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Abstract

Research has demonstrated the clinical effectiveness of pre-exposure prophylaxis (PrEP) for HIV prevention,
but little is known about how factors at the individual-, interpersonal-, community-, and structural levels impact
PrEP use for black men who have sex with men (BMSM). We advance existing work by examining how all
levels of the ecological framework must be addressed for PrEP to be successfully implemented as an effective
HIV prevention approach. We interviewed 31 BMSM three times each and 17 community stakeholders once
each; interviews were taped, transcribed, and analyzed using the constant comparative method. Factors that
influence how BMSM experienced PrEP emerged across all levels of the ecological framework: At the indi-
vidual level, respondents were wary of giving medication to healthy people and of the potential side-effects. At
the interpersonal level, BMSM believed that PrEP use would discourage condom use and that PrEP should only
be one option for HIV prevention, not the main option. At the community level, men described not trusting the
pharmaceutical industry and described PrEP as an option for others, not for themselves. At the structural level,
BMSM talked about HIV and sexuality-related stigmas and how they must overcome those before PrEP
engagement. BMSM are a key population in the US National HIV/AIDS Strategy, yet few individuals believe
that PrEP would be personally helpful. Our research indicates the urgent need to raise awareness and address
structural stigma and policies that could be substantial barriers to the scale-up and implementation of PrEP-
related services.

Introduction

Pre-exposure prophylaxis (PrEP), which uses anti-
retroviral medications to prevent HIV acquisition among

HIV-negative individuals, was effective in a multi-national
study among 3000 men who have sex with men (MSM).1 The
iPrEx study found a 44% reduction in HIV infections among
men taking oral PrEP compared with a psychosocial pre-
vention package, and a >90% efficacy among individuals
with detectable drug levels.2 Demonstration projects across
the United States3,4 have supported these results. The US-
Food and Drug Administration approved Truvada as an oral
PrEP treatment for MSM in 2012.5

PrEP could help reduce HIV incidence among MSM,6 who
account for approximately two-thirds of new HIV infections
in the United States.7 Black MSM (BMSM) have the highest

HIV incidence rates in the United States; reduction of such
disparities is a vital part of the US National HIV/AIDS
strategy. Though HIV disparities are stark for BMSM, PrEP
has not been embraced in the way public health officials had
hoped, even in resource-rich settings such as New York City
(NYC). By spring of 2014, only 41% of MSM in NYC had
heard of PrEP and only 3% had ever used PrEP.8

The ecological framework and PrEP use

The CDC and its partners are pursuing a ‘‘high-impact
prevention’’ approach to reduce HIV infections.9 Given the
broad range of social (e.g., housing, employment, racism)
and interpersonal factors that impact HIV vulnerability for
BMSM, we applied the ecological model to frame our an-
alytic approach of factors that shape MSM’s engagement
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with PrEP. The majority of PrEP research has addressed the
individual level, but HIV prevention research suggests that
acknowledging all levels of Bronfenbrenner’s (1979) eco-
logical systems will be imperative for the successful im-
plementation of PrEP. These levels include the: (1)
individual (attitudes, knowledge); (2) interpersonal (friends,
partners); (3) community (medical mistrust, healthcare set-
tings); (4) and structural levels (stigma, healthcare policies).
Each level uniquely contributes to how individuals engage
with HIV prevention measures and come to understand PrEP
(Fig. 1).

PrEP research on individual-level factors has found a range
of PrEP-related knowledge and acceptability.10,11 Men often
lacked a comprehensive understanding of PrEP, though men
aware of PrEP were also at the greatest risk of infection (e.g.,
due to having sex while high12). The intent to use PrEP has
also been associated with no perceived side-effects.13 Re-
searchers exploring interpersonal-level factors have cau-
tioned that PrEP may lower perceived risk and increase
condomless sex,14 though results are mixed.12 A recent study
described the importance of community-level factors, finding
that BMSM’s interest in PrEP was contingent on cost, ac-
cessibility, and healthcare access,15 particularly since many
lacked health insurance.16,17 Little research has examined
medical mistrust and PrEP uptake, though one survey iden-
tified discomfort talking to physicians about sleeping with
men and race-based medical mistrust as barriers to PrEP
use.18 Structural-level stigma has been associated with HIV
risk and acquisition, as well as with lower adherence; studies
have also demonstrated that lower PrEP-related stigma19 and
structural stigma20 are associated with PrEP acceptability and
use.21

Purpose

Existing research into PrEP uptake has focused almost
exclusively on the individual level of the ecological model.
Here, we advance existing work by examining how all levels
of the ecological framework must be addressed for PrEP to be
successfully implemented as an effective HIV prevention
approach.

