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Abstract of Dissertation 
 
 

The Association Between Negative Life Events and Depressive Symptomatology in 
Black Men Who Have Sex with Men (BMSM): Exploring the Moderating Effects of 

Religious Participation and Spirituality 
 

 
 Black men who have sex with men (BMSM) suffer from a multitude of health 

disparities, including experiencing more stressful life events and having higher rates of 

childhood sexual and physical abuse, when compared to the general U.S. population. 

They also report experiencing more depressive symptoms than the general population. 

Religion and spirituality have generally been shown to be protective against stress and 

trauma-related depressive symptomology, but due to the nuanced relationship that many 

BMSM have with religion, it is unclear if religion and spirituality will function the same 

way in this population. This dissertation aimed to address gaps in the literature by 

identifying how negative life events (stressful life events and childhood sexual/physical 

abuse) may lead to depressive symptoms in BMSM, and by investigating the possible 

role of religion and spirituality in buffering these associations. 

Data from the HIV Prevention Trials Network (HPTN) 061 Study (N=1,468 

BMSM) were used to quantitatively assess: 1) the associations between stressful life 

events and depressive symptoms in BMSM, and whether the perceived acceptance of 

homosexuality in one’s religious body interacts with the frequency of religious 

participation to moderate this association; and 2) the relationships between experiences of 

childhood sexual abuse (CSA) or childhood physical abuse (CPA) and depressive 

symptoms in adult BMSM, and whether one’s spiritual beliefs can buffer these 

associations. In Aim 1, experiencing stressful life events was associated with the presence 
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of greater depressive symptoms in this sample, but the frequency of religious 

participation did not moderate this association, either by itself or in an interaction with 

the perceived acceptance of homosexuality in one’s religious body. However, weekly 

church attendance was found to be associated with fewer depressive symptoms on its 

own. In Aim 2, experiencing both childhood and adolescent CSA or experiencing CPA 

were also associated with the presence of greater depressive symptoms; however, 

spiritual beliefs were shown to be protective against depressive symptomatology only for 

those who experienced both childhood and adolescent CSA. 

 Based on the results of this research, it may be useful to integrate spiritual 

practices into interventions to lessen depressive symptoms among BMSM who are 

survivors of long-term childhood sexual abuse. As weekly church attendance was 

protective but did not have a moderating effect, this suggests that regular religious 

participation is beneficial in ways other than through stress buffering. One potential 

benefit may be access to social support through one’s religious community, so it is 

important to further investigate the inclusion of social support in interventions that 

address depressive symptoms among BMSM.  
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Chapter 1: Introduction & Specific Aims 
 

Black men who have sex with men (BMSM) exist at the intersection of two 

marginalized identities, and as such, suffer from a compounding of the negative effects 

that come with membership in two stigmatized populations (Dyer et al., 2012; Harris, 

2009; Matthews et al., 2016; Mayer et al., 2014). The evidence of this compounding of 

negative effects can be seen through the multitude of disparities that BMSM currently 

experience, including more frequent occurrences of stressful life events than the members 

of the general population (Voisin et al., 2017). Similar to other structural inequities with 

which BMSM must contend, the risk of experiencing childhood abuse also appears to be 

greater among BMSM than among other men who have sex with men (MSM) or the 

general population (Andersen & Blosnich, 2013; Arreola et al., 2005; Balsam et al., 2005; 

Carballo-Diéguez & Dolezal, 1995; Downing et al., 2020; Lenderking et al., 1997). As 

both stressful life events and childhood trauma have been associated with experiencing 

depressive symptoms (González et al., 2016; Heim & Nemeroff, 2001; Heim et al., 2008; 

Horwitz et al., 2001; Monroe, 1983; Turner et al., 2006; Zimmermann-Tansella et al., 

1991; Zuckerman et al., 1986), it would stand to reason that a majority of BMSM may 

exhibit high depressive symptomatology. However, despite potentially higher rates of 

stressful life events and childhood abuse among BMSM when compared to the general 

population, the majority of BMSM still do not exhibit depressive symptoms (Graham, L. 

F. et al., 2011; Latkin et al., 2017; Mimiaga et al., 2009), and some research has found 

that BMSM might have a lower prevalence of mental disorders, including depressive 

symptomatology, than White MSM (Meyer et al., 2008). One possible explanation for 

this finding is the fact that BMSM are more likely than other MSM to report that religion 
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and spirituality are very important to them (O’Leary et al., 2007). Indeed, increased 

participation in religion has been associated with less depressive symptoms among 

members of the general population (Chitwood et al., 2008; Smith, T. B. et al., 2003). 

Similarly, spirituality has been shown to be beneficial to the mental health of those who 

have survived childhood trauma, possibly through the creation of an internal fortitude 

that serves as an important coping mechanism (Farley, 2007), or even by helping them to 

create a sense of meaning that aids in their healing (Peres et al., 2007). Religiosity and 

spirituality may be especially salient in this population as research suggests that they 

influence the daily, secular lives of Black individuals more so than other Americans 

(Hunt & Hunt, 2001; Lugo et al., 2008; Smith, G. et al., 2015; Taylor et al., 2003). 

 

 Background 

As Black men in the United States, BMSM are often subject to racial 

discrimination from the broader American society, leading to lower rates of education, 

higher rates of incarceration, lower access to quality healthcare, and lower socioeconomic 

status for numerous Black men (Bendick & Nunes, 2012; Bowleg et al., 2020; Pittman, 

2020; Smith, M. R. & Alpert, 2007; Sue et al., 2007; Villarosa, 2017). Furthermore, they 

may also experience racism during their interactions with other sexual minority men, 

manifesting as either negative sexual attitudes and sexual exclusion towards them, or the 

sexual fetishization of their skin color (Han & Choi, 2018; Teunis, 2007). Compounding 

these issues, as sexual minorities, BMSM also deal with discrimination within a 

heterocentric society. While a majority of Americans have become increasingly accepting 

of sexual and gender minority (SGM) individuals (Poushter & Kent, 2020), many still 
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report experiencing slurs, microaggressions, sexual harassment, and violence related to 

their sexual orientation or identity (Casey et al., 2019). Even worse for BMSM, racial and 

ethnic minorities in general are less likely to be accepting of SGM people, are more likely 

than White people to have cultural pressures favoring heterosexuality in their 

communities, and are more likely to believe that homosexuality should be discouraged or 

punished (Rosario et al., 2004). Specific to the Black American experience, conservatism 

towards homosexuality may stem from unfortunate views of Black sexuality that can be 

traced back to slavery (Harris, 2009; Lassiter, Jonathan Mathias, 2014), leading to the 

perpetuation of homonegative social norms in the Black community (Daboin et al., 2015; 

Sahgal & Smith, 2009). Thus, BMSM are often further subjected to intracultural 

stigmatization and discrimination from within the Black community due to their sexual 

orientation (Collins, 2004; Harris, 2009). A growing literature has documented how 

BMSM may internalize this racism, homophobia, and other minority-specific stress to the 

detriment of their physical and mental health (Carter et al., 2020; Graham, L. F. et al., 

2011; Huebner et al., 2002; Huebner et al., 2014; Meyer, 1995; Whitfield, 2020). 

Moreover, while societal homophobia and racism certainly impact health through the 

internalization of these focused manifestations (e.g., exposure to homophobic bullying or 

to racist slurs), they also operate at a structural level to shape and constrain broader 

opportunities for BMSM.  

One of the starkest disparities faced by BMSM in the United States is in their 

lifetime risk of an HIV diagnosis; the CDC has previously estimated that 1 in 2 BMSM 

risk being diagnosed with HIV in their lifetime, compared with 1 in 11 for White men 

who have sex with men (MSM) or 1 in 99 for Americans in general (Hess et al., 2017). 



 

4 
 

However, the disparities that BMSM live through go well beyond just HIV acquisition, 

and relatively less focus has been given to the mental health disparities that they confront 

(Graham, Louis F. et al., 2009; Latkin et al., 2017). One of the most common mental 

health complaints in the general population is depression (Smith, T. B. et al., 2003), and 

this holds true for BMSM as well; BMSM report higher rates of depressive symptoms as 

measured by the Center for Epidemiologic Studies Depression Scale (CES-D) than 

members of the general population in the United States (Graham et al., 2011; Mimiaga et 

al., 2009). To address the high levels of depressive symptoms that affect many BMSM, it 

is important to expand our understanding of what contributes to depressive symptoms in 

this population.  

In contrast to research on minority-specific stress, less attention has been paid to 

how BMSM are impacted by more general stressors, also known as “stressful life 

events,” that affect everyone. By definition, stressful life events are conditions or events 

that cause change in people’s lives and require them to adapt to new situations or life 

circumstances; these can include the death of a family member, the loss of a job or 

income, family strain, incarceration, and community violence, among others 

(Dohrenwend, 1998). It has long been established that experiencing stressful life events 

can have a negative effect on one’s health (Selye, 1956), including the aforementioned 

negative effects on mental health. Also, as mentioned previously, it has been observed 

that children who are sexually and physically abused may be more at risk of developing 

adverse mental health challenges over their life course and are more likely to encounter 

depressive symptoms as adults than children who were not. Thus, it is likely that these 

events could contribute to the high rates of depressive symptoms reported by BMSM.  
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Again, however, many BMSM report lower rates of depressive symptoms than 

other racial groups of sexual minority men (Meyer et al., 2008), and overall, a majority of 

BMSM do not report experiencing depressive symptoms (Graham, L. F. et al., 2011; 

Latkin et al., 2017; Mimiaga et al., 2009), and this may be due to the importance that 

many BMSM attribute to religious participation and spiritual beliefs (O’Leary et al., 

2007). BMSM often note that they have been engaged with religious institutions and 

practices throughout their lives (Miller, 2007; Woodyard et al., 2000), and that 

participating in religious practices allows them to connect with a higher power (Lassiter, 

Jonathan Mathias, 2014). BMSM have also described their connection with religion and 

spirituality as helping them to cope with their problems (Foster et al., 2011; Lassiter, 

Jonathan Mathias, 2014), further supporting the potential for religious participation and 

spiritual beliefs to buffer life stress among BMSM. However, it should also be noted that 

BMSM may have a complicated relationship with religion and religious institutions, as 

many religious institutions in the Black community hold conservative views regarding 

sexuality and consider homosexuality to be incongruent with their belief system 

(Fullilove & Fullilove, 1999; Lefevor et al., 2020; Nunn et al., 2013). Thus, while 

religious participation and spirituality could be important factors in lowering the 

prevalence of depressive symptoms among BMSM, it is important to further investigate 

the nuanced relationship that BMSM may have with religious participation and 

spirituality.  

As used in this dissertation, the terms religiosity and spirituality refer to two 

related, but conceptually distinct constructs. Religiosity is typically defined as 

participating in religious practices, as well as the following and endorsement of the 
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beliefs of an organized community of faith (Coyle, 2002). This may include visible acts 

such as attending worship services, praying in public, and reading religious texts 

(Watkins et al., 2016). Spirituality, on the other hand, tends to be defined by a more 

intrinsic set of beliefs and values that others may not see or notice (Smallwood et al., 

2017). Other researchers have defined the differences by looking at religion as a path and 

spirituality as an outcome, or by associating religion with worship while associating 

spirituality with relationships (Mattis, 2000). For the purpose of this dissertation, 

religiosity will focus on an extrinsic behavior, specifically religious participation as 

indicated by the frequency of attending religious services. Alternatively, spirituality will 

refer to an intrinsic set of beliefs regarding one’s connection with a higher power. 

 

Purpose of the Dissertation 

It remains important to uncover the factors that may buffer the negative effects of 

general life stressors and childhood trauma among BMSM with the hopes of informing 

interventions that can address depressive symptoms among BMSM who do experience 

them. In order to do so, there are important gaps in the research that remain and need to 

be addressed. This dissertation aims to address one such gap through deepening our 

understanding of the complicated relationship BMSM have with religion by examining 

whether religious participation might buffer the effects of stressful life events among 

BMSM. While religious participation may be associated with reporting fewer depressive 

symptoms (Chitwood et al., 2008; Smith, T. B. et al., 2003), it is unclear if this remains 

true for BMSM who attend services within religious institutions that are not accepting of 

homosexuality. In fact, religious participation in spaces that do not affirm the sexuality of 
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BMSM might be associated with them reporting higher rates of depression than the 

general population (Graham, L. F. et al., 2011), higher levels of emotional distress (Balaji 

et al., 2012), and higher levels of psychological distress (Hill & McNeely, 2013). As 

such, BMSM who attend these religious institutions may have internal conflicts and 

begin to devalue themselves (Meyer et al., 1998). Furthermore, this ambivalence could 

potentially cause them to not participate fully in religious activities (Lassiter, Jonathan 

Mathias, 2014). By not participating fully, BMSM may not receive the full benefit of 

health promotion that is typically associated with religiosity (or the act of participating in 

religious activities), and may also be subject to increased negative effects of religion 

(Montgomery et al., 2014). 

For the first aim of this dissertation, it was hypothesized that experiencing 

stressful life events would be associated with greater depressive symptomatology 

(Monroe, 1983; Zimmermann-Tansella et al., 1991; Zuckerman et al., 1986). In terms of 

potential moderators, more frequent religious participation may be associated with 

experiencing fewer depressive symptoms (Chitwood et al., 2008; Smith, T. B. et al., 

2003) in the face of stress. For BMSM however, since participation in religious bodies 

that are not accepting of one’s sexual orientation may have negative mental health effects 

(Jeffries et al., 2008; Lassiter, Jonathan Mathias, 2015; Ward, 2005), it was important to 

further examine whether there was a three-way interaction between stressful life events, 

religious participation, and the perceived acceptance of homosexuality in one’s religious 

body. If such an interaction existed, it was hypothesized that the association between 

experiencing stressful life events and depressive symptomatology would be moderated by 
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the combination of the perceived acceptance of homosexuality in one’s religious body 

together with the frequency of participation in religious activities [Figure 1].  

 

Figure 1. Conceptual Framework (Aim 1) 

 

 

This dissertation aims to address a second gap through expanding our 

understanding of the role that spirituality plays in the lives of BMSM by examining the 

degree to which spirituality buffers the effects of childhood trauma, specifically 

childhood sexual abuse (CSA) and childhood physical abuse (CPA), among BMSM. It is 

generally believed that under the right circumstances, the negative effects of CSA and 

CPA might be buffered or reversed (Brewer-Smyth & Koenig, 2014; Cronholm et al., 
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2013; Southwick & Charney, 2012), and spirituality may be particularly effective at 

buffering depression among survivors of childhood trauma (Brewer-Smyth & Koenig, 

2014; Gall, 2006; Pargament, 1997; Weber & Cummings, 2003). As BMSM have been 

shown to identify as more spiritual than other MSM (Barnes, D. M. & Meyer, 2012), and 

even BMSM who have chosen to eschew religion and the church due to homonegative 

teachings may rely on spirituality to maintain a formal connection to the Divine (Jeffries 

et al., 2008; Ward, 2005), spirituality may have the potential to be similarly effective at 

buffering depressive symptoms among BMSM who are survivors of childhood trauma. 

Yet, due to the dearth of literature related to the mental health effects CSA and CPA in 

BMSM, it remains unclear if spirituality functions in the same way among these men 

who must also contend with additional stressors related to their dual minority status in 

America (Diaz, Ayala, and Bein, 2004; Diaz, Ayala, Bein, et al., 2001; Meyer, 1995).  

