individual
house members “walk” (i.e., compete) in various
categories in an effort to gain recognition for
themselves and for the houses they represent.
Gender categories are unique in the HBC, with
the 2 dominant genders being “butch queen”
(gay and bisexual men) and “femme queen”
(transgender women).

In addition to winning trophies and prizes,
the main goal in participating in ball competi-
tions is to amass social recognition, known as
“ball status,” which is the factor that creates
lines of respect in the HBC. Individual, self-
fulfilling titles constitute a ball status hierarchy
in the HBC (Figure 1). Members acquire status
and move up in this hierarchy on the basis
of the number of years they have been involved
with the community, number of awards they
have won, and number of balls they have
participated in through the years.

A key term in the community is “shade.” In
its most simplistic definition, shade refers to the
notion of keeping others down, usually by
means of backhanded remarks. In a more
complex definition, it denotes the deliberate
oppression of other individuals to maintain
power relations among those with status. This
occurs as higher ranking HBC members in-
fluence the beliefs of those of lower standings
(e.g., Figure 1 shows how the opinions of
individuals with legendary status regarding
members with up-and-coming status have
more credibility than do lower ranking mem-
bers’ opinions regarding those with higher

status). This process is similar to the influence
that popular opinion leaders have in other
populations.11---13

In 2004, the House and Ball Survey
recruited Black and Latino MSM and trans-
gender individuals in the HBC to complete
a questionnaire and take an HIV antibody test.3

That study was the first of its kind to assess
infection rates and risk behaviors of HBC
members, and it showed that in the prior year,
risk behaviors of the participants included
having more than 5 sexual partners (26%),
unprotected anal intercourse (30%), and sex in
exchange for drugs or money (5%). The study
also demonstrated that stressors were common
among all participants; however, transgender
women (i.e., femme queens) were more likely
to report experiences of sex work, stigmatiza-
tion, and stressful life events.14 Stressors iden-
tified in that study included depression, per-
ceived stigma, experiences of discrimination,
and number of prejudice-related life events.
This information is consistent with the minority
stress model, which posits that those with
multiple minority identities (i.e., ethnoracial
and sexual or gender) are exposed to greater
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proximal (i.e., personal) and distal (i.e., social)
stressors.15 This is a particularly important
point, as HBC members constitute individuals
from multiple stigmatizing populations (e.g.,
Black and gay) and may experience discrimi-
nation from various sources (e.g., home, ball
house, employer).

Stigma has long been understood as an
attribute that links a person to an undesirable
stereotype, leading other people to reduce the
individual from a whole and usual person to
a tainted, discounted person.16 In recent years,
this notion of stigma has been reconceptualized
as “status loss and discrimination,” acknowl-
edging that stigmatization functions at the
intersection of culture, power, and differ-
ence.17---19 In this respect stigma, prejudice, and
discrimination exist as social interactions that
enable power dynamics in societies to maintain
oppressive mechanisms between the stigma-
tized and the stigmatizers. In this framework,
stigma is viewed as an undesired characteristic,
prejudice is the process of holding negative
attitudes or beliefs about those who are stig-
matized, and discrimination occurs when
someone acts on these stigmatized beliefs.20---22

As such, stigma models tend to be concerned
with individual-level characteristics, such as
HIV-related stigma; and prejudice models
usually emphasize social-level characteristics,
such as sexual prejudice.23---25

Yang et al.26 describe stigma in terms of
“moral experience,” which notes that stigma goes
beyond the individual, as family members be-
come stigmatized and vital connections that link

the person to a social network of support, re-
sources, and life chances become threatened. The
loss of these social links represents the concept
of moral experience and connotes the relevance
of local worlds. The authors underscore that
what defines a local world is the fact that
something is at stake. This point is particularly
relevant for the HBC, as ball status is the factor
that defines their local world. Framing moral
experience as a loss of these connections can
assist in answering questions regarding HIV-
related stigma among HBC members, as the
attainment of ball status (i.e., what really matters
in their local world) can become threatened.
For example, if HIV status is disclosed in a local
world that functions as a second home and family
to its membership, how does the community
respond to that person?Will concealment of HIV
status protect one’s ball status? Do houses of
known HIV+ persons become discredited and
lose popularity in the HBC? Or does drive to
achieve ball status influence HIV risk factors?

