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Objectives: To examine the associations of homophobia, racism,
and resiliency with differences in prevalent HIV infection in black
and white men who have sex with men (MSM).

Methods: The Involve[ment]t study is a cohort of black and white
MSM aged 18–39 years in Atlanta, GA, designed to evaluate indi-
vidual, dyadic, and community level factors that might explain
racial disparities in HIV prevalence. Participants were recruited
irrespective of HIV serostatus from community-based venues
and from Internet advertisements and were tested for HIV. We
assessed respondents’ demographics, whether they had engaged
in unprotected anal intercourse (UAI) within the past 6 months,
and attitudes about perceived homophobia, perceived racism, and
personal resiliency.

Results: Compared with white MSM, black MSM were less likely
to report UAI in the past 6 months [odds ratio (OR): 0.59,
confidence interval (CI): 0.44 to 0.80], more likely to be HIV
positive (OR: 5.05, CI: 3.52 to 7.25), and—among those HIV
positive—more likely to report not being aware of their HIV infec-
tion (OR: 2.58, CI: 1.18 to 5.65). Greater perceived racism was
associated with UAI in the black sample (partial odds ratio: 1.48,
CI: 1.10 to 1.99). Overall, perceived homophobia, perceived rac-
ism, and resilience were not associated with prevalent HIV infec-
tion in our samples. Greater resilience was associated with less
perceived homophobia in both black and white samples (Spearman
r = 20.27, P , 0.001, for both).

Conclusion: Future studies of social discrimination at the institu-
tional and network level, than at the individual level, may explain
differences in HIV infection in black and white MSM.
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INTRODUCTION
Men who have sex with men (MSM) continue to endure

an overwhelming burden of the HIV epidemic in the United
States. However, black MSM are disproportionately impacted,
given the racial disparity in HIV prevalence and infection in
MSM, especially young men (aged 13–29).1 In 2010, black
MSM represented the majority (72%) of estimated new infec-
tions among all black men and the highest proportion (36%) of
estimated new HIV infections among all MSM.2 Black MSM
have the highest estimated risk/race-specific HIV prevalence of
any group in the United States.3

This racial disparity in HIV infection persists, despite
comparable or lower HIV sexual risk behaviors among black
MSM compared with white MSM.4–6 Theories of social de-
terminants of health suggest that this disparity cannot exclu-
sively depend on behavioral factors at the individual level but
must include social factors, such as social discrimination, that
reflect social contextual or macro-level variables.7–9 The det-
rimental effects of social discrimination on physical and men-
tal health have been well established.10,11 Researchers have
suggested that pervasive influences of adverse social context
in the lives of black MSM may better explain the observed
racial disparity of HIV infection in MSM.12,13 Perceived dis-
crimination has been shown to be one of the major pathways
in the patterns of racial disparities in health.14 The current
report, as part of a larger study of HIV racial disparity, exam-
ined the impact of social discrimination, specifically per-
ceived homophobia and perceived racism, on differences in
HIV infection between black and white MSM.

Moreover, resiliency is a process of adaptation to risk
that has been extensively studied as a salient buffer to the
negative effects of life stressors on health.15–18 Resiliency
typically focuses on positive adaptation in the presence of
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adversity. In this perspective, resilience is not assessed
directly but indirectly from health-enhancing capacities, indi-
vidual and structural resources for coping, or developmental
outcomes of vulnerable populations, which are all affected by
the social determinants of health. If social discrimination con-
fers high risk for HIV infection in MSM populations, resil-
iency may influence this association between discrimination
and HIV infection. Hence, we also examined the effect of
resiliency in the possible link between social discrimination
and prevalent HIV infection in black and white MSM.

