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Abstract

Bullying is a form of violence characterized as an aggressive behavior that is unprovoked and intended to cause
harm. Prior studies have found that lesbian, gay, bisexual, and transgender (LGBT) youth experience high levels
of bullying related to their sexuality and this harassment can lead to engagement in risk behaviors, depression,
and suicide. Ethnic/racial minority young men who have sex with men (YMSM) may experience dual levels of
stigma and maltreatment due to both their sexuality and their race. The aim of the current study was to assess
the prevalence and perceptions of racial and sexual identity-based abuse among a sample of minority YMSM,
and whether this maltreatment plays a role in the emotional distress of these youth. We found that overall 36%
and 85% of participants experienced racial and sexuality-related bullying, respectively. There was a significant
association between experiencing a high level of sexuality-related bullying and depressive symptomatology
( p = 0.03), having attempted suicide ( p = 0.03), and reporting parental abuse ( p = 0.05). We found no association
between racial bullying and suicide attempts. In a multivariable logistic regression model, experiencing any
racial bullying and high sexuality-related bullying were significant predictors of having a CES-D score ‡ 16;
adjusted odds ratio (OR) 1.83 and 2.29, respectively. These findings contribute to the existing literature regarding
the negative experiences and daily stressors facing LGBT youth with regard to both their minority status and
LGBT identities. Future interventions for racial/ethnic minority YMSM should provide assistance to achieve a
positive view of self that encompasses both their racial and sexual identities.

Introduction

There is considerable evidence that lesbian, gay, bi-
sexual, and transgender (LGBT) youth experience

increased levels of depression and commit more acts of self-
harm compared to their heterosexual peers.1–5 Some of this
may be aggravated by perceived and actual discrimination, as
well as verbal and physical abuse.6–9 Sexual-minority and
questioning youth are more likely than heterosexual youth to
be victims of bullying,10 peer sexual harassment, and dating-
partner physical abuse8,11 and much of this maltreatment has
strong anti-gay overtones.6 Moreover, gay and lesbian youth
are two to four times more likely to consider or attempt sui-
cide compared to heterosexual youth4,7 and gay youth are
more likely to skip school due to fear of being harassed.12

Bullying is a form of violence characterized as an aggres-
sive behavior that is unprovoked and intended to cause
harm.10 Both cross-sectional studies and systematic reviews
indicate that there is an increased risk of suicidal ideation
and/or suicide attempts associated with bullying behav-
ior,13,14 including an association between victimization by
violence and suicide attempts among LGBT-identified
youth.15,16 In the 2005 Massachusetts Youth Risk Behavior
Survey, students who were bullied at school in the prior year
were more likely than their peers who were not bullied to
have considered or attempted suicide (24% vs. 9% and 12% vs.
5%, respectively). Sexual minority youth, compared to their
peers, were significantly more likely to have skipped school
because they felt unsafe (13% vs. 3%), had been bullied (44%
vs. 23%), threatened or injured with a weapon at school (14%
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vs. 5%), and to have experienced dating violence (35% vs. 8%)
or sexual contact against their will (34% vs. 9%).2

Harassment or discrimination due to one’s racial identity
can lead to negative health outcomes, including increased
levels of anxiety and depression, increased drug use, and low
self-esteem.17–20 Further, there is evidence of racial discrimi-
nation within LGBT communities, as well as reports of anti-
LGBT discrimination within communities of color. The aim of
the current study was to assess the prevalence and percep-
tions of racial and sexual identity-based maltreatment among
a sample of racial/ethnic minority young men who have sex
with men (YMSM), and whether this abuse plays a role in the
emotional distress of these youth.

