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ABSTRACT 

PERSPECTIVES ON SOCIAL SUPPORT AND STIGMA IN PREP-RELATED CARE 

AMONG GAY AND BISEXUAL MEN ON PREP: A QUALITATIVE 

INVESTIGATION 

 

 

Juan P. Zapata, B.A.  

 

Marquette University, 2019 

 

 

 
Men who have sex with men (MSM) are disproportionately impacted by HIV. Today, 

one of the most effective and innovative HIV prevention tools available is pre-exposure 

prophylaxis (PrEP). Despite its remarkable effectiveness at preventing HIV transmission, 

awareness and uptake of PrEP as a prevention strategy has been slow to take hold. As 

evidenced in previous literature, experiences of stigma have been found to negatively 

impact psychological and physical stress, and medication adherence. Social support has 

been found to buffer against some of these psychological and behavioral responses. This 

study explored the psychosocial dimensions of PrEP use among MSM to promote PrEP 

awareness and retention. Semistructured interviews were conducted with MSM who use 

PrEP (N = 20) to explore how social support is related to their PrEP-related care and their 

perceptions and experience of stigma related to PrEP use. Data were analyzed using 

Strauss and Corbin’s grounded theory to enhance understanding of the lived experiences 

of MSM who currently use PrEP. Social support was found an important layer in PrEP-

related care that promoted adaptive behavioral responses, such as adherence to care, 

enhancing resilience to stress, and increased sexual identity. In addition to providing 

protection against HIV, participants also described the psychosocial benefits of PrEP in 

terms of reducing HIV-related anxiety and fears. Lastly, this study also demonstrated that 

relationship status and PrEP-related stigma may also be a barrier to care or a source of 

additional stress for many MSM on PrEP. Findings suggest that PrEP has significant 

impacts beyond biomedical outcomes for both the individuals who use PrEP and their 

communities. They connected PrEP stigma and generational differences that have 

important implications for PrEP acceptability and the wellbeing of MSM from all age 

cohorts. Rather than talking about being overly burdened by stigma or shame, many 

participants discussed being “understood” and “proud” because of their PrEP use. The 

narratives this study has illustrated may help demonstrate that social support may help 

buffer against the stigma surrounding PrEP. These findings point to a need to develop 

tailored interventions to address psychosocial dimensions of PrEP for individuals and 

health-care professionals.  

 



 i 

ACKNOWLEDGMENTS 

 

 

Juan P. Zapata, B.A. 

 

 

 

I have been fortunate to benefit from the training and guidance of my research 

mentor, Dr. de St. Aubin. I am thankful for his commitment to overseeing this project, in 

addition to his ongoing support and encouragement towards my professional and personal 

development. I would also like to extent my sincere thanks to Dr. Andrew Petroll, for his 

encouragement and support throughout this project. Finally, I would like to thank my 

committee members, Dr. Lucas Torres and Dr. Alyson Gerdes, for their guidance and 

support.  

 

This work would not have been possible without the help of clinicians, nurses, 

health advisors, and administrators, at the Medical College of Wisconsin. I thank each 

and every one of them for their continued help and support. I am most indebted to the 

interviewees, who gave so much of their time. It was a humbling experience.   

 

On a personal level I would like to thank my mother, father, and step-father for 

their continued moral, emotional, and spiritual support. I would also like to thank my 

cohort, in particular, Anne Malkoff for her immense encouragement and support 

throughout this project and beyond. Lastly, I would like to thank my puppy, Mateo, for 

his unconditional love.  I am forever in gratitude to these individuals    

 

 
 

 

 
 

 

 

 

 

 

 



 ii 

TABLE OF CONTENTS 

ACKNOWLEDGMENTS ................................................................................................i 

LIST OF TABLES ........................................................................................................ iii 

CHAPTER 

I. INTRODUCTION ............................................................................................... 1 

A. HIV/AIDS ...................................................................................................... 3 

B. Pre-Exposure Prophylaxis .............................................................................. 4 

C. Social Support ................................................................................................ 6 

D. Current Study ................................................................................................. 8 

II. METHOD ............................................................................................................ 9 

A. Participants .................................................................................................. 10 

B. Procedure ..................................................................................................... 10 

C. Materials ...................................................................................................... 12 

III. DATA ANALYSIS ............................................................................................ 13 

A. Data Analytic Team. .................................................................................... 13 

B. Analytic Process. .......................................................................................... 14 

IV. Results ............................................................................................................... 16 

V. Discussion.......................................................................................................... 17 

A. Community Social Support........................................................................... 18 

B. Psychological Impact of PrEP ...................................................................... 22 

C. PrEP-related Stigma ..................................................................................... 24 

D. Relationship-related Stigma and PrEP .......................................................... 26 

E. Access to Care.............................................................................................. 27 

F. Conceptual Model ........................................................................................ 29 

G. Limitations ................................................................................................... 31 

H. Clinical Implications and Future Directions .................................................. 32 

VI. BIBLIOGRAPHY .............................................................................................. 39 

 
 

 

 

 

 



 iii 

LIST OF TABLES 

 

Figure 1. Conceptual Model of Social Support and Stigma in PrEP-related Care............ 31 

 

Table 1. Analytic Research Team .................................................................................. 34 

 

Table 2. PrEP Patient Demographic Variables ............................................................... 35 

 

Table 3. Analytic Codes................................................................................................. 36 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 



 1 

Introduction 

 
At a 1982 press conference, when asked about AIDS—a new disease 

disproportionately affecting the gay community—White House Press Secretary Larry 

Speakes jokingly responded: “What’s AIDS? I don’t have it. Do you? There has been no 

personal experience here.” The room of journalists erupted in laughter following his 

evasive response (Stern, 2015). Over the past 35 years of the HIV epidemic, the number 

of people living with HIV has continued to rise in the United States. Despite widespread 

systemic gender disparities that afford men greater power and resources than women 

across cultures (Glick & Fiske, 1996), men are disproportionally affected by HIV. 

According to the 2016 Annual Epidemiology and Surveillance Report, the proportion of 

cases diagnosed among men who have sex with men (MSM) have increased. In 2015, gay 

and bisexual men accounted for 67% of all HIV diagnoses and 82% of diagnoses among 

males (CDC, 2014).  

 Today, one of the most effective and innovative HIV prevention tools available is 

pre-exposure prophylaxis (PrEP). PrEP involves the use of antiretroviral medications 

among persons who are currently HIV-uninfected, but at risk for HIV acquisition. 

Despite its remarkable effectiveness at preventing HIV transmission, awareness and 

uptake of PrEP as a prevention strategy has been slow to take hold, even among MSM, 

the population most at risk for HIV acquisition. In 2012, the CDC recommended that 

PrEP be considered for people who are HIV-negative and at substantial risk for HIV 

infection. This includes anyone who is in an ongoing relationship with an HIV-positive 

partner, history of inconsistent or no condom use, and/or commercial sex work (see 2012 

CDC report for PrEP fact sheet for complete recommendations). It is estimated that there 
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is a 92%-99% reduction in HIV risk for HIV-negative individuals who take the 

medication daily, as directed (Grant et al., 2010). As with the success of antiretroviral 

medications for the treatment of HIV, the efficacy of PrEP in preventing HIV is 

dependent on medication adherence (Amico et al., 2011; Anderson et al., 2011; Van 

Damme et al., 2012). Unfortunately, both randomized clinical trials (Anderson et al., 

2011; Grant et al., 2010) and open-label extension studies (Amico et al., 2016) of PrEP 

have shown a diminished pattern of adherence overtime.   

 The development of efficacious strategies to promote adherence have been well 

established in the existing literature, most of which fit within a framework previously 

established by Ickovics and Meisler (1997). According to this framework, factors 

correlated with adherence are associated with: “characteristics of the patient, the patient-

provider relationship, the illness, and the context in which medical care is delivered.” 

