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Abstract
Because the public health response to the disproportionate HIV burden faced by Black sexual minority men (BSMMM) has 
focused on sexual risk reduction and disease prevention, other vital components of sexual health (e.g., intimacy, pleasure, 
benefits of sex) have been often overlooked. Sex-positive describes a more open, holistic approach toward sex and sexuality 
that prioritizes these other components, though such an approach is rarely applied to BSMM’s sexual health. For sex-positive 
BSMM, risk/preventive discourse may foster or exacerbate medical mistrust as a reaction to the dissonance between how 
these men view sexual health and how the medical establishment views it, which may discourage sexual healthcare-seeking. 
We assessed sex-positivity and its association with medical mistrust and PrEP conspiracy beliefs among 206 HIV-negative 
cisgender BSMM in Atlanta, Georgia. We performed exploratory factor analytic procedures on responses to a sex-positivity 
scale, followed by multivariable linear regressions to determine sex-positivity’s associations with medical mistrust and PrEP 
conspiracy beliefs. We extracted two sex-positivity factors: sexual freedom (α = 0.90), reflecting openness toward casual sex 
and rejection of sexual mores, and essence of sex (α = 0.77), reflecting the intimate, relational, and pleasurable qualities of 
sex. Sexual freedom was independently associated with perceived provider deception (β = 0.19, CI = 0.04, 0.34). Essence of 
sex was independently associated with PrEP conspiracy beliefs (β = 0.16, CI = 0.02, 0.31) and marginally associated with 
perceived provider deception (β = 0.14, CI = − 0.00, 0.29). Healthcare providers and public health practitioners may cultivate 
greater trust with BSMM by incorporating a sex-positive approach into patient/participant interactions, clinical decision-
making, and interventions. Improving access to sexual pleasure acknowledges BSMM’s right to optimal, holistic sexual health.
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Introduction

In the United States (US), Black sexual minority men (BSMM) 
have been disproportionately impacted by HIV/AIDS since 
the epidemic first emerged (CDC, 1986, 2020; Samuel & 

Winkelstein, 1987), and recent epidemiologic models estimate 
that 1 in 2 BSMM could contract HIV in their lifetime (CDC, 
2016). Public health approaches to BSMM’s sexual health have 
consequently centered on identifying and mitigating HIV risk 
factors and preventing HIV transmission. However, this risk/pre-
vention focus has excluded other vital aspects of sexual health 
such as intimacy and pleasure (WAS, 2014; WHO, 2020), help-
ing shape the discourse—i.e., system of meaning, knowledge, 
and practices that permeate and structure a social space and the 
language and power relations within it (Weedon, 1997)—on 
how BSMM as a population and their sexual health needs are 
conceptualized, discussed, and approached (Boone & Bowleg, 
2020; Bowleg et al., 2017; Lewis, 2004). Considering the legacy 
of enslavement, racialization, and fetishization of Black male 
bodies in the US, as well as other discourses under which BSMM 
operate [e.g., hegemonic masculinity and heteronormativity in 
Black communities and in society more broadly (Wilson, 2008)], 
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this risk/preventive discourse may reinforce negative cultural nar-
ratives and stereotypes of Black male sexuality as unfettered, 
dangerous, and deviant (Boone & Bowleg, 2020; Bowleg et al., 
2017; Collins, 2004; Lewis, 2004).

This contrasts with eudemonic discourse, which centers 
attainment of sexual pleasure and the mental and physical 
health benefits of sex (Lewis, 2004). Eudemonic discourse 
aligns with sex-positivity, which is characterized by an open, 
nonjudgmental, value-neutral approach to sexuality that 
acknowledges, respects, and supports sexual diversity, per-
sonal choice and empowerment, pleasure and satisfaction, and 
beneficial contributions of sex to personal growth, well-being, 
and fulfillment (Bullough, 1980; Glickman, 2000; Williams 
et al., 2015). Eudemonic discourse and a sex-positive approach 
to Black male sexuality are largely absent from academia and 
healthcare delivery contexts (Bowleg et al., 2017; Lewis, 2004). 
However, issues of sexual pleasure among Black and other sex-
ual minority men have received increasing attention in recent 
years (Martos et al., 2016). In fact, views indicative of sex-
positivity among Black men have been documented (Bowleg 
et al., 2017), and though literature on the subject remains sparse 
(Bowleg et al., 2017), the presence, importance, and benefits of 
sexual pleasure have been reported among BSMM (Calabrese 
et al., 2015; Martos et al., 2016; Rosenberger et al., 2014). Other 
attention has been paid to HIV pre-exposure prophylaxis (PrEP) 
(Dehlin et al., 2019; Grant & Koester, 2016; Mabire et al., 2019; 
Race, 2016), though it remains largely conceptualized as a risk-
mitigation and HIV-prevention tool rather than a facilitator of 
greater intimacy and sexual pleasure (Race, 2016), despite the 
myriad benefits of good sexual health to overall quality of life 
and well-being (2013b; Anderson, 2013; Syme et al., 2013a), 
and the growing calls for public health and the medical estab-
lishment to integrate pleasure into sexual healthcare (Boone & 
Bowleg, 2020; GAB, 2020; Gruskin et al., 2019; Land, 2020; 
Mofokeng, 2020). Research focused on sex-positivity among 
BSMM is needed, not only to provide a better understanding of 
the nature and dimensions of sex-positivity in this population, 
but also to support a more culturally tailored response to their 
sexual healthcare needs and address potential sexual healthcare 
access barriers, which may vary in important ways from those 
of other SMM.

Barriers such as medical mistrust and conspiracy beliefs 
may be especially relevant to sex-positivity. US healthcare and 
medical research enterprises have extensive, shameful histories 
of systematic exploitation, mistreatment, and neglect of Black 
individuals (Boone & Bowleg, 2020; Gamble, 1997; Wash-
ington, 2006), reinforced by a health system that continues to 
be plagued with systemic and interpersonal discrimination 
(Scharff et al., 2010), fueling suspicion, fear, and mistrust of 

healthcare providers, treatments, and the health system more 
broadly (LaVeist et al., 2000). Medical mistrust is highly preva-
lent among Black men (Hammond et al., 2010), and a prior 
study with BSMM in particular, including those at elevated risk 
for HIV and those living with HIV, found that a near majority 
of participants distrusted the medical establishment and that 
such distrust was linked to delays in HIV-related and other 
medical care (Eaton et al., 2015). Conspiracy beliefs are also 
highly prevalent in Black communities (Bogart & Thorburn, 
2005; Bogart et al., 2010; Hutchinson et al., 2007). Conspiracy 
beliefs related to HIV and HIV-related treatment have been 
widely documented, acted as barriers to healthcare, and nega-
tively impacted HIV-related outcomes in Black communities, 
including BSMM communities (Bogart & Thorburn, 2005; 
Bogart et al., 2010; Brooks et al., 2018; Hutchinson et al., 2007; 
Maulsby et al., 2014). Research has uncovered similar beliefs 
regarding PrEP among Black and other sexual minority men, 
which may similarly act as barriers to PrEP uptake (Eaton et al., 
2017; Mutchler et al., 2015; Parent et al., 2020; Quinn et al., 
2019).

Sex-positive BSMM may experience dissonance in sexual 
healthcare interactions with providers who operate under a 
risk/preventive discourse, contributing to medical mistrust or 
preventing cultivation of trust. Research with Black and other 
sexual minority male populations has demonstrated how risk/
prevention-based sexual norms and judgmental attitudes from 
providers and peers may negatively impact sexual healthcare 
experiences (Bailey, 2016; Mabire et al., 2019; Quinn et al., 
2019). Similarly, sex-positive BSMM may view PrEP as rep-
resentative of the risky rather than pleasurable aspects of sex, 
which is at odds with sex-positivity (Quinn et al., 2019; Race, 
2016), and may feel negatively stereotyped based on the way 
in which providers address sex and PrEP issues (Quinn et al., 
2019), which may contribute to conspiracy beliefs. These 
potential links warrant investigation.

