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Abstract

An intervention to address stigma directed toward HIV-positive men and to enhance the sexual health of
gay and bisexual men was developed through a community-based process involving HIV prevention
workers, public health, government, and researchers. The intervention aimed to diminish stigma, create
greater support for HIV-positive men, make disclosure safer and easier, discourage reliance on
disclosure to prevent transmission, and encourage testing. The question, “If you were rejected every
time you disclosed, would you?” was widely disseminated in the gay community and supported by the
website, hivstigma.com, to encourage participation in blog-based discussions. Eight bloggers moderated
lively discussions over 5 months. There were 20,844 unique visitors to the site averaging more than 5
minutes each; 4,384 visitors returned more than 10 times. 1,942 men answered a pre-test survey on a
popular gay dating site and 1,791, a post-test evaluation. Results show a statistically significant shift
among those aware of the intervention toward reduced stigma-related attitudes and behaviors, and
toward recognition that HIV positive gay men face stigma in the gay community and that stigma reduces
the likelihood of HIV disclosure.

This paper reports on the creation, implementation, and evaluation of an innovative web-supported
stigma-reduction intervention for gay and bisexual men. The identification of HIV-related stigma as a
priority for a province-wide campaign arose from a lengthy community-based committee process. Local
research also showed the role of stigma in the difficulties experienced by HIV-positive men in disclosing
sero-status and in the perceptions and assumptions that set the stage for high-risk sexual encounters.
Out of this process came an ambitious strategy intended to move beyond telegraphic social marketing
messages often directed toward gay and bisexual men toward a plan to engage local communities in
reflecting on and advancing an ethic of social interaction that aims to reduce HIV transmission and
enhance the well-being of HIV-positive people. Perceiving that gay and bisexual men have become
somewhat inured to repeated safe sex messaging, this intervention sought to connect with the concerns
and risk perceptions of men by encouraging them to participate in discussions hosted on a new website,
hivstigma.com. The intent was to engage the discourses of moral reasoning and sexual decision-making
circulating in local communities of gay and bisexual men and to stimulate community-building by
providing a forum for dialogue that could affect local cultures to enhance sexual health. The
effectiveness of the intervention was gauged through a pre and post-test survey of men solicited
primarily through a popular gay contact website that was completely independent of the intervention
(29).

Design and objectives
The hivstigma.com campaign, then, was grounded in the community mobilization model developed
through the 1980s and 1990s that succeeded in generating a cultural shift toward safer sex and played a
major role in reducing HIV transmission in gay communities (3; 11; 22; 23; 28; 34). This community
mobilization model was realized both as process and as intervention. The primary forum for the

generation of the intervention was a year and a half of meetings of the Gay Men’s Sexual Health Alliance
(GMSH) a broad-based consortium of community members drawn from frontline HIV prevention work,
along with representatives from public health, government, and research, plus staff support from the
provincial government, the GMSH, and a marketing design firm. This lengthy set of community
meetings included strong representation of HIV-positive gay and bisexual men, and men drawn from
diverse ethno-racial communities, who worked on identifying the campaign priorities, theme, and byline. The intervention was also conceived as a form of community mobilization, where community
members devised a campaign to stimulate dialogue about stigmatizing attitudes and practices among
themselves, rather than as a “behaviour change technique” (1) that would typically be designed and
implemented by professionals with a pre-set, bounded audience of paid volunteers. As Bos et al. (9)
argue, successful anti-stigma interventions must make people “aware that stigma exists, that it can take
certain forms, that is harmful, and that each person can contribute to reducing stigma…, should create a
safe environment to discuss stigma-related values and beliefs,… should use the language of the target
population….[and] PLWHA should be involved in AIDS stigma-reducing interventions at all levels.”
Stigma is perhaps best conceived as a form of social exclusion (21) that limits opportunities and
life-chances, and can lead to psychological distress (35). It can also influence situations of vulnerability
for HIV transmission in sexual interactions where potential partners interpret risk by bringing sometimes
conflicting and inaccurate assumptions to bear in making decisions about safe sex (6). These
assumptions, in turn, tend to be embedded in sometimes incompatible discourses carried by different
circuits of men in local gay scenes (5). In a number of instances, HIV-positive and HIV-negative men
bring different assumptions to bear in interpreting a partner’s willingness to have unprotected anal
intercourse (UAI), with some positive men presuming that only positive partners would be willing to do
so, while some negative men presume the opposite, an interaction that has been observed in other
cities as well (2; 7; 15; 17; 20; 24; 26; 27; 30-33; 36; 37). The persistence of assumptions about sero-

