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Introduction

Current State of the AIDS Epidemic in MSM
of Color Communities

Nearly three decades since the onset of AIDS epidemic in the United States (U.S.),
men who have sex with men (MSM) have represented a significant disproportionate
number of cases of HIV and AIDS.1 Within this context, MSM refer to gay, bisex-
ually, and heterosexually identified men who engage in sexual behavior with other
men. With the advent of HIV antiretroviral therapies (e.g., HAART or highly active
antiretroviral therapies), AIDS-related morbidity and mortality in MSM initially
decreased during the 1990s.2 Yet, recent epidemiological data have demonstrated
that there has been an accelerated increase in rates of HIV and AIDS, as well as
other sexually transmitted infections (STIs) in MSM.1 For instance, in 2005, MSM
represented 71% of the overall HIV infections among adult and adolescent males
in the U.S.; MSM also accounted for the highest HIV transmission category, 67%
of male infections, compared to 15% for heterosexual transmission and 13% for
injection drug use.3

MSM of Color (identified as Asian/Pacific Islander, black, Latino, and Native
American/Alaska Native men) have been significantly impacted by the AIDS epi-
demic in the United States.4–9 Much of the HIV epidemiological data have demon-
strated that black and Latino MSM – in particular – have experienced substantial
disproportionate rates of HIV and AIDS in the U.S., with the rates among black
MSM comparable to some of the highest rates observed in some resource-limited
countries.10 By race/ethnicity, of the 207,810 MSM cases of HIV/AIDS in 2005,
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32% represented black MSM, compared to 50% for white MSM, 16% for Latino
MSM, 1% for Asian/Pacific Islander MSM, and less than 1% for Native Ameri-
can/Alaska Native MSM.3 However, incidence and prevalence rates of HIV/AIDS
have been underestimated in specific racial/ethnic groups, including Asian/Pacific
Islander and Native American communities, due to inadequate methodological
approaches (e.g., research design, measurement, and sampling procedures) includ-
ing but not limited to misclassification of racial/ethnic groups, surveillance systems
not collecting data on specific groups, and failure to disaggregate within-group data
to assess specific HIV-related health disparities.8,11,12

In a large-scale epidemiological investigation of MSM (n = 1,767) in five urban,
U.S. cities (Baltimore, Los Angeles, Miami, New York City, and San Francisco),
46% of black men tested positive for HIV when compared to men from other
racial/ethnic groups (white men = 21%; Latinos = 17%; Multiracial men = 19%;
Asian/Pacific Islander, Native America/Alaska Native, and Other men = 13%).13

Significantly, in this study, 67% of black men were unaware of their HIV positive
status when compared to the overall sample (white men = 18%; Latinos = 48%;
Multiracial men = 50%; Asian/Pacific Islander, Native American/Alaska Native and
Other men = 50%).13 Moreover, in terms of younger MSM (YMSM), in a large-
scale cross-sectional, multisite, epidemiological study (e.g., Young Men’s Survey)
of 3,492 YMSM between the ages of 15 and 22 from seven urban cities in the U.S.,
HIV prevalence rates were higher among blacks (14.1%), Latinos (6.9%), and men
of mixed race (especially those respondents of black racial backgrounds) (12.6%)
than among whites (3.3%).10 Based on the findings from Phase Two of the Young
Men’s Survey that enrolled 2,942 MSM (aged 23–29), HIV prevalence rates were
as follows: black MSM (32%), Latino MSM (14%), and white MSM (7%).14

Significantly, according to the CDC,15 current surveillance trends for 2001–2006
indicated that overall rate of HIV/AIDS diagnoses for MSM in the U.S. increased
by 8.6%, although there was a decline in HIV/AIDS diagnoses in other HIV trans-
mission categories (e.g., high-risk heterosexual contact, injection-drug use (IDU),
and MSM/IDU). By race/ethnicity, the surveillance data showed that: (1) the overall
rate of HIV/AIDS diagnoses increased by 12.4% for black MSM; (2) the rate of
HIV/AIDS diagnoses for younger black MSM (aged 13–24) increased by 93.1%,
which was equivalent to a twofold increase when compared to white MSM within
the same age group; and (3) the rate of HIV/AIDS diagnoses for Asian/Pacific
Islander MSM (aged 13–24) increased by 255.6%, which represented the largest
proportionate increase by race/ethnicity for MSM. These current trends have been
indicative of a consistent and substantial increase in the incidence and prevalence of
HIV and AIDS among MSM of Color in the U.S.

Overall, the AIDS epidemic has had a significant impact on MSM of Color
communities since its onset in the 1980s in the U.S.16 Nonetheless, there has
been a significant void in HIV prevention research on MSM of Color communi-
ties in relation to AIDS epidemic.4,6,16–21 Within this context, the objective of this
chapter is to better understand the factors that have led to the disproportionately
high HIV incidence and prevalence rates in MSM of Color communities. Thus,
this chapter will examine: (1) theoretical approaches to HIV prevention in MSM
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of Color communities with specific focus on the role of stigma, marginalization,
and structural inequalities in MSM of Color communities; (2) factors associated
with disproportionate HIV infection rates and HIV sexual behavior in MSM of
Color; (3) assessment of current HIV prevention strategies; (4) revised HIV test-
ing, prevention, and risk-reduction strategies; and (5) psychosocial support and
mental health needs of MSM of Color. In particular, this chapter will be nested
within culturally relevant conceptualizations for MSM of Color that articulates the
significance of a paradigm shift in the field of public health that integrates core
theoretical premises of interdisciplinarity, intersectionality, and structural inequali-
ties. Parallel to these fundamental ideas, this work will provide praxis – theoretical
applications and strategies for engaging the intersection of race/ethnicity, gender,
sexuality, and social class – that transcend traditional ways of thinking, and provide
focus to culture-specific contexts associated with AIDS epidemic in MSM of Color
communities.

Theoretical Approaches to HIV Prevention in MSM
of Color Communities

The Role of Stigma, Marginalization, and Structural Inequalities

A key element in addressing HIV-related health disparities for MSM of Color relates
to the development of theoretical frameworks that are grounded within cultur-
ally relevant conceptualizations.6,12,19,21–25 Within this context, a critical analytic
framework for HIV prevention research – including theory, methodologies, and
praxis – incorporates a connection to the interface of racial, gender, sexual, and
social class politics.26 Thus, a major part of this work calls for a paradigm shift
that links HIV prevention within intersectional and interdisciplinary discourses that
correspond with sociocultural factors that are relevant to life experiences of MSM
of Color.21 In particular, the concepts of stigma, marginalization, and structural
inequalities provide a theoretical framework to examine the complexities of the
AIDS epidemic, as situated in the everyday, lived experiences of MSM of Color.

Building on the work of Cohen,27 these fundamental ideas provide a conceptual
framework for addressing asymmetrical power relationships (i.e., power inequali-
ties) in communities of color, including those that incorporate sociohistorical and -
political experiences of “exclusion and marginalization” based on race/ethnicity,
gender, sexuality, and social class. Further, as articulated by Cohen,27 a major
component of these critical analyses relates to the duality of examining macro
(e.g., external processes) and micro (e.g., internal processes) structures that have
an impact on communities of color in relation to AIDS epidemic. For exam-
ple, macrolevel processes involve marginalization associated with larger social
structures (e.g., structural inequalities based on legal, political, economic, and edu-
cational social structures such as institutionalized racism) and microlevel processes
relate to “secondary marginalization” within communities of color (e.g., based on
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gender and sexuality).27 Therefore, the integration of transformative discourses in
the area of AIDS that provide intersectional and interdisciplinary analyses serves as
significant interventions in the field of public health. As such, this scholarly work
must be at the center of the discourse through incorporating critical, innovative,
and transformative analyses that interrogate and challenge hegemonic, Eurocen-
tric, patriarchal, and heteronormative discourses that pathologize communities of
color.21

