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ABSTRACT

The purpose of this study was to determine themes on the experiences and insights of Human
Immunodeficiency Virus (HIV) stigma and queer stigma in men who have sex with men (MSM)
aged 18-35 in a Freirean problem-posing education approach through a focus group. This project
used a qualitative descriptive approach in thematic analysis. This study involved a focus group
using Freirean education methods of coding, naming, and praxis to help the participants achieve
critical consciousness and self-actualization on how to combat HIV stigma in their personal
lives, and help those around them, as well as the greater MSM community. The transcript was
coded via Dedoose qualitative software and underwent thematic analysis to get a better
understanding of the research question. Based on previous research done on critical pedagogy
and community capacity building in public health, it is expected that utilizing critical approaches
more in public health on health behaviors and outcomes that involve systemic processes such as
stigma can be empowering and effective in health education and promotion on a wide range of
issues.
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Chapter 1

Introduction
Overview

The problems that were investigated are Human Immunodeficiency Virus and Acquired
Immunodeficiency Syndrome (HIV/AIDS) in the men who have sex with men (MSM)
population. This is regarding HIV stigma as a systemic part of increasing the HIV prevalence in
this community and leading to other negative health outcomes for MSM.

HIV/AIDS is a problem that is often forgotten about and not talked about enough in the
United States by the general public. The disease has killed over 700,000 people in the United
States alone since the AIDS pandemic started in the 1980s (Sullivan et al., 2021). Even without
looking at the mortality of this disease, its morbidity is still very high in the United States.
Around 1.2 million United States citizens are positive for HIV, including an undiagnosed rate of
around 13% (CDC, 2024a; HIV, 2023). That means those 13% of people do not know they have
a positive status for the virus (CDC, 2024a; HIV, 2023). Some of the subpopulations in the
United States disproportionately impacted by HIV include Black/African American MSM,
Hispanic/Latine MSM, those who live in the Southern United States, and those aged 13-34
(CDC, 2024b; CDC, 2024c). MSM are a subgroup of individuals who face an even more
significant problem concerning HIV. However, it is important to note that in 2021 when
compared to 2017, the HIV incidence numbers in MSM dropped by 13.5% (HIV, 2023). This
does reflect progress on addressing HIV in this community, but MSM are still at higher risk than
the general population. Progress is also reflected in that total HIV infections dropped by 12%
when comparing 2022 to 2018 with that being propelled by a 30% decrease in those 13-24,
which are a high-risk category (CDC, 2024a).

MSM are a smaller subgroup of people in the United States that comprise 2% of adults in
the population, but that does not mean they have lower overall rates of HIV/AIDS (Castel et al.,
2015; Pitasi et al., 2021). They have the highest increase in HIV prevalence (Castel et al., 2015).
According to the Centers for Disease Control and Prevention (CDC), % of the new cases of HIV
were a result of the transmission of HIV in men having sexual contact with other men in 2022

(2024a).



With high mortality rates among MSM, they are a vulnerable population to HIV
infection. They also face concerning levels of stigma regarding their sexual identity, sexual
behaviors, and HIV in general. There are numerous research findings on the effect of stigma and
access to care plus overall health. One research finding found a negative associative relationship
between a person’s perceived healthcare stigma and knowledge of HIV preventive efforts via
pre-exposure prophylaxis (PrEP) (Babel et al., 2021). There even is research evidence that
stigmatization leads to an increased risk for mental health disorders, increased fear of rejection,
and also refusal to receive HIV care (Berger et al., 2001; CDC, 2020; Hedge et al., 2021;
Valdiserri et al., 2019). This causes an intensity in this overall problem for the MSM population,
especially with MSM being less likely to have open discussions with clinicians on HIV and other
sexually transmitted infections (STIs) (Oldenburg et al., 2015; Valdiserri et al., 2019). This is not
just a problem facing MSM, but those with increased risk for HIV in general. However, the HIV
stigma problem in the MSM community is intensified by another form of stigma MSM face.
MSM not only have to face HIV stigma, but this is compounded by their sexual identity or
sexual behaviors, and the stigma associated with that.

This stigma can impact the daily lives of MSM due to their fears of certain effects caused
by not only HIV stigma but also queer stigma. The effects of queer stigma on the queer
individual documented via research findings include verbal harassment, gossip, fear of being out
in public, exclusion by family, being rejected by friends, afraid of accessing healthcare services,
and also a risk of assault (Stahlman et al., 2016; Valdiserri et al., 2019). The intersectionality of
HIV and queer stigmas reflect a need for a critical qualitative approach to health intervention in
the MSM community. This is because the experiences of these people need to be heard and
validated to tackle this problem.

Also important to note is that few studies studying HIV have included transgender people
as part of the study (Human Rights Campaign, n.d.b). This is concerning because a decent
amount of transgender women in the United States (21.6%) are HIV positive (Human Rights
Campaign, n.d.b). Even fewer studies have reported on transgender men and gender
nonconforming individuals (Human Rights Campaign, n.d.b). This is problematic because HIV
can significantly impact transgender and gender nonconforming individuals more than the
general population (Human Rights Campaign, n.d.b). This cisnormative bias with a majority of

research not being fully reflective of HIV in the transgender population reflects that there is more



action to be taken on studying this topic to be wholly inclusive. This study sought to mitigate this
bias by being transparent on welcoming transgender men and gender nonbinary folks into the
study.

This research followed a qualitative approach of having a focus group of four participants
with the focus group following critical methods espoused by Paulo Freire in his seminal work on
education: Pedagogy of the Oppressed (Freire, 1970). Freire’s philosophy on education reflects
the need for educators to break the power-oppression dynamic in education by having students
discover problems facing them by themselves through collaborating to come to possible
solutions to that problem (Freire, 1970). Freirean critical pedagogy is being used as an approach
in public health education interventions with interventions done using this approach and also
articles about how it can apply to issues such as health literacy or HIV being written (Dawkins-
Moultin et al., 2016; Dearfield et al., 2017; Jarpe-Ratner & Marshall, 2021; Matthews, 2014;
Wood, 2009). With its influence in critical theory which seeks to break down the barriers of
power that cause oppression in those marginalized, critical pedagogy can be a perfect tool for
health interventions versus those that relay knowledge to participants through the Banking Model
of Education (Freire, 1970; Matthews, 2014). The Banking Model accounts for a lack of
autonomy and individuality due to the instructor relaying knowledge on the student through
lecture and expecting them to retain it (Freire, 1970). Freire likened this to inserting a coin in a
piggy bank with the content being the coin and the piggy bank being the student (Freire, 1970).
The instructor expecting this retention of knowledge the students have not developed themselves
through collaboration is an example of the power-oppression dynamic, according to Freire
(Aliakbari & Faraji, 2011; Freire, 1970). This Banking Model proposed by Freire does not allow
students to have autonomy or individuality and does not allow them to come up with solutions to
the problem themselves (Aliakbari & Faraji, 2011; Freire, 1970). Critical pedagogy is a vehicle
to establish a dialogue between facilitators and participants on a certain issue affecting the
participants which makes it a unique methodology on certain health topics involving
marginalized peoples to establish praxis (action and reflection) (Matthews, 2014). This critical
pedagogy is in hand with the topic of research to be investigated.

The goals of the focus group approach were to ask the participants about their perceptions
of HIV stigma, their experiences with stigma regardless of if they are HIV positive or not, and

their self-efficacy on bringing about transformative change. Throughout this process, participants



engaged with each other and the facilitator(s) through dialogue and coding to collaboratively
develop conclusions on how to combat HIV stigma in public health.

The research dived into HIV stigma perceptions and consequences perceptions in MSM.
This project sought to find themes as well as categories to better understand how MSM perceive
HIV stigma and its impact on public health. After the transcripts were compiled and went
through thematic analysis, another qualitative methodology was used. Coding through a
qualitative descriptive approach was used to determine themes and categories that were
considered the results of this project. The research sought to determine how MSM perceive HIV

stigma and its consequences.

Research Question

1. How do men who have sex with men (MSM) perceive HIV stigma and its consequences?

Positionality Statement

The primary researcher of this project who is the writer of this thesis identifies as a queer,
gay, cisgender man and uses he/they pronouns. These identities have influenced his interest in
studying HIV stigma in this community. These have also influenced his interest in studying this
from a critical approach to see how action can be taken to help empower individuals in the MSM

community and allies to combat stigma.



Chapter 2

Review of the Literature

Introduction

The problem explored in this study is the Human Immunodeficiency Virus/Acquired
Immunodeficiency Syndrome (HIV/AIDS) stigma in the men who have sex with men (MSM)
community. The theoretical lens of critical pedagogy was used as a methodology for a focus
group on this problem. The following literature review examines the research done on MSM,

HIV stigma, HIV prevention, and critical pedagogy to assess the extent of this issue in public
health.

MSM Community and HIV in the United States

The MSM community has the highest increase in overall cases of HIV despite their
relatively small size of 2% of adults in the United States (Castel et al., 2015; Pitasi et al., 2021).
With that in mind, it is important to express that % of the new cases of HIV in the United States
in 2022 were a result of HIV transmission by men who engaged in sexual contact with other men
(CDC, 2024a). The total number of cases in this community has been dropping overall as
reflected in approximately 32,100 new cases per year in the United States but a majority of them
are still MSM (HIV, 2023). A disparity in youth regarding HIV is also reflected, especially since
younger folks are more likely to engage in problematic behaviors that can increase the chances
of an HIV diagnosis (Fisher et al., 2018).

