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Abstract

Addressing stigma remains a pressing HIV priority globally. We examined whether stigma-related 

experiences were associated with lower social support and greater psychological distress among 

young Black men who have sex with men (YBMSM). YBMSM (ages 18–30; N=474) completed 

an in-person baseline survey and reported their experiences of externalized stigma (i.e., racial and 

sexuality discrimination), internalized stigma (i.e., homonegativity), social support, and 

psychological distress (i.e., anxiety and depression symptoms). We used structural equation 

modeling to test the association between stigma and psychological distress, and examined whether 

social support mediated the relationship between stigma and psychological distress. Recognizing 

that these associations may differ by HIV status, we compared our models by self-reported HIV 

status (N=275 HIV-negative/unknown; N=199 living with HIV). Among seronegative/

serounknown YBMSM, internalized and externalized stigma were positively associated with 

psychological distress, and diminished the protective effect of social support on psychological 

distress. Among YBMSM living with HIV, externalized stigma was associated with greater 

anxiety symptoms and diminished social support. Internalized stigma was not associated with 

social support or psychological distress. Our findings suggest that YBMSM who experience 

stigma are more vulnerable to psychological distress and may have diminished buffering through 

social support. These effects are accentuated among YBMSM living with HIV, highlighting the 

need for additional research focused on the development of tailored stigma reduction interventions 

for YBMSM.
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Introduction

Men who have sex with men (MSM) account for most new HIV infections in the United 

States, with young Black MSM (YBMSM) experiencing steep disparities in HIV incidence 

and HIV care outcomes when compared to Non-Hispanic White MSM (Holtgrave et al., 

2014; Matthews et al., 2016; Sullivan et al., 2015). These disparities are often caused and 

amplified by the presence of structural inequities in YBMSM’s lives (Millett, Flores, 

Peterson, & Bakeman, 2007; Sullivan et al., 2014). For instance, YBMSM not only contend 

with negative societal reactions to their sexual orientation, but also may experience limited 

acceptance within their own cultural community and racial prejudice in society more broadly 

(Maulsby, Millett, Lindsey, Kelley, Johnson, Montoya & Holtgrave, 2014). Research 

examining how these experiences of stigma affect the health and well-being of YBMSM 

often employ single-axis perspectives (i.e., focusing on either race, sexuality, or HIV) to 

understand these associations, limiting our ability to understand how these experiences 

intersect (see Bowleg et al., 2017 for a review). Researchers, advocates, and policy-makers 

have recognized that intersectional stigma-related processes must be addressed directly if we 

are to reduce YBMSM’s psychosocial vulnerability to HIV-related risk correlates (e.g., 

psychological distress) and improve their outcomes across the HIV prevention and care 

continuum (Eaton et al., 2015; Grossman et al., 2011; Kalichman, Katner, Banas, & 

Kalichman, 2017).

YBMSM often are subjected to complex and synergistic discriminatory experiences due to 

their race, sexuality, and (presumed) HIV status (Earnshaw & Chaudoir, 2009; Earnshaw, 

Smith, Chaudoir, Amico, & Copenhaver, 2013; Earnshaw, Smith, Cunningham, & 

Copenhaver, 2015; Turan et al., 2017). These experiences may manifest as externalized (e.g., 

discriminatory events in everyday life) and internalized (e.g., internalized homonegativity) 

stigma, and may be particularly salient for YBMSM given their dual racial and sexual 

minority identities. As significant stressors in the lives of YBMSM, these stigma can 

intensify psychological distress (e.g., symptoms of depression and anxiety) and undermine 

the health of YBMSM. Therefore, building on the role of stigma as a fundamental cause of 

health disparities (Hatzenbuehler, O’Cleirigh, Mayer, Mimiaga, & Safren, 2011), we sought 

to characterize how YBMSM’s experiences of stigma were associated with symptoms of 

psychological distress (e.g., depression and anxiety). We focus on psychological distress as 

the primary outcome of this study given its robust association with numerous HIV-related 

prevention and care outcomes (Grossman, Purcell, Rotheram-Borus, & Veniegas, 2013; 

Nanni, Caruso, Mitchell, Meggiolaro, & Grassi, 2015).

