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Abstract

Purpose: Men who have sex with men (MSM) experience stigma in healthcare settings, which impedes disclo-
sure of sexual behavior, potentially limiting uptake of preexposure prophylaxis (PrEP). The purpose of this
study was to describe the context of this limitation and explore geographical variability.
Methods: To understand how discomfort in healthcare settings affects PrEP utilization, we conducted two online
focus groups with geographically diverse samples of MSM.
Results: Respondents identified primary care providers as preferred sources for PrEP, but potential uptake was
limited by barriers to establishing nonjudgmental relationships with these providers.
Conclusion: Improved patient–provider communication about sexual behaviors might increase PrEP use among
MSM.
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Introduction

Gay-identified and other men who have sex with men
(MSM) remain disproportionately burdened by the HIV

epidemic in the United States, with an estimated 67% of new
adult and adolescent infections in 2014 attributed to male-
to-male sexual contact.1 Daily oral preexposure prophylaxis
(PrEP) reduced HIV incidence among MSM by 86%–99%
in clinical trials when adherence was consistent,2–4 and pro-
vision of PrEP in clinical settings can be highly effective for
MSM.5 The US Centers for Disease Control and Prevention
has released guidelines for PrEP provision to MSM6 and es-
timates that one in four sexually active MSM are eligible for
PrEP based on behavioral indications,7 but uptake in this
population has been limited.8 Although PrEP use has in-
creased recently among MSM,9–11 the proportion of MSM
accessing PrEP remains far below levels that are necessary
to impact HIV incidence substantially in this population.12

Several impediments to PrEP uptake exist, including bar-
riers for potential consumers (e.g., awareness and interest)
and providers (e.g., knowledge and willingness to prescribe),

and structural-level barriers (e.g., affordability, stigma, and
access to healthcare). These barriers have been organized
into a Care Continuum Model that provides a theoretical
framework to describe the progression from PrEP eligibility
to accessing PrEP and achieving protection against HIV.13

This model posits that individual MSM must be aware of
PrEP, have access to healthcare, be able to obtain prescrip-
tions for PrEP, and adhere to PrEP medications to achieve
maximal protective benefits. For PrEP to be prescribed,
both patients and providers must be willing and prepared
to discuss sexual health, HIV prevention, and PrEP.

However, studies of MSM have found that fewer than half
disclose sexual orientation to primary care providers
(PCPs),14,15 which can limit the uptake of preventive sexual
health interventions, such as vaccination against hepatitis B
virus and HIV/STI screening.16,17 A national survey of
4098 American MSM engaged in online sexual networking
found that 45% of respondents were uncomfortable discus-
sing male–male sexual behavior with PCPs and only 39%
had ever discussed HIV prevention with these providers.18

This study found that knowledge of PrEP and prevalence
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of sexual health communication between MSM and PCPs
varied by state, with less knowledge and poorer communica-
tion among MSM from states with greater levels of structural
stigma (e.g., absence of legal rights and protections).18 These
findings suggest that successful implementation of PrEP will
require a deeper understanding of barriers to sexual health com-
munication among MSM from diverse regions in the United
States. Despite *18% of HIV diagnoses occurring outside
major metropolitan areas,1 most qualitative research occurs
in urban centers, where large research institutions are located
and community infrastructure facilitates recruitment of study
participants,19,20 which limits the understanding of this popula-
tion and disconnects qualitative findings from population-
representative studies. Therefore, to explore factors influencing
discussions about PrEP between MSM and their healthcare
providers, we conducted online focus group (OFGs) discus-
sions with MSM from numerous regions in the United States,
using the same source population as Oldenburg et al.18

Methods

Focus groups

OFGs were designed to include MSM from diverse geo-
graphical regions in the United States. Discussions were hosted
by a private company specializing in OFG research.21 OFGs
were confidential and conducted on a secure website with a pri-
vate, group chat room interface. Web cameras were not used
(i.e., participants were not visible) and discussion was text
based. A discussion guide, created by the study staff, included
two major domains: knowledge of and interest in using PrEP,
and preferences for and experiences with discussing sexual
health with providers. A professional OFG moderator presented
questions according to the discussion guide, with adaptation to
the order and wording to facilitate conversation. The moderator
was not a content expert; so, members of the study team ob-
served the electronic discussions and sent questions or com-
ments to the moderator that could be presented to participants
in real time, to promote clarification or elaboration of discus-
sion points. At the start of the OFGs, the moderator asked par-
ticipants to read a consent statement, which explained the risks
and benefits of participation. An opportunity to ask questions
was provided and participants were required to acknowledge
their consent in the text box before the OFG proceeded.
OFGs were 90 minutes long and conducted in September
2013. Participants received $75 incentives. The protocol was
approved by the Fenway Health Institutional Review Board.