Methods

Study participants

Special Projects of National Significance (SPNS) Initiative
participants were enrolled at one of eight SPNS-funded
demonstration sites (Bronx, NY; Chapel Hill, NC; Chicago, IL;
Detroit, MI; Houston, TX; Los Angeles, CA; Oakland, CA; and
Rochester, NY), each with its own outreach, linkage, and re-
tention strategies.21 Interventions at the sites varied based on
local program design. To be eligible for this study, partici-
pants had to be: (a) born male; (b) HIV-infected and not cur-
rently in care; (c) had sex with males or had intent or wish to
have sex with males; (d) self-identified as nonwhite and
nonheterosexual; (e) between 13 and 24 years at the time of the
interview; and (f) able to provide written informed consent.

Procedures

Eligible participants were administered a standardized
face-to-face interview by local study staff. Baseline data
collected between June 1, 2006 and August 31, 2009 were
analyzed. De-identified data were entered into a secure web-
based data portal maintained by the evaluation center staff,
who analyzed the pooled data for the eight sites. All partici-
pants provided written informed consent to participate. All
instruments and protocols were approved by local Institu-
tional Review Boards (IRBs), and The George Washington
University IRB.

Measures

Racial and sexuality-based harassment

Two items were used to measure Racial Bullying: ‘‘How
often have you been made fun of or called names because of
your race or ethnicity?’’ and ‘‘How often have you been hit or
beaten up because of your race or ethnicity?’’ Youth who
answered either ‘‘once or twice’’, ‘‘a few times,’’ or ‘‘many
times’’ to either or both of these questions were considered to
have experienced racial bullying.

Three items were used to measure Sexuality-Related Bul-
lying. The first two items were ‘‘How often have you been
made fun of because of your sexuality?’’ and ‘‘How often have
you been treated rudely or unfairly because of your sexuali-
ty?’’ Participants could answer ‘‘never (0 points),’’ ‘‘once or
twice (1 point),’’ ‘‘a few times (2 points),’’ or ‘‘many times (3
points).’’ Responses to each question were summed and a
composite score was generated. A score of 0 indicated the
participant experienced no bullying; 1–4: the participant ex-

perienced a low/medium level of bullying; and 5–6: the
participant experienced a high level of sexuality-related bul-
lying. If a respondent answered anything other than ‘‘never’’
to a third item, ‘‘How often have you been hit or beaten up
because of your sexuality?’’ they were included in the ‘‘high
level’’ category.

Depressive symptomatology and additional
indicators of emotional distress

The Center for Epidemiologic Studies Depression Scale
(CES-D) has been used extensively to measure depressive
symptomatology in HIV-infected populations, and minority
and LGBT youth.22–26 The CES-D is a self-report scale with 20
items, each of which is rated on a 4-point scale, with a mini-
mum score of 0 and a maximum score of 60. Individuals are
asked to report the frequency of how they felt in the previous
week on parameters such as crying spells, loneliness, self-
esteem, and sleep. Scores of 16 or greater on the CES-D are
traditionally interpreted as suggestive of clinically significant
depression.

In addition, we used two other indicators to measure
emotional distress. Youth were asked about suicidal ideation
(‘‘Have you ever made a plan for committing suicide? I mean,
have you ever figured out a specific way of ending your life?’’)
and prior acts of self-harm (‘‘Have you ever tried to take
your own life?’’). Both items had ‘‘yes’’ and ‘‘no’’ as response
options.

Family and friendship-based social support

Support from family was measured with 2-items, scored
‘‘never,’’ ‘‘sometimes,’’ ‘‘most of the time,’’ and ‘‘always.’’
‘‘How often have you had serious disagreements with your
family about things that were important to you?’’ and ‘‘How
often do your feel your parent(s)/guardian(s) care about your
well-being?’’ An additional item, ‘‘Do you feel you have a
good relationship with your family?’’ had ‘‘yes’’ and ‘‘no’’ as
response options. A final item measured how frequently
participants see/hear from family and was scored ‘‘less than
once a month,’’ ‘‘monthly,’’ ‘‘a few times a month,’’ ‘‘a few
times a week,’’ or ‘‘daily.’’ Support from close friends was
measured with a single item, ‘‘How often do you see/hear
from close friends?’’ This item was scored ‘‘less than once a
month,’’ ‘‘monthly,’’ ‘‘a few times a month,’’ ‘‘a few times a
week,’’ or ‘‘daily.’’