Social support can mitigate how stigmatizing events affect psychological distress. In his 

seminal work on the stress-buffering hypothesis, Cohen (1988, 2004) noted that social 

support could buffer the effects that stressors had on psychological well-being through two 

pathways. The first pathway (i.e., direct effect) posits that social support directly improves 

psychological well-being by promoting positive affect and increasing individuals’ sense of 

self-worth and kinship. The second pathway (i.e., indirect effect) suggests that social support 

can mitigate the magnitude that a stressor can have on an individuals’ well-being (Rueger, 

Malecki, Pyun, Aycock, & Coyle, 2016). In prior studies, researchers have found a strong 

inverse association between social support and psychological distress among racial/ethnic 
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MSM (Latkin et al., 2017; Wong et al., 2014; Yang, et al, 2013). Social support has also 

been implicated in decreased risk of seroconversion among Black MSM (Hermanstyne et al., 

2018). From a fundamental cause perspective (Hatzenbuehler, Phelan, & Link, 2013), 

however, stigma can erode the availability and enactment of social support within 

YBMSM’s networks and limit the potential for social supports to buffer the impact of stigma 

on psychological distress. Therefore, it is imperative to understand whether YBMSM’s 

experiences of stigma are associated with less social support, thereby indirectly contributing 

to increased psychological distress.

The challenges of living with HIV may further exacerbate experiences of stigma and social 

isolation, and accentuate the relationships between stigma, social support, and psychological 

distress among YBMSM (Maulsby et al., 2014). In prior research, YBMSM living with HIV 

reported challenges in establishing social networks and gaining social support due to their 

sexual orientation and HIV status (Garcia et al., 2016). Similarly, in a study of youth living 

with HIV, sexual minority youth were more likely than heterosexual counterparts to have 

low social support, which was correlated with greater number of mental health symptoms 

(Lam et al., 2007). In light of these prior findings, we examined whether the experiences of 

stigma and their association to psychological distress differed by HIV status, in part due to 

an erosion in the perceived availability of social support in YBMSM’s lives.

The primary goal of this report is to examine the association between stigma, social support, 

and psychological distress in a sample of YBMSM. Our study has three primary objectives. 

The first objective was to test the direct associations between psychological distress (e.g., 

symptoms of depression and anxiety) and internalized (e.g., internalized homonegativity) 

and externalized (e.g., sexual and racial discrimination) stigma. Consistent with prior 

research, we hypothesized that internalized and externalized stigma would be independently 

and positively associated with psychological distress. The second objective sought to 

examine whether YBMSM’s experiences of stigma were directly associated with their 

perceived availability of social support, and indirectly associated with psychological distress 

through social support. Consistent with prior research and the stress-buffering hypothesis, 

we hypothesized that social support would be negatively associated with psychological 

distress (main effect) and would also serve to buffer the relationship between stigma and 

well-being (indirect effect). Finally, in our third objective, we explored whether the proposed 

associations between stigma, social support, and psychological distress varied based on 

participants’ self-reported HIV status. We hypothesized that YBMSM living with HIV 

would benefit less from the protective factors of social support than their seronegative peers.

Methods

Sample

A randomized controlled trial comparing an online HIV intervention that included 

information, interactive skills-based activities, and connections with other participants 

through structured social networking forums to a control website that provided information 

about HIV and other sexually transmitted infections (STI) enrolled 474 YBMSM between 

November 2013 and October 2015. Participants completed an online baseline survey at an 

in-person enrollment visit and three online follow-up assessments (3 (intervention 
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completion), 6 and 12-months) post enrollment. Study eligibility criteria at enrollment were: 

(1) age 18 to 30 (inclusive); (2) born biologically male; (3) self-identify as Black or African 

American; (4) currently reside in North Carolina; and (5) currently have access to a mobile 

device (e.g. smartphone, tablet) that connects to the internet. Participants also had to self-

report any of the following in the past six months: (a) condomless anal sex with a male 

partner, (b) any anal sex with more than three male sex partners, (c) exchange of money, 

gifts, shelter, or drugs for anal sex with a male partner, or (d) anal sex while under the 

influence of drugs or alcohol (i.e., high or drunk within two hours of sex). This analysis 

focuses on baseline data for the 474 participants who enrolled in the study.