Methods

This study ( June 2013–May 2014) included three in-depth
interviews each with 31 BMSM (average, 90 min) in NYC
who were at least 15 years of age, male, and reported sex with
a man in the past year. Men were recruited through outreach
in bars, clubs, community health centers, and the Internet,
with the goal of diversity related to sexual identity, age, in-
surance coverage, and income, though lower SES men were
overrepresented in the final sample (Table 1). Interview
topics included family, education and work history, sexual
history, sexual and racial identity, healthcare seeking, and
knowledge and attitudes toward HIV prevention and PrEP.
Men received a total of $150 for participation ($40 for the
first two interviews and $70 for the third). We also conducted
17 semi-structured interviews (average, 60 min) with com-
munity stakeholders (e.g., outreach workers, community
mobilizers, healthcare professionals) who were involved in
HIV prevention and/or BMSM health. They were asked about
institutions and support available to BMSM and knowledge
and attitudes about BMSM and HIV prevention. Stakeholders
were compensated $50.

All participants provided verbal informed consent: Their
understanding was assessed by a series of follow-up

FIG. 1. Ecological model of factors that impact pre-exposure prophylaxis attitudes and uptake among black MSM.
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questions; data analysis began after verbal consent. The
Medical Center Institutional Review Board approved all as-
pects of this study.

Interviews were digitally recorded and transcribed verba-
tim. Interview data were analyzed and triangulated between
and across cases using Atlas.ti 7.0 qualitative software. These
analyses employed a codebook that was developed based on
domains (code families) derived from the interview guides
and line-by-line coding. The analysis for this article used the
constant comparative method22 to explore the varied ways
that men talk about PrEP, seem willing to engage with PrEP,
and understand PrEP. Descriptions of PrEP did not vary
significantly between BMSM and community stakeholders;
their responses are, therefore, combined in this article.

Results

Participants’ average age was 29, and most were unem-
ployed or unstably housed. More than half had Medicaid or
were uninsured and were identified as gay or same-gender
loving (Table 1). Approximately three-quarters of the men
attended community clinics, though primarily for HIV testing

and not routine check-ups. The majority of participants had
never heard of PrEP, despite PrEP’s availability in multiple
clinics and inclusion in the state Medicaid formulary. We use
the ecological framework to organize our presentation of the
numerous factors men described that both supported and
challenged their desire for, and ability to take, PrEP. Addi-
tional quotes are included in Table 2.

Individual level

In addition to PrEP-related challenges reported elsewhere
(e.g., daily adherence and cost),12 major individual-level
barriers to PrEP engagement were confusion about effec-
tiveness and concerns about potential side-effects.

Beliefs about PrEP effectiveness. Many men expressed
confusion over the meaning of a 90% effective pill, and
whether the effectiveness referred to risk per sex act or meant
that some people were more protected than others. Men
grappled with whether 90% effectiveness was sufficient to
offset additional risks, and with what 90% effective actually
means (e.g., being ‘‘1 out of the 10’’ as opposed to trans-
mission risk per sex act). As one man noted: ‘‘It was 90%
chance that it’s preventative. I’m like, 10% is still pretty big.
You know, even 1%—somebody has to make up the 1%, so it
still happens’’ (22, gay).