Younger MSM are more likely to be involved in risky behaviors that are pleasurable at
first but have negative consequences, such as unprotected sex and sharing needles for injectable
drug use which can lead to HIV infection (Fisher et al., 2018). Fisher and colleagues (2018) also
reported in their findings that MSM are less likely to get HIV tests, treatment, or prophylactic
measures because of their fear of providers stigmatizing them and violating confidentiality over
their sexuality (2018). HIV stigma is related to the virus’ association with unsafe sex and drug
use, and also its association with communities that already face stigmas such as MSM and non-
MSM transgender people (Gunn et al., 2022). The impacts of HIV on MSM are related to the

ongoing issue of HIV stigma in this community. As can be seen, MSM are more at risk for the



consequences of HIV due to the stigma behind their fear of treatment. This shows how stigma as

a system needs to be addressed in HIV/AIDS education.

HIV Stigma

HIV stigma is a form of stigma that is problematic to the prevention of HIV in high-risk
communities. Stigma is a systemic process that is linked to power, being able to dominate, and
the stigmatized group facing inequality from other groups (Gunn et al., 2022). It differs from
discrimination in that it is broader and includes labeling and stereotyping with discrimination
being a part of stigma (Gunn et al., 2022). HIV stigma also has the impact of making groups who
are not at high-risk for HIV distance themselves from the realities of HIV in terms of
categorizing those who are at higher risk which contributes to stigma overall (Burkholder et al.,
1999). The barriers that stigma causes are strengthened by those who do not support or at least
accept sexual and gender minorities for who they are, despite support for the LGBTQIA+
community increasing in the United States (GLAAD, 2023).

Stigma is reinforced by the fact that around '5 of people from the United States do not
support sexual and gender minorities, which only allows for % of them to be accepting of sexual
and gender minorities with the total number of people accepting them increasing (Valdiserri et
al., 2019). Even with acceptance increasing, stigma is still very prevalent through intentional and
unintentional methods. These forms of stigma have permeated into the daily lives of MSM and
other people at risk for HIV to create disparities. Stigma is also reinforced by the fact that as of
June 2024, only 23 states and Washington D.C have explicit nondiscrimination laws in effect for
LGBTQIA+ Americans that prohibit discrimination (Movement Advancement Project, 2024).
This stigma overall creates a negative impact on the health outcomes and overall health
behaviors of MSM.

According to the CDC from the Medical Monitoring Project, the median value for HIV
stigma score in HIV-positive MSM from 0 to 100 was a score of 29 (Pitasi et al., 2021). The
highest of the median scores was MSM who are 18-24 with a score of 39 (Pitasi et al., 2021).
While it may be hard for one to interpret what these scores mean and whether or not these scores
are severe per the scale used, it was a scale based on 10 questions asked to participants that were
measured on a scale of 0 to 100 (Pitasi et al., 2021). The constructs help give a score that is

reflective of the perceived stigma the individual answering the questions reported facing and the



median scores reported reflect that of the communities studied; the higher the score, the higher
the level of perceived stigma (Pitasi et al., 2021). Even with these scores reported being in the
50th percentile of every score reported, these are still concerning levels of perceived HIV stigma
since there are higher scores than 39 reported.

In terms of being able to measure stigma, Berger and colleagues (2001) also created a
seminal psychometric HIV infection stigma scale that measured perceived stigma. The model
had three categories: precursors, perceived stigma of having HIV, and possible responses (Berger
et al., 2001). There were 40 items total in the survey after the original survey with 101 items was

refined (Berger et al., 2001).

Negative Impact of HIV Stigma

MSM are facing a disparity of having more impact by HIV despite the advances in
prevention and treatment since the 2000s (Babel et al., 2021). The CDC reported that the stigma,
prejudice, and discrimination this community faces has an impact that causes mental, emotional,
and physical health diseases and disorders in MSM which can also cause them to be hesitant to
receive HIV treatment and prophylactic measures (2020). Related to this hesitancy is the fact that
perceived stigma can cause people, especially MSM, to want to isolate and not get support from
others because of an overwhelming fear of rejection (Berger et al., 2001).

Not only can stigma cause mental health issues due to fear of judgment, it also has
medical repercussions to it (CDC, 2022). The finding that the MSM community fears that
providers will violate their confidentiality due to their sexual preferences or sexual orientation
shows how this is problematic (Qiao et al., 2018). This is problematic because disclosing one’s
sexual orientation or preference in MSM can make providers more likely to recommend their
MSM patient to receive HIV and other sexually transmitted infection (STI) testing which is
beneficial to their overall health (Qiao et al., 2018). The overall disclosing rate of MSM status to
clinicians is in a range of 49% to 70% according to research findings (Petroll & Mosack, 2011;
Qiao et al., 2018). These findings give a view of the provider-patient relationship and how one’s
sexual identity can cause both fear and willingness to disclose for health purposes. This is
heavily related to MSM on whether or not they want to discuss HIV with medical staff or the

level of sexual activity they partake in.



A survey done on HIV-negative MSM found that those living in states with higher levels
of structural stigma against lesbian/gay/bisexual/transgender/queer or
questioning/intersex/asexual and others (LGBTQIA+) people were more likely to engage in
high-risk sexual activities and have less comfort discussing HIV or other STI prevention with
clinicians (Oldenburg et al., 2015; Valdiserri et al., 2019). Another survey that surveyed
American MSM in 2015 reported that the most common forms of perceived stigma were verbal
harassment, family gossiping, and fear of being out in public (Stahlman et al., 2016; Valdiserri et
al., 2019). Other trends from that 2015 survey were exclusion by family members, rejection by
friends, being afraid of getting access to healthcare, and being assaulted (Stahlman et al., 2016;
Valdiserri et al., 2019). Related is that hate crime statistics in 2012 conclude that 26% of
reported hate crimes were against gender minorities and 13% of them were sexual minorities
(Valdiserri et al., 2019; Wilson, 2014). These statistics give a frightening view of the impacts of
stigma on MSM.

Critical Pedagogy and Participatory Action Research (PAR)

Critical pedagogy (also known as Freirean education) is the critical theory approach to
education where power dynamics between student and teacher are disrupted to dissolve power in
teachers and oppression in students. (Aliakbari & Faraji, 2011; Freire, 1970). This allows the
cultivation of a community of teacher-students where all learn from each other and teach each
other (Aliakbari & Faraji, 2011; Freire, 1970). This approach to education was popularized by
Paulo Freire with his most famous work being Pedagogy of the Oppressed that was influenced
by his experiences helping impoverished people in Chile while on exile from his native Brazil
(Freire, 1970).

The objective of Freirean education is to halt the oppression of students as vessels of
retaining knowledge that educators expect of them (what he called the Banking Model of
Education) and give them back their autonomy to discover their critical consciousness
(conscientizagdo) (Freire, 1970). This is where they have an understanding of the structures of
the world around them and, in general, the entire world that can lead to oppression (Aliakbari &
Faraji, 2011; Freire, 1970). This critical consciousness is the highest state that critical pedagogy
can achieve and it is done so through coding with objects to come to a consensus on the problem

facing that group, naming through dialogue on their self and view of the world, and also praxis



(which involves taking action but also reflecting on that action afterward) (Aliakbari & Faraji,
2011; Freire, 1970). These three steps allow for one to develop the critical consciousness Freire
theorized (Freire, 1970).

Critical pedagogy is based on Freire’s problem-posing education. The Banking Model is
the predominant system used in the United States where teachers, instructors, and professors are
viewed as a bundle of knowledge that they lecture to their students for them to retain that
knowledge (Freire, 1970). Freire likened this to a piggy bank (hence the name Banking Model)
because the knowledge is being inserted into the student like a coin is put into a piggy bank
(Freire, 1970). This process allows the student to have no autonomy or individuality and instead
allows them to not discover their critical consciousness which makes them oppressed (Aliakbari
& Faraji, 2011; Freire, 1970). Freire’s philosophy is problem-posing education where students
discover the knowledge themselves by getting involved to come to solution for the problem
posed in order to take action and then reflect (Aliakbari & Faraji, 2011; Freire, 1970). The
researchers or instructors assist the students as being the problem-posers to create a system of
equality among the group but do not take the main role because that should be delegated to the
students to ameliorate their oppression (Aliakbari & Faraji, 2011; Freire, 1970). This way the
students still have their autonomy and individuality, are not oppressed, and are heading towards
critical consciousness because they are discovering the knowledge of the problems plaguing
them on their own (Aliakbari & Faraji, 2011; Freire, 1970).

Participatory Action Research (PAR) is a research approach that is dialectic towards
research and action which allows for those affected by a research issue to be engaged in the
research and contribute to the research topic on an equal note with the researchers (Minkler,
2000). This is through engaging with each other and assessing community strengths and
weaknesses for action to be taken by increasing knowledge (Minkler, 2000). PAR blurs the lines
between the researchers and participants to make them all involved equally in the research
process conducted, and it also can be done quantitatively or qualitatively (Minkler, 2000). PAR
involves the participants as part of the research team where they help develop research questions,
hypotheses (if applicable), determine variables and measurements (if applicable), plan methods,
and collect and analyze data, among other steps (Payne, 2017).