(Simoni et al., 2007),  Research on adherence to antiretroviral medication suggests that 

social support provided by friends, parents, partners, providers, or significant others can 

improve medication adherence among HIV-positive individuals (Catz, Kelly, Bogart, 

Benotsch, & McAuliffe, 2000; Gallant & Block, 1998; Prachakul & Grant, 2003). In 

addition to improving medication adherence, social support has been found to serve as a 

buffer against HIV-related stigma (Katz et al., 2013).  Social support has also been shown 

to contribute to successful medication-taking behavior by reminding patients to take their 

medication and setting up subsequent medical appointments (Mosack, 2006). However, 

less research has investigated the relationship between social support and PrEP-related 

care. In light of this, the present study seeks to conceptualize the role of social support 

within the context of PrEP-related care and investigate PrEP-related stigma among gay 
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and bisexual men currently on PrEP.  

HIV/AIDS  

 

According to data conducted by the World Health Organization (WHO, 2017), to 

date, more than 70 million people have been infected with HIV and an estimated 35 

million people have died of HIV-related illnesses. Prior to the classification of AIDS as a 

known health condition, the first peer-reviewed article published in 1981 described 

Pneumocystis Carnii Pneumonia, a condition exclusively affecting homosexual men 

(Gottlieb et al., 1981). Scientists would soon come to fully understand AIDS as a 

condition caused by untreated HIV infection. As the research continues to demonstrate 

the heightened risk for infection among MSM, many researchers have proposed theories 

to explain this increased risk. A wealth of psychological evidence suggests that 

experiences of objective discrimination, expectations of rejection, and the internalization 

of negative societal attitudes can lead to sexual risk behaviors (Meyer, 2003). 

  In recent years, researchers have examined the effect of stigma and social support 

on the lives of HIV-positive gay and bisexual men (Chaudoir, Fisher, & Simoni, 2011; 

Smith, Rossetto, & Peterson, 2008). A recent longitudinal study of 74 gay male 

caregivers of partners who died from AIDS found that those who reported experiencing a 

specific stigma-related stressor showed a significant main effect of risk on HIV risk 

behavior (Hatzenbuehler, Hilt, & Nolen-Hoeksema, 2008). Those who reported 

experiencing a specific stigma-related stressor showed increased depressive and anxious 

symptoms over time.  

According to Goffman (1963), stigma is conceptualized on the basis of what 

constitutes deviance; a person marked with a stigma, ‘‘is reduced in our minds from a 
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whole and usual person to a tainted, discounted one” (p. 35). With this in mind, 

HIV/AIDS stigma is often referred to as, “prejudice, discounting, discrediting and 

discrimination directed at people perceived to have AIDS or HIV, their loved ones and 

associates and the groups and communities with which they are affiliated’’ (Herek & 

Capitanio, 1998, p. 232). The stigma of HIV and AIDS has been consistently shown to 

affect social support (Bennett, Traub, Mace, Juarascio, & Hayer, 2016; Smith, Rossetto, 

& Peterson, 2008) and medication adherence (Ware, Wyatt, & Tugenberg, 2006). Results 

from a meta-analysis by Katz et al. (2013) indicated that at the individual level, social 

support improves medication adherence to HIV medication by buffering the negative 

effect of HIV-related stigma. This social support, in turn, has been found to increase 

health-seeking behavior, including access to antiretroviral therapy (ART) and health 

screening. The lingering stigma surrounding HIV and AIDS has also emerged as a 

significant barrier against the effectiveness of PrEP; as a result, patient’s medication 

adherence may decrease, which is problematic given the medical regimen necessary for 

PrEP to be successful (Tangmunkongvorakul et al., 2013).  

Pre-Exposure Prophylaxis 

 
 There is the potential for PrEP to affect HIV transmission rates, but only if uptake 

and adherence are adequate. Although many studies yielded varied efficacy estimates, 

recent clinical trials with high-risk populations (e.g., serodiscordant couples, sex workers, 

etc.) demonstrate that effective use of PrEP can dramatically reduce risk for HIV 

infection (Anderson et al., 2011; Grant et al., 2014). Previous research on adherence to 

PrEP among MSM however, has found a diminished pattern of adherence across time and 

a significantly lower pattern of adherence among African American MSM (Grov et al., 
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2015).  

  In October 2012, the San Francisco City Clinic (SFCC) conducted the US 

Demonstration Project, an open-label cohort study assessing PrEP delivery among MSM 

in San Francisco and Miami. In their analysis, intention to use PrEP was high among 

MSM, however, the most common reason for declining PrEP include the time required 

for testing, no perceived HIV-risk, and PrEP-related stigma. Cohen and colleagues (2015) 

found that in addition to perceived stigma, several participants reported experiencing 

direct PrEP-related stigma from individuals who believe that PrEP would lead to 

increased sexual risk behavior and may divert resources away from HIV-positive 

individuals. In a qualitative analysis of MSM who participated in the original PrEP study 

in Chiang Mai, Thailand, Tangmunkongvorakul et al. (2013) found that similar to the US 

Demonstration Project, PrEP-related stigma posed a challenge to medication adherence, 

particularly among MSM who did not want to disclose their sexual orientation (Cohen et 

al., 2012). In a study of PrEP demonstration sites in San Francisco, Liu et al. (2014) 

found a similar result on the effect of stigma on study participation. In their study, a 

majority reported social harm arising from PrEP-related stigma, including feeling 

stigmatized by medical providers, friends, and sex partners. They also found that stigma 

related to being seen taking PrEP, whether real or perceived, was associated with 

avoiding taking PrEP around other people.  

 To date, limited research has focused on the experiences of gay and bisexual men 

on PrEP. It has been proposed that PrEP effectiveness must be approached through a 

biopsychosocial perspective, meaning that social, psychological, and structural factors all 

contribute to the effectiveness of PrEP (Amico, 2012). Unfortunately, PrEP is often 
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studied solely as a biomedical intervention, while not considering the psychological or 

social factors in maintaining adherence. For example, in PrEP randomized controlled 

studies in the United States, optimal PrEP adherence was related to beliefs in the efficacy 

of the medication, low experience of side effects, older age, and not reporting frequency 

alcohol use or methamphetamine or cocaine use (Amico, 2012). Results from another 

study showed that social and structural factors all contributed to the success of PrEP, 

including lack of privacy, disruptions in routine, and/or underestimate risk of HIV in 

one’s community or social-network partners (Amico, 2012). Further evidence on PrEP-

related stigma suggest that the acceptability and success of PrEP needs to be considered 

at the community level, in order to combat discrimination that could impact treatment 

(Van der Elst et al., 2013). Future research should then seek to understand the complexity 

of PrEP through a biopsychosocial perspective in order to understand how individual 

and/or community-level beliefs and behaviors affect PrEP-related care (Amico, 2012).  

Social Support 

 
Social support has generally been shown to positively affect mental and physical 

health outcomes. One commonly cited definition by Cobb (1976), states that social 

support “is defined as information that one is cared for and loved, information that one is 

esteemed and valued, and information that one is a part of a network of communication 

and mutual obligation” (p. 38). This concept of social support and its relation to health 

outcomes have generally been explained by the stress buffering and main effects 

hypotheses (Cohen, Gottlieb, & Underwood, 2000). The buffering hypothesis suggests 

that supportive social relationships may provide resources such as informational and 

emotional support that promote adaptive behavioral responses to chronic stressors. From 
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this perspective, the real or perceived support from social relationships moderates the 

detrimental influence of stressors on physical and mental health. Alternatively, the main 

effect model proposes that social support may be associated with protective health effects 

through cognitive, emotional, behavioral, and/or biological influences that are not 

necessarily intended to moderate health outcomes. For instance, social support may 

directly or indirectly encourage health-seeking or medication taking behavior through 

conformity to social norms relevant to health and self-care (Cohen, 2004). These 

hypotheses provide an understanding of how real or perceived social support translate 

into mental and physical health outcomes.  

 The relationship between social support and physical/mental health has received 

considerable attention in behavioral and health research. The current body of literature 

has linked social support to a wide range of health outcomes, including better patient care 

and compliance with medical regimens (DiMatteo, 2004), decreased length of 

hospitalization (Murphey, et al., 2008), enhancing resilience to stress, and buffering 

against developing trauma-related psychopathology (Southwick, Vythilingam, & 

Charney, 2005). Likewise, substandard social support has been linked to the development 

and progression of cardiovascular disease (Knox & Uvnas-Moberg, 1998; Kop et al., 

2005) and other chronic illnesses (Brummett, et al., 2001; Wang, Mittleman, & Orth-

Gomer, 2005). Holt-Lunstad, Smith, and Layton (2010) conducted a meta-analytic review 

to determine the extent to which social support can influence and moderate the risk for 

all-cause mortality. Their analysis found that reported adequate social support can 

increase the likelihood of survival by 50% compared to those with poor social support; 
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the magnitude of this effect is comparable with quitting smoking, obesity, and physical 

inactivity.  