Parental abuse

A single item assessed for parental abuse, ‘‘When your
parent or primary caretaker has disagreements with you, do
they ever.(a) Hurt your feelings/emotionally abuse you? (b)
Kick, bite, or hit you with a fist? (c) Hit or try to hit you with an
object? (d) Beat you up? (e) Burn or scald you? (f) Threaten
you with a knife? (g) Threaten you with a gun? (h) Touch you
in a way that made you uncomfortable? and/or (i) Threaten
your life in some other way?’’ Participants could choose more
than one response.

Statistical analysis

Uni- and bivariate analyses were used to describe partici-
pants and potential confounders. A logistic regression model
to identify significant predictors for having a CES-D score

S40 HIGHTOW-WEIDMAN ET AL.



‡ 16 was performed. Variables significant at the 0.10 level and
those known to be related to depressive symptoms were in-
cluded in the model. In addition, age was included as a con-
founding variable. An analysis of the association of race with
CES-D score showed that race is not significantly associated
with CES-D score ( p = 0.75) and was not included in the
model. All analyses were performed in SAS Version 9.1 (Cary,
NC).

Results

Descriptive statistics

The cohort consisted of 351 racial/ethnic minority YMSM
with a mean age of 20.4 years. Two-thirds of the sample
(67.5%) identified as African-American, 20.2% as Latino, and
12.3% as multiracial. Most of the sample identified as gay
(65.5%) or bisexual (20.5%). A majority (92.9%) of the cohort
reported being comfortable or very comfortable with their
sexual orientation. The mean age of sexual debut with a man
was 14.6 years.

Twenty-three percent (n = 79) of the cohort had made a plan
to commit suicide, and almost all of those who had made a
plan (96%, n = 76) had attempted at least once. Among those
youth with suicide plans, 45% (n = 34) had attempted suicide
more than once.

Racial bullying

Overall, 36.3% (n = 128) of participants reported being
made fun of or called names because of their race or ethnicity
and 4.6% (n = 16) reported being beaten up. Experiencing ra-
cial bullying was more common among multiracial and Af-
rican-American young men compared with Latinos ( p = 0.05).

There was a significant association between being bullied
due to race or ethnicity and depressive symptomatology
(CES-D score ‡ 16, p = 0.007) and having a period of at least
one week of feeling sad ( p = 0.002) (Table 1). While use of any
drugs was not associated with experiencing racial bullying,
lifetime use of sedatives ( p = 0.05) and sedative use within
the last three months ( p = 0.04) were associated with racial
bullying.

Sexuality-related bullying

Overall, 74.1% (n = 260) of the cohort reported being made
fun of because of their sexuality, with more than half (55.0%)
reporting that these experiences were somewhat or very
stressful. Fifty-eight percent (n = 205) of the young men
reported ever being treated rudely or unfairly because of
their sexuality, and nearly two-thirds (62.4%) found these
events to be somewhat or very stressful. Fifty-seven partic-
ipants (16.2%) reported being hit or beaten up because of
their sexuality, with 7 of these young men experiencing
this physical violence many times. The composite scores
for bullying related to sexuality showed that 14.8% (n = 49)
of the cohort experienced no bullying; 54.1% (n = 179) ex-
perienced a low/medium level of bullying; and almost
one-third, 31.1% (n = 103) experienced a high level of bully-
ing. Sixteen participants did not identify as male, with
5 identifying as transgender, 3 as female, 1 as butch queen,
1 as realness, and 6 as other. Overall, 75% of these nonmale
identified participants experienced some form of sexuality-
related bullying.