Freirean education can often be thought of as a form of PAR. This is due to how it is

structured to have teachers/researchers be the problem-posers and the students/participants as the



group engaged together to get their knowledge toward critical consciousness (Freire, 1970).
Freire was an influential figure in the development of PAR due to his seminal work and
presentations on it in Tanzania (Orlowski, 2019). There is a form of PAR that is influenced by
critical theory, critical participatory action research (CPAR). CPAR allows for participants
involved in PAR to not only engage with researchers and each other but also to maintain their
empowerment and get towards liberation (Fine et al., 2021; Morrow et al., 2001).

In terms of its history, PAR was developed in the field of social psychology by Kurt
Lewin who coined the term “action research” (Payne, 2017). He researched the complex web of
grievances between Black people and White people in one group and the other group being
Jewish people and non-Jewish people (Payne, 2017). His research led him to believe that those
oppressed (Black people and the Jewish) were part of a messy tangled system of tension that
would require a constructivist approach with both of these groups (Payne, 2017). This interest
led to the development of action research in general and PAR as a whole (Payne, 2017). Lewin’s
foundation of general action research is called the Northern tradition (Ferreira & Gendron,
2011). PAR which developed after Lewin founded action research and was influenced by Freire
is known as the Southern tradition (Ferreira & Gendron, 2011). The Southern tradition is
different from the Northern in that it is more progressive, political, and radical than the Northern
tradition and was innovated by those in the Southern hemisphere (Breda, 2014). PAR developed
into public health research decades later, but it would be called community capacity building.
This form of public health-specific PAR is still being used today in qualitative public health
research (Payne, 2017).

Critical Pedagogy in Public Health

The concepts behind critical pedagogy are a novel approach to public health intervention,
but can be used in public health.

For example, a study provided a longitudinal case study of an Australian school’s
National Health and Physical Education curriculum that added an opportunity for critical
pedagogy (Alfrey & O’Connor, 2020). The researchers chose to do a case study and it showed
the efficacy of switching the methods and the process of change itself (Alfrey & O’Connor,
2020). The methods followed were of three phases each involving different workshops, teachers’

perspectives, planning meetings, and lessons (Alfrey & O’Connor, 2020). The important findings

10



were that participation had gone up with the implementation of the critical curriculum and that
the teachers had developed a more critical teaching style because of the implementation and
having the resources for them to be more critical within reach (Alfrey & O’Connor, 2020).

Another case study approach using critical pedagogy documented the use of a
comprehensive sexual health education (SHE) program in Chicago and how it could be improved
to address health inequities, be inclusive to LGBTQIA+ people, and allow for discussion and
dialogue (Jarpe-Ratner & Marshall, 2021). The researchers conducted interviews with teachers
who also filled out a demographic questionnaire, several students went through focus group
interviews and the lead researcher also kept contact with several student and community
stakeholders throughout the study (Jarpe-Ratner & Marshall, 2021). They gave several important
findings which were the necessity for student-centered learning approaches, using discussion and
dialogue when discussing identities, the importance of a more holistic approach to sexual health
and wellness, and also the importance of having discussions on inequities and intersectionality
theory (Jarpe-Ratner & Marshall, 2021).

A significant amount of the research done on critical pedagogy methods in public health
is theoretical by nature due to its novelty and the overall philosophy of challenging what can
contribute to power and oppression in people’s daily lives being a newer part of open discussion.
An example of this is a research article that argued that health literacy interventions should go
from the deficit level of patient-clinician relationships to a critical pedagogical and
socioecological level to consider the social environment’s impact on health literacy of people
since education should be considered as and used as a form of social change (Dawkins-Moultin
et al., 2016). They argued this is due to over 90 million adults in the United States having
concerningly low adequacy in terms of health literacy and that incorporating the socioecological
model and critical pedagogy can help implement individual, community, and society-based
change (Dawkins-Moultin et al., 2016). Both lenses inherently involve different strategies for
health literacy interventions, and both do help people figure out their problems at different levels
of society (Dawkins-Moultin et al., 2016). This is a seminal article arguing for the use of critical
pedagogy in public health that is of a theoretical nature and not a case study or primary data
collection intervention.

Another theoretical-based article used a Freirean critical pedagogy approach to determine

how critical pedagogy can be used in public health education and promotion (Matthews, 2014).
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Matthews made note of using critical pedagogy as a way to foster critical health literacy in
individuals and their communities (2014). The three phases Matthews examined in this approach
are coding (listening and naming), dialogue and reflection, and promotion of action that is
transformative (praxis) (2014). This is a foundational article on its overall implementation in
public health research since it provides background on how to do this per the three steps used in
critical pedagogy (Matthews, 2014).

A research article by Schoorman and colleagues (2012) is the closest to the research
problem at hand but involves a different population with different needs for critical pedagogy
intervention for HIV education. Nevertheless, this is arguably the most seminal piece on the
importance of this type of research. Schoorman and colleagues (2012) detailed a critical
pedagogical approach to health education for HIV/AIDS in a Guatemalan Maya immigrant
community in South Florida through the Family Literacy Program (Schoorman et al., 2012). The
area of the program had a high rate of HIV/AIDS so an approach to also increasing the critical
literacy of this group was vitally needed since they could not read or write in any language
(Schoorman et al., 2012). They talked about the importance of culturally responsive HIV/AIDS
education to address the structural violence and sociocultural influences of increased HIV
transmission (Schoorman et al., 2012). This study involved dialogue by nature through the use of
critical participatory action research which found that a big trend was being invisible in this
community which the researchers wanted to avoid at all costs (Schoorman et al., 2012).

This educational approach brought forth their cultural norms about women having less
power than men, poverty, and men being allowed to be promiscuous without repercussions
(Schoorman et al., 2012). Due to generally not being aware of this topic, writings overall not
being useful to them, and also that community understanding of this issue was a necessity, the
researchers had to use a narrow approach with content delivered longitudinally (Schoorman et
al., 2012). The program used dialogue, acting, drama, and cultural symbols to foster
understanding and engagement (Schoorman et al., 2012). These sessions were impactful
especially since the participants wanted these programs to be conducted and also attended them
regularly because they found them useful and allowed them to reflect on and redevelop their
gender roles due to HIV/AIDS (Schoorman et al., 2012). One impact of the intervention was that
they got to start the process of reframing their culture’s gender roles and norms given the rates of

HIV in their community (Schoorman et al, 2012). Another was that they developed presentations
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and determined potential audiences for future presentations including the teenagers in the
community (Schoorman et al., 2012). And they also started to recognize that sex education in the

home for their children was important and a start to addressing HIV (Schoorman et al., 2012).

Significance

In this chapter, the severity of HIV in the MSM community regarding mortality, health
behavior, and stigma was discussed. The literature published that followed qualitative
approaches had gaps due to not looking at HIV as systemic and influencing the power/oppression
dynamic that HIV-positive folks go through concerning their status. Even with the critical
pedagogy articles being mostly theoretical, the articles that had an actual intervention involved
had positive results. Thus, with the severity of HIV being compounded by HIV stigma and
overall involving other intersectional stigmas, this reflects the possibility of a critical approach
working. The research questions of this study ask about the experiences and perceptions of MSM
on stigma's consequences. This study addressed the gaps in the literature on how to implement
critical methods in an intervention while also addressing the increasing HIV rates in this
community despite their relatively small size in the United States. With these two addressed in
tandem, it contributes to critical pedagogy being a less novel methodology and more accepted in

public health for other issues that face stigma such as mental health.
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Chapter 3

Methodology

Research Question and Specific Aims
The research question for this intervention was:

1. How do men who have sex with men (MSM) perceive HIV stigma and its consequences?
The following specific aims were compiled for this intervention. Specific aims are used in
qualitative research to put forth the objectives and intentions for research projects.

1. Explore the overall perceptions of MSM aged 18-35 regarding HIV and how they put

meaning to the associated stigma.

2. Identify MSM’s perspectives on how HIV stigma can negatively impact HIV prevention
and care in this group by letting participants engage with each other through critical
coding.

3. Explore the participants’ perspectives on how HIV stigma can impact self-efficacy in

contributing to transformative change

Paradigm and Theory

The research can be considered under the transformative research paradigm.
Transformative research is one of the four main research paradigms that allow for marginalized
peoples’ experiences and voices to be of the utmost importance as it combats injustice and
promotes social justice, diversity, equity, and inclusion (Jackson et al., 2018). This paradigm of
research is most often used for analyzing the effects of power dynamics, social structures, and
systematic or systemic processes on marginalized groups (Jackson et al., 2018).

The research involved a group (MSM) who face marginalization based on their sexual
behaviors overall regardless of whether or not they identify as part of the
lesbian/gay/bisexual/transgender/queer or questioning/intersex/asexual and others (LGBTQIA+)
community. Stigma is linked to power, social structures, and systems, and is oppressive to those
who face it (Mitchell et al., 2021). Thus, transformative research has a critical theory aspect
pertinent to its epistemological stance (Jackson et al., 2018). This aligns with the fact that the

focus group methodology used a critical pedagogy approach in it. As such, critical pedagogy can
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be thought of as how Freire developed it: as the application of critical theory to education to
combat oppression.

The theoretical lens to be used in this project is Freirean education (critical pedagogy).
The steps of naming, coding, and ultimately praxis (the end goal) were conducted by the
participants to help them come to conclusions on the problem of HIV stigma and how it impacts
MSM. The primary investigator and research team were on the sides to let the participants have
more power through collaboration, community building, goal setting, and sharing of experiences
without judgment, criticism, and ensuring confidentiality on the part of the researchers while also
requesting participants to keep what other participants said inside the intervention space.
However, side questions and further discussion probing were utilized during the focus group
when appropriate.

