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Outline
• Medical Mistrust and Experienced/Anticipated
Discrimination in Health Care
– Study 1: Focus Groups and Individual Interviews

• Nondiscrimination Rules and Barriers to PrEP
– Study 2: National Survey of MSM

HIV Prevention in Clinical Care
• Emerging strategies require clinical gatekeepers
– PrEP, PEP, TasP, etc.

• Distribution of HIV prevention services shifting
toward clinical settings
• Access to care and behavior disclosure are
essential prerequisites to uptake
• Barriers to care can hamper access to new HIV
prevention technologies
– Structural and financial barriers
– Care relationship barriers: mistrust and discrimination

Health and Health Care Disparities for
MSM
• Health disparities and care needs, “syndemics”
– Mental health, violence, HIV and other STIs, substance use,
chronic disease, certain cancers

• Health outcomes driven by stigma and discrimination
– Lack of social/family support, homophobia, disadvantages
in employment/housing, social exclusion, minority stress,
internalized stigma, lack of culturally competent care

• Overlapping axes of discrimination for many MSM
reinforce health and health care disparities
– Race, language, poverty, substance use, disability, age,
unemployment, lack of insurance, homelessness, mental
health history, sex work

Structural and Financial Barriers to
Care
• Some studies have found structural disadvantage in
health insurance and affordability for LGBT populations
– Elevated rates of unmet medical need due to cost
– Reduced likelihood of having a PCP
– More delays getting necessary medications

• Exclusion from marriage previously limited access to
health insurance; improved after Windsor, Obergefell.
• Discrimination by private insurers previously
permissible (in most states) due to sexual orientation
and preexisting conditions; now barred under ACA

Experienced and Anticipated
Discrimination in Health Care
• Discriminatory experiences common in care
– Lambda Legal survey 2010, n=4916
– 56% of LGB and 70% trans respondents reported care
refusals, excessive precautions, harsh language,
blaming, or physical roughness
– More common among respondents of color and poor
respondents

• Lack of cultural competency, apart from
discrimination, can also impair quality of care
– Medical education typically does not include specific
instruction on care for LGBT populations

Medical Mistrust and Disclosure in
Health Care Settings
• Mistrust of providers linked to poor health,
reduced healthcare utilization, delayed access to
care, sexual risk-taking, ART adherence barriers
– Conspiracy beliefs are a correlated, additional barrier

• Difficulty disclosing sexual behavior and sexual
orientation to providers is common, and
independently linked to care disparities
– NY MSM survey; 39% did not disclose to providers

• Mistrust and disclosure barriers elevated among
MSM of color

Elevated Vulnerability for Male Sex
Workers
• Subgroup of MSM with specific HIV
prevention needs, HIV prevalence 5-31%.
• Risk factors for HIV: social marginalization,
sexual risks with clients and non-clients,
limited access to care, substance use, STI
prevalence, low ability to negotiate condoms,
“risk premium” for condom nonuse.
• Street-based workers at higher risk: survival
sex work, more marginalization, lower fees.

Male Sex Work in Rhode Island
• Indoor prostitution decriminalized 1980-2009
(most unaware until 2003). Outdoor prostitution
was always illegal.
• Regional market for sex work, influenced by
location of New England’s only bathhouses.
• Site of the only peer support center for male sex
workers known in the US.
• Street-based sex work overlaps with substance
abuse, drug pipeline through Providence.
• Mandatory HIV testing if arrested; testing
optional but must be offered in drug treatment.

Research Questions
• How do MSM and male sex workers
experience and anticipate discrimination in
health care?
• How do MSM and male sex workers
experience medical mistrust?
• How do experienced/anticipated
discrimination and medical mistrust affect
willingness and ability to use PrEP?

Focus Groups and Interviews with
MSM and Male Sex Workers
• Providence, RI
– 58% new HIV cases among
MSM
– At least 1 local PrEP clinic
– Medicaid expansion state

• Stage 1: Focus groups, n=38
– 5 groups MSM. 3 groups
male sex workers.

• Stage 2: Interviews, n=56
– 25 MSM. 31 male sex
workers.

Methods
• Inclusion criteria
– Cisgender male, adult, English-speaking, HIV negative
or unknown. Condomless, potentially serodiscordant
anal sex in past 6m.

• MSWs: Traded sex for money/drugs/goods in past
6m, most in street-based venues.
• Semi-structured data collection
– PrEP acceptability, predicted behaviors; health care
needs; experiences of medical mistrust and
discrimination; behavior disclosure.