Therefore, given the possible link between social
discrimination and vulnerability to HIV infection among
African Americans,19 this study examined the association
between perceived discrimination and prevalent HIV infec-
tion between black and white MSM in a major HIV epicenter
of the Southeastern United States. Previous studies have shown
mixed support for a direct or indirect association between
social discrimination (either perceived homophobia or racism)
and sexual risk behavior outcomes among MSM20–32 and lim-
ited evidence of an association between resiliency and sexual
risk outcomes.33–35 However, because substantial evidence4–6

indicates that HIV risk behavior does not explain higher HIV
prevalence in black MSM compared with white MSM, this
study examined the possible association between social dis-
crimination and prevalent HIV infection in MSM and the
possible effect of resiliency on this association. Specifically,
we examined whether:

1. Experiences of perceived homophobia among both
blacks and whites, and perceived racism among blacks,
would be positively associated with HIV infection;

2. Resiliency would be negatively associated with per-
ceived homophobia and HIV infection among both
blacks and whites and with perceived racism among
blacks;

3. Resiliency would mediate any association between per-
ceived homophobia and HIV infection among both
blacks and whites and any association between per-
ceived racism and HIV infection among blacks.

METHODS

Participants
From June 2010 through December 2012, a cohort of

454 black and 349 white MSM aged 18–39 years was
recruited, regardless of the self-reported HIV status, from
venues in the Atlanta metropolitan area primarily using
time-space sampling adapted from the Atlanta site of the
2008 MSM cycle of the National HIV Behavioral Surveil-
lance System (NHBS)36 and from Internet sampling frame
using Facebook banner advertisements. Eligible participants
were 18-39 year old, self-identified, black and white males
who reported sex with another man in the previous 3 months,
provided at least 2 means of contact for longitudinal follow-
up, were not in a mutually monogamous relationship, could
complete survey instruments in English, lived in the Atlanta
metropolitan area, were not enrolled in another HIV pre-
vention study, and had no plans to relocate in the subsequent

2 years. Men who self-identified as Hispanic or of other/
mixed race were not enrolled. Also excluded were 6 men
later identified as duplicate enrollments and 2 men deter-
mined to be ineligible after enrollment.

Procedure
After screening for eligibility, obtaining written

informed consent, and enrolling participants at 1 of the 3
clinic study sites, all participants, regardless of the self-
reported HIV status, were tested for HIV antibodies with an
FDA-approved HIV rapid test. For those participants with
a preliminary positive result on their HIV rapid test,
additional specimens were collected by venipuncture for
confirmatory testing by Western blot and for CD4 and HIV
viral load testing. All HIV-positive men not already in HIV
care were linked to care for further evaluation and treatment
as needed. Men who were HIV negative were prospectively
followed for up to 24 months and underwent HIV antibody
testing at 3–6 month intervals.

At the baseline visit, participants completed an approx-
imately 1.5-hour computer-assisted self-interview question-
naire to answer questions about demographic, individual,
dyadic, and community level factors of HIV risk. Men who
reported through computer-assisted self-interview that they
had previously tested HIV positive were considered to be
aware of their HIV infection. Participants were reimbursed
$60 for their baseline visit. This study was reviewed and
approved by the Institution Review Boards at Emory
University and Georgia State University.

Measures and Coded Variables
This report examines baseline visit data for all partic-

ipants regarding demographics, frequency of unprotected anal
intercourse (UAI) in the past 6 months, perceived homopho-
bia, experiences of racism, attitudes about personal resiliency,
and HIV status. Participants’ demographics were assessed
with typical measures regarding their age, education, and
income. Participants’ experiences of homophobia in the past
year were assessed using 8 items adapted from the Experien-
ces of Homophobia Scale developed by Diaz et al.32 Items
measured experiences of homophobia within the past year
(eg, In the past year, how often did you feel that your attrac-
tion to other men hurt and embarrassed your family?) and
experiences of verbal harassment and physical assaults based
on perceived sexual orientation and gender nonconformity
(eg, In the past year, how often were you hit or beaten up
for being effeminate or being attracted to other men?). The
scale consists of 16 items scored 1–5; some items were
reversed so that higher scores indicated greater perceived
homophobia; for our sample, alpha = 0.86.

