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Abstract

Objective—Implementation of HIV pre-exposure prophylaxis (PrEP) programs for populations 

with highest incidence is critical to reducing new infections in the United States. Black and Latino 

men who have sex with men (BLMSM) are disproportionately burdened by HIV. We examined 

differences in perceived barriers and facilitators to PrEP access for BLMSM compared to other 

MSM.

Method—MSM who met CDC criteria for PrEP (n = 491) completed measures of barriers and 

facilitators to PrEP at the systems-, provider-, and individual-levels. Multivariate analyses 

examined differences by race/ethnicity, adjusting for other sociodemographic factors.

Results—Compared to other MSM, BLMSM (56% of the sample) were more likely to have 

public insurance and access health care via public clinics (aOR 3.2, p< 0.001; aOR 2.4, p< 0.01). 

BLMSM were more likely to regard having to talk to their doctor about their sex life as a barrier to 

PrEP (aOR 3.7, p< 0.001), and less likely to endorse agency in medical decision-making (aOR .58, 

p< 0.001). BLMSM were more likely to report PrEP stigma (aOR 2.3, p< 0.001) and concerns 

regarding PrEP efficacy (aOR 1.6, p< 0.05). BLMSM were more likely to consider access to free 

sexual health care (aOR 2.1, 95% CI: 1.3-3.3; p< 0.01) and additional supportive services, e.g., 

counseling (aOR 3.1, p< 0.001) or text-based support (aOR 2.9, p< 0.001), to be significant 

facilitators of PrEP use.

Conclusions—Findings suggest specific points of multi-level intervention to increase PrEP 

access for BLMSM and increase representation of BLMSM along the PrEP continuum of care.
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INTRODUCTION

Daily oral use of anti-retroviral medications as pre-exposure prophylaxis (PrEP) has been 

demonstrated to be an extremely effective biomedical HIV prevention tool.1-4 The challenge 

now is implementation – how to ensure genuine access to PrEP for individuals who would 

most benefit from it.5,6 In considering lessons learned from implementation of 

antriretrovirals for HIV treatment, comprehensive access is still lacking; data from the 

widely used HIV treatment “cascade,” or continuum of care, indicate that only 33% of those 

infected in the United States (U.S.) have been prescribed antiretroviral therapy.7 Research on 

barriers along the treatment cascade can inform PrEP implementation efforts, but there are 

unique dynamics inherent in PrEP uptake and persistence that have yet to be fully 

understood.

In an effort to shed light on these dynamics, several researchers have proposed a PrEP 

continuum of care, which, analogous to the treatment cascade, draws attention to the specific 

steps necessary for identifying, engaging, and retaining patients on PrEP.8,9 The proposed 

PrEP cascades begin with patients who are interested in PrEP10 or aware of and willing to 

take PrEP,9 and then moves to the subset of those patients who can be linked to/access PrEP-

related care, and then the subset of patients who receive a PrEP prescription. Retention and 

adherence are the ultimate goal of successful PrEP implementation, but engaging highest 

priority individuals in PrEP programs is a necessary first step toward prevention goals.

To date, this engagement, i.e., uptake of PrEP by highest priority populations, has been slow. 

And perhaps more concerning, early indications suggest that awareness and uptake of PrEP 

are lowest among Black men who have sex with men (MSM),11-14 and adherence seems to 

be lower among young Black MSM compared to white and Latino youth.15 While uptake of 

PrEP has increased by over 500% between 2013 and 2015, recent data suggest that 75% of 

all prescriptions were filled by Whites, with only 10% and 12% being filled by Blacks and 

Hispanics, respectively.16 Differences in PrEP uptake by race/ethnicity are important 

because Black and Latino MSM bear a disproportionate burden in terms of HIV incidence in 

the United States.17-21 In fact, the Centers for Disease Control and Prevention (CDC) 

recently reported that the lifetime risk of HIV infection among Black MSM is one in two, 

and the lifetime risk of infection for Latino men is one in four, compared to a lifetime risk 

among White MSM of one in eleven.22 Intervention at every level of the prevention and 

treatment continuum is needed immediately to address such unacceptable disparities, and 

increasing access to effective biomedical prevention is a critical component of any such 

action.

