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Abstract
Given their disproportionate HIV incidence, there is a critical need to identify factors related to HIV risk among Black 
young men who have sex with men (YMSM) in the southeastern United States. This study investigated the association of 
family factors and HIV-related outcomes among Black YMSM in Mississippi ages 14–20 (n = 72). Multivariable regression 
models evaluated associations of family factors and outcomes. Greater parent/child communication about sex was associated 
with fewer lifetime male sex partners and lower odds of lifetime anal sex. Greater parental monitoring was associated with 
greater likelihood of future condom use. Sexual orientation disclosure was associated with more lifetime male sex partners. 
Parental monitoring and parent/child communication about sex were protective, suggesting that family-based interventions 
are promising for HIV prevention among Black YMSM in Mississippi. Results also indicated that YMSM who are “out” to 
family are important to reach, and families could be useful in encouraging healthy behaviors.

Keywords Black young men who have sex with men · Parent child communication about sex · Parental monitoring · HIV 
risk behavior · Sexual risk behavior

Introduction

Black or African American young men who have sex with 
men (hereafter referred to as “Black YMSM”) living in Mis-
sissippi are at particularly high risk for HIV infection. In 
2019, sexual behavior between males accounted for 81% 
of new HIV infections among 13–24-year-olds nationally 
[1], and more than half of these cases were among Black 
YMSM. In Mississippi, the prevalence of HIV among MSM 
is twice the national rate (23% vs. 11%) [2], and Black MSM 
are five times as likely to be infected with HIV as their White 
counterparts [3]. Given their acute vulnerability, there is a 
critical need to identify the factors that predict HIV risk 
behavior among Black YMSM in Mississippi.

According to the social personal framework, parents are 
important influences on adolescents’ sexual risk behavior 
through parenting practices such as communicating with 
their child about sex and monitoring their child’s wherea-
bouts, activities, and peers [4]. Previous studies have applied 
this framework to Black adolescents in observational [5] 
and intervention studies [6, 7]. Aligning with this theory, 
research with presumably majority heterosexual adolescents 
indicates that parent/child communication about sex [8] and 
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parental monitoring are protective [9]. Findings have also 
supported that parent/child communication about sex is 
associated with better sexual health outcomes among likely 
predominantly heterosexual samples of Black adolescents 
and emerging adults [10–12], and parent-based interven-
tions targeting such communication have been effective in 
reducing sexual risk for Black and Hispanic or Latino/a/x 
adolescents [13].

Nonetheless, the relationship between parenting practices 
and adolescent sexual behavior may differ significantly for 
Black YMSM. The minority stress model for sexual minor-
ity populations [14] holds that sexual minority individuals 
experience additional stressors on the basis of their sexual 
minority status. For YMSM, such stressors can include their 
family rejecting them based on their sexual orientation, 
which may place a strain on the parent/child relationship 
in mild cases or lead to the son’s separation from the fam-
ily in more extreme ones (see [15] for a review).Whether a 
YMSM is “out” to his parents may shape whether he tells 
them about his social activities and how effectively parents 
monitor his behavior. At the same time, in many families, 
parents likely remain a significant influence on YMSM’s 
behavior, particularly for those young men living at home.

The extant research on parent/child communication about 
sex and YMSM largely supports the premise that it is pro-
tective with respect to sexual health outcomes. YMSM in 
a qualitative study reported that conversations with their 
parents about topics such as condoms and HIV influenced 
their sexual behavior [16], and parent/child communication 
about sex has been associated with less condomless anal 
sex for YMSM [17]. There is also evidence that parent/child 
communication about sex is related to other HIV prevention 
behaviors, specifically that more frequent communication 
about sex with men is associated with HIV testing [18] and 
that greater comfort with parent/child communication about 
sex is associated with pre-exposure prophylaxis (PrEP) use 
[19]. However, one study found no association between 
parent/child communication about sex and sexual behavior 
among YMSM and that more communication was associ-
ated with greater likelihood of condomless anal sex among 
sexually active YMSM [20], indicating the need for more 
research on these links.

The growing body of literature on parental monitor-
ing and YMSM’s sexual behavior has produced somewhat 
inconsistent results. There is evidence that when parents are 
more knowledgeable about their son’s activities and wherea-
bouts, exercise greater control, enforce rules, and engage 
in more supervision, YMSM report better sexual health 
outcomes [21, 22]. Other findings suggest no relationship 
between parental knowledge and monitoring and sexual 
behavior [20, 21], and more parental inquiries about the 
son’s free time has been associated with greater likelihood 
of sexual activity [22]. These findings do not follow a clear 

pattern, which may be due to unique challenges parents of 
YMSM face in effective monitoring, such as being unsure 
about whether their child’s same-sex peers are friends or 
dating partners [23] and not knowing how to set limits for 
common teenage activities [24]. As a whole, results from the 
extant literature suggest that parental monitoring is likely 
related to sexual behavior for YMSM and point to the need 
for more such investigations to establish more definitive con-
clusions about this relationship.