Participants’ perceptions of racism in the past year were
measured with the Racism and Life Experiences Scale
(RaLES) produced by Harrell et al,37 which includes items
about experiences of perceived racism in various life situa-
tions (eg, How often have your civil rights been violated, such
as job or housing discrimination due to racism, racial discrim-
ination, or racial prejudice? How often have others reacted to
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you as if they were afraid of you because of your racial and/or
ethnic group?). The scale consists of 11 items intended to
assess perceptions of racial prejudice and discrimination
scored 1–5; for our sample, alpha = 0.87.

Participants’ experiences of psychological resilience,
capacity to withstand life stressors, thrive, and make meaning
from challenges were assessed with the shortened version of
the Wagnild and Young Resilience Scale (eg, My belief in
myself gets me through hard times; When I am in a difficult
situation, I can usually find my way out of it).38 The scale
consists of 10 items scored 1–5; for our sample, alpha = 0.93.

UAI was coded 1 if the participant reported unprotected
anal sex within the last 6 months with 1 or more partners,
0 otherwise. HIV infection was coded 1 if the HIV test given
at baseline was positive, 0 otherwise. For participants whose
baseline HIV test was positive, unaware of HIV infection was
coded 1 if the participant reported that his HIV status was
something other than positive, 0 otherwise.

Data Analysis
Associations of perceived homophobia, perceived rac-

ism, and resilience with the binary variable of HIV infection
were analyzed using logistic regression. Associations were
characterized with changes in Nagelkerke R2—an R2 analog
for logistic regression—when variables were added to the
logistic regression and with partial odds ratios (pORs), which
reflect the contribution of variables, controlling for the other
variables in the equation. Because of skewed distributions,
associations of resilience with perceived homophobia and
racism were analyzed using Spearman correlations. Logistic
regressions and Spearman correlations were performed sepa-
rately for the 2 samples.

RESULTS

Descriptive Statistics and Differences
Between Black and White Samples

Compared with the white sample, the black sample was
somewhat larger, their mean age was about 2 years younger,
and they had less education and income (Table 1). Differ-
ences for age, education, and income were all significant:
t[801] = 4.2, P , 0.001; x2(3, N = 799) = 57.3, P , 0.001;
x2(4, N = 766) = 92.2, P , 0.001, respectively.

Medians for perceived homophobia and resiliency were
significantly higher for the black MSM compared with the white
sample (2.50 vs. 2.19 and 4.60 vs. 4.30, P = 0.001 and = 0.003
per Mann–Whitney U test). Although the distribution
of perceived homophobia scores for blacks was relatively
unskewed, perceived homophobia scores for whites and
perceived racism scores for blacks were positively skewed,
and resilience scores for both blacks and whites were nega-
tively skewed (Fig. 1). In particular, although the 445 resilience
scores for blacks varied from 1 to 5, with 8 scores below 2.5,
the median was 4.60 and 120 scores were 5, the highest pos-
sible (which is why its plot has no whisker).

Compared with white MSM, black MSM were
less likely to report UAI in the past 6 months [odds ratio

(OR): 0.59, confidence interval (CI): 0.44 to 0.80, P , 0.01],
more likely to be HIV positive (OR: 5.05, CI: 3.52 to 7.25,
P , 0.001), and—among those who were HIV-positive—
more likely to report not being aware of their infection

TABLE 1. Age, Education, and Income

Variable Black Sample White Sample

Number 454 349

Mean age, yr 27.0 29.0

SD for age 6.1 7.3

Education, %

Some high school 3.5 0.6

Finished HS 22 10

Some college 45 36

Finished college 30 54

Income, %

,$10K 27 14

$$10K, ,$20K 27 18

$$20K, ,$40K 31 25

$$40K, ,$75K 13 27

$$75K 2.4 17

Education and income percentages may not sum exactly to 100 because of rounding.
Age, education, and income differed significantly; see text for details.