As part of these efforts, research is urgently needed to better understand differential PrEP 

uptake among Black and Latino MSM. In studies that ask participants about PrEP interest 

and acceptability, reported willingness to adopt PrEP among Black and Latino MSM is as 

high (if not higher) than that reported by white and other MSM.13,23-25 However, we know 

that hypothetical interest is not the same as real-world willingness, which is impacted not 

only by “objective” factors such as PrEP awareness/knowledge, but also by underlying 

attitudes and beliefs that influence comprehension and interpretation of any PrEP education. 
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In addition, we know that PrEP availability is not the same as access. In order to be truly 

accessible, PrEP programs must be available to highest priority individuals within the 

settings in which they are most likely to receive care and in a manner that is financially 

affordable. Emerging research also points to the important role of providers in PrEP 

implementation. Meaningful PrEP access for patients happens both before and after they 

express interest in PrEP. Many patients learn about PrEP for the first time from their medical 

providers, while others report that their providers have been a barrier to PrEP 

prescription.26-28 Comprehensive PrEP implementation requires increasing patient-provider 

communication about HIV prevention and ensuring that providers serving highest priority 

populations are willing and able to offer PrEP to them.

This paper analyzes data collected from MSM of varying race/ethnicity regarding potential 

barriers to PrEP implementation relevant to these first three steps of the PrEP cascade – 

interest, access, and prescription. These levels may be mapped onto what has been termed 

the social-ecological model,29 which treats individuals as embedded within larger 

environments and social systems, and acknowledges that these multiple levels of influence 

are interactive and reinforcing.30 Application of social-ecological models to program 

implementation is recommended by both the CDC and the Institute of Medicine, and several 

such models have been developed specifically to understand the HIV prevention 

context.31,32 As such, we applied these cascade steps to factors at the patient-, provider, and 

systems-levels, positing that both risk and health behaviors are “generated and perpetuated 

through socially or environmentally structured social interactions.”32 We operationalized 

interest barriers at the patient-level, examining attitudes and beliefs that might discourage 

uptake. We operationalized prescription barriers at the provider-level, examining dynamics 

of patient-provider interaction. In these analyses, we are particularly interested in differences 

in barriers at each level by race/ethnicity. Finally, we operationalized access barriers at the 

systems-level, examining the type of setting in which patients are more likely to access PrEP 

and the ways in which they may be able to pay for it. In a previous paper analyzing a portion 

of this sample34 [blinded for review], we reported that there were differences in a subset of 

these barriers by race/ethnicity. However, that analysis included only 184 participants, did 

not include BLMSM-specific analyses, was not sufficiently powered to adjust for the role of 

socioeconomic status, and did not examine systems- or provider-level barriers. These 

analyses build on and clarify these previous findings. A better understanding of the ways in 

which Black and Latino MSM differ from their White counterparts may allow us to identify 

potential targets for intervention to meaningfully increase PrEP access across the continuum 

of care for these high priority individuals.

PARTICIPANTS AND METHODS

Between January 2012 and June 2014, 500 participants were enrolled in a cross-sectional 

study examining the impact of PrEP messaging and communication strategies on PrEP 

knowledge and adoption intentions. Participants were recruited in the New York City area 

[blinded for review] using passive recruitment (i.e., display of study flyers and cards in local 

venues catering to our target populations; placement of study ads on websites and mobile 

applications used by MSM to seek partners, such as Grindr, Adam4Adam, or Craigslist), 

active recruitment (i.e., outreach at bars, events, community-based organizations), and 
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participant referral. Eligible individuals were born male (regardless of current gender 

identity), aged 18 years or older, self-reported an HIV-negative serostatus, and reported at 

least one act of condomless anal sex with a male partner in the past 30 days, consistent with 

CDC's guidelines for PrEP eligibility for MSM.35 Although current CDC guidelines do not 

recommend PrEP for MSM in monogamous HIV-negative partnerships, we decided to 

include men who reported recent condomless sex regardless of partner type, because 

modeling data suggest that between one-third and two thirds of infections among gay and 

bisexual men result from sex with main partners 36,37 and surveys of gay couples suggest 

that some couples have discrepancies in their beliefs about monogamy agreements and/or 

may break such agreements.38-40 After providing informed consent, participants received 

information about PrEP, completed a self-administered computer survey, and an interviewer-

administered semi-structured Timeline Follow-Back assessment41 of sexual behavior in the 

past 30 days. All procedures were reviewed and approved by the Human Research 

Protections Program at the City University of New York [blinded for review].

