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Abstract

Young Black gay, bisexual, and other men who have sex with men (YB-GBMSM) are 

disproportionately impacted by HIV. Structural influences on these disparities, including 

characteristics of the various organizations that serve YB-GBMSM living with HIV, remain 

understudied. We drew on Weick’s model of organizing to conduct and analyze qualitative 

interviews with 28 HIV service providers representing healthcare and community-based 

organizations in Atlanta, Georgia. Enactment of HIV service provision was described as following 

simplified and standardized responses-defined as “rules”, and/or more dynamic exchanges to 

formulate responses -otherwise known as “communication behavior cycles” (CBCs). Rules, 

including patient quotas and limited hours of operation, were viewed as rigid, out-of-touch, and 

inhibiting engagement with YB-GBMSM. CBCs, such as patient feedback loops and rejection of 

traditional hierarchies, fostered creative insights to combating the epidemic and increased levels 

of cultural awareness and community buy-in. Organizations should strive to enact CBCs, to foster 

culturally congruent approaches to service delivery for YB-GBMSM.
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INTRODUCTION

Young Black gay, bisexual, and other men who have sex with men (YB-GBMSM) are 

disproportionately impacted by HIV (Centers for Disease Control and Prevention (CDC), 
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2022). In 2018, Black men accounted for 75% of HIV infections in Black populations and 

were impacted at eight times the infection rate among white men (CDC, 2020). Of new 

HIV infections in Black men, 82% occurred among GBMSM (CDC, 2020; Marano et al., 

2016; Sing et al., 2015) . Among Black GBMSM, HIV among younger men is of concern 

for several reasons. In addition to high incidence rates in the population, young persons 

living with HIV (age <30 years) are less likely to be aware of their HIV status than older 

individuals, and represent the population with the lowest rates of linkage to HIV care after 

receiving a positive HIV test result (CDC, 2020). In order to effectively curb the HIV 

epidemic in the US, younger populations including YB-GBMSM must be tested, linked to, 

and engaged in care (Gardner et al., 2011), as early initiation of antiretroviral therapies leads 

to decreased morbidity, mortality and lower likelihood of onward transmission (Mugavero et 

al., 2009; Sing et al., 2015).

Current research surrounding HIV increasingly focuses on structural determinants and the 

impacts they have on engagement in prevention and treatment efforts (Dombrowski et al., 

2015; Gant et al., 2015; Zhang et al., 2020). These structural barriers include (but are not 

limited to) experiences of homelessness, lack of access to health insurance or healthcare, 

low levels of health literacy, food insecurity, lack of access to mental health or substance 

treatment, poverty, education inequality, transportation issues, racism, homophobia, religious 

institutions, lack of social support, classism and income instability (Bauermeister et al., 

2017; Dasgupta et al., 2016; Duncan et al., 2019; Latkin et al., 2013). These structural 

barriers, operating within the lived experiences of many YB-GBMSM, can inhibit consistent 

engagement in HIV medical care and viral suppression (Jeffries et al., 2017). It is virtually 

impossible to discuss HIV disparities impacting YB-GBMSM without acknowledging 

social barriers that facilitate HIV acquisition and subsequently decrease the likelihood of 

engagement with medical and social service organizations.

While existing research provides some perspectives on the experiences of YB-GBMSM 

within organizations (primarily healthcare organizations), most of these studies center 

around internalization of negative experiences by the patient, rather than critically examining 

the organizations themselves (Malebranche et al., 2004; Wilson & Moore, 2009). Some 

research has been conducted to discuss hiring processes, cultural competency training and 

presence of prejudice and racism within health systems (Levy et al., 2014) and found 

that these structural factors impact testing and engagement in HIV healthcare for Black 

GBMSM. To date, there is a paucity of research examining HIV service providers’ systems 

and structures through the lens of organizational theory. This organizational, structural 

perspective has potential to inform a multidisciplinary approach to improving HIV care 

outcomes, that focuses on organizational reconstruction rather than pathologizing the patient 

populations being served.

According to Weick, organizations exist to respond to the complexity of the outside world 

by “making sense” of complicated problems and responding in ways that creates a sense 

of order (2006). Enactment refers to processes by which organizations define appropriate 

solutions to complex problems, often involving transition from chaotic problems to action-

based response (Weick, 2006). Examples of enactment could include changes to a hospital’s 

written hiring policies to address conflicts of interests, or establishment of a consumer 
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advisory board (CAB) to increase patient involvement (Scott et al. 2016). These responses 

lead to development of both abstract structures (e.g., organizational culture, values, and 

norms), and concrete realities (e.g., official policies, practices and procedures) as shown in 

Figure 1. Organizations working on similar problems often interact through collaboration 

and/or competition. This creates a shared enactment that operates cross-organizationally, 

creating an interorganizational landscape that dictates a shared response to complex 

problems (Scott et al., 2016).

