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HIV/AIDS/STIs

Introduction

African American men who have sex with men (AAMSM) 
are disproportionately affected by HIV. AAMSM are esti-
mated to account for 9% of all men who have sex with 
men (MSM) in the United States, but represent 38% of 
new HIV infections among MSM (Black AIDS Institute, 
2012). An estimated 15,855 African American men were 
diagnosed with HIV infection in 2013; of those, 76% 
were reported to have been infected through male- 
to-male sexual contact (Centers for Disease Control and 
Prevention, 2015). According to a six-city study con-
ducted by the HIV Prevention Trials Network (2012), the 
rate of new HIV infections among AAMSM was 2.8% 
per year, a rate that is 50% higher than the infection rate 
for White MSM in the United States. The high reported 
incidence rates of HIV infection among AAMSM are 
comparable to HIV infection rates in developing coun-
tries (Mays, Cochran, & Zamudio, 2004).

Similarly, within the American South, rates of HIV 
infection were higher among AAMSM than the rates  
for White or Hispanic MSM (Lieb et al., 2011). While 
the HIV epidemic among AAMSM has been well- 
documented, less attention has been given to finding 
explanations for the high rates of HIV infection among 
AAMSM. Condomless anal intercourse is one of the 
most commonly cited factors associated with HIV infec-
tion among MSM (Beyrer et  al., 2012; Koblin et  al., 
2006). Previous research has indicated that there are no 
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significant differences between AAMSM and MSM of 
other racial/ethnic groups, and in some cases that 
AAMSM were comparatively less likely to engage in 
condomless anal intercourse or other high-risk sexual 
behaviors (Millett, Peterson, Wolitski, & Stall, 2006). 
The lack of race-based differences in HIV risk behav-
iors suggests that alternative explanations for the high 
rates of HIV infection among AAMSM as compared 
with other racial/ethnic MSM groups must exist. For 
example, the Black AIDS Institute (2012) outlined 
potential factors that may contribute to increased HIV 
burden among AAMSM including diminished access to 
health care and lower health service utilization; high 
prevalence of other sexually transmitted infections; sex-
ual behavior patterns among young AAMSM, including 
earlier sexual debut and increased likelihood of having 
older sex partners; and social determinants of health, 
including poverty, unemployment, violence, homeless-
ness, childhood sexual abuse, and incarceration. More 
attention should be given to the sociocultural contextual 
factors that may influence the sexual behaviors and sub-
sequent HIV risk of AAMSM (Ayala, Bingham, Kim, 
Wheeler, & Millett, 2012; Malebranche, 2003; Millett, 
Flores, Peterson, & Bakeman, 2007). One such factor 
that warrants further investigation is the role of African 
American religiosity and spirituality on sexual health.

The Black Church in African American 
Communities

One of the oldest and most influential institutions in 
African American communities is the African American 
Christian faith community, commonly referred to as the 
“Black church.” The Black church is a foundation that 
links African American ethnicity, the American South, 
working-class socioeconomic status, and conservative 
sociopolitical ideology (Schulte & Battle, 2004). Lincoln 
and Mamiya (1990) argued that

the core values of black culture, like freedom, justice, 
equality, an African heritage, and racial parity at all levels of 
human intercourse, are raised to ultimate levels and 
legitimated in the black sacred cosmos . . . given birth and 
nurtured in the womb of the Black Church. (p. 7)

This notion of the Black church as the cultural nucleus of 
African American history and culture is also evidenced in 
the Black church’s role in the development of nonreli-
gious organizations, such as the National Association for 
the Advancement of Colored People, that have advocated 
for civil rights and social justice (Calhoun-Brown, 2000).

According to Lugo et  al. (2008), African Americans 
are the most likely racial or ethnic group to report a  

formal religious affiliation, with the vast majority (85%) 
identifying as Christian. African Americans also report 
frequent attendance at religious services, high rates of 
prayer and affective religious behaviors, and feel strongly 
that their religious beliefs guide their approach to  
life (Taylor, Chatters, & Brown, 2014). Even African 
Americans who are “unaffiliated” with a religious group 
still often report having been profoundly influenced by 
the religious ideology in which they were raised, and that 
these doctrines continue to influence their current beliefs 
(Dyson, 2003; Lugo et al., 2008).

African American religiosity has also been associated 
with positive health outcomes. For example, African 
Americans who frequently attended church experienced 
lower rates of mortality than those who did not attend 
frequently (Ellison, Hummer, Cormier, & Rogers, 2000). 
Similarly, another study reported that African American 
and Puerto Rican women living with HIV/AIDS cited 
spirituality as a key component of their ability to live 
healthy lives; however, they emphasized aspects of reli-
gious activity, specifically citing prayer, television minis-
tries, and Bible reading as markers of their spirituality, 
indicating a strong relationship between religious activity 
and spirituality (Musgrave, Allen, & Allen, 2002).

