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Abstract
Black and African American men who have sex with men (Black MSM) experience the greatest proportion of new HIV infec-
tions in the United States. To address this challenge, a better understanding of the HIV environment riskscape including both 
risk and resilience factors is warranted among Black MSM. Research indicates that stress is associated with increased HIV 
sexual risk behaviors. Further, behavioral factors such as serosorting and community level factors including social support 
and community connection are resilience factors that protect against risk behaviors. The present study examines whether 
everyday stress is associated with HIV sexual risk behavior, as well as the role of risk and resilience factors among 125 
Black MSM recruited in the Real Talk study. The Real Talk project examined the relationships between resilience, HIV risk 
behaviors, and HIV prevention strategy among a sample of Black MSM. Using generalized estimating equations, our results 
indicate a positive association between everyday stress and engaging in condomless anal intercourse only after adjusting for 
risk, resilience, and correlate variables. Similarly, having multiple sex partners and using substances during sex also show 
positive associations with condomless anal intercourse. Resilience factors of engaging in serosorting and being connected to 
both the Black and gay communities were negatively associated with condomless anal intercourse. Future prevention research 
and programming should focus on both risk and resilience factors to mitigate new HIV infections among Black MSM.

Keywords  Black MSM · HIV · Sexual risk · Resilience · Stress

Introduction

Despite the overall decline in new cases of HIV over the past 
decade [1], Black and African American men who have sex 
with men (Black MSM) in the United States (U.S.) continue 
to experience a disproportionate burden of HIV [2, 3]. Black 
MSM represented 25% of all new infections in the U.S. [3], 
accounted for 32% of all new cases among MSM in 2021 
[4], and continue to be diagnosed with HIV at younger ages 

(13–24 years old) than their counterparts with 51% of new 
cases in 2019 [3] and 55% of new cases in 2021 [4]. Further, 
the Southern region of the U.S. continues to have the high-
est proportion of new HIV cases among MSM, with 47% of 
cases among Black MSM [3]. Despite the recent and modest 
epidemiological successes in annual cases, infection rates 
among Black MSM in the U.S. rival those among the general 
population in lower income countries [5].

The response to this public health challenge demands 
a full understanding of what Hickson and colleagues [6] 
refer to as the “HIV environmental riskscape,” a multi-
level set of risk and resilience factors known to be associ-
ated with HIV risk behavior and outcomes. The research 
examining ongoing disparities in HIV risk behavior among 
Black MSM identifies a myriad of risk factors at the indi-
vidual, behavioral, social, and structural levels. One factor 
known to contribute to HIV risk behavior at various levels 
is stress, specifically the stress processes [7, 8] associated 
with increases in HIV risk behavior. Though often measured 
as minority stress [9], the overall level of distress for Black 
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MSM includes but is not limited to minority stress associ-
ated with racism and or homophobia [10]. Moreover, this lit-
erature indicates that Black MSM experience greater rates of 
health and social disparities than other MSM, including HIV 
incidence, substance use, mental health, and victimization 
[11–14]. The focus on measuring stress and risks within the 
HIV environmental landscape contributes to the risk-reduc-
tion literature, a deficit-driven approach [15] that indicates 
behavior or decisions to be thwarted or discontinued due 
to their known associated risk. Though a vital component 
toward ending the epidemic, very little attention has been 
paid to the vitality of resilience or protective factors included 
in strengths-based or asset-driven approaches that honor and 
celebrate where people and communities are exercising their 
autonomy to mitigate risk and avoid disease.

Recently, MSM generally, and Black MSM specifically, 
have received much attention with regard to resilience in 
the context of HIV prevention [15–18]. The MSM literature 
conceptualizes resilience as a process of positive adapta-
tion, or positive growth, in the face of adversity [18–22]. A 
more nuanced conceptualization draws on both the protec-
tive influences of internal assets (individual-level resilience) 
and external resources (supportive social environments) 
[23]. Internal assets focus on individual agency and adjust-
ments to psychological, social, and behavioral characteris-
tics of the individual to adapt to personal and social losses. 
Internal assets include hardiness [22], self-efficacy [22], and 
grit [24]. External resources consider not only the quality of 
resources within one’s social environment [23], but also how 
one interacts and utilizes those resources within their social 
environment [25]. Taken together, resilience exists at mul-
tiple levels of influence with reciprocal associations among 
these levels. In the context of HIV risk behavior, resilience 
refers to positive adaptation relating to avoiding contracting 
and transmitting [15].