Social media advertisements and targeted messages were posted on websites, including 

Craigslist, relevant Facebook groups, and Grindr. Participants were also recruited through 

word of mouth and flyers at local case management organizations, and HIV/STI clinics. 

Study flyers inviting individuals to participate were also posted at local college campuses 

and previously identified venues (bars, clubs, coffee shops) frequented by YBMSM.

Procedures

Eligible participants were scheduled to attend an in-person visit where they were consented 

and enrolled in the study. Participants then completed a computer-assisted, multi-domain 

baseline survey that took on average 45 to 60 minutes. Participants received $50 for 

completing the baseline survey. The (blinded) Institutional Review Board approved this 

project.

Measures

Depression symptoms.

Depression symptoms were assessed using the validated Center for Epidemiologic Studies 

Depression Scale (CES-D; Radloff, 1977). The 21 items include symptoms of depression 

(e.g., “I was bothered by things that don’t usually bother me”) during the past week. 

Responses were on a 4-point Likert scale (0 = Rarely or none, 3 = All of the time). 

Positively worded items were reverse coded. Participants’ depression scores were a sum 

score of the 21 items (Cronbach’s alpha = 0.80). For structural equation modeling (SEM) 

analyses, we created three parcels to serve as indicators of the depression latent score.

Anxiety symptoms.

Anxiety symptoms were measured using the Generalized Anxiety Disorder (GAD) 7-items 

subscale of the Patient Health Questionnaire (Spitzer, Kroenke, Williams, & Lowe, 2006). 

The seven items measured symptoms of anxiety (e.g., “Being so restless that it is hard to sit 

still”) in the past two weeks using a 4-point scale (1 = Not at all, 4 = Nearly every day). 

Anxiety scores were a mean composite of the items (Cronbach’s alpha = 0.93). Each item 

was used as an indicator to create the anxiety latent score in our SEM analyses.

Social Support.

We used the Medical Outcomes Study (MOS; Sherbourne & Stewart, 1991) to measure 

participants’ perceived availability of social support. The MOS has four subscales that 
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examine the functional support characteristics in participants’ social networks: 

informational/emotional (8 items; Cronbach’s alpha = 0.97), tangible (4 items; Cronbach’s 

alpha = 0.92), and affectionate support (3 items; Cronbach’s alpha = 0.94), as well as 

positive social interactions (4 items Cronbach’s alpha = 0.97). Each item is scored on a 5-

point scale (1=None of the time, 5=All of the time). We created mean scores for each 

subscale and then summed them to create a total social support score (Cronbach’s alpha=.

93). In our SEM analyses, we used each subscale as an indicator of the social support latent 

construct.

Internalized Homonegativity.

We used a 5-item internalized homonegativity scale as our proxy measure for internalized 

stigma (Herek et al., 1997). An example item includes, “I feel that being gay/bisexual is a 

personal shortcoming for me.” Item responses were assessed on a 5-point Likert scale (1 = 

Strongly disagree, 5 = Strongly Agree). The internalized homonegativity scale yielded high 

reliability in our sample (Cronbach’s alpha = .87).

Racial and Sexual Discrimination.

We measured participants’ experiences of multiple discrimination due to their sexuality and 

race (Bogart, Wagner et al., 2010). For each identity, participants answered 10 statements 

related to discriminatory experiences (0=No, 1=Yes) in the prior year (e.g., “Treated with 

hostility/coldness by strangers because of your race/ethnicity”; “Personal property damaged/

stolen because of your sexual identity”. We created a summed score for both discrimination 

scales (Cronbach’s alpha = .88 for racial discrimination; Cronbach’s alpha = .88 for 

sexuality discrimination). Given prior research suggesting multiple discrimination based on 

sexuality and race among Black MSM (Bogart, Wagner, Galvan, Landrine, Klein & Sticklor, 

2011), we examined the correlation between these two discrimination scales. Given the high 

correlation between the scales (r=.57; p<.001), we created an externalized stigma latent 

construct using both discrimination scales as indicators in our subsequent SEM analyses.

HIV Status.

Participants were asked to report whether they had ever tested for HIV. Those reporting prior 

testing were asked to report the result of their last test. Participants who reported being HIV-

negative and/or not having ever tested for HIV were collapsed into one grouping variable 

(0=HIV negative/unknown; 1=Living with HIV).

