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Abstract 

The transmission of HIV is increasing around the world and BMSM are at in 

increased risk for transmission because of the associated stigma related to HIV. The 

purpose of this study is to determine the impact of HIV stigma, HIV status disclosure, and 

BMSM ability to access healthcare for prevention and treatment. A descriptive, 

correlational study examined the relationship between perceived stigma, HIV/AIDs 

disclosure, and access to healthcare. This study utilized a convenience sample for recruitment 

of participants on Facebook and Craigslist. A total of 30 young BMSM participated in this 

study. Feelings regarding knowledge of others regarding disease and the likelihood of 

disclosure were regressed. There was a statistically significant correlation between the 

participant�s feelings and likelihood of disclosure (p=0.37). The study indicated that 

perceived stigma affected BMSM undesirably, which in return decreased the likelihood of 

disclosure to others. Additionally, HIV-related stigma was considered to be a significant barrier 

for disclosure. Lastly, a total of 90% of the participants visited their HIV doctor. Many of the 

participants took antiretroviral medications despite the associated stigma that is surrounded by 

BMSM who are HIV positive. Additional educational interventions will need to be developed to 

decrease the rate of transmission in HIV positive BMSM.  
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Introduction 

Globally, the HIV epidemic continues to raise public health concerns, particularly among 

minorities and lesbian, gay, bisexual, and transgender (LGBT) groups. Men who have sex with 

men (MSM) comprise approximately half of the population living with HIV/AIDs (PLWHA) in 

the Unites States (U.S.) (Overstreet, Earnshaw, Kalichman, & Quinn, 2013). Amid all racial and 

ethnic groups of MSM in the U.S., black men who have sex with men (BMSM) have the highest 

HIV prevalence (Overstreet et al., 2013). In 2014, among adolescents and young adults ages 13-

24 years, 80% (7, 828) of gay and bisexual males were diagnosed with HIV (Centers for Disease 

and Control Prevention [CDC], 2016). Of the 80%, “55% (4, 321) were black, 23% (1, 786) were 

Hispanic/Latino, and 16% (1, 291) were white” (CDC, 2016). Moreover, national HIV 

surveillance for the general population indicated that 18% of those infected with HIV, 

particularly BMSM, are unaware of their HIV seropositive status (Bird & Voisin, 2013).  

Individuals with HIV and people who are considered to have a high-risk for contracting 

HIV are stigmatized worldwide. While stigma may take on several forms it is most often 

associated with perceived, internalized, and experienced stigma (Faye, Baral, & Trapence, 2011). 

HIV-positive BMSM often face stigma related to their seropositive status, sexuality, and race. 

They may even experience discrimination within their home and in the black community where 

same-sex practices are often criticized. HIV positive BMSM also may face discrimination within 

the gay community where HIV stigma leads to dismissal of HIV-positive gay men by HIV-

negative gay men (Overstreet, 2013).  

HIV stigma can negatively affect the well being of individuals living with HIV 

(Overstreet, 2013). Additionally, in certain countries persons with HIV can be criminalized when 

they abstain from disclosing their HIV seropositive status prior to having sexual intercourse. Due 
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to the HIV related stigma, many BMSM refrain from disclosing their HIV status prior to 

engaging in unprotected sexual intercourse (Radcliffe, Doty, & Hawkins, 2010). Cumulatively, 

various types of stigma contribute to significant barriers for BMSM. Some of these barriers 

include the individual’s ability to engage in HIV health care and maintain favorable sexual health 

practices. Ultimately these barriers contribute to an increase in the transmission of HIV 

(Radcliffe et al., 2010). Better understanding of how multiple forms of stigma affect BMSM is 

essential for the development and implementation of secondary prevention strategies to avoid 

further transmission of HIV and improve health outcomes in BMSM.  

 There are a myriad of research studies that focus on BMSM with HIV. However, little is 

known about the multiple forms of stigma that are associated with this particular population.  

