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Abstract

Aims and objectives—The current study examined the coping styles used by sexual minority 

men who have experienced intimate partner violence (IPV), including sexual, emotional, and 

physical victimization, as well as physical injury.

Background—While sexual minority men experience IPV at least as often as do heterosexuals, 

there is currently limited knowledge of IPV in this community or resources for sexual minority 

men who experience IPV.

Design—Cross-sectional design.

Method—Sexual minority men (N= 89) were recruited as part of a national online survey and 

completed questionnaires assessing lifetime experiences of IPV as well as various coping 

strategies. In terms of IPV, 34.8% of participants reported having been targets of sexual abuse, 

38.2% targets of physical abuse, 69.7% targets of psychological abuse, and 28.1% had experienced 

an injury as a result of IPV during their lifetime.

Results—Canonical correlation analyses found that IPV victimization explained 32.5% of the 

variance in adaptive and 31.4% of the variance in maladaptive coping behaviors. In the adaptive 

coping canonical correlation, standardized loadings suggested that sexual minority men who 

experienced IPV resulting in injury were more likely to use religious coping, but less likely to use 

planning coping. In the maladaptive coping canonical correlation, sexual minority men who had 

been targets of intimate partner sexual victimization and IPV resulting in injury tended to engage 

in increased behavioral disengagement coping.

Conclusion—This study revealed several coping behaviors that are more or less likely as the 

severity of different forms of IPV increases.
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Relevance to Clinical Practice—The identification of these coping styles could be applied to 

the development and modification of evidence-based interventions to foster effective and 

discourage ineffective coping styles, thereby improving outcomes for sexual minority men who 

experience IPV.
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Introduction

Intimate partner violence (IPV) has been recognized as a problem affecting 30% of women 

worldwide (World Health Organization, 2013) and approximately 22% of women in the 

United States (Tjaden & Thoennes, 2010). Unfortunately there is little knowledge of or 

resources for men who experience IPV, or for those of either gender in same-sex 

relationships. While researchers have begun to examine IPV in the lesbian, gay, bisexual, 

and transgender (LGBT) community, much of the literature continues to focus on women 

due to the stereotype that only women can experience IPV and only men can be perpetrators 

(Brown, 2008). Sexual minority men therefore are overlooked on two counts: their gender 

and sexual orientation. This is especially problematic given that research has found that gay 

men experience IPV more often than lesbian women (Messinger, 2011). IPV victimization 

also occurs in sexual minority men at least as often as in heterosexuals, with the lifetime 

prevalence for sexual violence victimization being 40.2% and 47.4% for gay and bisexual 

men, respectively, and the lifetime prevalence for physical violence being 26.0% and 37.3% 

(Walters, Chen, & Breiding, 2013).

Background

Researchers have only begun to examine IPV in sexual minority men, with most research 

focusing on prevalence or the roles of various factors such as masculinity and 

heteronormativity in IPV (Finneran & Stephenson, 2014; Kay & Jeffries, 2010). There 

remains a dearth of studies examining coping mechanisms used by sexual minority men 

when they experience IPV. Coping, which can be defined as cognitive and behavioral 

strategies used to manage stress (Folkman & Moskowitz, 2004), influences how an 

experience impacts an individual and can affect health and a variety of other outcomes 

(Carver & Vargas, 2011).

Outside of IPV research, various coping styles have been identified as adaptive or 

maladaptive. Coping that involves acceptance, positive reframing, and humor has been found 

to be related to less distress, while coping that involves denial and behavioral disengagement 

has been associated with greater distress (Carver et al., 1993). Generally, approach or 

engagement coping (i.e., planning, acceptance, positive reframing, emotional and 

instrumental support) has been found to be adaptive, while avoidance or disengagement 

coping (i.e., self-distraction, denial, substance use, behavioral disengagement) is often 

dysfunctional and maladaptive (Carver & Vargas, 2011). Seeking social support is another 

adaptive coping strategy that has been linked to reduced distress (Taylor, 2011).
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Literature on coping mechanisms used by sexual minority men who experience IPV is 

virtually nonexistent; instead, most of the literature examining coping with IPV focuses on 

women. Calvete and colleagues (2008) found that disengagement coping partially mediated 

the effect of psychological IPV victimization on anxiety and depression in women, with 

higher disengagement leading to greater anxiety and depression. Another study found that 

avoidant coping was associated with PTSD symptoms one year after IPV in women (Krause, 