• Audio-recorded; thematic analysis in NVivo 9

Practical Research and Research Ethics
Issues
• Unexpected population access and protocol
adaptation
• Anonymity and confidentiality
• Certificates of confidentiality
• Incentives
• Recruitment and population gatekeepers
• Selection of interviewers and disclosures
• Group vs. individual data collection
• Reporting responsibly (e.g., drug-seeking
behavior, risk compensation, etc.)

Interview Sample Characteristics
Med. Age
White
Hispanic/Latino
Homeless
Income < 12k
Unemployed
No Health Ins.
No PCP
No PCP who is aware of MSM
Heard of PrEP
WTU PrEP

MSM (n=25)
39
76%
24%
4%
16%
16%
32%
44%
72%

MSWs (n=31)
27
77%
10%
29%
51%
68%
68%
61%
87%

16%
48%

19%
65%

Interview Sample Characteristics
Sexual attraction “only” or
“mostly” males
Sexual orientation “gay” or
“mostly gay”
Sex with male and female
partners in past 6m
Median partners in past 6m
Used drugs multiple times per
week
Injection drug use
Shared needles or works,
among injectors

MSM (n=25)
56%

MSWs (n=31)
23%

44%

19%

52%

81%

5 (1-50)
28%

8 (2-150)
68%

52%
0%

4%
75%

Recent Care Experiences
• Provider selection based on affordability, referrals from
friends, familiarity, geographical convenience
• Care settings
– All: ERs, substance use or mental health clinics, communitybased clinics serving low-income or homeless populations
– MSM: more routine primary/specialist care, urgent care, dental
– MSWs: more emergency care and checkups through jail or detox

• Care types
– All: mental health care, substance use care, surgeries, injuries
– MSM: more routine care, chronic condition management, lab
work, preventive care
– MSWs: more detox, emergency or injury care

Unmet Care Needs
• Rarely mentioned HIV-specific services.
Prioritized conditions that caused pain or stress.
• All: Dental and eye care, prescription drugs
• MSM: Care for chronic conditions (insomnia,
cholesterol, weight, COPD, smoking cessation),
elective surgery and screenings
• MSWs: Mental health care, pain management,
primary care, STI testing, hepatitis C care, chronic
conditions (diabetes, asthma, migranes, ADHD,
scoliosis)

Experienced Discrimination
• Many had experienced discrimination in care.
– Explicit warnings or discouraging talk about gay
people; discomfort; poor eye contact; long wait times;
“conveyor belt” care; changing the subject after
disclosure; rough contact; immediately offering HIV
testing after disclosure.

• MSM more likely to attribute discrimination to
sexual orientation; also more likely to report
changing providers after discrimination.
• MSWs more likely to attribute discrimination to
poverty, homelessness, substance use, or
detention in correctional institutions.

Discrimination
When I go to the emergency
room every time they ask me
what I am, I say I’m gay. The
first thing they say is, “Do you
want a HIV test?”, and … it’s
kind of insulting…. I get mad.
(INT116, MSM)

They were probably looking at me as
some homeless person that didn’t have
a job. I mean I worked for years. I’m
just, you know I’m down at the
moment, but again, they looked at me
like I was trash or something and that
was unacceptable.

(INT217, MSW)

It was kinda awkward [when I disclosed to the] doctor… I made him uncomfortable…
where he had to basically [leave] and then come back five minutes later. I could see he
left only because of where I was taking [the conversation]…. And that’s when I went
and got another doctor…. If I feel as though you’re rushing me out the door or…
sidestepping me… I will complain. (INT117, MSW)

Discrimination, continued
I had a doctor… who told me
that I should stop [having sex
with men] and that it’s very
unhealthy or risky to my
health … and like unnatural….
It didn’t put me off because …
no matter what whether
you’re a doctor or not there’s
people there that don’t, that
just are disgusted by
homosexuality. Like, it has
nothing to do with the fact
that he was a doctor or not.

[I had] one older Indian doctor who told me
to um avoid gay people like the plague ….
Then I changed doctors … [The next doctor]
seemed to be decent, but … I just felt like
there was just an aspect of like, um,
understanding the gay culture and… what we
have to go through … and he didn’t
understand that at all ….
I [found a clinic advertising at] Pride [and] I
was so happy that there was a, a place that I
could go to where I could just openly explain,
like, “Okay, this is my situation.”

