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Abstract

Minority stress theory posits that homonegativity—whether experienced, anticipated, or internalized—adversely impacts
health. We conducted qualitative interviews with 28 YB-GBMSM living with HIV to explore manifestations of homonegativ-
ity over the life course. Thematic analysis identified patterns in the ways that homonegativity was discussed at different points
in participants’ lives. Stifling, and sometimes traumatic, familial and religious environments led to experienced homonegativ-
ity early in life. These experiences led to anticipated and internalized homonegativity, which in turn shaped sexual identity
formation processes in adolescence and into young adulthood. Ultimately, many participants distanced themselves from
home environments, seeking and often finding extrafamilial support. Most participants eventually reached self-acceptance of
both their sexuality and HIV status. In conclusion, experienced, anticipated and internalized homonegativity were pervasive
as YB-GBMSM navigated family and religious environments over the life course. Future interventions should work with
youth, families, and churches to prevent these harmful experiences.
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Resumen

La teoria del estrés de las minorias postula que la homonegatividad, ya sea experimentada, anticipada o internalizada, afecta
negativamente a la salud. Realizamos entrevistas cualitativas con 28 YB-GBMSM que viven con el VIH para explorar las
manifestaciones de homonegatividad a lo largo del curso de la vida. El andlisis temético identific6 patrones en las formas en
que se discuti6 la homonegatividad en diferentes puntos de la vida de los participantes. Los ambientes sofocantes, a veces
traumaticos, familiares y religiosos causaron a una homonegatividad experimentada en la vida temprana. Estas experiencias
causaron a una homonegatividad interna e anticipada, que a su vez dio forma a los procesos de formaci6n de la identidad
sexual en la adolescencia y en la edad adulta temprana. En dltima instancia, muchos participantes se distanciaron de los
entornos del hogar, buscando y con frecuencia encontrando apoyo extrafamiliar. La mayoria de los participantes finalmente
llegaron a la autoaceptacion de su sexualidad y su estado de VIH. En conclusién, la homonegatividad experimentada, antici-
pada e internalizada fue generalizada en los entornos familiares y religiosos de YB-GBMSM durante el curso de la vida. Las
intervenciones futuras deberian trabajar con los jovenes, las familias y las iglesias para prevenir estas experiencias dafiinas.
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Introduction

An estimated 1.1 million people are currently living with
HIV in the United States (US), approximately 70% of
whom are gay, bisexual and other men who have sex with
men (GBMSM). Among US MSM, incidence and preva-
lence vary widely across age and racial/ethnic groups [1].
Black GBMSM, particularly young Black GBMSM (YB-
GBMSM) bear a disproportionate burden of HIV relative to
other racial groups; prevalence among YB-GBMSM is esti-
mated at 26% (vs. 3% among their white counterparts) [2].
There are also significant geographic disparities in the US
epidemic, with the Southern states being disproportionately
impacted [3-5]. Although the Southern US is only home to
38% of the country’s population, over 50% of new cases of
HIV/AIDS were diagnosed in the South in 2016 [4]. Fifty
percent of people who are unaware they are living with HIV
live in the South, and over 50% of the HIV-related deaths
occur within this region [3].

Several factors contribute to HIV-related disparities in
the South [5, 6]. Social conservatism, including opposition
to same-sex sexual behavior and marriage, is most prevalent
in the South—informally referred to as the “Bible belt” due
to the pervasiveness of conservative religious and political
views [6]. These conservative ideologies have been associ-
ated with increased HIV stigma, and often work to decrease
the effectiveness of HIV prevention and treatment efforts
[5, 6]. Poverty also plays a role in the Southern HIV epi-
demic; eight of the ten poorest US states (as measured by
lowest median income) are Southern [6]. Poverty may lead
to HIV risk in a multitude of ways including direct associa-
tions—in one recent study based in the US South, poverty
at the county-level was correlated with HIV prevalence [7].
Finally, policies related to health insurance and delivery
of healthcare services contribute to regional disparities as
well. People living in the South are less likely to have health
insurance [5, 6], due in part to lack of Medicaid expansion
in the majority of Southern states even after the passage of
the Affordable Care Act. Additionally, analyses show that
the Ryan White HIV/AIDS program, which provides care
to uninsured people living with HIV (PLWH), gives less
funding per person to states in the South [8]. Thus, for many
PLWH in this region, limited access to financial resources is
often a barrier to seeking quality healthcare services, which
in turn are not always readily available.