Kaltman, Goodman, & Dutton, 2008). Women who experience IPV have been shown to use 

reframing and active coping (Zink et al., 2006), but turn to avoidance as the severity of 

violence increases and social support decreases (Waldrop & Resnick, 2004). Women who 

experience IPV have also been found to use alcohol (Kaysen et al., 2007), problem solving 

coping, and social support coping (Haesler, 2013). One of the few studies examining sexual 

minority men found that those who had experienced IPV were more likely to engage in 

substance use than those who had not (Buller, Devries, Howard, & Bacchus, 2014).

Differences in coping strategies and their consequences have been documented in regards to 

both gender and sexual orientation (Hvidtjørn et al., 2014; Rostosky, Danner, & Riggle, 

2007), highlighting the need to explore how sexual minority men cope, as it may not be the 

same as in heterosexual women. Schmied and colleagues (2015) found that when faced with 

severe stressors, compared to men, women were more likely to use denial, self-blame, and 

positive reinterpretation and had higher posttraumatic stress symptoms (Schmied et al., 

2015). Gender differences have been found in the use of religious coping as well, with 

women reporting higher levels of religiosity and greater use of positive religious coping, 

while men tend to use more negative religious coping (Hvidtjørn et al., 2014). As for 

differences by sexual orientation, some studies suggest that the protective effects of religious 

coping in heterosexuals, such as better mental health and decreased substance use, are absent 

for the LGBT community (Rostosky et al., 2007).

The current study examines the positive and negative coping styles used by sexual minority 

men who have experienced IPV, including sexual, emotional, and physical victimization, as 

well as physical injury. It is important to study coping in this particular population due to the 

high rates of IPV in sexual minority men as well as the evidence that coping styles may be 

different for men compared to women (Schmied et al., 2015) and for sexual minorities 

compared to heterosexual individuals (Rostosky et al., 2007). Furthermore, research on 

coping with IPV in sexual minority men has the potential to inform domestic violence 

advocacy and intervention that can aid in survivors’ abilities to cope with IPV. The current 

study is mostly exploratory. However, based on past literature that suggests social support 

decreases as severity of IPV increases (Waldrop & Resnick, 2004) and IPV severity is 

associated with increased substance use and behavioral disengagement (Buller et al., 2014; 

Waldrop & Resnick, 2004), we propose three general hypotheses: (a) IPV victimization will 

be negatively associated with social support coping, (b) IPV severity will be associated with 

increased substance use, and (c) IPV severity will be associated with increased behavioral 

disengagement.
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Methods

Participants

Participants (N = 89) were recruited as part of a national survey on sexual minority men. To 

be included, participants had to be at least 18 years old and identify as sexual minority men. 

Participants had a mean age of 30.7 years (SD = 10.30). They indicated their sexual 

orientation by selecting from the following response options: gay (61.8%), bisexual (25.8%), 

queer (11.2%), and “other” (1.1%) non-heterosexual orientation. Information about racial/

ethnic identity, education, and relationship status are shown in Table 1.

Measures

Participants completed the Revised Conflict Tactics Scale, Short-Form (Straus & Douglas, 

2004) to assess experiences with intimate partner violence and the Brief COPE (Carver, 

1997) to assess coping styles used. A researcher-created questionnaire was then 

administered to collect demographic information.

Revised Conflict Tactics Scale, Short-Form (CTS2S)—The CTS2S contains 10 

items assessing one’s experiences as the target of IPV (Straus & Douglas, 2004). The scale 

instructs respondents to indicate how often their partner engaged in various behaviors (i.e., 

“My partner pushed, shoved, or slapped me”). Items correspond to four types of IPV: 

Physical Assault, Injury, Psychological Aggression, and Sexual Coercion. Additionally, a 

Negotiation subscale reflects healthy conflict tactics and was not used in the current study. 

