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Abstract
Historically and concurrently, structural violence has been a significant force influencing the
sexual health and broader health of gay, bisexual, transgender and other men who have sex with
men (GBTMSM). Yet to date, the majority of projects exploring the health inequities facing
GBTMSM have focused on intrapsychic and behavioural factors as most related to poor health
outcomes. As well, these studies are sometimes deficits focused, and fail to evaluate how
GBTMSM continue to thrive, and maintain positive health. As a result, the ways in which
systems and policies underlie and perpetuate health inequities facing GBTMSM have been
somewhat obscured. Connectedly, little is known about the relevance of 2SLGBTQIA+
affirming systems and policies for the wellbeing of GBTMSM. As such, this study seeks to
expand on the scarce qualitative literature exploring how systems and policies may act as
structural barriers and facilitators to wellness for GBTMSM. 30 GBTMSM with diverse
ethnoracial identities, gender identities, HIV statuses and ages from across Southwestern Ontario
(five per region) were purposively sampled through local AIDS service organizations (ASQOs),
other agencies and services who serve GBTMSM, and through social media platforms, including
Instagram and Facebook. Semi-structured/narrative blended interviews were implemented to
characterize how systems and policies serve as barriers and facilitators to wellness. Particular
questions tended to favour a structural-level analysis, asking participants to reflect on their
experiences with heteronormativity and/or cisnormativity, racism, healthcare access, sexual
health education, and community cohesion. An inductive latent thematic approach following
Braun & Clark’s Six Phases was employed to develop a coding grid, where a final set of themes
were identified. Knowledge produced through this project will be used to identify tangible points

for systems change, where greater 2LGBTQ+ affirming policies and services can be introduced.
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Research Preface

Recognizing the limited qualitative literature exploring how systems and policies impact
the sexual health and broader health of gay, bisexual, trans and other men who have sex with
men (GBTMSM), the proposed research project seeks to understand the influence of structural-
level factors as facilitators and barriers to wellness for GBTMSM. By use of semi-structured
qualitative interviews with 30 GBTMSM from across the Southwestern (SW) Ontario region, the
researcher sought to elucidate narrative accounts that detail how heteronormativity,
cisnormativity, racism and/or societal policies and attitudes that challenge these forces may
relate to the presence or absence of 2SLGBTQ+-affirming systems and policies, and by
association, 2SLGBTQ+-specific healthcare and social services. As well, these interviews sought
to understand how GBTMSM continue to thrive and maintain positive health despite the
potential impact of structural violence on the wellbeing of GBTMSM. Ultimately, by considering
how structural-level factors may serve as both barriers and facilitators to wellness, the researcher
sought to emphasize the importance of considering not only the relevance of individual
behaviours and community attitudes for wellbeing, but also the importance of systems and
policies for creating overall climates where achieving positive wellbeing may be more

challenging for those with intersecting marginalized identities.

Still, We Thrive: Understanding How Gay, Bisexual, Transgender, and Other Men Who

Have Sex with Men (GBTMSM) Experience Structural Barriers & Facilitators to Wellness

Structural violence, those powers which seek to maintain and reproduce social
inequalities and oppressions by normalizing marginalization and erasure as the status quo,
placing the blame on individuals and communities for their problems (Dutta et al., 2016), is a

significant force influencing the sexual health and broader health of GBTMSM. Broadly,
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structural violence manifests in the lives of GBTMSM as widespread heteronormativity and/or
cisnormativity, or the processes by which institutionalized and normative heterosexuality and
cisgenderism regulates those kept within in its boundaries while marginalizing and sanctioning
those outside of them (Munro & Travers, 2020). In particular, heteronormativity and
cisnormativity serve to perpetuate historical and ongoing structural stigmatization and
discrimination along the lines of sexual orientation and gender identity (Hatzenbuehler, 2014;
Bauer et al., 2009; Enson, 2015), and also related to human immunodeficiency virus/acquired
immunodeficiency syndrome (HIV/AIDS) (Lane et al., 2004; Levy et al., 2014). Moreover,
recognizing intersectionality, or the ways in which multiple and overlapping identities interact to
create a number of privileges or disadvantages (Collins, 2019), facilitates an analysis that better
recognizes how structural violence manifests uniquely amongst GBTMSM who experience
additional marginalization according to their race, for example (see Ro et al., 2013; Levy et al.,
2014). In fact, the systemic racism faced by Black, Indigenous, People of Colour (BIPOC)
GBTMSM both from inside and outside of the larger 2SLGBTQ+ community sustains reduced
access to healthcare and social services, in part, explaining the disproportionate HIV burden
facing BIPOC GBTMSM (Phillips Il et al., 2021; Wilson et al., 2016).