(INT014, MSM)
(INT115, MSM)

Medical Mistrust
• Despite experiences with discrimination, many MSM and
MSWs reported trusting doctors’ diagnosis and
treatment skills. Situational trust?
– Many had positive relationships with individual
providers, especially mental health professionals.
Some MSM nevertheless reported medical mistrust
– Linked to impersonal care, unsympathetic providers,
and concern about unnecessary prescriptions.

• MSM more willing to change providers when
they felt unsupported or uncertain. May reflect
greater insurance coverage and networks, greater
uptake of preventive and non-emergency care.

Medical Mistrust, continued
• MSW were more likely to express medical mistrust
– Linked to attributing substance use disorders to doctors’
prescriptions; belief that doctors are motivated by money

• Belief that doctors are hostile to patients’ selfdiagnoses and knowledge, some ambivalence
tempered with acknowledgement of past opioidseeking behavior in care.
• Fear of breaches of confidentiality among non-clinical
staff, concern that physicians are unaware or dismissive
of barriers to care for low-income patients.
• Locations of care mattered. Very negative experiences
with care in correctional institutions.

Medical Trust and Mistrust
I was addicted to OxyContin and prescription
pills. I think [doctors] suck … [b]ecause I
think they give, they give out a lot of things
to people that don’t need them … They was
offering way too much…. I really feel as if
it’s all money, you know, it all revolves
around money. (INT101, MSW)

No, [I’m not suspicious of doctors] … I
believe them as long as it’s a medical
opinion, sure…. I’ve never had a
disagreement or … a problem with a
doctor.
(INT135, MSW)

Doctors in the [correctional
institution] are hard. Assholes.…
Because they deal with assholes all
day …. Like I said you know, “Give
me your arms, ah fuck, I got another
junkie.”… It’s not like you’re gonna
have a conversation.
(INT130, MSW)

I have pretty much complete trust in [my
PCP] … She listens to not just the physical
side of it, but the mental if there’s something
bothering me.
(INT152, MSM)

Behavior Disclosure
• Disclosure more likely but not universal among
MSM; almost no male sex workers had disclosed.
• Facilitators to disclosure:
– Identifying as gay; care for mental health or substance
use treatment; belief that disclosure improves care;
having questions specific to HIV.

• Barriers to disclosure:
– Anticipated discrimination, perceived irrelevance of
sex with men, waiting for doctors to ask, belief that
doctors have nothing to offer MSM, confidentiality
concerns, shame, anxiety about HIV, and low
perceived risk.

Behavior Disclosure
I have no problem
talking with my
doctor about sex, but
it doesn’t come up…
because I don’t need,
uh, Viagra… We
never talked about
[sex with men]…
because that’s my
personal business… It
might gross her
out…. She could say,
“I don’t want him as
a patient anymore.”

Some [doctors] are still squeamish about gay men. It’s hard
to talk to gay men because it’s a huge threat to straight
men …. So it’s hard to bring up gay issues with any kind of
comfort. Personally I go to women doctors because I just
find it easier to talk to them. (INT151, MSM)

I can’t talk [about sex work with doctors], I don’t know.
Listen, that’s my biggest problem with getting clean.
[E]very treatment center I go to, I uh, I have to lie about
my, my life…. So I end up leaving … my issue doesn’t get
resolved because I, I can’t even talk about it with
anybody. (INT132, MSW)

(INT118, MSM)
If it came up, I would [disclose], but I’m not just bringing it
up for nothing. (INT103, MSW)

Discrimination, Mistrust, and Barriers
to PrEP
• Many MSM and MSWs reported willingness to
disclose sexual behavior in order to obtain PrEP
• For other men, mistrust, anticipated
discrimination, and other concerns about
disclosure would complicate PrEP uptake
– Suspicion of prescriptions
– Concern about provider knowledgeability or
willingness
– Prefer to go outside PCP, or outside their town
– Selective or “indirect” disclosures

Summary and Conclusions
• Experienced and anticipated discrimination,
disclosure, and medical mistrust are barriers to
healthcare utilization among MSM and MSWs.
– May inhibit uptake of biomedical HIV prevention.
– No one had discussed PrEP with a provider.

• Greater barriers to care among MSWs. Fraught
histories of relationships with care system,
perceived irrelevance of sex work and MSM sex
to medical care.