Understanding the relationship between parental prac-
tices and HIV risk behavior among YMSM also requires 
accounting for the potential contribution of family-based 
stress related to sexual minority status [14]. For YMSM, 
concealing their sexual orientation from their parents and/
or their parents’ negative reaction to their “coming out” may 
be sources of sexual minority-based stress, which can lead to 
negative health outcomes, including HIV risk behavior [14]. 
There is evidence that parental rejection is associated with 
HIV risk behavior [25] and that maternal acceptance is pro-
tective with respect to sexual health outcomes [26]. Previous 
research also found that being out to one’s parents is associ-
ated with recent sexual activity [22] and HIV risk behavior 
for YMSM [22, 26], which may indicate that YMSM who 
are more open about their sexual orientation in their family 
are also more open in other contexts and thus more likely to 
seek and find sexual partners.

Further research is needed to clarify the disparate findings 
on the association of family factors and HIV risk behavior 
among YMSM and to shed light on whether they extend to 
Black YMSM in the southeastern United States (hereafter 
referred to as “the South”). Although previous quantitative 
research on parenting factors and sexual behavior among 
YMSM has been conducted with racially and ethnically 
diverse samples [18, 20–22, 26], none have been conducted 
with samples consisting entirely of Black young men. Fur-
thermore, no known previous studies have used samples 
exclusively recruited from the South, a region that is highly 
religious [27, 28], has relatively few legal protections for 
sexual and gender minority populations [29], and in which 
parenting styles differ from other areas of the U.S. [27, 30]. 
Previous research supports that religiosity can influence 
parent/child communication about sex for sexual minority 
adolescent males [31], and all of these cultural factors may 
shape how parenting practices relate to sexual health out-
comes for Black YMSM. Given the high incidence of HIV 
infections among Black YMSM [1] and the high prevalence 
of HIV among MSM in the South [2], understanding the 
influence of parenting factors on HIV risk behavior among 
Black YMSM from the South in particular is critical to pre-
venting new HIV infections among this vulnerable group.

In the present study, we seek to fill this gap in the lit-
erature by investigating the relationship of parenting fac-
tors and HIV risk and prevention behaviors among Black 
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YMSM in Mississippi. We hypothesize that more parent/
child communication about sex and parental monitoring will 
be associated with less HIV risk behavior (lifetime anal sex 
and lifetime male sexual partners) and more HIV preven-
tion behavior (greater likelihood of future condom use and 
lifetime HIV testing). We also investigate whether commu-
nication about specific topics relevant to Black YMSM’s 
sexual health (HIV/AIDS, condoms, and HIV testing) are 
associated with HIV prevention and risk behaviors, when 
accounting for general communication with parents about 
sex.

In addition, we evaluate the contribution of disclosure 
of sexual orientation to family and family acceptance in 
predicting HIV risk and prevention behaviors among Black 
YMSM in Mississippi. We hypothesize that more parental 
acceptance will be associated with less HIV risk behavior 
and more prevention behaviors and that more disclosure will 
be associated with more HIV risk behavior. Our analyses 
on the relationship between disclosure and HIV prevention 
behaviors are exploratory. Finally, given that knowledge 
about HIV and prevention practices may be antecedents to 
HIV risk and prevention behaviors [32, 33], we examine 
the association of parenting factors and knowledge of HIV 
and PrEP among YMSM. We hypothesize more parent/child 
communication about sex and more parental monitoring will 
be associated with more knowledge about HIV and PrEP. 
Our analysis of the relationship between disclosure and 
family acceptance and HIV-related knowledge outcomes is 
exploratory.

Method

Eligibility

The present study was a secondary analysis of the 
baseline assessment for MyStyle (ClinicalTrials.gov 
ID: NCT03487796), a family-based HIV prevention inter-
vention for non-heterosexual Black adolescent males ages 
13 to 20. Study protocol was approved by the Institutional 
Review Boards of the hospitals.

Eligibility criteria were as follows: (1) be between the 
ages of 13 and 20; (2) have resided with the same adult 
caregiver for at least six months and plan to stay in the 
area and with this caregiver for the next six months; (3) 
be able to read and speak English; (4) identify as male; (5) 
identify as Black or African American; and (6) identify as 
non-heterosexual (respondents given options including gay, 
bisexual, exploring, questioning, other). All adolescents who 
enrolled stated interest in a program focused on healthy ado-
lescent relationships and acceptance for heterosexual and 
sexual minority adolescents. Potential participants who were 
not able to provide assent or were living with HIV were 

excluded from the study. Parental consent was waived for 
participants under the age of 18 for those who felt inform-
ing parents would be harmful; participants age 18 and older 
provided consent themselves. Data collection occurred from 
October 2019 to July 2020.

Recruitment

Recruitment methods were a blend of traditional and online 
strategies. Two community recruiters conducted venue-
based outreach for the project through community-based 
organizations and health clinics serving adolescent and 
sexual and gender minority populations as well as schools in 
a medium-sized city in Mississippi. In addition, these venues 
also directly provided information about the project to poten-
tial participants, and the project’s advisory board members, 
peer ambassadors, and current participants referred potential 
participants to the study via word of mouth. Participants 
were compensated $10 for each potential participant referred 
to the study, up to five referrals. Online recruitment meth-
ods consisted of advertisements posted on social media 
platforms.