Reviewing the ongoing HIV/AIDS epidemic facing GBTMSM is an important starting
point for understanding the mechanisms through which structural violence has historically and
concurrently influenced the health of this group. In the early 1980s, when the HIV/AIDS
epidemic first emerged in North America, the majority of individuals presenting with AIDS-
related symptomatology were GBTMSM, compelling service providers and researchers to
conflate the disease with queerness, in part explaining the early labelling of HIVV/AIDS as gay-

related immunodeficiency (GRID) (Powell et al., 1998). As well, a largely conservative society
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imposed a moral lens on the HIV epidemic, shifting the blame of acquiring HIV onto the
individual (Powell et al., 1998). One can argue that this conflation of HIV/AIDS with queerness
worked to justify the lack of attention and urgency directed towards HIV/AIDS research,
prevention, and treatment regimes, furthering the harm experienced by GBTMSM during this era
(Powell et al., 1998). Moving into the mid 90s and early 2000s, anti-retroviral therapy (ART)
drastically improved the experiences and outcomes of those diagnosed with HIV (Olding et al.,
2017). However, structural violence contributed to ongoing barriers to accessing and adhering to
treatment regimes. In particular, research suggests that homophobia, racism, stigma, and
discrimination, especially when codified by law, social mores or religious institutions may act as
barriers for ART uptake and adherence, in part, explaining limited treatment initiation and
adherence by Black, Indigenous and GBTMSM of a lower socioeconomic status (SES)
(Christopoulos et al., 2011). From the year 2008 onward, the development of pre-exposure
prophylaxis (PrEP), a daily preventative pill that reduces the likelihood of contracting HIV by
upwards of 90% (Wilton et al., 2018) has provided a solution for reducing rates of HIV
transmission amongst GBTMSM. However, uptake remains relatively low, especially among
GBTMSM in non-metropolitan regions (Region of Waterloo Public Health & Emergency
Services, 2018). Additionally, disparities to access similar to those related to ART persist,
highlighting that PrEP is most accessible for GBTMSM who do not face additional
discrimination according to their race, class, or gender identity (Pérez-Figueroa, et al., 2015;
Poteat et al., 2016).

Alongside these structural inequities, GBTMSM in Canada have also experienced
significant structural advances that have contributed to their positive sexual health and broader

health. For instance, in 1969 Bill C-150 was introduced, decriminalizing homosexuality and in
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turn, contributing to a climate where LGBTQ+ individuals felt safer to disclose their sexual
orientation and/or gender identity (Smith, 2020). In addition, the declassification of
homosexuality as a mental disorder in the Diagnostic and Statistical Manual (DSM) in 1973
sought to depathologize queerness and began to redirect psychology and psychiatry’s attention
toward promoting positive mental health among non-heterosexual individuals (Coleman, 1978;
Cass, 1979). Further, in the 1980s and 1990s sexual orientation and gender identity have been
incorporated into Ontario and Canada’s Human Rights Codes, establishing a solid foundation for
preserving the rights and liberties of 2SLGBTQIA+ individuals (Smith, 2020). These measures
set the stage for the legalization of same-sex civil marriage across Canada in 2005 (Smith, 2020).
Since 2005, more inclusive legislation has been introduced, such as Bill C-16, which
provides protections for transgender, non-binary, and gender non-conforming (GNC) people on
the grounds of both gender identity and gender expression (Government of Canada, 2022).
Beyond the establishment of same-sex marriage rights and specific considerations for trans
people in Canada, more recently, under Bill C-4, Canada banned conversion therapy, making it
illegal to use homophobia, biphobia, and/or transphobia against 2SLGBTQ+ people, reflecting a
structural shift away from practices seeking to reproduce heteronormativity and cisnormativity
(Government of Canada, 2021). Together, structural advances such as these contribute to the
normalization of queerness and transness, reducing the stigmatization and resulting
discrimination experienced by the 2SLGBTQIA+ community, inclusive of GBTMSM.
Interestingly, research exploring the implications of such policy advances highlights that the
implementation of same-sex marriage and anti-discrimination laws may serve to attenuate the

effects of institutionalized stigma on 2SLGBTQIA+ individuals, underscoring the significance of
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structural advances for contributing to the wellbeing of 2SLGBTQIA+ people, inclusive of

