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Abstract

Objective—In the US, young men who have sex with men (YMSM) are disproportionately 

affected by HIV, with YMSM of color being the most impacted by the epidemic.

Methods—To advance prevention research, we examined race-based differences in gay-related 

stress in conjunction with the moderating role of mental health on substance use and sexual risk 

among 206 high-risk YMSM, recruited September 2007–2010.

Results—Negative binomial regressions and three-way interaction graphs indicated that 

psychological distress and acute gay-related stigma placed all participants at most risk for HIV 

acquisition. Low psychological distress appeared to “buffer” all YMSM against HIV risk, while 

the reverse was evidenced for those reporting low gay-related stigma and psychological distress. 

YMSM of color reported more risk behavior, and less decreases in risk with attenuated 

psychological distress, compared to white YMSM. We hypothesize these trends to be associated 

with experiencing multiple stigmatized identities, indicating points of intervention for YMSM of 

color to achieve positive identity integration. There were sharper increases in HIV risk behavior 

for white YMSM with increasing gay-related stigma than for YMSM of color, which could be 

attributed to the latter’s prolonged exposure to discrimination necessitating building coping skills 

to manage the influx of adversity.
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Conclusions—Emphases on: 1) identity-based interventions for YMSM of color; and 2) skills-

based interventions for white YMSM should supplement existing successful HIV-risk reduction 

programs. Lastly, mental health needs to be a target of intervention, as it constitutes a protective 

factor against HIV risk for all YMSM.

Considerable attention has been given to factors driving infection rates among men who 

have sex with men (MSM), with significant emphasis on the notion that substance use and 

condomless sexual behavior function synergistically to exacerbate the burden of HIV 

incidence and prevalence (Halkitis et al., 2006; Halkitis et al., 2009; Halkitis & Parsons, 

2002; Parsons et al., 2013; Stall et al., 2003). As such, substance use is a strong predictor of 

condomless anal sex (Colfax et al., 2004; Parsons et al., 2013), greater sexual partners, and 

increased likelihood of HIV seroconversion (Halkitis et al., 2006; Stall et al., 2003; Stall et 

al., 2001). Further, studies have also sought an explanation for the differential rates of HIV 

among white MSM and MSM of color. Intriguingly, researcher reports consistently 

demonstrate lower rates of sexual risk and substance use behavior among MSM of color 

compared to white MSM, suggesting that behavioral risk factors alone cannot explain the 

elevated rates of HIV among MSM of color, especially among Black MSM (Bingham et al., 

2003; Harawa et al., 2004; Koblin et al., 2006; Millett et al., 2007; Millett et al., 2006). 

Given the concerning rises in HIV rates among YMSM of color in the U.S., and the high 

HIV rates maintained among white YMSM (Centers for Disease Control and Prevention, 

2010, 2012, 2013; Mustanski et al., 2010), it is imperative that we continue to deepen our 

understanding of HIV risk associations among YMSM of different racial/ethnic groups in 

order to inform more efficacious, group-specific prevention.

Social factors including stigma and structural barriers in accessing resources and health care 

have been posited as explanations for discrepancies in HIV rates by race/ethnicity 

(Donovan, 1997; Heckman et al., 1999; Malebranche et al., 2004; Millett et al., 2006; 

Peterson et al., 1992), and researchers have called for a shift in prevention by grounding 

interventions in relevant theories to examine the complexities in which above-individual-

level factors contribute to the burden of HIV infection among YMSM of color (Ford et al., 

2007; Millett et al., 2012). Below we review literature related to the relationship among 

perceived sexual minority stigma, mental health, and their association with HIV risk 

behavior, particularly for YMSM of color.

Emerging literature has explored the relationship between mental health and sexual minority 

status, and their association with HIV risk behavior (Diaz et al., 2001; Magnus et al., 2010; 

Hatzenbuehler, 2009, 2010; Stirratt et al., 2008). Minority stress theory (Meyer, 2003) has 

been applied to understand elevated rates of mental health disparities in sexual minorities 

compared to heterosexuals (Almeida et al., 2009; Hatzenbuehler, 2009, 2010; 

Hatzenbuehler, 2011). This theory attributes mental health disparities to added stressors (e.g. 