For the second aim, it was hypothesized that experiences of childhood sexual and 

physical abuse would be associated with greater depressive symptomatology (González et 

al., 2016; Heim & Nemeroff, 2001; Heim et al., 2008; Horwitz et al., 2001; Turner et al., 

2006). As spirituality may be associated with a decrease in the negative effects of 

childhood trauma (Brewer-Smyth & Koenig, 2014; Gall, 2006; Pargament, 1997; Weber 

& Cummings, 2003), it was further hypothesized that spiritual beliefs may serve to 

moderate the relationship between experiencing childhood sexual and physical abuse and 

adult depressive symptoms [Figure 2]. 

 

Figure 2. Conceptual Framework (Aim 2) 
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Dissertation Objectives and Specific Aims 

Through a cross-sectional, secondary data analysis using baseline data from the 

HIV Prevention Trials Network (HPTN) 061 Study [the BROTHERS (Broadening the 

Reach Of Testing, Health Education, Resources, and Services) Project], this dissertation 

examined these two aims and hypotheses related to the possible role of religious 

participation and spirituality in buffering the associations between stressful life events, 

childhood trauma (CSA and CPA), and depressive symptoms: 

 

Aim 1: Quantitatively examine the associations between stressful life events and 

depressive symptoms, and determine whether the frequency of religious participation and  

the perceived acceptance of homosexuality in one’s religious body interact to moderate 

those associations.  
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H1a: There will be an overall positive relationship between experiencing stressful life 

events and depressive symptomatology among BMSM. 

H1b: Among those participating in religious activities, the perceived acceptance of 

homosexuality in one’s religious body will interact with the frequency of participating in 

those religious activities to moderate the association between experiencing stressful life 

events and depressive symptomatology. 

• H1ba: For BMSM with higher levels of participation in churches that they 

perceive to be accepting of homosexuality, the relationship between experiencing 

stressful life events and depressive symptomatology will be buffered. 

• H1bb: Among men with higher levels of participation in churches that they 

perceive to be less accepting of homosexuality, the relationship between 

experiencing stressful life events and depressive symptomatology will be 

exacerbated. 

 

Aim 2: Quantitatively explore the relationship between experiences of childhood sexual 

and physical abuse and depressive symptoms in adulthood, and determine if one’s 

intrinsic spiritual beliefs buffer this association. 

H2a: There will be an overall positive relationship between CSA and CPA and 

experiencing depressive symptomatology in adulthood among BMSM. 

H2b: The association between experiencing CSA and CPA and depressive 

symptomatology will be moderated by spiritual beliefs. 

• H2ba: For BMSM with fewer spiritual beliefs, there will be little or no change in 

the association between early childhood trauma and depressive symptomatology. 
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• H2bb: For men with more spiritual beliefs, the relationship between early 

childhood trauma and depressive symptomatology will be buffered.  

 

Summary 

As dual minorities in America, BMSM may be more prone to experiencing 

stressful life events, and due to structural inequities, they may also be more likely to have 

experienced childhood sexual or physical abuse than members of the general population. 

Research has outlined that religious participation is generally beneficial in terms of 

buffering life stress and decreasing depressive symptoms, but it is unclear if this remains 

the case for many BMSM as they must also contend with potentially negative messaging 

around their sexual orientation as a part of church teachings. Studies have also noted the 

positive effects of spirituality for survivors of childhood sexual and physical abuse, and 

noted that spirituality may buffer the association between experiencing CSA or CPA and 

the presence of depressive symptomatology in adulthood. However, it is further unclear if 

this is the case for BMSM, as there has been little examination of the potential role of 

spirituality in buffering the negative mental health consequences of childhood trauma that 

BMSM may experience in adulthood. This dissertation proposed to contribute to the 

literature by investigating these questions.  
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Chapter 2: Literature Review 
 

The Association between Stressful Life Events and Depressive Symptoms 

The theoretical rationale for the development of the hypotheses in Aim 1 begins 

with an understanding of the association between stressful life events and depressive 

symptomatology, which was originally quantified through work leading to the 

development of the Life Event and Difficulty Schedule (LEDS) in 1969 (Brown et al., 

1987). Since that foundational work, more research has supported the association 

between stressful life events and depressive symptomatology (Monroe, 1983; 

Zimmermann-Tansella et al., 1991; Zuckerman et al., 1986). Additionally, a dose-

response relationship between the two constructs has been observed, further supporting 

the notion that stressful life events may exert a causal influence on depression (Kessler, 

1997). Unfortunately, there may be a compounding effect with stressful life events, such 

that exposure to one stressful life event can trigger the occurrence of subsequent stressful 

life events (e.g., an illness leading to the loss of employment and subsequently a loss of 

housing) (Glynn et al., 2019). The occurrence of these subsequent stressful life events 

might compound the effects of experiencing the first stressful life event, possibly leading 

to chronic stress over the life course, which then serves to take a long-range toll on one’s 

health (Pearlin et al., 2005; Russell et al., 2018).  

Relatively little exists in the literature regarding stressful life events and 

depression among BMSM specifically (Latkin et al., 2017). However, due to social 

inequities rooted in racism and homonegativity, BMSM may be more likely to be 

subjected to stressful life events (Martinez et al., 2009; Voisin et al., 2017). Moreover, as 

members of dually marginalized groups, BMSM may be less able to cope with the higher 
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number of stressful life events that they face, or they may suffer from a lack of available 

resources within their environment, either of which could lead to them exhibiting 

symptoms of poorer mental health, such as depression (Graham, L. F. et al., 2011). Thus, 

it is essential to understand how stressful life events may impact mental health in this 

population, and to uncover potential factors that could lessen the association between 

stressful life events and depressive symptomatology in BMSM. 

 

The Influence of Religious Participation on Stressful Life Events and Depressive 

Symptoms 

Despite the fact that experiencing stressful life events is nearly universal, only a 

minority of individuals ultimately exhibit depressive symptoms (Kessler, 1997). As such, 

researchers have been trying to determine and understand mitigating factors that may 

buffer the associations between stressful life events and depression (Brown et al., 1987; 

Kessler, 1997; Pearlin, 1989). One such factor could be religious participation, which 

likely confers a variety of health-related benefits and has been associated with protective 

effects against depressive symptoms, both on its own and during a variety of stressful life 

events (Chitwood et al., 2008; Smith, T. B. et al., 2003). When considering theoretically 

how religious participation might protect against stressful life events, one possibility 

might be that participating in a church creates opportunities for enhanced social and 

material support in the face of stress, both of which may have robust buffering effects in 

associations between stress and health (Cohen & Wills, 1985). Social support in the 

context of religious participation has been associated with less depression (McIntosh et 

al., 1993; Sherkat & Reed, 1992). In terms of material support from religious networks, 
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this may include financial support (Stack, 1975), care for the sick (Dilworth-Anderson, 

1994; Dilworth-Anderson et al., 1999), and care for children (Burton, 1992; Burton et al., 

1994), all of which may also lessen the depressive effects of stressful life events.  

In terms of religious participation among Black Americans, the church has been 

shown to be critically important to the Black community (Woodyard et al., 2000). The 

central role of the church in the Black community goes back for generations; during 

segregated times, the church was often the only autonomous social institution within the 

community and was often charged with attending to all of the needs of the membership 

(Levin, 1994). More recently, in addition to serving as a place of worship, the church has 

provided a setting for social organizations and functions (Francis & Liverpool, 2009). 

When examining trends in religion across America, Black Americans were shown to 

report more regular church attendance than other Americans; in fact, while there was a 

dramatic drop in the numbers of Catholics and mainline Protestants from 2007 to 2014, 

and a rise in those who were religiously unaffiliated for those same years, the percentage 

of respondents who reported belonging to churches of the historically black Protestant 

tradition remained relatively stable (Smith, G. et al., 2015). Furthermore, even Black 

Americans who report that they are “unaffiliated” with the church have noted the lasting 

effects and profound influence of the church teachings with which they were raised, and 

report that church doctrine continues to influence their current beliefs (Lugo et al., 2008).  

The concept of social support in religious bodies also extends to the Black faith 

tradition, where church members often form an informal support network in their 

communities (Chatters et al., 2002). For instance, upon considering if there were racial 

differences in psychological adjustments and grief symptoms six months following the 



 

16 
 

loss of a spouse, Black Americans reported significantly lower levels of anger than White 

Americans, and this was hypothesized to be associated with higher levels of religious 

participation and support from their religious communities (Carr, 2004). Black religious 

institutions are also often tight-knit communities where family connections are modeled 

through the use of kinship titles (“brother, sister”) for fellow congregants and honored 

church leaders (e.g., “Mother of the Church”) (Chatters et al., 2002). Therefore, from a 

theoretical perspective, the support network that Black Americans form through religious 

participation generally may reduce the likelihood of depression, even as they continue to 

deal with stressful life events. 

 

Religious Participation and the Nuanced Role of Church in the Lives of BMSM 

Due to the aforementioned centrality of the Black religious tradition among Black 

communities, it is prudent to investigate the role of religious participation as a possible 

factor that may buffer the association between stressful life events and depressive 

symptomatology in BMSM. In fact, churches can help to shape ideas around identity, 

masculinity, and health practices for BMSM (Malebranche, David J. et al., 2009; Miller, 

2007; Nelson et al., 2014). However, it is less clear whether BMSM can fully experience 

the protective nature of religious participation, as for many BMSM, their religious 

institution itself is a source of stress, guilt, and shame.  

Much of the Black American religious tradition has its origins in slavery 

(Lassiter, Jonathan Mathias, 2014; Young Brown, 2020), and many views of Black 

sexuality can be traced back to the way that enslaved people were indoctrinated with 

Christian beliefs (Harris, 2009; Lassiter, Jonathan Mathias, 2014). Even today, these 

beliefs may continue to influence how Black Americans view their bodies and sexuality 
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in the context of church teachings (Douglas, 1999), leading to the perpetuation of 

homonegative social norms in the Black community (Daboin et al., 2015; Sahgal & 

Smith, 2009), and manifesting as Black males feeling more strongly tied to upholding 

heterosexist values (Collins, 2004; Harris, 2009). Many Black churches continue to 

preach against homosexuality as sinful (Nunn et al., 2013), and some churches even go so 

far as to consider homosexuality to be one of the worst kinds of sin, teaching that gay and 

lesbian individuals are despised by God (Lassiter, Jonathan Mathias, 2014). Many 

conservative Black congregations may hold on to outdated beliefs regarding sexuality as 

something that one can choose, or something that can be changed through prayer and 

sacrifice (Hill & McNeely, 2013; Lefevor et al., 2020). This thought of sexual orientation 

as a choice resonates through sermons and church teachings that can lead BMSM to 

believe that they cannot be both Christian and gay/bisexual, and they are taught that they 

must renounce their sexual orientation in order to be saved and spend eternity in heaven 

(Lassiter, Jonathan Mathias, 2014; Ritter & O'Neill, 1989; Roseborough, 2006). Due to 

their experiences with religion, BMSM can find themselves torn and wrestling to 

integrate various parts of their identities, leading them to undergo cognitive dissonance 

which further contributes to psychological distress and negative mental health outcomes 

(Jerome & Halkitis, 2009).  

Yet despite the negative opinions often expressed in conservative Black religious 

settings, many BMSM continue to engage with religious institutions (Foster et al., 2011; 

Hawes & Berkley-Patton, 2014; Lassiter, Jonathan M. & Parsons, 2016; Malebranche, D. 

J., 2003), and many BMSM say that it can be difficult for them to live without religion 

(Quinn et al., 2016). BMSM may continue to draw significant personal meaning from 
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these religious settings in which they have participated since childhood (Quinn et al., 

2016), and in spite of the negative teachings of many Black churches, some BMSM find 

the consequences of leaving the church to be far worse for their overall mental health 

(Barnes, D. M. & Meyer, 2012). This finding is actually common among racial and 

ethnic minorities who may derive a significant and familial importance from their 

religious homes, and find that leaving those religious homes has been associated with 

cultural, social, and spiritual discomfort (Haldeman, 2004; Pitt, 2010). Furthermore, the 

familiarity of church traditions and the familial nature of interactions with other church 

members lead most religiously-oriented BMSM to prefer traditional churches that are 

often more homonegative over more affirming, nontraditional churches (Boykin, 1996; 

Foster et al., 2011; Griffin, 2006; Lassiter, Jonathan Mathias, 2014; White et al., 2020). 

Thus, these men commonly find themselves in environments where their very 

presence is negatively reinforced through the continued stigma against homosexuality, 

making religious participation yet another life stressor that can contribute to depressive 

symptoms. This may change the fundamental nature of the proposed protective effects of 

religious participation for BMSM, and this potential phenomenon has received little 

attention in the literature. Even as several studies have sought to quantify and 

characterize the frequency of religious participation among BMSM (Dangerfield et al., 

2019; Meanley et al., 2016; Nelson et al., 2017; Watkins et al., 2016), few, if any, have 

looked at more qualitative aspects, such as the types of messages that BMSM are hearing 

(Taggart et al., 2021).  

It should be noted that not all churches subscribe to homonegative teachings, and 

religious communities that explicitly affirm SGM individuals have existed in America 
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since at least the late 1960s (Ridinger, 2019). Even among Black churches, some pastors 

have challenged the homonegative nature of traditional Black Christian theology, and are 

creating environments that both accept and affirm SGM people (Lewis, 2015). Attending 

these more affirming Black churches has been associated with less internalized 

homonegativity, which in turn has been associated with both an improvement in sexual 

health outcomes among BMSM (Lewis, 2015; Stewart & Dancy, 2012), and aiding in 

their emotional healing (White et al., 2020). This suggests that participating in a religious 

institution that one perceives to be more accepting of their sexual orientation may confer 

benefits for their mental health, and may allow them to more fully receive the proposed 

benefits of religious participation in the context of stressful life events. It is therefore 

important to examine whether the acceptance of homosexuality that one perceives in their 

religious home may have a combined effect with religious participation to moderate the 

association between stressful life events and depressive symptoms. 

 

The Association between Childhood Trauma and Depressive Symptoms 

Moving on to the second aim of this dissertation, the theoretical rationale for the 

development of these hypotheses begins with an understanding of the association 

between childhood trauma and depressive symptoms. A significant number of children 

are victims of childhood sexual abuse (CSA) and childhood physical abuse (CPA). For 

CSA, different meta-analyses have estimated the worldwide prevalence at anywhere from 

3 to 17% for boys, depending on the geographical regions and the specific types of CSA 

included in the analyses (Barth et al., 2013; Pereda et al., 2009; Stoltenborgh et al., 2011). 

Globally, race and ethnicity are generally not associated with the prevalence of CSA, yet 
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Black boys in the United States and Canada have been shown to report CSA at higher 

rates than their Caucasian counterparts (Stoltenborgh et al., 2011). There is less 

information in general on the prevalence of childhood physical abuse (CPA), but another 

meta-analysis determined that the worldwide prevalence of CPA for males was about 

25%, and no significant racial or ethnic differences were observed (Stoltenborgh et al., 

2013). Children exposed to significant traumatic experiences, such as sexual and physical 

abuse, may have a greater risk for developing mental health challenges throughout their 

lives and into adulthood (González et al., 2016). More specifically, CSA and CPA have 

been associated with depression in adulthood (Heim & Nemeroff, 2001; Heim et al., 

2008; Horwitz et al., 2001; Turner et al., 2006). 