Weick (2006) describes two methods of enactment: rules and communication behavior 
cycles (CBCs). Rules are standardized messages used to respond to simple situations. 

They are concrete in nature and can be referenced quickly to decrease ambiguity. For 

example, doctors may provide patients with informational pamphlets when diagnosing a 

new illness. These pamphlets are organizationally accepted as the standard modes of health 

education, without opportunity for feedback or modification (Kreps, 2009). In contrast, 

CBCs are dynamic exchanges among organizational members that are flexible and question 

the efficacy and purpose of traditional organizational norms. CBCs rely on integrated 

processes, emphasizing communication and encouraging trial-and-error problem solving. 

An example of a CBC is a workgroup with multi-level employee representation that creates 

recommendations to increase workplace satisfaction (Ledford et al., 2016).

In this qualitative study, we draw on Weick’s model of organizing to explore enactment 

among HIV service organizations in Atlanta, examine similarities and differences in 

enactment across organizations, and assess how enactment might influence engagement of 

YB-GBMSM in HIV care.

METHODS

This data represents a secondary analysis of qualitative data collected from interviews of 

key informants representing HIV clinics and community-based-organizations (CBOs) in 

Atlanta, Georgia between May and October 2017. The purpose of the primary study was 

to obtain key informant perspectives for the purpose of developing an intervention directed 

toward building social capital among YB-GBMSM (Hussen et al., 2018). To this end, the 

study team conducted qualitative in-depth-interviews (IDIs) with HIV service professionals 

(including but not limited to doctors, academics, activists, patient navigators and prevention 

workers) who discussed their experiences working with YB-GBMSM living with HIV. 

Participants also responded to questions regarding their organizations’ strategies for meeting 

the needs of YB-GBMSM. The current secondary analysis focused specifically on the latter 

domain, in order to address our main study objective.

Participants were nominated by members of the study team and our youth advisory board 

(YAB; composed of eight YB-GBMSM living with HIV), based on local reputation for 

knowledge, experience, and competence working with YB-GBMSM living with HIV. We 

purposively selected participants to ensure representation of a range of settings (e.g., CBOs, 

academia, and medical clinics) and work roles (See Table 1). Potential participants were 

contacted directly by the study team via email or phone and offered participation in the 

interview study.
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IDIs were conducted by our study team and members of the YAB, at mutually convenient 

and private locations for the participants. Our two primary interviewers were Black and 

gay-identified (one male, one female) staff members with extensive training in qualitative 

methods. YAB members also had the opportunity to co-conduct some interviews together 

with a more experienced staff member who could ensure quality and uniformity in approach. 

Most interviews were conducted in person, with one conducted over the phone. IDIs were 

digitally recorded and lasted approximately an hour and a half. Participants also completed 

brief demographic surveys. Written informed consent was obtained from each participant 

prior to the interview. The study was approved by the Emory Institutional Review Board 

(IRB 00088255) and the Grady Research Oversight Committee.

Interviews were transcribed verbatim by a professional company. Transcripts were imported 

into MAXQDA 18 (Berlin, Germany), a qualitative data management software, for coding 

and thematic analysis (Braun & Clark, 2006). Initial coding by two study team members 

(MDJ and SJM) included a combination of deductive coding (structured, predetermined 

codes based on major domains of the IDI guide; i.e. “cultural competence” and inductive 

coding (codes capturing themes that emerged organically in the interviews, i.e. “competition 

between organizations”). For this analysis, eight codes were selected based on relevance to 

our research objective: self-description, job-description, community interaction, institutional 

barriers to care, basic needs, funding, competition between organizations, and cultural 

competence.

Text comprising these organizational codes was then isolated and further sub-coded 

deductively by another team member (HF), incorporating constructs from Weick’s model. 

Specifically, text was grouped by type of enactment (rules vs. CBCs), and that data 

was analyzed using a constant comparison approach (Given 2008). Data matrices were 

constructed to further facilitate analysis of patterns emerging from the data. Once identified, 

these patterns were condensed into the themes found in Table 2 (below). Interpretation of 

coding and analysis was iterative, occurring through weekly meetings between two team 

members (HF and SAH). Disagreements, though rare due the diametric nature of “rules” 

and “CBCs” were solved iteratively through conversation and review of the definition of 

enactment.

We completed semi-structured interviews with 28 participants. The mean age of our 

participants was 36.5 years, and the majority of our participants worked in the non-profit 

sector, identified as male, and were Black. Table 1 (below) represents our participant 

demographics.

RESULTS

Participants provided rich descriptions of their experiences with organizational enactment of 

HIV treatment for YB-GBMSM. Based on Weick’s Theory of Organizing, we categorized 

these enactment descriptions as either rules or communication behavior cycles (CBCs). 