Table 1. Characteristics of HIV-Positive Young

Ethnic/Minority MSM who Experienced

Bullying Based on Race/Ethnicity

Ever been bullied based
on race/ethnicity N (%)

Yes No p Value
N = 131 N = 217 (chi-square)

Age (mean, SD) 20.7 (1.8) 20.2 (2.0) 0.02
Race/ethnicity 0.049

African-American 91 (69.5) 143 (65.9)
Hispanic/Latino 19 (14.5) 52 (24.0)
Multi-racial 21 (16.0) 22 (10.1)

Site 0.13
APEB 11 (8.4) 17 (7.8)
BAS, NY 16 (12.2) 40 (18.4)
Harris Co. 15 (11.5) 33 (15.2)
LA 24 (18.3) 33 (15.2)
MOCHA, Rochester 2 (1.5) 6 (2.8)
UNC, North Carolina 40 (30.5) 40 (18.4)
Wayne State, Detroit 18 (13.7) 31 (14.3)
WFT, Chicago 5 (3.8) 17 (7.8)

Education 0.005
Less than HS 25 (19.1) 74 (34.1)
HS degree/GED 36 (27.5) 59 (27.2)
Some college 70 (53.4) 84 (38.7)

CES-D ‡ 16 77 (62.6) 96 (47.3) 0.007
Period of at least

one week feeling
sad, ever

69 (54.8) 77 (37.4) 0.002

Suicide
Made plan for suicide 35 (27.6) 44 (20.8) 0.15
Tried to take own life 31 (24.6) 45 (21.7) 0.55
Tried more than once 14 (46.7) 20 (45.5) 0.92

Used drugs,a ever 92 (78.0) 155 (79.1) 0.82
Last 3 months 72 (70.6) 122 (75.8) 0.35

Use marijuana, ever 85 (73.3) 139 (71.3) 0.70
Last 3 months 63 (62.4) 105 (61.4) 0.87

Use sedatives, ever 23 (19.7) 23 (11.7) 0.055
Last 3 months 15 (17.7) 11 (8.4) 0.04

Ever had emotional/
psychological problems
from drugs

30 (24.0) 27 (13.4) 0.01

Drank alcohol,
last 2 weeks

52 (51.0) 64 (43.8) 0.27

Any parental abuse 98 (74.8) 135 (62.2) 0.02
Have serious

disagreements
with family (most of
the time/always)

114 (89.1) 165 (80.9) 0.048

See/hear from family
at least a few times
a week

102 (79.1) 171 (81.0) 0.66

Have good relationship
with one’s family
(Yes vs. No)

101 (79.5) 171 (83.8) 0.32

Parents/guardians care
about well-being (most
of the time/always)

100 (80.7) 166 (83.0) 0.59

How often do you see/
hear from close friends
(At least a few times
a week vs. a few times
a month or less)

23 (18.0) 45 (21.1) 0.48

aExcludes alcohol.
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There was a significant association between experiencing a
high level of sexuality-related bullying and depressive
symptomatology ( p = 0.03); ever having a period of at least
1 week of feeling sad ( p = 0.004); having attempted suicide
( p = 0.03); having serious disagreements with family
( p < 0.0001); and experiencing parental abuse ( p = 0.05)
(Table 2).

Multivariable analysis

Experiencing any racial bullying and high sexuality-related
bullying were significant predictors of having a CES-D
score ‡ 16 in a logistic regression model, with adjusted odds
ratios (ORs) of 1.83 (95% C.I. 1.06, 3.14, p = 0.0293) and 2.29
(95% C.I. 1.01, 5.20, p = 0.0474), respectively (Table 3). Mea-

Table 2. Characteristics of HIV-Positive Young Ethnic/Minority MSM who Experienced Bullying

Based on Sexuality

Ever been bullied based on sexuality N (%)

Never Low/medium High
N = 49 N = 179 N = 103 p Value (chi-square)