FIGURE 1. Box-and-whisker plots for the 5 key predictor var-
iables. N for blacks vs. whites are 445 vs. 346 for perceived
homophobia and resiliency and 450 for black’s perceived
racism (perceived racism was assessed only for the black
sample). Medians are indicated by the center line in each box
and 25th and 75th percentiles by the bottom and top lines,
respectively. Whiskers indicate the largest (or smallest) score or
1.5 times the interquartile range if any scores exceed it; such
scores are called extreme. Circles indicate extreme scores.
P values for black–white differences per Mann–Whitney U test,
used due to skewed distributions, were 0.001 and 0.003 for
perceived homophobia and resiliency, respectively.
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(OR: 2.58, CI: 1.18 to 5.65, P = 0.018). Figure 2 shows the
numbers graphically; specifically, 76 of 197 HIV-positive
black men (39%) reported being unaware of their HIV
infection, whereas 9 of 46 HIV-positive white men reported
being unaware (20%).

In both samples, men who were HIV positive were
more likely to report UAI than men who were HIV negative,
although the difference was only marginally significant for
the black sample. Reporting UAI were 64% and 56% of black
men who were HIV positive and negative, respectively (OR:
1.40, CI: 0.97 to 2.03, P = 0.083); comparable percentages for
the white sample were 87% and 69% (OR: 2.95, CI: 1.23 to
7.11, P = 0.017). Again in both samples, men who were HIV
positive but reported being unaware of their HIV infection
were more likely to report UAI but not significantly so: 70%
of black men who reported being unaware, but 61% who
reported being aware, of their HIV infection reported UAI
(ORs: 1.46, CI: 0.79 to 2.70, P = 0.22); comparable percen-
tages for the white sample were 89% and 86% (ORs: 1.25, CI:
0.13 to 12.3, P = 0.85).

Perceived Homophobia, Perceived Racism,
and Resilience as Predictors of HIV Serostatus

Associations of the discrimination variables and resil-
iency with HIV infection were analyzed using logistic
regression (hypotheses 1 and 2); demographic variables were
included for control (Table 2). Regarding the demographic
variables, less education was associated with prevalent HIV
infection in the black sample (pOR = 0.69, P = 0.013), less
income was associated with prevalent HIV infection in the
white sample (pOR = 0.66, P = 0.010), and increased age
was associated with prevalent HIV infection in both samples
(pORs = 3.14 and 2.46, P , 0.001, for both). Regarding the
other variables, none were associated with prevalent HIV
infection (although greater resilience was marginally associ-
ated with less HIV infection in the black sample, P = 0.074).

Associations of resilience with perceived homophobia
and racism were analyzed using Spearman correlations
(hypothesis 2). Less perceived homophobia was associated
with greater resilience in both black and white samples
(Spearman r = 20.27, for both, P , 0.001), but perceived
racism was not significantly associated with resilience in the
black sample (Spearman r = 20.06, P = 0.19).

A mediating role for resilience (hypothesis 3) was not
supported. Generally, if a predictor variable is not associated
with an outcome, the effect cannot be mediated—there is
nothing to mediate—and in all 3 cases, adding resilience to
the logistic regression had little effect (the pORs for perceived
homophobia in the black and white samples and perceived
racism in the black sample essentially unchanged—from 1.16
to 1.03, 1.28 to 1.28 to 1.27, and 1.05 to 1.03, respectively).

DISCUSSION
Counter to our hypotheses, we found that perceived racism

was not associated with HIV infection in black MSM. Some
earlier evidence suggests that structural racism might be indirectly
linked with HIV infection in black MSM through effects of
poverty in which unstable housing and residence in low-income
neighborhoods were positively associated with greater HIV
infection and HIV diagnosis.23,24 Evidence that social and struc-
tural factors (eg, low income, unemployment, and incarceration)
are associated with greater likelihood of HIV infection39–41 sug-
gests structural racism, more than individual racism, may better
explain the link between social discrimination and HIV infection.
As noted above, lower income for black men and less education
for white men were associated with more HIV infection in our
study. Support for an association between individual racism and
HIV infection has been suggested as indirectly reflected in find-
ings of a higher probability that black MSM have black sexual
partners compared with other MSM.42 Other evidence,43 includ-
ing network data reported from this study,44 suggests differences
in sexual networks as the basis for partner characteristics (eg, age,
race) associated with the higher probability of HIV infection
among black MSM compared with other MSM.

