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Sexual Harm Reduction (Seroadaptation) and the Lived Experiences Of  
Black Men Who Have Sex With Men (BMSM) in Washington, Dc 

Abstract 

This exploratory sequential multiple methods study encompasses three papers that address how 
Black men who have sex with men (BMSM) conceptualize and practice seroadaptation and 
overall health. 

The term, seroadaptation, serves as an umbrella term for a set of interrelated biomedical and 
behavioral approaches geared to mitigating HIV infection and transmission. The 
operationalization of seroadaptation has been based primarily on research with white MSM, who 
often report engaging HIV prevent methods involving the selection of sexual partners 
(serosorting) and positions (seropositioning) based on their partners’ perceived/known HIV 
status. 

Papers 1 and 2 use data collected through a qualitative study, called the PhotoUStudy, with 36 
BMSM in Washington, DC, in 2019. The work was guided by a conceptual model, called the 
BMSM Intersectional Identity Framework Over the Life Course (BMSM Identity Framework), 
created for this study.  

Results for Paper 1 indicated that, overall, BMSM have a holistic view of health, which is 
grounded in their childhood and early adulthood experiences. Ten themes of holistic health were 
identified, all of which were centered around social network support and physical safety. Sexual 
harm reduction, which focused on 100% condom use and HIV testing, was an important, but 
singular theme. Participants’ descriptions of seroadaptation did not align with the current 
literature. 

Paper 2 also used data from the PhotoUStudy. The BMSM Identity Framework was expanded to 
include the holistic health themes identified in Paper 1, now called the BMSM Intersectional 
Health Index (BMSM Health Index). The lived environment or social geography also was 
captured, facilitating examination of how gentrification has disrupted, displaced, and 
disaggregated BMSM spaces (social geography) and social networks.  

Paper 3 attempted to validate the BMSM Identity Framework’s Health Index using data from the 
HIV Prevention Trials Network 061 (HPTN 061). Guided by the BMSM Identity Framework, 
variables from the HPTN 061 data set were selected to approximate the BMSM Health Index. 
Statistical analysis was conducted to assess whether the BMSM Health Index could predict two 
psychosocial health outcomes among BMSM: depression and stress. 
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An Introduction to the Understanding Conceptualization and Practice of Seroadaptation 
Among Black Men Who Have Sex With Men Study 

I. BACKGROUND 

The following three papers are the result of an exploratory sequential multiple methods study 

investigating how Black men who have sex with men (BMSM*) conceptualize and enact 

seroadaptation in the context of their lived experience. The term, seroadaptation, serves as an 

umbrella term for a set of interrelated biomedical and behavioral approaches geared to reducing 

sexual harm, with a specific focus on mitigating HIV infection and transmission.1,2,3 The term first 

gained traction at the 2008 International AIDS Conference, and has evolved in its meaning and use 

over time.4,5 Though its operationalization continues to varied across studies, seroadaptation often 

includes two core behaviors: 1) serosorting, selecting sex partners based on known or assumed HIV 

status, and 2) seropositioning, choosing positions during anal insertive sex to mitigate HIV 

exposure.6,7,8,9,10 Several research studies about seroadaptation among BMSM, 11,12,13 however, it is 

unclear whether the construct, as it is currently understood, is appropriate for use in research with 

this population. Nearly all of the studies defining seroadaptation are based on research with white 

MSM;14,15 several have noted that seroadaptation among BMSM most likely varies from that practiced by 

white MSM due to differences in their lived experiences.16,17  

Indeed, BMSM are more likely than other groups in the U.S. to experience childhoods marked by 

poverty, food insecurity, and housing instability, and enter adulthood with limited access to 

education, employment opportunities, and health care.18,19,20 BMSM, and Black transwomen in 

particular,21 are more likely than white MSM to report early sexual debut (often with older partners); 

emotional, physical, and sexual abuse at school and at home;22 and departure from home before age 

18 due to their sexual orientation, gender identity and/or HIV status.23,24,25,26,27 Many BMSM have 

 
* African-American and Black refer to all persons who are of African descent living in the United States. MSM 
refers to all men identified as male at birth, including transwomen (men who identify as women), who have or desire 
sexual contact with other men and transwomen. 
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extensive, cyclical engagement with the legal system and police violence, starting in adolescence, 

that can introduce additional exposures to physical and sexual abuse, HIV, and other STIs.28,29,30 

These factors limit access to health care, contributing to late HIV testing among BMSM and reducing 

chances among those who test positive for successful treatment and viral suppression. 

31,32,33,34,35,36,37,38,39 BMSM with HIV are more likely than other HIV-positive MSM to experience 

frequent hospitalizations; HIV comorbidities; non-HIV-related medical events; and death from end-

stage HIV infection within a year of diagnosis.40,41,42.43 

BMSM bear a disproportionate burden of HIV relative to other groups in the U.S. as a result of 

these conditions. Though they comprise less than 1% of the U.S. population, they account for one-

fourth of all new HIV cases annually.44,45A 2015 Centers for Disease Control and Prevention (CDC) 

report estimated that BMSM have a 1 in 2 lifetime chance of HIV infection, compared to 1 in 11 for 

white MSM.46 Young BMSM and Black transwomen are particularly vulnerable, with BMSM ages 

13-34 representing 75% of all new HIV cases among BMSM in 2017.47 Black transwomen in the 

same year accounted for more than one-half of new HIV cases among transwomen,48 a group that 

experiences rates of HIV diagnoses fourteen times that of biological women.49 As African-

Americans, BMSM are additionally vulnerable to HIV. Blacks comprise less than 14% of the total 

population, but lead all other racial and ethnic groups in HIV incidence, prevalence, and mortality.50 

In 2017, Blacks accounted for 43% of all new HIV cases,51 and represented approximately one-half 

of the 1.1 million people with HIV (PWH) nationwide.52 

 

II. METHODOLOGICAL APPROACHES 

In alignment with exploratory sequential multiple methods research design, we did the following: 

1) collected and analyzed qualitative data, through a study called the PhotoUStudy, for papers 1 and 

2, and 2) refined and validated this qualitative data using quantitative methods in paper 3.53  
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1a. THE BMSM INTERSECTIONAL IDENTITY FRAMEWORK OVER THE LIFE COURSE: 
A CONCEPTUAL MODEL 

 
Prior to approaching the project, a conceptual model, called the BMSM Intersectional Identity 

Framework Over the Life Course (BMSM Framework), was crafted based on an extensive review of 

the literature and integration of several theoretical models, including Bronfenbrenner's social 

ecological model,54,55,56 Krieger’s concept of embodiment,57 and intersectional theories of identity.58 

BMSM identity is not a singular experiential lens, but a variable one, informed by multiple, 

overlapping and intersectional lived experiences as Black, MSM, and in many cases HIV+ persons. 

The BMSM Framework posits that BMSM identity is composed of four domains: race, sexual 

orientation, gender identity/presentation, and HIV risk/serostatus.59 The final domain, HIV 

risk/serostatus speaks to the high rate of HIV among BMSM, which informs how 1) BMSM engage 

with those around them (including sexual partners and health clinics), and 2) those around them 

perceive and treat BMSM. This identity is informed by—and in turn informs—the multifaceted 

relationships BMSM experience and influence at the self/individual; interpersonal (family, friends, 

and peers); community (schools, health and service providers); and societal (social norms and 

policies impacting African Americans, LGBTQIA+ persons, and PWH) levels.60 BMSM engage and 

react to actors at each of these levels and, in turn, across levels at any given time.  

 

Figure 1: BMSM Intersectional Identity Framework Over the Life Course 
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In this manner, the levels serve as pathways, or social networks61 through which BMSM identity 

is informed by the bidirectional dissemination of 1) support/resources and 2) collective stigmas, over 

time. Support/resources can include instrumental support (money and transportation); psychosocial 

support (relationship advice); and medical support (accompanying someone to appointments, sharing 

health care information).62 These social networks play an essential role in the lives of BMSM. In 

addition to informing how they see themselves in the world, social networks have been shown as 

powerful pathways through which BMSM access health information, while reducing barriers to 

health services and, as such, improving physical and mental health outcomes.63,64,65,66  Social 

networks also act as conduits for collective stigmas—inter-related oppressions communicated to and 

experienced by BMSM, such as racism, homophobia;67 and HIV stigma (prejudice directed toward 

and experienced by PWH).68,69 These are communicated and experienced simultaneously, and can 

encourage less desirable health behaviors, such as avoidance of care, substance use, and unprotected 

sex.70,71,72  

 

1B. DATA COLLECTION 

Data collection for the PhotoUStudy occurred in the District of Columbia† in 2019, with 36 

BMSM. Washington, DC was selected for the study location because of its large population of both 

African-Americans and MSM. Nearly one-half of the city’s more than 672,000 residents are non-

Hispanic Black,73 and approximately 10% identify as LGBTQIA+—more than twice the national 

average of 3.8%.74,75 The city also leads the country in HIV incidence and prevalence, with residents 

having a 1 in 13 lifetime risk of HIV infection.76 The primary author also leveraged her 16 years of 

experience working with HIV organizations in Washington, DC to create partnerships with local 

agencies throughout the District, which were essential to recruiting participants.  

 
† The District of Columbia is also referred to as “Washington, DC” and “the District” in this paper.  
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Data were collected using two integrated, ethnographic-driven methods:  

1) PhotoVoice, an anthropological approach that empowers individuals to report their lives 

using pictures, revealing information that “may be difficult to express with words alone.”77 

Participants received a daily prompt, for five days straight, on a pre-programmed phone 

assigned to them for the study. Once received, participants had 10 hours to reply via 5-10 

pictures, which were submitted during a secure and confidential online form accessible 

through an “app” on a phone’s home screen.  

 

2) Debriefing/Ethnographic Interviews, during which participants provided insight in the 

pictures they submitted and engaged in a semi-structured interview about their lived 

experiences over the life course and how they inform their thoughts and practices around 

health and HIV prevention and treatment.  

 

III. OVERVIEW OF PAPERS 

The three papers addressed different aspects of seroadaptation. Paper 1 focused on the research 

question: How do BMSM conceptualize and enact seroadaptation in the context of their lived 

experience? Additional hypotheses included:  

(i) the conceptualization and practice of seroadaptation among BMSM are influenced by 

their lived experiences, and;  

(ii) this understanding may change over the life course of BMSM as their circumstances—

including access to resources and relationships with different levels of their social 

networks—evolve over time.  

The results indicated there were several common formative life experiences in childhood and early 

adulthood that influence how BMSM learn and practice seroadaptation, including: how their 

families, friends, and communities reacted to their gender identity and/or same sex attraction; the 
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extent and intensity of their experiences with homophobia and sexual abuse; the length and quality of 

their experiences with formal education; and their history with gang and/or sex work, engagement 

with the legal system, exposure to HIV stigma, and access to housing. What emerged from these 

formative experiences was a holistic understanding and practice of health, of which seroadaptation 

(which focused on condom use) was an integral, but singular, part (See Table 1). 
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Table 1: Themes of Seroadaptation: Ideal Components of Sexual Harm Reduction* 
 
Creating Family Sexual harm reduction begins with a strong, supportive foundation that 

includes close biological family, guardians, and gay family. 
Mentors  Mentors show young BMSM how to navigate life and live as a 

LGBTQIA+ person.  
Physical Safety Refers to the importance of physical preservation at all times.  
Housing: A Space of One’s 
Own 

A physical extension of physical safety that helps ensure sexual safety 
and treatment adherence.  

Treatment Adherence: 
Take Your Medicine 

Being treatment adherent includes taking one’s medication, including 
those prescribed and others that assist in the process.  

Keep a Clear Head Sexual harm reduction demands avoidance of disorienting substances 
and alcohol.   

Be Spiritual Having a connection to one’s spirituality helps one find clarity and 
community.  

Engage Your Passion Finding an outlet that demonstrates one’s creativity and stability.  

Know Your Partner The more one knows a sexual partner, the safer one can be during 
sexual encounters.  

100% Condom Use, 
Papers, and Alternative 
Sexual Practices 

Sexual harm reduction demanded condom use. It was best combined 
with knowing the status of a partner (seeing his/her “paper”) and 
engaging in alternative sexual practices, as needed.  

 
* Note that biomedical approaches to HIV prevention (PrEP and U=U), as well as serosorting and 
   seropositioning, are not listed. 
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 Paper 2 uses data collected simultaneously during the PhotoUStudy via prompts and questions 

concerning participants’ lived environment or social geography.78 The questions elicited rich 

responses regarding the impact of gentrification on emotional and physical health, including how 

participants engaged with other BMSM and accessed health services. To deepen our understanding 

of this phenomenon and how it may impact the social networks through which BMSM learn about 

and engage in sexual harm reduction, we conducted a second inquiry leveraging the PhotoUStudy 

data. Our study was guided by the research question: How has gentrification affected the lived 

environments that facilitate the creation and maintenance of social support networks among BMSM 

in Washington, DC? We hypothesized that:  

 

(i) The loss of BMSM social geography, characterized by BMSM-owned and serving 

businesses and public spaces associated with BMSM, has impacted how BMSM engage, 

create, and maintain their social networks.  

(ii) The disruption in BMSM social networks has undermined how this population engages 

with the outside world, including how they access social support, as well as services, like 

housing and medical care.  

(iii) These developments laid the foundation for fundamental divisions within the BMSM 

community, particularly among different age groups of BMSM, due to differences in 

where they access resources and how they engage and communicate with one another.    

 

The paper provides an historical overview of gentrification and displacement in Washington, DC, 

and its geographic and sociocultural impacts on Black and LGBTQIA+, with a specific emphasis on 

BMSM. It details how gentrification has disaggregated BMSM spaces throughout the city, most of 

which centered around an area called The Stroll. The interruption of BMSM spaces has marginalized 

BMSM people in areas of Washington, DC that currently have high rates of violence, particularly 
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toward BMSM, as well as limited transportation and health care options. Many participants in the 

study have to travel long distances to access BMSM-specific service providers. These providers tend 

to focus on either younger or older BMSM, and are located in different sections of the city, 

inadvertently contributing to age-related divisions among BMSM.  

Paper 3 is as an exploratory quantitative inquiry. Guided by our conceptual model and the 

BMSM Health Index domains identified in Paper 1, the following hypothesis was formulated: The 

domains of BMSM health identified in the PhotoUStudy work together as a BMSM Intersectional 

Identity Health Index (BMSM Health Index), and may be used to predict health outcomes among 

BMSM. To test this hypothesis, we used data from both the PhotoUStudy and the HIV Prevention 

Trials Network 061 study (HPTN 061), the largest cohort study of BMSM conducted from July 2009 

to December 2011, to do the following:   

 

1) Select variables from the HPTN 061 dataset, guided by the BMSM Framework conceptual 

model, that align with, and refine, the domains of the BMSM Health Index.  

2) Attempt to validate the association of the BMSM Health Index with the selected variables by 

fitting unadjusted and adjusted multivariate models assessing the association between the 

BMSM Health Index and two health outcomes: stress and depression. We expected to 

observe negative associations between our two health outcomes, depression and stress, and 

the variables selected to align with the updated BMSM Health Index domains: Social Support 

Scale, Housing, Healthcare Facilitation/Utilization, Religiosity, and 100% Condom Use. 

Further, we predicted positive associations between these health outcomes and the domains 

of Trauma, Perception of Personal Alcohol Use and Perception of Personal Substance Use.   
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We found that the BMSM Health Index was associated with the health outcomes: depression and 

stress, controlling for identified demographic variables. The results have implications for the further 

development of the BMSM Health Index to predict health outcomes among BMSM. 
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Paper 1: The Lived Experiences of Black Men Who Have Sex with Men in Washington, DC: 
Identifying Dimensions of Survival and Seroadaptation 
 
I. BACKGROUND 

The PhotoUStudy sought to deepen understanding of seroadaptation among Black men who 

have sex with men (BMSM‡). The term, seroadaptation, actually serves as an umbrella term for a set 

of interrelated biomedical and behavioral approaches geared to reducing sexual harm, with a specific 

focus on mitigating HIV infection and transmission.79,80,81,82, The term first gained traction at the 2008 

International AIDS Conference, and has evolved in its meaning and use over time.83,84 Though its 

operationalization has varied across studies, it often includes two core behaviors: 1) serosorting, selecting 

sex partners based on known or assumed HIV status, and 2) seropositioning, choosing positions during 

anal insertive sex to mitigate HIV exposure.85,86,87,88,89 Several research studies about seroadaptation 

among BMSM, 90,91 however, it is unclear whether the construct, as it is currently understood, is 

appropriate for use in research with this population. Nearly all of the studies defining seroadaptation 

are based on research with white MSM;92,93 several have noted that seroadaptation among BMSM most 

likely varies from that practiced by white MSM due to differences in their lived experiences.94,95 

Indeed, BMSM are more likely than other groups in the U.S. to experience childhoods marked by 

poverty, food insecurity, and housing instability, and enter adulthood with limited access to 

education, employment opportunities, and health care.96,97,98 BMSM, and Black transwomen in 

particular,99,100 are more likely than white MSM to report early sexual debut (often with older 

partners); emotional, physical, and sexual abuse at school and at home;101 and departure from home 

before age 18 due to their sexual orientation, gender identity and/or HIV status.102,103,104,105,106 Many 

BMSM have extensive, cyclical engagement with the legal system and police violence, starting in 

adolescence, that can introduce additional exposures to physical and sexual abuse, HIV, and other 

 
‡ African-American and Black refer to all persons who are of African descent living in the United States. MSM 
refers to all men identified as male at birth, including transwomen (men who identify as women), who have or desire 
sexual contact with other men and transwomen. 
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STIs.107,108,109 These factors limit access to health care, contributing to late HIV testing among 

BMSM and reducing chances among those who test positive for successful treatment and viral 

suppression. 110,111,112,113,114,115,116,117,118 BMSM with HIV are more likely than other HIV-positive 

MSM to experience frequent hospitalizations; HIV comorbidities; non-HIV-related medical events; 

and death from end-stage HIV infection within a year of diagnosis.119,120,121.122 

BMSM bear a disproportionate burden of HIV relative to other groups in the U.S. as a result of 

these conditions. Though they comprise less than 1% of the U.S. population, BMSM account for one-

fourth of all new HIV cases annually.123,124A 2015 Centers for Disease Control and Prevention 

(CDC) report estimated that BMSM have a 1 in 2 lifetime chance of HIV infection, compared to 1 in 

11 for white MSM.125 Young BMSM and Black transwomen are particularly vulnerable, with BMSM 

ages 13-34 representing 75% of all new HIV cases among BMSM, in 2017.126 Black transwomen in 

the same year accounted for more than one-half of new HIV cases among transwomen,127 a group 

that experiences rates of HIV diagnoses fourteen times that of biological women.128 As African-

Americans, BMSM are additionally vulnerable to HIV. Blacks comprise less than 14% of the total 

population, but lead all other racial and ethnic groups in HIV incidence, prevalence, and mortality.129 

In 2017, Blacks accounted for 43% of all new HIV cases,130 and represented approximately one-half 

of the 1.1 million people with HIV (PWH) nationwide.131 
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II. THEORIES OF INTERSECTIONALITY AND COLLECTIVE STIGMAS AMONG 
BMSM: ESTABLISHING A CONCEPTUAL MODEL OF BMSM HEALTH 
 

 We created a conceptual model for the PhotoUStudy,§132,133 which we called the BMSM 

Intersectional Identity Framework Over the Life Course (BMSM Framework). In this model, BMSM 

identity consists of four domains: race, sexual orientation, gender identity/presentation, and HIV 

risk/serostatus.134 The final domain, HIV risk/serostatus speaks to the high rate of HIV among 

BMSM, which informs how 1) BMSM engage with those around them (including sexual partners and 

health clinics), and 2) those around them perceive and treat BMSM. BMSM’s often multifaceted 

relationships can be understood as occurring at the self/individual; interpersonal (family, friends, and 

peers); community (schools, health and service providers); and societal (social norms and policies 

impacting African Americans, LGBTQIA+ persons, and PWH) levels.135 Individual actors can 

 
§ This framework draws on Urie Bronfenbrenner's Ecological Framework for Human Development, commonly 
referred to as the social ecological model, which proposes that individual development outcomes reflect engagement 
with determinants across multiple levels, including the intrapersonal, interpersonal, institutional, community, and 
policy levels. Also reflected is Nancy Krieger’s concept of embodiment, which aligns with the social ecological 
model, positing that bodies encompass and express the ecological circumstances and stresses experienced over their 
life course—their lived social, political, and economic inequities manifesting in disparate burdens of disease. As 
Krieger writes: “bodies tell stories about—and cannot be studied divorced from—the conditions of our existence; 
(2) bodies tell stories that often—but not always—match people's stated accounts; and (3) bodies tell stories that 
people cannot or will not tell, either because they are unable, forbidden, or choose not to tell.” These two theoretical 
lenses also align with the final theoretical construct informing this research: intersectional theory, which 
conceptualizes that individuals and communities reflect multiple identities—in this case Black, HIV+, and MSM—
and oppressions. 
 

Figure 1.1: BMSM Intersectional Identity Over the Life Course Framework 
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engage with BMSM on different levels, at any given time. These levels, in turn, interact with each 

other and serve as pathways, or social networks136 through which BMSM identity is informed by the 

bidirectional dissemination of 1) support/resources and 2) collective stigmas, over time. 

Support/resources can include instrumental support (money and transportation); psychosocial support 

(relationship advice); and medical support (accompanying someone to appointments, sharing health 

care information.137 Previous studies have shown an association between robust social networks and 

fewer barriers to HIV services and more optimal physical and mental health outcomes.138,139,140,141 

Social networks, however, also may encourage persons to engage in less desirable health behaviors, 

such as avoidance of care, drug use, and unprotected sex.142,143,144  

The impact of the support/resources accessed can be moderated by collective stigmas—inter-

related oppressions communicated to and experienced by BMSM. The most salient stigmas 

experienced by BMSM include racism; homophobia;145 and HIV stigma (prejudice directed toward 

and experienced by PWH).146,147 Among BMSM, these stigmas often are communicated and 

experienced simultaneously, and can create impediments to accessing health care and mobilizing 

seroadaptive behaviors. These factors are amplified among Black transwomen, who may wish to 

avoid transphobic treatment and abuse.148 These concerns are not unwarranted. Medical providers’ 

ambivalence in providing care to minority and LGBTQIA+ persons has been well established,149,150 

laying the foundation for mistrust of the health care establishment and fostering a sense of fatalism 

around death and disease.151,152,153,154,155,156,157   

 

III. STUDY RATIONALE  

Our study is guided by the overall research question: How do BMSM conceptualize and enact 

seroadaptation in the context of their lived experience? We hypothesize that:  

(i) the conceptualization and practice of seroadaptation among BMSM are influenced by 

their lived experiences, and;  
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(ii) this understanding may change over the life course of BMSM as their circumstances—

including access to resources and relationships with different levels of their social 

networks—evolve over time.  

To address these hypotheses, we conducted a qualitative study, called the PhotoUStudy, because of 

the unique opportunities provided by ethnographic-driven approaches in investigating the lived 

experiences and seroadaptive behaviors of BMSM. The few studies known to address seroadaptation 

among BMSM have leveraged secondary data and focus groups.158,159 The group dynamic of the 

latter can limit the depth of information shared by study participants, particularly in relation to 

sensitive subjects like sexual health. Two integrated, individual qualitative approaches were used to 

collect data from 36 BMSM: debriefing/ethnographic interviews and PhotoVoice—an 

anthropological approach that empowers individuals to report their lives using pictures, revealing 

information that “may be difficult to express with words alone.”160  

Washington, DC was selected for the study location, because of its large population of both 

African-Americans and MSM. Nearly one-half of the city’s more than 672,000 residents are non-

Hispanic Black,161 and approximately 10% identify as LGBTQIA+—more than twice the national 

average of 3.8%.162,163 The city also leads the country in HIV incidence and prevalence, with 

residents having a 1 in 13 lifetime risk of HIV infection.164 The primary author also leveraged her 16 

years of experience working with HIV organizations in Washington, DC to create productive 

partnerships that facilitated recruitment and follow up with participants.  

The District is divided into eight sections, known as wards; HIV cases in the District are 

concentrated in wards 4, 5, 7, and 8, as shown in Figure 1.2. These cases map onto those wards in 

DC that have the largest concentration of Black residents, highest rates of poverty, and the smallest 

number of medical providers and other amenities. Indeed, most of the city’s HIV care providers, 

marked with red boxes in Figure 1.2 and Figure 1.4, are concentrated in wards 1, 2, and 6 where 

primarily white MSM live and work, shown in Figure 3. Few HIV clinics are located in wards 7 and 
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8, which bears a disproportionate burden of poverty (see Figure 1.3), and HIV incidence and 

prevalence (see Figure 1.2).  



 

 17  
 

 

 

 

 

 

 

 

 

Figure 1.2: Washington, DC—Number of Persons 
Newly Diagnosed with HIV, 2013-2017 
 
Washington, DC is comprised of eight wards. The 
darker purple color corresponds with higher HIV 
incidence. Most cases are concentrated in Wards 
4, 5, 7, and 8. These wards have the largest 
number of Black residents and the highest rates of 
poverty, yet the lowest number of service 
providers. The dots correspond with HIV service 
clinics in the DC Metro Area: 
 
- Blue Markers: HIV Testing Sites  
- Black Markers: Pre-Exposure Prophylaxis 
(PrEP) services 
- Red Markers: Ryan White HIV/AIDS Medical 
Care providers (HIV primary care) 
- Green Markers: Housing Opportunities for 
Persons with AIDS (HOPWA)  
 
Map adapted from AIDSVu.org simulator. 
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Figure 1.3: Washington, DC—Percentage of 
Population Living in Poverty 
 
Low socioeconomic status is heavily associated 
with higher HIV incidence, both of which are 
heavily concentrated in Wards 7 and 8. These are 
historically African-American parts of 
Washington, DC. It also has the highest number 
of new HIV cases and the largest percentage of 
persons living in poverty.  
 
Map adapted from AIDSVu.org data simulator. 
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 Figure 1.4: Washington, DC—Number of White 

Persons Newly Diagnosed with HIV, 2013-2017 
 
There are far fewer new HIV cases among white 
persons in Washington, DC. Most of these are in 
areas of the city with far fewer African-
Americans. Note that most of these Ryan White 
HIV primary care providers, indicated with red 
boxes, are located in and around Ward 1, where 
primarily white PWH live.  
 
Map adapted from AIDSVu.org data simulator. 
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IV. METHODS 

Institutional Review Board (IRB) approval for this study took several months to complete, and 

involved compliance with Level 4 data security standards protocols. Level 4 (out of 5) protocols are 

stipulated for data considered by the IRB to be “very sensitive”, and require all devices and online 

data storage mechanisms to be password protected and encrypted. Data collection for the 

PhotoUStudy was divided into three distinct phases: Sampling and Recruitment; Data Collection; and 

Data Analysis.  

 

4a. PHASE I: SAMPLING AND RECRUITMENT  

Recruitment was conducted using maximum variation sampling, a purposive-stratified criteria-

based sampling strategy that ensures the broadest range of perspectives from a population.165 

Eligibility was limited to those who: identified as Black/African-American; born biologically male; 

at least 18 years of age or older; resided and/or accessed HIV and/or health services in Washington, 

DC within the past two years; and had or wanted to have sexual contact with other men and/or 

transwomen.  

The PhotoUStudy was branded with a blue color scheme and logo that unified its promotions and 

engendered recognition among potential and current participants. The IRB-approved flyer was 

distributed through online media, including the study’s website and social media channels 

(Facebook, Twitter, and Instagram). It also was printed in the local African-American newspaper and 

posted in service agencies and social spaces frequented by BMSM (Attachment 1.1). The study 

worked closely with two BMSM-serving organizations: HIPS (Helping Individual Prostitutes 

Survive), a drop-in day shelter that serves older Black LGBTQIA+ persons, located in the District’s 

H Street corridor (Ward 6), and Casa Ruby, the only DC agency exclusively targeting Black and 

Latino LGBTQIA+ youth (Ward 1). Both agencies helped promote the study and provided space for 
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interviews.** A national HIV organization located in Washington, DC, HealthHIV, provided 

additional meeting space.  

All promotional materials provided a link to a brief online Eligibility Screening Survey, which 

was created and administered through the online database management program, Research Electronic 

Data Capture (REDCap) (Attachment 1.2). Ultimately, 83 people completed the screening survey; 40 

people qualified for the study and 36 people participated.  

 

4b. PHASE 2: DATA COLLECTION  

Those who qualified for the study were invited for a 20-minute recruitment interview, during which 

they were given a study information sheet (Attachment 1.3); completed a consent form (Attachment 

1.4); and assigned a preprogrammed mobile phone. To upload the pictures, participants tapped on 

one of five PhotoStudy apps installed on their phone’s home screen (named Day 1, Day 2, and so 

on), which directed them to an online REDCap form with the same name. The phones were equipped 

with a 30-day cellular plan and a unique Gmail address, enabling participants to contact the study and 

upload their images regardless of Internet access. Participants received hands-on training on how to 

use their assigned phone and received the first installment ($25.00) of their $100.00 incentive, and 

completed a brief demographic survey. The process prepared them to engage in data collection, 

which started with a five-day PhotoVoice activity, followed by a final debriefing/ethnographic 

interview. 

 

i) PhotoVoice 

The study’s PhotoVoice exercise lasted for five straight days, starting the day after the enrollment 

interview. Guided by ecological momentary assessment (EMA), which requires study participants to 

 
** Donations were made to HIPS and Casa Ruby for their time.  
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respond to stimuli in a specific time period,166 PhotoVoice prompts (labeled as Day 1, Day 2, and so 

on) were sent out daily by 10:00 am and had to be fulfilled that day, by 5:00 p.m. The prompts were 

grounded in the BMSM Intersectional Identity Framework, and were intended to help participants 

think about their current living situation, support systems, and health care access (Attachment 1.5). 

Prompts were distributed using e-mail-to-SMS messaging, which allowed the investigator to securely 

contact participants from a computer.  

 

ii) Debriefing/Ethnographic Interviews 

The PhotoVoice activity helped build a strong foundation for the debriefing/ethnographic 

interviews, which were conducted as soon as possible after the conclusion of the PhotoVoice activity. 

Interviews occurred in private settings at the partner venues or in the participants’ homes, as 

requested, and were recorded with permission on an Olympus DS-7000 Digital Recorder, which 

features both password protection and file encryption. Each interview lasted approximately 1 to 3 

hours. Interviews began with participants recounting their overall study experience, which provided 

insight into how they interpreted the questions, and highlighted any technical issues with the photo 

submission process.  

Discussions about the meaning of each picture in relation to the study prompts followed, framed 

by a semi-structured interview guide (Attachment 1.6). The guide was grounded in the BMSM 

Intersectional Identity Framework and memorized prior to the first debriefing to give the interviews a 

conversational feel. Participant names were avoided during the interviews to further ensure privacy. 

At the conclusion of the interview, the final installment of the incentive was distributed. Participants 

were given the choice to keep their study phones for personal use; returned phones were erased and 

reformatted for use by other participants.  
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4c. PHASE 3: DATA ANALYSIS  

Immersion/crystallization (IC), an iterative process of engagement or “uncovering” of themes, 

was used to analyze the data.167 Guided by the BMSM Framework, IC began with the literature 

review and continued through development of the PhotoVoice prompts and the 

debriefing/ethnographic interview guide; collection of the data; and review of the photograph 

submissions and interview transcripts. Preliminary topical categories, based on the literature and 

theoretical framework, helped guide the IC process, including those related to participants’ social 

networks (interpersonal, community, and societal); formative and current living situations; 

experiences with collective stigmas (racism, homophobia, and HIV stigma); health services 

engagement and uptake; and understanding and mobilization of seroadaptive behaviors. Additional 

organizational categories were added as the IC process progressed.  

Due to the wealth of data generated, transcripts and pictures were uploaded into the qualitative 

software system, NVivo, through which illustrative quotes and details were coded. The quotes, along 

with interviewer reflections, were captured in a single Word document as well. After the data was 

organized and tagged, NVivo code reports were read. These, along with the Word document, were 

reviewed multiple times, allowing the team to “sift, prioritize, and form the interdependent texts and 

investigations into a whole”.168 Once completed, the data were reviewed once more and interpreted.  

 
V. RESULTS 

5a. PARTICIPANT CHARACTERISTICS 

The 36 BMSM enrolled in the PhotoUStudy spanned four age groups: 12 young BMSM (18-29); 

10 middle age BMSM (30-44); 8 older BMSM (45-59); and 6 legendary BMSM (60+).†† Participants 

 
†† The final age category name was taken from participants who described themselves and others as legendary. The 
term often refers to long-term HIV survivors who provide leadership in the BMSM community. One legendary 
participant explained, “anywhere legendary gays go, somebody is going to say, ‘I've seen you before,’; talking 
about me because I've been everywhere.”      
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reported diverse sexual orientations and gender identities (See Table 1.1.) Among the participants, 24 

identified as gay/homosexual or same gender loving; bisexual; and/or pansexual. The cohort included 

11 transwomen, several of whom identified as straight women. A majority were single, with nearly 

one-third describing themselves as homeless or unstably housed (living with relatives). An additional 

fifteen BMSM described themselves as “living alone,” though several of these participants noted in 

their interviews that they meant to communicate that they lived on their own in shelters or with 

friends. Seven older BMSM had raised or were raising biological and/or adopted children, while 

another 11 participants described being mentors/fictive-kin parents to young BMSM.  