status tends to be connected to the anxieties and difficulties experienced by HIV-positive men in
disclosing their sero-status to new people (4; 8; 33) which, in turn, stems from the anticipation of
rejection and fear of others revealing this information within social networks. This was a primary form
of stigma identified by HIV-positive men engaged in the community process and it is a form of rejection
experienced within a larger context of HIV stigma prevalent in the surrounding society (10; 12; 13).
The hivstigma.com campaign was a community-level intervention, premised not primarily on an
information bite or telegraphic command, but on a question, If you were rejected every time you
disclosed, would you? The social marketing campaign, centred on this question was intended to be
sufficiently provocative to encourage public reflection and conversation, and to invite men to a website
where the implications of HIV stigma could be addressed in a web-based public forum. The objectives
were to:


raise awareness that HIV stigma is negatively impacting the health of gay and bisexual men and
their ability to prevent transmission of HIV;



reduce stigmatizing practices directed toward HIV-positive men by appealing to HIV-negative
men to consider how their actions and messages harm, reject, or discriminate against them;



encourage HIV negative men to reflect on how rejecting men who do disclose their HIV
(positive) status ultimately discourages disclosure;



engage the discourses circulating in local communities of gay and bisexual that inform risk
assessment and safer sex decision making.

The intent of the web forum was to draw members of local gay communities into reflecting on, and
moving forward, an ethic of social and sexual interaction. The web forum sought to cultivate civil
society insofar as it provided an accessible, virtual location where participants could move beyond the
conversations occurring inside their own social networks—or even inside their own minds—to a more
broad-based community-level discussion concerning the interactional dynamics that engender stigma

and situations of vulnerability to HIV transmission. The campaign, consisting of traditional media
advertising, local community outreach, and the website was an attempt to instigate a process to affect
local cultures in a way that could enhance sexual health.
The by-line, If you were rejected every time you disclosed, would you?, did not invite a quick,
reflex answer, but was intended to initiate a dialogue that could open a set of complex issues. In a social
context where the Canadian judiciary is asserting disclosure as an obligation of HIV-positive people
before engaging in sex where there is a significant risk of passing on HIV, the question, If you were
rejected every time you disclosed, would you?, invited a dialogue around such issues as:
•the disjuncture between emerging case law constructing an obligation to disclose versus a common
sentiment in the gay community that disclosure is unnecessary if safer sex is practised,
•questioning the reliance on disclosure of HIV status as a primary method of preventing HIV
transmission over the consistent practice of safer sex,
•the problems inherent in assuming that HIV positive men will disclose their HIV status before engaging
in unprotected sex or when sero-sorting because: (a) this underestimates the difficulty of disclosure on
the part of HIV-positive people who must repeatedly negotiate between an obligation to disclose and a
fear of rejection by sexual and intimate partners, and (b) this approach is premised on prospective
sexual partners accurately knowing their HIV status when an estimated 30% of HIV-positive gay men are
undiagnosed (25),
•the importance of safer sex, not disclosure, as the more effective HIV prevention technique.
In addition, by reducing stigma, the HIV stigma campaign might be able to foster a social environment
where: (a) HIV-positive men feel greater social support, are less vulnerable to depression and anxiety,
and thereby experience improved sexual health, (b) perhaps paradoxically (or better said, dialectically),
HIV-positive men could find it easier to disclose if the prospect of mistreatment were lessened, and (c)
those who had not (recently) been tested for HIV could feel greater security in discovering their HIV

status with less fear of stigmatization. In short, the campaign and website attempted to make a
contribution toward ameliorating some of the underlying social and psychological determinants that
have been linked to unsafe practices as research evidence links such factors as depression and lack of
social support to HIV vulnerability (6; 14; 16; 18; 19; 31; 38).