A growing strengths-based literature within the HIV 
environmental riskscape suggests resilience across multi-
ple levels may promote a reduction in sexual risk behaviors 
or buffer the effects of social stressors on HIV risk among 
MSM populations overall [15, 18, 21, 26] and among Black 
MSM populations specifically [10, 27–30]. The literature 
suggests resilience may contribute to decreased HIV risk 
through behavioral, psychological, and physiological mecha-
nisms [15, 20, 22, 28, 31]. Additionally, resilience mecha-
nisms related to social networks, including social support 
and community connection, have a protective effect. Sources 
of resilience in the form of social support have been specifi-
cally linked to reduced HIV sexual risk behavior [10, 22, 
28]. Similarly, resilience in the form of connection to the 
Black community [29] and gay community [32, 33] have 
been associated with decreased HIV sexual risk behavior. 
It is important to note, these mechanisms are dependent on 
the social environment of Black MSM. Further, research has 

also documented serosorting and conversations about HIV 
status are common strategies employed by MSM popula-
tions to reduce sexual risks [18]. HIV prevention research-
ers posit these and other sources of resilience are largely 
underutilized resources in behavioral interventions as they 
are associated with reductions in HIV-related risk behaviors 
[15, 21, 34].

Goals of the Current Study

Theory and research provide evidence for multiple dimen-
sions of risk and resilience within the context of the HIV 
environmental riskscape. However, studies often focus on 
risk and resilience separately. This strategy limits the ability 
to investigate how people may experience risk and resilience 
factors simultaneously, thereby perpetuating dichotomous 
labels used to describe people or populations such as “high- 
or low-risk” and or “resilient or not” [22]. Analyses that 
allow for a side-by-side comparison of both risk and resil-
ience factors at various levels will be useful in creating a 
more realistic model of the realities and lived experiences of 
populations generally, and Black MSM specifically. A side-
by-side approach describes how various risk and resilience 
factors may co-occur, whilst extending our knowledge of 
these complex phenomena as part of the lived experiences of 
Black MSM within the HIV environmental riskscape.

This study’s primary focus is to examine both risk and 
resilience factors associated with HIV sexual risk behavior 
assessed as condomless sex. The goals of this study are (a) to 
describe the HIV environmental riskscape for Black MSM; 
(b) to explore the association of everyday stress and HIV 
sexual risk; and (c) explore a side-by-side analysis of risk 
and resilience factors at individual and social levels among 
Black MSM. Consistent with existing research, we hypoth-
esize that the risk factors will be associated with elevated 
reports of condomless sex, whereas resilience factors will 
buffer the effect of stress and protect against condomless sex.