Data Analytic Strategy

We used EQS version 6.1 (Bentler, 2004) to construct our structural equation models (SEM). 

Contrary to regression or other methods, the SEM approach allowed us to test our two 

endogenous latent factors (e.g., anxiety and depression) simultaneously (Klem, 2000), and to 

examine the direct and indirect structural path models between our latent constructs 

(Bedeian, Day, Kelloway, 1997). Our estimation of model coefficients was improved by 

using an estimated covariance matrix generated from the variables’ observed covariance 

matrix. The comparisons between the observed and estimated covariance matrices provided 
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overall goodness-of-fit measures, allowed for model modifications, and provided a 

straightforward approach for group comparisons.

We present our findings following Raykov, Tomer, and Nessel’s (1991) proposed guidelines 

for adequate reporting of structural equation modeling and provide three goodness-of-fit 

indices: Bentler-Bonnet’s Normed Fit Index (NFI), Bentler-Bonnet’s Non-Normed Fit Index 

(NNFI), and the Comparative Fit Index (CFI). We also provide information on the root 

mean-square error of approximation (RMSEA) as an index of misfit (Boomsma, 2000). Hu 

& Bentler (1999) suggest values of .90 or higher among fit indices and values of .06 or 

lower for RMSEA as acceptable indications of well-fitting models. We used the maximum-

likelihood (ML) solution for our model estimation. Consideration was given to potential 

model modifications suggested by the Lagrange Multiplier Test for adding parameters and 

the Wald Test for dropping parameters, but we opted to avoid making any changes because 

they were unsubstantiated by the literature and reduced the likelihood of capitalizing on 

chance (Kline, 1998).

Results

Sample Description

Participants’ mean age was 24.33 (SD=3.21 years), with YBMSM living with HIV being 

slightly older (M=24.93, SD=3.12) than their peers who were HIV negative/serounknown 

(M=23.90, SD=3.22; t(471)=3.50, p<.001). Nearly two thirds of the sample self-identified as 

gay (n=310; 65.4%), with others identifying as bisexual (n=86; 18.1%), queer (n=7; 1.5%), 

questioning (n=10; 2.1%), straight (n=8; 1.7%), or some other category (e.g., “being 

myself”; “curious”, “demisexual”, “human”; n=53; 11.2%). We observed no differences by 

HIV status in participants’ sexual orientation identity.

Over a fifth of the sample (21.9%) reported experiencing homelessness in the prior six 

months (see Table 1), with YBMSM living with HIV being more likely to report recent 

homelessness (33.2%) than their peers who self-reported as HIV negative/serounknown 

(13.8%), X2
(N=474, df=1)=25.23, p<.001). Fifty-percent of the sample was currently enrolled 

at school, and two-thirds (64.6%) were currently employed.

In bivariate comparisons (see Table 1), YBMSM living with HIV reported lower social 

support and greater symptoms of depression and anxiety, respectively, than their 

counterparts who self-reported as HIV negative/serounknown. There were no mean 

differences by HIV status for internalized homonegativity, sexuality-related discrimination 

or racial discrimination.

Testing the measurement model of study variables

Prior to testing our structural models, we proceeded to test the measurement models’ 

adequacy. Table 2 provides a summary of all study variables’ correlations. The measurement 

model allowed the ascertainment of the chosen indicators’ appropriateness for the various 

latent factors in our analyses, with an acceptable fit for the overall sample [χ2(179, N = 454) 

= 565.20, p < .001; NFI = .91, NNFI = .93, CFI = .94, RMSEA = .07 (CI: 0.06, 0.08)]. Fit 

was also adequate when stratified by HIV status: HIV-negative/unknown [χ2(179, N = 263) 
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= 372.24, p < .001; NFI = .90, NNFI = .94, CFI = .95, RMSEA = .06 (CI: .05, .07)] and 

HIV-positive [χ2(179, N = 191) = 350.62 p < .001; NFI = .88, NNFI = .92, CFI = .94, 

RMSEA = .07 (CI: .06, .08)]. We found our latent factors and indicators had measurement 

invariance when we compared them between the HIV-negative/unknown and HIV-positive 

samples; however, proposed direct and indirect pathways varied based on HIV status. 