Though nearly all of the participants had at least a high school diploma or equivalent (with over 

one-half having attended at least some college or trade school), most were unemployed. Over one-

half subsisted on incomes of $5,000 or less per year, and two-thirds reported not having enough 

money to cover expenses during the past six months. All but 6 participants in the study were HIV 

positive, only one of whom was over the age of 30. 
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Table 1.1: Sociodemographic Characteristics of PhotoUStudy Study Participants 
Baseline Characteristics N=36 % 

Gender 
  

Man 25 70 
Transwoman 10 28 
Woman 1 3    
Race 

  

African-American/Black 36 100 
American Indian/Alaska Native 2 6 
Other 2 6    
Hispanic 

  

Yes 1 3 
No 35 97    
Age 

  

Young: 18-29 12 33 
Middle: 30-44 10 28 
Older: 44-60 8 22 
Legendary: 61+ 6 17    
Sexual Orientation 

  

Gay/Homosexual 22 61 
Bisexual 6 17 
Same Gender Loving 2 6 
Straight/Heterosexual 4 11 
Pansexual 1 3 
Do not know 1 3    
Marital Status 

  

Single 25 72 
Divorced/widowed 2 6 
Live with primary partner 7 19 
Have primary partner, live apart 2 6    
Housing Status 

  

Live alone 15 42 
Live with partner (w/ or w/o children) 5 14 
Live with roommate(s) (not partner) 4 11 
Live with relatives 3 8 
Live with community members (e.g. a House) 1 3 
I do not have a stable home.  8 22    
Household Income 

  

<$5,000 21 58 
$5,000-9,999 5 14 
$10,000-19,999 4 11 
$20,000-39,999 4 11 
≥$40,000+ 2 3    
Number of People Supported by Income 

  

1 person 31 86 
2 persons 4 11 
4 or more persons 1 3    
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Table 1.1 (Continued) 
Did you income ever fail to cover expenses?  

  
 

No 11 31 
Yes 25 69 

 
Had Children 

  

Biological/Foster 7 19 
Mentoring-only 11 31 
None 18 50    
HIV Status 

  

HIV-negative 6 17 
HIV-positive 30 83    
Highest Level of Education 

  

Some High School or Less 5 14 
High School/Equivalent 12 33 
Some College/2-Year Degree/Trade School 11 31 
Vocational/Trade/Technical School 4 11 
College Degree or Higher 4 11    
Health Insurance 

  

Yes 30 83 
No 6 17 
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Table 1.2: Themes of Formative Experiences: Impact of Childhood and Early Adult Experiences 
on BMSM Life Course and Practice of Seroadaptation 
 
Coming Out and Familial 
Support 

Recollections of LGBTQIA+ identity and its impact on 
interpersonal relationships. 

Homophobia and Sexual 
Abuse  

Initial manifestations of abuse related to sex orientation and 
gender identity.  

Impact on Education  Disruption of education by school officials and early home 
departure.  

Gang Membership  Introduction to gang-led economy and life.  
Sex Work and Substance 
Use 

Interrelationship of survival sex, solicitation, and substance use 
disorders.  

Engagement with Legal 
System 

Start of life-long interaction with the legal system, including 
police violence and incarceration.  

Housing Instability Unstably housed participants often came from homeless and 
unstably housed families.  

HIV: Stigma and Trauma Vulnerable BMSM at high risk for HIV and associated stigma 
and trauma.  
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Table 1.3: Themes of Seroadaptation: Ideal Components of Sexual Harm Reduction* 
 
Creating Family Sexual harm reduction begins with a strong, supportive foundation 

that includes close biological family, guardians, and gay family. 
Mentors  Mentors show young BMSM how to navigate life and live as a 

LGBTQIA+ person.  
Physical Safety Refers to the importance of physical preservation at all times.  
Housing: A Space of 
One’s Own 

A physical extension of physical safety that helps ensure sexual 
safety and treatment adherence.  

Treatment Adherence: 
Take Your Medicine 

Being treatment adherent includes taking one’s medication, 
including those prescribed and others that assist in the process.  

Keep a Clear Head Sexual harm reduction demands avoidance of disorienting 
substances and alcohol.   

Be Spiritual Having a connection to one’s spirituality helps one find clarity and 
community.  

Engage Your Passion Finding an outlet that demonstrates one’s creativity and stability.  

Know Your Partner The more one knows a sexual partner, the safer one can be during 
sexual encounters.  

100% Condom Use, 
Papers, and Alternative 
Sexual Practices 

Sexual harm reduction demanded condom use. It was best 
combined with knowing the status of a partner (seeing his/her 
“paper”) and engaging in alternative sexual practices, as needed.  

 
* Note that biomedical approaches to HIV prevention (PrEP and U=U), as well as serosorting    
  and seropositioning, are not listed. 
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5b. FORMATIVE EXPERIENCES  

i) Coming Out and Familial Support 

Participants’ understanding and practice of seroadaptation were reported to be heavily informed 

by their formative experiences in childhood and adulthood (See Table 1.2). With few exceptions, 

participants believed that their families and respective communities knew of their same-sex attraction 

and/or transgender identity. A transwoman in her mid-50s shared, “I didn't hide anything. I don't 

know nothing about hiding from my parents or sneaking around. When I came out, [they were] just 

‘Ah, okay.’” Another gay man in his 30s explained, “I didn't have to tell my parents that I was gay or 

anything like that because my parents they were seeing it when I was little.” Some participants said 

they might have signaled their identity by “acting stereotypically gay” as children. “I never did like 

boy things, like play football, basketball,” explained a transwoman in her 40s. “I never hung with 

boys. I used to go out, grab my makeup. My grandmother used to be like, ‘Why do you always gotta 

wear these [women’s] short shorts?’”  

Most participants said they had had close LGBTQIA+ family members. A gay man in his mid-

20s shared: “My parents always figured that I was gay. My sister is gay … my father is bisexual.” 

These LGBTQIA+ family members sometimes stepped in to help participants navigate puberty. A 

transwoman in her early 40s shared how her thirteen transgender family members helped her 

celebrate her 14th birthday as a rite of “gender passage”—taking her to obtain a fake driver’s license 

and then attend her first club. The experience imbued her with a sense of camaraderie and self-

acceptance: “They got me dressed up—everybody was at one person’s house and got [ready], doing 

hair and makeup, and helping each other!” Even in families with fraught interpersonal relationships, 

participants often found non-judgmental support from at least one family member—often their 

mother, grandmother, or aunt—who gave them strength to express their sexual and gender 

difference. “My mother never ever made me feel weird or wrong. She's always been there to have 

my back and protect me and take care of me. She's always done a really good job of that.” 



 

 30 

ii) Homophobia and Sexual Abuse  

Participants who grew up in strict, religious households and/or neighborhoods with high rates of 

gang violence and poverty often navigated more precarious circumstances with their respective 

families and communities. In families and communities under stress, participants said their gender 

and sexual difference were sometimes construed as weakness, encouraging BMSM without a safe 

space to “hide”. One transwoman in her late 50s explained that being gay and/or transgender violated 

the social norms in underserved Washington, DC neighborhoods like hers: “We are talking about the 

‘hood and you know there's rules in the ‘hood. If you’re [a boy and] hang with girls, you're gay. 

You're a faggot and a faggot is this [miming a target for bullies].” Some participants remembered 

trying to “hide” their difference by acting hyper-masculine. A transwoman in her early 20s recalled: 

 

 I was so flamboyant, but I hid it. I talked in a deeper voice. I 

walked a different way. I didn't have this mannerism I have now. 

I sat in a certain way, because I felt like sitting a certain way 

was going to be noticeable. I made sure I talked with a whisper 

so I can keep my voice deep. I just went to the extremes.  

 

Being unable to hide could have life-long consequences. One 

transwoman in her 60s recounted how her brothers raped her 

repeatedly throughout childhood because of her non-binary appearance:  

 

That had profound [impact] in my life. I know it was part of [the reason why later] I was doing 

drugs and stuff. My brothers may never apologize, because they don't want to admit that they did 

something wrong. I would be lying if I say I don't sit around and think about it; because it's a 

Figure 1.5: An older participant 
poses for a family portrait with his 
mother. 
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part of me. I didn't tell anyone until I was 30-something years old. My grandmother told me, 

‘Sometimes, family do you worser [sic] than a stranger in a street will.’ She said, ‘You love your 

brothers because that's your blood. Just be careful that you don't let them run over you, use you.’ 

 

Some participants recalled their parents responding to their sexual orientation and gender identity 

with a mixture of anger and fear. A gay man in his 50s recalled his mother’s reaction when he told 

her, at age 8, that he liked boys:  

 

She was like, ‘No, no, don’t say that. [Don’t tell] your father, don’t say that. Just tell me, okay?’ 

Then, it wasn’t long after that I said to her, ‘Mom, remember that boy I told you I liked? He 

keeps following me and touching me.’ She was like, ‘Touching you where?’ I’d be like, ‘He’d be 

touching my butt, sometimes. I’d tell him to stop and he said, You know you like it.’ He’s only 

eight years old and he could tell. My mother, she’s always saying, ‘Don’t encourage him.’ It 

wasn't long until my father knew … and he was like, ‘Come here. You’re going to beat that boy to 

a pulp. You don’t be a little faggot,’ and I was like, ‘I’m not a fag.’  

 

Participants, like the man in Figure 1.5, said their parents feared for their safety from bullies, as well 

as sexual predators. Several BMSM interviewed recalled being molested by neighbors and distant 

relatives. A participant in his 50s recalled his first sexual encounter was with a pedophile who lived 

in his neighborhood and later “messed with somebody else younger than me. That boy's mother came 

in, shot him in the head. It was very traumatic for everyone.” 

 The few participants in the study from more secure financial backgrounds faced less violence at 

home and school, but x were less “out” to their families and friends. One man in his early 20s told 

only his friends he was gay, saying “I’ve accepted that I'm different, and that I'm attracted to guys 

[but] that challenges my parents’ traditions. I've separated from them a little; but they are still my 
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family and I still love them.” Another participant in his late 20s decided to tell his parents by wearing 

a "I'm a bisexual, second class citizen" sticker home from a Gay Pride event. His father reacted 

negatively, waking him at 4:00 am every day for weeks, saying “‘You got to stop that gay stuff.’ [He 

feared] me getting sick. I always promised him that I will protect myself and stay as healthy as 

possible. He didn't want me to end up like his brother [who died of HIV]. I promised him I would 

take care of myself and stay healthy and make smart choices.” 

Another participant who experienced a similarly negative coming out experience said he would 

have preferred his family to respond with understanding: “I would have liked [to hear], ‘It don't 

matter. You're still my son. I'm going to love you for who you are. I want to love you for who 

you want to be. I'm going to support you.’”  

 

iii) Impact on Education  

Participants said that early responses to their sexual orientation and/or gender identity had direct 

impacts on their access to education. Many experienced bullying related to their sexual orientation 

and gender identity. One gay man in his early 40s submitted a picture of his elementary school, 

which could be seen from his mother’s kitchen (see Figures 1.6 to 1.7), to share how he recalled 

being shifted from his pre-kindergarten class to a program for mentally ill children, because he failed 

to “act like a boy” during playtime:  

 

I used to go put on all those girl clothes and the wigs, and my teacher just pulled that, ‘No you 

can’t wear that, you have to wear these [miming boy clothes].’ I was, like, ‘I don’t want to wear 

them; I want to wear [girls’] clothes. All the teachers got together and told my mother I had a 

little mental problem … that I was wearing women’s clothes. ‘He's a boy, so you have to put him 
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somewhere else, where he can get help.’  

 

Though not cognitively delayed, he was placed in special education classes, and eventually dropped 

out of school because of the inappropriate academic tracking. He also wanted to escape the bullying 

he experienced regularly from both teachers and peers for being gay and in special education. Other 

participants from each age group said they left high school after one or both of their parents died—

often from violence or HIV—and ended up living with relatives and guardians who stigmatized their 

sexuality and/or gender identity.  

The small number of participants from more stable economic backgrounds also experienced 

homophobic bullying, mostly in academic settings. One gay man who attended seminary was nearly 

expelled after being caught kissing his boyfriend. To graduate, he had to appear before a tribunal of 

nearly all white administrators and present a plan he created with a therapist on “what he can do to 

not be gay”.  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.6: A picture of an elementary 
school in Washington, DC. 

Figure 1.7: A participant points at a school 
seen from his mother's kitchen window. 
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iv) Gang Membership  

Participants across all ages reported current or previous gang membership as a means to 

survive.‡‡ The gangs served as families and employers, with most participants joining in their early 

teens after running way from often dysfunctional living situations. One man in his 30s shared several 

pictures of himself performing or “throwing” gang signs to communicate the ongoing impact of gang 

membership on his life (Figure 1.9). He talked about being kicked out of his group home at age 11 

and being approached by a member of the Bloods who gave him $500 and then “took me under the 

wing and taught me the ‘game’.”  

The “game” primarily involved selling drugs and guns while fighting off rival groups. One 

transwoman in her 40s was taken in by a gang leader at age 14, living in her gang’s headquarters (or 

trap house) until age 18, where she learned how to “cut coke, how to bag it, how to sell it, how to 

break it down, do the guns, clean them.” Participants treated their gang work as a job that they 

balanced with the other demands in their lives—taking care of extended family, attending school 

parent-teacher conferences, and so on. The dangers gang work presented, however, encouraged early 

retirement. One participant in his early 20s shared a picture of friends poking fun at his previous 

gang involved by showing gang signs. He said that coming to the District saved his life, helping him 

find “friends who became family” (See Figure 1.15.) and leave the gang life behind.  

Another gay man shared a picture of a trap house that he could see from his apartment (Figure 

1.8), because he wanted to talk about the danger it presented to him and his partner. He had 

previously engaged in gang activity in the mid-West to make “fast money”, until he was nearly killed 

in a robbery. Men he knew attacked him, “slapping me with a pistol on my head. I fought them off … 

I realized [gang life] wasn't for me.” After moving to Washington, DC, he attempted to sell drugs 

 
‡‡ The gang, called CheckIt, evolved into a nonprofit organization that offers, in partnership with Damien Ministries, 
HIV testing, a food bank and counseling to vulnerable LGBTQIA+ persons. 
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selling marijuana once again to a few clients from his apartment. However, the local gang controlling 

gun sales in the area learned of his operation, and told him, at gun point, to stop.  

 

v) Sex Work and Substance Use 

Most of the gay men and transwomen in the study engaged in sex work at some point in their 

lives. Employment could be difficult to obtain, due to their limited educational attainment and/or the 

discrimination they often faced related to their sexual orientation or gender presentation. The need to 

procure resources was of great concern for many in the study, as communicated in photographs like 

Figure 1.10. Sex work, like gang activity, offered participants freedom from the constraints of social 

norms and violence at home; however, it also increased their exposure to possible assault and HIV 

and/or STI 

infections. 

Participants 

defined sex 

work in 

primarily two 

ways. The first 

involved long 

and short term 

survival 

arrangements 

(sometimes referred to as tricking or gifting), in which often younger gay men exchange friendship 

and/or sexual favors with older men they meet for money, gifts, drugs, and/or a place to stay. 

Participants experiencing particularly high financial and housing stress may turn to more traditional 

Figure 1.8: Trap house located on the 
same block as one participating couple's 
Section 8 apartment. A man sits guard on 
the front lawn. 

Figure 1.9: This participant demonstrated 
gang signs used to signal membership. 
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solicitation, in which sexual favors are sold through in person or online transactions for money to 

customers.  

Survival sex and solicitation both have their risks. Participants noted that younger gay men and 

transwomen dependent on older partners for support 

can struggle to survive once they are cut off or age 

out of support. There is also concern about dealing 

with violent partners and “trade”—masculine men 

who “like girls, but also mess with transwomen or 

femme [feminine] boys on the low [in secret].” While 

“dating” trade men was considered desirable, 

participants said it placed them at risk for dramatic 

and possibly violent confrontations with betrayed 

girlfriends or wives.  

More often, participants engaged in solicitation, 

either online and/or in areas of the city called The 

Stroll.§§ The activity was considered dangerous, but 

validating. One transwoman in her 30s explained “feeling hooked” on The Stroll after her first 

encounter:  

A friend of mine and I were walking [to the store] and this guy asked me, ‘Hey, can I talk to you 

for a minute, Beautiful?’ We walk over to the car and the man pays me $200. I give him a 

blowjob. It was over so fast. Then he was like, ‘I got $200. Can you do it again?’ [I was] 17 

 
§§ The Stroll ran the length of K Street in Washington, DC until the late 1990s. During that time, The Stroll 
overlapped with minority-run and serving LGBTQIA+-businesses, creating a synergy between survival sex and 
solicitation. BMSM who failed to find a date at the gay bars and adult bookstores could find a client who could pay 
for or provide a place to stay. Today, gentrification has broken up The Stroll into smaller, unconnected areas around 
the city. 

Figure 1.10: A young gay man shows what he 
needs to "get by". 
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years old with $400 in my hand. The next weekend, me and my girlfriend went out sniffing and 

we found The Stroll. It was just so exciting to see all the transgender women. All of them looked 

like women. I was like, ‘Wow.’ I was amazed. All the women out walking down the street in heels 

and dresses, all the cars. It was just a hustle and bustle in the street.  

 

The money and camaraderie of solicitation never obfuscated its dangers. Participants described being 

attacked, raped, and kidnapped by customers and even police officers. Many engaged in substance 

use to deal with the work, which in turn often led to an addiction that the sex work helped support. 

As one participant said, “I'm so desensitized from working The Stroll. I'm so grateful to be alive; that 

I was able to live through it.”  

 

vi) Engagement with Legal System 

Most participants, and particularly those who had been gang members, sex workers, and/or 

substance users, had significant experience with the legal system, often dating to their childhood. 

Several had served significant jail time. For instance, one bisexual man in his late 30s had spent most 

of his adulthood in prison for gang-related crimes and barely knew his child. A gay man in his 40s 

talked about leaving school at age 16 to join his family’s drug running business and was 

subsequently arrested 13 times in one month. Most participants, however, were repeatedly fined, 

arrested, and traumatized by police skirmishes over small issues—arguing with other residents at 

local shelters or jumping a turnstile in a train station. One gay man in his late 20s disappeared for 

several weeks during the study after spending a month in jail for failing to pay a two-dollar bus fare. 

Another gay man in his early 30s, the only participant to have a primarily white social and romantic 

circle, had recently fallen out with his friends. He had declined join them in a fight against police 

officers who had shown up at local gay bar to harass patrons. He said he was not surprised by his 
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friends’ anger, but felt it was necessary to avoid confrontation; a tall, powerfully built man, he feared 

the police would target him for brutality and perhaps kill him in the event of an altercation.  

Lock up did have some benefits, offering those incarcerated a place to access help to address 

their homelessness, drug addiction, and HIV treatment prior to release. Many participants who served 

longer sentences completed their GED and other vocational training, as well as developed close 

bonds with inmates who became friends upon their release. The costs of incarceration were immense, 

however. Participants reported seeing violence in both prisons and jails, with one person recently 

released from jail saying he witnessed the murder of another inmate. Another gay man in his 50s 

shared that his long term boyfriend had been stabbed while serving time in prison.  

Leveraging the training acquired in prison and jail after release poses its own challenges. 

Employers often will not hire persons with extensive police records. Constant arrest also can interfere 

with finding and keeping a job. As one gay man in late 20s explained; “If you get arrested a few 

times, you’re in court literally every week. It is ridiculous. If you’ve got a job, it affects that. If you 

don't or if you're trying to get a job, it affects that. [When I went to jail,] I had had interviews and 

bartender school lined up. My phone got turned off.”  
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vii) Housing Instability 

Nearly all participants cited lack of access to stable housing as a major concern, indicating it was a 

driving factor for participation in gang activity and sex work. These participants talked at length 

about the challenges of the District’s low income housing program (called Section 8); several had 

lived for years in housing shelters, often with limited privacy, while waiting for a place to become 

available (see Figure 1.11). Participants talked about 

watching out for themselves and other BMSM in shelters, 

where residents and staff can be openly homophobic and 

transphobic. Openly gay men and transwomen often had to 

fight off physical violence and sexual assault, and several 

had been arrested for protecting themselves.  

As one gay man in his 50s explained, “I don't start 

trouble or none of that, but when it get started, I can really 

get messy, and I can get violent too. I don't like to do that. I 

like to give warnings out first because they will try to take 

advantage of you. Yes, the boys will try you.” The shelters’ 

transportation vans, which dropped residents at service 

providers throughout Washington, DC, did not stop at LGBTQIA+ organizations. LGBTQIA+ 

persons using these shelters had to find their own way to organizations that addressed their needs.  

 

viii) HIV: Stigma and Trauma  

As noted previously, most BMSM in the study had HIV, with the majority of older and legendary 

BMSM having lived with the virus since their late teens and early twenties. Participants from this age 

group recalled the blunt and traumatizing ways they learned about their status, often from medical 

providers who had limited knowledge of the virus themselves. For example, one transwoman in her 

Figure 1.11: Taken at a men's shelter in 
Washington, DC. Participants noted that 
people in the shelter system can languish 
for years due to substance use disorders 
and unaddressed mental health issues. 
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60s recalled being in the hospital after a car accident in her 20s. Her “doctor came in and said, ‘You 

got AIDS,’ and turned and walked out. That's all he said to me, I’ll never forget it. I was so paranoid 

when I got out of the hospital. I stayed in the house for like six months. I was scared that when I went 

outside, everybody knew I was HIV.” 

Middle age, older, and legendary BMSM all recalled the HIV stigma they faced from friends and 

family. One gender fluid gay man in his late 50s said HIV stigma had improved since the early 

1990s—the “torch and pitchfork days”—but was still of concern: 

 

A lot of people [are] still very ignorant about HIV. Don't want to drink out the same cup as 

people with HIV drink out of. ‘What do you mean throw that spoon away that I just used?’ I've 

seen that firsthand and I still hear people say, ‘He might give [HIV] to me, I'm going kill him off 

for it.’ What? [Having HIV is] not that bad. Thirty years ago? Maybe you want to kill somebody 

if you contracted it. Today, all you have to do is go to your doctor. We got everything. You don't 

need insurance. We'll get that for you. You know what I'm saying? 

 

Many of the PWH in the older and legendary age groups had extensive health concerns, the bulk of 

which were associated with long-term HIV infection. They recounted finding out their status late in 

their infections, when effective treatment was not available. The trauma associated with the HIV 

mortality of the 1980s and 1990s has scared them—and encourages them to stay in treatment and 

encourage others to do the same. As one gay man in his early 50s explained: 

 

As gay men, we know what HIV is. It was blamed on us at one time. We've educated ourselves, 

most of us; whether we take our own advice or use the knowledge that we have is another 

subject. But we know, and we are good for getting the word out. [There used to be a] fear of 

unprotected sex … Today, I don't think people are as afraid of contracting because they have not 
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seen the devastation that HIV has done per se … Can you imagine going to 15 to 30 funerals a 

month, week after week? Two or three a week?  

 

Nearly all middle-age BMSM in the study were HIV 

positive as well, with several recently starting treatment 

after learning about their status. Unlike their older 

counterparts, these BMSM seemed surprised or 

confused about their HIV status, even though they knew 

that HIV was prevalent among BMSM. Several 

participants were in a relationship with the person they 

believed to have infected them, which had caused some 

tension. One couple, a transwoman and bisexual man in 

their 30s, separated during the study. The man explained 

that he had grown to resent their dependence on her sex 

work to survive. He also said he was angry about recently testing positive for HIV:  

 

I used to pride myself in getting tested [for HIV] every six months. I'd get checked and then you'd 

get a card [stating you were negative]. I ain't never had a problem with no type of diseases. I 

ain't never had one, I had nothing. I was proud of that and that's what hurt me the most, because 

I let my guard down one second and it just hurt me. I [said I] didn't blame [my partner], but I did 

… I'd get mad at her and say ‘How you think you could just walk out on me when you just did 

that to me [gave me HIV]? You fucked my life up. Who's going to want to be with me now?’ It's a 

lot. 

 

Figure 1.12: Protecting one's LGBTQIA+ 
family was a major concern of participants. 
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The young BMSM in the study were more likely to be HIV negative; however, they talked about 

being ignorant of HIV prevention practices until someone older had pointed out the risks of 

unprotected sex.   

 

5c. SEROADAPTATION AMONG BMSM  

BMSM’s conceptualization and practice of seroadaptation drew heavily on their lived 

experiences. While not identical among all participants, specific themes emerged, all of which 

centered around physical and emotional safety (See Table 1.3).  

 

i) Creating Family 

 Participants talked about the importance of one’s “play” or “gay” family—composed primarily 

of unrelated BMSM who offer a range of support—in learning about and practicing seroadaptation 

approaches (See Figure 1.12). Participants explained that gay family members understand each 

other’s lives in ways that non-BMSM, including biological family and friends, cannot. This support 

comes in multiple forms, including informational (providing 

information on health matters, such as new HIV drugs); 

emotional (talking through problems); instrumental (lending 

cash); and so on. For instance, participants talked about how 

gay family work together to navigate the District’s 

labyrinthine support service system, or just support each 

other during down time. This is particularly important for 

those living in group homes and shelters, where there may be 

few other BMSM. One gay man shared a picture of himself 

playing a game with a friend in their shelter community to Figure 1.13: Playing a card game at a 
shelter. 
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show to symbolize his reputation for having a good sense of humor and making others feel at ease 

(See Figure 1.13).  

Participants often talked about sharing information 

about the best service providers and new opportunities 

to make money, as well as keeping each other company 

during travel to different offices around the city. They 

also helped each other with the voluminous paperwork 

required to apply for identification cards, benefits, and 

public housing. As one participant explained:  

 

When you're battling life alone, it gets cold and it gets 

lonely. I don't care what anybody says, somebody 

always needs somebody to talk to, always. Even if it's 

just to talk and get it off you, everybody needs 

somebody. When you don't have that and then the people that is around you, you don't even know 

if you can trust them, then what do you do? You act out, 

because you're crying out for help.  

 

Most BMSM talked at length about modeling to other 

BMSM their age how to navigate the world and live a 

good life after “hitting bottom”:  

 

The street lifestyle, the drug lifestyle, being homeless. 

We've all been there. It's the drug addiction, rehabilitation 

cycle. We help each other. I network a lot. If I have 

Figure 1.14: A participant and her mentor 
dressed for a night out.  

Figure 1.15: A participant and his new 
family. 
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resources, I take it back to the house [a group home for recovering addicts]. I've lived a good 

life before, so I know that you can have fun and be sober. Today, me and him [referring to a 

younger BMSM who accompanied him to the interview site] will get together and I’ll help him 

out, because he don't have anybody else doing that for him. He needs to get a haircut, I'm going 

to take him to my barber. As you see, he don't know how to get here, so I told him how to get 

here. I tell him how to get around. It's going to help him out. 

 

A nonbinary person in the study in his late 50s echoed this sentiment, stressing the importance of 

expressing compassion to others experiencing difficulty during tough times:  

 

Food stamps, homeless shelters, soup lines, clothing lines. I've been there. I've done that. It's what we 

have to do to stay afloat. You ain't got it. Don't give up. It's going to come and be patient and find 

you a God …[Find] someone you can turn to. Take this number to call me. Most feelings are just 

that—a feeling—and in a matter of minutes, you're going to be feeling some totally different way. It'll 

pass. 
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With notable exceptions, participants talked at length about how their families’ love for them 

sometimes stopped short of full acceptance of them as an LGBTQIA+ person and/or a PWH. These 

networks provided a buttress against homophobia, HIV stigma, and racism. For example, going to 

doctor’s appointments together—and sometimes sitting in the room with a friend—meant not feeling 

stigmatized or being denied care for being gay or HIV positive. The group dynamic also protected 

BMSM from interpersonal racism, which was 

primarily reported by BMSM who dated white men 

and/or moved into predominantly white 

neighborhoods.  

Middle Age, older, and legendary BMSM recalled 

having more opportunities to create and sustain social 

networks when coming of age than their young 

BMSM. Several shared pictures of former BMSM 

meeting places, and snapshots of events taken one of 

the few BMSM bars still in the District (see Figure 

1.16). BMSM-serving venues (bars and clubs), 

coupled with parks and specific corners on The Stroll 

used to serve as an interconnected network of meeting 

places for all BMSM. Over the past two decades, gentrification, which refers to systematic 

investment in underdeveloped urban areas, along with changes in zoning laws, forced the closure 

and/or destruction of many of these areas and businesses. The process has undermined BMSM social 

networks, forcing participants to find new gay family, particularly as they grew older. Legendary 

BMSM often are friends with neighbors, compatriots in the shelter system, and so on. Many 

described having several “cycles” of friends in their lives, since so many had died of HIV and its 

Figure 1.16: A celebration night at a Washington, 
DC bar for gay Black men, where young BMSM 
can meet a mentor. 
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comorbidities. Today, young BMSM rely on smaller networks to find gay family, most often through 

Houses—BMSM social clubs that celebrate BMSM identity and support members’ personal 

development in artistic, academic, and professional pursuits.***  

 

ii) Mentors 

Young BMSM enter these kinship networks by finding mentors. Often referred to as “gay 

fathers”, “gay mothers” or “aunties,” mentors provide 

younger BMSM guidance on what it “means to be gay”, 

as one young participant explained: “You know that you 

are attracted to the same sex, but you just really don't 

know what it is to be gay. Most of us just think a gay 

person is just this flamboyant feminine man [but] there's 

all shapes in terms of being gay. You have to find your 

niche.”  

These networks are often key to learning about 

sexual harm reduction. As another gay man in his 20s 

explained:  

 

My gay father taught me to protect myself against people, as well how to protect myself from 

STDs in the lifestyle. There are a lot of things that you have to know. You can get swept up into 

 
*** Houses generally have chapters by the same name in other cities throughout the Eastern seaboard and abroad. 
They complete against other houses at the local, state, national, and international levels in Balls/Ballroom events—
competitive pageants in which participants model (walk realness) and dance (vogue) for prizes. Members of Houses 
may live together in a manner similar to a university fraternity. Most compete at the amateur (kiki) level, while 
others talked about achieving Ball stardom, called legendary or legacy status. Most Washington, DC Houses are 
loosely affiliated with an agency called Casa Ruby, the main shelter serving BMSM under age 25. 

Figure 1.17: Informal BMSM meeting place 
outside of a laundry mat in Washington, DC. 
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so many things: drugs, escorting, sexual addiction, drugs again. I've seen so many young kids get 

swept into it. Then years later, they're drug addicts and don't understand how they got there.  

 

The information provided on sexual health often includes dating advice and accompanying them to 

medical appointments: “My mentor makes sure I'm using condoms [especially] if a boy that I'm 

talking to is ugly [sickly looking], or if he is messy and sleeping with everyone and things like that, 

so from that aspect, yes. Definitely.”  

Another participant recalled how his gay father would ensure he stay engaged in health care: 

“Are you protecting yourself? … You got an appointment [for an HIV test]? You want me to go with 

you?’ He used to go with me when I had my medical appointments and everything. To this day he 

still goes with me!” 

Young BMSM found mentors while walking through 

their neighborhood, staying in the shelter system, and 

patronizing the few BMSM-venues still open in 

Washington, DC. Many make connections through 

Houses, which are run by a “den mother” who gives 

advice. Other older BMSM may be invited to Balls to 

offer guidance to younger BMSM. One transwoman 

recalled meeting her mentor at a Ball: “We used to be in a 

House together called Playboy. He just took me under his 

wings. The first time he saw me he was like, ‘You're 

going to be my daughter.’ I was like, ‘Okay.’ He helped 

me practice, learn how to vogue better. He helped me with what to do, what to wear, and my hair, 

and how to treat myself.”  

Figure 1.18: A participant and her mentor 
dressed for a night out.  
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Mentor-mentee relationships tend to be described as “life-saving” and “non-judgmental” 

avuncular figures, often without expectation of sexual or romantic engagement. (One transwoman in 

her early 20s said she had had a crush on her mentor, which ended when he became her “father.”) A 

participant in his 50s shared a picture of his “second father”—an elderly gay man who helped young 

BMSM in his community (See Figure 1.18):  

  

When I was homeless, he was definitely always there. I could knock at his door any day, any time 

of the night, he'd open it up and let me come in, lay down and get some rest, shower and get 

something to eat. He's always been that way. Not just for me, but for many young individuals 

whose parents kicked them out, who just didn't have a home, the foundation at home. On holidays 

… we would do turkey and just whoever you wanted to bring, just bring them over and eat dinner 

and have a good time. Just sit and talk. 

 

A transwoman in her 30s shared a picture of her and her mentor dressed for a “night on the town” 

(See Figure 1.14) in order to share how he helped her improve her life, often through “tough love”:  

 

He was just there to support me. He was always telling me, ‘You need to get your shit together. 

