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INTRODUCTION: 
 

The decline of AIDS cases and deaths in the past several years has largely been due to the 
development of antiretroviral therapies and to HIV prevention efforts.1  Rather than focusing on 
the advances in antiretroviral therapies, I will focus on HIV prevention efforts.  Previous HIV 
prevention efforts have been very successful at increasing the knowledge of HIV/AIDS as well 
as changing the attitudes and risky behaviors of men who have sex with men and injection drug 
users, among other groups at risk for HIV.2  However, at this stage of the AIDS epidemic, 
current HIV prevention efforts have not completely addressed the populations that are most in 
need of prevention interventions, Latinos being one such population. 

   
Latinos are disproportionately affected by HIV/AIDS.  Through June 2000, Latinos 

accounted for 18% of total AIDS cases and 20% of total AIDS cases among women, although 
they represent only 12.5% of the U.S. population according to the 2000 census.3  In this report, I 
will address this overrepresentation by examining the most effective ways to prevent the spread 
of HIV/AIDS among Latinos.  There are a myriad of factors that contribute to this 
overrepresentation, but I will focus on two contributory factors: the dearth of effective 
prevention programs targeted specifically towards Latinos and the role of stigma in inhibiting 
testing for HIV.  The CDC, the Henry J. Kaiser Family Foundation, the Washington State 
Department of Health website, the University of California San Francisco’s extensive HIV/AIDS 
website, as well as the work and studies on HIV prevention and stigma of many other scholars 
have provided me with invaluable information for this report.  Another source of information and 
support has been my Community Partner, Suzanne Morrissey.  Professor Morrissey has been 
particularly helpful in arranging the interview for this report as well as helping me guide, narrow, 
and focus my research. 

 
Based on the existing quantitative and qualitative data that I compiled, as well as information 

I received from a case study and an interview, two factors (among many) help to explain why 
Latinos are disproportionately affected by HIV/AIDS.  The lack of prevention interventions 
geared towards Latinos and stigma related to HIV/AIDS have definitely inhibited testing for HIV 
and explain the disproportionate number of Latinos affected by HIV/AIDS.  Given these 
impediments, I propose more prevention studies and interventions targeted towards Latinos.  
Further, stigma should be recognized as a barrier to HIV prevention.  Correcting for stigma is 
particularly problematic because it is so imbedded in larger social and cultural contexts.4  
However, more studies should, as much as possible, determine concretely how and whom stigma 
affects.   
 
 
 
                                                
1 “No Time to Lose: Getting More From HIV Prevention” (Washington, 2001), 1. 
2 Ibid., 1. 
3 Amaro, Hortensia, Valencia, Dellanira, and Vega, Rodolfo. “Gender, Context, and HIV Prevention Among 
Latinos.” In Health Issues in the Latino Community, eds. Marilyn Aguirre-Molina, Carlos W. Molina, and Ruth Enid 
Zambrana, 301. 
4 Valdiserri, Ronald. “HIV/AIDS Stigma: An Impediment to Public Health,” American Journal of Public Health 92, 
no. 3 (2002): 341 
 



SCHOLARLY LITERATURE: 
 
 Prevention interventions attempt to prevent the sexual transmission, the parenteral 
transmission, as well as the perinatal transmission of HIV.5  Naturally, the approaches to 
preventing the transmission of HIV vary according to the three above modes of transmission.  
Valdiserri et al. in Accomplishments in HIV prevention science: implications for stemming the 
epidemic outline several different prevention interventions.  They demonstrate that there are two 
main approaches to preventing the sexual transmission of HIV: behavioral change interventions 
and the diagnosis and treatment of other sexually transmitted infections (STIs).6  Accordingly, 
behavioral change interventions vary significantly.  Behavioral interventions can take the form of 
small-group sessions, HIV counseling and testing, community-level interventions, or structural-
level interventions.7  The aim of all behavioral interventions is to change behavior, even though 
there are differences among forms of behavioral interventions.  For instance, small group 
sessions are one approach to change behavior.  Voluntary HIV testing and counseling is yet 
another approach to change behavior.  Community-level interventions are different in that they 
try to “change behaviors by changing social norms regarding risk behaviors, and by increasing 
the social acceptability of safer behaviors.”8  Structural level interventions aim to “promote safer 
behavior by influencing laws and policies.”9   
   

The second approach to preventing the sexual transmission of HIV, as outlined by 
Valdiserri et al., is the diagnosis and treatment of sexually transmitted infections.  This approach 
is important to preventing the sexual transmission of HIV, because STIs are markers for possible 
HIV positive status.10  Moreover, STIs also increase the transmission and acquisition of HIV.11  
“The risk of transmitting and acquiring HIV is increased three- to fivefold by both ulcerative and 
nonulcerative STIs.”12  Valdiserri et al. also discuss the approaches to preventing the parenteral 
transmission of HIV, which include improving the safety of the blood supply, improving the 
safety of health-care settings, as well as preventing the spread of HIV among injection drug users 
(IDUs).13  Again, there are several approaches to reducing the transmission of HIV among IDUs: 
behavioral risk reduction, drug treatment, and access to sterile injection equipment for IDUs.14  
Finally, as Valdiserri et al. demonstrate, prevention interventions must attempt to prevent the 
transmission of perinatal transmission of HIV.15 

 
Although Valdiserri et al. outline many different prevention interventions, most of the 

scholarly literature and studies that I found debate the effectiveness of behavioral change 

                                                
5 McCrary, Eugene, Ogden, Lydia, and Valdiserri, Ronald. “Accomplishments in HIV prevention science: 
implications for stemming the epidemic.” Nature Medicine 9, no. 7 (2003): 881-886. 
6 Ibid., 881-882. 
7 Ibid., 881-886. 
8 Ibid., 882. 
9 Ibid. 
10 Ibid. 
11 Ibid. 
12 Ibid. 
13 Ibid., 883. 
14 Ibid. 
15 Ibid., 884. 



prevention interventions.  Thus, for the purposes of this report, I have decided to focus almost 
exclusively on behavioral change preventions. 

 
The Centers for Disease and Control’s HIV/AIDS Prevention Research Synthesis (PRS) 

Project, entitled, Compendium of HIV Prevention Interventions with Evidence of Effectiveness, 
has been instrumental in guiding my research.  Essentially, the compendium is a compilation of 
effective behavioral change prevention interventions.  These interventions are targeted towards 
the four major risk groups for HIV/AIDS: drug users, heterosexual adults, men who have sex 
with men, and youth.  All of the interventions are of the small group or community-level form, 
with a few exceptions.  There are a total of 14 small group interventions and 4 community level 
interventions.  The remaining interventions are classroom interventions and counseling 
interventions that could arguably be of the small group variety.  The process for selecting which 
prevention interventions to include as effective was as follows.  The PRS reviewed a total of 276 
potentially relevant studies.  The PRS considered a relevant study to be one that included one of 
the following outcomes: sex-related behaviors, HIV testing behavior, drug-related behaviors, and 
health outcomes.16  Of the 276 potentially relevant studies, 223 studies met the criteria for 
relevance, and therefore were screened for methodological rigor, of which 124 were found to be 
rigorous.  The remaining 124 were then narrowed down to 65 behavioral change interventions 
conducted in the U.S.  The 65 studies then had to meet the criteria of effectiveness of the PRS.  
The criteria of effectiveness was as follows: studies had to have “positive results that represent a 
statistically significant difference between the intervention and the control or comparison 
condition” as well as “no statistically significant negative findings on PRS relevant outcomes”.17 

 
Regardless of form or targeted risk group, the interventions all stressed key elements that 

made for a successful intervention.  A majority of the interventions were grounded in previously 
validated theoretical models, like the Transtheoretical Model of Behavioral Change, the Social 
Cognitive Theory, the Relapse Prevention Theory, the Health Belief Model and Theory of 
Reasoned Action, to name a few.  The Compendium did not describe the theoretical models in 
detail, so it is hard to extract specificities from the theoretical models that led to successful 
interventions.  Other elements that were raised in a majority of the interventions were: the 
presence of role model stories; a better understanding of AIDS, HIV infection, HIV transmission 
methods, risks of drugs, risks of drug injection, risk of sexual behavior; identifying barriers to 
safer sex practices; condom use; attitudes towards condoms; practicing condom skills; role-
playing scenarios where participants had to ask partners to use condoms; general communication 
skills; assertiveness training; general health education; strategies to access drug abuse treatment; 
skills building; sexual assertiveness; learning negotiation skills; assessing personal risk; 
identifying barriers to risk; and exploring social norms.  All of the intervention programs used a 
combination of these elements, within different settings, within the four major risk groups for 
HIV.  Arguably, it is these fundamental elements in the interventions that led to successful 
change in behavior, whether sexual or drug-related.  All of these elements are a part of 
prevention.  Education, for example, is a part of prevention.  It is important though to note the 
difference between prevention and education.  In general, HIV/AIDS education and prevention 
are used interchangeably.  However, education as the John Hopkins AIDS Service website states, 

                                                
16 Centers for Disease Control and Prevention, Compendium of HIV Prevention Interventions with Evidence of 
Effectiveness, 2001 (Atlanta, Georgia). 
17 Ibid. 



“refers to the transmittal of knowledge -- in this case, knowledge of HIV transmission patterns, 
risks, and methods to avoid risk.”18 Thus, education is not the same as prevention; it is however a 
crucial element to prevention. 