It is therefore well established that HIV disproportion-
ately affects Southern populations, and that YB-GBMSM
are at especially high risk. However, little work has spe-
cifically examined the ways in which different Southern
cultural and political environments may impact HIV risk
for YB-GBMSM over the life course. Several studies have
linked conservative cultural climates to HIV risk, but the

intrapersonal pathways between cultural conservatism and
HIV risk are understudied. We hypothesize that homonega-
tivity, defined as negative societal attitudes about homosexu-
ality and same-sex sexual behaviors, is a key mediator of
these pathways [9].

The construct of homonegativity is outlined in Meyer’s
minority stress theory, which posits that sexual prejudice is
stressful to sexual minorities, leading to negative effects on
physical and mental health [9]. Meyer specifically outlines
three types of minority stress: (1) external stressful events
(e.g., experienced discrimination); (2) stress related to the
anticipation of discrimination; and (3) internalization of
negative societal attitudes, or internalized homonegativity.
Internalized homonegativity may be experienced through-
out the life course of LGBTQ individuals, and can persist
even after achieving some level of identity acceptance [9].
Associations between internalized homonegativity, low
self-esteem and mental health outcomes (e.g., anxiety and
depression) are well documented [10-13]. Of note, several
studies suggest that internalized homonegativity is higher
among sexual minority youth than older individuals [10-13],
suggesting that YB-GBMSM would be at particularly high
risk.

Prior research on homonegativity among Black GBMSM
has primarily focused on internalized homonegativity and is
generally not specific to younger subsets of this population.
Of note, studies in primarily white samples may not reflect
the lived experiences of YB-GBMSM, as researchers have
shown marked differences in amount and characterizations
of internalized homonegativity across racial groups [13—15].
Studies specific to Black GBMSM have identified higher
self-perceived masculinity and increased levels of religi-
osity as risk factors for internalized homonegativity [13].
Conversely, culturally-specific forms of resilience can also
be protective against internalized homonegativity in Black
GBMSM [13].

Prior research also points to experienced and internalized
homonegativity as possible predictors of elevated HIV risk
among Black GBMSM [11, 13, 16-18]. A study of YB-
GBMSM in Mississippi found that anti-gay cultural norms
served as a barrier to safe sex practices [19]. Another inves-
tigation of experiences of homophobic events among Black
MSM found that experienced homophobia was a predictor of
condomless anal sex within this population [17]. Improved
understanding of the manifestations of homonegativity may
therefore serve as a powerful tool to mitigate these processes
and decrease HIV risk among YB-GBMSM.

Similar to the rest of the South, the state of Georgia is
characterized by low socioeconomic status and poor health
outcomes [4]. Of note, however, the cultural context of
Atlanta, Georgia’s capital city, is somewhat distinct from
its Deep South surroundings. Atlanta is colloquially known
as the “Black Gay Mecca” due to the presence of a large and
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visible Black lesbian, gay, bisexual, transgender, and queer
(LGBTQ) community, many of whom have migrated from
other parts of the South [20]. While many consider Atlanta
to represent the pinnacle of Black gay life and culture, it is
also an HIV epicenter, where the majority of PLWH are
Black GBMSM [21, 22]. Given the unique positioning of
Atlanta as a “Black Gay Mecca” and HIV epicenter that is
situated within, yet somewhat unique compared to the rest
of the Southern US, we sought to qualitatively explore the
manifestations of homonegativity over the life course in a
group of YB-GBMSM living with HIV in Atlanta.