Within this context, one critical question to pose is: How does scholarly research
or the production of knowledge contribute to the current state of AIDS epidemic
in MSM of Color communities, particularly in relation to their substantial dispro-
portionate rates of HIV and AIDS in the U.S.? In the field of public health, the
building of knowledge in HIV prevention research has been based, in part, on epis-
temological/theoretical frameworks in biomedical and social science research that
have not incorporated interdisciplinary and intersectional approaches in the study
of HIV-related health disparities in a systematic or substantive way for MSM of
Color communities.6, 18,21,28,29 In particular, the work of Mullings and Schulz29

is relevant here and provides an account of the significance of incorporating inter-
sectional approaches as a mechanism to better understand and to develop theoretical
formulations that address health disparities within the sociocultural contexts of com-
munities: “. . .. Intersectional theory views race, gender, class [and sexuality] not as
fixed and discrete categories or as properties of individuals but as social constructs
that both reflect and reinforce unequal relationships between classes, racial groups,
genders, [and sexualities]” (p. 373).29

Core theoretical paradigms in areas of public health and social science research
that relate to HIV prevention have been primarily based on Western/Eurocentric
theoretical or conceptual frameworks that focus on individual behavior (e.g., social
cognitive theoretical frameworks).30 As a result, the production of knowledge in
HIV prevention research has often been shaped within an insular disciplinary con-
text, thus maintaining a disconnection from transformative scholarly inquiries as
well as sociocultural realities of lived experiences of MSM of Color communities.
Thus, building on the work of Collins,31 as situated through an intersectional theo-
retical conceptualization, one of the major problematic implications of this logic is
that multiple identities of MSM of Color (e.g., racial, gender, and sexual identities)
have been negatively constructed and pathologized through theoretical frameworks
that have not adequately integrated the sociohistorical, -political, -economic, and
-cultural contexts that have been integral to the cultural specificities of their lived
experiences.28

The Problematic of SES as a Singular Discourse

Within this context, in public health, socioeconomic status (SES) has served as a
primary predictor of health outcomes and has been incorporated as a key logic to
account for disparate incidence and prevalence in the morbidity and mortality of
health.32 This logic has been, in part, used in the area of HIV prevention to account
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for the HIV-related health disparities in communities of color.21 Based on the work
of a number of scholars,33,34 when controlling for social class in research on health
outcomes (e.g., AIDS, cancer, diabetes), racial disparities often remain constant.
Consequently, one of the key problematic limitations related to the utilization of
social class as part of a core singular unit of analysis in health outcomes in com-
munities of color links with the marginalization of the impact of the intersectional
nature of race-, gender-, social class-, and sexuality-based structural inequalities.35

For example, the logic of social class does not account for the racialization of
social class as reflected in the incidence and prevalence of health disparities in com-
munities of color.34 Also, through incorporating the theoretical lens of Cohen’s27

work on marginalization, the intersectional nature of structural inequalities based
on race/ethnicity, gender, social class, and sexuality relate to the disproportionate
number of people of color that have been impacted by AIDS epidemic in the U.S.

Further, another major limitation of the SES discourse in public health involves
the absence or peripheralization of the sociohistorical and -political impact of
marginalization based on racial hierarchies in the U.S. (e.g., institutionalized
racism).36 Historically, several scholars have challenged the hegemonic, Eurocen-
tric theoretical paradigms that have been utilized in research on communities of
color.33,37 For example, as articulated by Washington,38 the historical legacy of
cultural mistrust has been a central theme related to the health experiences (e.g.,
medical experimentation of black men and black women) of black communities
in the U.S. Other researchers also have studied the historical trajectory and role of
medical abuse in communities of color.39 A recent significant illustration of medical
abuse has been documented in black and Latino/ children living with HIV in foster
care in the New York Metropolitan area; these youth of color were mandated by a
child welfare agency to take highly toxic and experimental HIV drug medicines.38

More specifically, over the years, several scholars40 have documented the cumu-
lative effects of the Tuskegee Syphilis study that was conducted on black men to
study untreated tertiary syphilis in Macon County, Alabama from 1932 through
1972 by the U.S. Public Health Service. Researchers also have investigated cul-
tural mistrust and cultural beliefs about AIDS-related genocide in communities of
color.41–43 In particular, as MSM of Color have experienced a significant impact
of the AIDS epidemic, cultural mistrust and cultural beliefs about genocide have
had an impact on HIV prevention as a result of the historical experiences with the
medical establishment,43,44 including the Tuskegee Syphilis Study.45

A Critique of Syndemic Theoretical Conceptualizations

Based on syndemic theory, the term “syndemic” has been conceptualized as the
intersection of multiple areas of health or epidemics that have an impact on the
health of communities.46 In relation to MSM, Stall47,48 posited that the interaction
of several health factors, including substance abuse, depression, childhood sexual
abuse, and intimate partner violence, related to increased HIV risk in urban MSM.
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One of the major strengths of this scholarly work involves moving the field of public
health beyond a unicentric level of analysis to a multifaceted structural level that
engages the interrelationships of overlapping epidemics that have an impact on the
current state of the AIDS epidemic in MSM. Nonetheless, a significant theoretical
and empirical limitation of this area of scholarly inquiry relates to the void regarding
the cultural specificities for MSM of Color at the core of this analysis, particularly
in relation to the salient sociocultural health factors (e.g., racism and homophobia)
that provide the basis for addressing HIV related disparities and developing cul-
turally applicable HIV prevention interventions for this group of men. Within this
context, based on the theoretical concept of marginalization, Cohen27 articulated the
salient role of intersectional influences on the AIDS epidemic in black communi-
ties: “AIDS touches on, or is related to, many other issues confronting, in particular,
poor black communities: health care, poverty, drug use, homelessness” (p. 34). In
this regard, the work of Cohen27 serves as an intersectional and interdisciplinary
theoretical framework to examine HIV prevention in MSM of Color communities.
Further, the scholarly works of several researchers provide the basis for the incor-
poration of intersectional analyses related to overlapping epidemics in communities
of color.4, 25, 49–51

Integrating Interdisciplinary and Intersectional Approaches
in Health Disparities

Building on interdisciplinary and intersectional theoretical approaches, an integral
component to the study of health disparities in MSM of Color communities is
the incorporation and application of epistemological/theoretical frameworks and
methodologies based on racial/ethnic/cultural studies (e.g., African Diaspora Stud-
ies, Latino/a Studies, Asian Diaspora Studies, Native American Studies), gender
studies, queer/lesbian/gay/bisexual studies, and sexuality studies.21 One of the
objectives in utilizing the scholarly work of these areas in the study of health dis-
parities relates to the development of epistemological/theoretical frameworks that
provide the basis for incorporating the socio–historical, -political, -economic, and
-cultural contexts that have been integral in communities of color. As such, theoreti-
cal and methodological approaches based on these scholarly areas work to juxtapose
theory and practice that are grounded in culturally relevant conceptualizations,
which are fundamental to the lived experiences of MSM of Color. According to
Schulz et al.,35 “Central to this intersectional theory is the tenet that racism and sex-
ism, as well as other forms of oppression,. . . operate as mutually reinforcing systems
of inequality” (p. 371). These areas provide a critical approach to the work on health
disparities that engage a critique of service at macro and micro levels with respect to
the sociopolitical processes that influence structural inequalities in MSM of Color
communities. This paradigm shift has the promise of providing opportunities to
engage intellectually rigorous dialogues regarding the centrality of social justice
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perspectives as well as the interrogation of knowledge to incorporate intersectional
and interdisciplinary approaches within the domain of health disparities.

One current illustration of the innovative and groundbreaking scholarly research
on MSM of Color communities that incorporates culturally grounded theoretical,
methodological, and community-centered approaches has related to research on
house-ball communities.52 This work provides originality within the context of inte-
grating intersectional and interdisciplinary perspectives that are integrated into the
core of the analysis within the context of HIV prevention. According to researchers,
house-ball communities have been conceptualized as a network or group of indi-
viduals that are connected through houses, which serve as familial, cultural, and
supportive systems (e.g., fictive kin) for MSM of Color (with a particular focus
on black, Latino, and transgender individuals). In this ethnographic investigation,
the researchers examined the critical role that house-ball communities have served
in building home and kinship networks, including a core value of articulating the
importance of gender and sexuality expression as an integral part of an individual’s
racial, gender, and sexual identities. As such, this work is particularly relevant for
groups that have experienced multiple forms of marginalization based on the inter-
section of racial, gender, social class, and heteronormative hierarchies as well as
those that manifest in customary HIV prevention interventions developed for MSM
of Color. According to Arnold and Bailey,52 the findings of this study demonstrated
that house-ball communities have assumed a salient leadership role in providing
HIV prevention “intraventions” (e.g., prevention work that occurs organically within
the context of communities) for groups that often have experienced stigma and
discrimination.