   
One of the goals of the compendium as stated in its introduction is that the interventions 

are effective across a variety of populations and settings.  In other words, the prevention 
interventions are a cure-all for everyone: 

 
The Compendium provides state-of-the-science information about interventions with evidence of reducing 
sex- and/or drug-related risks, and the rate of HIV/STD infections. These interventions have been effective 
with a variety of populations, e.g., clinic patients, heterosexual men and women, high-risk youth, 
incarcerated populations, injection drug users, and men who have sex with men. They have been delivered 
to individuals, groups, and communities in settings such as storefronts, gay bars, health centers, housing 
communities, and schools.19 
 

The compendium claims to be comprised of interventions that are all-encompassing and address 
all major risk groups, however, as several literary scholars, Amaro, Vega, and Valencia 
poignantly assert in Gender, Context, and HIV Prevention, “The Compendium, however, does 
not report differential effects of ethnicity and gender.”20  Another problem that is addressed by 
Amaro et al. is that none of the interventions were in Spanish, so “it is not clear whether they 
would be effective (if translated) with monolingual Spanish speakers, recent immigrants, or less 
acculturated Latinos.”21  Amaro et al. also argue that the compendium does not specifically 
target Latinos, which leads them to suggest the “need for empirical studies on the effectiveness 
of HIV prevention strategies that (1) are geared towards Latinos; (2) are contextual in nature; (3) 
include the contexts of oppression and gender; and (4) incorporate important ingredients of 
culture and gender role norms and practices in the design, development, and implementation of 
preventive intervention.”22 
 
 Many of the suggestions that Amaro et al. make above have been made by several other 
scholars.  For example, Gerardo Marin in AIDS Prevention Among Hispanics: Needs, Risk 
Behaviors, and Cultural Values calls for culture-specific interventions for Latinos.  As Marin 
affirms, the main cultural values of Latinos must be understood and implemented in order for 
prevention interventions to be effective.  One cultural value is familialism, which is “a value 
which includes a sense of obligation to provide emotional and material support to the members 
of the extended family.”23  Another cultural value is collectivism, “which reflects the importance 
assigned to friends and members of the extended family who may be providing companionship 
and helping to solve personal problems.”24  Simpatia, which “mandates politeness and respect 
and discourages criticism, confrontation, and assertiveness”, as well as personalismo or “the 
preference for relationships with members of the ingroup” and respeto, “the need to maintain and 

                                                
18 Prevention: Introduction and Crucial Concepts. 17 Nov. 2006 <http://hopkins-
aids.edu/prevention/prevention1.html>. 
19 Ibid., vii. 
20 Amaro, “Gender, Context, and HIV Prevention Among Latinos”, 314. 
21 Ibid. 
22 Ibid. 
23 Marin, Gerardo. “AIDS Prevention Among Hispanics: Needs, Risk Behaviors, and Cultural Values.” Public 
Health Reports 104, no. 5 (1989): 414. 
24 Ibid. 



defend one’s personal integrity and that of others” are all cultural values important to understand 
in order to effectively implement successful interventions.25 
 
 Similarly, Russell, Alexander, and Corbo argue for the need of culture-specific 
interventions to reduce the risk of HIV infection among Latinas in Developing Culture-Specific 
Interventions for Latinas to Reduce HIV High-Risk Behaviors (Throughout this report I use the 
term Latinos when referring to men and women, and Latinas when referring specifically to 
women).  Russell et al. also address the larger social context that affects the risk of Latinas.  
“Although race and class do not determine HIV infection, a structure of racism leading to greater 
likelihood of poverty and drug abuse in urban minority communities creates an environment of 
high risk for many Latinas.”26  Also, they assert that “gender roles and social status affect sexual 
risk behaviors and the difficulty for Latinas in reducing their risk of HIV infection.”27  As noted 
above by Marin, Russell et al. also discuss the role of traditional cultural values for Latinos such 
as marianismo and machismo that can conflict with behaviors that decrease the risk of HIV.  
“Latinas are socialized to be submissive and obedient to the male.  This norm is based on the 
concept of marianismo, described as a spiritual superiority to men and an ability to endure 
suffering induced by men.”28  The cultural factors described by Russell et al. have often times 
not been considered by researchers when developing behavioral interventions to reduce HIV 
infection.  Accordingly, Russell et al. point out that Latino culture, gender norms, issues of class, 
and ethnicity all must be considered to ensure effective prevention interventions. 
 
 Torres, Garcia, and Burgos in Subverting Culture: Promoting HIV/AIDS Prevention 
Among Puerto Rican and Dominican Women approach the topic of culture-specific prevention 
from a different perspective.  In their article, Torres et al. review the HIV/AIDS literature, and 
suggest that “cultural variables are most often framed as barriers to risk-reduction behaviors.  
This is especially true about Latinas.  In this case, certain beliefs and values such as machismo, 
marianismo, and familismo have been typically associated only with risky behaviors such as 
unprotected sex and drug use.”29  Thus, they affirm that cultural values sometimes impede 
HIV/AIDS prevention, but also can promote such prevention.  The authors point out one 
qualitative study (VOCES) that speaks directly to the tension between protective and risk-related 
cultural norms.  “The researchers identified several social norms and normative beliefs that may 
hinder safer sex, including what follows: (a) ‘women should not speak about sexuality, 
particularly with strangers or in large groups’; (b) ‘sexual practices linked to reproduction are 
moral while those that are engaged in solely for pleasure are immoral’; (c) ‘pleasurable and 
complete sexual relations require penetration’; (d) ‘women should please their partners during 
sexual intercourse.’”30  Later, however, as Torres et al. state, “the protective nature of 
marianismo was also present in the following norms and beliefs that the women identified that 
may facilitate HIV/AIDS protection: (a) the belief in abstinence or virginity; (b) women’s need 

                                                
25 Ibid. 
26 Alexander, Mary, Corbo, Kathleen, Russell, Lucie. “Developing Culture-Specific Interventions for Latinas to 
Reduce HIV High-Risk Behaviors.” JANAC 11, no. 3 (2000): 71. 
27 Ibid. 
28 Ibid. 
29 Ortiz-Torres, Blanca, Serrano-Garcia, Irma, and Torres-Burgos, Nelida. “Subverting Culture: Promoting 
HIV/AIDS Prevention Among Puerto Rican and Dominican Women.” American Journal of Community Psychology 
28, no. 6 (2000): 861. 
30 Ibid., 868. 



to care for themselves so they can care for others; and (c) women’s need to be perceived as 
chaste, pure, and moral rather than promiscuous, loose, or immoral.”31  These conflicting cultural 
norms are also described later: “on the one hand, women feel strong and determined; on the 
other, they should please their partners.”32  The authors admit that traditional roles of gender and 
sexuality still are dominant, but interventions such as the one above have given Latinas room to 
reconsider and modify their cultural norms.33 
 
 One of the main criticisms Amaro had of the Compendium was that it was not  conducted 
in Spanish.  A study by Jane Miller, Differences in AIDS Knowledge Among Spanish and English 
Speakers by Socioeconomic Status and Ability to Speak English, addresses the importance of 
interventions conducted in Spanish.  Interventions conducted in Spanish are more effective at 
promoting HIV/AIDS knowledge as well as eliminating linguistic and cultural barriers for 
Latinos.34  Miller asked 460 adults in the New Jersey area to respond to a questionnaire of 
general AIDS knowledge.  Participants had the choice of responding to the questionnaire in 
English or Spanish.  After collecting the data, Miller broke the participants into three separate 
groups: “(1) 408 respondents who spoke English at home (of whom 23 were of Hispanic origin), 
(2) 32 respondents who reported speaking Spanish at home, but who filled out the questionnaire 
in English, and (3) 20 respondents who reported speaking Spanish at home and who filled out the 
questionnaire in Spanish.”35  Miller found that there were “substantial differences in AIDS 
knowledge between English and Spanish speakers, with particularly large knowledge deficits 
among persons who completed the questionnaire in Spanish.”36  Also, “within each language 
group, general AIDS knowledge increased with education.”37  Miller found that all “respondents 
were more likely to understand the ways AIDS can be transmitted than ways AIDS cannot be 
transmitted.”38  Furthermore, Miller found that “a poor understanding of AIDS and how it is 
transmitted was also shown among persons of low SES, regardless of race, ethnicity, or language 
spoken.”39  Miller’s study highlights the importance of cultural barriers, socioeconomic, and 
language barriers when implementing prevention interventions for Latinos. 
 
 Another piece of scholarly literature that was extremely informative and helpful for this 
report was the Systematic Review of HIV Behavioral Prevention Research in Latinos, which was 
commissioned by the Surgeon General’s Leadership campaign on AIDS and was completed in 
collaboration by the University of California, San Francisco AIDS Research Institute and the 
Cochrane Collaborative Review Group on HIV/AIDS.  This systematic review seems to be a 
direct response to the recommendations raised by Amaro et al., as described above.  Similar to 
the Compendium, the systematic review focused on the four major risk groups for HIV: MSM, 
IDUs, heterosexuals, and youth/adolescents.  As stated in its introduction, the systematic review, 
“developed a standard set of inclusion and exclusion criteria based on the methodological quality 

                                                
31 Ibid. 
32 Ibid., 876. 
33 Ibid., 877. 
34 Miller, Jane. “Differences in AIDS Knowledge Among Spanish and English Speakers by Socioeconomic Status 
and Ability to Speak English.” Journal of Urban Health 77, no. 3 (2000): 422. 
35 Ibid., 417. 
36 Ibid., 422. 
37 Ibid., 419. 
38 Ibid., 420. 
39 Ibid., 422. 



of the study, and our ability to extract information specific to Latino participants.  Following a 
rigorous search of the literature and an application of our inclusion criteria, we identified a total 
of 15 methodologically sound controlled intervention trials.”40  Of the 15 interventions, 3 were 
not Randomized Controlled Trials, and were therefore not discussed in detail in the review.  
However, of the 12 interventions, 5 of the interventions focused on heterosexuals, 4 of the 
interventions focused on youths/adolescents, and 3 of the interventions focused on IDUs.  The 
systematic review did not find any intervention that met its methodological criteria that focused 
on MSM.  These interventions shared some common components that produced positive 
behavioral change, and these were: “cultural sensitivity, gender sensitivity, peer educators, skills 
training, and interventions that were longer in length…and grounded in theory.”41  Some of the 
positive behavioral changes included: “increasing condom use, decreasing the number of sexual 
partners, decreasing the sharing of needles, delaying the onset of intercourse, and improving 
communication with partners regarding safer sexual practices.”42  All of these positive 
behavioral changes are known to decrease HIV infection.43  One of the most alarming 
conclusions that emerged from this systematic review is the lack of interventions geared 
specifically towards Latinos as a whole (15 interventions-only 6 of which consisted of 100% 
Latino participants), a major gap in HIV/AIDS literature.44  Further, the systematic review points 
to the dearth of interventions and studies targeted towards Latino MSM and Latino heterosexuals 
in specific. 
  