Methods

Participants and Procedures

This study is a secondary analysis using a sample from 
Real Talk project, an intervention aimed at HIV prevention 
adapted from the Afrocentric grouping of evidence-based 
interventions including SISTA/SiHLE/Willow for Black 
MSM [35, 36]. Real Talk was designed from a sexual harm 
reduction framework to examine the relationship between 
Black MSM resilience and HIV prevention strategies 
[35]. Real Talk used a combination of recruitment meth-
ods including site specific client recruitment, venue-based 
outreach, a social media campaign, and snowball sampling. 
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Between June and October of 2015, participation in Real 
Talk was opened to individuals who (a) self-identified as 
men; (b) self-identified Black and or African American; (c) 
between the ages of 18 and 49 years; (d) reported having 
had sex with a man; and (e) spoke English. Real Talk, a 
computer delivered program, was delivered in partnership 
with agencies with a history of providing services for Black 
MSM in the U.S. metropolitan areas in California, Florida, 
Georgia, and New Jersey [36]. Using a quasi-experimental 
design, Real Talk recruited 226 participants. All 226 par-
ticipants were given a baseline assessment using Survey-
Monkey, a third party online survey platform. The baseline 
assessment collected information on mental health, HIV 
and STI prevention knowledge, HIV and STI history, social 
identities, substance use, sexual risk behaviors, and sexual 
risk reduction strategies [36]. Participants received $50.00 
for completing the baseline survey. Real Talk also collected 
follow up assessments at six months, which were not utilized 
for the present study. The Real Talk project and this second-
ary analysis were approved by Portland State University’s 
Institutional Review Board; protocol numbers #153352 and 
#227560-18, respectively. The sample for this analysis was 
generated from the baseline assessments of Real Talk and 
included participants who (a) met the Real Talk inclusion 
criteria (b) self-reported at least one sexual partner in the last 
six months and (c) completed the baseline survey (n = 125).

Measures

Psychological Distress

Mean Stress: The Real Talk project collected information 
about the levels of stress in Black MSM participants. The 
Real Talk project used a five-level Likert scale (ranging 
from 1 = “none” to 5 = “a great deal of stress”) to determine 
the level of stress participants had experienced in the last 
30 days. Through a total of thirteen questions, participants 
were asked how much stress was caused by a variety of fac-
tors including: discrimination, relationships, family, work, 
finances, health, and housing. Mean stress, a continuous var-
iable ranging from 0 to 4, consisted of a composite measure 
of all stress related questions, where higher mean scores 
correspond to increased levels of stress and 0 corresponds 
to no stress experienced at all.

Sexual Risk and Risk Reduction Behaviors

HIV Sexual Risk Behavior: The Real Talk project collected 
information on sexual behavior and HIV risk within the past 
6 months from the date of the survey. From these data, we 
assessed three variables. Our outcome variable is condom-
less anal intercourse (CAI) measured as a binary variable 
(yes = 1) for engaging at least once in condomless anal 

intercourse in the last 6 months. Our other two sexual risk 
behaviors included a binary variable for those with multi-
ple sexual partners in the last 6 months (1 = two or more 
partners, 0 = one partner), as well as a binary variable for if 
the participants used alcohol, poppers, painkillers, and/or 
downers (1 = yes) right before or during sexual intercourse 
in the last 30 days.

Sexual Risk Reduction Behavior: Participants reported the 
HIV status of their sexual partners in the last 6 months along 
with their own HIV status. A binary variable for serosorting 
(1 = yes) was used to represent participants who engaged 
in serosorting with all reported sexual partners in the last 
6 months.

Resilience

Mean Social Support: The Real Talk project collected infor-
mation on social support in participants’ lives. Participants 
were asked whether they had someone in their life who could 
help with: (a) getting a job; (b) advice with relationships; (c) 
being down or upset; (d) health issues; and (e) emergencies. 
Mean social support is a continuous variable consisting of a 
composite measure of those 5 questions ranging from 0 to 5, 
where higher values indicate more social support. It should 
be noted participants with all 5 types of social support could 
be receiving that support from the same person, thus this 
variable does not determine how many people are included 
in that support network.

Connection to Community: Real Talk collected data from 
participants regarding connection to various communities. 
Items were assessed on a binary (1 = yes, connected) to cap-
ture self-reported connection. For the Black MSM popula-
tion, two specific communities were of interest for our study: 
the Black community and the gay community. Binary vari-
ables were used to represent participants’ connection to the 
Black community (1 = yes) and the gay community (1 = yes).

Correlates: Real Talk collected known correlates of 
sexual risk behavior including age (years old at time of 
interview) and self-reported HIV status (positive = 1). 
Socioeconomic status variables included education (no for-
mal schooling, less than high school, high school or GED, 
some college or vocational training, and college degree or 
more), individual annual income, and current employment 
status (1 = working or 0 = not working). To increase parsi-
mony, education and income variables included binary vari-
ables, respectively: those who attended college (1) or those 
who never attend (0); self-reported annual income at least 
$24,000 (1 = yes).