Therefore, the purpose of this project is to determine the impact of HIV stigma, HIV status 

disclosure, and BMSM ability to access healthcare for prevention and treatment. The clinical 

question associated with this purpose is: How does perceived stigma negatively affect HIV/AIDS 

disclosure and access to healthcare in HIV positive BMSM? 

The specific aims of the proposed project are to: 

1. Determine the relationship between perceived levels of HIV/AIDS related stigma and the 

likelihood of disclosure of HIV status to others in BMSM. 

2. Determine the relationship between perceived levels of HIV/AIDS related stigma and the 

likelihood that BMSM will seek care in healthcare settings.  

3. Develop recommendations for strategies that can be used to reduce the transmission of 

HIV amongst BMSM and have a positive effect on health outcomes in BMSM. 
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Literature Review 

According to Irvin, Wilton, Scott et al. (2014), current epidemiologic data implied that 

BMSM are disproportionally impacted by HIV/AIDS and have greater mortality and morbidity 

from the disease than other groups. Individuals who are infected with HIV or who have a high-

risk for contracting HIV may experience stigma and discrimination among friends and family 

members. According to Webster’s Dictionary (2016) stigma is defined as a set of negative 

beliefs that a society has about something. Internalized and perceived stigmas are similar in that 

they both impact the perceptions of the individual. Faye et al. (2011) concluded that perceived 

stigma affects how an individual thinks others would respond if they had any knowledge about 

that individual’s homosexuality. Furthermore, internalized stigma refers to how one feels about 

their own sexual orientation, which can include feelings of fear, shame, embarrassment, or 

loneliness (Faye et al., 2011).  

Experienced stigma is the actual incidence of discrimination including denial of access to 

health care services or the criminalization of homosexual practices (Faye et al., 2011). Overstreet 

et al. (2013) stated that HIV-positive BMSM might acquire at least three stigmatizing identities 

simultaneously, which include: HIV seropositive status, racial minority, and sexual minority. 

Consequently, BMSM, who are infected with HIV, abstain from disclosing their HIV status to 

family members and sexual partners. They may also experience depression, engage in risky 

sexual behaviors, and have limited access to healthcare.  

HIV Disclosure Patterns to Family Members, Friends, and Sexual Partners in BMSM 

Balaji, Oster, and Viall (2012) indicated that studies have ascertained that blacks 

consistently convey more negative attitudes toward black men participating in same-sex 
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practices and are more likely to be rejected from their families and friends compared to other 

ethnicities.  

The study conducted by Balaji, Oster, and Viall (2012) included an in-depth qualitative 

assessment of HIV-infected and uninfected BMSM aged 16-25 years in Jackson, Mississippi. 

The study contained 16 BMSM, 7 were HIV-infected and 9 were not infected. The majority of 

the participants specified that being gay was not accepted, specifically among the African 

American population. Most participants within this study implied that they had disclosed their 

HIV positive status to their immediate family members. Some participants who disclosed their 

status to their families experienced abandonment and others experienced support. The 

participants who experienced abandonment were able to make accommodations with their family 

members and often involved avoidance of the issue. Complete acceptance from the family 

members was rarely mentioned. Some participants in this study reported that they had not 

disclosed their HIV status/sexuality to anyone in their family. These participants indicated that 

their fear of disclosure was related to fear of family rejection, stigma, and isolation. 

In contrast, Overstreet et al. (2013) conducted a qualitative study using a convenience 

sample that examined the role of internalized stigma of BMSM, who are HIV-positive, and how 

it affects HIV disclosure to sexual partners and family members. The study was conducted in 

Atlanta, Georgia and was comprised of 156 black men living with HIV/AIDs. In the study, 

participants were asked if they had disclosed their HIV-positive status to their mother, father, 

siblings, aunts/uncles, and cousins. They were also asked if their sexual partner had any prior 

knowledge of their HIV status at the time of their last sexual encounter. A six-item scale was 

used to measure internalized stigma and a depression scale was used to assess current depressive 

symptomatology. 
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Sixty-seven percent of participants disclosed their HIV status to their family members. 