Enactment approaches were coded as “Rules” if they exemplified traditional problem-

solving strategies typically associated with healthcare in the United States. Rules, which 

were often presented as the default enactment method, were viewed as rigid and out of 
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touch. At times, adherence to these rules was described as directly inhibiting engagement 

with YB-GBMSM. In contrast, discussions of process-based responses to HIV care with 

the potential to transform rules-based approaches were coded as CBCs. Enactment was 

coded as a CBC if they demonstrated creative approaches to problem solving, stressed 

interdisciplinary decision making and communication, and/or included YB-GBMSM as 

key stakeholders. We found that rules-based enactment and CBC-based enactment differed 

most in their orientation toward several key themes: macro-level ideologies, employee 

value, collaboration with other organizations, patient-organization interactions, cultural 

competence training, bureaucratic factors, and intervention strategies. Below, we first 

present how each of these themes was operationalized in rules-based enactment, and 

subsequently describe alternative ways of operationalizing them as CBCs (also summarized 

in Table 2).

Macro-Level Ideologies

Rules—Participants described many institutions and organizations with hierarchical and 

methodical approaches to policies. We labeled these types of overarching systems and 

orientations as rules-based macro-level ideologies. Institutions with this type of orientation 

were viewed as self-serving, often at the expense of the most vulnerable clientele. 

Participants generally argued that medical interventions for HIV were overly prioritized, 

while social determinants of health were viewed as secondary concerns. As one participant 

stated:

We tend to have very rigid systems. And when patients don’t fit into that system, 

they oftentimes fall out of the system. But, again, I think that has a lot to do with 

just being in a rigid healthcare system. I don’t think we do a good enough job of 

recognizing the personal struggles that these individuals are going through. And 

that you know unfortunately in an AIDS service, any AIDS service organization, as 

much as case management and counseling and other wrap-around services we have 

oftentimes, at the end of the day, the focus is on the medical aspect of it and the 

HIV and I think in that I think we’re missing the boat because the HIV is the easy 

part to treat. I think it’s trying to, we are not doing a good enough job of holistically 

taking care of these individuals.

-Clinical professional: 35 years old, white, male

The separation of social and structural factors from the scope of “medical care” were 

viewed by participants to be harmful to YB-GBMSM. The result of rules-based macro-level 

ideologies is the perpetuation of “one size fits all” HIV systems that fail to engage YB-

GBMSM, causing those with the highest social risk to fall through the cracks. As one 

participant summarized:

The way we have care and services structured, may not be conducive to what works 

with that group. And if we keep trying to push people into this model that we think 

we’ve created that works, right? And we’re not willing to change the model to 

accommodate the people that are most impacted then we’re always going to miss 

the mark. So our systems weren’t necessarily designed by them, all of their issues, 

needs, concerns weren’t necessarily taken into consideration when these structures 
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were created or developed. But we’re trying to push people through these systems 

that may or may not fit.”

-Academic professional, 45 years old, Black, female

Communication Behavior Cycles—Macro-level CBCs sought to redefine the approach 

to HIV care through re-orienting approaches toward YB-GBMSM, expanding HIV care 

definitions, and including a call for community-based structures of care. Participants 

identified a need to shift focus toward de-pathologizing and embracing patients as holistic 

human beings operating within complex socio-ecological systems. One participant suggested 

a conceptual shift for health systems:

Not like, let’s start with HIV and work backwards. I think that’s a completely 

wrong approach. But it’s the approach that most people seem to take. And that’s 

what public health does. It’s like a - it’s usually downstream, disease first, and 

then you work your way back. So that’s how we do. So I think there’s a lot of 

components to kind of making sure people understand we’re part of the community 

… we all have a lot to learn from each other... and then not focusing on pathology 

as the only part of our health.

-Academic professional, 48 years old, Black, male

Several participants viewed the scope of HIV care as too limited and described a role 

for CBCs focused more broadly on structural determinants of health for YB-GBMSM. 

Participants expressed a need to shift current HIV paradigms to include space for 

multidimensional interventions and approaches to care that involve communities.

Employee Value

Rules—Rules-based enactment often formed hierarchically structured HIV service 

organizations, in which people lower in the hierarchy were undervalued. Participants pointed 

to underpayment of front-line staff as inhibitive to quality HIV care for YB-GBMSM, 

arguing that low salaries keep well-qualified individuals from working in the field. 

Participants also reported that this poor treatment of staff could have a ripple effect that 

impacts customer service:

Because the organizations aren’t paying [staff] enough or valuing them enough, 

they, the people are walking around with chips on their shoulders the size of 

fucking Chicago, mad as hell and then … engaging or interacting with … this very 

vulnerable population, mad as hell and traumatizing them.