“hostile and stressful social environment”, Meyer, 2003, p. 674) that come with membership 

in a stigmatized minority group (e.g., exposure to violence and victimization across one’s 

lifespan, anticipation and experiences of rejection/discrimination, and internalized 

homophobia) (Meyer, 2003). Environmental and other external, objective stressors may lead 

some individuals to expect rejection or internalize social negative attitudes and prejudices 

(Hatzenbuehler, 2009; Hatzenbuehler, 2011; Meyer, 2003). The anticipation or 
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internalization of stigma can result in escape avoidance, where individuals coping responses 

could promote risky behaviors, such has sexual risk behavior and substance use (Lelutiu-

Weinberger et al., 2013; Hatzenbuehler et al., 2008; Mustanski et al., 2007; Mustanski et al., 

2011).

Further, exposure to gay-related stigma has been associated with poor mental health (Balsam 

et al., 2011; Diaz et al., 2001), as well as engaging in sexual risk and substance use 

(Hatzenbuelher et al, 2011), which are especially salient to consider among YMSM of color, 

who have the complex task of integrating multiple marginalized identities (Balsam et al., 

2011; Stirratt et al., 2008). Current research documents that YMSM of color undergo a 

complex process of coming to terms with their gender, sexual, and ethnic/racial identities, 

which has been shown to have significant associations with mental health outcomes, such as 

depression and anxiety (Balsam et al., 2011; Diaz et al., 2001; Meyer & Ouellette, 2009; 

Stirratt et al., 2008). Social psychology and health research suggest that YMSM of color 

must manage the multiple burdens of stigma derived from racial/ethnic prejudice, sexual 

identity-related discrimination, objectification, harassment and ignorance associated with 

being non-heterosexual and non-white (Battle, 2002; Diaz et al., 2001; Ford et al., 2007; 

Teunis, 2007; Voisin et al., 2012), which often result in conflict and elevated rates of 

depression and anxiety.

Moreover, scholars have posited that experiencing gay-related minority stressors has the 

potential to impact behavior in the form of sexual risk taking due to increased mental health 

burden resulting from experiences of marginalization and ostracism as sexual minorities 

(Halkitis, 2010; Lelutiu-Weinberger et al., 2013; Parsons et al., 2013). Poor mental health, 

including depression and anxiety, has been found to be positively associated with HIV risk 

behavior (Lelutiu-Weinberger et al., 2013; Mustanski et al., 2007; Mustanski et al., 2011; 

Parsons et al., 2013). To date, some studies have found associations between experiences of 

gay-related stressors, such as internalized homophobia and condomless anal sex among 

Black MSM (Jeffries IV et al., 2012), and others have found that experienced homophobia 

increased the likelihood of Latino MSM encountering sexual situations that promote HIV 

transmission (e.g., having sex while under the influence of substances) (Bruce et al., 2008). 

As a consequence of these stressors, depression can lead to a lack of adopting and/or 

maintaining health-promoting behaviors, while anxiety can diminish protection against risk 

and thus increase odds of contracting HIV (Mustanski et al., 2011).

Given the notable rises in HIV incidence and prevalence rates among YMSM of color in the 

U.S., as well as the high HIV rates maintained among white YMSM (Centers for Disease 

Control and Prevention, 2010, 2012, 2013; Mustanski et al., 2010), it is imperative that we 

continue to deepen our understanding of the interactions among gay-related stressors, mental 

health, and sexual risk behavior for YMSM of different racial backgrounds. To guide the 

evolution of tailored prevention research, our study aimed to expand on previous findings by 

hypothesizing that there would be differences in the relationship between stigma, mental 

health and HIV risk (condomless anal sex and substance use) by race/ethnicity. Specifically, 

we tested if YMSM of color, compared to white YMSM, would experience higher risk 

behavior in relation to increased stigma and more acute reports of anxiety and depression 
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due to their exacerbated syndemics in a sample of YMSM of negative or unknown HIV 

status at risk for HIV acquisition.