Further, the majority of the participants reported mild depressive symptoms. Analyses of the data 

from the scales revealed that greater internalized stigma was associated with a decrease of HIV 

status disclosure to family members. In addition, internalized stigma was a statistically 

significant predictor of HIV disclosure to a sexual partner. In comparison, Jeffries, Townsend, 

and Gelaude (2015) conducted a study that incorporated a qualitative questionnaire and interview 

that included MSM ages 13-29 with a positive HIV status. Initially, 44 men completed a 

questionnaire that assessed multiple HIV risk-related factors. Of the 44 men, 28 of these 

participants also completed a one-to-one, interview. Of the participants who completed the 

interview, 66% of the participants were BMSM. Participants in the one-to-one interview stated 

that they commonly felt “ashamed,” “embarrassed,” “nasty,” “like the leper,” and “like damaged 

goods.” One participant stated that being infected with HIV was a punishment from God because 

he was always taught that MSM is a sin.  Conclusively, several participants stated that they 

wanted to dissociate themselves from HIV.  

Similarly, Bird and Voisin (2013) conducted a study to better understand how stigma 

influences HIV disclosure to sexual partners, family members, and friends in HIV-positive 

BMSM. This study consisted of 20 men with a mean age of 40 years.  Findings from the study 

indicated that there were three major opinions about BMSM, which included: 1) HIV as 

judgment for immorality, 2) HIV as a death sentence, and 3) HIV-positive individuals as 

diseased and contagious. One main fear that was expressed by the participants was the fear of 

negative judgment and belief that they would be viewed unfavorably after disclosing their 

seropositive status. Others feared that, once they disclosed their HIV seropositive status, it would 

become a dominant identity, which would expose them to unfavorable scrutiny, change the 
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dynamics of vital social relationships, and degrade former accomplishments. Reflective of 

findings in previous studies, participants in this study stated that others in the community implied 

that an HIV seropositive status is a form of punishment for immoral actions; this was considered 

one of the most perpetual fears of judgment. Participants indicated that remaining silent was one 

way to avoid stigma and discrimination, especially when the infection occurred through same-

gender sexual practices. In regards to family members, BMSM indicated that disclosure to 

family members was complex because there was perceived stigma that family members could 

potentially become intolerant. Furthermore, BMSM indicated that they had significant concerns 

about HIV stigma within the gay community. Findings from this study implied that HIV-

negative gay men either discriminated or gossiped about HIV-positive gay men within the 

community. 

Using a qualitative approach, Arnold et al. (2014) conducted interviews with 31 (ages 19-

30 years) BMSM. Interviews lasted approximately 90 minutes. The interview integrated nine 

service providers who were also BMSM.  One participant stated that after the disclosure of his 

HIV-positive status, he experienced homophobia and HIV-related stigma within his family and 

neighborhood. He also shared his experience of being alienated from his mother because she 

judged him for being gay and HIV-positive. He stated that he felt as though he was “triply 

cursed” because he was a gay Black men who had an HIV seropositive status.  Over half of the 

BMSM in the study reported physical and emotional forms of rejection from immediate family 

members, friends, and people within the community after disclosing their homosexuality or HIV-

positive status. Participants stated that these were people they felt they could confide in, but from 

whom they experienced rejection immediately after disclosure. Another participant indicated that 

he was banished from his family and community because of his HIV status. Furthermore, 
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participants reported that they would seek acceptance and connection through unsafe sex.  One 

participant admitted to having unsafe sex with other Black men because it was a way to cope 

with homophobia and family rejection. The authors concluded that BMSM in this study refrained 

from disclosing their HIV status due to the threat of damaging gossip, which led to HIV-related 

stigma. 