-Non-profit professional, 38 years old, Black, male

Rules determining staff compensation and support were viewed as insufficient to provide 

for a reasonable quality of life. Some participants identified themselves as members of the 

YB-GBMSM community and experienced the same barriers to HIV care as their peers, 

despite working in the HIV field and paradoxically being employed to provide support to 

others. As one individual explained:
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I gotta worry about housing. I gotta worry about my bills. I gotta worry about going 

to the doctor. I gotta worry about all those things and oftentimes organizations 

don’t give that support.

-Non-profit professional, 27 years old, Black, male

Communication Behavior Cycles—CBCs often led to heightened feelings of value 

from employees at all levels within an organization. This value often resulted from 

direct inclusion of YB-GBMSM in programming and decision making. Intentional hiring 

and professional development of these individuals was seen to have positive effects for 

organizations overall. For example:

I’ve seen us make some intentional hiring choices to diversify and I’ve also seen 

engagement in people who work…closest with the people that we’re trying to 

recruit from community…that definitely helps people to be more effective, from 

the university perspective, when they’re in the community because they know those 

people in the community.

-Academic professional, 45 years old, Black, female

Respondents often cited personal connections to people living with HIV as an instrument in 

creating allies that provided quality care. As one participant explained:

A lot of people that I work with here in, at [HIV clinic name], either have someone 

they’ve lost to HIV, somebody they know who’s living with HIV…they are just 

passionate about the work of helping people... There’s something that drew them to 

this work. They didn’t just wake up one day and decide, ‘I want to go work in HIV.’ 

Um, something brought them here.

-Medical professional, 43 years old, Black, male

Personal connections to the YB-GBMSM community and/or to HIV were viewed as 

productive exhibitions of humanity that should be nurtured and viewed by organizations 

as desirable qualities.

Collaboration Between Organizations

Rules—Rules dictated how organizations interacted with each other. Participants cited 

competition (for programmatic funding and numbers of patients) as directly inhibiting 

cross-organizational collaboration. One participant explained the tensions that emerged from 

emphasis on numbers:

The government is giving them, an organization, let’s say, $10,000, if you see 500 

people this day. But if you don’t see 500 people, I’m not going to fund you again. 

You know, they’re [funders] not seeing these people. So, why do I have to do 

this for these numbers? I’m still giving them services, you know. So, why are you 

pushing me talking about numbers? Everybody fighting for numbers out here, you 

know, and it doesn’t make any sense.

-Medical professional, 48 years old, Black, female
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Competition at the top created organizational cultures that complicated work for front-line 

staff. Participants highlighted how the gaps between leaders’ mission and practice trickled 

downstream:

I think the organizations, at a upper management level, like many executives, I 

think they don’t play well together. I think they sit at the tables well together and 

they may share similar perspectives or ideas, but I don’t think they naturally are 

like, ‘Hey, let’s work together and do this thing,’ because it’s competition, but it’s 

not always friendly. The thing that I have witnessed my entire career is that … the 

rest of the staff, we play and navigate well together because we work within the 

community that we serve and it gets really tricky for us to not have friends or to 

have fallouts when we’re doing it for the benefit of the community, where it should 

always feel good and satisfying, but it’s not because the barrier usually is the, the 

EDs [executive directors], or the founders.

-Non-profit professional, 35 years old, Black, male

Communication Behavior Cycles—CBCs presented during times when organizations 

worked together to combat the HIV epidemic. These interactions relied heavily on 

interagency trust to guarantee programmatic success. For example:

[The Georgia Coalition to End HIV Criminalization] I think is an amazing model. I 

have had - it’s so interesting that we’re all able to kind of come together and sit at 

a table and have this kind of intersectional dialogue and all walk away with a task 

and then we accomplish a task and we’re able to come back to the table and talk 

about it.

-Non-profit professional, 39 years old, Black, male

Information sharing among organizations was also emphasized among participants as an 

essential part of HIV care. One participant demonstrated the ways in which data can be 

wielded to provide quality care:

[The electronic medical record] generates an alert and it says, “This patient may 

be out of care.” And so those alerts come to myself and one of the ED attendings 

[emergency department physicians], which if it’s during working hours, we actually 

forward it to one of the social workers in the emergency room that is dedicated 

to doing HIV screening because they have a testing program in the ED. They’ll 

approach the patient or reach out to the patient and just inform them that we learned 

that you might not be in care and they make an attempt at that point to relink them 

to care.

-Medical professional, 35 years old, white, male

Generally, participants acknowledged the need for cohesive approaches to community 

events. CBCs presented opportunities for collaboration within structures that already existed, 

although organizations did not necessarily capitalize on these opportunities. One participant 

describes the city’s Gay Pride events as one event with such potential:
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Even with Pride, like, you have everybody... you’ve got 85,000 parties going on 

and every organization is at a party versus everybody saying, ‘Okay, we’re going 

to get together and have just one big team of people and we’re going to disperse 

and do everything we need to do from an advocacy standpoint. But we’re working 

together.’ That doesn’t happen. If it did happen, a lot of things would probably be 

different from, um, from just an agency standpoint.

