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Abstract: Background: The number of homosexual men (gay) with the human immunodeficiency virus
(HIV) who will become ill in the next few years is expected to rise dramatically. Many will need and desire
support from their families of origin. Understanding the history of family relationships can be crucial for the
optimal care of these patients and their families. Little is known, however, about the relationship between

gay men and their families of origin.

Metbods: A convenience sample of gay men (n = 265) from three northern California cities was surveyed to
determine family member knowledge of their sexual orientation and HIV status and perceived family
supportiveness regarding issues of HIV disease and acquired immunodeficiency syndrome (AIDS). Fifty-five
percent of the sample were HIV negative, 14 percent were HIV positive, 8 percent had received a diagnosis of

AIDS, and 23 percent had not been tested.

Results: Approximately 70 percent of family members knew a son’s or brother’s sexual orientation. Fewer
family members (50.9 percent) knew a son’s or brother’s HIV status than knew his sexual orientation.
Untested gay men reported the least family knowledge of both sexual orientation and HIV status. There was,
however, considerable variation in knowledge among members of the same family, with mothers and sisters
knowing HIV status more frequently than fathers and brothers. The amount of supportiveness regarding
issues of HIV disease within the family also varied considerably.

Conclusions: 1t is important for the family physician caring for the gay male patient, his family, or both to
understand that the pattern of knowledge and supportiveness among family members concerning sexual
orientation and HIV status is selective, even within the same family. The physician needs to assess family
members’ knowledge and attitudes to plan an overall care strategy. (J Am Board Fam Pract 1993; 6:25-32.)

The human immunodeficiency virus (HIV) epi-
demic has focused considerable attention on
the primary medical care of HIV disease!> and
physicians’ attitudes and responsibilities in the
care of homosexual men (gay)®-® and persons with
acquired immunodeficiency syndrome (AIDS).>!!

Submitted, revised, 15 June 1992.

From the Center for the Study of Family and Health, the Family
Practice Residency Program, San Francisco General Hospital, the
Department of Family and Community Medicine, University of
California, San Francisco (LF, RHG), and the Center for AIDS
Prevention Studies, University of California, San Francisco (RBH,
JAC). Address reprint requests to Lawrence Fisher, PhD, Depart-
ment of Family and Community Medicine, University of Califor-
nia, San Francisco, Box 0900, San Francisco, CA 94143.

This study was supported in part by the Center for AIDS Pre-
vention Studies through Center Grant MH42459 from the Na-
tional Institute of Mental Health and the National Institute on
Drug Abuse.

Presented at the Society of Teachers of Family Medicine Annual
Spring Conference, St. Louis, MO, 20 April 1992.

Relatively less attention, however, has been given
to an understanding of relationships between gay
men and their families of origin. An appreciation
of family issues is important for the delivery of
emotional and physical support for all family
members affected by chronic or terminal dis-
ease.!213 Such issues become critical when a stig-
matized disease such as AIDS occurs. For the
family physician, understanding the history of
family relationships and current family function-
ing in families of gay men can be helpful, and in
many instances essential, to assure optimal care of
the gay male patient and all family members.
Results of only one survey of gay men regarding
their families of origin have been reported.!* This
1982 market survey of urban gay men suggested
that as few as 20 percent of the sample had told
family members they were gay. Clinical findings
have suggested that many family members do not
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learn a son or brother is gay until learning that he
is HIV positive or has AIDS.15 This news can
result in a double trauma to family members, who
simultaneously learn about his sexual orientation
and his life-threatening disease. For many family
members, the health consequences can be consid-
erable. The psychiatric morbidity of family mem-
bers and the negative effects of ongoing stress and
emotional turmoil on the health of parents and
siblings have been well described.!6-18 Similarly,
stressful family relationships can affect the ability
of a gay male patient to manage his personal
health care.!?