Implementation
The launch of the HIV stigma campaign took a three-pronged approach: (1) development of a provincewide advertising strategy, (2) creation of a range of promotional materials delivered by frontline
outreach workers across the province, and (3) development of an attractive, professional and interactive
website that would provide essential information, referrals, and a community forum moderated by eight
blog facilitators. A single graphic with the campaign by-line superimposed on a schematic image of two
partially clothed bodies in apparently intimate contact served as the branding for the campaign and the
lure to bring participants to the website.
Figure 1 approximately here
This graphic was circulated on billboards, in print media (gay, entertainment, and ethno-cultural media
in fourteen languages), in online advertisements, and in outreach materials (condom packs, posters, T
shirts, post cards) distributed to gay venues by HIV prevention workers in ASOs across the province. The
GMSH and the health ministry partnered with twenty-five ASOs across the province, plus sexual health
clinics, public health units, and other community-based organizations with HIV programming or gay
clientele. Prevention workers from partner ASOs participated in a one-day orientation workshop in
advance of the campaign launch.
The campaign organizers worked with a professional ad design agency, Top Drawer Creative
Inc., to develop the campaign tools and promotional strategies. Seven campaign concepts were focus
tested through two in-person focus groups, one of HIV positive and one of HIV negative gay men, as well

as an online survey of over 300 men from across Ontario. Participants were drawn from diverse ages
and ethno-racial backgrounds. The focus test data were reviewed by committees of the GMSH and a
final creative was selected.
The campaign website included an introductory sequence that featured the creative with “yes”
and “no” click boxes. Once the reader chose an answer, he would see a quick, animated informational
introduction delivered by a professional actor that focused on a few basic points: how stigma
discourages disclosure; that 30% of HIV-positive men who have sex with men do not know they are
positive; 17% of gay men in Ontario are HIV-positive; disclosure cannot be relied on as an HIV
prevention technique; and stigmatizing potential sex partners with HIV does not help avoid HIV
transmission. The website main page featured the eight campaign blog facilitators, a diverse group of
HIV positive and HIV negative gay men, an interactive quiz game, as well as links to information and
referrals. Each blogger showed a thumbnail picture with a link to a short video where they set out in
their own words the issues associated with the objectives of the intervention.

The website and blogs
Statistics kept on the website (from October 2008 to February 2009) showed that 20,844 unique visitors
(80.4% from Ontario) came to the site and averaged a comparatively long 5 minutes and 47 seconds on
the site during their visits. Visitors to the website viewed an average of 4.86 pages per visit. Some 4,384
visitors returned more than 10 times to the site to view or post comments.
Lively and lengthy discussions unfolded on the eight blog sites during the five months of the
intervention covering such topics as: the sources, forms, and consequences of HIV stigma; what stigma
and rejection mean and how they might be better conceptualized; problems of avoiding HIV versus
avoiding HIV-positive persons and the relational and emotional consequences of the latter; parallel and
intersecting stigmas experienced around homophobia, age, race, and trans/gender; how HIV stigma and

rejection might be challenged; the ethics and practicalities of disclosure; implied versus explicit
disclosure; the difficulty and situationality of disclosure; responsibility and (informed) consent in HIV
transmission; ideals and divisions in making gay community; community building versus stigma; and the
morality of disclosure and HIV risk taking. A full analysis of the complex discourses that emerged on the
website exceeds the parameters of this paper and will be presented separately. Concluding remarks
posted by two of the blog facilitators give a sense of the range of issues covered during the intervention
period.
From Tim’s blog:
We’ve covered a lot of ground, from experiences in the baths and people’s reactions
when poz people “come out,” to the etiquette of asking and telling, how stigma,
pozphobia and (recently) criminalization produce silences, and the different
assumptions that poz and neg guys bring to sex in the middle of that silence. Finally, we
mused about poz pride as a strategy to fight pozphobia, and there was a discussion
about whether talk about poz pride and attention to poz guys might make being poz
cool — and therefore encourage people to want to seroconvert....Some of the reaction
to this discussion and especially discussions around criminalization has been that poz
people are projecting themselves as victims in order to cover “irresponsible” behaviour.
That in fact we are avoiding the responsibilities that come with the rights .... We have
countered that pozphobia and discrimination often make it difficult to disclose.
Sometimes our arguments have made me feel uncomfortable. I think that we have to
reaffirm our responsibility to “come out” if anything we are doing puts someone else at
risk. What’s more, I think this debate has also made clear an added responsibility for poz
people — to fight against pozphobia, to ensure the risks and consequences of disclosing
are not so great as to prevent anyone from doing it.

