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Abstract

The goal of this study was to identify strategies that could yield more inclusive church-based HIV 

prevention efforts. In-depth interviews were conducted with 30 young Black men who have sex 

with men (YBMSM) living in Baltimore, Maryland. The sample had an equal number of regular 

and infrequent church attendees. Nearly one-fourth of the sample was HIV-positive. Interviews 

were transcribed verbatim and analyzed inductively using a qualitative content analytic approach. 

Two main recommendations emerged for churches to offer more inclusive HIV prevention efforts: 

(1) reduce homosexuality stigma by increasing interpersonal and institutional acceptance, and (2) 

address the sexual health needs of all congregants by offering universal and targeted sexual health 

promotion. Thus, results support a tiered approached to providing more inclusive church-based 

HIV prevention efforts. We conclude that Black churches can be a critical access point for HIV 

prevention among YBMSM and represent an important setting to intervene.
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Introduction

Black churches (defined as congregations whose members are predominantly African 

American) around the U.S. have recognized the need for churches to play a greater role in 

HIV prevention (Nunn, et al 2012; Pichon, Williams, & Campbell, 2013). Some of the initial 

responses to the HIV epidemic from Black churches were viewed as unsupportive, critical of 

victims, and stigma-reinforcing (Smith, Simmons, & Mayer, 2005). Over time, Black 

churches began to take more active roles in HIV prevention efforts (Agate, et al., 2005; 

Berkley-Patton et al., 2010; Griffith, et al., 2010; Williams, Palar, Derose, 2011). Recent 

research findings suggest that HIV prevention education, interventions and screening are 

welcome by some congregations and feasible to implement in some Black churches (Pichon 

and Powell, 2015; Weeks et al., 2016). Most church-based HIV prevention efforts have been 
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developed in partnerships with outside organizations and tailored to target audiences such as 

youth and women (Francis & Liverpool, 2009; Stewart, 2014; Wingood et al., 2013). 

However, church-based HIV prevention efforts have not focused on the group most 

profoundly affected HIV – young black men who have sex with men (YBMSM). The goal of 

this study was to identify strategies that could yield more inclusive church-based HIV 

prevention efforts.

Black Churches and Men Who Have Sex with Men (MSM)

There is a plethora of research describing the religious experiences and church involvement 

of Black MSM. For example, researchers have reported that many Black MSM attend 

church, view church attendance and religious worship as deeply intertwined with family and 

community life, and use spiritual practices to cope with life’s challenges (Balaji et al. 2012; 

Cutts and Parks, 2009; Foster, Arnold, Rebchook & Kegeles, 2011; Jeffries, Dodge, & 

Sansdfort, 2008; Quinn, Dickson-Gomez, & Kelly, 2015; Woodyard, Peterson, & Stokes, 

2000). Other studies have also highlighted the psychosocial benefits of religious involvement 

among Black MSM (Pitt 2010; Walker and Longmire-Avital 2013). However, most 

commonly, researchers have described experiences of homophobia, heterosexism and 

stigmatization within Black churches towards Black MSM (Harris 2009; Miller 2007; Valera 

and Taylor, 2011).

The potential for Black churches to perpetuate homosexuality stigma has been of great 

concern (Altman et al., 2012; Haile, Padilla, and Parker 2011; Jeffries, Marks, Lauby, 

Murrill, & Millett, 2013). For example, homosexuality stigma is the social devaluation of 

people who are thought to be homosexual; it refers to personal experiences, interactions and 

stereotyping experiences among non-heterosexual individuals, as well as broader social and 

cultural factors such as power relations, community values, and historical practices (Stuber, 

Meyer, & Link, 2008; Wilson, 2014). For many, stigma and homophobia experienced within 

their families and churches decrease coping and increase experiences of emotional distress 

(Balaji, et al., 2012; Choi, et al., 2011; Radcliffe, et al., 2010). Homosexuality stigma has 

been linked to greater isolation from relatives and friends, and poorer health (Hightow-

Weidman, et al., 2011; Mustanski, Newcomb, Du Bois, Garcia, & Grov, 2011). 