You need to be in your own place. You need to look out for yourself first. Yourself [sic] comes 

first, before anybody.’ He just always gave me that encouragement and words, and still do. If I 

need anybody beat the hell up, he'll do it. He's just like a brother. When I got into a fight with my 

boyfriend, he was there. He was like, ‘Come on, let's just go get something to eat. Let's eat our 

sorrows away.’  

 

These experiences often lead BMSM in their mid-to-late 20s to become peer advocates, informally 

and with local agencies, particularly as they get older. As a gay man in his mid-20s explained:  
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I really enjoy reaching out to peers, because a lot of times at our ages we don't really know 

ourselves. I want to be able to help them on their journey, because I had someone who made it 

easier for me to find myself in this lifestyle. We pick [who becomes our] children because of the 

bond that you grow with them. You actually become a parental figure; that’s how I became a 

father to my daughter. When she first moved here, she was in a dark space. I helped her and we 

started to bond and grow together. 

 

iii) Physical Safety  

Participants of all ages focused on the importance of physical safety in reducing sexual harm. 

Most of the participants in the study had survived numerous physical and sexual assaults throughout 

their lives. They stressed the importance of “being aware of your surroundings”—the address, the 

exits, what you can use to protect yourself, noticing if there are HIV medications in the bathroom—at 

all times, particularly during sexual encounters. Most of the participants talked at length about 

navigating often dangerous living situations in neighborhoods with high rates of crime and police 

surveillance. BMSM were at particularly high risk for physical and sexual assault in these areas due 

to homophobia and transphobia; gangs also may be concerned that residents might encroach on their 

sales territory. As one gay man in his late 30s explained:  

 

If you're not from that neighborhood or whatever, you don't know who's looking at you, who's 

watching you, what agenda they have, what motive they're going to have. You're probably only in 

the area for five minutes, but within five minutes a lot can happen. 

 

To protect themselves, participants talked about the importance of having someone “watch your 

back”. When homeless and engaging in sex work, a transwoman in her 30s said she and other 

transwomen in similar circumstances developed a system: “We would stay up. We getting high, we 
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staying up and protecting everybody. If you on the street, you want to go to sleep [or] go on a date, 

we're going to make sure you safe. Nobody going to come bother you, nobody going to do nothing to 

you, everybody that's right here.”  

The emergence of online dating in the past decade, both for romantic and sex work purposes, has 

introduced additional risks, since it could mean dealing with someone using a fake or misleading 

profile. Participants—and transwoman in particular—talked at length about creating strong 

boundaries between themselves and those they did not know. One transwoman in her late 20s shared 

that “When guys approach me, I get really mean. I think it's just a defense mechanism or something. 

It’s just that I've been through situations where I was attacked for being who I was.” Another 

transwoman in her 50s shared a picture of herself flirting while hanging out with friends to show how 

she expressed her toughness after years of bullying when living as a gay man in her community (See 

Figure 1.31). She demanded respect, and expected it from others—particularly men:  

 

I was a community person. Everybody knew I was gay; I was the only gay queen around in the 

neighborhood. It wasn't a good journey going through there, but they made me as tough as I am 

now. Even though I don't try to be a bully, I don't take no mess from them. When they come 

sideways out their mouth, I [stop] it right then and there. I don't got time to be worrying about 

what you said or how you said it. If you said it, you still a man. You say it. 

  

Indeed, protecting one’s self was paramount. One man in his late 30s, a former gang member, 

showed his concealed knife/brass knuckles weapon and explained: “This is for protection. We got a 

lot of dudes out here in these streets who going [sic] to have no respect for themselves or anybody 

else … I'm going through too much to be out here fighting with people. No, I'm going about telling 

them, ‘I'm going to stab the shit out you and I'm going to shoot you and just be done with it.’”  

iv) Housing: A Space of One’s Own 
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Many of the participants stressed that having a private place to call “home” was integral to 

personal safety and seroadaptive behaviors. While ideally permanent, even a rented room offered 

respite from theft, assault, rape, and arrest. These rooms were often expensive, and offered sex 

workers an opportunity to prepare themselves for work 

(making food, taking medications, getting dressed); 

situating the space to ensure easy access to the exit; and 

arranging with a friend or partner to be nearby and vet 

clients they brought back or came to the door. When with 

a client, the safer space allowed them to negotiate 

condom use, and have their cell phone nearby to call for 

help if needed.  

Obtaining permanent housing, often through a 

subsidized housing program run by the city, was 

considered ideal. The participants who had housing took 

pride in their housing, sharing pictures of furnishings, 

decorations, and newly filled pantries. (See Figure 1.19). As one transwoman in her 50s explained, 

having her own place gave her a sense of safety and accomplishment: 

  

I don't have to worry about what nobody else says; I don't have to live with nobody. I got my own 

bed. Everything that's in there is mine; it’s security … It's my safe haven. Nobody knows where I 

live at, only a few people, and I want to keep it that way. I feel joy every time I go in the door and 

just walk from the bedroom to the living room and stuff, and the bathroom. 

 

Participants said getting their own place meant not depending on anyone else for a place to stay 

or fearing for their safety in a shelter or on the street. Several participants allowed other BMSM 

Figure 1.19: A fully stocked cupboard was 
considered a marker of safety and success. 
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without housing to stay with them periodically or on an ongoing basis. Most opted to live alone or 

with a partner, explaining that their homes offered a respite from the burdens of their daily lives—

and sometimes their tightknit BMSM community. Their spaces allowed them to shut down and take 

care of themselves and their health without interference.  

 

v) Treatment Adherence: Take Your Medicine 

Most of the participants were HIV-positive, and described themselves not as having HIV, but as 

being HIV; it was part of their very identity: “I am HIV.” Seroadaptative behaviors helped protect 

partners from infection, and one’s self from re-infection. Integral to this process was taking one’s 

HIV medication, which helped participants feel and look healthy, which were considered key to 

finding and maintaining employment; having relationships; and caring for one’s self and others. 

Participants also spoke of adherence to their medical regimens as evidence of good citizenship—of 

wanting to live:  

 

You have to take your medicine. That's what gets me about a lot of these girls and things. They 

know that they're HIV, but they won't take their medicine. Then when they get sick, it's all, ‘Oh!’ 

You got to take your medicine. You got to want to live. 

 

Being able to take one’s medication regularly also communicated one’s resilience and stability, 

which are undermined by unstable life circumstances, notably homelessness and substance use. As 

one participant noted, “People who don’t want to take their [HIV] medicine, they’ve given up. It 
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makes them drop out of care. I have seen kids that 

choose to fall out of care because they're tired, 

because of fear as well, which is a bad thing.”  

Taking HIV medications was also seen as 

something of a foundation for all other medical 

and mental health treatment—including therapies 

for transwomen (such as hormone regimens and 

feminization surgeries), and substance use 

counseling (See Figure 1.20). These services were 

often integrated into the care provided at the 

clinics visited by many of the participants. 

Couples in the study took their HIV medications 

together to help each other stay treatment 

adherent: As one transwoman in her late 30s said, 

“Every morning he reminds me take my pills. ‘Did you take your vitamins [HIV medications] 

today?’ I would say, ‘You take your vitamins as well.’”  

Nearly all participants with HIV in the study incorporated marijuana (and to a lesser extent 

synthetic cannabis products, like K2) into their 

medical and mental health treatment. Though 

they did not necessarily advise others to use 

marijuana, they stressed its importance in 

helping them “function for the day”—

particularly if they had experienced significant 

trauma. Several people in the study had smoked 

Figure 1.20: Participant showed how she set up her 
medications in the bathroom of her motel room. 

Figure 1.21: Smoking marijuana was considered essential 
to maintaining treatment adherence and good mental 
health among PWH. 
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marijuana since their childhood, stating that it had “gotten to the point as to where I no longer want 

it, I need it.”  

As one transwoman in her 30s stated when showing a picture of her morning smoking routine 

(See Figure 1.21): “This is my other medicine. Instead of taking my psychotic medicine, I use 

marijuana. This really helps me get my appetite. If I don't smoke, I won't eat and I’ve got to eat on 

my [HIV] medicine.” Others talked about marijuana as being “all the positive things”: “I eat, I go to 

sleep. I don't go to no stores trying to steal. I am in my house minding my own business,” explained 

one participant in his late 30s.†††  

 

vi) Keep a Clear Head 

Seroadaptive behaviors were believed only to work if one kept a clear head. While medicinal use 

of marijuana was considered acceptable, recreational intoxication from alcohol, cannabis, and other 

drugs was considered irresponsible and dangerous, and anathema to self-preservation. As a gay man 

in his late 30s said “When you're drunk or you're high, you care less about what going to go on. 

That's why I try to stay away from that.” Another gay man in his late 50s shared a picture of crack 

pipe (see Figure 1.22) to talk about how depressing it was to visit friends who did little else except sit 

in their houses and use drugs. While he and others described friends such as these as “fun,” they 

found their drug use alarming and “unhealthy.” 

 
††† It is unclear if participants consulted with their medical providers about their marijuana use, particularly among 
those who said they were using it in place of prescribed medical regimens.  
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Staying alert was imperative during romantic and/or commercial engagements where sex might 

take place, particularly with a new partner. Part of this concern reflects the type of drugs common in 

Washington, DC. While white gay men in the District tend to use methamphetamine, BMSM talked 

about using drugs more common in Black communities in 

Washington, DC, namely crack cocaine and PCP, taken in 

the form of “Love Boat’ or “Boat” (joints or cigarettes 

made from marijuana cured with formaldehyde) and 

“dippers” (cigarettes dipped in formaldehyde and smoked 

wet). Participants associated these drugs with catastrophic 

effects on the body and psyche. Several former drug dealers 

and others who used these drugs regularly noted that PCP 

could be inadvertently protective, since the involuntarily 

jerking movements and paranoia in caused generally 

limited one’s ability and desire to have sex. (Some noted 

these effects could be tempered with crack cocaine, but at the risk of heart attack.)  

However, addiction lowered inhibitions to risky sexual encounters, increasing chances for abuse, 

suicidal ideation and, for sex workers in particular, arrest. Others shared that while using PCP, they 

had committed serious crimes, including robbery and physical assault, which they did not remember 

later. As a gay man in his 50s explained, “The drugs and the alcohol is just getting you ready for the 

sex, especially if you soliciting because you want to get paid and you don't have no [sic] money.”  

Using drugs was considered detrimental to treatment adherence, both for HIV and, for 

transwomen, hormonal therapies. Participants who had stopped using talked about reaching a point of 

being “sick and tired” of the impact of drugs on their body and their standard of living, coupled with 

a desire to “start living.” One transwoman in her late 40s said she smoking crack cocaine regularly 

took a toll on her body: “My spirit was broken, my physical appearance was broken. I had to 

Figure 1.22: Picture of non-medicinal drug 
use - overuse of cigarettes and a crack 
pipe. 
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prostitute and do things to get drugs and things of that nature. [Then] enough was enough. I got tired 

doing the same thing and expecting different results.” Another transwoman in her 60s echoed this 

sentiment:  

 

I saw that [the drug use] was tearing me down. You could almost see my ribs and everything. My 

breasts had gotten so small, looked like little dots. I said, ‘Oh no, this is not going to work,’ and I 

stopped … I was tired of waking up in the morning not having no money after I made about $700, 

$800 that night and waking up and no money in my pocket, not even a pack of cigarettes or food 

in the refrigerator. 

 

A gay man in his 50s talked about realizing that, after 20 years, his HIV diagnosis was not a 

death threat, as he first thought, which had encouraged him to start using drugs in the first place:  

 

The thing that was amazing is that I wasn't dying. It was almost 15 years, 20 years, that I 

realized, "Hold on. Every day I've been waiting to die, using drugs and it ain't nothing 

happening." The doctors told me, "You need to get on medication or stop using drugs. You can't 

do both … I had to really make up my mind to get [clean]. I went to jail and I ended up getting 

on medication, getting clean. Made up my mind when I got out that I was going to stay on the 

right road. Try and give back and learn more about HIV. I was finally able to get undetected 

[undetectable viral loads] and every day I live my life now for a different reason.  

 

Keeping a clear head often means ensuring that one has access to a support network. One couple in 

the study, a gay man and a transwoman, noted that they work together to address their addiction 

issues: “We’ve been working on our addiction together. I feel like she needs more [support] than I 

do. She needs more help, but she's gotten a whole lot better since I've been here.” Other participants 
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talked about the importance of the BMSM-serving agencies in their lives, where many met members 

of their extended gay families while accessing medical, housing, clothing, food, and other services. A 

genderqueer person in the study who worked at such a service provider shared how he reacted to a 

client who had started using drugs again. Instead of turning him away, she told the client to come 

back, explaining: “If you fall 10 times, we'll pick you up 10 times, we don't judge you. If you relapse, 

it's okay. We're going to be there to pick you up again.” 

 

vii) Be Spiritual 

Participants talked at length about the importance 

of spirituality in taking care of one’s physical and 

mental well-being, which in turn supported sexual 

self-harm. Most felt a connection to Christianity, 

describing church services as an opportunity to find 

relief from the chaos of the week and past traumas, 

including loss of loved ones, drug addiction, and HIV 

treatment. A gay man in his 50s said:  

 

Black people turn to their spirituality for the strength 

and hope. Not that white people don't, but it's like they 

go to a God in a different manner for different reasons 

than we would go to God. I feel white people [say] "Come on. I'll throw you a rope, that's most I 

can do for you” [whereas] we say ‘I'm going to pull you up. I'm going to do everything I can to 

make you the best or better than myself, equal or better.’  

 

Figure 1.23: A participant shows how she finds a 
bible in every hotel room. 
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Attending a church service is seen as healing. A transwoman 

who attended the “Go-Go Church”, named for the dance 

music that originated in the region, explained:  

 

That's my sanctuary; even though I might fuck up during the 

week, I give my Sunday, my couple of hours to the Lord. I go 

to church, whether I'm drunk, tired, or anything. My church 

say, they don't care who you did it with, woke up did it this 

morning, you at the right place at the right time. When I get in 

church, I zone everything out. It's just like when he's talking and he's preaching, it's like 

everything is directly towards me. 

 

There are several non-denominational LGBTQIA+-affirming Christian churches in Washington, DC, 

including one geared to African-Americans. Other participants talked about connecting with their 

faith whenever possible, including one transwoman and 

her husband, who found comfort in the Bibles provided in 

hotel rooms (See Figure 1.23).  

However, most participants said they preferred 

“regular” denominational churches. That is, connecting to 

specific Christian denominations and practices, they had 

known as children. Several participants said they wanted 

to be connected with the community where they grew up. 

Indeed, church attendance provided opportunities to build 

their social network, connecting with other BMSM, 

straight allies, and family and friends from their childhoods.  

Figure 1.24: Some participants focused on 
spirituality rather than formal religion. 

Figure 1.25: A transwomen found 
humor in how conservative members of 
the church approached her. 
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BMSM reported these efforts for connection in faith communities could have drawbacks. Many 

encountered homophobia within the congregations, some of which they handled through humor—as 

one transwoman with a series of memes she shared on the topic, including Figure 1.25. Others felt 

forced to hide their sexuality or risk being expelled from the church community. A gay Muslim 

participant in his early 30s explained that his religion did not condone same sex attraction or being 

with transwomen, saying, “I will have to answer for it one day … It's just against what I believe in 

and I know that this don't fly.”  

One participant, who shared pictures of items she kept to express her spirituality outside the 

realms of Christianity (See Figure 1.24 ) talked at length about the tension in the power of spirituality 

to heal and undermine health:  

 

The interesting thing about spirituality and religion, I think, one it has the ability to liberate, it 

has the ability to be a facilitator of good health and wellness and good state, but if used 

inappropriately it also has the ability to be a barrier to that. I've always said that the highest use 

of scripture is as a mirror for me to reflect on how to better live my own life than to use it as a 

telescope or microscope into someone else's life that allows me to weaponize it. I think 

particularly when you talk about sexuality—when people are told that you’re an abomination, or 

your very existence, your very creation, your very being is wrong, not even your behavior like 

just your very existence.  

 

viii) Know Your Partner 

Participants also explained that sexual harm reduction required knowing one’s partner. Ideally, 

that meant having a long-term relationship, based on mutual respect and friendship, that preceded a 

physical relationship. More casual encounters were considered fine, as long as one was sober and had 

vetted the person, preferably through a partner (if for sex work) and friends, or research on social 
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media. The better one knew their partner, the more they 

could be trusted, particularly in terms of their HIV and STI 

status: 

  

Everything walks together. Communication, honesty, trust. 

You have to communicate with me in order for me to find 

out about you and you to find out about me. Then you have 

to be honest. Because in order for me to trust you, first, we 

gotta communicate. You gotta be honest for me to even 

believe anything you say. Loyalty.  

 

BMSM of all ages met their romantic partners both online 

and in person, with in-person communication trusted over online encounters. One couple in the study 

said they been friends in elementary school and reconnected as adults Facebook (See Figure 1.27). 

Most BMSM in the study, however, had fewer positive experiences with social media. They 

described having been “burned” through online dating apps, 

meeting men who were using the Internet to find secret 

relationships outside of their heteronormative marriage or 

men who wanted a casual affair with a transwoman. The 

hurt and stigmatization they felt from such encounters, and 

their impact on their mental health, was apparent. As one 

transwoman in her late 20s shared, “I used to go on 

websites like that looking for love. Now I realize that it's 

not going to happen on there. People lie so much, like for 

Figure 1.26: Participant about to log 
into Adam4Adam, a popular dating site 
for BMSM. Users find dates/sexual 
partners on these apps, many of whom 
become casual friends. 

Figure 1.27: One of the study's 
participating couples. 
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no reason, and play with your feelings, but that's life … something I had to go through. Now I 

know.” 

Public spaces, including certain bars, service provider locations, and parks, enable BMSM to 

meet in person, with support from others around them. Participants described themselves or the other 

person approaching, often saying “Can I talk to you”; the ensuing conversation allowed them to 

assess whether they had anything in common, and perhaps exchange telephone numbers or profile 

names on social media apps, as many participants shared in their photographs (See Figure 1.26).  

It also allowed participants to share ideas about sexual health—whether their potential partner 

felt comfortable with condoms and/or was HIV positive. For example, partners who knew each other 

better could negotiate the types of sexual activities they engaged in prior to their encounter, 

particularly if one partner did not want to use a condom. In that case, a partner would be able to 

negotiate condom use, suggest lower or no risk activities, or call off the encounter.  

 Again, marijuana emerged as a way to slow down the “speed” of a date, since its use encouraged 

people to relax and talk more. As a participant in his late 20s said, “Marijuana can take place of a lot 

of things, if that makes sense … It’s an icebreaker to getting to know someone, just smoking and just 

sitting there and relaxing. Sometimes you don’t even have to do anything, just sit there and laugh and 

enjoy the moment.”  
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ix) Engage Your Passion 

Connected to spirituality and knowing one’s partner was self-expression, whether through art, 

makeup, collections, fashion, sports, music, dance, and so on. Engagement in these activities often 

communicated their journey to well-being. For instance, musical instruments or a shoe or hat 

collection may symbolize having permanent housing, as well as physical and financial security, while 

a large following as a beauty influencer or an artisan on Instagram demonstrated one’s comfort with 

one’s sexual orientation and/or gender expression. (See Figures 1.28-1.30 for additional examples.) 

 One gay man in his early 20s talked about coming out slightly later than his gay friends, who 

were “teaching” him how to be gay through dress (“a pop of color here and there”) and self-care. He 

compared the process to his interest in art: “Your friends are painting your canvas with you, but at 

the end of the day, you have to assess it with who you are, your foundation, who you want to be. My 

friends have definitely taught me how to be gay, they've talked to me about sexual health, making 

sure I'm using condoms.”  

Indeed, self-expression spoke to the strength of one’s gay family network. BMSM in the study 

who participated in House pageants, called Balls, talked about the closeness they felt with others in 

Figures 1.28, 1.29, 1.30: Participants discussed many talents and interests that buoyed them through hard 
times, including (left to right) voguing, guitar playing, and whittling. 
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the room 

while 

competing 

or watching 

others dance 

(voguing) or 

modeling in 

runway 

competitions 

(See Figure 

1.28).  

For 

transwomen, in particular, self-expression was essential to their core identity, often revealed during 

their transition‡‡‡ process. 

Aligning their bodily presentation 

with their gender created what 

many described as a sense of 

completion; several participants 

shared pictures of their evolving 

appearance and style (See Figures 

1.32 – 1.32) and surgical 

procedures.  

 
‡‡‡ Transwomen in the study often varied in gender presentation, sometimes appearing as more “feminine” and other 
times more “masculine”, depending on the mood or as their situation permits.  

Figure 1.31: A participant shows off her sense 
of style. 

Figure 1.32: A husband takes a picture of 
his wife's new breasts. 

Figure 1.33-1.34: Transwomen share their transformation and sense of 
style.  
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While several had lived as women since their teenage years, others had felt compelled to wait 

until their 60s to express their gender identity. One transwoman in her late 30s spoke of her tattoos, 

which included a large Phoenix symbolizing her gender transition, her recovery from substance use, 

and her emergence in the Ball scene. She explained: “The Phoenix, when it dies off, it gets to 

replenish from its ashes. I really feel like I'm the Phoenix. No matter what I go through, I always hit 

rock bottom, but for some reason, with God, I'm always able to pick myself up, dust it off and try 

again.”  

 

x) 100% Condom Use, Papers, and Alternative Sexual 

Practices 

To protect themselves during sexual encounters, 

participants of all ages stressed the importance of using 

condoms for all oral and anal insertive sex encounters. As one 

transwoman in her late 20s said: “People just need to just use 

condoms, period. Safe sex, bottom line if you going to fuck 

use a condom.” A gay man in his 30s echoed this sentiment, 

“When I use condoms, I’m not worried about, ‘Did that 

person give me an STI?’ or something like that. [I] feel a level 

of the comfort; the security of, ‘I know I don't have anything, because I used a condom.’"  

Participants felt that using condoms was an expression of the control over their lives, and talked 

at length about encouraging their peers to use condoms at all times. One gay man in his 20s shared a 

picture holding a Lifestyles condom like those commonly distributed at health clinics (see Figure 

1.35). He wanted to communicate that: “If someone I know says they don’t want to use condoms, I 

don't jump down their throat. I just let them know that's not what's good. You need to be protecting 

Figure 1.35: Many participants shared 
pictures of condoms. 
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yourself, because at the end of the day, more than likely, a person is not going to tell you what's 

going on [with their HIV or STI status].”  

Middle-age and older participants expressed concern that younger BMSM may not have the same 

urgency about using condoms because of their lack of knowledge or experience with the HIV crisis. 

The concern appears to have some merit. One gay man who is an HIV peer educator shared that 

“Most of these young gay men say, ‘I like the feeling of raw sex’; or sometimes they say, ‘I'm nasty,’ 

like that's a joke. Sometimes they don't care.” Mentors from BMSM’s gay family help address this 

lack of knowledge. A gay man in his early 20s said that he learned about sex from his gay family; his 

biological family did not have the skills or time to address such issues:  

 

As I got older, I started using safe sex more. Like I said, in high school, I was off and on with 

condoms. Probably, if I was raised in a family or my mother talked to me about condoms and 

sex. We never had those conversations, nothing about anything. I was with my grandmother. 

What could she do? She done raised 11 children and still took care of her grandchildren. She 

doesn't know. We didn't come from that loving family.  

 

Participants talked about condom use protecting not just themselves, but their loved ones as well. As 

a bisexual man in his late 30s explained, “I would advise you to strap up. When you motherfucking 

just going off hope or a hunch, questions, no communication, no nothing … You don't even care 

about your motherfucking self, let alone the person you about to [have sex with].” Another gay man 

in his 50s explained:   

 

The [man] I call the main one or whatever suitor, we've always done safe sex. We've always used 

a condom, even though it's been like six years now since we started, or four years; four to six 

years, whatever. It's been a long time. We've always used a condom. We do certain things with 
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the hands and whatever. I'm not saying what, but we always use gloves. We do nothing bareback 

[unprotected]. 

 

Participants explained that the only times condom use could be skipped was when alternative sexual 

approaches were used – during mutual masturbation or kissing, for instance. Condoms were 

considered unrealistic for oral sex, though sex workers said they insisted on them to protect their oral 

health. As older HIV-positive gay man explained, his partners “don't want to use protection during 

oral sex. I don't feel that that’s safe, [particularly] if I think they got HIV, which really scares me. I 

don't think I'm going to give them much of anything [by giving them oral sex]. If I feel funny 

afterwards; I’ll go to the doctor the next day or two days later [from worry].”  

Condoms also could be set aside by those in a committed relationship, preferably after the couple 

got tested together for HIV and STIs and shared with each other the results—often referred to as their 

“paper” or “papers”. One participant in his early 30s said, “If I deal with [date] someone, it'll be a 

minor interaction, so I really know what's going on. We may kiss and engage in foreplay and stuff, 

but I won't really go too much into where I put myself at 

risk. I think I've made pretty good choices with people as 

waiting [and then saying] ‘Okay, let's go together. We 

can go together and then that way you can see my paper, 

I can see your paper and we can do all that then 

together.’”  

There were impediments to condom use. Several 

participants talked about access. Even though condoms 

and lubricant (like that shown in Figure 1.36) were free 

at clinics and service providers, they could be challenging to obtain for those not actively engaged in 

health care or living in an area of the city with few service providers and limited public 

Figure 1.36: One participant showed how she 
displayed lubricant packs for use before sex. 
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transportation. Others noted that pharmacies and stores selling condoms often kept them locked up or 

behind a counter to prevent theft, forcing customers to ask staff to retrieve them.  

Incarceration, housing and financial instability also made consistent condom use challenging. 

Limited availability of condoms in prisons and jails often force BMSM to create makeshift protection 

from gloves and other plastic items. BMSM engaged in sex work reported feeling pressured by 

clients to have sex without a condom, particularly since the advent of online dating apps, which has 

increased competition and lowered prices among sex workers. Participants of all ages engaged in sex 

work reported that they would agree to condomless sexual activity for more money. Other 

participants opted to recreate “bareback” experiences by repurposing female condoms and lubricant, 

protecting both themselves and their clients.  

 

What Is Not Seroadaptation Among BMSM  

i) PrEP and U=U 

Seroadaptation among BMSM did not include several key HIV prevention approaches discussed 

at length in the literature. Participants expressed a distrust for biomedical or “treatment as a 

prevention” approaches to HIV prevention. These include preexposure prophylaxis (PrEP), which 

involves HIV-negative persons taking HIV medication daily to prevent infection, as well as U=U or 

undetectable=untransmittable, which refers to HIV-positive persons with undetectable viral loads 

being unable to transmit the virus to others.169 Participants worried about PrEP’s toxicity; as one gay 

man in his late 20s explained, “That’s a whole lot of medication on top of medication that I'm doing 

anyway. That's not good for your liver.” Another gay man explained his reluctance to use PrEP 

instead of condoms, saying: “You never know what might go wrong. Why do you want to take 

chances in the first place? I have reasons to live for. I want to have a family … I'm not going to get 

myself into some situations then have to give up on my dreams.” 
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Another bisexual man in his 30s said he always used condoms, even after his doctor said his 

undetectable HIV load made it unnecessary. “I let them [my partners] know that the count [viral 

load] is clear; it’s not in my stream [undetectable]. I do take pills to keep it that way. I don't have to 

worry about it. My doctor told me I don't have to use condoms and all that, but he [sic] tripping.” 

Few BMSM of any age knew about PrEP, with only one participant, a gay man in his mid-20s, 

currently using it. Another young gay man in his late 20s noted he had had taken it in the past, as a 

gesture of trust with a previous boyfriend. He did not see it is as a replacement for condoms, 

however. Only a few of the middle age BMSM had heard of U=U; none of the participants, even 

those who had learned about the concept from their medical provider or during an HIV peer educator 

training course, felt it was trustworthy.  

Several participants noted that U=U and PrEP felt like HIV prevention approaches created for 

white MSM, who were thought to have more stable lives and, as such, freedom to take chances with 

their health. One of the few BMSM in the study to have white friends and partners observed them 

engaging in what he described as high risk behaviors with PrEP and U=U approaches to HIV 

prevention:  

 

They take a lot of HIV medications so their viral load is really low and make calculations about 

when to really go all out and when to stay protected. One friend has a device to track his viral 

load and he knows when it's really high and when it's low and how to deal with it. I'm like, 

‘Okay. If you have it worked out, fine.’ Still, I don't think you should go out like that without 

being protected [using condoms], you never know. 

 

ii) Serosorting and Seropositioning  

Few participants discussed serosorting or seropositioning, both of which are integral to 

seroadaptation in the literature. Participants said they would ask their partners about their HIV status 
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or avoid men they thought looked or acted “messy” (potentially HIV-positive). However, most 

BMSM in the study talked about assuming all partners had HIV. Since most were HIV-positive 

themselves, they were concerned primarily with preventing transmission of the virus to their partners.  

BMSM expressed similar ambivalence toward seropositioning. Most people in the study said 

they would use condoms rather than alter their sexual positions. Several talked about kissing and 

engaging in oral sex or masturbation until they could share their “papers” with their partners. Only 

legendary BMSM talked about avoiding insertive sex, primarily because health issues related to 

hormonal and surgical gender reassignment late in life prevented or depressed their desire for such 

activity. One older gay man said that he would suggest to other gay men not interested in using 

condoms to “masturbate and flirt. That's not sex. That doesn't need any protection. You can please 

yourself better than anybody can please you.”  

 

VI. DISCUSSION  

The PhotoUStudy revealed that BMSM conceptualize and enact seroadaptation in ways that 

fundamentally differ from the literature, which focuses on how white MSM understand and practice 

seroadaptation. White MSM seroadaptative behaviors include serosorting, seropositioning, and 

biomedical HIV approaches, notably PrEP and U=U. BMSM, however, described a more holistic 

approach to sexual harm reduction, of which sexual activity itself represented a single, but not all 

encompassing, consideration. The approach can be better understood within the context of the 

BMSM Framework (Figure 1.1). The framework posits that seroadaptation practice is informed by 

(and itself informs) BMSM identity. The intersectional identity of the population, of course, is 

informed by the intersectional experience of BMSM, as racial/ethnic and sexual and gender 

minorities who are living with/at high risk for HIV. What is notable is that BMSM identity, and in 

turn, seroadaptation practice, can change and evolve over time.  
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Participants in the study indicated their formative years—childhood and early adulthood—were 

the most pivotal time in the formation of their identity and sexual harm reduction practice. The 

sexual harm reduction practices described, while not uniform, reflected an idealized, integrated 

approach to physical and emotional protection. Seroadaptation, which varied by socioeconomic 

status, gender identification, and engagement with social networks, often reflected a desire among 

participants to ameliorate the chaos and physical and sexual abuse experienced during participants’ 

formative years.  

There was some difference in the collective stigmas that informed BMSM identity and in turn 

seroadaptation. We expected to find that experience with racism, along with homophobia and HIV 

stigma, to be discussed in terms of BMSM’s lived experience. Instead, we found that BMSM lived 

and engaged in a highly bounded community within the city’s African-American centers along the 

isolated border areas of Washington, DC. While participants talked about being impacted by larger, 

societal and structural segregation efforts, they felt somewhat protected from daily interpersonal and 

community level experiences with racism. Instead, BMSM talked at length about homophobia and 

transphobia, which were pervasive at home, school and beyond during their formative years.  

Most BMSM of lower socioeconomic status, however, never tried to hide their orientation and 

gender identity from family, friends, or their larger community, since it never felt possible. As a 

result, early adulthood among these BMSM focused on creating support networks with other BMSM, 

supportive family members, and friends; most did not have romantic relationships or friendships 

outside the Black community, except during sex work and accessing health care and services. 

Limited employment and housing opportunities, often resulting from early school departure and 

incarceration, often meant living in less desirable neighborhoods. 

By comparison, the few participants with economically stable homes during their formative years 

reported feeling an internal pressure to hide their sexuality from families, friends, and communities. 

They also were the only BMSM in the study to live, work, and engage with non-BMSM. Several 
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only socialized and dated white MSM. As a result, their conceptualization of seroadaptation 

emphasized emotional rather than physical safety. This small group of BMSM in the study were 

more likely to know about and to have practiced biomedical approaches. However, these BMSM also 

were not willing to use biomedical approaches solely in lieu of condoms.  

BMSM’s overall distrust of biomedical approaches reflected in part the high HIV prevalence and 

incidence rate among the population. BMSM generally approached partners with the assumption that 

they might have HIV. This assumption was based on practicality, and not meant to be a negative 

judgment. Indeed, most BMSM in the study had HIV and, as such, were concerned with preventing 

transmission. They were not willing to take a risk with less tested biomedical approaches when they 

had access to condoms, a tangible and proven approach to preventing HIV transmission and 

infection. Their aversion also spoke to concerns about potential repetition of past mistreatment by the 

medical establishment of Black and LGBTQIA+ communities. Trusting pills to prevent HIV 

transmission was considered a “white person thing to do”, as one participant said, speaking to their 

greater access, on average, to social, economic, and political capital. 