Summary and Conclusions, continued
• Some positive foundations for future care
–
–
–
–
–

Access to care in a range of settings
Situational trust in physician judgment
Willingness to disclose for limited purposes
Inadvertent or selective disclosures
Informing patients about the relevance and purposes
of disclosure, and direct inquiry, may facilitate
communication

• Anticipated discrimination is powerful, but could
publicizing nondiscrimination policies alleviate
this problem?

New Questions:
Exploring
Nondiscrimination
Rules

Nondiscrimination Rules
• Participants did not discuss nondiscrimination laws, but
reported seeking out MSM-friendly providers.
• Changing legal rules on discrimination in health care
– Affordable Care Act § 1557 and regulations
– State and local laws barring discrimination on basis of
sexual orientation in public accommodations

• Do legal rules affect experienced / anticipated
discrimination?
• Could knowledge of nondiscrimination laws make a
difference in mistrust, disclosure, and access to care?

Types of Nondiscrimination Rules
• Federal laws and regulations (e.g., ACA § 1557)
• State laws and regulations (e.g., NY Exec Law §
296)
• City ordinances (e.g., NYC Admin Code § 8-107)
• “Soft law” rules
– Accreditation standards (e.g., Joint Commission)
– Professional association standards (e.g., AMA Code,
APA Resolution)
– Provider-level and individual practice policies

• Religious or “conscience” exceptions to rules

State Nondiscrimination Laws: Sexual
Orientation in Public Accommodations

http://www.lgbtmap.org/equality-maps/non_discrimination_laws

New Questions
Building on Study 1
• How do MSM nationwide experience medical mistrust and
health care discrimination based on sexual orientation?
– Demographic correlates? Correlates with general discrimination
and internalized shame?
– Correlates with barriers to accessing PrEP?

New ideas
• What do MSM believe about state nondiscrimination laws?
State nondiscrimination laws in health care settings?
• What is the relationship between perceived/actual state
laws and medical mistrust? Discrimination in care? Access
to care now? Barriers to PrEP?

National Survey Methods
• Nationwide survey of MSM using mobile dating app,
August 2016
– Ran 24-hour banner ads on 3 separate days
– Ads redirected to Qualtrics survey link

• Anonymous data collection with website controls for
repeat survey takers
• Lottery compensation for $100 to Amazon
• Inclusion criteria: adult, English speaking, male at birth,
anal sex in past 6m
– HIV-positive men and PrEP users did separate surveys
– HIV-negative, PrEP nonusers enrolled in 3 randomized
factorial message framing trials

Measures - PrEP Nonusers
• Health care variables
– Insurance, PCP, disclosure to PCP, discussed PrEP with doctor,
ever been refused PrEP, HIV testing

• Group-Based Medical Mistrust Scale (Thompson 2004)
– Subscales on discrimination and lack of support

• Perceived state laws
– Employment, housing, public accommodations, and health care

• PrEP barriers and predicted stigma
• PrEP acceptability, predicted adherence and sexual
behaviors, predicted benefits for worry/pleasure/intimacy
• Subjective numeracy scale
• Demographic and behavior variables, perceived risk

Sample Characteristics, PrEP Nonusers
• n = 4791
– 3078 PrEP Nonusers; 1052 PrEP Users; 661 HIV+

• 75% men under age 40; 27% Latino; 64% White;
99% Male; most had completed some or all
college; median income about $40k; 62% fulltime employed; 50% private health insurance.
• 60% had a PCP, 48% of those had disclosed.
• 85% had heard of PrEP; mean WTU = 8.9
• 20% had spoken with a provider about PrEP, and
31% of these had been refused PrEP.

Medical Mistrust Findings
• Mean mistrust based on sexual orientation = 2.56
– 1 = no mistrust, 5 = maximum mistrust
– Higher among Pacific Islander, Native American, “Other” race;
higher education; uninsured, Medicaid, or VA; lower income.

• 18% of men reported care discrimination based on sexual
orientation.
– Higher among Pacific Islander, Native American, Other, Refused
race; non-Latino men; younger men; uninsured, Medicaid or VA,
lower income. Intersectionality questions?

• Health care discrimination and medical mistrust were each
associated with more frequent discrimination generally
(both p=0.000), and internalized shame (both p=0.000).*
*Correlations control for age, race, income, education, health insurance, and Latino
ethnicity, except where specified.

Medical Mistrust and Care Experiences
• Mistrust was not associated with having a PCP.
• Higher mistrust was associated with less disclosure to
PCP (p=0.011).
• Higher mistrust predicted greater barriers to PrEP
– E.g., difficulty finding a doctor, disclosing, getting
prescription, keeping up with appointments, and
composite measure (p=0.000 for all), even after controlling
for demographics, daily discrimination, and shame.