Methods

Participants and Procedures

We report on baseline data collected from YMSM recruited in the New York City (NYC) 

metropolitan area for the Young Men’s Health Project, a study focused on substance use and 

sexual risk behavior (Golub et al., 2010; Lelutiu-Weinberger et al., 2013; Parsons et al., 

2013; Wells et al., 2010). Participants were recruited through a multi-method approach in 

diverse geographic areas of NYC using techniques previously effective in the recruitment 

and enrollment of ethnically and racially diverse, substance-using YMSM (Grov et al., 2009; 

Morgenstern et al., 2009; Parsons et al., 2012). During active recruitment, trained field 

recruitment staff screened potential participants for eligibility using Palm Pilots in a variety 

of venues catering to gay, bisexual, and other MSM - including bars, sex venues, streets in 

predominately gay neighborhoods, and LGBT community events. For passive recruitment, 

tear-off flyers and project recruitment cards were distributed to potential participants or left 

on premises of various relevant venues. These cards included a project phone number to be 

called for eligibility screening. We also used internet-based recruitment (via chat rooms and 

banner advertisements), friendship referrals, and print advertisement. For the final sample, 

71% were enrolled through active field recruitment, 12% through passive recruitment, 9% 

through internet-based efforts, and 8% through friendship referrals. The 2-hour study visits 

took place at a research center in NYC, and participants were compensated $40. All 

participants were English-speaking and assessments were conducted in English. Upon the 

completion of the baseline assessment, participants were offered the option to enroll in a 

randomized controlled trial of a behavioral intervention (Parsons et al., 2014). All 

procedures were approved by the Institutional Review Board of the investigators’ institution.

Between September 2007- 2010, the study conducted 1,951 eligibility screenings, of which 

602 men were preliminarily eligible. Eligible participants were: born and self-identified as 

male; at least 18 years of age; reported a negative or unknown HIV status; had used drugs – 

specifically cocaine, methamphetamine, GHB, ecstasy, Ketamine, or poppers – on at least 5 

of the past 90 days; and had at least 1 incident of condomless anal sex with a high risk 

partner (HIV-positive or unknown status main partner or casual partners of any HIV status) 

in the past 90 days. A total of 351 eligible men presented for a baseline assessment, of which 

36 men were dropped from the study for various reasons (e.g., participant-initiated 

withdrawal, having reported a false HIV negative/unknown status, incarceration, etc), 

resulting in a total final sample of 315 men. As our interest is to document patterns of HIV 

risk associations among YMSM, the current analyses drew on a subsample of the Young 

Men’s Health Project by specifically including only participants between the ages of 18 and 

29 (n = 206).

Measures

Demographics—Participants self-reported their age (M = 24.7, SD = 7.1), sexual identity 

(91% gay), race/ethnicity (66% of color), income (66% earning less than $30,000 annually), 
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education (78% having at least some college education), and relationship status (76% being 

single) (see Table 1).

In these analyses, we hypothesized that YMSM of color, compared to white YMSM, would 

experience higher risk behavior in relation to increased stigma and more acute reports of 

anxiety and depression due to their exacerbated syndemics. We therefore included measures 

of sexual and substance use behavior, stigma and mental health.