 Research has consistently demonstrated that in comparison to heterosexuals, 

sexual minorities have less social support, including less family connectedness 

(Eisenberg & Resnick, 2006) and lower satisfaction with social support networks (Plöderl 

& Fartacek, 2005). Emerging evidence suggests that experiences of stigma and 

discrimination among sexual minorities may result in social isolation, thereby leading to 

poorer health outcomes. Pachankis (2007) evaluated the link between the decision to 

conceal one’s stigmatized identity (e.g., gay or lesbian identity) and social isolation. 

Overall, those who concealed their stigmatized identity were more likely to avoid 

entering a close relationship for fear of other people discovering their identity.  

With respect to HIV/AIDS, the importance of social support is critical in both 

continuing treatment and overall well-being. Multiple studies have confirmed the positive 

association between real and perceived social support and adherence to HIV-medication 

(Catz, Kelly, Bogart, Benotsch, & McAuliffe, 2000) and better health outcomes (Gallant 

& Block, 1998). Research has also consistently shown an association between a strong 

social support network and disclosure of one’s HIV-positive status. To date, there is little 

research examining the relationship between social support and PrEP in a sample of 

MSM or gay and bisexual men in ongoing care.   

Current Study  

 
 Previous studies have described the role and definition of social support and HIV-

related stigma on adherence among HIV-positive men. However, prior to understanding 

the effects of social support and stigma in PrEP-related care, we first need to understand 
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the unique social, psychological, and structural factors of PrEP, including the nature of 

social support and stigma surrounding PrEP-seeking behaviors and PrEP use and 

adherence. The purpose of the current study was to conceptualize the construct of social 

support within the context of PrEP use among gay and bisexual men and to investigate 

how stigma – generally and or specific to PrEP – affects PrEP-related care.  

 In the current project, grounded theory – a qualitative analysis methodology – was 

used to examine the construct of social support and stigma. The goal of grounded theory 

is to allow for an in-depth, exploratory examination of a phenomenon that emerges from 

the data rather than examining preconceived hypotheses (Strauss & Corbin, 1997). 

According to Creswell (2013), qualitative research is to develop theories when partial or 

inadequate theories exist for certain populations and samples. Currently, no studies have 

been conducted that explore the experiences of gay or bisexual men on PrEP related to 

their care, stigma, and social support. Consistent with grounded theory, the use of broad 

research questions was used in order to investigate the phenomena in an unconstrained 

manner (Strauss & Corbin, 1998). The following research foci were used to guide the 

study:  

1. How is social support related to (if at all) an individual’s PrEP-related care?  

2. How does stigma (generally and/or specific to PrEP) influence individuals’ PrEP-

related care?  

 

 These broad foci allowed for discovery of ideas and concepts that are embedded 

in the topic of interest, rather than restricting the study to a narrow focus (Strauss, 1987).  

Method 
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Participants 

 
The key to qualitative research is to generate enough data so that categories, 

concepts, and dimensions of the given phenomena can emerge (Glaser & Strauss, 1967; 

Strauss & Corbin, 1998). Data from a recent study examining sample size considerations 

in grounded theory demonstrated that theoretical saturation (Glaser & Strauss, 1967) 

normally occurs between 10 and 30 interviews (Thomson, 2011). A purposeful sampling 

technique was used to recruit 20 participants for this project. Purposeful sampling is 

described as choosing “particular subjects to include because they are believed to 

facilitate the expansion of the developing theory” (Bogdan & Biklen, 1998, p. 65). This 

study used purposive sampling to access men on PrEP who identified as gay or bisexual. 

Consistent with previous grounded theory studies, a 10-20-hour database provided 

enough data to achieve the aims of this work (Camic, et al., 2003; Creswell, 1998; Miles, 

et al., 1994).  

To be eligible, individuals had to be at least 18 years of age, currently on PrEP, 

and identify as a gay/or bisexual man. All participants were recruited through a database 

of PrEP clinic patients affiliated with the co-investigator at the Medical College of 

Wisconsin (MCW). Interviews were conducted at the Froedtert and MCW Infectious 

Disease Clinic and at Marquette University between May 2018 to October 2018. 

Interviews lasted between 25 and 75 minutes and participants received compensation in 

the amount of 25$. The project received Institutional Review Board (IRB) approval from 

MCW.   

Procedure 
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The primary researcher who conducted each interview has both undergraduate 

and graduate training and experience in conducting in-person and phone interviews. A 

pilot interview was conducted with another graduate student who has extensive 

experience working with sexual and gender minorities in order to provide further 

interviewing practice and to adapt the interview protocol as necessary. In addition to the 

primary researcher, several undergraduate and graduate researchers were engaged in 

transcribing, coding and interpreting the data for the current project. 

 The primary researcher received approval from the MCW IRB to review patient 

information from the MCW PrEP-data base to contact eligible participants before the 

time of their appointment. Each participant completed one interview. Interviews were 

audio-taped and transcribed. When conducting the interviews, the primary researcher 

introduced himself as a graduate student researcher interested about experiences that 

participants had with PrEP.  The general nature of the study was described. It was made 

clear that the participant was free to ask questions at any time, and to withdraw from the 

study at any time without penalty. After giving informed consent and becoming 

acclimated to the lab environment, the participants were reminded that the interview will 

be recorded but will be de-identified in the process. The primary researcher then initiated 

the semi-structured interview.  After the interview, participants completed a brief 

demographic questionnaire to collect basic demographic information, including age, 

gender, ethnic identity, PrEP adherence, and educational attainment. Participants were 

thanked, provided with a list of Milwaukee LGBT resources, and given compensation for 

their participation. Participants were also asked to provide their contact information, 

including their phone number and email address.  
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Materials  

 
 The final interview consisted of approximately 24 open-ended questions. Probes 

were used with some questions to ensure that particular topics were covered efficiently.  

Interview questions focused in gathering information about the functional aspect of social 

support, including perceived support, satisfaction, and stigma-related experiences. 

Consistent with grounded theory, as categories and themes began to emerge, the 

interview protocol was slightly modified throughout the data collection process to 

investigate repeated occurrences in the responses. Participants completed one interview, 

the length of which varied. Interviews were audio-taped and transcribed. A semi-

structured format was used in order to allow the researcher the flexibility to expand upon 

specific questions proposed on the interview protocol. 

The interview covered questions related to initial treatment planning, social 

support involvement, and PrEP-related stigma. The interviewer asked who, if anyone is 

familiar with their use of PrEP. If a participant reported having disclosed to someone 

their PrEP use, then the interviewer asked additional probing questions, including 

perceived satisfaction/dissatisfaction with others’ involvement, the effects of involvement 

on the participants’ relationships with the involved individual and the provider, and form 

of encouragement (appraisal, emotional, informational). For those who have not told 

other people about their decision to use PrEP, the interviewer asked about their decision 

not to disclose that information, the effects they believe that decision might have had on 

their relationship, and how they believe their experience with PrEP would be different 

had they chosen to disclose their decision to use PrEP. We then asked them to consider 

PrEP-related stigma in order to understand their decision not to include others’ in the 
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process and possible barriers to support and treatment. These included questions related 

to their experience with PrEP-related discrimination, misconceptions about PrEP, and 

how stigma generally and/or specific to PrEP influence individuals PrEP-related care.   