GBTMSM (Buffie, 2011).
Rationale

Extant literature exploring the sexual health and broader health of GBTMSM
often employs an intrapsychic (i.e., concerned with individual behaviours, emotions, and
thoughts) and deficits-focused lens that tends to centralize individual behavioural management as
most significant for reducing the HIV burden facing the GBTMSM community. As a
consequence, these projects have somewhat obscured how structural factors may contribute to
the health inequities facing GBTMSM. In addition, despite major structural advances for
GBTMSM, the majority of projects exploring the sexual health and broader health of this
community are often deficits focused, failing to examine how 2SLGBTQIA+-affirming policies
may contribute to the positive health of GBTMSM. As a result, there is minimal extant literature
examining how GBTMSM thrive and continue to maintain positive health and wellness.
Accordingly, research recognizing how individual-level factors may contribute to health
inequities that also interrogates how systems and structures continue to influence GBTMSM is
needed to identify tangible points for systems change that better situate GBTMSM sexual health
and broader health within heteronormative, cisnormative and racist climates.

The majority of studies characterizing the sexual health and broader health of GBTMSM
are quantitative in nature, and come from large metropolitan centres, such as Toronto. As a
result, in-depth, region-specific data is lacking, and local 2SLGBTQIA+ organizations and
services working to serve GBTMSM are compelled to rely on data that may not be generalizable
to the GBTMSM in their regions. To best inform GBTMSM service provision across the SW

Ontario region, it is pertinent that qualitative data recognizing how relevant factors (e.qg., rurality)
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may be associated with unique health outcomes especially for those with overlapping

marginalized identities is gathered.
Purpose Statement(s)

Following these outlined gaps in the extant literature, this project is guided by three
overarching purpose statements: 1) to move beyond the limitations of existing projects that
overemphasize an intrapsychic lens by prioritizing a structural level analysis that investigates
how systems and policies might underlie health inequities facing GBTMSM above and beyond
individual behaviour; 2) to understand how GBTMSM maintain positive sexual, mental and
physical health despite the potential impacts of structural violence; and 3) by gathering narrative
accounts, researchers can delve deeper into the lived experiences of GBTMSM, understanding
intersectional complexities influencing the sexual health and broader health of GBTMSM who

face additional marginalization according to overlapping marginalized identities.
Literature Review
Approach

The breadth of this project is quite extensive, and accordingly, it is essential that the
researcher takes the time to elucidate existing literature and relevant analysis vantage points for
studying the sexual health and broader health of GBTMSM. For this project, five primary areas
of interest should be reviewed to contextualize the research goals and method most effectively:
1) The Sexual Health & Broader Health of GBTMSM in Canada; 2) Overlapping Epidemics:
GBTMSM, Sexual Health, Mental Health, and Substance Use; 3) Structural and Systemic
Considerations for GBTMSM; 4) Non-Metropolitan & Rural GBTMSM; and 5) HIV

Incidence/Prevalence in SW Ontario.
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The Sexual Health & Broader Health of GBTMSM in Canada

It has been well-established that GBTMSM experience significantly worse health than
their heterosexual and/or cisgender counterparts. In particular, research from the United States
has demonstrated that GBTMSM face high rates of psychosocial problems, including depression,
anxiety, polysubstance use, adverse childhood events (ACESs) and intimate partner violence
(IPV) (Cochran et al., 2016; Stall et al., 2003; Parsons et al., 2012; Herrick et al., 2013).
Moreover, GBTMSM continue to demonstrate disproportionate rates of sexually transmitted
infections and HIV in comparison to their heterosexual and/or cisgender counterparts (Wolitski
& Fenton, 2011). In the Canadian context, similar health inequities have been reported. For
instance, in a study comparing a number of health behaviours and outcomes amongst gay,
bisexual, and heterosexual men, researchers described that gay and bisexual men reported a
significantly higher prevalence of mood or anxiety disorders and were significantly more likely
to report a history of lifetime suicidality (Brennan et al., 2010). In fact, gay and bisexual men
were four and six times more likely to report having ever seriously considering suicide in
comparison to heterosexual men (Brennan et al., 2010). Furthermore, gay men in Canada are
disproportionately impacted by sexually transmitted and blood-borne infections (STBBISs), with
26.6% of gay men reporting having ever been diagnosed with an STBBI compared to only 5.4%
of heterosexual men (Brennan et al., 2010). Connectedly, despite being estimated to represent
only 2.1% of Canadians (Tjepkema, 2008), GBTMSM account for the highest percentage of new
HIV diagnoses in Ontario at 58.8% (Wilton et al., 2016).