Subject selection

Participants were recruited from a large sexual networking
website for MSM in the United States, through an ongoing
collaboration with the parent company’s research institute.
Eligibility criteria included the following: being assigned
male sex at birth; ‡18 years of age; HIV uninfected by
self-report; and reporting condomless anal intercourse in
the past 3 months with ‡1 casual male partner or with a
main male sexual partner who is HIV infected. Website ad-
ministrators distributed surveys assessing eligibility to ran-
domly selected members who did not indicate they were
HIV infected in their online profiles. Among 127 members
who completed eligibility surveys, 88 met eligibility criteria
and indicated interest in study participation. Members were

sorted based on their reported availability and willingness to
participate in each of the scheduled OFGs, and then purpo-
sively selected for invitation to promote geographic diversity
(i.e., members from underrepresented geographic zones were
prioritized for selection). Invitations were sent to 25 members
for each OFG (50 total), with a goal of 10–12 participants per
OFG. Members were sent email invitations to participate and
received telephone reminders on the day of the OFG.

Data collection and analysis

Electronic transcripts of OFG discussions were down-
loaded after each OFG. Raw data were analyzed inductively
using modified grounded theory.22 First, raw data were
reviewed by two independent coders, and emergent concepts
were assigned unique codes. Second, codes were arranged
into categories. Members of the study team discussed con-
cepts and categories and generated a list of higher order
themes. Finally, categories and raw data were reviewed to-
gether to promote further elaboration of major themes.

Results

Participant characteristics

Twenty-four MSM participated in two OFGs (Table 1).
Participants’ median age was 48 (interquartile range [IQR],
40–52). Participants were from 16 states and the District of
Columbia, representing all 9 US Census Divisions, and they
lived in locations with a range of population sizes. Most par-
ticipants identified as gay and single; two participants were bi-
sexual and four had a main male sexual partner. Table 2
displays selected individual-level participant characteristics
and illustrative quotations from the OFGs appear in Table 3.

Knowledge of PrEP

Few participants had heard of PrEP before the OFG, and
knowledge was generally limited to a basic conceptual frame-
work. However, some participants had a more nuanced under-
standing of PrEP, including issues related to adherence and
side effects. Participants cited news articles and blog posts, es-
pecially sources dedicated to the Lesbian, Gay, Bisexual, and
Transgender (LGBT) community, as their source of informa-
tion about PrEP. One participant learned about PrEP while
being enrolled in drug rehabilitation services. A theme across
both OFGs was that participants with limited knowledge about
PrEP identified healthcare providers as their preferred source
for additional information. None of the participants had used
PrEP and only participants who were currently or formerly
in HIV-serodiscordant relationships indicated having interest
in using PrEP before the OFG.

Discussing PrEP with PCPs

A common theme was participants’ belief that PCPs
would be ideal healthcare practitioners for discussions
about HIV prevention and PrEP. However, only one partici-
pant had discussed PrEP with his healthcare provider.
Among all participants, the perceived quality of prior sexual
health discussions was variable and some were skeptical that
their PCP would be knowledgeable about PrEP.

When participants were asked if they would feel comfort-
able discussing PrEP with their own PCPs, most indicated
discomfort due to embarrassment or fears of being judged.
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Hesitation about discussing PrEP with PCPs was not univer-
sal and the experience of some participants suggested that
establishing comfortable relationships with PCPs for discus-
sing sexual health was possible.

Disclosure of sexual behaviors

A recurrent pattern in the data was a belief that sexual
health is an important topic to discuss with PCPs, even for
those participants who had not done so previously. Partici-
pants who had disclosed their sexual orientation to PCPs
and who perceived their providers to be nonjudgmental indi-
cated that they would be comfortable discussing PrEP during
primary care. Conversely, participants who were not able to
be open about their sexual orientation with PCPs viewed this
limitation as a major barrier to discussing sexual health, HIV
prevention, and PrEP. For some participants, nondisclosure
of sexual behavior was a consequence of PCPs failing to
take complete sexual health histories, whereas other partici-
pants directly avoided answering questions.