The Effect of Perceived HIV/AIDS Related Stigma on BMSM 

 In regards to HIV testing and access to healthcare, the qualitative study conducted by 

Arnold et al. (2014) implied that participants were reluctant to get tested for HIV for the sake of 

avoiding HIV-related stigma. One provider stated participants didn’t know their HIV status, 

which was the biggest problem within the community. Moreover, he stated that BMSM who got 

tested did not pick up their results. He presumed that some BMSM avoided getting tested 

because having HIV might ruin their means for connection in the Black gay community once 

they disclosed their status. In some instances, participants reported that they got tested but did 

not seek treatment due to the difficulties of accessing care (poverty, stigma, and racism). One 

participant stated “people in the Black community cannot afford to get treatment and wait until 

they are really sick before they seek medical attention.” Authors of the study concluded that 

barriers to access to healthcare included: poverty, racism within healthcare settings, and HIV-

related stigma.  

In the study conducted by Jeffries et al. (2015), one BMSM who had a positive HIV 

status stated he did not want to adhere to antiretroviral medications or go to HIV facilities 

because he was ashamed of people seeing him walk into the building. Similarly, another black 

male stated that there was no privacy when visiting an HIV facility. He indicated that everyone 
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knew the building was strictly for HIV patients and he felt uncomfortable because he had to sit in 

the waiting room while waiting to see a provider. 

Nelson, Wilton, and Agyarko-Poku (2015) conducted a secondary analysis of cross-

sectional data of MSM in Ghana, West Africa. According to the article, Ghana still upholds 

colonial-era anti-sodomy laws, which penalize individuals who engage in same-gender sexual 

practices. In order to be included in this secondary analysis, participants had to be: 18 years or 

older, male at birth, Ghanaian, and reported sexual contact with another man at least once within 

the past six months. The study consisted of 137 who completed a 40-item stigma scale. Findings 

from the study indicated that stigma was high among participants (73%). The males in this study 

perceived that many individuals within their community sustain prejudicial beliefs against HIV-

positive MSM. This analysis demonstrated compelling evidence that perceived stigma deterred 

MSM from utilizing clinical prevention services as well as HIV primary care.  

Bogart, Landrine, and Galvan (2013) conducted a study that consisted of 348 HIV-

positive Black (n=181) and Latino (N=167) MSM in Los Angeles, California. According to this 

study, about 40-50% of Blacks and Latinos reported experiencing at least one form of stigma in 

the last year. For both groups, the most common form of discrimination included being rejected 

by a partner; 27% of Blacks, 25% of Latino. Additionally, 53% of Blacks were more likely to 

experience discrimination due to race/ethnicity in comparison to Latinos (41%). Findings from 

the study also revealed that racial discrimination among Black participants led to worse health 

outcomes, including lower CD4 cell counts and higher viral loads and consequently, they made 

more visits to the local emergency room department within the last six months (indicating poor 

health outcomes).  
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Hussen et al. (2015) conducted a study with 132 BMSM living with HIV. Fifty-one 

(42.9%) participants reported seeking healthcare the first day they were diagnosed with HIV. 

Correspondingly, 80 (67.3%) participants reported seeking healthcare within the first month. 

Results also indicated that 83 (62.9%) participants reported no missed appointments within the 

last three months prior to the study. The authors surmised that negative self-image was a barrier 

that prevented participants from accessing healthcare on the day of diagnosis. Furthermore, it 

was concluded that a negative self-image was associated with a high possibility of a missed 

appointment in the last three months.  

In the study earlier discussed by Faye et al. (2011), 38% of the participants disclosed 

their sexuality to their family and 17% disclosed to healthcare professionals. Of the BMSM, 

there was an HIV prevalence rate of 19%. The majority of men (93%) were aware that HIV 

could be transmitted through anal sex. However, only 67% of the participants had ever received 

information about prevention of HIV from men. Over half (56%) of the participants were tested 

for HIV but only 29% had ever been offered testing by a health care professional. According to 

this study, a healthcare professional diagnosed only 4% of patients with HIV or AIDS. Further 

indications were that 5% of the participants were denied health care services and 21% had been 

blackmailed because of their sexuality. In this study, there was a strong association between 

experienced discrimination and access to healthcare. Lastly, HIV treatment was strongly 

associated with being blackmailed due to their sexuality.   