In this regard, in a community study involving MSM of Color associated with
the house ball community in the New York Metropolitan Area (n = 504), findings
demonstrated that: (1) slightly more than half of the sample had not tested for HIV
within the last year prior to assessment; (2) the majority of the respondents that
tested HIV positive (17%) were unaware of their HIV positive status (73%); and (3)
based on a subsample of respondents (n = 371) who reported having a male sexual
partner within the last year prior to evaluation, an HIV positive status was associ-
ated with being black, 29 years of age or older, and a lack of HIV testing.53 Further,
house-ball communities have served as large scale, social networks in the U.S. for
individuals often disenfranchised from accessing HIV prevention programs.53 The
implications of this work for providing culturally applicable HIV prevention “intra-
ventions” for MSM of Color communities represent transformative approaches in
the field of public health.

Sociocultural Factors as Innovative Theoretical Frameworks

Connected to stigma, marginalization, and structural inequalities, recent research
has examined the effect of sociocultural factors on HIV sexual risk behavior in
MSM of Color.4, 54 In one study, Diaz et al.4 have incorporated the concept of
social oppression as a core domain to account, in part, for the disproportionate
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health-related disparities in HIV, based on their work with a probability sample
of 912 Latino gay men surveyed from three U.S. cities. Diaz et al.4 provided an
intersectional, tripartite model that found empirical support for the impact of socio-
cultural factors (e.g., racism, homophobia, and poverty) on HIV sexual risk behavior
in Latino gay men. Findings demonstrated that social oppression based on racism,
poverty, and homophobia related to sexual experiences that provided the context
for HIV sexual risk behavior. Specifically, higher levels of social oppression (e.g.,
racism, poverty, and homophobia) and psychological distress were predictive of
Latino gay men engaging in risky sexual situations.

Further, based on this work, social oppression influenced HIV sexual risk behav-
ior in that Latino gay men were more likely to engage in sexual experiences that
were challenging to negotiate safer sexual practices. For example, according to Diaz
et al.,4 “Men who were more discriminated and psychologically distressed were
more likely to participate in sexual situations under the influence of drugs or alco-
hol, to engage in sex as a way to alleviate anxiety and stress, and to be with partners
who resisted condom use, among others” (p. 265). Taken together, the experience
of challenging “sexual situations” mediated the influence of social oppression (e.g.,
racism, poverty, and homophobia) on HIV sexual risk behavior.4 Further, in a com-
munity based sample of Asian/Pacific Islander gay men, findings showed that the
lack of social support in modulating the effects of racism, homophobia, and anti-
immigrant discrimination related to increased HIV sexual risk behavior (e.g., UAI)
in the men.9 These research investigations provide theoretical and empirical support
in examining the impact of racism, homophobia, poverty, and immigration status as
these intersectional domains manifest in the lives of MSM of Color.

Factors Related to HIV Sexual Risk Behavior in MSM of Color

Overview of HIV Related Risk Factors in MSM of Color

According to the CDC,1 current surveillance data have demonstrated that approxi-
mately 60,000 new HIV infections occur each year in the U.S., and MSM account
for a significant proportionate rate of new HIV infections. In this context, HIV
behavioral research on MSM has shown that unprotected anal intercourse (UAI)
with ejaculation with an HIV/STI-infected sexual partner has served as a key risk
factor for HIV/STI transmission and/or coinfection.16 For HIV-positive MSM, the
practice of UAI with ejaculation has been associated with the risk of acquiring or
transmitting another strain of HIV virus (e.g., HIV superinfection) as well as STI-
infection.55 Research has differentiated four levels of HIV sexual risk behavior in
MSM: (1) unprotected receptive anal intercourse (URAI), (2) unprotected insertive
anal intercourse (UIAI), (3) unprotected receptive oral intercourse (UROI), and (4)
unprotected insertive oral intercourse (UIOI).56

Sexually transmitted infections (STIs), including Chlamydia, gonorrhea, syphilis,
herpes, and Hepatitis B, have increased significantly among MSM of Color, partic-
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ularly in urban cities in the U.S.57 Importantly, the presence of an STI increases
the biological vulnerability for the acquisition and transmission of HIV.58 For HIV
positive men, STIs (e.g., gonorrhea, nongonococcal urethritis, Herpes simplex virus
type 2) may have deleterious effects on their current health status (e.g., immune sys-
tem functioning) and contribute to an increase in viral load.59 Biomedical research
also has shown that acute HIV infection (e.g., significant levels of HIV virus in
the blood or other bodily fluids) occurs during the initial phase of HIV infection.60

Clearly, early diagnosis and treatment of HIV have predicted increased quality of
life for persons living with HIV and AIDS.2

Building Formative Research on MSM of Color

Since the beginning of AIDS epidemic, there has been a substantial void in scien-
tific research on MSM of Color, which has, to a considerable extent, contributed
to inadequate theoretical/epistemological frameworks as well as formative research
in most areas of their lives.18 More specifically, as HIV epidemiological data have
demonstrated that MSM of Color experience persistent HIV-related health dispari-
ties in the U.S., there has been a dearth of scholarly research that has systematically
investigated factors associated with HIV sexual risk (and protective) behaviors in
this group of men. However, recent trends in research on HIV-related health dispari-
ties have indicated that: (1) MSM of Color (e.g., Asian, black, and Latino MSM) are
more likely to have unrecognized HIV infection and advanced disease (i.e., AIDS)
at the time of their HIV diagnosis; (2) MSM of Color have been less likely to have
HIV testing on a consistent basis; and (3) MSM of Color have had inadequate access
to HIV care including HIV antiviral therapies.2,7,61,62

The development of a systematic base of scientific research in the area of
HIV-related health disparities that focus on MSM of Color has been germane to
addressing the considerable limitations in the field of public health. In this regard,
the current state of HIV prevention research poses substantial challenges for con-
ducting research on Asian/Pacific Islander (API) MSM as a result of the perception
that the AIDS epidemic has not had a significant impact on API communities based
on their reported prevalence rates of HIV and AIDS in the U.S.12,19 However,
researchers have challenged this premise and articulated the importance of providing
a more sophisticated level of analysis to this issue through assessing HIV incidence
rates, HIV testing patterns, and HIV sexual risk behaviors for API MSM.64 For
example, API MSM accounted for 67% of adolescent and adult male cases of HIV
and AIDS among Asian Pacific Islanders, which represented the largest proportion
in HIV transmission categories for this group (e.g., high-risk heterosexual contact,
16%; injection drug use, 11%; MSM/IDU, 4%).3 Moreover, there have been sig-
nificant increases in HIV incidence rates for API MSM, as evidenced by recent
epidemiological data that reported a 255.6% increase for younger API MSM (aged
13–24) during the 2001–2006 period.15 These data are indicative of the need to
develop cross-sectional and longitudinal studies to have a better understanding of
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the structural pathways that relate to the incidence of HIV transmission risk among
API MSM.