Procedure

The procedure was modified in April 2020 due to the 
COVID-19 outbreak in the U.S. and related precautions. 
Prior to April 2020, recruitment materials and referring 
individuals and organizations provided potential partici-
pants contact information for the study team. The study team 
determined potential participants’ eligibility using a prelimi-
nary screener, described the study to them, and answered 
their questions about participation. If interested, potential 
participants then provided contact information for their par-
ent or caregiver if it was safe to do so, and the study team 
contacted the parent or caregiver to obtain written informed 
consent for participants age 17 and younger, if applicable. 
Participants completed baseline measures in person on com-
puters at the study site using REDCap, a secure data collec-
tion platform [34].

Beginning in April 2020, consent and enrollment was 
completed using HIPAA-compliant secure digital platforms. 
Recruitment materials referred potential participants to an 
online eligibility screener hosted on REDCap, and those 
meeting eligibility criteria were asked to provide their con-
tact information. Study staff provided eligible potential 
participants with electronic informed consent forms and 
reviewed consent and study procedures with them via a 
secure videoconference platform. Participants electing to 
enroll in the study then electronically signed the consent 
form and received a link to the baseline assessment via 
email. The baseline assessment continued to be hosted on 
REDCap, and participants completed measures via personal 
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devices capable of accessing the internet. Of the total partic-
ipants (n = 72), 44 were enrolled prior to the implementation 
of COVID-related protocol changes, and 28 were enrolled 
after this event.

All participants who completed the baseline assessment 
received $35 in compensation for their time and effort.

Measures

Cronbach’s alpha was calculated as a measure of internal 
consistency for scales used to measure a unidimensional 
construct.

Demographic Characteristics

Participants self-reported their age, race, current school 
status, highest grade completed, and school lunch payment 
status. Participants also responded to items assessing sex 
assigned at birth, gender identity, and sexual identity. For 
sex assigned at birth, the item read “What sex were you 
assigned at birth, on your original birth certificate?” and 
response options were “male,” “female,” and “other.” Gen-
der identity was assessed with a separate item asking “What 
is your current gender identity?”, and response options were 
“male,” “female,” “trans male/trans man,” “trans female/
trans woman,” “genderqueer/gender non-conforming,” and 
“other.” For sexual identity, participants responded to the 
prompt “Which best describes your sexual orientation?” and 
could select one or multiple responses from the following 
options: “exploring,” “undecided,” “anonymous,” “question-
ing,” “otherwise,” “gay,” “bisexual,” “queer,” and “straight.”

Parent/Child Communication About Sex

Parent/child communication about sex was measured using 
six items (e.g., “My parent/caregiver and I talk openly and 
freely about topics regarding sex”) from the parent-adoles-
cent sexual communication scale [35]. Response format was 
a seven-point semantic differential scale anchored with “not 
at all true” and “very true.” Item scores were summed for 
the scale. One item, reverse-scored, “My parent/caregiver 
would think I'm doing these things if I talked to him/her 
about topics regarding sex” was negatively correlated with 
the mean of the remaining items (r = − 0.32; p = 0.01), and 
the Cronbach’s alpha for the scale was low (alpha = 0.66) 
when it was included. For this reason, the item was dropped. 
The Cronbach’s alpha for the scale for this sample with the 
remaining five items was 0.83, and this scale score was used 
in the analysis.

Perceived Parental Monitoring

Six items from Silverberg and Steinberg’s parental monitor-
ing measure [36, 37] were summed to assess participant’s 
perception of their parent or guardian’s knowledge of their 
whereabouts and activities (e.g., “When I go out at night, 
this person knows where I am”). Response options were 
either “never,” “rarely,” “sometimes,” “very often,” and 
“always” or “never,” “hardly ever,” “some days,” “most 
days,” and “almost every day”). Cronbach’s alpha for this 
sample was 0.90.

Frequency of Discussing Specific Sex‑Related Topics 
with Parent

Three items from the same parent-adolescent communica-
tion scale as above [35] assessed frequency participants had 
communicated with their parent or caregiver about HIV/
AIDS, condoms, and HIV testing during the previous two 
months. Response options were “never,” “once,” “a few 
times (2–3 times)”, and “a lot (more than 3 times).”

Disclosure of Sexual Orientation to Family

Three items adapted from a previous study [38] measured 
disclosure of sexual orientation to family. Items assessed 
participant’s mother’s, father’s and sibling’s knowledge of 
their sexual orientation, with response options: “definitely 
knows and we have talked about it,” “definitely knows but 
we have never talked about it,” “probably knows or sus-
pects,” “does not know or suspect, and “I do not have a [fam-
ily member] in my home.” Values were set to missing for 
participants who reported not having that particular person 
in their family, and the mean of the items was calculated for 
an overall measure of disclosure, with higher values indicat-
ing more disclosure.

Perceived Family Acceptance of Sexual Orientation

Three items from the same scale [38] assessed perceived 
family acceptance of sexual orientation. For each of the 
three family members, participants reporting having that 
person in their family responded to an item asking, “What 
was your [family member]’s reaction to your disclosure how 
would you expect your [family member] to react?” Response 
options were: “accepting,” “tolerant,” “intolerant,” and 
“rejecting.” The mean was calculated for these items, with 
higher values indicating more acceptance.
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Family Social Support

The family subscale of the Multidimensional Scale of Per-
ceived Social Support [39] measured family social support. 
The subscale consists of four items assessing participants’ 
perception of family support (e.g., “I get the emotional 
help and support that I need from my family”) with seven 
response options ranging from “very strongly disagree” to 
“very strongly agree.” Responses were summed for the over-
all measure, with higher values indicating more perceived 
family support. Cronbach’s alpha for this sample was 0.91.