Family support for persons with HIV disease is
an important component of care. The variability
in support even among members of the same fam-
ily, however, is considerable. Several clinical re-
ports have suggested that fathers have the most
difficulty accepting a son’s homosexuality, fol-
lowed by brothers, sisters, and mothers.20-22 In-
deed, fathers are the most reluctant to engage in
treatment or support programs for family mem-
bers of HIV patients. Fathers are also less likely to
involve themselves in a son’s care.

Family members can maintain close ties with a
gay son or brother, can have variable relationships,
or even can avoid all contact. Gay men can live in
the same city or town or they can live many miles
away, often in an urban area within a large gay
community. Nevertheless, an increasing number
of gay men reunite with their families of origin
and return to the family household at some point
during their illness.?3-24

Considering the paucity of recent systematic
research on the relationships between gay men
and their families of origin and the expected in-
crease in persons with HIV disease and AIDS in
the next few years, we undertook a community-
based study of gay men in California. Our goals
were to learn more about a gay man’s perceptions
of (1) family members’ knowledge of his sexual
orientation, (2) family members’ knowledge of his
HIV status; and (3) family support and concern
regarding AIDS and HIV disease. This informa-
tion has important implications for clinical strate-
gies in primary family care.

Methods

Recruitment

We surveyed gay men through gay community
centers in three California cities not included

(&
among the national epicenters of the gay commu- »

nity: Sacramento, San Jose, and Fresno. All three g,
centers operated educational, athletic, social, and 8
support programs and served as a meeting place 5,
for various gay and lesbian groups in their respec- 5
tive communities. The cities were selected to re- 3
flect a diversity of personal lifestyles and economic &
and social characteristics. Sacramento has a popu- 3
lation of approximately 400,000 and is locatedc
about 90 miles east of San Francisco. It is a center &
for government and related business. San Jose is a z
rapidly expanding urban city of approxlmately 2
785,000 inhabitants. It lies at the southern rim of . B
San Francisco Bay but has a cultural and economic oo
life separate from San Francisco. It is adjacent to N
the Silicon Valley, and the surrounding communi-
ties include a variety of hlgh-technology firms and 3
other businesses. Fresno is a semirural community
(approximate population 310,000) located in the 3 &
center of the state, close to the Sierras. It is a major S
hub of the state’s agribusiness.
Questionnaires were placed at the entrance 2
of each of the three community centers for 3
2-week periods in November 1989 and March &3 =
1990. A letter was attached to each questionnaire &
explaining the purpose of the research and assur- 9
ing anonymity. Users of the community centers 5
were encouraged to complete the 2-page ques-
tionnaire and to place the completed question-
naire in a container that was sealed to assure con-
fidendality. Because no research staff were
present, it was not possible to ascertain the per- 5
centage of potential respondents who completed
the questionnaire.
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Subjects

Two hundred sixty-five men who described them-
selves as gay completed the questionnaire. Of the 9
total sample, 4 percent were Asian, 4 percent Af-
rican-American, 7 percent Hlspamc, and 85 per- J
cent white. Eight percent completed high school,
39 percent had some college education, 34 per- 3
cent completed college, and 18 percent had some 3
postgraduate education. Fresno subjects were the &
least educated, and San Jose subjects were the <
most educated.

The mean age of the sample was 33.1 years ©
(SD = 8.1). HIV-positive men (mean age 35. 43 g
years) and AIDS patients (mean age 35.0 years) § S
combined were significantly older than HIV- &
negative men (mean age 32.6 years) (¢ = 2. 633,<
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P < 0.01). Men from Fresno (mean age 36 years)
were significantly older than men from Sacramento
(mean age 32 years) (¢ = 2.162, P < 0.05).

Of the 265 respondents 146 (55 percent) re-
ported being HIV negative based on their last test
results, 37 (14 percent) said they were HIV posi-
tive, and 60 (23 percent) reported that they had
not been tested. Twenty-two (8 percent) had re-
ceived a diagnosis of AIDS by their health-care
provider (Table 1). All but 1 of the AIDS patients
were receiving medication (predominantly zido-
vudine). HIV status varied as a function of re-
cruitment site, with the San Jose sample having
the highest percentage of subjects with AIDS (23
percent) and the Sacramento sample having the
highest percentage of HIV-negative subjects (62
percent).

