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Abstract

In this paper, we analyse the life history narratives of 10 poor gay and bisexual Black men over
the age of 50 living with HIVV/AIDS in New York City, focusing on experiences of stigma. Three
overarching themes are identified. First, participants described the ways in which stigma marks
them as just one more body within social and medical institutions, emphasising the
dehumanisation they experience in these settings. Second, respondents described the process of
knowing your place within social hierarchies as a means through which they are rendered
tolerable. Finally, interviewees described the dynamics of stigma as all-consuming, relegating
them to the quagmire of an HIV ghetto. These findings emphasise that despite advances in
treatment and an aging population of persons living with HIV, entrenched social stigmas continue
to endanger the well-being of Black men who have sex with men.
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Introduction

The prevalence of HIV infection in marginalised subgroups in the USA surpasses that in
some of the most resource poor settings globally, leading some to argue that the domestic
HIV/AIDS epidemic has been forgotten (El Sadr, Mayer, and Hodder 2010). Researchers
have also noted the social gradients discernible in the domestic epidemic, such that HIV/
AIDS increasingly affects minority racial/ethnic groups and the poor (Karon et al. 2001;
Kraut-Becher et al. 2008; Centers for Disease Control and Prevention 2006). Although
Blacks constitute only 12.8% of the total US population, they comprised 51% of HIV
diagnoses from 2001 to 2004 (Centers for Disease Control and Prevention 2006). Further,
disparities in mortality due to HIVV/AIDS persist, and have increased in the years following
the advent of highly active anti-retroviral therapies (HAART) (Lopez et al. 2009; Levine et
al. 2007).
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The racialisation of the epidemic is mirrored in HIV-related disparities among men who
have sex with men (MSM), which some scholars note have been entrenched since the
mid-1980s (Millett and Peterson 2007). HIV prevalence among Black MSM in urban
settings has been estimated at 46%, and from 2001 to 2006, there were twice as many HIV
diagnoses in Black MSM as compared to White MSM (Centers for Disease Control and
Prevention 2005a; Centers for Disease Control and Prevention 2008). Moreover, national
surveillance data show that the proportion of MSM with AIDS within three years of HIV
diagnosis was higher in Black MSM as compared to White MSM, and that fewer Black
MSM with AIDS were alive three years after receiving an AIDS diagnosis, as compared to
White MSM (Hall et al. 2007).

These disparities take place in the context of an epidemic which has transformed over the
past two decades. In the post-HAART era, HIV has become deemed a chronic illness, with
long-term survival contingent, largely, on access to quality health care (Mitchell and Linsk
2004; Beaudin and Chambre 1996; Simon, Ho and Abdool Karim 2006; Siegel and Lekas
2002). Further, the estimated number of people 50 and older living with HIV/AIDS in the
USA has nearly tripled in recent years: 65,655 in 2001 and 156, 511 in 2007 (Centers for
Disease Control and Prevention 2005b; Centers for Disease Control and Prevention 2009).
Moreover, the proportion of adults 50 and older living with HIV in New York City is
currently estimated at nearly 40% (New York City Department of Health and Mental
Hygiene 2010). These transformations and the possibility of extended survival compel us to
maximise the potential for long-term survival among marginalised subgroups of those
infected, including older Black MSM.

Unfortunately, little is known about the lives of Black MSM living in the USA, and even
less is known about older HIV-positive Black MSM. In fact, we are aware of only one
published study focusing on older Black seropositive MSM: an intervention study reporting
a trend towards reduced risk behaviour among intervention participants (Coleman et al.
2009). More research focuses on younger racial/ethnic minority MSM living with HIV.
Qualitative studies with younger Black HIV seropositive MSM suggest that homophobia
and financial hardship are frequently encountered social stressors (Han et al. 2010; Miller
2007; Wheeler 2005). Moreover, studies with HIV seropositive Latino and Black MSM
suggest that physician mistrust, childhood abuse, and homophobia negatively influence
quality of life (Siegel and Raveis 1997; Williams et al. 2004). Other studies with racial/
ethnic minority MSM living with HIV have found that community involvement is critical,
and that culturally tailored interventions hold much promise in reducing sexual risk
behaviours (Ramirez-Valles et al. 2005; Williams et al. 2008).