HIV stigma was expressed slightly differently than expected as well, which was experienced 

internally and when engaging with family and with those in the community and beyond. Gay family 

mitigated the impacts of this stigma, helping to ensure that folks stayed treatment adherent.  

Regardless of socioeconomic background, participants talked about the importance of each 

element in order to achieve seroadaptation. Most of the participants, however, were not able to 

achieve this ideal themselves. Young BMSM talked about engaging in sporadic use of condoms 

before meeting their mentor, often described by BMSM as their first conduit to information about 

sexual harm reduction. BMSM of all ages talked about being more likely to take risks with condom 

use during times of financial and housing instability, accepting sex work opportunities that paid more 

for unprotected sex. Other BMSM talked about “letting their guard down” to express their love for a 

new partner they did not know well and becoming HIV positive.  



 

 72 

Sexual harm reduction practice also varied based on gender identity. Transwomen in the study 

were much more visible in their “difference” among BMSM and beyond, and reported more 

physical, sexual, and emotional violence over the life course from family to the larger community as 

a whole. These abuses often were coupled with other vulnerabilities: leaving home before age 18, 

dependence on solicitation, and ongoing substance use and addiction. Older and legendary 

transwomen in the study tended to be more isolated than other BMSM in the study, often by choice. 

These participants talked about mitigating their exposure to transphobia or reminders of past traumas. 

Transwomen, and other BMSM in their late 50s and beyond, often were dealing with complications 

related to ongoing illness, which impeded their ability to have or desire sex. Many talked about the 

physical and hormonal impacts of gender confirmation therapies and surgeries.  

That said, these older and legendary BMSM had larger social networks than expected, often 

comprised of those in close proximity nearby: neighbors in their apartment building or shelter, older 

family members, and friends who survived the HIV epidemic. Most had lost their romantic partners 

to HIV complications and/or violence. Several were involved in complicated relationships with 

younger BMSM, some of whom took advantage of these older BMSM’s stable housing and financial 

disability payments. These relationships often were punctuated by violence.  

Indeed, social networks among BMSM, always considered a necessity to practicing 

seroadaptation, were always changing. They tended to expand during adolescence and early 

adulthood, as BMSM gained footing in the community and needed more resources to establish 

themselves in term of housing, employment, and healthcare. Loss of social network support during 

times of heightened stress, due to homelessness or drug addiction for example, was considered 

perilous. Contraction of social networks during times of stability, particularly as one grew older, was 

considered natural and desirable. These BMSM needed less support, and often had limited resources 

to lend others money or a place to stay.   
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VII. LIMITATIONS AND STRENGTHS 

The PhotoUStudy had study several limitations. Most notable is the financial costs associated 

with conducting the study. The cost and time formatting each of the phones was greater than 

anticipated. We originally expected to purchase and distribute a small number of phones for the 

PhotoVoice activity. Participants, however, asked to keep the phones at the end of the study period, 

requiring more phones to be purchased. In addition, most of the participants were recruited from two 

agencies in the city, which somewhat limited participants to clients of those entities.  

The study had several strengths, most importantly its methodology. The use of qualitative 

approaches enabled us to create a more in depth picture of the lived experiences of BMSM. Our 

recruitment strategy helped generate a larger than usual sample for a qualitative study, enabling us to 

work with participants between ages 18-65. The recruitment interviews and subsequent Photovoice 

activity lengthened engagement with each participant, creating a rapport that served as a foundation 

for rich, detailed debriefing interviews. As such, we believe we have helped fill a gap in knowledge 

about the lived experience of BMSM and its impact on sexual harm reduction practices. The 

approaches used are transportable to others for use with populations of BMSM in other locations.  

 

VIII. CONCLUSIONS  

This study has significant implications in understanding sexual harm reduction among BMSM. 

Current conceptualizations of seroadaptation, based on studies of white MSM, are concerned with 

how individuals identify and engage in the best sexual practices that prevent HIV infection. Condoms 

often are not given as much credence as biomedical approaches, such as PrEP and U=U, in sexual 

harm reduction. Participants in the PhotoUStudy stressed that condoms are inherently important to 

BMSM in Washington, DC. The high rates of HIV and marginalization among BMSM have created 

a much different approach to seroadaptation. That is, sexual harm reduction is one part of a larger 
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domain of a holistic approach to health that emphasizes the importance of social networks and 

support to protect themselves and others from physical and emotional harm.  

The sign of successful self-care involves more than merely preventing HIV infection or 

transmission; it is about having the means to live without fear of harm. Researchers should address 

the ongoing impact of medical distrust and lack of access to health information when designing 

surveys and interventions assessing BMSM engagement in health and sexual harm reduction 

strategies. Sexual harm reduction may be better understood as part of a wider, holistic scope of 

behaviors intended to improve health and well-being overall among BMSM, particularly during 

times of limited access to resources and engagement in health care.  

Interventions may also consider novel approaches to delivering HIV prevention messaging and 

information to BMSM by addressing one or more of the seroadaptation themes. Though more 

research is needed at this time, these interventions may include integrating health messaging into 

trainings on housing access; workshops promoting self-expression and health through art or dance, as 

well as partnerships and policies that train churches on how to introduce evidence-based health 

ministries and LGBTQIA+ social justice to their congregations. In this manner, novel skills can be 

introduced while reducing HIV and LGBTQIA+ stigma and improving sexual harm reduction 

knowledge and BMSM health outcomes overall.  
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Appendix 1 
 
Attachment 1.1: PhotoUStudy Promotional Flyer 
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Attachment 1.2: PhotoUStudy Recruitment Survey 
 
The PhotoUStudy will help health care providers better understand the lives of African-American/Black 
men who have/have had sexual contact with men and/or identify as gay/bisexual.  
 
The following survey will help us determine if you are eligible to participate in the PhotoUStudy. This 
survey is secure and confidential, and your answers will not be shared beyond the research staff 
associated with this study.  
 
Respondents to this survey who are eligible and participate in the study will earn $100.00.  
 
For more information, visit the website: www.PhotoUStudy.org.  
 
Race: Please select all that apply: 
o Black or African-American  
o American Indian or Alaska Native  
o Asian  
o Native Hawaiian or Other Pacific Islander  
o White  
o Other: ________________________________________________ 

 
Ethnicity:  
o Hispanic or Latino or Spanish Origin  
o Not Hispanic or Latino or Spanish Origin  
 
How old are you?  
o Under age 18 
o 18-30  
o 31-45  
o Over age 45  

 
Gender - I identify as: 
o Man  
o Transgender (woman to man)  
o Transgender (man to woman)  
o Other: ________________________________________________ 
 
Which of the following best represents how you think of yourself?  
o Gay  
o Straight, that is, not gay  
o Bisexual   
o Something else  
o I don't know the answer  
o Other: ________________________________________________ 

 
Display This Question: 

If “Which of the following best represents how you think of yourself?” = Something else 
 
What do you mean by something else? 
o You are not straight, but identify with another label such as queer, trisexual, omnisexual, or pansexual  
o You are transgender, transsexual, or gender variant  
o You have not figured out or are in the process of figuring out your sexuality  
o You do not think of yourself as having sexuality  
o You do not use labels to identify yourself  
o You mean something else  
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Display This Question: 

If “Which of the following best represents how you think of yourself?” = I don't know the answer 
 
What do you mean by "I don’t know the answer"?  
o You don’t understand the words  
o You understand the words, but you have not figured out or are in the process of figuring out your 

sexuality  
o You mean something else.  
 
Contact Information: Please provide the best way(s) to reach you. Messages left for you will only provide 
information about how to contact us; nothing about the information provided in this survey.  
o First Name ________________________________________________ 
o Last Name ________________________________________________ 
o Mobile/Telephone Number ________________________________________________ 
o E-mail ________________________________________________ 
o Zip Code where you live most of the time. ________________________________________ 

 
Do you currently live and/or access health services in Washington, DC?  
o Yes  
o No  
o Other: ________________________________________________ 

 
What is your HIV status? 
o I am HIV positive  
o I am HIV negative  
o I do not know  
o I prefer not to answer  
o Other: ________________________________________________ 
 
The following questions will help us plan logistically for your possible participation in the study. You are 
not required to have any of the following to participate in the study.  
 
Do you own a mobile device, such as a SmartPhone or tablet/iPad? (Your answer will not factor into your 
recruitment into the study.) 
o I own a SmartPhone.  
o I own a tablet or other mobile device.  
o I do not own a mobile device.  
 
Do you have unlimited texting with this service? (Your answers will not factor into your recruitment into the 
study.) 
o I own a SmartPhone  
o I own a tablet or other mobile device.  
o I do not own a mobile device.  

 
Would you feel comfortable receiving texts from the PhotoUStudy Team and sending texts in return to the 
PhotoUStudy Team on your mobile device. (No identifying information will be sent by the team to your 
device.) 

o Yes  
o No  
o I will need more information.  
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 Attachment 1.3: PhotoUStudy PhotoVoice Activity Information Sheet 
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Key Information 
The following is a short summary of this research project, called the PhotoUStudy, to help you 

make a decision about participation. Additional details are listed later in this form. 
 

Why am I being invited to take part in the PhotoUStudy? 
We have invited you to take part in a research study because you meet the participation 
requirements. That is, you identify as African-American/Black, are ages 18 and older, and access HIV 
and/or health services within Washington, DC.  
 
What should I know about the PhotoUStudy? 
• Someone will explain this research study to you. 
• Whether or not you take part is up to you. 
• You can choose not to take part. 
• You can agree to take part and later change your mind. 
• Your decision will not be held against you. 
• You may discuss your decision with your family, your friends, your doctor or others. 
• You can ask all the questions you want before you decide. 
 
Why is the PhotoUStudy being conducted?  
This study is being conducted to better understand the lived experiences of African-American/Black 
men who have sex with men who are: ages 18 and older; are living with and/or at risk for HIV; and/or 
access health services in Washington, DC. We are also interested in learning more about 1) how this 
population protects themselves from transmitting/acquiring HIV, particularly when they do not have 
access to condoms or HIV medications (such as pre-exposure prophylaxis or PrEP) and 2) how this 
group deals with stigma, namely racism, HIV stigma, and homophobia).  
 
How long will I take part in the PhotoUStudy?  
We expect that you will be in this research study for approximately seven (7) days, across a two (2) 
week period. This time period includes today’s Enrollment Session (which will end with a brief 
Enrollment Survey); the five (5) photo-sharing activities (one per day), and the final debriefing 
interview. 
More detailed information about the study procedures can be found under the “What can I expect if I 
take part in this research?” section. 
 
Is there any way being in the PhotoUStudy could be bad for me? 
There is a chance you might experience some emotional distress from one or more of the questions 
and activities. If this happens, you are welcome to stop your participation in that or all parts of the 
study. Detailed information about the risks of this study can be found under the “What are the risks 
and possible discomforts?” section. 
 
Will being in the PhotoUStudy help me in any way? 
There are no direct benefits to you from your participation in this research. However, your 
participation may benefit to the understanding of how African-American/Black MSM living with and at 
risk for HIV protect themselves and their partners from HIV and sexually-transmitted infections. 
  

Protocol Title: Conceptualization of Seroadaptation among Black Men Who Have Sex with Men 
Principal Investigator: Dr. Vaughn Rees 

Description of Study Population: African-American/Black Men Who Have Sex with Men 
(MSM), Ages 18 and Older Living with or At-Risk for HIV 

Version Date: December 28, 2018 

Attachment 1.4: PhotoUStudy Consent Form 
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What happens if I do not want to be in the PhotoUStudy? 
Participation in research is completely voluntary. You can decide to participate or not to participate. 
You may withdraw from the study at any time. 
 

Detailed Information 
To follow, please find more detailed information about the PhotoUStudy than already provided above.  
 
About this consent form 
Please read this form carefully. It provides important information about participating in the PhotoUStudy. 
You have the right to take your time in making decisions about participating in this research. If you have 
any questions about the research or any portion of this form, you can ask us at any time. If you decide to 
participate in this research study, you will be asked to sign this form. A copy of the signed form will be 
provided to you for your records.  
 
Who can I talk to? 
If you have questions, concerns, or complaints, or think the research has hurt you, talk to the research 
team at 617-446-3673 or photoustudy@gmail.com. This research has been reviewed by the Harvard 
Longwood Medical Area Institutional Review Board (IRB). If you wish to speak with someone from the 
IRB, you may contact the Office of Human Research Administration (OHRA) at 617-432-2157 (or toll-
free at 1-866-606-0573) or at irb@hsph.harvard.edu for any of the following:  
 

• If your questions, concerns, or complaints are not being answered by the research team, 
• If you cannot reach the research team, 
• If you want to talk to someone besides the research team, 
• If you have questions about your rights as a research participant, or  
• If you want to get information or provide input about this research. 

 
Participation is voluntary 
You have been invited to take part in this research because you fit the criteria to participate. That is, you 
identify as Black/African-American; are ages 18 and older; and reside and/or access HIV and/or health 
services within the District of Columbia. It is your choice whether or not to participate. If you choose to 
participate, you may change your mind and leave the study at any time. Refusal to participate or stopping 
your participation will involve no penalty or loss of benefits to which you are otherwise entitled. 
 
How many people will take part in this research? 
About 21 people will take part in this research. 
 
What can I expect if I take part in this research? 
As a participant, you will be expected to complete the following:  
 
• The in-person Enrollment Session meeting, which is what we are doing today. It will end with an 

Enrollment Survey. Together, these activities should last approximately 20-30 minutes.  
 

• Five (5) photo sharing activities. 
Each photo sharing activity will take approximately 20-30 minutes. There will be one (1) activity per 
day, for five (5) days straight.  
 
You will be assigned a SmartPhone for this study. (Please do not use your personal mobile 
phone.)  
 
The phone will be preprogrammed with the REDCap app, through which you will access a daily 
prompts and submit your photo responses. You will be alerted to open the assigned app by 10:00 
am on each of the 5 photo-sharing activity days. You will take pictures in response to that day’s 
prompt. Each of these prompts will ask you about how you engage with (and are impacted by) 
the world around you. Specifically, you will be asked about your current living situation, 
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interpersonal relationships, experiences with social support, and access to health care 
information.  
 
You will submit your image responses – which will encompass approximately 5-10 pictures – 
through the REDCap app as indicated. (If appropriate, you also may send 1-2 pictures per activity 
that you have taken in the past or found online.). Responses are due by 8:00 pm that night. If you 
do not respond on time, a reminder text will be sent. If you cannot respond in a timely fashion, 
contact the PhotoUStudy Team as soon as possible.  
 

• One (1) final in-person debriefing interview. 
The final in-person debriefing interview will take place as soon as possible after the final photo 
sharing activity. It will last approximately 2 hours. You will be asked about your experiences with the 
photo sharing activities—what motivated you to take the pictures you sent in. You also will be asked 
about your ideas concerning health, sexual health, relationships (familial, platonic, and sexual), 
HIV, substance use, racism, and homophobia.  
 
Note: You are asked at the end of the consent form to indicate whether or not you will allow yourself 
to be audio-recorded during the final interview. Please note that you may opt out of being recorded 
and still participate in the study.  

 
What are my responsibilities?  
As a participant, you are responsible for participating in all study activities and alerting staff of any 
emotional distress and/or desire to leave the study.  
 
What are the risks and possible discomforts? 
There is the chance of emotional distress due to the nature of the questions that may be asked in relation 
to sexual orientation, sexuality, sexual activity, HIV risk and status, and so on. You can skip any 
questions or stop your participation at any time. You are encouraged to contact the study team at any 
time if you feel any emotional distress. Your participation is voluntary and can be ended at any time 
without consequence. If you do not feel comfortable providing photographs, please contact the study 
team. You also will be able to withdraw photos from the study at any time during the PhotoUStudy, in the 
event they are not comfortable with what they shared.  
 
Please note that that there is always a risk a breach in confidentiality when participating in a study. 
However, the PhotoUStudy Team has designed this study to help protect participants’ confidentiality. 
Your data will only be accessible to the Study Team, and will be stored in a password protected and 
encrypted file and storage device. 
 
Are there any benefits from being in the PhotoUStudy? 
There are no direct benefits. The study may contribute to research that will assist in providing better 
health services to Black men who have sex with men (BMSM) living with or at high risk for HIV.  
 
What happens if I say yes, but I change my mind later? 
You can leave the research at any time it will not be held against you. Data collected before your 
departure from the study may still be used in the final analysis.  
 
Will I be compensated for participating in the PhotoUStudy?  
You will receive $100.00 for participating in this study. The first, for $25.00, will be given to you upon 
enrollment in the study. The second, $75.00 payment will be given to you after all activities are 
completed. 
 
What will I have to pay for if I participate in this research? 
It will not cost you anything to participate in this research. 
 
If I take part in this research, how will my privacy be protected? What happens to the 
information you collect?  
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Data in this study will include information collected through the Eligibility and Enrolment Surveys, the 
photo-sharing activities, and the debriefing interview. With your permission, the debriefing interview will 
be audio-recorded. You will be referred to during the interview by an assigned code name to further 
protect your confidentiality and privacy during the transcription and analysis process.  
 
All survey data, audio recordings, transcripts, and photographs will be stripped of identifying information 
and stored in an encrypted and password protected storage device and a Harvard University SharePoint 
site. Your data will be stored for five years, per standard university procedure. Information collected for 
this study will not be used or distributed for future research studies. You may request to remove pictures 
you have submitted from the study at any time. Only deidentified quotes and photographs without 
identifying details will be used in all reports and articles generated from this data. (Elements, such as 
faces and street signs that might indicate the participant’s identity, will be cropped out or blurred.) 

Only the PhotoUStudy Team will have access to your Personal Information to conduct and manage this 
study, and to comply with legal or regulatory requirements. These activities include: 
• Determining if you are eligible for this study;  
• Verifying that the study is conducted correctly, and that study data are accurate; and 
• Answering questions from IRB(s), independent ethics committee(s) (IECs), or government or 

regulatory agencies. 
  

Statement of Consent  
I have read the information in this consent form including risks and possible benefits. All my questions 
about the research have been answered to my satisfaction. I understand that I am free to withdraw at any 
time without penalty or loss of benefits to which I am otherwise entitled. I consent to participate in the 
study. My signature also confirms whether or not I give permission to be recorded for the debriefing 
interview: 
  
! I give permission to be audio-recorded for the debriefing interview. 
! I do not give my permission to be audio-recorded for the debriefing interview. 
 

SIGNATURE 
 
Your signature below indicates your permission to take part in this research 

 
 

Printed Name of Participant 

   

Signature of Participant   Date 
 
 

Printed name of Person Obtaining Consent 
 
 

 

Signature of Person Obtaining Consent  Date 
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Attachment 1.5: PhotoUStudy PhotoVoice Prompts and Follow Up After Non-Response 
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 Attachment 1.6: PhotoUStudy PhotoVoice Debrief/Ethnographic Interview Guide 
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Paper 2: “This Used to Be Chocolate City”: Gentrification and Social Geography among Black 
Men Who Have Sex with Men in Washington, DC 
 

I. INTRODUCTION  

In 2000, Washington, DC§§§ leaders sought to revitalize the city’s economy through a variety of 

policies, including tax incentives meant to attract outside investors seeking “opportunity sites” for 

development.170,171,172 Most of the targeted redevelopment sites were located in marginalized 

African-American****  and LGBTQIA+ areas, whose residents had little opportunity to voice 

concerns about the intense and often rapid-fire economic and social investment in their communities. 

The process, known as gentrification, fundamentally altered the social and physical landscape of 

these neighborhoods.173 Indeed, most of the new housing options and amenities developed in these 

areas were intended for residents of higher socioeconomic status, most of whom were white, with 

little understanding of, or concern for, the cultural history of their new neighborhood.174 The original 

residents found themselves unable to afford the rising housing costs, business operation expenses, 

and taxes, forcing them to relocate—a phenomenon referred to as displacement.175  

The National Community Reinvestment Coalition noted in a March 2019 report that Black 

communities in Washington, DC have experienced the greatest “intensity of gentrification” in the 

U.S.176 More than 40% of the city’s neighborhoods considered “ready for gentrification”, defined as 

having both home values and family incomes in the lower 40% of the local metropolitan area, 

underwent gentrification from 2000-2013.177  During that time, 20,000 African-American District 

residents, approximately 6% of the city’s Black population,178 were displaced. LGBTQIA+ 

communities, in turn, have watched their spaces be increasingly transformed into upper-middle class 

 
§§§ The District of Columbia is also referred to as Washington, DC and the District in this paper.  
 
**** African-American and Black are both used to refer to persons of African descent living in the U.S. The term 
MSM refers to all men identified as male at birth, including transwomen (men who identify as women), who have 
had or desire to have sexual contact with other men and transwomen. 
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enclaves, leaving little room for openly queer and minority LGBTQIA+ residents and 

businesses.179,180,181   

Much has been written about gentrification in Washington, DC, yet little is known about how the 

resulting “extreme and unnecessary cultural displacement”182 has impacted Black men who have sex 

with men (BMSM). Gentrification and displacement can limit access to health care, which can be 

disastrous for underserved populations such as BMSM.183 On average, BMSM experience higher 

rates of poverty, food insecurity, and housing instability over the life course compared to other 

Blacks and white MSM, which explains, in part, their vulnerability to HIV.184,185,186.187 Though 

BMSM account for less than 1% of the U.S. population, they represent one-fourth of all new HIV 

cases annually.188,189 A 2015 Centers for Disease Control and Prevention (CDC) report estimated that 

BMSM have a 1 in 2 lifetime chance of HIV infection, compared to 1 in 11 for white MSM and 1 in 

99 for the general population.190  

 

II. STUDY AIMS AND OBJECTIVES  

Our study was guided by the research question: How has gentrification affected the lived 

environments that facilitate the creation and maintenance of social support networks among BMSM 

in Washington, DC? We hypothesized that:  

(i) The loss of BMSM social geography, characterized by BMSM-owned and serving 

businesses and public spaces associated with BMSM, has impacted how BMSM engage, 

create, and maintain their social networks.  

(ii) The disruption of BMSM social networks has undermined how this population engages 

with the outside world, including how they access social support, as well as services, like 

housing and medical care.  
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(iii) These developments laid the foundation for fundamental divisions within the BMSM 

community, particularly among different age groups of BMSM, due to differences in 

where they access resources and how they engage and communicate with one another.    

 

To answer this research question, we conducted a qualitative study, called the PhotoUStudy, in 

Spring 2019 with 36 BMSM ages 18-65. The study originally focused on understanding how the 

lived experiences of BMSM informed their conceptualization and enactment of sexual harm 

reduction strategies, known as seroadaptation. Prior to this work, seroadaptation primarily focused on 

white MSM and biomedical approaches to sexual practice to prevent HIV prevention and infection. 

This study’s two data collection approaches—1) PhotoVoice, an anthropological approach that 

empowers individuals to report their lives using pictures, revealing information that “may be difficult 

to express with words alone”191 and 2) follow-up debriefing/ethnographic interviews—included 

several questions that solicited information about participants’ lived environments (described below), 

which were used for this inquiry.  

 

III. CONCEPTUAL FRAMEWORK 

We developed a conceptual model, called the BMSM Intersectional Identity Over the Life 

Course Framework (BMSM Framework), to guide our research during the PhotoUStudy (Figure 2.1).  

The BMSM Framework draws on multiple theoretical models, including Bronfenbrenner's social 

ecological model,192,193,194 which proposes that individual development outcomes reflect engagement 

with determinants across multiple levels, and Krieger’s concept of embodiment.195 The latter argues 

that ecological circumstances and stresses over the life course are expressed through the medium of 

the body, with social, political, and economic inequities manifested in disparate burdens of disease. 

That is,“bodies tell stories about—and cannot be studied divorced from—the conditions of our 

existence; (2) bodies tell stories that often—but not always—match people's stated accounts; and (3) 
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bodies tell stories that people cannot or will not tell, either because they are unable, forbidden, or 

choose not to tell.”196  

The PhotoUStudy sought to provide multimodalities through which marginalized BMSM could 

tell their story, which itself represented not a singular experiential lens, but a variable one informed 

by multiple, overlapping and intersectional197 lived experiences as Black, MSM, and in many cases 

HIV+ persons. The BMSM Framework posits that BMSM identity is composed of four domains: 

race, sexual orientation, gender identity/presentation, and HIV risk/serostatus.198 The final domain, 

HIV risk/serostatus speaks to the high rate of HIV among BMSM, which informs how 1) BMSM 

engage with those around them (including sexual partners and health clinics), and 2) those around 

them perceive and treat BMSM. This identify is informed by—and in turn informs—the multifaceted 

relationships BMSM experience and influence at the self/individual; interpersonal (family, friends, 

and peers); community (schools, health and service providers); and societal (social norms and 

policies impacting African Americans, LGBTQIA+ persons, and PWH) levels.199 BMSM engage and 

react to actors at each of these levels and, in turn, across levels at any given time.  

In this manner, the levels serve as pathways, or social networks200 through which BMSM identity 

is informed by the bidirectional dissemination of 1) support/resources and 2) collective stigmas, over 

time. Support/resources can include instrumental support (money and transportation); psychosocial 

support (relationship advice); and medical support (accompanying someone to appointments, sharing 

health care information).201 These social networks play an essential role in the lives of BMSM. In 

addition to informing how they see themselves in the world, social networks have been shown as 

powerful pathways through which BMSM access health information, while reducing barriers to 

health services and, as such, improving physical and mental health outcomes.202,203,204,205   

Social networks also act as conduits for collective stigmas—inter-related oppressions 

communicated to and experienced by BMSM, such as racism; homophobia;206 and HIV stigma 

(prejudice directed toward and experienced by PWH).207,208 These are communicated and 
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experienced simultaneously, and can encourage less desirable health behaviors, such as avoidance of 

care, substance use, and unprotected sex.209,210,211 These factors are amplified among Black 

transwomen, who may wish to avoid transphobic treatment and abuse.212 These concerns are not 

unwarranted. Medical providers’ ambivalence in providing care to minority and LGBTQIA+ persons 

has been well established,213,214 laying the foundation for mistrust of the health care establishment 

and fostering a sense of fatalism around death and disease.215,216,217,218,219,220,221    

The BMSM Framework evolved throughout the PhotoUStudy. Originally focused on the 

interplay of social networks and BMSM in promoting seroadaptation, data analysis indicated that 

social networks communicate, teach, and support a holistic approach to health, called here the 

BMSM Intersectional Health Index (BMSM Health Index), that encompasses interconnected 

domains—creating family, mentors, physical safety, housing, treatment adherence, keeping a clear 

head (avoiding substance use), being spiritual, knowing your partner, engaging your 

passion/creativity, and 100% condom use. These domains support engagement in seroadaptation; 

attenuation of any of them undermines that practice (See Table 2.1). In addition, seroadaptation and 

the BMSM Health Index can themselves influence BMSM identity and social networks. The data 

also revealed the importance of the lived environment in the creation, communication, and 

Figure 2.1: BMSM Intersectional Identity Over the Life Course Framework 
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maintenance of BMSM social networks, BMSM identity, the BMSM Health Index, and 

seroadaptation. The lived environment or social geography222 exists across all levels of interaction 

among BMSM, and includes safe places to live and access to public spaces where BMSM can meet, 

converse, educate and celebrate one another at the interpersonal level. Social geography also can 

encompass the imagined realm, such as memories of past encounters in and with lost BMSM spaces, 

as well as those in online spaces, such as social network platforms. It also is realized at the societal 

level, with service providers often serving as cultural spaces for BMSM. Indeed, these relationships 

are at the core of BMSM social networks, through which individual BMSM transfer and receive 

health information.  



 

 91 

 

 
 
 
 
 
 
Table 2.1: BMSM Health Index Domains 
 

Creating Family Sexual harm reduction begins with a strong, supportive foundation that 
includes close biological family, guardians, and gay family. 

Mentors  Mentors show young BMSM how to navigate life and live as a 

LGBTQIA+ person.  

Physical Safety Refers to the importance of physical preservation at all times.  

Housing: A Space of 
One’s Own 

A physical extension of physical safety that helps ensure sexual safety 

and treatment adherence.  

Treatment 
Adherence: Take 
Your Medicine 

Being treatment adherent includes taking one’s medication, including 
those prescribed and others that assist in the process.  

Keep a Clear Head Sexual harm reduction demands avoidance of disorienting substances 

and alcohol.    

Be Spiritual Having a connection to one’s spirituality helps one’s fine clarity and 

community.   

Engage Your Passion Finding an outlet that demonstrates one’s creativity and stability.   

Know Your Partner The more one knows a sexual partner, the safer one can be during sexual 

encounters.  

100% Condom Use Sexual harm reduction demanded condom use. It was best combined 
with knowing the status of a partner (seeing his/her “paper”) and 
engaging in alternative sexual practices, as needed.   
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This social geography also provided a landscape through which social networks engaged and helped 

protect BMSM, particularly during times of upheaval, such as homelessness. Even with the advent of 

social media and online dating, BMSM in the PhotoUStudy stressed the importance of in-person 

information exchange in BMSM-friendly spaces. Younger BMSM learning about their identity may 

encounter other BMSM, including peers and potential mentors, while visiting a LGBTQIA+ friendly 

park, while others may find acceptance in a BMSM-owned bar. Older BMSM may engage peers in 

gay-friendly apartment complexes and/or at LGBTQIA+ service providers. Gentrification, and by 

extension displacement, literally disrupts the social geography of BMSM populations, undermining 

their ability to form social networks and attenuating those already in existence. Without these social 

networks, BMSM can be cut off from the support and resources they can provide to each other, 

including the information essential to learn, create, and practice BMSM identity and approaches to 

health.  

 

IV. STUDY RATIONALE 

We selected Washington, DC as the location for this study because of its large African-

American, LGTBQ+, and Black LGBTQIA+ populations. Though African-Americans nationwide 

account for just 12% of the U.S. population, they comprise 48% of Washington, DC’s 672,000 

residents.223 Just under 10% of people in the city identify as LGBTQIA+—more than twice the 

national average, 3.8%, of LGBTQIA+ populations in cities.224 Among these LGBTQIA+ persons in 

the District, approximately one fourth, or 23,000, are Black225,226—more than one-half of whom are 

BMSM. The city also has the highest HIV incidence and prevalence rates in the country, with 

residents having a 1 in 13 lifetime risk of HIV infection, compared to 1 in 99 nationwide.227 Seventy 

percent of persons with HIV (PWH) in the District are African American, 27% of which are 

BMSM.228  
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4a. BLACK AND LGBTQIA+ POPULATIONS: ALIGNED HISTORIES OF 
MARGINALIZATION 

 

Washington, DC’s large Black and LGBTQIA+ populations also speak to the unique social 

geography of the city that has attracted and supported these two populations over time. Members of 

both groups migrated to the District to find some semblance of freedom from the surveillance and 

control typical of Black and LGBTQIA+ lives elsewhere in the country. This is particularly true for 

African Americans, who have played an integral role in the civic and social life of the District since it 

was founded, in 1791.229 The city’s Black population grew after the Civil War and throughout the 

First (1900s-1920s) and Second (1940s-1970s) Great Migrations, when millions of African-

Americans moved from the South to cities in the West and North in search of more freedom and 

economic opportunities.230 Between 1900 and 1970, the city’s Black population more than doubled, 

from approximately 30% (86,702 Black persons) to more than 70% (537,712 persons).231  

LGBTQIA+ communities, and BMSM in particular, established themselves in the margins 

during the same time, often operating businesses and organizations serving LGBTQIA+ persons 

from private homes or in underserved areas of historic Black neighborhoods and along the city’s 

waterfront.232 This approach to life protected the population from repercussions of the District’s 

sodomy laws. Though they had softened in the twentieth century from their original Colonial 

iterations, which carried the death penalty for BMSM,233 LGBTQIA+ establishments often faced 

raids by the District’s Metropolitan Police Department Vice Squad. By 1969, LGBTQIA+ groups in 

Washington, DC, inspired by Civil Rights activists and the New York City Stonewall Riots, 

organized.234 Prosecution of consensual sodomy ended in the 1970s,235 supporting proliferation of 

new LGBTQIA+ businesses and agencies.236  
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4b. LAYING THE FOUNDATION FOR GENTRIFICATION  

By the start of the 1980s, however, African-American communities were marked by public and 

private disinvestment. Poverty had become endemic to much of the District, reinforced by a lack of 

infrastructural investment in minority areas of the city, particularly in sectors—known as wards—

that burned following the assassination of Martin Luther King, Jr., in 1968.237 Expansion of the city’s 

public transportation system often skipped poorer communities as well, ensuring the legacies of 

segregationist policies, such as redlining, which undermined access to Black home ownership, 

education, health care, business development, and employment.238 The growth of queer centers, 

which several years earlier included 150 businesses and organizations in nearly every part of  

Washington, DC, also stagnated. This trend aligned with Housing and Urban Development efforts 

throughout the 1990s to improve residential areas by facilitating the creation of mixed income 

neighborhoods, reducing the concentration of poverty often found in the city’s public housing.239 

This process resulted in the demolition, rather than rehabilitation, of housing complexes, filled by 

higher-end condominiums and homes. Displaced low income individuals and families left the 

District or shifted into more heavily marginalized areas in the city.240 These trends coincided with 

the first waves of the city’s crack cocaine trade, which created an epidemic of addiction in the 

1980s,241,†††† and the HIV epidemic, starting in 1981, which heavily impacted Black and LGBTQIA+ 

communities.242   

 

 
†††† BMSM emerged as leaders during this time, most notably heading local and national responses to the HIV and 
drug epidemics in Black communities. Of particular note is Us Helping Us, a District agency that supported BMSM 
living with HIV, as well as the National Minority AIDS Council, which helped build the minority-led response to 
HIV and, in turn, substance use in Washington, DC and other communities across the country. While their efforts 
helped mitigate the impact of gentrification in the District, they could not stop it.  
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4c. MAPPING THE IMPACTS OF GENTRIFICATION 

The African-American communities that once thrived in all but three of Washington, DC’s wards 

began to recede throughout the 1970s, as the syndemic interplay of social issues and health related to 

poverty, HIV, substance use, and loss of public housing pushed Black families into wards 7 and 8, 

and into the eastern margins of wards 4 and 5 (Figure 2.2).243 By 2015, the city’s African-American 

population dipped below 50% for the first time since 1960, with most of the population born outside 

of the District.244 Indeed, a map of persons age 18 and older born in Washington, DC living in the 

district indicates that most reside in wards 7 and 8, home to the majority of the city’s Black 

population (Figure 2.3). In addition to disparate service provision, the built environment of wards 7 

and 8 is marked by a lack of basic amenities, such as grocery stores and easily accessible public 

transportation. Life expectancy in these sectors, according to the CDC, is 15 years lower than the 

national average.245,246 

These are the same wards that bear a disparate burden of HIV; most PWH live in wards 4, 5, 6, 7, 

and 8—areas with the highest concentration of Black residents and poverty (Figures 2.4–2.7). Wards 

7 and 8, which has the highest HIV incidence and concentration of Black residents, each offer only a 

few HIV testing sites and one Ryan White HIV/AIDS Medical Care provider location (Figure 2.4). 