-Non-profit professional, 33 years old, Black, male

Patient-Organization Interactions

Rules—Reporting metrics were seen as antithetical to compassion, often “turning patients 

into a number.” One respondent described the tension that is created through the demands of 

organizational metrics:

They want you to see more volume, they want you to see more numbers, but they 

don’t want to, um, necessarily increase all of the stuff that you have to actually have 

in place to make sure that you can complete a patient visit in a timely fashion and 

connect them to all the resources that they need. So you hear a lot about patients, 

immediately once they get insurance, they want to go to that private office where 

they don’t feel like they’re an HIV patient.

-Medical professional, 30 years old, white, female

Participants identified the accumulation of poor experiences with organizations as a reason 

for YB-GBMSM’s disengagement from care. It also became evident that patients often 

found these interactions dehumanizing and often clouded by institutionalized prejudice. One 

participant describes this cycle:

You probably just had like a big, bad experience, right? And it probably had all 

different sort of tentacles. Like it was probably like yes maybe someone in the 

elevator was racist. And maybe someone treated me like crap because I’m young. 

And maybe someone else was like telling me I was going to hell because I’m gay 

or whatever or I’m too femme or I got hit on by someone or whatever. It might have 

all of those facets. But it probably includes something along the lines of like, I was 

disrespected and … I didn’t get what I needed and I didn’t know what was going to 

happen next and I had no way of providing feedback.

-Non-profit professional, 35 years old, white, female

Several participants discussed the lack of appropriate feedback mechanisms. Rules-based 

approaches often included customer-satisfaction surveys to gather patient feedback. These 

surveys were largely seen as insufficient in comparison to opportunities that promoted 

dialogue. One participant discusses the difference:

These organizations will do their ‘customer satisfaction surveys’ or whatever. But I 

just, I’ve never felt like we get particularly good information from those. They’re 

not done in a systematic fashion in any way. They’re generally just not done in 

a way that I think tries to draw out the feedback that we really need, which is 
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probably more done in focus groups and in environments where they’re going to be 

very comfortable giving open and honest feedback.

-Medical professional, 35 years old, white, male

These rules were generally found to have dehumanizing effects for YB-GBMSM seeking to 

engage in care. Most respondents acknowledged that these rules, even if they simplified the 

work of employees, were ultimately detrimental to quality of services.

Communication Behavior Cycles—CBCs often consisted of relationship-driven 

interactions between organizational staff and YB-GBMSM. These relationships provided 

space and autonomy for the workers and allowed individual patients to be experts on 

their own care. Flexibility, open-mindedness, and strengths-focused perspectives were ideal 

qualities for providers. As one participant explains:

I just try and meet my patients where they are. Um, I think in the time that I’ve 

been here it’s, gone over the days of sort of well, you know, how do you want to 

do this or do that? It’s more just like, okay, well, what can we do today? Where are 

you with things? How are you feeling about things? And I’m like, what do you feel 

like you could work on? And sometimes I get patients that I know what they need, 

I mean, I know what I think they need. And medically I definitely know what they 

need. But that’s just so not where they are, they need to get stable housing or come 

to terms with their diagnosis.

-Medical professional, 30, white, female

These relationships often formed a familial dynamic, helping to fill gaps in social support 

for YB-GBMSM. Often, they were considered highly effective instruments for engagement.

So, as big brother, I guess, it’s weird to say in the work setting that I serve the 

role as the person’s big brother. But for the last three years I worked in a program 

that was just strictly designed to support Black gay men […] the reason that in 

that capacity I operated mostly as big brother is because there’s no way to support 

someone as a CEO you know? There’s no way to support somebody as a director or 

anything like that. I think that you have to, in order to really, truly support a person 

and to impact their life, you have to really connect with them. So I’ve connected 

with the people within my network and outside of it on a level or try to connect 

with them on a level of familiar level because I feel like it’s the most impactful way 

to really help them.

-Non-profit professional, 38 years old, Black, male

CBCs that targeted relationship-building were credited with changing individual narratives 

around HIV status. Closeness was viewed by participants as an essential tool to constructing 

spaces where individuals moved from “surviving to thriving.” As one participant explains:

That’s truly what we do, we transform HIV resentment. When people thought there 

was no hope […] and we’re transforming that into some victories, it’s like having 

the event we had not too long ago where 12 or 13 people came out about their 

status and they’re living their truth and we had our [agency] campaign where it 
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showcases individuals that made it along this journey […] and so we’re sitting here 

coming together as a family; and I think that’s one thing that’s unique about our 

organization is that it’s like a family.

-Non-profit professional, 31 years old, Black, male

In addition to relationships that organizations built, participants expressed the importance of 

feedback loops as part of engagement with YB-GBMSM. These loops could take on several 

forms, including use of qualitative evaluation methods (e.g., in-depth-interviews, focus 

groups), development of community advisory boards, and general strategies for inclusion of 

YB-GBMSM clients’ voices in programmatic decisions.