Methods
Context

This analysis is derived from a larger intervention devel-
opment study focused on social capital and engagement in
care among YB-GBMSM living with HIV in Atlanta, Geor-
gia [23]. We conducted in-depth interviews (IDIs) with 28
YB-GBMSM living with HIV between May and October of
2017. The semi-structured IDI guide was divided into five
domains: (1) Early Life Experiences, (2) Social Network
Composition, (3) HIV Stigma, Disclosure, and Gay Identity,
(4) Using Social Capital, and (5) Reciprocity. The first three
domains elicited information on Meyer’s constructs of antic-
ipated, experienced, and internalized homonegativity and
thus comprised the focus of the current secondary analysis.
Our study was conducted in collaboration with a youth advi-
sory board (YAB) comprised of nine YB-GBMSM living
with HIV. The YAB provided input in development of the
interview guide, recruitment of participants, and conducting
of interviews. The study was approved by the Emory Uni-
versity Institutional Review Board and the Grady Research
Oversight Committee.

Participants

Eligibility criteria included, by self-report: age between
18 and 29 years, Black/African-American race, male gen-
der, HIV-positive serostatus, and any history of sex with
men. Participants were identified through an HIV clinic,
partnering community-based organizations, and personal
referrals from the YAB and study team.

Procedures
All interviewers were trained in qualitative research meth-
ods. The majority of IDIs were conducted by two mem-

bers of the research team who self-identified as Black
and gay (one male and one female). Members of the YAB
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also underwent training in qualitative interviewing and
helped to conduct some IDIs (accompanied by research
team members). All IDIs were conducted in either a pri-
vate room within a clinic building, or an alternative loca-
tion that was more accessible to the participant. Before
each IDI, participants completed a brief demographic
questionnaire. On average, IDIs lasted one and a half to
two hours. IDIs were recorded digitally and transcribed
verbatim by a professional transcriptionist. Upon comple-
tion of the IDI, participants received written information
about the study and a $50 gift card as a token of apprecia-
tion for participating. After each interview, members of
the research team convened to debrief; salient emerging
themes were added to the interview guide in an iterative
fashion. Interviews were conducted until thematic satura-
tion was reached.

Thematic Analysis

Transcripts were imported into MAXQDA 12 (VERBI soft-
ware, Berlin, Germany), a qualitative data management pro-
gram, for coding and thematic analysis. The research team
began the analytic process by developing a codebook, using
a combination of structural (deductive) codes derived from
the interview guide and guiding theoretical framework, and
inductive codes derived from the data. The codebook was
amended repeatedly through an iterative process, which con-
sisted of reading transcripts, identifying recurring themes,
discussing codes, and refining definitions. Next, research
staff wrote thick descriptions of each theme—which were
extensive memos of each code to explain depth, breadth,
context, nuance, as well as to explain relationships between
codes [24]. Finally, we compared participant cases and ana-
lyzed emergent patterns in the data. Thematic saturation
was determined through a group-level process of assessing
how often themes occurred across the dataset and how com-
pletely each theme could be understood based on the data
presented. The data met our criteria for saturation on the
concept of homonegativity, in that the additional gathering
of data ceased to spark new theoretical insights or reveal new
properties of this concept [25].

Results
Sample Description

We interviewed 28 YB-GBMSM between the ages of 18
and 29 (Table 1). The average age of participants was
24.3 years (standard deviation =2.7 years). All participants
had at least a high school diploma equivalent or a trade cer-
tification, and most had some postsecondary education as
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well. The majority of participants were raised in the South,
but only eight participants were raised within metropoli-
tan Atlanta. Fourteen participants were from other parts of
the South, four participants were from the Northeast, and
two participants were from the Midwest. Nine participants
described their hometowns as small or rural during their
interviews.

We found that homonegativity was described differently
at various stages of the life course. When recounting their
childhoods and early adolescence, participants described
varied levels of experienced homonegativity within their
families of origin, which was heavily influenced by con-
servative Christian religious environments. These experi-
ences translated into anticipated and internalized homon-
egativity as participants went through adolescence and
the accompanying processes of sexual identity formation
and coming out. Finally, in describing more recent expe-
riences in young adulthood, many participants discussed
the impact of migration from stifling environments and
the role of extrafamilial social support in their evolving
self-acceptance.