Homosexuality stigma has also been negatively associated with engagement in the HIV care 

continuum, which includes HIV testing, a reduction of HIV risk behaviors, and linkages to 

HIV care among infected individuals (Parker and Aggleton, 2003; Vanable, Carey, Blair & 

Littlewood, 2006).

In summary, Black churches continue to be strong presence in the lives of many Black 

MSM, despite negative associations and potential rejection. However, researchers have not 

yet developed concrete solutions to address more inclusive HIV prevention efforts in 

churches. Thus, additional research is needed to translate previous research findings into 

practice.

Current Study

YBMSM between the ages of 13 and 24 years old continue to be disproportionately 

burdened by HIV, accounting for approximately 45% of all new cases of infection among 
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men who have sex with men (CDC, 2015). The Baltimore City HIV/AIDS Strategy 

(Baltimore City Commission on HIV/AIDS Prevention and Treatment (BCCHIV), 2011) 

suggested that HIV prevention efforts could be improved by increased collaborations with 

religious organizations. Best practices for incorporating the HIV prevention needs of 

YBMSM in churches are lacking, despite the fact that HIV incidence rates have continued to 

rise among this group (Prejean et al., 2011). Black churches are well positioned to be a 

strategic partner in the fight against HIV/AIDS among Black MSM (BCCHIV, 2011). 

However, few studies have outlined approaches for Black churches to engage in HIV 

prevention with BMSM (Buseh et al, 2006; Hill and McNeely, 2013). To address the gap in 

the literature, the goal of this study was to identify strategies that could yield more inclusive 

church-based HIV prevention efforts.

Methods

This qualitative study is a part of the ongoing Social Networks and Prevention (SNAP) 

Project, a larger randomized control trial of an HIV prevention intervention for adult MSM 

and their social networks, conducted in Baltimore, Maryland. The primary aim of SNAP was 

to develop an intervention for MSM (ages 18 and older) to become peer mentors who talk to 

their social networks about HIV and STI risk reduction. The current study focuses on data 

collected through a supplemental study, Prevention in Churches (PiC) Project, which 

exclusively examined churches as a social network among YBMSM (ages 18-25), given that 

YBMSM have one of the highest rates of HIV infection in Baltimore, Maryland (German, et 

al., 2011). A bidirectional recruitment strategy was employed between the two projects, 

whereby participants in both studies were informed of the affiliated research project. 

However, to protect confidentiality, participants were not questioned about their participation 

in any other research studies. The research protocols were approved by the Institutional 

Review Board at Johns Hopkins Bloomberg School of Public Health.

Procedures

Participants were recruited through venue-based outreach (local bars and clubs, community-

based organizations and events, and churches), street outreach, and referrals, including those 

from the parent study. The study team approached potential participants, described the 

purpose of the study and screened for eligibility. Participants were recruited using a criterion 

sampling technique (Patton, 2002). To participate in the parent study, men had to speak 

English, be 18 years of age or older, and report having had sex with another man in the past 

year. To address the experiences of inner-city YBMSM, additional inclusion criterial were 

added. To be eligible to participate, the men had to meet the following criteria: (1) speak 

English; (2) identify as Black/African American; (3) live in Baltimore, Maryland; (4) be 

between the ages of 18 and 25 years old; and (5) report having had sex with another man in 

the past year. Eligible participants were given the option to set up a time, date and location 

for an interview, or to provide contact information at which to be reached to establish an 

interview plan at a later time.

Each participant and study team member mutually agreed upon the interview date, time, and 

location. Participants were required to provide oral consent prior to the start of the interview. 
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Participants completed a demographic questionnaire, and then an interview. Interviews were 

conducted by the first author and two trained female undergraduate research assistants. 

Interviews ranged from 17 minutes to 66 minutes in duration. All interviews were digitally 

recorded. Interviewers also took field notes during and immediately after the interviews. At 

the end of the interview, all participants were compensated $25 and given a flyer describing 

the parent study.

Measures

Church attendance was measured during the initial screening. All eligible participants were 

asked how often they attend church. Participants who reported they attended church once a 

month or more were classified as regular attendee. If they attended less than once a month, 

but more than once a year, they were classified as infrequent attendees.