Study Objectives

The objectives of this analysis were to characterize the extent, 
nature, and dimensions of sex-positivity and its associations 
with medical mistrust and PrEP conspiracy beliefs in a sam-
ple of HIV-negative cisgender BSMM in the South. Findings 
can provide an introductory glimpse into sex-positivity among 
BSMM, support calls for incorporating pleasure-focused 
approaches into public health research and practice, and lay 
groundwork for future scholarship and intervention develop-
ment that targets healthcare systems and providers to adopt 
more balanced approaches to providing sexual healthcare ser-
vices to BSMM.



Archives of Sexual Behavior 

1 3

Methods

Participants and Procedures

Participants (N = 216) resided in the Atlanta metro area where 
the study research site was located. Study activities included 
participation in a survey assessment where data were collected 
using REDCap. Survey administration occurred from October 
2019 to September 2020 during the baseline assessment of a 
larger, ongoing behavioral intervention for promoting PrEP 
uptake. Participants were recruited from online social media 
platforms (e.g., Facebook, Instagram) and participant refer-
rals. All participants were screened for study eligibility which 
included: ≥18 years of age, assigned male sex at birth, iden-
tifying as Black/African American, reporting condomless sex 
with male partners in the past six months, and no current PrEP 
use. All participants provided written informed consent, and all 
study activities were approved by the University of Connecticut 
Institutional Review Board. Participants were compensated $30 
for participation in the study.

Exposure Variable

Sex‑Positivity

We used a 14-item adapted version of the Brief Sexual Atti-
tudes Scale (BSAS) to assess sex-positivity (Hendrick et al., 
2006). Items were declarative statements pertaining to dif-
ferent aspects of sex (e.g., “Life would have fewer problems 
if people could have sex more freely”), and respondents 
indicated the extent to which they agreed or disagreed on a 
6-point Likert scale. Response options ranged from strongly 
disagree (1) to strongly agree (6). Internal consistency was 
excellent (α = 0.90).

Outcome Variables

Medical Mistrust

We assessed medical mistrust with ten items. Four items con-
sisting of declarative statements regarding public mistrust of 
providers and medicine (e.g., “People should be suspicious 
of medicine”) were adapted from the Group-Based Medical 
Mistrust Scale (Thompson et al., 2004). Six items comprised 
of declarative statements regarding deceptive practices by 
providers (e.g., “When healthcare providers make mistakes, 
they usually cover it up”) and personal trust in providers 
(e.g., “I trust that healthcare providers are giving me the best 
treatment available”) were adapted from the Medical Mistrust 
Index (LaVeist et al., 2000). Respondents indicated the extent 
to which they agreed or disagreed with each statement on a 
6-point Likert scale. Response options ranged from strongly 

disagree (1) to strongly agree (6). For analysis, the items 
regarding personal trust in providers were reverse-coded. 
Internal consistency was good (α = 0.87).

PrEP Conspiracy Beliefs

PrEP conspiracy beliefs were assessed with three items 
adapted from HIV/AIDS conspiracy items (Bogart & Thor-
burn, 2005) and community feedback. Items were declarative 
statements regarding the disclosure of PrEP-related informa-
tion (e.g., “Medical providers cannot be fully trusted to tell 
the truth about PrEP”). Respondents indicated the extent to 
which they agreed or disagreed with each statement on a 
6-point Likert scale. Response options ranged from strongly 
disagree (1) to strongly agree (6). Internal consistency was 
good (α = 0.85).

Control Variables

Physical Examination Engagement

Participants were asked when they last had a physical exami-
nation by a doctor or nurse and selected one of five response 
options: “past six months,” “past year,” “past two years,” 
“past five years,” and “more than five years.” For analysis, a 
binary variable was created to indicate lack of having had a 
physical examination during the past year (coded 1) or not 
(coded 0).

Depression

Given its negative relationship with libido, depression was 
included as a control variable (Arborelius et al., 1999; Hart-
mann, 2007; Phillips & Slaughter, 2000). Depression was deter-
mined by the Center for Epidemiological Studies Depression 
Scale (CES-D 10), which was comprised of eight statements 
that described experiencing a depressive symptom during the 
past week (e.g., “In the past week, I was bothered by things that 
usually do not bother me”) and two statements that described 
experiencing a positive mood symptom during the past week 
(e.g., “In the past week, I was happy”) (Björgvinsson et al., 
2013; Radloff, 1977). Respondents indicated the number of 
days they experienced each symptom on a four-point Likert 
scale. Response options ranged from “0 days” (0) to “5–7 days” 
(3). For analysis, items reflecting positive mood symptoms were 
reverse-coded. For each participant, a total depression score 
was calculated by summing item responses to arrive at a com-
posite score, with a score of ≥ 10 being indicative of depression 
(α = 0.85; Andresen et al., 1994). A binary variable was then 
created to indicate whether participants screened positive for 
depression (coded 1) or not (coded 0).
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Sociodemographic Characteristics

Age was measured in self-reported years. Participant educa-
tion was assessed with five response options: “less than high 
school,” “high school,” “some college,” “college degree,” and 
“graduate school.” For analysis, three education categories 
were created: high school or less, some college, and college 
or higher. Employment status was measured with six options: 
“unemployed,” “working part-time,” “working full-time,” 
“on disability,” “student,” and “other.” For analysis, four 
categories were created: employed (part/full-time) nonstu-
dents; unemployed nonstudents; employed (part/full-time) 
and unemployed students; and those reporting a disability or 
other/unspecified employment status. Income was measured 
using seven response options: “$0–10,000,” “$11–20,000,” 
“$21–30,000,” “$31–40,000,” “$41–50,000,” “$51–60,000,” 
and “ ≥ $61,000.” For analysis, three categories were cre-
ated: ≤ $10,000, $11–40,000, and ≥ $41,000. Sexual identity 
was assessed with four options: “same-gender loving,” “gay 
or homosexual,” “bisexual,” or “heterosexual.” Outness was 
assessed with three response options: “definitely closeted 
(not open about sexual orientation),” “closeted some of the 
time and out some of the time,” and “definitely out (open 
about sexual orientation all of the time).” Sexual identity and 
outness were unchanged for analysis.

Statistical Analysis

We assessed item-level missingness of our sex-positivity 
scale. Next, as we found no prior literature on use of the 
scale with BSMM, and because we used an abbreviated, 
adapted version of the scale, we performed exploratory 
factor analytic procedures on the scale. Specifically, the 
Kaiser–Meyer–Olkin (KMO) test of sampling adequacy 
was calculated to assess the suitability for factor analysis 
(KMO ≥ 0.50 indicates adequate sampling to detect under-
lying factors) (Kaiser, 1974; Tabachnick & Fidell, 2013). 
A polychoric correlation matrix was generated given ordi-
nal response options, upon which a principal components 
analysis was conducted. Next, a scree plot was generated, 
and a parallel analysis was performed. The number of fac-
tors to extract in exploratory factor analysis (EFA) with pro-
max factor-rotation (to allow for correlation of factors) and 
iterative principal factor estimation (due to nonmultivariate 
normal data) was determined based on the principal com-
ponents analysis, scree plot, parallel analysis, and scientific 
interpretation. Factor loadings ≥ 0.40 in the selected model 
were retained. Items with low factor loadings (< 0.40) or 
cross-loadings (items that loaded strongly and similarly onto 
multiple factors, i.e., with a difference of ≤ 0.20 and where at 
least one loading ≥ 0.40) were removed (Matsunaga, 2010). 
Final model selection was based on factor loadings, inter-
pretability, and parsimony. Cronbach’s alpha and inter-item 

correlations were calculated to assess the internal consist-
ency of each factor. The same factor analytic procedures were 
performed on the medical mistrust items, as they were drawn 
from two separate scales. Factor analytic procedures were 
not performed on the PrEP conspiracy beliefs scale, as it 
consisted of only three items.

Mean sex-positivity factor scores, medical mistrust fac-
tor scores, and PrEP conspiracy beliefs scale scores were 
calculated by summing item responses and dividing by the 
number of nonmissing responses on each extracted factor/
scale, respectively, for each participant (range = 1–6). Higher 
scores indicated greater sex-positivity, medical mistrust, and 
PrEP conspiracy beliefs.