Responses from 1 (“once in the past year”) to 6 (“more than 20 times in the past year”) 

indicate frequency of the abuse within the past year, while a response of 7 (“not in the past 

year, but it did happen before”) suggests lifetime prevalence, and a response of 8 (“this has 

never happened”) indicates the absence of abuse. Responses of 1–7 were recoded as 1 

(“lifetime prevalence”), while 8 was recoded as 0 (“absence”). Scores were them summed 

for each category of IPV, resulting in scores of 0 (“no IPV”), 1, or 2. This scale has 

commonly been used to measure intimate partner violence (Edwards, Dixon, Gidycz, & 

Desai, 2014; Hines & Douglas, 2016; Lyons, Bell, Frechette, & Romano, 2015).

Brief COPE—The Brief COPE (Carver, 1997) is a 28-item questionnaire that measures 

coping styles. It consists of 14 scales each composed of two items: Active Coping (α = .68), 

Planning (α = .73), Positive Reframing (α = .64), Acceptance (α = .57), Humor (α = .73), 

Religion (α = .82), Using Emotional Support (α = .71), Using Instrumental Support (α = .

64), Self-Distraction (α = .71), Denial (α = .54), Venting (α = .50), Substance Use (α = .90), 

Behavioral Disengagement (α = .65), and Self-Blame (α = .69). Respondents indicated the 

extent to which they have been engaging in the behavior described by each item using a 

Likert-type rating scale from 1 (“I haven’t been doing this at all”) to 4 (“I’ve been doing this 

a lot”). Higher scores for each subscale indicate increased coping of that form. The Brief 

COPE is a frequently used scale to measure coping styles in diverse populations (Gattino, 

Rollero, & De Piccoli, 2015; Read, Griffin, Wardell, & Ouimette, 2014; Wong et al., 2016).

Goldberg-Looney et al. Page 4

J Clin Nurs. Author manuscript; available in PMC 2017 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Procedure

This study was approved by the Institutional Review Board at Virginia Commonwealth 

University. Participants were recruited for a confidential, online survey through a number of 

internet forums and groups. National and regional LGBT organizations (e.g., National Gay 

Black Men’s Advocacy Coalition, The Center Orlando) and online LGBT social and 

community groups (e.g., LGBT People of Color Yahoo group) were contacted via email 

with information regarding recruitment for a study assessing the health of sexual minority 

men. Similar information was posted to online social and community groups’ message 

boards for groups that allowed such activity or was submitted to group moderators for those 

that did not allow non-member posting. If approved by the group moderator, study and 

contact information was posted to community message boards or sent out to the listserv. 

These organizations and groups were specifically targeted because they appeared to cater to 

sexual minority men from diverse racial/ethnic backgrounds.

Participants interested in the study were asked to email the study coordinator who screened 

participants through a response email asking those interested how they met criteria for the 

study. Individuals who did not respond, provided nonsensical answers, did not meet the 

inclusion criteria, or appeared to be a computer program were not permitted to participate. 

For those deemed eligible, the study coordinator provided a link by email, as well a unique 

code, to access the online survey. An automatic deletion process was used to safeguard 

against the high likelihood of obtaining false responses when conducting online research 

involving participant incentives. Responses were automatically deleted from the survey if 

there was any indication of false responding, such as completion time of less than 20 

minutes or greater than 24 hours; for implausible response patterns, such as selecting the 

first response for every single item on a scale; or if participants did not respond to at least 4 

of 6 randomly inserted accuracy checks correctly (e.g., “Please select strongly agree for this 

item”).

All participants fully consented prior to participation in the IRB-approved study. Participants 

were compensated with a $15 Amazon.com electronic gift card funded through departmental 

funds. At the end of the survey, participants input an email address to which they wanted 

their gift card sent. A financial administrator who did not have access to any participant data 

compensated participants within approximately seven days of survey completion.

Data Analysis

In the current study, adaptive coping variables included active coping, planning, positive 

reframing, acceptance, humor, religion, using emotional support, and using instrumental 

support. Maladaptive coping variables included self-distraction, denial, venting, substance 

use, behavioral disengagement, and self-blame. IPV variables were the four subtypes of IPV: 

physical assault, injury, psychological aggression, and sexual coercion.