The Black Church, AAMSM, and HIV

While positive associations between religiosity, spiritual-
ity, and health have been documented among African 
Americans, AAMSM may not experience the same ben-
efits of involvement in African American religious life. 
Many Black churches espouse antihomosexual, or homo-
negative, messages and policies that can negatively affect 
AAMSM members (Ward, 2005). Some of these homon-
egative positions are based on Biblical interpretations of 
homosexuality as “sinful,” relying on a small number of 
passages in the Bible that reference homosexual behavior. 
These homonegative positions may also be based in  
historical realities and sociocultural stereotypes about 
African American sexuality. For example, many African 
American churches and communities have adopted con-
servative constructions of African American sexuality as 
a way to resist stereotypes of hypersexuality and “devi-
ant” sexual proclivities that were often used to justify the 
mistreatment, abuse, and segregation of Black people in 
American society (Collins, 2004; Douglas, 1999). As a 
result, many African American faith communities have 
developed a negative view of homosexuality as a threat to 
the African American family and manhood (Collins, 
2004; Douglas, 1999; Griffin, 2006).

Regardless of the origins of homonegativity in  
Black churches, its effects on AAMSM are pernicious. 
Homonegativity is manifested in Black churches to 



198	 American Journal of Men’s Health 11(2) 

varying degrees, ranging from verbal hostility to silence 
(Ward, 2005). Pastors, preachers, or church leaders may 
publicly engage in verbal ridicule of homosexual men 
using derogatory terms and situating them as a threat to 
Black masculinity and survival of the race, with little to 
no resistance—and often, encouragement—from parish-
ioners. Qualitative studies have indicated that many 
churches’ antihomosexual messages have contributed to a 
hierarchy of “sin,” or a perception that being a homosexual 
is more egregious than other transgressions, such as  
adultery or participation in the drug trade (Fullilove & 
Fullilove, 1999). Other churches adopt a culture of silence 
on homosexuality, privately encouraging AAMSM to 
participate in the religious community as long as no out-
ward acknowledgments or expressions of their sexuality 
are displayed (Jeffries, Dodge, & Sandfort, 2008). This 
notion of private welcome in the face of public ridicule 
has been described as the “open closet,” or a phenomenon 
in which nonheterosexuals are encouraged to take part in 
the religious experience at the expense of their nonhet-
erosexual identity (Fullilove & Fullilove, 1999).

Some researchers have suggested that homophobia 
among Black churches, and by extension African 
American communities, has contributed to the dramatic 
spread of HIV/AIDS among African Americans. Fullilove 
and Fullilove (1999) argued that, because discussion of 
HIV/AIDS is often linked to discussions about sexuality 
in general and homosexuality in particular, many churches 
have shied away from engagement in HIV prevention, 
testing, treatment, and care activities out of reluctance to 
acknowledge the existence of homosexuality in African 
American populations. Because of the widespread homo-
negative experiences often associated with participation 
in traditional African American religious organizations  
or communities, it may seem logical to believe that 
AAMSM would eschew religion and spirituality alto-
gether. However, research suggests that AAMSM, despite 
the homonegative messages they may receive, maintain 
high levels of involvement in African American religious 
life (Griffin, 2006; Jeffries et  al., 2008; Pitt, 2010; 
Woodyard, Peterson, & Stokes, 2000).

When faced with homonegative messages from the 
pulpit, many AAMSM have expressed feelings of guilt, 
condemnation, embarrassment, and alienation, to the 
point that they sometimes internalize those negative 
messages (Balaji et  al., 2012; Woodyard et  al., 2000). 
This phenomenon, referred to as internalized homonega-
tivity, has been associated with depression, anxiety 
(Graham, Aronson, Nichols, Stephens, & Rhodes, 2011), 
and sexual risk behaviors that could lead to HIV infec-
tion among AAMSM (Amola & Grimmett, 2015; Stokes 
& Peterson, 1998). Griffin (2006) wrote that the 
homophobia sanctioned by the Black church has become 

internalized by many AAMSM, who begin to harbor 
beliefs that they are “inherently sinful because they are 
sexually attracted to the same sex” (p. 149). Internalized 
homonegativity has also discouraged AAMSM from 
accessing HIV prevention information (Voisin, Bird, 
Shiu, & Krieger, 2013).

Despite the potential negative effects of AAMSM reli-
gious participation, AAMSM have developed resilience 
and coping strategies to the negative messages they 
encounter through spirituality. Spirituality is defined as 
“the sense of meaning, purpose, and morality that indi-
viduals espouse regarding their lives” (Tan, 2005, p. 136). 
Spirituality is considered distinct from religiosity in that, 
whereas religiosity is considered an embrace of pre-
scribed beliefs and practices, spirituality refers more to 
internal values and relationships (Mattis, 2000). Some 
AAMSM have indicated that a personal sense of spiritu-
ality provided them with the resilience to neutralize antigay 
messages and accept their sexual orientation, calling on 
affirming messages such as “God loves me,” “God made 
me this way,” or “Only God can judge me” as a coping 
mechanism (Jeffries et al., 2008; Miller, 2007; Woodyard 
et al., 2000). Greater spirituality has also been identified 
as a significant predictor of lower experiences of internal-
ized homonegativity (Tan, 2005).