The association between experiencing CSA or CPA and experiencing depression 

in adulthood may be due to a variety of factors, including body dysregulation and even 

structural and chemical changes in the brain. This body dysregulation may change how 

abused children respond to normal stimuli, and overall heighten their stress response 

leading to a long-term toll on their mental health (Crow et al., 2014). Structural changes 

in the brains of abused children may include hypersensitivity in the amygdala leading to 

warnings of danger when no danger exists (Ahmed-Leitao et al., 2016), and issues with 

the prefrontal cortex responsible for decision making (Weller & Fisher, 2013). Chemical 

changes may an include an increase in the production of cortisol, which has been 

associated with the development of PTSD (Bremmer et al., 2003), and a decrease in the 

production of more positive hormones such as norepinephrine and dopamine (Glaser, 

2000). Due to structural issues, including racism and heterosexism, some groups are more 

likely to be subjected to CSA and CPA, and these same structural inequalities further 
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contribute to worsened mental health consequences in the face of these childhood 

traumas (Ports et al., 2017). Again, as dual minorities in America, BMSM have an 

increased risk of experiencing victimization (Andersen & Blosnich, 2013; Balsam et al., 

2005) and suffering mental health consequences as a result (Mouzon et al., 2017; 

Pachankis, 2014; Thoma & Huebner, 2013). As such, it is important to understand how 

CSA and CPA are associated with mental health outcomes, and more specifically 

depressive symptomatology, among BMSM. Furthermore, it is important to understand 

and determine factors that may help to attenuate this relationship. 

 

Childhood Sexual Abuse among BMSM and Mental Health Implications 

 Men who have sex with men (MSM) are more likely to have experienced CSA 

than their heterosexual counterparts (Mimiaga et al., 2009; Roberts et al., 2013; Welles et 

al., 2011), and among MSM, Black and other MSM of color are more likely to report 

having been a victim of CSA when compared to White MSM (Arreola et al., 2005; 

Carballo-Diéguez & Dolezal, 1995; Downing et al., 2020; Lenderking et al., 1997). 

Experiencing CSA has been associated with a range of negative health outcomes, 

including risky sexual behavior, revictimization, and poor mental health (Downing et al., 

2020; Lloyd & Operario, 2012; Phillips et al., 2014). Among Black and Latino MSM 

specifically, the trauma caused by CSA was shown to have an influence on sexual 

decision-making as adults (Williams, J. K. et al., 2004; Williams, J. K. et al., 2015), and 

CSA has been associated with the acquisition of HIV among BMSM (Phillips et al., 

2014). This may help to explain some of the disproportionate impact of HIV among 

Black and other MSM of color (CDC, 2022).  
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Additionally, a host of mental health consequences has been associated with CSA 

among all MSM. These mental health effects can range from problems with sexual 

identity confusion, social adjustment, and psychological disorders (Carballo-Diéguez & 

Dolezal, 1995; King et al., 2002), to more frequent reports of being arrested in the last 12 

months and having a greater overall likelihood of having been ever incarcerated 

(Boudewyn & Liem, 1995; Kalichman et al., 2001; Kurtz, 2008; Mimiaga et al., 2009; 

Welles et al., 2009; Welles et al., 2011). In a sample of BMSM specifically, those who 

suffered from CSA were more likely to have experienced suicidal thoughts and more 

likely to report ever having made a suicide attempt (Wilton et al., 2018). In fact, Wilton 

et al. (2018) note that over half of those with suicidal thoughts and three quarters of those 

who had attempted suicide reported experiencing CSA.  

 Unfortunately, these adverse mental health effects may continue to cause 

difficulties for these men over the course of their lives. In one qualitative study, BMSM 

described a range of mental health effects, including depression, isolation, withdrawal, 

and social anxiety that they attributed to their CSA experiences (Fields et al., 2008). A 

majority of these men believed that CSA led to their attraction to members of the same 

sex, as well as to other challenges in their adult lives, such as issues with verbal 

communication, interactions with others, and comfort with themselves (Fields et al., 

2008). CSA among BMSM has not only been associated with depression (Ports et al., 

2017), but with post-traumatic stress disorder (PTSD) as well (Glover et al., 2013). For 

example, within a sample of Black and Hispanic MSM who were victims of CSA, almost 

half of the men endorsed symptoms that met the diagnostic cutoff for PTSD (Downing et 

al., 2020).  
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 CSA may also combine with other psychosocial conditions to form syndemics. 

Syndemics have been defined as multiple psychosocial comorbidities (e.g., childhood 

sexual abuse, intimate partner violence, substance use, depression, posttraumatic stress 

disorder) interacting with each other to create an increased risk for negative behavioral 

outcomes (Singer, 1994; Stall et al., 2008). In the case of syndemics, once these men 

have been subjected to one of these psychosocial comorbidities, they have an increased 

risk of developing others (Kessler et al., 2005; Stall et al., 2008). It is believed that early 

experiences of stress, such as CSA, can lead to the development of a syndemic among 

Black MSM, and that CSA may actually be a driving factor in the presence and/or 

formation of a syndemic among these men (Wu, 2018). 

 As CSA has the potential to be associated with a host of adult issues, from HIV 

acquisition to mental health consequences to syndemics, it is crucial to understand and 

address CSA among Black MSM. Addressing CSA may also be beneficial to tackling 

other public health concerns, including intimate partner violence and substance use, and 

may ultimately help men who have experienced CSA to have more healthy adult 

relationships (Wu, 2018). It is also important to study the factors that may help to 

mitigate the harmful effects of CSA that are often seen later in life.  

 

Childhood Physical Abuse among BMSM and Mental Health Implications 

Childhood physical abuse (CPA) often co-occurs with CSA (Sachs-Ericsson et al., 

2005), and is another important developmental contributor to adult mental health. 

Unfortunately, few studies look at CPA in isolation from other adverse childhood events, 

such as CSA. However, in meta-analyses examining the effects of CSA and CPA on 
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depression, those experiencing CPA were shown to be more likely to develop depression 

in adulthood (Li, M. et al., 2016; Lindert et al., 2014). Li, M. et al. (2016) further 

estimate that potentially more than half of all depression and anxiety cases worldwide 

may be associated with childhood maltreatment. 

Similar to CSA, CPA is also reported with greater frequency among SGM 

individuals when compared to heterosexuals in several studies (Corliss et al., 2002; 

Saewyc et al., 1999; Welles et al., 2011). SGM individuals were also more likely to 

experience CPA from a parent than nonsexual minorities (Friedman et al., 2011), and 

even more troubling, SGM individuals report higher rates of CPA than their heterosexual 

siblings who were raised in the same household (Hart et al., 2018), with CPA possibly 

being used as punishment for their sexual or gender minority status. In line with these 

findings, not only are SGM individuals subjected to higher rates of CPA, but they may 

also face more severe forms of physical abuse as children (Tjaden et al., 1999). 

Unfortunately, there are no studies that have focused on CPA in BMSM specifically, but 

similar to what is seen with CSA, it can be inferred that BMSM have also experienced 

greater levels of CPA than their heterosexual peers. 

As with CSA, it is important to understand the association between CPA and 

adverse mental health effects that can impair BMSM over their life course. For BMSM, 

as well as other SGM individuals, experiences of trauma, such as CSA and CPA, can be 

compounded by internalized homonegativity, which can lead these individuals to blame 

themselves for the abuse, further impeding their recovery from childhood abuse (Gold et 

al., 2011). This delay in recovering from childhood abuse can have serious consequences 

in adulthood, and as noted previously, may help to explain some of the disproportionate 
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impact of HIV among Black and other MSM of color (CDC, 2022). In fact, CPA is 

significantly associated with HIV seroconversion, after controlling for potential 

confounders (Schilder et al., 2014), and exposure to violence in childhood, including 

physical abuse, bullying, neglect, and witnessing violence, has been associated with not 

only adverse mental health, but also with being a perpetrator of violence in adulthood 

(González et al., 2016). MSM who were physically abused as children are also more 

likely to experience both physical and sexual abuse as adults (Pantalone et al., 2015).  

 

The Influence of Spirituality on Childhood Trauma and Depressive Symptoms 

It should be noted, however, that not every individual who experiences early life 

trauma, including CSA and CPA, will have poor mental health outcomes as an adult 

(Ports et al., 2017). As such, it is important to uncover factors that may help to lessen 

negative mental health effects for survivors of childhood trauma. Spirituality – often 

defined as an intrinsic set of beliefs and values that go beyond religion (Koenig, 2010) – 

may be especially salient when one experiences situations that are out of one’s control 

and that cause extreme stress, as is the case for many adult survivors of childhood sexual 

and physical abuse (Brewer-Smyth & Koenig, 2014; Gall, 2006; Pargament, 1997; Weber 

& Cummings, 2003).  

Survivors of childhood trauma have noted that their spirituality was the key to 

them gaining some meaning from their experience (Farley, 2007; Peres et al., 2007), and 

that spirituality provided them with an internal fortitude that helped them to overcome the 

negative effects of trauma, including depression, interpersonal difficulties, and shame 

(Chandy et al., 1996; Glaister & Abel, 2001; Valentine & Feinauer, 1993). Spirituality 

has also been more recently associated with changes in brain chemistry that may be 
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particularly salient for survivors of childhood abuse (Newberg, 2015). Additionally, 

spirituality has been shown to be associated with positive spiritual coping, which 

involves the use of behavioral and cognitive efforts to address difficult situations through 

a pursuit of sense and meaning, leading to creating internal peace and harmony, and 

maintaining a solid relationship with a divine Being (Charzyńska, 2015). Spirituality may 

also allow survivors of childhood trauma to find unique ways of healing from their 

experiences, and many turn to spirituality rather than traditional religious participation 

(Grossman et al., 2006; Walker et al., 2009). 

Spirituality, perhaps through the role of positive spiritual coping, has also been 

associated with helping individuals who have suffered from trauma to not only recover, 

but also to grow and improve. This concept is known as posttraumatic growth, and it is 

defined as a positive psychological change that develops following challenging life 

circumstances (Calhoun & Tedeschi, 2001; Grasso et al., 2012; Palmer et al., 2012; 

Tedeschi & Calhoun, 2004). Posttraumatic growth goes beyond simply the development 

of resilience. Whereas resilience notes an ability to persevere and continue with life 

following adversity, individuals experiencing posttraumatic growth not only return to 

baseline following trauma, but actually show an increase in their overall well-being (Park 

et al., 2012). This is in line with an understanding that suffering can lead to growth and 

positive transformation, a concept seen in many religious belief systems, including 

Christianity (Calhoun & Tedeschi, 2001). 

Due to the continued influence of spirituality on the lives of many BMSM 

(Jeffries et al., 2008; Ward, 2005), and the fact that BMSM may identify as more spiritual 

than other MSM (Barnes, D. M. & Meyer, 2012), spirituality may also be particularly 
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relevant for buffering the negative mental health effects of childhood trauma among 

BMSM. BMSM who identify as more spiritual may be better equipped to cope with life 

challenges, leading them to experience resilience and peace, and allowing them to better 

withstand the effects of CSA and CPA on their mental health in adulthood (Foster et al., 

2011; Jeffries et al., 2008; Lassiter, Jonathan M. et al., 2019; Quinn et al., 2016). 

Spirituality may also have positive effects on the health of BMSM through the 

development of resilience to counteract the negative antigay messages that they may hear 

in religious settings (Buttram, 2015; McNair et al., 2018; Smallwood et al., 2017). This 

may allow BMSM who identify as more spiritual may to be further insulated from the 

challenges suffered by other BMSM. 

Thus, whether through the effects of positive spiritual coping, through something 

akin to posttraumatic growth, or through the development of resilience, spirituality has 

been shown to buffer the negative effects of early life trauma. As such, it is important to 

understand how spirituality may be associated with dampening any negative mental 

health effects that may be faced by BMSM who are survivors of early life trauma.  
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Chapter 3: Methods 
 

Study Sample 
 

 Data for this study were taken from the HIV Prevention Trials Network (HPTN) 

061 Study, which was also known as the BROTHERS (Broadening the Reach Of Testing, 

Health Education, Resources, and Services) Project (Koblin et al., 2013). Conceived as a 

study to determine the feasibility and acceptability of a multi-component intervention 

aimed at reducing HIV infection rates among BMSM, HPTN 061 was conducted in six 

U.S. cities between July 2009 and October 2010. The study recruited BMSM directly 

from the community or as sexual network partners referred by index participants in 

Atlanta, Boston, Los Angeles, New York City, San Francisco, and Washington, DC (N = 

1,553). Index participants were defined as men who were recruited in the community and 

who were either: (1) newly identified with HIV infection; (2) previously diagnosed with 

HIV infection, but not receiving care and having unprotected sex with partners of 

negative or unknown HIV status; or (3), HIV-uninfected. Each site developed their own 

community recruitment methods, which included community outreach, engaging of key 

informants and local community-based groups, print advertising, and online recruitment 

strategies (including the banner ads, text ads, chat room outreach, and social networking 

sites). Enrollment of community-recruited HIV-uninfected participants was capped at 200 

for each site, and enrollment of previously diagnosed HIV-infected participants who were 

already in care or who were only having unprotected anal intercourse (UAI) with other 

HIV-infected partners was capped at 10 for each site. 
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 Men were eligible to participate in the study if: they self-identified as Black, 

African American, Caribbean Black, or multiethnic Black; were at least 18 years of age; 

reported at least one instance of UAI with a man in the prior six months; resided in that 

site’s metropolitan area; did not plan to move away during the duration of the study; and 

provided informed consent for the study. Ineligible participants included men who were 

enrolled in any other HIV interventional trial, men who had participated in an HIV 

vaccine trial, and men who were in a community-recruited category that had already 

reached the enrollment cap. Prescreening to determine eligibility was conducted both in-

person and over the phone. 

 During the enrollment visit, eligibility was confirmed, and study participants 

provided informed consent. Participants then provided locator and demographic 

information to an interviewer and completed study measures with the use of audio 

computer-assisted self-interview (ACASI) technology. After completion of the ACASI 

assessment, participants completed a social and sexual network questionnaire with the 

interviewer. A rapid HIV antibody test was then given to each participant, and reactive 

rapid test results were confirmed by Western blot testing. Additional testing was also 

conducted at the HPTN Network Laboratory to determine acute HIV disease at study 

enrollment. Any participant confirmed to be living with HIV was then referred to medical 

and social services, and all participants received HIV and STI prevention risk-reduction 

counseling. The ACASI, social and sexual network questionnaire, and HIV and STI 

testing and counseling were repeated at 6 and 12 months after enrollment. Only cross-

sectional baseline data from the study were used in the analyses for this dissertation. 
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Measures 
 

 Guided by the theoretical literature presented in Chapter 2, indicators from the 

HPTN 061 study were selected by the author to serve as operational representations of 

the constructs of interest for the proposed models to be examined in this dissertation (see 

Figures 1 and 2). It should be noted that while the survey instrument used in HPTN 061 

asked questions related to these constructs of interest, HPTN 061 was designed in 

preparation for a Phase IIB community-level randomized trial to test the efficacy of an 

intervention aimed at reducing HIV incidence among BMSM (Koblin et al., 2013). As 

this survey was not developed with the purpose of testing these models, indicators from 

this dataset may not have fully captured the breadth of the concepts as represented in the 

proposed models. 

 

Outcome Variable: Depressive Symptomatology 

Depressive symptomatology was assessed using the National Institute of Mental 

Health’s Center for Epidemiologic Studies Depression Scale (CES-D) (Radloff, 1977), 

which is a self-report measure of depressive symptoms. The CES-D contains twenty 

items that asks participants how often they felt a certain way within the past week. 