Although the question of how to address disparities in HIV/AIDS among MSM in the
context of the ‘greying’ of the epidemic has not yet been explored, researchers have pointed
to the need for a paradigm shift, particularly given evidence that differences in individual
risk behaviours do not account for HIV-related disparities (Millett et al. 2007). Some have
argued that what is needed is a shift from proximate determinants of risk to social factors,
with renewed focus on the role of power, privilege and stigma (Mays, Cochran, and
Zamudio 2004; Malebranche et al. 2004; Peterson and Jones 2009). Although little is known
about the stigma experiences of older Black MSM living with HIV, research does suggest
that HIV-related stigma may be a barrier to the well-being of people living with HIV/AIDS
more broadly. For instance, research suggests that stigma is associated with depression and
anxiety among people living with HIV (Lee, Kochman and Sikkema 2002). Further,
researchers have argued that stigma is key to the social production of health and social
inequalities (Stuber, Meyer and Link 2008; Parker and Aggleton 2003; Link and Phelan
2006).
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Research also suggests that there may be a strong relationship between stigma and mental
and sexual health among MSM. For example, researchers have found that stigma is
associated with both psychological distress and sexual risk behaviour in Latino MSM (Diaz,
Ayala, Bein, Henne and Marin, 2001; Rhodes et al. 2010; Nakamura and Zea 2010).
However, little is known about how Black MSM experience multiple sources of stigma, and
even less is known about what these experiences mean in terms of quality of life among
older HIV-positive men. Drawing from studies that illustrate the importance of in-depth
approaches to understanding the complex processes involved in living with HIV, we posit
that a contextualised understanding of the relationship between stigma and HIV-related
disparities in MSM can be best advanced through close engagement with their lived
experiences (Barroso and Powell-Cope 2000; Baumgartner 2007; Trainor and Ezer 2000).
Life history methods are particularly well-suited for this type of analysis, particularly among
members of marginalised groups (Dhunpath 2000; Goodson 2001). In this paper, we use a
grounded theory approach (Strauss and Corbin 1998) to analyse the life history narratives of
10 poor gay and bisexual older adult Black men living with HIV in New York City, focusing
on what it means to live with the stigmas of race/ethnicity, HIV status, sexual non-
normativity, and poverty.

and Procedure

Data were drawn from a larger life history project, the purpose of which was to describe the
well-being of older gay and bisexual long-term survivors of HIV and AIDS. Inclusion
criteria for the study included: male sex, self-identity as gay or bisexual, self-identity as
Black, Latino, or White, age 50 or older, HIV positive for at least 12 years, and residence in
New York City. In this analysis, we define poor as being both unemployed and experiencing
difficulty meeting the costs of daily living. And, consistent with research on aging and HIV,
in this study we define older as 50 years of age or older (Emlet 2006). Participants for the
larger study were recruited through the use of small cards posted at community
organisations known to serve older gay and bisexual men. The larger study had a sample
size of 30, including 10 participants from each of the 3 racial/ethnic groups represented.
Findings reported here focus on the 10 Black participants. At the time of data collection, all
participants were currently unemployed, and had been living with HIV for on average 18.8
years.

Upon calling to request information about the study, participants were screened for
inclusion, and interviews were scheduled among those who met the inclusion criteria.
Interviews were conducted in private rooms located at the offices of the Center for HIV
Educational Studies and Training (CHEST), an HIV/AIDS research institute with close ties
to gay, lesbian, transgendered and bisexual communities in New York City. Consistent with
life history methods, which take an ongoing, in-depth approach, all but one of the men in
this study were interviewed twice. In total, each life history interview lasted on average 5
hours. Informed consent was obtained as soon as each participant arrived for the interview,
and participants were remunerated $50 for their time. Moreover, participants selected their
own pseudonyms, which reflect the names used in this publication. Study procedures were
approved by the University of Michigan Institutional Review Board.