From Vijay’s blog:
In considering what it means to be a young HIV negative gay guy of colour trying to
navigate my way through the world of HIV and related fear, shame and guilt I have
found myself asking some really difficult questions. Some of my blogging is reflective of
those exponential thought processes and, I hope of my growth as well. Before this
campaign I had always placed myself in the very positive yet sedentary category of “ally”
when it came to the issue of HIV stigma. My understanding of the issue, not unlike the
understanding of many other HIV negative gay guys I know, merely followed the linear
“1. I do not have HIV, 2. This isn’t really an issue for me, and 3. I don’t think I
discriminate against positive guys model of thinking. Through the rich and albeit at times
difficult emotional dialogue that I have participated in through this website, lunchrooms,
bars and sidewalks stemming from the campaign I have learned and come to a
realization of where and how I fit into the picture – and it wasn’t always pretty. There
were a lot of things that I was doing (not discussing sero-status before sex, buying into
“clean-UB2” type language etc) that negatively contributed to the experience of positive
guys. Digging a little deeper, I found that a lot of the reasons that I was engaging in these
harmful behaviors was because I didn’t realize how it was impacting HIV stigma – there
was NO DIALOGUE in my community, social networks or otherwise. But I hope that this
is changing. I believe this campaign is an important beginning step in that change.

Evaluation methods
The campaign evaluation was conducted by two independent consultants (SR and VR) working in
consultation with the GMSH. A full evaluation report is available (29). Evaluation of community-level
interventions, and particularly interventions with multiple objectives, can be especially challenging. The

“community” population typically has fuzzy boundaries at best and is not easily accessed. Sorting the
effects of an intervention from surrounding socio-historical inputs into beliefs and practices also poses
methodological challenges. The evaluative approach reported here proceeded through several steps:
Members of a popular gay contact website were invited by e-mail to fill out a web-based pretest in September 2008 to gauge stigma-related attitudes, beliefs and behaviors, risk practices, and
demographics of respondents. N=1942
1. Members of the same website were invited at the end of the intervention in April 2009 to
complete a post-test survey. N=1791. In addition to the pre-test questions, the post-test asked
a number of questions about awareness of the intervention and the media through which
respondents became aware of it.
2. The demographics of the survey participants were compared between the pre- and post-test
and analyzed using chi-square tests. Awareness rates for the post-test sample by demographics
were investigated and analyzed using chi-square tests. The responses to stigma-related survey
questions of survey participants who were aware of the intervention were compared to
unaware participants (including the pre-test respondents) using logistic regression controlling
for time and demographics. The responses to each HIV stigma-related survey question were
categorized into two groups (agree vs. did not agree) and treated as dependent variables. A
multivariable logistic regression for each outcome question was run to assess the effect of the
intervention while controlling for time (pre-/post-test), sexual identity (gay or homosexual,
bisexual, straight or heterosexual, other), age (under 25, 25-34, 35-44, 45-54, 55 and over),
place of residence (Eastern Ontario, Greater Toronto, Northern Ontario, Ottawa and area,
Southwestern and Central), education (high school, 1-2 years college or university, 3 or 4 year
degree, post-graduate or professional degree), HIV status (positive, negative or unknown), and
sexual risk (UAI with a casual male partner of unknown or different status, UAI with a casual

male partner of the same status, no UAI). This modeling produced adjusted odds ratios
reflecting the odds of agreeing to the question for the aware group in comparison to the
unaware group. A .01% significance level was used to identify significant effects.
By comparing pre- and post-test samples, it was possible to see if unaware respondents had changed
over the period of the intervention and whether respondents who became aware of the intervention
showed a change. Post-test respondents who were aware of the intervention were also compared to
post-test respondents who were unaware of it. Because some men may have responded to both the
pre- and post-tests, there is likely some violation of the regression model’s assumption of independence
between pre- and post-samples. This evaluation did not have the ability to identify those particular
respondents and therefore could not adjust for the correlation. However, any consequential effect on
the results is attenuated by the large sample and tight significance cut-offs.