Assessment and Analysis
The questionnaire contained 19 items. Fifteen

questions assessed demographic characteristics
and HIV status, and four questions elicited infor-
mation about each member of the subject’s family
of origin (mother, father, sisters, and brothers): (1)
Does this family member know you are gay or
bisexual? (2) Does this family member know your
HIV status? (3) How helpful or supportive has this
family member been to you regarding issues of
HIV disease and AIDS? (4) In general, has HIV
disease or AIDS changed your relationship with
this person? Responses about deceased family
members were excluded from all analyses.

The first two questions, regarding family mem-
bers’ knowledge of sexual orientation and HIV
status, were scored yes or no. These data were
analyzed separately by chi-square (between-sub-
jects analysis) for all mothers, all fathers, all broth-
ers, and all sisters. Additional analyses were per-

Table 1. Human Immunodeficiency Virus (HIV) Status
of Subjects by Recruitment Site.

Sacramento SanJose Fresno Total No.
Status No.(%) No.(%) No.(%) (%)
HIV negative 102 (62) 3247 12 (38) 146 (55)
HIV positive 16 (9) 14 (20) 72 37(19)
AIDS 53) 16 23) 14 22(8)
Untested 42 (26) 7(10) 11 (36) 60 (23)
Total 165 (100)  69(100) 31 (100) 265 (100)
HIV = human immunodeficiency virus, AIDS = acquired immmuno-
deficiency syndrome.

formed to assess the variability of perceived
knowledge within each subject’s family (within-
subjects analysis).

Responses to the third question, regarding per-
ceived family member support, were scored on a
five-point scale, with values ranging from very
unhelpful to very helpful. The last question, re-
garding perceived change in the relationship, was
scored on a five-point scale, with values ranging
from much worse to much better. Because the
third and fourth questions were scored on a con-
tinuous rather than a yes-or-no format, a two-way
analysis of variance (ANOVA) was used in the
analysis of each. To account for potential statisti-
cal bias in these analyses (violation of cell inde-
pendence caused by multiple ratings by the same
subject both within and across cells), we selected
a subsample of 68 subjects who had rated both
parents, at least one brother, and at least one sister.
Mean ratings for multiple brothers and for muls-
ple sisters were calculated. A within-subjects
ANOVA was run for these subjects.

Only subjects who reported that their families
knew they were gay were included in the analyses
of the third and fourth questions. Differences in
response to the family knowledge and support
questions based on city of residence (Sacramento,
San Jose, Fresno) were not due to residence as
such, but to differences in HIV status among the
three cities. Consequently, site of data collection
was not included in the analyses reported below.
Also, because responses to the 19 questions were
not meaningfully correlated with the subject’s
level of education, a statistical control for social
class was not included in the analyses.

Results

Family Knowledge of Sexual Orientation

Overall, subjects reported that 71.2 percent of all
family members knew their sexual orientation (Ta-
ble 2). More mothers (74.5 percent) than fathers
(65.8 percent) knew their sons were gay, although
this difference was not statistically significant (x?
= 3.287, P <0.06). Similar differences between
mothers and fathers, however, occurred in all four
HIV status groups. No statistically significant dif-
ferences in knowledge of sexual orientation were
found between all brothers (71.0 percent) and all
sisters (72.4 percent), and among all family mem-
bers when taken as a group (mothers, fathers,
brothers, and sisters). The order of percentage of
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Table 2. Family Members Who Knew Respondent’s Sexual Orientation.