Data Analysis 

Data Analytic Team  

 
 Strauss and Corbin (1998) describe data analysis as, “...a process of breaking 

down, organizing, and reassembling data to develop a different understanding of 

phenomena” (p. 38). Several individuals, in addition to the primary researcher, were 

involved in coding and interpreting the data (see Table 1). Two peer debriefers and one 

peer auditor facilitated the analytic process. Characteristics of the two debriefers include 

European American ethnic backgrounds and experience working with sexual and gender 

minorities. The two debriefers were undergraduate students in psychology and biology, 

both of whom received training related to PrEP and grounded theory methodology. The 

peer debriefers assisted in the coding of the data and provided feedback on coding 

categories and data interpretations. According to Maxwell (1996), “soliciting feedback 

from others is an extremely useful strategy for identifying validity threats, your own 

biases and assumptions, and flaws in your logic and methods” (p. 94). Thus, peer 

debriefers served several roles, including: coding data, providing feedback on 

interpretations, and serving as a sounding board for the researchers’ emerging insights 

and concerns (Dey, 1999). After becoming familiar with the raw data by reviewing each 

transcript, debriefers provided feedback on the preliminary coding and participated in 

category coding of all data during the open coding process. Finally, debriefers reviewed 

an outline of the final draft of the theory and provided feedback on the fit between the 
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theory proposed and data provided by participants. The auditor for this project is a 

straight cisgender male, European American, doctoral-level researcher. The auditor 

monitored the coding and interpretation process and provided feedback. The primary 

researcher and auditor met throughout the data analysis and interpretation process to 

discuss concerns and insights.  

Analytic Process   

 
 Grounded Theory data analysis commences during the initial participant 

interaction and continues into the analysis process (Corbin & Strauss, 2008; Creswell, 

2013). The first stage is known as memoing. Creswell define memoing as:  

The process in grounded theory research of the researcher writing down ideas 

about the evolving theory. The writing could be in the form of preliminary 

propositions (hypotheses), ideas about emerging categories, or some aspects of 

the connection of categories as in axial coding. In general, these are written 

records of analysis that help with the formulation of theory. (p. 289)  

 

During this process, the primary researcher developed an understanding of the data that 

was used to facilitate the analytic process. Memoing was repeated after each interview, 

this was used as a starting point to begin the coding process. The auditor and the primary 

researcher met weekly to discuss preliminary propositions about emerging categories.  

Each interview was recorded and transcribed verbatim by a peer auditor, and then 

verified by a second individual. Guided by grounded theory, each interview was 

independently coded by the primary researcher and each peer auditor. The outcomes of 

coding are concepts and categories. Concepts are “words that stand for ideas contained in 

data” (Corbin & Strauss, 2008, p. 159), whereas, categories are defined as, “conceptual 

elements of a theory” (Glaser & Strauss, 1967, p. 36). This means that categories in 

grounded theory are more than names or labels that we attach to things in order to 
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identify them. A name or label can be a concept, but it need not be one (Dey, 1999). The 

auditor and the primary researcher discussed concept and category building throughout 

the data analytic process to ensure its reliability in grounded theory.  

 The analysis began by independently reviewing the initial transcript and making 

extensive notes regarding preliminary topics, themes, and/or relationships known as open 

coding. Strauss and Corbin (1998) state that the “...first step in theory building is 

conceptualizing” (p. 103). In other words, the purpose of open coding is to begin the 

process of breaking data down into concepts or representations of objects and events. In a 

further clarification, it is defined as “the part of analysis that pertains specifically to the 

naming and categorizing of phenomena through close examination of data” (Strauss & 

Corbin, 1990, p. 62). Here the researcher read each line, sentence, and paragraph to 

identify categories. For the purpose of this study, coding began after the initial interview.   

  After transcription, interviews were reviewed and broken down into phrases and 

sentences that represent the participants’ main ideas into categories. This grouping of 

concepts into categories represents the second step in the coding process known as axial 

coding. Axial coding is defined as “a set of procedures whereby data are put back 

together in new ways after open coding, by making connections between categories” 

(Strauss & Corbin, 1990, p. 96). The goal of this coding phase was to generate a list of 

categories regarding the practices and perceptions of the participants. Strauss and Corbin 

(1998) state that the purpose of axial coding is to “...begin the process of reassembling 

data that were fractured during open coding” (p. 124). This phase of analysis began by 

grouping category notes into main and subcategories. A list of categories was constructed 

through the process of comparing the concepts for similarities and differences. Initial data 
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analysis and findings were discussed with a medical faculty member from the Medical 

College of Wisconsin to determine how well these topics cluster together into emergent 

themes as a form of member checking (Strauss & Corbin 1998).  

 The next step in the analyses involved coding interviews using the category list 

generated known as selective coding. Selective coding is defined as “the process of 

selecting the core category, systematically relating it to other categories, validating those 

relationships, and filling in categories that need further refinement and development 

(Strauss & Corbin, 1990, p. 116). The core category in this context is described as “the 

central phenomenon around which all other categories are integrated” (Strauss & Corbin, 

1990, p. 116). Each interview was coded by three individuals: the primary researcher and 

both peer debriefers. The debriefers first assigned categories independently, then met 

with the researcher to reach consensus on the categories represented in each passage. 

Finally, guided by grounded theory, suggested by associations, overlap, or diversions in 

the data, thematic categories were refined for analysis, based on a process known as 

comparative analysis (Sandelowski, 1986; Strauss & Corbin, 1998). The primary goals of 

this step of analysis was to develop an overarching theoretical scheme explaining how 

each of the categories related to each other. In this step of analysis, the main categories 

were compared to each other, and gradually grouped together to develop themes.  

Results  

 
 Of the 20 participants, 12 were Caucasian, 4 were African American, 3 were 

Hispanic, and 1 was Asian. Participants ranged in age from 22 to 70 years (M age = 

33.00, SD = 10.48) (see Table 2). Their time using PrEP ranged from 2 weeks to 3 years 

(M = 1.78, SD = 1.23). Over 70% of the sample (n = 15) missed taking their medication 
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at least once within the prior month, while 25% of the sample (n = 5) reported never 

missing their medication. Most of the sample (55%, n = 11) identified as single, 15% (n = 

3) identified as married/domestic partner with a same-sex partner, 30% (n = 3) identified 

as dating a same sex partner, and 15% (n = 3) identified as “Other.” Approximately 85% 

of the sample identified as gay (n = 17), 10% identified as bisexual (n = 2), and 5% 

identified as other. The sample was relatively diverse in regard to educational attainment, 

with 35% (n = 7) reporting less than a college education, 40% (n = 8) reporting a 

bachelor’s degree, and 25% reporting a master’s degree (n = 5). Approximately 30% (n = 

6) identified as Christian, 15% (n = 3) identified as Catholic, 10% (n = 2) identified as 

Baptist, 5% (n = 1) identified as Buddhist, 10% (n = 1) identified as Spiritual/Not 

religious, and 35% (n = 7) identified as “Other.” As shown in Table 2, over half of the 

sample identified as Liberal (65%, n = 13), 10% (n = 2) identified as Moderate, 10% (n = 

2) identified as slightly more conservative, and 15% (n = 3) identified as Independent.  

An inductive codebook with 96 different codes or sub-codes were developed 

based on iterations of independent analysis from three coders, giving particular attention 

to the following content areas: (a) social support related to an individual’s PrEP-related 

care and (b) manifestations of PrEP stigma and potential drivers of PrEP-related stigma 

(see Table 3). Emergent findings were discussed with the peer auditor and a medical 

researcher in the field of HIV/AIDS.  

Discussion 

 
The categories that emerged from the final coding scheme reflected the dominant 

themes used for the elaboration of study findings: social support within the LGBT 

community, psychological impact of PrEP, PrEP-related stigma, relationship-related 
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stigma, and access to care. Illustrative quotations were chosen to provide justification for 

the definition or basis of themes. All names used with selected quotes are pseudonyms. 

