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INTRODUCTION

The achievement and sustainment of viral suppression among persons living with HIV 

(PLWH) is critical to improving the overall health of PLWH and preventing new HIV 

infections in the United States (US) (1–3). However, the various dimensions of HIV-related 
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stigma continue to serve as major barriers to HIV care and treatment among PLWH (4, 5). 

HIV-related stigma has been described as a multidimensional phenomenon consisting of 

internalized (i.e., PLWH’s endorsement and acceptance of the negative assumptions about 

their character because of their HIV status), anticipated (i.e., PLWH’s expected negative 

treatment by others because of their HIV status), perceived (i.e., an individual’s perception 

of the existence and degree of stigmatizing attitudes within a community), and enacted or 

experienced stigma (i.e., PLWH’s actual experiences of discrimination, devaluation, and 

prejudice by others because of their HIV status) (5). Previous studies have shown that 

PLWH with higher levels of HIV-related stigma have poorer HIV medication adherence as 

well as reduced access and utilization of health and social services (6, 7).

Researchers have presented a useful conceptual framework (i.e., Framework for HIV-related 

stigma, engagement in care, and health outcomes) highlighting the mechanisms by which 

HIV-related stigma lead to poorer HIV care outcomes among PLWH (5). More specifically, 

they posit that the various forms of HIV-related stigma (i.e., internalized, anticipated, 

perceived, and enacted) operate through four main pathways to include interpersonal factors 

(e.g., disclosure, social support, isolation), psychological resources (e.g., tools, skills, and 

personal identities used by PLWH to cope with stressful situations), mental health (e.g., 

depression, anxiety), and stress/biological processes (e.g., stressful experiences such as HIV-

related stigma, poverty, and trauma that produce stress responses within the body) to 

negatively affect HIV care outcomes among PLWH (5). Thus, understanding and responding 

to the various forms of HIV-related stigma and resulting mechanisms of action or 

consequences is critical to improving HIV care outcomes among PLWH (8). In the current 

study we focus on three dimensions of HIV-related stigma (i.e., anticipated, internalized, and 

enacted) and resulting consequences of enacted stigma among a highly HIV impacted 

population (i.e., men who have sex with men).

Among men who have sex with men (MSM) who experience a disproportionate burden of 

HIV in the US (9), previous studies have documented high levels of HIV-related stigma as 

well as negative associations between HIV-related stigma and HIV care outcomes including 

avoidance of HIV care services, poor medication adherence, and reduced likelihood of viral 

suppression (10–19). The effects of HIV-related stigma may be even more pronounced for 

Black MSM in the US who may not only experience the various forms of HIV-related 

stigma based on their actual or assumed HIV status but stigmatization associated with other 

marginalized identities including race and sexual orientation (i.e., intersectional stigma) (5, 

10, 17–21). For example, Bogart et al. showed a significant longitudinal association between 

racial discrimination and lower adherence among 152 Black MSM living with HIV (19). 

Previous studies have also documented racial discrimination among Black MSM from White 

MSM (20, 21), law enforcement (17), and homo-negativity from peers, family members, and 

Black churches (17).

Strengths-based approaches such as the study of resilience among MSM have emerged as 

important constructs in HIV research (22, 23). Resilience has been defined as a dynamic 

process where individuals are capable of positive adaptations and/or success within the 

context of adversity (24, 25). It has been utilized to develop a better understanding of the 

context, relationships, and processes that lead to a variety of positive health and 
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psychosocial outcomes (26, 27) such as improvements in HIV care outcomes despite 

negative experiences of adversity (e.g., HIV-related stigma). This process of positive 

adaptation in response to adversity may occur through the presence of: a) positive internal 

assets; and b) external resilience resources and responses in order to facilitate positive 

outcomes (27). Specific resilience resources and responses have been identified among 

MSM of color in the US in response to different forms of stigmatization (e.g., racism, 

homophobia, and HIV-related stigma) to include: 1) dismissing the stigmatization, 2) 

seeking social support from external resources (e.g., role models, friends, family members), 

and/or 3) direct or indirect confrontation, challenge, and/or self-advocacy (28–31). 