HIV Knowledge

The HIV Knowledge Questionnaire [40] assessed HIV 
knowledge. Five items comprise the measure, with each 
focusing on a different aspect of knowledge about the virus 
and how it is transmitted (e.g., “oral sex is completely safe 
and you cannot get HIV from it”). Response options were 
“true,” “false,” and “I don’t know.” The number of correct 
responses was used for the overall measure, with higher 
scores indicating more HIV knowledge.

PrEP Knowledge

The PrEP knowledge scale was created for this study and 
consisted of five items measuring participants’ knowledge 
concerning PrEP: “PrEP is very, very effective at prevent-
ing HIV;” “You need a doctor's prescription to get PrEP;” 
“PrEP is intended to be used by people infected with HIV;” 
“Most insurance plans, including Medicaid, cover PrEP;” 
and “Half of Black, gay men in Jackson, MS could get HIV 
if they don't protect themselves.” The items were designed 
to assess a range of information about PrEP, including its 
efficacy, how to obtain it, and the need for prevention in 
this study’s geographic area. Response options were “true,” 
“false,” and “I don’t know.” The total score was calculated 
in the same manner as for the HIV knowledge measure, with 
higher scores indicating more knowledge of PrEP.

Condom Likelihood

Participants responded to items assessing how often they 
will use a condom if they have sex in the next two months, 
how important it is to use condoms when having sex, and 
how confident they are that they will use condoms while hav-
ing sex. For each item, response was a slider scale anchored 
with 0 at one end, 50 at the midpoint, and 100 at the other 
end (e.g., “0 = not important at all; 50 = about as important 
as the other things in my life; 100 = most important thing in 

my life”). The mean of these three items was used for the 
measure. Cronbach’s alpha for this sample was 0.80.

Lifetime Anal Sex

Lifetime anal sex was measured with a single, dichotomous 
item assessing whether participants had ever engaged in this 
behavior.

Lifetime HIV Testing

Lifetime HIV testing was measured with a single, dichoto-
mous item measuring whether participants had ever accessed 
this service.

Lifetime Male Sex Partners

Participants responded to a single item assessing how many 
male sex partners they had in their lifetime.

Analytic Plan

We used SAS software v9.4 [41] to conduct the analyses. 
Bivariate associations were evaluated using Pearson correla-
tion coefficients for continuous variable pairs and Spearman 
rank-order correlations for pairs including lifetime male sex 
partners, due to it being a count variable. Bivariate associa-
tions between sexual identity and the predictor and outcome 
variables were tested using one-way analyses of variance, 
Fisher’s exact tests (due to high proportion of cells with 
counts less than 5), and negative binomial regression, based 
on the variable distribution. For hypotheses tests, multi-
variable analyses were conducted using linear regression 
for continuous outcomes (condom likelihood, HIV knowl-
edge, PrEP knowledge), logistic regression for dichotomous 
outcomes (lifetime anal sex and lifetime HIV testing), and 
negative binomial regression for the count outcome (lifetime 
male sex partners) and included significant covariates identi-
fied in the bivariate analysis.

The treatment of missing data was as follows. For the 
disclosure of sexual orientation to family and perceived fam-
ily acceptance of sexual orientation measures, means were 
calculated if participants responded to at least one of the 
items due to the possibility of different family constellations 
resulting in missing data (i.e., participants not having one or 
more than one type of family member in their home). For the 
condom likelihood measure, the mean was calculated if par-
ticipants responded to at least two of the three items. No data 
were missing on the other scales in the analysis. Listwise 
deletion was performed for cases missing on any constructs 
assessed with a single item or missing on an entire scale 
according to the criteria above.
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Table 1  Demographic characteristics, family relationship and behavior factors, and HIV risk and prevention behaviors and knowledge of black 
YMSM in Mississippi

Demographic variables M SD

Agea 18.21 1.63

N %

Race
 Black/African American 67 93
 Multiracial 4 6
 American Indian or Alaskan Native 1 1

Sexual identity
 Gay 32 44
 Multiple endorsements 20 28
 Bisexual 10 14
 Exploring 5 7
 Questioning 2 3
 Undecided 2 3
 Otherwise 1 1

Sex assigned at birth
 Male 71 99
 Female 1 1

Gender identity
 Male 69 96
 Female 1 1
 Trans male/trans man 1 1
 Genderqueer/gender non-conforming 1 1

Hispanic or Latinx  ethnicityb 1 1
Currently in  schoolb 64 89
Dropped out of  schoolb 2 3
Highest grade completed in school
 8th 1 1
 9th 2 3
 10th 8 11
 11th 4 6
 12th 7 10
 Other 49 68
 Not reported 1 1

School lunch status
 Full price 25 35
 Reduced price 13 18
 Free 34 47

Study variables Scale range M SD

Parent/child communication about sex 5–35 18.43 8.04
Perceived parental monitoring 6–30 24.24 5.59
Disclosure of sexual orientation to family 1–4 2.99 0.95
Perceived family acceptance of sexual  orientationa 1–4 3.20 0.84
Family social support 4–28 19.76 6.21
Frequency of communication with parent/caregiver in past two months 

about
 HIV/AIDS 1–4 1.83 0.96
 Condoms 1–4 2.35 1.20
 HIV testing 1–4 1.49 0.98
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Results