Community Social Support  

 
The findings of this study demonstrate that social support plays a substantial role 

in participants’ experiences with PrEP. Consistent with previous research, it is evident 

that social support is an important feature in HIV care and health care access (Stangl et 

al., 2013). Numerous studies have illustrated the beneficial role of social support in 

various areas of functioning among patients with HIV, including better health-related 

quality of life (Chaudoir et al., 2008), higher CD4 count (Smith et al., 2004), and lower 

levels of HIV-related distress (Stangl et al., 2013). This exploratory study examined 

social support among gay and bisexual men to help determine how social support may be 

related to PrEP-related care. As shown in Table 3, all participants reported some degree 

of social support in their care. Sixty percent of the participants learned about PrEP from 

other gay and bisexual men who were also on PrEP. Miguel, 30 years old, explained how 

he learned about PrEP from someone else in the community. He also talked about an 

HIV-related experience that initiated his interest in starting PrEP:  

I had sex with a friend of mine who I know was HIV positive and undetectable 

and 48 hours later I became very sick and the sickness was ultimately unrelated, 

but the timeframe and knowing that in the back in my mind was enough to scare 

me and it was a really negative experience and powerful experience, so I said to 

myself this is not a way I want to feel again. I never want to have an HIV scare 

again. I had a friend, who was a social acquaintance, he was a friend of a friend 

situation, who was a biology student, and identified as queer and we were 

casually open about our sex lives. He was the first person who told me about 

PrEP, how it worked, and where to get it. He made it very easy for me to go on it 

after that experience I had.  
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Brandon, 41 years old described a similar encounter: “I learned about PrEP through a 

friend who was taking it, who was actually HIV positive and he was getting treated with 

something similar. He told me the name of his physician and where to go.”  Robert, 25 

described how he felt about first learning about PrEP from another gay man, instead of a 

medical professional:  

They tell you what to do, what to eat, to exercise, to lose weight, do this, do that, 

and I feel people are like “ok, I’ll do that” and then they don’t follow through. 

I’ve seen a lot of medical non-compliance in my job. So, coming from a friend, 

made it feel real.  

 

These positive peer interactions prompted many participants to seek out medical care 

with providers who were known to be gay-friendly. With these providers, participants 

were able to discuss their sexual health without feeling stigmatized or lectured about 

health care. These behaviors seemed to establish a well-known network of care that 

helped establish a sense of community and trust among gay and bisexual men.. Sebastian, 

34 explained how his current PrEP provider made him feel validated and understood 

during his initial consultation:  

I saw Dr. X and she’s phenomenal, we talk about everything. She makes me feel 

like she’s my cousin/sister/ whatever. It wasn’t like one of those oh you’re gay are 

you sure you don’t already have it situations and it was very cool and calm. And 

then when I got done with the appointment she’s like we’ll get you in the system 

as soon as you are ready.  

 

 James, 30 had a similar experience with his provider: “I think what prompted me was 

really going to a gay doctor that was more specialized in PrEP and being able to talk to 

him and get all the questions out of my head that were misconceptions that are out there 

about PrEP, and just learning more about PrEP and the benefit of it. I think that was what 

really pushed me to decide like okay I’m gonna get on PrEP”. These responses mirror 

studies that have been found between positive provider relations and patient outcomes 
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(Petroll & Mosack, 2011). This includes a wide range of illness contexts, dimensions of 

patient satisfaction with providers’ communication, engagement, and general interaction 

skills that are linked to adherence to care (Nobile & Drotar, 2003). This was further 

demonstrated among participants who did not have an initial positive experience with 

their provider and PrEP. Josh, 32 explained how he had a negative experience:  

I think the only thing with PrEP in general was that it was somewhat difficult to 

find an actual provider to get it and then someone has to be really comfortable 

sharing a lot of details with someone in order to go through the whole process. 

My GP did not know anything about it. He questioned why I needed it and made 

me feel very uncomfortable. It took me awhile to look for another doctor to go on 

it.  

 

These responses suggest that providers’ knowledge and attitude about PrEP may be a 

significant barrier to PrEP adoption. Some participants described having to educate their 

providers about PrEP because their provider lacked knowledge about it and had to go 

somewhere else for care. While some participants did report having a positive experience, 

the lack of support and medical mistrust among potential PrEP users, particularly, among 

communities of color, may be a significant barrier to care or PrEP-adoption. Participants 

also noted that lack of communication from their provider that could be interpreted as 

judgmental. For example, Antonio, 24 explained that his doctor “was negative towards 

me and uninterested in what I had to say or felt I needed. I could tell she was judging me, 

her attitude was like she was thinking “this faggot is always coming in for another test, 

just use a condom.” Because many people who could benefit from being on PrEP are not 

on it yet, it is possible that experiences such as Antonio’s may be common occurrences 

for gay men who lack access to affirming health care. Indeed, men’s experiences of non-

supportive providers should be explored in future research.   
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As can be observed in Table 3, the perception of normality was another theme 

that immerged within social support and PrEP-related care. Men in this study reported 

that within their network of support, PrEP was a normal dimension of daily life. This 

encouraged men to share their use of PrEP with other men. Their discussion of PrEP 

made men in our study feel as a resource to their community. This increased their identity 

and reassured their decision to use PrEP. This also provided some relief in the form of 

emotional support that made men feel “respected” and “understood” to be on PrEP. As 

shown in Table 3, all participants reported an overwhelmingly positive experience with 

sharing their decision to use PrEP. This form of emotional support is critical in continual 

adherence to care (DiMatteo, 2004). Jordan, 28 described how he felt:  

Talking about PrEP made me feel less anxious because I was normalizing my 

own behavior. I also have other friends who were engaging in high-risk sexual 

activity and I was like hey this is a really easy thing to do and it is way more 

affordable than you think. I was able to take them where I go. I feel really 

informed and really confident. It also really enforced that part of my identity as a 

gay male.  

 

These responses begin to demonstrate the role of social support in PrEP-related 

care. As was previously defined, the stress buffering hypothesis suggests that social 

relationships may provide informational and emotional support that promote adaptive 

behavioral responses, such as adherence to care and enhancing resilience to stress 

(Cohen, 2004). As evidenced in this study, social support was found to be an integral 

layer in PrEP-related care. This is an important finding because it demonstrates an avenue 

through which PrEP can be successfully promoted to at-risk populations. The fact that so 

many men who were interviewed had learned about PrEP from friends as opposed to 

medical providers or advertisements could be a reflection of this important network 

within the LGBT community. As shown in Table 3, most men within the sample did not 
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report their family as a source of support. In fact, most participants said their families 

were unaware of their decision to use PrEP because they would not understand it or 

would not support it. While family support has been shown to be associated with positive 

mental health outcomes (Cohen, 2004), it may be difficult for individuals to explain PrEP 

at this level of support. PrEP presents a unique intervention that requires an 

understanding of the cultural, social, and biological mechanisms through which PrEP 

operates in order to be understood (Amico, 2012). The rationale for PrEP use can be 

misunderstood due to the misconceptions surrounding PrEP and HIV. Future research 

should therefore be targeted at disseminating knowledge about PrEP within family 

members of the LGBT community. This area of research has the potential of increasing 

PrEP use among youth who are at risk of acquiring HIV, yet still dependent on their 

parents or caretakers for financial support.   

Psychological Impact of PrEP  

 
 With the introduction of PrEP, there is the potential for PrEP to affect HIV 

transmission rates. The impact of PrEP may also have a significant impact on the 

psychological well-being of gay and bisexual men and their quality of life by reducing 

HIV-related anxiety and allowing more dynamic and fulfilled sex lives. HIV-related 

anxiety has been problematic since the beginning of the epidemic and has been associated 

with several health outcomes including poorer psychosocial functioning, and diminished 

sexual fulfillment (Vanable, Carey, Blair, Littlewood, 2006). While attitudes toward HIV 

have improved over the past few decades, the fear of HIV continues to be a significant 

problem for many gay and bisexual men (Chaudoir, Fisher, & Simoni, 2011). To date, 

there is little published literature on the psychological impact of PrEP. This study was 
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therefore intended to investigate the experiences of gay and bisexual men on PrEP. As 

shown in Table 3, a significant theme that immerged within the data was the mental 

health component associated with initiating PrEP-use and the psychological impact of 

being a PrEP user.  

 In this study, nearly half of men said they had an HIV-related incident, whether 

real or perceived, in the past that initiated their use of PrEP. Andres, 32 shared his 

personal story before going on PrEP:  

Until recently, I thought I was HIV positive. I had a second exposure with 

someone I knew. It all just crumbled down into a collapsible bridge, per se. I got 

hit to the bottom and I was in a mental institution for a while because of suicide 

and also related to what could have happened if I were positive. You can still live 

with HIV, but I felt I couldn’t. Then when I got better my doctor suggested I go 

through PrEP.  

