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Abstract

We conducted in-depth interviews guided by the Andersen–Newman Health Service Utilization Framework to
understand perceptions of pre-exposure prophylaxis (PrEP) with 25 young, black men who have sex with men
(YBMSM) in the Southern United States. The mean age of participants was 24 years; 21 were insured; and 18
had a regular source of care. Five major themes emerged: (i) stigma related to being black, gay and living in the
South; (ii) lack of discussion in the black community about HIV prevention and sexual health; (iii) stigma
related to PrEP; (iv) medical mistrust; and (v) low perceived need to be on PrEP. This study presents formative
qualitative work that underscores the need for behavioral interventions to address intersectional stigma and
perceptions of risk among YBMSM in the South, so that PrEP is no longer viewed as a drastic step but rather as
a routine HIV prevention strategy.
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Introduction

The Center for Disease Control and Prevention

has consistently reported that in the United States the
majority of new cases of HIV are among men who have sex
with men (MSM).1 While MSM account for only 2–3% of the
US population, in 2015 they represented 63% of incident HIV
infections.2–5 In particular, young, black MSM (YBMSM)
account for the majority of all new HIV infections in the
United States.6 Further, 60% of all black MSM diagnosed
with HIV live in the South.7 Sobering analyses suggest that if
current HIV infection rates persist, one in two black MSM
will become infected with HIV in their lifetime.8

The Food and Drug Administration (FDA) approval of
daily oral Truvada� for HIV pre-exposure prophylaxis (PrEP)
in 2012 added an important biomedical HIV prevention
strategy to the HIV prevention tool kit.9–15 While uptake of
PrEP was initially slow among MSM, rates of PrEP pre-
scriptions have been on the rise for white MSM. However, at
the 2018 Conference for Retroviruses and Opportunistic In-
fections, the Center for Disease Control and Prevention re-
ported that while two-thirds of the population who have
indications for PrEP are African American, they account for
the smallest percentage of prescriptions.16,17 Unfortunately,
these findings were not unexpected based on reports of dif-

ferential uptake of PrEP among white MSM when compared
with black populations who are currently disproportionately
infected in the domestic epidemic.18 More so, prescriptions
of PrEP are written the least in the Southern United States
where uptake of highly effective HIV prevention strategies is
needed most.19

To better understand individual, interpersonal, and contex-
tual factors influencing uptake of PrEP among YBMSM in the
South, we conducted in-depth interviews with 25 YBMSM in a
southern, urban US setting. Constructs from the Andersen–
Newman Health Service Utilization Framework were used to
guide the study and aid in interpretation of factors influencing
perceptions of PrEP in this highly vulnerable population.

Methods

Design

We conducted a phenomenological qualitative study framed
within the Andersen and Newman (ANM) Framework of
Health Services Utilization20 (Fig. 1). By conducting a phe-
nomenological study grounded in the ANM framework, we
were able to explore lived experiences and the individual, in-
terpersonal, and contextual factors that influence perceptions
of PrEP among YBMSM. We explored specifically two con-
structs within this model: population characteristics and health
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behaviors. Population characteristics in the ANM are consid-
ered to be a function of three factors: predisposing, enabling,
and need.20–22 (i) Predisposing factors are characteristics that
occur independent of the health behavior. (ii) Enabling factors
influence a health behavior either positively or negatively, and
include individual, interpersonal, and community relation-
ships. (iii) Finally, need factors immediately influence a health
behavior through perceived and evaluated needs for medical
care. Health behavior is determined by evaluating personal
health practices and health service utilization independent of
the health behavior being evaluated.

A qualitative in-depth interview guide grounded in the
ANM was developed and revised based on feedback from key
stakeholders in the community, including PrEP providers,
YBMSM, community-based organization (CBO) employees,
and researchers with field expertise. Twenty-five in-depth
interviews were conducted. The transcripts of these interviews
were reviewed for content in several iterations by a multi-
disciplinary panel with expertise in HIV, qualitative methods,
infectious disease, social work, and health behavior. The
University of Alabama at Birmingham Institutional Review
Board approved study procedures. Written informed consent
was obtained from participants before each interview.