Descriptive Statistics and Bivariate Analysis

The sample consisted of 72 participants. Descriptive statis-
tics are presented in Table 1. The mean age was 18.21 years 
old. The great majority of the participants identified as Black 
in terms of their race (93%) and male (96%) in terms of their 
gender identity. All of the participants who endorsed more 
than one racial identity included Black as one of the iden-
tities they endorsed. One participant identified as Ameri-
can Indian or Alaska Native, and two participants endorsed 
gender identities other than male (female and genderqueer). 
Each of these participants identified as male, non-heterosex-
ual, and Black or African American at the time of screening, 
so these cases were retained in the present analysis. One 
participant identified as a transgender man and assigned 
female at birth.

Regarding sexual identity, nearly half the sample (44%) 
identified as gay, and more than a quarter (28%) of partici-
pants endorsed multiple responses. The socioeconomic sta-
tus composition of the sample was mixed, with nearly half 
(47%) of the sample reporting that they qualified to receive 
free school lunches. Regarding the family relationship and 
behavior variables, the means of the disclosure of sexual ori-
entation to family members (M.: 2.99; range of scale: 1–4) 
and perceived family acceptance (M.: 3.20; range of scale: 
1–4) variables indicated moderate levels of disclosure and 
acceptance. With respect to HIV prevention and risk behav-
iors, the sample was mixed in terms of sexual experience, 
with nearly two out of three (65%) of participants reporting 
ever having had anal sex. The mean of the condom likeli-
hood scale was 86.14 (range of scale: 0–100), indicating 
high levels of self-reported likelihood to use condoms in 
future sexual encounters, and more than half of the sample 

(53%) reported ever having been tested for HIV. The number 
of lifetime male sex partners in the sample ranged from zero 
to fourteen, with the mean being 3.31.

Bivariate correlations were calculated for the variables of 
interest and continuous demographic variables (see Table 2). 
More family acceptance was associated with fewer lifetime 
male sex partners, not having been tested for HIV, and less 
PrEP knowledge. More parental monitoring was associated 
with greater condom likelihood. More parent/child com-
munication about sex was associated with not having had 
anal sex, fewer male sex partners, and less PrEP knowledge. 
More family social support not specific to sexual orientation 
was related to more parent/child communication about sex, 
but it was not related to any of the HIV prevention and risk 
behavior variables. For this reason, it was not retained in the 
multivariable analysis.

Age, racial identity, and sexual identity were evaluated as 
potential demographic covariates. At the bivariate level, age 
was related to the predictor variables frequency of commu-
nication about condoms and the outcome variables lifetime 
anal sex, lifetime HIV testing, lifetime male sexual partners, 
and HIV knowledge (see Table 2). Age was included as a 
covariate to control for potential confounding in the multi-
variate analysis.

Racial identity was significantly related to HIV knowl-
edge (F = 4.09; d.f. = 2, 69; p = 0.02) and PrEP knowledge 
(F = 3.46; d.f. = 2, 69; p = 0.04). There was no evidence 
of an association between racial identity and parent/child 
communication about sex (F = 1.67; d.f. = 2, 69; p = 0.20), 
parental monitoring (F = 0.09; d.f. = 2, 69; p = 0.91), dis-
closure of sexual identity to family (F = 0.51; d.f. = 2, 69; 
p = 0.60), perceived family acceptance (F = 0.12; d.f. = 2, 
68,; p = 0.88), frequency of communication about HIV/
AIDS (F = 1.37, d.f. = 2, 69; p = 0.26), frequency of com-
munication about condoms (F = 1.83; d.f. = 2, 69; p = 0.17), 

Table 1  (continued)

Study variables Scale range M SD

Condom likelihood 0–100 86.14 19.30
Lifetime male sexual  partnersc 0–14d 3.31 3.45
HIV knowledge 0–5 3.26 1.20
PrEP knowledge 0–5 2.54 1.38

N %

Ever had anal  sexb 47 65
Ever been tested for  HIVb 38 53

N = 72 except as noted below due to missing data
a N = 71
b Participants who endorsed the item
c N = 70
d Range of reported partners in sample
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frequency of communication about HIV testing (F = 1.41, 
d.f. = 2, 69; p = 0.25), likelihood of future condom use 
(F = 0.01; d.f. = 2, 69; p = 0.99), lifetime anal sex (Fisher’s 
exact test p = 0.54), and lifetime HIV testing (Fisher’s exact 
test p = 0.47). Results from negative binomial regression 
also indicated no relationship between racial identity and 
lifetime male sex partners (reference group was Black/Afri-
can American; χ2 = 3.32; d.f. = 2; p = 0.19).