Recognizing that the NYC HBC is mainly
composed of Black and Latino MSM, that there
are increases in HIV among urban MSM in
NYC, and that risk behaviors and stressors are
common among the HBC, I sought to investi-
gate how HIV-related stigma affects the lives of
HBC members.

METHODS

I conducted interviews between January and
March 2009 in NYC. Inclusion criteria for
the study were being aged 18 years or older

and being a self-identified member of the HBC.
Community descriptors of butch queen and
femme queen are the reported gender categories.
Given that prior research suggests associations
of HIV serostatus, gender and ethnoracial iden-
tities, and ball status, I sought to include a diverse
sample representative of those characteristics.
Initially, I determined recruitment for the in-
terviews on a list of “information-rich”27 potential
participants developed from recommendations
of a Manhattan-based social service agency that
has a long history of working directly with the
HBC. From this list, I conducted 4 interviews.
Following a snowball sampling approach,28 I
asked each of these 4 individuals to refer up to 3
additional HBC members to take part in the
study. I then recruited a first generation of
snowball participants. Repeating this referral
process brought a second generation of snowball
participants. I conducted interviews until I
reached theoretical saturation (i.e., no new gain of
information).29

Data Collection

I used in-depth interviews to explore how
HIV+ members are treated in the community
(both from a lived experience from those who
self-identified as HIV+ and from the perception
of the treatment of HIV+ members from self-
identified HIV-negative participants), to assess
how individuals believed HIV affects member-
ship in the HBC, and to examine how the kinship
networks of the HBC influence risk behaviors.
Interviews were approximately 1.5 hours long,
and I conducted them on-site at a local social
service agency. I recorded interviews using
a digital recorder and entered transcribed docu-
ments into an Atlas.ti (Berlin: Scientific Software
Development) hermeneutic file.30 HBC mem-
bers did not receive financial compensation for
their participation, which helped to reduce in-
centivized bias.

Analysis

Guided by the principles of grounded the-
ory,31 I employed an inductive process to analyze
the data set. During the first phase of analysis, I
used a system of free coding to develop cate-
gories of concepts and themes emerging from the
data. I also used in vivo codes—verbatim phrases
used by the participants (e.g., “shade”)—during
this process. An initial inductive analysis process
involved discovering patterns and in-case themes

Icon 
Long-standing HBC members who have contributed in the growth or

recognition of the community.  Considered history makers. 

Legend(ary) 
Multi-trophy winner who has been in the community for a number

of years. (Established houses in the HBC can also take on this title.) 

Star
Those individuals who are frequent winners and have made a name

for themselves in the HBC. 

Statement 
Individuals who are not always winning competitions (i.e., balls) but

are gaining recognition for entering in a particular HBC ball category. 

Up-and-coming 
Newcomers to the HBC who are beginning to compete in the

community.  Relative unknowns.  

Note. HBC = House and Ball Community.

FIGURE 1—Ball status hierarchy in the New York City HBC.
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to develop a project codebook.27 From these
preliminary findings, code names and definitions
evolved to match emerging data during iterative
analyses of the interviews. That is, using pre-
viously identified coding procedures, I recon-
structed codes (filling in), expanded on code
definitions (extending), collapsed or combined
codes (bridging), and added new codes to the list
(surfacing).32 I created code families relating to
participant characteristics (e.g., “HIV+”) and
grouped quotes describing HIV-related stigma in
the HBC, either perceived or experienced, into
relevant families.

The thematic analysis process included
iterative memo-writing steps that documented
meaning and rationale for the groupings of
emergent themes.33 Ultimately, I framed the-
matic findings in the concept of moral expe-
rience, which I determined to be the most
appropriate stigma concept given its focus on
social interactions in populations and the role
of cultural norms in local worlds.

RESULTS

I conducted 20 in-depth interviews with
HBC members who hailed from all 5 of NYC’s
boroughs. Table 1 reports self-identified de-
mographics stratified by snowball recruitment
generation. Ethnoracial identity, gender iden-
tity, informant type, and HIV status are roughly
split among the sample. With respect to di-
versity of ball house representation, the study
included 12 individual houses. Qualitative data
analysis revealed that HIV-related stigma con-
tributes to a loss of moral experience for HBC
members by threatening the connections that
HIV+ persons have to others in the commu-
nity, including ball house, and by posing
a threat to attaining ball status. Table 2 is
a summary of these findings and illustrates how
I translated components of moral experience
to understand how HIV-related stigma func-
tions in the HBC. I have given exemplary
narratives with reference to relevant themes.