Age (mean, SD) 20.4 (2.0) 20.2 (2.0) 20.5 (1.9) 0.37
Race/ethnicity 0.25

African-American 37 (75.5) 121 (67.6) 69 (67.0)
Hispanic/Latino 6 (12.2) 39 (21.8) 16 (15.5)
Multi-racial 6 (12.2) 19 (10.6) 18 (17.5)

Site 0.15
APEB 1 (2.0) 16 (8.9) 11 (10.7)
BAS, NY 10 (20.4) 31 (17.3) 14 (13.6)
Harris Co. 9 (18.4) 29 (16.2) 8 (7.8)
LA 4 (8.2) 26 (14.5) 13 (12.6)
MOCHA, Rochester 0 (0) 3 (1.7) 5 (4.9)
UNC, North Carolina 16 (32.7) 38 (21.2) 26 (25.2)
Wayne State, Detroit 5 (10.2) 28 (15.6) 16 (15.5)
WFT, Chicago 4 (8.2) 8 (4.5) 10 (9.7)

Education 0.40
Less than HS 12 (24.5) 53 (29.6) 30 (29.1)
HS degree/GED 16 (32.7) 40 (22.4) 32 (31.1)
Some college 21 (42.9) 86 (48.0) 41 (39.8)

CES-D ‡ 16 18 (37.5) 90 (52.0) 59 (60.8) 0.03
Period of at least 1 week

feeling sad, ever
14 (28.6) 74 (42.1) 58 (56.3) 0.004

Suicide
Made plan for suicide 7 (14.3) 44 (25.0) 27 (26.2) 0.23
Tried to take own life 6 (12.8) 37 (21.1) 32 (31.1) 0.03
Tried more than once 2 (33.3) 16 (44.4) 16 (50.0) 0.73

Used drugsa, ever 38 (79.2) 133 (81.1) 71 (74.7) 0.48
Last 3 months 29 (74.4) 102 (72.3) 59 (78.7) 0.60

Use marijuana, ever 38 (79.2) 121 (74.2) 63 (67.7) 0.31
Last 3 months 26 (63.4) 90 (61.6) 51 (65.4) 0.86

Use sedatives, ever 8 (16.7) 23 (13.9) 15 (15.8) 0.85
Last 3 months 6 (20.7) 14 (12.0) 6 (9.5) 0.31

Ever had emotional/psychological
problems from drugs

6 (12.2) 30 (17.2) 21 (21.0) 0.43

Drank alcohol, last 2 weeks 21 (58.3) 59 (44.4) 36 (46.8) 0.33
Any parental abuse 31 (63.3) 118 (65.9) 81 (78.6) 0.049
Have serious disagreements with

family (most of the time/always)
28 (59.6) 157 (87.7) 92 (89.3) < 0.0001

See/hear from family at least
a few times a week

41 (85.4) 144 (81.8) 75 (74.3) 0.19

Have good relationship with
one’s family (Yes vs. No)

42 (85.7) 151 (85.3) 76 (74.5) 0.06

Parents/guardians care about
well-being (most of the time/always)

36 (75.0) 148 (83.6) 80 (83.3) 0.36

How often do you see/hear from close
friends (at least a few times a week
vs. a few times a month or less)

38 (77.6) 148 (83.6) 79 (79.0) 0.49

Comfortable with sexuality 42 (91.3) 158 (92.9) 96 (96.0) 0.47
Age at sexual debut (mean, sd) 15.4 (2.7) 14.8 (3.1) 13.8 (3.5) 0.004

aExcludes alcohol.
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sures of the closeness of family and friend relationships were
also included in this model to control for the level of social
support experienced. The odds ratios of 2.29 for high sexu-
ality-related bullying indicates that the odds that racial/
ethnic minority YMSM reporting significant depressive
symptomatology would report high sexuality-related bully-
ing was more than two times greater than that of youth not
reporting depressive symptomatology.