Possible answers include rarely or none of the time (less than 1 day), some or a little of 

the time (1-2 days), occasionally or a moderate amount of time (3-4 days), and most or all 

of the time (5-7 days). These answers corresponded to a numerical value (0-3) that was 

used for scoring, with four reverse coded items. A respondent’s total score was 

determined by finding the sum of the 20 items, with scores ranging from 0-60; higher 

scores indicate more depressive symptomatology. As the outcome variable, all analyses 
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were restricted to include only participants who answered at least 17 of the 20 CES-D 

scale questions (N=1,468), and the Cronbach’s α for this sample was 0.88. 

While this measure was not originally developed or validated in BMSM (Perreira 

et al., 2005), it remains as one of the scales most frequently used in the general 

population that contains self-reported measures of depressive experiences (Santor et al., 

2006), and studies that have used the CES-D for BMSM have found high internal 

consistency for the measure (Kalichman et al., 2005; Mimiaga et al., 2009). CES-D 

scores are often dichotomized with a score of 16 indicating that a person may be at risk 

for clinical depression (Radloff, 1977), but a meta-analysis (Vilagut et al., 2016) notes 

that this may be an arbitrary cutoff and that 20 may be a better cutoff score. Since there 

was still disagreement about the proper cutoff among the studies included in that meta-

analysis, and none of the included studies had been validated in a population of BMSM, 

it was decided to treat CES-D scores as a continuous variable for the purpose of these 

analyses, which allowed for analysis with the full range of available scores. This practice 

is common in research utilizing the CES-D in psychosocial research, including with SGM 

samples (Brennan et al., 2017; Fox et al., 2020). 

 

Predictor Variables: 

Stressful Life Events. Participants were asked about twelve events that they may 

have experienced within the past six months and indicated whether each event had 

happened (yes/no). The events assessed in the current measure generally reflect changes 

in life circumstances (e.g., breaking up with a life partner, losing a job, being convicted 

of a crime), and are similar to events found on other previously validated stressful life 
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event scales such as the Social Readjustment Rating Scale (Holmes & Rahe, 1967), the 

Psychiatric Epidemiology Research Interview (PERI) Life Events Scale (Dohrenwend et 

al., 1978), and the Gay Life Events Scale (GALES) (Rosser and Ross, 1989). A full list 

of the items is included in the Appendix. A count of the total number of events each 

participant reported was used for analyses.  

 

 Childhood Sexual Abuse. Adapted from previous research on CSA (Leserman et 

al., 1997; Williams, J. K. et al., 2015), this construct was assessed by asking participants: 

(1) “When you were growing up (before 12 years old), did you experience any sexual 

experiences? By sexual experience I mean sexual touching or sexual intercourse.”; (2) 

“Was the person you had the sexual experience with an adult or someone at least 5 years 

older than you?”; (3) “Between the ages of 12 and 16 did you have any unwanted sexual 

experiences?”; and (4) “Between the ages of 12 and 16 did you have any sexual 

experiences (wanted or unwanted) with an adult or someone who was at least 5 years 

older?” Answer choices for the questions were yes, no, or Don’t Know, and those who 

either failed to respond or responded “Don’t Know” were omitted from analyses, 

resulting in N=1,259 for analyses using this variable. Responses to these four questions 

were collapsed to reflect categories of CSA in a manner similar to other studies using this 

study population (Williams, J. K. et al., 2015). Four CSA groups were created: (1) 

childhood CSA only: had sex before age 12 years with someone who was at least 5 years 

older, (2) adolescent CSA only: had unwanted sex between ages 12 and 16 years or had 

sex between 12 and 16 years with someone who was at least 5 years older, (3) both 
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childhood and adolescent CSA: participants who qualified for membership in both groups 

1 and 2, and (4) no CSA. 

 

 Childhood Physical Abuse. Experiences of CPA were determined by asking 

participants two face-valid questions: (1) “When you were growing up (before 12 years 

old), did you experience serious physical violence? By physical violence I mean were 

you ever hit, hit with an object, punched, kicked, or beaten up in a way that resulted in 

injury, severe pain, or other serious harm.”; (2) “Was the person or persons who 

was/were violent to you an adult or someone at least 5 years older than you?” Answer 

choices for the questions were yes, no, or Don’t Know, and those who either failed to 

respond or who responded “Don’t Know” were omitted from analyses, resulting in 

N=1,342 for analyses using this variable. For the analyses in this dissertation, those 

answering yes to both questions were categorized as having experienced CPA, and all 

other study participants were categorized as having no CPA.  

 

Potential Moderators 

Frequency of Religious Attendance. Based on previous work by Folkman et al. 

(1992), a single-item measure of religious attendance was used to assess religious 

participation. This measure used the single face-valid question “how often do you attend 

religious or spiritual services?” Responses were provided on a five-point ordinal scale 

that included (1) never, (2) holidays, (3) monthly, (4) weekly, and (5) daily. It should be 

noted that the original measure by Folkman et al. (1992) was described as a measure of 

“spiritual activities,” and religious attendance was one of five activities that was included 
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in this measure. However, due to the association of the other four activities with the more 

intrinsic nature of spirituality, many researchers now consider religious attendance to be a 

separate domain from the other four activities that comprise “spiritual activities” (Taggart 

et al., 2021). As the main question for this dissertation concerned whether how often one 

attended services interacted with how accepting their religious body was, the single item 

for religious attendance was used and the other four items comprising “spiritual 

activities” were not included in these models. 

 

Perceived Acceptance of Homosexuality in Religious Body. Participants were 

asked if they were members of a church or religious/spiritual institution. Those who 

answered yes (N=651) were further asked, “To what degree does the religious/spiritual 

group you affiliate with accept men who have sex with men?” Response categories were 

(1) no acceptance, (2) some acceptance, (3) moderate acceptance, (4) a lot of acceptance, 

and (5) Don’t Know. While the perceived acceptance variable was used in its original 

categorical form for some analyses, we treated the variable as continuous for purposes of 

testing interactions. This method was chosen because testing the 3-way interaction 

between perceived acceptance, another ordered categorical variable (frequency of 

religious participation), and a continuous variable (stressful life events) would have 

resulted in a large number of complex interaction terms in the model, rapidly decreasing 

the power available to detect effects.  

Ordered categorical variables, especially those with at least four groups, are 

frequently treated as a continuous in analyses, even when the spacing between the groups 

is not equal (Pasta, 2009; Williams, R. A., 2020). In order to treat perceived acceptance 
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as continuous, those who answered “Don’t Know” were omitted, resulting in N=492 for 

analyses using perceived acceptance as a continuous variable. The other responses were 

then assigned a numerical value as follows: (0) no acceptance, (1) some acceptance, (2) 

moderate acceptance, and (3) a lot of acceptance, such that the range of possible scores 

was 0-3.  

 

Spiritual Beliefs. Spiritual beliefs were assessed using items that were originally 

developed for the Berkeley Stress and Coping Project (Folkman et al., 1986), and that 

were further validated in this sample of BMSM (Taggart et al., 2021). Participants were 

asked to rank how much they agreed with four statements using a five-point Likert-type 

scale with answers from (1) strongly disagree to (5) strongly agree: (A) meditation/prayer 

helps me find solutions to my problems, (B) believing in a higher self/God gives meaning 

to my life, (C) meditation and prayer makes me feel better, and (D) events in my life 

reflect an overall purpose and plan. Following the scoring suggested in Folkman (1992), 

the participants’ responses to each item (A-D) were then assigned a numerical value from 

(1) strongly disagree to (5) strongly agree, which was summed to create a spiritual belief 

score that could range from 4-20. The Cronbach’s α for spiritual beliefs in this sample 

was 0.87, and the analyses utilizing this variable were restricted to those who answered 

all four spiritual beliefs items (N=1,445). 

  

Covariates  

Covariates were included to control for potential confounding effects in the 

proposed models (Miettinen & Cook, 1981). These included the age of participant, level 
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of education, employment status, annual income, housing status, marital status, sexual 

identity, whether the participant identified as transgender, the participant’s city of 

enrollment into the study, the result of HIV testing at baseline, and substance use.  

To assess their sexual identity, participants were asked to choose any number of 

the following terms that they felt applied to them: bisexual, gay, heterosexual, 

homosexual, pansexual, polyamorous, queer, questioning, same gender loving, sexual, 

straight, or two-spirited. A four-category sexual identity variable was then created as 

follows: (1) participants who exclusively chose gay, homosexual, same gender loving, or 

queer; (2) participants who exclusively chose heterosexual or straight; (3) participants 

who exclusively chose bisexual; and (4) all others. 

Substance use was assessed by asking participants about their use of alcohol, 

marijuana, and several other categories of substances within the last six months. For the 

purposes of these analyses, a “Hard/Party Drugs” category was created to include 

participants who indicated using any of the following: smoked cocaine (crack), powder 

cocaine (coke), methamphetamine, heroin, unprescribed Vicodin, unprescribed 

OxyContin, unprescribed Xanax, Ketamine/Special K, MDMA (ecstasy), GHB, GBL, 

BD, G, PCP (alone or with marijuana), acid, mushrooms, or any other hallucinogen 

(including shrooms and LSD). A full list of the potential covariates, along with possible 

answers to the survey questions, are listed in the Appendix. 

 

Statistical Analysis 
 

 To characterize the sample, descriptive analyses were undertaken to calculate the 

frequencies and percentages for all categorical variables. For continuous variables, descriptive 
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analyses were completed to calculate the respective means, standard deviations, skewness, and 

kurtosis. Next, bivariate linear regressions were conducted to confirm the expected 

relationships between predictor variables and the outcome variable (depressive 

symptomatology). Bivariate regressions were also conducted to examine the unadjusted 

bivariate relationships between depressive symptomatology and the aforementioned 

sociodemographic, clinical, and behavioral variables; those with significant bivariate 

associations were included as covariates in the multivariate modeling. Once bivariate 

relationships were tested, multivariate models were constructed in which depressive 

symptoms were regressed onto the relevant independent variable, covariates, and any 

hypothesized interaction terms. 

Moderation effects were tested using multivariate ordinary least squares 

regression models which included the predictors, outcome variable (depressive 

symptomatology), interaction terms, and significant covariates. All continuous variables 

were centered prior to computing interaction terms to reduce multicollinearity (Preacher 

& Rucker, 2003) and to facilitate interpretation of the simple effects. When statistically 

significant moderation interactions were found, interactions were decomposed and tested 

using techniques suggested by Aiken et al. (1991). Statistical analyses were completed 

using Stata/BE 17.0 (College Station, TX).  
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Chapter 4: Results 
 

Study Population 

As reported in Table 1, the functional dataset for this dissertation consisted of 

1,468 BMSM after restricting the sample to those who answered at least 17 of the 20 

questions regarding their depressive symptomatology. Their ages ranged from 18 to 68 

(mean 37.5, standard deviation 11.68). A majority of participants had less than a college 

education (53.3%), were unemployed (68.5%), had stable housing and lived alone or with 

a partner (42.9 %), and were single, widowed, or divorced (88.8%). Most participants 

identified sexually as either other (35.0%) or gay/homosexual/SGL/queer (32.7%); 3% of 

the study population identified as transgender. In terms of geographic distribution by 

study site, participants were relatively evenly dispersed between the Northeast (Boston 

and New York City, 35.0%), Southeast (Atlanta and Washington, DC, 33.0%) and West 

(Los Angeles and San Francisco, 32.0%). At the time of their baseline visit, 22.3% of 

participants were living with HIV. In terms of alcohol and substance use within the six 

months prior to data collection, the categories with the greatest numbers of participants 

included using alcohol 2-4 times per month or less frequently (41.6%), not using 

marijuana (44.7%), and not using hard or party drugs (59.5%). Of the preceding 

sociodemographic, clinical, and behavioral variables, the following variables had 

significant bivariate relationships with depressive symptoms, depending on the model 

(see Tables 2-4 for details): level of education, employment, income, housing status, 

sexual identity, identifying as transgender, geographic location, alcohol use, marijuana 

use, and hard/party drug use. Thus, these variables were included as covariates in 

subsequent multivariate models. 
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Table 1 
 

Characteristics of HPTN 061 sample (N=1,468) at baseline 
 

Variable n(%) 
Demographic Characteristics 

Age (mean, SD) 37.48, 11.68 
Education  

Less than college 782 (53.3%) 
Some college or greater 685 (46.7%) 

Employment Status  
Not currently working 1,005 (68.5%) 
Currently working (full- or part-time) 462 (31.5%) 

Income  
Less than $10,000 547 (37.6%) 
$10,000 - $49,999 745 (51.2%) 
Over $50,000 163 (11.2%) 

Housing Status  
No stable home/other 216 (14.7%) 
Live alone or with a partner 629 (42.9%) 
Live with family/friends/others 623 (42.4%) 

Marital Status  
Single/Widowed/Divorced 1,303 (88.8%) 
Partnered or married/civil union 164 (11.1%) 

Sexual Identity  
Gay/Homosexual/SGL/Queer 480 (32.7%) 
Straight/Heterosexual 65 (4.4%) 
Bisexual 410 (27.9%) 
Other 513 (35.0%) 

Identify as Transgender  
Yes 44 (3.0%) 

Location  
Northeast (Boston, New York City) 514 (35.0%) 
Southeast (Atlanta, Washington, DC) 485 (33.0%) 
West (Los Angeles, San Francisco) 469 (32.0%) 

  
Clinical and Substance Use Characteristics 

  
HIV serostatus at baseline  

HIV uninfected or refused testing 1.103 (77.7%) 
Living with HIV 316 (22.3%) 

Alcohol drinking frequency (last 6 months)  
Never 309 (21.1%) 
2-4 times per month or less frequent 608 (41.6%) 
2-3 times per week or more frequent 545 (37.3%) 
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Variable n(%) 
Marijuana use (last 6 months)  

Never 656 (44.7%) 
Once/a few times 265 (18.0%) 
Monthly/several times a month 95 (6.5%) 
Weekly or more frequent 452 (30.8%) 

Hard/Party drug use (last 6 months)  
Never 874 (59.5%) 
Once/a few times 337 (23.0%) 
Monthly/several times a month 102 (7.0%) 
Weekly or more frequent 155 (10.5%) 
  

Mental Health, Stress, and Childhood Abuse Characteristics 
  
Depressive Symptomology (within past week)  
CES-D score (mean, SD)  16.39, 10.97 
  
Stressful Life Events   
Number of Stressful Life Events experienced in 
last 6 months (mean, SD) 2.56, 2.53 
  
CSA [Childhood Sexual Abuse] (N= 1,259)  
No abuse 522 (41.5%) 
Experienced CSA when aged < 12 y only 74 (5.9%) 
Experienced CSA when aged 12-16 y only 304 (24.1%) 
Experienced CSA when aged < 12 y & 12-16 y 359 (28.5%) 
  
CPA [Childhood Physical Abuse] (N= 1,342)  
No abuse 891 (66.4%) 
Experienced CPA 451 (33.6%) 
  

Religious Attendance and Spiritual Beliefs Variables 
  
Frequency of Religious Attendance  
Never 391 (26.9%) 
Holidays 272 (18.7%) 
Monthly 349 (24.0%) 
Weekly 382 (26.3%) 
Daily 59 (4.1%) 
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Variable n(%) 
Perceived Acceptance of Homosexuality in 
Religious Body  
Note: this question was only asked of those 
who answered yes to being a member of a 
church or religious/spiritual institution 
(N=651)  
No acceptance 269 (41.3%) 
Some acceptance 89 (13.7%) 
Moderate acceptance 39 (6.0%) 
A lot of acceptance 95 (14.6%) 
Do not know 156 (24.0%) 
Did not answer question 3 (0.4%) 
  
Spiritual Beliefs (N= 1,445) (mean, SD) 17.04, 3.26 

 

In terms of the outcome variable (depressive symptomatology), the BMSM in this 

sample had CES-D scores ranging from 0-59, with a mean CES-D score of 16.39 

(Standard Deviation = 10.97; skewness = 0.82; kurtosis = 3.37); see Table 1. The number 

of stressful life events experienced in the past six months ranged from 0 to 12, with a 

mean of 2.56 (Standard Deviation = 2.53; skewness = 1.25; kurtosis = 4.50). A majority 

of the participants (58.5% of the sample) reported experiencing CSA, and of those, most 

participants (48.7%) had experienced both childhood and adolescent CSA. One-third of 

the sample (33.6%) reported experiencing CPA. 