Results
The demographic profile of respondents in the pre-test and post-test was very similar (see Table 1).
Only two dimensions showed a statistical difference from the pre- to the post-test: (1) a higher number
of “unknown or unclassified” in the ethno-cultural category in the post-test (N=83, 4.6%) compared to
the pre-test (N=30, 1.5%) and (2) more HIV-positive respondents (N=146, 8.2%) in the post-test
compared to the pre-test (N=112, 5.8%). The greater willingness of respondents to disclose seropositivity in the post-test may itself have been influenced by the effect of the intervention as
seropositivity among those aware of the intervention was 13.1% compared to 4.5% among those not
aware.
Insert table 1 here
The profile of respondents aware of the intervention was as follows: Overall, 42.2% (N=756)
reported awareness of the intervention. There was a strong gradient of awareness by sexual

orientation: gay-identified men were more aware of the intervention than bisexuals, and bisexuals,
more than heterosexual-identified men. Younger men were more aware than older. Men living in
major cities were more aware than those in smaller centres or rural areas. Better educated respondents
were more aware. HIV-positive men were more aware than men who were HIV-negative or of unknown
status. Men who reported UAI with a casual male partner of unknown or different status were more
aware, and men who reported UAI with a casual male partner of the same status were also more aware,
than men who reported no UAI.
Insert table 2 here
Awareness did not vary significantly by country of birth, first language, or income. Over 75% of men
who were aware of the campaign were exposed to three or more types of campaign media. Of those
aware of the overall campaign, 71.8% were exposed to print media, 69.3% were exposed to other online promotions, 68.9% were exposed to campaign promotion products, 55.7% were exposed to outdoor
public media, 50.9% were exposed to community outreach activities, and 25.9% were exposed to the
campaign website or blogs. No one medium or strategy dominated across multiple questions in relation
to campaign effect. It appeared that all three components of the campaign – the website, traditional
advertising, and community outreach with campaign materials – were necessary to realize the campaign
effect.
Table 3 shows the effect of being aware of the intervention on selected survey results controlling for
time, sexual identity, age, place of residence, education, HIV status, and sexual risk. The effect of time is
also shown in the table. Respondents aware of the intervention were significantly (p < 0.001) more
likely to agree to the following questions when compared to pre-test respondents and unaware posttest respondents:
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•

I think gay men with HIV are reluctant to disclose their HIV status to their sexual partners because
they do not want to be rejected.

•

I think gay men with HIV face stigma and discrimination within the gay community.

They were significantly (p < 0.001) less likely to agree that:
•

If a gay man has HIV there is no excuse for him not to talk about his HIV status before having sex
with a new partner.

•

I use terms like “clean” or “disease-free” when I cruise for sex on-line… (Always, usually, or
sometimes versus never. This question was not applicable for 242 respondents (n=3,491).)

•

I seek sex partners with the same HIV status as mine as a way to prevent HIV transmission.

That there is very little time effect in Table 3 shows that there likely were not changes to the social
context that could be explained by the campaign having an effect on the unaware. In addition, a
corresponding post-test analysis (not shown) produced very similar campaign effects indicating that the
presence of latent factors affecting both responses to stigma-related questions and awareness is
unlikely to exist and pointing toward the robust nature of the results. A separate sub-analysis showed
no significant difference in the effect of the campaign on men differentiated by sero-status (not shown).
Insert table 3 here