 

Brandon, 41 also talked about his experience with HIV: “You’re never 100% sure unless 

you abstain, even if you’re using a condom you can never be sure. This wall of reality 

slaps you in the face every time you decide, ‘hey I am kind of into this dude and I would 

like to take this to the next level’. But then I think of the risk and I don’t enjoy it as much. 

I have had some exposures in the past. I know what it feels like.” These responses show 

that HIV-related anxiety continues to be a significant barrier to care and psychological 

well-being. These experiences and fear of HIV led many participants to go on PrEP. 

Once on PrEP, many participants described feeling significantly less anxious. While no 

studies have explicitly examined the psychological impact of PrEP or changes in attitudes 

toward HIV, it is possible to suggest that PrEP has significantly changed how men view 

their sexual health. Within his response, Brandon 41 explained how PrEP reduced his 

stress surrounding sex:  
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There’s less anxiety. I am not having a panic attack every time I have sex. The 

background noise has subsided, and I think that it has gotten better over time. I 

don’t think about it as much as a stressful risk, even though I know it’s still a risk, 

it’s just not as stressful for me since I started PrEP. The feeling of freedom is 

beyond.  

 

This idea of pride in being a responsible sexually active gay man was a recurrent theme 

in men’s accounts and demonstrate the protective benefits of being a PrEP-user. Another 

participant described how he felt prior to going on PrEP when he got tested: “Thinking 

about transmission is an automatic thing, so I remember having the moments where you 

mess up and you have a hiccup with no protection and it’s like oh my god, three months 

until I know for certain. I remember feeling kind of crazy until I knew for sure.” 

Findings from this study highlight the psychological component associated with PrEP. In 

addition to providing protection against HIV, participants described the psychosocial 

benefits of PrEP in terms of reducing fear and providing relief from the anxiety and stress 

previously associated with sex. Until recently, PrEP has been solely investigated as a 

biological intervention, these findings however suggest that PrEP may also help reduce 

HIV-related anxiety within the LGBT community.   

PrEP-related Stigma   

 
A key overarching assumption men described was that for many people in their 

social and sexual networks, PrEP was related to increased sexual activity. Men described 

how they have had to explain their rationale for using PrEP regardless of whether they 

are having condomless sex. For example, some men described what they said people 

assumed about their sex lives or their HIV status. Miguel, 30 described his experience 

with PrEP-related stigma:  
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The stigma really is I can't control myself because I'm on this medication that 

helps prevent HIV because I can't control myself sexually to not have that much 

sex and try to prevent it. People will say you're just sleeping around so that 

negative stigma is, we can't control ourselves, we don't know how to take care of 

our sexual health in a more proactive nonchemical way so we have to take a pill 

so a lot of gay man that I know they view it as oh why can't you just put on 

condom on? Why can't that just be enough you know?  

 

Some participants also described how PrEP-related stigma, or stigma related to having 

multiple sex partners, has led them to limit who they share their decision to use PrEP 

with: “I am afraid that someone would perceive me as just sleeping around with anyone. I 

don’t like to tell people on Grindr because that’s what everyone will think of me, as just 

being a slut, sleeping around with any guy without a condom.” Most men also described 

several assumptions about being on PrEP, including an association with sexually 

promiscuous. This type of association between this behavior and health has been found 

within the HIV literature as a way of limiting gay men’s sexual freedom and expression 

(Bennett et al., 2008). HIV and sexual health continue to be highly moralized topics. In 

this context, gay and bisexual men using PrEP may be shunned, both sexually and 

socially. Some men also discussed experiences of PrEP-related judgement or rejection 

when trying to connect online with someone else. Brody, 24 explained his experience 

with PrEP and social media: “Someone online told me that it was the slut pill. He said I 

must be that type of guy who will have bareback sex with anyone because I am on PrEP. 

They think it’s a free for all situation.” Andres, 32 encountered a similar situation online 

when someone assumed, he did not want to have a serious relationship because he has 

having sex with way too many since he was on PrEP.  

 Some men discussed how older gay men view PrEP differently than younger gay 

men. Older generations may hold an assumption that younger gay men should be more 
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responsible because they have better access to education and services than before. 

Manuel, 43 described this generational difference in attitudes toward PrEP:  

Older gay men are relating it back to the 80s where the AIDS epidemic was 

killing off a lot of their friends and I have lost several people too, So, me being on 

it, it’s protecting me and protecting my husband. The younger kids think they’re 

invincible.  

 

Alex, 22 y/o also experienced older men being more vocal in their disagreement with his 

decision to be on PrEP: 

I went over to this dude’s house and you know we smoked some weed and we 

were talking about random shit, and he was older, I think he was like 33, 35, and I 

think at the time I was like 19 or 20. He was talking about how you younger gay 

men take PrEP and think everything is fine. He told me that it wasn’t that simple 

and that PrEP wouldn’t change what happened with his life. 

 

The generational shift in attitudes toward HIV also promotes PrEP-related stigma among 

gay and bisexual men. While research has not yet explored the relationship between 

generational attitudes and PrEP, it is likely that HIV-related experiences have affected 

PrEP likeability and adoption among some gay and bisexual men.  

Relationship-related Stigma and PrEP 

 
 The findings of this study also demonstrate that relationship status may also be a 

barrier to care or a source of additional stress for many gay and bisexual men. For some 

participants, talking about PrEP was seen as exposing their non-monogamous sexual 

practices, which were thought to be stigmatized sexual activities in the context of a 

relationship or marriage. Erick, 43 described how his decision to use PrEP may inform 

other people of his non-traditional relationship: “I don’t like telling anyone about PrEP 

because most people know I have a husband. I am concerned about the reaction to having 

a husband and a boyfriend would be. I don’t want other people to see my relationship as 
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anything less or something.” Many participants also experienced some relationship 

conflict as a result of their decision to continue using PrEP. Vincent, 27 shared his 

experience when his boyfriend decided to discontinue PrEP, but he did not:  

In my experience it can create trust issues where one person sees the relationship 

one way and the other sees it the other way, they think “oh why are you still on 

PrEP?” He thought I couldn’t trust him or that I wanted to be in a non-

monogamous relationship instead. He didn’t understand why I still wanted to be 

on it. It made me feel safe at all times if something happened, you never know.  

 

These findings suggest that there are differences in PrEP acceptability among men who 

are in different types of sexual and romantic relationships. As predicted, PrEP use is 

underpinned by a complex interplay of social, cultural, and psychological mechanisms 

that can affect the individual PrEP-user differently throughout their treatment plan. While 

limited research has examined PrEP-use and relationship status, one recent study found 

that men who were in a monogamous relationship were hesitant to communicate about 

PrEP out of concern that breaching the topic of HIV prevention would cause a partner to 

suspect of them (John, Rendina, Starks, & Grov, 2018). While this study did not directly 

explore PrEP use within relationships, it is possible to suggest that there are certain 

challenges faced by men in discussing PrEP that might limit long-term PrEP use or 

adoption. Certain interventions, such as a Dyadic intervention, may provide a context to 

effectively elicit PrEP discussions within MSM relationships. These findings suggest that 

providers should also introduce the topic of PrEP in any relationship, regardless of a 

patient’s presumed relationship status (monogamy vs. open relationship) to help reduce 

some of the interpersonal barriers or stressors to PrEP discussion that could limit PrEP.   

Access to Care  

 



 28 

 While awareness and uptake of PrEP is continually growing in the U.S., only 

9.1% of men objectively identified by CDC criteria as candidates for PrEP were currently 

on PrEP (CDC, 2014). This study found that among men who were on PrEP, PrEP 

concealment could be a significant barrier to care for men who are considering taking it. 

Some men described that given how PrEP is marketed toward gay men, it is often 

referred to as the birth control pill for gay men or the queer drug. This could make it 

difficult for men who are closeted or not open about their sexuality to discuss PrEP with 

their provider or their supportive network. Jamie, 30 described how PrEP may be difficult 

to access for men who are not openly gay: 

I don’t think that closeted men would ever reach out to PrEP, just like “oh that’s a 

queer thing”, or people on the down-low, I don’t think they would reach out and 

pursue PrEP. So, I think that like, being out is a privilege associated with access 

to care. I know someone who would never go on it because of this.  