Life history interviews were conducted by the study investigators, Mark B. Padilla and
Rahwa Haile, both of whom have extensive experience in qualitative interviewing and data
analysis among diverse populations. The interview was designed to obtain life history
narratives in roughly chronological order, beginning with discussions of participants’ lives
prior to HIV diagnosis, and gradually progressing forward to the present. As is characteristic
of life history methods, we emphasised building trust and rapport through taking an
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explicitly non-judgmental and open-ended participant-centred approach, as well as through
actively listening and encouraging respondents to describe at length their memories
regarding specified periods of their lives. The interview guide was designed to ensure
consistent exploration of particular domains of interest, including: stigma, experiences with
clinical providers and social services, social support and coping, and quality of life.

Data Analysis

Results

Interviews were tape-recorded and transcribed verbatim, and identifying information was
removed from all transcripts. In vivo coding and analytic summaries were conducted with
each interview. In vivo coding uses short statements of underlying themes, emphasising
participant words and phrases (Strauss and Corbin 1998). Analytic summaries consist of one
page overviews of key themes emerging from in vivo codes, and provide a narrative
synopsis. Based on these procedures, a provisional codebook was created, consisting of 90
codes, along with their criteria for use.

A small subset of the interviews was then coded by each investigator to ensure viability of
the codebook, followed by reflection and discussion. Following this process the codebook
was finalised, ultimately consisting of 102 codes, along with their criteria for use. Next, all
interviews were re-coded by the first author, although both investigators met frequently to
discuss this process. Following coding, data were analysed by examining the full range of
responses associated with particular themes of interest, in order to obtain information about
experiences and perceptions across the sample. This “vertical’ analysis de-contextualises
segments of data associated with themes of interest by removing them from the larger
transcript for focused analysis, enabling close examination of code-specific responses across
the sample (Glaser 2005). Second, along with analytic summaries, subtle variations among
participants were situated within the larger context of meaning and experiences of each man.
This ‘horizontal’ analysis enabled us to re-situate narratives within the broader context of
each man‘s life, in order to develop explanations for variations across the sample (Glaser,
2005).

Our analysis led to the identification of three ways in which participants explained how
stigma operates in their lives. First, they described how stigma dehumanises them, as they
are routinely treated as just one more body within institutions charged with their care.
Secondly, they described the process of knowing your place within institutional and social
hierarchies as the mechanism through which they are rendered tolerable. Lastly, participants
described the structural dynamics of stigma as pervasive, converging to relegate them to the
quagmire of an HIV ghetto.

Just one more body

Participants described stigma as a pervasive force that renders them, as Cee, a 52 year old
gay man describes, just one more ... body. Participants described this experience as that of
being treated in a dehumanised, devalued manner: as a physical presence (a body) that was
to be managed and regulated by institutions and their representatives, but ultimately being
deemed according to Cee as not that important. In particular, they articulated experiencing
themselves as devalued within institutions of supposed care and protection. Thus,
institutions mandated by the state to protect them were instead perceived as threatening to
their well-being. This led to a sense that there was no recourse, since the social safety net
was itself a source of stigmatisation. Cee, for instance, explained his ongoing experiences
with substandard medical care as being a direct consequence of the stigma of race and
poverty, and the lower value accorded Black people, particularly those who are poor.
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Originally from the south, Cee explained health care workers’ perspective on poor Black
patients as follows:

... when you’re Black and in the south and you don’t have insurance ... they don’t
care. You just one more Black body that we ain’t have to be concerned with on the
planet.... That's life.l

Cee recounted several experiences in medical care settings in which his well-being was
ignored — the most consequential of which was the moment of his HIV diagnosis, which was
marked by stigmatising treatment by a health care worker, who informed Cee of his
diagnosis by saying:

Your blood has come back...bad ...take these, or you’ll be dead in a year * ... And
| said, Why? He said, Just take ‘em or you’ll be dead. So I said, No, | don‘t think
so. And | went out and | got a bottle of gin... and, bout 5 or 10 years later, | was
still drinking gin.