Although the disproportionate impact of HIV infection 
among AAMSM has been well-documented in the litera-
ture, little information is available about the underlying 
psychological and sociocultural factors that contribute to 
their increased risk. Furthermore, even less is known 
about the associations between these factors and the 
unique ways in which they manifest themselves among 
AAMSM.

Study Purpose

The purpose of this study was to better understand the 
relationships between religiosity, spirituality, and inter-
nalized homonegativity, and explore their connection to 
condom use among AAMSM. Specifically, the authors 
sought to address the following research questions:

Research Question 1: Is religiosity negatively associ-
ated with condom use among AAMSM?
Research Question 2: Is spirituality positively associ-
ated with condom use among AAMSM?
Research Question 3: Does internalized homonegativ-
ity mediate the associations between religiosity, spiri-
tuality, and sexual risk behaviors among AAMSM?

The results of this study can contribute to the develop-
ment of more culturally-specific, contextually-based HIV 
prevention interventions for AAMSM.
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Method

Sample and Recruitment

Data were collected between June 2011 and December 
2011, from 348 participants enrolled in the Sexual Health 
in Faith Traditions (SHIFT) Study, a cross-sectional, 
quantitative study of AAMSM living in the Deep South. 
Participants were included in the study if they met the fol-
lowing criteria: (a) self-identifying as an African American 
man who had sex with a man at least once in the past 12 
months, or self-identifying as gay or bisexual regardless 
of having had sex with a man in the past 12 months;  
(b) aged 18 years or older; and (c) residing in one of the 
states classified as the “Deep South”: Alabama, Georgia, 
Louisiana, Mississippi, North Carolina, or South Carolina. 
These states were selected because they share similar 
demographic profiles as well as similar patterns of HIV 
infection rates (Reif, Geonnotti, & Whetten, 2006).

Participants were recruited into the SHIFT Study 
using multiple strategies. A purposive convenience sam-
ple was recruited using a proactive recruitment strategy at 
Black Gay Pride celebrations in the following cities in the 
Deep South: Columbia, SC; Charlotte, NC; Raleigh, NC; 
Atlanta, GA; and Jackson, MS. More than four fifths 
(80.2%) of study participants were recruited at Black Gay 
Pride events. In two Southern cities that did not have 
Black Gay Pride celebrations (Greenville, SC and 
Greensboro, NC), small social gatherings, or “survey par-
ties,” were held to recruit participants. For these “survey 
parties,” the principal investigator (PI) reached out to 
professional colleagues in both cities to request their 
assistance with recruitment. The “host” in each city 
secured the venue, provided food, and recruited attendees 
to participate in the study at a designated time by circulat-
ing the SHIFT Study flyer. These flyers, which contained 
basic information about the study purpose and its target 
population, were also distributed through community-
based HIV prevention organizations, AIDS service orga-
nizations, lesbian, gay, bisexual, and transgender 
(LGBT)–serving organizations, LGBT-friendly busi-
nesses, and LGBT e-mail listservs. Finally, a Facebook 
page and Twitter account were developed as a means to 
recruit potential participants. All SHIFT Study protocols 
were approved by the Institutional Review Board at the 
University of South Carolina.

Data Collection

Data were collected using printed surveys administered 
by the PI or a trained member of the data collection team. 
Before administering the survey, the data collector pro-
vided a brief verbal summary of the survey’s purpose and 
an estimate of the time required to complete it (approxi-
mately 10 minutes). The data collector then provided the 

participant with a copy of the informed consent form, out-
lining the study’s purpose, potential risks, benefits, and 
the PI’s contact information. The participant then received 
a printed survey to complete. Data collectors were allowed 
to read aloud any items in which the participant had diffi-
culty comprehending. The data collectors were instructed 
not to interpret items for the participant. After the survey 
was completed, the data collector placed the survey in a 
sealable file folder and provided the participant with  
$5 cash as an incentive for their participation.

For AAMSM in the PI’s local area who expressed an 
interest in participating, the PI met each contact in a 
mutually agreed-on location at a time that was convenient 
for the potential participant and followed the data collec-
tion protocols. On completion of the survey, the study 
participant was asked to share information about the 
study with at least three to five other members of the tar-
get population who might be interested in participating in 
the study. The PI provided each study participant with a 
phone number and e-mail address through which new 
potential participants could contact the PI for more infor-
mation and to schedule a time to complete the survey.