A semi-structured interview guide was used to conduct the in-depth interviews. The 

interview guide consisted of 12 major questions with a series of probes to help interviewers 

obtain rich responses. Questions were divided into three categories: personal history (e.g., 

what do you like most/least about the last church you attended?), sexual health related 

questions (e.g., if you suspected you had and STI or HIV, what would you do?), and sexual 

health programs in congregations (e.g., what types of church programs, activities or events 

related to sexual health and HIV prevention would you be willing to support?).

Participants completed a nine-item demographic questionnaire. The questionnaire asked 

participants to provide basic information such as their age, highest education level, and HIV 

status. Substance use was measure using two items which asked (1) how often they drank 

alcohol and (2) if they were currently using any of the following drugs: cocaine, crack, 

marijuana, methamphetamines, or non-prescription opiates. Sexual orientation was not 

measured.

Data Analysis

The digital recordings of the interviews were transcribed verbatim by an online 

transcriptionist service. The transcripts were verified by the research team member who 

completed the interview, who corrected any discrepancies or omissions using field notes 

taken during and after the interview. Transcripts were then imported into the qualitative 

software program, Atlas.ti 7.0, to assist in data analysis. Transcripts were analyzed 

inductively using a qualitative content analytic approach (Hsieh & Shannon, 2005). Using 

this approach, a coding manual was created by comparing the interview transcripts with one 

another and then categorizing common responses. Peer debriefings were used to enhance the 

credibility and trustworthiness of our findings (Miles and Huberman, 1994; Toma, 2006). 

Research team members met weekly to compare and contrast categories identified through 

independent open-coding. The final coding manual contained 47 codes. Codes describing 

participants, their connections to churches, and recommendations for HIV prevention in 

Black churches are highlighted in this paper. Ultimately, themes were developed based on 

patterns and topics that persisted throughout the interviews. Demographic data was analyzed 

using SPSS 22.
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Results

Thirty YBMSM living in Baltimore, MD participated. Participants ranged from 18 to 25 

years old (M = 22.5 years). Over half (53%) of participants reported attending church once a 

month or more (regular attendees). Over 80% of participants reported high school 

completion. Twenty-three percent of the sample (n = 7) was HIV-positive.

Participants identified two main strategies for churches to address HIV prevention efforts 

among YBMSM: (1) reduce homosexuality stigma, and (2) address the sexual health needs 

of all congregants. Within each theme, subthemes emerged that elaborate on specific and 

practical applications of each recommended strategy. Results are summarized in Figure 1 

and explained below.

Reduce Homosexuality Stigma

Reducing homosexuality stigma in churches was considered an essential component in 

church-based HIV prevention for YBMSM. Both regular and infrequent church attendees 

reported feeling a sense of connection and nostalgia for attending church with their families; 

however, in most cases their fond childhood memories of the church were tempered with 

currently feeling unwelcome due to their sexual partner selection. Many participants stated 

that church leaders and congregants stared at them in church in a judgmental manner. For 

example,

They are the other people, where this is like, "I don't go there, go to church," 

because when they're going to church, it’s “look at that fag, look at that fag”…They 

don't want to deal with it. – 23 year old, regular attendee, ID #19

As noted above, the stigma related to homosexuality prevented some from feeling 

comfortable in churches and was a significant barrier to church attendance for others. Still, 

many participants believed that homosexuality stigma could be reduced by fostering an 

accepting environment. Two perspectives emerged as to how church leaders could reduce 

homosexuality stigma: a) interpersonal acceptance and b) institutional acceptance

Interpersonal acceptance—All participants discussed the ways in which some churches 

negatively respond to Black MSM. Interpersonal acceptance reflected participants’ (i.e. 

YBMSM) desire to attend church and participate in church activities without feeling judged 

and unwelcome by other congregants because of their sexual preferences. Almost all 

participants, including infrequent attendees, expressed this need to be recognized in Black 

churches by their humanity, talents, and gifts from God, not by their sexual partners. Instead, 

participants advocated for their conflict-free engagement in basic church activities such as 

attending worship services, singing in the choir, or participating in the dance ministry. As 

several participants explained,

If you want people to come with open arms, you have to embrace them with open 

arms. Don't embrace me with whispers and snickering. – 22 year old, regular 

attendee, ID #05
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A lot of churches are judgmental. That's one place that shouldn't be. They should be 

willing and wanting to welcome you with open arms no matter who you are. – 19 

year old, infrequent attendee ID #06

To the pastor, try to emphasize that God loves you. He [God] hates your sin. He 

loves you, but He hates your sin – 24 year old, infrequent attendee, ID #10.