Statistical Analysis

All variables were descriptively analyzed for differences by 
CAI status using Pearson Chi-square tests for categorical 
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variables, and Welch’s two sample t-tests for continuous var-
iables. In cases of sparse data, Fisher’s exact test was used. 
Using logistic generalized estimating equations (GEEs) from 
r-package “geepack” [37, 38], a series of marginal models 
were used to account for correlation due to geographic 
similarities by site location [39]. The first model includes 
the univariate association between mean everyday stress 
and CAI, with subsequent models iteratively adding more 
covariates including demographics and other related cor-
relates (age, education, income, current work, HIV status); 
sexual risk and reduction behaviors (multiple sex partners, 
substances, serosorting); and resiliency factors (social sup-
ports and connection to Black or gay community). Due to 
the intersectional nature of Black MSM belonging to both 
the Black and gay communities, the fifth model includes the 
interaction between connections to both those communities. 
For all stages of model building, odds ratios (OR) including 
95% confidence intervals (CI) were calculated for all covari-
ates. Overall model fit was assessed using Tjur’s R2, known 
also as the coefficient of discrimination [40]; presence of 
multicollinearity was assessed using Variance Inflation Fac-
tors (VIF). All data preparation and analyses were conducted 
using [R studio] (R version 4.1.2).

Results

Exploratory Analysis

The final analysis included n = 125 Black MSM with com-
plete data from the baseline survey. Mean age for partici-
pants at baseline was 32.3 years old (sd 9.62). Participants 
self-reported income, employment status, and education: 
35% reported an annual income of at least $24,000; 64% 
reported current employment; and 61% had at least some 
college experience at the time of the survey. All baseline 
covariates by CAI status can be seen in Table 1; only sexual 
risk and reduction behaviors were found to be significantly 
different by CAI status.

Regression Analysis

Table 2 presents all odds ratios and corresponding confidence 
intervals for the outcome of condomless anal intercourse 
(CAI) with mean everyday stress and other correlates across 
each stage of model building. Univariately [model 1 (M1)], 
mean stress was not associated with CAI [M1 OR (95% CI): 
1.27 (0.88–1.83)], nor when adjusted for age, income, educa-
tion status, work status, and HIV status [M2 OR (95% CI): 
1.23 (0.84–1.82)]. For Black MSM with annual income greater 
than $24,000, the odds of CAI were significantly higher com-
pared to those with annual income less than $24,000 [M2 OR 
(95% CI): 1.60 (1.13–2.27). Neither age, education status, 

work status, or HIV status was associated with CAI at this 
stage of model building.

When accounting for sexual risk behaviors [model 3 (M3)] 
along with individual sources of resiliency [model 4 (M4)], 
mean stress continued to not be associated with CAI. Annual 
incomes greater than $24,000 were found to be a consistent 
risk factor for CAI [M3 OR (95% CI): 2.25 (1.83–2.76)] and 
[M4 OR (95% CI): 2.04 (1.40–2.98)]. Current employment 
was found to be a significant protective factor for CAI [M3 
OR (95% CI): 0.45 (0.33–0.61)] and [M4 OR (95% CI): 0.34 
(0.18–0.62)]. Sexual risk behaviors including multiple sex 
partners [M3 OR (95%): 3.68 (1.42–9.57)] and [M4 OR (95% 
CI): 3.78 (1.16–12.32)] and sex-substance linked behavior 
[M3 OR (95% CI): 5.11 (2.08–12.54)] and [M4 OR (95% CI): 
5.20 (1.88–14.41)] were found to be significant risk factors 
for CAI. On the other hand, the practice of serosorting was 
found to be a highly protective factor [M3 OR (95% CI): 0.11 
(0.02–0.49)] and [M4 OR (95% CI): 0.10 (0.02–0.50)]. When 
accounting for sources of resiliency, Black MSM with con-
nection to the Black community had significantly lower odds 
of engaging in CAI compared to those without connection to 
the Black community [M4 OR (95% CI): 0.41 (0.18–0.96)]. 
Those with increased levels of mean social support had 
slightly higher odds of engaging in CAI [M4 OR (95% CI): 
1.40 (95% CI 1.03–1.91)]. Connection to the gay community 
was not found to be associated with CAI [M4 OR (95% CI): 
1.36 (0.54–3.44)].