Furthermore, among Black MSM specifically, social-support seeking behavior is a common 

strategy utilized in response to racial discrimination (28, 30, 31).

In the current study, we focus on the resilience resources and responses of MSM living with 

HIV within the context of HIV-related stigma to include the utilization of available resources 

and their likelihood of challenging, educating, and/or confronting HIV-related stigma. Our 

study is exploratory in nature with no pre-defined hypotheses. However, our goal is to 

develop a greater understanding of resilience with the context of HIV-related stigma among 

MSM living with HIV in Louisiana with a specific interest in how these constructs may be 

more relevant for Black MSM.

Louisiana represents a high priority jurisdiction with more than 20,000 individuals living 

with HIV in the state and one of the highest HIV/AIDS case rates in the nation (32). 

Currently, Baton Rouge and New Orleans rank high in HIV/AIDS case rates compared with 

other large metropolitan jurisdictions (32). Our study of resilience within the context of HIV-

related stigma in Louisiana is particularly timely and important given that Southern states 

such as Louisiana are characterized by high racial bias, high levels of HIV-related stigma, 

and a disproportionate burden of HIV (33, 34). In addition to these social and 

epidemiological characteristics, Louisiana has structural conditions which may impact the 

resilience resources and responses of MSM. Poverty in Louisiana is high at 19.7%, the 

second highest in the country (32). High poverty rates are also linked to employment, 

education, access to services, and overall quality of life (32). Information gleaned from 

resilience-based studies such as ours could be used to inform the development of future 

interventions to improve HIV care outcomes among this population. Previous studies have 

utilized resilience-based constructs to inform HIV interventions (35). For example, Black 

MSM living with HIV in Chicago with a support confidant were significantly more likely to 

have three or more provider visits than Black MSM who did not have a support confidant 

(35).

In 2015, The Louisiana Public Health Institute served as the lead research institution for the 

Louisiana HIV Stigma Index Project (LA HSIP). However, this project was led by PLWH 

who were integral to planning, implementing, and developing future interventions to address 

HIV-related stigma. The LA HSIP was a 2-year community-based participatory research 

study aimed to: 1) document the impact of HIV-related stigma among PLWH in New 

Orleans and Baton Rouge via peer-led face-to-face interviews with a purposeful sample of 

three hundred (300) PLWH; 2) refer PLWH to medical care and supportive services during 
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participant interviews based on identified need; and 3) develop city-specific stigma reduction 

action plans based on the study findings.

METHODS

The overall methods of the Stigma Index Project, a global stigma initiative, have been 

described elsewhere (36). In brief, the LA HSIP was conducted from March 2015 to July 

2017 in the New Orleans and Baton Rouge metropolitan statistical area (MSA). To be 

included in the study, participants had to: 1) self-report HIV positive status; 2) self-report 

that they were currently living in the New Orleans or Baton Rouge MSA; 3) self-report that 

they were at least 18 years of age; 4) be able to conduct the study in English; and 5) provide 

verbal consent. Potential participants were excluded if: 1) they had any condition that in the 

judgment of the research team made participation in the study unsafe, complicated 

interpretation of study findings, and/or otherwise interfered with achieving the parent study 

goals; and/or 2) were institutionalized (i.e., hospitalized or imprisoned).

Most participants were recruited from HIV service providers such as a community health 

center or AIDS Service Organization. Study participants completed a peer-assisted 

questionnaire with both closed and open-ended questions. Peers, also living with HIV, were 

recruited and selected by community-based organizations involved in either providing HIV 

services or serving as a planning body to provide culturally responsive health and supportive 

services for PLWH in the two study jurisdictions. Peers completed a three-day training that 

consisted of a project overview, questionnaire review, role play, how to secure informed 

consent, and ways to maintain subject confidentiality. Informed consent was obtained from 

eligible individuals prior to participation and the project was approved by an external 

institutional review board. Our study is limited to LA HSIP cross-sectional data with MSM 

participants living with HIV (N=110).