Also, there were no significant associations between
perceived homophobia and HIV infection for either racial

FIGURE 2. Percentage of black and white men reporting UAI
within the past 6 months, the percentage who tested HIV posi-
tive at baseline, and—of those who were positive—the percent-
age who were unaware of their HIV infection are shown at the
left. The bars indicate graphically the number of men on whom
these percentages are based. Odds ratio P values comparing the
black and white samples were ,0.01, ,0.001, and =0.018 for
UAI, HIV+, and unaware, respectively; see text for details.

TABLE 2. Logistic Regression Results

Variable

Black Sample White Sample

pOR CIs P pOR CIs P

Age 3.14 2.10 to 4.69 ,0.001 2.46 1.55 to 3.90 ,0.001

Education 0.69 0.52 to 0.93 0.013 0.83 0.50 to 1.39 0.49

Income 0.85 0.68 to 1.06 0.15 0.66 0.48 to 0.91 0.010

Perceived
homophobia

1.02 0.68 to 1.53 0.93 1.27 0.78 to 2.07 0.34

Perceived
racism

1.03 0.76 to 1.39 0.86 — — —

Resiliency 0.73 0.52 to 1.03 0.074 0.95 0.50 to 1.79 0.87

Scores are pORs, 95% CIs, and probabilities from logistic regressions of HIV infection,
performed separately for black and white samples. For these regressions, age was divided
by 10, education was coded 1–4 and income 1–5, and the possible range for the 3 attitude
variables was 1–5; thus, pORs indicate the proportion HIV infection odds changed with
a change of 1 scale point on the predictor variable, controlling for the other variables.
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group. Some studies found that MSM who reported
experiences of antigay harassment, discrimination, and
violence28 or early gay-related development as adolescents29

were more likely to be HIV positive as adults. However,
other evidence31 showed that, over all MSM, higher experi-
ences of discrimination and harassment as adolescents was
associated with HIV-negative status as adults, with one
exception—HIV-positive black MSM reported lower expe-
riences of discrimination, harassment, and sexuality discom-
fort than HIV-negative black MSM. No differences in these
adolescent experiences were found between non-black MSM
stratified by HIV status.

Similarly, our findings showed no significant associ-
ation between resiliency and HIV infection for either racial
group, but there was a marginally negative association with
HIV infection for black MSM. However, men with greater
resilience had less experiences of perceived homophobia in
both racial groups but resilience was not associated with
perceived racism among black men. Although a few studies
have examined links between resiliency outcomes and
positive health outcomes,33,34 this is the first study to exam-
ine the association between resiliency and HIV infection. As
a process, our results suggest that both black and white
MSM with higher resiliency may have better adapted to
experiences of homophobia, and as a consequence of these
challenges, either perceived or experienced less encounters
of antigay discrimination. However, this association was not
found between resiliency and perceived racism for black
MSM or between resiliency and HIV infection for either
black or white MSM. Herrick et al33 have suggested that
individual level factors are better predictors of resilience
for adults and community level factors better predictors
for adolescents and young adults. Studies are needed to
identify the types and nature of resilience at the structural
level that show an effect on the association between social
discrimination and HIV prevalence, such as economic and
community resources.45