 Considering the lack of HIV prevention interventions geared towards Latinos, it seems 
logical to infer that Latinos are getting tested for HIV at a disproportionately lower rate than their 
White counterparts.  However, according to the report, HIV Testing Among Racial/Ethnic 
Minorities—United States, 1999, minorities report getting tested for HIV at a higher rate than 
Whites.45  This report is the Centers for Disease and Control’s analysis of data from the 1999 
National Health Interview Survey (NHIS).  The 1999 NHIS interviewed 30,801 people, of which 
20,580 identified themselves as White, 4,993 as Hispanic, and 4,228 as Black.  In this survey, 
respondents were asked questions to determine high-risk behaviors, and were also asked if they 
had ever been tested or been tested in the last 12 months for HIV.  Also, respondents were asked 
to rate their own perceived risk of HIV/AIDS as high, medium, low, or none.  From these 
responses, the CDC found that: “Of all respondents (excluding those tested for blood donation), 
30.9% reported having been tested for HIV; blacks reported previous testing more frequently 
(45.5%) than Hispanics (33.1%) or whites (28.5%).”46  Ostensibly, this data suggests that 
minorities are getting tested at higher rates than Whites.  However, “Among those reporting a 
high or medium perceived risk, past HIV testing was reported more frequently by blacks (70.2%) 
than Hispanics (62.8%) or whites (50.7%).”47  So, the higher rates of HIV testing by minorities 

                                                
40 Darbes, Lynae A., Kennedy, Gail E., Peersman, Greet, Zohrabyan, Lev, and Rutherford, George W. Systematic 
Review of HIV Behavioral Prevention Research in Latinos, http://hivinsite.ucsf.edu/InSite?page=kb-00&doc=kb-07-
04-11, 2-3. 
41 Ibid., 21. 
42 Ibid., 3. 
43 Ibid. 
44 Ibid., 21. 
45 Anonymous, “HIV testing among racial/ethnic minorities—United States, 1999,” MMWR: Morbidity and 
Mortality Weekly Report 50, no.47 (2001): 1055. 
46 Ibid. 
47 Ibid. 



may only be due to the fact that these groups had higher perceived risk.  As the report states, 
“persons with perceived risk or who reported any HIV risk behavior were more likely than others 
to be tested.”48  Since minorities in this study had higher perceived risk, it makes sense that they 
were getting tested more frequently than Whites.  Therefore, it is problematic to claim that 
Whites are getting tested less frequently than minorities.      
 
 In fact, the opposite is found in the study by Sifakis, et al., HIV Prevalence, 
Unrecognized Infection, and HIV Testing Among Men Who have Sex with Men—Five U.S. Cities, 
June 2004-April 2005.  This study suggests that among Men who have Sex with Men (MSM), 
minorities are much more likely than Whites to not be aware of their HIV infection, which may 
reasonably be assumed to be due to not having been tested for HIV.49  In the study, a total of 
1,767 MSM were asked to fill out a questionnaire about sexual and drug-use behaviors, HIV-
testing behavior, and use of HIV-prevention services.  Also, participants agreed to take an HIV 
test.  Of the 1,767 participants, “35% were white, 27% were Hispanic, 25% were black, 7% 
multiracial/other, and 6% Asian/Pacific Islander.”50  Moreover, of the 1,767 participants 450 
tested positive for HIV.  Within these 450 HIV-infected MSM, 217 were unaware of their HIV 
infections.  Furthermore, “of the 217 MSM with unrecognized HIV infections, 64% were black, 
18% Hispanic, 11% white, and 6% multiracial/other.”51  Thus, among the MSM in this study, 
minorities were less likely to be tested for HIV than Whites.  The conclusions from this study 
correlate and also highlight the importance of the findings from the Systematic Review, in that 
there have not been enough prevention interventions or studies geared towards Latino MSM.  
Another important finding from this study is the reasons listed by participants, both HIV-
negative and those with unrecognized HIV infection, for not getting tested for HIV.  The study 
found that MSM with unrecognized HIV infection (not tested) were much more likely to list 
reasons for not getting tested such as “Afraid to find out”, “Worried someone would find out 
results”, “Afraid of losing job, insurance, family, etc.”, and “Worried name would be reported to 
government” than MSM who were HIV-negative.52  This demonstrates that fear is a large barrier 
for HIV testing.     
 
 In addition to fear, stigma is another barrier that inhibits Latinos from getting tested for 
HIV.  As mentioned earlier, relatively few prevention interventions are geared towards Latinos.  
Similarly, I was unable to find many studies or articles that studied the role of stigma in direct 
relation to Latinos.  However, the literature is conclusive in suggesting that stigma is a barrier to 
HIV testing.53  For instance, in the article Critical Delays in HIV Testing and Care: the potential 
role of stigma, Chesney and Smith cite many studies and surveys that focus on the role of stigma 
as a barrier to HIV testing.  One survey cited by Chesney and Smith indicates that HIV/AIDS 
related stigma is a factor that leads to delayed HIV testing.  “In a survey of 828 gay and bisexual 
men living in Tucson and Portland who were unaware of their HIV status, two thirds endorsed 

                                                
48 Ibid. 
49 Flynn, C., LaLota, M., Metsch, L., and Sifakis, F. “HIV Prevalence, Unrecognized Infection, and HIV testing 
Among Men Who Have Sex with Men–Five U.S. Cities, June 2004-April 2005.” MMWR: Morbidity and Mortality 
Weekly Report 54, no. 24 (2005): 599. 
50 Ibid. 
51 Ibid. 
52 Ibid. 
53 Valdiserri, “HIV/AIDS Stigma: An Impediment to Public Health,” 341. 



the stigma surrounding HIV-positive persons as a reason for not seeking testing.”54  In addition, 
the stigma associated with HIV has affected the type of HIV testing that clients are more likely 
to use.  For example, Chesney and Smith cite studies that showed that “Persons at risk for HIV 
are more likely to seek testing when it is offered anonymously (i.e., no names are recorded) 
rather than confidentially (i.e., names are kept in confidential records).”55  The findings of this 
study, according to Chesney and Smith show that clients’ perceptions of stigma affect HIV 
testing.56  In fact, Chesney and Smith cite another study that found that perceived stigma is often 
a barrier to testing.  “A survey of 512 gay and bisexual men in Arizona revealed that the most 
common reason for not getting tested was not wanting the state health department to know that 
they tested positive.”57  These surveys and studies cited by Chesney and Smith indicate that 
stigma is an impediment to HIV testing and more generally HIV prevention efforts.            
 
RESEARCH METHODS: 
 

From the HIV/AIDS literature that I reviewed above, it is clear that the most effective 
way to prevent the spread of HIV/AIDS among Latinos is by considering cultural specificities, 
gender role norms, language, and the role of stigma and fear in the implementation of prevention 
interventions.  Cognizant of these important factors, I collected quantitative data on a national 
and state level, carried out a case study here on the local area, and conducted an interview with a 
Latino HIV/AIDS outreach worker. 
 
Data:   

 
The Centers for Disease and Control (CDC) was my main source for national HIV/AIDS 

statistics.  Most of the quantitative data I used in this report came from the CDC’s annual 
HIV/AIDS Surveillance Report.  In my own report, I used the CDC’s most recent report, which 
reflects statistics for 2004 as well as a previous CDC report from the year 1999.  From the State 
perspective, my quantitative data came from two main sources: the Washington State 
Department of Health and the Henry J. Kaiser Family Foundation website.  Most of the tables 
cited in this report are from the Washington State HIV/AIDS Surveillance Report which reflects 
statistics that are current as of 8/31/2006.  This report came from the Washington State 
Department of Health.  The remaining quantitative data came from the 2nd Half of 2005 
Epidemiology Report for the State of Washington, also found via the Washington State 
Department of Health.   

 
The CDC’s Surveillance Report as well as the Washington State Surveillance Report 

were very helpful, but also limited.  The reports were helpful because I was able to identify the 
manner in which the epidemic has changed in recent years, as well as see how HIV/AIDS has 
disproportionately affected Latinos, men and women alike.  However, none of the reports really 
differentiate the effects of ethnicity or gender.58  For example, from the CDC’s Surveillance 

                                                
54 Chesney, Margaret A., and Smith, Ashley W. “Critical Delays in HIV Testing and Care: The Potential Role of 
Stigma.” American Behavioral Scientist 42, no. 7 (1999): 1163. 
55Ibid. 
56 Ibid., 1164. 
57 Ibid. 
58 Amaro, “Gender, Context, and HIV Prevention Among Latinos,” 314. 



Report, the table that estimates the numbers of AIDS cases in adult and adolescent Hispanics by 
transmission category and place of birth, does not incorporate gender.  This also holds true for 
the table that estimates numbers of HIV cases.  The Washington State Department of Health also 
fails to incorporate gender in similar tables of their reports.  Being able to differentiate by gender 
is especially important given the manner in which the epidemic affects male and female 
populations differently.   

 
Another limit to these reports is the grouping of all Latinos under the name Hispanic.  

The terms Latino and Hispanic do not represent a homogenous group of people.  I think the 
terms Latino and Hispanic should be broken down into subgroups and ethnicities.  This would be 
particularly helpful, because certain studies have found that HIV/AIDS affects different Latino 
subgroups differently, and knowing which ethnicity is being overrepresented in the statistics 
would be crucial for targeted prevention interventions.59  Moreover, within the term Latino it is 
not clear whether immigrants or people who are afraid to report testing are included.  From the 
literary section above, it is clear that stigma attached to the disease as well as the HIV test itself 
inhibits HIV testing in the Latino community.  Another important consideration when analyzing 
statistics is the role of religion in the Latino community.  Religion is a major part of Latino 
culture and is another barrier to HIV testing.  In summation, the statistics reported in these 
reports are limited because they do not take into consideration factors such as different 
ethnicities, stigma, and religion.  The reported numbers of HIV/AIDS cases for Latinos may be 
deflated because of these important factors.        
 