Community studies on API MSM have demonstrated increasing incidence and
prevalence rates of HIV and AIDS, as well as other STIs (e.g., gonorrhea and
syphilis), in the U.S. based on work related to HIV testing patterns, HIV sexual risk
behavior, and access to culturally competent health care.19 In a study of young, API
MSM (n = 908) recruited from community venues in two cities (e.g., San Diego and
Seattle) in the U.S., Do et al.64 investigated recent HIV testing patterns in relation
to prevalence, trends, and factors associated with HIV testing in the sample. Find-
ings indicated that the role of ethnicity, familiarity and perceived connection to HIV
testing locations, racial and sexual identities, having a primary partner, increased
levels of social support, and the report of recent UAI were factors that were related
to recent HIV testing. In another study, Do et al.61 assessed HIV testing patterns and
unrecognized HIV infection among 495 young API MSM in San Francisco. Results
demonstrated that previous HIV testing was associated with being older, identifying
with a gay sexual identity, having had an STI, higher frequency of lifetime sexual
partners, and a higher level of acculturation. Also, approximately one quarter of the
sample reported not having had prior HIV testing (e.g., based on perceived low risk
and anxiety regarding HIV testing results); findings also indicated that of the 2.6%
of the sample that tested HIV positive, the majority of the respondents were unaware
of their HIV positive status. On the basis of available research in this area, consid-
erable implications for the provision of culturally and linguistically competent HIV
testing and prevention services are needed.65 For example, for API MSM, cultural
worldviews (e.g., cultural beliefs and values) regarding sexuality influence the con-
texts and processes associated with sexual behavior19 and HIV testing practices.64

As such, these factors are fundamental in transcending barriers to HIV prevention
and care, particularly those that are representative of culturally appropriate strategies
for API MSM.

In relation to black MSM, in a formative meta-analytic investigation, researchers
examined 12 hypotheses as a method to identify factors related to their increased
HIV infection rates.66 The hypotheses that were examined were as follows: (1)
sexual risk; (2) sexual identity/disclosure; (3) substance use; (4) STI history; (5)
HIV testing patterns; (6) biological vulnerability to HIV; (7) penis circumcision;
(8) HAART use; (9) sex with HIV-positive partners; (10) sexual networks; (11)
incarceration history; and (12) anorectal douching. Notably, findings showed that
black MSM engaged in comparable rates of HIV sexual risk behavior (e.g., UAI
and number of sexual partners) and substance use as compared to men from other
racial/ethnic backgrounds. Findings also demonstrated that black MSM had higher
rates of STIs, lower frequencies of HIV testing patterns, and were less likely to be
aware of their HIV positive serostatus.

Similarly, another current study7 that examined HIV-related health disparities
reported that black MSM, as compared to white MSM, showed lower substance use,
fewer sexual partners, and were less likely to disclose same gender sexual behavior.
Also, in this study, racial differences were not found in UAI, commercial sex work,
HIV testing history, or sex with an HIV-positive sexual partner. Taken together,
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these formative research investigations pose considerable implications regarding the
state of knowledge in HIV prevention research for black MSM in that the focus has
shifted from an emphasis on individual behavior to include an examination of the
social and structural factors that have an impact on HIV-related health disparities.
In this regard, the next steps in the development of scholarly research on HIV-
related health disparities among black MSM involves incorporating intersectional
and interdisciplinary approaches that are culturally relevant for black MSM.

More specifically, as a strategy to develop scholarly research on black MSM that
serves to curtail their substantial HIV prevalence rates, researchers from the Black
Gay Men’s Research Group18 have posited that a vision for research on black MSM
incorporates several guiding principles in the development and implementation of
this work: (1) research must be conducted in an efficient manner; (2) research needs
to be developed, implemented, and applied principally by black MSM researchers;
(3) research needs to examine the cultural complexities and specificities of the
intersectional identities of black MSM; (4) research should be funded through a
multiplicity of resources that will have a meaningful impact on the state of the AIDS
epidemic for black MSM; and (5) research must be conducted in combination with
organizations and individuals reflective of black MSM.

From a theoretical perspective, much of the research on Latino MSM has focused
on the significant role that cultural worldviews (e.g., cultural beliefs, values, and
norms) have had on HIV risk and protective behaviors.4 This scholarly research
has served a critical role in providing intersectional and interdisciplinary theoret-
ical and empirical contributions to the discourse on HIV-related health disparities
for Latino MSM.67 Building on the research in this area, the concepts of famil-
ismo (e.g., family-centeredness) and machismo (e.g., conceptions of masculinity)
as well as the influence of religiosity and spirituality have been fundamental con-
cepts that have had an impact on the social constructions of gender and sexuality
(e.g., gender role socialization) for Latino MSM.22 In this regard, cultural concep-
tualizations of gender (e.g., machismo) have had an impact on power differentials
in relationships (e.g., the sexual role during anal intercourse), which may have an
influence on HIV risk or protective behaviors.68 Moreover, the intersectional role of
marginalization (e.g., racism, poverty, homophobia, immigration status) has had an
impact on the physical health and psychological well-being of Latino MSM.69 As
will be discussed later in the section on immigration status, the process of immigra-
tion and acculturation have provided complexities to the discourse on HIV-related
health disparities for Latino MSM.70

Studies on Latino MSM have focused on several factors in relation to HIV sex-
ual risk behavior including but not limited to HIV disclosure,71,72 acculturation,73

role of the Internet,74, 75 ethnic identity,76 substance use,77 and the impact of social
inequalities.4 In a community based sample of Latino HIV positive gay and bisex-
ual men, findings demonstrated that: (1) UAI (e.g., UIAI and URAI) was related
to alcohol and illicit drug use during sex; (2) older age, higher levels of accultur-
ation, and depression were associated with a greater frequency of sexual partners
during URAI; and (3) seroconcordance in a relationship was predictive of UAI with
a “most recent” sexual partner.73 In another study, Ramirez-Valles et al.78 reported
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that younger age, higher education, and substance use (e.g., club drugs or other
illicit drugs) were predictive of respondents engaging in UAI based on a sample
of 643 Latino MSM from Chicago and San Francisco. Further, Jarama et al.68

found that communication patterns regarding HIV, sexual attraction, machismo,
and experiences of discrimination (e.g., homophobia) were predictive of Latino
MSM (n = 250) engaging in HIV risk behaviors; additionally, 62% of respondents
reported having had one or more sexual partners, while less than half of the sam-
ple engaged in UAI with a casual sex partner, within the last 3 months prior to
assessment.

Contextualizing Sex in MSM of Color Communities: The Role
of Sexual Contexts and Networks

Recent research has shown that a number of sexual contexts have contributed to HIV
sexual behavior in MSM of Color over the last few years.79,80 Some of these con-
texts are related to the characteristics of sexual partners,81–83 emergence of bareback
sex (e.g., the intention to engage in condomless anal intercourse),84 the use of the
Internet in interfacing with sexual partners (e.g., sexual partners in cyberspace),85

the use of substances (e.g., alcohol and illicit drugs before or during sex),26,86 and
perceived safer sex strategies (e.g., serosorting, seropositioning, withdrawal before
ejaculation).87, 88 One of the strengths in conducting formative research on emerg-
ing trends and contextual factors associated with HIV sexual risk behavior in MSM
of Color is that findings can be used to contribute to current scientific knowledge
and the development of efficacious HIV prevention strategies. However, one of the
research challenges in this area relates to the need to incorporate culturally appro-
priate methodologies based on strong collaborations with practitioners affiliated
with community based organizations. This represents a major component of cul-
turally competent HIV prevention work as communities provide perspectives that
are relevant to the experiences of MSM of Color.

HIV prevention research has posited that sexual networks have had a significant
impact on the disproportionate rate of HIV prevalence in MSM of Color communi-
ties.89 Sexual networks have been conceptualized as a network of individuals that
have been “linked directly or through sexual contact.”90 One factor that has been
shown to influence sexual networks relates to the influence of partner characteristics
on the incidence and prevalence of HIV in MSM of Color communities.83 For exam-
ple, some studies81 have shown that MSM of Color tend to have romantic/sexual
partners reflective of their racial/ethnic backgrounds. The primary issue here is that
HIV transmission risk for MSM of Color increases exponentially because research
has demonstrated that MSM of Color (e.g., Asian, black, and Latino) have higher
frequencies of STIs, lower frequencies of consistent HIV testing, disproportionate
rates of HIV infection, and higher levels of unrecognized HIV infection.5,7,64 In
terms of black MSM, acute HIV infection has been shown to result in higher viral
load and lower CD4 counts, which serve as critical factors for HIV seroconversion.7
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Therefore, MSM of Color, especially black MSM, have experienced a substantially
higher risk of acquiring and transmitting HIV due to the high HIV prevalence in
their sexual networks.