Mean sex-positivity factor scores were modeled as expo-
sures, and mean medical mistrust factor scores and PrEP 
conspiracy beliefs scale scores were modeled as outcomes. 
Bivariate linear regressions were performed between each 
outcome and control variable, and between each outcome and 
exposure. Multivariable linear regressions were performed 
for bivariate associations (p < 0.10) between each exposure 
and outcome, with the inclusion of control variables that also 
had bivariate associations (p < 0.10) with the outcome. Wald 
tests, with statistical significance set at α = 0.05, and 95% 
confidence intervals (CI) were calculated and examined. All 
analyses were conducted in Stata Version 15 (College Sta-
tion, Texas).

Results

Study Sample

A total of 216 participants enrolled in the study. Eight partici-
pants who did not identify as a cisgender man, one participant 
who did not complete the sex-positivity scale, and one par-
ticipant who did not complete the PrEP Conspiracy Beliefs 
scale were excluded, leaving 206 participants for analysis. 
Mean age was 35 years (SD = 10.39), with nearly half (99/206) 
reporting age between 25 and 34 years. Forty percent (83/206) 
had completed college or post-graduate studies, and roughly 
70% (144/206) were employed and/or students. Three in four 
(153/206) identified as gay, homosexual, or same-gender lov-
ing, and over half (114/206) reported they were “definitely 
out” about their sexuality. Roughly one-third had not had a 
routine physical examination within the past year (66/206) and 
screened positive for depression (70/206) (Table 1).

Exploratory Factor Analyses

The KMO measure of sampling adequacy was > 0.80 for 
our sex-positivity scale, indicating suitability for fac-
tor analysis. Principal components analysis revealed two 
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eigenvalues > 1.00, accounting for 64% of the variance, and 
parallel analysis suggested extracting two factors. Based on 
the 2-factor model from EFA, factor 1 consisted of 9 items 
and was named sexual freedom, reflecting openness toward 
casual sex. Factor 2 consisted of 4 items and was named 
essence of sex, reflecting core characteristics of sex. Loadings 
for item 7, “The best sex is with no strings attached,” were 

low and cross-loaded (factor 1, 0.3689; factor 2, 0.2654; not 
displayed), and this item was consequently removed. Sex-
ual freedom and essence of sex were moderately correlated 
(0.53). Sexual freedom had excellent internal consistency 
(α = 0.90), and essence of sex had acceptable internal con-
sistency (α = 0.77) (Table 2).

The KMO measure of sampling adequacy was > 0.65 for 
our combined medical mistrust scale, indicating suitability 
for factor analysis. Principal components analysis revealed 
three eigenvalues > 1.00, accounting for 81% of the variance, 
and parallel analysis suggested extracting two to three fac-
tors. We extracted three because a third factor would account 
for an additional 10.31% of the variance and because three 
factors more accurately reflected the constructs assessed by 
the scales. Based on EFA with a 3-factor model, Factor 1 
consisted of three items and was named perceived provider 
deception, reflecting a belief that providers act deceitfully. 
Factor 2 consisted of four items and was named public mis-
trust of healthcare, reflecting a belief that people in general 
should not trust providers. Factor 3 consisted of three items 
and was named personal mistrust of providers, reflecting 
participants’ own mistrust of providers. There were no low 
loadings or cross-loadings. Perceived provider deception 
was moderately correlated with public mistrust of healthcare 
(0.51) and personal mistrust of providers (0.56); public mis-
trust of healthcare was marginally correlated with personal 
mistrust of providers (0.30). Perceived provider deception 
(α = 0.86), public mistrust of healthcare (α = 0.81), and per-
sonal mistrust of providers (α = 0.88) each had good internal 
consistency (Table 3).

Regression Analyses

Significant, positive bivariate associations were found between 
sexual freedom and perceived provider deception (β = 0.23, 
CI = 0.08, 0.38), essence of sex and perceived provider decep-
tion (β = 0.15, CI = 0.00, 0.30), and essence of sex and PrEP 
conspiracy beliefs (β = 0.17, CI = 0.02, 0.32). A marginally sig-
nificant, positive bivariate association was found between sex-
ual freedom and PrEP conspiracy beliefs (β = 0.15, CI = − 0.00, 
0.31). In adjusted analyses, sexual freedom remained signifi-
cantly, positively associated with perceived provider decep-
tion (β = 0.19, CI = 0.04, 0.34) but not with PrEP conspiracy 
beliefs (β = 0.13, CI = − 0.03, 0.28). Essence of sex remained 
significantly, positively associated with PrEP conspiracy beliefs 
(β = 0.16, CI = 0.02, 0.31) and marginally, positively associated 
with perceived provider deception (β = 0.14, CI = − 0.00, 0.29) 
(Table 4).

A marginally significant, positive bivariate association 
was found between essence of sex and personal mistrust of 
providers. However, regression diagnostics indicated non-
normality of residuals. As a result, several variable transfor-
mations and alternative regressions were performed, and no 

Table 1  Sociodemographic characteristics, routine medical care 
engagement, and clinically significant depressive symptoms among 
cisgender BSMM in Atlanta, GA, 2019–2020 (N = 206)

Mean age, (SD) 35.12 (10.39)
Median age, (IQR) 32.00 (28–39)
Age categories
18–24 years 20 (9.71)
25–34 years 99 (48.06)
35–44 years 41 (19.90)
45–54 years 24 (11.65)
55 + 14 (6.80)
Missing 8 (3.88)
Education
≤ High school 50 (24.27)
Some college 73 (35.44)
≥ College 83 (40.29)
Employment status
Employed, nonstudent 128 (62.14)
Unemployed 43 (20.87)
Disability, Other 17 (8.25)
Student, un/employed 16 (7.77)
Missing 2 (0.97)
Income
≤ $10,000 63 (30.58)
$11,000–40,000 96 (46.60)
≥ $41,000 43 (20.87)
Missing 4 (1.94)
Sexual identity
Gay or homosexual 120 (58.25)
Bisexual 46 (22.33)
Same-gender loving 33 (16.02)
Heterosexual 4 (1.94)
Missing 3 (1.46)
Outness
Definitely closeted 16 (7.77)
Closeted and out 76 (36.89)
Definitely out 114 (55.34)
Lack of past-year physical examination
Yes 66 (32.04)
No 139 (67.48)
Missing 1 (0.49)
Depression
Yes 70 (33.98)
No 136 (66.02)
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significant bivariate associations between personal mistrust 
of providers and either sex-positivity factor were found (Sup-
plemental Table 1).

Sensitivity Analysis

We performed one sensitivity analysis in which we removed 
sex-positivity items with a uniqueness ≥ 0.60, removed any 
items that cross-loaded because of this removal of high-
uniqueness items, and reran factor analytic procedures. 
The same two factors emerged: sexual freedom, comprised 
of items 1, 2, 4, and 10, and essence of sex, comprised of 
items 13 and 14. Multivariable linear regressions between 
these factors and the outcomes yielded associations compa-
rable to those in the main analysis, leaving most inferences 
unchanged. However, sexual freedom was found to be sig-
nificantly, positively associated with PrEP conspiracy beliefs 
(β = 0.15, CI = 0.01, 0.29), which was not found in the main 
analysis (Supplemental Table 2).

Discussion

In this exploratory study, we sought to characterize the fea-
tures and extent of sex-positivity in a nonprobability sample 
of urban, HIV-negative, cisgender BSMM, as well as deter-
mine associations between sex-positivity and various mani-
festations of medical mistrust. We found two latent constructs 
underlying sex-positivity—sexual freedom and essence of 
sex—and documented sizable proportions of our sample 
endorsing high levels of each factor. We also demonstrated 
links between each sex-positivity factor, and perceived pro-
vider deception and PrEP conspiracy beliefs.