Measures

Data for the SHIFT Study were collected using a cross-
sectional survey which included measures of sociodemo-
graphic characteristics, religiosity, spirituality, internalized 
homonegativity, and condom use. Sociodemographic 
variables in the survey included age (in years), highest 
educational level attained, income, relationship status, 
sexual identity, HIV status, and degree of masculinity/
femininity. Sexual identity was measured by one item, 
“How do you describe yourself?” Response options were 
“gay/homosexual,” “same-gender-loving,” “bisexual,” 
“straight/heterosexual,” and “other.” Those who chose 
“other” were given space to write their own description. 
HIV status was measured by one item, “Have you ever 
tested positive for HIV?” Response options were “yes,” 
“no,” and “I have never been tested for HIV.” Degree of 
the respondent’s masculinity/femininity was measured by 
one item, “Which statement best describes you?” Response 
options were “extremely masculine,” “masculine,” 
“equally masculine and feminine,” “feminine,” and 
“extremely feminine.” The degree of masculinity was 
measured because previous research has indicated that, 
among young AAMSM, perceptions of masculinity may 
influence perceptions of partner risk and condom use 
decision making (Fields et al., 2012).

Religiosity was measured using the Religious 
Commitment Inventory–10 (RCI-10), a 10-item measure, 
scored using a 5-point Likert-type scale, with responses 
ranging from 1 (“not at all true of me”) to 5 (“totally true 
of me”; Worthington et al., 2003). Religious commitment 



200	 American Journal of Men’s Health 11(2) 

was defined as “the degree to which a person adheres to 
his or her religious values, beliefs, and practices and uses 
them in daily living” (Worthington et  al., 2003, p. 85). 
The RCI-10 has demonstrated good internal consistency 
reliability (α = .93) and evidence of construct validity 
(Worthington et al., 2003). The Cronbach’s alpha for the 
RCI-10 in the present study is .94.

Spirituality was measured using the Daily Spiritual 
Experiences Scale (DSES). The DSES is a 16-item scale 
developed to address “reported ordinary experiences of 
spirituality such as awe, joy that lifts one out of the mun-
dane, and a sense of deep inner peace” (Underwood & 
Teresi, 2002, p. 22). A total 15 of the 16 items in the 
DSES are scored using a modified 6-point Likert-type 
scale, in which responses range from “many times a day” 
to “never or almost never.” The final item, “In general, 
how close do you feel to God?” has four response options: 
“not close at all,” “somewhat close,” “very close,” and 
“as close as possible.” The items are then summed to cre-
ate an overall score on the DSES (Underwood, 2006). 
Lower scores on the DSES indicate a higher occurrence 
of daily spiritual experiences; however, for the SHIFT 
Study, all items were reverse-coded so that higher scores 
indicated a higher occurrence of daily spiritual experi-
ences. The DSES has exhibited high internal consistency 
reliability, with Cronbach’s alpha values around .94 
(Underwood & Teresi, 2002); in the present study, the 
Cronbach’s alpha for the DSES is .96.

Internalized homonegativity was measured using the 
23-item Internalized Homonegativity Inventory (IHNI). 
Responses were scored on a 6-point Likert-type scale (1 
= “strongly disagree” to 6 = “strongly agree”). Mayfield 
(2001) reported an internal consistency reliability of .91 
for the entire 23-item inventory and evidence of construct 
validity. The IHNI has been used in previous studies to 
assess levels of internalized homonegativity among 
AAMSM, with reliability coefficients ranging from .76 to 
.91 for the entire scale (Shoptaw et  al., 2009; Young, 
Shoptaw, Weiss, Munjas, & Gorbach, 2011). While the 
original IHNI measured internalized homonegativity 
across three subscales (“Personal Homonegativity,” “Gay 
Affirmation,” “Morality of Homosexuality”), an explor-
atory factor analysis of SHIFT Study data provided evi-
dence of a two-factor solution; in the exploratory factor 
analysis, one factor included all of the items from both 
the “Personal Homonegativity” and “Morality of 
Homosexuality” subscales, while the “Gay Affirmation” 
subscale remained intact. The “Gay Affirmation” label 
was retained, while the combined factor was reclassified 
as “Personal/Moral Homonegativity” (Smallwood, 
Spencer, Annang Ingram, Thrasher, & Thompson-
Robinson, 2013). The two-dimensional conceptualization 
of internalized homonegativity was used in the present 
study. Cronbach’s alpha values in the present study for 

the entire IHNI (α = .93) and the identified subscales 
(Gay Affirmation subscale of the IHNI α = .83, Personal/
Moral Homonegativity subscale of the IHNI α = .93)  
provide evidence of good internal consistency.

Condom use was assessed using two items adapted 
from the National Household Survey of Drug Abuse  
(U.S. Department of Health & Human Services, 2013). 
Participants were asked about their frequency of condom 
use for insertive anal intercourse (IAI) and receptive anal 
intercourse (RAI) with another man in the past 3 months, 
respectively. Response options were presented on a 
4-point Likert-type scale (1 = “every time,” 2 = “most 
times,” 3 = “some times,” 4 = “never”), with an additional 
response option for those who reported that they had not 
had anal intercourse with another man in the past 3 
months. Response options 1 to 4 were reverse-coded for 
analysis. Those who reported not engaging in anal inter-
course in the past 3 months were excluded from analysis.