Experiences of Violence in the Context of HIV Prevention
for MSM of Color Communities

Studies have provided empirical support for examining the relationship between
multiplicative forms of violence, including childhood sexual abuse (CSA), intimate
partner violence (IPV), and other kinds of victimization in relation to HIV sexual
risk behavior91,92 including MSM of Color.93–95 These areas of scholarly inquiry
have been significantly understudied in MSM of Color, although some research has
emerged in this area.96 For example, in a qualitative study of childhood sexual abuse
(CSA) in black MSM, findings indicated a 32% prevalence rate in CSA, based on a
sample from three geographic regions in the U.S.97 Also, according to Fields et al.,97

the contexts of CSA involved: (1) the experience of CSA from a familial individ-
ual (e.g., older male relative); (2) the attribution of “same sex desire” as a result of
the experience of CSA; and (3) psychological distress (e.g., depression, suicidality)
and substance use due to CSA. In another study, black and Latino gay- and nongay
identifying MSM who reported histories of CSA, which often were connected to a
history of trauma, related to HIV sexual risk behavior.95 Moreover, Toro-Alfonso
and Rodriguez-Madera94 showed that IPV within relationships was related to HIV
sexual risk behavior in Latino MSM. These research investigations provide empir-
ical data for the significance of developing research studies to further examine the
social contexts of how experiences of violence relate to HIV sexual risk behav-
ior. Moreover, the implications of these studies for both medical and mental health
providers relate to the development and implementation of mechanisms to assess
violence-related experiences, particularly within the context of how these foci relate
to HIV prevention.

Substance Use in Relation to HIV Sexual Risk Behavior in MSM
of Color

Much of the HIV prevention research has demonstrated that the influence of sub-
stance use (e.g., alcohol and illicit drugs) has had an impact on HIV sexual risk
behavior in MSM.77,98,99 However, a limited number of intra- or within-group stud-
ies have specifically examined the relationship between substance use and HIV
sexual risk behavior (e.g., UAI) in community-based samples of MSM of Color.26

For example, Choi et al.,86 in a study of 496 Asian/Pacific Islander MSM in the
San Francisco Bay area, reported that UAI was related to “being high and buzzed”
on ecstasy and poppers with sex; no relationship was found between “being high
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or buzzed” on alcohol, marijuana, gamma hydroxybutyrate (GHB), and crystal
methamphetamine with sex. On the basis of qualitative narratives in a sample
of Latino gay men in the San Francisco Bay Area, Diaz100 reported that crystal
methamphetamine use was related to HIV sexual risk behavior. Further, Wilton,26

in a community-based sample of 481 black gay and bisexual men in the New York
Metropolitan Area, found that the use of alcohol before or during sex was related to
relationship status (e.g., having a primary and casual sexual partner), higher income,
STI testing history, and higher number of male sex partners, and that recreational
drug use before or during sex was associated with being younger, having a casual
sex partner, HIV positive status, and reporting UAI with a male sex partner.

The Influence of Immigration Status on MSM of Color
and Its Connection to HIV Prevention

The role of immigration status on the sexual health of MSM of Color has been
an understudied domain in HIV prevention research.22,23,67,101 Much of the schol-
arly work in this area has focused on the experiences of Latino MSM and Asian
MSM65, 102 with a void in studies on Caribbean (e.g., English-speaking) MSM and
African MSM.103 Significantly, the process of immigration has been a critical fac-
tor in understanding how cultural worldviews (e.g., cultural values and beliefs)
influence sexual attitudes and behavior65 as well as impact access to healthcare,
including HIV prevention and care, for immigrant groups.104,105

More specifically, in a large-scale epidemiological study of Asian/Pacific
Islanders, findings showed that while the largest proportion of those with AIDS
resided in California (42.9%), New York (15.7%), and Hawaii (11%), a signifi-
cant proportion (two-thirds) of Asian/Pacific Islanders reported their place of birth
as outside of the U.S.106 Ramirez et al.78 found that HIV prevalence rates were
significantly higher in a sample of Latino gay and bisexual men and transgender
individuals in San Francisco that were born within the U.S. as compared to those
respondents who were born outside of the U.S.; however, findings also demonstrated
that HIV prevalence rates were higher for those respondents in Chicago whose place
of birth was outside the U.S. as compared to individuals whose place of birth was
in the U.S. In a study of Latino MSM from Miami who were born outside of the
U.S., findings showed that higher levels of psychological distress and substance use
(e.g., club drugs), greater number of sexual partners, having an HIV positive status
(e.g., at the onset of immigration), and a higher level of acculturation to U.S. culture
related to HIV sexual risk behavior (e.g., UAI).102

This emerging area of research provides considerable implications for increasing
the scholarly focus on the experiences and processes associated with immigration
for MSM of Color that explore the complexities of the social contexts of sexual-
ity and how these factors relate to sexual health.54,67,107 In terms of immigration,
contextual factors involving identity (e.g., racial, gender, and sexual identities) as
well as stigma and discrimination (e.g., based on immigration status) need to be
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addressed in HIV prevention research and services for MSM of Color.22 Indeed, a
sustained emphasis on addressing how social structures have an impact on health
care inequities for MSM of Color are critically significant, especially those that
examine the role of discrimination based on legal status (e.g., undocumented indi-
viduals) in the U.S.106 Also, the development, implementation, and assessment of
culturally congruent HIV prevention and testing services (e.g., pre/post-test coun-
seling), including the provision of linguistically competent services, needs to be
integrated into HIV prevention and care.108

Transgender Women of Color and their HIV Prevention Needs

Much of the HIV prevention research that has been conducted on transgender (Male-
to-Female) women, particularly transgender women of color, has demonstrated that
this group experiences a considerable disproportionate incidence and prevalence
rate of HIV and AIDS in the U.S.109–112 In a recent systematic review of HIV preva-
lence and risk behaviors for transgender individuals in the U.S,113 major findings
showed that: (1) calculated rates of HIV infection for transgender women indi-
cated a high prevalence (e.g., 27.7% of MTFs tested HIV positive and 11.8% of
MTFs self-reported an HIV positive status); (2) transgender women reported sig-
nificant rates of HIV sexual risk behavior (e.g., UAI, higher frequency of casual
partners, and commercial sex work); (3) URAI, a primary risk for HIV transmis-
sion, was calculated at 44.1% for transgender women; and (4) black transgender
women demonstrated increased HIV infection rates (e.g., 56.3% tested HIV pos-
itive and 30.8% self-reported an HIV positive status). Studies also have reported
that transgender women have experienced health-related risks, including HIV risk
behavior, through the administration of nonprescribed hormones (e.g., liquid subcu-
taneous silicon injections) by nonmedical providers as a method to feminize their
physical appearance (e.g., face, breasts, thighs, buttocks).114

There has been an emergence of community based research that has focused on
transgender women of color in relation to examining correlates of HIV sexual risk
behavior.115 Nemoto et al.109 conducted a study of 312 transgender women of color
(e.g., Asian, black, and Latina) in San Francisco and examined URAI by partner
status. The results of the study showed that respondents who engaged in URAI with
both primary partners and casual sex partners reported drug use before sex; however,
respondents who had URAI with casual partners also were more likely to have an
HIV positive status. Additionally, black transgender women from lower socioeco-
nomic backgrounds were more likely to have engaged in URAI during commercial
sex work.109 In another study, Operario and Nemoto116 found that Asian/Pacific
Islander transgender women who engaged in URAI were more likely to report com-
mercial sex work and have a history of attempted suicide; commercial sex work
also was related to substance use before or during sex and a college level educa-
tion, while illicit drug use related to commercial sex work. Further, in a qualitative
study of transgender women of color that focused on contextual factors associated
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with HIV risk behavior (substance use and sexual behaviors), findings indicated
that respondents engaged in HIV risk behavior with sexual partners as a way to
affirm their gender identity and to provide “emotional connection” with their sexual
partners. However, at the same time, respondents also discussed how the need for
economic stability often had an impact on whether they would engage in HIV risk
behavior during commercial sex work.109

On the basis of current HIV prevention research, large-scale epidemiological
studies need to be conducted to assess HIV seroprevalence rates among transgender
women of color in the U.S, particularly those that differentiate regional characteris-
tics. As such, HIV behavioral research investigations are needed to describe patterns
and characteristics of HIV risk and protective behaviors as well as to examine the
interrelationships among a number of variables including but not limited to sex-
ual and substance use behaviors, psychological factors (e.g., suicidality, depression,
coping), and access to services. Further, qualitative investigations utilizing ethno-
graphic fieldwork, focus groups, and individual interviews, need to be conducted to
better understand how contextual factors work in the lives of transgender women
of color. For example, qualitative studies need to explore how social constructions
of gender and sexuality within culturally relevant frameworks relate to barriers in
accessing culturally competent transgender health care (including HIV prevention
and care). An integral part of this work calls for an examination of how stigma and
discrimination (e.g., the intersection of racialized and genderized forms of stigma)
relate to lived experiences of transgender women of color within inter- and intra-
group domains. These multimethod methodological approaches will provide critical
formative data as a basis for the development of culturally grounded HIV prevention
interventions for transgender women of color that will address HIV-related health
disparities.

