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Abstract

Religious spaces have proven to be effective sites of health intervention amongst Black
Americans. Less is known about how religious environments impact the health of subgroups

of Black Americans, specifically Black men who have sex with men (MSM). Using data from
the Promoting Our Worth, Equality, and Resilience (POWER) study, we explored the factor
structure of a 10-item religious environment scale among Black MSM (N=2,482). Exploratory
factor analysis revealed three distinct factors: 1) visibility of MSM, 2) structural support,

and 3) structural homonegativity. The relationship between Black MSM and their religious
environments is complex and should be investigated using measures that accurately reflect their
lived experiences.

Introduction

Religion, Health, and Black Americans

Black Americans, in comparison to all other racial and ethnic groups in the US, are more
likely to report having a formal religious affiliation (Pew, 2008), and similarly, Blacks in
the US tend to have stronger ties to their religious affiliations than other racial groups
(Watkins, et al, 2016a). This strong religious affiliation carries potential implications for
population health, as the religious environment then becomes a part of daily life and
community culture that can impact health. Religious involvement has been heavily studied
as a predictor of health outcomes among Black Americans living in the US (Levin,
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et al, 2005). For example, social connections formed within religious communities are
associated with improved mental health outcomes and religious behaviors like prayer are
important coping mechanisms amongst Black Americans (Ellison & Taylor, 1996; van
Olphen, et al, 2003). Meaning-based coping strategies are strengthened within religious
environments and communities, and religious practices provide a space for Black Americans
to emotionally cope with hardships and engage in religious coping behaviors like prayer
(Hayward & Krause, 2015). Additionally, faith-based promotion interventions have been
proven to significantly impact chronic disease indicators among Black Americans, further
strengthening the evidence that religious spaces impact the health of Black Americans
(DeHaven, et al, 2004; Lancaster, et al, 2014; Newlin, et al, 2011). Despite varying degrees
of religious involvement, numerous studies suggest that religious involvement is protective
for Black Americans’ health in a myriad of ways. When considering the unique experiences
of subgroups such as Black men who have sex with men (MSM), however, the picture
becomes more complicated as the effects of religious involvement on health are complex
because of both positive (affirming) and negative (condemning) experiences within the
religious environment (Lassiter, 2012).

Religion and the Health of Black MSM

Less information is known about the role of the religious environment in supporting or
harming the health of certain subgroups of the Black population. The relationships between
religion and the health and wellness of Black individuals become increasingly more complex
when the viewed through the lens of sexuality. Because of tensions arising from cultural
unacceptance of homosexuality within many religious communities (Lewis, 2003), Black
individuals identifying as gay or experiencing same-sex attraction may be uniquely more
vulnerable to health harms influenced by religious communities. This becomes particularly
important when considering that the centrality of church and religion has been found to

be significant among young Black MSM (Quinn & Dickson-Gomez, 2016). Among Black
MSM, religious involvement has been found to be a significant predictor of internalized
homonegativity and subsequent sexual risk behaviors (Smallwood, et al, 2017). Counter

to what prior literature has found about the healthful effects of religious involvement

among Black Americans, among men who have sex with men (MSM), religiosity has been
associated with high-risk sexual behavior, substance use, HIV risk and depression among
men who have sex with men (MSM) (Lassiter & Parsons, 2016; Watkins, et al, 20163,
2016b). Though Black MSM experience health inequities beyond HIV, it remains a powerful
exemplar; in 2018, young Black MSM accounted for nearly 26% of all new HIV infections
and 36% of all new HIV diagnoses among MSM in the US (Centers for Disease Control

& Prevention, 2020). Conversely, the findings of a systematic review conducted in 2015
suggests that both religion and spirituality may have a more positive impact on the health of
MSM of color than on white MSM (Lassiter & Parsons, 2016). These contradictory findings
illustrate how intersections of identity must be considered in order to fully understand

these complex associations. Being members of their racial group means that, despite
negative outcomes associated with their sexual identity, Black MSM may still benefit from
the protective factors associated with religious involvement, specifically protective factors
against the acquisition of HIV (Garofalo, et al, 2015). However, intersectional perspectives
highlight that research on Black MSM is more than simply adding together research within
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Black populations and research within MSM communities; rather, this population requires
its own critical lens. The complexity of this relationship in this unique population warrants
further inquiry into the mechanisms by which religion impacts health. Given that qualitative
inquiry has determined that religious institutions’ positions regarding same-sex relationships
is inconsistent with the lived experiences and needs of Black MSM that are part of their
congregations (Miller, 2007), more quantitative inquiry into how the religious environment
may be supporting or harming the health of Black MSM is warranted. This process of
quantitative inquiry begins by understanding how measures of religious environment are
functioning within samples of Black MSM.