Table 1 Participant demographics (n=28)

Age
Mean age 243+2.7
Ethnicity: n (%)
African-American 26 (92.9%)
African-American/Latino 1 (3.6%)
African-American/American Indian 1 (3.6%)
Annual income: n (%)
x<20,000 16 (57.1%)
20,000 < x < 40,000 8 (28.6%)
40,000 < x < 60,000 3 (10.7%)
Not reported 1 (3.6%)
Education level: n (%)
High school diploma/GED 8 (28.6%)
Trade certification 1 (3.6%)
Some college 13 (46.4%)
Associate degree 2 (7.1%)
Bachelor’s degree 4 (14.3%)
Daily medication adherence
Yes 23 (82.1%)
No 5(17.9%)
From the South
Yes 22 (78.6%)
No 6 (21.4%)
From Atlanta
Yes 8 (28.6%)
No 20 (71.4%)

Childhood and Early Adolescence:
Experienced Homonegativity

Familial Homonegativity

Many participants experienced homonegativity from their
families of origin during childhood and early adolescence.
Most were taught explicitly that being attracted to men or
having sex with men was wrong; these messages were pri-
marily framed with religious teachings.

We’re very religious. Um, I started dating and talking
to guys around 14. I tried to keep it under wraps, but
my parents found out when I was 16. We didn’t do the
whole conversion therapy [...] but they had their own
little version where they took me out of the school
activities. I was in church 24/7, as much as possible.
Took my cellphone, couldn’t talk to anybody. They
monitored the music I listened to, the TV shows that
I watched. And they also had me talk to an elder, who
is an ex-homosexual, who was married with kids. I
had to talk to him for about an hour once a week for
like, almost a year. And, uh, I mean, I'm still gay, so
I’m like, you see how that went over (laughter). I'm
not really close to my family like that because of that.
(Participant 6, Age 27, Virginia).

In addition to these explicit messages about the immoral-
ity of same-sex sexual behaviors, participants also received
negative communication about feminine gender expression.
Many parents discouraged behaviors that could be perceived
as gay or feminine, as illustrated below:

I told my dad, ‘Hey, I think I like guys,” and my father’s
response was, ‘I don’t care what you do in your life,
I don’t care who you sleep with, just as not as you’re
not a bitch.” Those were his verbatim words and, you
know, I just accepted it for what it was. [...] He didn’t
want me to be a flaming-ass gay, walking around I
guess in high heels and wigs, and all the extra-ness
that comes with this lifestyle that you typically will
see. (Participant 4, Age 29, Virginia)

These participants’ experiences of homonegativity in
their home environments were representative of the major-
ity of participants in our study.

Escalation to Abuse and Trauma

Trauma and abuse were common, with the majority of par-
ticipants reporting verbal, emotional and/or physical abuse
associated with their sexual orientation. Participant 7 related
an incident in which his parents discovered him using their
desktop computer to view pornographic images of men:
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My father just sat there looking at the picture [...] a
dick on the screen and just looking at me. “This the
type of shit you’re doing?” My mom came in and
picked up the chair and swung it at me. And then
walked up, picked up the chair and proceeded to knock
me over the head with the chair... [My mom] said she
wishes that... like if that’s the life that I choose she
wishes that she would have had an abortion. (Partici-
pant 7, Age 27, Georgia)

Other participants specified the physical and mental
health implications of such abuse and homonegativity.
Below, one young man explained an encounter with his
parents after he disclosed to them that had been raped by
his older brother:

My father would call [me] a liar [...] I remember the
first time it happened, I was bleeding, and it hurt really
bad and I showed my mother and my mother shows my
father. And my dad says that’s, he probably hurt him-
self. And my mother told me, “Did you hurt yourself?”
I said, “No, [my brother] did this to me.” And he says
to me, “My son isn’t a faggot. You’re not a faggot. Stop
pretending that you are!” [...] I grew very angry, very
angry to the point where I grew hate in my heart for
life. (Participant 21, Age 28, New Jersey)

These descriptions of abuse were the most extreme man-
ifestations of familial homonegativity, but they were not
uncommon in our sample.

Variation in Familial Homonegativity

Of note, a minority of participants had families that were
generally accepting of their sexuality, as illustrated below:

[My sexuality] was never frowned upon, but it was just
kind of looked at in the family as okay, he’s a little dif-
ferent. It’s okay, we still love you, you're a little sweet
around the edges... But it was never frowned upon, it
was never looked at as a bad thing, I was never bullied
about it, I was never talked badly about. (Participant
13, Age 25, Metropolitan Atlanta)

Additionally, even for those who experienced some form
of familial homonegativity, it is important to note that such
views were rarely held or expressed by the entire family.
While some family members served as a source of stigma;
others often provided support. Participant 12 gives an exam-
ple of this phenomenon.