Overall, our findings suggest that the perceived social
discrimination does not explain the striking racial disparity in
HIV infection between black and white MSM. Although
black MSM reported higher perceived homophobia and
resiliency than white MSM, social discrimination and resil-
iency were not associated with prevalent HIV infection in
either racial group. However, the potentially adverse effects
of social discrimination on HIV infection may not only be
sufficiently demonstrated by perceived discrimination but
also depend on how social discrimination at institutional or
network levels may reduce HIV disparities. Notably, Millett
et al found in a recent meta-analysis that structural barriers
(eg, health insurance access for HIV-positive MSM, low
income, low education, incarceration, unemployment health
insurance access for HIV-positive MSM) were among the
highest ranked disparities associated with HIV infection,
while disparities were least for sexual risk outcomes.6 Our
sociodemographic findings, in which less education for black
men and lower income for white men were associated with
more HIV infection, reflect similar effects of structural bar-
riers on HIV disparity. Moreover, Millett et al found that sex
partner demographics and HIV care were among other

outcomes most associated with HIV infection for black
MSM compared with other MSM.6 Future studies should
focus on such structural barriers or differences to better exam-
ine social determinants of racial disparity in HIV among
MSM. The potential of these studies are further confirmed
by our results that black MSM, in comparison with white
MSM in this study, had significantly less education and
income, engaged in less HIV sexual risk behavior (UAI),
and were more likely to be HIV positive and, unaware of
their HIV infection.

Some important limitations of our study should be
noted regarding recruitment and assessment procedures.
Although we used a venue–time–space sampling approach
to increase the likelihood to obtain a systematic and repro-
ducible sample, our study participants are not a representative
sample of all black and white MSM from the population
recruited. Moreover, causal inferences are not possible
because the analyses were derived from cross-sectional data
collected at the baseline assessment. Also, as typically
known, responses to self-report measures are susceptible to
social desirability bias.

The enduring racial disparity in HIV infection among
MSM, especially black and white men, raises the need for
more data that examine the influence of factors beyond
individual risk behaviors that reflect pervasive social struc-
tural influences at the neighborhood or residential level. Our
findings provide alternative prospects to pursue regarding the
effects of social determinants of racial disparities in HIV
infection among MSM.

ACKNOWLEDGMENTS
The authors acknowledge the contributions of the

InvolveMENt participants. The authors recognize the expert
contributions of the dedicated public health professionals
who worked to design, launch, and monitor the study and to
provide services to participants: Deborah Abdul-Ali, Cath-
erine Finneran, Lee Glover, Laura Gravens, Jess Ingersoll,
Loree Jackson, Nicole Luisi, Jennifer Norton, Brandon
O’Hara, Craig Sineath, Marcus Stanley, Tyree Staple, Jess
Ingersoll, Deborah Ali, and Shauni Williams. The authors
also acknowledge AID Atlanta, the Grady Infectious Disease
Program, Morehouse School of Medicine, and the Hope
Clinic for providing clinical space. And they express their
appreciation to the anonymous reviewers for their helpful
suggestions.

REFERENCES
1. CDC. Monitoring Selected National HIV Prevention and Care Objectives

by Using HIV Surveillance Data—United States and 6 U.S. Dependent
Areas—2010. HIV Surveillance Supplemental Report 2012. 17. Available
at: http://www.cdc.gov/hiv/surveillance/reports/2010supp_vol17no3/index.
htm. Accessed June 2012.

2. CDC. Estimated HIV Incidence in the United States, 2007–2010. HIV
Surveillance Supplemental Report 2012. 17. Atlanta, GA: Available at:
http://www.cdc.gov/hiv/topics/surveillance/resources/reports/#supplemental.
Accessed December 2012.

3. CDC. HIV Surveillance Report, 2011. 23. Atlanta, GA: U.S. Department
of Health and Human Services. Available at: http://www.cdc.gov/hiv/
topics/surveillance/resources/reports. Accessed February 2013.

Peterson et al J Acquir Immune Defic Syndr � Volume 66, Number 5, August 15, 2014

542 | www.jaids.com � 2014 Lippincott Williams & Wilkins



4. Millett GA, Flores SA, Peterson JL, et al. Explaining disparities in HIV
infection among black and white men who have sex with men: a meta-
analysis of HIV risk behaviors. AIDS. 2007;21:2083–2091.

5. Feldman MB. A critical literature review to identify possible causes of
higher rates of HIV infection among young black and Latino men who
have sex with men. J Natl Med Assoc. 2010;102:1206–1221.