When coding the transcripts collected, inductive coding and a qualitative descriptive
research approach were used. A qualitative descriptive research approach allows for coding and
thematic analysis to get the context of the problem at hand which in turn allows for more
freedom in the coding process since the researchers are not restricted to a certain qualitative
paradigm such as grounded theory or phenomenology (Doyle et al., 2020; Kim et al., 2017). This
approach was used to validate the participants’ experiences and to not allow the research team to
come in with thoughts and ideas on possible themes. For a topic like this, it logically makes

sense to let the data collected determine what themes are appropriate to the participants.

Sample and Recruitment

The sample for this study was a group who identified as MSM with three cisgender men
and one gender nonbinary individual being involved in the study. The ages of the participants
recruited were 18-35 since this range is adults with the most concerning rates of HIV in this
population. Knowledge of critical pedagogy is not required for the participants since the concepts
were broken down into pieces in the focus group that were easier to understand in terms of
relating to power, oppression, and stigma. Participants were also not asked about their sexual
orientation or HIV status because of how HIV stigma can impact all individuals in the MSM
community regardless of sexual orientation or HIV status. Participants were also not asked to

identify their race or ethnicity because the research team did not think to include this.
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The sample size was four participants. With focus groups, too many participants and too
few participants for a group will not give accurate themes to the problem due to decreased
chances of not reaching saturation (Morse, 2000). Larger groups are too hard to maintain order
and it also is hard to maintain the data collected in the transcripts with all of those participants
since there is a large amount of usable data per participant (Morse, 2000).

These sample criteria do exclude those who identify as women (both cisgender and
transgender) from participating. This exclusion is being used for the research not to exclude
women since they face rates of HIV that have stabilized while men fluctuate but because MSM
were found to be the population most impacted by HIV in the United States as of 2020 (HIV,
n.d.). Other than that, MSM of other intersectional identities were welcomed and encouraged to
participate and promotion was done heavily to recruit diverse groups of MSM across the
Midwest.

To recruit MSM to participate in this study, the principal investigator (PI) and his
research assistant contacted LGBTQIA+ organizations in the Midwest to promote this research
project and spread the word to their MSM connections. Recruitment was also done via social
networking and contacting on-campus organizations. Monetary incentives were promoted in the
recruitment because each participant was given 75 dollars for participating in the focus group.
This amount was determined to be the incentive because of how sensitive this topic is and can be
potentially emotional or yield a negative reaction to some folks in this community as well as that
recruitment in this community for studies can be challenging and hard-to-reach, as well as being
underrecruited (Lucassen et al., 2017). The project started once approval from Miami’s

Institutional Review Board (IRB) was granted.

Methods and Procedure

This focus group took place via Zoom. The principal investigator (PI) and research
assistant posed the problem to the four participants (the problem being HIV stigma in MSM)
through the use of fictional scenarios written by the PI involving the research he has done for the
study, trends, and experiences within this community in terms of HIV. The scenarios each
involved an individual going through a struggle regarding HIV stigma and asked the participant
to reflect on “what they would do if they were in his shoes”. The topics in each scenario dealt

with relevant facets and parts of the HIV stigma discussion to reflect and take into action the
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critical approach used in the study. The scenario topics dealt with antiretroviral therapy (ART)
for HIV treatment stigma, HIV stigma in transgender people, religion, social media,
relationships, as well as stigma against those who use HIV pre-exposure prophylaxis (PrEP)
prevention. The scenario concepts also had an influence on some of the codes that were used in
thematic analysis. The PI and research assistant were on the sides observing and thinking of their
responses. When appropriate and needed, the PI and research assistant posed follow-up questions
to points of discussion to yield further discussion or to clarify on a point discussed. The research
assistant led this process which helped allow for further engagement and discussion plus
dialogue by the participants. The focus group was video recorded with participants’ consent and
was transcribed. Afterward, the transcription was examined by the PI and research assistant to
check for accuracy and fix any errors due to the transcription process. Personal identifiers were
de-identified.

The focus group was planned to take however long it needed to take, with it taking
approximately 70 to 80 minutes with one five-minute break given. The focus group was
structured for participants to take time to reach a mutual consensus on the scenario before
moving on to the next one. Once all three scenarios were discussed and agreed upon, the
participants were given the floor to share anything else they feel was pertinent to the topic to
close out the focus group if they would have liked to. None of the participants did engage in the
open floor discussion. The focus group concluded after this. The focus group overall went as
planned. There were no moments where participants were emotional or experienced a negative
reaction by the discussions and content of the focus group. The participants engaged in the focus
group and with each other and gave significant insights and thoughts that allowed for the data

collected to be reflective of the problem at hand in the thematic analysis portion.

Analytic Strategy

Once the transcript was collected, de-identified, and edited, then codes were added to it
through Dedoose (Dedoose, n.d.). The codes were then used to determine themes. Coding was
done throughout the project by transcribing the focus group.

A code is constituted by trends found in the transcripts that are broad that when combined
can create themes for the overall problem. Codes for a topic like this could include education,

mental health, and healthcare (these are a few examples from the data analysis; for full
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codebook, look at the appendices) among other parts mentioned in a transcript. These codes were
compiled in a code book and used to create themes to increase understanding of the experiences
or perceptions of the problem at hand. As mentioned earlier, some of the concepts from the
scenarios did get to contribute a code (e.g., social media, religion).

Consensus on codes was reached when there was agreement after transcripts had been
thoroughly read and worked on together by the research team. Since inductive coding was used,
codes were developed as the transcript was read, and a codebook was compiled with codes added
throughout. The PI and research assistant split the transcript in halves to work on. The PI worked
on the first half, and the research assistant worked on the second half. Consensus was reached by
the team after one round of coding with the PI checking over the assistant’s codes and editing as
needed, and the research assistant also checking over the PI’s code. The codebook was
maintained and updated by the PI and research assistant through Dedoose. The definitions for the
codebook were created by the PI after the categories and themes were determined based on the
transcript.

Once coding was done through Dedoose, themes were determined and collected to be put
in the results. Themes were determined by analyzing the relationships among codes and put
together to represent the experiences of the whole group. The themes were constructed by the PI
and agreed upon by the research assistant.

Categories were also decided upon by merging relevant codes to enhance the thematic
findings. The research assistant to the PI for this project came up with the category idea, as well
as led the construction of the four categories and what codes constructed these categories.

Overall, there were not any disagreements in the thematic analysis process besides any
edits needed when engaged in the coding process. This reflected more of the PI’s experience in
coding and thematic analysis and the research assistant not having coded qualitative data before.
The categories and themes were unanimously agreed upon by the PI and research assistant. It
was known that consensus was reached when after checking the codes and determining their
relevance to the categories and themes, the team determined that no further edits were needed
pending the member checking process if engaged in by participant(s).

The possibility of side questions did make this more complex if there are significantly

different responses. Thus, any side questions that occurred were noted and coded as part of the
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transcript. These helped contribute to the themes determined to further assess whether or not the
intervention affected the participants.

To ensure the trustworthiness of the data, all of the participants were recommended to be
part of member-checking the themes and categories to ensure these were reflective of their
perceptions and experiences and give any further insights or edits if needed. This allows for
qualitatively credible findings that are parallel to their experiences and allows for more
determinations of the findings in the research questions (Curtin & Fossey, 2007). Out of the four
participants of this project, one did engage in the member-checking process and agreed that these
were reflective and did not need further edits. This concluded the thematic analysis process and

yielded the results of four categories and two themes.
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Chapter 4

Results
Introduction
The primary research question for this study was: How do men who have sex with men
(MSM) perceive HIV stigma and its consequences? To investigate this question, a focus group

with four participants who identified as part of the MSM community was conducted via Zoom.

Participant Overview

The following table shows some characteristics of the participants of the focus group.
Participants were assigned a letter to be their de-identified alias, as well as asked about what
region of the United States they are from, their gender identity, their pronouns, and their age.
Participants were not asked to disclose their sexual orientation, HIV status, race, or ethnicity.

The characteristics of the participants can be found in Table 1 below.

Table 1: Participant Characteristics

Participant Name Location Gender Pronouns Age

(de-identified)

M Midwest Genderfluid/ he/she 21
nonbinary
Assigned Male at
Birth (AMAB)
J Midwest Cisgender man he/him 19
N Midwest Cisgender man he/they 35
C Midwest Cisgender man he/him 19
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Results Overview

The results of the project after undergoing data analysis were four categories and two
themes.

Categories were created after combining separate codes from the codebook created that
when combined were relevant to the project. The four categories created were: health, resources,
LGBTQIA+ Issues, and connection.

The data analysis also yielded two themes collected from the focus group transcripts. The

themes can be found in Table 2 below.

Table 2: Themes

Several parts of our lives and our past still stigmatize us but, in some cases, they have been improving.

Heteronormative culture stigmatizes us structurally.

Categories

Categories were created from the merger of separate codes that when combined yielded
part of the results. The categories created were health, resources, LGBTQIA+ issues, and
connection. Table 3 shows the codes from the codebook that were used to create these
categories, as well as further descriptions after. The full codebook with definitions that were used

during the coding process can also be found in the appendices.
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Table 3: Categories and the Codes Used to Create Them

Category Health Resources LGBTQIA+ Connection
Issues
Codes Medication Education Discrimination Social Media
Upbringing Gender
Healthcare Relationships
Healthcare Sexual
Orientation
Mental Health Employment
Medication HIV Status

Health category

The health category was created through the merger of three codes.