A significant relationship was detected between sexual 
identity and HIV knowledge (F = 3.20; d.f. = 6, 65; p = 0.01). 
Sexual identity was not related to parent/child communi-
cation about sex (F = 1.33; d.f. = 6, 65; p = 0.26), parental 
monitoring (F = 0.47; d.f. = 6, 65; p = 0.83), disclosure of 
sexual identity to family (F = 0.97; d.f. = 6, 65; p = 0.45), 
perceived family acceptance (F = 0.49; d.f. = 6, 64; p = 0.81), 
frequency of communication about HIV/AIDS (F = 0.66, 
d.f. = 6, 65; p = 0.68), frequency of communication about 
condoms (F = 1.01; d.f. = 6, 65; p = 0.42), frequency of 
communication about HIV testing (F = 0.58, d.f. = 6, 65; 
p = 0.75), likelihood of future condom use (F = 1.21; d.f. = 6, 
65; p = 0.31), lifetime anal sex (Fisher’s exact test p = 0.17), 
lifetime HIV testing (Fisher’s exact test p = 0.30), and PrEP 
knowledge (F = 1.96; d.f. = 6, 65; p = 0.08). Negative bino-
mial regression indicated that sexual identity was related to 
lifetime male sexual partners (χ2 = 14.80; d.f. = 6; p = 0.02; 
reference group was participants who identified as gay), but 
there was no evidence of differences between the reference 
group and any of the other groups (for bisexual, χ2 = 0.21, 
d.f. = 1, p = 0.65; for exploring, χ2 = 1.84, d.f. = 1, p = 0.17; 
for questioning, χ2 = 2.64, d.f. = 1, p = 0.10; for undecided, 
χ2 < 0.01, d.f. = 1, p > 0.99; for otherwise, χ2 = 0.21, d.f. = 1, 
p = 0.64; for multiple endorsements, χ2 = 1.69, d.f. = 1, 
p = 0.19).

We also investigated differences in the study variables 
between the participants recruited in the period prior to 
protocol changes due to the COVID-19 outbreak and those 
recruited in the period after these changes (see Table 2). Par-
ticipants recruited after implementation of COVID-19-re-
lated protocol changes were younger and less knowledge-
able about HIV. Because racial identity, sexual identity, and 
recruitment period were unrelated to any of the predictors, 
these variables were not included in multivariable models.

Multivariable Analyses

HIV Prevention and Risk Behaviors

All continuous variables were standardized prior to multi-
variable analysis. The family relationship and behavior vari-
ables were entered together as predictors of each of the HIV 
prevention and risk behavior variables. Age was included 
as a covariate for all multivariable analyses. The results of 
these analyses are presented in Table 3.

At the multivariable level, parent/child communication 
about sex was related to lifetime male sexual partners such 
that reporting more communication about sex with the par-
ent or caregiver was associated with fewer lifetime male 
sexual partners. More parent/child communication about sex 
was also associated with lower odds of ever having had anal 
sex. Perceived parental monitoring was related to condom 
likelihood such that more monitoring was associated with 
greater likelihood of condom use in future sexual encoun-
ters. Disclosure of sexual orientation to family was related 
to number of lifetime male sexual partners such that more 
disclosure was associated with a greater number of sexual 
partners. Perceived family acceptance was not related to any 
of the HIV prevention and risk behavior outcomes. None of 
the family relationship and behavior variables were related 
to lifetime HIV testing.

Next, the frequency of reported communication with par-
ents/caregivers about each of the three sexual health top-
ics (HIV/AIDS, condoms, and HIV testing) in the past two 
months were entered into the model together for each of the 
HIV prevention and risk behavior variables, as reported in 
Table 4. At the multivariable level, none of the sexual health 
topic variables were significantly associated with condom 
likelihood, lifetime anal sex, lifetime male sexual partners, 
or lifetime HIV testing.

HIV and PrEP Knowledge

Findings from the multivariate analysis for the HIV and 
PrEP knowledge outcomes are reported in Table 5. None of 
the family relationship and behavior variables were related 
to HIV knowledge or PrEP knowledge.

Discussion

Black YMSM living in the Southern United States are at 
particularly high risk for HIV infection due to their position 
at the intersection of multiple groups overburdened by the 
disease [1–3], pointing to an urgent need to identify fac-
tors that predict HIV risk for this group. The present study 
contributes to this understanding by investigating the asso-
ciations among family factors and HIV risk and prevention 
behavior among Black YMSM in Mississippi. Consistent 
with our hypotheses, we found that both parent/child com-
munication and parental monitoring were protective: YMSM 
who reported stronger communication also reported hav-
ing fewer lifetime male sex partners and were less likely 
to have ever had anal sex, and those who reported stronger 
parental monitoring indicated greater likelihood to use con-
doms in the future. Results also indicated that disclosure of 
sexual orientation was associated with more lifetime male 
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sex partners and that perceived family acceptance was not 
related to any of the behavioral outcomes when account-
ing for the other family factors. None of the family factors 
were associated with knowledge about HIV or PrEP. Taken 
together, findings suggest that parents play an important role 
in YMSM’s sexual health outcomes and that parents can 
promote healthy sexual behaviors through talking to their 
sons about sex and monitoring their activities.

Parenting Practices

Parent/child communication about sex was protective for 
Black YMSM in Mississippi. The measure of parent/child 
communication assessed the quality of those discussions 
(e.g., whether sons believed their parents wanted to know 
their questions about sex and whether such discussions are 
“open and free”), and participants who reported better com-
munication were less likely to report lifetime anal sex and 
reported fewer lifetime male sexual partners. This result 
aligns with evidence that parent/child communication is 
protective for heterosexual adolescents [8] and with previ-
ous studies conducted with YMSM that have found parental 
communication to influence sexual health decision-making 
[16] and behavior [17]. We did not find evidence that more 
frequent communication about the specific topics of HIV, 
condoms, and HIV testing were associated with behavioral 
outcomes when also accounting for communication about 
sex in general, suggesting that the quality of such communi-
cation may be the most predictive of sexual behavior.