Measures

Sample Characteristics—We collected information on the sample's characteristics, 

including age, race/ethnicity, education, income, sexual identity, and relationship status. 

Race/ethnicity was asked using a two-part question consistent with federal reporting 

requirements42: 1) Do you consider yourself Hispanic or Latino (yes/no); and 2) How would 

you describe your race (including the five racial categories defined by OMB, plus the option 

of “multiracial” and “other.”). Individuals who chose “multiracial” or “other” were asked to 

check as many of the OMB racial categories as they liked and were given the ability to self-

report a race not listed. While we acknowledge that any classification of participants’ race/

ethnicity into discrete categories for analysis is inherently problematic,43 we operationalized 

race/ethnicity for the purposes of this study according to the definitions in the most recent 

NIH diversity statement, which defines five racial and ethnic categories, and classifies 

individuals as Hispanic or Latino if they have a “Spanish culture or origin, regardless of 

race.”44 As such, we examined the data for each person who reported being Hispanic or 

Latino, “multiracial” and “other”, given that some participants who identified as Hispanic or 

Latino used at least one of these categories for self-classification. If Hispanic or Latino 

appeared in any of these fields, these participants were classified accordingly. Further, any 

participant who chose Black, African American, Caribbean, or West-Indian was classified as 

Black. Based on these classifications, a third of the sample (n = 163; 33%) identified as 

Black/African American, nearly a quarter (n = 114; 23%) identified as Latino, 37% (n = 

183) identified as white, and 7% (n =31) as “other” (including “multiracial” individuals who 

did not indicate anything else). Therefore, over half of the sample (56%) identified as Black 

or Latino, and the vast majority of other MSM (183 of 214; 86%) identified as white. 

Finally, participants were asked whether they were currently taking PrEP; nine participants 

were excluded for this reason from the current analysis.

HIV Risk and Prevention Behavior: Sexual and substance use behavior in the past 30 days 

was assessed with a modified version of the semi-structured Timeline Follow-Back 

interview. 41 Using a calendar, interviewers asked participants to report the type of sexual 

activity (anal or vaginal intercourse; with or without a condom) by partner type (primary or 
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casual) on each of the prior 30 days. Participants were also asked to report any substance use 

and heavy episodic alcohol use (five or more standard drinks). For the current analyses, we 

examined total number of partners, number of condomless anal sex acts, percent of anal sex 

acts that were condomless, number of heavy drinking days, and number of substance use 

days. Participants were asked when they were last tested for HIV, and responses were 

dichotomized into within the past 6-months or over 6 months ago.45 Consistent with our 

previous work,34 [blinded for review] PrEP adoption intentions were assessed using a single 

item dichotomized to reflect whether or not the participants would “definitely or probably” 

take PrEP if it were available for free.

Barriers to PrEP Access and Uptake—We examined specific factors that might impact 

PrEP access and uptake at three levels. At the systems-level, we asked participants about 

insurance type (public, private, uninsured) and point of health care access (private doctor, 

community health center, public clinic or hospital/emergency room).

At a provider level, we asked participants whether or not they: 1) had a specific provider 

they saw regularly (yes/no), and 2) considered having to talk to their doctor about their sex 

life to be an important barrier to PrEP use (5-point scale, dichotomized into 1-3 (not 

important) versus 4-5 (important)). Third, we asked participants a single item46 to assess 

patient preferences for participation in treatment decision-making. Participants were asked 

to choose one of five “ideal” preferences, ranging from 1 “the doctor should make the 

decisions using all that's know about the treatments” to 5 “I should make the decisions using 

all I know or learn about the treatments.” We dichotomized this item to represent either 

“high” (a value of 3 or above) or “low” (a value of 2 or lower) desire for agency in medical 

decision-making, with 3 representing equal involvement of doctor and patient in decisions 

making.