Sexual freedom was comprised of items reflecting the 
acceptability of/desire for casual sex and nonmonogamy, 
as well as the utility of sex, reflecting a rejection of sexual 
mores, particularly those that have been prominent in HIV-
prevention messaging (Shelton et al., 2004). Risk/preven-
tive discourse has often identified the practices reflected in 
sexual freedom as risky for BSMM, with research often being 
framed to show the burden of these practices and their impli-
cations for HIV/STI transmission (Duncan et al., 2020; Kelly 
et al., 2013; Liu et al., 2013; Pines et al., 2017; Rosenberg 

Table 2  Item means, promax-rotated factor loadings, and scale and factor properties of a 2-factor solution of sex-positivity among cisgender 
BSMM in Atlanta, GA, 2019–2020 (N = 206)

Bolded values indicate factor loadings ≥ 0.40

Items Item means (SD) Factor loadings

Full scale Sexual freedom Essence of sex

I do not need to be committed to a person to have sex with them 4.26 (1.83) 0.7992 − 0.1503
Casual sex is acceptable 4.64 (1.61) 0.8369 − 0.0571
I would like to have sex with many partners 2.48 (1.74) 0.6150 0.0498
One-night stands are sometimes very enjoyable 4.26 (1.75) 0.7099 0.0803
It is okay to have ongoing sexual relationships with more than one person at a time 3.44 (1.88) 0.7759 − 0.0753
Sex as a simple exchange of favors is okay if both people agree to it 3.38 (2.03) 0.6058 − 0.0250
The best sex is with no strings attached 2.86 (1.82) – –
Life would have fewer problems if people could have sex more freely 3.33 (1.95) 0.5673 0.2481
It is possible to enjoy sex with a person and not like that person very much 3.54 (1.90) 0.5848 0.1343
It is okay for sex to just be a good physical release 4.38 (1.77) 0.6409 0.2023
Sex is the closest form of communication between two people 3.61 (2.01) − 0.0110 0.6171
Sex is a very important part of my life 4.70 (1.60) 0.1610 0.4388
Sex is best when you let yourself go and focus on your own pleasure 3.73 (1.85) − 0.1265 0.8626
Sex is primarily a bodily function, like eating 3.55 (1.85) 0.0903 0.7559
Factor properties
Mean (SD) – 3.75 (1.35) 3.90 (1.41)
Median – 3.89 4.00
Range – 1–6 1–6
Cronbach’s alpha (inter-item correlation) – 0.90 (0.49) 0.77 (0.46)
Correlation between factors – – –
Sexual freedom – 1.00 –
Essence of sex – 0.5302 1.00
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et al., 2012; van den Boom et al., 2012). However, our find-
ings show that such practices constitute an important dimen-
sion of participants’ sex lives. Essence of sex was comprised 
of items reflecting attributes of sex, i.e., as intimate, rela-
tional, natural, and pleasurable. Similar characterizations 
have been described in other work with sexual minority men, 
reflecting how such communities create their own “Ideology 
of the Erotic” and exercise erotic autonomy when their sexual 
health views and priorities are not represented in hegemonic 
sexual health discourse (Bailey, 2016; Carrillo, 2002; Gag-
non & Simon, 1973; Parker, 2009, p. 111; Watney, 1996). 

These characterizations contrast with those of risk/preven-
tive discourse, where sex is approached as a set of rational, 
behavioral acts (Petersen & Lupton, 1996; Race, 2016), and 
pleasure-motivated sexual behaviors in particular are framed 
as risks for morbidity and mortality (Klein & Tilley, 2012; 
Vosvick et al., 2016). Efforts to incorporate conceptions of 
sex represented in these factors into conceptions of sex in 
public health and healthcare can help shape a more balanced, 
inclusive sexual health discourse (Boone & Bowleg, 2020; 
Mabire et al., 2019). Along with enhancing understanding 
of sex-positivity and the broader sexual health needs of this 

Table 3  Item means, promax-rotated factor loadings, and scale and factor properties of medical mistrust, and scale and factor properties of PrEP 
conspiracy beliefs among cisgender BSMM in Atlanta, GA, 2019–2020 (N = 206)

Factor analytic procedures were not performed on the four-item PrEP conspiracy beliefs scale, hence the lack of factor loadings
Bolded values indicate factor loadings ≥ 0.40

Items Item means (SD) Factor loadings Scale properties

Perceived 
provider 
deception

Public 
mistrust of 
healthcare

Personal 
mistrust of 
providers

PrEP conspiracy beliefs

People cannot trust doctors and healthcare workers 2.26 (1.49) − 0.0412 0.7709 0.1194 –
People should be suspicious of information from 

doctors and healthcare workers
2.36 (1.51) 0.0382 0.9453 − 0.0542 –

People should not confide in doctors and health-
care workers because it will be used against 
them

1.76 (1.22) − 0.0263 0.7061 0.0520 –

People should be suspicious of medicine 2.83 (1.75) 0.1282 0.6704 − 0.0859 –
Patients have sometimes been deceived or misled 

by healthcare providers
3.03 (1.83) 0.6609 0.0477 0.0546 –

I trust that healthcare providers are giving me the 
best treatment available

2.19 (1.49) − 0.1160 0.0476 0.8982 –

I trust that healthcare providers have my best inter-
est in mind when treating me

2.18 (1.52) 0.0334 − 0.0739 1.0215 –

When healthcare providers make mistakes, they 
usually cover it up

3.34 (1.65) 0.7050 0.0285 0.0274 –

Healthcare providers have sometimes done harm-
ful things to patients without their knowledge

3.57 (1.85) 0.8631 0.0098 − 0.0684 –

I trust that healthcare providers will tell me if a 
mistake is made regarding my medical treatment

2.58 (1.63) 0.1323 0.0964 0.5688 –

Medical providers cannot be fully trusted to tell 
the truth about PrEP

2.79 91.77) – – – –

Drug companies cannot be trusted to provide 
accurate information about PrEP

3.16 (1.79) – – – –

Information on PrEP side effects is being withheld 
from the public

2.90 (1.74) – – – –

Factor and scale properties
Mean (SD) – 3.32 (1.51) 2.30 (1.25) 2.32 (1.38) 2.96 (1.55)
Median – 3.33 2.00 2.00 2.83
Range – 1–6 1–6 1–6 1–6
Cronbach’s alpha (inter-item correlation) – 0.86 (0.60) 0.81 (0.58) 0.88 (0.70) 0.85 (0.66)
Correlations among medical mistrust factors – – – – –
Perceived provider deception – 1.00 – – –
Public mistrust of healthcare – 0.51 1.00 – –
Personal mistrust of providers – 0.56 0.30 1.00 –
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population, additional quantitative and qualitative research 
on these constructs would communicate that BSMM’s sexual 
pleasure—not only their risk—matters and is prioritized, as 
would interventions (e.g., sexual risk-reduction), provider 
interactions, and public health messages that address inti-
macy and pleasure as key components of sexual health. 
Collaborative research and intervention-development with 
BSMM communities will be necessary in these efforts.

The link between sexual freedom and perceived provider 
deception, as well as essence of sex and perceived provider 
deception, may reflect the opposing risk/preventive and eude-
monic discourses underlying sex-positivity and healthcare. 
A sex-positive approach acknowledges and respects an indi-
vidual’s sexual choices, expressions, and pleasures, includ-
ing those that traditionally have been stigmatized as risky, 
unnatural, or promiscuous, especially for BSMM, including 
casual sex, nonmonogamy, and sex for sex’s sake (Bowleg 
et al., 2017; Bullough, 1980; Rubin, 1984; Williams et al., 
2015). Sex-negative messaging from providers, or messaging 
exclusively focused on risk-mitigation and HIV-prevention, 
may foster dissonance among sex-positive BSMM that in 
and of itself may deter uptake of sexual healthcare recom-
mendations or treatment, or discourage future healthcare-
seeking. Such dissonance may also contribute to beliefs 
that providers are deceitful toward patients. Alternatively, 
sex-positive BSMM may perceive providers as perpetuating 
sex-negative narratives that stigmatize Black and/or same-
sex sexuality, fostering mistrust as a result (Bailey, 2016; 
Quinn et al., 2019). Healthcare systems could use tools 
such as those developed by the Global Advisory Board for 
Sexual Health and Wellbeing that align with a sex-positive 
approach, are grounded in a sexual rights framework, and 

balance prevention with pleasure to train providers in sexual 
healthcare (GAB, 2020; Gruskin et al., 2019).