Measures of Religion in Black MSM

Methods

Prior measures of the religious environment related to health in Black MSM are scarce.
Studies examining religion and its associations with health among Black MSM typically use
measures and scales that have not been validated within this population. These measures
typically assess affiliation or engagement in religious activities, but tell us less about the
religious environment (Carrico, et al, 2017; Watkins, et al, 2016a). Rather than providing
information about how the individual actually responds to their religious environment,
measures of affiliation or engagement describe how integrated the individual is within

their religious context. While valuable information can be gleaned from these measures,
they fail to demonstrate the extent to which the individual feels supported within their
religious environment. In order to properly understand the influence of religion and the
religious environment in Black MSM, it is important to use measures that accurately assess
these constructs within this unique population. Failure to do so renders findings unstable
within the population and limits external validity of results, indicating that there is space
for further scientific inquiry about metrics of the religious environment. In order to build
effective health interventions and strategies to address the needs of this population, accurate
assessment of the environment must first illuminate the spaces in which these individuals
live and thrive. To that end, the purpose of this study is to examine the psychometric
properties of a religiosity measure used with a large sample of Black MSM in the US.

Study design and population

Data come from Promoting Our Worth, Equality, and Resilience (POWER), a serial cross-
sectional, community-engaged study of Black MSM and Black transgender women. From
2014 — 2017, POWER recruited individuals attending Black Pride events in Atlanta,

GA; Detroit, MI; Houston, TX; Memphis, TN; Philadelphia, PA; and Washington, DC.
Individuals were eligible to participate if they: (1) were assigned male sex at birth; (2)
reported having a male sexual partner in their lifetime; and (3) were 18 years of age or older.

For each city, POWER identified official Black Pride events and randomly selected
recruitment sites from these events. Interested participants were guided to a nearby survey
area where they were screened via electronic tablet for eligibility. In total, 13,396 individuals
were approached; 44.89% of those approached (n = 6,015) agreed to screening, and 97.39%
of screened participants completed a questionnaire (n = 5,858). This study of religious
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experiences only includes those who both identified as male and as either Black or African
American.

Eligible participants completed self-administered, computer-assisted questionnaires using
electronic tablets. Questionnaires took approximately 20 minutes to complete and were
collected anonymously. A unique identifier code was created from a series of questions to
identify participants who completed more than one survey; this process has been validated as
96% successful (Matthews, et al, 2019; Turner, et al, 2003). We identified 301 participants
who completed more than one questionnaire across multiple years; only the first completed
questionnaire was included in the current study. Additional information about the complete
POWER study protocol is available elsewhere (Matthews, et al, 2019).

Sexual orientation identity.—One item was used to assess sexual orientation: “Which of
the following do you identify as?” with the following four response options: (1) “gay/same
gender loving;” (2) “heterosexual or “straight;’” (3) “bisexual;” and (4) “other.”

Depression.—The Center for Epidemiologic Studies Depression 10 (CES-D 10;
Cronbach’s a=0.76) assessed depressive symptoms, and the scale dichotomized so that
individuals were considered to have sufficient symptomatology consistent with major or
clinical depression if they had scores of 10 or greater (Zhang, et al, 2012).

Internalized homophobia.—The extent to which participants reported negative self-
views of their sexual orientation was assessed with the nine-item Internalized Homophobia
Scale (Cronbach’s a=0.92; e.g., “I wished | werent attracted to men.”) (Herek, et al, 1998).
and recoded so that it ranged from 0 to 3, with higher values indicating greater internalized
homophobia.