Due to the intersectional nature of race and sexual-
ity, accounting for the interaction between connections to the 
Black and gay communities, model #5 revealed that every 
increased unit in mean stress was significantly associated 
with higher odds of engaging in CAI [M5 OR (95% CI): 1.36 
(1.01–1.84)]. Further, serosorting remained a highly protective 
factor towards CAI; the odds of CAI were significantly lower 
[M5 OR (95% CI): 0.10 (0.02–0.46)] among those engaged 
in serosorting behavior compared to participants who did not 
engage in serosorting behavior. In addition to serosorting, 
simultaneous connection to both the Black and the gay com-
munity served as a protective factor towards HIV risk behav-
ior as those self-reporting a connection to both communities 
the odds of CAI were significantly lower [M5 OR (95% CI): 
0.39 (0.26–0.58) compared to those who self-reported no con-
nection to either the Black or gay communities. It should be 
noted, that group effects for connection to the gay community 
or Black community were not found to be associated with 
increased odds of CAI at this stage in the analysis.

Discussion

Our findings indicate that increased stress is associated with 
condomless sex. These results are consistent with previ-
ous studies among Black MSM, reinforcing that stress is a 
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pervasive factor in HIV risk [10, 27]. After accounting for 
known correlates of risk behavior, the association became 
stronger; meaning accounting for individual, behavioral, and 
social factors allows for a more nuanced and contextual-
ized understanding of this association. In addition to stress, 
we found higher income, more sexual partners, and sex-
substance linked behavior to be risk factors for engaging in 

condomless sex. These findings are consistent with previ-
ous studies [12, 30, 41] indicating individual and behavio-
ral risks for acquiring HIV. Our results in the fourth model 
indicate social support is a significant risk factor, as those 
with high levels of social support were 40% more likely to 
engage in condomless sex, which goes against our hypoth-
esis. However, our final model produced the same finding, 

Table 1   Demographic Characteristics and HIV Environmental Riskscape Factors of n = 125 Black MSM by Self-Reported Condomless Anal 
Intercourse (CAI) in the last 6 months

a Odds Ratio (OR) reported for Fisher’s exact test in cases of sparse data
*p < 0.05 **p < 0.01 ***p < 0.001 (Two-Sided Test)

No CAI (N = 47) Yes CAI (N = 78) Overall (N = 125) Test statistic P-value

Mean stress
 Mean (SD) 1.26 (0.830) 1.45 (0.943) 1.38 (0.903) t = − 1.0, df = 107 0.2
 Median [Min, Max] 1.08 [0, 3.15] 1.35 [0, 4.00] 1.31 [0, 4.00]

Approximate age
 Mean (SD) 32.6 (9.76) 32.1 (9.60) 32.3 (9.62) t = 0.3, df = 96 0.8
 Median [Min, Max] 33.0 [20.0, 54.0] 29.0 [18.0, 51.0] 30.0 [18.0, 54.0]

Income ($24,000 +)
 Yes 14 (29.8%) 30 (38.5%) 44 (35.2%) χ2 = 1, df = 1 0.3

Attended college
 Yes 27 (57.4%) 49 (62.8%) 76 (60.8%) χ2 = 0.4, df = 1 0.6

Currently working
 Yes 30 (63.8%) 50 (64.1%) 80 (64.0%) χ2 = 0, df = 1 1.0

Multiple sexual partners
 One only 34 (72.3%) 27 (34.6%) 61 (48.8%) χ2 = 17, df = 1 < 0.001***
 2 +  13 (27.7%) 51 (65.4%) 64 (51.2%)