Conclusion
Stigma is a concept that can refer to a wide range of historically shifting practices, attitudes, and
difficulties. Among the mix of elements entering into public images of people with HIV in contemporary
Canadian society are: press coverage of criminal prosecutions for HIV transmission, popular discourses
distinguishing “innocent victims” from other people living with HIV, public health messaging, and the
work of AIDS service organizations. In this environment, HIV-negative gay and bisexual men may face
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dilemmas of how to separate rejection of the virus from rejection of men who have the virus. HIVpositive men face dilemmas of how to find intimacy and sex when potential partners may be fearful or
rejecting. HIV-positive men articulated these kinds of dilemmas as central to their experience of HIV
stigma through the lengthy process that generated the hivstigma.com campaign.
The HIV stigma campaign intervention succeeded in increasing awareness of HIV stigma among
gay and bisexual men in Ontario and attracted considerable participation in a web-based forum on the
ways in which stigma affects the lives of HIV-positive men and on the role that stigma may play in
creating situations of vulnerability to HIV transmission. Grounded on an extensive period of community
discussion among a wide range of stakeholders, the awareness campaign and web forum invited gay,
bisexual, and other men who have sex with men to bring their concerns and anxieties about HIV and
stigma to the table, providing a collective space in which to work through perceptions and
(mis)understandings related to HIV risk management in everyday lives. The extensive set of postings,
and the more than four thousand web visitors who returned more than ten times to the site, indicate
that the site struck a chord with many community members and stimulated dialogues that likely spilled
over into other contexts of daily life. The large sample of men drawn from a popular gay contact site
showed that those who were aware of the campaign were significantly more aware of stigma and its
role in HIV transmission at the conclusion of the intervention, compared to pre-test respondents and
unaware post-test respondents.
Community-level interventions of this type, nevertheless, present important challenges for
evaluation. While they attempt to delve into the underlying social determinants of HIV transmission,
they do not lend themselves easily to the demonstration of clear behavioural change, whether direct or
indirect. Whereas the clinical model, common in intervention research, follows a controlled set of
participants over time to measure efficacy, and is then left with the problem of bridging from clinical
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efficacy to community effectiveness, the community intervention goes directly to its intended audience
but cannot “control,” or even know definitively, the boundaries of “community.” In this intervention,
then, measuring the reach of the campaign and the degree of awareness among community members
was an essential part of the evaluation as exposure to it was sure to be uneven. Community
interventions are, as well, expensive and organizationally complex investments whose long-term effects
are not easily determined. Their potential is in their engagement with many different sectors of a
community differentiated by region, age, social class, sero-status, and ethno-cultural background and in
the possibility of impacting popular discourses circulating among social networks that influence
everyday risk decision-making.
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Table 1: Summary of Pre and Post Survey Samples by Demographics
Pre (n=1,942)

Post (n=1,791)

Frequency

Percent

Frequency

Percent

Gay or homosexual

1,296

66.7%

1170

65.3%

Bisexual

578

29.8%

551

30.8%

Straight or heterosexual

32

1.6%

36

2.0%

Other2

36

1.9%

34

1.9%

under 25 years

202

10.4%

180

10.1%

25-34 years

341

17.6%

472

26.4%

35-44 years

543

28.0%

521

29.1%

45-54 years

532

27.4%

508

28.4%

55 years and over

324

16.7%

290

16.2%

Canada

1,688

86.9%

1,528

85.3%

Other

254

13.1%

263

14.7%

p-value1

Sexual Identity

0.74

Age

0.76

Country of Birth

Residence

0.16
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Eastern Ontario

130

6.7%

112

6.3%

Greater Toronto

906

46.7%

842

47.0%

Northern Ontario

140

7.2%

105

5.9%

Ottawa and area

241

12.4%

221

12.3%

Southwestern & Central

525

27.0%

511

28.5%

English

1,666

85.8%

1,511

84.4%

French

138

7.1%

126

7.0%

Other

138

7.1%

154

8.6%

Eastern, Northern, Southern)

1,626

83.7%

1,393

77.8%

Aboriginal

81

4.2%

97

5.4%

Asian (East, Southeast, South)

94

4.8%

114

6.4%

Other

111

5.7%

104

5.8%

Unknown or unclassified

30

1.5%

83

4.6%

0.46

First Language

0.24

Ethnic or Cultural Heritage3
European (British, French,

*0.00
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Table 1(cont.): Summary of Pre and Post Survey Samples by Categories of Analysis
Pre (n=1,942)

Post (n=1,791)