Moving Beyond Current HIV Prevention Strategies

Assessment of Current HIV Prevention Strategies for MSM
of Color

As the significant increase in HIV infection rates in MSM of Color communities
in the U.S. has been well substantiated,15 empirical research has demonstrated that
HIV behavioral prevention interventions (e.g., individual-, group-, and community-
level interventions) have had a positive impact on decreasing HIV sexual risk
behavior (e.g., UAI and number of sexual partners) and increasing protective behav-
iors (e.g., condom use) in MSM.117 Yet, the field of public health has been at
crossroads in the development of culturally specific HIV prevention strategies for
MSM of Color.6, 118 In this context, there has been a void in culturally applica-
ble, evidence-based, HIV prevention interventions that have been developed and
implemented for MSM of Color.24,119,120 According to the CDC,121 development
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and implementation of DEBIs (Diffusion of Evidence-Based Effective Behavioral
Interventions) have served to distribute high quality HIV prevention interventions
(e.g., best evidence and promising evidence interventions) in the U.S., particularly
for those individuals at a significant risk for the transmission of the HIV virus.
However, there has been an absence of HIV behavioral interventions that have
demonstrated effectiveness as a DEBI in the category of best-evidence or promising-
evidence for MSM of Color with the exception of an HIV prevention intervention
for API MSM.122 It should be noted that, at the time of the publication of this
chapter, the Many Men, Many Voices (3MV) HIV/STI behavioral intervention for
black MSM was in the evaluation phase to determine the efficacy of the interven-
tion. Nonetheless, 3MV intervention represents one HIV behavioral intervention for
black MSM, although the state of the AIDS epidemic calls for multiple prevention
interventions for black MSM.

As an innovative, culturally grounded intervention, the 3MV intervention has
been conceptualized as an integrated HIV/STI group-level behavioral intervention
for black MSM who identify as HIV negative and serostatus unknown. The primary
objectives of 3MV intervention are as follows: (1) to prevent the transmission of
HIV/STIs through reducing HIV sexual risk behavior (e.g., UAI); (2) to increase
protective sexual behaviors (e.g., condom use); (3) to promote influencing fac-
tors that relate to HIV sexual risk behavior (e.g., HIV/STI knowledge, perceived
HIV/STI risk, identity, self-efficacy/behavioral intentions for condom use); (4) to
increase health care seeking behaviors (e.g., HIV/STI testing); and (5) to increase
mutual monogamy with a sexual partner who is not HIV positive. The core inno-
vative elements of 3MV intervention relate to the focus on dual-identity processes
(e.g., racial and sexual identities), the integration of HIV/STIs as a mechanism for
HIV seroconversion, and the influence of gender role socialization on HIV protec-
tive and risk behavior as manifested in power dynamics in relationships [e.g., sexual
roles during anal intercourse including insertive (“top”) and receptive (“bottom”)
anal intercourse]. Another critical dimension of the 3MV intervention relates to the
emphasis on safer sex strategies (e.g., outer course, mutual masturbation, etc). These
contextual factors provide the basis for the cultural applicability of the intervention
for Black MSM.

There have been other HIV prevention interventions for MSM of Color that have
been published in HIV prevention research;119,120,123–125 however, these interven-
tions are not a part of the DEBI initiative. Two of these interventions (group- and
community-level interventions) were developed for Black MSM,119,124 while other
interventions (group-level) were designed for Latino MSM123,125 as well as Black
and Latino MSM and MSMW (men who have sex with men and women) with histo-
ries of childhood sexual abuse.120 On the basis of available HIV prevention research,
there have been no published HIV prevention interventions for Native American
MSM. It is beyond the scope of this chapter to provide a description of the aforemen-
tioned interventions. However, the issue of what constitutes an effective intervention
needs to be raised for critical discussion, particularly since there may be effective
interventions for MSM of Color that are not congruent with criteria established by
the CDC as a DEBI.
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As the field of public health has moved toward the development of evidence-
based interventions as a method to strengthen prevention interventions,126 one of
the outcomes of this work that needs to be addressed relates to “structural imped-
iments” that communities experience in the development, implementation, and
assessment of their programs, including the emphasis on what constitutes scientific
evidence (e.g., randomized controlled trials, quasi-experimental research designs,
prospective cohort studies, etc.).127 Also, there is a dire need to challenge the pos-
itivist paradigm of quantitative methodological approaches as the primary source
of what constitutes scientific evidence, including the incorporation of qualitative
methodological approaches as a core element in the assessment of HIV prevention
interventions.18, 28 As such, the issue of scientific evidence raises critical questions,
as articulated by Buchanan and Allegrante,127 that have been germane to commu-
nities regarding the role of ethics and “. . . the rights of community members to
be involved in the decisions about the goals and methods of community research,
since such intervention research holds the potential to affect their lives in ways
both intended and unintended” (p. 82). Therefore, a hierarchy of evidence-based
standards127 for HIV prevention interventions poses a critical tension experienced
by communities, particularly those of MSM of Color, that have been disenfran-
chised based on racial, gender, social class, and sexuality based hierarchies. As such,
these hierarchies have been embedded as a part of core processes associated with
evidence-based interventions, including posing critical implications for acquiring
and maintaining funding of HIV prevention interventions for MSM of Color.108

Another persistent challenge in HIV prevention research has related to the devel-
opment and implementation of HIV prevention strategies, including individual,
group, community, and structural level interventions, for MSM of Color that incor-
porate culturally grounded theoretical conceptualizations based on cultural beliefs,
values, and norms of their respective MSM of Color communities.6,21,22,24 A sig-
nificant part of this work involves researchers that are representative of MSM of
Color communities and maintain values that are congruent with those communi-
ties.18 Parallel to this process, the development of HIV prevention strategies need
to be based on culturally congruent formative research in MSM of Color com-
munities with respect to theoretical formulations, methodological approaches, and
application of knowledge in the respective communities. This represents a major
area of concern because formative studies on MSM of Color communities have
been in the process of emerging in scholarly research. However, there have been
several structural challenges that relate to the development of scholarly research
on MSM of Color communities by MSM of Color researchers (e.g., racism and
homophobia associated with acquiring adequate levels of funding for research inves-
tigations).18 Further, based on the work of social movements in the U.S. (e.g., Civil
Rights, Gay Liberation, Feminist), there has been a developing network of MSM
of Color researchers. In this regard, one significant strategy for moving HIV pre-
vention research forward is to develop scholarly research experiences for MSM of
Color researchers that incorporate theoretical frameworks and methodologies nested
in culturally relevant approaches reflective of MSM of Color communities. This ini-
tiative would provide research opportunities for MSM of Color in the development
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of theoretically conceptualized and methodologically rigorous studies, which would
be grounded in their communities.