Outcome variables—The outcomes of interest – high risk sex (or condomless anal sex) 

with a casual partner (overall and under the influence of drugs/alcohol) and number of days 

of substance use were collected using a 30-day Timeline Follow Back (TLFB) instrument 

(Parsons et al., 2013; Sobell & Sobell, 1993). Critical life events e.g., vacations, birthdays, 

paycheck days, parties) were reviewed retrospectively to prompt recall of daily sex and 

substance use. The TLFB has previously demonstrated good test-retest reliability, 

convergent validity, and agreement with collateral reports for drug abuse (Fals-Stewart et 

al., 2000) and sexual behavior (Carey et al., 2001; Weinhardt et al., 1998), and has been 

previously utilized with substance-using MSM (Irwin et al., 2006; Morgenstern et al., 2009; 

Velasquez et al., 2009). Staff received extensive training in the administration of the TLFB, 

and demonstrated skills (reinforced by ongoing review of audiotapes of the TLFB interviews 

and supervision) in developing rapport with YMSM participants. Staff were also trained in 

being non-judgmental and sex-positive in order to facilitate honest self-reports and respect 

the values and behaviors of all participants. Each day was coded for substance use (alone 

and with sex), heavy drinking (5 or more drinks that day), sexual partner and type (main/

casual), and condom use during anal sex.

Predictor variables—The Gay-Related Stigma Scale (GRS) (Frost et al., 2007) is a 

modified version of the HIV Stigma Scale (Berger et al., 2001). The GRS is a 10-item scale 

(α=0.93), with a possible range of scores between 10–50, and assesses perceived stigma 

from friends and family in relation to disclosing sexual orientation. Participants answered, 

on a scale from 1–4, with questions such as “I have been hurt by how people reacted to 

learning that I’m GBT” or “Since realizing that I’m GBT, I feel isolated from the rest of the 

world”. Mental health was operationalized by using anxiety and depression measures, 

assessed via the Brief Symptom Inventory (BSI) Scale (Derogatis & Melisaratos, 1983), a 

12-item scale (α =0.85) with a possible range of scores between 0–48. Participants are 

asked, on a Likert scale, whether they experienced a variety of symptoms in the previous 

seven days, such as “nervousness or shakiness inside” or “spells of terror or panic”. Lastly, 

we used participants’ reported race/ethnicity as a predictor of sexual risk and substance use 

in the past 30 days. Due to the fact that the sample was not large enough to examine 

associations by type of race/ethnicity (e.g., Black versus white or Hispanic versus white), we 

had to dichotomize this variable into YMSM of color versus white YMSM subcategories.

Data Analysis

Prior to conducting regression analyses, differences in scores between YMSM of color and 

white YMSM’s predictor and outcome variables were examined preliminarily to detect 

possible distribution differences across these two groups by using t-tests. To prepare for 
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conducting regression analyses, we created a dichotomized race/ethnicity variable (due to 

the aforementioned small cells for the various racial/ethnic groups), mean-centered stigma 

and mental health scores, and created interaction terms for stigma, mental health and race/

ethnicity. Although anxiety and depression measures could plausibly interact differently 

with our outcomes, based on the separate models we fit for depression and for anxiety, we 

obtained the same effects, therefore decided to include the combined anxiety and depression 

scale in the models presented here. Further, the term “poor mental health” indicates that 

individuals scored high on both anxiety and depression, and vice versa. Preliminary 

descriptive analyses indicated that although the continuous predictor variables were 

normally distributed, the outcomes were skewed. Examination of deviance values for the 

total number of high sex risk acts, number high risk sex acts under the influence, and 

number of drugs used suggested that the amount of over-dispersion in outcome variables 

exceeded the tolerance of the Poisson distribution (Coxe et al., 2009): skewness ≥ 2.46, SE = 

0.17; kurtosis ≥ 4.67, SE = 0.34. We therefore tested our hypotheses using generalized linear 

modeling in SPSS version 20. Generalized linear models allows for the specification of error 

distributions other than normal distributions (Gardner, Mulvey, & Shaw, 1995). The 

interpretation of these models is similar to that of the ordinary least squares regression 

models, although a χ2 test of overall model fit is used rather than an F test. Exponentiated 

regression coefficients, or risk rate (RRs), are used as a standardized effect size. For all 

dependent variables, we specified the negative binomial distribution with a log link. Similar 

to the Poisson distribution, the negative binomial is appropriate for count data (i.e., 

nonnegative integers) with positive skew. Use of the Poisson distribution, however, 