Case Study: 

 
The literary section above demonstrates that there are many social, cultural, and linguistic 

barriers that inhibit HIV prevention efforts.  Furthermore, the quantitative data below details the 
trends of the AIDS epidemic in recent years.  To better understand whether these barriers exist at 
the local level, and whether recent trends of the AIDS epidemic are being carefully considered 
by local prevention efforts, I chose as my case study Blue Mountain Heart to Heart (BMHH).  
BMHH is a private non-profit HIV/AIDS organization located in Walla Walla, WA.  BMHH 
provides free and anonymous HIV counseling and testing, as well as support and assistance for 
those living with HIV/AIDS.  In addition, BMHH has implemented a Latino outreach prevention 
program (promotores de salud). 

 
I attempted to analyze the effectiveness of BMHH’s Latino outreach program.  In 

particular, I attempted to ascertain whether or not BMHH’s Latino outreach program is: 
culturally sensitive, considering gender role norms, addressing clients concerns of anonymity 
and stigma, and sufficiently adapting to recent trends of the AIDS epidemic.  It was not possible 
to determine the effectiveness of BMHH’s Latino outreach program in these areas due to the 
paucity of available data.  However, with quantitative data, I was able to analyze the 
effectiveness of BMHH’s Latino outreach program in terms of proportion of HIV tests done with 
Latinos. 

 
In order to do this, it is important to understand the changes that BMHH’s community 

prevention efforts have undergone.  Prior to September 1, 2004, all HIV counseling and testing 
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took place at the organization’s office.  After September 1, 2004, however, Latino outreach 
workers were trained in HIV counseling and testing.  Latino outreach workers were then able to 
administer HIV counseling and testing services outside of the office.  This key change in the 
outreach prevention program is important to note, because it is the way in which I analyze the 
effectiveness of BMHH’s Latino outreach program.  I examined the data before and after this 
date, and was able to determine the effects of training Latino outreach workers in HIV 
counseling and testing. 
 
Interview: 
 
 I conducted an interview with a Latino from the local community who works at an 
HIV/AIDS agency in Washington State as a promotor.  My community partner, as I mentioned 
previously, helped me coordinate and arrange this interview.  The person I interviewed asked to 
remain anonymous, and to respect his anonymity in this report, I have changed his name to Matt.  
Matt was very sincere, extremely open, and passionate about his work as a promotor and as an 
active community member.  As I mentioned earlier in the literary review section, one of the 
common components of successful interventions described in Systematic Review of HIV 
Behavioral Prevention Research in Latinos was the use of peer educators.60  For this reason, I 
chose to interview Matt.  I met Matt at an HIV/AIDS agency in Washington State, where the 
interview was conducted in Spanish, and lasted for approximately 35-45 minutes.  I recorded the 
interview in its entirety (see Appendix B).  I tried to base my questions (see Appendix A) in the 
HIV/AIDS literature that I read and from the quantitative data I had compiled.  Thus, I asked 
questions in regard to the promotores or outreach program, and its effectiveness.  I asked about 
the barriers or difficulties a promotor faces.  I asked questions about stigma and whether it is an 
obstacle in the community for testing.  I also asked what other barriers exist for HIV testing. 
 
DATA PRESENTATION: 
 
National: 

As I mentioned in the previous section, my quantitative data on HIV/AIDS represents 
statistics from a national as well as state level. From a national perspective, much of the 
quantitative data on HIV/AIDS overwhelmingly points to the fact that Latinos and minorities in 
general are disproportionately affected by HIV/AIDS.  

                                                
60 Systematic Review of HIV Behavioral Prevention Research in Latinos, 21. 



61 
 

As is shown in this graph, although Latinos represent less than 14% of the U.S. population, 
Latinos accounted for 19% of new AIDS cases reported in 2000. 
 

Similar disproportionality is seen among Latinas and their AIDS case rate.  Latinas have 
an AIDS case rate that is strikingly higher than that of White females.  Latinas have a case rate 
(per 100,000 population) of 11.1 compared to White females who have a case rate of 2.1.  
Latinas have a case rate that is five times as great as the case rate for White females.  Similarly, 
Latino males have a significantly higher case rate than that of White males, 37.9 to 12.3 
respectively.  
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These trends are also seen when estimated numbers of HIV cases are included with AIDS cases.  
Latinas have a case rate (per 100,000 population) of 16.3 compared White females that have a 
case rate of 3.2.  Latino men have a significantly higher case rate as well compared to White 
males, 60.2 to 18.7 respectively.  Latino men have a case rate that is three times that of White 
males. 
 

63 
Among Latino men and adolescents, the majority of AIDS cases are transmitted via Male-to-
male sexual (MSM) contact, as well as Injection drug use (IDU) and heterosexual contact.  For 
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Latinos, 43% of AIDS cases are transmitted by MSM, 25% of cases by IDU, and 25% of cases 
by heterosexual contact.   

64 
 

Over the past five years, the percentage of AIDS cases transmitted by heterosexual contact has 
increased for Latino men and adolescents.  This change in transmission categories is seen in the 
data from 1999, where heterosexual contact accounted for a small proportion of AIDS cases, 9% 
in 1999 to 25% in 2004. 
 

65 
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This table shows a shift in transmission of AIDS via heterosexual contact across all races and 
ethnicities.  For this reason, it is increasingly imperative that prevention interventions target the 
heterosexual group at risk for HIV.  The conclusions made by the Systematic Review of HIV 
Behavioral Prevention Research in Latinos seem to resonate in the data above.  The lack of 
interventions geared towards Latinos, and specifically towards Latino MSM and heterosexuals 
appears to be congruent with the statistics in the two tables above.    
 

The following table shows how Latino men and minorities in general are 
disproportionately represented in the Injection drug user category of transmission when 
compared to Whites.  28% of Latino men fall under the transmission category of IDU, while only 
10% of White males fall under that same category.  Also, this table shows the high rates of 
heterosexual contact transmission of AIDS in women of all race/ethnicities, 65% for Latinas, 
65% for African American women, as well as 57% for White women. 
 

66 
 
State: 

The following map demonstrates some of the problems with the CDC HIV/AIDS report.  
Due to the laws of Washington State, the state does not report HIV cases on a confidential name 
based system.  As stated in the Epidemiology Report, “Washington HIV case reports have not 
been accepted by the CDC into the national HIV database because of the name-only system 
reporting system”67.  Thus, one has to look directly at the Washington State Department of 
Health to find statistics about HIV, which is where I will turn to next. 

                                                
66 HIV/AIDS Surveillance Report, 2004, 21. 
67 HIV/AIDS Epidemiology Unit, Public Health – Seattle & King County, and Infectious Diseases and Reproductive 
Health Assessment Unit, Washington State Department of Health. HIV/AIDS Epidemiology Report. Second Half 
2005: Vol. 67. 



68 
Admittedly, I have not researched the debate about what form of reporting to use, whether name-
reporting, code-based reporting or name-to-code based reporting.  However, the HIV/AIDS 
literature has shown that Latinos and MSM prefer anonymous testing.  Thus, the form of 
reporting (anonymous or not) may have an impact on the reported cases of HIV/AIDS for 
Latinos in Washington.     
 

The HIV/AIDS statistics of the State of Washington for the most part mirror the same 
national trends shown above.  Through 2000, Latinos in the State of Washington accounted for 
9% of total HIV cases, although they represent only 7.5% of the Washington population 
according to the 2000 census.   
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In regards to HIV cases in the State of Washington, it is clear in the following table that Latinos 
and minorities in general have been disproportionately affected by HIV, especially when 
comparing the numbers of HIV cases today to HIV cases from earlier years.  HIV cases have 
increased for Latinos and minorities, while HIV cases for Whites have decreased.  From 1982-
1989 Whites comprised 86% of HIV cases, while from 1998 to 2006 Whites comprised 66% of 
HIV cases.  There was a 20% decrease in HIV cases between those periods.  Meanwhile, from 
1982-1989 Latinos comprised 2% of HIV cases, while from 1998 to 2006 Latinos comprised 
10% of HIV cases.  There was a 8% increase in HIV cases between those periods.   
 

70 
 
These trends hold true for AIDS cases in the State of Washington.  AIDS cases increased for 
Latinos and minorities, while AIDS cases decreased for Whites.  There was a 22% decrease in 
AIDS cases for Whites from 1982 to 2006, while there was a 7% increase in AIDS cases for 
Latinos from 1982 to 2006. 
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71 
On a national level, Latino men were much more likely than Whites to be exposed to 

HIV/AIDS via Injection drug use.  Correspondingly, in the State of Washington, although by a 
narrower margin, Latino men are more likely to be exposed to HIV/AIDS via IDU than White 
males, 7% to 5% respectively. 

72 
 
Latina and minority women are much more likely than White women to be exposed to 
HIV/AIDS via Heterosexual contact, 9% to 5% respectively.  Moreover, Latinas are more likely, 
regardless of exposure category, to be exposed to HIV/AIDS than White women in the State of 
Washington, 14% to 9%, respectively. 
 

                                                
71 Ibid. 
72 HIV/AIDS Epidemiology Report, 4. 
 



73 
The above tables demonstrate that a greater proportion of HIV/AIDS cases are being transmitted 
via heterosexual contact in the State of Washington, which directly correlates with the greater 
percentage of women being infected by HIV.  Between 1982 and 2006, HIV cases have 
increased by 7% for women, while they have decreased by 7% for men in that same period. 
 
 

74 
 
The data from Washington State seem to suggest that within the Latino group, those who are 
foreign-born as opposed to those that are U.S.-born are more likely to be affected by HIV/AIDS.  
59% of Latino HIV/AIDS cases are made up of foreign-born Latinos while 41% are made up of 
U.S.-born Latinos. 
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These data echo the conclusions made by Miller in the literature review above, stating that 
cultural and language barriers affect prevention interventions.  It is reasonable to assume that 
foreign-born Latinos are not being reached by prevention interventions as successfully with 
comparison to their U.S.-born Latino counterparts.  
 
CASE STUDY: 
 

After comparing data before and after September 1, 2004, there were great increases in 
the proportion of HIV tests done with Latinos at Blue Mountain Heart to Heart (BMHH), as the 
following chart demonstrates. 
 