At a patient level, we asked participants five questions about the importance of specific 

barriers to PrEP, each rated on a five-point scale (1 = not at all important; 5 = extremely 

important). Barriers included concerns that: a) I have to take a pill every day; b) people will 

see me taking the medication and will want to know why I'm taking it; c) people will see me 

taking the medication and think that I have HIV; and d) PrEP does not provide complete 

protection against HIV infection. For analysis, each barrier was dichotomized into 4-5 

“important” versus 1-3 “not important.” Finally, participants were presented with a list of 

sexual behaviors and asked to rate whether taking PrEP would make these behaviors more or 

less risky (5 point scale, 1 = much less risky; 3 = no change; 5 = much more risky). In order 

to assess whether participants believe that sexual behavior is less risky on PrEP, we chose 

three behaviors -- condomless anal insertive sex, condomless anal receptive sex, and sex 

with an HIV-positive partner – and coded whether the participant believed that this behavior 

was less risky on PrEP (i.e., 3 or below).

Finally, we asked several questions ascertaining potential factors that might catalyze PrEP 

adoption intentions (e.g., “Not having to pay for PrEP”; “Access to text-based support on 

PrEP use”). These factors, which we explored previously in our work,34 [blinded for review] 

were informed by literature reviews and consultation with PrEP experts; the response 
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options were on a 5-point Likert scale which we dichotomized for analyses into low versus 

high scores.

Statistical Analysis—Analyses were conducted in using SPSS software 22 (IBM SPSS 

Statistics, IBM Corporation, Chicago, IL). As these data are drawn from a larger study of 

PrEP messaging factors, we first verified that there were no differences by study condition 

on any of the variables included in these analyses. Initial bivariate analyses examined 

demographic and behavioral differences between the Black, Latino, and other MSM in our 

sample, using chi-square for categorical variables, t-tests for continuous variables, and non-

parametric tests for count variables. Then, logistic regression models were used to examine 

differences by race/ethnicity on variables within each of the three types of barriers to PrEP 

access – system, provider, and patient. We calculated both crude odds ratios (ORs) and ORs 

adjusted for socioeconomic status (SES) by including education and income (whether or not 

participants held a Bachelor's degree or earned $10,000 or less annually). In preliminary 

analyses, there were no significant differences between Black and Latino MSM on the 

variables of interest; rather, MSM from each of the two racial/ethnic groups demonstrated 

the same pattern of difference from the rest of the sample. As such, our final analyses below 

combine Black and Latino participants (BLMSM) and compare them with other MSM. This 

analytic decision was made for parsimonious reporting; however, the limitations of this 

approach and the importance of further data collection on Black and Latino MSM separately 

are discussed below.

RESULTS

Table 1 outlines the characteristics of the sample and compares BLMSM to other MSM in 

terms of demographic factors and HIV risk and prevention behavior. BLMSM were 

significantly more likely than other MSM to make less than $10,000/year and were less 

likely to have a bachelor's degree. BLMSM were also more likely to be between the ages of 

18 and 29 and were less likely to identify as gay. There were no differences in race/ethnicity 

by relationship status, frequency of last HIV test, or reported willingness to use PrEP. Black 

and Latino participants reported a greater number of sexual partners in the past 30 days; 

however, there were no differences in the number of condomless sex acts. Black and Latino 

participants reported that a significantly smaller percentage of their total anal sex acts were 

condomless (56% compared to 66% for other MSM, p < .001). There were no differences in 

substance use or heavy drinking days by race/ethnicity.

Barriers to PrEP Access and Uptake

Table 2 displays odds ratios and adjusted odds ratios for each potential PrEP barrier, 

comparing BLMSM to the rest of the sample. Even after adjusting for education and 

income, BLMSM were significantly less likely to have private health insurance and more 

likely to have public insurance (aOR .45, 95% CI: .29-.68; p< 0.001; and aOR 3.2, 95% CI: 

1.9-5.2; p< 0.001, respectively). Further, BLMSM were significantly more likely to access 

health care via public clinics (aOR 2.4, 95% CI: 1.2-4.7; p< 0.01). Identification as gay was 

included as a systems-level barrier, because many PrEP programs are being implemented 

through gay-focused health centers. Although BLMSM were significantly less likely to 
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identify as gay in bivariate testing, this difference was no longer present after adjusting for 

SES.