A majority of the BMSM in this sample (54.4%) indicated that they attended 

religious services at least monthly. Forty-four percent of the sample indicated that they 

were members of a church or religious institution; of those, 41.5% perceived that there 

was no acceptance of homosexuality in their religious body, and almost a quarter (24.1%) 

of those who were church members said that they did not know how accepting their 

religious body was. Spiritual belief scores for this sample ranged from 4 to 20, with a 

mean of 17.04 (Standard Deviation= 3.26; skewness = -1.45; kurtosis = 5.35).  
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Aim 1: Stressful Life Events and Depressive Symptomatology 
 

 Results from both the bivariate and multivariate regressions predicting depressive 

symptoms revealed significant positive associations with stressful life events (see Table 

2). However, in the bivariate regression model examining associations between religious 

participation and depressive symptoms, no significant relationship was identified between 

any level of attendance and depressive symptoms (see Table 2). Furthermore, a bivariate 

regression model examining associations between the perceived acceptance of 

homosexuality in one’s religious body and depressive symptoms did not identify a 

significant relationship between any level of perceived acceptance and depressive 

symptoms (see Table 2). 

 As noted in Chapter 3, to facilitate a preliminary test of the 3-way interaction 

between stressful life events, the frequency of religious participation, and the perceived  

acceptance of homosexuality in one’s religious body, the perceived acceptance variable 

was treated as continuous. The perceived acceptance question was only asked of those 

who indicated membership in a church or religious/spiritual institution, which reduced 

the sample size available for analyses using this measure (N=651). In addition, because 

the answer choice “Don’t Know” did not logically fit into the numerical ordering of the 

other categories when converting this to a continuous variable (i.e., 0-3, representing no-, 

some-, moderate-, and a lot of acceptance), participants selecting “don’t know” were 

omitted from analyses (n=156). This resulted in an analytic sample of 492 participants for 

use in analyses utilizing the perceived acceptance variable. The preliminary model 
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Table 2 

Aim 1: Unadjusted and adjusted associations between SLE, potential moderators, 
demographic characteristics, and depressive symptoms (N=1,431) 
 

Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Stressful Life Events (SLE) 
experienced in past 6 months 1.07 (0.86, 1.29)*** 1.09 (0.67, 1.52)*** 

   
Frequency of Religious 
Attendance   

None REF REF 
Holidays -0.42 (-2.12, 1.29) -1.21 (-2.85, 0.42) 
Monthly -0.49 (-2.09, 1.10) -1.02 (-2.56, 0.52) 
Weekly -1.07 (-2.62, 0.49) -1.56 (-3.08, -0.04)* 
Daily -0.90 (-3.91, 2.11) -1.34 (-4.26, 1.58) 

   
Perceived Acceptance of 
homosexuality in religious body c   

No acceptance REF - 
Some acceptance 1.76 (-0.84, 4.37) - 
Moderate acceptance -0.62 (-4.24, 3.00) - 
A lot of acceptance 0.26 (-2.26, 2.79) - 
Do not know  1.54 (-0.59, 3.67) - 
   

Stressful Life Events x Frequency 
of Religious Attendance   

Holidays - 0.08 (-0.60, 0.76) 
Monthly - -0.07 (-0.69, 0.55) 
Weekly - -0.50 (-1.08, 0.08) 
Daily - -0.60 (-1.57, 0.38) 

   
Age  -0.03 (-0.08, 0.02) - 
Education   

Less than college REF REF 
Some college or greater -2.79 (-3.91, -1.67)*** -1.32 (-2.48, -0.15)* 

Employment Status   
Not currently working REF REF 
Currently working (full- or 
part-time) -4.01 (-5.21, -2.81)*** -1.91 (-3.17, -0.65)** 

Income   
Less than $10,000 REF REF 
$10,000 - $49,999 -2.52 (-3.73, -1.31)*** -1.62 (-2.84, -0.40)* 
Over $50,000 -6.07 (-7.98, -4.15)*** -2.85 (-4.88, -0.82)** 
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Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Housing Status   

No stable home/other REF REF 
Live alone or with a partner -4.21 (-5.91, -2.52)*** -2.15 (-3.87, -0.43)* 
Live with 
family/friends/others -4.44 (-6.14, -2.74)*** -2.02 (-3.75, -0.29)* 

Marital Status   
Single/Widowed/Divorced REF - 
Partnered or married/civil 
union 1.39 (-0.40, 3.19) - 

Sexual Identity   
Gay/Homosexual/SGL/Queer REF REF 
Straight/Heterosexual 5.42 (2.56, 8.28)*** 3.30 (0.53, 6.07)* 
Bisexual 0.11 (-1.35, 1.56) -1.03 (-2.45, 0.39) 
Other 0.18 (-1.19, 1.55) -0.17 (-1.50, 1.16) 

Identify as Transgender   
No REF REF 
Yes 3.54 (0.21, 6.87)** 1.12 (-2.14, 4.38) 

Location   
Northeast (Boston, New York 
City) REF REF 
Southeast (Atlanta, 
Washington, DC) -2.54 (-3.91, -1.17)*** -1.14 (-2.51, 0.24) 
West (Los Angeles, San 
Francisco) -0.62 (-1.99, 0.76) -0.32 (-1.65, 1.01) 

HIV serostatus at baseline   
HIV uninfected or refused 
testing REF - 
Living with HIV  0.64 (-0.75, 2.03) - 

Alcohol drinking frequency (last 6 
months)   

Never REF - 
2-4 times per month or less 
frequent 0.04 (-1.48, 1.55) - 
2-3 times per week or more 
frequent 1.30 (-0.24, 2.85) - 

Marijuana use (last 6 months)   
Never REF REF 
Once/a few times 0.63 (-0.94, 2.20) -0.33 (-1.89, 1.23) 
Monthly/several times a 
month 2.60 (0.22, 4.98)* 1.56 (-0.80, 3.92) 
Weekly or more frequent 2.00 (0.68, 3.33)** 0.52 (-0.82, 1.87) 
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Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Hard/Party drug use (last 6 
months)   

Never REF REF 
Once/a few times 1.05 (-0.33, 2.43) -0.13 (-1.53, 1.27) 
Monthly/several times a 
month 2.49 (0.24, 4.74)** 0.69 (-1.54, 2.92) 
Weekly or more frequent 4.09 (2.19, 5.98)*** 1.83 (-0.05, 3.71) 

 
a Analysis restricted to participants with complete data on SLE, religious attendance, and 
demographic characteristics. 
b Adjusted for all other variables listed in column. 
c For perceived acceptance, N=643 due to the limited number of participants who received and 
answered this question; this variable was not included in the reported multivariate model. 
 
*p<0.05 **p<0.01 ***p<0.001 
 
 
predicting depressive symptoms from stressful life events, frequency of religious 

participation, perceived acceptance, and their interactions (adjusting for covariates) found 

no evidence of a 3-way interaction (absolute value of all B’s < 1.08, all p’s > 0.38). This 

was true also when sensitivity analyses were conducted in which covariates were 

excluded (absolute value of all B’s < 0.88, all p’s > 0.49). 

 Given the lack of evidence for a 3-way interaction, combined with the fact that 

including perceived acceptance variable in the models cut the sample by  

almost two-thirds, a more parsimonious model was tested that excluded this variable and 

its associated interactions. In this model, depressive symptoms were regressed on 

stressful life events, the frequency of religious participation, the interaction between 

stressful life events and religious participation, and relevant covariates (see Table 2). No 

significant interaction was detected, but experiencing more stressful life events was 

significantly positively associated with depressive symptoms, and weekly church 
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attendance (as compared to no church attendance) was significantly associated with fewer 

depressive symptoms. This significant relationship between church attendance and  

depressive symptomatology was not observed, however, for those who attended on 

holidays only, monthly, or daily, when compared to those who never attended. As weekly 

church attendance (as compared to no church attendance) was significantly associated 

with fewer depressive symptoms and yet no significant interaction between the frequency 

of church attendance and experiencing stressful life events was detected, this suggests 

that regular and consistent religious participation (as assessed by weekly church 

attendance) does not buffer the relationship between stressful life events and depressive 

symptoms, but that regular participation is associated with lower depressive 

symptomatology on its own. 

 

Aim 2: Childhood Trauma (Childhood Sexual and Physical Abuse) and Depressive 

Symptomatology 

Childhood Sexual Abuse (CSA) 

 In the bivariate and multivariate regression models examining associations 

between CSA and depressive symptoms, a significant positive relationship was only 

identified for those who experienced both childhood and adolescent CSA (see Table 3). 

However, in the bivariate regression model examining associations between spiritual 

beliefs and depressive symptoms, no significant relationship was identified (see Table 3). 

To build the multivariate model, depressive symptoms were regressed on experiences of 

CSA, spiritual beliefs, the interaction between CSA and spiritual beliefs, and relevant 

covariates (see Table 3). The interaction between CSA and spiritual beliefs for those who  
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Table 3 

Aim 2: Unadjusted and adjusted associations between experiences of CSA, potential 
moderators, demographic characteristics, and depressive symptoms (N=1,229) 

Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Childhood Sexual Abuse (CSA)   

No abuse REF REF 
Experienced only childhood 
CSA 
(aged < 12 years) 1.11 (-1.59, 3.80) 0.39 (-2.31, 3.10) 
Experienced only adolescent 
CSA 
(aged 12-16 years) 0.98 (-0.57, 2.54) 0.39 (-1.14, 1.93) 
Experienced both childhood 
(aged < 12 years) and 
adolescent CSA (aged 12-16 
years) 3.39 (1.92, 4.87)*** 2.43(0.95, 3.92)*** 

   
Spiritual Beliefs -0.09 (-0.28, 0.10) 0.00 (-0.28, 0.28) 

   
Childhood Sexual Abuse (CSA) x 
Spiritual Beliefs   

Experienced only childhood 
CSA 
(aged < 12 years) - -0.11 (-0.96, 0.74) 
Experienced only adolescent 
CSA 
(aged 12-16 years) - -0.18 (-0.66, 0.29) 
Experienced both childhood 
(aged < 12 years) and 
adolescent CSA (aged 12-16 
years) - -0.44 (-0.90, 0.03)^ 

   
Age -0.02 (-0.08, 0.03) - 
Education   

Less than college REF REF 
Some college or greater -2.87 (-4.08, -1.66)*** -1.16 (-2.44, 0.12) 

Employment Status   
Not currently working REF REF 
Currently working (full- or 
part-time) -3.69 (-4.97, -2.40)*** -1.98 (-3.36, -0.60)** 

Income   
Less than $10,000 REF REF 
$10,000 - $49,999 -2.68 (-3.99, -1.37)*** -1.51 (-2.86, -0.15)* 
Over $50,000 -6.24 (-8.29, -4.19)*** -3.37 (-5.60, -1.15)** 
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Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Housing Status   

No stable home/other REF REF 
Live alone or with a partner -4.63 (-6.48, -2.77)*** -3.07 (-4.98, -1.15)** 
Live with 
family/friends/others -4.46 (-6.32, -2.61)*** -2.61 (-4.52, -0.69)** 

Marital Status   
Single/Widowed/Divorced REF - 
Partnered or married/civil 
union 0.70 (-1.29, 2.69) - 

Sexual Identity   
Gay/Homosexual/SGL/Queer REF REF 
Straight/Heterosexual 5.16 (2.00, 8.32)*** 2.87 (-0.26, 6.00) 
Bisexual 0.43 (-1.14, 1.99) -0.85 (-2.41, 0.71) 
Other 0.18 (-1.30, 1.66) -0.18 (-1.64, 1.28) 

Identify as Transgender    
No REF - 
Yes 2.49 (-1.49, 6.47) - 

Location   
Northeast (Boston, New York 
City) REF REF 
Southeast (Atlanta, 
Washington, DC) -2.49 (-3.96, -1.03)*** -1.16 (-2.65, 0.32) 
West (Los Angeles, San 
Francisco) -0.59 (-2.08, 0.91) -0.18 (-1.66, 1.30) 

HIV serostatus at baseline   
HIV uninfected or refused 
testing REF - 
Living with HIV  0.04 (-1.48, 1.56) - 

Alcohol drinking frequency (last 
6 months)   

Never REF REF 
2-4 times per month or less 
frequent 0.12 (-1.53, 1.77) 0.44 (-1.25, 2.14) 
2-3 times per week or more 
frequent 1.96 (0.29, 3.64)* 1.98 (0.20, 3.76)* 

Marijuana use (last 6 months)   
Never REF REF 
Once/a few times 1.44 (-0.25, 3.13) 0.61 (-1.13, 2.34) 
Monthly/several times a 
month 2.49 (-0.05, 5.02) 1.62 (-0.96, 4.20) 
Weekly or more frequent 2.52 (1.09, 3.95)*** 1.17 (-0.35, 2.69) 
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Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Hard/Party drug use (last 6 
months)   

Never REF REF 
Once/a few times 1.41 (-0.09, 2.90) -0.35 (-1.92, 1.23) 
Monthly/several times a 
month 2.97 (0.59, 5.34)* 0.92 (-1.49, 3.33) 
Weekly or more frequent 4.33 (2.28, 6.38)*** 2.17 (0.09, 4.26)* 

 
a Analysis restricted to participants with complete data on experiences of CSA, spiritual beliefs, 
and demographic characteristics. 
b Adjusted for all other variables listed in column. 
 
^p<0.10 *p<0.05 **p<0.01 ***p<0.001 
 
 

experienced both childhood and adolescent CSA approached significance (p= 0.066), so 

the interaction was decomposed by examining the association of depressive 

symptomatology for those who experienced both childhood and adolescent CSA at 

different levels of spiritual beliefs. The association between experiencing both childhood 

and adolescent CSA and depressive symptomatology became more significantly positive 

when spiritual beliefs were low and were no longer significant when spiritual beliefs 

were high, suggesting that CSA and depression are not related when spiritual beliefs are 

high (see Table 4). 
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Table 4 
 
Aim 2: Decomposing Interaction: Examining the Association of CSA (when aged < 12 y 
and 12-16 y) and Depressive Symptomatology at Different Levels of Spiritual Beliefs (N= 
359) 
 

Variable 
Spiritual Beliefs 

(Mean -1SD) 
Spiritual Beliefs 

Mean 
Spiritual Beliefs 

(Mean +1SD) 
CSA when aged < 12 y 
and 12-16 y 

Coefficient 
95% CI 

SE 
p-value 

 
 

3.83 
(1.68, 5.97) 

1.09 
p <0.001 

 
 

2.43 
(0.95, 3.92) 

0.76 
p = 0.001 

 
 

1.04 
(-1.01, 3.09) 

1.04 
p = 0.320 

Note. Analysis restricted to participants with complete data on experiences of CSA, 
spiritual beliefs, and demographic characteristics; model adjusted for all variables listed 
in multivariate model in Table 3 (education, employment status, income, housing status, 
sexual identity, location of study site, alcohol use, marijuana use, and hard/party drug 
use). 
 