HIV Status
 Negative 25 (53.2%) 41 (52.6%) 66 (52.8%) χ2 = 0.005,df = 1 1
 Positive 22 (46.8%) 37 (47.4%) 59 (47.2%)

Serosorting
 Yes 38 (80.9%) 34 (43.6%) 72 (57.6%) χ2 = 17, df = 1 < 0.001***

Substances during sex
 Yes 15 (31.9%) 50 (64.1%) 65 (52.0%) χ2 = 12, df = 1 0.001**

Connection to black community
 Yes 30 (63.8%) 40 (51.3%) 70 (56.0%) χ2 = 2, df = 1 0.2

Connection to gay community
 Yes 28 (59.6%) 47 (60.3%) 75 (60.0%) χ2 = 0.006,df = 1 0.9

Mean total social supports
 Mean (SD) 3.79 (1.63) 4.01 (1.50) 3.93 (1.55) t = − 0.8, df = 91 0.4
 Median [Min, Max] 5.00 [0, 5.00] 5.00 [0, 5.00] 5.00 [0, 5.00]

Study site
 1 17 (36.2%) 24 (30.8%) 41 (32.8%) χ2 = 5, df = 3 0.2
 2 5 (10.6%) 18 (23.1%) 23 (18.4%)
 3 9 (19.1%) 19 (24.4%) 28 (22.4%)
 4 16 (34.0%) 17 (21.8%) 33 (26.4%)

PrEP
 No 20 (42.6%) 35 (44.9%) 55 (44.0%) ORa = 0.58 0.6
 Yes 2 (4.3%) 2 (2.6%) 4 (3.2%)
 Missing 25 (53.2%) 41 (52.6%) 66 (52.8%)
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though no longer significant. Social support, in this study, 
should be interpreted with caution, given it is teetering on 
significance.

We found the effects of age, current employment, and 
serosorting to be protective of engaging in condomless sex 
and consider them resilience factors. These findings are con-
sistent with the literature suggesting Black MSM experi-
ence resilience factors at multiple levels. Serosorting behav-
ior has been known to be protective of HIV transmission 
among MSM [42–44] and specifically among Black MSM 
[18]. However, this study finds engaging in serosorting to 
not only be highly protective but also the most protective 
factor. Though not directly assessed as part of serosorting 
behavior in the Real Talk study, the findings of serosorting 
in this study allude to the idea of community/collective resil-
ience behavior. Given serosorting requires communication 

among sexual partners, it is often understood as an individ-
ual behavior. However, when conducted in mass, an entire 
community can prevent the spread of HIV and lower the 
community incidence. By communicating with partners, 
entire communities of sexual networks can positively adapt 
to the adversity of contracting HIV [15]. At a group-level, 
this behavior begins to act as a form of collective resilience.

Lastly, our data expands the literature by documenting 
the association between connection to the Black and gay 
communities and HIV sexual risk reduction among Black 
MSM. Our initial findings (model #4) assess community 
connection in the Black and gay communities separately, 
resulting in a protective effect for those connected to the 
Black community, but not those connected to the gay com-
munity. These findings are consistent with the literature 
[28, 29, 45] indicating that safe spaces within the Black 

Table 2   Generalized Estimating Equations (GEE) Model Results of Odds Ratios and 95% Confidence Intervals for Association of Mean Stress 
and Individual Factors in HIV Environmental Riskscape on Condomless Anal Intercourse for Black Men who have sex With Men (n = 125)

Source: Real Talk Project Data; Includes cases with complete data
*p < 0.05 **p < 0.01 ***p < 0.001 (Two-Sided Test)

Variable Model 1 Model 2 Model 3 Model 4 Model 5

Mean stress OR = 1.27 (0.88–1.83) OR = 1.23 (0.84–1.82) OR = 1.08 (0.81–1.43) OR = 1.28 (0.95–
1.72)

OR = 1.36* (1.01–1.84)

Approximate age OR = 0.98 (0.95–1.02) OR = 0.94* (0.89–
0.99)