Positive associations were also found between essence of 
sex and PrEP conspiracy beliefs, as well as sexual freedom 
and PrEP conspiracy beliefs, which may also be explained by 
opposing discourses as described previously. Sex-positivity 
aligns with eudemonic discourse in which sexual pleasure 
and sexual freedom are centered (Lewis, 2004), whereas PrEP 
has primarily been aligned with risk/preventive discourse 
(Myers & Mayer, 2011; Remy & Enriquez, 2019; Reyniers 
et al., 2017; Young & McDaid, 2014; Calabrese & Under-
hill, 2015). PrEP uptake and sex-positivity may therefore be 
inherently at odds with one another: PrEP uptake signals the 
medicalization of sex and acknowledgment of oneself as a 
“subject of risk” who will participate in “socially unsanc-
tioned sex,” contradicting a sex-positive perspective (Race, 
2016, pp. 17, 20). Dissonance as a result of this disconnect, 
coupled with preexisting medical mistrust, may increase the 
likelihood of endorsing conspiracy beliefs, which may also 
fit with historical examples of the medical establishment’s 
attempt to control Black male sexuality (Bowleg et al., 2017; 
Washington, 2006). Therefore, incorporating a sex-positive 
approach into PrEP messaging and PrEP interventions, as 
well as physician interactions with patients regarding PrEP, 
in which the focus is more holistic with regard to sexual 
health (e.g., with attention to intimacy and pleasure issues) 
and less HIV-centric, may be valuable.

Our findings should be interpreted considering several 
limitations. Our sex-positivity scale was adapted from a 
preexisting sexual attitudes scale that was not designed to 
measure sex-positivity or to assess sexual attitudes among 
BSMM. Replication studies in which this scale is tested with 
larger samples of BSMM in other contexts could establish 

Table 4  Unadjusted and adjusted betas with 95% confidence intervals (CIs) of the relationship between sex-positivity factors and medical mis-
trust and PrEP conspiracy beliefs among cisgender BSMM in Atlanta, GA, 2019–2020 (N = 206)

Bolded values indicate associations significant at p < 0.05 or lower
*p < 0.10, **p < 0.05, ***p < 0.01; beta coefficients of “0.00” or “− 0.00.” value were very small and could not be appropriately rounded to two 
decimal places
a Controlling for education, past-year physical examination, outness, and depression
b Controlling for income, outness, and depression
c Controlling for past-year physical examination, outness, and depression

Sexual freedom Essence of sex

Unadjusted beta (95% CI) Adjusted beta (95% CI) Unadjusted beta (95% CI) Adjusted beta (95% CI)

Perceived provider deception 0.23***
(0.08, 0.38)

0.19**a

(0.04, 0.34)
0.15**
(0.00, 0.30)

0.14*a

(− 0.00, 0.29)
Public mistrust of healthcare 0.10

(− 0.02, 0.23)
– 0.07

(− 0.05, 0.19)
–

Personal mistrust of providers − 0.03
(− 0.16, 0.12)

– − 0.11*
(− 0.25, 0.02)

− 0.11b

(− 0.25, 0.03)
PrEP conspiracy beliefs 0.15*

(− 0.00, 0.31)
0.13c

(− 0.03, 0.28)
0.17**
(0.02, 0.32)

0.16**c
(0.02, 0.31)
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its validity. Findings were drawn from one geographical, 
urban location, limiting generalizability of the results. Future 
research with larger, more geographically diverse BSMM in 
urban and nonurban settings would provide a more accurate 
understanding of sex-positivity in this population and how 
it relates to medical mistrust and conspiracy beliefs. Find-
ings from our study are limited to individuals not currently 
taking PrEP. The analyses investigated in the current study, 
however, are also of potential importance among individu-
als taking PrEP and warrant future study. The variables of 
focus in the current study were primarily beliefs-based, and 
as such, it is unknown the extent to which behaviors align 
with beliefs. Understanding how behaviors map onto findings 
noted here is an important area of future research. Finally, 
temporality cannot be established due to the cross-sectional 
nature of the data, though the links between sex-positivity 
and medical mistrust demonstrated here suffice to motivate 
additional research on their relationship. It should be noted 
that, a subset of participants was recruited during shutdowns 
due to COVID; the extent to which COVID impacted medi-
cal mistrust and/or sex-positivity during this time period is 
unknown.

Sexual health requires a positive, respectful approach 
toward sexuality and the possibility for safe, pleasurable 
sex, not merely the absence of disease, but it can only be 
achieved insofar as sexual rights are honored (WAS, 2014; 
WHO, 2020). Oppressive norms and power structures shape 
which bodies, sexualities, expressions, and practices matter, 
and socioeconomic inequities constrain/enable the realiza-
tion of sexual rights and one’s perception of their entitle-
ment to such rights (Bowleg et al., 2017; Correa et al., 2008; 
McClelland, 2010; Rubin, 1984). Incorporating sex-positive 
approaches grounded in sexual rights into public health and 
healthcare can make visible the sexual health priorities of 
Black and other SMM, communicate to them that they are 
entitled to sexual rights, and counterbalance risk/prevention-
focused approaches. In so doing, optimal sexual health for 
BSMM can be realized.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s10508- 021- 02174-7.

Acknowledgements None

Authors’ Contributions JMW, LAE, and JLM conceptualized the study. 
JMW performed the analysis and drafted the manuscript. LAE, RJW, 
JLM, VAE, and MB reviewed the manuscript, provided feedback, and 
suggested edits. All authors approved the final manuscript.

Funding This research was supported by the National Institutes of 
Health grants R34MH115798 (LAE), R01MH109409 (LAE), and 
K01DA047918 (RJW). The content is solely the responsibility of the 
authors and does not necessarily represent the official views of the 
National Institutes of Health.

Data Availability Data are available upon reasonable request from the 
second author.

Code Availability Code is available upon reasonable request from the 
first author.

Declarations 

Conflicts of interest Marcie Berman serves on the PrEP Advisory 
Board for Gilead Sciences. Other authors have no conflicts of interest 
to report.

Ethical approval Participants provided written informed consent to join 
the study, and ethical approval was provided by the University of Con-
necticut institutional review board.

References

Anderson, R. M. (2013). Positive sexuality and its impact on over-
all well-being. Bundesgesundheitsblatt - Gesundheitsforschung 
- Gesundheitsschutz, 56(2), 208–214. https:// doi. org/ 10. 1007/ 
s00103- 012- 1607-z

Andresen, E. M., Malmgren, J. A., Carter, W. B., & Patrick, D. L. 
(1994). Screening for depression in well older adults: Evaluation 
of a short form of the CES-D. American Journal of Preventive 
Medicine, 10(2), 77–84. https:// doi. org/ 10. 1016/ S0749- 3797(18) 
30622-6

Arborelius, L., Owens, M. J., Plotsky, P. M., & Nemeroff, C. B. (1999). 
The role of corticotropin-releasing factor in depression and anxiety 
disorders. The Journal of Endocrinology, 160(1), 1–12. https:// doi. 
org/ 10. 1677/ joe.0. 16000 01

Bailey, M. M. (2016). Black gay (raw) sex. In E. P. Johnson (Ed.), No 
tea no shade: New writings in Black queer studies (pp. 239–261). 
Duke University Press.

Björgvinsson, T., Kertz, S. J., Bigda-Peyton, J. S., McCoy, K. L., & 
Aderka, I. M. (2013). Psychometric properties of the CES-D-10 
in a psychiatric sample. Assessment, 20(4), 429–436. https:// doi. 
org/ 10. 1177/ 10731 91113 481998

Bogart, L. M., & Thorburn, S. (2005). Are HIV/AIDS conspiracy beliefs 
a barrier to HIV prevention among African Americans? Journal of 
Acquired Immune Deficiency Syndromes (1999), 38(2), 213–218.