Conceptual Model 

The conceptual model that will be utilized for this study will be the conceptual model of 

perceived stigma (Figure 1). Berger, Ferrans, and Lashley (2001) developed this model to guide 

the items of the HIV stigma scale that will be adapted in this study to ensure its 
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comprehensiveness. In this model, perceived stigma of HIV is categorized by two factors: the 

individual’s perception of societal thoughts toward people with HIV and the individual’s 

personal knowledge of being HIV positive. Perceived stigma of having HIV could potentially 

lead to social disqualification (social rejection), limited opportunities, and negative change in 

social identity (Berger, 2001).  The last item in this model is the outcomes related to perceived 

stigma. Berger et al. (2001) suggested that perceived stigma can lead to various outcomes, such 

as: avoidance/withdrawal and a negative change in in self-concept.  
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Methods 

Design  

 This descriptive, correlational study examined the relationship between perceived stigma, 

HIV/AIDs disclosure, and access to healthcare. Study data was collected using a self-

administered questionnaire online and at organizations serving individuals with HIV/AIDs. Data 

was collected from August 27, 2017 to January 1, 2018. The data collection tool was comprised 

of an introduction to the topic and consent to participate, followed by a link to the questionnaire. 

The HIV stigma scale survey questions were developed based on the topics that were identified 

in the literature review.  

Ethical Considerations 

 Florida State University IRB approval was obtained prior to beginning data collection. 

Before answering any questions on the survey, study participants were provided with the purpose 

and background of the study, consent of participation, and the contact information of the 

investigator. Participant health information was protected within the Qualtrics ™ survey 

software, which utilizes encryption to protect responder data. Additionally, providers and myself 

will give participants a card with the URL link of the online survey. Participants completed the 

questionnaire anonymously and will be given the option to provide their email information at the 

end of the questionnaire in order to be placed into a drawing for a VISA gift card. Email 

information was not be linked to the survey responses in order to ensure anonymity. 

Setting and Sample 

 This study utilized a convenience sample for recruitment of participants.  The target 

sample for this study was black men who self-identify as gay or bisexual who are HIV positive 

and aged 18-65 years. Study participants were recruited on various online websites (Craigslist 
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and Facebook) and organizations that serve people with HIV/AIDs. The initial sample size goal 

was 50 participants. A study website was developed with a link included the survey. The website 

included the study objectives and a link to the survey.  

Instruments 

 An adapted HIV Stigma Scale developed by Berger et al. (2001) was utilized for this 

study once permission was obtained. This instrument measured the stigma perceived by people 

with HIV. Based on the literature review, the HIV stigma scale questionnaire consists of 

approximately 65 items in which participants responded using a 4-point likert scale (strongly 

disagree, disagree, agree, and strongly agree). The HIV Stigma Scale addressed the respondent’s 

actual experiences or feelings related to having HIV and it also addressed situations in which 

others knew that the respondent had HIV.  

Data Analysis Plan 

Descriptive statistical analysis were conducted using SPSS. Both nominal and ordinal 

variables including age, ethnicity, level of education, and income were examined in this study. 

Demographics were reported using simple measures such as mean, mode, and median. 

Cronbach’s alpha was calculated to determine the reliability of the Likert Scale survey questions.   

Two linear regression models were designed, which regressed feelings regarding knowledge of 

others regarding disease and the likelihood of disclosure. Recommendations will be made based 

on the results of the study that will include strategies that can be used to reduce the transmission 

of HIV amongst BMSM and have a positive effect on health outcomes in BMSM.  

Results 
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A total of 30 participants were 

included in the study. All of the 

participants in the study were young 

black males who have sex with men. 

The mean age was 31.93 (SD=9.87). 

Descriptive statistics related to 

biographical characteristics are 

presented in Table 1.  