HIV Negative HIV Positive
No. (%) No. (%) AIDS No. (%) Untested No. (%) Total No. (%)
Mothers 127 (75.6) 34(79.9) 19 (78.9) 47 (65.9) 227 (74.5)
Fathers 105 (66.7) 28(71.4) 13 (61.5) 38 (60.5) 184 (65.8)
Brothers 163 (68.7) 46 (82.6) 38(76.3) 56 (64.3) 303 (70.9)
Sisters 139 (74.8) 43 (81.4) 16 (68.7) 51 (59.6) 250(72.4)
Total 534 (71.5) 151 (79.5) 86 (73.2) 193 (62.7) 964 (71.2)

HIV = human immunodeficiency virus, AIDS = acquired immunodeficiency syndrome.

family members who knew the subjects’ sexual
orientation, however, was the same as reported
earlier: mothers (74.5 percent), sisters (72.4 per-
cent), brothers (71.0 percent), and fathers (65.8
percent).

Knowledge of the subjects’ sexual orientation
for all family members combined was differ-
ent among the four HIV groups (x? = 12.042,
P < 0.06; Table 2). The percentages were as fol-
lows: 79.5 percent of the family members of HIV-
positive subjects knew their sexual orientation,
73.2 percent of family members of subjects with
AIDS, 71.5 percent of family members of HIV-
negative subjects, and 62.7 percent of family mem-
bers of untested subjects. Family members of un-
tested subjects were the least likely to know his
orientation.

Variation in knowledge of sexual orientation
within each respondent’s family was computed by
calculating the percentage of family members who
were reported by him to know his sexual orienta-
tion. Because percentage scores often are extreme
in small family units (0 percent versus 100 per-
cent), we excluded 45 families with only the re-
spondent and one other family member. The re-
sults for the remainder of families (n = 220) are
presented in Table 3. The variability in knowledge
of sexual orientation among family members
(standard deviation) within the families of each of
the four groups of subjects was extremely large,
often approaching 40 percent of the mean. This
finding suggests that the number of family mem-
bers within each family who knew the respond-
ent’s sexual orientation varied considerably from
family to family, even for families of HIV-positive
subjects and those with AIDS.

Knowledge of HIV Status
With the exception of subjects with AIDS, fewer

family members knew their sons’ or brothers’ HIV

status than knew that they were gay (Tables 3 and
4). Whereas the percentage among mothers, fa-
thers, brothers, and sisters who knew the respon-
dents’ sexual orientation ranged from 65.8 per-
cent to 74.5 percent (Table 2), the range of
knowledge of HIV status was from 45.6 percent
to 56.8 percent (Table 4), indicating nonoverlap-
ping distributions.

More mothers and sisters knew the subjects’
HIV status than fathers and brothers (x? = 8.445,
P <0.037) (Table 4) for the total sample, for HIV-
negative subjects, and for HIV-positive subjects.
No differences occurred in families of subjects
with AIDS, for whom knowledge of HIV status
was relatively high for all family members. In
addition, more sisters than brothers knew the sub-
jects’ HIV status (x? = 4.885, P < 0.027) for the
total sample and for both HIV-negative and HIV-
positive subjects. No similar differences were
found between mothers and fathers. Family mem-
bers of subjects with AIDS had the highest rate of
knowledge concerning HIV status of all four HIV

Table 3. Number and Mean Percentage of Members
within Each Family Who Knew Subject’s Sexual

Orientation and HIV Status.
Mean Percent
Number Per Family  SD
Knowledge of sexual
orientation
HIV negative 133 71.7 36.8
HIV positive 25 71.2 35.5
AIDS 17 74.8 353
Untested 45 61.7 25.5
Knowledge of HIV
status
HIV negative 129 46.8 41.0
HIV positive 35 50.2 28.2
AIDS 20 81.3 10.0

HIV = human immunodeficiency virus, AIDS = acquired immuno-

deficiency syndrome, SD = standard deviaton.
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Table 4. Number and Percentage of Family Members

Who Knew the Subject's HIV Status.
HIV HIV
Negative Positive AIDS Total

No.(%) No.(%) No.(%) No.(%)

Mothers 123 (54.5)  34(50.0) 19(73.7) 176(55.7)
Fathers 100 (43.0) 28 (464) 14(643) 142 (45.8)
Brothers 152(34.9) 45(48.9) 40(82.5) 237 (45.6)
Sisters 132(49.2) 43 (72.1) 17(76.5) 192 (56.8)
Total 507 (44.9) 150(55.3) 90(76.7) 747 (50.9)
HIV = human immunodeficiency virus, AIDS = acquired imnmuno-
deficiency syndrome.

groups. Nevertheless, one-quarter to one-third of
family members did not know that the subjects had
AIDS.