additionally assumes that the mean is equal to the variance, whereas the negative binomial 

distribution allows for overdispersion, which is common in sexual behavior and substance 

use data (Gardner et al., 1995). Therefore, we used negative binomial regression for the 

models presented in this paper. All continuous predictor variables were standardized (e.g., 

mean-centered) to ease interpretation of RRs. None of the demographic variables were 

associated with our outcomes, therefore it was not necessary to adjust for these in our 

models. After fitting main effects binomial regression models for each outcome and entering 

the interaction terms, we plotted the three-way interactions for white YMSM and YMSM of 

color by using variable means to display graphical representations of our findings.

Results

Bivariate preliminary analyses indicated that YMSM of color reported significantly higher 

stigma scores and substance use, compared to their white counterparts, with no other group 

differences noted (Table 2). There were no significant differences in mental health, stigma, 

sexual risk or substance use between Latino and Black YMSM (data not shown).

Table 3 presents the simultaneous binomial regression model testing for the three-way 

interactions.

Confirming our hypothesis, race/ethnicity independently predicted the outcome in each 

model, such that YMSM of color had increased odds of high risk sex (Model 1: B = −0.468, 

expβ = 0.63, 95% CI: 0.42–0.93, p < .05), high-risk sex under the influence (Model 2: B = 

−0.605, expβ = 0.55, 95% CI: 0.34–0.89, p < .01), and substance use (Model 3: B = −0.491, 
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expβ = 0.61, 95% CI: 0.47–0.80, p < .001) compared to white YMSM. None of the two-way 

interaction terms predicted our three outcomes. However, as we hypothesized, the race/

ethnicity-stigma-mental health interaction significantly predicted each of our three 

outcomes: B = 0.007, expβ = 1.01, 95% CI: 1.00 – 1.01, p < .05 for Model 1, high risk sex 

acts; B = 0.011, expβ: 1.01, 95% CI: 1.0 – 1.2, p < .05 for Model 2, high risk sex acts under 

the influence; and B = 0.005, expβ = 1.01, 95% CI: 1.00 – 1.02, p < .05 for Model 3, number 

of drugs used. The interpretation of how the three terms interacted to predict HIV risk 

differentially for YMSM of color and white YMSM becomes evident by examining their 

slopes in Figures 1 and 2, described below.

Figures 1 and 2 display graphical representations of our interaction terms for high risk sex 

acts and number of drugs used. Results for high risk sex under the influence showed similar 

trends to those for high risk sex overall, therefore we have omitted a graph for these 

interactions. The figures elucidate the interaction effects in Table 3, and how these factors 

interact to create some similar but also notably different trends for white YMSM and 

YMSM of color. As shown in Figure 1 (high risk sex acts outcome), white YMSM with low 

gay-related stigma scores and poorer mental health reported fewer high risk sex acts than 

white YMSM with low gay-related stigma scores and better mental health (M=1.87 vs. 

M=4.90). As gay-related stigma increases, white YMSM with poorer mental health had 

greater odds of engaging in high risk sex acts compared to white YMSM with better mental 

health, for whom a reduction in sexual risk occurred rather than an increase (M=6.82 vs. 

2.03). For YMSM of color (Figure 1), those with low gay-related stigma scores, regardless 

of their mental health status, reported similar numbers of high risk sex acts (M=5.52 and 

M=5.10). Those with poorer mental health were at higher odds of engaging in high risk sex 

with increasing stigma, while those with better mental health had less risky sex as stigma 

increased (M=7.1 vs. M=4.09). Examining these slopes across the racial/ethnic groups, 

several aspects can be noted. First, all YMSM with poor mental health reported increasing 

sex risk with increasing stigma, and all YMSM with better mental health reported 

decreasing sex risk with increasing stigma. Second, YMSM of color reported more sex risk 

than white YMSM regardless of mental health, and had less of a decrease in high risk sex 

with improving mental health than their white counterparts. Third, white YMSM with poor 

mental health evidenced a sharper increase in sex risk with increasing stigma compared to 

YMSM of color, while white YMSM with better mental health evidenced a sharper decrease 

in sex risk with increasing stigma compared to YMSM of color. We were unable, however, 

to test these differences statistically because the groups were underpowered.