Expressed Feelings of Shame

HIV+ participants described instances in
which they felt they could not compete at
balls or associate with certain HBC members
because of their physical appearance associ-
ated with HIV. For example, the following
participant tells of a time when she internalized

feelings of shame and how she believed the
shame would be extended to her house if
others in the HBC had seen her looking less
than her best (or at least her usual self):

Respondent (R): You’ve seen the balls . . . you
know how it goes. It’s all about fashion.
Interviewer (I): So you didn’t walk [in the balls]
that year ’cause of your [emaciated] looks?
R: Mmm-hmm . . . I didn’t want nobody to see me
looking haggard. I waited till I was my usual self
before coming back [to the HBC]. (femme queen,
HIV+)

Other physical attributes associated with
HIV described by participants included tired-
ness, skinniness, weakness, and nausea. Along
with feelings of shame in the community owing
to personal appearance, most HIV+ partici-
pants expressed frustration with wanting to
disclose their HIV status, as they believed that
the shade in the community would bring
a sense of “drama” to their ball house:

R: Even though I wanted to let people know
[about my HIV+ status], I couldn’t.
I: What would’ve happened if you started to let
people know?
R: No one would talk to me. I wouldn’t be able to
walk any balls. All that. It’s messed up. A lot of
people assume everyone has it, so the first
chance they get to act on it, you’ll see it. I can’t
have that kind of drama in my house. (butch
queen, HIV+)

In addition to feeling that HIV disclosure
could have potential negative consequences to
their house, some HIV+ participants believed
that members in their house would think less of
them. One participant recalls a time when she
was suffering from a prolonged bout with
pneumonia and felt she had to disclose her
status to her house family:

I: So no balls for you during that time?
R: Hell no! You crazy? [laughs]. I kept my ass in
bed and did what I needed to do. It’s not always
about the balls; sometimes you need to take time
out and do you. Because I didn’t get back into the
scene until summer, I had to let my children
know—that was the hardest part. I think some of
them knew already, but to others, I feel like I let
them down. (femme queen, HIV+)

As the participant notes, disclosure of HIV
status to other HBC members was a concern
expressed among many HIV+ participants.
Although the initial concern of the impact
disclosure was focused on the individual level,
HIV+ participants described how their HIV+
status may affect their respective HBC houses.

In particular, participants believed that HBC
members from other houses would judge
and discriminate against their house. This
suggests not only that HIV-related stigma
affects the individual but also that stigmati-
zation extends to a person’s house. In several
situations participants told of narratives
in which concealment was a strategy em-
ployed to prevent bringing shame to their
ball house:

R: How did I tell people [about my HIV+ status]?
Girl, that tea [information] was spilled. It was
a hot mess! At first I wanted to post [on the
Internet] and deny it, but I thought of other
people who weren’t afraid to have their tea
out. . . .
I: What happened after? Were people giving you
shade?
R: Honey, girls will give you shade whether it’s
good or bad news [laughs]. I let it be and let them
carry as like however they wanted.
I: So how do you think that affected your ball
status, or did it?
R: That was one of my first concerns. You know
how it is in the scene. Once people know you have
it, no one wants to talk to you; but things seemed
to fade out, you know, once the next big piece of
news comes along. Really, I wasn’t all that con-
cerned with me. I was worried how shady other
girls would be to my house. (femme queen, HIV+)

Because of described shade in the HBC,
participants did not want other members to
perceive their house as being prevalent with
HIV+ members or as having members that
engage in risky behaviors (e.g., multiple part-
ners or unprotected intercourse).