Bogart, L. M., Wagner, G., Galvan, F. H., & Banks, D. (2010). Con-
spiracy beliefs about HIV are related to antiretroviral treatment 
nonadherence among African American men with HIV. Journal of 
Acquired Immune Deficiency Syndromes (1999), 53(5), 648–655. 
https:// doi. org/ 10. 1097/ QAI. 0b013 e3181 c57dbc

Boone, C. A., & Bowleg, L. (2020). Structuring sexual pleasure: Equi-
table access to biomedical HIV prevention for Black men who 
have sex with men. American Journal of Public Health, 110(2), 
157–159. https:// doi. org/ 10. 2105/ AJPH. 2019. 305503

Bowleg, L., Del Río-González, A. M., Holt, S. L., Pérez, C., Massie, 
J. S., Mandell, J. E., & Boone, A. (2017). Intersectional episte-
mologies of ignorance: How behavioral and social science research 
shapes what we know, think we know, and don’t know about U.S. 
Black men’s sexualities. Journal of Sex Research, 54(4–5), 577–
603. https:// doi. org/ 10. 1080/ 00224 499. 2017. 12953 00

Brooks, R. A., Allen, V. C., Jr., Regan, R., Mutchler, M. G., Cervantes-
Tadeo, R., & Lee, S. J. (2018). HIV/AIDS conspiracy beliefs and 
intention to adopt preexposure prophylaxis among Black men who 
have sex with men in los angeles. International Journal of STD 
& AIDS, 29(4), 375–381. https:// doi. org/ 10. 1177/ 09564 62417 
727691

https://doi.org/10.1007/s10508-021-02174-7
https://doi.org/10.1007/s00103-012-1607-z
https://doi.org/10.1007/s00103-012-1607-z
https://doi.org/10.1016/S0749-3797(18)30622-6
https://doi.org/10.1016/S0749-3797(18)30622-6
https://doi.org/10.1677/joe.0.1600001
https://doi.org/10.1677/joe.0.1600001
https://doi.org/10.1177/1073191113481998
https://doi.org/10.1177/1073191113481998
https://doi.org/10.1097/QAI.0b013e3181c57dbc
https://doi.org/10.2105/AJPH.2019.305503
https://doi.org/10.1080/00224499.2017.1295300
https://doi.org/10.1177/0956462417727691
https://doi.org/10.1177/0956462417727691


 Archives of Sexual Behavior

1 3

Bullough, V. L. (1980). Sexual variance in society and history. Univer-
sity of Chicago Press.

Calabrese, S. K., Rosenberger, J. G., Schick, V. R., & Novak, D. S. 
(2015). Pleasure, affection, and love among Black men who have 
sex with men (MSM) versus MSM of other races: Countering 
dehumanizing stereotypes via cross-race comparisons of reported 
sexual experience at last sexual event. Archives of Sexual Behavior, 
44(7), 2001–2014. https:// doi. org/ 10. 1007/ s10508- 014- 0405-0

Calabrese, S. K., & Underhill, K. (2015). How stigma surrounding 
the use of HIV preexposure prophylaxis undermines prevention 
and pleasure: A call to destigmatize “Truvada whores.” American 
Journal of Public Health, 105(10), 1960–1964. https:// doi. org/ 10. 
2105/ AJPH. 2015. 302816

Carrillo, H. (2002). The night is young: Sexuality in Mexico in the time 
of AIDS. University of Chicago Press.

Centers for Disease Control (CDC). (1986). Acquired immunodefi-
ciency syndrome (AIDS) among Blacks and Hispanics--United 
States. MMWR.Morbidity and Mortality Weekly Report, 35(42), 
655–8, 663–6.

Centers for Disease Control and Prevention (CDC). (2016). Lifetime 
risk of HIV diagnosis: Half of Black gay men and a quarter of 
Latino gay men projected to be diagnosed within their lifetime. 
Retrieved from https:// www. cdc. gov/ nchhs tp/ newsr oom/ 2016/ 
croi- press- relea se- risk. html

Centers for Disease Control and Prevention. (2020). HIV surveillance 
report: Diagnoses of HIV infection in the United States and dependent 
areas, 2018 (updated). Centers for Disease Control and Prevention.

Collins, P. H. (2004). Black sexual politics: African Americans, gender, 
and the new racism. Routledge, Taylor & Francis Group.

Correa, S., Petchesky, R., & Parker, R. (2008). Sexuality, health, and 
human rights. Routledge.

Dehlin, J. M., Stillwagon, R., Pickett, J., Keene, L., & Schneider, J. A. 
(2019). #PrEP4Love: An evaluation of a sex-positive HIV pre-
vention campaign. JMIR Public Health and Surveillance, 5(2), 
e12822. https:// doi. org/ 10. 2196/ 12822

Duncan, D. T., Callander, D., Bowleg, L., Park, S. H., Brinkley-Rubin-
stein, L., Theall, K. P., & Hickson, D. A. (2020). Intersectional 
analysis of life stress, incarceration and sexual health risk practices 
among cisgender Black gay, bisexual and other men who have sex 
with men in the Deep South of the US: The MARI study. Sexual 
Health, 17(1), 38–44. https:// doi. org/ 10. 1071/ SH190 62

Eaton, L. A., Driffin, D. D., Kegler, C., Smith, H., Conway-Washington, 
C., White, D., & Cherry, C. (2015). The role of stigma and medical 
mistrust in the routine health care engagement of Back men who 
have sex with men. American Journal of Public Health, 105(2), 
e75-82. https:// doi. org/ 10. 2105/ AJPH. 2014. 302322

Eaton, L. A., Kalichman, S. C., Price, D., Finneran, S., Allen, A., & 
Maksut, J. (2017). Stigma and conspiracy beliefs related to pre-
exposure prophylaxis (PrEP) and interest in using PrEP among 
Black and white men and transgender women who have sex with 
men. AIDS and Behavior, 21(5), 1236–1246. https:// doi. org/ 10. 
1007/ s10461- 017- 1690-0

Gagnon, J., & Simon, W. (1973). Sexual conduct: The social sources of 
human sexuality. Aldine Publishing Company.

Gamble, V. N. (1997). Under the shadow of Tuskegee: African Ameri-
cans and health care. American Journal of Public Health, 87(11), 
1773–1778. https:// doi. org/ 10. 2105/ ajph. 87. 11. 1773

Glickman, C. (2000). The language of sex-positivity. Electronic Journal 
of Human Sexuality, 3

Global Advisory Board for Sexual Health and Wellbeing (GAB). 
(2020). Sexual pleasure: The forgotten link in sexual and repro-
ductive health and rights. Retrieved from https:// www. gab- shw. 
org/ resou rces/ train ing- toolk it/

Grant, R. M., & Koester, K. A. (2016). What people want from sex and 
preexposure prophylaxis. Current Opinion in HIV and AIDS, 11(1), 
3–9. https:// doi. org/ 10. 1097/ COH. 00000 00000 000216

Gruskin, S., Yadav, V., Castellanos-Usigli, A., Khizanishvili, G., & 
Kismödi, E. (2019). Sexual health, sexual rights and sexual pleas-
ure: Meaningfully engaging the perfect triangle. Sexual and Repro-
ductive Health Matters, 27(1), 1593787. https:// doi. org/ 10. 1080/ 
26410 397. 2019. 15937 87

Hammond, W. P., Matthews, D., & Corbie-Smith, G. (2010). Psychoso-
cial factors associated with routine health examination scheduling 
and receipt among African American men. Journal of the National 
Medical Association, 102(4), 276–289.

Hartmann, U. (2007). Depression and sexual dysfunction. Journal of 
Men’s Health & Gender, 4(1), 18–25. https:// doi. org/ 10. 1016/j. 
jmhg. 2006. 12. 003

Hendrick, C., Hendrick, S. S., & Reich, D. A. (2006). The brief sexual 
attitudes scale. Journal of Sex Research, 43(1), 76–86. https:// doi. 
org/ 10. 1080/ 00224 49060 95523 01

Hutchinson, A. B., Begley, E. B., Sullivan, P., Clark, H. A., Boyett, 
B. C., & Kellerman, S. E. (2007). Conspiracy beliefs and trust 
in information about HIV/AIDS among minority men who have 
sex with men. Journal of Acquired Immune Deficiency Syndromes 
(1999), 45(5), 603–605.

Kaiser, H. (1974). An index of factorial simplicity. Psychometrika, 39, 
31–36.