Pursuit of nonjudgmental sexual healthcare

One response to having experienced stigma in healthcare
settings, or to having expectations of such stigma, was to se-
lect PCPs who openly identified as gay or who were per-
ceived to be nonjudgmental. Having a gay provider was
considered a potential facilitator to having informative dis-
cussions about PrEP. Attempts to identify openly gay or non-
judgmental PCPs were not always successful. Participants
who felt discomfort or feared being judged by their PCP
would prefer to discuss PrEP with other providers.

Discussion

This study sheds light on structural factors, including expe-
rienced and anticipated stigma in healthcare, which prevent
MSM from seeking information or prescriptions for PrEP
from their PCPs. Participants identified PCPs as the preferred
source for information about PrEP. However, an emergent
theme was the need for a nonjudgmental relationship with a
PCP before disclosure of sexual orientation and discussions
about sexual health, including HIV prevention and PrEP,
could occur. Using the PrEP Care Continuum Model13 as a
framework, this study provides a qualitative understanding
of how structural stigma of MSM can result in poor patient–
provider communication. Although Oldenburg et al.18 found
state-level variability in communication and PrEP uptake,
these findings suggest that stigma can affect MSM regardless
of urbanicity or geographical region. However, MSM outside
major metropolitan regions may have greater difficulty finding
and establishing an acceptable relationship with a PCP and,
consequentially, experience greater difficulty accessing sexual
health interventions,16,17 including PrEP.

As PrEP awareness and interest are increasing among
MSM,8 interventions are needed to train PCPs to conduct
culturally competent discussions regarding sexual health
and HIV prevention, identify PrEP candidates, and establish
trusting relationships with patients that might facilitate dis-
closure of sexual orientation and HIV risk behaviors. Point-
of-care tools for clinicians, such as culturally tailored HIV
risk screeners,23 could facilitate these conversations for PCPs

Table 2. Selected Characteristics

of Individual Participants

Age
State

of residence
Community

size (people)
Yearly

income (USD)

Focus group A
50 Nevada >1 million >80,000
55 Minnesota >1 million 40,000–59,999
30 Alaska 50,001–250,000 20,000–39,999
48 Texas £5000 20,000–39,999
50 District of

Columbia
250,001–1 million >80,000

39 New York >1 million 40,000–59,999
48 Connecticut £5000 0–19,999
40 Oregon >1 million 40,000–59,999
50 Tennessee 50,001–250,000 60,000–79,999
59 New Mexico £5000 >80,000
36 Oklahoma 250,001–1 million >80,000
56 Ohio 5001–50,000 20,000–39,999

Focus group B
66 Rhode Island 5001–50,000 0–19,999
38 Florida 250,001–1 million >80,000
31 Alaska £5000 40,000–59,999
41 Oregon 50,001–250,000 60,000–79,999
47 Tennessee 250,001–1 million 40,000–59,999
45 Rhode Island 5001–50,000 40,000–59,999
62 Utah 5001–50,000 60,000–79,999
51 District of

Columbia
250,001–1 million 60,000–79,999

42 Rhode Island 50,001–250,000 60,000–79,999
56 Iowa 250,001–1 million 40,000–59,999
29 Montana £5000 0–19,999
47 Texas 250,001–1 million 60,000–79,999

Table 1. Participant Characteristics

n = 24 (%)a

Race
White (not Hispanic or Latino) 21 (88)
Hispanic or Latino 3 (13)

Sexual orientation
Gay or homosexual 22 (92)
Bisexual 2 (8)

Population of city
£5000 5 (21)
5001–50,000 4 (17)
50,001–250,000 4 (17)
250,001–1 million 7 (30)
>1 million 4 (17)

Income (USD)
0–19,999 3 (13)
20,000–39,999 3 (13)
40,000–59,999 7 (30)
60,000–79,999 6 (25)
>80,000 5 (21)

Highest grade achieved
Some college 7 (30)
College graduate 9 (38)
Some graduate school 2 (8)
Graduate/professional degree 6 (25)

Age, years; median (IQR) 48 (40–52)

Participants were distributed evenly with half (n = 12) in each of
the two focus groups.

aTotal may exceed 100% due to rounding.
IQR, interquartile range.
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with less experience with MSM. Individual providers,
health systems, professional organizations, and educa-
tional institutions each have a responsibility to improve sex-
ual health communication and create environments where
sexual minority patients can expect competent and non-
judgmental care. Training resources are available, such as
www.lgbthealtheducation.org, which is a U.S. government-
funded program, but providers need to be aware it exists and
want to avail themselves of the training opportunities, if such
sites, or other resources, are to have an impact on provider
behavior. Until systemic changes in the actual and perceived
quality of sexual healthcare for MSM occur, map-based
location tools, such as www.PrEPlocator.org, which helps
patients identify local PrEP providers, or www.AIDSvu
.org, which shows variation in HIV prevalence and identi-
fies HIV treatment and prevention resources, represent
important resources.