At the present time, there has been an emphasis on the adaptation of exist-
ing interventions for MSM of Color that have served as a strategy to address
their current HIV-related health disparities.128 However, the adaptation of existing
interventions provides an interim strategy to address the issue of the inadequate
number of HIV prevention interventions for MSM of Color. Within this context,
the development of innovative, well conceptualized, and efficacious HIV prevention
interventions nested within cultural conceptual frameworks will be paramount to
addressing the increasing HIV rates among MSM of Color.6 However, the issue
of time serves as a key factor in the development and implementation of HIV
prevention interventions for MSM of Color. For example, the process of high qual-
ity intervention research occurs within a longer-term period. As such, formative
research (e.g., focus groups, individual interviews, ethnographic fieldwork, and
quantitative surveys) needs to be conducted on MSM of Color, which will be fol-
lowed by the development, assessment, and implementation of the HIV prevention
interventions. Therefore, at the current moment, one of the dilemmas in the field
relates to the need to address the increasing HIV incidence and prevalence rates in
MSM of Color communities. Yet, the question remains regarding the reason(s) for
the void in culturally relevant HIV prevention interventions for MSM of Color post
25 years into the AIDS epidemic – perhaps, a focus on structural barriers that relate
to these processes may move the field in the right direction.

What Does the Future Hold for HIV Prevention Interventions
for MSM of Color?

In relation to the concept of adaptation in HIV prevention interventions, there has
been an adapted, peer-based, community-level HIV prevention intervention that was
developed, implemented, and assessed for young black MSM between ages of 18
and 30 in three North Carolina metropolitan areas (Raleigh, Greensboro, and Char-
lotte) from 2004 to 2005.119 On the basis of the Popular Opinion Leader (POL)
model as a part of the Diffusion of Innovation Theory, approximately 15% of black
MSM from these communities were recruited and trained in HIV prevention risk
and served as popular opinion leaders with their peers as a strategy to promote safer
sex norms in their respective communities. The results of this community level HIV
prevention intervention demonstrated significant decreases in URAI. For example,
while the baseline data showed that 32.4% (n = 284) of young black MSM engaged
in URAI, this number decreased to 23.6% at the 4-month measurement point, 24.4%
at the 8-month measurement point, 18.0% at the 12-month measurement point. This
initiative provides the basis for the development of community level HIV prevention
interventions for MSM of Color communities.
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A Community Level HIV Prevention Intervention for Young black MSM was
developed based on the adaptation of the Mpowerment project (e.g., Mpowerment
for Black MSM).129 The Mpowerment Intervention was developed based on forma-
tive qualitative research methodologies. Currently, the Mpowerment Intervention
for black MSM has been in the field to determine the efficacy of the intervention;
the anticipated completion date for this outcome evaluation is 2010. The aim of the
project is to assess the effectiveness of a community level HIV prevention inter-
vention through a reduction in HIV sexual risk behavior (e.g., UAI and number of
sexual partners) and an increase in HIV healthcare seeking behaviors (e.g., HIV
testing) in young black MSM in the southwest region of the U.S. (e.g., Dallas and
Houston, Texas). Other areas that will be assessed for intervention effectiveness
include knowledge of HIV status as well as psychosocial and mental health factors.
Since the Mpowerment Intervention will be conducted in Dallas and the comparison
group will be Houston, the objective is to compare cross-sectional data in both areas
for the pre- and post-intervention of Mpowerment.

With respect to HIV prevention strategies, there has been a trend toward the
development of “intraventions”52 in MSM of Color communities as a strategy to
address their health-related HIV disparities. Currently, several community based
organizations across the country have developed “intraventions in their respective
communities,” which refer to HIV prevention strategies that have been organically
designed and implemented within their communities. Therefore, a major emphasis
has been placed on the development of innovative, culturally relevant “ground level”
or “home grown” HIV prevention “intraventions” for MSM of Color communities.
An illustration of three community level “intraventions” that have been developed
by community based organizations in this area involve: (1) Pride in the City (PITC),
(2) The Love Ball, and (3) CRIBB. The PITC and Love Ball were conceptualized
by People of Color in Crisis (POCC) in Brooklyn, New York and CRIBB (Creat-
ing Responsible Intelligent Black Brothers) was developed by the National AIDS
Education and Services for Minorities, Inc. (NAESM) in Atlanta, Georgia.

Pride in the City (PITC)

Pride in the City (PITC) has been conceptualized as a community level HIV pre-
vention intravention for the black lesbian, gay, bisexual, and transgender (LGBT)
community in the New York Metropolitan Area. A major component of this intra-
vention involves a large-scale sexual health-focused program that occurs within the
context of a weekend including park and beach events. The primary aim of PITC is
to cultivate a community oriented collective space that is culturally grounded within
the context of black LGBT communities. As such, one of the key strategies is to
provide access to HIV/STI counseling, testing, and prevention in combination with
a focus on community norms that relate to the importance of sexual health. Through
this community level HIV prevention intravention, several community based orga-
nizations (e.g., AIDS Service Organizations) engage in a collaborative process to
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provide HIV counseling, testing, and prevention to community members. This intra-
vention poses considerable implications for the significance of providing access to
HIV prevention and services for individuals who may experience marginalization
within conventional healthcare settings.

The Love Ball

The Love Ball involves the engagement of members of the House Ball community
in an innovative, culturally specific, community-level HIV prevention intravention.
Research has shown that house-ball community members have experienced multiple
forms of marginalization based on their racial/ethnic, gender, and sexual identi-
ties (Arnold & Bailey, in press). For example, members of house-ball communities
may be disenfranchised from conventional HIV prevention and care (Murrill et al.,
2008).53 To address HIV-related health disparities within House Ball communities,
The Love Ball works to affirm the racial/ethnic, gender, and sexual identities of
the members involved with the house-ball community based on the theme of love.
A major component of the intravention is to sponsor a ball where members com-
pete in a competition. Moreover, HIV counseling and testing along with prevention
messages are integrated within the context of the Ball. This initiative provided a con-
text to offer HIV prevention services that are not routinely provided at community
events.

CRIBB

The CRIBB initiative was conceptualized in 2007 to focus on the development of
leadership on the national level for young black MSM between the ages of 18 and
25. In this pursuit, the focus of this program has been on the development of a new
generation of researchers and community practitioners that undertake the work of
transformative leadership with respect to having an impact on the AIDS epidemic
in black MSM communities. This year-long initiative introduces a group of approx-
imately 10–12 young black MSM representative of different regions of the country
to concepts of leadership and community as a strategy to address HIV-related health
disparities for younger black MSM. During the course of a year, CRIBB members
participate in culturally grounded institutes and seminars that focus on aspects of
the current state of the AIDS epidemic for black MSM, leadership, and community
work. One of the major objectives of CRIBB has been for each member to partic-
ipate in the development and implementation of a selected community project that
focuses on HIV prevention intraventions in black MSM communities.
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Raising the Bar of Competence: An Assessment of HIV Testing
Strategies

Need for Revised HIV Testing, Prevention, and Risk Reduction
Agenda

The core principles of the recently revised recommendations for HIV testing and
prevention have worked to incorporate HIV testing as a component of routine med-
ical care with health care providers and to reduce barriers to HIV testing.130 The
objectives of these principles are as follows: (1) incorporate HIV testing as a com-
ponent of routine medical care with health care providers; (2) develop models for
the diagnosis of HIV beyond health care settings; (3) promote secondary HIV pre-
vention with individuals living with HIV and AIDS as a strategy to prevent new HIV
infections, and (4) decrease perinatal HIV transmission. Specifically, according to
the CDC,121 the aim for HIV prevention has been to “reduce the number of new
HIV infections and to eliminate racial and ethnic disparities by promotion of HIV
counseling, testing, and referral and by encouraging HIV prevention among both
persons living with HIV and those at high risk for contracting the virus” (p. 585).
Clearly, the increasing rates of unrecognized HIV infections among MSM of Color
needs to be addressed – particularly since research has indicated that approximately
50–70% of HIV positive individuals have transmitted new sexually transmitted HIV
infections.130

One primary strategy for addressing HIV-related health disparities in the U.S.
has been the development of the Partner Counseling and Referral Services (PCRS)
initiative. According to Hogben et al.,131 the aim of PCRS strategy is to reduce HIV
transmission in the U.S. by a focus on engaging sexual partners of HIV positive indi-
viduals through HIV counseling and testing. The underlying objective of the PCRS
strategy is to identify HIV positive individuals and to promote protective behaviors
(e.g., condom use) that have an impact on HIV transmission. On the basis of the
work of Hogben et al.,131 current studies have reported preliminary evidence that
indicates the effectiveness of the PCRS strategy in serving as a strategy in achieving
their objectives. However, there has been incongruity between these recent prelimi-
nary findings and the increasing disproportionate HIV infection rates among MSM
of Color.