To evaluate which coping styles were most associated with having experienced various 

forms of IPV, two canonical correlation analyses were performed, one assessing adaptive 

and one assessing maladaptive coping styles. A canonical correlation assesses the 

relationship between two sets of variables, in this case IPV (physical, sexual, psychological, 
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and injury) and coping styles (see above for the various adaptive and maladaptive styles) of 

sexual minority men. It pulls the shared variance from both variable sets to create a 

canonical correlation coefficient (r) and calculates a number of correlations equal to the 

number of variables measured in the smaller of the two variable sets. In the current study, 

the IPV variable set contained four variables, so four canonical correlations were produced. 

The first canonical correlation always has the largest value and will be the focus of the 

analyses. Standardized canonical loadings from each variable set were used to identify the 

most significant pattern of connections among indices of these larger constructs. All 

analyses were conducted using IBM SPSS version 22.

Results

In terms of IPV, 34.8% of participants reported having been targets of sexual abuse, 38.2% 

had been targets of physical abuse, 69.7% had been targets of psychological abuse, and 

28.1% had experienced an injury as a result of IPV during their lifetime. All variables were 

examined for accuracy of data entry, missing values, univariate and multivariate outliers, 

normality, linearity, homoscedasticity, multicollinearity, and singularity. All assumptions of 

normality were met.

Correlation Matrix

A correlation matrix was calculated showing all of the bivariate relationships among 

variables in the current study (Table 2). All four types of IPV were significantly and 

positively associated with denial, behavioral disengagement, and religious coping. Sexual 

and physical victimization as well as IPV resulting in injury were all significantly and 

negatively associated with active coping, planning coping, positive reframing, and 

acceptance coping.

Adaptive Coping Styles

The canonical correlation examining the association between IPV victimization and adaptive 

coping styles was .57 (32.5% overlapping variance), λ = .529, χ2(32) = 51.88, p = .015. 

Canonical correlations two through four were not significant and will not be interpreted. 

Standardized canonical coefficients were used to examine the relative contribution of each 

variable to the overall canonical correlation (Figure 1). In the first canonical correlation, the 

standardized canonical coefficients for the IPV victimization variables showed that injury 

loaded most highly (−.912), followed by psychological victimization (.393), sexual 

victimization (−.253), and physical victimization (−.120). Because the coefficient reflecting 

injury was above the conventional cutoff of .40, this variable will be focused on for 

interpretation. For the adaptive coping variables, planning loaded most highly (.649), 

followed by religious coping (−.414). All other coefficients were below .40.

Maladaptive Coping Styles

The canonical correlation examining the association between IPV victimization and 

maladaptive coping styles was .56 (31.4% overlapping variance), λ = .607, χ2(24) = 41.24, 

p = .016. Again, canonical correlations two through four were not significant and will not be 

interpreted. Standardized canonical coefficients were used to examine the relative 
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contribution of each variable to the overall canonical correlation (Figure 2). In the first 

canonical correlation for maladaptive coping styles, the standardized canonical coefficients 

for IPV victimization showed that sexual victimization loaded most highly (−1.07), followed 

by injury (−.620) and physical victimization (.520), with the other coefficient below the 

cutoff of .40. For the maladaptive coping styles, behavioral disengagement loaded most 

highly (−1.034), followed by self-blame (.444). All other coefficients were below .40.

Discussion

Adaptive Coping Behaviors

In the adaptive coping canonical correlation, standardized loadings suggested that sexual 

minority men who experienced IPV resulting in injury were more likely to use religious 

coping, but less likely to use planning coping. It was predicted that use of social support 

coping (instrumental and emotional) would decrease as the severity of IPV victimization 

increased, as was found in past research (Waldrop & Resnick, 2004). This hypothesis was 

not supported by the data. Instead, no association was found between instrumental or 

emotional support coping and the severity of IPV victimization. Although past studies have 

found that women who experience IPV use social support (Carver & Vargas, 2011; Taylor, 

2011), sexual minority men may have difficulty using social support given the high levels of 

stigma that sexual minority men encounter in general and probably especially when 

experiencing IPV. It may be particularly difficult for sexual minority men to seek support if 

they have not come out1 to potential sources of support. IPV, unlike many other problems, 

requires discussion of one’s romantic relationship, thereby requiring sexual minority men to 

disclose their sexual orientation.