Childhood Physical Abuse (CPA) 

Results from both the bivariate and multivariate regressions predicting depressive 

symptoms found significant positive associations with CPA (see Table 5). Again, no 

significant relationship was identified in the bivariate regression model examining 

associations between spiritual beliefs and depressive symptoms. A multivariate 

regression model was built by regressing depressive symptoms on experiences of CPA, 

spiritual beliefs, the interaction between CPA and spiritual beliefs, and relevant 

covariates (see Table 5). Although experiencing CPA remained significantly positively 

associated with depressive symptomatology in the multivariate model, no significant 

interaction was observed between experiencing CPA and spiritual beliefs. This suggests 

that spiritual beliefs do not moderate the association between experiencing CPA and 

depressive symptomatology. 
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Table 5 

Aim 2: Unadjusted and adjusted associations between experiences of CPA, potential 
moderators, demographic characteristics, and depressive symptoms (N=1,309) 

Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Childhood Physical Abuse (CPA)   

No abuse REF REF 
Experienced CPA 4.77 (3.54, 6.00)*** 3.74 (2.49, 4.99)*** 
   

Spiritual Beliefs -0.05 (-0.23, 0.14) -0.12 (-0.34, 0.10) 
   

Childhood Physical Abuse (CPA) 
x Spiritual Beliefs   

Experienced CPA - 0.05 (-0.33, 0.43) 
   

Age -0.03 (-0.08, 0.02) - 
Education   

Less than college REF REF 
Some college or greater -2.79 (-3.97, -1.61)*** -0.88 (-2.12, 0.36) 

Employment Status   
Not currently working REF REF 
Currently working (full- or 
part-time) -3.99 (-5.24, -2.73)*** -2.51 (-3.83, -1.18)*** 

Income   
Less than $10,000 REF REF 
$10,000 - $49,999 -2.58 (-3.86, -1.31)*** -1.47 (-2.76, -0.17)* 
Over $50,000 -5.53 (-7.53, -3.53)*** -2.66 (-4.81, -0.52)* 

Housing Status   
No stable home/other REF REF 
Live alone or with a partner -4.59 (-6.36, -2.82)*** -2.78 (-4.59, -0.97)** 
Live with 
family/friends/others -4.53 (-6.30, -2.75)*** -2.33 (-4.15, -0.50)* 

Marital Status   
Single/Widowed/Divorced REF  
Partnered or married/civil 
union 1.00 (-0.98, 2.97) - 

Sexual Identity   
Gay/Homosexual/SGL/Queer REF REF 
Straight/Heterosexual 5.41 (2.36, 8.45)*** 2.79 (-0.18, 5.77) 
Bisexual 0.08 (-1.46, 1.61) -1.50 (-3.01, 0.02) 
Other 0.38 (-1.06, 1.82) -0.13 (-1.55, 1.28) 

Identify as Transgender    
No REF - 
Yes 3.07 (-0.59, 6.73) - 
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Variable 
Unadjusted Coefficient a  

(95% C.I.) 
Adjusted Coefficient b  

(95% C.I.)  
Location   

Northeast (Boston, New York 
City) REF REF 
Southeast (Atlanta, 
Washington, DC) -2.54 (-3.98, -1.10)*** -0.80 (-2.25, 0.66) 
West (Los Angeles, San 
Francisco) -0.40 (-1.85, 1.04) 0.22(-1.20, 1.64) 

HIV serostatus at baseline   
HIV uninfected or refused 
testing REF - 
Living with HIV  0.20 (-1.26, 1.67) - 

Alcohol drinking frequency (last 
6 months)   

Never REF  
2-4 times per month or less 
frequent 0.19 (-1.42, 1.80) 0.56 (-1.06, 2.19) 
2-3 times per week or more 
frequent 1.63 (0.00, 3.28)* 1.74 (0.04, 3.45)* 

Marijuana use (last 6 months)   
Never REF REF 
Once/a few times 0.80 (-0.85, 2.45) -0.23 (-1.91, 1.44) 
Monthly/several times a 
month 2.35 (-0.17, 4.87) 1.19 (-1.33, 3.72) 
Weekly or more frequent 2.28 (0.89, 3.67)*** 0.88 (-0.58, 2.33) 

Hard/Party drug use (last 6 
months)   

Never REF REF 
Once/a few times 1.38 (-0.07, 2.83) -0.09 (-1.59, 1.42) 
Monthly/several times a 
month 2.45 (0.05, 4.86)* 0.65 (-1.75, 3.06) 
Weekly or more frequent 4.53 (2.55, 6.51)*** 2.30 (0.30, 4.30)* 

 
a Analysis restricted to participants with complete data on experiences of CPA, spiritual beliefs, 
and demographic characteristics. 
b Adjusted for all other variables listed in column. 
 
*p<0.05 **p<0.01 ***p<0.001 
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Chapter 5: Discussion 
 

This dissertation proposed to address gaps in the literature by examining the 

possible role of religion and spirituality in buffering the associations between general 

stressful life events, childhood trauma (childhood sexual and physical abuse), and 

depressive symptoms. In Aim 1, experiencing stressful life events was associated with the 

presence of greater depressive symptoms in this sample. However, the frequency of 

religious participation did not moderate this association, either by itself or in the 

hypothesized 3-way interaction that included the perceived acceptance of homosexuality 

in one’s religious body. In Aim 2, experiencing both childhood and adolescent CSA or 

experiencing CPA were also associated with the presence of greater depressive 

symptoms. With regards to spiritual beliefs as a buffer, spiritual beliefs may be protective 

against depressive symptomatology for those who experienced both childhood and 

adolescent CSA. However, spiritual beliefs did not buffer the association between 

depressive symptoms and experiencing either childhood CSA or adolescent CSA 

separately, nor did spiritual beliefs buffer the association between CPA and depressive 

symptomatology. 

 

Aim 1: Stressful Life Events and Depressive Symptomatology 

BMSM in this sample reported over two stressful life events on average in the six 

months prior to the study, suggesting that such events are common in these men’s lives. 

With regards to depressive symptomatology in this sample, previous reports of these data 

have already noted the high levels of symptomatology in this sample (Latkin et al, 2017). 

Over 40% of respondents in the current analysis scored above the CES-D threshold for 
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clinically significant depression (Radloff, 1977). The high prevalence of depressive 

symptoms in this sample is also consistent with other studies of BMSM (Graham, L. F. et 

al., 2011; Mimiaga et al., 2009).  

However, the hypothesized 3-way interaction between stressful life events, the 

frequency of religious participation, and the perceived acceptance of homosexuality in 

one’s religious body was not observed. As less than half of this sample of BMSM 

indicated that they were members of a church, a relatively small number of people 

received and answered the perceived acceptance question, and the models may have been 

underpowered to detect any effect. At the bivariate level, religious participation had a 

non-significant negative association with depressive symptomatology that became 

statistically significant with the inclusion of the covariates in the multivariate model. 

Specifically, participants who reported weekly church attendance also reported fewer 

depressive symptoms, relative to individuals who did not attend church. Thus, while the 

frequency of religious participation does not appear to buffer the effects of stressful life 

events on depressive symptoms, weekly church attendance is associated with fewer 

depressive symptoms on its own and appears to be beneficial to one’s mental health 

potentially through mechanisms other than stress buffering. Some previous research 

suggests that more frequent religious participation can provide greater access to material 

and social support, which has been shown to be associated with fewer depressive 

symptoms (Cohen & Wills, 1985; McIntosh et al., 1993; Sherkat & Reed, 1992). Future 

research should explore this mechanism and others in an effort to understand how 

religious participation might be associated with fewer depressive symptoms among 

BMSM. 
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Aim 2: Childhood Trauma (Childhood Sexual and Physical Abuse) and Depressive 

Symptomatology 

For Aim 2, the hypothesized relationship between experiencing CSA and 

depressive symptomatology was observed, and experiencing CSA was positively 

associated with exhibiting depressive symptoms for all groups. However, the association 

was only significant for those participants who had experienced both childhood CSA 

(before age 12) and adolescent CSA (between the ages of 12-16). This suggests that there 

is something about the combined effect of experiencing CSA both before the age of 12 

and between the ages of 12-16 that is more significantly associated with depressive 

symptoms. One potential explanation would be that those who experienced CSA both 

before the age of 12 and between the ages of 12-16 endured more sustained trauma over a 

longer period of time, and thus may still have residual trauma in adulthood that 

contributes to current depressive symptoms. This finding would be consistent with other 

research, which has found that CSA is associated with depressive symptoms in BMSM 

(Ports et al., 2017), as well as with post-traumatic stress disorder (Glover et al., 2013). 

The strength of spiritual beliefs had a moderating effect (approaching statistical 

significance) on the relationship between depressive symptoms and experiencing child 

and adolescent CSA together. The observed interaction was decomposed and among 

BMSM reporting high levels of spiritual beliefs, experiencing both childhood and 

adolescent CSA was not associated with depressive symptoms. Among BMSM with 

average and low levels of spiritual beliefs, the association between CSA and depression 

remained significant. This finding highlights the potential protective nature of spirituality 

for those who have experienced CSA, and is consistent with other findings in the 
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literature (Brewer-Smyth & Koenig, 2014; Chandy et al., 1996; Farley, 2007; Gall, 2006; 

Glaister & Abel, 2001; Pargament, 1997; Peres et al., 2007; Valentine & Feinauer, 1993; 

Weber & Cummings, 2003). 

The hypothesized relationship between experiencing CPA and depressive 

symptomatology was also observed, and experiencing CPA was positively associated 

with exhibiting depressive symptoms in adulthood in this sample. Again, this finding is 

consistent with what others have observed (Li, M. et al., 2016; Lindert et al., 2014). 

However, unlike what was observed among those who experienced both childhood and 

adolescent CSA, the moderating effect of spirituality was not observed for those who 

experienced CPA. This also suggests that although CSA and CPA often occur 

concurrently (Sachs-Ericsson et al., 2005), they are in fact different experiences and the 

effects of these experiences may manifest differently over time. In an effort to understand 

these findings, it should be noted that SGM individuals are more likely to experience 

CPA from a parent than nonsexual minorities (Friedman et al., 2011) and they report 

higher rates of CPA than their heterosexual siblings in the same household (Hart et al., 

2018). Thus, one potential explanation for why spirituality does not appear to moderate 

the effects of CPA is that religious and spiritual teachings are often passed down from 

parents or caregivers – the very same people who often committed the abuse. This could 

decrease the degree to which youth identify with and internalize religious and spiritual 

teachings and limit their protective effects (Jacobs, 2014). Additional research into how 

CPA interacts with spirituality in general is needed, especially as an experience separate 

from CSA and other forms of childhood trauma, as there is currently little in the literature 

with regards to CPA in isolation. 
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Implications of Findings 

 This dissertation aimed to explore whether religious participation and spiritual 

beliefs could buffer the negative mental health effects of stressful life events and 

childhood trauma for BMSM, specifically with regards to depressive symptomatology. 

Based on these analyses, there is some evidence that spiritual beliefs could moderate the 

association between depressive symptomology and experiencing childhood sexual abuse 

together in both childhood and adolescence. Armed with this understanding, spirituality 

could be integrated as a useful component of interventions targeting BMSM who are 

survivors of long-term childhood sexual abuse with the hopes of lessening their 

depressive symptoms. Several such interventions currently exist, including Spiritually 

Integrated Cognitive Processing Therapy (SICPT), Spiritually Oriented Trauma-Focused 

Cognitive Behavioral Therapy (SO-TF-CBT), and other cognitive and behavioral 

strategies that incorporate spirituality (Bryant-Davis, 2005; Pearce et al., 2018; Wang et 

al., 2016). Some of these have even been adapted and successfully used in Black 

American populations (Bryant-Davis, 2005; Bryant-Davis & Wong, 2013). However, 

little exists in the published literature about the adaptation of such strategies specifically 

for use in BMSM. As such, future research is needed into the development of strategies 

that can integrate spiritual practices and cultural competence specifically for this 

population. Such interventions should seek to harness positive spiritual coping which 

allows survivors to tap into their connection with a higher power to find meaning in their 

experiences and to foster a sense of peace (Charzyńska, 2015). Additional components of 

spiritual-based interventions for this population may include using spirituality to help 

BMSM understand their broader purpose, develop an internal fortitude, and derive 
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meaning from their experiences (Chandy et al., 1996; Farley, 2007; Glaister & Abel, 

2001; Peres et al., 2007; Taggart et al., 2021; Valentine & Feinauer, 1993). Also, due to 

the nuanced relationship that some BMSM have with religious institutions, non-religious 

community-based venues or interventions that rely on the use of social media may be 

more appropriate settings for such interventions (Barnes, S. L. & Hollingsworth, 2020; 

Dangerfield et al., 2019).  

With regards to childhood physical abuse, the lack of a moderating effect of 

spirituality suggests that future research is needed into the adaptation of non-spiritually 

based interventions for survivors of CPA in this population. Again, several such 

interventions currently exist, including Trauma-Focused Cognitive Behavioral Therapy 

(TF-CBT), Cognitive Behavioral Therapy that is not trauma-focused, and interventions 

that seek to foster other resiliency factors (Ehring et al., 2014; Orbke & Smith, 2013). 

However, similar to the interventions for survivors of CSA, there is a need for 

interventions that are adapted and specifically tailored to BMSM. As research has shown 

that experiencing CPA can be exacerbated by internalized homonegativity (Gold et al., 

2011) and BMSM are often raised in environments that perpetuate homonegative social 

norms (Daboin et al., 2015; Sahgal & Smith, 2009), interventions should address feelings 

of self-worth and pride in order to aide these men in healing from their trauma.  

 The second finding was that although the frequency of religious participation was 

not found to have a moderating effect on the association between stressful life events and 

depressive symptomatology, weekly church attendance was shown to be associated with 

fewer depressive symptoms on its own. These results are consistent with other research 

documenting that regular religious participation offers mental health benefits (Chitwood 
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et al., 2008; Smith, T. B. et al., 2003), and extends that work by highlighting that this is 

also true for BMSM, despite their sometimes challenging relationship with the church.  

 The lack of a moderating effect also suggests that regular religious participation is 

beneficial in this population in ways other than through the buffering of stressful life 

events. This may again point to the role of religious institutions providing benefits to 

one’s mental health through regular access to opportunities to acquire material and social 

support (Chatters et al., 2002; McIntosh et al., 1993; Sherkat & Reed, 1992). Thinking 

more broadly about addressing mental health for BMSM who may have a more nuanced 

relationship with religious institutions, it is important to continue to interrogate the role of 

social support, and to facilitate interventions that harness the positive influence of regular 

connection with others outside of churches or other religious bodies. It should also be 

noted that in the bivariate analysis between geographic location and depressive 

symptoms, BMSM who were recruited through the two Southeast sites of Atlanta and 

Washington, DC had significantly fewer depressive symptoms than the BMSM recruited 

through the other four sites. As there is a relatively larger population of BMSM in these 

cities and most likely more opportunities for social interaction with other BMSM, this 

may further suggest a protective role for social support in general. In fact, several studies 

have highlighted the positive role of social support in this same study population 

(Hermanstyne et al., 2018; Hermanstyne et al., 2019; Latkin et al., 2017; Scheidell et al., 

2021; Scheidell et al., 2022; Turpin et al., 2020). 