Ryan White HIV/AIDS Program providers receive funds through specific legislation that ensures 

low-income PWH can access services regardless of their insurance status. Instead, most HIV service 

providers, including HIV testing sites, pre-exposure prophylaxis (PrEP) providers, Ryan White 

HIV/AIDS Medical Care providers (HIV primary care), and Housing and Urban Development 

(HUD) offices for Housing Opportunities for Persons with AIDS (HOPWA), a program providing 

housing for low income PWH, are located in wards 1, 2, and 6—where most white MSM diagnosed 

with HIV live and work (Figure 2.7). 

The map of new HIV infections in Washington, DC (Figure 2.4-2.5) shows the impacts of 

gentrification, with the blue and lighter purple shades in wards 1, 4, 5, and 6 aligning with areas that 
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have undergone gentrification since 2000. These same areas show significantly less poverty than 

ward 7, where much of the displaced Black population from other wards in Washington, DC now 

lives. (Figure 2.6). The impact of gentrification has been felt in LGBTQIA+ communities as well. 

Census maps from 1970 and 2015 highlight the LGBTQIA+ spaces available throughout the District 

(Figure 2.8). In 1970, these LGBTQIA+ spaces were located throughout the city, serving all racial 

and ethnic populations. By 2015, the number of LGBTQIA+ establishments had contracted, and most 

of those serving BMSM were no longer in operation. Today, as with HIV services, the majority of 

LGBTQIA+ entities are located in wards 1, 2, and 6, in communities with primarily white residents.   
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Figures 2-3 show shifting population demographics in Washington, DC 

 
Figures 2.4-2.7 show disparate impact of HIV and inequitable health care access among Blacks vs. whites in Washington, DC 
 

 

 

 
 

Figure 2.4: Washington, DC—
Number of Persons Newly Diagnosed 
with HIV, 2013-2017 
 

Figure 2.5: Washington, DC—Number of 
Black Persons Newly Diagnosed with 
HIV, 2013-2017 
 

Figure 2.6: Washington, DC—
Percentage of Population Living 
in Poverty 

Figure 2.7: Washington, DC—
Number of White Persons Newly 
Diagnosed with HIV, 2013-2017 
 

  

Figure 2.2: Population of Washington, DC, 1970-2015, DC Policy Center Figure 2.3: Share of Persons Age 18 Born in Washington, DC 
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Figure 2.8 shows the change in LGBTQIA+ locations from 1970-2015 
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Figure 2.9: Map of the Stroll, 1970s – Present

K Street /  
New York Ave intersection 

Union 
Station 

 

HIPS 

 

HealthHIV 

Casa Ruby 

HIPS 

 
The original Stroll, shown in blue, ran the length of K Street, in Washington, DC, across the city’s northwest and northeast quadrants, through wards 2, 5, and 
6. Though associated with sex work, most notably solicitation, the Stroll encompassed many Black, LGBTQIA+, and BMSM-owned and operated businesses 
and public spaces around it, as shown in map of LGBTQIA+ spaces in the 1970s, in Figure 2.8 and again here. These spaces encouraged social network 
creation and resource sharing. Today, most of those businesses and spaces are gone, and the Stroll is primarily sex work driven, divided into smaller sections 
throughout the city. The new Strolls are remote and dangerous. Those that traverse gentrified areas are heavily policed for the benefit of the new residents. 
The map also shows the location of several key geographic areas, including the intersection of K Street and New York Avenues, Union Station, and the sites 
of the PhotoUStudy’s partner agencies. Note: Casa Ruby was too remote to include on this map, and is shown in the smaller black and white inset ward map.  
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V. METHODS 

This study leveraged data from PhotoUStudy, which was conducted in three phases: Recruitment; 

Data Collection; and Analysis. The Recruitment Phase began upon IRB approval, using maximum 

variation sampling, a purposive-stratified criteria-based sampling strategy, to ensure the broadest 

range of perspectives of BMSM. Participation was limited to the following persons: those who 

identified as Black/African-American; born biologically male; at least 18 or older; resided and/or 

accessed HIV and/or health services in Washington, DC within the past two years; and had or wanted 

to have sexual contact with other men and/or transwomen. IRB approved promotions (Attachment 

2.1) were distributed through online and print media and posted in BMSM-serving businesses and 

health agencies, which provided a link to an Eligibility Screening Survey (Attachment 2.2). Two 

BMSM-serving entities also helped promote the study: HIPS (Helping Individual Prostitutes 

Survive), a drop-in day shelter that serves older Black LGBTQIA+ persons and Casa Ruby, the only 

DC agency exclusively targeting Black and Latino LGBTQIA+ youth.‡‡‡‡ A national HIV agency, 

HealthHIV, provided additional interview space.  

Enrollees who met the criteria participated in the Data Collection phase of the study, which 

began with a 20-minute recruitment interview. During that time, participants were given a study 

information sheet (Attachment 2.3); completed a consent form (Attachment 2.4); and received a 

preprogrammed mobile phone equipped with a 30-day cellular plan and a unique Gmail address. The 

home screen of each phone provided access to five PhotoStudy apps, named Day 1, Day 2, and so on; 

when tapped, participants were directed to an online REDCap form of the same name through which 

they could securely upload their pictures. Participants received hands-on training on how to use their 

assigned phone and the first installment ($25.00) of their $100.00 incentive, and completed a brief 

demographic survey. The process prepared them to engage in data collection, which started with a 

 
‡‡‡‡ Donations were made to HIPS and Casa Ruby for their time.  
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five-day PhotoVoice activity (Attachment 2.5) and ended with a final debriefing/ethnographic 

interview (Attachment 2.6). The PhotoVoice activity featured several questions focused on the 

participants’ social geography, including:  

• Walk or drive through your community/area where you are living/staying. Send us 5-10 

pictures/images that show what is in (or not in) your community that helps and/or hurts your 

health. For example, is it easy to find or travel to the doctor? Buy healthy food? Image ideas: 

transportation access (roads/bus stops); signs (billboard ads/signs); commercial centers 

(grocery/corner stores); housing (apartment complexes/houses); entertainment/civic venues 

(nightclubs/recreation centers); and/or unofficial gathering areas (parks).  

• Please send us 5-10 pictures/images that tell us about your relationships (sexual, romantic, 

and/or platonic). For example, how do you meet people? Online or in the real world? 

• Please send us 5-10 pictures/images of places and/or things that you associate with having a 

good time. How do you and your friends have fun and relax? Are you watching television? 

Visiting family/friends? Going to church, other communal events, or out on the town?  

• Please send 5-10 pictures/images that remind you of the people in your life who support you. 

That is, people who help out by providing any and all of the following: friendship, advice, a 

ride to a medical appointment, cash, a place to stay, and so on.   

 

Data Analysis was conducted using immersion/crystallization (IC), an iterative process of 

engagement, or “uncovering,” was used to analyze the data.247 Guided by the BMSM Framework, IC 

was iterative, beginning with the literature review and continuing through development of the 

PhotoVoice prompts and the debriefing/ethnographic interview guide; collection of the data; and 

review of the photograph submissions and interview transcripts. Transcripts and pictures were 

uploaded into the qualitative software system, NVivo, and illustrative quotes and details coded. The 
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quotes, along with interviewer reflections, also were captured in a single Word document. Once data 

were organized and tagged, NVivo code reports and the Word document were reviewed multiple 

times, allowing the team to “sift, prioritize, and form the interdependent texts and investigations into 

a whole”.248 Once completed, the data were reviewed once more and interpreted. In addition, 

information about important BMSM service providers and spaces were noted and tracked on maps 

generated through the online mapping database, AIDSVu.org. These maps were overlaid with an 

outline of Washington, DC’s wards; data points for LGBTQIA+ spaces were gleaned from The 

Rainbow History Project’s Places and Spaces Database (via DataLensDC).  

 
VI. RESULTS 

6a. PARTICIPANT CHARACTERISTICS  

The PhotoUStudy’s 36 participants spanned four age groups: 12 young BMSM (18-29); 10 

middle age BMSM (30-44); 8 older BMSM (45-59); and 6 legendary BMSM (60+).§§§§ Over one-

half subsisted on incomes of $5,000 or less per year, and two-thirds reported not having enough 

money to cover expenses during the past six months. All but 6 participants in the study were HIV 

positive, only one of whom was over the age of 30. (See Table 2.2.)  

Participants reported diverse sexual orientations and gender identities. The study included 24 

participants who identified as gay/homosexual or same gender loving; bisexual; and pansexual, and 

11 transwomen, several of whom identified as straight women. A majority were single, with nearly 

one-third describing themselves as homeless or unstably housed (living with relatives). An additional 

fifteen BMSM described themselves as “living alone,” though several of these participants noted in 

their interviews that they meant they were single living in shelters or with friends. Though nearly all 

 
§§§§ The final age category name was taken from participants who described themselves and others as legendary. 
The term often refers to long-term HIV survivors who provide leadership in the BMSM community. One 
legendary participant explained, “anywhere legendary gays go, somebody is going to say, ‘I've seen you before,’; 
talking about me because I've been everywhere.”      
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of the participants had at least a high school diploma or equivalent (with over one-half having 

attended at least some college or trade school), most were unemployed.  

 

6b. INTERVIEWS: BMSM SOCIAL GEOGRAPHY 

The PhotoUStudy primarily focused on how the lived experience shaped the conceptualization 

and practice of seroadaptation among BMSM. Thirty of the participants in the study had low 

socioeconomic status (earning less than $20,000 per year), and had grown up or lived significant 

amounts of time in areas of Washington, DC that had undergone redevelopment since 2000. They 

talked at length about the impact of gentrification on their social geography. The literature defines 

gentrification based on social and economic investments in underserved areas that may result in 

displacement of current residents. Participants in the study considered these investments, which 

occurred primarily in Washington, DC’s historic Black communities, to be racially charged—and 

synonymous with past or impending displacement of long-term African-American residents by white 

investors and home buyers. Their arrival represents more than a change in the city’s demographics, 

but a step toward complete erasure of Blacks and BMSM, in particular. Participants shared watching 

their childhood churches, schools, and homes razed and/or rehabilitated into high end condominiums, 

while historic Black cemeteries were excavated to make way for public transportation routes and new 

buildings. (See Pictures 2.13–2.14 and 2.16–2.17.) As an older BMSM man explained:   

 

Gentrification in the city has been for many people like the category-5 tornado coming through 

and just wiping everything away from you. You wake up like, ‘What am I supposed to do?’ 

Gentrification is taking over … This used to be a chocolate city. It's far from that now. ` 

 

Many participants in the PhotoUStudy said they felt like strangers in their own communities. A 

middle age BMSM explained that his new white neighbors “look at me like, ‘What are you doing in 
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our neighborhood?’” Another older BMSM related a painful moment when a new resident yelled at 

him about parking, saying: "You’re not from around here. Who do you think you are?"  

Gentrification’s attenuation of BMSM social geography did not occur all at once, but over time 

with the dismantling of the Stroll (see Figure 2.9) and its associated social networks; the disruption of 

relationships between older and younger generations, particularly during the height of the HIV 

epidemic; and the dispersion of BMSM and their service providers.  

 

6c. THE STROLL AND SOCIAL NETWORKS 

BMSM in the study did not refer explicitly to social geography, but identified spaces integral to 

them “learning how to be themselves”. At the center of this social geography was the Stroll,***** 

which from the 1970s to the 2000s encompassed areas on and around K Street in Northwest, 

Washington, DC. The Stroll was traditionally associated with sex work, most notably solicitation, 

during which sex workers (including men and transwomen) met clients on the street or in parks. 

These spaces also facilitated the establishment of long and short term survival arrangements (also 

called tricking), in which often younger gay men exchanged friendship and/or sexual favors with 

older men they met for money, gifts, drugs, and/or a place to stay. The Stroll, however, also operated 

as a place for the girls, a slang term to refer to gay men and transwomen, to congregate or gather to 

exchange information (“girl chatter”) about other BMSM, find housing, avoid the police, and 

maintain good health. On and around the Stroll were networks of Black and/or LGBTQIA+-owned 

and operated businesses and spaces that PhotoUStudy participants, regardless of their engagement in 

sex work, frequented in order to be around other BMSM. The Stroll also was near the H Street 

corridor, an historic Black community that boasted a robust Black-owned business center.  

 
***** BMSM also frequented several parks, such as Malcolm X Park, and adult dance clubs in the District’s 
waterfront area. These areas, however, did not have the same meaning as the Stroll.  
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In this manner, the Stroll and these spaces generated a powerful synergy for young BMSM 

learning how to survive as LGBTQIA+ people. Many shared stories about their first encounters with 

older BMSM in these areas who “taught them the ropes” about how to survive as gay/bisexual men 

or transwomen in the city. One gay man in his 50s related how he met his initial mentor as a teenager 

soon after arriving from Baltimore, MD at Union Station, the District’s primary train station, located 

near the Stroll. He recalled feeling lost after deboarding the train, but was soon approached by his 

mentor, who offered him a ride, helped him get a job, and introduced him to key locations near K 

Street where homeless BMSM could meet men for a place to stay at night:  

 

He showed me Curiosity Books … an adult bookstore and then the Brass Rail [a gay bar for 

BMSM]. He said, ‘After you go in there in the bookstore, if you don't meet nobody by the time it 

gets dark, go on around the corner to where I showed you the Rail and give the doorman $2. 

He’s going to give you two tokens … for two drinks. Guaranteed you're going to meet somebody.’   

 

Other BMSM noted that the Stroll area offered them their first glimpse of other transwomen and gay 

men being accepted in public. One transwoman in her late 20s shared how:  

 

My friends, they used to go down to the Stroll, to a meeting place near Union Station—a wall [by 

the Sursum Corda area]. All the gay people used to come up there. They would dance, they 

would be out there drinking and stuff and just being free. Around that time, it was harder for gay 

people back then. We would come to Union Station and meet up and that's where I [would see] 

my friends and stuff. Before I got into drags [drag shows], I met a couple of transgenders 

[there]. That was the first time I ever seen a drag queen … like me, because I always thought 

like, ‘I'm the only person going through this [being transgender] … I'm young. People don't 

understand’ (See Figure 2.15).   
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Other participants shared similar memories of seeing transwomen dressed up on the street. As a 

transwoman in her 50s shared, “I liked the fast money, fast life, the hookers were glamorous. They 

wore fur coats, thigh boots, lashes out to here. [laughs] The pimps had Cadillacs and cars and all that 

stuff. All that was attractive to me at a very young age.” 

BMSM credited these spaces for connecting them with other BMSM who became close friends 

and adopted “gay family”, who shared their company and resources, including information about 

how to work the Stroll, physical protection from perpetrators, and information about sexual health 

and seroadaptation. As a gender fluid man in his late 50s explained:  

 

I was homeless, but I met people [at the Brass Rail and on the Stroll], connected … I had people 

who befriended me. ‘You're country, but you're sharp though. You're a pretty little black thing. 

Come on, hang out with us. What you're doing?’ If [aggressive] men would come up to me, my 

older friends would say ‘Uh, that's my daughter’ or ‘That's my son. Leave him alone.’ Just to 

keep you out of trouble, but letting you know, all the same that [these men] like you—that you’re 

doing something right. 

 

A transwoman in her late 20s recounted how before she earned money on the Stroll, her mentor took 

her aside and “showed me the ropes. She was like, ‘Don't do this and don't do that.’  

Yet the Stroll offered more than a place to engage in sex work, but a community. A gay man in 

his 50s shared how bars and clubs along the Stroll instilled a sense of community that honored the 

diversity of BMSM in Washington, DC. He said: “These places were social sets [societies]. We did 

card games, which kids [young BMSM] don't mess with no more. The sororities and fraternities 

[from nearby Howard University, an historically Black college], for instance, gave parties because a 

lot of their members were gay.”  
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The Stroll also created relationships with gangs, which generally did not embrace LGBTQIA+ 

people (though LGBTQIA+ persons were and are members). Gangs, however, did recognize that the 

BMSM congregating and working in the area also were engaged in survival, and were equally wary 

of the police. A gay man in his late 50s recalled:  

 

Sursum Corda, the housing project down by Union Station—that old drug hole is gone, but that 

was a boys spot [where gay men engaged in sex work met clients]. The gangs would be out there. 

There was one place there that had a lot of gun battles and all that stuff that gangs had. To be a 

queen in good standing with the gangs meant ain't nobody pulling no gun on me. I don't have no 

bullet holes, no knife marks, and all of that … The gangs would be like  ‘Oh, bitch come on hang 

with us. The gangs are all beefing [fighting].’ I knew enough to keep me away from all of that, 

but I could freely walk around.  

 

Though fraught with danger, these settings provided vulnerable BMSM a sense of place and 

community, among each other as well as their clients (most of whom were BMSM themselves). 

Meeting up in this manner allowed folks to share information and engage in resource exchanges 

referred to as “gifting”—sharing food, clothes, or other items with someone who may not have the 

means to get it themselves at the moment. A gay man in his 50s explained how he and his friends 

would go to the Stroll or Malcolm X Park (another popular BMSM gathering spot), where they were 

often met by clients who worked Federal jobs who gifted them clothes and shoes:  

 

You would be sitting on the bench with [your gay family], and [find] older and well-to-do men 

near the [park’s] Joan of Arc statue. They would come through [and say] "Come on, we're going 

down to Henry's [a soul food restaurant] on U Street. Oh, hell yes. Collard greens, the fried fish, 

chitterlings, meatloaf, dinners, and lunches. Oh, the ribs right out the smoker. Oh man, but it was 
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that sense of community. [No one needed food pantries like] Miriam’s Kitchen and Martha's 

Table and all that. For what? It's enough of us. After eating, they might ask ‘What size shoe do 

you wear? Oh, well I got some shoes that I ain't even wore them. Still in the box.’ He might go, 

‘Come on up to the house and see them.’ Or, if I remember, I'll put them in my car and the next 

time I'm down.’ It flowed.  

 

Struggling BMSM also gifted one another, though in less obvious ways. When the weather prevented 

them from working and gathering outside, they would visit each other at home. If someone was 

running low on money, they offered them side work, saying, as one participant illustrated, “I'm 

getting ready to have a card game and I need somebody to help me get my house together, because 

these people are coming.” As one older gay man explained:  

 

It was never that I needed a pair of pants and didn’t have a pair of pants. If they were shopping 

and took me to hang out, they would say ‘You better get yourself something and don't be shy.’ 

You’re not asking for anything and they're not … begging you to take something, because trust 

me, they're spending their money, but you're more than welcome, without a question. 

 

6d. Gentrification and HIV: Disruptions of Social Geography and Generations 

BMSM began to see the impact of gentrification as soon as it began, beginning with the 

destruction of housing projects and the escalation of surveillance of sex workers in the District 

throughout the 1990s. Many described the loss of these BMSM spots as losing part of their family 

home (See Figure 2.11). A gay man in his 50s related:  

 

There was the Stroll, right on K Street and a lot of it is your [gay family] fighting amongst 

themselves, the gang thing, [but we were] an insulated crew of people in that rough and tumble 
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neighborhood. I went through and seen that they had torn it down … I knew it was coming, but 

[it was hard] to actually be over there and see that they had actually started [razing it], a big 

swatch of it is just lying there.  

 

The destruction of each landmark and closed Black LGBTQIA+ business created gaps in The 

Stroll—and, by extension, BMSM social networks and access to resources. While the original Stroll 

encompassed all of K Street and the area around it, the destruction of BMSM landmarks coupled 

with new construction and an influx of higher socioeconomic status residents and police protection, 

has created smaller “Strolls”. These Strolls are located in more remote areas of the city and cater to 

specialized client bases, which means gay men and transwomen often work in different parts of the 

city. It also undermines their ability to protect one another, with many transwomen working the 

Eastern Avenue Stroll, in Northeast, DC, for instance, to avoid police interference.  

One transwoman in her late 30s who used to engage exclusively in sex work talked about how  

she and other girls on the Stroll worked in teams, taking turns watching out for each other while they 

worked or slept. Gentrification upended these relationships, making it harder to work in groups 

without threat of police harassment:  

 

The Stroll used to be pumping ... I could make a $1000 walking from New York Avenue down K 

Street … Now, they're gentrifying that whole neighborhood. They tore down Sursum Corda 

apartments. But first they moved the Greyhound Bus Station … and they started building up all 

the buildings around there. Then they started pushing the girls back, further back down K Street 

to West Virginia Avenue. Now the police are up and down West Virginia Avenue, like they never 

saw. There are still streets where girls will be tricking all day and all night long. But the police 

are not going to let them mess around in neighborhoods [investors] are trying to build up, where 
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they are trying to make the neighborhoods better. They are just pushing the girls [sex workers] 

out to find new places to [work]. So, the Strolls just keep moving.  

 

The loss of the Stroll and its associated network of Black LGBTQIA+ businesses and spaces 

coincided with the height of the HIV epidemic of the 1990s, which devastated BMSM communities. 

An entire generation of BMSM were lost in just a few years, and BMSM in the study in their mid-to-

late 40s and older are still traumatized from losing their loved ones. A transwoman in her 60s shared 

that she had been a successful gay leader in Washington, DC during the 1970s and 1980s. She lost 

nearly 3,000 people in her social network to HIV. She recently attended a memorial service for older 

and legendary BMSM lost to the epidemic:  

 

We were at the club and it was packed. At that moment, we asked everybody to just call names of 

the ones that didn't make it [died of HIV], that weren’t there. It must have been an hour, we were 

still calling names. Everybody would just say "Gregory", "Robert", "Sean". All through the club 

just hollering names. Screaming names. Everybody's acknowledging that they know. I called at 

least 50. Somebody else called at least 50. Somebody called 100. It's been a lot. 

 

The break-up of social spaces and the loss of a generation has limited interaction between young and 

middle-age, older, and legendary BMSM. They also have little reason to engage with the Strolls 

other than sex work, now that most BMSM-spaces and businesses have been shut down. Young 

BMSM, and young transwoman in particular, rely on online dating websites and applications to meet 

clients. These platforms have made it possible for BMSM to work alone, though often at greater risk 

for physical and sexual violence due to the lack of backup by other BMSM.  

All BMSM in the PhotoUStudy talked about having mentors; however, the mentors of young 

BMSM tend to be younger than those described by older generations of BMSM. Some met their 
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mentors in the community, but often through the city’s House system, which can be understood as 

BMSM fraternities. Run by slightly older “house fathers” or “house mothers”, Houses build 

reputations for certain talents, such as fashion or educational achievement, and often compete in 

inter-House dance and modeling competitions, called Balls. The rise of the House system replaced 

some of the camaraderie and mentoring lost with the break-up of the Stroll. However, House 

participants overall tend to be much younger, with little room for older generations to participate, 

helping to solidify the separation of younger and older generations of BMSM.  

Most of the notable Balls in Washington, DC are facilitated by Casa Ruby, an agency that 

specializes in delivering medical and behavioral health care and shelter to young Black and Latino 

MSM. The agency is located near the Maryland border, in ward 4 (Figure 2.9), where rents are 

relatively cheaper. Many of the young BMSM who access services and/or live at Casa Ruby tend to 

find jobs, medical care, housing and other services nearby. (See Figures 2.18 and 2.21). Participants 

noted that there were still unofficial BMSM hangout spots, such as parks and laundromats, but they 

tended to be more isolated, rather than part of a larger, overarching social network. (See Figures  

2.19–2.20).  

BMSM over the age of 25 tend to not be as involved in the House scene or age out. They often 

live and/or access medical, behavioral, and wraparound services and long-term shelter at agencies 

geared to older BMSM, such as HIPS, located nearly ten miles (or a 30 minute drive) from Casa 

Ruby. Many of the agencies were founded and/or are run by people who worked on or in businesses 

on The Stroll, helping to engender trust of the BMSM they serve. 

  

5e. Gentrification, Housing, and BMSM Isolation 

In addition to the separation of young and older generations of BMSM, gentrification has limited 

the housing available to all BMSM. While younger BMSM tend to gravitate to Casa Ruby and other 

agencies near the Maryland border, BMSM over age 25 tend to frequent organizations farther south. 
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These older participants described numerous challenges they faced accessing shelter and permanent 

housing. Many described being forced to use shelters and accept housing placements in spaces 

generally unwelcoming to LGBTQIA+ persons. Most of the shelters used by older BMSM in the 

study were geared to heterosexual men, and located in remote sections of the city; shuttle service was 

provided only to heteronormative agencies and not to those specializing in services for LGBTQIA+ 

persons.  

Participants often noted an intense frustration at the high volume of new, high end apartment 

complexes being built in the city at the expense of agencies that deliver care to vulnerable 

populations and other services, such as public housing (See Figures 2.12–2.13). A transwoman in her 

fifties who depended on HIPS was bitter about the destruction of a beloved shopping center across 

the street from the agency. As with other Black-owned businesses on the H Street corridor, investors 

had replaced the shopping center, which had provided low-income residents access to inexpensive 

clothing and home goods, as well as a pharmacy and a bank, with a luxury condo building. She 

voiced the fears of many people at the agency that HIPS was “going to have to move eventually. The 

[new white residents] don't like anything that's helping minorities around in the area when it comes to 

gentrification. All of these agencies are going to have to move. I know it's coming.” 

Most study participants described waiting years for an apartment through the District’s public 

housing program, called Section 8. A middle age gay man noted that he obtained his place by finally 

figuring out how to pass the litmus test that determines one’s need for housing. He explained that:  

 

The system is not designed right, because people who really need housing are not getting it. If 

you call and you tell the case managers, ‘Yes I work, or I work sometimes and I stay at the 

shelter, I stay at my mom's house and …’ you're not going to get help. They want you damn near 

dying before they help you out. You got to go in there [and] give them a saga. When they ask you 
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‘How do you shower?’ you say, ‘I wait till it rain outside.’ Okay? You don't tell them you shower 

at the shelter.  

 

Those that are able to obtain apartments are grateful for a place to stay; however, they are often 

placed in dangerous or non-LGBTQIA+-friendly locations. One transwoman in her early 60s shared 

that: “I need to move out of that apartment where I'm at—out of that neighborhood, out of that area. 

It's a nice place and all [but] there are a lot of whores around there. Girls who work at night, all night 

smoking … crack, dope, and all of that.” Her isolation also had attracted unwanted attention from 

younger transwomen and gay men with substance use issues who came to her apartment asking for 

cash or a place to stay.  

Other participants talked about having been placed in an apartment located in a remote area of 

ward 7, which is under heavy surveillance by the local gangs (See Figure 2.14). Violence is common, 

and outsiders are considered suspect:   

 

If you're not from that neighborhood or whatever, the negative part about it is you don't know 

who's looking at you, who's watching you, what agenda they have, what motive they're going to 

have. You're probably only in the area for five minutes but within five minutes all that [violence, 

attack, and so on] can happen, which ain't right. 

 

Participants described being sexually harassed, mugged, and robbed by neighbors for being 

newcomers to the area and BMSM. Participants who sold drugs to supplement their incomes noted 

that gentrification had created tensions over the increasing competition for the ever-decreasing sales 

territories in the District. One middle-age BMSM who used to sell marijuana recounted how he was 

accosted by the gang that controlled the drug-trade on his block:  
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The drug dealers try to have total control of the street. No other gangs can sell on this street. 

They'll tell you, ‘You can't come out your house’ or something. I feel like that's crazy. It's stupid 

because I want to be able to walk out of my own house. They pulled a gun on me … It was awful. 

Some people just want to live their lives. If they do drugs, they want to do their drugs of choice … 

[But] I just stopped [selling marijuana] altogether. I told everybody to stay away from our 

house. It's to the point where it almost set my baby [romantic partner] up … I said, ‘Hold up, you 

keep her out of all of that. She had nothing to do with that. She don't even know and she didn't 

know [about my drug trade].’ We ended it just like that. I thank God we have jobs now.  

 

Other BMSM have found themselves placed in predominantly white communities, which created its 

own challenges. A middle-age gay man described mundane experiences as being somewhat tension-

filled:  

 

I'll be at the bus stop next to my house and people will look at me. I'm tall and I'm a black man; 

people are going to look at me anyway, but I used to be insulated from that [in my old 

community]. A white woman walked by me at the bus stop recently, saw me, and, I kid you not, 

broke into a run. I'm like, ‘Lady I don't want to rob you.’ Are you serious?  

 

The same participant described feeling out of place among his higher socioeconomic status 

neighbors. “In the shelter, if you didn’t have a lot of money and you're [just] like other poor people. 

It’s okay, because the liquor store has a $2 bottle of Vodka. I could buy a cigarette from somebody. 

Living in that [upscale] neighborhood, you can't find anything cheap or weed.”  

The housing placements generated transportation challenges. Those located in the more remote 

areas of the city often have limited access to any public transportation, while BMSM who secure 

housing in more affluent areas often can choose between the District’s Metrorail and Metrobus 
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services. However, they all face extremely long, expensive commutes to LGBTQIA+-service centers, 

creating additional barriers to medical care, pharmacies, grocery stores, and laundromats. Nearly 

every participant had a story of being fined, and in one case brutalized by the police, for attempting 

to skip the public transit fare.  

Participants often talked about these developments with a sense of anxiety and loss. As one older 

gay man said, pointing to a picture of a former BMSM bar (Figure 2.10), “My world is diminished, it 

has really shrunk. I had it, then it's gone, and it's going to continuing going, because not enough of us 

are still in the geographic area to say, ‘Well, you can't close the bar. It’s really historic and this is the 

reason why. It was not only a place to go and drink alcohol or dance. It was a fellowship, a 

community.’”  

 

VII. DISCUSSION  

The BMSM Framework helps place the results of this study in context. Over the life course, the 

social geography of BMSM ideally provides space and context through which they shape and 

perform their intersectional identities. Moreover, the social geography of BMSM facilitates the 

creation and engagement of the social networks through which they access and disseminate 

resources. These include the knowledge necessary to fulfill the domains of the BMSM Health Index 

and, as a result, seroadaptation. Gentrification, while enacted at the societal level, disrupts the social 

geography of BMSM at the individual, interpersonal, and community levels. An influx of financial 

capital can permanently destabilize an area’s identity for those who live there. For BMSM, 

gentrification dismantled the social geography of the Stroll. To outsiders—and most notably 

investors and incoming residents of higher socioeconomic status—this disruption marked an 

improvement in the safety and well-being of the larger community. For BMSM, the closure of Black, 

LGBTQIA+, and BMSM-owned and operated businesses, the destruction of BMSM landmarks, and 

the loss (and potential loss) of service providers in previously Black communities signaled the 
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erasure of shared BMSM space and history. By the early 2000s, BMSM working the Stroll or 

seeking other BMSM for camaraderie, support, and friendship found their physical spaces destroyed 

and/or replaced/repurposed as high-end business centers. The anxiety wrought by this process was 

heightened by the increase in police surveillance, particularly for those who continued to work in the 

newly broken up Strolls. These conditions created an additional sense of confusion and loss, 

particularly among middle-age, older, and legendary BMSM, who readily understood that the police 

were instated to protect the influx of (predominantly white) new residents from them. 