Heightening of HIV-Related Stigma

The effect of 1 type of stigma (e.g., gender-
based or ethnoracial-based) to either increase
or decrease another type of stigma (e.g., HIV-
related or sexual) can be operationalized as
additive stigma or layered stigma34 and is
critical in understanding minority stress.15

Layered stigma results from multiple sources
and is associated with personal attributes and
behaviors.18 HBC members face various
layers of stigma that occur both in and out-
side their local world. Although HBC mem-
bers deal with multiple stigmatized identities
(e.g., Black and transgender woman, Latino
and gay) that can conflict with each other,35

entering the local world of the HBC assists in
eliminating these societal stigmas. However
the alleviation of those stigmatized identities
can increase HIV-related stigma once at an
HBC function.
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R: Most of my other friends couldn’t deal with
me being [HIV] pos—that’s how it was in the ’90s.
I guess she [my house sister] was always there
though. That’s why I wanted to connect to her
house. But still, there’s a lot of shade in the scene,
and I always find it hard with everybody knowing
about my [HIV+] status. People are always talking.
Like trans isn’t an issue. Black isn’t an issue. Gay
isn’t an issue. Spanish isn’t an issue. Trade [sex
work] isn’t an issue. Femme isn’t an issue. But HIV,
now that’s an issue. (femme queen, HIV+)

Unlike other stigmas, HIV-related stigma is
not necessarily evident physically and can often
be concealed.36 As such, HIV+ members hide
their status both in their houses and in the larger
HBC to allow them to move up the ball status
hierarchy. All participants expressed experi-
ences of perceived discrimination in society (e.g.,
racism, homophobia, transphobia, or some
combination, depending on the context). Narra-
tives of being called “faggot” and “homo” or
receiving dirty looks when walking down the
street or on the subway were common. Many
butch queens, all of whom identified as gay men,
told of instances in which they felt racism in
the local NYC gay community and of not fitting
the “Chelsea boy mold” (i.e., stereotypical young,
White, seemingly affluent, fit men living in the
Chelsea neighborhood).

R: I don’t like gay clubs. Even the ones for us.
I: What do you mean “for us?”
R: Like for Blacks and Latinos. It’s like if it wasn’t
for the balls, I wouldn’t even go out. I hate
dealing with Chelsea boys. Most of them aren’t
even from here. They’re from the Midwest or
some jacked up place and now they come here
and think they’re badass. Those aren’t my peo-
ple. (butch queen, HIV+)

The HBC balls have historically been one of
the few places where ethnoracial and sexual
minority youths in NYC can turn for accep-
tance, which increases familial bonds among
house members and the larger HBC. However,
because the HBC creates a homophobic-free
and transphobic-free space for ethnoracial mi-
norities, any deviation could result in possible
HIV-related stigma.

Threats to Attaining Ball Status

Although Figure 1 depicts a solid move-
ment through status titles, real-life nuances
exist in creating and establishing ball status.
The most notable difference is the self-
reported status of an individual versus the
status perceived from other community
members. For example, individuals may be-
lieve that they have progressed to “legendary”

status, whereas the general consensus of the
HBC could be that they are still “up-and-
coming.” As there are no set standards for
obtaining ball status (e.g., winning 3 competi-
tions per year for 2 years to advance), ball
status is affected by 2 main factors: individ-
uals’ ability to promote themselves and other
HBC members’ acknowledgment of their
self-proclaimed status titles. Because ball sta-
tus is so heavily regarded in the HBC (it is
what is most at stake in their local world),
individuals are quick to amass ball status once
becoming indoctrinated into the HBC. All
participants perceived HIV as a barrier to
achieving ball status.

R: You know, I try not to hook up with people in
the balls . . . it’s like, you know, all the shade? I
hear of lots of things about the [HIV] rates in the
community . . . and that’s just not something I
need right now.
I: A relationship?
R: Maybe that. But the kitty [HIV]. I hear lots of
stories of how everybody have it and nobody’s
saying anything. I want to be legendary . . . I want
to have a future and I can’t have one with all that.
(butch queen, HIV negative)

Indeed, all participants expressed that if they
were to be known to be HIV+ early in their ball
career their progression to legendary status
was highly unlikely. As a result, many in the
HBC conceal their HIV+ status for fear of
losing recognition. Every participant men-
tioned that it was the “shade” in the community
that fosters secrecy of HIV status in the HBC
and prevents individuals from supporting their
HIV+ counterparts. In fact, it was mentioned
that HIV+ members will also “throw shade”
and stigmatize other HIV+ members in an
effort to prevent them from moving up the ball
status hierarchy.