 One interesting finding was that the perceived acceptance of homosexuality in 

one’s religious body did not seem to have an effect on depressive symptoms, either as 

part of the hypothesized 3-way interaction with stressful life events and the frequency of 
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religious participation, or by itself in the bivariate model. This is somewhat surprising 

given the breadth of literature noting that continually hearing anti-gay messages in 

religious institutions can be damaging for BMSM and that affirming environments can be 

better for their mental health (Jeffries et al., 2008; Lassiter, Jonathan Mathias, 2015; 

Lewis, 2015; Stewart, 2014; Ward, 2005; White et al., 2020). There could be several 

reasons for this finding. First, depressive symptomatology is a singular outcome measure, 

and while the perceived acceptance of homosexuality in one’s religious body was not 

associated with depressive symptoms in this population, it is possible that it is associated 

with other negative outcomes that were not tested in this analysis. For instance, BMSM 

attending churches that they perceive to be less accepting of their sexual orientation may 

have higher levels of internalized homonegativity, leading to a host of behavioral and 

mental consequences (Jerome & Halkitis, 2009) that may not be captured by using the 

CES-D scale to measure depressive symptomatology. There may also be limitations to 

the measure of perceived acceptance that was used in this study, as the categories were 

vaguely defined (“some acceptance,” “moderate acceptance,” etc.) and may not 

adequately tap into the multiple dimensions underlying men’s broad perception of 

“acceptance.” For example, acceptance from a pastor or religious leader may be different 

than acceptance from other church members, and how these men characterize that 

acceptance may similarly differ. A single-item measure is clearly incapable of 

distinguishing these kinds of differences. Future research should include multiple 

questions that actually try to uncover these different dimensions of acceptance, which 

may provide a more complete picture of how (or if) perceived acceptance is associated 

with depressive symptomatology. In addition, future studies may want to include 
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measures that do not rely on self-report to measure acceptance. These measures might 

include the general acceptance of homosexuality within religious denominations as used 

in another study with this sample (Nelson et al., 2017), or the context of local policies or 

laws with relation to the acceptance of homosexuality. 

Of course, there is another possibility for the absence of a three-way interaction 

between stressful life events, the frequency of religious participation, and the perceived 

acceptance of homosexuality in one’s religious body, and for the absence of an 

association between perceived acceptance and depressive symptomatology. Perhaps these 

associations were not observed because they simply do not exist in this population. For 

instance, maybe these men have learned to separate the anti-gay messages that they may 

be hearing in non-affirming congregations from the perceived benefits that they may 

receive through continuing to attend their chosen church. This is consistent with the 

notion that many BMSM prefer to attend traditional non-affirming churches rather than 

churches that are explicitly LGBT-affirming (Boykin, 1996; Foster et al., 2011; Griffin, 

2006; Lassiter, Jonathan Mathias, 2014; White et al., 2020). Also, spiritual beliefs were 

not included in this model, but this was a highly spiritual sample (mean spiritual beliefs 

score was 17.04 out of 20). As BMSM may utilize their spiritual beliefs to develop a 

resilience to counteract homonegative messages that they experience in religious settings 

(Buttram, 2015; McNair et al., 2018; Smallwood et al., 2017), this is another possible 

reason why the expected association between perceived acceptance and depressive 

symptomatology may not exist in this population. 

Another interesting finding was that neither experiencing CSA only during 

childhood (before age 12) nor experiencing CSA only during adolescence (between ages 
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12-16) were associated with depressive symptoms in this sample. Previous research in 

this same sample found that the sexual risk behaviors that were associated with 

experiences of CSA differed based on whether the onset of CSA was in childhood or in 

adolescence, suggesting that CSA is a complex phenomenon and that age of onset is an 

important factor to consider (Williams, J. K. et al., 2015). Williams, J. K. et al. (2015) 

also noted that previous findings related to the association of health consequences with 

the onset of CSA are mixed, with some research suggesting that early onset is potentially 

less harmful because younger children are less knowledgeable and less likely to 

experience abuse-related stigma (Browne & Finkelhor, 1986; Kendall-Tackett et al., 

1993), while other research suggests that earlier onset is more damaging than 

experiencing CSA after puberty (McClellan et al., 1996). Similarly, there were mixed 

findings in a recent systemic and meta-analytic review exploring the relationship between 

the age of CSA onset and depression (Li, D. et al., 2020). All of this suggests that future 

research into the complex association between CSA and depressive symptoms is needed, 

as current measures may not accurately reflect experiences of childhood trauma or be 

acceptable measures of the impact of more distal past events. Future studies should 

include more precise CSA onset questions in order to model the age of onset of CSA as 

continuous rather than categorizing the age of onset into simply childhood versus 

adolescence.  

 

Limitations 

There were several limitations to this study. First, baseline data for the HIV 

Prevention Trials Network (HPTN) 061 study were collected in 2009 and 2010 (Koblin et 
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al., 2013), and thus, the experiences of BMSM are most likely different today, more than 

a decade later, than they were when these data were collected. While this study is still the 

largest probability sample of BMSM in the United States (Taggart et al., 2021), and as 

such provides the greatest amount of data with which to test these hypotheses, attitudes 

and general ways of life have shifted in innumerable ways since these data were 

collected. For instance, the way that people attend church, especially in a post-COVID-19 

world, has shifted drastically. While regular religious participation, especially for those 

who attended services weekly, was found to be significantly associated with fewer 

depressive symptoms in these analyses, this may not hold true for those who mainly 

attend religious services online or by watching TV, no matter how frequently they attend 

service. Virtual attendance may be less likely to confer the same opportunities to engage 

with others for social support, or may have other unknown effects when considering the 

association between religious participation and depressive symptomatology. As such, it is 

important to consider that the same result may not be found in a similar population of 

BMSM today.  

Also, even though this sample includes BMSM from six U.S. cities, these results 

are not generalizable to all BMSM in the United States. Convenience sampling was used 

to recruit this study population, which may have led to selection bias. Additionally, this 

study was conducted in urban centers with high HIV prevalence and BMSM included in 

this study population were more likely to be unemployed and have lower incomes, which 

may not be representative of BMSM in other areas. The BMSM in this sample also held 

rather strong spiritual beliefs, so the results may not be similar in a sample that is less 

spiritually active. 
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Related to the issue of convenience sampling and selection bias in this sample, 

one interesting thing to further interrogate would be the effect of incarceration on both 

the overall sampling (i.e., who is not included in the sample), and in terms of the study 

participants’ responses to survey questions. A recent estimate of the lifetime risk of 

imprisonment for Black men in the United States is 16%, but the authors note that this 

number is lower than in the 1990s and early 2000s (Roehrkasse & Wildeman, 2022). 

Thinking of the fact that these data were collected in 2009-2010, there is likely a large 

number of men who could not have been included in the study sample due to their current 

incarceration status. In terms of how incarceration may have skewed responses to the 

questions, it should be noted that one paper using this same sample population noted that 

61% of the study participants reported having been incarcerated at least one time in their 

lives (Severe et al., 2021). These previous incarcerations may have affected how 

participants experienced stressful life events following their return to society. 

Additionally, the participants’ previous incarcerations may have altered their religious 

participation and spiritual beliefs, especially with regards to whether they experienced 

more positive religious and spiritual coping during their incarceration (turning to religion 

and spirituality for support to get through the ordeal) or more negative religious and 

spiritual coping (blaming God or the Divine for their problems and dwelling on their own 

shortcomings) (Charzyńska, 2015). 

 This study also used baseline data for these analyses, which only allowed for the 

investigation of cross-sectional associations. Specifically for Aim 1, the cross-sectional 

nature of the analysis does not allow us to determine the temporal ordering of variables 

with certainty, nor can causation be determined. For instance, the mental effects of 
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depressive symptoms in a participant’s life may have led them to not perform adequately 

at work leading them to lose their job; conversely, their depression could have had 

physical manifestations (Wulsin et al., 1999) that led them to not perform adequately at 

work, suggesting the possibility that depression could have contributed to experiencing 

the stressor of physical illness. In fact, there are likely a variety of ways that depressive 

symptoms could have also led to an increase in stressful life events within the last six 

months, further complicating our understanding of the temporal order of these variables.  

Furthermore, all of the variables of interest are self-reported and are subject to 

both recall and social desirability bias. For example, the number of stressful life events 

experienced and the frequency of religious participation are likely subject to both of these 

biases, as are self-reports of childhood trauma (Howell & Miller-Graff, 2014). As 

mentioned previously, the perceived acceptance of homosexuality was assessed with a 

single-item measure with broad response options that may not have fully captured the 

dimensions of acceptance. There is also the possibility that the included variables are not 

properly measuring the underlying constructs; further testing with advanced statistical 

techniques such as confirmatory factor analysis may be warranted. Also, as currently 

modeled, all twelve events on the SLE scale receive the same weight, but certainly some 

of the events are more stressful and traumatic than others. Future research should include 

weighting for the various stressful life events, and the development of a scale that is 

normed for BMSM and that includes a list of relevant stressors specifically experienced 

by BMSM. 

It should also be noted that there are potential effects related to the timing of the 

childhood trauma and the age of the study participants that has not been addressed in 
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these models. For instance, researchers have observed changes in how childhood trauma 

survivors describe their feelings of posttraumatic growth over time (Calhoun & Tedeschi, 

2004); this may be due to differences in how individuals process their trauma at different 

times in their lives, or may be influenced by other experiences that have subsequently 

occurred following the trauma. As such, it stands to reason that someone in their early 

twenties may process their childhood trauma differently than someone in their fifties. As 

the age range of participants in this sample was 18-65, one area for future research would 

be an analysis on differences in depressive symptomatology as seen by the age of the 

participant. Also, as spiritual development often changes over one’s adult life course 

(Wink & Dillon, 2002), there may be differences in how spiritual beliefs may moderate 

the associations between childhood trauma and depressive symptomatology in adulthood 

based on the age of the participant. 

Additionally, while the CES-D is a well-known and commonly used tool to 

measure depressive symptomatology (Santor et al., 2006; Siddaway et al., 2017), it was 

not originally developed for use in this population specifically (Perreira et al., 2005). In 

fact, as the measures were normed on populations that were mainly heterosexual White 

Americans, the CES-D may produce biased results that may not be as relevant for all 

racial and ethnic groups (Vega & Rumbaut, 1991) or those of other sexual orientations. 

Thus, one possibility is that the CES-D is not accurately measuring actual depressive 

symptomatology in this population and that these results may represent an undercounting. 

For this reason, caution should be exercised when comparing the rates of depressive 

symptomatology of BMSM to other MSM and other racial/ethnic groups. In addition to 

potential measurement issues with the CES-D, there is also the possibly that differences 
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in depressive symptom reporting could be due to structural issues, access to care, and 

other barriers that may be specific to this population. 

There are likely issues with the use of other measures for these variables as well, 

since they were not originally developed or tested in BMSM and have not been 

specifically validated for this population. For instance, the questions that constitute the 

spiritual beliefs measure were originally developed decades ago (Folkman et al., 1986), 

and there may be cultural differences in how BMSM experience spiritual beliefs that are 

not captured in these questions. Also, more recent studies using this same sample 

population have begun to include a third dimension of religion and spirituality, known as 

“spiritual activities” (Taggart et al, 2021). The models in this dissertation did not include 

measures of spiritual activities, which is a noted limitation; future research should 

interrogate how this third dimension may relate to these models. Thus, due to potential 

issues with measures for the variables that were included in or omitted from these 

models, the absence of statistically significant associations in the models may be related 

to the current tools that were used to measure them, and may not mean that those 

associations do not exist. Continued research into developing and validating tools for use 

with specialized populations, such as BMSM, is needed to have a more accurate 

understanding of any phenomena that we observe in models such as these.  

 

Final Commentary 

This dissertation addresses gaps in the literature through finding that spiritual 

beliefs might moderate the association between experiences of CSA and depressive 

symptomatology among BMSM, and that weekly church attendance is protective against 
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depressive symptoms for BMSM. From a broader public health leadership perspective, 

however, in taking these findings into consideration, what are the next steps and where 

does the field go from here? I offer that the findings from this dissertation research can be 

used to guide future directions in several areas; for ease of organizing my thoughts about 

this, I would like to focus specifically on how this research can further contribute to the 

following areas: 1) public health research, specifically on things that we need to study 

and understand more clearly before proceeding; 2) public health practice, or how we 

translate these findings to actually address the health and welfare of BMSM; and finally, 

3) policy, and how we can work to dismantle the systems and structures that are currently 

in place in an effort to address these findings.  

 

Public Health Research 

 It is clear from the findings of this dissertation that there remains much to be done 

in the field of public health research in order to continue to address the multitude of 

health disparities currently experienced by BMSM in the United States. As noted in the 

Introduction, much of the current research has focused on minority-specific stressors, 

which is certainly appropriate given that BMSM are both racial and sexual minorities in 

this country. However, as we also understand this this dual minority status confers 

additional stressors due to the structural racism and structural heterosexism that exist in 

society, there is still much that we can learn about general stressors and stressful life 

events that BMSM face in their daily lives. As a start, qualitative research can help us to 

understand what stress looks like for BMSM and the types of events that many BMSM 

would say cause them stress. As we do not know if the events that were captured in the 
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stressful life events scale from the HPTN 061 survey captured events that many BMSM 

found to be stressful, a better stressful life events scale could be developed from this 

qualitative research and then normed among a broader population of BMSM. Of course, 

no scale will be perfectly generalizable to account for the thoughts of all BMSM, but 

developing and norming a new scale is a start towards ensuring that we are better able to 

measure stressful life events among this population.  

 Additional research is also needed into experiences of childhood trauma for 

BMSM, specifically around experiences of CPA. Unlike the vast literature on the 

associations between CSA and risky sexual behavior (potentially leading to further 

associations between experiencing CSA and HIV acquisition), we do not have that same 

level of understanding for CPA. Again, there is an important role for qualitative research 

to help us to better understand if our current definitions of CPA even resonate with many 

BMSM. For instance, research has documented that there are racial and ethnic differences 

regarding the use of corporal punishment (or spanking) as a disciplinary measure among 

population groups in the U.S., and at least one survey shows that Black families are more 

likely to use corporal punishment as a disciplinary tool (Finkelhor et al., 2019). There 

also appear to be racial differences in beliefs about community norms with regards to 

spanking, with some Black parents finding that spanking was more normative and 

acceptable than parents from other racial or ethnic groups (Klevens et al., 2019). Thus, it 

is likely that many BMSM are raised in households where the use of spanking and 

physical discipline may be commonplace. Also, as Finkelhor et al. (2019) note that 

spanking rates have been declining overall over time, older BMSM may have been even 

more likely than their younger counterparts to have experienced spanking or physical 
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violence in their childhood homes. All of this leads back to questions around experiences 

of CPA among this population, and the need for greater specificity around what CPA is 

and how it is experienced among BMSM before we can truly understand any associations 

between CPA and depressive symptomatology, and before we can continue the search for 

potential moderators of that association.  

 Future public health research should also investigate how BMSM truly experience 

depressive symptoms as the measures included in the CES-D may not accurately reflect 

depressive symptoms for this population. For instance, in this sample, over 40% of 

respondents fell above what has been traditionally used as the clinical cutoff for assessing 

depression (a score greater than or equal to 16 on the CES-D) (Radloff, 1977). While this 

could suggest that there is a lot of depression in this sample of BMSM, it could also mean 

that the CES-D is a flawed measure for assessing depression in BMSM, or it could even 

be a combination of the two. Thus, it will be important for public health researchers to 

further validate the CES-D for use in this population so that any information gathered by 

using this scale can be accurately interpreted. While it may be impractical to develop a 

BMSM-specific depression scale, future research could include re-norming this or other 

depression scales, as has been done with other cultural adaptations of the CES-D (Stahl et 

al., 2008). Ultimately, it will be important to develop better tools to more accurately 

measure these items (stressful life events, CPA, and depressive symptomatology) for 

BMSM with hopes of gaining a deeper understanding of these experiences for these men. 