6. Millett GA, Peterson JL, Flores SA, et al. Comparisons of disparities and
risks of HIV infection in black and other men who have sex with men in
Canada, the U.K. and the U.S: a meta-analysis. Lancet. 2012;380:341–348.

7. Macintyre S, Ellaway A. Ecological approaches: rediscovering the role of
the physical and social environment. In: Berkman LF, Kawachi I, eds.
Social Epidemiology. New York, NY: Oxford University Press; 2000, pp.
332–348.

8. Krieger N, Rowley D, Hermann A, et al. Racism, sexism and social class:
implications for studies of health, disease and well-being. Am J Prev
Med. 1993;9(suppl):82–122.

9. Poundstone KE, Strathdee SA, Celentano DD. The social epidemiology
of human immunodeficiency virus/acquired immunodeficiency syn-
drome. Epidemiol Rev. 2004;26:1007–1019.

10. Paradies Y. A systematic review of empirical research on self-reported
racism and health. Int J Epidemiol. 2006;35:888–901.

11. Meyers I. Prejudice, social stress, and mental health in lesbian, gay, and
bisexual populations: conceptual issues and research evidence. Psychol
Bull. 2003;129:674–697.

12. Mays VM, Cochran SD, Zamudio A. HIV prevention research: are we
meeting the needs of African American men who have sex with men?
J Black Psychol. 2004;30:78–105.

13. Peterson JL, Jones KT. HIV prevention for black men who have sex with
men in the United States. Am J Public Health. 2009;99:976–980.

14. Williams DR, Mohammed SA. Discrimination and racial disparities in
health: evidence and needed research. J Behav Med. 2009;32:20–47.

15. Fergus S, Zimmerman MA. Adolescent resilience: a framework for
understanding healthy development in the face of risk. Annu Rev Public
Health. 2005;26:399–419.

16. Luthar SS, Sawyer JA, Brown PJ. Conceptual issues in studies of resilience:
past, present, and future research. Ann N Y Acad Sci. 2006;1094:105–115.

17. Rutter M. Implications of resilience concepts for scientific understanding.
Ann N Y Acad Sci. 2006;1094:1–12.

18. Sandler I. Quality and ecology of adversity as common mechanisms of
risk and resilience. Am J Community Psychol. 2001;29:19–61.

19. CDC. A heightened national response to the HIV/AIDS crisis among
African Americans. Available at: http://www.cdc.gov/hiv/topics/aa/
resources/reports/heightendresponse.htm#t1-2/. Accessed June 28, 2007.

20. Ayala G, Bingham T, Kim J, et al. Modeling the impact of social dis-
crimination and financial hardship on the sexual risk of HIV among
Latino and black men who have sex with men. Am J Public Health.
2012;102:S242–S249.

21. Jones KT, Johnson WD, Wheeler DP, et al. Nonsupportive peer norms
and incarceration as HIV risk correlates for young black men who have
sex with men. AIDS Behav. 2008;12:41–50.

22. Zamboni BD, Crawford I. Minority stress and sexual problems among
African-American gay and bisexual men. Arch Sex Behav. 2007;36:
569–578.

23. Wiewel EW, Hanna DB, Begier EM. High prevalence and diagnosis rates
in New York City black men. J Community Health. 2011;36:141–149.

24. Mimiaga MJ, Reisner SL, Cranston K, et al. Sexual mixing patterns and
partner characteristics of black MSM in Massachusetts at increased risk
for HIV infection and transmission. J Urban Health. 2009;86:602–623.

25. Wong CF, Weiss G, Ayala G, et al. Harassment, discrimination, violence,
and illicit drug use among young men who have sex with men. AIDS
Educ Prev. 2010;22:286–298.

26. Glick S, Golden M. Persistence of racial differences in attitudes toward
homosexuality in the United States. J Acquir Immune Defic Syndr. 2010;
55:516–523.