Data Analysis

Descriptive statistics were calculated for all study vari-
ables using SPSS version 20, including means and stan-
dard deviations for continuous variables and frequencies 
for categorical variables. Latent variable structural equa-
tion modeling was conducted using Mplus version 5.2 
(Muthén & Muthén, 2008). Structural equation modeling 
is a statistical technique that uses both a measurement 
(confirmatory factor) model and a structural (path) model 
to evaluate the validity of a theoretical model using both 
observed and latent variables (Schumacker & Lomax, 
2004). A full information maximum likelihood estimation 
method was used to address missing data (Little & Rubin, 
2002). A full information maximum likelihood is differ-
ent from other common methods of dealing with missing 
data (e.g., listwise or pairwise deletion) in that all avail-
able data are used in the process of parameter estimation, 
thus minimizing the number of cases that are excluded 
from analysis (Enders & Bandalos, 2001).

Structural equation models were generated separately 
for two outcome variables: frequency of condom use dur-
ing IAI and RAI, respectively. In each model, the analytic 
sample was restricted only to those who had participated 
in either type of anal intercourse within the past 3 months 
(n = 285 for IAI; n = 263 for RAI). Note: Almost three 
fourths of the overall sample (71.0%) had engaged in 
both IAI and RAI in the previous 3 months.

Model fit was assessed using six indices. A chi-square 
difference test was used to assess absolute model fit, 
which is calculated based on the differences between the 
observed and reproduced covariance matrix. A chi-square 
statistic with an associated p value greater than .05 is 
indicative of good model fit. However, a significant chi-
square statistic may not necessarily provide evidence for 
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poor model fit, as the chi-square test is sensitive to sam-
ple size (Schumacker & Lomax, 2004). In addition to the 
chi-square test, the goodness-of-fit index (GFI; Bentler & 
Bonett, 1980), normed fit index (NFI; Bollen, 1989), 
Bentler comparative fit index (CFI; Bentler, 1980), the 
nonnormed fit index (NNFI), also known as the Tucker–
Lewis Index (TLI; Tucker & Lewis, 1973), and the root 
mean square error of approximation (RMSEA; Brown & 
Cudek, 1993) were used to assess model fit. GFI values 
of .90 or greater, NFI, CFI, and TLI values of .95 or 
greater, and RMSEA values of .05 or lower are generally 
considered indicators of acceptable model fit; however, 
these cutoffs are considered as guidelines and are not 
absolute (Barrett, 2007; Lance, Butts, & Michels, 2006). 
Based on model complexity and sample size for this 
study, GFI values of .93 or greater, CFI values of .96 or 
greater, TLI values of .95 or greater, NFI values of .94 or 
greater, and RMSEA values of .05 or lower were used to 
evaluate model fit (Sivo, Fan, Witta, & Willse, 2006).

To allow for the possibility of different relationships 
among the variables of interest, the outcome variables—
frequency of condom use for IAI and RAI in the past 3 
months—were modeled separately. In the proposed mod-
els, religiosity and spirituality were considered exoge-
nous variables. The two components of internalized 
homonegativity were endogenous variables and tested to 
determine whether they mediate the relationships between 
the exogenous variables and condom use. Religiosity, 
spirituality, and internalized homonegativity were treated 
as continuous latent variables.

Results

Participant Characteristics

The mean age of participants was 28.24 years (SD = 8.46) 
for the IAI analytic sample and 27.65 years (SD = 8.34) 
for the RAI analytic sample. As illustrated in Table 1, 
more than a third of the men in each analytic sample 
reported having some college education but no degree, 
and almost three-fourths reported an annual income of 
less than $40,000. The majority of men reported a “sin-
gle” relationship status and a gay/homosexual identity. 
Most men classified themselves as being equally mascu-
line and feminine or masculine. Almost one quarter of the 
participants reported having tested positive for HIV.

The data used for both IAI and RAI models were lim-
ited to those men who reported engaging in IAI and RAI, 
respectively, over the past 3 months. In the IAI model, 
significant differences were identified between included 
and excluded cases by HIV status, with seropositivity 
rates of 11% for excluded cases and 24% for included 
cases. In the RAI model, significant differences were 
identified between included and excluded cases on 

several sociodemographic variables. Those excluded 
from analysis were older, with a mean age of 30.04 years 
compared with 27.65 years in the included cases. 
Excluded cases also reported more educational experi-
ence, higher income, being more masculine, and a lower 
HIV seropositivity rate (10%, as opposed to 25% among 
included cases; data not reported).