 Furthermore, future research is needed to address and deepen our understanding 

of the potential moderators that were used in the models for this dissertation, specifically 

the frequency of religious activities, the perceived acceptance of homosexuality in one’s 
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religious body, and spiritual beliefs. Researchers have already suggested the need for 

measures that go beyond simply measuring religious attendance alone (Taggart et al., 

2021), in order to more fully understand the potential positive and negative effects 

associated with religious participation among BMSM. Here again is a role for qualitative 

research to more fully investigate the motivation behind attending religious services for 

BMSM, and what they actually consider to constitute religious participation. Qualitative 

research can also help to uncover the various dimensions of church acceptance that 

BMSM experience and perceive, with hopes of more fully understanding this concept of 

church acceptance. Finally, it is time to move beyond the measures of spiritual beliefs 

that were developed decades ago for a majority White sample (Folkman et al., 1986), as 

Black people are more inclined to report a strong connection with spirituality (Hunt & 

Hunt, 2001; Taylor et al., 2003), and how Black people experience spirituality may be 

very different.  

 

Public Health Practice 

 Armed with a better understanding of these measures through additional research, 

it will then be important to translate these findings into practice. This may include 

interventions for BMSM who are experiencing stressful life events or who are survivors 

of childhood trauma, as noted earlier in the Discussion. However, public health practice 

needs to go beyond individual-level interventions in order to truly address depressive 

symptomatology among BMSM. When considering the socio-ecological model of public 

health practice, the next level of focus for intervention would be the interpersonal level. 

At this level, interventions could target families, friends, and broader social networks for 
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BMSM. Thinking more specifically around the social network aspect, as mentioned 

previously, there appears to be a role for social support in helping to address depressive 

symptoms among BMSM. As such, developing interventions that create spaces for social 

interaction among BMSM are important, and many AIDS service organizations (ASOs) 

and other community-based organizations (CBOs) already provide spaces such as these. 

However, it is important to work to expand access to these spaces, and to also think about 

developing spaces for BMSM who may not identify as gay, as a full two-thirds of this 

sample identified as something other than gay, homosexual, same gender loving, or 

queer. One suggestion would be the creation of dedicated online spaces, such as Twitter 

spaces or chat-based features incorporated into phone-based gay dating applications 

where BMSM who do not identify as gay could still connect with others.  

 The next level of the socio-ecological model concerns organizations or social 

institutions, and here is where we see additional roles for one of the most important social 

institutions in the Black community—Black churches. While there can be significant 

variation among religious bodies in Black communities, one commonality observed 

among many (or most) of these churches is the provision of opportunities for social 

support and experiences of community. More importantly they also help to shape the 

thoughts and behaviors of their congregants, and this is where there is a role for a better 

integration with public health practice. When describing the issues that may lead to 

increased depressive symptomatology among BMSM, it is important to understand the 

negative effects that these men suffer due to homonegative stigma that is perpetuated in 

their communities. As noted earlier in the Introduction, much of this homonegative 

stigma in Black communities can be traced to religious doctrine. Thus, it is imperative to 
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begin shifting the narrative in Black religious communities and working with faith 

leaders to help them to understand the detrimental effects of homonegative teachings. 

Now, this is surely no easy feat, as traditional interpretations of scriptures and religious 

texts are frequently homonegative. However, as more progressive biblical scholars and 

ministers have started to broaden their thinking around passages of scripture that had 

been traditionally used to condemn homosexuality, there is an opportunity for them to 

work with their more traditional brothers and sisters in ministry to expand church 

teachings in this area. As a start, public health organizations and faith-based 

organizations (FBOs) could work together to develop scripturally-based public health 

messaging that incorporates these broader interpretations of religious texts and that helps 

to decrease the stigma of homosexuality and HIV in the community. Progressive 

religious leaders could then be trained to disseminate these messages to their more 

traditional religious colleagues through a train-the-trainer model as seen in many church-

based health promotion interventions (Campbell et al, 2007). 

 This leads to the next level of the socio-ecological model, community, which 

considers the relationships between organizations. As churches and religious leaders start 

to broaden their individual understandings of religious texts and begin to address issues 

of stigma, it will be important for them to connect with other churches and religious 

leaders in order to bring about a more collective change. In order to further this collective 

change, it will be important to develop advocates in local, regional, and national religious 

associations and conferences where various churches and religious leaders gather to 

discuss church teachings. Ultimately, if there is a shift in teaching among these local, 

regional, and national religious associations and conferences, however incremental, the 
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hope is that this can filter down to local religious bodies where there can be a broader 

reduction in stigma among the congregants. 

 

Public Health Policy 

 However, many of the disparities that BMSM face with regards to stressful life 

events, experiences of childhood trauma, and depressive symptomatology originated far 

beyond the religious bodies in their communities, and as such, it is not fair to put the onus 

of change solely on these religious bodies. In order to fully address these disparities and 

the physical and mental health of BMSM more broadly, it is important to consider the 

final level of the socio-ecological model, public policy. This level concerns the laws, 

regulations, and social structures that contribute to the disparities faced by BMSM. To be 

sure, there is still a role for religious bodies to play at this level. For instance, as the 

thoughts and teachings of the local, regional, and national religious associations and 

conferences begins to shift, it will be important for these large delegations to use their 

collective voice to call for changes at a national level. Such calls for action may range 

from providing informational toolkits to local congregations to inform them of ways to 

affect changes at the local level, to meeting with Congressional members and holding 

large rallies on Capitol Hill, as was done recently by the Progressive National Baptist 

Convention (PNBC) to support voting rights (Guy, 2022). Similarly, these large Black 

religious delegations could rally for a host of things that might improve the health and 

well-being of BMSM, including addressing issues of poverty, incarceration, access to 

quality healthcare, access to culturally competent care, and the dearth of Black male 

physicians in this country. These religious conferences and associations can also advocate 
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for issues that drive stigma around HIV, including repealing laws that criminalize HIV 

status and transmission between consenting partners. 

 In conclusion, as we continue to see political attacks on marginalized 

communities in this country, and the very notion of diversity and inclusion being tossed 

aside as “woke ideology,” it is ever more important to find ways to address the physical 

and mental health of BMSM who exist at the intersection of two marginalized identities. 

So many years have been spent on researching the physical and mental health needs of 

BMSM, and yet this population continues to suffer from higher rates of HIV acquisition, 

higher rates of depression, and numerous other health disparities. Much more needs to be 

done at the national and state levels to address these disparities. However, the reality in 

this political climate is that any opportunities for meaningful intervention will most likely 

begin in local communities. As religious institutions have been the center of the Black 

community for generations, churches and religious leaders with a more progressive 

ideology have an important role to play in these interventions. Through proliferating true 

acceptance and drowning out the negative anti-gay messaging preached by many 

traditional churches, progressive churches can be effective community partners in helping 

to harness the benefits of religion and spirituality for BMSM. As such, it is my sincere 

hope that this research, combined with what has been gleaned from previous studies, can 

provide a foundation for researchers to continue working with religious communities to 

develop meaningful interventions that start locally and that can eventually be scaled up to 

meet the needs of BMSM at a broader level. 
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Appendix: HPTN 061 ACASI Survey Questions 

 

DEPRESSIVE SYMPTOMOLOGY (CES-D) 

Next we'd like to ask some questions about how you've been feeling and thinking in the 

last week. You are asked to choose the option that best describes how many days in the 

last 7 you have felt a certain way: 

 

A. Less than 1 day (Rarely/none of the time) 

B. 1-2 days (Some/a little of the time) 

C. 3-4 days (Occasionally/moderate amount of time) 

D. 5-7 days (Most of the time) 

 

(a) I was bothered by things that usually don't bother me. 

(b) I did not feel like eating; my appetite was poor. 

(c) I felt that I could not shake off the blues even with help from my family or friends. 

(d) I felt that I was just as good as other people. 

(e) I had trouble keeping my mind on what I was doing. 

(f) I felt depressed. 

(g) I felt that everything I did was an effort. 

(h) I felt hopeful about the future. 

(i) I thought my life had been a failure. 

(j) I felt fearful. 

(k) My sleep was restless. 
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(l) I was happy. 

(m) I talked less than usual. 

(n) I felt lonely. 

(o) People were unfriendly. 

(p) I enjoyed life. 

(q) I had crying spells. 

(r) I felt sad. 

(s) I felt that people disliked me. 

(t) I could not get going. 

 

 

STRESSFUL LIFE EVENTS 

Listed below are a number of events that sometimes bring about change in people's lives. 

Please indicate whether you have experienced each event in the last 6 months. 

 

Did any of the following events happen to you in the last 6 months? 

A. Yes 

B. No 

 

(a) You got separated, divorced, or had a break-up with a life partner. 

(b) Death of close family member or very close friend. 

(c) Serious illness or injury of close family member or very close friend (do not include 

those who have died). 
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(d) Loss of your job (fired, laid off, quit, retired). 

(e) Trouble with your employer (risk of losing your job, experiencing discrimination) OR 

trouble finding employment (you must be seriously looking AND out of work for at least 

2 months). 

(f) You had a major worsening of your financial status or you had major chronic financial 

problems (e.g., months behind in bills, foreclosure) 

(g) You had a major illness, chronic health problem or injury. 

(h) You were physically attacked or sexually abused or assaulted or had your life 

threatened. 

(i)You or your partner were arrested for a serious crime (e.g., DUI, possession, robbery). 

(j)You or your partner were convicted of a crime and went to jail/prison. 

(k)You were robbed or your home was burglarized. 

(l) Moved residence more than once during the last 6 months. 

 

 

CHILDHOOD SEXUAL ABUSE 

1. When you were growing up (before 12 years old), did you have any sexual 

experiences? By sexual experience, I mean sexual touching or sexual intercourse. 

A. Yes 

B. No 

C. Don't know 
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2. Was the person or persons you had the sexual experiences with an adult or someone at 

least 5 years older than you? 

A. Yes 

B. No 

C. Don't know 

 

3. Between the ages of 12 and 16, did you have any unwanted sexual experiences? By 

sexual experience, I mean sexual touching or sexual intercourse? 

A. Yes 

B. No 

C. Don't know 

 

4. Between the ages of 12 and 16, did you have any sexual experiences (wanted or 

unwanted) with an adult or someone at least 5 years older than you? 

A. Yes 

B. No 

C. Don't know 

D. Refused 

 

 

CHILDHOOD PHYSICAL ABUSE 

1. When you were growing up (before 12 years old), did you ever experience serious 

physical violence? By physical violence, I mean were you ever hit, hit with an object, 
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punched, kicked or beaten up in a way that resulted in injury, severe pain or other serious 

harm? 

A. Yes 

B. No 

C. Don't know 

 

2. Was the person or persons who was/were violent to you an adult or someone at least 5 

years older than you? 

A. Yes 

B. No 

C. Don't know 

 

 

FREQUENCY OF RELIGIOUS ACTIVITIES 

How often do you attend religious or spiritual services? 

A. Never 

B. Holidays 

C. Monthly 

D. Weekly 

E. Daily 
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PERCEIVED ACCEPTANCE OF HOMOSEXUALITY 

To what degree does the religious/spiritual group you affiliate with accept men who 

have sex with men? 

A. No acceptance of men who have sex with other men 

B. Some acceptance of men who have sex with other men 

C. Moderate acceptance of men who have sex with other men 

D. A lot of acceptance of men who have sex with other men 

E. Do not know 

 

 

SPIRITUAL BELIEFS 

1. Meditation/prayer helps me to find solutions to my problems. 

A. Strongly agree 

B. Agree 

C. Neither agree or disagree 

D. Disagree 

E. Strongly disagree 

 

2. Believing in a higher self/God gives meaning to my life. 

A. Strongly agree 

B. Agree 

C. Neither agree or disagree 

D. Disagree 
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E. Strongly disagree 

 

3. Meditation/prayer makes me feel better. 

A. Strongly agree 

B. Agree 

C. Neither agree or disagree 

D. Disagree 

E. Strongly disagree 

 

4. Events in my life reflect an overall purpose and plan. 

A. Strongly agree 

B. Agree 

C. Neither agree or disagree 

D. Disagree 

E. Strongly disagree 

 

 

POTENTIAL COVARIATES 

Age: age at time of enrollment (in years) 

 

Educational Attainment (highest level completed) 

A. 8th grade or less 

B. Some high school 
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C. High school graduate or equivalent 

D. Vocational/Trade/Technical school 

E. Some college or 2-year degree 

F. Finished college 

G. Masters or advanced degree 

 

Employment: Are you currently employed? 

A. No, retired 

B. No, unable to work 

C. No, unemployed 

D. Yes, working full-time 

E. Yes, working part-time 

 

Annual Income 

A. Less than $5,000 

B. $5,000 – $9,999 

C. $10,000 – $19,999 

D. $20,000 – $29,999 

E. $30,000 – $39,999 

F. $40,000 – $49,999 

G. $50,000 – $59,999 

H. $60,000 – $69,999 

I. $70,000 – $79,999 
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J. $80,000 or more 

 

Housing Status 

A. I do not have a stable home 

B. I live by myself 

C. I live with a partner 

D. I live with a roommate 

E. I live with members of my house 

F. I live with relatives 

G. Other 

 

Marital/Cohabitation Status 

A. I have a primary/main partner, but we are not living together 

B. I am living with primary/main partner 

C. I am married or in a civil union/legally-recognized partnership 

D. I am single, divorced, or widowed 

 

Sexual Identity: Which of the following word or words do you feel best describes 

you today? 

A. Homosexual 

B. Gay 

C. Bisexual 

D. Heterosexual 
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E. Same gender loving 

F. Sexual 

G. Queer 

H. Two spirted 

I. Questioning 

J. Polyamorous 

K. Pansexual 

L. Straight 

 

Gender Identity: Which of the following word or words do you feel best describes 

you today? 

A. Male 

B. Female 

C. Transgender 

D. Transsexual 

E. Genderqueer 

F. Realness 

G. Butch queen 

H. Femme queen 

I. Trannie 

J. Intersex 

K. Crossdresser 

L. Other (please specify) 
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Alcohol Use: In the last 6 months, how often did you have a drink containing 

alcohol?  

A. Never 

B. Monthly or less 

C. 2 to 4 times a month 

D. 2 to 3 times a week 

E. 4 or more times a week 

 

Substance Use: For each of these drugs, please select “Yes” or “No” as to whether 

you have used them in the last 6 months: 

A. Marijuana 

B. Inhaled nitrates (poppers) 

C. Smoked cocaine (crack, freebase) 

D. Powder cocaine (coke) 

E. Methamphetamine (crystal, tina, speed) 

F. Anabolic Steroids/Male Hormones (testosterone) 

G. Female Hormones 

H. Heroin 

I. Unprescribed Vicodin, Oxycontin, Xanax 

J. Viagra, Cialis, or Levitra 

K. Any of the following: Ketamine/Special K, MDMA (ecstasy, X, XTC), 

GHB, GBL, BD, G, PCP (alone or with marijuana: dust, dipper), Acid, 

mushrooms, or any other hallucinogen (LSD, shrooms) 



 

112 
 

L. Other 

 

Substance Use Frequency: How many days did you use “x” in the last 6 months? 

(Note: this question was only showed if participant answered yes to any substance 

use choice listed above, and “x” would be the substance that they indicated using) 

A. Daily 

B. Several times a week 

C. Weekly 

D. Several times a month 

E. Monthly 

F. A few times 

G. Once 
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