Kelly, J. A., St Lawrence, J. S., Amirkhanian, Y. A., DiFranceisco, W. J., 
Anderson-Lamb, M., Garcia, L. I., & Nguyen, M. T. (2013). Levels 
and predictors of HIV risk behavior among Black men who have 
sex with men. AIDS Education and Prevention: Official Publica-
tion of the International Society for AIDS Education, 25(1), 49–61. 
https:// doi. org/ 10. 1521/ aeap. 2013. 25.1. 49

Klein, H., & Tilley, D. L. (2012). Perceptions of HIV risk among inter-
net-using, HIV-negative barebacking men. American Journal of 
Men’s Health, 6(4), 280–293. https:// doi. org/ 10. 1177/ 15579 88311 
434825

Land, E. (2020). Promoting anal health and pleasure with a community-
driven social marketing campaign. Presented at the International 
AIDS Society: AIDS 2020 Virtual, Virtual.

LaVeist, T. A., Nickerson, K. J., & Bowie, J. V. (2000). Attitudes about 
racism, medical mistrust, and satisfaction with care among African 
American and white cardiac patients. Medical Care Research and 
Review: MCRR, 57(Suppl 1), 146–161. https:// doi. org/ 10. 1177/ 
10775 58700 05700 1S07

Lewis, L. J. (2004). Examining sexual health discourses in a racial/
ethnic context. Archives of Sexual Behavior, 33(3), 223–234.

Liu, A. Y., Vittinghoff, E., Chillag, K., Mayer, K., Thompson, M., 
Grohskopf, L., Colfax, G., Pathak, S., Gvetadze, R., O’Hara, B., 
& Collins, B. (2013). Sexual risk behavior among HIV-uninfected 
men who have sex with men (MSM) participating in a tenofovir 
pre-exposure prophylaxis (PrEP) randomized trial in the United 
States. Journal of Acquired Immune Deficiency Syndromes (1999), 
64(1), 87. https:// doi. org/ 10. 1097/ QAI. 0b013 e3182 8f097a

Mabire, X., Puppo, C., Morel, S., Mora, M., Rojas Castro, D., Chas, J., 
Cua, E., Pintado, C., Suzan-Monti, M., Spire, B., & Molina, J. M. 
(2019). Pleasure and PrEP: Pleasure-seeking plays a role in preven-
tion choices and could lead to PrEP initiation. American Journal of 
Men’s Health. https:// doi. org/ 10. 1177/ 15579 88319 827396

Martos, A. J., Valera, P., Bockting, W. O., & Wilson, P. A. (2016). 
Exploring sexual health among young Black men who have sex 
with men in New York City. Health Education Research, 31(3), 
295–313. https:// doi. org/ 10. 1093/ her/ cyw013

Matsunaga, M. (2010). How to factor-analyze your data right: Do’s, 
don’ts, and how-to’s. International Journal of Psychological 
Research, 3(1), 97–110.

Maulsby, C., Millett, G., Lindsey, K., Kelley, R., Johnson, K., Mon-
toya, D., & Holtgrave, D. (2014). HIV among Black men who 
have sex with men (MSM) in the United States: A review of the 
literature. AIDS and Behavior, 18(1), 10–25. https:// doi. org/ 10. 
1007/ s10461- 013- 0476-2

https://doi.org/10.1007/s10508-014-0405-0
https://doi.org/10.2105/AJPH.2015.302816
https://doi.org/10.2105/AJPH.2015.302816
https://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html
https://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html
https://doi.org/10.2196/12822
https://doi.org/10.1071/SH19062
https://doi.org/10.2105/AJPH.2014.302322
https://doi.org/10.1007/s10461-017-1690-0
https://doi.org/10.1007/s10461-017-1690-0
https://doi.org/10.2105/ajph.87.11.1773
https://www.gab-shw.org/resources/training-toolkit/
https://www.gab-shw.org/resources/training-toolkit/
https://doi.org/10.1097/COH.0000000000000216
https://doi.org/10.1080/26410397.2019.1593787
https://doi.org/10.1080/26410397.2019.1593787
https://doi.org/10.1016/j.jmhg.2006.12.003
https://doi.org/10.1016/j.jmhg.2006.12.003
https://doi.org/10.1080/00224490609552301
https://doi.org/10.1080/00224490609552301
https://doi.org/10.1521/aeap.2013.25.1.49
https://doi.org/10.1177/1557988311434825
https://doi.org/10.1177/1557988311434825
https://doi.org/10.1177/1077558700057001S07
https://doi.org/10.1177/1077558700057001S07
https://doi.org/10.1097/QAI.0b013e31828f097a
https://doi.org/10.1177/1557988319827396
https://doi.org/10.1093/her/cyw013
https://doi.org/10.1007/s10461-013-0476-2
https://doi.org/10.1007/s10461-013-0476-2


Archives of Sexual Behavior 

1 3

McClelland, S. I. (2010). Intimate justice: A critical analysis of sexual 
satisfaction. Social and Personality Psychology Compass, 4(9), 
663–680. https:// doi. org/ 10. 1111/j. 1751- 9004. 2010. 00293.x

Mofokeng, T. (2020). Limitations of current sexual health services for 
people living with and at risk of HIV: Introduction of the sexual 
health-rights-pleasure triangle as a way forward. Presented at the 
International AIDS Society: AIDS 2020 Virtual, Virtual.

Mutchler, M. G., McDavitt, B., Ghani, M. A., Nogg, K., Winder, T. 
J., & Soto, J. K. (2015). Getting PrEPared for HIV prevention 
navigation: Young Black gay men talk about HIV prevention in 
the biomedical era. AIDS Patient Care and STDs, 29(9), 490–502. 
https:// doi. org/ 10. 1089/ apc. 2015. 0002

Myers, G. M., & Mayer, K. H. (2011). Oral preexposure anti-HIV proph-
ylaxis for high-risk U.S. populations: Current considerations in 
light of new findings. AIDS Patient Care and STDs, 25(2), 63–71. 
https:// doi. org/ 10. 1089/ apc. 2010. 0222

Parent, M. C., Woznicki, N., Dillon, F. R., & Pituch, K. A. (2020). Psy-
chosocial barriers to pre-exposure prophylaxis (PrEP) uptake: The 
roles of heterosexual self-presentation, sexual risk, and perceived 
peer prep use. Psychology of Men & Masculinities, 21(4), 699–703. 
https:// doi. org/ 10. 1037/ men00 00258

Parker, R. (2009). Bodies, pleasures, and passions: Sexual culture in 
contemporary brazil (2nd ed.). Vanderbilt University Press.

Petersen, A., & Lupton, D. (1996). The new public health: Health and 
self in the age of risk. Sage Publications.

Phillips, R. L., Jr., & Slaughter, J. R. (2000). Depression and sexual 
desire. American Family Physician, 62(4), 782–786.

Pines, H. A., Karris, M. Y., & Little, S. J. (2017). Sexual partner concur-
rency among partners reported by MSM with recent HIV infection. 
AIDS and Behavior, 21(10), 3026–3034. https:// doi. org/ 10. 1007/ 
s10461- 017- 1855-x

Quinn, K., Dickson-Gomez, J., Zarwell, M., Pearson, B., & Lewis, M. 
(2019). “A gay man and a doctor are just like, a recipe for destruc-
tion”: How racism and homonegativity in healthcare settings influ-
ence PrEP uptake among young Black MSM. AIDS and Behavior, 
23(7), 1951–1963. https:// doi. org/ 10. 1007/ s10461- 018- 2375-z

Race, K. (2016). Reluctant objects: Sexual pleasure as a problem for 
HIV biomedical prevention. GLQ: A Journal of Lesbian and Gay 
Studies, 22(1), 1–31. https:// doi. org/ 10. 1215/ 10642 684- 33152 17

Radloff, L. S. (1977). The CES-D scale: A self-report depression 
scale for research in the general population. Applied Psychologi-
cal Measurement, 1(3), 385–401. https:// doi. org/ 10. 1177/ 01466 
21677 00100 306

Remy, L., & Enriquez, M. (2019). Behavioral interventions to enhance 
PrEP uptake among black men who have sex with men: A review. 
The Journal of the Association of Nurses in AIDS Care : JANAC, 
30(2), 151–163. https:// doi. org/ 10. 1097/ JNC. 00000 00000 000015

Reyniers, T., Hoornenborg, E., Vuylsteke, B., Wouters, K., & Laga, 
M. (2017). Pre-exposure prophylaxis (PrEP) for men who have 
sex with men in Europe: Review of evidence for a much needed 
prevention tool. Sexually Transmitted Infections, 93(5), 363–367. 
https:// doi. org/ 10. 1136/ sextr ans- 2016- 052699

Rosenberg, E. S., Khosropour, C. M., & Sullivan, P. S. (2012). High 
prevalence of sexual concurrency and concurrent unprotected anal 
intercourse across racial/ethnic groups among a national, web-
based study of men who have sex with men in the United States. 
Sexually Transmitted Diseases, 39(10), 741–746.