As expected, the percentage of brothers and
sisters with knowledge of HIV status increased
when the groups were ordered from HIV negative
to HIV positive to subjects with AIDS (brothers:
x2=29.212, P<0.001; sisters: x? =9.850, P<
0.007). A similar, although nonsignificant, trend
occurred for fathers but not for mothers (Table 4).

To assess the variability in knowledge of HIV
status within each subject’s family, the average
number of family members who knew the subject’s
HIV status was calculated separately for those
who were HIV negative, HIV positive, and who
had AIDS (Table 3). Families with only two mem-
bers were eliminated to reduce the likelihood of
extreme scores. There was considerable variation
in the average percentage of family members
within the same family with knowledge of HIV
status. For HIV-negative subjects, the standard
deviation approached 88 percent of the mean
(mean = 46.8, SD = 41.1), and for HIV-positive
subjects, the standard deviation was more than 50
percent (mean = 50.2, SD = 28.2). Much less vari-
ation in knowledge among family members of
AIDS patients occurred (mean = 81.3, SD = 10).
About one-fifth of members within each family of
subjects with AIDS, however, were reported by
the subject to be unaware of his disease.

Family Supportiveness B
Subjects with AIDS rated their families as most

supportive, and untested subjects rated their fami-
lies as least supportive of the four HIV status
groups (F = 5.830, P < 0.006) (Table 5). Mothers
and sisters were rated more supportive than
fathers and brothers (F=4.770, P <0.002). All

the ratings of mothers’ and sisters’ supportive-
ness were significantly higher than the ratings of
brothers’ and fathers’ supportiveness (all r-tests
P < 0.01; Table 5). The within-subjects ANOVA
yielded the same results.

Change in Family Relationships

HIV-positive subjects, HIV-negative subjects, and
subjects with AIDS reported greater positive
change in family relationships as a result of HIV
disease and AIDS than did subjects from the un-
tested group (F =3.380, P < 0.018). No signifi-
cant differences in change in relationship were
noted in ratings of mothers, fathers, sisters, or
brothers. The (within subjects) ANOVA aimed at
correcting potential statistical bias was not signifi-
cant, although subjects who were HIV-positive,
HIV-negative, and who had AIDS again reported
greater positive change in family relationships
than did untested subjects.

Discussion
This study addressed family member knowledge

of a gay son’s or brother’s sexual orientation and
HIV status and perceived family member support
regarding issues of HIV disease and AIDS.

Table 5. Ratings of Family Member Supportiveness.*

HIV HIV
Negative Positive AIDS Untested Total

Mothers
Mean 3.5 3.5 3.9 3.1 3.5
SD 1.0 1.0 0.9 1.0 1.0
No. 103 28 18 30 179
Fathers
-Mean 3.2 3.0 35 2.8 31
SD 0.9 1.0 0.7 1.1 0.9
No. 84 23 13 25 145
Brothers
Mean 3.2 3.1 3.5 3.1 3.2
SD 0.9 0.7 1.1 0.8 0.9
No. 131 40 40 37 248
Sisters
Mean 3.5 37 3.5 33 3.5
SD 0.9 1.1 1.2 1.2 1.1
No. 111 37 17 32 197
Total
Mean 34 34 3.6 3.1
SD 0.9 0.9 1.0 0.9
No. 429 128 88 124