I: So do people in your house know you’re [HIV]
positive?
R: Very few, I would say. It’s something I really
don’t get into with them.
I: Why’s that?
R: Girl, it’s the shade! They might be my house
and all, but you know, one slip then somebody’s
telling someone who’s telling someone who’s
telling someone. I’m trying to move up [in the
HBC] and with all the shade, that’s not gonna
happen. Besides, it’s my business. (butch queen,
HIV+)

Interestingly, a finding that is seemingly
counter to other results revealed that in addi-
tion to serving as role models for younger HBC
members, legendary members serve as role

TABLE 1—Self-Identified Demographics Stratified by Snowball Recruitment Generation:

HIV-Related Stigma in the New York City HBC, January–March 2009

Characteristic

Initial Sample (n = 4),

Mean (Range) or No.

First-Generation

Snowball (n = 9),

Mean (Range) or No.

Second-Generation

Snowball (n = 7),

Mean (Range) or No.

Total, Mean

(Range) or No. (%)

Age, y 33.0 (28–42) 30.0 (20–44) 25.0 (18–35) 28.5 (18–44)

Ethnoracial identity

Black 2 5 1 8 (40)

Latina/o 2 3 3 8 (40)

Mixed . . . 1 3 4 (20)

Gender identity

Butch queen 3 4 3 10 (50)

Femme queen 1 5 4 10 (50)

HIV serostatus

Positive 3 5 1 9 (45)

Negative 1 4 6 11 (55)

HBC ball status

Legendary 2 4 1 7 (35)

Star . . . 3 1 4 (20)

Statement 1 2 1 4 (20)

Other 1 . . . 4 5 (25)

Note. HBC = House and Ball Community. The sample size was n = 20.
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models for each other and more established
community members even if they are known to
be HIV+:

R: I’ve always been secretive about having it
[HIV]. Like, sometimes I wouldn’t tell boyfriends
because I knew word would get around. I
thought they would throw shade, but once my
house knew they were nice about it. But then, I
am their father [laughs].
I: So you think if you weren’t the housefather
that it would’ve ended up differently?
R: Probably. Like, there’s always stories of
people getting shade after people find out. Then
there’s people like Geo [an alias; another
legendary HIV+ housefather], where everybody
know his business and it’s ok.
I: Kinda like role models?
R: Yeah, just like that. I think the more open
people become, the more open others become to
accepting. (butch queen, HIV+)

The only participant to have attained
a graduate degree likened having legendary
status in the HBC to professors in academia
who have attained tenure. As she explained,
“Once you’re at the top, it doesn’t matter
what others say” (femme queen, HIV negative).
Only after being recognized as having
legendary ball status were HIV+ individuals
more likely to receive accolades from others
within the HBC.

DISCUSSION

To my knowledge, this study is the first
qualitative academic work to contextualize the
role of HIV-related stigma in the NYC HBC.
Results revealed that the effect of HIV in the
HBC extends beyond traditional health out-
comes and that HIV affects social structures
that affect the overall well-being of an individ-
ual as well as the social norms and cultural
values in the local world of the community.
Operationalized as a loss of what is most
important for an individual, moral experience
factors into the HBC in terms of both a loss of
ball status attainment and a loss of social and
emotional support for HBC members. HBC
house families serve as both a refuge from
and a source of stigma, as houses are idealized
as a place of unconditional love and accep-
tance. In fact, however, the houses are part of
a larger HBC that sustains intense competition
for acceptance and love that is, in part,
derived from how well house members meet
certain expectations. The loss of social sta-
nding resulting from HIV-related stigma
through shame and humiliation contradicts
the founding values of the HBC, which were to

include individuals looking to escape societal
stigmas.

The results present nuanced understandings
of how HIV-related stigma functions in social
interactions among a disproportionately af-
fected population of urban ethnoracial and
sexual minorities. Because of the pervasiveness
of shade in the HBC, HIV+ members not
only are stigmatized by non-HIV+ persons but
also act as stigmatizers to fellow HBCmembers,
including those in their own house, in an ef-
fort to sustain their social position or to prevent
others from gaining ball status recognition.
HBC balls provide literal spaces for these
individuals to congregate and create their own
local world that defines, redefines, and, in some
cases, reinforces societal class, gender, and
race lines. As such, the competitive nature of
the HBC produces inherent jealousy and self-
defeating alliances among the population, and
the intricate ball categories can increase phys-
iological stressors, such as internalized homo-
phobia and racism, which are known to in-
fluence sexual risk-taking behaviors.37 An
important study finding was that although
HIV stigma can result as a loss of moral
experience, achievement of legendary status