In this sense, gentrification can be understood as having more nuanced impacts on BMSM at all 

levels, across the life course. Older and legendary BMSM’s experiences with gentrification coincided 

with the heavy impact of the HIV epidemic throughout the 1990s and the wave of closures associated 

with the breakdown of the original Stroll. Many likened these events with a sense of loss—to the 

history of their community, and themselves. This sense of mourning was often coupled with their 

increasingly limited access to health services as they were moved to different parts of the city. This 

trend, in turn, disrupted the relationships between younger and older BMSM.  

Gentrification also impacted BMSM by pushing their service providers and public housing 

placements to remote (and often gang-controlled and non-LGBTQIA+ receptive) parts of the District. 

While young BMSM often could access their services in one location, BMSM over age 25 often had 

to travel long distances on public transportation to different providers to access the most basic health 

and wrap around services. The limited support system for these BMSM sometimes placed them 

under considerable physical and mental strain, placing them at risk for police harassment on public 

transportation and homophobic attacks in their new neighborhoods. Indeed, the very act of seeking 

care was sometimes characterized as detrimental to their emotional and physical health. The loss of 

the Stroll and the BMSM spaces around them, as well as the segregation of service provision by age, 

also has created a separation of BMSM by age, which did not exist in the past. As a result, younger 
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BMSM rarely benefit from the tutelage of older BMSM on how to survive and engage in the holistic 

approach to health integral to practicing seroadaptation.  

Though BMSM have lost the central social geography provided by the Stroll and its surrounding 

areas, they have managed to create smaller, albeit less connected, spaces in which to engage and 

support each other. These include the smaller Strolls still active throughout the District, as well as the 

House system that encourages relationships between young and (to a lesser extent) middle-age 

BMSM. Middle-age, older, and legendary BMSM have claimed sections of parks, businesses in their 

individual neighborhoods (such as laundromats), and day shelters/service providers to recreate the 

sense of camaraderie they experienced when they were first coming out as BMSM in their youth. 

Though it may be challenging to access these health agencies, they offer many BMSM an 

opportunity to engage with each other in a safe and supportive atmosphere. They also in turn help 

engage BMSM in HIV care and other health services. These BMSM spaces are small and segregated 

by age and geography. However, they help ensure that vulnerable BMSM are able to share resources 

and create a much needed buffer of family, mentorship, physical and emotional safety, play, 

spirituality, and health information against the stressors of everyday life.  

 

VIII. LIMITATIONS AND STRENGTHS  

This study has several limitations. The data used for this paper was collected from a study that 

focused on sexual harm reduction; additional, more targeted, data may have been generated if the 

study had focused on gentrification specifically. For instance, we were not able to determine how 

religious entities, important institutions for many BMSM in the study, are addressing gentrification in 

their communities and its impact on their congregations. Qualitative research by its nature also 

cannot prove causality, which means the arguments presented here are speculative. While not a 

limitation, per se, it is important to keep in mind when considering the results presented. A final 

limitation of the study concerns its cost, which was higher than anticipated. Participants unexpectedly 
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asked to keep their mobile devices after they completed the study, requiring the study team to 

purchase and format new phones.   

This study included several strengths, most notably its methodology. Qualitative approaches 

enabled us to capture literal pictures of the lived experiences of BMSM, including that related to 

gentrification. The PhotoVoice activity generated in depth engagement with each participant over a 

long period of time, fostering rapport and deepening engagement during the follow up interviews.  

The approaches used are transportable to others for use with populations of BMSM in other 

locations. Though the study did not specifically focus on gentrification, we believe that results and 

discussion provided here help address a gap in knowledge about how gentrification has impacted the 

social networks and health behaviors of vulnerable BMSM in an urban area.  

 

IX. CONCLUSIONS 

This study has helped deepen understanding of the impact of gentrification on the social 

geography of BMSM over time, and its implication on their social networks, particularly among 

different generations of BMSM. This findings highlight the interplay of gentrification with the HIV 

epidemic among older BMSM, and the role of gentrification in dismantling of BMSM spaces. They 

additionally highlight how the public housing shortage has disseminated BMSM throughout the city, 

placing them at increased risk for sexual and physical violence and undermining their ability to 

engage in the holistic approach to health necessary to support seroadaptation. As such, the social and 

geographic isolation associated with gentrification has made it difficult for BMSM to engage with 

their social networks and service providers where they can learn about and engage in HIV 

prevention, treatment, and care services. The circumstances leave BMSM at high risk for 

undiagnosed HIV infection, being lost to HIV care, or no longer being treatment adherent, which can 

undermine their long-term health outcomes and contribute to early death.   



 

 119 

To mitigate these trends, we propose that HIV prevention interventions in the future fully 

incorporate the wraparound needs of BMSM, particularly in relation to housing, transportation, and 

the distance traveled to access services. Researchers should work with policymakers to ensure that 

underserved BMSM (and all low-income persons) have access to high quality, affordable housing 

located near amenities, such as supermarkets and pharmacies, as well as diverse public 

transportation: trains, buses, and bike shares. Moreover, policies should be implemented to ensure 

that low income persons living in Washington, DC are able to access public transportation free-of-

charge. That alone would help ensure greater engagement in health services among BMSM, and 

reduce exposure to police violence and jail time over jumped fares. It also will significantly reduce 

the cost of living for many BMSM, some of whom engage in dangerous small-time drug trade and 

sex work to pay for travel costs.   

Developers should be given incentives to build affordable, rather than luxury, apartments in 

Washington, DC, which will help ensure that long-time residents can access the units and not end up 

displaced in the future. Stricter requirements also need to be put in place on the current housing 

inventory, with specific focus on whether they are located in high a crime area, meet minimum living 

standards for PWH who may be immunocompromised, and offer a welcoming atmosphere for 

LGBTQIA+- persons. Local oversight committees composed of representatives from the local 

BMSM community, other long-time residents, investors, health care entities, and city government 

and elected officials should be formed to ensure that these measures are created and implemented. 

More research at this time is needed. To this end, researchers investigating HIV prevention and 

treatment among BMSM should include questions about social networks and gentrification among 

the population in their surveys and interview guides. This is especially important considering their 

probable impact on the mental and physical health, ongoing engagement of health services, among 

this population. 
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Figure 2.10: BMSM bar near the 
former Stroll that has since been sold to 
non-BMSM manager. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.11: A picture of a 
participant’s childhood home 
transformed into a luxury town house.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.12: This exclusive gym 
formerly housed a BMSM night club. 
   

 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.13: Participants shared pictures of 
traditionally Black neighborhoods that had 
nearly razed and transformed into enclaves 
for high socioeconomic (and predominantly 
white) residents.   

Figure 2.14: Gentrification often results in the 
closure of amenities not generally associated 
with upscale neighborhoods, such as 
laundromats.  

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.15: A picture of the razed 
Sursum Corda area, a former BMSM 
meeting area.  
 

PhotoUStudy Participants’ Images of Gentrification 
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Figure 2.16: This image shows 
abandoned public service offices 
slated for demolition near a men’s 
shelter men in Washington, DC.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.17: Another picture of 
buildings slated for destruction in 
Washington, DC. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.18: Men wait to enter a 
shelter located far from public 
transport and the nearest 
LGBTQIA+- health agency.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.19: Young BMSM use a 
laundromat as a meeting place.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.20: Older and legendary 
BMSM have adopted new meeting 
places, such as this small park.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.21: Many BMSM 
incorporate health spaces into their 
social geographies.        
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Figure 2.22: Participants took pictures of 
high end condominiums being built near 
their affordable housing buildings. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 2.23: A participant takes a self-
portrait of her primary health agency. 
Behind her is a luxury condominium building 
that replaced a well-known and beloved 
shopping center in the District. Many 
participants feared that the new building’s 
residents would force their agency to close or 
move. Also shown are trolley tracks – the one 
free public transportation option in the 
District.  

 
Figure 2.24: Most participants who had 
secured permanent housing through the 
District’s Section 8 program often were 
assigned subpar apartments in remote 
sections of the city. The participants 
living in this apartment complex had 
been repeatedly threatened and robbed 
by homophobic neighbors and a local 
gang, who felt their presence would 
interfere with their drug trade. In the 
background, one can see a man 
guarding the lawn of the block’s trap 
house or drug sales center.    
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Table 2.2: Sociodemographic Characteristics of PhotoUStudy Study Participants 
 
Baseline Characteristics 

N=36 % 

Gender 
  

Man 25 70 
Transwoman 10 28 
Woman 1 3    

Race 
  

African-American/Black 36 100 
American Indian/Alaska Native 2 6 
Other 2 6    

Hispanic 
  

Yes 1 3 
No 35 97    

Age 
  

Young: 18-30 12 33 
Middle: 31-40 10 28 
Older: 41-59 8 22 
Legendary: 60+ 6 17    

Sexual Orientation 
  

Gay/Homosexual 22 61 
Bisexual 6 17 
Same Gender Loving 2 6 
Straight/Heterosexual 4 11 
Pansexual 1 3 
Do not know 1 3    

Marital Status 
  

Single 25 72 
Divorced/widowed 2 6 
Live with primary partner 7 19 
Have primary partner, live apart 2 6    

Housing Status 
  

Live alone 15 42 
Live with partner (w/ or w/o children) 5 14 
Live with roommate(s) (not partner) 4 11 
Live with relatives 3 8 
Live with community members (e.g. a House) 1 3 
I do not have a stable home.  8 22    
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Table 2.2 (Continued)  
Household Income 
Less than $5,000 21 58 
$5,000-9,999 5 14 
$10,000-19,999 4 11 
$20,000-39,999 4 11 
$>$40,000+ 2 3    

Number of People Supported by Income 
  

1 person 31 86 
2 persons 4 11 
4 or more persons 1 3    

Did you income ever fail to cover expenses?  
  

No 11 31 
Yes 25 69    

Children 
  

Biological/Foster 7 19 
Mentoring-only 11 31 
None 18 50    

HIV Status 
  

HIV-negative 6 17 
HIV-positive 30 83    

Highest Level of Education 
  

Some High School or Less 5 14 
High School/Equivalent 12 33 
Some College/2-Year Degree/Trade School 11 31 
Vocational/Trade/Technical School 4 11 
College Degree or Higher 4 11    

Health Insurance 
  

Yes 30 83 
No 6 17 
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Appendix 2 
 
Attachment 2.1: PhotoUStudy Promotional Flyer 
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Attachment 2.2: PhotoUStudy Recruitment Survey 
 
The PhotoUStudy will help health care providers better understand the lives of African-American/Black 
men who have/have had sexual contact with men and/or identify as gay/bisexual.  
 
The following survey will help us determine if you are eligible to participate in the PhotoUStudy. This 
survey is secure and confidential, and your answers will not be shared beyond the research staff 
associated with this study.  
 
Respondents to this survey who are eligible and participate in the study will earn $100.00.  
 
For more information, visit the website: www.PhotoUStudy.org.  
 
Race: Please select all that apply: 
o Black or African-American  
o American Indian or Alaska Native  
o Asian  
o Native Hawaiian or Other Pacific Islander  
o White  
o Other: ________________________________________________ 

 
Ethnicity:  
o Hispanic or Latino or Spanish Origin  
o Not Hispanic or Latino or Spanish Origin  
 
How old are you?  
o Under age 18 
o 18-30  
o 31-45  
o Over age 45  

 
Gender - I identify as: 
o Man  
o Transgender (woman to man)  
o Transgender (man to woman)  
o Other: ________________________________________________ 
 
Which of the following best represents how you think of yourself?  
o Gay  
o Straight, that is, not gay  
o Bisexual   
o Something else  
o I don't know the answer  
o Other: ________________________________________________ 

 
Display This Question: 

If “Which of the following best represents how you think of yourself?” = Something else 
 
What do you mean by something else? 
o You are not straight, but identify with another label such as queer, trisexual, omnisexual, or pansexual  
o You are transgender, transsexual, or gender variant  
o You have not figured out or are in the process of figuring out your sexuality  
o You do not think of yourself as having sexuality  
o You do not use labels to identify yourself  
o You mean something else  
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Display This Question: 

If “Which of the following best represents how you think of yourself?” = I don't know the answer 
 
What do you mean by "I don’t know the answer"?  
o You don’t understand the words  
o You understand the words, but you have not figured out or are in the process of figuring out your 

sexuality  
o You mean something else.  
 
Contact Information: Please provide the best way(s) to reach you. Messages left for you will only provide 
information about how to contact us; nothing about the information provided in this survey.  
o First Name ________________________________________________ 
o Last Name ________________________________________________ 
o Mobile/Telephone Number ________________________________________________ 
o E-mail ________________________________________________ 
o Zip Code where you live most of the time. ________________________________________ 

 
Do you currently live and/or access health services in Washington, DC?  
o Yes  
o No  
o Other: ________________________________________________ 

 
What is your HIV status? 
o I am HIV positive  
o I am HIV negative  
o I do not know  
o I prefer not to answer  
o Other: ________________________________________________ 
 
The following questions will help us plan logistically for your possible participation in the study. You are 
not required to have any of the following to participate in the study.  
 
Do you own a mobile device, such as a SmartPhone or tablet/iPad? (Your answer will not factor into your 
recruitment into the study.) 
o I own a SmartPhone.  
o I own a tablet or other mobile device.  
o I do not own a mobile device.  
 
Do you have unlimited texting with this service? (Your answers will not factor into your recruitment into the 
study.) 
o I own a SmartPhone  
o I own a tablet or other mobile device.  
o I do not own a mobile device.  

 
Would you feel comfortable receiving texts from the PhotoUStudy Team and sending texts in return to the 
PhotoUStudy Team on your mobile device. (No identifying information will be sent by the team to your 
device.) 

o Yes  
o No  
o I will need more information.  
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 Attachment 2.3: PhotoUStudy PhotoVoice Activity Information Sheet 
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Key Information 
The following is a short summary of this research project, called the PhotoUStudy, to help 
you make a decision about participation. Additional details are listed later in this form. 

 
Why am I being invited to take part in the PhotoUStudy? 
We have invited you to take part in a research study because you meet the participation 
requirements. That is, you identify as African-American/Black, are ages 18 and older, and 
access HIV and/or health services within Washington, DC.  
 
What should I know about the PhotoUStudy? 
• Someone will explain this research study to you. 
• Whether or not you take part is up to you. 
• You can choose not to take part. 
• You can agree to take part and later change your mind. 
• Your decision will not be held against you. 
• You may discuss your decision with your family, your friends, your doctor or others. 
• You can ask all the questions you want before you decide. 
 
Why is the PhotoUStudy being conducted?  
This study is being conducted to better understand the lived experiences of African-
American/Black men who have sex with men who are: ages 18 and older; are living with and/or 
at risk for HIV; and/or access health services in Washington, DC. We are also interested in 
learning more about 1) how this population protects themselves from transmitting/acquiring HIV, 
particularly when they do not have access to condoms or HIV medications (such as pre-
exposure prophylaxis or PrEP) and 2) how this group deals with stigma, namely racism, HIV 
stigma, and homophobia).  
 
How long will I take part in the PhotoUStudy?  
We expect that you will be in this research study for approximately seven (7) days, across a two 
(2) week period. This time period includes today’s Enrollment Session (which will end with a 
brief Enrollment Survey); the five (5) photo-sharing activities (one per day), and the final 
debriefing interview. 
More detailed information about the study procedures can be found under the “What can I 
expect if I take part in this research?” section. 
 
Is there any way being in the PhotoUStudy could be bad for me? 
There is a chance you might experience some emotional distress from one or more of the 
questions and activities. If this happens, you are welcome to stop your participation in that or all 
parts of the study. Detailed information about the risks of this study can be found under the 
“What are the risks and possible discomforts?” section. 
 
Will being in the PhotoUStudy help me in any way? 
There are no direct benefits to you from your participation in this research. However, your 
participation may benefit to the understanding of how African-American/Black MSM living with 

Protocol Title: Conceptualization of Seroadaptation among Black Men Who Have Sex with 
Men 
Principal Investigator: Dr. Vaughn Rees 

Description of Study Population: African-American/Black Men Who Have Sex with 
Men (MSM), Ages 18 and Older Living with or At-Risk for HIV 

Version Date: December 28, 2018 

Attachment 2.4: PhotoUStudy Consent Form 
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and at risk for HIV protect themselves and their partners from HIV and sexually-transmitted 
infections. 
  
What happens if I do not want to be in the PhotoUStudy? 
Participation in research is completely voluntary. You can decide to participate or not to 
participate. You may withdraw from the study at any time. 

 
Detailed Information 

To follow, please find more detailed information about the PhotoUStudy than already provided 
above.  
 
About this consent form 
Please read this form carefully. It provides important information about participating in the 
PhotoUStudy. You have the right to take your time in making decisions about participating in this 
research. If you have any questions about the research or any portion of this form, you can ask us at 
any time. If you decide to participate in this research study, you will be asked to sign this form. A 
copy of the signed form will be provided to you for your records.  
 
Who can I talk to? 
If you have questions, concerns, or complaints, or think the research has hurt you, talk to the 
research team at 617-446-3673 or photoustudy@gmail.com. This research has been reviewed by 
the Harvard Longwood Medical Area Institutional Review Board (IRB). If you wish to speak with 
someone from the IRB, you may contact the Office of Human Research Administration (OHRA) 
at 617-432-2157 (or toll-free at 1-866-606-0573) or at irb@hsph.harvard.edu for any of the 
following:  
 

• If your questions, concerns, or complaints are not being answered by the research team, 
• If you cannot reach the research team, 
• If you want to talk to someone besides the research team, 
• If you have questions about your rights as a research participant, or  
• If you want to get information or provide input about this research. 

 
Participation is voluntary 
You have been invited to take part in this research because you fit the criteria to participate. That is, 
you identify as Black/African-American; are ages 18 and older; and reside and/or access HIV and/or 
health services within the District of Columbia. It is your choice whether or not to participate. If you 
choose to participate, you may change your mind and leave the study at any time. Refusal to 
participate or stopping your participation will involve no penalty or loss of benefits to which you are 
otherwise entitled. 
 
How many people will take part in this research? 
About 21 people will take part in this research. 
 
What can I expect if I take part in this research? 
As a participant, you will be expected to complete the following:  
 
• The in-person Enrollment Session meeting, which is what we are doing today. It will end with 

an Enrollment Survey. Together, these activities should last approximately 20-30 minutes.  
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• Five (5) photo sharing activities.  
Each photo sharing activity will take approximately 20-30 minutes. There will be one (1) 
activity per day, for five (5) days straight.  
 
You will be assigned a SmartPhone for this study. (Please do not use your personal mobile 
phone.)  
 
The phone will be preprogrammed with the REDCap app, through which you will access a 
daily prompts and submit your photo responses. You will be alerted to open the assigned app 
by 10:00 am on each of the 5 photo-sharing activity days. You will take pictures in response to 
that day’s prompt. Each of these prompts will ask you about how you engage with (and are 
impacted by) the world around you. Specifically, you will be asked about your current 
living situation, interpersonal relationships, experiences with social support, and access 
to health care information.  
 
You will submit your image responses – which will encompass approximately 5-10 pictures – 
through the REDCap app as indicated. (If appropriate, you also may send 1-2 pictures per 
activity that you have taken in the past or found online.). Responses are due by 8:00 pm that 
night. If you do not respond on time, a reminder text will be sent. If you cannot respond in a 
timely fashion, contact the PhotoUStudy Team as soon as possible.  
 

• One (1) final in-person debriefing interview. 
The final in-person debriefing interview will take place as soon as possible after the final photo 
sharing activity. It will last approximately 2 hours. You will be asked about your experiences 
with the photo sharing activities—what motivated you to take the pictures you sent in. You also 
will be asked about your ideas concerning health, sexual health, relationships (familial, platonic, 
and sexual), HIV, substance use, racism, and homophobia.  
 
Note: You are asked at the end of the consent form to indicate whether or not you will allow 
yourself to be audio-recorded during the final interview. Please note that you may opt out of 
being recorded and still participate in the study.  

 
What are my responsibilities?  
As a participant, you are responsible for participating in all study activities and alerting staff of 
any emotional distress and/or desire to leave the study.  
 
What are the risks and possible discomforts? 
There is the chance of emotional distress due to the nature of the questions that may be asked in 
relation to sexual orientation, sexuality, sexual activity, HIV risk and status, and so on. You can skip 
any questions or stop your participation at any time. You are encouraged to contact the study team at 
any time if you feel any emotional distress. Your participation is voluntary and can be ended at any 
time without consequence. If you do not feel comfortable providing photographs, please contact the 
study team. You also will be able to withdraw photos from the study at any time during the 
PhotoUStudy, in the event they are not comfortable with what they shared.  
 
Please note that that there is always a risk a breach in confidentiality when participating in a study. 
However, the PhotoUStudy Team has designed this study to help protect participants’ confidentiality. 
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Your data will only be accessible to the Study Team, and will be stored in a password protected and 
encrypted file and storage device. 
 
Are there any benefits from being in the PhotoUStudy? 
There are no direct benefits. The study may contribute to research that will assist in providing 
better health services to Black men who have sex with men (BMSM) living with or at high risk for 
HIV.  
 
What happens if I say yes, but I change my mind later? 
You can leave the research at any time it will not be held against you. Data collected before your 
departure from the study may still be used in the final analysis.  
 
Will I be compensated for participating in the PhotoUStudy?  
You will receive $100.00 for participating in this study. The first, for $25.00, will be given to you 
upon enrollment in the study. The second, $75.00 payment will be given to you after all activities 
are completed. 
 
What will I have to pay for if I participate in this research? 
It will not cost you anything to participate in this research. 
 
If I take part in this research, how will my privacy be protected? What happens to the 
information you collect?  
Data in this study will include information collected through the Eligibility and Enrolment Surveys, 
the photo-sharing activities, and the debriefing interview. With your permission, the debriefing 
interview will be audio-recorded. You will be referred to during the interview by an assigned code 
name to further protect your confidentiality and privacy during the transcription and analysis process.  
 
All survey data, audio recordings, transcripts, and photographs will be stripped of identifying 
information and stored in an encrypted and password protected storage device and a Harvard 
University SharePoint site. Your data will be stored for five years, per standard university procedure. 
Information collected for this study will not be used or distributed for future research studies. You 
may request to remove pictures you have submitted from the study at any time. Only deidentified 
quotes and photographs without identifying details will be used in all reports and articles generated 
from this data. (Elements, such as faces and street signs that might indicate the participant’s identity, 
will be cropped out or blurred.) 

Only the PhotoUStudy Team will have access to your Personal Information to conduct and manage 
this study, and to comply with legal or regulatory requirements. These activities include: 
• Determining if you are eligible for this study;  
• Verifying that the study is conducted correctly, and that study data are accurate; and 
• Answering questions from IRB(s), independent ethics committee(s) (IECs), or government or 
regulatory agencies. 
   

Statement of Consent  
I have read the information in this consent form including risks and possible benefits. All my 
questions about the research have been answered to my satisfaction. I understand that I am free to 
withdraw at any time without penalty or loss of benefits to which I am otherwise entitled. I consent to 
participate in the study. My signature also confirms whether or not I give permission to be recorded 
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for the debriefing interview: 
  
! I give permission to be audio-recorded for the debriefing interview. 
! I do not give my permission to be audio-recorded for the debriefing interview. 
 

SIGNATURE 
 
Your signature below indicates your permission to take part in this research 

 
 

Name of participant 

   

Signature of participant   Date 
 

Signature of person obtaining consent  Date 
 

Printed name of person obtaining consent  
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Attachment 2.5: PhotoUStudy PhotoVoice Prompts and Follow Up After Non-Response 
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Attachment 2.6: PhotoUStudy PhotoVoice Debrief/Ethnographic Interview Guide 



 

 136 

Paper 3: Building and Assessing a Conceptually Built BMSM Health Index with Data from the 
HPTN 061 Study 
 

I. BACKGROUND 

Black men who have sex with men (BMSM) represent one of the most underserved and 

marginalized populations in the United States, and have been disparately impacted by the HIV 

epidemic since it began, in 1981.249 Today, BMSM account for one-fourth of all new HIV cases that 

occur annually, though they represent less than 1% of the population.250 Evidence-based 

interventions have been developed to address HIV within this population, however, BMSM continue 

to have a 1 in 2 lifetime chance of HIV infection, compared to 1 in 11 for white MSM and 1 in 99 for 

the general population.251 Improving the efficacy of interventions geared to BMSM demands a better 

understanding of how this population conceptualizes and practices seroadaptation—adaptive sexual 

harm reduction approaches to prevent HIV infection and transmission.252,253,254,255, 256,257  

The term, seroadaptation, which first emerged during the 2008 International AIDS 

Conference258,259 varies in its use and description across studies, and generally includes two core 

behaviors: 1) serosorting, selecting sex partners based on known or assumed HIV status, and 2) 

seropositioning, choosing positions during anal insertive sex to mitigate HIV exposure.260,261,262 It 

also increasingly encompasses biomedical methods of HIV prevention, namely pre-exposure 

prophylaxis (PrEP), the use of HIV medications by HIV-negative persons to prevent infection, and 

U=U or undetectable=untransmittable, which describes how HIV-positive persons with undetectable 

viral loads cannot transmit the virus to others.263,264  

The concept, as defined by white MSM, has been used in studies about seroadaptation with 

BMSM. 265,266,267 It is unclear, however, if this application is appropriate, since the lived experiences 

of BMSM, on average, differ from those of white MSM. BMSM are more likely to experience 

childhoods marked by poverty, food insecurity, and housing instability, and enter adulthood with 

limited access to education, employment opportunities, and health care.268,269,270 BMSM, and Black 
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transwomen, in particular,271,272 are more likely to experience emotional, physical, and sexual abuse 

over the life course than other MSM, often in relation to their orientation, gender presentation, and/or 

HIV status.273,274,275,276,277,278 These factors have undermined BMSM’s uptake of HIV services, 

encouraging deferment of testing until the onset of symptoms.279,280 As a result, BMSM who 

ultimately enter treatment are less likely to achieve viral suppression and are more likely than any 

other racial/ethnic group diagnosed with HIV to die within a year of diagnosis.281,282,283 

We conducted a qualitative study, called the PhotoUStudy, in Spring 2019 to deepen our 

understanding of how the lived experiences of BMSM inform their conceptualization and enactment 

of sexual harm reduction. The approach allowed us to address barriers encountered  previously in 

investigating seroadaptation among this population. Our sample included 36 BMSM living in the 

District of Columbia†††††, ages 18-65. The study leveraged two data collection approaches: 1) 

PhotoVoice, an anthropological approach that empowers individuals to report their lives using 

pictures, revealing information that “may be difficult to express with words alone”284 and 2) follow-

up debriefing/ethnographic interviews.  

Analysis of the data revealed that BMSM approached seroadaptation differently than their white 

counterparts. Instead of focusing on sexual practice, participants described HIV prevention, 

treatment, and care as part of a larger, holistic approach to mental and physical health and safety. 

This approach was captured in ten distinct domains (see Table 3.1), each of which helped ensure 

uptake of sexual harm reduction. BMSM engage with the domains, most often through, and with the 

assistance of, their social networks. These engagements, in turn, occur in their lived environments or 

social geography,285 which exists across all levels of interaction among BMSM, and includes safe 

places to live and access to public spaces where BMSM can meet, converse, educate and celebrate 

one another at the interpersonal level. Social geography also can encompass the imagined realm, 

 
††††† The District of Columbia is also referred to as Washington, DC and the District in this paper.  
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such as memories of past encounters in and with lost BMSM spaces, as well as those in online 

spaces, such as social network platforms. It also is realized at the societal level, with service 

providers often serving as cultural spaces for BMSM. We initially thought that each domain was 

equally important in our analysis. However, additional analysis of our qualitative data showed that 

BMSM relied heavily on social networks to learn how to survive. These social networks can provide 

access to information about condom use, how to navigate government systems to access support net 

services, and understand the importance of treatment adherence.‡‡‡‡‡  

However, we believe that social network connections—captured in the PhotoUStudy domains of 

Creating Family, Mentors, and Know Your Partner—may be integral to each of the domains. Young 

people (ages 18-29) in the study, for instance, noted that they did not consider issues of health until 

meeting a mentor through their social network. This mentor, often referred to as a “gay father” or 

“gay mother”, taught them how to navigate safer sex and relationships with casual and serious sexual 

and romantic partners. Middle-Age (ages 30-44) and Older BMSM (ages 45-60) talked at length 

about their engagement with diverse social networks of friends, mentors, gay family, and others who 

helped them navigate the often challenging circumstances of their everyday lives. These two groups 

in particular discussed the hard work involved in the creation and maintenance of their social  

networks. Legendary BMSM (ages 61+) differed from this trend, primarily due to their often poorer 

health and limited relationships. Many in the study had noted that they had lost most of their social 

network to the HIV epidemic and other cause of early death common in Black communities, 

 
‡‡‡‡‡ None of the participants, however, discussed the seroadaptative components serosorting, seropositioning, or 
U=U, and few referenced PrEP. Of course, the lack of emphasis on PrEP reflected the high HIV positivity rate 
among the participants—all but six were HIV-positive. Descriptions of serosorting, seropositioning and, in 
particular, U=U were described as extremely risky—and something that white MSM, who were seen as having more 
social and economic resources, were better positioned to attempt. Condoms, by contrast, were seen as inexpensive, 
relatively accessible, and trustworthy. 
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including gun violence, diabetes, and accidents. The resulting social isolation has limited their ability 

to create new social networks and engage in a holistic approach to health.   

The PhotoUStudy sought to provide multiple modalities through which marginalized BMSM 

could share stories, providing an experiential lens through which to communicate their multiple, 

overlapping and intersectional lived experiences as Black, MSM, and in many cases HIV+ persons. 

To guide this work, we created a conceptual model, called the BMSM Intersectional Identity  

Framework Over the Life Course (BMSM Framework) (Figure 3.1). The BMSM Framework draws  

 

on multiple theories. These include Bronfenbrenner's social ecological model,286,287,288 which 

contends that individual development outcomes reflect engagement with determinants across 

multiple levels, and Nancy Krieger’s concept of embodiment.289  The latter proposes that ecological 

circumstances and stresses over the life course are expressed through the medium of the body, with 

social, political, and economic inequities manifested in disparate burdens of disease. That is,“bodies 

tell stories about—and cannot be studied divorced from—the conditions of our existence; (2) bodies 

tell stories that often—but not always—match people's stated accounts; and (3) bodies tell stories that 

people cannot or will not tell, either because they are unable, forbidden, or choose not to tell.”290  

Figure 3.1: BMSM Intersectional Identity Framework Over the Life 
Course  
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The BMSM Framework posits that BMSM identity is intersectional,291 composed of four 

domains: race, sexual orientation, gender identity/presentation, and HIV risk/serostatus.292 The final 

domain, HIV risk/serostatus speaks to the high rate of HIV among BMSM, which informs how 1) 

BMSM engage with those around them (including sexual partners and health clinics), and 2) those 

around them perceive and treat BMSM. This identity is informed by—and in turn informs—the 

multifaceted relationships BMSM experience and influence at the self/individual; interpersonal 

(family, friends, and peers); community (schools, health and service providers); and societal (social 

norms and policies impacting African Americans, LGBTQIA+ persons, and PWH) levels.293 BMSM 

engage and react to actors at each of these levels and, in turn, across levels at any given time.  

In this manner, the levels serve as pathways, or social networks294 through which BMSM identity 

is informed by the bidirectional dissemination of 1) support/resources and 2) collective stigmas, over 

time. Support/resources can include instrumental support (money and transportation); psychosocial 

support (relationship advice); and medical support (accompanying someone to appointments, sharing 

health care information).295 These social networks play an essential role in the lives of BMSM. In 

addition to informing how they see themselves in the world, social networks have been shown as 

powerful pathways through which BMSM access health information, while reducing barriers to 

health services and, as such, improving physical and mental health outcomes.296,297,298,299  Social 

networks also act as conduits for collective stigmas—inter-related oppressions communicated to and 

experienced by BMSM—most notably including racism; homophobia;300 and HIV stigma (prejudice 

directed toward and experienced by PWH).301,302 These are communicated and experienced 

simultaneously, and can encourage less desirable health behaviors, such as avoidance of care, 

substance use, and unprotected sex.303,304,305   

The trends observed in the PhotoUStudy (described above) suggest that social network 

connections play a critical role in the psychosocial well-being of BMSM. Therefore, we hypothesize 

that: The domains of BMSM health identified in the PhotoUStudy work together as a BMSM 
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Intersectional Identity Health Index (BMSM Health Index), and may be used to predict health 

outcomes among BMSM. To test this hypothesis, we used data from both the PhotoUStudy and the 

HIV Prevention Trials Network 061 study (HPTN 061), the largest cohort study of BMSM conducted 

from July 2009 to December 2011, and did the following:   

 

1) Selected variables from the HPTN 061 dataset, guided by the BMSM Framework conceptual 

model, that align with, and refine, the domains of the BMSM Health Index.  

2) Attempted to validate the association of the BMSM Health Index with the selected variables 

by fitting unadjusted and adjusted multivariate models assessing the association between the 

BMSM Health Index and two health outcomes: stress and depression. We expected to 

observe negative associations between our two health outcomes, depression and stress, and 

the variables selected to align with the updated BMSM Health Index domains: Social Support 

Scale, Housing, Healthcare Facilitation/Utilization, Religiosity, and 100% Condom Use. 