Table 1. Respondent Demographics 

 

 

 

Variable Count Valid 

Percentage 

Age groups, years  

20-25 
26-31 
32-37 
38-43 
44-49 
50-55 

 

11 

1 

11 

0 

6 

1 

 

36.7% 

3.3% 

36.7% 

0 

20.0% 

3.3% 

 

 

Race 

African American 
Multiracial/Other 

African 
 

 
 

 

 

25 

2 

3 

 

 

 

83.3% 

6.7% 

10.0% 

 

 

Education Level 

High School Diploma 
Some High School 

GED 
Technical School Diploma 

Associate’s Degree 
Bachelor’s Degree 
Master’s Degree 

Some College 
 

 

 

4 

1 

2 

1 

 

1 

11 

2 

8 

 

 

 

13.3% 

3.3% 

6.7% 

3.3% 

 

3.3% 

36.7% 

6.7% 

26.7% 

Income   
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Feelings regarding knowledge of others regarding disease and the likelihood of disclosure 

were regressed in this study. Feelings regarding knowledge had a mean score of 87.5 (SD=9.25). 

Likelihood of disclosure had a mean score of 12.3 (SD=4.33). There was a statistically 

significant correlation between the participant’s feelings and likelihood of disclosure (p=0.37). 

The correlation indicated that the more this population feel bad, the less likely they are to 

disclose their status to others.  

In the first regression model, education, income, and age were also regressed onto the 

dependent variable Likelihood of Disclosure. This regression model is presented in Table 2. The 

overall model is statistically significant. The adjusted R2 is .236, which explains 23.6 % of the 

variance in scores. This is statistically significant (P= .036). Further, when the individual 

variables were considered, Feelings regarding disclosure was significant (p= .037). 

 

Table 2:  Regression Model for Factors Contributing to Likelihood of Disclosure 

 

Variable B Se B β T score significance 

      

Education .699 .686 .238 1.019 .319 

Income -1.190 1.252 -2.16 -.950 .352 

Age .162 .093 .374 1.739 .095 

Feelings 1.176 .079 -.383 12.220 .037 

$0-$25,999 
$26,000-51,999 
$52,000-$74,999 

>75,000 
 
 

20 

6 

3 

1 

 

 

66.7% 

20.0% 

10.0% 

3.3% 

 

 

 

Gay Identity  

<18 
18-25 
26-40 

 

 

22 

5 

3 

 

73.3% 

16.7% 

10.0% 

Age Came Out 

<18 
18-25 
26-40 

 

7 

18 

5 

 

23.3% 

60.0% 

16.7% 
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Regarding 
Knowledge 

of Others 
Regarding 

Disease 
 

In the second regression model, education, income, and age were regressed onto the 

dependent variable, feelings regarding disclosure. This regression model is presented in Table 3. 

This model included an adjusted R2 of .082, indicating that, while the variable Likelihood of 

disclosure was significant in the model, it only explained 8.2% of variability, which is not 

statistically significant. 

 

Table 3:  Regression Model for Factors Contributing to Feelings Regarding Knowledge of 

Others Regarding Disease 

 

Variable B SE B β T score significance 

      

Education 1.882 1.627 .294 1.156 .259 

Income -.799 3.043 -.067 -.263 .795 

Age -.022 .237 -.024 -.094 .926 

Likelihood 
of 

Disclosure 

-1.003 .452 -.461 -2.220 .037 

 

The results overall indicate that bad feelings have a greater influence on disclosure than 

actual likelihood of disclosure.  As previously stated, feelings regarding disclosure were found to 

be statistically significant. Based on the results in the regression models, it can be concluded that 

people with these bad feelings are less likely to disclose their HIV status. 

Discussion 

HIV-related stigma continues to be a great concern for BMSM. This study examined how 

HIV-related stigma influence patterns of HIV disclosure. The first research question explored the 
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relationship between perceived stigma and how it negatively affects HIV/AIDS disclosure. The 

study indicated that perceived stigma undesirably affected BMSM, which in return decreased the 

likelihood of disclosure to others. This finding is consistent with other literatures that have found 

that the level of perceived stigma of BMSM directly affects their disclosure. The results of this 

study were consistent with the findings from Balaji et al. (2012). The participants in Balaji et al. 