TABLE 2—HIV-Related Stigma Resulting From a Loss of Moral Experience in the New York City HBC: January–March 2009

Component of Moral Experience HBC-Adapted Component of Moral Experience Examples

Stigma is sociosomatic and moral–emotional, whereby

cultural values are tied to an individual’s

experience of emotions

Feelings of shame result from physiologic attributes or the

loss of status and support

Not competing at balls and fading in and out of the

scene because of illness

Fear of bringing shame to one’s house because of

HIV status

Internalizing humiliation brought on by not winning

competitions

Stigma is intersubjective, whereby stigma occurs in the

space between people at the local level of ascribed

words, gestures, meanings, and feelings

Existing in a social world with decreased societal stigmas

heightens HIV-related stigma

Experiences of racism, homophobia, or transphobia

in home communities

Balls are one of few available spaces for marginalized

populations in New York City to congregate

Competition categories derived from gender and class

norms increase internalized oppressions

Stigma threatens what matters most, whereby what is

most at stake for individuals (i.e., what they have the

most to lose from) in their local world becomes

endangered

HIV poses a threat to attain ball status in the community Spread of shade and gossiping in the HBC because of

serostatus

Fear of losing respect and recognition after disclosure

Members usually comfortable disclosing HIV+ status

only after obtaining legendary ball status

Note. HBC = House and Ball Community; HIV+ = HIV–positive.
Source. Yang et al.26
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(i.e., recognition in the HBC) can serve as
a protective factor to the potential discon-
nection of social ties in the local world of
the HBC.

Limitations

The study sample included a mix of HIV+,
HIV-negative, younger, older, and ethnora-
cially diverse individuals. As such, the findings
present both variation and commonality in the
viewpoints and experiences expressed. Still,
there exist several study limitations. First, the
NYC HBC is a select population, and findings
may not be generalizable to other, non-NYC
HBCs or minority populations. That is, regional
cultures of HBCs (e.g., in Chicago and Atlanta)
may present nuanced characteristics other
than those found in the population. Second,
cultural group differences in the use of moral
experience, which was originally developed
on the basis of mental illness in China, may
reshape how the concept is experienced in
these distinct cultural groups. This is particu-
larly true as HIV-related stigma is viewed as
morally discrediting and, as is the case with the
NYC HBC, can be even more threatening in
a socially discredited population existing in
a local world that acts as both support and
competition. Third, there is a lack of analysis
surrounding gender and sexuality constructs in
relation to competition categories, most notably
among transgender (i.e., femme queen) per-
sons. Fourth, in exploring risk behaviors, the
study might have benefited from a detailed
discussion of injection use (particularly, hor-
mone use among femme queens) or the ex-
ploration of drug use patterns in relation to
sexual risk. Finally, this study could have been
strengthened with a mixed methods approach
or the inclusion of other data sources (e.g., by
triangulating participant observation logs, field
journals, and focus groups, or by having
survey data).

Implications

With respect to future studies that focus on
the HBC, I put forth the following recommen-
dations: a descriptive mapping of the HBC to
better gauge the size of the HBC (including
number of houses and number of people
in each house), a comparison of HBCs in
other states and regions, longitudinal studies
of individual house members, and an

implementation of a stigma-focused interven-
tion in the community. Whereas previous work
with the HBC has focused on traditional HIV
prevention paradigms (e.g., condom use and
testing), in considering how social service
agencies may intervene with the HBC in the
future, I recommend that programs be
designed that aim to reduce HIV-related stigma
by lessening threats to moral experience. A
significance of the house structure of the HBC
is that it has the potential to support community
members in the face of HIV.38 Influential
individuals in a community are usually con-
sidered popular opinion leaders and are seen as
catalysts for information distribution and be-
havioral influence.11---13 Housemothers, -fathers,
and legends in the local world of the HBC are
role models who have the agency to champion
interventions that prevent a loss of moral
experience for their fellow HBC members.
Although HBC houses provide much needed
social and material support in a world of
societal stigmas (e.g., homophobia, transpho-
bia), HBC members are concurrently forced to
deny or conceal their HIV status or risk being
rejected and cut off from these material and
emotional support systems. Providers should
reflect on their work with the HBC to enhance
services that lessen threats to moral experience,
and academics should realize the potential for
addressing health disparities and gender con-
structs among a population of marginalized
individuals in an urban setting. j
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