Fears of side-effects and providing medication to healthy
people. The majority of men questioned whether PrEP’s
efficacy was sufficient to counteract the potential side-
effects, which some participants used as a rationale for es-
chewing PrEP: ‘‘It reduces your bone density and how do you
correct that? There’s really nothing you can do once your
bone mass is lost. So taking that pill, it’s basically damaging
you’’ (20, discreet). This was described as particularly true
since other HIV prevention methods lack side-effects. Some
men were adamant that healthy people should not put drugs in
their bodies, especially if they already struggled with ad-
herence to medications for existing conditions (e.g., diabetes
or asthma). One man shared how ‘‘doctors and clinics don’t
want to voluntarily give medicine to healthy people.‘cause
they’re healthy people and you’re just like, you’re voluntarily
giving them a drug regimen’’’ (22, gay).

Interpersonal level

Interactions with friends, family members, and sexual
partners also influenced the desire for PrEP. Principle con-
cerns expressed by participants included risk disinhibition
and sexually transmitted infections (STIs), and how PrEP fit
into a range of prevention options.

Risk disinhibition and STI risks. Some men expressed
concern that PrEP use would decrease condom use among
their partners and sexual networks. Men saw condoms pri-
marily as an HIV prevention tool and thus something that
would be used in lieu of, not in combination with, PrEP.
Responses depicted how behaviors might shift with PrEP use:
‘‘You’re going to give me a pill and tell me that with this pill I
cannot catch HIV, which means that it’s going to make
people feel as if it’s okay for me to go out and have unpro-
tected sex.Why would you want to do that?’’ (24, gay).
Some men repeated that PrEP would not project against other

Table 1. Demographic Characteristics

of Black MSM

Characteristic Total, N = 31

Age 29 (average)
15–24 17
25+ 14

Sexual identity
Gay 15
Same-gender loving 3
Bisexual 4
Discreet 4
Straight 3
Other (MSM, none) 2

HIV test past 6 months
Yes 23
No 2
N/A (already positive) 6

Medical exam past 12 months
Yes 22
No 9

Prior knowledge of PrEP
Yes 15
No 15

HIV status (self-report)
Negative 23
Positive 5
Undisclosed 3

Housing
Stable 15
Precarious 11
Homeless 5

Employment
Full time 8
Part time 8
Unemployed 15

Insurance status
Private 5
Public 17
Uninsured 9

PrEP, pre-exposure prophylaxis.
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Table 2. Participants’ Statements Regarding the Acceptability and Adoption of PrEP

Ecological
level Theme Quote

Individual Beliefs about PrEP
effectiveness

‘‘I wouldn’t take that choice. No, 90% [effective], no. I don’t like odds. I like 100
to 0. Cause 100%, then again, but 90 to 10, my luck is very, very bad so I’d be
1 out of the 10. No, I wouldn’t take that chance.’’ (BMSM)

Fears of side-effects
and giving medication
to healthy people

‘‘It depends on the side effects. If I’m going to take something I want to make
sure because my own behavior can help me from contracting HIV . I wanna
make sure that the side effects ain’t going to be worse than death–well it’s not
death because many people are living with it.’’ (BMSM)

‘‘Pills over a period of time can become toxic in your system.People just don’t
like popping pills. I still have a difficult time taking a pill. Because it’s like
you’re putting something in your body, and once you put it in there, you don’t
have any control anymore.’’ (BMSM)

Interpersonal Risk disinhibition
and STI risks

‘‘It’s basically just telling people that it’s okay for them to go out there and have
random sex, unprotected sex with anybody who they want. Why you going to
give them something pre [sex], they need something for now, because they
don’t know who they have slept with and who that person has had or what that
person got.’’ (Community Stakeholder)

‘‘I believe it’s a good option to have, like I said it kinda just still loses the STI
piece of it.’’ (BMSM)

‘‘The only thing that’s running through people’s minds is that Oh my God, I can
take a pill, and If I do this right, I’m not gonna catch HIV. They’re gonna not
be thinking about, Oh, but I could still get Gonorrhea or syphilis or something.
They just, the whole thing is I’m not gonna get HIV.’’ ‘‘So you’re telling me
that those are not important anymore. So I don’t think so. Syphilis is still a bad
thing.’’ (BMSM)

‘‘If you have an untreated STD then your probability of infection just goes sky
high so I think the messages of continuing to make sure you’re STD free and
things of that nature are important and that it’s [PrEP] not for everyone.’’
(Community Stakeholder)