Demographics.—Age, education, city, and year of data collection were also assessed. Age
was measured in years. Education was recoded to reflect the following categories: < high
school or GED; high school / GED; some college or technical school; college graduate.

Church member ship was assessed with a single-item dichotomous question, “Do you
belong to a church?”

Religiosity was assessed with a single-item question, “How religious are you?” and recoded
so that it ranged from O (not at all) to 3 (very), with higher values indicating greater
religiosity.

Religious experiences of church-affiliated Black MSM were assessed using a scale
developed by members of the POWER research team based on prior unpublished formative
research conducted by one of the original co-investigators of the POWER study. The ten
items assessed varying elements of MSM experiences with religion, such as being in the
closet at church, the invisibility of MSM at church, the support of other MSM at church,
reliance on church community, tolerance but not acceptance of MSM at church, affirmation
of identity from church, belief in anti-gay therapy, the importance of church in one’s life,
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condemnation of MSM from a priest or pastor, and the allowance of same-sex marriages at
church. Table 3 includes a full list of each item domain.

Data Analysis

Results

Bivariate analysis compared participants by whether or not they reported belonging to a
church. Only those participants who reported church membership, and therefore completed
the 10-item religiosity scale, are represented in the subsequent factor analysis.

Exploratory factor analysis was conducted on the 10-item religious involvement scale using
maximum likelihood estimation. Items were considered to have loaded on to a given factor
if the factor loading was above 0.4, as guided by Hair, et al (1998). Factor structure was
analyzed using an oblique rotation in MPlus 7.4 (Muthen & Muthen, 1998-2012). The
initial process was guided by a theoretical hypothesis that a two-factor solution would best
fit the data: church elements supportive MSM and church elements antagonistic of MSM.
The next steps in the iterative process require knowledge of which eigenvalues were greater
than 1, and as such are described in more detail in Results.

Sample characteristics are presented in Table 1 (n = 4,840). Approximately half (51.28%)
of the sample reported belonging to a church. Though age, education, and sexual orientation
identity did not significantly differ by church membership, several other differences were
observed. Compared to those who did not report belonging to a church, those who did
reported higher levels of internalized homophobia and religiosity, though they were less
likely to report depressive symptomatology. The remaining analyses only use data from the
2,482 Black MSM participants who reported church membership.

Despite an initial starting place of 2 factors, the eigenvalue criterion indicated that 3 factors
may fit the data better, as shown in the scree plot presented in Figure 1. This led to the
ultimate decision to test up to a 4-factor solution. The 4-factor solution included an item that
loaded onto a single factor, raising concerns about the possibility of Q4 ‘Church provides
support’ being a Heywood case (Kolenikov & Bollen, 2012). This led to the decision to
revert to a 3-factor solution for the sake of model fit and parsimony, as the CFI and TL1I for
the 4-factor solution, both presented in Table 2, indicated model overfit.

One item, ‘the importance of belonging to a church’, did not load above the 0.4 cutoff
guided by Hair et al (1998), and was not included in the final model. Upon closer
examination, it appears that this item differs substantively from the rest of the items;

it asks about the centrality of religion to the individual rather than asking about the

religious environment itself. Table 3, presented below, presents the final 3-factor solution
and the named factors: visibility of MSM at church, structural support at church, and
structural homonegativity at church. Each of the three factors demonstrated sufficiently high
internal consistency when assessing the resulting Cronbach’s Alphas: Visibility of MSM at
church (a=0.66), structural support at church (a=0.77), structural homonegativity at church
(a=0.71).
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The fit statistics of the 3-factor solution are presented in contrast to the fit statistics of the
four tested models in Table 2. Both the CFI (0.966) and TLI (0.915) in the 3-factor solution
were sufficiently high (above 0.9) indicating good model fit as guided by Hu & Bentler
(1999). The root mean square error of approximation (RMSEA) of the 3-factor solution
was 0.072 (90% ClI: 0.064, 0.080). Though higher than the widely-accepted cutoff value of
0.05, we view this RMSEA value as acceptable when considered in conjunction with model
specification and other model fit indices as guided by Chen, et al (2008).