Further, we predicted positive associations between these health outcomes and the domains 

of Trauma, Perception of Personal Alcohol Use and Perception of Personal Substance Use.   

 

We accomplished this through a systematic process, providing information about the sample and 

an overview of the proposed BMSM Health Index variables and the demographic control covariates. 

We calculated univariate statistics, comparing demographic variables for our HPTN 061 sample with 

that of the PhotoUStudy, as appropriate. We also detailed pertinent bivariate statistics, and built a 

taxonomy model of our multivariate regressions, presenting our final “best fit” model. Finally, we 

assessed the implications of our paper and identified new pathways of research.§§§§§  

 
§§§§§ Throughout this discussion, we stress that we are working with cross-sectional data that can never account for 
all confounders, alternative explanations, or “third variables” that may be contributing to the variation in our 
outcome. For this reason, we have avoided causal language wherever possible and use the term “effects” only in 
reference to statistical effects between the outcome and the predictor variables in this study.  



 

 142 

II. METHODS 

2a. DATA SOURCES 

The HPTN study collected a wealth of demographic information about participants, including 

their health status, types of supports (personal, medical, financial, and social) exchanged through 

their sexual/social networks, experiences with trauma, substance use, and interactions with sexual 

partners. We focused on the baseline data of the HPTN 061 collected through an ACASI survey 

administered during recruitment. The recruitment phase of the HPTN 061, which lasted from July 

2009 to October 2010, was conducted through both community outreach and sexual network 

partners, known as “index participants.” Potential enrollees brought in by index participants were, on 

average, more like the BMSM in the PhotoUStudy: HIV positive, less stable in terms of housing and 

income, and less engaged in care. They also were more likely to drop out of the study. Participants 

could identify as more than one race (AA/Black, Latino, AI, Asian, Native Hawaiian, White, and 

Other). Twelve (n=12) participants did not identify as Black and were from our analyses, leaving a 

sample of n=1541: Black-only (n=1436), Black and Latino (n=99), and Black and Other (n=82).  
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2b. OUTCOMES OF INTEREST 

Guided by the BMSM Health Framework, we opted to test the association between our BMSM 

Health Index with two outcomes from the HPTN 061 dataset: Depression and Stress. (See Table 3.2 

for a summary of all selected variables.) PhotoUStudy participants described depression and stress as 

both predictors and outcomes of their life experiences and ability to create a social support network, 

find housing, engage in health care, and so on. Moreover, we selected these outcomes because of 

their association with numerous other health outcomes, including HIV and STIs.  

Depression in this study is a continuous measure, derived from the Center for Epidemiologic 

Studies Depression Scale (CES-D) included in the HPTN 061 enrollment survey. First developed in 

1977, the CES-D captures individuals’ loneliness, sleeping patterns, interpersonal interactions, and 

appetite at a specific moment in time. Each of the twenty items is worth 0-3 points, with a maximum 

score of 60. Scores of 16 and over are associated with greater risk of clinical depression.306 Stress is 

derived from a composite score of 12 items that were adapted from the Holmes and Rahe Stress 

Scale, which was developed in 1967 to assess whether stress contributes to illness. Each item asked 

participants if they had experienced a specific life event in the past six months, including getting 

divorced, dealing with the death of a loved one, managing a serious illness, losing one’s job, being 

the victim of a crime, shifting residence more than once, and so on. Items were dichotomous, 

generating scores ranging from 0-12. Higher scores were associated with greater stress and 

vulnerability to illness.  

 

2c. REFINED BMSM HEALTH INDEX DOMAINS AND HPTN 061 VARIABLES 

We also leveraged the conceptual framework to identify variables in the HPTN dataset that best 

aligned with the domains of the BMSM Health Index. These were incorporated into an updated 

version of our conceptual model (See Figure 3.2). 
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i) Social Support 

The domains of “Creating Family”, “Mentors”, and “Know Your Partner” referred to the 

importance of developing and maintaining strong, supportive relationships with family, friends, and 

romantic partners. In the PhotoUStudy, participants often depended on their “gay family”, which 

included biological and adopted family and friends. Mentors specifically referred to individuals in 

this network who provided young BMSM guidance on how to survive, particularly as LGBTQIA+ 

persons of color. This person often provided their mentees with their first access to health care 

information.  

We selected the variable Social Support Scale, a continuous measure, to capture the breadth of 

support provided by an individual’s support network. It is a composite score of six items in the 

HPTN 061 enrollment survey adapted from the Medical Outcomes Study Social Support Survey 

Instrument. Questions asked how often participants engaged with someone with whom they could 

talk, ask for advice, love and affection, help with chores, lean on for emotional support, and trust. 

Scores ranged from 6 to 30, with higher scores of 7 and above associated with greater social support.  

 

Figure 3.2: BMSM Intersectional Identity Framework Over the Life Course with Refined Domains  
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ii) Housing  

Housing was captured in a self-report indicator variable that asked if folks were housed or 

unstably housed/homeless. It is unclear whether this variable captures whether respondents are 

“couch surfing”—staying with friends or family. This lack of clarity is similar to that found among 

participants of the PhotoUStudy.  

 

iii) Health Care Engagement/Utilization  

The domain, “Treatment Adherence”, was expanded for this study. PhotoUStudy participants 

overall were more marginalized than those in the larger HPTN 061 dataset. Just under 22% of HPTN 

061 participants were HIV positive, compared to 83% of PhotoUStudy participants. The HPTN 061 

dataset also did not have any variables that exactly aligned with Treatment Adherence. Rather, we 

decided to focus on facilitators of health care engagement/utilization.  

To that end, we selected three variables. The first is the continuous variable, Health Care 

Provider Trust, a score generated from four measures that asked whether participants trusted their 

current provider and if they felt the provider spoke to them “in a way that I understand.” The other 

two items asked participants if they trusted providers who were “more like them” in terms of 1) race 

and 2) sexual orientation.  This produced a score of 4 to 24, with scores 5 and over associated with 

greater health care provider trust.  

The second variable assessed HIV Treatment Optimism, a continuous measure created from the 

measures “I feel comfortable having unprotected sex because treatments for HIV will continue to 

improve” and “I feel comfortable having unprotected sex because HIV can be easily managed now”. 

Participant answers were captured on a five-point Likert scale, from “disagree” to “agree”; scores 3 

and over were associated with greater treatment optimism.  

We also included here whether or not they used marijuana in this domain. Nearly every 

PhotoUStudy participant described marijuana as integral to achieving and maintaining physical and 
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mental well-being, particularly among those who had experienced previous trauma and/or were 

attempting to adhere to an HIV or behavioral health treatment regimen. Participants were asked 

whether they had used marijuana in the past six months, which was captured in the indicator variable 

(yes/no), Marijuana Use.  

 

iv) Religiosity  

The original BMSM Health Index domain, “Be Spiritual,” was intended to capture PhotoUStudy 

participants’ empahsis on the importance of spirituality and faith community in their lives—

particularly during times of upheaval. Engagement with religion and religious institutions helped 

them manage the struggles they faced in everyday life. However, they also noted that religious 

communities sometimes exposed them to negative attitudes toward LGBTQIA+ persons.  

The HPTN 061 measure, Religiosity, attempted to capture the nuances of the religious/spiritual 

experience among BMSM. It included questions concerning how respondents find “solutions to 

problems” and “meaning to life”, and the extent of their engagement with formal and informal 

religious elements (How often do you read spiritual or metaphysical literature?) and individuals 

(How often do you talk to others about spiritual concerns? How often do you consult a spiritual or 

religious leader?). Scores ranged from from 9 to 61, with higher scores associated with greater 

religiosity.  

 

v) 100% Condom Use 

Participants in the PhotoUStudy stressed the importance of using condoms for all sexual 

activities. They regarded biomedical approaches to HIV prevention, most notably PrEP and U=U, as 

untested and untrustworthy. Condoms, by comparison, were considered superior because of their 

relative accessibility, low cost, and ease of use. With that in mind, we aligned this domain with the 
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indicator variable, 100% Condom Use (yes/no), which recorded whether or not participants said they 

used condoms 100% of the time. 

 

vi) Trauma, Perception of Personal Alcohol Use and Perception of Personal Substance Use 

The domains “Physical Safety” and “Keep a Clear Head” in the original BMSM Heath Index did 

not align directly with any variables in the HPTN 061 dataset, requiring us to reconfigure both. In the 

PhotoUStudy, participants spoke at length about the importance of “Physical Safety” in ensuring 

both their mental and physical health, as well as their ability to engage health services. It was aligned 

heavily with ensuring full engagement with other domains: having strong social networks, securing 

stable housing, ensuring health care engagement/treatment adherence, avoiding alcohol and drugs, 

engaging one’s spirituality (e.g. through formal religious membership), and using condoms during 

each sexual encounter. PhotoUStudy participants talked at length about how past traumas often 

created significant barriers to realizing physical safety and engagement with holistic health. To this 

end, we created a Trauma domain, which aligned with several variables in the HPTN 061 dataset.  

The first of these is the continuous variable Intimate Partner Violence (IPV). The variable is a 

composite score, ranging from 4 to 20, derived from four items that asked about experiences related 

to emotional and physical abuse, stalking, and sexual intimidation. Scores 5 and over are associated 

with any experience of IPV. PhotoUStudy participants also talked about psychosocial interactions 

that created and exacerbated trauma. These most notably included experiences of homophobia and 

racism, both of which impacted their realization of physical and emotional safety and, in turn, 

undermined their ability to maintain the various domains they felt were necessary to maintain health 

and engage health services. To that end, we have included the continuous variable Internalized 

Homophobia, a composite score of 7 measures, with scores ranging from 0 to 140.307 Scores ranged 

from 7 to 35, with higher scores 15 and over associated with more internalized homophobia. 

Participants identified experiences with interpersonal and institutional racism as a source of trauma, 



 

 148 

which we captured here with the continuous variable, Perceived Racial Discrimination. The variable 

is a composite score of 28 measures, with scores ranging from 0 to 140. Scores of  95 and above 

were considered consistent with “high perceived racial discrimination.”  

Many people in the PhotoUStudy talked at length about dealing with past traumas, most notably 

from the deaths of loved ones. This was best captured in the study with the variable: Sudden Death 

of Loved One—SPAN Scale (Sudden Death Scale). The other, Sudden Death Scale, is the SPAN 

(startle, physically upset by reminders, anger, and numbness)308 score of four reported post-traumatic 

stress disorder (PTSD) symptoms, derived from the Davidson Trauma Scale. Scores range from 0 to 

20, with scores of 5 and higher associated with SPAN experiences.  

The final domain, “Keep a Clear Head”, referred to participants’ emphasis on maintaining one’s 

sobriety in order to engage in each domain of the BMSM Health Index. While marijuana use was 

considered integral to heath, use of alcohol and other drugs was considered ill-advised and 

“unhealthy.” To this end, we divided “Keep a Clear Head” into two new domains: Perception of 

Personal Alcohol Use and Perception of Personal Drug Use. We aligned the first of these domains, 

Perception of Personal Alcohol Use, with the continuous variable, Alcohol Use Disorders 

Identification Test Scale309 (AUDIT). The scale includes ten questions that capture the amount, 

dependence, and frequency of alcohol. Scores of 8-14 were associated with greater likelihood of 

hazardous or harmful alcohol use, while scores of 15 and over were thought to indicate probable 

alcohol dependence. The other domain, Perception of Personal Drug Use, was associated with a 

single indicator variable: In the last 6 months, have you ever thought your drug use was a 

problem? (yes/no) (Drug Use). 

 

2d. DEMOGRAPHIC COVARIATES 

We controlled for several possible demographic covariates that we felt might be confounders, 

potentially related to both the predictors of interest (BMSM Health Index variables) and the 
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outcomes, stress and depression. By accounting for these covariates, we hoped to enhance power 

and decrease variability in our outcomes. We also wanted to reduce the standard error (se) and p-

value of our predictor of interest and decrease chances of a false negative finding. These control 

variables included:   

 

• Gender. Participants in the HPTN 061 and PhotoUStudy could identify with multiple gender 

identities. These were dichotomized to create an indicator variable, with 0=men, and 

1=transgender.   

 

• Race: The categorical variable Race differentiates whether participants identified as Black-

only; Black and Latino; or Black and Other.   

 

• Age was categorized in the same way in both the PhotoUStudy and HPTN 061: Young 

BMSM: Ages 18-29; Middle Age BMSM: Ages 30-44; Older BMSM: Ages 45-60; and 

Legendary BMSM: Ages 61+ 

 

• HIV Status in the PhotoUStudy was recorded as HIV positive or HIV negative; in the HPTN, 

participants were identified as HIV negative, HIV positive, or unknown/refused testing.   

 

• Highest Level of Education Completed is a categorical variable in which participants noted 

whether they completed: 8th Grade/Equivalent or Less; Some High School; Completed High 

School Graduate or Equivalent; Completed Vocational/Trade/Technical School; Some 

College or 2 Year Degree; Finished College; and Masters or Advanced Degree 
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• Income was originally reported in the HPTN 061 dataset in ten categories. This variable was 

reconfigured as five levels, aligning it with the income variable of the PhotoUStudy: Income 

Level 1 < $5,00; Income Level 2 = $5,000; Income Level 3 = $10,000 - 19,999; Income 

Level 4 = $20,000 - 39,999; and Income Level 1 ≥ $40,000. 

 

2e. STATISTICAL ANALYSIS 

Prior to analysis, we addressed missing data through multiple imputation, which helped ensure 

more accurate estimates of our parameters, smaller standard errors, and smaller confidence errors. 

We then conducted univariate and bivariate statistical tests to ensure assumptions of linear regression 

were met and assessed the relationships between the proposed outcomes, BMSM Health Index 

variables, and demographic control variables. To that end, we examined histograms of each variable 

and produced summary statistics. Correlation among the predictors was assessed as well; a 

correlation matrix was produced to assess possible correlation among the continuous variables, while 

tabulations of the categorical predictors was conducted to obtain Chi-square and Cramer’s V values. 

Individual regressions of the outcomes with each BMSM Health Index and predictor variable 

regressions also were conducted, and box plots of the relationships and scatter plots of the residuals 

were assessed. We built a taxonomy of multivariate models for each of our outcomes. We first fitted 

the BMSM Health Index and then the demographic control variables to assess their association with 

each outcome. We then calculated a model to assess the association of the BMSM Health Index with 

each outcome, controlling for the demographic variables.  
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III. RESULTS 

3a. UNIVARIATE AND BIVARIATE ANALYSES 

We produced a table of summary statistics by age (see Table 3.3) for our selected outcome, 

BMSM Health Index, and demographic variables. We felt it important to highlight some differences 

between the demographics of our HPTN 061 (n=1541) and PhotoUStudy (n=36) samples (Table 3.4), 

considering that the latter study established the original BMSM Health Index domains. A majority of 

the HPTN 061 participants were in the Young (n=510, 33%) and Older (n=727, 47%) age groups, 

with just 18 participants (1%) in our sample in the Legendary BMSM age group. PhotoUStudy 

participants were more evenly distributed, with 12 (33%) Young BMSM, 10 (28%) Middle Age 

BMSM, 8 (22%) Older BMSM, and 6 (17%) Legendary BMSM. Differences in gender were noted as 

well; only 2% of HTPN 061 participants identified as transgender, compared to 31% of PhotoUStudy 

participants.  

Participants in the HPTN 061 study also reported higher incomes and less HIV seropositivity. 

Forty percent of HPTN 061 participants (n=683) reported incomes of $20,000 or more annually, 

compared to just 14% (n=6) of participants in the PhotoUStudy. This may reflect, in part, why the 

prevalence of HIV among the HPTN 061 sample was lower, with 22% (n=332) identified as HIV-

positive compared to 83% (n=30) of PhotoUStudy participants.   

For the study outcomes, we noted that participants had an average depression score of 16 

(sd=11), out of a possible 60, which is the diagnostic criteria for clinical depression. Younger and 

Middle Age participants had slightly higher average depression scores of 17 (sd=12 for Young 

BMSM; sd=11 for Middle Age BMSM). Legendary BMSM had a slightly lower average depression 

score of 12 (sd=11), which most likely reflects the small sample size for this age group. For the other 

outcome, stress, HTPN 061 participants on average reported experiencing 3 major life events in the 

past 6 months (sd=3) or 25% of the 12 possible life events listed. Middle Age and Legendary BMSM 

both reported fewer life events—2 (sd=2)—in the past year.  Participants however also reported high 
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levels of social support, with an average score of 20 out of 30 (sd=7); health care trust, with an 

average score of 13 (sd=4) out of 20; and religiosity, with an average score of 30 (sd=7). The average 

score of perceived racism was 67 (sd=3), 28 points lower than the 95 cut off for “high perceived 

racism”.   

HPTN 061 participants of all ages had average AUDIT scores ranging from 7-9, which are close 

to the cut off score of 8 indicating a high likelihood of harmful or hazardous drinking. As for Drug 

Use, 35% of all HPTN 061 participants said that they felt their “drug use was a problem in the past 6 

months.” That number, however, differed by age, with only 23% of Young BMSM thinking their 

drug use was a problem in the past 6 months, compared to 43% of Older BMSM. Marijuana use was 

higher among Young BMSM, at 64%, compared to Middle Age BMSM, at 57%, Older BMSM, at 

51%, and Legendary BMSM, at 33%. Similar differences across age were noted for 100% Condom 

Use. While 36% of all HPTN 061 participants engaged in 100% Condom Use, the proportion was 

higher among Young BMSM (41%) and Middle Age BMSM (38%), compared to Older BMSM 

(32%) and Legendary BMSM (28%).  

We conducted partial correlations, which revealed small, but statistically significant correlations 

between stress and depression with all of the continuous BMSM Health Index predictors. While 

healthcare trust and HIV treatment optimism were not significantly correlated with either depression 

or stress, we retained them in our model because of our conceptual model. Among the predictors, we 

noted small, but statistically significant correlations between social support and healthcare trust 

(r=0.167, p<.001), religiosity (r=.137, p<.001) and AUDIT (r=-.132, p<.001); IPV and social support 

(r=0.20, p<.001), sudden death (r=0.21, p<.001, and AUDIT, (r=.180, p<.001); and perceived racism 

and sudden death (r=.157, p<.001) and AUDIT (0.135, p<.001). These correlations were not 

considered great enough to attenuate the relationships between the predictors and the outcomes. 

Tabulations of our categorical variables showed significant chi square statistics; however, the 

Cramer’s V values for these associations were extremely small (<.20), indicating that the associations 
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between the variables were weak. The only exception was the still relatively low Cramer’s V value of 

0.29 (p<.001) for the relationship between Housing and Income. Again, there was no basis to 

conclude that this association would undermine the observed parameters in our regression models.   

 

3B. MULTIVARIATE REGRESSION MODELS  

We fit two sets of multivariate regression models (See Tables 3.5 and 3.6 ) to answer our research 

question: can the BMSM Health Index predict health outcomes—depression and stress—among a 

large sample of BMSM? Moreover, do these associations vary by age?  

 

i) Depression. We first calculated Model 1, an unadjusted model to test association between the 

outcome depression and the BMSM Health Index. This model had an R2 of 0.23, which is the 

proportion of the variance in depression explained by the BMSM Health Index. In the model overall, 

we noted several statistically significant relationships between many of the BMSM Health Index 

health domain variables and depression; most of the observed effects sizes, though small, aligned 

with that predicted by our conceptual framework.  

Of particular note was social support (Social Support domain), which in this model was 

negatively associated with depression; controlling for all other covariates, each unit of social support 

was associated with a -0.325 (p≤.001) point decrease in depression score. The variable housing 

(Housing domain) had the largest effect size, with each additional unit of housing associated with a 

1.755 decrease in depressions score, controlling for all other covariates in the model. We did not 

observe, as expected, negative, statistically significant relationships between depression and any of 

the Healthcare Facilitation/Utilization domain variables: health care trust, HIV optimism, and 

marijuana use. 

The variable religiosity (Religiosity domain) had a small negative, statistically significant 

association with depression, as expected, with each unit of religiosity associated with a -0.111 point 
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decrease in depression score, controlling for all other variables. The variables of the Trauma domain 

were all positively associated with depression: IPV (0.646, p≤.001), sudden death scale (0.093, p 

≤.001), perceived racism (0.020, p ≤.001) and internalized homophobia (0.361, p ≤.001). Perceived 

racism also was statistically significant, though its effect size was small. We also noted that the 

AUDIT (Perception of Personal Alcohol Use domain) and drug use (Perception of Personal Drug 

Use domain) were both positively associated with depression. While AUDIT’s effect size was small 

(0.167, p ≤.001), each unit of drug use was associated with an additional 1.132 points in depression 

score.  

PhotoUStudy participants had described each of these as integral to physical and mental health. 

We also had expected to see a negative relationship between 100% condom use (100% Condom Use 

domain) and depression, since engaging in condom use was seen as a healthy and positive part of 

overall health. Here, however, each unit of condom use was associated with an additional 1.024 

points of depression score, controlling for all other variables in the model.  

In Model 2, we calculated a multivariate regression to evaluate the association between our 

outcome, depression, and our demographic control variables. We immediately saw gender—namely 

being transgender—was associated with an additional 4.705 (p ≤.001) points of depression score, 

while identifying as Black-only was associated with an additional 1.533 points (p ≤.001) of 

depression score. Age had a negative and statistically significant effect size of -0.270 (p ≤.001). 

Despite the larger, statistically significant effect sizes in this model, we note that it had an R2 

of .05—meaning that the demographic variables explained only 5% of the variability in the model. 

This means that identity alone cannot explain variability in depression score. The only statistically 

significant covariates were Income (-.961, p=.086) and education (-.426, p<.081), both of which were 

negatively associated with depression score, as expected.  

In our fully adjusted multivariate model, Model 3, we observed the same statistically significant 

variables as those in Models 1 and 2. The effect sizes for these variables changed slightly, however. 
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Several had attenuated when controlling for the demographic variables, including those for: social 

network, -0.325 (p ≤.001) to -0.310 (p ≤.001); IPV, from 0.646 (p ≤.001) to 0.545 (p ≤.001); and 

religiosity, from -0.111 (p ≤.001) to -.102 (p ≤.001). We saw a larger attenuation in effect size for 

housing status, from -1.76 (p ≤.001) to -0.702 (p ≤.001) and 100% condom use, from 1.024 (p ≤.001) 

to 0.722 (p ≤.001). Other notable changes were the slight increase in effect sizes for death scale, from 

0.093 (p ≤.001) to 0.114 (p ≤.00) and drug use, from 1.132 (p ≤.001) to 1.259 (p ≤.001). Among our 

demographic variables, we noted a marked increase in the effect size of gender, from 4.705 (p ≤.001) 

to 5.098 (p ≤.001), which we can interpret as: being transgender is associated with an additional 5.08 

(p ≤.001) points of depression score, controlling for all other variables in the model.  

 

ii) Stress. We fit several adjusted and unadjusted models to assess the association of the outcome, 

stress, with the BMSM Health Index. For Model 1, we calculated an unadjusted model that tested the 

association between stress and the BMSM Health Index. We immediately noted that the BMSM 

Health Index may not be as robust a predictor for stress. The Model 1 R2 for stress was 0.17, which 

indicates that 17% of the variability of the dependent variable, stress, was explained by the BMSM 

Health Index—which is smaller than the Model 1 R2  of .25 that we observed in our unadjusted 

regression testing the association between depression and the BMSM Health Index.  

As with depression, we observed statistically significant associations between stress and many of 

the variables in each of the BMSM Health Index domains. Though small, most of the statistically 

significant associations aligned as expected with our conceptual model. Most notably, social support 

(Social Support domain) and housing (Housing domain) both were negatively associated with stress, 

with each unit of social support associated with a -0.051 (p≤.001) unit reduction in stress, and 

housing with a -0.382 (p≤.001) unit reduction in stress, controlling for all other variables in our  

model.  
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As anticipated, we observed positive associations between stress and each of the Trauma 

domains variables: IPV (0.197, p≤.001), sudden death scale (0.096,(p≤.001), and internalized 

homophobia (0.021, p≤.001). Perceived racism, however, barely had any effect size and was not 

statistically significant, with each unit of racism associated with an additional 0.001 unit of perceived 

racism, controlling for all other variables the model. Unlike depression, stress had statistically 

significant associations with several Healthcare Facilitation/Utilization variables. These included a 

negative association with HIV treatment optimism (-0.032, p≤.001), with each additional unit of HIV 

treatment optimism associated with a -0.032 unit of stress. We had anticipated that there would be a 

negative association between stress and marijuana use; however, this association was positive, with 

each unit of marijuana use associated with an additional 0.412 (p≤.001) unit of stress. As we saw in 

depression models, we did not observe a statistically significant association with healthcare trust and 

stress. We also did not expect religiosity (Religiosity domain) to be positively associated with stress 

(0.027,  p≤.001) of stress.  

As for the remaining BMSM Health Index variables, AUDIT (Perception of Personal Alcohol 

Use domain) was positively associated with the outcome (0.031, p≤.001), as it was in our first Model 

1. However, we did not observe statistically significant associations between either stress and drug 

use (Perception of Personal Drug Use domain) or stress and 100% condom use (100% Condom Use 

domain).  

In Model 2, we calculated a multivariate regression to evaluate the association between the 

proposed outcome, stress, and our demographic control variables. We immediately noted the smaller 

R2 , which dropped from 0.17 in Model 1 to 0.02 in Model 2. Among the demographic variables, we 

noted positive, statistically significant relationships between education (0.021, p ≤.001) and stress, as 

well as gender (0.435, p ≤.05) and stress, with being transgender associated with an additional 0.435 

(p ≤.05) unit of stress, and identifying as Black-only being associated with an additional 0.272 (p 

≤.001) unit of stress. Both income (-0.088, p ≤.001) and HIV status had statistically significant 
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associations with stress, with HIV-negative status notably associated with a -0.489 (p ≤.001) 

decrease in stress.   

In our fully adjusted multivariate model, we saw that the statistically significant variables in 

Models 1 and 2 remained so in Model 3. The effect sizes (p ≤.001) for social support. IPV, and 

sudden death remained the same, while the effect sizes for internalized homophobia (0.018, p ≤.001), 

housing status (-0.336, p ≤.001), marijuana use (0.377, p ≤.001), and AUDIT score (0.030, p ≤.001) 

were slightly attenuated. HIV treatment optimism was no longer statistically significant, and the 

relationship between stress and religiosity was slightly stronger (0.030, p ≤.001). Among the 

demographic variables we noted that gender, education level, and income were no longer statistically 

significant, and the relationship between age and stress had slightly attenuated, from -0.489 (p ≤.001) 

to -0.452 (p ≤.001), while the association between race and stress was much smaller, from 0.272 (p 

≤.001) to 0.106 (p ≤.05). Adjusting for the demographic variables helped to increase the R2 of the 

original model slightly, from 0.17 to 0.18.   

 

IV. DISCUSSION 

In this exploratory study, we expanded on our BMSM Intersectional Framework by testing 

whether the BMSM Health Index domains were associated with health outcomes, depression and 

stress, among this population. In our multivariate regression taxonomies, we observed that the 

models fitted with the BMSM Health Index to test the association with the proposed outcome 

variables, depression and stress, had a higher R2  (R2 =0.23 vs R2 =0.05 in the depression and BMSM 

Health Index taxonomy, and R2 =0.17 vs. R2 =0.02) than those models that were fitted with 

demographic variables and the proposed outcomes alone. This suggested that the BMSM Health 

Index may have value in predicting health outcomes among BMSM, as predicted in our hypothesis. 

More importantly, we found that the BMSM Health Index could predict health outcomes beyond 

sexual health practice. Here, we selected depression and stress, because of their association with not 



 

 158 

only HIV and STIs, but other less optimal health outcomes among BMSM, such as substance abuse 

and heart disease. More importantly, it suggested that the health outcomes among BMSM were part 

of a more complicated interplay of historical, socioeconomic, and cultural determinants across 

multiple levels of social networks, rather than simply the population’s demographic variables: 

socioeconomic status, race, or gender presentation.  

In reviewing specific domain variables, we noted that several integral domains of holistic health 

discussed in the PhotoUStudy were statistically significant in both models. Most notable of these was 

social support (Social Support domain). Housing was statistically significant for both health 

outcomes as well.  

Based on our PhotoUStudy interviews, we had predicted that the Health Care 

Facilitation/Utilization domain would help explain the variability in each set of models for our 

dependent variables. However, healthcare trust was not statistically significant in either set of 

models, while HIV treatment optimism was statistically significant in only a single model for each of 

the health outcomes. This suggests that these variables were not an appropriate fit for our domain, or 

that they were right to fit but the measures used to create these composite scores were not designed to 

capture the experiences of BMSM.  

 The same may be true for marijuana use, which was positively associated with stress in both the 

unadjusted and adjusted models. Based on our conceptual model, we expected the association 

between marijuana use and stress to be negative. That is, using marijuana would reduce stress. 

However, we cannot make causal inferences from cross-sectional data; the association may reflect 

participants’ use of marijuana to alleviate their high levels of stress. We observed a similar issue with 

religiosity. The variable had a negative, statistically significant association with depression, as 

expected; however, the variable was positively associated stress. As with marijuana use, we might 

surmise that participants sought out religion during times of stress, which can explain the positive 

association. However, just as PhotoUStudy participants noted that being part of a faith community 
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could alleviate depression and sense of isolation, they also noted that they sometimes encountered 

homophobic and transphobic rhetoric that could be a source of stress.   

Unexpectedly, Perception of Personal Alcohol Use was more closely associated with both 

depression and stress than Perception of Drug Use. However, the latter was an indicator variable that 

asked participants if they had felt their drug use was a problem. Considering that many BMSM in the 

PhotoUStudy considered marijuana to be part of their medical/health regimen, it may be possible that 

participants of the HPTN 061 felt the same way. Participants in the PhotoUStudy, however, made it 

clear they thought that alcohol was a barrier to good health and physical safety, particularly around 

matters of sexual health. Again, this attitude may be shared among participants in the HPTN 061 

study as well, resulting in its stronger association with the BMSM Health Index. 

Within the Trauma domain, we found statistically significant effects for internalized homophobia 

in both stress and depression models, which was consistent with data from the PhotoUStudy and our 

conceptual framework. Perceived racism, however, had a smaller effect size in the unadjusted and 

adjusted models assessing the association between the BMSM Health Index and depression and the 

BMSM Health Index and stress. The effect size for the association of perceived racism and 

depression was small, at 0.027 (p ≤.001), but statistically significant. An association between 

perceived racism and stress, however, was barely detected, at 0.001, and not statistically significant. 

The lack of notable effect size for perceived racism, however, was anticipated in the PhotoUStudy, 

however. Most of the participants lived in predominantly Black communities, engaging primarily 

only with other BMSM. While many talked about systemic racism, their social and economic 

marginalization in many instances buffered them from experiences of interpersonal racism.  

 

V. LIMITATIONS AND STRENGTHS  

This study had several limitations. The HPTN 061 Study collected data in multiple cities to 

determine the feasibility of a health intervention. We used the HPTN 061 for a much different 
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purpose: to refine, confirm and validate the domains of our proposed BMSM Health Index. The 

Index itself was developed during a qualitative study conducted in Washington, DC, and potentially 

does not reflect the experiences of BMSM in other cities. The data collected in the HPTN 061 did not 

align with all of the holistic health domains initially identified in our qualitative study, which forced 

us to redefine them. Though we used our conceptual framework to select the best variable(s) to build 

and test our BMSM Health Index’s association with stress and depression, they may not have 

measured exactly what we intended, possibly impacting our analyses. Due to the exploratory nature 

of our study design and the use of the cross-sectional baseline data from the HTPN 061 dataset, we 

also could not make causal inferences, but only report associations between our proposed BMSM 

Health Index and outcomes.  

Our study, however, had several strengths. Most notably, we demonstrated the robustness of our 

BMSM Framework, which we had developed in two previous studies based on data collected from 

the PhotoUStudy. Meticulous use of the conceptual model, coupled with extensive statistical 

diagnostic tests, enabled us to validate the domains of our BMSM Health Index and demonstrate its 

association with two health outcomes, stress and depression, indicating possible wider applications, 

particularly in psychosocial health.   

 

VI. CONCLUSIONS  

This study had several important implications. Most notably, we were able to demonstrate the 

usefulness of the BMSM Framework in understanding and identifying the BMSM Health Index 

domains, which we refined and aligned with the HPTN 061 dataset in this study. This work also 

demonstrates the importance of speaking directly to a population when assessing how they approach 

seroadaptation. Our qualitative work determined that BMSM had a completely different 

understanding of sexual harm reduction than white MSM. Instead of focusing on sexual practice, as 

white MSM appear to do, BMSM described engaging in a holistic approach to health, of which 
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seroadaptation was a singular, but integral part. For this quantitative study, we were able to begin the 

process of statistically validating the domains of the BMSM Health Index with two different health 

outcomes. Moreover, we believe this work demonstrated that the BMSM Health Index may be used 

in studies outside of sexual health, as evidenced by its association with both stress and depression.  