Frequency

Percent

Frequency

Percent

High school graduate or less

427

22.0%

365

20.4%

1-2 years college or university

640

33.0%

581

32.4%

3 or 4 year degree

463

23.8%

443

24.7%

412

21.2%

402

22.4%

$0 - < $50,000

661

34.0%

627

35.0%

$50,000 - < $100,000

755

38.9%

642

35.9%

$100,000 or more

371

19.1%

346

19.3%

Refused

155

8.0%

176

9.8%

HIV positive

112

5.8%

146

8.2%

HIV negative

1,561

80.4%

1,367

76.3%

Unknown

269

13.9%

278

15.5%

p-value

Education

Post-graduate or professional
degree

0.54

Household Income

0.11

HIV Status

*0.00
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Sexual Risk
UAI with a casual male partner of
unknown or different status

412

21.2%

382

21.3%

the same status

403

20.8%

292

16.3%

No UAI

1,127

58.0%

1,117

62.4%

UAI with a casual male partner of

*0.00

1. p-value of the chi-squared test of homogeneity (independence of proportions). Significant
differences with p-values of 0.05 or less are marked with an asterisk.
2. Other includes “Two-spirited” and “Other (please specify)”
3. “Aboriginal” includes all respondents who indicated Aboriginal regardless of other indications.
“Asian” includes anyone not Aboriginal who indicated Asian. “Other” includes anyone not
Aboriginal or Asian who indicated an ethnicity other than European. “European” includes
anyone who indicated European and not Aboriginal, Asian, or Other. “Unknown or unclassified”
includes respondents who did not indicate any of the choices provided and either provided no
text or unclassifiable text.
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Table 2: Stigma Campaign Awareness Overall and by Categories of Analysis1
Stigma Web Surveys (n=1,791)
Percent of
Frequency

Total in

Aware

Category

category
aware
All Groups

756

1,791

42.2%

Gay or homosexual

614

1,170

52.5%

Bisexual

120

551

21.8%

4

36

11.1%

18

34

31.4%

756

1,791

42.2%

Sexual Identity Q2

Straight or heterosexual
Other2
Total
p-value3

<0.001

**

Age Group Q3
under 25 years

83

180

46.1%

25-34

142

292

48.6%

35-44

247

521

47.4%

45-54

186

508

36.6%

55+

98

290

33.8%

Total

756

1,791

42.2%

p-value3

<0.001

Country of Birth Q4
Canada

628

1,528

41.1%

Other

128

263

48.7%

**
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Table 2: Stigma Campaign Awareness Overall and by Categories of Analysis1
Stigma Web Surveys (n=1,791)
Percent of
Frequency

Total in

Aware

Category

category
aware
Total

756

1,791

p-value3

42.2%
0.022

*

Residence Q5
Central Ontario

33

111

29.7%

Eastern Ontario

28

112

25.0%

Greater Toronto

431

842

51.2%

Northern Ontario

27

105

25.7%

Ottawa and area

97

221

43.9%

Southwestern Ontario

140

400

35.0%

Total

756

1,791

42.2%

p-value3

<0.001

First Language Q6
English only

631

1,511

41.8%

French (and not Other)

57

126

45.2%

Other

68

154

44.2%

Total

756

1,791

42.2%

p-value3

0.66

Ethnic/Cultural Status Q7
European (British, Eastern, Northern,
Southern)

476

1,137

41.9%

**
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Table 2: Stigma Campaign Awareness Overall and by Categories of Analysis1
Stigma Web Surveys (n=1,791)
Percent of
Frequency

Total in

Aware

Category

category
aware
French (includes French first language)

106

256

41.4%

Aboriginal

46

97

47.4%

Asian (East, Southeast, South)

57

114

50.0%

Other

42

104

40.4%

Unknown or unclassified

29

83

34.9%

756

1,791

42.2%

Total
p-value3

0.308

Table 2 (cont.): Stigma Campaign Awareness Overall and by Categories of Analysis1
Stigma Web Surveys (n=1,791)
Percent of
Frequency

Total in

Aware

Category

category
aware

Education Q8
Some high school or high school graduate

108

365

29.6%

1-2 years college or university

229

581

39.4%

3 or 4 year degree

216

443

48.8%

Post-graduate or professional degree

203

402

50.5%

Total

756

1,791

42.2%

p-value3

<0.001

**
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Table 2 (cont.): Stigma Campaign Awareness Overall and by Categories of Analysis1
Stigma Web Surveys (n=1,791)
Percent of
Frequency