Study Measures

Demographic characteristics—Participants provided information about their race, city 

of residence, age, sexual orientation (i.e., gay, homosexual, or bisexual) or whether they had 

sex with other men, relationship status, education level, monthly income, insurance status, 

and employment history.

HIV-related stigma characteristics—Three dimensions of HIV-related stigma (i.e., 

anticipated, internalized, and enacted) and resulting consequences of enacted stigma were 

assessed in the study. These variables were adapted from existing measures (37). We created 

cut-off points within the different measures to differentiate levels of HIV-related stigma. We 

report reliability information in the results section.

Anticipated HIV stigma—Participants responded to an adapted six-item anticipated HIV 

stigma scale (37) that assessed their fears of experiencing a negative and/or discriminatory 

event in the last 12 months related to their HIV status to include being gossiped about, 

denied health care, physical threats, verbal threats, and social media threats. Response 

options were “yes” or “no”. Items were summed to create a total anticipated HIV stigma 

score ranging from 0 to 6 with higher scores indicating greater anticipated stigma. Cut-off 
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points were determined using percentiles (i.e., 33rd and 66th percentiles). Scores less than 1 

were categorized as low levels of anticipated stigma. Scores greater than 1 but less than 3 

were categorized as moderate levels of anticipated stigma. Scores greater than 3 were 

categorized as high levels of anticipated stigma.

Internalized HIV stigma—Participants responded to an adapted eight-item internalized 

HIV stigma scale (37) that assessed their own negative thoughts and feelings associated with 

their HIV status in the last 12 months to include guilt, shame, blame, anger, low self-esteem, 

self-punishment, and suicidal ideation. Responses were categorized as “yes” or “no”. Items 

were summed to create a total internalized HIV stigma score from 0 to 8 with higher scores 

indicating greater internalized stigma. Cut-off points were determined using percentiles (i.e., 

33rd and 66th percentiles). Scores less than 2 were categorized as low levels of internalized 

stigma. Scores greater than 2 but less than 4 were categorized as moderate levels of 

internalized stigma. Scores above 4 were categorized as high levels of internalized stigma.

Enacted HIV stigma—Participants reported whether they experienced any of the ten 

forms of discrimination and/or violations of rights in accessing work, housing, health and 

education services within the last 12 months as a result of their HIV status based on a 

modified enacted HIV stigma measure (37). Examples included denial of health care, denial 

of insurance, and denial of a job change or promotion. Response categories included 1-never 

to 4-often. Response options were recoded to 1-yes experienced discrimination or 0-no did 

not experience discrimination for each of the ten items. Items were summed to create a total 

enacted HIV stigma score ranging from 0 to 6 with higher scores indicating greater levels of 

enacted HIV stigma. Cut-off points were determined using percentiles (i.e., 33rd and 66th 

percentiles). Participants with overall scores of zero were categorized as experiencing low 

levels of enacted stigma. Participants with scores between 1 and 3 were considered 

experiencing moderate levels of enacted stigma. Participants with overall scores above 3 

were categorized as having high levels of enacted stigma.

Consequences of enacted HIV stigma—Participants were asked to indicate whether 

they experienced any of eleven potential negative consequences within the last 12 months as 

a result of enacted HIV stigma to include depression, anxiety, income loss, withdrawal from 

friends and family members, skipped medications, increase drug and alcohol intake, and 

avoided health care (37). Participants were asked to select all of the experiences (if any) that 

had occurred. Items were summed to create a total score from 0 to 11 with higher scores 

indicating greater consequences of enacted HIV stigma. Cut-off points were determined 

using percentiles (i.e., 33rd and 66th percentiles). Scores less than 2 were categorized as low 

consequences of enacted HIV stigma. Scores greater than 2 but less than 5 were categorized 

as moderate consequences of enacted HIV stigma. Scores above 5 were categorized as high 

consequences of enacted HIV stigma.