My mother kicked me out the house on [specific date];
I have not stayed in the same household with my mom
since that day. We’ve been in the same space, but I've
never lived or laid my head down in the same house
with her because I was so hurt that you kicked me out.
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The reason she kicked me out was because, I remember
that day so vaguely, she said, “What’s this I hear you
sucking niggas’ dicks and giving them your money?”
So, I just grabbed a few belongings, and I took the car
that they had got me, and I remember the next day they
came to the school and took my car. Child, they took
my car and cut my cellphone off. So, my aunt gave me
her [make and model of car]. (Participant 12, Age 25,
Arkansas)

Although this participant was recounting a very painful
memory of non-acceptance from his mother, the story ulti-
mately ended with an aunt who was willing to provide the
missing support.

Sexual Identity Formation and Coming
Out: Internalized and Anticipated
Homonegativity

Some participants explicitly outlined pathways between
experienced homonegativity earlier in life, and subsequent
internalization of homonegativity and accompanying psy-
chological distress during the processes of sexual identity
formation and coming out.

Of course, growing up in a religious household and
being a preacher’s kid, I was — my sexuality became
a point of contention when I was like 14, 15. And it
had me thinking very badly of myself. That’s the part
where the self-love didn’t really get instilled because
it’s like you’re told [being gay] is an abomination and
you’re going to go to hell. So, I'm thinking, I'm sitting
here praying to God every night, to take it away, cry-
ing myself to sleep, doing everything in the book and
watching straight porn, doing everything and trying
to make myself go straight...just like pretty much just
tearing myself apart. (Participant 6, Age 27, Virginia)

The theme of religion and the church was pervasive in
discussions of internalized homonegativity—as much of the
internal conflict participants described seemed to stem from
attempts to reconcile religious teachings with their growing
self-awareness of their sexuality. The quote below further
details this quandary and conflicted relationship with the
church:

I always went to church every Sunday, every Mon-
day, every Wednesday, and every Friday. Church was
a good experience, but the church I was going to was
starting to be a little bit too much and it was just like,
with me being gay and stuff [...] like I know what the
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Bible says. I know what it means but that’s not the
only thing in the Bible you know, and I felt like it was
just the more I was getting older, I felt like it was more
apparent that [ was gay and I felt like those were the
messages that were kept getting spoken about. It’s just
like, I don’t think I want to go to this church. (Partici-
pant 15, Age 20, Florida)

Many participants also described ways in which antici-
pated homonegativity led them to explore their sexual attrac-
tion for men in secret, including a system of “code switch-
ing” in which they de-emphasized their gay identity when
with their family or members of their religious community
as illustrated below:

[T was] not comfortable with my church members until
I was older and in college and then those church mem-
bers that were on my Facebook page [...] like my gay
friends commenting on stuff and you know because
sometimes my gay friends used a lot more [Black gay]
lingo than I ever did when I first got to college. So,
like ‘the girl,” ‘the bitch,” like I didn’t do all of that.
So, when they would comment [on my Facebook page]
and call me girl, I'm like, ‘Delete that! What is wrong
with you? My pastor is on my Facebook. Like no!’
(Participant 3, Age 25, Texas)

This type of cognitive dissonance was described by many
participants during their sexual identity formation processes
and was sometimes associated with social isolation and
depression.

Pathways Between Homonegativity and HIV
Risk

Participants explicitly described two ways in which homon-
egativity contributed to their HIV risk: through lack of edu-
cation and awareness and through forced secrecy about their
sexuality, leading to high-risk sexual encounters. Additional
consequences of homonegativity with potential implications
for HIV risk include psychological distress and housing
instability.