While past findings have suggested that men engage in religious coping to a lesser extent 

than women (Hvidtjørn et al., 2014; Pargament, Smith, Koenig, & Perez, 1998) and LGBT 

individuals may not benefit from religious coping (Rostosky et al., 2007), results of the 

present study suggest that sexual minority men do in fact use religious coping to a greater 

extent as the severity of IPV victimization resulting in injury increases. Perhaps, as one 

study suggests, some sexual minority men are able to find positive and nurturing aspects in 

religion (Kubicek et al., 2009) and therefore turn to religious coping in challenging times.

The present study suggested that IPV resulting in injury is associated with decreased 

planning coping. This is somewhat surprising, as past studies examining female samples 

have found that as IPV severity increased, so did planning behavior (Goodkind, Sullivan, & 

Bybee, 2004). Examples of planning coping in the context of IPV include creating a safety 

plan to protect oneself from the abuser, making plans to leave the abuser, or storing an 

emergency fund outside of the home to ensure financial stability outside of the abusive 

relationship (Meyer, Wagner, & Dutton, 2010). Planning coping has been identified in past 

research as an effective coping tool (Carver & Vargas, 2011).

1‘Out’ refers to disclosure of sexual minority identity to others.
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Maladaptive Coping Behaviors

In the maladaptive coping canonical correlation, although physical victimization loaded 

above the .40 magnitude threshold, it loaded in the opposite direction as what would be 

expected based on the patterns of findings in the bivariate correlations. Similarly, self-blame 

loaded above this threshold but had not shown statistically significant relationships with any 

form of IPV in the bivariate correlations. Therefore, both of these loadings are likely due to 

a suppressor effect. As a result, they should be interpreted as error instead of as true effects. 

Suppressors can occur when a predictor in a multivariate analysis is correlated with another 

predictor but is not correlated or only weakly correlated with a dependent variable. Ludlow 

and Klein (2014) point out that “in this situation the regression coefficient . . . may be 

diminished or enhanced and even reversed in sign” (p. 1). If suppressors do not occur as a 

result of interventions designed to produce the effect, or if they are not theoretically justified, 

they are better seen as “a statistical effect potentially devoid of substantive interpretation” 

(Ludlow & Klein, 2014, p. 2). Removing physical victimization and self-blame from the 

interpretation, we can now say that the pattern of shared variance in the canonical correlation 

suggests that sexual minority men who had been targets of intimate partner sexual 

victimization and IPV resulting in injury tended to engage in increased behavioral 

disengagement coping.

Although past studies have suggested that both male (Buller et al., 2014) and female 

(Kaysen et al., 2007) targets of IPV engage in substance use to cope with IPV, this was not 

supported in the current study in either the bivariate or canonical correlations. Our second 

hypothesis regarding maladaptive coping strategies was that as the severity of IPV increased, 

so would behavioral disengagement, and this was supported. This suggests that just as 

women use more avoidance coping as the severity of violence increases (Waldrop & 

Resnick, 2004), so do sexual minority men. Behavioral disengagement has been associated 

with greater distress, anxiety, depression, and PTSD in the short- and long-term (Calvete et 

al., 2008; Carver & Vargas, 2011; Krause et al., 2008). For example, a study of men who had 

experienced childhood sexual abuse found that disengagement coping was associated with 

long-term psychological problems (O’Leary, 2009).

Behavioral disengagement was associated with being the target of sexual IPV or IPV 

resulting in injury. In this study, 34.8% of sexual minority men reported having been targets 

of sexual abuse, and 28.1% had experienced an injury as a result of IPV during their 

lifetime. Other studies have reported similar rates of these forms of IPV (Greenwood et al., 

2002; Messinger, 2010; Zahnd et al., 2010). One study found that nearly half of the sexual 

minority men surveyed had experienced near-lethal violence by an intimate partner 

(Loveland & Raghavan, 2014). Unfortunately, although IPV is common among sexual 

minority men, it may not always be recognized as such by society or even by the target of 

IPV due to heterosexism and gender role messages that have created myths regarding who 

can be a target versus perpetrator of IPV (Brown, 2008; Seelau, Seelau, & Poorman, 2003). 