Discussion

Religion and experiences within religious environments are complex. For this reason,
examining religion as a unidimensional construct is not sufficient and will not provide
complete information on experiences in religious spaces. Specifically, the experiences of
Black MSM are complicated in religious spaces that might not be affirming of their sexual
identity, but carry cultural significance and importance for their other identities (e.g., race,
gender). In order to capture this complexity, multidimensional measures are needed to
examine how Black MSM navigate the idiosyncrasies of religious spaces.

Current measures of experiences in religious environments are not appropriate to use within
this population, as they may not sufficiently capture the nuances of the lived experiences of
Black MSM. A 2016 systematic review of religion and HIV among MSM revealed a lack

of standardized, widely-used measures of religion among Black MSM. The most commonly
cited measures were the COPE-religious coping scale and Duke religion index (Lassiter

& Parsons, 2016). Neither one of these scales was designed to assess complexities like
those within the relationship between Black MSM and religious spaces. These measures

are inappropriate for use in this population because they fail to take the individual’s social
identities — in this case, sexual identity — into account when determining the supportiveness
of a religious environment. In a sense, these measures flatten the experiences of Black
MSM. Current measures assume that all groups have similar relationships with religious
structures, and this assumption undermines the great diversity and complexity of individuals
relationships with religious spaces.

The results of this exploratory analysis showed a multidimensional structure undergirding
these measures. We named these resulting factors emerged as visibility of MSM at church,
the structural support of MSM within the church, and structural homonegativity of the
church environment. The visibility of MSM at church focuses on the visible existence

of MSM in the religious space; items within this factor refer to the conspicuousness of
MSM within the religious environment. The structural support factor inquires how the
religious environment supports MSM in the congregation, with a specific emphasis on
support factors that are unique to Black MSM. We hypothesized a two-factor solution, but
our analysis suggests visibility in and of itself cannot be thought of the same as support.
The structural homonegativity factor examines how the religious environment structurally
upholds tenets of homonegativity and heterosexism that directly impact Black MSM within
the congregation. It is important to note with this factor that homonegativity comprises

not just abject condemnation of homosexuality, such as a “fire and brimstone” messaging
commonly attributed to Black American faith traditions; it also includes the concept of the
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“open closet,” or passive acceptance of homosexuality until it is made public and overt, at
which point rebuke is invoked (Fullilove & Fullilove, 1999).

Researchers need more accurate information about Black MSM'’s relationships with
religious environments in order to build more culturally-appropriate health interventions

in this population. The measures that are being used to build these interventions fail

to account for intersecting social identities and the tensions that may arise in religious
communities. Further, this work can help shift the focus of interventions away from working
with individuals to cope with their church experiences, to partnering with churches to
identify and address what environmental characteristics might be intervened upon to ensure
all congregants can experience the full benefit of church membership, and in turn improve
outcomes in this population.

Strengths and Limitations

This research is among the first to acknowledge how the complexity of the relationships
between Black MSM and religious spaces can impact health. Prior work has established that
this is a unique population because of its complex ties to religion, but has not yet gone on to
understand how measures can better reflect that complexity. In particular, this study carries
the strength of doing within group analyses, and provides the basis to establish measures of
religious experience that efficaciously represent this unique population.

No research is without limitations. Here, missing data means that we may not have full or
accurate information for all individuals within the sample. However, as this is among the
first work to validate these types of measures in a large sample of this unique population,
this work captures more of the totality of Black MSM’s experiences in religious spaces.
Additionally, this research only assessed individuals who reported having a religious
affiliation; therefore, it does not include individuals who may attend or be involved in
religious settings but do not consider themselves affiliated. There are individuals who may
have experiences in religious settings that are important for our understanding of how these
environments work to promote or hinder healthful behaviors among MSM. However, those
experiences may not be represented within this work because it only assessed individuals
who reported a membership with a church, and as a result, limits our understanding of
mechanisms by which church, or other religious organizations, promote wellbeing for Black
MSM. For example, despite reporting higher levels of internalized homophobia, church-
belonging Black MSM were less likely to report depressive symptomatology. Additionally,
there were several limitations within the data regarding the measures of religiosity. First,
the item that assessed church membership failed to assess the multiple dimensions of
membership. Different individuals can interpret ‘church membership” and its various aspects
of participation differently. Similarly, the single item measure of religiosity did not assess
the various ways individuals can interpret what it means to be religious, whether that be
through occasional attendance at religious services or more personal involvement within
religious communities. The survey items did not ask about the composition of the churches
that participants attend. This is a limitation because there are structural factors within