• Higher mistrust also predicted greater anticipated PrEP
stigma on composite scale (p=0.000)
– E.g., Fear of “outing,” seeming HIV+, unfaithful,
promiscuous, and a sex worker; perceived need to keep
PrEP secret.

Discrimination and Care Experiences
• Health care discrimination was not associated with
having a PCP or having disclosed to a PCP.
• Health care discrimination predicted greater barriers
to PrEP uptake and higher anticipated PrEP stigma
(p=0.009 for composite scale), even with all
covariates.

Do MSM think state laws protect
them? Are they right?
• Included men who reported a state, n=1870
• Men believed they were protected in work (51%), housing
(47%), public accommodations (45%), health care (49%)
• More likely to err on the side of thinking they are
protected, when comparing actual to perceived law.
– Chi-squared analyses, p=0.000 for each type of law
– Only 55% were right about the law for work, 48% for housing,
47% for public accommodations

• Being correct about the law varied
– More likely for men who were older; White, Pacific Islander, or
Asian; not Latino; higher income; more educated; and had
private insurance, Medicare, or Medicaid

Perceived laws predicted lower
medical mistrust; actual laws did not
• In bivariate correlations, perceived and actual
protections both predicted less mistrust.
• But when both variables plus interaction were
included in a regression, only perceived law
remained significant.
• Three significantly different tiers of mistrust
corresponded with three beliefs:
– belief that law existed (mean mistrust = 2.4),
– uncertainty about law (2.6)
– belief that law allowed discrimination (2.9).

Perceived laws predicted less care
discrimination; actual laws did not
• In bivariate correlations, perceived law predicted
less discrimination in care, but actual law did not
(p=0.000 and 0.099 respectively)
• Experience of discrimination highest in group
perceiving no law (33%), equivalent in yes-law
and uncertain groups (15%).
• Do people draw conclusions about the law
based on their experiences? Or interpret
experiences based on their beliefs about law?

Perceived laws predicted having a PCP;
actual laws did not
• Perceived law, but not actual law, was
associated with having a PCP
• When controlling for demographic covariates,
neither perceived nor actual law predicted
disclosure to PCP.

Perceived laws predicted lower PrEP
barriers; actual laws did not
• In regressions with perceived law, actual law,
interaction, and demographics, perceived laws
were significantly correlated with reduced
barriers to PrEP uptake.
– Actual laws were not, although they had been in
bivariate analyses.

• The finding on disclosure held after controlling
for daily discrimination, shame, and mistrust.
• No associations with anticipated PrEP stigma,
except for seeming promiscuous (p=0.022).

Actual law predicted PrEP discussion
with providers; perceived law did not
• Talking about PrEP with providers
– No effect of perceived law on likelihood of talking
about PrEP with doctors, controlling for all covariates.
– Actual law was significant; men who lived in a state
with a nondiscrimination law were more likely to have
spoken with a provider about PrEP, p=0.012.

• Having been refused PrEP
– No significant effect of either variable in the
regression with all covariates.

Summary
• Many MSM who may benefit from PrEP
nationwide reported medical mistrust and health
care discrimination based on sexual orientation.
Experiences varied by demographics.
• Mistrust and discrimination predicted greater
barriers to PrEP uptake, including finding a
doctor, disclosing, getting a prescription, keeping
appointments, and anticipated PrEP stigma.
• Mistrust also predicted less disclosure to men’s
current PCPs.

Summary, continued
• Despite discrimination and mistrust, many men think
the law protects them from discrimination in care.
They do no better than chance in getting the law right.
• Perceived (not actual) legal protections were
associated with less medical mistrust, less
discrimination in care, lower barriers to PrEP uptake,
and having a PCP. Directionality unclear.
• Actual (not perceived) legal protections were
associated with having discussed PrEP with a doctor.
• Laws made little difference for PrEP users and HIV+ on
the measures included in this study.

Limitations
• Cross-sectional; findings are associations only
• Generalizability limitations for men using mobile dating
apps with banner ads
• Self-reported data
• Controls for multiple statistical tests
• Did not control for local ordinances or perceptions of
federal law, soft law, etc.
• No questions about mechanisms of laws
• “Public accommodations” is a rough proxy; same states in
each category of law
• Did not include measures of social support; single-item
measure of discrimination in care; GBMMS subscales
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•
•
•
•
•
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