(2012) study also indicated that the bad feelings such as fear of isolation and rejection decreased 

the likelihood of disclosure. HIV-related stigma was considered to be a significant barrier for 

disclosure. 

The second research question in this study explored the relationship between perceived 

stigma and access to healthcare in HIV positive BMSM. Surprisingly, this study revealed that a 

total of 73.3% of the participants have access to HIV programs. This percentage was substantial 

because more than half of the participants were able to access HIV programs regardless of 

poverty, racism, or stigma. A total of 90% of the participants visited their HIV doctor regularly. 

These findings are consistent with the literature. This percentage is substantial because according 

to the CDC 2016, of the 1.2 million individuals diagnosed with HIV, only 39% (476, 366) 

actually visited an HIV doctor. Although the majority of the participants visited their HIV 

doctor, over half (59.9%) of the participants missed between 3-5 appointments in a year. A total 

of 43.3% of the participants received HIV/AIDs counseling, which is extremely concerning 

because these individuals may lack knowledge about the transmission of HIV/AIDs and may not 

adhere to antiretroviral medications. Furthermore, they may not be aware of all the available 

resources within their community, which will place them at an increased risk for transmitting 

HIV/AIDs. This is a major concern because this population is affected the greatest with HIV in 

the United States (CDC, 2016). Additionally, BMSM accounts for more new infections than any 
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other population, followed by Latino MSM (CDC, 2016). The majority of participants in the 

current study have taken antiretroviral.  Of the 30 participants, 70% of the individuals have taken 

antiretroviral medications and a total of 70% were currently taking antiretroviral medication. 

Lastly, these percentages are important because in comparison to the national average, of the 1.2 

million people who were diagnosed with HIV in 2012, only 36% (441,442) received HIV 

treatment (CDC, 2016).  

Implications for Practice  

BMSM may not disclose their HIV status or access healthcare due to HIV-related stigma.  

Furthermore, lack of disclosure may place others at an increased risk of transmission of 

HIV/AIDs (Overstreet et al. 2013). Advanced Registered Nurse Practitioners (ARNPs) and other 

healthcare professionals (HCPs) have a responsibility to address barriers to healthcare access, 

prevent further transmission of HIV, and improve healthcare outcomes. Moreover, once BMSM 

are diagnosed with HIV/AIDs, it is imperative that they receive adequate counseling. Adequate 

counseling may lead to increased adherence of antiretroviral medications and decreased 

transmission rates. Secondary and tertiary intervention programs are needed and healthcare 

professionals must be aware of their indirect and direct discrimination behaviors when taking 

care of MSM who are infected with HIV. After initial counseling, it is imperative that HCPs 

provide information about the available resources within the community. Consequently, there is 

an increased need for public education worldwide in order to promote positive perceptions and 

treatment of individuals living with HIV. Lastly, decreased negative feelings about HIV related 

stigma could potentially increase the rate of disclosure to family, friends, and sexual partners.   

Study Limitations 
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This study had some limitations. The limitations were tied to the sampling methodology 

and the study design. First, the study consisted of a small sample size. Second, the study was 

conducted using a convenience sample of men on social media. According to Polit and Beck 

(2012), the use of a convenience sample of young gay men in addition to online recruiting limits 

the external validity of study and by the generalizability of the study findings. Also, an online 

survey may miss individuals with limited access to the Internet. Lastly, the survey questionnaire 

was created and adapted by the investigator, who designed the questions based on a review of 

literature.  

Summary 

BMSM may experience multiple forms of stigma including sexual minority, 

homosexuality, and having an HIV seropositive status. This study set out to determine the 

likelihood of disclosure based on the feelings of HIV positive BMSM. The study implied that 

BMSM negative feelings directly affected their likelihood of disclosure. The study also 

suggested that the participants had access to HIV programs; however, little received HIV/AIDs 

counseling. The study findings along with existing research suggests that further educational 

interventions will need to be developed to decrease the rate of transmission in BMSM.  
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