In terms of provider level barriers to PrEP, BLMSM were significantly more likely to regard 

having to talk to their doctor about their sex life as a barrier to seeking PrEP (aOR 3.7, 95% 

CI: 2.1-6.6; p< 0.001). Additionally, BLMSM scored lower on desire for agency in 

participating in medical decisions (aOR .58, 95% CI: .38-.87; p< 0.001). A high percentage 

of participants (75%) reported having a regular provider (369/491), and this factor did not 

differ by race/ethnicity.

At the patient level, BLMSM were significantly more likely to endorse stigma-related 

concerns related to PrEP, including concerns that others will notice they are taking a pill and 

want to know why (aOR 2.3, 95% CI: 1.5-3.8; p< 0.001) and people will see them taking a 

pill and think they are HIV-positive (aOR 2.1, 95% CI: 1.3-3.3; p< 0.01). Having to take a 

pill a day was more likely to be a concern for BLMSM than for the rest of the sample (aOR 

2.4, 95% CI: 1.6-3.7; p< 0.001). BLMSM had consistently lower beliefs regarding PrEP 

efficacy. As such, they were significantly less likely than the rest of the sample to believe 

that PrEP would reduce the risk of HIV acquisition during anal condomless receptive (aOR .

61, 95% CI: .40-.92; p< 0.05), insertive sex (aOR .51, 95% CI: .33-.80; p< 0.01), or sex with 

an HIV-positive partner (aOR .61, 95% CI: .40-.91; p< 0.01). Lastly, BLMSM were 

significantly more likely to indicate concerns that PrEP does not provide complete 

protection against HIV (aOR 1.6, 95% CI: 1.1-2.4; p< 0.05).

Facilitators to PrEP Access and Uptake

Table 3 presents results from comparisons between the two groups of interest regarding 

facilitators of PrEP adoption. BLMSM, even after adjusting the models for SES, differed 

significantly from the rest of the sample in the importance they attributed to the following 

facilitators of PrEP uptake at the systems level: having access to free HIV testing and 

counseling (aOR 2.1, 95% CI: 1.3-3.3; p< 0.01); having access to free sexual health care 

while on PrEP (aOR 2.1, 95% CI: 1.3-3.3; p< 0.01); at the provider level: access to support 

or counseling about their sex life (aOR 2.5, 95% CI: 1.7-3.7; p< 0.001); access to one-on-

one counseling and support for PrEP use (aOR 2.6, 95% CI: 1.6-3.9; p< 0.001); and at the 

patient-level: access to text-based support for PrEP use (aOR 2.4, 95% CI: 1.6-3.7; p< 

0.001); and access to group adherence PrEP support (aOR 2.4, 95% CI: 1.6-3.6; p< 0.001). 

Finally, there were no differences between the groups in how important it would be not to 

pay for PrEP (Table 3).

DISCUSSION

This analysis was designed to identify differences between Black and Latino MSM 

(BLMSM) and other MSM (who were predominantly White) that are most relevant to the 

first three steps of the PrEP cascade – interest, access, and prescription. Our goal was to 

identify key factors that might be integrated into PrEP uptake and sustainability strategies 

for MSM of color in the United States. Although they were similar to other MSM in terms 

of sexual behavior, HIV testing patterns and stated intentions to adopt PrEP, BLMSM 

demonstrated significant and distinct multilevel barriers to PrEP adoption that may disrupt 
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their ability to access and engage with PrEP programs. At the patient level, BLMSM were 

significantly more likely to endorse stigma-related barriers to PrEP use (i.e., concerns about 

others seeing them taking the medication) and were significantly less likely to believe in the 

efficacy of PrEP (i.e., that taking PrEP reduces the risk associated with condomless sex), 

compared to other MSM. At the provider-level, BLMSM were more likely to report that 

talking to their provider about sex is a barrier to PrEP and expressed lower agency for 

medical decision-making. At the systems-level, BLMSM were less likely to identify as gay, 

more likely to receive care at a public clinic and more likely to be publically insured.