*Supportiveness was rated from 1 to 5, from very unsupportive
(1) to very supportive (5). SD = standard deviation, HIV = human
immunodeficiency virus, AIDS = acquired immunodeficiency
syndrome.
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Knowledge of Sexual Orientation
As expected, the results suggest a substantial in-

crease in the number of family members who knew
a son’s or brother’s sexual orientation compared
with findings from a market survey taken in 1982.
Coppola and Zabarsky!* found that 20 percent of
the family members of gay men in their sample
knew the men’s sexual orientation, whereas our
data, collected from community center members
in 1989 and 1990, showed a family member knowl-
edge rate of 71.2 percent. Although the samples
upon which these two studies are based are not
identical, the HIV epidemic and the greater visi-
bility of gay lifestyle in most communities have
contributed to an atmosphere that can foster
greater family awareness than previously. Simi-
larly, the social atmosphere could have made it
more acceptable for gay men to be more forth-
right in responding to the research questionnaire.

There was, however, considerable variation in
knowledge among members of the same family. In
addition, fewer family members from the untested
group than from the other respondent groups
were aware of a son’s or brother’s sexual orienta-
tion. Although more mothers (74.5 percent) than
fathers (65.8 percent) knew their sons were gay,
this difference was not significant in our sample
(P < 0.06). Also, no difference in knowledge be-
tween brothers and sisters was found.

Knowledge of HIV Status
Fewer family members were reported to know the

respondent’s HIV status than his sexual orienta-
tion (50.9 percent versus 71.2 percent). This find-
ing suggests that although there is a growing pub-
lic awareness and acceptance of gay lifestyle,
including a more open attitude among family
members, issues of HIV disease and AIDS remain
relatively private. Disclosing one’s sexual orienta-
tion to family members occurs more frequently
than in previous years, but there appears to be less
willingness among gay men to disclose HIV status
to family members. This finding could, in part,
reflect the personal difficulties and fears inherent
in accepting a diagnosis of any chronic or terminal
illness. The stigma of HIV disease and AIDS,
however, can make disclosure and family member
acceptance even more difficult. For example,
Robinson, et al.!8 reported that disclosure of
AIDS to family members tended to reopen old
wounds in 90 percent of patients and family mem-

bers interviewed, and Greif and Porembski2524;
reported the recurrence of previous family sp]jts3
and alliances. Learning of a son’s or brother’s posi-§
tive HIV status forces family members to come toQ
terms with this health crisis. This knowledge can3
prompt a shift from a relatively passive stance®
regarding sexual orientation to an active stanced
regarding the family members’ potential roles as=;
caregivers and to broader, social implications. {-,'
More mothers and sisters were reported toS
know the respondent’s HIV status than fathers and:r
brothers. Furthermore, sibling knowledge of HIVQ
status increased from HIV-negative to HIV—p051-
tive to AIDS subjects. Considerable variability ing,
knowledge among the members within the sameR
family also was reported. These results are consxs—su'
tent with previous clinical reports. )
Thus, it is likely that most but not all members®
of a gay man’s immediate family know his sexualfy
orientation, but far fewer know his HIV status. Ing
both instances, however, mothers and sisters are™
more likely to have this knowledge than fathers:,
and brothers.

'e66T Asen

Family Supportiveness and Change
As expected, the data show that gay men shareo

sensitive information with family members whomé
they perceive to be supportive. Once agam,g,
mothers and sisters were reported to be morem
supportive than fathers and brothers. It is not-"
clear, however, whether gay men are more open t03
female than male family members because familyZ
caretaking roles are tradmonally assumed by=
women,?” because a son’s homosexuality is moreg
troublesome for fathers than mothers, or becauses
of both or other factors. Fathers of gay men are3
less frequently involved in and more resistant3
to treatment and support groups for HIV dis-o
ease than mothers.2829 Conflicted or threatened—
fathers often are protected from this informationn
by other family members. Those who know col-2
lude to keep others in the farmly from knowmg,:
making the process of gaining accurate informa-
tion and becoming involved in care truly a familys
phenomenon. These forces can combine to make2
gay men reluctant to approach fathers, and fathersc
reluctant to respond openly to gay sons.