Lack of Sexual Health Education

Some of our participants made explicit connections between
homonegative environments and their eventual risk for, and
acquisition of, HIV. Looking retrospectively at their child-
hoods and early adolescent stages, many participants asso-
ciated homonegativity in their families and communities
with missed opportunities for vital sexual education. Many
participants expressed regret about not having knowledge of

HIV prevention methods prior to their diagnosis and cited
this information gap as a contributor to their subsequent risk
for HIV, as illustrated below:

When I was 14, I started to become sexually active.
And I guess because that was such, like, a hard time
for me in life, I kind of sought out to sex and guys and
kind of like partying as a way to escape reality [...] I
knew no knowledge of sex at all, like I didn’t know
how to prepare, what to do. I knew nothing about HIV,
STDs, like, anything, because it was at a point where I
was so distant away from everyone [in my family] that
I didn’t have anyone to kind of tell me about anything.
(Participant 8, Age 18, Metropolitan Atlanta)

These comments echoed sentiments that were voiced
by the majority of our participants, illustrating the ways in
which families and school systems may fail to provide neces-
sary sexual education during early adolescence, particularly
for sexual minority youth.

Secrecy Leading to High-Risk Behaviors

Secrecy about same-sex encounters and behaviors, prompted
by familial homonegativity, contributed to increased risk
behavior among participants and many participants acknowl-
edged it as a facilitator of contracting HIV.

Just in the sense honestly having HIV for the last,
Jesus, no wait... 5 years [...] I kind of initially felt
like I disappointed myself. Like I let myself down, like
I let my family down just because of the bad [sexual]
decisions that I made to get me to the point that [ am
now [...] when I was in high school [my mom and I]
bickered and fought a lot. I got caught doing dumb
stuff all of the time like sneaking people in the house
and like sneaking out of the house or staying out past
curfew or getting caught being at the club. (Participant
24, Age 23, Connecticut)

In addition to these direct effects on sexual behavior,
many also described ways in which homonegative environ-
ments led to known HIV risk factors such as psychological
distress (discussed above) and housing instability. Forced
displacement, or being “kicked out”, was described by sev-
eral participants and often led to social isolation, homeless-
ness, and financial struggles, as described below.

May of 2015, I was negative. When I was homeless,
I slept from, I slept with one person to the next to the
next to the next, performing oral sex or sleeping just
to be able to have a place to sleep for that night so that
I wouldn’t be out in the rain or out walking the streets
late at night. Very few times was penetration involved. It
was more so...it was more so oral and [inaudible]. And
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I needed to get tested again and I went the week right
before Thanksgiving. [I found out I had HIV] the Friday
right before Thanksgiving of [specific year]. (Participant
5, Age 24, Metropolitan Atlanta)

Because of the possibility of being disowned, another par-
ticipant described waiting until he secured a degree, a job, and
secure place to live before he came out to his family. These
stories illustrate the material consequences that were often
associated with disclosing sexuality to close family members,
highlighting both experienced and anticipated homonegativity
in our participants’ lives.

Evolving Self-Acceptance

In spite of the pervasive homonegativity and its consequences,
most of our participants described eventual self-acceptance
of both sexuality and HIV status. For many, this process was
framed within a physical move to Atlanta from other parts
of the South. Participants highlighted the importance of new
social support networks in mitigating the effects of prior
homonegativity.

Accepting Gay Sexuality and HIV Status

Internalized homonegativity was discussed primarily in the
past tense, as a phase to outgrow. Confident expressions of gay
sexuality were common, exemplified below:

At this point I'm grown, so I will tell anybody if they
ask. I am not ashamed of who [ am. When I was younger,
I would probably be very cautious about it, but now I'm
like if you wanna know, I am going to tell you. That is
one thing, I am not going to be ashamed of. (Participant
26, Age 24, South Carolina)

HIV seroconversion required a second self-acceptance pro-
cess in addition to the ongoing struggles of accepting one’s gay
identity. In most participants, the sexual identity acceptance
process and HIV status acceptance process were sequential;
for others they were concurrent and intimately intertwined.
Some participants expressed that, over time, their negative
feelings about their HIV status waned—mirroring the trajec-
tory of their feelings about their sexual identities (i.e. decreas-
ing internalized homonegativity).