The proportion of HIV tests done with Latinos increased from 25% before September 1, 2004 to 
71% after September 1, 2004 through November 18, 2004.  This data demonstrates that the 
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training of Latino outreach workers in HIV counseling and testing has been effective at 
increasing the accessibility of HIV testing among Latinos in the Walla Walla area.  After 
speaking with the director of BMHH, Suzanne Morrissey, she believes that the increase is largely 
attributable to the efforts made by Latino outreach workers and consequently their ability to 
administer HIV tests outside of the office. 
 
 The training of Latino outreach workers in HIV counseling and testing has proven to be 
beneficial and effective as the quantitative data shows.  However, it is very important to stress 
that other efforts made by Latino outreach workers, although not measurable or supported with 
quantitative data, have also contributed and been effective at preventing the spread of HIV/AIDS 
in the Walla Walla area.  For instance, the Latino outreach workers have started and hope to 
continue to create an atmosphere where members of the community feel comfortable.  Creating 
this atmosphere is imperative, especially when considering the fears and stigmas attached to 
HIV/AIDS and HIV testing, as well as other cultural and social fears such as a fear of 
deportation.  The Latino outreach workers have created an atmosphere where members of the 
community can put aside their fears.   These efforts have all had a significant, and arguably 
equal, impact on the increase of HIV tests with Latinos as the training in counseling and testing, 
even though statistically they are not seen.   
 
INTERVIEW DISCUSSION: 
 
 The qualitative and quantitative data discussed above often seem impersonal and vague, 
but the interview I conducted provides personal accounts and perspectives that reaffirm the data. 
The interviewee (Matt) touched on many important factors that have contributed to the 
overrepresentation of Latinos in HIV/AIDS statistics.  One noteworthy aspect emphasized in the 
interview was the community’s lack of education.  As Matt pointed out in the interview, the 
outreach program he is involved with has been slowly, but successfully, educating the 
community about HIV/AIDS.  “Entonces, nos dispersamos más en la comunidad, y ha servido, 
ha servido porque, en que, ha tenido un poco más de aceptación y ya aprendí, estoy aprendiendo 
un poco más. // So, we disperse ourselves within the community, and it has helped, it has helped, 
because there has been more acceptance, they have learned, they have learned a little more.”  
The lack of education of the Latino community in regards to HIV/AIDS is one of the main 
obstacles to prevention, which is something much of the literature touched on, and specifically 
Miller’s study that I cited above. 
 
 Another important aspect stressed in the interview is the role of stigma as an impediment 
to HIV/AIDS education and prevention.  Matt, several times in the interview, explained how 
stigma impedes his efforts.  For instance, Matt talked about how many people directly associate 
HIV/AIDS with homosexuality and prostitution, and therefore do not want to get tested because 
they don’t want to be associated with homosexuality.  “¿Por qué? Porque de la vergüenza que le 
viene a la cabeza, o yo no soy homosexual, o yo no soy prostituta, o yo no estoy en riesgo.  
Entonces ellos creen, la mayor parte de la gente cree que no está en riesgo, sin saber que 
estamos, todos estamos en riesgo: inclusive mujeres, hombres, niños, estamos en riesgo en este, 
en esta temporada. // Why? Because of embarrassment, oh I’m not homosexual, oh I’m not a 
prostitute, oh I’m not at risk.  So, they think, the majority of people think, that they are not at 
risk, without knowing that we are at risk, everyone is at risk including women, men, children, we 



are all at risk in this age.”  Much of the literature I found talked about how HIV/AIDS is directly 
associated with homosexuality, and how these perceptions directly affect HIV prevention efforts 
and personal assessment of risk.76  As the statistics clearly demonstrated above in the Data 
Presentation section, HIV/AIDS in the past few years has been transmitted via heterosexual 
contact by a much higher proportion.  It is important then to change people’s perceptions about 
HIV/AIDS, so that as Matt states, people learn that they may be at risk for HIV/AIDS regardless 
of whether or not they are gay. 
 
 In the literature there were many studies and surveys that showed that clients were much 
more likely to seek out testing if it was anonymous.  During the interview, Matt also spoke about 
the importance of anonymity in helping to get people to get tested.  “Entonces, muchas de las 
veces a mí me ha tocado, cuando me ha tocado hacer pruebas, trato de sensibilizar.  O sea, mira, 
yo se que tú me conoces a mí porque hemos trabajado en algún lado pero, esto que estas 
diciéndome a mí, olvídalo.  Yo a ti no te conozco.  Yo no voy a divulgar tu nombre.  Si yo lo 
divulgara, yo me metería en un problema con la ley, con la policía.  Esto que hago es por mi 
trabajo y es totalmente confidencial. // Thus, many times when it has been my turn, when it has 
been my turn to do the tests, I try to be sensible, and say, I know that you know me because we 
have worked together, but that which you tell me, forget about it, me to you.  I don’t know you.  
I will not disclose your name.  If I were to disclose your name I would get into trouble with the 
law, with the police, what I am doing is my work and it is totally confidential.”  Matt recalls very 
clearly the times when he has had to tell the community that testing is anonymous in order for 
them to take the test.  Thus, a key element to successful HIV testing is anonymity.  Matt’s 
statements as well as studies cited above in the literary section conclude that the fear of being 
identified or associated with the disease or HIV testing itself is very real, and a barrier to 
prevention.   
 
 Yet another negative aspect of stigma is the rejection people with HIV or assumed to 
have HIV feel from the Latino community.  Matt recalls how at first he felt rejected by the 
community: “Esto, sucedió en años atrás, sí, lamentablemente sí, la gente que hablaba de sí, de 
que yo tenía la enfermedad, y yo recibí mucho rechazo por la gente porque pensaban que, que yo 
era positivo, lo cual pues yo nunca lo demostré, nunca les dije que sí, yo soy positivo, porque en 
la comunidad en la que nosotros nos desarrollamos, somos muchos hispanos aquí, y la 
comunidad todavía falta educarse.  Ellos creen que tocándolo, o saludándolo, sentándose con tus 
amigos, o usted le pasará la enfermedad. // This happened years ago, yes, unfortunately yes, the 
people talked about how yes I had the disease, and I felt rejected by the people because they 
thought that I was positive, even though I didn’t show any signs of being positive, I never said I 
was positive, because in the community in which we reside, we are many Hispanics, and the 
community has yet to educate itself, they think that by touching them, or greeting them, or sitting 
with friends, that oh, you’ll pass on the disease.”  The judgment and ostracism of the community 
was very strong and painful for Matt.  Matt felt the community was not accepting of him.  
However, he overcame el rechazo of the community: “He aprendido a ser fuerte, he aprendido a 
ser fuerte, y dejo que la gente diga lo que va a decir.  No puedo con todos, yo no voy a cambiar a 
la gente en la manera de pensar, soy uno solo contra el mundo, no puedo.  Entonces, dejo que la 
gente diga lo que quiera. // I have become strong, I have become strong, and I let people say 
what they want to say, I can’t with everybody, I’m not going to change the way people think, I’m 
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one person against the world, I can’t.  So, I let the people say what they want.”  Matt’s courage is 
very admirable; however, not everyone can overcome the fear of rejection which greatly 
influences people in their decision to get tested for HIV.  Thus, it is imperative that prevention 
interventions seek to create an environment where people are comfortable, and without fear.  
Also, it is important that the community continue to learn about HIV/AIDS so that el rechazo is 
not as strong for those that are living with HIV/AIDS. 
 
 Also of importance in the interview is the distinction that Matt draws between HIV 
testing and gender.  As Matt describes in the interview, a single woman is much more reserved 
and timid about asking questions compared to women in groups and males.  It is for this reason 
that Matt says the outreach program has a promotora or female educator.  Most of the literature 
calls for gender sensitive interventions and studies.  After examining the quantitative data, 
women are affected by HIV/AIDS differently then men, which seems to suggest that 
interventions for women should focus on different aspects of HIV/AIDS then interventions for 
men. 
 
 As I have described above, throughout the interview Matt gave several reasons for why 
Latinos in the community do not get tested for HIV.  The reasons given by Matt include: stigma, 
fear of rejection, lack of HIV/AIDS education, and anonymity issues that all inhibit HIV testing.  
These reasons seem to correspond to statistics found in Latinos’ Views, a survey conducted by 
the Henry J. Kaiser Family Foundation.  From this survey, many Latinos did not or have not 
been tested for HIV because over half don’t think they are at risk.  One in five Latinos did not 
get tested because of concerns about confidentiality.  Other reasons given were fear of needles 
and giving blood, not knowing where to get tested, and being afraid to test positive. 

77 
The reasons listed by the survey only add to the difficulties outreach workers like Matt face on a 
continual basis for people to get tested for HIV.  The reasons listed by Matt and the survey are all 
particular to Latinos.  Thus, one of the most effective ways to induce more people to be tested for 
HIV is as mentioned earlier in the literary section, to create culturally sensitive interventions.       

 
DISCUSSION OF FINDINGS & RECOMMENDATIONS: 
 

Although much has been written about the proven effectiveness of behavioral change 
prevention interventions, as the CDC’s Compendium makes quite clear, there are substantial 
gaps in the literature about the proven effectiveness of behavioral change prevention 
interventions targeted directly towards Latinos.  This was seen specifically in the Systematic 
Review of HIV Behavioral Prevention Research in Latinos.  In addition, much of the HIV/AIDS 
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literature has made clear that stigma impedes HIV prevention efforts.  From a quantitative 
standpoint, statistics on a national and state level indicate that Latinos are disproportionately 
affected by HIV and AIDS.  Similarly, my interview with Matt further supports the existing body 
of HIV/AIDS literature by highlighting the presence and negative effects of stigma in his 
personal outreach goals in the local community. 

 
 In view of these findings, I have several recommendations that might help to narrow the 
gaps in the body of HIV/AIDS literature, correct the overrepresentation of Latinos in national 
and state HIV/AIDS statistics, as well as hopefully improve prevention efforts for Latinos.  
These are as follows: 
 

• More prevention interventions with proven effectiveness should be geared towards 
Latinos.  On a similar note, more studies, public as well as privately funded, should 
focus on the impacts of HIV/AIDS on Latinos.  The study of Latino MSM and 
heterosexuals should be a priority.78   

• The prevention interventions developed for Latinos should be culturally specific; they 
should take into account cultural values such as machismo, marianismo, familismo, 
respeto, as well as consider other cultural values that impact prevention efforts.  
Prevention interventions should be gender sensitive; they should consider the role of 
gender roles and norms with regards to prevention.79  Further, prevention 
interventions should consider both English and Spanish speaking Latinos. 