One of the codes was medication which was used in any part of the transcript that
referenced the use of medications (including pre-exposure prophylaxis (PrEP) and mental health
medications) whether in the scenarios or the participant reflections. The reason for mental health

medications being coded specifically in medications and not as much in mental health was due to
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mentions of PrEP being referenced significantly more than mental health medications and
combining the two refined the codebook. The use of PrEP did not fit the HIV status code and it
was decided to keep those separate due to how holistic and complex HIV healthcare is.

The healthcare code also contributed to this category. This code was used for any
references to medical care including doctor’s visits and specialist visits whether talked about in
the scenarios or the participant reflections.

The mental health code also contributed to this and was a general code on any topic

dealing with mental health, including, mental health conditions, stress, and psychotherapy.

Resources category

The resources category was created through the merger of four codes.

The education code was used for any topic relating to educational settings and
experiences whether used in the scenarios or the reflections of the participants on those
scenarios.

The upbringing code was used when the participants of the scenario reflected on their
upbringings, especially when talking about their experiences being raised in religious
households, with spirituality also being a separate code.

The healthcare code contributed to the resources category as well.

The medication code also contributed to the resources category as well.

LGBTQIA+ Issues category

The LGBTQIA+ Issues category was created through the merger of four codes.

The discrimination code was used when the individuals in the scenario or the participants
in reflection mentioned discrimination, hatred, or prejudice in their lives such as homophobia,
transphobia, and anti-LGBTQIA+ hate.

The gender code was used when the individuals in the scenario or the participants in
reflection referenced gender, including, gender identity, gender expression, gender norms,
gender roles, gender variance, and gender biases, and when using the term men who have sex
with men (MSM)

The sexual orientation code was used when the individuals in the scenario or the

participants in reflection referenced sexual orientation, including homosexuality and bisexuality.
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The sexual orientations of each participant were not requested to disclose if uncomfortable but
there were instances of participants sharing their sexual orientation.

The HIV status code was used especially in coding the scenarios when the HIV status of
the individuals in those scenarios was referenced and when the participants referenced the
scenario. This code was not used for the HIV statuses of the participants since this was not
requested for them to disclose if comfortable and none of the participants disclosed their HIV

status openly in discussion.

Connection category

The connection category was created through the merger of three codes.

The social media code was used when the individuals in the scenarios or the participants
reflected on social media use in general or specific apps, including typical social media apps but
also dating apps.

The relationships code was used when the individuals in the scenarios or the participants
reflected on those they know and their relationships with them. This included family, friends,
colleagues, and others that can have an influence on their lives.

The employment code was used when the individuals in the scenarios or the participants

reflected on jobs, being an employee, a culture of working, or employment as a queer person.

Themes

Themes were created through analysis of the transcript through coding and how these
codes were used in relevant quotes taken from the transcript. Two themes were determined to be
relevant results in this study in terms of the HIV stigma and other stigma MSM go through
concerning their sexual relationships, behaviors, and preferences. The two themes collected from
the transcript were:

1. Several parts of our lives and our past still stigmatize us but in
some cases, they have been improving.

2. Heteronormative culture stigmatizes us structurally.

Theme 1: Several parts of our lives and our past still stigmatize us but in some cases, they have

been improving

24



This theme is comprised of parts of the transcript that encompass numerous aspects of the

participants’ lives. These included religion and upbringing, healthcare, and relationships.

Religion and Upbringing

One of the predominant facets of this theme talked about was religion especially dealing

with the participants’ upbringing.

Participant M reflected on the second scenario about Gavin’s transgender identity and

religious upbringing by highlighting his experiences with religion. He talked about how he felt

he was ousted from his religion, how it is tough to lose support from those around you, and how

it is important to find what is right for you.

“Personally, I grew up religious, and I feel like I was kind of pushed out, due
to like bullying and pressures that were kind of similar to what was
mentioned. And then, now, as I'm coming into adulthood and exploring like
religious topics myself, I'm not... I have thought about looking for a queer-
friendly church, or perhaps, like a Unitarian Universalist type of structure. |
do understand what's written about, and how tough it is to not only lose your
support system, but have that support system actively turn against you, and be
part of what's tearing you down. It is pretty scarring to even venture back into
like thinking about joining another religious community and not being sure of
what their standards and beliefs are. But I think today, even in a town like
(university city), there are like you mentioned, there's a number of churches
that are somewhat openly pro-queer and pro-LGBT rights. I think it's really
about sifting through the sand and finding what works for you.”-M

Participant C also reflected on Gavin’s story by highlighting his experiences growing up

Catholic. C talked about how his church was not accepting of gay people and how the structure

of masses was strange to him even if the church would be accepting of queer people.

“Personally, I would be apprehensive. But I also grew up religious. I grew up
Catholic and the thing about the Catholic Church is all the masses are the
same wherever you go, pretty much. And just coming where I come from, my
church was not accepting towards gay people, and I've kind of been... I've
been programmed to kind of dislike the mass, the Catholic mass as a whole,

because of the community that it was associated with and going to a church,

25



even if it is queer-friendly. If it had the same mass structure it would just be
kind of weird to me. I just yeah, I wouldn't like it.”-C
Another of the participants, J, reflected on the scenario about Gavin and how he could see
him being disillusioned by the Church given his experiences while sharing he himself has
also.

e “I would just become extremely disillusioned with the Church in general, I
mean, | already am in my personal life. So, just, I can't imagine going through
an experience like this and not being disillusioned by the church. I feel like...
it'd be really easy to just get... pushed away in general. But assuming he
wants to go to another church, I'd have to agree with C on that one like it's no
one's business.”-J

Participant C reflected on the scenario about Gavin by sharing out that it is no one else’s
business for churchgoers to know about Gavin being transgender, but that there are churches out
there with folks who would support him.

e “First thing like I thought of when he, when you mentioned that he wanted to
join another church is... but didn't want to come out to them as transgender...
He doesn't really have to, to be honest... It's not really any of their business if
he's transgender or not. But if he did really want to, there's plenty of like
really, really nice churches out there... They’re hard to find sometimes. But

there, there are plenty.”-C

Healthcare
Another of the topics within the focus group talked about that was part of the
construction of this theme is healthcare in the MSM community.
One of the participants, N, reflected on the scenario about Gavin and brought up a point
about holistic LGBTQIA+-friendly healthcare in the United States that queer people can use.
e “I think of... community-based resources that would be wonderful for him to
take advantage of. So, I think about here in (big city) we have... which is a
LGBTQ-centric healthcare system... That is holistic healthcare. Right?
Everything from primary care, physicians to dental care, to mental health,

social work, etc. And they have a number of affirming groups that meet
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weekly based on different identities and specifically for trans folks with HIV,
right? So, there could be wonderful resources for community building, for
mentorship.”-N
N also reflected on the third scenario about Charlie and his use of PrEP with a point
about queer people and their access to healthcare.

e “It’s like finding queer-affirming healthcare also really important, right? Like
how? How you know, and maybe some of you have been through this
situation, where you go into a doctor's office, and you try to explain; you have
to explain to the doctor what PrEP is because they don't know what that is,
right? And then, what does the stigma about that come from because they are
people too. They're medical providers, but they're still people, right? So like,
do they have preconceived notions of queer men, and how we have sex and
what all comes with that?”-N

Sexual health was not the only predominant form of health talked about in the focus
group. Mental health was also a big discussion and how it affects the queer community.

One of the participants, J, reflected on the scenario about Charlie and shared about his
mental health.

e “I've tried therapy. Didn't like it, really, but I tried it. I'll switch, and I'm also
on anxiety medicine. And that helps a lot, although that's not specifically for
that. But in general, it helps with everything. So, it kind of bleeds into that and
helps.”-J

Participant M added to his point about his experiences with mental health medications
and therapy and how they helped him during his transition from high school to college.

e “I'm on an anti-anxiety medication... antidepressant, and I found the therapy
worked well for me. I did it, for I would say around 18 months consistently
coming out of high school and entering college and now I'm no longer in it.
But for me it was a great help and where available, I think that that could be
something to try out.”-M

Relationships
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Another facet of the focus group that led to the development of Theme 1 was

relationships.

Participant C reflected on the scenario about Charlie and talked about how queer people

will always have to deal with those who do not want to change and are toxic.

“There’s a couple of ways you can go about it. So, the first one would be if it
was a family member, especially, talk to them about it. But sometimes people
are so stuck in their own beliefs that... they're not going to change. And at
that point it's either you'd have to cut them off, unfortunately, or just deal with
it... It's really, really hard to do. But it unfortunately, unless we change
society as a whole... there's always going to be that person that you can't

escape.”-C

Participant J expanded his quote about Gavin and religion by talking about relationships.

“But also... keep in mind, you know, like, how would these people feel if they
did know? And are those people you want to even be hanging around in the
first place?... If they knew and they treated you different, are they even worthy
of being around?... I think that's something that you really have to consider.
Because then why are you even there, if they don't accept who you are as a

person?”’-J

Participant C reflected on the first scenario about John and his social media and shared

about how he should find new friends to support him.