The one thing I really hear a lot is that God loves everybody for who you are. Last 

weekend I went to Boston. I went to the Pride Parade. There were 30 or 40 

churches in the Pride Parade. They were like, "We love you." I was like wow, I wish 

I had that. – 20 year old, regular attendee, ID #22

These participants acknowledged some churches’ stance that homosexuality was a sin, but 

did not see the sin of homosexuality as being any worse than any other type of sin. These 

excerpts reflect a common sentiment among YBMSM that churches should be open to all 

regardless of the sins they commit.

Institutional Acceptance—Institutional acceptance was described as a long-term pursuit 

for Black churches to address HIV prevention among YBMSM for some participants. 

Institutional acceptance referred to the reinterpretation of homosexuality and doctrinal 

changes that align with this perspective among Black churches. These participants suggested 

that churches’ stance on homosexuality as a sinful and immoral is outdated and out of touch 

with current society. They called for churches to “wake up to reality” and become more 

progressive in their thinking around sexual health. Participants’ aspirations for institutional 

changes within churches were discussed frustration.

What the churches need to do is they need to understand that it [homosexuality] 

exists. It's living. It's within your communities. It's within your churches. It's sitting 

in your damn pews. – 25 year old, regular attendee, ID #03

The church definitely needs to be very progressive and become a new church 

because all these old churches, established churches are stuck in their ways. It's 

going to take a progressive, new leader or new pastor with a vision to really see the 

whole picture. – 25 year old, infrequent attendee, ID #20

They have to change the protocol, change the rules, change a lot. A lot will have to 

change within the church. They would have to accept a lot more. They would have 

to accept that people in the congregation are having sex. Everybody's not abstinent. 

People are having sex and there are STDs out here. It's out here. – 25 year old, 

infrequent attendee, ID #24

As noted above, some participants believed that institutional changes within the church and 

among faith leaders were imperative, but not easy. Denying inclusion in church rituals was 

viewed as the most egregious offense to acceptance according to participants. One 

participant said,

I went to a funeral for a transgender. She got shot and died. No church would 

accept her body, because she was transgender. That's the realization of churches. 

She had to have her funeral in a recreational center. – 24 year old, infrequent 

attendee, ID #27
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For these participants, full acceptance of homosexuality into the churches translated into 

integrating sexual minorities into their theological framework, as well as including them in 

church rituals and traditions, such as weddings and funerals. The majority of participants did 

not expect churches to condone homosexuality or change their doctrinal stance on same sex 

relationships. Thus, participants offered little hope that such systematic changes would 

materialize.

Address Sexual Health Needs of All Congregants

Church-based HIV prevention for MSM was positioned within a broader spectrum of health 

promotion. Accordingly, participants noted that sexual health was one component of total 

health and well-being that should be discussed within congregations. One participant pointed 

out the irony of churches that provided care to the dying, but failed to promote disease 

prevention when he stated, “Don't wait for us to get sick and then say, "Go to the hospital!” 

Others agreed that prevention efforts should be as important in churches as recovery and 

healing of the sick. All participants believed that sexual health promotion, including HIV 

prevention, should be both universal (i.e., for the entire congregation) and targeted (i.e., 

YBMSM-specific).

Universal Sexual Health Promotion—Universal sexual health promotion, defined as 

meeting the sexual health needs of all congregants, was one way to have inclusive HIV 

prevention efforts. Participants argued that most congregants would eventually become 

sexually active. Therefore, all congregants, regardless of sexual preferences, would struggle 

with issues related to sex. Instead of stigmatizing sex, participants offered an alternative: 

speak from experience and provide strategies to handle everyday temptations. Participants 

suggested that churches provide “sex positive’ education about topics such as birth control, 

correct condom use, healthy relationship techniques, and HIV testing. Other participants 

identified several common scenarios whereby pastors may be able to provide guidance and 

support for sexual health topics.