Contributing to these adverse health outcomes, research demonstrates that GBTMSM in
Canada experience significant barriers to accessing healthcare and social services, representing

challenges in accessing HIV and STBBI testing, 2SLGBTQIA+ informed care, and social
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support networks more generally (Tjepkema, 2008). In particular, data from the OutLook study
describes that in the Kitchener-Waterloo region of Ontario, less than half (45.5%) of GBTMSM
felt that there were enough sexual health services in the region that met their needs (Region of
Waterloo Public Health and Emergency Services, 2018). Specifically, inaccessible opening hours
and locations and a lack of 2SLGBTQIA+ specific sexual health services and competencies in
local healthcare professionals were described as barriers to accessing competent and validating
care (Region of Waterloo Public Health and Emergency Services, 2018). Alarmingly, these
barriers to accessing healthcare services seem to be exacerbated for GBTMSM who use
substances. In fact, Souleymanov et al., (2020) describe that amongst a sample of GBTMSM
who use drugs in Toronto, medical mistreatment and stigmatizing environments serve as barriers
for disclosing potentially sensitive health information. Because of these stigmatizing
environments, GBTMSM may avoid accessing healthcare and social services altogether,

perpetuating an unnecessary burden of harm (Souleymanov et al., 2020).
Overlapping Epidemics: GBTMSM, Sexual Health, Mental Health, and Substance Use

Although it is clear that GBTMSM in Canada experience significant health inequities, the
ways in which these various health disparities overlap and interact to form pathways contributing
to poor health outcomes is less well understood. An important emerging research area in the
GBTMSM sexual health and broader health sector is based on “syndemics”, a concept
introduced by Singer (2009) to characterize the set of enmeshed and mutually enhancing health
problems that synergistically, in a context of precarious social and physical conditions, influence
the overall disease burden and health of a population. In the context of GBTMSM sexual health
and broader health, the syndemics framework has most commonly been applied to better

contextualize the disproportionate HIV incidence facing GBTMSM as coexisting amongst other
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psychosocial challenges. In particular, by exploring how overlapping health inequities, or
syndemic indicators, such as disproportionate rates of IPV and ACEs (Tulloch et al., 2015) might
contribute to HIV risk by way of higher engagement in condomless anal intercourse (CAl)
amongst GBTMSM, researchers seek to underscore the relevance of conceptualizing the
physical, mental, and sexual health of GBTMSM as interrelated (Singer, 2009).

Research exploring GBTMSM-related syndemics in the Canadian context highlights that
an increased number of syndemic indicators is associated with greater engagement in CAl with a
serodiscordant (HIV status differs from their own) partner in the previous three months (Hart et
al., 2017). Connectedly, qualitative projects seeking to better characterize the specific pathways
by which these syndemic indicators influence the health of GBTMSM have elucidated the
significance of the relationship between historical traumas and current health-related behaviours.
In particular, Adam et al. (2017) demonstrates that, among a sample of GBTMSM in Toronto,
the synergism of ACEs with later episodes of depression or substance use is a primary pathway
for HIV-related risk behaviour. Moreover, it seems that migration and the transition from family
to post-secondary school or work represent minor modal pathways toward heightened HIV risk
(Adam et al., 2017). In the American context, Egan et al. (2011) reported similar findings,
suggesting that migration from a smaller region to a larger urban centre and/or familial rejection
are associated with depression or substance use, and as a result, heightened HIV risk.

Further studies have included an intersectional analysis, exploring how the syndemic
affecting GBTMSM may manifest uniquely amongst BIPOC GBTMSM, GBTMSM living with
HIV (LWH), and trans gay, bisexual, and other men who have sex with men (GBMSM). For
syndemics research focusing on BIPOC GBTMSM, research has most commonly emphasized

the importance of recognizing the role of systemic racism and race-related discrimination for
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comprehensively understanding HIV risk amongst BIPOC GBTMSM. For instance, Quinn
(2019) proposes an intersectional syndemic lens for Black GBTMSM, describing those
experiences of sexual and race-related marginalization that create barriers to accessing HIV
knowledge and care, meanwhile, rigid masculinity norms, homophobia, White-centred systems
and internalized homonegativity serve to exacerbate existing disparities facing Black GBTMSM.
As well, Black GBTMSM are privier to the oppression of interlocking systems, such as
community violence, criminal justice involvement and unaddressed mental health needs (Quinn,
2019). Similarly, Wilson et al. (2014) posits that structural, social, and biological factors interact
in the context of social marginalization to put Black and Latino GBTMSM at higher risk for
HIV. In particular, researchers demonstrate that the synergism of substance abuse, trauma,
incarceration, and poverty in part, explains the disproportionate HIV burden facing Black and
Latino GBTMSM in New York City (Wilson et al., 2014). Importantly, Wilson et al. (2016)
implicates resilience within the HIV-related syndemic facing Black GBTMSM, demonstrating
that hardiness and adaptive coping may play a significant role in reducing the HIV risk facing
Black GBTMSM above and beyond social support.