Discussion

Prior studies have found that being gay or bisexual is a
major predictor of suicidality,27,28 and rates of suicidal idea-
tion and attempts in this cohort of HIV-infected raical/ethnic
minority YMSM were similarly found to be significantly
higher than those in heterosexual youth.29 Gay youth who
have been exposed to high levels of victimization have higher
rates of past-year suicide attempts compared with hetero-
sexual youth exposed to similar levels of victimization16 and
one study found that gay and bisexual men may be more
vulnerable to suicidal thoughts and actions as depressive
symptoms increase, compared to heterosexual men.27

Despite some modest gains in acceptance of gays and les-
bians over the decades since removal of homosexuality from
the Diagnostic and Statistical Manual of Mental Disorders
(DSM), national policies are indicators of the social climate
and homophobia remains pervasive in today’s society. The
hateful rhetoric used in national debates over same sex mar-
riage and "don’t ask, don’t tell" continue to fuel the problem,
creating a potentially harmful environmental context for
LGBT persons that may result in negative health outcomes.
The debate over same-sex marriage is one of the most visible
and highly contested political issues impacting LGBT com-
munities. A recent study showed that psychiatric disorders

increased significantly in LGBT individuals living in states
that banned same sex marriage in the 2004 and 2005 elections.
There was a 36.6% increase in mood disorders, a 248.2% in-
crease in generalized anxiety disorder, and a 42% increase in
alcohol use disorders.30

At first glance, equal rights for the LGBT community may
appear to be peripheral to the issue of suicide among LGBT
youth, but the policy environment has direct bearing on in-
ternal and interpersonal factors, including internalized ho-
mophobia and reduced self-worth for YMSM. This can lead
to shame, self-hatred, and social isolation. In their study of
African-American, YMSM, Stokes and Peterson proposed
that the negative experiences these men have with regard to
their race, sexuality, and gender are internalized and result
in decreased self-esteem and self-worth.31 As in other stud-
ies, this was related to deep-seated external and internalized
stigma around sexuality, race, and gender. Internalized ho-
mophobia is also associated with demoralization, guilt,
suicidal thoughts, sexual problems, and traumatic responses
to HIV-related stress.32–36

In this study, we found an association between experi-
encing a high level of bullying related to sexuality and both
depressive symptoms and attempting suicide. The extreme
nature and devastating consequences that harassment has
on gay youth may be related to a lack of social support to
buffer these negative experiences and daily stressors, as well
as high levels of parental abuse. More than two-thirds of the
young men in this sample experienced some form of parental
abuse, and more than a quarter of those experiencing abuse
had cuts, burns, or broken bones as a result of those inci-
dents. Other studies have found that LGBT adolescents who
reported higher levels of family rejection were at least three
times more likely to use illegal drugs compared to their peers
who reported no or low levels of family rejection.37 There is
also the added effect of race, with racial/ethnic minority
YMSM more often reporting negative family reactions
to their sexual orientation compared to white YMSM.37

African-American and Latino YMSM may also experience
homophobia from their respective racial/ethnic communi-
ties. How YMSM cope with this homophobia becomes im-
portant, given that racial/ethnic minority YMSM who are
able to achieve a positive integrated identity related to being
a LBGT person of color have higher self-esteem, stronger
social support networks, greater levels of life satisfaction,
and lower levels of psychological distress than young men
who do not achieve this identity.38,39 Taken together, these
findings suggest interventions that help families and com-
munities become more accepting of LGBT members may
have beneficial health effects, including decreased depres-
sion, drug use, and attempts at self-harm.