each individual’s church which may be impacting their experiences as well. Finally, some
individuals may have been involved in religious settings during formative periods of
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development; we cannot currently determine if those with no current church affiliation never
had one, or severed ties later in life. The presence of regional differences also highlights a
need to especially engage with religion in the Southern context, where those cultural and
policy determinants that have been shown to be harmful to Black and LGBT people already
exist to a greater degree (Barth, 2019).

Conclusion

There is great complexity in the relationship that individuals have with religious
environments. As such, measures that go beyond unidimensional understandings of
constructs like religion and the religious environment are needed to accurately assess
the interplay between health and social environments. Future research should focus on
validating these measures in other populations that may have complex relationships with
religion and religious spaces.
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Figure 1.
Scree plot of eigenvalues.

J Relig Health. Author manuscript; available in PMC 2024 June 01.

104




1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Eden et al.

Characteristics of Black MSM in POWER by church membership (n = 4,840)

Table 1.

Does not belongtoachurch (n=2,358) Belongstoachurch (n =2,482) p-value

Age, mean (SE) 30.76 (0.20) 31.14 (0.20) 0.19
Education, No. (%) 0.31

<High school/GED 166 (7.06) 179 (7.24)

High school/GED 511 (21.74) 499 (20.18)

Some college or technical school 859 (36.54) 880 (35.58)

College graduate 815 (34.67) 915 (37.00)
Sexual orientation identity, No. (%) 0.12

Bisexual 395 (16.75) 468 (18.86)

Heterosexual 33 (1.40) 29 (1.17)

Other 29 (1.23) 41 (1.65)

Gay or same-gender loving 1901 (80.62) 1944 (78.32)
Depressive symptomatology, No. (%) 525 (22.35) 447 (18.13) <.01
Internalized homophobia,a mean (SE) 1.31(0.02) 149(0.02) <01
Religiosity,bmean (SE) 1.40 (0.02) 2.41 (0.02) <.01
City of data collection, No. (%) <.01

Atlanta 705 (29.90) 711 (28.65)

Detroit 299 (12.68) 284 (11.44)

Houston 423 (17.94) 643 (25.91)

Memphis 22 (0.93) 59 (2.38)

Philadelphia 378 (16.03) 288 (11.60)

Washington, DC 531 (22.52) 497 (20.02)
Year of data collection, No. (%) 0.42

2014 643 (27.27) 726 (29.25)

2015 794 (33.57) 830 (33.44)

2016 638 (27.06) 633 (25.50)

2017 283 (12.00) 293 (11.80)

aRange =0 to 4, with higher values indicative of greater internalized homophobia

bRange =0 to 3, with higher values indicative of greater religiosity
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Table 2.

Comparison of fit statistics for 1, 2, 3, and 4 factor solutions.

1 Factor solution 2 Factor solution 3 Factor solution 4 Factor solution
X2 (df) 6793.46 (45) 577.95 (26) 247.96 (18) 71.97 (11)
RMSEA (90% CI)  0.187 (0.181,0.192)  0.093 (0.086, 0.099)  0.072 (0.064, 0.080)  0.047 (0.037, 0.058)
CFI 0.555 0.918 0.966 0.991
TLI 0.428 0.858 0.915 0.963
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Table 3.

Table of final factor loadings for 3-factor solution.

Factor loading

Item number Item domain
Visibility of MSM  Structural support ~ Structural homonegativity

1 Forced in the closet at church 0.892

2 Nobody talks about MSM at church 0.440

3 Other MSM at church 0.613

4 Church provides support 0.549

6 Church affirms MSM 0.817

10 Church allows same-sex marriage 0.745

5 Church tolerates but does not support MSM 0.612
7 Church believes in conversion 0.710
9 Condemnation of MSM 0.512
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