Participants

We used a convenience sample of self-reported HIV-
negative, cisgender men who reported having had sex with
men, black race, and were between the ages of 16 and 29
years who live in the greater Birmingham–Hoover metro-
politan area. Participants were recruited using study fliers
posted in two local community-based organizations who
specialize in providing care to the lesbian, gay, bisexual, and
transgender community in Birmingham. Exclusion criteria
included being HIV positive, not black race, younger than 16
or older than 29 years of age, non-English speaking, reporting
female gender, or having psychiatric illness, making it im-
possible to conduct the in-depth interviews.

Procedure

The experienced qualitative interviewers identified as black,
and included two cisgender females and one cisgender MSM.

These research staff were trained on the current domestic HIV
epidemic, HIV prevention tools, including PrEP, and practiced
conducting mock interviews before conducting interviews with
participants. Interviews were conducted in a private meeting
space, and all interviews were audio recorded (Table 1). Before
each interview, participants were asked to complete a brief
demographic survey. Each participant received US$30 remu-
neration upon completion of the interview.

Data management and analysis

Digital audio recordings from each session were securely
uploaded and transcribed verbatim by a professional transcrip-
tion service. Audio recordings and transcripts were stored in
encrypted drives. NVivo software version 11 (QSR Interna-
tional) was used to aid in coding. To develop an initial code-
book, the first four transcripts were independently coded by two
qualitative researchers (C.M. and S.S.) using a combination of
thematic coding and a priori coding based upon ANM.23 The-
matic coding allowed for a flexible and open way to condense
data into meaningful groups, while a priori coding allowed for
the streamlining of codes based on constructs from ANM.

After the first four transcripts were independently coded,
the coders (C.M. and S.S.) met to compare notes, reconcile
and clarify the codebook. Through an iterative process in-
volving a series of meetings with the research team (C.M.,
S.S., L.E., and J.M.T.) and a subsequent round of coding, fine
codes were allowed to emerge inductively from the data and
subthemes identified. A final round of coding was conducted
by one researcher (C.M.) to ensure that all data from identi-
fied subthemes were sufficiently represented and any con-
tradictions in the data were explored. The final coding was
discussed and approved by the whole research team. Upon
completion of coding, the research team used both inductive
and deductive reasoning to establish prominent themes.

Results

All 25 participants were black cisgender men who reported
having had sex with other men. Participant ages ranged from
18 to 29 years with the majority (64%) of participants be-
tween 18 and 24 years, and a median age of 24 years. Self-
descriptions of sexual identity varied, with the majority of

FIG. 1. Andersen and Newman Health Services Utilization Framework. Conceptual model adapted from Andersen’s
Behavioral Model (ABM). Items in boxes are constructs of ABM.
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participants (64%) reporting being gay. Eighty-four percent
of our participants had health insurance, and 72% reported
having regular healthcare. Only four of the participants re-
ported currently using PrEP, but 84% said that they would be
willing to use PrEP in the future (Table 2).

Common emerging themes

We identified five overarching themes grounded in the
ANM conceptual framework from analysis of the interviews
conducted with YBMSM in relation to accessing PrEP. These
themes existed across constructs within our framework and,
therefore, are not presented solely within the context of each
individual construct. (i) Many participants expressed inter-
sectional stigma related to race and sexual orientation, that is,
related to being a black man who had sex with other men
living in the South. (ii) This was felt to be a consequence of a
lack of discussion in the black community related to sexual
health and HIV prevention. (iii) Many participants perceived
a high level of stigma in the black community related to PrEP.
(iv) Many participants also felt that there was lack of infor-
mation and clarity related to PrEP side effects, and that
medical distrust may lead to decreased uptake of PrEP. (v)
Finally, many participants reported a low perceived personal
risk of contracting HIV and, therefore, a low need to take
PrEP. Taken together, while most participants stated that they
would be willing to take PrEP at the end of the interviews,
most expressed several concerns and, in many instances,
made statements that indicated their lack of willingness to use
PrEP. Below, we explore each of these themes and present
subthemes with related sample participant quotes.