Cultural Competence Training

Rules—Rules for cultural competence training meant that employee education was 

conducted under time and priority constraints. These trainings were often one-time 

presentations, which were largely viewed as insufficient tools for teaching cultural 

competence.

In terms of cultural competency? Nothing is going well. I mean, we have the basics 

in place where folks are, they go through a one-day workshop or half-day workshop 

on an annual basis, if their agency provides it, but that’s just a baseline. That’s 

just the very beginning of the race. There needs to be, at all levels, more in-depth 

training.

-Non-profit professional, 55 years old, Black, male

Communication Behavior Cycles—CBCs within cultural competency training were 

described as ongoing, comprehensive, and dialogue based. Participants discussed that 

effective trainings result in complex team-based problem-solving. Often, effective 

organizational learning stemmed from interactive experience sharing among all levels. 

However, cultural competence was frequently discussed as a subject that was insufficiently 

discussed within organizations. When describing ideal cultural competence trainings, 

participants described a need for a shift in training philosophy that would lead to more 

of a CBC approach:

[Cultural competency] needs to be the curriculum, I haven’t seen it unfortunately. It 

needs to certainly be robust so that when you do know and see and identify people 

who identify differently from you, you know how to navigate that. You know how 

to create an environment that’s inviting or welcoming.

-Health-department professional, 29 years old, Black, male

Bureaucratic Factors

Rules—Bureaucratic rules were largely discussed as the concrete policies and procedures 

that organizations established to maintain order. Generally, bureaucratic rules were viewed 

by participants as obstacles to patient care. Examples of these obstacles included: long 

wait times, cumbersome referral processes, and large amounts of paperwork. Often, these 

processes were inconsistent and arbitrary in nature. For example:
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But there’s also, like this whole thing where you need an ID to get care at [county 

health department], but that’s technically not true, you can be seen without an ID. 

Or they tell you that you have to show proof of income for the sliding scale but, 

that’s technically not true, because they won’t turn you away. So what happens 

is I have people running around feeling helpless and like they can’t get any care 

because certain people who answer the phone want to make the money and not to 

provide the care.

-Non-profit professional, 35 years old, Black, male

Similarly, rules about technologies for contact with patients often limited how and when 

providers could speak with patients. For instance, one participant expressed frustration with 

limited communication as a barrier to building rapport with their patients:

I shouldn’t be working 8 to 4:30 because patients are not, like, functioning during 

those times. Or very few are. Or if they are, they are at work, so they can’t come in 

and see me. There should be extended hours and many of my patients aren’t even 

getting up until noon. So our hours and stuff don’t work. I think that the method 

of communication with patients is also terrible. Like, I don’t have a number that I 

can text from or that I can, like, I think probably technically I’m not even supposed 

to be like, emailing - I can’t email results or anything like that. I can just email 

and be like, ‘Hey, can you call me?’ Or something, but I can’t communicate with 

patients the way that they communicate. […] And so, I think, we lose a lot of 

patients because they’re just not going to pick up the phone and call us if they miss 

an appointment or something. They would text or send some other type of message 

through a messaging service. But … we’re not allowed to do that.

-Medical professional, 30 years old, white, female

Communication Behavior Cycles—CBCs were found to include client-centered 

approaches that focused on quality customer service. Participants expressed that frequent 

contact with medical providers created comforting and engaging environments for YB-

GBMSM. As one participant stated:

[When patients are enrolling in the clinic] we meet with them sort of ahead of time 

just to sort of introduce themselves and get their baseline labs and make sure that 

they’re feeling okay and comfortable with everything.

-Medical professional, 30 years old, white, female

Flexible communication methods were an essential part of the engagement process with 

YB-GBMSM. Participants generally felt that these methods should incorporate patient/client 

preference for highest levels of effectiveness. For example:

I had to learn, for example, to stop emailing my patients. They don’t email. You are 

not going to get a 20-year-old to email you, they don’t email. So I got a Google 

Voice number so they could text me and they could reach me… social media is 

important.

-Medical professional, 33 years old, Black, female
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Other bureaucratic factors were that focused on care facilitation were new-patient 

orientations, consolidation of redundant paperwork, and “touchpoint” activities that reaffirm 

basic HIV knowledge:

Um, what we do is we have a new model now, before people can even come to 

the events and stuff, they have to do a touch point activity of order. So that’s our 

admission into our events. You have to do some of the games and learn the things. 

So some of them can be trigger questions around HIV and AIDS, around, um, safer 

sex, around, um, housing, living, all these different topics we try to touch with our 

touchpoint activities.