Preach a sex positive message. Lead by example. I'm not talking about every time I 

see you, should have a condom on your left eye, I’m talking about safe sex… I 

want to hear your experience. How did you deal with demons when your wife was 

in the pew trying to have sex with you but y'all wasn't married? How did you deal 

with your urges when you wanted to cheat? How did you deal with masturbation? 

These are things I want to hear from my pastor. – 25 year old, regular attendee, ID 

#03

A creation of something, a milestone, a new step for the church where we're 

supporting this in every church, not just the churches on the East that may show a 

high frequency of African Americans, who are gay. All churches, universal, like 

Obama did with healthcare. When you make it universal, no one feels left out, 

whether they're getting it or not. They know it's available for them. – 21 year old, 

regular attendee, ID #12

They [Black churches and their leaders] should put some type of effort into 

showing that they care about your health. …We all know that if a girl comes to 

church, you know she's not married, but she's 16-years-old and she's pregnant. You 

Powell et al. Page 7

AIDS Educ Prev. Author manuscript; available in PMC 2016 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



already know she's having sex. They should talk more about it. – 24 year old, 

regular church attendee, ID #18

Pastors were seen as a primary vehicle for this message, but not the only messenger. For 

many, it was important for the senior pastor to specifically address sexual health and HIV in 

sermons and suggested catch phrases such as “safe sex is great sex.” This authorization, they 

believed, would allow other ministries to address the topics more freely. A range of 

opportunities were suggested for other congregants to be involved. For example, two 

participants offered,

Speak on it, and make it a part of a sermon or a lesson in Bible study or Bible 

school. Make it their daily routine to inform youth and young adults about being 

aware of these things. – 25 year old, infrequent attendee, ID #01

They [Black churches] need to open their doors up to the health department and be 

like, we want to do more activities. Like the pool party, a picnic, a family gathering 

or friends trip. Anything. – 23 year old, infrequent attendee, ID #17

Forging partnerships with other public health entities was frequently discussed as a way to 

integrate sexual health messages into a church’s existing infrastructure. In particular, 

numerous respondents pointed out that people should be encouraged and taught how to 

consistently use condoms correctly. Condom discussions were essential, but condom 

distribution was also deemed important. Participants suggested that churches have a 

designated, but non-stigmatized location where people can obtain condoms, or goody bags 

with educational brochures, condoms and lubricant.

They could just talk about safe sex really. Like a health class. Just talk about it; talk 

about the consequences that can happen when you do something without a condom. 

Most people say, "It's just one time," but in that one time something can happen. – 

19 year old, infrequent attendee, ID #06

People [have] to get out of their personal holdups and remember that they're here to 

help people, and not for their personal life. Church people [have] to realize that sex 

is not the devil. You can talk about it. It's OK to talk about it. It doesn't make you a 

bad person to be open about sex. – 25 year old, infrequent attendee, ID #30

Creating a safe space for sexual health questions and discussions was regarded as “the least 
you [churches] could do” to promote healthy sexual health among their congregants. 

Furthermore, participants viewed the proactive messaging was more important than the 

format and details of sexual health education, which adds an element of flexibility to the 

efforts churches can offer.

Targeted Sexual Health Promotion—In addition to the suggestions provided to 

churches to address the sexual health of all congregants, participants provided suggestions 

for churches to specifically address HIV prevention among YBMSM. Targeted sexual health 

promotion referred to the development of groups and services that were tailored to meet the 

needs of YBMSM. Nearly all participants expressed the need for a support group for 

YBMSM, many of whom may feel isolated or confused.
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A support group is all that church really needs. Especially an African American 

church, because they're the ones, they will shun you as fast as popcorn… 

Everybody doesn't need to know everybody's business, but if you are in the church 

and you are struggling with being on the low or being a gay male and you don't 

know how to deal with it, you can have a support team – 22 year old, regular 

attendee, ID #05

Some participants also pointed out that holding MSM support groups in churches would also 

provide a platform for faith leaders to listen to the issues of MSM to better help them 

address their needs. Three participants noted,

I wasn't aware of things. My parents didn't tell me. Church didn't tell me. You got to 

start somewhere. Let me help you help me. – 24 year old, regular attendee, ID #02