Therefore, we present our structural equation models by HIV status below.

HIV Negative/Serostatus Unknown YBMSM

As shown in Figure 1, greater externalized stigma was associated with higher depression 

(β=.36, p<.05) and anxiety (β=.26, p<.05) symptoms, and lower social support (β=−.17, p<.

05). Internalized stigma was associated with greater anxiety symptoms (β=.15, p<.05) and 

lower social support (β=−.20, p<.05). We observed no direct association between 

internalized homonegativity and depression symptoms (β=.05, n.s.). We observed positive 

correlations between the stigma factors (i.e., internalized and externalized stigma; r=.19, p<.

05) and psychological distress factors (i.e., anxiety and depression symptoms; r=.59, p<.05).

Social support was associated with lower depression (β=−.18, p<.05) and anxiety (β=−.16, 

p<.05) symptoms. We then tested for the indirect effects of stigma on psychological distress 

outcomes through social support (see Table 3). Internalized (β=−.037, p<.05) stigma was 

indirectly associated with depression symptoms through social support, yet externalized 

stigma was not. Neither internalized nor externalized stigma were indirectly associated with 

anxiety symptoms through social support.

YBMSM living with HIV

As shown in Figure 2, greater externalized stigma was associated with lower social support 

(β=−.30, p<.05), depression symptoms (β=.31, p<.05) and anxiety symptoms (β=−.44, p<.

05) among participants living with HIV. Internalized stigma was not associated with social 

support (β=−.12, n.s.), or anxiety (β=−.05, n.s.) and depression (β=−.10, n.s.) symptoms. We 

observed positive correlations between our exogenous stigma factors (i.e., internalized and 

externalized stigma; r=.18, p<.05) and our endogenous distress factors (i.e., anxiety and 

depression symptoms; r=.65, p<.05).

We observed a negative, direct association between social support and anxiety symptoms 

(β=−.16, p<.05). We found no indirect association between internalized or externalized 

stigma and depression symptoms through social support (See Table 3). Externalized stigma 

was indirectly associated with anxiety through social support (β=−.049, p<.05), yet 

internalized stigma was not. We found no association between social support and depression 

symptoms (β=−.07, n.s.) among YBMSM living with HIV.

Discussion

Researchers have advocated for the use of intersectional approaches to understand and 

address stigma in the lives of YBMSM given their dual (racial and sexual) minority status, 

as well as being the group most heavily affected by HIV in the United States (Bowleg et al., 

2017). In this study, we examined the association between stigma (both internalized and 

externalized) and psychological distress in a sample of YBMSM. Further, we examined 
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whether social support, a common intervention component in HIV prevention and care 

interventions, buffered the association between stigma and psychological distress. Overall, 

our results suggest that experiences of internalized and externalized stigma are linked to 

increased psychological distress, and also impede the buffering effect conveyed by social 

support. Furthermore, consistent with minority stress theories (Meyer, 1995, 2001), our 

findings acknowledge that, although internalized and externalized stigma are correlated, they 

have independent associations to psychological distress.

Experiences of externalized stigma contributed to psychological distress, with greater 

instances of racial and sexuality-related discrimination being positively linked to greater 

symptoms of psychological distress across both HIV-status models. These findings are 

consistent with prior studies indicating that intersectional stigma exposes individuals to daily 

stressors that heighten their vulnerability to physical and psychological events of 

discrimination (Khan, Ilcisin, & Saxton, 2017), and underscore the importance of anti-

discrimination policies and stigma-reduction approaches within the context of HIV 

prevention and care interventions (Hosek et al., 2018). At present, however, it remains 

unclear whether there are particular settings or contexts that accentuate YBMSM’s 

vulnerability to these discriminatory events. Given the importance of social location when 

examining how intersecting identities result in structural inequalities (Bowleg et al., 2017), 

future research should examine how geospatial characteristics and factors in the social 

environment accentuate YBMSM’s vulnerability to discrimination in order to inform 

multilevel interventions.