No single solution ‘‘So I think the messaging needs to be very clear to this group that it’s not the end
all be all with one pill, that there’s still a small chance that if the condom
breaks or you don’t use condoms that you could become infected. That it’s
important to take it in collaboration with condoms, continue to promote the
importance of condoms and also promote the importance of screenings for
STDs and make sure that you’re STD free if you’re gonna start using PrEP
because even if you—you know you use PrEP and the condom breaks, you
know, there is the possibility you can get infected.’’ (Community Stakeholder)

‘‘So I think the messaging needs to be very clear to this group that it’s not the end
all be all with one pill, that there’s still a small chance that if the condom
breaks or you don’t use condoms that you could become infected. That it’s
important to take it in collaboration with condoms, continue to promote the
importance of condoms and also promote the importance of screenings for
STDs and make sure that you’re STD free if you’re gonna start using PrEP
because even if you–you know you use PrEP and the condom breaks, you
know, there is the possibility you can get infected.’’ (Community Stakeholder)

Community Medical mistrust ‘‘The government is trying to make money off us because there’s money in
medicine. The government is trying to get us to just pop a pill and just be done
with it or whatever.’’ (BMSM)

‘‘What I would hear from clients is they’re not as confident navigating with their
medical providers, generally, and also confidential(ity). A lot of them say,
‘Well, who’s gonna have access to that information?’ They have a point.
They’re like, ‘Well, will the government see this?’’’ (Community Stakeholder)

‘‘We just ain’t gonna believe it ‘cause a lot of us think that’s just some shit people
are trying to sell to use us as guinea pigs.’’ (BMSM)

Who needs PrEP? ‘‘I don’t think that people are scared of catching HIV no more because they go
out there and they go crazy and have unprotected sex. And then when they
catch it now, at first they’re worried. And they lay it down. They feel good
because they have this reassurance that this pill will take them a long way. So I
think this is what now invites them. It ain’t a death sentence. I just take some
pills. I live a normal life.’’ (Community Stakeholder)

(continued)
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STIs, and that condoms should still be used. One community
stakeholder saw this tension as particularly dangerous: ‘‘I
think it actually does more harm because it leaves us open for
other diseases. The condom is the reason for syphilis and
gonorrhea and other things that are sexually transmitted.’’

No single solution. Most men described PrEP as simply
one more option for HIV prevention, and they suggested the
importance of maintaining as many means of prevention as
possible. One community stakeholder suggested that PrEP
messaging focus on integrating PrEP and condoms, ‘‘I think
the messaging needs to be very clear that.it’s important to
continue to promote the importance of condoms and
screenings for STDs and make sure that you’re STD free if
you’re gonna start using PrEP.’’ Another individual noted
that, due to the diversity of BMSM, PrEP should be framed as
part of a toolkit, not the only option: ‘‘I feel like we need a
whole lot of different options when it comes to prevention—
the community is so diverse.condoms is one thing. Being

abstinent is one thing. Being tested and being with only one
partner is one thing but it’s important to have pills also to help
you stay negative and also therapy. I feel like all that is
important’’ (29, gay).

Community level

Community-level themes include medical mistrust and the
framing of social risk, specifically viewing PrEP as some-
thing that only other people need.

Medical mistrust. Mistrust of both the pharmaceutical
industry and healthcare providers was widespread. Some men
explicitly referred to historical abuses by pharmaceuticals
and research (e.g., Tuskegee Syphilis Study), and how they
profit from BMSM: ‘‘You would have a hard time selling that
[even with] 99.9 percent efficacy coming from pharmaceu-
tical companies.particular to people of color.’’ Some of the
younger men were less vocal, but they still harbored skepti-
cism. One participant noted that, although the pill might

Table 2. (Continued)

Ecological
level Theme Quote

‘‘Tops are less likely to get it anyway, they can still get it, obviously, but they’re
less likely to get it than bottoms.I’m sure a lot of other people will have that
same mindset.’’ (BMSM)

‘‘Getting promiscuous people. Teenagers. They fuck everything like there’s no
tomorrow. As adults now, we don’t just go and fuck anyone.Maybe the
condom’s not available when you’re fucking. Maybe one breaks and you only
have one. A lot of things happen.’’ (BMSM)