Further, one of the major limitations of the PCRS initiative relates to the com-
plexities of the critical role that stigma, marginalization, and structural inequalities
have on HIV testing and counseling for MSM of Color communities, thus signifi-
cantly undermining the effectiveness of this strategy. For example, having access to
high quality, culturally competent HIV prevention and care (including HIV counsel-
ing and testing) has been a significant barrier for MSM of Color.132–134 For example,
Malebranche et al.135 found that healthcare experiences of black MSM involving
racial and sexual discrimination served as barriers to the utilization of healthcare and
HIV testing; additionally, these experiences involving healthcare had an impact on
provider-patient communication patterns and protective behaviors. The implications
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of the findings, as posed by Malebranche et al.,135 relate to the importance of devel-
oping a cadre of healthcare providers reflective of communities of color based on
race, gender, and sexuality, thus establishing core domains for cultural competencies
in working with MSM of Color.

On the basis of the substantial recent HIV incidence rates among MSM of Color
in the U.S., there is a dire need for the development and implementation of innova-
tive, culturally relevant HIV testing and prevention strategies for MSM of Color. To
address this problem, significant funding resources on the local, state, and federal
levels need to be allocated to community based organizations in the development,
implementation, and assessment of culturally relevant HIV testing procedures. In
particular, there has been promising evidence3 that indicates that gay pride of color
programs and events sponsored by community based organizations have become an
effective strategy for providing contexts for the development and implementation of
culturally applicable models of HIV testing and prevention. Also, based on the work
of Mayer et al.,136 through community based organizations, a major part of this work
can focus on accessing marginalized groups of individuals within MSM of Color
communities (e.g., House Ball communities, commercial sex workers, incarcerated
youth, homeless youth, etc.) who may be at significant risk for HIV transmission.
In this pursuit, researchers that are reflective of MSM of Color communities need to
provide the leadership in the development and implementation of HIV testing and
prevention programmatic efforts.135

Psychosocial Support and Mental Health Needs for MSM
of Color

As the AIDS epidemic enters a third decade, the current state of scholarly research
regarding psychosocial and mental health issues for MSM of Color remains
understudied.95 According to the U.S. Surgeon General’s Report, people of color
have experienced barriers in accessing quality mental health services and care and
have not been adequately represented in research in the area of mental health.137

Similarly, MSM of Color have reported dissatisfaction with mental health services
as a result of structural barriers including but not limited to heterosexism and homo-
phobia.138 Further, much of the extant research on the influence of racial/ethnic
discrimination on mental health for people of color utilizing population based stud-
ies has found that the experience of racial/ethnic discrimination relates to increased
psychological distress for people of color, including diagnosis of major depression,
generalized anxiety disorder, and onset of substance use.139 Similarly, population
based studies of LGBT communities have shown that perceived discrimination
(e.g., lifetime and daily discrimination) had a negative impact on their quality of
life in addition to increases in current psychological distress and mental health
disorders.140 Other population based studies have reported a higher prevalence of
mental health disorders, suicidal ideation, and substance use among lesbian, gay,
and bisexual individuals as compared to heterosexual individuals.141,142 In this
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regard, population based studies of LGBT communities of color are needed to
ascertain characteristics of mental health utilization as well as the prevalence of
mental health and substance use morbidity.143 Yet, there has been a significant void
in population based studies that have focused on MSM of Color.

Sociocultural Factors in Relation to Mental Health for MSM
of Color

Building on the work of several scholars,144 stigma has been a core critical issue for
MSM of Color. Specifically, the negotiation of racial, gender, and sexual identities
juxtaposed with experiences of individual and institutionalized racism and homo-
phobia have served as relevant culturally specific psychosocial issues for MSM of
Color.138 For example, according to Wheeler,24 Black MSM have to work through
the stressors associated with being a black male (e.g., racism, unemployment, incar-
ceration, health issues) and that of being emotionally and/or sexually attracted to
men (e.g., gender role expectations). A significant part of this work relates to the
negotiation of relationships with significant others including family, friends, and
sexual partners. Similarly, with respect to gender expression and socialization, Sand-
fort et al.145 found that Latino gay and bisexual men who identified as effeminate
reported greater psychological distress in addition to instances of homophobia as
compared to those who did not identify as effeminate. Further, in a qualitative study
of Black and Latino HIV-positive MSM who reported a history of childhood sex-
ual abuse, findings showed that the sociocultural context of the men’s lives was
central to their lived experiences. For example, predominant themes related to sex-
ual identity, role of family and cultural expectations regarding children, gender role
socialization, influence of substance use, religiosity and spirituality, and HIV-related
stigma, marginalization, and barriers to HIV care.95

On the basis of the work of Meyer,146 the sociocultural model of minority
stress in lesbian, gay, and bisexual (LGB) communities has provided a theoretical
framework to examine the relationship between chronic stress and stigmatization,
particularly as related to psychosocial distress. In particular, through the use of a
distal-proximal domain, Meyer posited that the experiences of “minority” stressors
for LGB individuals (e.g., expectations of stigma, internalized homophobia, and
experiences of prejudice and discrimination) relate to mental health outcomes. As a
part of minority stress processes, distal refers to experiences of prejudice, discrim-
ination and violence based on sexual identity and proximal relates to experiences
associated with “expectations of rejection, concealment, and internalized homopho-
bia” (p. 248).146 Additionally, with a specific focus on MSM of Color (e.g., Latino
gay and bisexual men), researchers have developed theoretical models to examine
the effects of social discrimination (e.g., racism, homophobia, poverty) in relation
to psychological distress and resiliency.144

Further, the experiences of HIV-related stigma and discrimination both within
and external to MSM of Color communities have served as relevant psychoso-
cial issues for MSM of Color. For example, in a study of 301 Latino gay and
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bisexual men, Zea et al.147 found that HIV disclosure was predictive of respon-
dents reporting higher levels of social support which had an impact on their lower
depression and self-esteem. Similarly, Peterson et al.148 reported that greater psy-
chosocial resources mediated the relationship between stress and depressed mood
in a community sample of Black gay, bisexual, and heterosexual men. Within this
context, MSM of Color living with HIV and AIDS have to negotiate their HIV pos-
itive status involving issues of disclosure to romantic and sexual partners, families,
friends, health care providers, as well as other significant others.132 HIV positive
MSM of Color also have to manage the stressors of stigma within MSM Com-
munities of Color (e.g., issues of rejection and discrimination). Therefore, HIV
prevention interventions need to address the stigmatization of HIV positive MSM
of Color by HIV negative MSM of Color. For example, Diaz149 found high levels of
HIV-related stigma among Latino HIV negative MSM and high levels of psycholog-
ical distress associated with the experiences of HIV related stigma for Latino HIV
positive MSM.

Summary

Since the onset of AIDS epidemic, MSM of Color communities have experienced
considerable HIV-related health disparities in the U.S. There has been a substan-
tial void in scholarly research on MSM of Color within the context of the AIDS
epidemic. There have been significant limitations in the conceptual frameworks uti-
lized in research on HIV-related health disparities for MSM of Color. Traditional
models used in research on HIV-related health disparities have not integrated to
a substantial degree culturally relevant conceptualizations at the core of the work.
Thus, the objective of this chapter was to examine the factors that contribute to
the significant incidence and prevalence rates of HIV and AIDS in MSM of Color
communities. In particular, the concepts of stigma, marginalization, and structural
inequalities were posed as a theoretical framework to examine HIV-related health
disparities in MSM of Color communities. A basic premise of this work involves
a paradigm shift that integrates intersectional and interdisciplinary theoretical and
methodological approaches in the study of HIV related health disparities in MSM
of Color communities. One of the core ideas put forth in the development of this
work relates to a focus on the intersection of race, gender, social class, and sexual
politics within the context of HIV prevention in MSM of Color communities.
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