Cast outside the border separating valued from devalued bodies, Cee described being treated
in an inhumane fashion precisely at the moment in which he most needed support. These
types of experiences also characterised his encounters with health care workers in New
York, where he characterises physicians as preferring, as he states -- to be in your presence
no longer than it takes for them to fill out your paperwork to make sure Medicaid pays them
-- a predicament which he personally experienced in being prematurely discharged from a
local hospital following a severe psychiatric episode, in which he posed a danger to himself.
And, as he described throughout the narrative, his ongoing experiences with marginalising
medical care during health crises further impeded his ability to survive with HIV. Cee
explained that these events precipitate instances in which people, me included, could be...
reckless, and do something really stupid, which he characterised as acts of desperate coping
and violent self-abuse.

Participants also described the stigma of non-normative sexuality as meaning that they are
devalued within public and social institutions charged with their care and protection. Some
participants applied this narrative of institutional stigmatisation to religious institutions. For
example Tom, a 55 year old gay man explained that although the Black church has in recent
years become more accepting of people living with HIV, those who are gay remain cast
outside the church doors. Tom states:

... the church in the African American community does not support being gay....
Some churches are starting now to open their doors to the fact that they have
members that are sitting there with HIV... they’re not inviting gays in, but they’re
inviting people in....

Similarly, Freire, a 53 year old gay man, described a recent encounter with homophobia at a
local college, where he was taking a class. Weeks after having had surgery, he was cornered
by fellow male students, who called him a fag and threatened him with violence. Although
he was able to leave the incident physically unharmed, Freire was terrified to return to
college, and promptly alerted the University and local police authorities, whom he expected
to investigate. Instead, he explained that absolutely nothing was done, nothing. As a
consequence of the homophobic threat and the failure of authorities to investigate, Freire
described experiencing severe anxiety attacks. Desperate to reach some sort of resolution, he
independently enlisted the help of a legal aid society, and continues to await a sufficient
institutional response.

LAl italics reflect participant emphasis.
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In addition to feeling dehumanised, Jacob, a 53 year old bisexual man described being
treated as though his presence poses a threat to public safety; as though he inherently
constitutes an inherent threat to public order, and thus merits heightened surveillance. Jacob
spoke at length about his fear of police harassment in his neighbourhood. He explained:

I don’t live in a crime-ridden neighbourhood, but the police, you couldn’t even go
outside, and you can’t even go outside up there where I live... | don’t want to be
coming out of the store, and they decide to target me.

From Jacob’s perspective, the streets were understood as a dangerous space, not because of
civilian crime, but because of the learned expectation that he will be harassed by the police.
Consistent with Manalanasan’s (2005) ethnographic research, which documents heightened
police regulation of LGBT people of colour during the post 9/11 era, Jacob explained
observing extreme police regulation in recent years, which has had the effect not of making
him feel safer, but of making him fear leaving his home. Jacob recognised the need and
value of law enforcement, but expressed fear of law enforcement officers, expressing little
confidence that the gaze of the state upon Black bodies such as his own is protective.

Knowing your place

Stigmatisation was manifest in what some men described as knowing your place, that is, the
process whereby they are reconfigured as tolerable by submitting to existing social and
institutional imperatives. Because entry into the public sphere is understood as requiring the
acceptance of a subservient social position, social interaction necessitated the forced
internalisation of their place in the established order. For example, Ully, a 61 year old gay
man described Black people’s belonging within the larger gay community as dependent on
their willingness to passively accept racial hierarchies, within which the needs and
perspectives of Blacks are sometimes insufficiently valued. In describing his reluctance to
pursue gay political causes, Ully stated:

I think for African Americans, it’s hard to feel like you make a difference....
There’s a hierarchy in the gay community... we’re the lowest on the totem pole....
You have to know your place.

Poverty functioned as another social axis that required participants to know their place. For
example, in describing how the stigma of poverty operates in mixed class settings, Sho, a 58
year old bisexual man, described experiencing a policing of borders that keeps the poor
outside of particular social spaces. Although he described being permitted to associate with
those more affluent than him, Sho explained that this association is contingent on his ability
to understand, internalise and abide by the social and symbolic borders separating the poor
from the non-poor. He described this process as follows:

I’ve met Black upper upper, and they’re the same way as the White upper upper...:
Stay over there. You can sit and eat, but don’t eat too much. “You have to always
know ... your place: You’re not one of us.... We don’t know you, and you don’t
know us. You know of us’