Some new patterns were found in the three-way interactions for substance use. Figure 2 

illustrates that YMSM of color present notably higher rates of substance use than white 

YMSM, and those who report poorer mental health maintained a stable rate of substance use 

with increased stigma (M=14.01). Although we were underpowered to statistically test the 

differences among the slopes, Figure 2 illustrate that, regardless of race/ethnicity, YMSM 

who report better mental health are using less drugs as gay-related stigma scores increase 

(M=12.18 vs. M=9.49). The slopes illustrate visually that reductions in substance use were 

less drastic for YMSM of color than for white YMSM (M=9.49 vs. M=3.86), which was, 

again, a difference we were unable to test due to the small cell size within each group. 
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Further, white YMSM who reported poorer mental health showed increases in their 

substance use as their gay-related stigma scores increased (M=7.10 vs. M=11.36), although 

it does not reach the same levels as YMSM of color who also reported poorer mental health 

(M=14.01).

Discussion

Prior studies have shown that gay, bisexual, and other MSM experience high rates of gay-

related stigma (Frost et al., 2007) and mental health issues (Hatzenbuehler, 2011; 

Hatzenbuehler et al., 2010), and that both of these factors are associated with substance use 

and sexual risk behavior (Lelutiu-Weinberger et al., 2013; Parsons et al., 2013). Studies 

have suggested that YMSM of color report more gay-related stigma, such as negative family 

reactions to their sexual orientation, compared to white YMSM (Ryan et al., 2009). YMSM 

of color may also experience increased homophobia from their communities due to less 

cultural acceptance of sexual diversity (Ford et al., 2007; Hightow-Weidman et al., 2011). 

They also need to contend with multiple stigmas, which imposed compounded adversity 

(Voisin et al., 2012). Given the disproportionately growing rates of HIV among YMSM of 

color, we sought to examine the complexity of race-based differences in the impact of gay-

related stigma and mental health on sexual risk behavior and substance use among a 

community sample of YMSM, postulating that, despite some commonalities, prevention 

needs and areas of target would vary based on the racial/ethnic group for whom the 

intervention should be tailored.

We found several similarities between YMSM of color and white YMSM. For all 

participants, poorer mental health (higher levels of depression/anxiety) and acute 

experiences of gay-related stigma placed them at most risk for HIV acquisition both in terms 

of risky sex and substance use. Further, for both white YMSM and YMSM of color, better 

mental health, even with high levels of gay-related stigma present, appeared to buffer 

against HIV risk behavior, which was intriguing, although less so for YMSM of color than 

white YMSM. The reverse was evidenced for those who reported low stigma and better 

mental health, as they reported increased HIV risk behavior. While these findings seem 

puzzling, it is possible that YMSM who experience high levels of gay-related stigma (even 

in the absence of mental health issues) are potentially isolated and disengage from an active 

social life, which in a gay community often involves substance use and consequently higher 

rates of condomless sex (Halkitis et al., 2006; Halkitis & Parsons, 2002; Halkitis et al., 

2003; Parsons et al., 2006; Parsons et al., 2013); whereas, those not experiencing elevated 

mental health issues or perceived gay-related stigma may be participating more fully in 

nightlife and have higher risk exposure. Hatzenbuehler’s “psychological mediation 

framework” (Hatzenbuehler, 2009) hypothesizes that coping strategies mediate the 

relationship between gay-related stigma and mental health problems. These pathways 

include coping/emotional regulation (e.g., strategies used to increase, decrease, or maintain 

an emotional response), social/interpersonal problems (e.g., isolating oneself from others), 

and maladaptive cognitive constructs (e.g., negative beliefs about oneself; thoughts of 

hopelessness). Thus, future research is warranted to examine the ways in which optimal and 

maladaptive coping strategies may mediate the relationship between gay-related stigma and 
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mental health issues, thereby having the potential to modulate subsequent sexual risk 

behavior and substance use.