Studies have demonstrated that IPV against women is perceived as more serious, more 

believable, and more worthy of intervention than IPV against men (Seelau et al., 2003). 

Furthermore, male targets of IPV have fewer resources available to them (Houston & 

McKirnan, 2007; Merrill & Wolfe, 2000).
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Relevance to Clinical Practice

Future clinical practice research should explore barriers to the use of emotional and 

instrumental support by sexual minority men who experience IPV, as both forms of social 

support have been found in past studies to be associated with decreased distress (Carver & 

Vargas, 2011; Taylor, 2011) and therefore may improve outcomes for sexual minority men 

experiencing IPV. In the current study, 34.8% of participants reported having been targets of 

sexual abuse, 38.2% were targets of physical abuse, 69.7% were targets of psychological 

abuse, and 28.1% had experienced an injury as a result of IPV during their lifetime. These 

rates are higher than national and international estimates of IPV victimization in women 

(Tjaden & Thoennes, 2010; World Health Organization, 2013), and as a result, clinicians 

may benefit from screening for IPV victimization in their patients who are sexual minority 

men.

Researchers have found that for women targets of IPV, social support protects against 

negative mental health outcomes, such as depression and PTSD, and also increases a 

women’s sense of self-efficacy, bolstering the impact of problem-focused coping efforts 

(Kocult & Goodman, 2003). In addition, survivors of IPV who report high levels of social 

support are less likely to experience re-abuse (Goodman, Dutton, Vankos, & Weinfurt, 

2005). Psychoeducation about the role of social support in conjunction with skills training, 

such as teaching interpersonal effectiveness, could improve sexual minority men’s ability to 

ask for emotional or instrumental support when it is available.

Future clinical practice research is also needed to examine the impact of using religious 

coping in this population, as religiosity in sexual minority adults has actually been linked to 

higher levels of internalized homophobia (Clayman, 2005; Gattis, Woodford, & Han, 2014). 

Mixed findings have emerged regarding whether religiosity serves as a protective or risk 

factor for mental health problems in the LGBT community (Lease, Horne, & Noffsinger-

Frazier, 2005; Rabinovich, Perrin, Tabaac, & Brewster, 2015).

One possible reason for decreased planning coping in the context of IPV resulting in injury 

in the current study is that although a number of community resources exist for women 

targets of IPV, similar resources are less prevalent for men who experience IPV (Houston & 

McKirnan, 2007; Merrill & Wolfe, 2000), and perhaps especially so for sexual minority men 

given high levels of stigma they experience. Further research is needed to understand the 

emotional and health outcomes of decreased planning coping in sexual minority men who 

have experienced IPV, and also the ways to increase resources for sexual minority men who 

do engage in planning coping.

Future research may aim to understand the impact of disengagement coping on sexual 

minority men’s emotional outcomes. If disengagement coping is found to be linked to 

negative outcomes in this population, future studies might develop and examine the 

effectiveness of interventions designed to discourage this form of coping and replace it with 

more adaptive forms. In particular, techniques such as motivational interviewing (Miller & 

Rollnick, 2002) could be employed to help sexual minority men who have experienced IPV 
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develop their own internal motivation to select adaptive coping strategies and abandon 

negative ones.

Limitations and Future Directions

The present study has several limitations which suggest directions for future research. While 

diverse, the sample was somewhat small, limiting the generalizability of the results. 

Mendoza, Markos, and Gonter (1978) found that if there are strong canonical correlations in 

the data (e.g., r > .7, as in the current study), then even relatively small samples (e.g., n = 50) 

will detect them most of the time. However, other researchers have recommended 20 to 60 

times as many cases as variables in the analysis (Barcikowski & Stevens, 1975; Stevens, 

1986). Therefore, while the sample was sufficient, the study may have been improved with a 

larger sample size. It is suggested that these findings be replicated with a larger sample.