Total in

Aware

Category

category
aware

Household Income Q9
$0 - < $50,000

266

627

42.4%

$50,000 - < $100,000

277

642

43.2%

$100,000 or more

154

346

44.5%

59

176

33.5%

756

1,791

42.2%

Refused
Total
p-value3

0.092

HIV Status Q10
HIV positive

99

146

67.8%

HIV negative

572

1,367

41.8%

85

278

30.6%

756

1,791

42.2%

Unknown4
Total
p-value3

<0.001

Sexual Risk

UAI with a casual male partner of
unknown or different status

182

382

47.6%

same status

136

292

46.6%

No UAI

438

1,117

39.2%

UAI with a casual male partner of the

**
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Table 2 (cont.): Stigma Campaign Awareness Overall and by Categories of Analysis1
Stigma Web Surveys (n=1,791)
Percent of
Frequency

Total in

Aware

Category

category
aware
Total
p-value3

756

1,791

42.2%
0.004

**

1. This table reports findings for the Stigma survey Q23 “Have you seen the HIV Stigma gay men’s
campaign (sample picture provided)?”
2. “Other” includes “Two spirited” and “Other (please specify)”
3. p-value of chi-squared test of homogeneity (independence of proportions). * significant at the
0.05 level; ** significant at the 0.01 level.
4. “Unknown” includes “Haven’t tested or don’t know” and “Refused”
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Table 3:

Survey Outcome Frequencies and Percentages by Time and Intervention Awareness and Analysis of Intervention Effect
on Survey Outcomes controlling for Time, HIV Status, Sexual Identity, Age Group, Place of Residence, Education Level
and Sexual Risk using Logistic Regressions (n=3,733)
Pre Test

Post Test

(n=1,942)

(n=1,791)

Intervention Effect

Unaware

Unaware

Aware

(n=1,942)

(n=1,035)

(n=756)

Time Effect

OR of
Survey Outcomes

pagreeing (99%

Frequency

Frequency

p-value

OR (99% CI)

Frequency

value
CI)

(%)

(%)

(%)

652 (33.6%)

284 (27.4%)

198 (26.2%)

I think that gay men with HIV
are likely to disclose their HIV

0.98 (0.73,

status to their sexual partners

0.75 (0.60,
0.871

1.31)

0.001
0.94)

I think gay men with HIV are
reluctant to disclose their HIV
status to their sexual partners

1.48 (1.12,
1,268 (65.3%)

636 (61.4%)

553 (73.1%)

because they do not want to

0.88 (0.71,
<0.001

1.96)

0.105
1.08)

be rejected

If a gay man has HIV there is
no excuse for him not to talk
about his HIV status before

0.63 (0.45,
1,617 (83.3%)

having sex with a new
partner

877 (84.7%)

555 (73.4%)

1.06 (0.80,
<0.001

0.87)

0.591
1.41)
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I think gay men with HIV face
stigma and discrimination

1.82 (1.34,
1,362 (70.1%)

665 (64.3%)

613 (81.1%)

within the gay community

0.85 (0.69,
<0.001

2.47)

0.065
1.06)

I use terms like “clean” or
“disease-free” when I cruise
for sex on-line… Always,
usually, or sometimes (versus
never) (this question was

0.64 (0.46,
1,472 (80.7%)

814 (83.3%)

460 (66.7%)

applicable for 1,824 pre test,

0.99 (0.74,
<0.001

0.91)

0.955
1.34)

977 post test unaware and
690 post test aware
respondents)

I seek sex partners with the
same HIV status as mine as a
0.67 (0.50,
way to prevent HIV

1,485 (76.5%)

820 (79.2%)

523 (69.2%)

1.17 (0.91,
<0.001

0.91)

0.106
1.50)

transmission.

I have no problem having sex
with men with HIV as long as
we have safe sex. (this
1.39 (1.03,
question was applicable for

561 (30.8%)

283 (28.6%)

272 (41.4%)
1.87)

1,819 pre test, 988 post test
unaware and 690 post test
aware respondents)

1.03 (0.81,
0.004

0.728
1.31)
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