-Non-profit professional, 35 years old, Black, male

Intervention Strategies

Rules—HIV prevention messaging is often relegated to rules of “best practices” to provide 

consistent and appropriate health communications. However, participants felt the messaging 

practiced by organizations was outdated and inefficient. Specifically, the narrow view 

of sexual behaviors was limited and isolating for patients. Many participants felt that 

prevention was not aligned with the dynamic experiences of YB-GBMSM.

You know there are other ways, we’re in 2017. There are other ways to have 

sex, everybody’s not having boring … missionary sex. Everybody’s not having 

penetrative sex in that sense.

-Non-profit professional, 31 years old, Black, male

Similarly, respondents felt that a focus on condoms as the only prevention method failed 

to incorporate scientific evidence demonstrating the effectiveness of HIV treatment as 

prevention.

So the individuals living with HIV [are] in treatment and taking care of themselves 

and finally suppressed now and undetectable. The truth is they’re not passing HIV. 

But all we think of is condoms, condoms, condoms, get tested and condoms, 

condoms, condoms. -Non-profit professional, 31 years old, Black, male

Communication Behavior Cycles—Intervention strategies in the CBC category were 

creative and innovative interventions geared toward YB-GBMSM. Notably, most of the 

CBC-type interventions were created by YB-GBMSM themselves. These interventions 

relied less on traditional didactic approaches to education and emphasized participant 

dignity. One participant points out this transformation:

Because working with young, Black gay men, particularly positive men, it’s not 

transactional, it’s not just about the linkage. It’s about bolstering, you know, a 

person’s belief in their success trajectory.

-Other Professional: 33 years old, Black, male

Participants expressed a need to emphasize the dynamic and diverse culture of YB-

GBMSM. “Best practice” standards were viewed to come from traditionally white strategies 
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and perspectives. Culturally grounded interventions were viewed as a necessary part of HIV 

care for YB-GBMSM. As one participant stated:

So there is a such thing as a Black gay culture and it can never be a spinoff of 

something for white gay people. Honoring the fact that Black people, before they’re 

Black, are African and, as such, have Africanisms, and especially Black gay men. 

We operate in a very African way. We’re very, you know, gaudy and loud and 

expressive and communal and we’re clanly. And I think it’s honoring that African 

part of Blackness and not just seeing it as you know, Black Americanness or you 

know some spinoff of, you know, some shit that occurred in America but also in 

Africa.

-Non-profit professional, 38 years old, Black, male

Additionally, traditional “support groups” were reconceptualized to incorporate social media 

as a means of increasing impact:

So [organization name] sets up networks; secret, private networks around the 

country or highly impacted populations […] And what happens is that they get 

to interface in a way that just supports life regardless and not just viral suppression, 

not because of your HIV life but just supports life you know? You share who you 

are and a person that’s in a same health situation as you, gets to chime in and share 

who they are and you get to learn and grow by just simply gleaning inspiration and 

information from people just like you.”

-Non-profit professional, 38 years old, Black, male

Participants also provided in-person examples of creative new approaches structured around 

CBCs:

So, like, we do this thing called Queer Movie Nights as well, where we, um, do 

a screening of a film that’ very queer-friendly. Um, and like last - no, a couple of 

days ago on Tuesday or Monday, I think, we, um, saw the screening of Kiki, it’s 

this new documentary that takes about the Kiki scene in New York […] and making 

sure that, yeah, we can, you know, definitely talk about how to decrease barriers to 

care, um, for queer folks, but also making sure that we’re affirming and addressing 

issues about us holistically.

-Academic professional, 22 years old, Black, male

Overall, participants described a push for innovative CBCs that re-imagined and added 

dimension to “business as usual practices” (i.e., rules). These were viewed by participants as 

garnering positive feedback from YB-GBMSM and facilitating engagement and relationship 

building.

DISCUSSION

Our participants indicated that CBC-based responses were most likely to be appropriate for 

addressing the complexity of HIV among YB-GBMSM living in Atlanta. In contrast, rules-

based responses were described as over-simplified, and often created additional barriers 
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to care for YB-GBMSM. Unfortunately, rules were often presented as the default method 

of enactment by organizations, while CBCs were discussed as aspirational strategies. Our 

participants endorsed the need for further organizational investment in CBCs relative to 

rules, while also recognizing challenges associated with such a paradigm shift.

These results align with other uses of Weick’s theory of organizing as a framework to 

guide organizational design and approaches to problem-solving. In case studies involving 

medication adherence (Kreps, 2009) and palliative care (Ledford et al., 2016), CBCs were 

found to be desirable approaches to enactment and to fulfill needs insufficiently met 

by rules-based structures of organizing. The preference for CBCs is consistent with the 

complexities of public health problems. In order to be truly effective, enactment approaches 

and selection processes must respond with equal levels of complexity. These results add to 

current public health literature because they examine HIV care among YB-GBMSM as a 

highly complex public health issue that can be best served through CBC-based perspectives 

and structures.