Stigma related to being black, gay, and living
in the South

Of the 25 men interviewed, most discussed the difficulties
they experienced because of their multiple identities within
their black community. They felt that the stigmas they re-
ported, both internalized and perceived/experienced, were

Table 1. Interview Topics and Questions

Interview topic Questions

Sexual identity � How do you identify?
Stigma related to sexual orientation � Do you think that there are any differences for black men who have sex

with men compared with white men who have sex with men?
� Are you out with your family, friends, and/or others in the community

(define community)?
� How does your family feel about you being _____ (how they self-

identify)?

HIV knowledge, attitudes, and stigma � How do you feel about HIV?
� Are you worried about getting HIV?
� How much control do you have about getting HIV?
� How does your family feel about people with HIV?

Safe sex practices � What do you, if anything, to prevent HIV or other sexually transmitted
diseases?
� Do you get tested for HIV? STIs?

PrEP knowledge, attitudes, and stigma PrEP � Tell me what you know about PrEP?
� How do you feel about PrEP?
� How do you feel others in your community feel about PrEP?

Perception of need to take PrEP � Who do you think PrEP is for?

Perception of pill burden � Would you be able to take a pill daily to prevent infection with HIV?
� Would you be interested if it were given as a shot?

Knowledge of where and how to access PrEP � Where could you go to get PrEP?
� Where would you feel comfortable getting PrEP?

Willingness to take PrEP � Would you be willing to take a pill daily to prevent infection with HIV?

PrEP, pre-exposure prophylaxis; STIs, sexually transmitted infections.

Table 2. Characteristics of Study Population

Characteristics Total = 25, N (%)

Median age 24

Has health insurance
Yes 21 (84)
No 4 (16)

Regular source of healthcare
Yes 18 (72)
No 7 (28)

Self-described sexual identity
Gay/MSM/same gender loving 16 (64)
Bisexual or queer 6 (24)
Gender nonconforming 2 (8)
Heterosexual 1 (4)

Aware of PrEP
Yes 25
No 0

Willing to take PrEP
Yes 21 (84)
No 4 (16)

On PrEP
Yes 4 (16)
No 21 (84)

MSM, men who have sex with men; PrEP, pre-exposure
prophylaxis.
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compounded by growing up in the Southern United States.
Many also reported stigma related to organized religion, but
none specifically discussed spirituality and its influence
(contextually) on their ability to feel comfortable accessing
HIV prevention services such as PrEP:

‘‘I mean in the South, it’s definitely I would say more difficult
than anywhere in the LGBTQ community.Like being in the
South, because I was raised in a real Christian environment,
kind of overly religious when I think about it, but I just heard
bisexuality is a cover up.’’—CP121, 19 years old, Bisexual

‘‘Even in church, that is what we would hear all the time. HIV
is God’s punishment for gay people, stuff like that.’’—CP112,
21 years old, Gay

One participant expressed that his profound feeling of
personal shame in being gay prevented him from being able
to feel comfortable engaging in any sex act with another man:

‘‘I don’t feel like I’ve ever had true peace of mind in a sexual
encounter in my life, which is kind of sad. Because when you
talk to straight people about that, it’s like a disconnect. They
have no idea what that is because there’s no shame associated
with their sex. So much shame associated with gay people, gay
sex and all that stuff.’’—CP120, 29 years old, Gay

A subtheme emerged from many participants who ex-
pressed their feeling that being gay was the antithesis of
perceived masculinity in the black community, which also
affected their perception of their own masculinity:

‘‘.you also have to have the conversation about homosexu-
ality and competency around that, which kind of contradicts
the super-masculinity of the African American community.
You know, you have to be a man’s man in the black com-
munity.’’—CP116, 22 years old, Homosexual

‘‘So, like, the black community foundationally, I think has an
idea of a conceptualized masculinity that homosexuality
naturally seems to kind of not claim, or most people that you
can’t—I think a lot of it becomes a fear that you can’t be a
man, or something if you’re gay for a lot of people.’’—CP100,
20 years old, Gay

This decreased perception of masculinity was also related to
the struggle most participants felt with either intentional or
unintentional disclosure of their sexuality to other male family
members. The stories varied in intensity from some participants
reporting their perception of their father’s disappointment in
them to others losing complete contact with their loved ones:

‘‘After he found out, I could hear him.It is like night when
I cut my TV off. I could just hear him crying. It was just like
I felt like I had disappointed him.’’—CP106, 19 years old,
Nonconforming

‘‘Yeah it was.it was awful.The last thing he said to me
was, ‘If this is the kind of shit you want to do, then you can just
never talk to me again’.’’—CP118, 19 years old, Queer

Silence in the black community about HIV prevention
and sexual health

Scattered throughout most of the interviews was one un-
derlying theme that was likely a consequence of many of the
other inter-related stigmas regarding race, sexual identity,
and geographical location described above. Multiple partic-
ipants described a silence in the black community regarding

sexual health and HIV prevention. This theme was exem-
plified in the multiple stories of participants having family
members who were either infected or had died from HIV, in
the context of a lack of understanding or discussion in their
family about HIV or sexual health:

‘‘I did not know much about it. It was not something that was
really talked about especially in my hometown where I grew
up. As a matter of fact, I actually grew up. It was not until the
age of, I think 17 when I actually had the opportunity to ask the
question of a doctor.’’—CP108, 29 years old, Gay

‘‘You know, white gay men are still white men. So they still,
from their beginnings, are higher statistically like to be ex-
posed to proper safe sex talks, safe sex training, proper
healthcare talks, proper health insurance from their families,
versus in the African American community you already have a
disparity as far as healthcare and sex talk goes in general.’’
—CP116, 22 years old, Homosexual

‘‘I feel like a lot of us hide what it is that we’re going through,
or who we actually are, just because we can’t be open about it.
And that kind of hurts us even more because we don’t go to the
health departments and, I guess, get tested because we’re
afraid. And if we have it, who do we tell? Where do we find,
I guess, that community?’’—CP117, 22 years old, Bisexual

Stigma related to PrEP

Most participants were aware of PrEP, but felt that there
was a lot of stigma surrounding it that translated to lack of
uptake in the black community among YBMSM. They re-
ported concerns about being perceived as a PrEP or Truvada
‘‘whore’’ if their peers or potential partners knew that they
were taking PrEP:

‘‘I’ve heard the term Truvada whore. Like shaming people who
take it. It’s like in the gay community, it’s like gay shaming.
People think that guys who are on PrEP are overly promiscuous
and all they want to do is have all this unprotected sex, these
orgies and all this stuff.’’—CP120, 29 years old, Gay

‘‘Okay. this is what it is. Other people are like, ‘Okay, well,
if you’re doing PrEP, then what else are you doing? Are you
just out here spreading it low, spreading it wide?’’—CP101,
25 years old, Gay

A few participants also expressed their concerns about PrEP
use directly leading to increased promiscuity among users as a
major barrier for their own use of PrEP. This led some to be
concerned about initiating PrEP themselves, because they
were concerned about not only stigma related to PrEP but also
actual increase in promiscuity as a result of its use:

‘‘So it’s like, okay, well, as long as you ain’t giving me HIV,
let’s sleep naked—I mean, let’s have unprotected sex. And to
me that’s just—I don’t know, it’s just not right. It’s not right at
all. And that’s my only problem with PrEP. It’s like a lot of
people that on PrEP now, it’s like oh, we don’t need a rubber
now.’’—CP124, 29 years old, Gay

‘‘But at the same time, I think it’d cause more sexual activity.
Because some people would feel like they’re just too safe.’’—
CP112, 25 years old, MSM

A subtheme also emerged of a few participants feeling a lot
of the stigma surrounding PrEP was due to its association with
HIV. There was a concern that by being on PrEP, peers in their
community would assume that they were already infected:

514 ELOPRE ET AL.



‘‘Not really. I feel like that, with PrEP and stuff, people are so
scared of what people is going to think about them taking
PrEP, if they see their PrEP bottle, the pill bottle, the feel like
people just going to think that it’s something else.’’
—CP107, 21 years old, MSM, PrEP User

Medical distrust

Medical distrust was expressed by many participants.
Some also expressed concerns among peers about PrEP
causing people to be at increased risk of getting HIV. The few
participants who were on PrEP expressed that a lot of their
friends and family were very concerned about them taking
the biomedical prevention tool. Most expressed fear and
medical distrust as the main reasons for concerns:

‘‘The older generation, the ones stuck in their ways, the ones
who think, oh, the government is just trying to get us. And I
done heard so much stuff. Why you putting that stuff? That
stuff going to kill you faster than HIV.’’—CP107, 21 years
old, MSM, PrEP user

‘‘Every single person I’ve told has asked me that flat out. ‘This
isn’t going to make you get it, is it?’ No, that’s the opposite of
it.’’—CP120, 29 years old, Gay, PrEP user

‘‘A lot of friends have.asked me does the medication actually
work? And then the second thing that they’re most concerned
about is are they being used for experimental guinea pigs for the
medication.Will I develop HIV or will I be more at risk for
contracting HIV?’’—CP122, 24 years old, Gay, PrEP user

One participant reported such intense medical distrust that
he expressed more concern with having PrEP delivered as a
long-acting intramuscular injection, due to fear that this
would more likely indicate the medical community trying to
infect him with HIV:

‘‘I’m so paranoid so this is to state the Tuskegee Syphilis
Experiment and I always, in back of my mind, because of the
history is healthy skepticism, that the shot may be to inject
HIV into people and try to see what it does or it’s not really to

protect against HIV, maybe it’s something else.’’—CP109, 25
years old, Queer

Low perceived need to be on PrEP

Although the majority of participants stated their overall
willingness to take PrEP, they also expressed low perceived
need to be on PrEP due to low risk. Interestingly, upon eval-
uation of full transcripts, there were often discrepancies in
statements suggesting a willingness to take PrEP, while others
indicated no intent to engage in PrEP services (Table 3).
Several reasons were mentioned for low perceived risk, spe-
cifically their frequent utilization of other HIV prevention
strategies, such as condom use and HIV testing. Also, many
reported that they engaged in serial monogamous relation-
ships, and that they practiced inconsistent condom use because
they were aware of their partner’s status and risk. Taking a pill
every day to prevent HIV infection when their perceived
overall risk was low was deemed as a ‘‘drastic step.’’

‘‘One thing about me is I talk to each one of my partners. I’m
getting ready to have with. Period. I actually want to know
their status before we start and everything.’’—CP104, 26
years old, MSM

‘‘I feel like the only hindrance it has is the commitment of taking
something every single day. I feel like a lot of people have
problems with that.the actual act of doing something every
single day is tedious.’’—CP110, 18 years old, Heterosexual

‘‘I am one of those people who does not like to take a pill, I do
not like to take meds. I do not like to take aspirin. However,
now I absolutely encourage people to do it. Honestly, I think
that if I was not in a relationship—and single right now.’’
—CP108, 29 years old, Gay

‘‘Most of them just feel as though they’re invincible and
getting on PrEP, while it’s costly, it would take a certain level
of maturity and understanding and sexual competence to re-
ally take something like the drug itself.’’—CP116, 22 years
old, Gay

Table 3. Example of Discrepancies in Reported Willingness to Take Pre-Exposure Prophylaxis (PrEP)

Participant ID Discrepant quotes PrEP willingness quotes

CP106 ‘‘Right now, no because I do not want.I just—
and now, see here is the thing, I just, I do not
know. I do not like swallowing pills.’’

‘‘It is like I really need this pill, because I would be
seeing these fine boys. I just don’t be thinking about
it all of the time. I am just—I need to get on it for
real.’’

CP101 ‘‘For me personally, I can’t take it.So, for me, I
have to kind of stick to the other safe sex
techniques like condoms.’’

‘‘Well, you know, I don’t have mixed feelings. I feel
really good about PrEP. I think it’s going to be a
really game-changing tool for people.’’

CP124 ‘‘I hate PrEP. I do. I feel like what PrEP jas done is
it has given people.it’s like a lot of people that
are on PrEP are now saying, well, you got to do
it to me raw. You can’t use a condom because
I’m on PrEP.’’

‘‘I would. I don’t really hate the idea of PrEP, but I
hate the mindset of the people that are using PrEP.
I’ll say it that way. I would be down to take PrEP.’’