The relationship between internalized stigma and psychological distress varied by HIV 

status. Although no association was observed between internalized stigma and psychological 

distress among the sample living with HIV, seronegative/serounknown YBMSM reporting 

greater internalized stigma were more likely to exhibit anxiety symptoms. Curiously, there 

was no relationship between internalized stigma and depressive symptoms in the HIV 

seronegative/serounknown group. These divergent findings by HIV status are consistent with 

prior research in this area, and, underscore the need for additional studies to unpack these 

disparities (Maulsby et al., 2014). Prior research, for instance, has linked anxiety symptoms 

with hypervigilance; thus, our findings may reflect differences in the salience that 

seronegative/serounknown YBMSM place to their sexuality relative to their peers living with 

HIV (Lekas, Siegel, & Leider, 2011). Furthermore, it is possible that YBMSM living with 

HIV experience different or additional stressors (e.g., HIV-related stigma) not captured in 

the current analyses. This might explain why YBMSM living with HIV exhibited greater 

mean anxiety and depression symptoms scores than their HIV seronegative/serounknown 

peers, even though bivariate analyses did not suggest that these groups differed in their 

internalized stigma (e.g., internalized homonegativity) scores. Future qualitative and 

quantitative research examining these proposed pathways is warranted.

The relationship between stigma and social support differed by HIV status. Greater 

internalized and externalized stigma were associated with lower social support among HIV 

seronegative/serounknown participants. Among the sample living with HIV, however, we 

found no direct association between internalized or externalized stigma and social support. 

Consistent with prior research, social support was both directly and indirectly associated 
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with psychological distress (Huebner et al., 2014; Mutumba et al., 2017; Pingel et al., 2012). 

Among HIV serounknown/seronegative YBMSM, social support was directly associated 

with depression and anxiety symptoms. In the decomposition of effects, we also found 

evidence to suggest that internalized stigma impeded the enactment of social support on 

anxiety. Among YBMSM living with HIV, social support was directly associated with 

anxiety symptoms; with indirect effects suggesting that externalized stigma hindered the 

protective effect of social support on anxiety. Although these findings lend support to the 

stress-buffering hypothesis (Cohen, Sherrod, & Clark, 1986; Rhodes & Lakey, 1999), our 

results also suggest that the mechanisms through which social support serves as a protective 

factor in YBMSM’s lives may differ by HIV status. Consistent to prior literature suggesting 

that YBMSM living with HIV experience greater social isolation, the divergent findings of 

social support by HIV status may be attributable to different perceptions regarding social 

support availability in their social networks. In fact, our bivariate analyses support this 

notion, with YBMSM living with HIV reporting lower perceived social support relative to 

their HIV seronegative/serounknown peers. As a result, the opportunity to use social support 

to buffer the impact of stigma on psychological distress might be attenuated for YBMSM 

living with HIV. In other words, it seems that the stress-buffering mechanism may be 

diminished for YBMSM living with HIV. Future research examining how to bolster the 

availability of social support among YBMSM living with HIV is warranted, as it may inform 

interventions that maximize the protective effect of social support through the stress-

buffering mechanism.

Our study has several limitations deserving mention. First, the study’s cross-sectional data 

limited the firm temporal ordering of our variables. It is possible that participants 

experiencing greater psychological distress become more socially isolated and become more 

vigilant to perceived experiences of stigma. Second, given the absence of a population frame 

from which to recruit a random sample of YBMSM in the United States, our findings may 

not be generalizable. Third, given the relatively small number of HIV serounknown 

participants, we were unable to use SEM to analyze the relationship between stigma, social 

support, and psychological distress separately for this group. As a result, we grouped HIV 

serounknown and seronegative participants. Furthermore, given the number of sexual 

identities observed in our sample, we were unable to test whether our findings differed based 

on the different sexual orientation identities reported. Future research should explore 

whether the observed relationships differ across these aforementioned groups. Finally, we 

measured the overall perceived frequency of stigma and social support in our sample. Future 

research examining the sources of stigma (e.g., family, neighborhood, providers, partners) 

and specific types of social support (e.g., instrumental, emotional) may be warranted, as it 

may inform network-level interventions in this area.