Open the doors to the gay community. Make them want to come. One Sunday of 

the year, or of the month, dedicate the day to homosexuals, and/or a message to 

them, or let's plan out…what is it? A revival for homosexuals, to give that message, 

to make them use condoms, treatment if they have an STD. – 23 year old, 

infrequent attendee, ID #17

I feel like if a church throws things like the pastor teaching a health class for gays, 

it'd really wow the gay community. – 23 year old, regular attendee, ID #19

Thus, participants view church-based support groups a safe place for YBMSM to both offer 

and receive counsel.

Participants also recommended that churches be better equipped to connect YBMSM to HIV 

prevention, testing, and care services, since they are at an elevated risk of contracting HIV. 

Consistently, respondents believed faith leaders and Black churches could play a role in 

reducing the gaps in the HIV continuum of care for YBMSM. As explained by one 

participant,

Let's talk about how you can make a change in someone's life, as far as sending 

them to Chase Brexton [comprehensive health care clinic in Baltimore, MD]. I'm 

pretty sure all these pastors know an outreach or resource program that these people 

can go to. – 25 year old, regular attendee ID #07

As implied above, pastors who are also informed about HIV resources have the potential to 

improve engagement in care and outcomes of people who are at risk or living with HIV.

Participants also repeatedly advocated for the HIV counseling and testing to be available at 

church-sponsored events, not just health fairs or National HIV/AIDS Day activities. Offering 

HIV testing at church picnics, pools parties, block parties, or barbeques and other church-

wide events would serve a dual purpose. On one hand, they could serve as acts of support 

and acceptance toward the MSM community. On the other hand, participants noted that 

church-wide events provide a perfect platform to support anonymous HIV testing and 

education. One participant linked HIV testing specifically to religion and God’s desire for 

people to be healthy,
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Like I said, we have whatever services available to you as far as testing and all that 

stuff. Churches are godly places. God wants us to be healthy. – 21 year old 

infrequent church attendee, ID #11

Participants acknowledged that churches often reach a wide demographic audience. Thus, 

youth and individuals whose sexual identity is kept private could attend and enjoy such 

events, while anonymously taking advantage of the sexual health outreach. More 

importantly, it allows the entire congregation to be engaged and involved in the promotion of 

health of all its members.

Discussion

This study was designed to identify strategies that could yield more inclusive church-based 

HIV prevention efforts. Our findings demonstrated that YBMSM viewed churches as a 

potential source for HIV prevention. Our study findings suggest that reducing homosexuality 

stigma within Black churches may help to reduce HIV transmission within the YBMSM 

community. Open dialogue within churches may increase HIV knowledge and improve 

access to social support for prevention and care. Study findings also echo the need for 

churches to integrate sexual health into the discussion of total health (Williams, Pichon, 

Latkin & Davey-Rothwell, 2014), both for YBMSM and other congregants. Ultimately, our 

results support a tiered approached to providing more inclusive church-based HIV 

prevention efforts.

Homosexuality stigma is one of the common challenges of HIV prevention efforts for 

YBMSM (Sullivan, et al. 2012). In the current study, homosexuality stigma reduction was 

viewed as an integral part of HIV prevention in churches. Consistent with previous research 

by Bluthenthal and colleagues (2012), participants acknowledged the complexity of 

confronting organizational and cultural values that may be in direct conflict with HIV 

prevention efforts. Despite the anticipated difficulty of overcoming deeply held religious 

beliefs about homosexuality, nearly all participants believed that more respectful treatment 

of YBMSM would foster more inclusive church-based HIV prevention efforts. Participants 

suggested that faith leaders have an opportunity to address homosexuality stigma by 

encouraging congregants not to judge others and emphasizing the importance of coming 

together as a diverse community to promote social change. Unfortunately, many faith leaders 

may not have been adequately trained to address the range of issues associated with sex and 

sexuality. As a result, some clergy will continue to conceptualize homosexuality as deviant 

and immoral behavior (Ward, 2005), while other clergy welcome Black MSM to leadership 

roles including deacons, ushers, and committee members (Douglas, 1999; Woodyard et al., 

2000).