Although the HIV-related syndemics literature concerned with trans GBMSM is
somewhat limited, research here most commonly seeks to characterize how cisnormativity might
create barriers to accessing healthcare and social services. In particular, Poteat et al. (2016)
demonstrates that community-level and structural-level discriminatory laws which discourage
trans GBMSM from accessing sexual health services might minimize HIV testing and care.
However, social gender transitioning may serve as a protective factor, reducing the influence of

syndemic indicators on wellbeing (Poteat et al., 2016).
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In comparison, for GBTMSM LWH, literature commonly explores how psychosocial
problems may influence treatment initiation and adherence. In particular, Friedman et al. (2015)
highlight the association between syndemic count and ART adherence, demonstrating that in a
sample of men who have sex with men (MSM) from Los Angeles, Pittsburgh, Chicago, and
Baltimore, when more syndemic indicators are present, lower adherence is reported. As well,
syndemic count was highly associated with a high viral load (VVL), most especially for BIPOC
GBTMSM, GBTMSM of a lower SES and recently diagnosed GBTMSM living with HIV.
Pantalone et al. (2016) report a similar situation amongst MSM in Northwestern United States,
demonstrating that the presence of syndemic indicators serves as a barrier to ART adherence,
positive health, and healthcare utilization. In particular, those reporting three or four indicators
had a more than three-fold increase of being non-adherent to ART (Pantalone et al., 2016). In
addition, recognizing that little is known about the effects of the HIV-related syndemic on
GBTMSM LWH beyond poor ART adherence, Harkness et al. (2019) sought to explore the most
common syndemic indicators and their correlations with CAl amongst GBMSM LWH in the
Boston, Massachusetts region. The researchers reported that ACEs, post-traumatic stress disorder
(PTSD), anxiety and polysubstance use were the most common syndemic indicators, and a
substantial amount of GBTMSM LWH reported two, three, or four of these indicators (Harkness
et al., 2019). As well, between 27%-43% of the sample reported serodiscordant (HIV-status
differs from their own) CAI; the likelihood of CAI increased by 1.34 with each additional
syndemic indicator (Harkness et al., 2019).

An additional useful lens for interpreting the overlapping health problems experienced by
GBTMSM is the concept of minority stress, introduced by Meyer (1995) to characterize the

chronic stress experienced by LGBTQ+ individuals facing consistent marginalization and
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discrimination. Broadly, this experienced stress includes societal and community stigmatization,
the internalization of this stigmatization, or internalized homophobia/transphobia, and those
actual experiences of prejudice and violence (Meyer, 1995). In 2003, Meyer expanded on their
initial proposition, describing that via the social stress experienced under prejudicial and hostile
societal environments, LGBTQ+ individuals face a higher prevalence of mental health problems
than their heterosexual/cisgender counterparts (Meyer, 2003).

For GBTMSM-related research, the minority stress framework has been implemented to
understand how stigmatization, discrimination and homophobic and/or transphobic societal
attitudes may impact the mental, physical, and sexual health of GBTMSM across multiple levels
(Hatzenbuehler & Pachankis, 2016). For instance, Bruce et al. (2015) explored minority stress in
light of positive identity growth and concealment amongst gay, bisexual, queer, and other men
who have sex with men (GBQMSM) in the Chicago, Illinois area. Here, experiencing stigma was
associated with internalized homophobia and major depressive symptoms, while concealment
stress showed a direct effect on major depression (Bruce et al., 2015). Similarly, Gibbs &
Goldbach (2015) highlight that internalized homophobia is a strong predictor of suicidal
behaviour and thoughts amongst LGBTQ+ individuals across the United States, most especially
for those who grew up in religious contexts. Further, Reisner et al. (2015) describe that in the
United States, identifying as a member of the LGBTQ+ community represents an increased
propensity to struggling with alcohol, marijuana, and other substance use.

Other studies have included an intersectional lens to examine how minority stress
manifests uniquely amongst BIPOC LGBTQ+ individuals who face discrimination according to
their sexual orientation and/or race and gender identity. In particular, Cyrus (2017) describes that

racialized LGBTQ+ individuals are adversely affected by the cumulative impacts of
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discrimination and social exclusion, including racism from the LGBTQ+ community and
homophobia and heterosexism from their racial/ethnic communities. As a result, BIPOC
LGBTQ+ individuals are at a heightened risk for mental illness but face significant barriers to
accessing quality care (Cyrus, 2017). Moreover, amongst a sample of Black GBTMSM involved
in the Ballroom community in Los Angeles, Wong et al. (2014) demonstrate a significant
association between distal stress, including racism and homophobia, gay identification, and
internalized homophobia. However, social support and denser social networks served to
moderate these associations, reducing the effects of the experienced minority stress (Wong et al.,
2014).