These findings suggest a complex set of barriers to BLMSM's interest/engagement in PrEP, 

including a potential skepticism of the medical establishment in general47,48 (by being 

apprehensive about discussing their sex lives with their doctors, lacking a sense of agency in 

their own medical decision power, and not trusting the proven efficacy of PrEP.) These 

barriers are similar to those identified for HIV treatment among individuals of color, 

including a lack of trust in HIV-related care 49,50 and the efficacy of anti-retroviral 

medication in particular,47 fueled by the awareness that optimal courses of treatment are at 

times not offered by racist and homophobic providers.34,51,52 Our failure to adequately 

address inequity and discrimination in HIV prevention and care has the potential to further 

exacerbate disparities in the epidemic, and evidence is emerging showing that young BMSM 

are often not offered the option of PrEP.14

Not surprisingly, our BLMSM participants isolated having to talk to their doctor about their 

sex life as a significant barrier to PrEP compared to the rest of the sample. These findings 

are disconcerting given the CDC PrEP guidelines recommending discussing patient's sexual 

patterns in the context of PrEP education and counseling.35 However, such discussions will 

likely not be initiated by patients, nor are they normatively practiced by providers, especially 

in HIV testing contexts,35,53-55 where PrEP introduction may be ideal yet curtailed due to 

potential provider homophobia.56 As one intervention step for the immediate future, 

providers may wish to purposefully incorporate the opening of such discussions into their 

routine practice, and in such a way that it is culturally sensitive to the patient and agentic in 

lowering their own and patient's discomfort around having these conversations. In fact, there 

is evidence that LGBT-affirmative training for medical providers has the potential to lower 

stigmatizing attitudes and increase cultural competency,57,58 including towards treating 

sexual and gender minorities equitably.59 Exposure to such trainings for all level medical 

staff would be ideal.

Even for BLMSM who may be as ready to adopt PrEP as their counterparts, the ways in 

which PrEP programs are currently configured may not be meeting their needs.60 The fact 

that significantly fewer BLMSM identify as gay leads to the inference that they might also 

be less likely to present for care at an LGBT-based health centers or programs, where PrEP 

is currently primarily promoted. This finding leads us to suggest that public-based facilities 

where BLMSM may utilize for routine check-ups (such as STD or primary care clinics), 

should actively promote PrEP via displayed waiting and exam room brochures, pamphlets 

and posters, as well as during provider interactions, just as HIV testing was not long ago 

routinely introduced in these practices. Further, programs that provide PrEP but do not 

include access to facilitators such as supportive services or free sexual health care may not 

Lelutiu-Weinberger and Golub Page 8

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2017 December 15.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



be truly “available” for BLMSM. PrEP programs must be actively developed with redress of 

these problems and in response to them. Importantly, BLMSM in our sample were more 

likely to rate the availability of enhanced services (e.g., access to free sexual health care 

while on PrEP, access to one-on-one counseling) as important facilitators of PrEP use, 

compared to their counterparts. These data suggest that BLMSM may want and be receptive 

to programs that concretely increase health care access in the context of PrEP. The PrEP 

uptake facilitators suggested by our analyses align with recent encouraging findings of 

HPTN 073 showing that adherence among BMSM in three cities was high when participants 

received client-centered care coordination. 61 These procedures, similar to support 

facilitators found important by our BLMSM sample, entailed tailored coordination of 

services, including service referrals, linkage and individually tailored follow-up strategies to 

uphold psychosocial needs that may otherwise pose barriers to PrEP uptake and adherence. 