This study design has limitations. Study themes may not be
generalizable because our analyses are based on a limited
number of OFGs; these discussions only included members
of a partner-seeking website; and self-selection bias may
exist. Importantly, the median age of participants was 48
years (range, 29–66) and only 13% were non-White, which re-
flects the sample characteristics of the source population,8,18

but limits extrapolation of our findings to young, minority
MSM who may face unique barriers to accessing PrEP. To ac-
cess this population, future research will require more targeted
recruitment efforts. Generational and cultural differences in
accessing and engaging in care may exist, but the phenomenon
of stigma among a geographically diverse sample of MSM
suggests this barrier may be prevalent in other populations
of MSM. Additional research with young and racial/ethnic mi-
nority MSM is urgently needed, given disparities in HIV inci-
dence24 and PrEP use25 in these populations.

Table 3. Illustrative Quotations

State of residence Age

Knowledge of PrEP
I know that it is a combination of a couple of recent HIV drugs that a person takes

in order to reduce their risk of becoming HIV+ when they are currently HIV-
Montana 29

Discussing PrEP with PCP
I have only discussed [sexual health] to see if he’s heard of the newest

and the greatest. he never has.
New Mexico 59

A little uncomfortable; I think it clearly implies one may be engaging in known
risky behavior

Nevada 50

Not really comfortable.doctors are so judgemental lol. I’ve been lectured many
times for things that I’ve admitted

Oklahoma 36

I don’t care for my present health care provider.I feel he’s homophobic.I think.
I don’t know that for a fact!

Texas 47

Due to the size of the community.I would wonder how that person would view
me in the future

Montana 29

I’d talk to mine.he is straight but knows I’m gay. Washington, District
of Columbia

50

Disclosure of sexual behaviors
I was reluctant to be open with sexuality with my primary doctor but I realized

the importance and it was fine and am comfortable with it
Alaska 30

I try to talk to my doctor about anything relative to my health Rhode Island 45
Although my PCP is not gay she is very open and tolerant. Florida 38
My provider has never asked me about my sexual activity Iowa 56
My medical provider does not know of my sexual preference. I feel embarrassed

to tell him anything personal about me
Texas 47

If a question was asked that was not related to the situation, and I didn’t feel like
I wanted to discuss it, I might lie or deflect just to move on.

Alaska 30

Pursuit of nonjudgmental sexual healthcare
I asked my PCP [at an LGBT health center] about it (PrEP).I’m out to my PCP

and my PCP is also out so it’s very comfortable to talk to them.
Rhode Island 42

My pcp is gay, knows I’m gay. We’ve talked about sex practices before. Washington, District
of Columbia

51

It is critical to either have a gay provider or someone who is familiar and lacking
in judgment concerning the details of gay sex. providers who are not familiar
with gay sex lack insight and familiarity concerning what transpires.

Texas 48

My partner is HIV+ and I do know his infectious disease doctor and have been
tempted to speak with them about this.I have had a hard time identifying
gay practitioners even working through friends as references

Nevada 50

I would try at my local gay and lesbian health clinic before my personal care physician. Washington, District
of Columbia

50

I live in a small community.I would travel to a different doctor. Montana 29
Mine questioned when I asked for HIV screening last month. I guess I would ask
[about PrEP] if I visited an [HIV/STI clinic] instead of general Dr. from now on.

Minnesota 55

LGBT, Lesbian, Gay, Bisexual, and Transgender; PCPs, primary care providers; PrEP, preexposure prophylaxis.
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Conclusion

OFGs with geographically diverse members of a partner-
seeking website for MSM suggest that barriers to communi-
cating about sexual health between MSM and providers may
be limiting access to PrEP and could exacerbate inequities in
PrEP uptake. Improved patient–provider communication
about sexual orientation and sexual behaviors might increase
PrEP use among MSM, particularly for MSM without access
to LGBT-specialized providers.
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