The growing evidence that parent/child communica-
tion about sex is associated with favorable outcomes lends 
additional support to calls for family-based HIV prevention 
programs for YMSM [42], and findings from this study 
suggest Black YMSM in particular could benefit. Family-
based interventions have been effective in promoting parent/
child communication and improved sexual health outcomes 
for youth of color, and these programs frequently include 

adaptation to cultural context [13]. Similarly, strategies to 
promote parent/child communication about sex for families 
of Black YMSM in the South should account for the unique 
cultural context in which racism, homophobia, and lack of 
access to economic resources all influence HIV risk at the 
individual and structural levels [43].

Contrary to our hypotheses, parent/child communica-
tion about sex was unrelated to HIV testing, nor was it 
associated with knowledge about HIV or PrEP among 
Black YMSM in Mississippi. This result contrasts with 
previous evidence that mother/child communication about 
sex predicted HIV testing among YMSM of color [18]. 
YMSM have reported that their parents do not discuss 
sexual health topics relevant to gay or bisexual men, poten-
tially due to parents’ lack of knowledge about the subject 
[23, 44, 45], and parents of YMSM have also reported 
such a gap in their knowledge [24]. The lack of associa-
tion between parent/child communication about sex and 
accessing HIV testing and HIV and PrEP knowledge in 
this study may reflect that these discussions do not include 
enough information about HIV and prevention behaviors. 
It is also possible that the small sample size of the pre-
sent study precluded detection of significant relationships. 
New guidelines recommend healthcare providers discuss 
PrEP with all sexually active adolescents [46], which may 
help fill the gap if parents are not initiating these discus-
sions. However, involving parents in such conversations 
is optimal, given that YMSM may still use parents’ health 
insurance and that parents are potential supports for adher-
ence, which is a concern for YMSM on daily oral PrEP 
[47–49]. Building parents’ knowledge about HIV, PrEP, 
and other critical sexual health topics is a critical target for 
family-based HIV prevention programs for Black YMSM 
in Mississippi.

Importantly, as is common in the extant literature on 
parent/child communication about sex among YMSM [17, 
20], the data for this analysis were cross-sectional, and so 

Table 5  Associations of family 
relationship and behavior 
factors on HIV and PrEP 
knowledge among black YMSM 
in Mississippi

Boldface indicates p ≤ 0.05
Standardized beta estimates are presented
CI confidence interval; LL lower limit; UL upper limit

HIV Knowledge
n = 70

PrEP Knowledge
n = 70

β SE (β) 95% CI β SE (β) 95% CI

LL UL LL UL

Intercept − 0.03 0.11 − 0.26 0.20 0.00 0.12 − 0.23 0.23
Age 0.31 0.12 0.07 0.54 0.02 0.12 − 0.22 0.26
Parent/child comm. about sex − 0.02 0.12 − 0.26 0.23 − 0.19 0.12 − 0.44 0.06
Parental monitoring 0.16 0.12 − 0.09 0.40 0.02 0.12 − 0.22 0.27
Disclosure to family 0.16 0.13 − 0.09 0.42 0.11 0.13 − 0.15 0.38
Perceived family acceptance − 0.23 0.13 − 0.49 0.03 − 0.24 0.13 − 0.51 0.02



1560 AIDS and Behavior (2023) 27:1548–1563

1 3

temporal order cannot be determined. Longitudinal studies 
assessing the relationship between parent/child commu-
nication and sexual behavior among YMSM are particu-
larly needed given the potential for parents to change their 
approach to this type of discussion if they learn their son is 
sexually active. Future investigations should use prospec-
tive designs to evaluate these links over time and allow for 
stronger conclusions about the causal direction.

The present study also found evidence that increased 
parental monitoring was associated with increased likeli-
hood for future condom use among Black YMSM in Mis-
sissippi. This result is consistent with existing evidence that 
it is protective for heterosexual adolescents [9] and YMSM 
[21, 22]. However, it is notable that while prior studies found 
that parental monitoring was associated with less HIV risk 
behavior [21, 22], in this analysis, parental monitoring was 
not related to behavior outcomes, but it was related to future 
condom likelihood. This result suggests that the mechanism 
through which monitoring confers protection is not purely 
through controlling opportunities for adolescents to engage 
in risky behavior.

In the present study, parental monitoring largely meas-
ured the parent or caregiver’s knowledge of the YMSM son’s 
behavior (e.g., knowing where he is after school or when he 
goes out at night). Previous research on parental knowledge 
and HIV risk behavior among YMSM broadly has produced 
equivocal results [20–22], which may indicate that multiple 
processes are at play. Giving credence to this possibility is 
evidence that the effect of parental monitoring differs based 
on the YMSM son’s outness to his parents [20] and that 
parents of sexual and gender minority adolescents are at 
times unsure how to determine rules for their child [24], 
which may hinder their monitoring efforts. Although this 
analysis does not elucidate any such potential mechanisms, 
results do indicate that parental monitoring is protective for 
Black YMSM in Mississippi. Future investigations with 
larger samples should further evaluate potential interac-
tions between parental monitoring and related constructs. In 
addition, as with parent/child communication, it is possible 
that parents may adjust their monitoring in response to their 
son engaging in risky behavior, so longitudinal studies are 
needed to establish causal relationships.