 

Another participant stated: “if you’re in a community where you can’t tell people about 

your sexuality, I couldn’t imagine trying to get access to PrEP. The information is 

confidential, but you’re going and making the appointment. You would be worried who 

would see you, what they would think. You are even more stuck in the closet.” Some 

men also described they felt they had a responsibility to educate others about PrEP, 

noting that broader education in and beyond the gay community was needed in order 

improve PrEP access. These findings suggest possible strategies for health care providers 

and health communicators to meet the health care needs of men considering PrEP. 

Related to this, many participants noted that it would be helpful to decrease the stigma 

surrounding PrEP by showing that it is not just a pill for gay men to take. While there has 

been more recent coverage in the media and in popular culture about PrEP, it continues to 

be considered an option only for men who have sex with men. Successfully advocating 
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for broader PrEP access requires that societal and structural stigma surrounding sexuality 

be addressed head on. As demonstrated within these findings, most men were on PrEP 

based on their own merit, while this is a favorable method, it should also be noted that 

many men, in particular, men of color, lack some of these resources. These accounts of 

PrEP use help to shed light on broader issues surrounding PrEP implementation and 

moral panics around sex and sexuality, which may serve to negatively impact both the 

availability and uptake of PrEP and the health of diverse communities.  

Conceptual Model  

 
Based on previous literature and data drawn from the current study, a conceptual 

model was developed to demonstrate how these themes may be related to PrEP-related 

care (Figure 1). This is not meant to be a statistical model, rather it is a heuristic to help 

explain the thematic model. As evidenced in previous literature, experiences of stigma 

have been found to negatively impact access to health resources, undermine social 

relationships that are important for keeping individuals healthy, prevent them from 

seeking health care, hide their identity, contribute to psychological and physical stress, 

and adversely affect medication adherence (Hatzenbuehler et al., 2013). This is especially 

pronounced for gay and bisexual men who are HIV-positive (Hatzenbuehler & 

Pachankis, 2016). The limited scholarship on PrEP has found that these experiences can 

negatively impact uptake and retention in PrEP-related care (Liu et al., 2014). Social 

support has been found to buffer against some of these psychological and behavioral 

responses (Katz et al., 2013). Unfortunately, less research has investigated the 

relationship between social support and PrEP-related care. As demonstrated in Figure 1, 

the data suggested a relationship between social support and positive mental health 



 30 

outcomes. Both health care and LGBT social support were considered to contribute to 

improved self-esteem and reduced anxiety within PrEP-related care. For example, the 

more educated about PrEP and the more involved in PrEP-related care, the more likely to 

have a positive experience with PrEP and to feel confident and reassured in their decision 

to use PrEP.  

This exploratory study examined PrEP social support among gay and bisexual 

men. In their interviews, participants discussed various aspects of social support that 

affected their experience with PrEP. Their discussion of PrEP with other individuals 

within the LGBT community made men in our study feel as a resource to their 

community. This increased their sexual identity and reassured their decision to use PrEP. 

This also provided some relief in the form of emotional support that increased their self-

esteem. These aspects of social support have been previously identified within the 

literature to buffer against negative mental health outcomes, including depression, 

anxiety, as well as to increase medication adherence across a variety of chronic illnesses 

(Hatzenbuehler et al., 2013). The participants identified some underlying mechanisms of 

social support and PrEP-related care. They made a connection between normalizing and 

sexual promiscuity in the fact that many individuals who they shared their decision to use 

PrEP with were nonjudgmental and accepting of their decision. These responses reduced 

HIV-related stigma that many participants described in the past as being detrimental in 

their well-being. Many participants described how PrEP removed fear and stress related 

to contracting HIV, and increased their quality of life by allowing more dynamic and 

fulfilled sex lives. These experiences prompted adequate use of PrEP, which was 

measured through self-report. While this study did not directly explore the relationship 
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between these variables and medication adherence, it is likely that these experiences have 

prompted adequate use of PrEP (Table 2). Future research should however, attempt to use 

quantitative analyses to examine these variables, including a developed measure for 

adherence, to provide further evidence for the role of social support within PrEP-related 

care.  

 

 

 

Limitations  

 
 Some study limitations must be noted. First, due to the size of the sample, the 

methods used for recruitment, and the purposeful sampling strategy used, these findings 

lack generalizability. It is important to note that participants were from only recruited 

from the Medical College of Wisconsin. The PrEP-related experiences of gay and 

bisexual men in other locations may be different. Therefore, future studies should aim to 

recruit samples that are more representative of the composition of the U.S. population 

overall. Future research should also target gay communities of color and focus questions 

to capture those individuals uniquely challenging experiences. It is also important to note 

the relative social and economic privilege of many of the participants interviewed. In 

Figure 1. Conceptual Model of Social Support and Stigma in PrEP-related Care 
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being motivated to use PrEP, this sample may have been more likely to have a positive 

experience with PrEP. Many gay men likely do not fit this profile. More research is 

warranted in order to understand diverse intersectional experiences of men on PrEP. 

Second, it should also be noted that our data was drawn from a semi-structured interview 

and that responses may be subject to recall or memory bias. Qualitative data is often 

subject to social desirability bias as well as interviewer effects. Therefore, future studies 

should consider incorporating multimodal forms of assessing social support to determine 

treatment outcomes within this demographic.  

Clinical Implications and Future Directions  

 
Despite these limitations, this study has provided insight into the various 

experiences of men on PrEP.  Findings from this study highlight the importance of 

understanding how social support is related to PrEP access among gay and bisexual men. 

This study also helped demonstrate how PrEP-related stigma may impede access to this 

prevention modality among this demographic. As demonstrated by these findings, 

successful PrEP implementation is dependent on social, psychological, and structural 

factors. Rather than talking about being overly burdened by stigma or shame, many 

participants discussed being “understood” and “proud” because of their PrEP use. The 

narratives this study has illustrated may help demonstrate that social support may help 

buffer against the stigma surrounding PrEP. Men’s accounts of PrEP use and disclosures 

in relation to support also help demonstrate the challenges, tensions, and stressors related 

to gay sexuality. Men who lack these resources may resist PrEP in order to avoid being 

labeled as a slut, a whore, or as gay. In light of the present study’s findings, there are 

several ways that clinicians may consider adapting their treatment strategies to best meet 
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the mental health care needs of gay and bisexual men. When compared with heterosexual 

men, gay and bisexual men experience significant mental health disparities, including 

depression, anxiety, distress, trauma and substance use (Asch et al., 2015). For example, 

depression is thought, be some, to drive HIV risk behaviors, hindering assertiveness and 

capacity to initiate safe sex (Allgöwer, Wardle, & Steptoe, 2001). Findings from this 

study highlight the importance of understanding how PrEP may promote psychological 

well-being. More specifically, the current study’s findings suggest that clinicians should 

consider addressing PrEP with gay and bisexual men within mental health treatment to 

help reduce anxiety surrounding HIV infection. These findings also suggest that mental 

health providers who work with gay and bisexual men in particular should receive further 

training on PrEP to allow them to understand and effectively communicate with their gay 

male patients and other at-risk populations.   

There is a need for public health campaigns focused on “normalizing” PrEP and 

breaking these associations between PrEP and gay male promiscuity. Future research 

should begin to explore the psychological impact of PrEP using an experimental design 

to determine the relationship between PrEP and mental health outcomes. Future research 

should also begin to focus on gay communities of color and closeted gay men to 

understand their unique challenging experiences with PrEP adoption. HIV remains a 

serious issue for gay and bisexual men in the United States, and PrEP has shown to be an 

effective way to reduce infections (CDC, 2017). In capturing the unique challenges and 

experiences of men who have adopted PrEP, this study may be helpful in trying to 

increase PrEP use. More research is needed to investigate ways in which social support 

can facilitate health care experiences and treatment outcomes.  
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Table 1. 

Analytic Research Team  

Research Team 

Members 

Role in Research  

Primary Researcher  Led conceptualization of the research design. Managed project, 

recruitment, data collection, and analysis. Met periodically 

with the research team to complete the project.  