Important differences emerged in this sample, as we originally hypothesized, with YMSM 

of color reporting overall higher levels of risk behavior, but less decreases in condomless 

anal sex and substance use with lower reports of mental health issues than evidenced in 

white YMSM. These trends, evidenced both in the preliminary and final modeling of our 

current analyses, resonate, as we hypothesized, with the burden associated with carrying 

multiple identities that are often the target of marginalization by mainstream society, and 

have been addressed by minority stress theories as explanations for increased risk (Balsam et 

al., 2011; Meyer, 2003; Stirratt et al., 2008). While we acknowledge that deleterious 

outcomes for YMSM of color are associated with multiple marginalized identities, these 

concrete results of stigmatization shed light on points of intervention to shield racial and 

sexual minorities from socially determined adversity (Hatzenbuehler, 2010) by conveying to 

them instrumental coping skills.

The ways in which some YMSM are able to cope with stigma become important, especially 

for intervention purposes. For example, those YMSM of color who are able to achieve a 

positive integrated identity as a sexual minority person of color report higher self-esteem, 

greater levels of life satisfaction, and lower levels of mental health issues compared to 

YMSM who do not achieve an integrated identity (Crawford et al., 2002; Harper et al., 

2004; Siegel & Epstein, 1996; Stirratt et al., 2008). Intersectionality (Crenshaw, 1991), a 

strength-based approach, acknowledges that those situated at the intersection of social 

margins may embrace their difference as a source of strength. In fact, research on identity 

has shown that people can hold several, even seemingly conflicting identities, while 

maintaining a coherent unified sense of self (McAdams, 1997; Meyer & Ouellette, 2009; 

Narváez et al., 2009; Singer, 2004), whose incorporation into prevention research and 

practice would be beneficial.

The notable high rates of HIV risk behavior among YMSM of color in our sample suggest 

that additional pathways need to be considered to explain and address these elevated rates of 

risk behavior. Prevention research needs to incorporate intersections of identity in its 

components, specifically how YMSM of color cope with gay-related stigma added to feeling 

stigmatized based on race (Millett et al., 2007; Millett et al., 2012; Millett et al., 2006), and 

factor in related forms of adversity such as poverty and homelessness. Structural barriers 

that have been attributed to existing health disparities above and beyond HIV, such as lesser 

opportunities for education, professional development and suboptimal access to health care 

and social support resources, need to make their way into the field of prevention in the form 

of creating more comprehensive interventions. These ought to focus on improving the 

overall well-being of individuals of color, not on mere reductions of risk acts, and add 

intervention components that target youth’s educational and vocational development, 

population-resonant social supports and culturally sensitive health care settings. The racial/

ethnic differences we found indicate the need to account for racial/ethnic identity in future 

research and certainly intervention, above and beyond treating it as a control variable.
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Strengths-based prevention is a promising and useful framework to adopt when working 

with YMSM of color (Lambert et al., 2006; Nicolas et al., 2008), and could also be applied 

with white YMSM in confronting gay-related stigma. We found sharper increases in HIV 

risk behavior for white YMSM with increasing gay-related stigma compared to YMSM of 

color, even with the higher reports of gay-related stigma by YMSM of color in this sample. 

We interpret these differences as YMSM of color having had prolonged exposure to stigma 

and discrimination due to their racial/ethnic minority identity, which over time necessitates 

building coping skills to manage a constant influx of adversity (Nettle & Pleck, 1996). 

These may protect YMSM of color against sharper increases in risk behavior with increasing 

gay-related stigma and adverse mental health outcomes, yet do not buffer against existing 

high levels of risk in our sample. It is also possible that racial/ethnic-based stigma, which we 

did not measure in this study, supersedes gay-related stigma for YMSM of color, therefore 

the latter may have had less of an impact on risk behavior in this sample of YMSM of color 

than it did for white YMSM.