Resilience—Participants responded to eight questions adapted from an existing resilience 

measure that assessed how they individually responded to HIV-related stigma within the last 

12 months by challenging or educating someone who was stigmatizing or discriminatory 

against themselves as a result of their HIV status or another PLWH. They also responded to 
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whether or not they channeled community resources to help increase awareness and support 

for PLWH (37). Items were summed by the authors to create a total resilience score from 0 

to 8 with higher scores indicating greater resilience in response to HIV-related stigma. We 

created cut-off points within the different measures to determine levels of resilience and 

report reliability information in the results section. Cut-off points were determined using 

percentiles (i.e., 33rd and 66th percentiles). Scores less than 3 were defined as low levels of 

resilience. Scores greater than 3 but less than 5 were considered moderate levels of resilience 

whereas scores above 5 were considered high levels of resilience.

Health and HIV care outcomes—Several health and HIV-related outcomes were 

assessed in the study. Self-rated health – Participants ranked their overall health on a five-

item scale from excellent to poor with lower scores indicating greater perceived health (38). 

Disability status – Participants self-reported whether or not they had a physical or mental 

disability of any kind. Length of time living with HIV - Participants were asked to report 

how long they had been living with HIV. Response options ranged from less than 1 year to 

15 years or more. Three HIV care outcomes were assessed in the study: length of time since 

last doctor’s visit for HIV care, time since last HIV lab results, and most recent viral load 

result. Length of time since last HIV care visit – Participants were asked to report when they 

had their last HIV care visit. Response options ranged from “within the last 3 months” to “I 

have never received HIV care.” Time since last HIV lab results – Participants were asked to 

report how long it had been since their last lab test or bloodwork was completed to measure 

their HIV viral load and/or CD4 counts. Response options ranged from “within the last 3 

months” to “I have never had labs done.” Results of last HIV viral load test – Participants 

were asked to self-report the results of the most recent viral load test. Response options were 

“undetectable, detectable, and I don’t know.”

Data Analysis

For all analyses we used Statistical Package for the Social Science (IBM SPSS) 24 (39). 

Descriptive statistics were completed with frequencies and percentages to describe the 

sample of MSM. Data was modeled based on MSM participants using Pearson’s correlations 

and layered chi square non-parametric tests, due to the small and unequal MSM sample. 

This procedure used 5,000 bootstrapped samples, drawn with replacement, from our sample. 

A layered chi square test for independence bootstrapped with 5,000 samples was also 

conducted to examine racial differences between the various dimensions of HIV-related 

stigma, resilience, and HIV care outcomes. The bootstrapped chi-square test adjusts the right 

amount of randomness to the test statistic and performs well with small sample sizes in 

simulation studies (40, 41). We did not perform multivariable analyses given the small 

sample of MSM and unequal sample of Black MSM versus White MSM.

RESULTS

Overall description of MSM participants

Participant demographic characteristics are described in Table 1. One-hundred and ten 

(N=110) participants were MSM (i.e., identified as gay, bisexual, or reported sex with other 

men). Among MSM participants, the majority were Black (75%), most lived in New Orleans 
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(52%), and a third were over the age of 50 at the time of the interview (33%). Forty-five 

percent (45%) of all MSM were single (45%) and 48% were employed. The majority (52%) 

had a high school education or less and reported an average monthly income of $2,000 or 

less (76%). The mean level of anticipated HIV stigma was 2.22 (standard deviation, σ 
=1.67); internalized HIV stigma was 3.04 (σ = 2.35); enacted HIV stigma was 0.75 (σ 
=1.21); and consequences of enacted HIV stigma was 3.52 (σ =2.87). Internal reliability 

calculated as a Cronbach’s alpha (α) for the HIV-related stigma measures were 0.77, 0.82, 

0.85, and 0.74 respectively which suggest good internal validity. The mean level of 

resilience was 3.91 (σ =2.28, α = 0.74).

Health and HIV care outcomes

These results are described in Table 2. More than two-thirds of participants described their 

overall health as either excellent or very good (n = 68, 62%). Nearly a third (n= 34, 31%) of 

enrolled MSM reported a physical disability not related to their HIV status and 40% (n=44) 

reported a mental disability. Over half of enrolled MSM had been living with HIV for 10 

years or more (n= 58, 53%). More than two-thirds of MSM participants had seen a doctor 

for HIV care in the last 3 months (n= 80, 73%), had received laboratory tests for their HIV 

in the last 3 months (n=78, 71%), and reported that their last viral load result was 

undetectable (n=80, 73%). Eighteen percent (18%) of MSM participants did not know if 

their viral load was undetectable or not.