Untested Respondents

We were surprised to learn that of all respondent3
groups, untested gay men reported the fewestS

q por08I0Id 1SS
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number of family members who knew they were
gay and the fewest who knew their HIV status. In
addition, untested respondents gave their family
members the lowest ratings of supportiveness
among the four HIV status groups.

Our findings suggest that reluctance to be
tested for HIV disease may be rooted, in part, in
previous or current family relationships. Although
peer support, counseling, and education have
been shown to be critical ways to increase motiva-
tion for testing, issues regarding a gay man’s fam-
ily of origin might need to be addressed as well. A
gay man’s disclosure of HIV seropositivity has the
potential to exacerbate troublesome family issues
when family members learn that he is both gay and
HIV positive. Consequently, family history and
lack of family acceptance could undermine moti-
vation for testing. In this sense, HIV testing could
also involve far-ranging family and historical con-
cerns, which should be addressed directly in fu-
ture research.

Limitations
"Two qualifications need to be addressed in review-

ing these data. First, the use of a community-based
convenience sample of gay men who attended
community centers in small urban cities raises
issues concerning the generalizability of findings,
because such samples are not based on a cross-sec-
tion of a defined population. Researchers studying
men who have sex with men consistently have
been unable to obtain random or well-stratified
population samples for two reasons: not all men
who have sex with men will identify themselves as
gay or reveal their behavior in a survey, and gay
population samples are very site dependent.’
Most research and market surveys of gay men in
the era of AIDS are based on convenience samples
of men who are patrons or clients of specific set-
tings (gay bars, bath houses, clinic samples, com-
munity centers). The resulting data are, therefore,
of unknown generalizability to the broader com-
munity of gay men. The problems inherent in
gathering representative samples of gay men make
it difficult to conceive of a standard gay demo-
graphic profile for any given community or to
determine variations in profiles across communi-
ties. Our data are based on a convenience sample
of gay men who volunteered from the sites se-
lected. The findings, therefore, need to be repli-
cated in other settings and in different cities for

generalizability to be established. The similarity
of findings among the three cities selected in our
study contributes to this process. Data from stud-
ies such as ours and from market surveys such as
that of Coppola and Zabarsky!4 probably repre-
sent overestimates of openness with family mem-
bers, because respondents are sufficiently public
about their sexual orientation to attend a gay com-
munity center and are willing to declare their
sexual orientation by completing a questionnaire
or interview.

Second, family members’ knowledge of sexual
orientation and HIV status was based on our sub-
jects’ appraisals and not on direct contact with
family members. Subject appraisals, however, are
likely to be an underestimate of actual member
knowledge.

Conclusions
Our findings emphasize the family aspects of sex-

ual orientation and HIV disease. The processes by
which multigeneration families come to grips with
these issues, the patterns of caregiving that are
received, and the need for family members to re-
direct their energies and resources are issues of
concern to the family physician.

It is important for the physician caring for the
gay male patient, his family, or both to understand
that the pattern of knowledge among family mem-
bers concerning sexual orientation and HIV status
is selective, even within the same family. Being
aware of who in the family knows, who does not
know, who openly acknowledges knowing, who
denies knowing, who is supportive, and who is
distant or angry can assist the family physician in
planning a strategy of care based on shared knowl-
edge among family members. In addition, explor-
ing the family’s relationship with the gay son’s
or brother’s partner and social network can iden-
tify other sources of support or areas of conflict.
Careful interviewing of some or all family mem-
bers at the outset can avoid unintentionally dis-
closing very sensitive information and can provide
a foundation for proper care of gay men and their
families.

This study represents some initial steps in
describing the complexity of relationships be-
tween gay men and their families of origin. Fur-
ther studies to describe these. relationships more
fully and to link them to practical interventions
are needed.
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