Our findings suggest substantive clinical implications for interventions tailored to different 

racial/ethnic groups. As such, building white YMSM’s coping skills and mechanisms 

towards resilience may be key to maintaining low levels of risk and. Conversely, YMSM of 

color may already have unique coping skills that could be honed to facilitate HIV risk 

reduction efforts, while supporting their multiple identity integration and self-worth. Thus, 

emphases on 1) identity-based interventions for YMSM of color and 2) skills-based 

interventions for white YMSM should be considered to supplement existing successful HIV-

risk reduction interventions (Herbst et al., 2007; Herbst et al., 2005; Morgenstern et al., 

2009; Morgenstern et al., 2005; Morgenstern et al., 2007; Mustanski et al., 2011; Parsons et 

al., 2014). Consistent with prior research, our results illustrate that for all YMSM, mental 

health needs to be a point of intervention in reducing HIV risk regardless of race, as it can 

act as a protective factor (Safren et al., 2010). As such, behavioral interventions may only be 

efficacious for those with low levels of anxiety and depression (Safren et al., 2010).

This study is not without limitations. Given that the original scope of the research did not 

focus on addressing racial/ethnic differences, we did not include a measure of racial/ethnic 

stigma in our assessments, therefore being unable to account for how much of the risk 

behavior could be attributed to this aspect. Further, we did not have sufficient power in each 

group (e.g., YMSM of color vs. white YMSM with low stigma and low mental health 

issues) to compare differences in risk behavior in the three-way interaction analyses. The 

same sample size limitation did not allow us to analyze the data based on the range of racial/

ethnic groups represented in the study (e.g., Latino, Black/African American, Asian), 

prompting us to form the non-distinct group of “YMSM of color”, therefore preventing us 

from observing nuanced differences among racial/ethnic groups of color which other studies 

have explored. Additionally, the application of our findings to YMSM in general needs 

caution given that our sample is characterized by quite specific risk profiles, therefore our 

findings may not be relevant for all YMSM. Lastly, our measures did not include 

structurally-determined aspects (e.g., poverty, homelessness, survival sex), which are 

important factors to be included in future research.
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Our findings, nevertheless, point to the importance of accounting for individuals’ different 

sociocultural locations/positions and the valence of their intersectionality to advance HIV 

preventative efforts in a more meaningful manner that will resonate with their recipients’ 

identities and overall needs, above and beyond HIV concerns. We also need to think 

innovatively about the unique prevention needs of YMSM of color. While youth of color 

may develop coping skills and supportive relationships with others to buffer against 

adversity (Akers et al., 2010; Arnold & Bailey, 2009), these coping mechanisms do not 

buffer sufficiently against HIV. For them, HIV transmission has been linked to their social 

and sexual networks (Fuqua et al., 2012; Millett et al., 2007; Millett et al., 2006; Peterson et 

al., 2009; Peterson & Jones, 2009; Schneider et al., 2012), which researchers have begun 

mapping to understand their nature and role as mechanisms for both transmission, but also 

as potential preventive conduits. Therefore, interventions building on the strengths of 

YMSM of color’s communities are part of the next generation of prevention approaches.
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Figure 1. 
Mean number of high risk sex acts as a function of mental health and gay-related stigma 

levels.
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Figure 2. 
Mean number of drugs used as a function of mental health and gay-related stigma levels.
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Table 1

Demographic characteristics of sample (N=206).

n %

Race/Ethnicity

 Black 39 19%

 Latino 70 34%

 White 71 34%

 Other/Mixed 26 13%

Income

 <30K 136 66%

 >=30K 70 34%

Education

 High school or less 45 22%

 At least some college 161 78%

Parental Social Class

 Working Class or Poor 77 37%

 Middle Class and Above 129 63%

Sexual orientation

 Gay 187 91%

 Bisexual 19 9%

Relationship status

 In a relationship 50 24%

 Single 156 76%
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