Condom Use During Insertive Anal Intercourse

The chi-square difference test for condom use during IAI 
was significant (χ2 = 343.66, df = 6), p < .001, indicating 
inadequate model fit. However, other fit indices provided 
evidence of adequate fit (GFI = .95, NFI = .95, CFI = .98, 
TLI = .98, RMSEA = .04).

Bivariate correlations were calculated to determine the 
magnitude and direction of the relationships between  
certain variables. Religiosity and spirituality were signifi-
cantly correlated (r = .38, p < .001), as were the two 
dimensions of internalized homonegativity, Personal/
Moral Homonegativity and Gay Affirmation (r = −.11,  
p < .001).

Figure 1 illustrates the structural model and corre-
sponding path coefficients for predictors of condom use 
during IAI. Several paths in the model were statistically 
significant. Religiosity had a significant effect on both 
dimensions of internalized homonegativity: Personal/
Moral Homonegativity (Β = .27, p < .001) and Gay 
Affirmation (Β = −.23, p = .01), indicating that higher 
levels of religiosity were associated with higher levels of 
Personal/Moral Homonegativity, and with lower levels of 
Gay Affirmation. Spirituality also had a significant effect 
on both Personal/Moral Homonegativity (Β = −.12,  
p = .02) and Gay Affirmation (Β = .24, p = .002). These 
results suggest that higher levels of spirituality were asso-
ciated with higher levels of Gay Affirmation and lower 
levels of Personal/Moral Homonegativity. However, nei-
ther religiosity nor spirituality demonstrated a significant 
direct effect on the frequency of condom use during IAI 
in the past 3 months. Both Gay Affirmation (Β = .28,  
p = .03) and Personal/Moral Homonegativity (Β = .60,  
p = .001) had significant direct effects on condom use 
during IAI, indicating that higher levels of both Gay 
Affirmation and Personal/Moral Homonegativity were 
associated with increased frequency of condom use for 
IAI in the past 3 months.

A test of indirect effects was conducted to examine 
whether dimensions of internalized homonegativity medi-
ated the relationships between religiosity, spirituality, and 
condom use during IAI. Assessment of the overall indirect 
pathways from religiosity and spirituality to condom use 
during IAI suggested Personal/Moral Homonegativity 
mediated the relationship between religiosity and fre-
quency of condom use (Β = .11, p = .01). None of the 
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indirect paths involving spirituality and dimensions of 
internalized homonegativity was significant.

Condom Use During Receptive Anal 
Intercourse

The chi-square difference test for condom use during RAI 
was significant (χ2 = 297.83, df = 6), p < .001, indicating 
less than ideal model fit. However, other fit indices  
provide evidence of adequate model fit (GFI = .94,  
NFI = .94, CFI = .98, TLI = .98, RMSEA = .04).

As in the model for IAI condom use, bivariate cor-
relations were calculated to determine the magnitude 
and direction of relationships between religiosity and 
spirituality, and between Gay Affirmation and Personal/
Moral Homonegativity. Religiosity and spirituality were 
significantly correlated (r = .39, p < .001), as were the 
two dimensions of internalized homonegativity, Gay 
Affirmation and Personal/Moral Homonegativity (r = 
−.10, p < .001). The model explained 5% of the variance 
in Gay Affirmation and 7% of the variance in Personal/ 
Moral Homonegativity.

Table 1.  Sociodemographic Characteristics of Study Participants.

As insertive partner (n = 285) As receptive partner (n = 263)

  N % N %

State of residence
  Georgia 58 20.4 50 19.0
  Louisiana 3 1.1 3 1.1
  Mississippi 72 25.3 70 26.6
  North Carolina 67 23.5 60 22.8
  South Carolina 83 29.1 78 29.7
Highest educational level completed
  High school diploma/GED or less 55 19.3 56 21.3
  Some college but no degree 102 35.8 97 36.9
  Associate’s or bachelor’s degree 72 25.2 69 26.3
  Some graduate school or advance degree 55 19.3 40 15.2
Annual income
  Less than $10,000 64 22.5 63 24.0
  $10,000-$24,999 63 22.1 62 23.6
  $25,000-$39,999 77 27.0 72 27.4
  $40,000-$49,999 39 13.7 32 12.2
  $50,000 or more 40 14.1 32 12.2
Relationship status
  Single 163 57.2 149 56.7
  Dating 78 27.4 72 27.4
  Married/long-term relationship with man 35 12.3 34 12.9
  Married/long-term relationship with woman 2 0.7 2 0.8
  Separated 4 1.4 4 1.5
Sexual identity
  Gay/homosexual 204 71.6 192 73.0
  Same-gender-loving 20 7.0 16 6.1
  Bisexual 41 14.4 36 13.7
  Straight/heterosexual 2 0.7 2 0.8
  Other 6 2.1 7 2.7
Masculinity/femininity
  Extremely masculine/masculine 119 41.8 99 37.7
  Equally masculine and feminine 135 47.4 132 50.2
  Extremely feminine/feminine 26 9.2 29 11.1
Ever tested positive for HIV
  Yes 65 22.8 63 24.0
  No 210 73.7 189 71.9
  I have never been tested for HIV 3 1.1 4 1.5