However, continued refinement of the BMSM Health Index will depend upon finding measures 

that more accurately reflect the lived experiences of BMSM. For instance, the stress index scale in 

the HPTN 061 study asked BMSM about several events, such as divorce, that may be more common 

to heterosexual men and women. As such, this measure may not have accurately measured stress 

among BMSM in the HPTN 061. Creating new measures may require qualitative work informed by 

community-based participatory action approaches that create and leverage partnerships with BMSM 

and/or the community-based organizations, government agencies, and other entities that deliver 

services to them. We believe a more nuanced understanding of BMSM’s holistic approach to health 

could dramatically improve the efficacy of the health policies and interventions implemented to 

address their needs. For instance, rather than focus solely on promoting PrEP among BMSM, sexual 

health policies for BMSM might be integrated into interventions addressing the population’s 

sociocultural and economic realities and needs: safe and affordable housing, job training and 

placement, and affordable and accessible transportation. These interventions could be additionally 

strengthened by leveraging the social networks already in place through which BMSM access 

information about health and services.  
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Table 3.1: BMSM Intersectional Identity Health Index Domains from the PhotoUStudy 

DOMAIN DESCRIPTION 

Creating Family Sexual harm reduction begins with a strong, supportive foundation that includes 
close biological family, guardians, and gay family. 

Mentors  Mentors show young BMSM how to navigate life and live as a LGBTQIA+ 
person.  

Physical Safety Refers to the importance of physical preservation at all times.  
Housing: A Space 
of One’s Own 

A physical extension of physical safety that helps ensure sexual safety and 
treatment adherence.  

Treatment 
Adherence: Take 
Your Medicine 

Being treatment adherent includes taking one’s medication, including those 
prescribed and others that assist in the process.  

Keep a Clear Head 
 

Sexual harm reduction demands avoidance of disorienting substances and 
alcohol.    

Be Spiritual Having a connection to one’s spirituality helps one find clarity and community.   
Know Your 
Partner 

Finding an outlet that demonstrates one’s creativity and stability.   

Engage Your 
Passion 

The more one knows a sexual partner, the safer one can be during sexual 
encounters.  

100% Condom 
Use, Papers, and 
Alternative Sexual 
Practices 

Sexual harm reduction demanded condom use. It was best combined with 
knowing the status of a partner (seeing his/her “paper”) and engaging in 
alternative sexual practices, as needed.   
 

 



 

 163 

 

 
 

 
 
Table 3.2: BMSM Intersectional Identity Health Index Aligned with HPTN 061 Variables on Baseline 
Enrollment Survey 
Original BMSM 
Health Index 
Domains 
 

Updated Domain Names and Aligned HPTN 061 Variables with 
Descriptions 

Creating Family Updated Domain Name: Social Support  
* Variable Name: Social Support Scale Score 
Composite measure of 6 Medical Outcomes Study Social Support Survey Instrument 
items.  
Continuous Variable, Score Range: 6-30 
Scores 7 and over assoc. with more social support 
 

Mentors  
Know Your Partner 

Housing: A Space 
of One’s Own 

Updated Domain Name: Housing  
* Variable Name: Housing Status 
What best describes your household? 
Dichotomized variable: 
0=Homeless/Unstably Housed, 1=Live Alone or with Others 
 

Treatment 
Adherence  

Updated Domain Name: Healthcare Facilitation/Utilization 
* Variable Name: Healthcare Trust Scale 
Composite measure of 6 items on trust in health care providers and systems.  
Continuous Variable, Score Range: 4-24 
Scores≥5 assoc. with greater healthcare trust.  
 
* Variable Name: Treatment Optimism  
Composite measure of items about comfort with unprotected sex and advances in HIV 
treatment and management. 
Continuous Variable, Score Range: 6-30 
Scores≥3 assoc. with greater treatment optimism. 
 
* Variable Name: Marijuana Use 
Did you use marijuana in the past 6 months?   
Indicator Variable:  
0=Participant did not use marijuana in the past 6 months 
1=Participant had used marijuana in the past 6 months. 
 

Be Spiritual Updated Domain Name: Religiosity 
* Variable Name: Religiosity Scale 
Continuous Variable, Score Range: 9-45 
Scores ≥10 assoc. with more religiosity. 
 

100% Condom Use  Updated Domain Name: 100% Condom Use 
* Variable Name: 100% Condom Use 
Indicator Variable: 
0=No, participant did not report using condoms 100% of the time. 
1=Yes, participant reported using condoms 100% of the time. 
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Table 3.2 (Continued) 
Physical Safety Updated Domain Name: Trauma 

* Variable Name: Intimate Partner Violence (IPV)  
Composite measure of 4 items on emotional/physical abuse, stalking, and sexual 
intimidation.  
Continuous Variable, Score Range: 4-20 
Scores ≥ 5 assoc. with more IPV 
 
* Variable Name: Internalized Homophobia Scale 
Composite measure of 7 measures of internalized homophobia. 
Continuous Variable, Score Range: 7 to 35 
Scores ≥15 assoc. with more internalized homophobia. 
 
* Variable Name: Perceived Racism Scale  
Composite measure of 28 questions of racial discrimination.  
Continuous Variable, Score Range: 0-140 
Scores≥95 assoc. with high perceived racism. 
 
* Variable Name: Sudden Death Scale  
Composite SPAN (startle, physically upset by reminders, anger, and numbness ) score 
of 4 Davidson Trauma Scale PTSD measures for “sudden death of someone close to 
you.”  
Continuous Variable, Score Range: 0-20 
Scores≥5 assoc. with greater trauma. 
 

Keep a Clear Head 
  
  

Updated Domain Name: Perception of Personal Alcohol Use  
* Variable Name: Alcohol Use Disorders Identification Test Scale (AUDIT) 
Composite score of the AUDIT scale’s ten items measuring amount, dependence, and 
frequency of alcohol use.  
Continuous Variable, Score Range: 0-40 
Scores≥8 and ≤14 assoc. with hazardous/harmful drinking 
Scores≥15 assoc. with possible alcohol dependence.  
 

 Updated Domain Name: Perception of Personal Substance Use 
* Variable Name: In the last 6 months, have you ever thought your drug use was a problem? 
 (Drug Use)  
Indicator Variable: 
0=No, participant felt their drug use was not a problem in the past 6 months.  
1=Yes, participant felt their drug use was a problem in the past 6 months.  
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******The final category name was taken from participants who described themselves and others as legendary—
often a long-term HIV survivor who provides leadership in the BMSM community. One legendary participant 
explained, “anywhere legendary gays go, somebody is going to say, ‘I've seen you before,’; talking about me 
because I've been everywhere.” 

 

 
 
 
Table 3.2 (Continued) 
 Demographic Variables 
 * Variable Name: Gender  

Participants could select from a range of gender identities; these were dichotomized:    
0=Man; 1=Transgender  
  

 * Variable Name: Race  
Participants could select from numerous race/ethnicities. These were used to create a 
categorical variable for race.  
Categories: Black-only, Black and Latino, Black and Other 
 

 * Variable Name: Age Category  
Age was calculated from date of birth and transformed into a categorical variable.  
Categories:  
Young BMSM:           Ages 18-29 
Middle Age BMSM:   Ages 30-44 
Older BMSM:             Ages 45-60 
Legendary BMSM******:    Ages 61+ 
 

 * Variable Name: HIV Status  
Participants were tested for HIV at enrollment and their status noted in 
the following categories: 
HIV Negative, HIV Positive, Unknown Status/Refused Testing   
 

 * Variable: Highest Education Level Completed  
Participants were asked to select the highest level of education completed 
from the following categories:   
-8th Grade/Equivalent or Less 
- Some High School 
- Completed High School Graduate or Equivalent 
- Completed Vocational/Trade/Technical School 
- Some College or 2 Year Degree 
- Finished College 
- Masters or Advanced Degree 
 

 * Variable: Income Level  
Participants were asked to report their income level. The original 10 
categories were collapsed into 5: categories.   
- Income Level 1 = < $5,00 
- Income Level 2 = $5,000 
- Income Level 3 = $10,000 - 19,999 
- Income Level 4 = $20,000 - 39,999 
- Income Level 1 =  ≥$40,000. 
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Note: The PhotoUStudy BMSM Health Index domain “Engage Your Passion” did not have an analog in the HPTN 061 dataset and was 
dropped.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 3.2 (Continued) 
Outcome 
Variables 

 

 * Variable Name: Depression  
Composite score of 20 Center for Epidemiologic Studies Depression Scale 
(CES-D) items asking about state of mind, interpersonal interactions, etc.  
Continuous Variable, Score Range: 0-60 
Scores ≥16 assoc. with clinical depression 
 

 * Variable Name: Stress 
Composite score of 12 items adapted from the Holmes and Rahe Stress 
Scale, which was developed to assess whether stress contributes to illness. 
Continuous Variable, Score Range: 0-12 
Scores≥ 1 assoc. with greater stress.  
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Table 3.3: Summary Statistics for Selected Outcome, BMSM Health Index, and Demographic Variables, by Age 
 

 

Young 
BMSM: 
18-29 

Middle 
Age 

BMSM: 
30-44 

Older 
BMSM: 
45-60 

Legendary 
BMSM: 
61+ 

Total p-value Test 

 N=510 N=286 N=727 N=18 N=1,541   
Outcome Variables        
Depression Scale 17 (12) 17 (11) 16 (11) 12 (9) 16 (11)  0.47 ANOVA 
Stress Index 3 (2) 2 (2) 3 (3) 2 (2) 3 (3)  0.85 ANOVA 
        
BMSM Health Index 
Variables 

       

Social Support Scale  20 (7) 20 (8) 19 (7) 19 (6) 20 (7)  0.022 ANOVA 
        
Housing Status       0.17 χ2 
   Unstably  
   Housed/Homeless 

68 
(13%) 

35 
(12%) 

123 
(17%) 

3 (17%) 229 (15%)   

   Housed 
442 
(87%) 

251 
(88%) 

604 
(83%) 

15 (83%) 
1,312 
(85%) 

  

        
Healthcare Trust 14 (4) 13 (3) 13 (4) 12 (4) 13 (4)  0.003 ANOVA 
        
HIV Treatment Optimism  3 (2) 3 (2) 4 (2) 3 (2) 3 (2) <0.001 ANOVA 
        
Marijuana Use      <0.001 χ2 

   No 
186 
(36%) 

124 
(43%) 

359 
(49%) 

12 (67%) 681 (44%)   

   Yes 324 
(64%) 

162 
(57%) 

368 
(51%) 

6 (33%) 860 (56%)   

        
Religiosity 29 (7) 31 (8) 31 (7) 28 (9) 30 (7) <0.001 ANOVA 
        
100% Condom Use       0.004 χ2 

   No 297 
(59%) 

174 
(61%) 

491 
(68%) 

13 (72%) 975 (64%)   

   Yes 209 
(41%) 

110 
(39%) 

227 
(32%) 

5 (28%) 551 (36%)   

        

Intimate Partner Violence 5 (4-7) 5 (4-8) 5 (4-7) 4 (4-7) 5 (4-7)  0.23 
Kruskal-
Wallis 

        
Perceived Racism Score 63 (33) 68 (34) 69 (32) 62 (40) 67 (33)  0.026 ANOVA 
        

Sudden Death Scale 0 (0-0) 0 (0-4) 0 (0-4) 0 (0-4) 0 (0-4)  0.036 
Kruskal-
Wallis 

        
AUDIT 8 (7) 9 (8) 9 (8) 7 (6) 9 (7) <0.001 ANOVA 
        
Drug Use      <0.001 χ2 
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Table 3.3 (Continued) 

   No 
393 
(77%) 

189 
(66%) 

412 
(57%) 

14 (78%) 
1,008 
(65%) 

  

   Yes 
117 
(23%) 

97 
(34%) 

315 
(43%) 

4 (22%) 533 (35%)   

        
Demographic Variables        
Gender       0.71 χ2 

   Male 
497 
(97%) 

281 
(98%) 

714 
(98%) 18 (100%) 

1,510 
(98%)   

   Transgender 13 (3%) 5 (2%) 13 (2%) 0 (0%) 31 (2%)   
        
Race      <0.001 χ2 

   Black-Only 
415 
(81%) 

250 
(87%) 

679 
(93%) 

16 (89%) 
1,360 
(88%) 

  

   Black and Latino 47 (9%) 21 (7%) 31 (4%) 0 (0%) 99 (6%)   
   Black and Other 48 (9%) 15 (5%) 17 (2%) 2 (11%) 82 (5%)   
        
HIV Status      <0.001 χ2 

   HIV Negative 
431 
(85%) 

189 
(66%) 

524 
(72%) 

14 (78%) 
1,158 
(75%) 

  

   HIV Positive 59 
(12%) 

82 
(29%) 

187 
(26%) 

4 (22%) 332 (22%)   

   Unknown/Refused  
   Testing 

20 (4%) 15 (5%) 16 (2%) 0 (0%) 51 (3%)   

        
High Level of Education      <0.001 χ2 
   8th Grade or Less 2 (0%) 5 (2%) 14 (2%) 1 (6%) 22 (1%)   

   Some High School 
84 
(17%) 

46 
(16%) 

114 
(16%) 

1 (6%) 245 (16%)   

   High School Grad/Equiv. 
153 
(30%) 

99 
(35%) 

288 
(40%) 

4 (22%) 544 (35%)   

  Vocational/Trade/Tech.l 13 (3%) 4 (1%) 11 (2%) 1 (6%) 29 (2%)   

   Some Coll./2 Yr. Degree 189 
(37%) 

92 
(32%) 

214 
(29%) 

6 (33%) 501 (33%)   

   Graduated College 
55 
(11%) 20 (7%) 70 (10%) 3 (17%) 148 (10%)   

   Advanced Degree 13 (3%) 20 (7%) 16 (2%) 2 (11%) 51 (3%)   
        
Income      <0.001 χ2 

   >$5,000 
145 
(28%) 

69 
(24%) 

185 
(25%) 

2 (11%) 401 (26%)   

   $5,000-9,999 
56 
(11%) 

24 (8%) 
112 
(15%) 

3 (17%) 195 (13%)   

   $10,000 - 19,999 
71 
(14%) 

61 
(21%) 

194 
(27%) 

8 (44%) 334 (22%)   

   20,000 - 39,999 
115 
(23%) 

68 
(24%) 

163 
(22%) 

2 (11%) 348 (23%)   

   >=$40,000 
123 
(24%) 

64 
(22%) 

73 (10%) 3 (17%) 263 (17%)   

 
Data are presented as mean (SD) or median (IQR) for continuous measures, and n (%) for categorical measures. 
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Table 3.4: Selected Sociodemographic Characteristics of PhotoUStudy Study Participants 
  

Baseline Characteristics N=36 % 
Gender 

  

Man 25 70 
Transgender 11 30    

Age 
  

Young: 18-29 12 33 
Middle: 30-44 10 28 
Older: 44-60 8 22 
Legendary: 61+ 6 17    

Housing Status 
  

Homeless/Unstably Housed  8 22 
Housed 28 78    

Household Income 
  

<$5,000 21 58 
$5,000-9,999 5 14 
$10,000-19,999 4 11 
$20,000-39,999 4 11 
≥$40,000+ 2 3    

HIV Status 
  

HIV-Negative 6 17 
HIV-Positive 30 83    

Highest Level of Education 
  

Some High School or Less 5 14 
High School/Equivalent 12 33 
Some College/2-Year Degree/Trade School 11 31 
Vocational/Trade/Technical School 4 11 
College Degree or Higher 4 11    
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Table 3.5: Unadjusted and Adjusted Model Taxonomy: Association of Depression and the BMSM Health 
Index among BMSM, N = 1541 
    

 
Model 1:  

BMSM Index (BI) 
Variables Only 

Model 2:  
Demographic Variables (Dem) 

Only 

Model 3:  
BI Adjusted by Dem  

 b/se/ci95 b/se/ci95 b/se/ci95 
BMSM Health 
Index Variables    

Social Support 
Scale -0.325***  -0.310*** 

 (0.016)  (0.016) 
 [-0.356,-0.294]  [-0.341,-0.279] 
    
Interpersonal 
Violence Scale 0.646***  0.545*** 

 (0.044)  (0.045) 
 [0.559,0.733]  [0.457,0.633] 
    
Sudden Death 
Scale 0.093***  0.114*** 

 (0.027)  (0.026) 
 [0.041,0.145]  [0.062,0.165] 
    
Perceived Racism 
Scale 0.020***  0.027*** 

 (0.003)  (0.003) 
 [0.013,0.027]  [0.020,0.033] 
    
Internalized 
Homophobia 
Scale 

0.361***  0.369*** 

 (0.016)  (0.016) 
 [0.329,0.393]  [0.337,0.401] 
    
Housing Status -1.755***  -0.702* 
 (0.315)  (0.324) 
 [-2.373,-1.136]  [-1.336,-0.067] 
    
Healthcare Trust 
Scale 0.002  0.003 

 (0.031)  (0.031) 
 [-0.059,0.064]  [-0.058,0.064] 
    
HIV Treatment 
Optimism Scale 0.048  0.089 

 (0.054)  (0.055) 
 [-0.058,0.153]  [-0.018,0.196] 
    
Marijuana Use 0.356  -0.125 
 (0.227)  (0.227) 
 [-0.089,0.801]  [-0.570,0.320] 
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Table 3.5 (Continued) 
AUDIT 0.167***  0.171*** 
 (0.016)  (0.016) 
 [0.136,0.199]  [0.139,0.202] 
 
 
 
 
Drug Use 1.132***  1.259*** 
 (0.249)  (0.249) 
 [0.644,1.621]  [0.770,1.747] 
    
Religiosity -0.111***  -0.102*** 
 (0.016)  (0.016) 
 [-0.142,-0.080]  [-0.133,-0.072] 
    
100% Condom 
Use 1.024***  0.772*** 

 (0.231)  (0.228) 
 [0.572,1.476]  [0.324,1.220] 
Demographic 
Control Variables    

    
Gender  4.705*** 5.098*** 
  (0.842) (0.806) 
  [3.055,6.356] [3.518,6.678] 
    
Race  1.533*** 0.920*** 
  (0.238) (0.220) 
  [1.066,2.000] [0.489,1.350] 
    
Age  -0.270* -0.934*** 
  (0.131) (0.129) 
  [-0.527,-0.013] [-1.186,-0.682] 
    
HIV Status  -0.123 0.642** 
  (0.226) (0.214) 
  [-0.566,0.321] [0.223,1.061] 
Education Level  -0.784*** -0.426*** 
  (0.085) (0.081) 
  [-0.950,-0.617] [-0.585,-0.267] 
    
Income  -0.961*** -0.593*** 
  (0.086) (0.082) 
  [-1.130,-0.793] [-0.754,-0.431] 
    
r2 0.23 0.05 0.26 
 
Note. Cell entries are estimated regression coefficients, (standard errors) and t-statistics. 
*** p ≤.001 **p ≤ .01, * p ≤0.05. 
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Table 3.6: Unadjusted and Adjusted Model Taxonomy: Association of Stress and the BMSM Health Index 
among BMSM, N = 1541 
    
 Model 1:  

BMSM Index (BI) Variables Only 
Model 2: Demographic 
Variables (Dem) Only 

Model 3:  
BI Adjusted by Dem  

 b/se/ci95 b/se/ci95 b/se/ci95 
BMSM Health 
Index Variables 

   

Social Support 
Scale 

-0.051***  -0.051*** 

 (0.004)  (0.004) 
 [-0.059,-0.044]  [-0.058,-0.044] 
    
Interpersonal 
Violence Scale 

0.197***  0.197*** 

 (0.010)  (0.010) 
 [0.178,0.217]  [0.177,0.218] 
    
Sudden Death 
Scale 

0.096***  0.096*** 

 (0.006)  (0.006) 
 [0.084,0.108]  [0.084,0.109] 
    
Perceived 
Racism Scale 

0.001  0.001 

 (0.001)  (0.001) 
 [-0.001,0.003]  [-0.000,0.003] 
    
Internalized 
Homophobia 
Scale 

0.021***  0.018*** 

 (0.004)  (0.004) 
 [0.014,0.029]  [0.011,0.026] 
    
Housing Status -0.382***  -0.336*** 
 (0.073)  (0.075) 
 [-0.524,-0.240]  [-0.483,-0.189] 
    
Healthcare 
Trust Scale 

-0.007  -0.011 

 (0.007)  (0.007) 
 [-0.021,0.007]  [-0.025,0.003] 
    
HIV Treatment 
Optimism Scale 

-0.032**  -0.011 

 (0.012)  (0.013) 
 [-0.056,-0.008]  [-0.036,0.013] 
    
    
Marijuana Use 0.412***  0.377*** 
 (0.052)  (0.053) 
 [0.310,0.514]  [0.273,0.480] 
    
    
AUDIT 0.031***  0.030*** 
 (0.004)  (0.004) 
 [0.024,0.038]  [0.023,0.038] 
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Table 3.6 (Continued) 
Drug Use 0.024  0.042 
 (0.057)  (0.058) 
 [-0.088,0.136]  [-0.071,0.155] 
    
Religiosity 0.027***  0.030*** 
 (0.004)  (0.004) 
 [0.020,0.034]  [0.023,0.037] 
    
100% Condom 
Use 

-0.074  -0.070 

 (0.053)  (0.053) 
 [-0.178,0.030]  [-0.174,0.034] 
Demographic 
Control 
Variables 

   

Gender  0.435* -0.009 

  (0.187) (0.184) 
  [0.069,0.801] [-0.371,0.352] 
    
Race  0.272*** 0.106* 
  (0.053) (0.051) 
  [0.168,0.377] [0.006,0.206] 
    
Age  0.021 -0.076* 
  (0.029) (0.030) 
  [-0.037,0.078] [-0.134,-0.017] 
    
HIV Status  -0.489*** -0.452*** 
  (0.051) (0.050) 
  [-0.589,-0.390] [-0.549,-0.354] 
    
Education Level  -0.041* 0.012 
  (0.019) (0.019) 
  [-0.078,-0.004] [-0.025,0.049] 
    
Income  -0.088*** -0.024 
  (0.019) (0.019) 
  [-0.126,-0.051] [-0.062,0.013] 
    
r2 0.17 0.02 0.18 
 
Note. Cell entries are estimated regression coefficients, (standard errors) and t-statistics.  
* p < 0.05, ** p < 0.01, *** p < 0.001 

. 
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FINAL DISCUSSION 

We believe this exploratory sequential multiple methods study has produced several notable 

findings that shed light on the interplay of identity and lived experience that inform how BMSM 

conceptualize, create, and practice a holistic approach to health—of which seroadaptation is an 

integral, but singular, part. Below we highlight key findings from the study that we believe will help 

elucidate how to craft and implement future 1) inquiries around seroadaptation among BMSM and 2) 

health policies and interventions addressing the needs of BMSM.  

I. PAPER 1: THE LIVED EXPERIENCES OF BLACK MEN WHO HAVE SEX WITH MEN 
IN WASHINGTON, DC: IDENTIFYING DIMENSIONS OF SURVIVAL AND 
SEROADAPTATION 
 
1a. ESTABLISHING THE BMSM INTERSECTIONAL IDENTITY FRAMEWORK OVER THE 
LIFE COURSE (BMSM FRAMEWORK) 
 

The initial BMSM Intersectional Identity Framework Over the Life Course (Figure 4.1) was 

created for this study based on the literature about BMSM and seroadaptation and the integrated 

theoretical lenses of Bronfenbrenner's social ecological model,310,311,312 Krieger’s concept of 

embodiment,313 and intersectionality.314 This conceptual model was never intended to be static, but 

meant to evolve as new information and understanding of the data emerged. In Papers 1 and 2 we 

established and refined the BMSM conceptual model as a lens through which to understand how 

BMSM identity is 1) composed of four domains: race, sexual orientation, gender 

identity/presentation, and HIV risk/serostatus, and 2) influenced by—and, in turn, influences—the 

multifaceted relationships BMSM experience and influence at the self/individual; interpersonal 

(family, friends, and peers); community (schools, health and service providers); and societal (social 

norms and policies impacting African Americans, LGBTQIA+ persons, and PWH) levels.315 We 

noted that BMSM engage and react to actors at each of these levels and, in turn, across levels at any 

given time. These pathways operate as social networks316 through which BMSM identity is informed 
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by the bidirectional dissemination of 1) support/resources and 2) collective stigmas (such as racism, 

homophobia;317 and HIV stigma). 

This conceptual model grounded the study, enabling us to introduce, demonstrate, and test 

integrated qualitative methods used to collect and analyze the data for this study. Rather than conduct 

the interviews alone, we began with a five-day PhotoVoice activity that asked participants to respond 

to scripted prompts with a set of 5-10 pictures via an assigned, pre-programmed mobile phone. This 

 

approach created a prolonged engagement with each participant, establishing a rapport prior to the 

final debriefing/ethnographic interviews that otherwise would not have been possible. The 

engagements with participants were grounded in trust, facilitating richer, more meaningful answers 

to questions. It also should be noted that the data in this study was bolstered by the hands on 

approach during data collection. The investigator who worked directly with the participants has 17 

years of experience in the HIV arena in Washington, DC, and had previously worked with the 

agencies who supported the study. She met participants in places convenient for them, creating 

opportunities to see first-hand the intricate and often onerous travel routes required to travel across 

Washington, DC to access health services. The experiences also provided on the ground experience  

with the deteriorating conditions of many public housing options in the District, and the homophobic- 

Figure 4.1: BMSM Intersectional Identity Framework Over the Life Course 
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and transphobic-driven violence that many BMSM, and in particular Black transwomen, face in some 

areas of the city. Indeed, this danger not only stems from their neighbors, but the police as well.  

 

1b. FINDINGS 

This qualitative study also indicated that BMSM’s conceptualization and practice of 

seroadaptation did not align with what was described in the literature. As noted, BMSM thought of 

health in a holistic manner that focused little on sexual practice itself, but emphasized physical safety 

and survival through the formation of strong social networks composed of gay family, friends, and 

mentors. These are people with whom they shared resources, such as advice and money, often 

serving as a safety net for each other, whether offering one another a place to stay during times of 

homelessness, driving a friend to the supermarket, or accompanying someone in need to a doctor’s 

appointment. It also highlighted how many BMSM regarded recent biomedical advances in HIV 

prevention—namely PrEP and U=U—as suspect; something only white MSM had the luxury of 

trying. Instead, participants said they preferred (and recommended to others) the use of condom to 

for protection during all sexual activities. These rules, however, were relaxed for romantic partners 

and, in the case of sex work, customers who were willing to pay.  

 

1c. RECOMMENDATIONS 

Paper 1 also highlighted the importance of addressing heath care provider trust among BMSM. 

Studies like the HPTN have measures intended to capture patient trust and mistrust. However, we 

found that the composite score for healthcare provider trust was not statistically significant in our 

models, indicating that the measure may not be capturing health care trust properly for BMSM. In 

addition to culturally-competent providers, it would be beneficial to hire health care and mental 

health providers who mirror our population of interest: BMSM peer counselors, staff members, and 

so on. There is also an urgent need for culturally competent staff and oversight at area shelters. Few 
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of the shelters address the unique needs of adult LGBTQIA+ persons, and often require transwomen 

to stay in the same facilities as men—a situation that could be remedied with the establishment of 

dedicated beds or shelters for BMSM. Agencies that provide shuttle service to Washington, DC 

health care agencies also need to ensure that they include LGBTQIA+-specific agencies on their 

transit itinerary—a measure that would help destigmatize the agency and reduce the travel burden on 

BMSM who often are already stressed from the burdens of navigating the world.  

Many of the BMSM in the study also had been arrested repeatedly for small crimes related to 

drug addiction, sex work, and/or other desperate circumstances. For instance, several people in the 

study were attacked by police after attempting to ride the bus without paying the fare. There are 

several policies that can address these issues. First and foremost, BMSM and other populations in 

need access to free transportation. That, along with safe housing and culturally competent care can, 

can dramatically improve health outcomes for vulnerable populations of BMSM. Police (and other 

government employees, as needed) also should be required to participate in capacity building and 

cultural competency training around how to work with BMSM and LGBTQIA+ persons overall.   

 

II. PAPER 2: “THIS USED TO BE CHOCOLATE CITY”: GENTRIFICATION AND 
SOCIAL GEOGRAPHY AMONG BLACK MEN WHO HAVE SEX WITH MEN IN 
WASHINGTON, DC  
 
2a. REVISING THE BMSM FRAMEWORK TO INCLUDE SOCIAL GEOGRAPHY  
 

We built upon the BMSM Framework presented in Paper 1, introducing into the conceptual 

model the ten inter-related, holistic BMSM Intersectional Identity Health Index Domains (BMSM 

Health Index): creating family, mentors, physical safety, housing, treatment adherence, keeping a 

clear head (avoiding substance use), being spiritual, knowing your partner, engaging your 

passion/creativity, and 100% condom use (Figure 4.2). Engagement in each of the domains was 

integral to seroadaptation, as shown in the updated framework. In addition, the conceptual 

framework was updated to reflect the lived physical and social environments, or social geography,318 
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in which BMSM create, communicate, and maintain their social networks, identity, BMSM Health 

Index, and seroadaptation. This social geography of BMSM existed across all levels of interaction 

among BMSM, starting with safe places to live, and included spaces within the community, where 

BMSM could meet, converse, educate and celebrate one another at the interpersonal level. It also 

encompassed the societal level, with service providers often extending the cultural spaces and 

engagements between and among BMSM. Indeed, these relationships are at the core of BMSM social 

networks, through which individual BMSM transfer and receive health information.  

 

2b. FINDINGS 

This study used secondary data as well as information from the PhotoUStudy participants to map 

BMSM’s current and past social geographies—those that exist in reality, where people meet and 

engage in person, as well as in the imagination, that is, the memories made in these BMSM spaces, 

as well as the online platforms that are geared to BMSM. The disaggregation and loss of BMSM 

spaces over time has created fractures in a once tight and thriving BMSM community of Washington, 

DC, which has been undermined by spikes in homelessness and poverty. Addressing these needs can 

be offset through the creation and promotion of integrated service delivery that speaks to the 

Figure 4.2: Revised BMSM Intersectional Identity Framework Over the Life Course  
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comprehensive needs of BMSM: housing, HIV prevention, health and life insurance access, and 

mental and physical health.  

 

2c. RECOMMENDATIONS 

Indeed, in addition to the need for access to transportation support mentioned previously, medical 

offices that address the needs of all BMSM, including transgender persons in need of gender 

confirmation services, should be opened in areas where this population lives, rather than in locations 

convenient for the providers. Moreover, well-established health clinics should be granted special 

status that protects them from displacement by investors, ensuring that their clients are not lost to 

care and follow up. This work can be supported by revamping housing provision in Washington, DC. 

Housing should be available to all homeless persons, with BMSM given access to areas closest to 

their service providers, in neighborhoods that are free from gang and drug sales activity, and 

welcoming to LGBTQIA+ persons. We also recommended that District and Federal lawmakers 

recognize sex work as work, making it eligible for life and health insurance coverage, additionally 

improving this population’s health and welfare.   

 

III. PAPER 3: BUILDING AND ASSESSING A CONCEPTUALLY BUILT BMSM HEALTH 
INDEX WITH DATA FROM THE HPTN 061 STUDY 
 
3a. REVISING THE BMSM HEATH INDEX OF THE BMSM FRAMEWORK 
 

We revised the BMSM Health Framework again (Figure 4.3) to reflect our efforts to validate our 

domains using the HPTN 061 dataset. Though some of the domains did not have variables that 

aligned exactly with the original PhotoUStudy BMSM Health Index domains, we were still able to 

build a BMSM Health Index that aligned with variables from the HPTN dataset. We then were able 

to test whether the index was associated with two health outcomes, depression and stress.  

3b. FINDINGS 



 

 180 

This process helped us demonstrate that the index could predict health outcomes associated with 

sexual health and beyond. Models fitted with BMSM Health Index was able to explain the variation 

in our proposed outcomes, depression and stress, better the models fitted with the demographic 

variables alone, suggesting that further research with the BMSM Health Index is warranted.   

 

3c. RECOMMENDATIONS 

We recommended continued refinement of the BMSM Health Index. This process will require 

researchers either to adapt or create better measures of the sociocultural, health, and demographic 

domains of BMSM. For instance, education is often used as a proxy for income; but among 

participants in the PhotoUStudy, most of the older BMSM had relatively high educational attainment, 

but were unemployed. Many could not find a job because of previous convictions and jail time, 

during which most BMSM obtain their education and professional credentials. Such unique 

challenges in measurement call for qualitative informed approaches to scale development and testing. 

As noted previously, these efforts should be informed by community-based participatory action 

research, in which the researchers act in concert with community-based organizations, government 

agencies, and other entities that deliver services to BMSM, as well as BMSM themselves. We 

Figure 4.3: BMSM Intersectional Identity Framework Over the Life Course with Refined BMSM Health Index 
Domains 
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believe a more nuanced understanding of BMSM’s holistic approach to health could dramatically 

improve the efficacy of the health policies and interventions implemented to address their needs.  
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