As well, research has also demonstrated the significance of resilience and social support
as attenuators for the relationship between minority stress and poor health. In particular, Breslow
et al. (2015) highlight that amongst a sample of trans people from across the United States,
resilience seemed to moderate the association between minority stress and psychological distress,
suggesting the importance of bolstering resilience amongst trans, non-binary and GNC GBMSM.
Similarly, parental acceptance and familial support have been implicated as moderators for the
relationship between minority stress and poor health. Feinstein et al. (2014) describe that
amongst a sample of leshians and gay men from across New York state, the relationship between
internalized homonegativity and rejection sensitivity were positively correlated with depression
only for those with less accepting family members. Further, Woodford et al. (2015) describes
that amongst a sample of LGBTQ+ post-secondary students at a large Midwestern United States
university, exercise and having other LGBTQ+ friends moderated the effects of minority stress
on mental health problems and alcohol abuse (Woodford et al., 2015). Similarly, Toomey et al.

(2018) describe that amongst a sample of lesbian, gay, bisexual (LGB) young adults in the San
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Francisco area, involvement with LGBTQ+ organizations, garnering new friendships and
imagining a better future were associated with enhanced psychosocial adjustment and an
increased likelihood of high school completion.

In the Canadian context, work by Hart et al. (2018) neatly ties together ideas from both
minority stress and syndemics, highlighting that historical traumas and concurrent experiences of
marginalization and discrimination are equally relevant for explaining health inequities amongst
GBTMSM. In particular, by relying on the theoretical underpinnings of minority stress theory,
and emerging pathways presented by syndemics theory, the researchers demonstrated an
association between childhood abuse and anti-gay bullying victimization, and adult
psychological distress amongst GBTMSM in Toronto (Hart et al., 2018). Studies of this sort
emphasize the importance of including multiple frameworks when studying GBTMSM sexual
health and broader health, as in unison, these frameworks explain more than either could on its
own.

Despite the utility of syndemics and minority stress for characterizing how individual-
and community-level factors influence the sexual health and broader health of GBTMSM, it
remains less clear how systems and structures may underlie these factors, perpetuating health
inequities above and beyond individual behaviour and community climates. Accordingly, some
important questions have been raised regarding the utility of these aforementioned frameworks
for explaining how structures and systems both underlie and perpetuate health inequities facing
GBTMSM with other intersecting marginalized identities (see Lane et al., 2004; Quinn, 2019,
Wilson et al., 2014). As well, the syndemics framework in particular may be unnecessarily
stigmatizing, labelling certain individuals and behaviours as “risky” rather than interrogating

why this context of heightened risk may exist in the first place.
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Structural & Systemic Considerations for GBTMSM: The Importance of Intersectionality

Implicating structural and systemic variables as relevant factors influencing the sexual
health and broader health of GBTMSM is vital for better contextualizing these aforementioned
overlapping health disparities amongst a climate of heteronormativity, cisnormativity and racism.
By doing so, research can better capture how structural level factors, such as racism, may
mediate the relationship between individual behaviour and HIV transmission. For instance,
Chakrapani et al. (2007) situated the health of GBTMSM in Chennai, India as existing within a
web of multiple intersecting social and institutional contexts and experiences of stigmatization,
discrimination and violence across police, community, family, and healthcare systems. By doing
S0, the researchers more accurately describe HIV risk as not inherently associated with being
male-identified and having sex with other male-identified individuals, but rather, as a
shortcoming of widespread societal stigmatization, discrimination and minimal healthcare
services in place supporting GBTMSM in Chennai (Chakrapani et al., 2007). Similarly, Lane et
al. (2004) highlight that in the United States, individual factors alone fail to explain racial or
ethnic differences in HIV prevalence rates. Rather, structural violence seems to account for more
of these disparities, manifested along three ecological pathways: community rates of infection,
concurrent partnerships, and increased vulnerabilities (Lane et al., 2004). In addition, the
researchers describe emerging structural-level risk factors, including disproportionate rates of
incarceration of Black men and constraints on access to STBBI testing services as significant
predictors of HIV risk above and beyond individual behaviour (Lane et al., 2004).