The association of suicide attempts and sexuality-related
bullying, but not racial bullying, may be due to social support
and having a strong sense of racial identity that can buffer
these negative experiences.40–42 Diaz et al. reported that in a
sample of Latino MSM, family acceptance and community
involvement reduced the effects of sexuality-based discrimi-
nation.43 Unlike their experiences surrounding race, minority
YMSM are not likely to have grown up in a home with parents
who shared their stigmatized gay identity. Thus, there is little
to no appropriate gay role modeling or protection against
negative views toward homosexuality. If negative stereotypes
are constantly reinforced with children who grow up to be

Table 3. Adjusted ORs and 95% CIs for Significant

Predictors of Having a CES-D Score ‡ 16
in a Logistic Regression Model (N = 305)

aOR 95% CI p Value

Racial bullying (Yes vs. No) 1.83 1.06, 3.14 0.0293
Sexuality bullying:

Low/medium vs. never 2.01 0.97, 4.17 0.0611
High vs. never 2.29 1.01, 5.20 0.0474

Have good relationship with
one’s family (Yes vs. No)

0.20 0.09, 0.43 < 0.0001

Ever experienced emotional/
psychological effects from
drugs (Yes vs. No)

3.49 1.64, 7.45 0.0012

Study site (all vs. UNC):
APEB 0.17 0.05, 0.56 0.0040
BAS 1.02 0.46, 2.26 0.9575
Harris Co. 1.19 0.51, 2.76 0.6933
LA 1.24 0.51, 3.00 0.6417
MOCHA 7.27 0.81, 65.3 0.0765
Wayne State 0.68 0.30, 1.58 0.3738
WFT 0.67 0.18, 2.51 0.5556

Age 1.04 0.94, 1.15 0.4198
How often do you see/hear

from close friends (at least
a few times a week vs.
a few times a month or less)

0.41 0.21, 0.80 0.0095

Likelihood ratio chi-square = 69.25 ( p < 0.0001).
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gay, they may become a part of the children’s perceptions of
what it means to be a gay person in society. Interestingly,
despite experiencing high rates of both physical and emo-
tional abuse related to their sexuality, most of the young men
in this study expressed high levels of comfort with their sexual
identity, documenting a high level of resilience within this
population, an important consideration in designing future
interventions.

This study is not without limitations. Despite being a large,
geographically diverse sample, we only included HIV-
infected racial/ethnic minority YMSM who were being linked
to care. Thus, the most disenfranchised youth may not be
represented and our findings may underestimate the magni-
tude of the problem. Further, we cannot differentiate the effect
that HIV had on levels of depressive symptoms or suicide
attempts. However, among the 76 youth who had ever at-
tempted suicide and for whom we had a date of HIV diag-
nosis, and an age at first (or only) suicide attempt (n = 65), 59
(90.8%) had attempted suicide at or before the age of their HIV
diagnosis. In addition, our survey did not identify who the
bully or bullies were or when the bullying took place (e.g.,
home, school), although it should be noted that only 38% of
our sample was enrolled in school at the time of the interview.
Future research should focus not just on the prevalence of
racial and sexuality-related bullying but who are the perpe-
trators of the abuse and the context in which the abuse occurs.

The positive impact of LGBT support groups (e.g., Gay-
Straight Alliances) and other efforts to improve the climate for
LGBT high school students has been documented.44 Anti-
bullying campaigns such as the recently launched ‘‘It Gets
Better’’ (http://www.itgetsbetter.org) are important first
steps but must be backed by strict and enforceable hate-crime
and anti-bullying legislation at the local and national levels.
Future interventions for racial/ethnic minority YMSM should
provide assistance in achieving a positive view of self that
encompasses both their racial and sexual identities. Ad-
ditionally, programs that deconstruct negative views of ho-
mosexuality in the larger society, and particularly in the Black
and Latino communities, are vital, since many of the negative
views of homosexuality held by the young men originated
from their families and communities of origin. The use of
mental health services and counseling in both individual and
group form provides an opportunity for these young men to
cope with the discrimination directed at them and to rede-
velop their ideas of what it means to be a young gay Black/
Latino person in America. The goal is that these young men
will emerge with a more positive, integrated view of them-
selves, which has been shown to improve health outcomes,
lessen depression, and hopefully in turn decrease needless
deaths due to suicide in this population.38
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