‘‘But since I know how unsexually active I am, it’s just something I feel would
become tedious after a while or become tedious if I’m just taking it and I’m not
doing anything. That might lead me to not take it.’’ (BMSM)

Structural Stigma and PrEP ‘‘If somebody knew I was asking about that pill.then there is a stigma that goes
along with that. And I think that people will obviously look at you differently,
even black men. If they thought that you was HIV-positive, they usually
associate that with being gay, and then they would look at you differently for
being gay. That’s still in the black community.’’ (BMSM)

‘‘That’s predicated on someone actually showing up to the clinic, meaning
they’ve crossed all the barriers of access and perceived homophobia and
perceived racism and perceived cost issues or whatever goes into access. And
then they’ve met a provider who they feel comfortable with enough to discuss
these things and the provider is knowledgeable and willing to engage that
young person in these issues.’’ (Community Stakeholder)

Structural barriers
to PrEP use

‘‘Like, I just—I—I’m a very—I try to be a very structure person, even though
sometimes that leads to my demise ‘cause I always feel like I have to get one
thing first, and then it will lead to the next. So my focus is work. Like, I need to
find work. Like, I need a job. And then with a job, then I could look into the
resources on how to get some type of health coverage. ‘Cause then at that
point, I won’t feel like I’m just a part of the system. I feel like I just need
assistance.’’ (BMSM)

‘‘I had no money and to be honest with you, around that time I was kind of the
breadwinner in the house. Nobody else really—my mother didn’t have a job.
My grandmother was too old to work and then besides that, she was too busy
taking care of my mother’s kids to go out and work so I was always the one
who would go out and get money and stuff like that, even though I know that
my grandmother used to ask me, ‘Where did you get this money from?’ It’s
like, ‘Where do you get these clothes from?’ and stuff like that. But I’d always
lie to her, ‘Oh doing this and doing that.’ I would tell her—I told her one time,
because I used to tell her like one time this club, they would pay me to sing. I
would tell her like that—stuff like that. I would tell I was waitressing or
something like that.’’ (BMSM)
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work, he still wanted to wait: ‘‘I’m not gonna start taking it
off the bat, give it a couple more years, see what studies are
done, and the information about it’’ (19, bisexual).

Who needs PrEP?. Men frequently discussed the con-
cept that social researchers would define as ‘‘social risk,’’ and
how HIV-related stigma challenged their willingness to ac-
cept their own actions as potentially risky. The majority of
men described their behaviors as ‘‘normal,’’ or even declined
to discuss them at all, and thus did not feel the need to take a
daily pill to prevent HIV. When men were asked who should
take PrEP, responses focused on the type and amount of sex
that people were having, and often involved words such as
‘‘slutty,’’ ‘‘promiscuous,’’ or sexual positioning (i.e., bot-
toms versus tops). One man felt that PrEP users should be
‘‘people who have lived the lifestyle of just hooking up or
being out there, just being free.If you’re out there and just
living life and meeting guy after guy after guy’’ (18, gay).
Men consistently talked about PrEP as something that would
be useful for others, but not for themselves. One participate
summed it up explicitly, ‘‘I think it is good for the whole
world, it’s good for the community, so yeah, it’s gonna work,
it just ain’t gonna work for me. I don’t want to know about
the pill because I don’t care about the pill. I ain’t never
fucking taking the pill’’ (45, straight).

Structural level

The structural level includes social institutions, cultural
dimensions, economic organizations, and political structures
that affect society as a whole. The high levels of stigma (a
social and cultural structure) attached to HIV/AIDS, sexu-
ality, race, and gender performance shaped BMSM’s every-
day lives and attitudes toward PrEP. The interviewees also
described how economic factors such as housing instability
and the labor market would impact their ability to take PrEP.