Our findings suggest that churches might benefit from having a range of sexual health 

promotion options to consider, which situates prevention as part of an overall continuum of 

care. On one end of the spectrum, HIV prevention materials and events can be offered 

through partnerships with churches and public health professionals (e.g., Derose et al, 2011; 

Lindley Coleman, Gaddist, & White, 2010; Williams, Griffith, Pichon & Campbell, 2011). 

This approach allows for all congregants to benefit from the increased exposure to HIV and 
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sexual health materials. On the other end of the spectrum, faith leaders and congregants 

could actively advocate for stigma and risk reduction by having YBMSM speak from the 

pulpit about their experiences of stigma and prejudice (Winder, 2015). This tiered approach 

aligns with the Gordon’s (1983) classification system of prevention (e.g., universal, selected, 

and indicated), which reflect the needs of diverse subgroups that present different levels of 

risk. As suggested by participants, expanding the focus of ministry meetings, may also 

facilitate sustainability because this approach allows the entire congregation, not just the 

faith leaders, to participate and be accountable for the outcomes. Thus, faith leaders can 

engage in HIV prevention efforts that best suit their congregations.

Strengths and Limitations

Study findings should be considered within the contexts of several limitations. First, the 

small sample size of this qualitative study limits the generalizability of the findings to other 

geographic locations and age groups. Second, selection bias may have impacted study 

results; men who were willing to participate in this research may have been different from 

those who chose not to participate in ways that cannot be examined with our data. In 

addition, we did not obtain data on sexual orientation. It is likely that there was diversity in 

the ways in which participants identified themselves, which in turn may have influenced 

their responses. Finally, we did not collect data from faith leaders or family members of 

YBMSM. The lack of other voices reduces our ability to accurately assess whether the 

strategies for more inclusive HIV prevention in Black churches would be feasible, even if 

they are acceptable among YBMSM.

Despite these limitations, this study makes important contributions to the literature. First, 

this is one of the first studies to obtain the perspectives of YBMSM on concrete strategies to 

develop more inclusive HIV prevention effort in Black churches. Having both regular and 

infrequent church attendees in the sample suggests that the strategies for more inclusive HIV 

prevention efforts in churches would be acceptable to YBMSM regardless of their level of 

church involvement. Second, our findings offer a compelling contrast to the research with 

non-YBMSM samples that suggested non-heterosexual identities should be kept private 

within churches (Barnes, 2013; Wilson, Wittlin, Muñoz-Laboy & Parker, 2011). Our 

participants not only suggested additional openness around sexuality, but also offered a 

menu of options on how churches might address such issues. Finally, our qualitative findings 

contribute to the ongoing efforts to identify culturally sensitive HIV prevention approaches 

for YBMSM. Specifically, our findings lay the foundation for the development, 

implementation and testing of church-based HIV prevention programs that are acceptable 

and feasible to YBMSM. Future interventions would likely benefit from addressing issues 

specifically related to YBMSM experiences in churches and recommendations for church-

based HIV prevention.

Conclusions

Black churches have the potential to reach, support, and provide services to YBMSM. 

Findings from the current study suggest that Black churches can be a critical access point for 

YBMSM and represent an important setting to intervene for HIV prevention. Strategies to 

reduce homosexuality stigma and address sexual health needs among congregants were 
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offered as ways to offer more inclusive HIV prevention efforts within churches. It is crucial 

that we identify, understand, and address homosexuality stigma and the tensions that exist 

within Black churches as we consider comprehensive HIV prevention in these settings. 

Future researchers might consider partnering with churches to develop HIV prevention 

programs that focus on the determinants of HIV risk that place all individuals, not just 

YBMSM, at risk for contracting the virus. Additional research is also needed to fully 

understand the extent to which the described recommendations can reduce the spread of HIV 

among YBMSM.
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Figure 1. 
Recommendations for More Inclusive HIV Prevention Efforts for YBMSM in Black 

Churches
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