“It seems he needs to find new friends as well, because it said his former
friends were part of the people stigmatizing him. And at this point I would
assume that he's kind of lacking, since he probably got rid of them. He's
lacking in friends... in a good group to support him... He needs people to
support him, and that's probably next priority. After accepting himself for who
he is.”-C

Theme 2: Heteronormative culture stigmatizes us structurally

This theme is comprised of parts of the transcript that dealt with how queer people live in

a society that promotes advantages for heterosexual people and having to deal with being viewed

as abnormal, being dehumanized, and being viewed as ‘less than’. These include homophobia,
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bullying and peer pressure, and navigating a heteronormative society.

Homophobia

One of the discussions within the focus group that led to the construction of Theme 2 was
homophobia and how gay people have had to deal with this their whole lives.

Participant J reflected on the scenario about Gavin by bringing up his experiences playing
soccer and the feelings of not belonging he experienced in sport culture due to his sexual
orientation.

e “So, before I even like really knew I was bi... I had always, you know... I
was always queer, but like I didn't know it. And freshman year I played... |
played soccer all the way up through my life.. up until freshman year of high
school. And when I got to be a freshman, I was playing one high school team
and there's nothing more toxic than high school sporting teams for queer
people... I absolutely hated my time. I did not feel like I was part as gay, and
you could tell like I was just completely isolated.... No one would pay
attention to me to the age kind of structure of like sports and how they treat
younger people... but yeah, there was definitely something there where I was
pushed away, and that was a part of... made me realize like, Oh, I'm not like
other guys.”-J

Participant N reflected on the scenario about John by reflecting on the interconnections of
homophobia and transphobia, and how they play into HIV stigma.

e “So yeah, I still think... that homophobia and transphobia is wrapped up,
especially for a lot of people of a certain generation and anti-HIV or fear of

HIV.”-N

Bullying and Peer Pressure

Another of the discussions in the focus group that contributed to the development of
Theme 2 is bullying and peer pressure.

Participant M reflected on the scenario about Gavin by mentioning his upbringing and the
bullying he experienced and how he felt like it caused him to be “pushed out”. This point relates

to religion and upbringing and was the first part of a quote that helped develop Theme 1.
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“Personally, I grew up religious, and I feel like I was kind of pushed out, due
to like bullying and pressures that were kind of similar to what was
mentioned. And then, now, as I'm coming into adulthood and exploring like
religious topics myself... I have thought about looking for a queer-friendly

church, or perhaps, like a Unitarian Universalist type of structure.”-M

Participant J reflected on the scenario about Charlie by reflecting on how co-workers can

make mean comments about their queer co-workers and how human resources (HR) and how the

systems in place can help them handle these situations.

“I'll also add that I feel like a lot of places nowadays, especially like if you
have a co-worker or someone that's treating you in a way that they shouldn't,
you can usually talk to someone about that in the company like human
resources and stuff... I'd agree with C that at that point you have to just kind of
step away, or you have to find some way to deal with it. But when it comes to
like professional relationships, I definitely believe there's systems in place that

help people deal with those situations.”-J

Navigating a Heteronormative Society

The final discussion that contributed to the development of Theme 2 is how queer people

must consistently deal with a heteronormative society that has been built to advantage

heterosexual and cisgender individuals.

Participant N reflected on the scenario about John by discussing how heteronormative

society has made it normalized for folks to believe that AIDS prevention involves MSM to not

have sex. This quote precedes his point about the interconnections of homophobia and

transphobia.

“It was very much like, well, if we want to stop AIDS, then gay men should
just stop having sex. Right? It was a very simple answer from a very
heteronormative cis-het perspective. Well, then, just stop having sex and
AIDS will go away. It's like. Oh, okay, and yet, what? At what point is that
denying the humanity of these people as well? Right? It's never been that
simple it is a far more complex conversation. And, and, and, then you couple

that with fear... It becomes, it becomes a daunting task.”-N
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Participant J reflected on the scenario about John by sharing out how those with
HIV/AIDS have been dehumanized due to heteronormative society while dehumanizing those
with other diseases would be considered inappropriate.

o “I feel like this is something; I mean, ultimately, he didn’t ask for this. This is
not something he wanted... If we were to treat any other person who had a
disease like that, like that would be considered negative or messed up in the
eyes of most people. But I feel like there's a stigma just because it has to do
with gay men or men who have sex with other men that it somehow has to do
with those stereotypes... It's a negative thing, or it's bad, or like this upon

themselves, which is simply, you know, not true.”-J

Conclusion

In conclusion, focus group brought about results reflecting heteronormative society and
structural stigmatization through discussions on religion, healthcare, relationships, homophobia,
bullying and peer pressure, and how queer people navigate these societies. The focus group also
brought about different categories reflecting health, connection, LGBTQIA+ issues, and

resources that are important to the MSM community as a whole.
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Chapter 5

Discussion
Introduction
The research question for this project was: How do men who have sex with men (MSM)
perceive HIV stigma and its consequences? After conducting and analyzing a focus group with
men who have sex with men, four categories from the merger of different codes and two themes
were constructed combining different discussions of the scenarios and personal reflections

during the focus group.

Categories Interpretation

This section gives a reflection on the discussions in the focus group that contributed to
the codes that built these categories, how these categories reflect the issue at hand, and also how
these codes and categories relate to growing research done.

In the health category, the three codes merged reflect one’s overall health and sense of
well-being which was referenced heavily throughout the focus group scenarios and reflected on
heavily by the participants. Especially important were the discussions on sexual health, mental
health, and healthcare access to the contributions of this code. In terms of sexual health and
stigma, lott and colleagues (2022) found that stigma can cause MSM to delay getting HIV tests
for numerous reasons, ranging from whether they should get an HIV test to differing opinions on
how often to get tested. HI'V stigma has also been found to be potentially associated increases in
unprotected anal sex in both the receptive and insertive forms (Hatzenbuehler et al., 2011). In
terms of mental health, they also found that HIV stigma is potentially associated with increases
in depression and generalized anxiety symptoms (Hatzenbuehler et al., 2011). In terms of
healthcare access, positive experiences with healthcare providers have been improving in terms
of increased access to health insurance and increased acceptance of queer identities by providers
but work in terms of cultural competency and reevaluating hospital policies need to be worked
on (Quinn et al., 2015). Sexual health, mental health, and access to healthcare are important
discussions within the queer community and this category reflects that.

In the resources category, the four codes merged reflect the focus group dealing with how

the participants and the individuals in the scenarios have experiences, knowledge, and guidance
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they have received that they have utilized in their day-to-day lives. This category also reflects the
importance of those who have provided the scenario individuals and participants with those
resources that they have used to navigate their lives. Especially important were the discussions
on education, upbringing, healthcare, and medication. In terms of education, the amount of
knowledge on sexual safety one has received from their healthcare providers and community
organizations is important. Pre-exposure prophylaxis (PrEP) use is increasing among MSM in
the United States and that along with knowledge of the importance of condoms reflect a possible
normalization of PrEP for HIV prevention in the United States (Traeger et al., 2018). Increases in
these reflect the importance of being informed. In terms of upbringing, a big part of this
discussion was on religion and spirituality. Religion and spirituality in upbringing have been
determined to be a big part of the holistic identity development of individuals, such as in MSM
due to the differing messages religion has given them from acceptance to non-acceptance
(Crockett et al., 2018). The discussions given in the interpretation of healthcare apply to the
resources category as well. In terms of medication, growing research has been done on PrEP
persistence which is defined as being on PrEP and using it over time (Laborde et al., 2020). This
is important to study because those most at risk of contracting HIV tend not to be PrEP persistent
(Laborde et al., 2020). A majority of PrEP users use it for between six months to a year which is
often how persistence is viewed (Blackstock et al., 2017; Chan et al., 2016; Dombrowski et al.,
2018; Krakower et al., 2019; Laborde et al., 2020; Liu, 2019; Rusie et al., 2018; Spinelli et al.,
2019; van Epps et al., 2018; Zucker et al., 2019). In their study collecting patient and clinician
perspectives on PrEP persistence, Laborde and colleagues (2020) found issues that affect PrEP
adherence include follow up visits and laboratory test scheduling and attendance, patient-
clinician communication, visiting the pharmacy for refills being an inconvenience to patients,
and having to take it daily being a challenge. Those who reported the highest difficulties taking it
daily were those who reported being homeless and those who have substance use disorders
(Laborde et al., 2020). This study helps show how there are many contextual factors that can
make taking PrEP and adhering to it over time difficult and that collecting these perspectives can
uncover how providers can make it easier to support their patients’ ability to adhere to it
(Laborde et al., 2020). This study also found that the patients in the study reported a common
theme that PrEP users did not focus as much on HIV risk as the clinicians nor PrEP as the only

way to navigate chances of getting HIV (Laborde et al., 2020). A big portion of this could be due
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to arguments that focusing extensively on risk and PrEP adherence could possibly contribute to
HIV and PrEP-related stigmas and also the exacerbation of racial and ethnic disparities (Laborde
et al., 2020).