Another limitation is that the study did not ask participants to disclose how often they used 

the various coping strategies specifically in regards to IPV or any other explicit stressor, but 

rather how often they were used in general. It is possible that individuals use different 

coping strategies for different stressors, and therefore future studies could measure not only 

one’s general coping behaviors, but also which are used specifically to cope with IPV 

victimization.

Future directions for research include identifying facilitators and barriers to various coping 

strategies, as well as how these coping strategies impact health outcomes. For example, 

studies may aim to identify barriers to the utilization of positive reframing, planning, social 

support, active coping, and acceptance in order to facilitate increased use of these adaptive 

coping styles. Further research is also needed to understand the emotional and health 

outcomes of various coping strategies in sexual minority men targets of IPV, as research 

examining outcomes of these strategies is limited to women and non-IPV samples. If 

interventions are developed to increase positive and decrease negative coping behaviors, 

future studies should evaluate these interventions to ensure that they are effective. Similarly, 

given the extremely high rates of IPV reported in the current sample, community resources 

catering to sexual minority men after IPV are critical, especially since past research has 

identified very few resources for men who experience IPV (Houston & McKirnan, 2007; 

Merrill & Wolfe, 2000). Finally, it could be beneficial in achieving these research aims to 

employ community-based participatory research, in which sexual minority men who have 

experienced IPV could assess the relevance of any interventions or community resources 

developed as a result of the research.

Conclusion

This study addressed the dearth of information on the coping strategies of sexual minority 

men who have experienced IPV, revealing several coping behaviors that are more or less 

likely as the severity of different forms of IPV increases. There remains much to be learned 

about sexual minority men’s motivations for using these coping strategies, as well as how 

they impact mental and physical health outcomes. This is a critical area of inquiry, as studies 

like the current one have the potential to aid in the development and modification of 
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interventions to improve the quality of life of sexual minority men who have experienced 

IPV.
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What does this paper contribute to the wider global clinical community?

• Our findings indicate that 34.8% of sexual minority men in this study 

have been targets of sexual abuse, 38.2% targets of physical abuse, 

69.7% targets of psychological abuse, and 28.1% experienced an injury 

as a result of IPV during their lifetime.

• Sexual minority men who have been targets of IPV resulting in injury 

were more likely to use religious coping and less likely to use planning 

coping, while those who have been targets of intimate partner sexual 

victimization tended to engage in increased behavioral disengagement 

coping.
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Figure 1. 
Canonical correlation between IPV and adaptive coping styles.
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Figure 2. 
Canonical correlation between IPV and maladaptive coping styles.
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Table 1

Demographic Information.

Demographics %

Race/Ethnicity

 White/European-American (non-Latino) 28.1

 Asian/Asian-American/Pacific Islander 27.0

 Black/African-American (non-Latino) 22.5

 Latino/Hispanic 7.9

 American-Indian/Native-American 4.5

 Multiracial/Multiethnic 10.1

Education

 High school/GED 6.7

 Some college (no degree) 27.0

 2-year/technical degree 7.9

 4-year college degree 37.1

 Master’s degree 18.0

 Doctorate degree 3.4

Relationship status

 Long-term relationship (>12 months) with 1 person 36.0

 New relationship (< 12 months) with 1 person 11.2

 Dating/in a relationship with more than 1 person 14.6

 Not currently dating or in a relationship 38.2
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Table 2

Bivariate Correlations between IPV and Coping Styles.

Coping Style Psychological Abuse Sexual Abuse Physical Abuse Injury

Active −.107 −.294** −.251* −.312**

Planning −.104 −.328** −.279** −.376**

Positive Reframing −.193 −.212* −.282** −.303**

Acceptance −.099 −.293** −.238* −.246*

Humor .029 .030 −.010 .005

Religious .239* .212* .275** .220*

Emotional Support .011 −.012 −.065 .008

Instrumental Support −.091 −.155 −.185 −.160

Self-Distraction −.012 −.144 −.116 −.184

Denial .242* .256* .214* .281**

Venting −.045 .002 −.047 −.005

Substance Use .049 .187 .185 .138

Behavioral Disengagement .287** .485** .400** .460**

Self-Blame .108 .124 .131 .111

Note.

*
= p < .05;

**
= p < .01.
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