Disclosure to Families and Perceived Family 
Acceptance

Findings from the present study indicated that Black YMSM 
in Mississippi who have disclosed their sexual orientation 
to more family members reported more lifetime male sexual 
partners. This result is consistent with previous studies with 
YMSM [22, 26] and may reflect that YMSM who are out 
with their families are also more likely to be out in other 
domains of their life. While a young man need not openly 

identify as a sexual minority to engage in sex with other 
men, doing so would likely facilitate meeting other MSM 
and thus potential partners. YMSM have reported discus-
sions with their parents about sex become less frequent after 
they come out [23]. Our results suggest that parent/child 
communication about sex is particularly critical for Black 
YMSM in Mississippi after they come out to their parents, as 
they may be more sexually active, and thus provide further 
evidence of the need for family-based HIV prevention pro-
grams. More broadly, this finding indicates that YMSM who 
are more “out” may be at greater risk for HIV and are there-
fore an important group for prevention programs to target.

At the bivariate level, participants who perceived more 
family acceptance of their sexual orientation reported fewer 
lifetime male sexual partners, indicating that acceptance is 
protective for Black YMSM in Mississippi. This result is 
in line with previous research suggesting that acceptance 
is protective for sexual health outcomes [26] and family 
rejection is harmful [25]. More acceptance was also associ-
ated with more parent/child communication at the bivariate 
level, and acceptance was not related to lifetime male sexual 
partners when accounting for the other family factors. The 
lack of association between acceptance and lifetime male 
sex partners at the multivariable level may be due to the 
limitations presented by the sample size. Some YMSM 
have reported a desire to talk to their parents about sex and 
relationships [23], and so the observed relationship between 
parent/child communication and perceived acceptance may 
reflect that YMSM view having these discussions with their 
parents as a form of acceptance and support. As a whole, 
these findings indicate that how parents talk about to their 
sons about sex and how their sons perceive their accept-
ance are related to each other and to sexual behavior among 
Black YMSM in Mississippi. Future studies with larger 
samples should further investigate these links and potential 
interactions.

Strengths and Limitations

Findings from this study should be interpreted in the context 
of several limitations. The data were cross-sectional and so 
cannot be used to establish causal relationships. As previ-
ously noted, longitudinal designs are particularly necessary 
for future investigations on family factors and HIV risk 
behavior given potential bidirectional relationships. Data 
for this study were drawn from the baseline assessment for 
a pilot intervention trial, and so the sample size was small. 
Statistical power may therefore have prevented the detection 
of significant relationships, particularly in the multivariable 
models. We recruited participants from a single metropoli-
tan area in Mississippi, and so findings may not generalize 
to Black YMSM in other areas of the southeastern United 
States.
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Although all participants identified as Black non-heter-
osexual males at the time of enrollment, there was some 
variability in how participants responded to demographic 
questions concerning race (one identified as American 
Indian/Alaska Native) and gender (three did not identify 
as cisgender men). Small sample size precluded analyses 
by these groups. We measured family factors through sons’ 
report only, and parents’ perspectives on family communica-
tion and their own level of PrEP and HIV knowledge may be 
informative. Finally, our measures of sexual behavior were 
limited to lifetime anal sex engagement and number of male 
sex partners, and so there may be substantial variability in 
HIV risk behaviors not captured, including engagement in 
anal sex not protected by condoms or PrEP. Future investi-
gations should collect data from both parents and sons on 
family factors and include more precise measures of HIV 
risk behavior, such as total counts of anal sex encounters 
and unprotected anal sex encounters.

This analysis also evidenced several methodological 
strengths. Family factors were measured through multiple 
measures, allowing for differentiation of parent behaviors 
as well as disclosure and perceived family acceptance in 
multivariable analysis. Similarly, the study measured and 
reported on multiple HIV risk and prevention behaviors. 
Furthermore, HIV incidence among MSM in Mississippi 
is high [2], and so the present study contributes to under-
standing the determinants of HIV risk in an overburdened 
population.

Conclusion

Black YMSM living in the southeastern United States face 
particularly high risk for HIV infection [1–3]. Preventing 
new HIV infections for Black YMSM in Mississippi and 
across the South will likely require leveraging all poten-
tial sources of support and influence, particularly given that 
myriad forms of marginalization including poverty [50], lack 
of access to health care [50], and other manifestations of 
structural racism [51] are implicated in this marked dispar-
ity. Findings from this analysis suggest that families can play 
an important role in promoting positive sexual health out-
comes for these young men through discussing sex with their 
son and staying aware of where he is and how he spends 
his time. However, for parents, initiating and sustaining 
these conversations and effectively monitoring their sons’ 
behavior may be daunting tasks, particularly if they feel ill-
informed about HIV and other sexual health topics relevant 
to MSM and are unsure about how to supervise their son 
and set and enforce appropriate rules. Culturally-appropri-
ate family-based HIV prevention programs tailored to the 
unique needs and experiences of Black YMSM are urgently 

needed to support parents in initiating and sustaining these 
practices over time, and, ultimately, to reduce HIV incidence 
among Black YMSM in the southeastern United States.
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