Observed relationships between HIV-related stigma, resilience, and HIV care outcomes

These results are described in Table 3. Participants with a greater number of consequences 

of enacted HIV stigma also reported poorer HIV care outcomes (r(109) = .192, p < .05 for 

last doctor visit, r(109) = .215, p < .05 for last lab test). In addition, participants with higher 

levels of internalized HIV stigma also reported more time since last HIV care visit (r(109) 

= .227, p < .05), more time since last HIV lab result (r(109) = .218, p < .05), and lower 

likelihood of an undetectable viral load (r(109) = .275, p<0.01). Anticipated HIV stigma and 

enacted HIV stigma were not significantly associated with any of the three HIV care 

outcome variables. Participants who reported higher levels of resilience were more likely to 

report positive HIV care outcomes (i.e., more frequent HIV care visits r(109) = −.28, p<.01, 

shorter time since last HIV lab results r(109) = −.27, p < .01, greater likelihood of an 

undetectable viral load r(109) = −.38, p < .001).

Observed racial differences in HIV-related stigma, resilience, and HIV care outcomes

These results are not reported in tables. There were significant racial differences between 

internalized HIV stigma and HIV care outcomes. Internalized HIV stigma was significantly 

negatively associated with Black MSM participants’ perceptions of their overall health χ2 

(24, n=109) = 48.74, p < .01 eta2= .49, 95% CI [.34, .66]. An observed negative relationship 

between internalized HIV stigma and viral load results approached significance for Black 

MSM χ2 (3, n=110) = 34.62, p = .07. Internalized HIV stigma did not significantly affect 

perceptions of overall health, length of time since last HIV care visit, time since receiving 

last HIV lab results, or viral load result, for White MSM (p = .56, .61, .28, .32, respectively). 

Greater consequences of enacted HIV stigma was significantly associated with time since 

receiving last HIV lab test and viral load results for Black MSM such that those who 
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experienced more consequences of enacted HIV stigma were less likely to have received 

HIV lab results within the last year χ2 (55, n=109) = 126.24, p < .001, eta2= .55, 95% CI 

[.35, .81], and were more likely to report a detectable viral load χ2 (33, n=110) = 58.07, p 
< .01, eta2= .45, 95% CI [.33, .73]. Higher reported consequences of enacted HIV stigma 

was not significantly associated with perceptions of overall health, length of time since last 

HIV care visit, time since receiving last HIV lab results, or viral load result for White MSM 

(p = .25, .66, .45, .18, respectively). Furthermore, anticipated HIV stigma was negatively 

associated with perceptions of overall health for Black MSM χ2 (15, n=109) = 26.80, p 
< .05, eta2= .41, 95% CI [.30, .62] but not for White MSM (p = .36). Black MSM who 

experienced higher levels of enacted HIV stigma were significantly less likely to report an 

HIV care visit in the last 12 months χ2 (20, n=110) = 36.37, p < .01, eta2= .31, 95% CI 

[.14, .58], and were less likely to have an undetectable viral load χ2 (15, n=110) = 27.79, p 
< .05, eta2= .20, 95% CI [.13, .52]. Among Black MSM, enacted HIV-stigma was 

marginally related to being less likely to receive HIV lab results in the last 12 months χ2 

(25, n=109) = 36.67, p = .06, eta2= .21, 95% CI [.12, .60] albeit not significant. Enacted 

HIV-stigma was not significantly associated with perceptions of overall health, length of 

time since last HIV care visit, time since receiving last HIV lab results, or most recent viral 

load result for White MSM (p = .67, .55, .98, .53, respectively).

Resilience was associated with positive HIV care outcomes for both Black and White MSM. 