Participants also described the need to demonstrate knowledge of their place in relationship
to the stigma of sexual non-normativity. One way in which they described enacting the
mandate to know their place is through adopting the stigma management technique of sexual
invisibility. Given that they are neither accepted nor assured safety --particularly during
moments of gender nonconformity or sexual candour-- participants described needing to
tone down these qualities. For example, Chris, a 50 year old bisexual man, recounted
observing an act of anti-gay harassment on the subway. He recalled that a man wearing the
rainbow pride colours was riding on the train, and that another subway patron verbally
threatened him, shouting “You want a body slam looking at me like that?” Later, using the
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incident as personally instructive, Chris rationalised the verbal attack as an expected
consequence of the victim*‘s brazen declaration of his sexual identity, and matter-of-factly
stated that although gay bashing may be less of an issue in the contemporary era than in
previous eras, “They still doing it, so it doesn‘t give him license you know, to put himself
out there.... That’s what | have to remember”. Knowing and demonstrating knowledge of
your place in relation to race, class, and sexuality was thus experienced as a normative social
code internalised and reproduced as a matter of basic survival.

In other instances, participants critiqued other sexual minorities for subverting this social
mandate. For example, in describing younger gay men, Butch, a 63 year old bisexual man,
argued that the propensity of some gay youth to challenge norms of gender presentation
threatens the already precarious position of gays:

It’s the young queens ... that make... the bad stigma for gay people.... They’re just
out of control.... they wear scare drags... you know, they have on...girl pants,
maybe a man’s hat, with hair... they looking like a freak... and...that makes
people look, that makes straight guys make comments.

In this way, Butch critiques young gays’ subversion of gender norms and — similar to
research findings with Black MSM living in London—partially displaces blame for the
stigma of sexual non-normativity onto younger gay gender non-conformists (Anderson et al.
2009).

Quagmire of an HIV Ghetto

Just as participants described being compelled to understand, internalise and comply with
their place within larger social and institutional hierarchies, they also described the ways in
which the structural dynamics of stigma had physically and emotionally immobilising
consequences. Although participants described their desire for economic autonomy, they
were without jobs and in substandard living conditions due to structural constraints on their
ability to simultaneously work and receive state aid to help meet the costs of medical care.
Further, their position as beneficiaries within the institutional circuit of aid left them highly
vulnerable, and with little social power to influence the quality and reliability of their own
care. Ully described this state of existence as that of being stuck in the quagmire of an HIV
ghetto:

Living below the poverty line ... down in a quagmire... in this ghetto where
everybody lives that is HIV positive... in this place filled with misery and despair
and longing, and no way out.

Some participants described this experience in relationship to their desire for employment.
For example, Yellowdaddy, a 50 year old bisexual man, describes a link between his health
status and his employment status, stating that to work makes him feel like he is “coming
back to myself and that when | was working | was undetectable [in viral load] and | was
taking them [medications] faithfully”. Moreover, although participants desired the autonomy
and health-promoting benefits associated with working, many feared actively pursuing
employment, given the dire consequences it could have for their ability to access life-
sustaining medications. Participants described feeling stuck between longing for the
independence that work provides and the reality of their dependence on social service
benefits to meet their medical expenses. Butch summarised this predicament as follows:

I don’t buy the newspaper anymore. You know...little things that you do when
you’re working...If they...could find... me a job, and let me keep my Medicaid...I
would work. You know...for that medication... a job is not gonna ...do it.

Cult Health Sex. Author manuscript; available in PMC 2012 April 1.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Haile et al.

Page 8

Participants’ fears about the consequences of securing employment were typically based in
their own past experiences. For example, although over his life he has derived a great deal of
meaning from his work as a nurse, Tim a 61 year old bisexual man, explained that he no
longer pursues paid work because of the potentially disastrous consequences. Having been
perceived to have exceeded the income SSI (Supplemental Security Income) beneficiaries
are permitted to earn, he was nearly evicted from his apartment after securing paid
employment:

The last time | went back to work, I almost got thrown out of my own apartment
because of income problems... excessive income. | had to go to court and fight a
long court battle.