OR = 0.94* (0.88–
0.99)

OR = 0.93* (0.88–0.99)

Income (ref ≤ $24 k) OR = 1.60** 
(1.13–2.27)

OR = 2.25*** 
(1.83–2.76)

OR = 2.04*** 
(1.40–2.98)

OR = 1.97** (1.29–
3.02)

Attended College 
(ref = none)

OR = 1.26 (0.93–1.72) OR = 0.89 (0.50–1.58) OR = 0.79 (0.41–
1.52)

OR = 0.74 (0.37–1.49)

Currently Employed 
(ref = no)

OR = 0.80 (0.41–1.55) OR = 0.45*** 
(0.33–0.61)

OR = 0.34*** 
(0.18–0.62)

OR = 0.36** (0.19–
0.70)

HIV Status (ref = neg-
ative)

OR = 1.19 (0.44–3.17) OR = 0.78 (0.15–4.12) OR = 0.85 (0.15–
4.66)

OR = 0.88 (0.15–5.17)

Multiple Sexual Part-
ners (ref = 1 partner)

OR = 3.68** 
(1.42–9.57)

OR = 3.78* (1.16–
12.32)

OR = 3.98* (1.13–
13.93)

Serosorting (ref = No) OR = 0.11** 
(0.02–0.49)

OR = 0.10** 
(0.02–0.50)

OR = 0.10** (0.02–
0.46)

Substances before/
during sex in last 
30 days (ref = No)

OR = 5.11*** 
(2.08–12.54)

OR = 5.20** 
(1.88–14.41)

OR = 5.03** (1.79–
14.14)

Connection with 
Black Community 
(ref = No)

OR = 0.41* (0.18–
0.96)

OR = 0.66 (0.35–1.26)

Connection with 
Gay Community 
(ref = No)

OR = 1.36 (0.54–
3.44)

OR = 2.34 (0.84–6.55)

Mean Social Supports OR = 1.40* (1.03–
1.91)

OR = 1.40† (1.00–1.97)

Connect w/ Black 
Comm * Connect w/ 
Gay Comm

OR = 0.39*** (0.26- 
0.58)

Constant OR = 1.71 OR = 2.82 OR = 22.79 OR = 11.80 OR = 10.30
# of Cases 125 125 125 125 125
Tjur’s R2 0.009 0.022 0.335 0.357 0.358
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community are integral to the promotion of safer sexual 
health practices for all Black men. These designated spaces 
are often cultural spaces for the Black community include 
barbershops and churches [29]. Our findings suggest HIV 
prevention programming continue to partner with known 
Black cultural spaces and expand to additional spaces Black 
MSM frequent. Our findings do not support connection to 
the gay community alone being associated with condomless 
sex. Other studies have reported this being both a risk and 
resilience factor. Future research should continue to investi-
gate this association given the mixed results of the literature.

Given our results on Black and gay community connec-
tion, we created an interaction term allowing us to examine 
the effect of being connected in both the Black and gay com-
munities. The results indicate being connected to both Black 
and gay communities is protective of engaging in condom-
less sex while also explaining away the association between 
Black community connection and condomless sex. These 
results are consistent with the literature [27, 45] and support 
building and maintaining community relationships and com-
munity spaces that cater to the Black MSM communities as 
a means of preventing HIV.

Limitations

Despite the significance of these findings, several study 
limitations warrant mentioning. Overall, these findings 
may not be generalizable to all Black MSM, particularly 
those from other geographic locations or socioeconomic 
groups. Despite Real Talk using a wide array of recruitment 
strategies, the sample size is relatively small and could be 
increased in future studies as well as broadening the loca-
tions of recruitment to other places Black MSM live, work, 
and socialize. The true prevalence of respondents’ risk and 
resilience behaviors may be underestimated because of 
self-disclosing bias on the part of participants. Given par-
ticipant responses cannot be verified, our findings are likely 
conservative estimates of both risk and resilience factors. 
Due to the secondary analysis design of our study, we used 
only baseline data collected cross-sectionally. As a result, 
the directional relationship between risk and resilience fac-
tors with condomless sex cannot be confirmed. Though our 
findings indicate a strong protective effect for Black MSM 
who are connected to both the Black and gay communities, 
a nuanced understanding of these connections is needed. 
For instance, our findings do not distinguish between being 
connected to the Black and gay communities, the Black gay 
community, or a combination of all three.