Autonomy and Migration from Stifling
Environments

As our participants entered young adulthood, they began to
have the agency to leave stifling home and church environ-
ments. This separation was often a conscious decision made
in the interest of self-preservation, as described below:
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I think it’s difficult for me to see my sexuality inter-
twine in other environments that are expressively
against who I am [...] I don’t like being in environ-
ments that are not conducive to me, that hate me and
don’t want me there [...] that’s why I don’t often see
myself in a church or in environments of faith or pious
people because my wellbeing is important to me. (Par-
ticipant 18, Age 22, Metropolitan Atlanta)

As noted above, most participants were not raised in
Atlanta. Many young men spoke about how moving away
from their childhood home, to Atlanta, was a “freeing” expe-
rience in terms of gay identity and expression. The quotation
below illustrates this sentiment:

Back in Florida, I wasn’t confident at all because I
couldn’t be my true self, so when I moved to Atlanta,
I was like okay, I got the gratification, like this is real.
I’m comfortable with me, this is my true self. And I
couldn’t do that in Florida until I started, you know,
moved here and [saw] everyone - okay, he’s walking
around in heels and makeup, that’s his true, authentic
self. So, this is going to be mine. You know, I’m cool
with that, I’'m comfortable with it. (Participant 11, Age
27, Florida)

Once autonomous in Atlanta, the discovery of identity-
affirming spaces (e.g., support groups for gay men living
with HIV, gay nightclubs) was described as being vital to the
self-acceptance process and overall health and well-being.
In these spaces, participants asserted that they were able
to find support in the form of friends and mentors: “Being
around other gay people who are comfortable with their
sexuality. It’s like a confidence booster.” (Participant 2, Age
23, Georgia).

Discussion

Experienced, anticipated and internalized homonegativ-
ity were pervasive as YB-GBMSM navigated family and
religious environments over the life course. Through our
analysis, we found that these stifling, sometimes traumatic,
environments encountered during childhood and early ado-
lescence were often associated with experienced homon-
egativity. This in turn led to internalized and anticipated
homonegativity that shaped sexual identity formation and
expression in middle adolescence and young adulthood.
Through physical separation from homonegative environ-
ments, often involving migration to Atlanta from other
parts of the South, most participants had reached some
level of self-acceptance of their sexuality and HIV sta-
tus by the time of their interview. A key factor in reach-
ing self-acceptance was the presence of social support
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(from family of origin and/or new networks) in the lives
of participants.

Our participants had complicated and varied relationships
with their families of origin and often described the role
of friends or mentors in providing support that was miss-
ing. These complex support structures echo the concepts
of families of choice for LGBTQ individuals [26] or fictive
kin more commonly discussed in Black populations [27].
A recent study outlined different typologies of “family” for
young GBMSM in Detroit, highlighting the outsized role
of individuals with no biological or legal ties in providing
family-type support [28]. In this study, it was notable that
nearly 90% of their participants included families of origin
in their definition of family (even if others such as friends or
partners were included as well). These findings are similar
to our study, in which most participants did not describe
complete alienation—but discussed significant tensions in
navigating familial relationships from which they derived
varying levels of support around their sexual orientation.
Thus, when conceptualizing YB-GBMSM families and sup-
port networks for intervention development or direct care, it
seems prudent to include the family of origin—but to also
be inclusive of a wide range of “family” structures, support
networks and dynamics.

Religious themes were pervasive in participants’ descrip-
tions of the homonegativity they encountered and inter-
nalized, reflecting high levels of religiosity among Black
Americans, particularly in the South—where most of our
participants were raised. Our participants’ complicated rela-
tionship with religious environments is consistent with other
studies of religiosity among Black GBMSM [11, 13, 29];
acknowledging both the importance and potentially harm-
ful effects of the church in their lives. Given the importance
of Black churches in the community, and the importance of
religion to YB-GBMSM themselves, approaches to decrease
homonegativity in the church are of paramount impor-
tance. We concur with public health leaders who suggest
that instead of simply helping YB-GBMSM to cope with
homonegativity from the church, public health practition-
ers should engage with church leadership to develop pro-
ductive approaches to decreasing stigma while promoting
tolerance and compassion within the church [30]. Proposed
approaches include the provision of HIV testing services
within congregations through special ministries and using
scripture within religious spaces to directly denounce homo-
phobia and teach acceptance [29].