Additionally, qualitative data on PrEP facilitator for African-American youth suggest the 

importance of PrEP provision in settings that are familiar and can provide services without 

long waits.62 Text-based adherence supports have been used in PrEP research63,64 but not 

integrated into practice. Our findings contribute to a growing body of data suggesting that 

MSM of color are receptive to mobile health technologies for HIV prevention.65-67

Limitations

These findings should be considered in the context of several limitations. Perhaps the most 

important limitation is that this study was not designed to examine racial/ethnic differences 

in PrEP-related barriers, and therefore did not include specific questions that might better 

elucidate culturally competent models for intervention. This lack of culturally-specific 

barriers is evinced by the fact that Black and Latino MSM did not differ significantly from 

each other in endorsement of barriers; rather they differed only from their predominately 

white counterparts. These analyses are not meant to suggest that the specific dynamics of 

PrEP engagement for Black and Latino MSM are the same, or that strategies to enhance 

engagement for these groups should be similar. However, these analyses do suggest that 

MSM of color may face a significantly different set of barriers along the PrEP cascade, and 

underscore the importance of better understanding how to ameliorate these barriers with 

culturally-competent and specific strategies. The systemic racism and historic discrimination 

encountered in medical settings may increase medical mistrust for MSM of color in general, 

but modes of redress must be examined with an appreciation of the unique cultural contexts 

in which they may be experienced for Black and Latino MSM separately.

Second, participants in this study were enrolled on a PrEP messaging study, and therefore 

were interested, at some level, in learning about PrEP, and might be more open to PrEP 

adoption than the general population of MSM. However, this increased interest would be 

true for participants regardless of race/ethnicity and so would be unlikely to influence the 

differential findings presented above. Third, study data were collected from 2012 to 2014, 

and increased knowledge about and shifting attitudes toward PrEP may influence these 

barriers and attempts to reduce them. However, given persistent disparities in PrEP adoption, 

it seems critical to consider these differences in cascade-focused barriers as they relate to 

enhanced implementation efforts.
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CONCLUSIONS

Despite these limitations, this analysis informs a broader understanding of efforts to increase 

representation of BLMSM along the PrEP continuum of care. Increasing interest in PrEP 

may involve high-quality education about PrEP efficacy, and increased engagement by 

trusted community members and representatives. Current PrEP messaging focuses on what 

PrEP is (i.e., an HIV prevention pill), but less on how we know it works. Increasing access 

may require ensuring that there are multiple entry points for PrEP services, provided in the 

settings BLMSM already visit, rather than where we hope to recruit them. Lastly, increasing 

prescription may require enhancing patient-provider communication about sexual health and 

involving BLMSM in a meaningful way in their medical decision-making more generally.
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Table 1

Sample Characteristics (N=491).

Total Black and Latino MSM (n = 277) Other MSM (n =214)

N(%) n(%) n(%) Significance

Age p < 0.05

    18-29 233 (47) 144 (52) 89 (42)

    30-49 216 (44) 115 (42) 101 (47)

    50 and above 42 (9) 18 (7) 24 (11)

Education p < 0.001

    Does not have a BA 274 (56) 204 (74) 70 (33)

    BA or more 217 (44) 73 (26) 144 (67)

Income p < 0.001

    <$10,000 151 (31) 113 (41) 38 (18)

    $10,000 to $49,000 255 (52) 142 (51) 113 (53)

    $50,000 to $75,000 42 (8) 15 (5) 27 (13)

    > $75,000 43 (9) 7 (3) 36 (17)

Sexual Identity p < 0.01

    Gay 357 (73) 188 (68) 254 (78)

    Not gay 134 (27) 89 (32) 45 (21)

Relationship Status n.s.

    Single 251 (51) 149 (54) 102 (48)

    In a relationship 240 (49) 128 (46) 112 (52)

HIV Testing n.s.

    Past 6 months 346 (70) 200 (72) 146 (68)

    Over 6 months ago 145 (30) 77 (28) 68 (32)

Likelihood of taking PrEP n.s.

    Maybe or definitely not 162 (33) 84 (30) 78 (36)

    Probably or definitely 329 (67) 193 (70) 136 (64)

Mean (SD) Mean (SD)

Number of sexual partners 5.1 (6.6) 3.7 (4.0) p < 0.01

Number of condomless anal sex acts 4.88 (5.7) 4.81 (5.4) n.s.

Percent of condomless anal sex acts 55.7 (30.0) 65.7 (31.4) p < 0.01

Days of substance use past month 14 (10.9) 14 (9.3) n.s.

Heavy drinking days past month 3.6 (5.7) 3.3 (4.7) n.s.
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