Additional research is warranted to examine the nuances 
of how various types, sources, frequency, and duration of 
risk and resilience factors influence HIV risk behavior. For 
a more complete examination of substance use during sex, 
future studies should examine the use of stimulants during 

sex [10, 46] as our analysis only included alcohol, poppers, 
and downers based on the limitations of the Real Talk data. 
Additionally, a more comprehensive understanding of varia-
bles regarding social support, community, and other external 
resilience factors is warranted extending beyond the mere 
presence of these factors and towards the mechanisms within 
these factors that influence the outcome as either a risk or 
resilience factor [28, 47, 48]. For instance, social support 
in our study assesses whether a participant had someone to 
contact without assessing the quality of that relationship. 
Future research should examine who would be called upon 
and why. Research examining this level of nuance will fur-
ther contextualize and support not only whether these fac-
tors and supporting mechanisms are important, but more 
precisely, explain how they can be implemented in HIV pre-
vention work. Lastly, the continued practices of HIV reduc-
tion communication strategies, like serosorting and use of 
Pre-Exposure Prophylaxis (PrEP), and connection with the 
Black and gay communities and their intersection should 
be further explored. Though serosorting as a risk reduction 
strategy may be less relevant in the era of PrEP, this behavior 
is intriguing within the riskscape as serosorting is reflec-
tive of the relational decision-making practices that Black 
MSM have relied upon in the past and is similar to those 
they may engage in and rely upon today within the context 
of PrEP access and utilization as a means of mitigating their 
risk of acquiring HIV. Despite its efficacy, PrEP use among 
Black MSM was considerably low in 2015 when Real Talk 
was recruiting, [49, 50] as indicated in our data (our study 
had only 4 participants reporting use of PrEP). Since then, 
HIV campaigns in the United States have advocated for the 
initiation and sustained use of PrEP whilst addressing the 
various barriers to PrEP for Black MSM. Future research 
studies should account for PrEP initiation, sustained use, 
and conversations about PrEP use in relation to HIV risk 
and resilience factors. Further, the use of PrEP should be 
explored in relation to community connection and how PrEP 
has been incorporated into these communities. Exploring 
PrEP use and communication as a community level, harm 
reduction approach will further explore collective/commu-
nity resilience among this population.

Conclusion

Despite these limitations, several implications for future 
research, policy, and practice arise from our findings. A 
more nuanced and focused examination of the risk and resil-
ience factors in the HIV environmental riskscape is needed 
to address the ongoing and disproportionate burden of HIV 
incidence among Black MSM. It is important to examine both 
risk and resilience side-by-side, as they are experienced this 
way. Stress, higher income, having multiple sex partners, and 
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using substances right before and or during sex were all risk 
factors for engaging in condomless sex. On the other hand, 
being employed, serosorting, and connection to both the Black 
and gay communities were protective of condomless sex and 
served as indicators of resilience. Our findings indicate that 
risk and resilience co-occur and are navigated together by 
Black MSM exercising agency in their risk mitigation prac-
tices for HIV infection. Our findings allude to a collective or 
community level resilience practice that should be explored in 
further research, especially in relationship to serosorting, the 
use of PrEP, and connection to community. HIV prevention 
providers could also play a role by promoting HIV sexual risk 
reduction strategies including community connection as means 
of reducing not only the risk at an individual-level, but also 
reducing community-level risk. A more nuanced understand-
ing of how risk and resilience factors influence HIV sexual risk 
behavior will aid in developing prevention and intervention 
programming for Black MSM and provide important direction 
to ending the HIV epidemic by providing context to a popula-
tion disproportionately affected by HIV.
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