These limitations notwithstanding, our study builds on the existing stigma literature and 

relies on a large sample of YBMSM. Multilevel HIV prevention and care interventions 

focused on reducing experiences of stigma in YBMSM’s lives are needed, and, should move 

beyond the provision of social support as a coping mechanism. Although the provision of 

social support is important, there has been recognition that individual level factors alone 

cannot address stigma in YBMSM’s lives. Offering YBMSM more social support, for 

instance, would serve to compensate for the impact of stigma rather than address its root 
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causes. As such, future intervention efforts are needed that include amelioration of the 

impact of stigma while also acknowledging underlying causes of stigma. Simultaneously, 

efforts to promote policies to address structural inequities regarding race, sexuality, and 

serostatus are required if we are to reduce the disproportionate rate of HIV-related outcomes 

in YBMSM’s communities (Batchelder, et al 2017; Castel et al, 2015).
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Figure 1. 
Structural Equation Model for HIV-negative and HIV serounknown YBMSM (N=275)
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Figure 2. 
Structural Equation Model for YBMSM living with HIV (N=199)
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Table 1.

Descriptive and bivariate comparisons by HIV-status

Total
(N=474)

HIV-negative
(N=275)

HIV-positive
(N=197)

Test
statistic

p

Age 24.33 (3.22) 23.90 (3.22) 24.93 (3.12) 3.50 .001

Enrolled in School 237 (50%) 146 (53.1%) 91 (45.7%) 2.50 .11

Currently Employed 306 (64.6%) 187 (68.0%) 119 (59.8%) 3.39 .07

Homeless (prior 6 months) 104 (21.9%) 38 (13.8%) 66 (33.2%) 25.23 .001

Internalized homonegativity 2.32 (1.09) 2.26 (1.10) 2.41 (1.08) 1.42 .16

Sexuality-related discrimination 2.42 (2.88) 2.29 (2.71) 2.59 (3.10) 1.06 .29

Racial discrimination 2.19 (2.74) 2.22 (2.64) 2.14 (2.87) −.32 .75

Social Support 15.42 (4.44) 15.84 (4.38) 14.85 (4.46) −2.39 .02

Depression 20.58 (8.19) 19.52 (7.58) 22.04 (8.77) 3.33 .001

Anxiety 6.31 (5.93) 5.75 (5.66) 7.13 (6.22) 2.50 .01
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Table 2.

Bivariate correlations among variables by HIV status

1 2 3 4 5 6

 1. Internalized homonegativity 1 .187
**

.147
*

−.174
*

.149
* 0.134

 2. Sexuality discrimination .128
* 1 .620

***
−.280

***
.347

***
.498

***

 3. Racial discrimination .176
**

.530
*** 1 −.174

*
.177

*
.271

***

 4. Social support −.197
**

−.205
*** −.105 1 −.159

*
−.279

***

 5. Depression .164
**

.282
***

.235
***

−.188
*** 1 .645

***

 6. Anxiety .208
***

.233
***

.242
***

−.185
***

.556
*** 1

Notes. Top diagonal presents correlations for sample living with HIV. Lower diagonal indicates correlations for HIV-negative and HIV-serostatus 
unknown sample.

*
p<.05;

**
p<.01;

***
p<.001
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Table 3.

Decomposition of Effects for YBMSM

Outcome Predictor Total/Stratified Total
Effects

Indirect Effects
(via social support)

Direct
Effects

Social Support Internalized Stigma Total sample
HIV-negative/unknown sample
Sample living with HIV

−.178*
−.202*
−.122

Externalized Stigma Total sample
HIV-negative/unknown sample
Sample living with HIV

−.229*
−.172*
−.299

Depression Internalized Stigma Total sample
HIV-negative/unknown sample
Sample living with HIV

.119*

.052

.096

.027*

.037*

.008

.092*

.015

.088

Externalized Stigma Total sample
HIV-negative/unknown sample
Sample living with HIV

.344*

.360*

.440*

.035*

.032

.019

.309*

.328*

.421*

Social Support Total sample
HIV-negative/unknown sample
Sample living with HIV

−.153*
−.183*
−.065

Anxiety Internalized Stigma Total sample
HIV-negative/unknown sample
Sample living with HIV

.147*

.151*

.049

.031*

.032

.020

.116*

.119

.029

Externalized Stigma Total sample
HIV-negative/unknown sample
Sample living with HIV

.369*

.258*

.440*

.041*

.027

.049*

.328*

.231*

.391*

Social Support Total sample
HIV-negative/unknown sample
Sample living with HIV

−.177*
−.156*
−.164*
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