Rosenberger, J. G., Herbenick, D., Novak, D. S., & Reece, M. (2014). 
What’s love got to do with it? Examinations of emotional per-
ceptions and sexual behaviors among gay and bisexual men in 
the United States. Archives of Sexual Behavior, 43(1), 119–128. 
https:// doi. org/ 10. 1007/ s10508- 013- 0223-9

Rubin, G. (1984). Thinking sex: Notes for a radical theory of the politics 
of sexuality. In C. S. Vance (Ed.), Pleasure and danger: Exploring 
female sexuality (pp. 267–319). Routledge and Kegan Paul.

Samuel, M., & Winkelstein, W., Jr. (1987). Prevalence of human immu-
nodeficiency virus infection in ethnic minority homosexual/bisex-
ual men. JAMA, 257(14), 1901–1902.

Scharff, D. P., Mathews, K. J., Jackson, P., Hoffsuemmer, J., Martin, E., & 
Edwards, D. (2010). More than Tuskegee: Understanding mistrust 
about research participation. Journal of Health Care for the Poor and 
Underserved, 21(3), 879–897. https:// doi. org/ 10. 1353/ hpu.0. 0323

Shelton, J. D., Halperin, D. T., Nantulya, V., Potts, M., Gayle, H. D., 
& Holmes, K. K. (2004). Partner reduction is crucial for balanced 
“ABC” approach to HIV prevention. BMJ (clinical Research Ed.), 
328(7444), 891–893.

Syme, M. L., Klonoff, E. A., Macera, C. A., & Brodine, S. K. (2013a). 
Predicting sexual decline and dissatisfaction among older adults: 
The role of partnered and individual physical and mental health 
factors. The Journals of Gerontology, Series b, Psychological 
Sciences and Social Sciences, 68(3), 323–332. https:// doi. org/ 10. 
1093/ geronb/ gbs087

Syme, M. L., Mona, L. R., & Cameron, R. P. (2013b). Sexual health 
and well-being after cancer: Applying the sexual health model. 
The Counseling Psychologist, 41(2), 268–285. https:// doi. org/ 10. 
1177/ 00110 00012 459970

Tabachnick, B., & Fidell, L. (Eds.). (2013). Using multivariate statistics 
(6th ed.). Pearson Education Inc.

Thompson, H. S., Valdimarsdottir, H. B., Winkel, G., Jandorf, L., & 
Redd, W. (2004). The group-based medical mistrust scale: Psy-
chometric properties and association with breast cancer screening. 
Preventive Medicine, 38(2), 209–218.

van den Boom, W., Stolte, I., Sandfort, T., & Davidovich, U. (2012). 
Serosorting and sexual risk behaviour according to different casual 
partnership types among MSM: The study of one-night stands and 
sex buddies. AIDS Care, 24(2), 167–173. https:// doi. org/ 10. 1080/ 
09540 121. 2011. 603285

Vosvick, M., Fritz, S., Henry, D., Prybutok, V., Sheu, S., & Poe, J. 
(2016). Correlates and racial/ethnic differences in bareback sex 
among men who have sex with men with unknown or negative HIV 
serostatus. AIDS and Behavior, 20(12), 2798–2811.

Washington, H. A. (2006). Medical apartheid: The dark history of medi-
cal experimentation on Black Americans from colonial times to the 
present. Anchor Books, a Division of Random House Inc.

Watney, S. (1996). Safer sex as community practice. In P. Aggleton, 
P. Davies & G. Hart (Eds.), AIDS: Individual cultural and policy 
dimensions. Bristol, PA: The Falmer Press, Taylor & Francis, Inc.

Weedon, C. (1997). Feminist practice and poststructuralist theory (2nd 
ed.). Blackwell Publishing.

Williams, D. J., Thomas, J. N., Prior, E. E., & Walters, W. (2015). 
Introducing a multidisciplinary framework of positive sexuality. 
Journal of Positive Sexuality, 1, 6–11.

Wilson, P. A. (2008). A dynamic-ecological model of identity formation 
and conflict among bisexually-behaving African-American men. 
Archives of Sexual Behavior, 37, 794–809.

World Association for Sexual Health (WAS) (2014). Declaration of 
sexual rights. Retrieved September 30, 2020 from https:// world 
sexua lheal th. net/ wp- conte nt/ uploa ds/ 2013/ 08/ Decla ration- of- 
Sexual- Rights- 2014- plain- text. pdf

World Health Organization (WHO). (2020). Sexual and reproductive 
health: Defining sexual health. Retrieved from https:// www. who. 
int/ repro ducti vehea lth/ topics/ sexual_ health/ sh_ defin itions/ en/

Young, I., & McDaid, L. (2014). How acceptable are antiretrovirals for 
the prevention of sexually transmitted HIV: A review of research 
on the acceptability of oral pre-exposure prophylaxis and treatment 
as prevention. AIDS and Behavior, 18(2), 195–216. https:// doi. org/ 
10. 1007/ s10461- 013- 0560-7

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1111/j.1751-9004.2010.00293.x
https://doi.org/10.1089/apc.2015.0002
https://doi.org/10.1089/apc.2010.0222
https://doi.org/10.1037/men0000258
https://doi.org/10.1007/s10461-017-1855-x
https://doi.org/10.1007/s10461-017-1855-x
https://doi.org/10.1007/s10461-018-2375-z
https://doi.org/10.1215/10642684-3315217
https://doi.org/10.1177/014662167700100306
https://doi.org/10.1177/014662167700100306
https://doi.org/10.1097/JNC.0000000000000015
https://doi.org/10.1136/sextrans-2016-052699
https://doi.org/10.1007/s10508-013-0223-9
https://doi.org/10.1353/hpu.0.0323
https://doi.org/10.1093/geronb/gbs087
https://doi.org/10.1093/geronb/gbs087
https://doi.org/10.1177/0011000012459970
https://doi.org/10.1177/0011000012459970
https://doi.org/10.1080/09540121.2011.603285
https://doi.org/10.1080/09540121.2011.603285
https://worldsexualhealth.net/wp-content/uploads/2013/08/Declaration-of-Sexual-Rights-2014-plain-text.pdf
https://worldsexualhealth.net/wp-content/uploads/2013/08/Declaration-of-Sexual-Rights-2014-plain-text.pdf
https://worldsexualhealth.net/wp-content/uploads/2013/08/Declaration-of-Sexual-Rights-2014-plain-text.pdf
https://www.who.int/reproductivehealth/topics/sexual_health/sh_definitions/en/
https://www.who.int/reproductivehealth/topics/sexual_health/sh_definitions/en/
https://doi.org/10.1007/s10461-013-0560-7
https://doi.org/10.1007/s10461-013-0560-7

	Sex-Positivity, Medical Mistrust, and PrEP Conspiracy Beliefs Among HIV-Negative Cisgender Black Sexual Minority Men in Atlanta, Georgia
	Abstract
	Introduction
	Study Objectives

	Methods
	Participants and Procedures
	Exposure Variable
	Sex-Positivity

	Outcome Variables
	Medical Mistrust
	PrEP Conspiracy Beliefs

	Control Variables
	Physical Examination Engagement
	Depression
	Sociodemographic Characteristics

	Statistical Analysis

	Results
	Study Sample
	Exploratory Factor Analyses
	Regression Analyses
	Sensitivity Analysis

	Discussion
	Acknowledgements 
	References