CP109 ‘‘It could lead to cancer too, if your kidneys
aren’t.it’s hard to process those types of
medicines.hard to process most prescription
medicines, that’s what they don’t tell you.’’

‘‘I would, yeah.’’

CP102 ‘‘I am not as sexually active, I have one sex
partner. I am leaving it at that. We both know
each other’s statuses.’’

‘‘I would, if only I was—I would but I am really not
that—I am with just one person.’’

PrEP, pre-exposure prophylaxis.
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‘‘Depending, if I felt more at risk, probably. In my current
state, I don’t think that it’s something that I’d worry about or
something that I would take such drastic steps to prevent.’’
—CP110, 18 years old, Heterosexual

Discussion

The goal of this study was to explore individual, inter-
personal, and contextual factors among YBMSM in the South
that affect uptake of PrEP by conducting in-depth interviews
grounded in the ANM Health Services Utilization Frame-
work. Results highlighted the ever-present impact of inter-
sectional stigma on uptake of highly effective, biomedical
HIV prevention strategies; as well as the impacts of sexual
silence in southern black communities and medical distrust.
Strikingly, another prevailing, unique theme from this study
highlights that even when PrEP awareness is high and atti-
tudes are favorable among vulnerable populations, many see
themselves at low risk of HIV and do not feel that they per-
sonally need to use PrEP.

By using a framework that evaluated individual, as well as
interpersonal and contextual, factors that may influence up-
take of PrEP, themes related to intersectional stigma were
found to be prominent among participants as a barrier to
sexual health in the black community. Intersectional stigma
refers to the synergistic, mutually constitutive associations
between social identities and inequities.24 Participants in this
study had multiple identities that caused perceived inequities
and stigma internally and interpersonally, which they felt was
compounded by living in a southern community. Previously,
black MSM in New York City reported that internalized
homophobia was felt to lead to higher rates of condomless
sex and affect acceptance of PrEP.25 Our study also found
high levels of internalized and perceived homophobia among
participants; however, our participants felt that the internal,
perceived, and experienced stigma related to having sex with
men was compounded not only by their black race but also by
their gender and the state in which they lived. One participant
eloquently described how his own homophobia kept him
from being able to have sexual interactions with men without
feeling intense shame. Many participants also expressed that
being perceived as gay or a ‘‘sissy’’ (i.e., highly effeminate
gay man) put their ability to be perceived as masculine in
their black community at risk, which often led to strain in
relationships with male family members. Masculinity is an
often idealized social norm that has been found to shape
beliefs as well as social practices among men and women in a
community, and has been found to inhibit other HIV pre-
vention strategies, such as HIV testing.26

Other themes found in our study included stigma related to
PrEP and high levels of medical distrust. High levels of
stigma related to PrEP were reported among participants,
because it was felt that persons on PrEP were less likely to use
condoms and were more sexually promiscuous. This has been
described in the literature and found to be associated with low
interest in PrEP use as well as high sexual-risk-taking be-
havior.27 In our study, a few participants even endorsed that
starting PrEP would cause some in the community to think
that they were actually infected with HIV. Medical distrust
also caused a large number of participants to report concerns
about use of PrEP directly leading to increased risk of ac-
quiring HIV. Living in a state where the Tuskegee experi-
ments were performed, many reported conspiracy theories

regarding PrEP that they themselves or peers endorsed. The
most profound belief that embodied the level of distrust
among participants was the concern that long-acting inject-
able PrEP was a means for the government to infect members
of the black community with HIV. These themes have been
found in a number of studies with racial and gender minori-
ties, but few studies have evaluated interventions to improve
medical distrust among these communities.27,28

Themes of intersectional stigma were also felt to be related
to a pervasive sexual silence in southern black communities.
This idea of sexual silence at the community level has been
described in other literature and in different populations.29,30