Participants offered many concrete suggestions for CBC-based enactment of various 

organizational activities (see Table 2). Unfortunately, it was also made clear by participants 

that current funding structures (i.e., competing and reporting for grant funding) do 

not always support a shift from rules-based to CBC-based enactment. Realistically, 

organizations must maintain their funding streams to continue to employ workers and 

support clients. Therefore, it may be more practical to view rules and CBCs as 

complementary components of an organization’s toolkit, in which organizations try to 

prioritize CBC-based enactment strategies that can be folded in to current practices. 

Ultimately, these strategies move toward patient-centered care, focusing on the intersectional 

and unique circumstances of each client. With regard to funding requirements, our 

participants highlighted the point that metrics and recommended intervention strategies are 

frequently based on myopic and even biased “best practices” which are often developed with 

different target populations and may not be applicable to various minority groups such as 

YB-GBMSM. Additional reforms should also occur at the level of the funders; collective 

advocacy from organizations to lobby for changes to funding structures or metrics might 

be mutually beneficial and help to incentivize more creative humanistic, and client-centered 

approaches to service delivery.

In our focus on organizations and their structures, we contribute to the literature by 

addressing an understudied, but highly relevant part of YB-GBMSM’s experiences living 

with HIV and trying to get appropriate services. Future research could build upon 

these findings in several ways. First, these findings have the potential to inform the 

numerous implementation research efforts currently underway as part of the Ending the 

HIV Epidemic (EHE) initiative (Fauci et al., 2019; Mustanski et al., 2022). The EHE 

focus on implementation science, lends itself nicely to future attempts to operationalize the 

recommended CBCs and to study them within future implementation trials.

Limitations

This is a secondary data analysis; data collection was not originally intended to explore 

enactment styles among HIV service providers in Atlanta. Therefore, it is possible that 
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additional insight could be gained from further research primarily focused on this topic. 

Additionally, organizational enactment varies by institution. A need exists for additional 

research on the similarities between organizations that utilize CBCs and strategies to 

increase buy-in from decision makers within their organizations.

Conclusions

Weick’s concept of enactment provides a starting point for evaluation of current HIV service 

practices. This theory highlights the effectiveness of CBCs as a process of organizational 

enactment to address the complexity of HIV in YB-GBMSM living in Atlanta. HIV 

service organizations and providers would benefit from considering a shift from rules-

based structures to CBCs that emphasize communication, inter-organizational information 

sharing and end-user input. Future research is needed to explore similarities in successful 

organizational structures that are CBC-informed. Additionally, HIV service providers, 

together with their clients, could benefit from internal process reviews and evaluations of 

practices and procedures to best determine how to transition from rules-based enactment 

to CBC-based approaches. It would be beneficial for HIV service organizations and 

providers to examine inter- and intra-organizational rules-based approaches to enactment 

and determine pathways for transformation into CBC-based styles of enactment.
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Figure 1. 
Weick’s Theory of Enactment
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Table 1.

Participant Demographics

Mean (SD)

Age (years) 36.5 (9.57)

N (%)

Organizational Sector

 Medical 7 (25%)

 Nonprofit 12 (43%)

 Academic 5 (18%)

 Health Department 2 (7%)

 Other 2 (7%)

Gender

 Cisgender Male 21 (75%)

 Cisgender Female 7 (25%)

Race

 Black 24 (86%)

 White 4 (14%)
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Table 2.

Enactment Themes as Rules and Communication Behavior Cycles

Theme Rules Communication Behavior Cycles (CBCs)

Macro-Level 
Ideologies

• Rigid healthcare systems
• “One size fits all” approach to client care and 
services

• Holistic and patient-centered systems
• Increased focus on structural issues
• Community-powered

Employee Value
• Organizations undervalue and underpay staff • Engage staff from the community and involve them in 

decision making
• Intentional hiring and professional development

Collaboration 
Between 
Organizations

• Competition for clients
• Leadership’s attitudes toward other 
organizations conflict with front-line staff’s reality

• Information sharing
• Interagency trust

Patient-
Organization 
Interactions

• Prejudice and discrimination
• Negative customer service experiences
• Limited feedback opportunities

• Construction of familial dynamic
• Relationship-driven
• Strengths-based approaches
• Inclusion of client voice in decision-making

Cultural 
Competence 
Training

• “One-time” staff trainings • Interactive/on-going training
• Robust cultural consciousness curriculum

Bureaucratic 
Factors

• Long wait times for uninsured individuals
• Patients must “jump through hoops.”
• Referral processes
• Paperwork
• Hours of operation
• Patient requirements (health history, zip code)

• Increased availability of providers
• Access to cell-phones/reimagining communication.
• Pre-appointment meetings
• Touchpoint activities
• New patient orientation

Intervention 
Strategies

• Condoms as prevention • Emphasis on client dignity
• Culturally grounded interventions
• Use of social media
• Innovation
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