White MSM reporting higher levels of resilience were significantly more likely to report 

better perceptions of overall health χ2 (21, n=109) = 36.33, p < .05, eta2= .57. 95% CI 

[.36, .93], and had a higher likelihood of receiving an HIV lab result within the last year χ2 

(28, n=109) = 43.27, p < .05, eta2 =.56, 95% CI [.44, .98]. Whereas Black MSM reporting 

higher levels of resilience were significantly more likely to report a shorter time since last 

their HIV care visit χ2 (32, n=110) = 47.57, p < .05, eta2= .33 95% CI [.19, .53]. Finally, 

both Black and White MSM reporting higher levels of resilience were significantly more 

likely to report an undetectable viral load χ2 (14, n=110) = 24.28, p < .05, eta2= .37, 95% CI 

[.17, .54] and χ2 (24, n=110) = 43.82, p < .01, eta2= .54 95% CI [.30, .75] respectively. 

However, having higher levels of resilience may have been more protective for Black MSM 

than White MSM such that higher levels of resilience were associated with improved HIV 

care outcomes as measured by time since last HIV care visit, for Black MSM than for White 

MSM (Δ χ2 (1)=135.55).

DISCUSSION

Given the exploratory nature of our study and skewed enrollment distribution between Black 

and White MSM participants, our findings should be interpreted with caution. From our 

preliminary analysis, there appears to be a positive association between resilience and HIV 

care outcomes, especially for Black MSM compared with White MSM enrolled in the LA 

HSIP. However, this association needs to be explored among a larger representative sample 

of MSM in Louisiana.

Previous qualitative studies have identified a variety of resilience responses (e.g., dismissing 

stigma, confronting/challenging stigma, and utilizing resources) to stigmatization among 

MSM (28–31). Our study focused on two of those resilience responses as a single resilience 
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measure: confronting or challenging HIV-related stigma and utilizing external resources to 

respond to HIV-related stigma. There, however, remains a gap in the literature as to the 

specific mechanisms in which these resilience profiles allow MSM, particularly Black MSM 

to positively adapt and/or respond to HIV-related stigma in order to improve HIV care 

outcomes. Additional information related to resilience may also be gleaned from the 

psychological resources (e.g., tools, skills, and personal identities used by PLWH to cope 

with stressful situations) described in the Framework for HIV-related stigma, engagement in 

care, and health outcomes (5).

We identified two resilience studies focused specifically among MSM in the Deep South. 

Both studies were focused on resilience and social discrimination within the context of HIV 

risk behaviors (42, 43). We believe that our study is one of the first quantitative studies to 

examine resilience specifically within the context of HIV-related stigma among MSM living 

with HIV in a Southern US state. Our study is aligned with a growing field of resilience 

research which suggests that movement from deficit-based models to more strengths-based 

approaches may be promising in order to inform the development of future HIV 

interventions for MSM (22, 23, 44).

Whereas, HIV-related stigma was experienced by every MSM participant, in the current 

study, the effects of HIV-related stigma differed by race in the non-parametric analyses. 

While White MSM living with HIV in this study reported experiences of HIV-related 

stigma, these experiences did not appear to preclude them from getting HIV care and being 

undetectable. Whereas, Black MSM living with HIV in this study reported a range of 

healthcare interruptions associated with HIV-related stigma. These racial differences may 

point to differential HIV care implications associated with HIV-related stigma among Black 

MSM compared with their White counterparts. However, a larger representative sample is 

required to confirm such findings.

Studies comparing the various dimensions and effects of HIV-related stigma on HIV care 

outcomes between White and Black MSM are limited (45). Thus our examination of the 

various dimensions of HIV-related stigma and resulting consequences of enacted HIV 

stigma among MSM living with HIV is a contribution to the field. Researchers hypothesize 

that the consequences of HIV-related stigma may be more pronounced for Black MSM who 

are more likely to live in communities where HIV stigma is more prevalent (46). In addition, 

the impact of HIV-related stigma among Black MSM may also be compounded by 

intersectional stigma (17–19).