Our participants’ trajectories of sexual identity realization
culminating in eventual acceptance (for most) were consist-
ent with—but also added to—existing frameworks for under-
standing sexual identity formation among LGBTQ youth
(e.g., Troiden’s Model of Sexual Identity and Development,
Coleman’s Developmental Stages of the Coming Out Pro-
cess, and the Cass Identity Model) [31-33]. These existing

models, which describe the sexual identity development
process of LGBTQ youth, begin with a stage characterized
by confusion and feelings of marginalization and end with
identity synthesis that involves acceptance of one’s sexu-
ality [31-33]. Our analysis adds further context to under-
standing of these stages among YB-GBMSM living with
HIV in Atlanta, whose sexual identity formation processes
were shaped by specific cultural contexts, including a heavy
influence of religion. Instead of the “generalized feelings of
marginality” based on difference from heterosexual peers
described in existing sexual identity models, the feelings of
YB-GBMSM additionally stem from not fitting into racial,
gendered, and sexual expectations of black families and
churches.

The associations between homonegative environments
during adolescence and HIV risk demonstrated in the data
adds to the existing body of knowledge on the relationships
between homonegativity, environment, and health outcomes
among Black GBMSM [19, 34-37]. Internalized homonega-
tivity is mainly thought to negatively impact the physical and
mental health of this population through pathways in which
psychological distress leads to individual-level risk. Our par-
ticipants’ narratives outlined another pathway between early
experienced homonegativity and later HIV risk, mediated
by suboptimal sexual education. Participants blamed par-
ents, school systems and the church for lack of discussion of
same-sex sexual behaviors, postulating that such education
might have prevented their eventual HIV seroconversion.
These narratives support calls for comprehensive sexual
education that is inclusive of same-sex behaviors—both
in families and in other (e.g., school-based) settings. HI'V-
related sexual health information has been cited as a human
right by the United Nations [38] —but is severely restricted
in many US schools due to state-level policies, particularly
those in the South [39].

Our interviews suggest that increased physical and
emotional distance from homonegative environments may
play a crucial part in reaching self-acceptance among YB-
GBMSM. The majority of participants migrated to Atlanta
from out-of-state, but the theme of migration was not lim-
ited to this particular trajectory. Even within Atlanta, sim-
ply leaving the parental home could similarly facilitate the
self-acceptance process. In these newfound environments,
our participants were able to gain social support through
new connections, and participants often discussed the
idea that new relationships with similar individuals (age,
sexual orientation, and HIV serostatus) can bolster self-
confidence, coping skills, and engagement in HIV care.
Our findings are consistent with a prior study which found
that increased internalized homonegativity was linked to
decreased likelihood that a gay man had been in a gay
social space, such as a club or sexual minority serving
organization [12]. A number of researchers have examined
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the importance and influence of identity-affirming envi-
ronments for GBMSM more generally [11-13]. Future
interventions could aim to facilitate social support within
identity-affirming spaces, similar to what many partici-
pants discovered organically over their life course.

Limitations

This study had several limitations. As participants had
to self-report HIV-positive status and gay sexual identity
to screen into the study, there may have been a selection
bias towards those who are further along in these self-
acceptance processes. Additional selection bias may have
resulted from the fact that much of our recruitment hap-
pened through an HIV clinic—YB-GBMSM who were
engaged in care there may have overall had more stable life
situations than those who are out of care. Finally, this was
a one-time, cross-sectional study of dynamic processes,
and we acknowledge that we may not have fully captured
the complex trajectories of our participants’ journeys
towards self-acceptance.

Conclusions

Homonegativity experienced over the life course of YB-
GBMSM living with HIV has critically important public
health implications related to prevention and treatment
of HIV. Our analysis suggests that early experiences of
homonegativity in the church and home lead to further
internalized and anticipated homonegativity, with sig-
nificant implications for HIV risk and general mental
health. Our participants dealt with these stressors at times
by moving to (or within) Atlanta to distance themselves
from harmful environments, which had both beneficial
and harmful effects. Future work in this area should focus
on improving sex education, working with families and
churches, and providing social support in identity-affirm-
ing spaces for YB-GBMSM in the South.
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