Aware of the potential consequences of exceeding permissible income levels, some
participants described explicitly consulting with social welfare personnel in order to ensure
that they were within the permitted income boundaries. However, some described severe
outcomes even in these circumstances, which caused them to further fear working, despite
longing for the confidence and integration that work provides. For example, keenly aware of
the grave financial complications which can follow pursuing paid work, Ully described
consulting with Social Security personnel before beginning part-time work as a drug
counsellor, to ensure that he would be compliant with the existing rules. However, decades
later, Ully still experienced the economic repercussions of the decision to return to work. He
described the situation and its implications as follows.

I made the decision to go back to work based on the information Social Security
provided for me. ... | got a letter in December of the next year from Social Security
saying, You don’t get a check this month because you owe us $16,000. ‘... They
said that | had been overpaid because | was making more.... To this day, they’re
taking $230 off my Social Security check.... So, you suffer, you suffer, you suffer.
You’re still in the quagmire of that HIV ghetto. Once you’re down they gonna kick
you, honey.

Although he tried to fight the allegation of excessive income through presenting
documentation that he was consistently within the permissible income levels, as a recipient
of aid, Ully was ultimately constrained by his lack of power to navigate the social welfare
system. Other participants described a similar sense of powerlessness. Although grateful for
the medical care and financial and housing assistance that they receive, some participants
described the provision of such care as sometimes unpredictable, even during moments of
severe health crisis. For example, Freire described a moment during which his health
benefits were intermittently severed during his battle with brain cancer:

When | was going through radiation and chemotherapy and | was on public
assistance... they kept cutting off my fuckin Medicaid...they fuck with you... it
stresses you out ... it‘s killing you.

Freire describes the health consequences of this process as direct and irreversible. Added to
the intense physical and emotional stress associated with struggling to physically survive
HIV and its associated co-morbidities, he states that these instances of structural disregard
can slowly kill you. And, as he later suggested, repeated exposure to these highly stressful
experiences can “accumulate”, causing him and intimate others to “lose T-cells"2; indicating
his perception of the gradual physical erosion of their ability to continue to survive, over
time.

2Tcells refer to CD4 cells, which are a type of White blood cell. Among people living with HIV the number of T-cells is often used
as a measure of immune functioning.
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Discussion

Limitations

In response to disparities in HIV/AIDS borne by Black MSM, recent research has begun to
examine whether stigma and discrimination may play a role. Important advances have been
made in this body of work. For example, some researchers have found high levels of
homophobic attitudes within Black communities, and others have found that Black MSM
may frequently encounter racist attitudes within LGBT communities (Stokes, Vanable and
McKirnan 1996; Battle et al. 2002). These forms of stigma may hinder the use of HIV
testing services and prevention programs (Brooks et al. 2005). However, a limitation of
these studies is their tendency to focus on individualised acts of stigmatisation and
discrimination only as they occur within Black and LGBT communities (Haile 2009).

In contrast, participants in this study described stigma as an intractable social force that has
impeded their ability to survive with HIV. Rather than revolving around interpersonal
experiences of stigma that take place within Black and LGBT communities, these men’s
narratives centred on the ways in which stigma manifests in the broader structures that
organise public, institutional, and social life. In order to access the services they needed to
survive, these men had to become subservient to the state and welfare services, but in doing
so they were exposed to compromising social and economic dangers that they perceived as
reducing their life chances. Participants described being treated as just one more body within
their interactions with medical care providers and law enforcement authorities, which
dehumanised them in the process of caring for themselves, and depleted them of the
emotional resources they could call upon to do so. Further, they described the need to
diminish their personhood by tolerating their own marginal position within broader social
and institutional hierarchies by knowing their place. Finally, they described the ways in
which these dynamics converged to relegate them to the quagmire of an HIV ghetto
dependent on the precarious provision of social welfare, and constrained in their ability to
influence its quality and reliability.