Study Limitations

The interpretation of our exploratory study findings should be considered in the context of 

several limitations. Our analyses were conducted with 110 MSM who participated in a 

broader HIV stigma study, thus, our results are limited to the experiences of MSM living 

with HIV enrolled in the LA HSIP. The small sample size precludes population or 

community generalizations. Our study was not powered to conduct mediation or 

multivariable regression analyses. We recognize that there are potential mediators and 

unmeasured confounders that may be important to our exploration of resilience within the 

context of HIV-related stigma. Most participants were recruited from HIV service providers 
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and are thus not reflective of MSM who are not in HIV care. HIV status and viral load levels 

were self-reported and not verified with lab or other supporting data which may have 

resulted in social desirability bias. Lastly, measures of intersectional stigma were not 

included in the analyses and represent an important area for future examination (10, 17–21).

CONCLUSIONS

HIV services in Louisiana are under-resourced, with high HIV rates particularly among 

MSM, who account for at least fifty percent (50%) of persons newly diagnosed with HIV 

and PLWH in the state (32). MSM in this study revealed high levels of physical and mental 

disabilities, high poverty, limited education, and high reliance on public insurance programs. 

The current study is preliminary in nature and establishes a foundation for future resilience 

research within the context of HIV-related stigma among MSM in Louisiana. Our study 

leads to several avenues for future research among a more representative sample of MSM in 

the South including: 1) how resilience can be used to respond to or counter the negative 

effects of HIV-related stigma in order to improve HIV care outcomes among MSM, 

particularly Black MSM; 2) the inclusion of intersectional stigma measures within future 

studies; and 3) a more detailed understanding of the internal and external resilience 

characteristics among Black MSM that can be used to inform the development of future 

resilience-based interventions to improve HIV care outcomes among this population.
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Table 1 –

Demographic characteristics of men who have sex with men (MSM) living with HIV enrolled in the Louisiana 

HIV Stigma Index Project (LA HSIP), 2015–2017

Participant Characteristics, N=110 MSM Total N (%) White MSM N (%) Black MSM N (%)

Age

 18–24 years 6 (5%) 0 (0%) 6 (7%)

 25–29 years 13 (12%) 7 (23%) 6 (7%)

 30–39 years 27 (25%) 5 (16%) 25 (30%)

 40–49 years 27 (25%) 9 (29%) 18 (22%)

 50 or more 37 (33%) 10 (32%) 28 (34%)

Race

 Black 83 (75%) -- --

 White 27 (25%)

City of Residence

 New Orleans 57 (52%) 18 (58%) 43 (52%)

 Baton Rouge 53 (48%) 13 (42%) 40 (48%)

Relationship Status

 Married or living together 30 (27%) 11 (36%) 21 (24%)

 In a relationship but not living together 13 (12%) 5 (16%) 8 (10%)

 Single 50 (45%) 11 (36%) 41 (49%)

 Divorced or separated 2 (2%) 1 (3%) 1 (1%)

 Unknown 15 (14%) 3 (10%) 12 (15%)

Education

 Less than high school 11 (10%) 2 (7%) 9 (11%)

 Some high school or high school education 46 (42%) 7 (23%) 41 (49%)

 Some college/university 34 (31%) 14 (45%) 22 (27%)

 College graduate or post graduate degree 18 (17%) 8 (26%) 10 (12%)

 Unknown 1 (1%) 0 (0%) 1 (1%)

Average Income (per month)

 $0 – $1000 50 (45%) 16 (52%) 37 (45%)

 $1001 – $2000 34 (31%) 7 (23%) 27 (33%)

 $2001 – $3000 14 (13%) 4 (13%) 11 (13%)

 $3000+ 9 (8%) 4 (13%) 5 (6%)

 Unknown 3 (3%) 0 (0%) 3 (3%)

Insurance Status

 Uninsured 16 (15%) 3 (10%) 13 (16%)

 Medicaid 44 (40%) 15 (48%) 31 (37%)

 Medicare 31 (28%) 10 (32%) 23 (28%)

 Ryan White/AIDS Drug Assistance Program 33 (30%) 11 (36%) 23 (28%)
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Participant Characteristics, N=110 MSM Total N (%) White MSM N (%) Black MSM N (%)