• In regards to current presentation of statistics, categorizing the many different 
ethnicities and subgroups under the umbrella term of Latino is problematic. The 
Latino category should be expanded into more categories, in order to identify what 
populations are most affected by HIV/AIDS and better help target those populations.  
Prevention efforts may have to be targeted towards different ethnicities.  In addition, 
the statistics should consider inhibitory factors to HIV testing such as stigma and 
religion.   

• To the best of my knowledge little to no research has focused on the effectiveness of 
HIV/AIDS teaching strategies.  Most studies do not specifically state what ways are 
most effective for educating which of the four major at risk groups about HIV/AIDS.  
In general, more research must be conducted on the implementation of prevention 
interventions.  It remains unclear whether prevention interventions are successful by 
themselves or because of the educators and promotores that implement them.  In other 
words, should focus be placed on effective intervention programs or effective 
teaching strategies? 
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APPENDICES: 
 
Appendix A: Interview Question List 
 
¿Puede usted describir lo que usted hace en su trabajo como promotor? 
(Would you please describe your work as a promotor?) 
 
¿Y por qué hace usted este tipo de trabajo, o porque quiere usted trabajar como promotor? 
(Why do you do this type of work, or why do you work as a promotor?) 
 
¿Sobre el programa de promotores aquí, es o no es efectivo y por qué? 
(With regard to the promotores program here, is it or is it not effective and why?) 
 
¿Hay algo para hacer el programa más efectivo? 
(Is there anything that would make the program more effective?) 
 
Como usted sabe, los Latinos se ven altamente afectados por el VIH/SIDA, ya que representan el 
18% de todos los casos de SIDA aún cuando sólo son el 14% de la población.  ¿Cuáles son los 
factores que contribuyen a esta extremidad? 
(As you know, Latinos are greatly affected by HIV/AIDS; they represent 18% of all AIDS cases, 
even though they only represent 14% of the total population.  What are the factors that contribute 
to this extremity?) 
 
Ah, entonces, ¿hay más, hay cuestiones médicas, que son como barreras? 
(Then, there are more, more medical questions, which are like barriers?) 
 
En su opinión, ¿qué se puede hacer para estimular a los Latinos, a más Latinos, a hacerse la 
prueba de VIH? 
(In your opinion, what can be done to persuade Latinos, more Latinos, to get tested for HIV?) 
 
Bien. Piensa usted que los Latinos están cómodos o abiertos a revelar sus riesgos, de hablar de 
sexo, y sus relaciones personales con un promotor como usted? 
(Good. Do you think that Latinos are comfortable or open to revealing their risks, talking about 
sex, and their personal relationships with a promotor like yourself?) 
 
Y, ¿por qué no, no están abiertos? 
(And why not, why aren’t they open?) 
 
En los casos en que sí, las personas hablan con usted.  ¿Por qué es que estas personas se sienten 
mas cómodas con, con hablar con un promotor?  En los casos que las personas hablan con usted, 
¿hay algo que es diferente, que es especial con, en un promotor? 
(In the cases where yes the people speak to you, why is it that these people feel more 
comfortable with talking with a promotor.  In the cases where people do in fact talk with you.  Is 
there something different, which is special, about a promotor?) 
 
¿Que es el, el formulario? 



(What is the paper?) 
 
Entonces, ¿es más efectivo ser un promotor que conoce a una persona, o uno que no le conoce. 
(Is it more effective to be a promotor that knows a person or one that doesn’t know a person?) 
 
¿Por qué es que algunas personas se hacen la prueba de VIH, y otras no? 
(Why is it that some people take the HIV test, and others don’t?) 
 
¿Hay una diferencia entre los que dicen sí o los que dicen no en relación con la prueba? O hay 
una diferencia en las personas que quieren hacerse la prueba y los que no? ¿Es la diferencia, es 
sólo miedo? 
(Is there a difference between those that say yes and those that say no in relation to the test? Or is 
there a difference between people that want to take the test and those that don’t? Is the 
difference, is it only fear?) 
 
Si las personas son tímidas o están incomodas cuando hablan del VIH/SIDA a causa de los 
estigmas asociados con la enfermedad, ¿cómo es que usted puede consolar a estas personas y 
hacerles sentir más cómodas? 
(If people are timid or uncomfortable when talking about HIV/AIDS because of the stigmas 
attached to the disease, how is it that you comfort these people and make them feel more 
comfortable?) 
 
¿Están las mujeres más incomodas al hablar del VIH/SIDA o de hacerse la prueba? 
(Are women more uncomfortable with talking about HIV/AIDS or taking the test?) 
 
Entonces, ¿piensa usted que las iniciativas de prevención deberían ser diferentes para los 
hombres y mujeres? 
(Then, should prevention measures be different for men and women?) 
 
¿Como es que la comunidad le percibe a usted como promotor? 
(How are you perceived by the community as a promotor?) 
 
¿Tiene usted miedo que la comunidad va a asumir algo de su vida porque usted es educador de 
VIH/SIDA? 
(Are you worried that the community will make assumptions about your life because you are an 
HIV/AIDS educator?) 
 
Entonces, ¿cómo ha afectado su trabajo? 
(So, how has this affected your work?) 
 
Appendix B: Interview Transcript 
 
Names have been changed to protect the anonymity of the participant. 
 
[Interviewer]: ¿Puede usted describir lo que usted hace en su trabajo como promotor? 
(Would you please describe your work as a promotor?) 



 
[Matt]: Mi trabajo, prácticamente, se encierra en una sola respuesta, se le puede llamar 
prevención, prevenir.  Mi trabajo consiste en lugares donde la gente Latina se junta, 
especialmente los fines de semana, bares, parques, lugares de recreación, donde más gente Latina 
se junta, y mi trabajo es pasarle el mensaje.  Ya que yo tengo todos los materiales que tiene la 
compañía: panfletos, condones, lubricantes, materiales de promoción, inclusive jeringas para 
cambiar jeringas sucias por nuevas. 
(My work, basically, revolves around a single answer, prevention.  My work takes place in 
places where Latinos meet, especially during the weekend, at bars, at parks, at recreational 
facilities, where a majority of Latinos congregate.  My job is to spread the message to Latinos.  I 
already have all the materials provided by the company: pamphlets, condoms, lubricants, 
promotion materials, including syringes to exchange dirty syringes with clean syringes.) 
 
[Interviewer]: ¿Y por qué hace usted este tipo de trabajo, o porque quiere usted trabajar como 
promotor? 
(Why do you do this type of work, or why do you work as a promotor?) 
 
[Matt]: Este tipo de trabajo yo lo, lo escogía hace, tomé la decisión de hacer este tipo de trabajo 
por cuenta propia, por un motivos que yo mismo acordé, ya que soy una persona afectada por el 
problema.  Yo soy positivo.  Hace aproximadamente ocho años, no nueve años casi.  Entonces 
yo he sentido en carne propia, en lo que se siente con este problema.  He sentido el rechazo de la 
gente, y tomé consciencia cuando, cuando a mi  me diagnosticaron con este problema, yo tomé la 
decisión de, que si yo me salvaba, me iba al borde de la muerte, y cuando yo estaba en el hospital 
yo decidí, si yo me salvaba, iba a dedicar un poco de tiempo, a tratar de educar a la gente, y mas 
en especial la gente Latina. 
(This type of work, I chose it, I made the decision to do this type of work for me personally, for 
personal reasons, because I am affected by this problem.  I am positive.  I have been positive for 
approximately eight years, no almost nine years.  Thus, this problem was personal, it is my own 
body.  I felt the rejection from people, and I became conscious when I was diagnosed with this 
problem.  I made the decision that if I were to be saved, –I was on the verge of dying–, that when 
I was in the hospital I decided, if I were to be saved, I would dedicate a little time to try and 
educate people, specifically Latinos.) 
 
[Interviewer]: Sobre el programa de promotores aquí, ¿es o no es efectivo y por qué? 
(With regard to the promotores program here, is it or is it not effective and why?) 
 
[Matt]: Bueno, el programa de promotores tenemos personas de trabajando varios años ya con 
promotores, y promotores nos ha ayudado a dispersarnos más en la comunidad, ya que trabajan 
con los otros dos personas mas, éramos tres personas conmigo, éramos cuatro, por razones de 
trabajo, una persona dejó el trabajo, entonces somos tres.  Somos dos hombres y una mujer. 
Entonces, nos dispersamos más en la comunidad, y ha servido, ha servido porque, en que, ha 
tenido un poco mas de aceptación y ya aprendí, estoy aprendiendo un poco más. 
(Well, the promotores program here has many experienced promotores.  Many have worked for 
years as promotores.  The promotores program has helped to disperse ourselves within the 
community.  I work with two other people, there were three people working with me, however, 
one person quit because of work related issues, so we are now only three.  Two men and one 



woman.  So, we disperse ourselves within the community, and it has helped, it has helped, 
because there has been more acceptance, they have learned, they have learned a little more.)  
 
[Interviewer]: ¿Hay algo para hacer el programa más efectivo? 
(Is there anything that would make the program more effective?) 
 
[Matt]: Bueno, estamos trabajando, tenemos proyectos, tenemos juntas entre nosotros.  
Platicamos que es lo que podemos hacer para hacer más efectivo, el programa, lo cual estamos 
implementando, pues no la maneras de llamar la atención de la gente, para, que tenga un poco 
mas de interés en aceptar nuestros folletos, nuestra información que teníamos para poder educar 
un poco mas. 
(Well, we are working on that, we have projects, we have meetings amongst ourselves.  We 
discuss what we can do to make the program more effective.  For instance, we are looking to 
implement ways to get the people’s attention, so that they have a little more interest or are more 
willing to take our pamphlets, our information, so that we can educate the people a little more.)  
 