In the LGBTQIA+ issues category, the four codes merged highlights the experiences of
living as a man who has sex with other men. It reflects what the community goes through
concerning MSM stigma, HIV stigma, homophobia, HIV testing, and sexual contact safety. With
this project especially focusing on the experiences of MSM stigma and HIV stigma, the
LGBTQIA+ issues category reflects the purposes of conducting this study and as such a decent
portion of the findings of the study. This category is broader than HIV stigma and also includes
others’ perceptions of the LGBTQIA+ community. In terms of discrimination, these experiences
are common for LGBTQIA+ adults in the United States. Research has shown that the most
common forms are slurs, microaggressions, harassment, and violence and that these persist in
numerous facets of life, including in healthcare encounters (Casey et al., 2019). In healthcare
encounters, these are especially problematic because they can prevent queer folks from visiting
their healthcare providers which can cause a range of problems in terms of health issues such as
sexual health, mental health, and physical health (Casey et al., 2019). In terms of gender, gender
identity is often thought of as fixed in terms of demographics but has fluidity and shifting
elements to it, which reflects increased change and understanding in how people perceive gender
and the LGBTQIA+ community (Ruberg & Ruelos, 2020). In terms of sexual orientation, sexual
identity also has been found to have fluid and shifting elements to it, which also reflects how
others perceive sexual orientation and the LGBTQIA+ community (Ruberg & Ruelos, 2020). In
terms of HIV status, this further relates to how HIV stigma and thoughts plus opinions on testing
can be an influence on one’s HIV status if at risk (Iott et al., 2022).

In the connections category, the three codes merged reflect the importance of those
around the queer community, how queer people meet others, how they connect with these
people, and how they view their relationships with others. It reflects how queer people view
connection with community and those outside their community as important. This category also
highlights how relationships and others can also stigmatize MSM in terms of HIV and their
sexual relationships, behaviors, or preferences. In terms of social media, it can be a tool used to
deliver HIV interventions by building community, providing testing services, spreading health

education information and awareness, and development of interventions (Cao et al., 2017). In
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terms of relationships, one study found that younger MSM and HIV-negative men are preferred
by other MSM for sexual contact and intimate relationships and in terms of race and ethnicity,
White and Hispanic men were preferred over Black and Asian men across all the identities of the
participants using the mobile app the researchers used for recruitment (Phillips et al., 2016). This
can mean clustered cases of HIV in communities with higher incidence (Phillips et al., 2016). In
terms of employment, one longitudinal study conducted found that HIV-positive MSM who are

employed have a better quality of life in terms of physical and mental health (Rueda et al., 2012).

Themes Interpretation
This section gives an interpretation of the themes determined as the results of the study
and discusses the quotes that gave light to these themes and how they can be interpreted in the

real-world to the issue of HIV stigma in the MSM community.

Theme 1: Several parts of our lives and our past still stigmatize us but in some cases, they have
been improving.

Theme 1 reflects how acceptance of MSM for who they are has been improving but that
there is still stigmatization MSM go through about HIV and in general for their sexual behaviors
and identity. The discussions from the focus group that constructed this theme dealt with religion

and upbringing, healthcare, and relationships.

Religion and Upbringing

The quotes from participants M, C, and J on Gavin’s scenario and reflecting on religion
in general as MSM as well as on their experiences growing up in Christian households reflect
how religion is an institution that can stigmatize and not fully accept MSM for who they are. It is
important to note that in the United States, 47% of LGBTQIA+ adults are religious and that
queer outreach has been increasing especially with the Universal Fellowship of Metropolitan
Community Churches which is the largest Christian organization focused on queer outreach and
membership (Conron et al., 2020; Human Rights Campaign, n.d.a). It has been found that being
religious can lead to lower stress levels and increased fulfillment in life, and that being able to
attend an accepting church can lead to lower stress levels, increased self-esteem, increased

support, and less discrepancy in identity (Boppana & Gross, 2019; Hamblin & Gross, 2011;
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Hancock, 2000; Koenig & Larson, 2001; Rodriguez & Ouellette, 2000; Rosmarin et al., 2009;
Smith et al., 2003; Yakushko, 2005). The quotes from these participants reflect how religion as
an institution can perpetuate stigma along with other institutional factors. Participants M and J in
particular talk about how being a religious man who has sex with other men can be conflicting to
the individual because of the perpetuation of this stigma, fears of lack of acceptance or being
outed which can cause the disillusionment and feelings of being ousted. Participant C’s
discussion of how it is no one’s business on Gavin’s gender identity if he chooses to not come
out also highlights an important point on how it is up to the individual when they want to come
out to others if at all. Coming out to others can cause varying reactions in the individuals that the
person came out to, with a great amount of this due to the stigma LGBTQIA+ individuals go

through regarding their identity (Crocker et al., 1998; D’ Augelli, 2002; Ryan et al., 2015).

Healthcare

The quotes from participants N, J, and M on sexual health and mental health reflect the
importance of health in the LGBTQIA+ community and how healthcare interactions can
unfortunately stigmatize queer folks. As referenced in the categories section, these can be
problematic because providers are the ones who can provide PrEP for HIV prevention when
MSM are sexually active and can also provide or refer them to treatment for mental health
issues. MSM go through barriers to healthcare access such as providers who do not understand,
cost, problems accessing health insurance, and identification systems that follow the gender
binary of man or woman (Krehely, 2009; Quinn et al., 2015; Roberts & Fantz, 2014). The
LGBTIQIA+ community (including MSM) also have reported facing anxiety issues due to
coming out to their providers over their sexual orientation and behaviors where they fear not
receiving care or being mistreated due to these (Mollon, 2012; Quinn et al., 2015; Roberts &
Fantz, 2014; Stanton, 2013). Also problematic is that MSM and other LGBTQIA+ folks are less
likely to seek healthcare due to a providers’ lack of knowledge on LGBTQIA+ healthcare needs
and an overall lack of outreach and support (Krehely, 2009; Quinn et al., 2015; Roberts & Fantz,
2014). Participant N talked about holistic healthcare and queer-affirming healthcare and how
these are important in that they can eliminate the barrier of a non-understanding or unaware
provider. Queer-affirming and holistic providers are important to the discussion of LGBTQIA+
health because they are more informed on LGBTQIA+ health issues and the need for PrEP in
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groups such as MSM. Participants J and M talked about their experiences with mental health
treatment, and these reflect how LGBTQIA+ people are more prone to facing mental health
issues for a plethora of reasons ranging from stigma, and not being in an accepting environment,
to internalized homophobia. Seeing a mental health provider for psychotherapy or medications

can be a great tool for queer people to treat underlying mental health issues.

Relationships

The quotes from participants C and J on the relationships that MSM have reflect the
importance of having relationships with supporting allies to combat stigma and the importance of
MSM being able to have a community of folks in general. Allyship towards the LGBTQIA+
community has been found to promote education, belonging, fostering relationships, and feelings
of living with purpose among allies (Rostosky et al., 2015). The ability for MSM to have positive
interpersonal relationships with heterosexual allies such as family and friends is important to the
discussion of combatting HIV and MSM stigma. Participant C talked about how queer folks deal
with toxic people in their lives who are not accepting of their identities and that it is best for
MSM to talk with them about it, then cut their relationships with them if that does not work.
Participant J talked about those who treat MSM differently due to their identities and sexual
behaviors if they know of them. All three quotes show the importance of those MSM surround
themselves with as part of perpetuating HIV stigma, but also important to the acceptance, health,

and wellness of the MSM community.

Theme 2: Heteronormative culture stigmatizes us structurally

Theme 2 reflects how society as a whole causes stigmatization toward MSM regarding
their sexual behaviors, identity, and HIV due to heteronormativity and that this normalization of
heterosexuality over other sexual orientations perpetuates HIV and MSM stigma. The
discussions from the focus group that constructed this theme dealt with homophobia, bullying

and peer pressure, and how MSM navigate a heteronormative society.

Homophobia
The quotes from participants J and N on homophobia that MSM and other queer folks go
through reflect the stigmatization that this form of prejudice perpetuates in MSM. MSM are a
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community at high risk with increased incidence with one reason being that they face double
stigma through HIV and reinforced preconceived stigmas that already exist (Pulerwitz &
Bongaarts, 2014). One intervention done in New York City (Project CHHANGE) tackled HIV
stigma and homophobia and found that educating gay men on how stigma and homophobia
impact HIV prevalence is important to anti-stigma interventions (Frye et al., 2017). Participant J
reflected on how homophobia is rampant in sport culture by sharing his experiences playing
soccer as a queer teenager in school. Participant N reflected on how homophobia and transphobia
are different forms of prejudice but that they are interwoven to create a picture of anti-HIV and
create fears of it that further stigmatize and “other” queer folks. In transgender populations,
transphobia and stigma were barriers to PrEP use because people may assume those that take
antiretroviral medication are HIV-positive and the social aspect to HIV stigma (Brooks et al.,
2019; Chandler et al., 2021; Dang et al., 2022; Rael et al., 2018; Rowniak et al., 2017; Sevelius
et al., 2016; Wilson et al., 2015; Wood et al., 2017). It is important to note that cisgender MSM

can also face barriers to PrEP access and PrEP-related stigma (Pico-Espinosa et al., 2022).