Auditor  Trained doctoral-level researcher with extensive experience 

working with sexual and gender minorities. Met periodically 

with the  researcher to ensure that the data analytic process was 

consistent and valid. Provided feedback as necessary.   

Member Check  Infectious disease medical specialist with a focus on the care of 

HIV-positive patients and PrEP-related care. Met periodically 

with the primary researcher to discuss category and theory 

development.  

Peer Debriefer 1 Psychology and physical therapist student with undergraduate 

research experience working with sexual and gender minorities 

and PrEP. Was involved in open, axial, selective, and theory 

building. Prior to data analysis, the peer debriefer met with the 

primary researcher to go over grounded theory and to discuss 

memoing notes and preliminary ideas on the emerging 

concepts. The peer debriefer also provided feedback on the 

various theories.  

Peer Debriefer 2 Psychology and biology student with undergraduate research 

experience working with sexual and gender minorities and 

PrEP. Was involved in open, axial, selective, and theory 

building. Prior to data analysis, the peer debriefer met with the 

primary researcher to go over grounded theory and to discuss 

memoing notes and preliminary ideas on the emerging 

concepts. The peer debriefer also provided feedback on the 

various theories.  
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Table 2. 

PrEP Patient Demographic Variables 

 

Age, M (SD) 33 (10.48) 

Time on PrEP, M (SD) 1.78 (1.23) 

Missed taking PrEP, n (%)  

Within the past week  2 (10%) 

Within the past 1-2 weeks  6 (30%) 

Within the past month  7 (35%) 

Never skipped any medications  5 (25%) 

Race/Ethnicity, n (%)  

Caucasian/European American  12 (60%) 

African American/Black 4 (20%) 

Hispanic/Chicano/Mexican American  3 (20% 

Asian American  1 (5%)  

Sexual Orientation, n (%)  

Bisexual 2 (10%) 

Gay/Homosexual  17 (85%) 

Other 1 (5%)  

Religious Affiliation, n (%)  

Christian 6 (30%) 

Catholic 3 (15%) 

Spiritual, not religious  1 (5%) 

Baptist 2 (10%) 

Buddhist 1 (5%) 

Other  7 (35%) 

Political Affiliation, n (%)  

Very liberal  4 (20%) 

Liberal 9 (40%) 

Moderate  2 (10%) 

Slightly more conservative  2 (10%) 

Independent  3 (15%) 

Education, n (%)  

High school or GED 7 (35%) 

Bachelor’s degree  8 (40%) 

Master’s degree  5 (25% 

Relationship Status, n (%)  

Married/domestic partner with same sex partner  3 (15%) 

Dating same sex partner(s) only  3 (15%) 

Single  11 (55%) 

Other 3 (15%) 

Note. n = 20  
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Theme: Social Support within the LGBT Community  Frequency 

1. Learning about through someone else from the LGBT community 12 

2. Identified social support in treatment   

a. Partner  6 

b. Husband  3 

c. Friend(s)  19 

d. Doctor  15 

3. Family unaware of their decision to use PrEP   

a. Family would not understand based on their own beliefs 

and understanding  

5 

b. Not close to family  7 

4. Open about health care (PrEP) and sexuality  10 

5. Other queer men as social support   12 

6. Began talking about PrEP with other people to normalize the 

behavior  

 

a. Put an image and personal face to PrEP  7 

b. Talked about PrEP with other men on PrEP and their 

experience with it  

10 

c. Talked about PrEP to discuss health and possible side 

effects  

9  

7. Talked about PrEP to encourage other at-risk men to use it  8 

8. Talked about PrEP with heterosexual identified people  7 

9. Support for treatment from LGBT community members    

a. Other gay and bisexual men  10 

b. Other men on PrEP  14 

10. Began talking about PrEP with other people to normalize the 

behavior  

 

a. Put an image and personal face to PrEP  7 

b. Talked about PrEP with other men on PrEP and their 

experience with it  

10 

c. Talked about PrEP to discuss health and possible side 

effects  

9  

11. Talked about PrEP to encourage other at-risk men to use it  8 

12. Talked about PrEP with heterosexual identified people  7 

13. Reaction from supportive others when participant shared decision 

to use PrEP    

 

a. Relief  7 

b. Curious whether or not PrEP will work  2 

c. Affordability and access  3 

d. Referral to care  5 

e. Closer relationship and shared resources  8 

f. Possible concern(s) about what it would do on the long run 4 

g. Not aware of what PrEP was until the conversation 

happened  

7 

Table 3. 

Analytic Codes  
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14. Individual reaction from sharing decision to use PrEP with social 

support  

 

a. Relief  9 

b. Informed and confident  6 

c. Resource to friends and the community  9 

d. Increased sense of identity  2 

15. Type of support within Prep treatment   

a. Emotional  16 

b. Reminder to take medication  4 

c. Social welcoming and further normalizing of the behavior  8 

d. Reassurance  5 

e. Provided information about the biology of PrEP and how it 

works  

8 

16. Respected and understood to be on PrEP  20 

17. Improved relationship with social support   

a. Has improved relationship with current partner  3 

b. Improved relationship with other men and friends as a form 

of relationship building  

10 

18. Has a partner or has had a partner who also uses PrEP  8 

Theme: Psychological Impact of PrEP  Frequency 

19. HIV related experience initiated PrEP use   

a. Avoid Potential HIV transmission from current partner  1 

b. HIV-related fear  14 

c. Exposure to HIV from a previous sexual partner  5 

20. Mental relief initiated PrEP use 17 

21. HIV-related experience initiated PrEP conversation with social 

support  

3 

22. It is a responsibility to talk about status and PrEP within a 

relationship  

7 

23. Assumptions based on your decision to use PrEP   

a. Assumption that you are gay and sexually at-risk, so you 

need it  

4 

b. Less willing to commit to partner  4 

c. Assumption that you are HIV-positive  9 

24. Concern about the long-term use of PrEP  6 

Theme: PrEP-related Stigma Frequency 

25. Stigma about men who are on PrEP   

a. Slut synonym(s)  15 

b. Responsible   6 

c. Irresponsible and reckless  8 

d. Assumptions based on what the medication does  9 

e. Why is a condom no longer good enough  3 

26. Community (gay and bisexual men) view on PrEP   

a. Increased sexual risk behavior  12 

b. Older gay men who relate it to the AIDS epidemic  3 

c. Younger gay men believe they’re invincible  5 
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Note. Frequency column is based on the number of participants who were coded for each 

category 

 

 

 

d. Fear of HIV  4 

e. Financial status associated with PrEP and accessibility to 

health care  

4 

27. Non-LGBT view on PrEP   

a. Do not know about it  11 

b. Increased sexual risk behavior  8 

c. How prevalent is HIV still?  2 

28. HIV does not just affect the queer community   

a. Rates of HIV infection in Milwaukee for African American 

women are high  

1 

b. PrEP is not a queer drug  12 

29. Individual reaction from stigma about men who are on PrEP   

a. Irritated  6 

b. Part of the stigma is true  6 

c. Not ashamed by the stigma  16 

30. Direct experiences of stigma  8 

31. Stigma has prevented accessing mental health services  5 

32. Read hurtful/untrue things about PrEP  11 

33. Comparison of PrEP to birth control  5 

34. Decrease stigma by showing different people on PrEP   

a. Heterosexual people  9 

b. By explaining PrEP and trying to simplify the message of 

what it is  

8 

c. Revival of education about HIV culture and that it does just 

affect gay people  

8 

d. Promoting PrEP at non-LGBT events  2 

Theme: Relationship-related Stigma and PrEP Frequency 

35. Stigma about men who are in non-monogamous relationships  8 

36. It is a responsibility to talk about status and PrEP within a 

relationship  

7 

37. Idea that younger people are more open to non-traditional 

relationships  

4 

38. Assumption that you are dating someone who is HIV-positive  9 

Theme: Access to Care  Frequency 

39. Being out of the closet, is a privilege associated with access  15 

40. Closeted gay men who would not reach out to access PrEP  3 

41. Difficult to conceal PrEP from other people  3 

42. Being your own health advocate  17 
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