Furthermore, a structural lens facilitates in an analysis that recognizes how negative
social responses to HIV remain pervasive in seriously affected communities, reproducing social

differences according to existing inequalities of class, race, gender, and sexuality (Parker &
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Aggleton, 2003). In particular, Phillips et al. (2013) demonstrates that in the North American
context, the criminalization of HIV disproportionately impacts Black and Indigenous GBTMSM
by reducing the social capital attained by these men, in turn, predicting lower rates of ART
access and adherence. Similarly, Doyle & Molix (2016) highlight the relevance of structural
violence and its association with reduced social capital for the wellbeing of GBTMSM; amongst
a sample of LGBTQ+ individuals from across the United States, for those who resided in states
with greater discriminatory public policy toward sexual minorities, structural violence moderated
the association between discrimination and social capital, in that a higher prevalence of structural
violence predicted fewer social ties and lower social support (Doyle & Molix, 2016). However,
in contrast, Irvin et al. (2014) describes that amongst a sample of Black GBTMSM from Atlanta,
Boston, Los Angeles, New York City, San Francisco and Washington, DC, healthcare-specific
racial discrimination was positively associated with seeing a healthcare provider, suggesting that
barriers beyond racial discrimination may be driving the disproportionate HIV burden facing
Black GBTMSM (Irvin et al., 2014).

In addition to racism, cisnormativity and heteronormativity seem to contribute to
instances of structural violence influencing the health of GBTMSM. In a study examining the
health of trans GBMSM from across Ontario, a high proportion of participants had never been
tested for HIV, and only one in five had been tested in the past year (Bauer et al., 2013). This
lack of HIV service uptake was attributed to limited outreach and education campaigns targeted
towards trans GBMSM and prior discriminatory healthcare experiences, creating barriers for
trans GBMSM to access testing and care (Bauer et al., 2013). Similarly, Knight et al. (2012)
describe that amongst a sample of young men and service providers in British Columbia,

heteronormative discourse conflating sexual orientation with STI/HIV risk alleviated concerns
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for STI/HIV exposure by virtue of their sexual identity rather than their sexual practices,
minimizing discussions about sexual health. Together, these findings describe the shortcomings
of cisnormativity and heteronormativity in the healthcare sector, in that these systems create
environments where the sexual health needs of GBTMSM are either overlooked (Bauer et al.,
2013), or overemphasized (Knight et al., 2012).

Clearly, a structural and intersectional framework is important for implicating structural
violence and characterizing the experiences of racialized GBTMSM and trans GBMSM.
However, the few studies integrating such a lens are conducted in large metropolitan centres,
leaving some questions remaining regarding the generalizability of these findings to GBTMSM

living in small to mid-sized regions.
Non-Metropolitan & Rural GBTMSM

Although it has been well-documented that many GBTMSM migrate to large urban
centers upon entering early adulthood (Egan et al., 2011) a substantial portion of GBTMSM
return to or remain in less populated rural areas (Kazyak, 2011), such as the SW Ontario region.
It is important to highlight the heterogeneity of these less populated regions, recognizing that
non-metropolitan areas often consist of densely populated suburban and urban centres alongside
more sparsely populated rural areas. For instance, Hamilton, Ontario and Kitchener-Waterloo,
Ontario are within the SW Ontario region, and represent the ninth and tenth most populated city
centres in Canada, respectively. However, few would categorize these centres as metropolitan in
comparison to Toronto, Ontario and Montreal, Quebec, Canada’s two most populous
metropolitan regions. In comparison, Woodstock, Ontario, a smaller city outside of London,
Ontario falls much lower on this list, representing Canada’s seventieth most populated city

centre. Woodstock, Ontario is included in the catchment area of Regional HIVV/AIDS Connection
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(RHAC), an ASO in the overarching project’s sample based in London, Ontario. Although
Woodstock, Ontario and London, Ontario both fall within the SW Ontario region and neighbour
one another, their populations vary significantly; in comparison to Woodstock, Ontario, London,
Ontario represents Canada’s eleventh most populated city centre. Accordingly, although RHAC
is based in London, Ontario, an urban centre, the agency is tasked with engaging with GBTMSM
situated in and around Woodstock, Ontario, a much more rural region. These semi-urban/rural-
mixed regions are quite typical of SW Ontario and reflect the variability in population density
across the SW Ontario region.