[Interviewer]: Como usted sabe los Latinos se ven altamente afectados por el VIH/SIDA, ya que 
representan el 18% de todos los casos de SIDA aún cuando sólo son el 14% de la población.  
¿Cuáles son los factores que contribuyen a esta extremidad? 
(As you know, Latinos are greatly affected by HIV/AIDS; they represent 18% of all AIDS cases, 
even though they only represent 14% of the total population.  What are the factors that contribute 
to this extremity?) 
 
[Matt]: Principalmente, yo pienso, verdad, esto que yo le digo es, es opinión propia, es mi 
opinión… 
(First, I think, ok, that which I’m telling you is my own opinion, it is my own opinion…) 
 
[Interviewer]: Sí. 
(Yes.) 
 
[Matt]: Claro que puede usted escoger.  Opiniones, va a oír muchas opiniones, verdad, pero mi 
opinión propia, yo pienso que es el tabú que existe en nuestra comunidad, hablando de nosotros 
los hispanos.  Usted puede hablar con un grupo de personas hispanas, usted puede hablar de 
cáncer, de diabetes, de cualquier tipo de enfermedad que usted quiere, pero cuando usted toca el 
tema SIDA o VIH usted lo siente el rechazo, el rechazo de la gente que no quiere hablar de esta 
tema.  ¿Por qué? Porque de la vergüenza que le viene a la cabeza, o yo no soy homosexual, o yo 
no soy prostituta, o yo no estoy en riesgo.  Entonces ellos creen, la mayor parte de la gente cree 
que no está en riesgo, sin saber que estamos, todos estamos en riesgo: inclusive mujeres, 
hombres, niños, estamos en riesgo en este, en esta temporada. 
(Of course you can choose, you will hear many opinions, right, but my own opinion is that I 
think it is the taboo that exists in our community, the community being us hispanos.  You can 
talk to a group of hispanics, and you can talk about cancer, diabetes, about whatever type of 
illness you want, but when you talk about AIDS or HIV you feel the rejection, the rejection the 
people have towards that subject from those that don’t want to talk about that subject.  Why? 
Because of embarrassment, oh I’m not homosexual, oh I’m not a prostitute, oh I’m not at risk.  



So, they think, the majority of people think, that they are not at risk, without knowing that we are 
at risk, everyone is at risk including women, men, children, we are all at risk in this age.)  
 
[Interviewer]: Ah, entonces, ¿hay más, hay cuestiones médicas, o que son como barreras? 
(Then, there are more, more medical questions, that are like barriers?) 
 
[Matt]: Es el tabú, es el miedo, el miedo, el miedo. 
(It’s the taboo, the fear, the fear, the fear.) 
 
[Interviewer]: ¿Principalmente? 
(Principally?) 
 
[Matt]: Principalmente. Cien por ciento es el miedo, y es la falta de información de saber cómo 
se transmite, y prácticamente es miedo, miedo de saber que pueden tener la enfermedad, o que es 
una enfermedad que, que no da síntomas. 
(Principally. It is one hundred percent fear, and it is lack of knowing how it’s transmitted, but 
basically it is fear, fear of knowing that they can have the disease, it is a disease that does not 
have symptoms.) 
 
[Interviewer]: En su opinión, ¿qué se puede hacer para estimular a los Latinos, a más Latinos, de 
hacer la prueba de VIH? 
(In your opinion, what can be done to persuade Latinos, more Latinos, to get tested for HIV?) 
 
[Matt]: Estaba yo platicando con “Anna”, no se, de darles un incentivo, darles una manera de 
animarlos, de decirles que nosotros hacemos la prueba, no sacamos sangre.  Hacer otro tipo de 
panfletos donde les digamos que la prueba es por medio de saliva, no les cuesta, no vamos a 
cobrar nada, que es anónimo.  Si no nos quieren dar su nombre que no me lo den.  Estamos 
buscando la manera, es lo que estamos trabajando, es bien difícil, es bien difícil, estamos 
buscando la manera de cómo, cómo llegarles al punto de que, que pueden hacerse la prueba. 
(I was talking about this with Maria, I don’t know, perhaps giving them incentives, animate 
them, tell them that we give the test, we don’t draw blood, make other types of pamphlets where 
we tell them testing is done with saliva, it doesn’t cost them, we don’t charge anything, it is 
anonymous.  If you don’t want to give us your name, don’t give it.  We are trying to find a way, 
it’s what we’re trying to work on, it is hard, it is really hard, we’re trying to find a way in which, 
to get them to the point where, where they take the test.) 
 
[Interviewer]: Entonces hay muchas razones. 
(Then there are many reasons.) 
 
[Matt]: Sí. 
(Yes.) 
 
[Interviewer]: Bien.  ¿Piensa usted que los Latinos están cómodos o abiertos a revelar sus 
riesgos, de hablar de sexo, y sus relaciones personales con un promotor como usted? 
(Good. Do you think that Latinos are comfortable or open to revealing their risks, talking about 
sex, and their personal relationships with a promotor like yourself?) 



 
[Matt]: Cuando usted tiene alguna entrevista con alguien, solo, si, son abiertos, nada mas que 
muchas de las veces por pena, por vergüenza, por lo que va a pensar de mí, muchas de las veces 
no son abiertos, no son abiertos, tratamos. 
(When you have an interview with someone, alone, yes, they are open, because of 
embarrassment, or what they will think about me, a lot of the times that are not open, they are not 
open, we try.) 
 
[Interviewer]: ¿Y por qué no, no están abiertos? 
(And why not, why aren’t they open?) 
 
[Matt]: Por lo mismo, les da vergüenza, les da pena decir, por ejemplo hay preguntas que cuando 
hacemos la prueba, hay preguntas, tienes que preguntar, o el papel dice si hay tenido relaciones 
homosexuales, o tenido relaciones con una persona de su mismo sexo, si ellos la tuvieron, no la 
dicen, no la dicen, entonces, es por eso que buscamos la manera de buscar el lugar más 
confortable para ellos, y buscar la manera de que se sientan a gusto, para que pueden sentirse 
libres a hablar. 
(For the same reason, they are embarrassed to say, for example there are questions when we give 
the test, there are questions, you have to ask, or the paper asks if you have had homosexual 
relations, or relations with a person of the same sex, if they have had them, they don’t say, they 
don’t say, so, it is for this reason that we are trying to find the most comfortable place for them, 
and find a way that they feel comfortable, so they feel more open to talk.)  
 
[Interview]: En los casos que sí las personas hablan con usted, ¿por qué es que, que estas 
personas se sienten mas cómodas con, con hablar con un promotor.  En los casos que las 
personas sí hablan con usted.  ¿Hay algo que es diferente, que es especial con, en un promotor? 
(In the cases where yes the people speak to you, why is it that these people feel more 
comfortable with talking with a promotor.  In the cases where people do in fact talk with you.  Is 
there something different, that is special, about a promotor?) 
 
[Matt]: Simplemente, hay que usar un poco de táctica, hay que usar un poco de sensibilidad de 
decirle, mira esto que te estamos haciendo es bueno para ti, y que, no lo vamos a divulgar.  Yo 
no voy a decir tu nombre.  Yo, si te conozco, porque aquí lamentablemente o afortunadamente la 
comunidad hispana nos conocemos todos, aquí, si vas a trabajar a un lugar, usted ve a esta 
persona, la ves allí, y cuando se termina el trabajo allí, allí mismo lo encuentra, o sea es una 
comunidad que donde quieres estamos casi juntos.  Entonces, muchas de las veces a mí me ha 
tocado, cuando me ha tocado hacer pruebas, trato de sensibilizar.  O sea, mira, yo se que tú me 
conoces a mí porque hemos trabajado en algún lado pero, esto que estas diciéndome a mí, 
olvídalo.  Yo a ti no te conozco.  Yo no voy a divulgar tu nombre.  Si yo lo divulgara, yo me 
metería en un problema con la ley, con la policía.  Esto que hago es por mi trabajo y es 
totalmente confidencial.  Entonces, tratamos de, yo trato siempre, de suavizarlos un poco más 
para ganar su confianza, para ganar su confianza.  Inclusive, el papel que tenemos que llenar, yo 
no, yo no lo lleno.  Yo sólo les doy a que ellos lo llenen.  Y en el papel pon lo que tú crees 
conveniente, las preguntas que te hacen allí.  Tú llénalo, me lo das, lo vamos a meter en el solo, 
yo no lo voy a ver. 



(Basically, you have to use tactics, you have to use a little bit of sensibility and say, listen, that 
which I am doing is for your good, and that we are not going to disclose any information, I’m not 
going to say your name.  I, if I know you, because here, unfortunately or not everyone in the 
Hispanic community knows each other, here, if someone goes to work at a place, and you see 
this person, you see them there, and when the work ends there, there you find them, its that in 
this community we are all connected.  Thus, many times when it has been my turn, when it has 
been my turn to do the tests, I try to be sensible, and say, I know that you know me because we 
have worked together, but that which you tell me, forget about it, me to you.  I don’t know you.  
I will not disclose your name.  If I were to disclose your name I would get into trouble with the 
law, with the police, what I am doing is my work and it is totally confidential.  So, we try, I 
always try, to make them more comfortable to gain their trust, to gain their trust.  This includes 
the paper which we have to fill out, I don’t, I don’t fill it out.  I merely give them the paper and 
they fill it out themselves.  In the paper, put what you want or that which you think is convenient, 
the questions that they ask you on the paper, you fill them out, then give me the paper, we will 
put it aside, and I won’t see it.) 
 
[Interviewer]: ¿Qué es el, el formulario? 
(What is the form?) 
 
[Matt]: Hay un papel que tiene que llenar, unas preguntas que les hacemos para un día hacerles la 
prueba.  Entonces, yo les doy un papel, ellos lo llenan, dobló la hoja, yo no la veo.  No tengo que 
por verla, no es mi situación.  Mi trabajo es hacerles la prueba, nada más.  La meto a la bolsa y 
directamente, sale de la persona directamente al departamento de salud. 
(There is a paper that one must fill out, some questions that we ask, so that we can give them a 
test some day.  So, I give them the paper, they fill it out, I turn the paper over, I don’t see it, I 
don’t have to see it, it isn’t my place to see it.  My work is to give them the test, nothing more.  I 
put the paper in my bag and it goes directly to the department of health.) 
 