Many participants reported that black MSM are more at risk
of HIV because they are not exposed to information on sexual
health in their homes or communities until they are well into
adulthood. It was perceived that there was a larger acceptance
among white communities to discuss sexuality and HIV
prevention strategies. This theme was exemplified by multi-
ple stories of participants having family members infected
with HIV or who died from AIDS-related illnesses with no
discussion of HIV or HIV prevention strategies in their
households. The role of sexual silence and women’s decision
making about protection in sexual encounters has been ex-
plored in the Southern United States, as well as concerns
about losing close interpersonal relationships.29 Another
study, focused on Hispanic culture, described how sexual
silence in western societies like the United States led to
higher rates of sexual abuse, rape, and lack of knowledge and
access to protection.30 Many studies have also focused on the
effect of sexual silence on the HIV epidemic in Arab, Afri-
can, and Asian countries.31,32 Heading in to the fourth decade
of the HIV epidemic, this work and others illustrate the need
for more research that focuses on how to overcome the
stigma, shame, and silence that is still fueling the global HIV
epidemic, especially among highly vulnerable populations.

One of the most significant findings of this study was that
while many participants were aware of PrEP and expressed
openness to using PrEP, most were not PrEP users and re-
ported an overall low personal perceived risk for contracting
HIV. This is of high significance given findings among an
MSM cohort that those who had higher concern for con-
tracting HIV were more likely to access PrEP services than
those with low concern, and that differences may exist among
MSM from different racial as well as ethnic backgrounds.33

One participant’s quote that PrEP may be a ‘‘drastic step’’ is
the most illustrative of where most of these men feel PrEP
currently fits among their day-to-day priorities. Also, our
measurement of willingness to use PrEP was based on when
participants were directly questioned. However, lending to
the qualitative aspects of our research, we were able to de-
cipher that while most reported openness, they often ex-
pressed their concerns about being on PrEP earlier in the
interview, suggesting that they would not in actuality attempt
to engage in PrEP services. Difficulty in understanding how
to activate reported interests in PrEP services to actual access,
uptake, and adherence is becoming the new challenge in HIV
prevention research.34 Informed by research in other HIV
areas, such as HIV testing, lessons can be learned to influence
and guide research for PrEP. Just because a new HIV pre-
vention modality is available, does not mean it will be used
by at-risk populations and focusing on strategies to promote
PrEP under the umbrella of sexual health more generally,
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rather than out of necessity for high-risk subpopulations,
might help dampen some of the stigmas related to utilization
of PrEP services by already highly stigmatized populations.35

This study has several limitations that must be noted.
Recruitment for this study was aided by two community-
based organizations that offer HIV prevention services. As
such, the sample may be biased and reflect a subgroup of
YBMSM who are more accustomed to discussing and ac-
cessing HIV prevention services. As an example, based on
the ANM framework, the authors explored structural barriers,
such as health insurance, as barriers to access of healthcare,
which was found in a quantitative study studying young
MSM.36 We felt this was especially necessary to explore,
given the fact that Alabama is a non-Medicaid expansion
state. However, only a few or our participants endorsed the
notion that YBMSM may have less access to healthcare than
their white counterparts, and that this in turn may be con-
tributing to decreased uptake of PrEP. In addition, those with
high levels of medical or research distrust may have been less
likely to participate in the study, leading to a lack of repre-
sentation of more marginalized members of the black com-
munity in our sample. Of note, this study did not evaluate
healthcare providers’ perceptions and overall willingness to
prescribe PrEP, which may also serve as a major barrier to
accessing PrEP, and it is the intention of the authors to in-
vestigate such structural factors in future research.37 Also,
these 25 participants’ views and beliefs may not adequately
reflect the beliefs of other southern YBMSM. Finally, while
we explored numerous facets of the ANM framework, we did
not explore environmental factors within the healthcare
system that may impact utilization of PrEP by YBMSM in the
South, which we intend to evaluate in future research.

In conclusion, initiatives to increase uptake of PrEP among
YBMSM in the US Deep South will need to be multi-factorial
and tailored. These interviews revealed a high level of inter-
sectional stigma in the black community, which serves as a
barrier for many young men desiring to accept themselves and
be accepted by their loved ones. These factors expressly hinder
their ability to engage effectively with HIV prevention strate-
gies. These individual-level factors are compounded by a per-
ceived sexual silence in the black community with lack of open
discourse on sexual health, high degrees of medical distrust,
and low perceived risk among a vulnerable population that
expresses openness to using PrEP, while reporting a lack of
intent to seek services for this HIV biomedical prevention tool.
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