In light of these nuances related to the heterogeneity associated with non-metropolitan
and rural regions, it is important to explore how living outside of a major metropolitan centre and
non-metropolitanism or rurality might be associated with unique health-related outcomes for
GBTMSM. Research in this area most commonly highlights an association between higher rates
of discrimination in non-metropolitan and rural areas and reduced access to health and social
services. For instance, in a sample of MSM from across Oklahoma, United States, Hubach et al.
(2017) describe that the stigma experienced by MSM in non-metropolitan and rural areas
contributes to less LGBTQ+-related competencies amongst service providers, serving as a barrier
to accessing quality care. Moreover, for LGBTQ+ Australian and Torres Strait Islander youth,
Brown et al. (2015) highlight that because of the presence of less LGBTQ+ visibility in non-
metropolitan regions, rural LGBT youth may experience barriers to accessing mental health care
and other services. In connection, Cain et al. (2017) & Lyons et al. (2014) highlight that for
GBTMSM in the United States and Australia, living in a rural area is associated with lower
social support, self-esteem, life-satisfaction and higher internalized homonegativity, perhaps

reflecting the consequence of the limited structures and services in place for GBTMSM in non-
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metropolitan regions. As well, for GBTMSM LWH, a similar situation prevails; Hubach et al.
(2015) report that amongst a sample of rural GBTMSM LWH from the south-central Indiana,
United States area, HIV-related stigma experienced at the interpersonal and community level

creates barriers to disclosing their status.

In contrast to these findings, Felson & Adamcyzk (2017) highlight the significance of
LGBTQ+ affirming spaces, even in smaller regions. In their US-National study, researchers
reported less mental health disparities between sexual minorities and others in areas highly
concentrated with LGBTQ+ people. Interestingly, these findings also applied to states that are
less tolerant towards LGBTQ+ people (Felson & Adamcyzk, 2017). The researchers attributed
this unexpected finding to the significance of queer enclaves and the associated social support for
bolstering resilience even in the face of adversity (Felson & Adamcyzk, 2017). As well, research
with gay and lesbian individuals residing in Midwestern, United States by Kazyak (2011)
suggests that some GBTMSM may actually return back to rural areas upon migrating to urban
enclaves. This suggests the presence of important social support and community mediators that
attenuate the effects of a higher prevalence of stigma and discrimination in rural areas (Kazyak,
2011). On a similar note, Giano & Hubach (2019) describe that amongst a sample of GBTMSM
residing in Oklahoma, United States, ACEs, including childhood bullying and maltreatment,
were only significantly linked to GBTMSM living in metropolitan areas, suggesting that
GBTMSM living in more rural areas might have unique support networks that serve to mitigate
the effects of ACEs and bolster resiliency.

Reflecting on the relevance of structural violence for the wellbeing of GBTMSM, it is
important to consider the individual experiences of GBTMSM in non-metropolitan and rural

regions, but also to understand how the systems and services in place in these areas might
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influence health. Research on rural GBTMSM that includes a structural analysis highlights that
in general, a lack of sexual minority-affirming policies, institutional practices and hostile cultural
norms leads to reduced access to quality care (Hubach et al., 2019). Because of this reduced
access to quality care, GBTMSM living in more rural areas across the United States have been
demonstrated to be less likely to test for HIV as well as other STBBIs and are less privy to
receive condoms or other prevention tools or counselling (McKenney et al., 2017). Further,
considering the influence of these structural factors on individual service provider competencies
and attitudes, Rowan et al. (2019) highlight that in a sample of providers in rural United States,
the majority (75%) automatically assumed their patients were cisgender. Connectedly, about half
(40%) indicated the need for more education (Rowan et al., 2019). In a similar project, Patterson
et al. (2019) describe that only about half of the service providers in their sample felt competent
to treat LGBTQ+ patients. Within this sample, providers recounted feeling uncomfortable with
LGBTQ+ clients, and being unfamiliar about the use of proper language (Patterson et al., 2019).
Together, these studies exploring the influence of structures and policies for the health of
GBTMSM in non-metropolitan and rural areas emphasize that there is much work to be done.
However, these projects most commonly come from the United States. Accordingly, Canadian
research in this area is needed to better understand how GBTMSM living in non-metropolitan

and rural areas of Canada experience social support and healthcare and social services.
HIV Incidence/Prevalence in Southwestern Ontario

Although detailed region-specific demographic data is lacking, it seems that GBTMSM
in the SW Ontario region continue to be disproportionately affected by HIV compared to their
heterosexual and/or cisgender counterparts. Data from the Ontario HIV Epidemiology and

Surveillance Initiative (OHESI) helps to illuminate the HIV incidence/prevalence amongst
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GBMSM (inclusive of trans men) in Ontario more broadly. According to OHESI, from 2010-
2019, between 62-67% of people diagnosed with HIV for the first time identified as GBMSM,
depending on the year (OHESI, 2021a). Detailed data from OHESI describes that although
overall rates of HIV diagnoses in Ontario decreased in 2019, this decrease was only found in
White men, whereas the rate of racialized men diagnosed with HIV increased (OHESI, 