 Private insurance (includes those with premiums covered by Ryan 
White)

28 (25%) 10 (32%) 15 (18%)

Employment Status

 Employed 53 (48%) 16 (52%) 39 (47%)

 Unemployed 48 (44%) 12 (39%) 35 (42%)

 Looking for work/employment 13 (12%) 3 (10%) 10 (12%)
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Table 2 –

Self-rated health and HIV-related characteristics of MSM living with HIV enrolled in the LA HSIP, 2015–

2017

Health-related Characteristics at enrollment, N=110 Total MSM N (%) White MSM N (%) Black MSM N (%)

Self-rated health

 Excellent 23 (21%) 5 (16%) 19 (23%)

 Very Good 45 (41%) 9 (29%) 38 (46%)

 Good 27 (25%) 12 (39%) 16 (19%)

 Fair 14 (13%) 4 (13%) 10 (12%)

 Poor 0 (0%) 0 (0%) 0 (0%)

Self-reported disability

 Mental health disability 44 (40%) 15 (48%) 29 (35%)

 Physical disability 34 (31%) 13 (42%) 24 (29%)

Years living with HIV

 Less than 1 year 5 (5%) 2 (7%) 3 (4%)

 1 – 4 years 23 (21%) 7 (23%) 16 (19%)

 5 – 9 years 24 (22%) 8 (26%) 17 (21%)

 10 – 14 years 21 (19%) 4 (13%) 18 (22%)

 15+ years 37 (34%) 10 (32%) 29 (35%)

Time since last HIV care visit

 Within last 3 Months 80 (73%) 23 (74%) 60 (72%)

 Within last 6 Months 12 (11%) 3 (10%) 10 (12%)

 Within the last year 5 (5%) 3 (10%) 2 (2%)

 More than a year 6 (6%) 2 (7%) 4 (5%)

 Never received care 7 (6%) 0 (0%) 7 (8%)

Time since last HIV lab test

 Within last 3 Months 78 (71%) 24 (77%) 57 (69%)

 Within last 6 Months 14 (13%) 3 (10%) 12 (15%)

 Within the last year 7 (6%) 2 (7%) 5 (6%)

 More than a year 6 (6%) 1 (3%) 5 (6%)

 Never had labs done 2 (2%) 0 (0%) 2 (2%)

Most recent viral load result

 Undetectable 80 (73%) 23 (74%) 61 (74%)

 Detectable 9 (8%) 5 (16%) 4 (5%)

 Don’t know 20 (18%) 3 (10%) 17 (21%)

AIDS Behav. Author manuscript; available in PMC 2021 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Brewer et al. Page 17

Table 3 –

Correlations between resilience, HIV-related stigma, and HIV care outcomes among MSM living with HIV 

enrolled in the LA HSIP, 2015–2017

Resilience Enacted 
Stigma

Consequences 
of Enacted 

Stigma

Anticipated 
Stigma

Internalized 
Stigma

Years 
living 
with 
HIV

Self-
rated 

Health

Time 
since 
last 
HIV 
care 
visit

Time 
since 
last 
HIV 
lab 
test

Viral 
Load 
Result

Resilience 1

Enacted 
Stigma

.058 1

Consequences 
of Enacted 

Stigma

−.068 .336** 1

Anticipated 
Stigma

.008 .284** .619** 1

Internalized 
Stigma

−.044 .308** .615** .502** 1

Years Living 
with HIV

.094 −.082 −.056 .015 −.231* 1

Self-rated 
Health

−.116 .046 .179 .226* .323** −.078 1

Time since last 
HIV care Visit

−.278** .145 .192* .176 .227* −.357
**

.294** 1

Time since last 
HIV lab test

−.267** .133 .215* .077 .218* −.278
**

.246* .818
**

1

Viral Load 
Result

−.378** .131 .177 .058 .275** −.304
**

.190* .593
**

.558
**

1

**
Correlation is significant at the 0.01 level (2-tailed).

*
Correlation is significant at the 0.05 level (2-tailed).
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