The social settings and public spaces within which participants reported exposure to stigma
were multiple and ubiquitous, including the general urban and social spaces of their
neighbourhoods, subways, churches, educational settings, clinics, hospitals, and social
service offices. The perpetrators of stigma were similarly diffuse and omnipresent, often
including public workers like police officers, health providers, and social service personnel
who are charged with caring for people living with HIV. The ubiquity of contexts within
which stigmatisation takes place suggests the existence of an underlying, antecedent social
structure that extends beyond the borders of the Black and LGBT communities that are
typically the focus of discussions of stigma among Black MSM. Our study therefore
contributes to the conceptualisation of the stigma experiences of older Black MSM with
HIV/AIDS as multiple and pervasive potentially illustrative of a general structure of
systematic disadvantage that has a much greater impact on their overall health and well-
being than current frameworks imply. These findings are consistent with Foucauldian
theories of biopower, which have reframed discussions of social marginalisation by
describing the ways that modern nation-states create institutions that effectively function to
regulate and discipline bodies and practices in the context of care (Foucault 1990). The men
in this study expressed a pervasive and all-consuming sense of institutionalised oppression
that is remarkably akin to Foucault’s (1990) work, suggesting that the exercise of biopower
has a palpable impact on their experience as subjects of the state.

Despite the eloquence with which our participants described the role of stigma in their lives,
this study has important limitations. First, our small non-probability sample consisted of
only ten men, some of whom migrated to New York from other regions of the United States,
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where experiences of stigma may diverge from those experienced in New York City. Thus,
we cannot assume generalisability of these findings. Future studies should determine
whether the pervasive structural experiences of stigma we document are applicable to a
broader sample. Second, as with all research based on self-reported data, it is possible that
some of our interviews could have been influenced by social desirability bias. For instance,
participants could have minimised the ways in which social support networks may help them
to mitigate the consequences of stigma. Third, while our study focused specifically on men
who identified as gay or bisexual, some Black men who have sex with men may not identify
with these labels. Further, we recruited participants from organisations known to serve gay
and bisexual men. We therefore cannot determine whether or to what degree the experiences
described here are reflective of those among a broader population of Black MSM. It is
possible that our participants were more comfortable or aware of their non-normative sexual
desires and behaviours than is reflective of the broader population of Black MSM, and
therefore experienced different levels or types of stigma as a result. Future studies should
aim to understand the nature, process, and health impacts of stigma and discrimination
among the broader population of Black MSM, including men who do not identify as gay or
bisexual.

Implications

Despite its limitations, this study has important implications. Men in this study narrated a
clear sense of themselves as devalued not simply within Black or LGBT communities, but
also in relationship to the state and its agents. Thus, consistent with human rights approaches
to stigma, these narratives suggest that structural factors may facilitate the enactment of
stigmatisation and discrimination at the individual level (Farmer 2005; Parker and Aggleton
2003). Efforts to reduce the pervasive effects of stigma may be strengthened by the
development and support of policies that prohibit discrimination: for example, a federal law
prohibiting employment discrimination based on sexual orientation in the United States. In
support of this approach, recent research suggests that living in US states that protect
LGBTSs from discrimination may have protective effects for mental health (Hatzenbuehler,
Keyes and Hasin 2009). Additionally, a structural approach emphasises that efforts to reduce
the pervasive effects of stigma on health may also be strengthened by the promotion of
social or structural changes based on the human right to dignified and humane treatment.
Such interventions should consider health in the broadest sense, including the need for
economic and social integration and dignity, not simply the provision of medical care or
marginal financial support for the unemployed. Such individual services may insufficiently
promote health and well-being if they are divorced from the structural determinants of
stigmatisation and discrimination. Moreover, as others have noted, there is insufficient
research on the intersection between structural issues and HIV prevention in Black MSM
(Peterson and Jones 2009). Thus, future studies must aim to systematically examine the
lived experiences of a broad range of Black MSM and the specific ways in which structural
and interpersonal forms of stigma and discrimination intersect to shape disparities in HIV-
related morbidity and mortality.
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Figure 1.
Example of code and coded Text
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Demographic characteristics, full sample of Black gay and bisexual men (n=10)

Demographic characteristics

Continuous Variables Mean
Age 55.6
Years HIV- Positive 18.8
Categorical Variables n

Sexual Identity

Gay 5
Bisexual 5
Education

High School or Less

3
Some College 4
College Degree 2
Some Postgraduate 1
Current Employment Status

Unemployed 10

SD
3.8
3.3
%

50%
50%

30%
40%
20%
10%

100%
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