27. Jeffries WL IV, Marks G, Lauby J, et al. Homophobia is associated with
sexual behavior that increases risk of acquiring and transmitting HIV
infection among black men who have sex with men. AIDS Behav.
2012;17:1442–1453.

28. Huebner DM, Rebchook GM, Kegeles SM. Experiences of harassment,
discrimination, and physical violence among young gay and bisexual
men. Am J Public Health. 2004;94:1200–1203.

29. Friedman MS, Marshal MP, Stall R, et al. Gay-related development,
early abuse and adult health outcome among gay males. AIDS Behav.
2008;12:891–902.

30. Raymond HF, Chen YH, Stall RD, et al. Adolescent experiences of
discrimination, harassment, connectedness to community and comfort
with sexual orientation reported by adult men who have sex with men
as a predictor of adult HIV status. AIDS Behav. 2011;15:550–556.

31. Siegel K, Epstein JA. Ethnic-racial differences in psychological stress
related to gay lifestyle among HIV-positive men. Psychol Rep. 1996;79:
303–312.

32. Diaz RM, Ayala G, Bein E. Sexual risk as an outcome of social oppres-
sion: data from a probability sample of Latino gay men in three U.S.
cities. Cultur Divers Ethnic Minor Psychol. 2004;10:255–267.

33. Herrick AL, Stall R, Chmiel JS, et al. It gets better: resolution of inter-
nalized homophobia over time and associations with positive health out-
comes among MSM. AIDS Behav. 2013;17:1423–1430.

34. Kurtz SP, Buttram ME, Surratt HL, et al. Resilience, syndemic factors,
and serosorting behaviors among HIV-positive and HIV-negative sub-
stance using MSM. AIDS Educ Prev. 2012;24:193–205.

35. Maulsby C, Millett G, Lindsey K, et al. HIV among black men who have
sex with men (MSM) in the United States: a review of the literature.
AIDS Behav. 2014;18:10–25.

36. CDC. HIV testing among men who have sex with men—21 cities, United
States, 2008. MMWR Morb Mortal Wkly Rep. 2011;60:694–699.

37. Harrell S, Merchant M, Young S. Psychometric properties of the racism
and life experiences scales (RaLES). Paper presented at the Annual Con-
vention of the American Psychological Association; 1997; Chicago, IL.

38. Wagnild GM, Young HM. Development and psychometric evaluation of
the resilience scale. J Nurs Meas. 1993;1:165–178.

39. Centers for Disease Control and Prevention (CDC). Prevalence and
awareness of HIV infection among men who have sex with men: 21
cities, United States, 2008. MMWR Morb Mortal Wkly Rep. 2010;59:
1201–1207.

40. Magnus M, Kuo I, Phillips G II, et al. Elevated HIV prevalence despite
lower rates of sexual risk behaviors among black men in the District of
Columbia who have sex with men. AIDS Patient Care STDS. 2010;24:
615–622.

41. Koblin BA, Tieu HV, Frye V. Disparities in HIV/AIDS in black men
who have sex with men. Lancet. 2012;380:316–318.

42. Raymond HF, McFarland W. Racial mixing and HIV risk among men
who have sex with men. AIDS Behav. 2009;13:630–637.

43. Bingham TA, Harawa NT, Johnson DF, et al. The effect of partner
characteristics on HIV infection among African American men who have
sex with men in the Young Men’s Survey, Los Angeles, 1999–2000.
AIDS Educ Prev. 2003;15:39–52.

44. Sullivan PS, Peterson JL, Rosenberg ES, et al. Understanding racial
HIV/STI disparities in black and white men who have sex with men:
a multilevel approach. PLoS One. 2014;9:e90514.

45. Earnshaw VA, Bogart LM, Dovidio JF, et al. Stigma and racial/ethnic
HIV disparities: moving toward resilience. Am Psychol. 2013;68:
225–236.

J Acquir Immune Defic Syndr � Volume 66, Number 5, August 15, 2014 Black–White Differences in HIV Infection

� 2014 Lippincott Williams & Wilkins www.jaids.com | 543