[Interviewer]: Entonces, ¿es más efectivo ser un promotor que conoce a una persona, o uno que 
no le conoce. 
(Is it more effective to be a promotor that knows a person or one that doesn’t know a person?) 
 
[Matt]: Es mejor muchas veces que no le conozca, sí, sí. 
(It’s better that they don’t know the person, yes, yes.) 
 
[Interviewer]: ¿Por qué es que algunas personas se hacen la prueba de VIH, y algunas, y otras 
no? 
(Why is it that some people take the HIV test, and others don’t?) 
 
[Matt]: Es una pregunta muy interesante, una pregunta muy interesante, ya que es lo que 
nosotros hemos batallado siempre.  Siempre, siempre nos hemos batallado en tratar de animar a 
la gente.  Yo he tenido juntas, y yo he tenido citas con personas para hacerse la prueba, y a la 
hora de la prueba no vienen, no llegan, porque es el miedo.  Es el miedo que, que tienen miedo 
de hacerse la prueba porque saben que algo hay atrás.  Tienen miedo de descubrir que solamente 
podrían salir positivos y ellos saben, el problema que se va a salir. 



(That’s a very interesting question, a very interesting question, its one that we have struggled 
with always, always, we have struggled forever with trying to persuade people to take the test.  I 
have had meetings, and I have made dates for people to get tested, and then later the person fails 
to show up, they don’t come, because it is the fear.  It is the fear that they have, fear of taking the 
test because they know there is something beyond the test.  They are scared to find out solely 
because of the possibility of being positive, and they know the problems that will come with a 
positive test.) 
 
[Interviewer]: ¿Hay una diferencia entre los que dicen sí o los que dicen no en relación con la 
prueba? ¿O hay una diferencia en las personas que quieren hacerse la prueba y los que no? Es la 
diferencia sólo el miedo? 
(Is there a difference between those that say yes and those that say no in relation to the test? Or is 
there a difference between people that want to take the test and those that don’t? Is the 
difference, is it only fear?) 
 
[Matt]: Pues, yo pienso que es una gran diferencia, una gran diferencia, en la situación en que la 
persona que sí quiere hacerse la prueba está consciente, está consciente.  Y es gente más 
responsable, es gente que quiere salir de dudas, es gente que acepta que ha cometido errores 
como todo el mundo.  Somos seres humanos, cometemos errores en cualquier momento de 
nuestra vida, pero la persona que tiene el valor de decir yo quiero hacerme la prueba es una 
persona responsable, las cuales yo admiro, admiro, y felicito por tomar esta decisión.  Y la 
persona que quiere hacerse, pero no se la quiere hacer es una que es inestable, no sabe si dar el 
paso o no dar, y muchas de las veces son pasos o decisiones que van a marcar la vida de la gente. 
(Well, I think there is a big difference, a big difference.  In the situation in which a person agrees 
to take the test that person is conscientious, conscientious, these people are more responsible, 
these people want to overcome there doubts, these people accept that they have made mistakes 
like all the world does, we are humans, we make mistakes in our life, but the person that has the 
courage to say I want to take the test, this person is responsible, they are the ones I admire, 
admire, and congratulate for having made this decision, and the person that wants to take the test 
but doesn’t is one whom is instable, they don’t know whether to take the step or not, and most of 
the times these steps or decisions will mark their lives.) 
 
[Interviewer]: Si las personas son tímidas o incomodas cuando hablan del VIH/SIDA a causa de 
los estigmas asociados con la enfermedad, ¿cómo es que usted puede consolar a estas personas y 
hacerles más cómodas? 
(If people are timid or uncomfortable when talking about HIV/AIDS because of the stigmas 
attached to the disease, how is it that you comfort these people and make them feel more 
comfortable?) 
 
[Matt]: Tratamos, si veo que la persona está muy tímida, y no es el momento apropiado, dejo el 
tema, mejor, lo dejo y lo dejo para otra mejor ocasión porque esta persona no está preparada 
todavía.  Entonces, lo bueno en este momento es platicarle, decirle como son los riesgos, cuales 
son los riesgos de contacto, los riesgos que están ocurriendo en su vida y dejarlo para otro 
tiempo, porque no pienso que es el momento adecuado. 
(We try, if I see that a person is very timid, and it isn’t the right time, I don’t push the issue, 
better yet, I leave it for another, better, time because this person isn’t ready yet.  So, the best in 



this situation is to educate them, tell them about risks, about contact risks, the risks in their life, 
and leave it for another time, because I don’t think it is an appropriate time.) 
 
[Interviewer]: ¿Están las mujeres más incómodas para hablar del VIH/SIDA o de hacerse la 
prueba? 
(Are women more uncomfortable with talking about HIV/AIDS or taking the test?) 
 
[Matt]: Bueno, hablando mujeres, mujeres siempre, a mí me ha pasado siempre que las mujeres 
en grupo son más abiertas, mujeres en grupo, cuando son tres o cuatro mujeres juntas, son más 
abiertas.  Cuando es una mujer sola, o dos mujeres solas, como que son un poco más retraídas, 
más tímidas, es por eso que tenemos una promotora, tenemos a la compañera que es la que 
cuando vemos estas mujeres le damos a ella. 
(Well, talking about women, women always, in my experience it has always been that groups of 
women are more open, groups of women, when there are three or four women together, they are 
more open.  When it is just a single woman, or two single women, they are a little more reserved, 
more timid, and it is for this reason that we have a promotora, our coworker, when we see these 
women we send them to talk to her.) 
 
[Interviewer]: Entonces, ¿piensa usted que las iniciativas de prevención deberían ser diferente 
para los hombres y mujeres? 
(Then, should prevention measures be different for men and women?) 
 
[Matt]: No, ciertamente, es solamente… 
(Certainly not, it’s just that…) 
 
[Interviewer]: Son iguales… 
(They should be equal) 
 
[Matt]: Iguales, iguales, iguales ya que nosotros estamos en un país donde tanto hombre como 
mujer tienen los mismos derechos, entonces la mujer puede tomar sus decisiones, y tenemos 
materiales para mujer, y el hombre también toma los derechos que quiere, son iguales. 
(Equal, equal, equal. We now live in a country where men like women have the same rights, 
therefore a woman can make her own decisions, and we have information for women, and a man 
uses the rights he wants, they are equal.) 
 
[Interviewer]: ¿Cómo es que la comunidad le percibe a usted como promotor? 
(How are you perceived by the community as a promotor?) 
 
[Matt]: De momento, hace muchos años, a mí lo que me gusta de este trabajo es, me siento, me 
siento a gusto a horita, es porque no busco como parezco.  Me parezco, tal vez en un futuro 
cuando ya, para un poco más para abajo es cuando probablemente el rechazo yo, el trabajo de 
esta promoción.  Me he dado a conocer con la gente, simplemente, me he dado a conocer en la 
comunidad aquí, que me conoce quien soy, que saben que trabajo para esta condición y es como 
nos hemos relacionado mas. 
(As of now, well many years ago, that which I like about this job is that I feel, I feel good right 
now, and that’s because I’m not looking at how I’m perceived or appear.  I appear, possibly in 



the future when already, for a little bit lower is probably when the rejection I, the work of this 
promotion.  I have had to meet people, simply put, I have had to get to know the community 
here, the community knows who I am and knows that I work for this condition, and this is how 
we have related the most.) 
 
[Interviewer]: ¿Tiene usted miedo que la comunidad va a asumir algo de su vida porque usted es 
educador de VIH/SIDA? 
(Are you worried that the community will make assumptions about your life because you are an 
HIV/AIDS educator?) 
 
[Matt]: Esto, sucedió en años atrás, sí, lamentablemente sí, la gente que hablaba de sí, de que yo 
tenía la enfermedad, y yo recibí mucho rechazo por la gente porque pensaban que, que yo era 
positivo, lo cual pues yo nunca lo demostré, nunca les dije que sí, yo soy positivo, porque en la 
comunidad en la que nosotros nos desarrollamos, somos muchos hispanos aquí, y la comunidad 
todavía falta educarse.  Ellos creen que tocándolo, o saludándolo, sentándose con tus amigos, o 
usted le pasará la enfermedad. 
(This happened years ago, yes, unfortunately yes, the people talked about how yes I had the 
disease, and I felt rejected by the people because they thought that I was positive, even though I 
didn’t show any signs of being positive, I never said I was positive, because in the community in 
which we reside, we are many Hispanics, and the community has yet to educate itself, they think 
that by touching them, or greeting them, or sitting with friends, that oh, you’ll pass on the 
disease.) 
 
[Interviewer]: ¿Entonces, cómo ha afectado su trabajo? 
(So, how has this affected your work?) 
 
[Matt]: He aprendido a ser fuerte, he aprendido a ser fuerte, y dejo que la gente diga lo que va a 
decir.  No puedo con todos, yo no voy a cambiar a la gente en la manera de pensar, soy uno solo 
contra el mundo, no puedo.  Entonces, dejo que la gente diga lo que quiera. Yo hago mi trabajo. 
Me siento a gusto conmigo mismo, me siento a gusto porque yo tengo sobrinos, tengo sobrinas, 
que les he educado hasta hoy en día, no ha habido problemas con ellos, no ha habido embarazos 
no deseados, no ha habido enfermedades venéreas o enfermedades transmitidas, transmitidas con 
ellos sexualmente, y no, me siento a gusto porque siento que estoy haciendo algo bueno por mi 
mismo y por la comunidad en la que vivimos.         
(I have become strong, I have become strong, and I let people say what they want to say, I can’t 
with everybody, I’m not going to change the way people think, I’m one person against the world, 
I can’t.  So, I let the people say what they want.  I do my job, I feel great about myself, I feel 
great because I have nephews and nieces, whom I have educated to this day, I haven’t had 
problems with them, I haven’t had unwanted pregnancies, I haven’t had any venereal diseases or 
transmitted diseases, transmitted sexually, and no, I feel good about myself because I feel that I 
am doing something good for myself and for the community in which we live.)   
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