Stigma and PrEP. Most men described how PrEP use
could result in HIV stigma, and they feared that friends,
family, or sexual partners might see a PrEP bottle and assume
they were HIV positive. This would require people to take the
pill in secret, which complicates adherence: ‘‘People don’t
like taking any medicine in front of people. Maybe they feel
like a stigma would develop from what you are taking?
People be nosy, like what’s that you taking?’’(27, same-
gender loving). A few men also described how internalized
stigma could impact PrEP uptake. Asking for PrEP would
force a man to accept that he was having sex with other men,
often without a condom, and was thus at risk for HIV. As one
community stakeholder described, ‘‘You’ve got to accept
within yourself that you love and enjoy sex with a man every
single day, and you may like it raw 90 percent of the time. But
then that’s like accepting, ‘Oh, I’m going to get HIV. Oh, I’m
just another fag.’’’

Structural barriers to PrEP use. Even men who ex-
pressed interest in taking PrEP reported structural barriers
that reflected intersecting inequalities of race, sexuality, and
socioeconomic status. Nearly all BMSM reported unstable
housing, often as a result of their sexuality (e.g., being kicked
out of their home for having sex with men), which compli-
cated daily pill taking: ‘‘You gotta find a place to take

medicine cause they don’t want everybody in their business.
From what I hear, everybody’s nosy in the shelter, every-
body’s in your business’’ (27, same-gender loving). Men also
described how fluctuations in daily routines—due to factors
such as housing and job instability—would complicate
maintaining what was already a strict daily regimen.

Discussion

This ethnographic study explored how BMSM think about,
understand, and engage with PrEP. Even men who had heard
of PrEP reported an incomplete understanding of PrEP’s ef-
ficacy, the potential side-effects, and the frequency of use.
Also, the view that PrEP was a useful tool for others, but not
for oneself, cut across, and was informed by, all aspects of
men’s lives (e.g., their personal attitudes, relationships,
community norms, and structural stigma).

Personal level

Similar to previous research examining facilitators and
barriers to PrEP use,15,23–26 two primary factors influenced
study participants’ PrEP desires: perceived efficacy and side-
effects.25 Concerns about effectiveness suggest that men see
PrEP as a standalone prevention method rather than as
something to pair with condoms. A PrEP messaging study
found uncertainty among men about how to interpret nu-
merical estimates and whether clinical trial results would
predict personal effectiveness;27 men in this study expressed
confusion about what 90% effectiveness meant for their own
HIV risk. Study participants also felt conflicted about healthy
people taking medication, especially one with side-effects.
Particularly since other means of HIV prevention lack side-
effects, men reported wariness about whether the benefits
outweighed the risks. This echoes other research with HIV-
negative MSM, which found potential side-effects (particu-
larly long-term ones) to be the biggest barrier to uptake.28–30

Moreover, potentially reflecting how medical mistrust might
amplify concerns about side-effects, MSM of color were
more likely than white MSM to state that they would avoid
PrEP because of side-effects.31 Men were also loathe to put
something in their bodies that could not be taken out again;
this suggests that injectable PrEP, which has been discussed
as a way of solving PrEP’s adherence challenges, may also
create new barriers to uptake.

Interpersonal level

Respondents worried about declines in condom use for
men on PrEP and those having sex with men on PrEP. Par-
ticipants emphasized that the PrEP uptake would allow them
to avoid condoms and that regular condom use would elim-
inate the need for PrEP; the few respondents who described
joint PrEP and condom use as realistic were community
stakeholders. Previous studies reported mixed sentiments
about risk disinhibition; 4 of 10 studies in a review12 reported
that risk disinhibition would occur,24,25,32,33 whereas 6 did
not.15,34–38 A study of MSM in serodiscordant relationships
showed that the use of PrEP might reduce condom use and
increase risk behaviors, and it found that desire for con-
domless sex was a major reason to take PrEP.34 Other studies
showed that men would forgo condoms if PrEP had an
efficacy of more than 50%.12 Men within this study had
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conflicting narratives about PrEP and condom use. Men de-
scribed how risk disinhibition among partners and sexual
networks would increase their risk for HIV, particularly since
PrEP is neither 100% effective, nor does it protect against
other STIs. However, others, particularly community stake-
holders, felt that PrEP’s lack of STI protection should be
highlighted as a rationale for continued condom use.