Note. GED = general educational development. The column totals may not sum to 100% due to missing values.
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Figure 2 illustrates the structural model and corre-
sponding path coefficients for predictors of condom use 
during RAI. Again, several paths within the model were 
statistically significant. Religiosity scores were associ-
ated with a significant direct effect on the two dimen-
sions of internalized homonegativity, Gay Affirmation 
(Β = −.20, p = .03) and Personal/Moral Homonegativity 
(Β = .22, p = .001). This indicates that higher levels  
of religiosity were associated with higher levels  
of Personal/Moral Homonegativity, and lower levels of 
Gay Affirmation. Spirituality was associated with a  
significant direct effect on Gay Affirmation (Β = .22,  
p = .001), but not on Personal/Moral Homonegativity  
(Β = −.09, p = .07), indicating that higher levels of  
spirituality were associated with higher levels of Gay 
Affirmation. Neither religiosity nor spirituality had a 
significant direct effect on condom use during RAI  
in the past 3 months. However, both dimensions of 
internalized homonegativity, Gay Affirmation (Β = .31, 
p = .02) and Personal/Moral Homonegativity (Β = .55,  
p = .005) had a significant direct effect on condom use 
for RAI, such that higher levels of each were associated 
with greater frequency of condom use.

A test of indirect effects was conducted to determine 
whether the dimensions of internalized homonegativity 
mediated the relationships between religiosity, spiritual-
ity, and condom use for RAI. Two significant indirect 
paths were identified: Personal/Moral Homonegativity 
mediated the relationship between religiosity and condom 
use during RAI (Β = .08, p = .03), and Gay Affirmation 
mediated the relationship between spirituality and  
condom use during RAI (Β = .06, p = .04).

Discussion

Results from the current study indicate that, among 
AAMSM, religiosity and spirituality influence condom 
use for both IAI and RAI by means of their differential 
impact on two dimensions of internalized homonegativ-
ity. Higher religiosity was associated with higher reported 
Personal/Moral Homonegativity scores and lower Gay 
Affirmation scores in both of the models presented. This 
association suggests that religious involvement among 
AAMSM can be a source of sexuality related psychologi-
cal distress, exacerbating negative personal feelings 
about sexuality. This connection between religiosity and 
internalized homonegativity is consistent with the find-
ings of previous research, which have suggested that 
African American religious communities are often char-
acterized by stigma toward homosexuality (Balaji et al., 
2012; Wilkerson, Smolenski, Brady, & Rosser, 2012; 
Woodyard et al., 2000). Higher spirituality, on the other 
hand, was associated with higher Gay Affirmation. This 
association is consistent with the results of previous 
research, which suggest that spirituality was positively 
associated with self-esteem and that spirituality can be  
a source of empowerment for LGBT individuals  
(Foster, Arnold, Rebchook, & Kegeles, 2011; Tan, 
2005). Spirituality was also significantly associated with 
Personal/Moral Homonegativity, but only in the model 
for condom use during IAI. These discordant findings 
suggest that religiosity and spirituality cannot be concep-
tualized as equivalent constructs, as they may, at times, 
operate in very different ways. As such, future interven-
tion research should disaggregate religiosity from 
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Figure 1.  Structural model path diagram for frequency of condom use during insertive anal intercourse with unstandardized 
path coefficients (n = 285).
Note. IH-PMH = Personal/Moral Homonegativity subscale of the IHNI; IH-GA = Gay Affirmation subscale of the IHNI. *Denotes significance at  
p < .05, **denotes significance at p < .01.
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spirituality to determine whether this consideration 
enhances intervention effectiveness.

Internalized homonegativity was significantly associ-
ated with condom use during both IAI and RAI. However, 
the two dimensions of internalized homonegativity  
functioned in a way that was unexpected. Higher Gay 
Affirmation scores were associated with an increased fre-
quency of condom use for both IAI and RAI, a finding 
consistent with previous research (Shoptaw et al., 2009). 
However, higher Personal/Moral Homonegativity scores 
were also associated with increased frequency of condom 
use during both IAI and RAI. The latter finding chal-
lenges the notion that negative feelings about one’s own 
homosexuality are associated with higher engagement in 
risky sexual behaviors (Peterson & Jones, 2009; Stokes & 
Peterson, 1998). One potential explanation for this find-
ing might be related to stigma- or shame-avoidance strat-
egies. Homosexuality carries a significant stigma among 
African Americans—a stigma that many AAMSM try to 
resist or avoid. HIV infection also carries a stigma that is 
not entirely related to homosexuality. It is possible that 
AAMSM who feel more homonegative might engage in 
more frequent condom use to protect themselves from 
HIV infection and its accompanying stigma. It is also 
possible that, as more Black churches engage in HIV pre-
vention discourse and become sites of HIV prevention 
and care activities, the overarching messages of preven-
tion may outweigh the homonegative messages that 
AAMSM may encounter in these religious spaces. 
Finally, it is possible that AAMSM have developed resil-
ience that allows them to resist the homonegative mes-
sages they may experience. As noted in previous studies, 
AAMSM use a variety of coping strategies to circumvent 

the homonegative messages they receive from the church 
(Jeffries et  al., 2008; Miller, 2007; Woodyard et  al., 
2000). Additional research is needed to understand the 
complexities of the relationships between internalized 
homonegativity and engagement in sexual risk behaviors 
among AAMSM, including whether interventions that 
consider this relationship are any more effective than 
interventions that do not.