Bullying and Peer Pressure

The quotes from participants M and J on the bullying and peer pressure that MSM can
face even in adulthood reflect how MSM can be misunderstood and not accepted due to
heteronormativity. Bullying, peer pressure and discrimination in adulthood are not often as
talked about as in childhood and adolescence. One study done in the United Kingdom found that
LGB employees are significantly more likely to report experiences of bullying with bisexuals
reporting higher numbers than lesbians and gay men (Hoel et al., 2017). This study also reported
that progress for LGB employees has been increasing in Western countries, but that prejudice
and stigma due to heteronormativity still impact them (Hoel et al., 2017). Participant M talked
about how bullying and peer pressure in his upbringing made him feel isolated from others
which reflects the heteronormativity rampant in society and is an all-too-common experience that
MSM and other queer folks go through. Participant J talked about bullying in adulthood at the
workplace and how systems in the workplace including HR can help. This relates to the British
study discussed (Hoel et al., 2017) and how heteronormative structures create a harder workplace

environment for queer folks including MSM.
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Navigating a Heteronormative Society

The quotes from participants N and J on how heteronormativity impacts HIV/AIDS
awareness and education and how MSM go through their day reflect how HIV/AIDS awareness
should also tackle homophobia, stigma, transphobia, and biphobia. The CHHANGE project was
discussed as a project that implemented awareness efforts to eliminate homophobia and stigma
as a part of the prevalence of HIV/AIDS cases in communities (Frye et al., 2017). More
initiatives that deal with HIV/AIDS awareness and education while addressing systemic,
systematic, and institutional structures that lead to increases in cases such as homophobia and
stigma are needed. This project gives insight that addressing these as barriers to prevention can
be effective and that more projects should follow suit (Frye et al., 2017). Participant N talked
about how normalized it has become that the only way to prevent HIV/AIDS is for MSM to not
have sexual contact. This contradicts the fact that all communities can become infected with the
HIV virus and not just MSM. HIV.gov reported that in 2021, 22% of the HIV incidence in the
United States that year was due to heterosexual sexual contact with females engaging in
heterosexual contact and getting HIV being more than double that of males engaging in
heterosexual contact (HIV, 2023). The epidemiological data reflect that the notion that to stop
HIV/AIDS diagnoses that MSM should not engage in sexual contact is not true and further
stigmatizes MSM. Participant J talked about how heteronormativity has resulted in queer folks
with HIV being dehumanized while those with other diseases would not be dehumanized for it as
it would be considered inappropriate. This reflects how heteronormativity has warped people’s
perceptions of HIV/AIDS and that HIV is still not fully understood even more than forty years
after the start of the HIV/AIDS pandemic.

Future Research

Future research on HIV stigma and MSM stigma should also incorporate a critical
approach since there are structural and institutional barriers that lead to increases in HIV cases in
all communities. There are numerous ways to incorporate this approach and critical pedagogy
could be a great vehicle to engage in critical research in the future on a wider, bigger approach.
Future research on this issue should be done in both qualitative and quantitative regards. There is
importance of having statistical findings for this issue but there also is importance in getting the

experiences of MSM firsthand. If done in a mixed methods or qualitative approach,
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phenomenology and grounded theory could be excellent qualitative theories used to guide a
research study done in this community on HIV stigma. Future research should also involve
participants 18 and older and not just 18-35 like this study did. Future research on HIV stigma
and MSM should also be more representative of the queer transgender men population who have
to not only navigate stigma and homophobia but also transphobia and how that can also impact
their experiences as a member of the MSM community. Future research also should be intent on
having a racially diverse as well as a socioeconomic status diverse sample in their research.

These were not focused on for this project but also are important to the HIV stigma discussion.

Limitations

This study has several limitations to note. One of them is the size of the focus group. This
focus group had four participants after ongoing recruitment due to issues with funding access.
Thus, this study most likely has not reached the point of saturation which is important in
qualitative research. Therefore, it cannot generally be said with certainty if this applies to other
MSM aged 18-35 in one way. Future research should include more participants and more than
one focus group conducted to accommodate increased participants.

Another limitation is that all of the participants were from the Midwest. Them all being
from the same region could mean different results from those in different regions or across the
United States. MSM from the West Coast could have differing opinions or insights than the
participants in the focus group, for example.

Another limitation is that three of the four participants were on the younger side of the
age range, 19-21. Thus, there was only one older participant that insights were collected from.
Therefore, future research studies on this should include a healthy mix of younger and older
participants in that range.

Another limitation from the study is that participants’ sexual orientations and HIV
statuses were not collected. Future research should collect this information if possible because
someone who is HIV-negative may have a different opinion or insight than someone who is
HIV-positive. HIV-positive folks have that lived experience and would have different
experiences than HIV-negative people. Sexual orientations can also be a helpful in the data of

participants but is not as important to the discussion as HIV status is.
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Another limitation is that the participants’ race, ethnicity, and socioeconomic status
identifications were not collected either. Future research should also collect this information
because these are important to this discussion and reflect access and other forms of stigma and
prejudice that could give important insights on this topic. Using an intersectional approach as
much as possible in this discussion is appropriate and can be impactful for future research.

A final limitation from the study is how the critical approach was used. The critical
approach was used by guiding the participants of the focus group to attempt to reach consensus
on what they would do if they were in the scenario through discussion, dialogue, and reflection.
There are many ways to attempting a critical pedagogy approach and this may not have been the
most effective or the most reflective of critical pedagogy. Therefore, future research should

incorporate different approaches influenced by critical pedagogues such as Freire.

Conclusion

In conclusion, the focus group conducted on four MSM participants aged 18-35 yielded
thematic results that reflect heteronormativity and structures of their lives that perpetuate HIV
stigma and general stigma for their sexual behaviors and identity. The focus group also yielded
four categories that reflect the importance of health, community, relationships, and day-to-day
experiences in the MSM community that are also important to this question. Future research
should also take on a critical approach in any way deemed appropriate, and should include higher
numbers of participants, participants from different regions of the United States, participants of
different ages, and should request participants’ HIV status, sexual orientation, race, ethnicity,

and socioeconomic status if possible.
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Appendices

A: Scenarios for Focus Group

1.

John is a man who has sex with other men. He used to take pre-exposure prophylaxis
(PrEP) to prevent HIV transmission. He stopped taking it and ended up testing HIV-
positive after having sexual contact with a now ex-boyfriend. He ended up taking
zidovudine (Retrovir) as antiretroviral therapy (ART) to help reduce his viral load. After
a few years on this medication, he got a test result of an undetectable viral load. John said
in an interview on social media that he faced stigma from his former friends regarding his
sexual behaviors and sexual identity. He also said that he felt perceived stigma while on
Retrovir. He elaborated saying others spread hateful rumors about him and even that his
boyfriends refused to have sexual contact with him due to these rumors. He said he did
not know what to do to combat this stigma and educate those around him on HIV and
being a man who has sex with other men during an interview broadcast on social media.

What would you do if you were in his shoes?

Gavin also identifies as a man who has sex with other men. He identifies as a transgender
man, having transitioned in his early twenties. Like John, he also felt perceived stigma
due to being HIV-positive by his friends and even family members. Being born into a
highly religious family who did not like that Gavin identified as transgender and gay led
to his family kicking him out when he was eighteen. This led Gavin to leave his church
and start to identify as spiritual but not religious since several of the other church
attendees started to harass him. Gavin does not know what to do about the stigma
associated with HIV and identifying as transgender. He wants to resume some form of
church activity at a different church but is afraid to come out to other people about being

transgender due to stigma. What would you do if you were in his shoes?

Charlie also does identify as a man who has sex with other men. He is currently HIV-
negative but due to his sexual relationships, does use pre-exposure prophylaxis (PrEP)
before sexual contact and right before switching partners. He also regularly gets HIV
tests at his local clinic. Due to his use of PrEP, he has faced stigma from non-MSM folks

who criticize him for his sexual relationships, amount of sexual contact he has had since
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starting PrEP, and also due to using PrEP in the first place. He does not know how to
combat this stigma because the amount of criticism he gets from people he knows has
made him start to struggle with anxiety and a fear of being around others. He is very
conscientious of his health and wellness, and knows PrEP is a way to help him prevent

getting HIV from his relationships. What would you do if you were in his shoes?
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B: Codebook

Code

Definition

discrimination

Includes mentions and
discussions of feeling
discriminated against
including forms of hatred and
prejudice such as
homophobia, racism, and
transphobia

education

Includes mentions and
discussions of educational
background or fostering,
nurturing, or gaining
knowledge on topics such as
HIV/AIDS awareness and
LGBTQIA+ awareness

employment

Includes mentions and
discussions of having a job,
being an employee, or systems
in the workplace

gender

Includes mentions and
discussions of gender identity
and expression

healthcare

Includes mentions and
discussions of receiving
physical healthcare such as
doctor's visits, and treatment,
etc.) Does not include
medications such as mental
health and HIV prevention
and mental health is reflected
in a different code.

HIV status

Includes mentions and
discussions of HIV status
(positive, negative, or
undetectable)
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location

Includes mentions and
discussions of a place or area
such as a city, urban, rural,
town, etc.)

medication

Includes any mentions and
discussions of medications for
any purpose such as HIV
prevention and mental health

mental health

Includes any mentions and
discussions of mental health
such as mental health
disorders and psychotherapy.
Medications are reflected in
the medication code.

relationships Includes any mentions and
discussions of relationships
such as friendships, parent-
child, romantic, sexual, etc.)

sex Includes any mentions and

discussions of sexual contact

sexual orientation

Includes any mentions and
discussions of one's sexual
identity such as gay, bisexual,
straight

social media

Includes any mentions and
discussions of social media
such as dating apps and
popular social media sites

spirituality

Includes any mentions and
discussions of religion and
feeling spiritual whether or
not religious

stigma

Includes any mentions and
discussions of related stigmas
such as HIV stigma and MSM
stigma

upbringing

Includes any mentions and
discussions of upbringing
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