Community level

Two primary factors impacted whether men would seek
PrEP: medical mistrust and the framing of social risk (i.e.,
believing that only others should take PrEP). Although re-
search has examined the intersection of medical mistrust,
healthcare seeking, and race, little work exists about how
mistrust of the pharmaceutical industry (i.e., of biomedicine
writ large) might limit PrEP uptake. Medical mistrust re-
search primarily focuses on patient–provider relationships,
with one study finding race-based medical mistrust as a
barrier to PrEP use;18 another reported that ‘‘medical mistrust
and perceived discrimination create barriers for sexual be-
havior disclosure to clinicians,’’ which study authors be-
lieved could impede PrEP access.39

The men saw PrEP messaging as confusing, because al-
though BMSM were targeted by many campaigns, they did
not see themselves as at risk and in need of PrEP. Other
studies report such confusion and showed that perceived HIV
risk was associated with PrEP uptake.40 Willingness to use
PrEP is associated with a higher perceived risk of HIV ac-
quisition,37,41 which supports why the men we spoke with
who did not see themselves as at risk felt that PrEP was
something that only other people should engage with. This
suggests that communications strategies must help men
imagine themselves as PrEP users, in addition to presenting
technical dimensions of PrEP, such as its effectiveness. This
social framing of risk also suggests the need to examine the
stigma associated with HIV and sex between men. Addres-
sing risk denial through stigma reduction may help counter-
act how some men actively resist seeing their behaviors as
making them vulnerable to HIV and thus in need of PrEP.

Structural level

The men we spoke with reported that PrEP use might also
cause stigma from friends, family, and partners. PrEP uptake
involved substantial social risk, including revelations about
having sex with men, which many men chose to not disclose
to their families and friends. The few studies that have ad-
dressed the intersection of PrEP and stigma focused almost
exclusively on interpersonal-level factors (e.g., relationships)
and reported that men see PrEP use as a marker of infidelity30

and fear disclosure of PrEP use, in part due to HIV-related
stigma.42,43 In contrast, the men in this research described
stigma on a structural level and focused on how it constrained
their ability to accept themselves as BMSM with other men,
and to thus recognize the need to engage in HIV prevention.

Structural barriers to PrEP use—felt acutely in a sample in
which the majority of men lacked both health insurance and a
primary care provider—included unstable housing and lack
of access to medical care and HIV prevention services. The
iPrEx trial showed that PrEP’s effectiveness varies according
to adherence, suggesting that PrEP’s success at both the in-
dividual and population level will depend on ensuring

BMSM’s access to HIV prevention services (e.g., condoms,
STI treatment, HIV testing, and counseling) and primary
care1—which are not always available at either low or no cost
to BMSM. In addition, the majority of study participants
lacked access to a social worker or case manager who could
facilitate access to the housing and employment that would
provide the stability necessary to begin taking PrEP or to the
medical services in which men might actually receive PrEP.
Strategies focused on enrolling BMSM in primary care, for
example, by using Affordable Care Act health navigators,
could also help lay the groundwork for increased PrEP up-
take. Lastly, we must ensure that Medicaid formularies across
the United States cover PrEP-related care and treatment.

Limitations

Although participants varied by age, sexual identity, and
insurance status, they were primarily low SES. Also, New
York is unique in terms of available HIV-related services.
However, this suggests that the barriers to PrEP would only
be more substantial across the United States, since many
other states have either not added PrEP to their Medicaid
formularies or have less generous funding for Medicaid or
fewer BMSM-oriented prevention programs. Though we
described PrEP in the interview guide, and answered any
resulting questions, participants did not have an extended
period to think through all of PrEP’s benefits and limitations,
which may have limited their capacity to comment.

In conclusion, findings demonstrate that PrEP will only
become a successful intervention if all levels of the ecolog-
ical framework are addressed. Specifically, our findings show
that PrEP-related communications strategies should be as
detailed as possible about efficacy and explicitly address
tensions between PrEP and condom use. Community- and
structural-level factors such as medical mistrust and societal
stigma can impact PrEP use; potential intervention ap-
proaches could include a rights-based, anti-homophobia,
approach to mitigate HIV-related stigma as well as commu-
nity engagement around HIV prevention. To realize the
promise of PrEP, future research needs to examine how
biomedical prevention can be integrated into the lives of
BMSM across all levels of the ecological framework.
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