The structural models presented in this study support 
the hypothesis that internalized homonegativity mediates 
the relationships between religiosity, spirituality, and 
condom use. Personal/Moral Homonegativity mediated 
the relationship between religiosity and condom use in 
both the IAI and RAI condom use models, and Gay 
Affirmation mediated the relationship between spiritual-
ity and condom use during RAI. These findings suggest 
that the African American religious experience, as a 
sociocultural contextual factor, has some influence on the 
individual sexual health behaviors of AAMSM by con-
tributing to feelings of internalized homonegativity. As 
such, HIV prevention efforts should not focus solely on 
individual-level factors; rather, interventionists should 
use a more social–ecological approach to address the 
multilevel structures that exacerbate or ameliorate the 
likelihood that AAMSM may engage in risky sexual 
behaviors. Examples of this approach include training 
programs for clergy or opportunities for AAMSM to  
discuss their religious and spiritual experiences within 
the context of HIV prevention interventions.

This study is not without its limitations. The sample 
used was a convenience sample largely drawn from 
attendees at Black Gay Pride events. Such events may be 
more likely to attract participants who identify as gay, 
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Figure 2.  Structural model path diagram for frequency of condom use during receptive anal intercourse with unstandardized 
path coefficients (n = 263).
Note. IH-PMH = Personal/Moral Homonegativity subscale of the IHNI; IH-GA = Gay Affirmation subscale of the IHNI. *Denotes significance at  
p < .05, **denotes significance at p < .01.
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bisexual, or same-gender-loving; demonstrate more com-
fort with their sexuality; and thus be less likely to report 
higher levels of internalized homonegativity. Future 
research should aim to recruit a more diverse sample, 
including AAMSM who would not be as likely to attend 
a Black Gay Pride or self-identify in their social networks 
as gay, bisexual, or same-gender-loving. All participants 
in the study resided in the Deep South at the time of data 
collection, thus limiting the ability to generalize to the 
nationwide AAMSM population. This limitation is miti-
gated by the fact that most African American communi-
ties, including institutions such as the Black church, are 
rooted in the history and culture of the Deep South, so 
there may be more contextual similarities across regions 
than for other racial/ethnic groups. In addition, it is  
possible that there was a literacy bias due to the self-
administered nature of the survey; specifically, partici-
pants who did not fully comprehend the questions might 
have been too uncomfortable to ask for clarification. 
Future studies should confirm that the literacy level of all 
instruments is appropriate prior to administration.

Because the study was cross-sectional, the causal 
direction of the pathways specified in the model cannot 
be determined. This causal model is based on an a priori 
theory- and evidence-based conceptual model, which 
supported the model specification. To further validate 
these conclusions, experimental or observational studies 
could examine longitudinal changes in the key pathways 
and outcomes that these models assess. The present study 
does not take into account the significant variation across 
African American religious communities. Black churches’ 
doctrines and policies related to issues of homosexuality 
vary greatly based on factors such as denomination, lead-
ership, and geographic location (urban vs. rural). Given 
the promising findings of this study, future research 
should examine the perceived degree of LGBT affirma-
tion within African American faith communities as a 
potential moderator of the relationships between religios-
ity, internalized homonegativity, and condom use.

Despite its limitations, the findings of this study provide 
insight for future investigation into the determinants of 
HIV risk for AAMSM. This study is the first to simulta-
neously examine the relationships between religiosity, 
spirituality, internalized homonegativity, and condom use 
among AAMSM. The results indicate that the sociocul-
tural experiences of African American faith communities 
have the potential to influence AAMSM’s feelings toward 
their sexuality and, subsequently, their engagement in 
safer sex behaviors. As such, African American faith  
communities can be a powerful venue through which HIV 
prevention messages can be communicated to AAMSM. 
These results can be used to develop more culturally  
specific HIV prevention interventions that incorporate 
the power and value associated with highly regarded, 

highly influential institutions in African American  
communities, namely the Black church. Although the 
results of the present study provide a unique look into  
the experiences of AAMSM in the Deep South, there are 
many opportunities to build on this research in order to 
better understand the factors affecting HIV risk among 
this disproportionately affected population, and develop 
nuanced, evidence-based strategies to reduce risk and 
promote sexual health.
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