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Abstract

Gay, bisexual, and other men who have sex with men (MSM) are dispro-
portionately affected by poor mental health compared to their heterosexual
counterparts. One factor that may increase mental health problems among
MSM is intimate partner violence (IPV) victimization. The objectives of this
study are to (a) describe the prevalence of different forms of IPV victimi-
zation experienced by MSM living with HIV in Guatemala City and (b)
examine the relationship between IPV victimization and mental health.
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We analyzed cross-sectional survey data from a cohort of MSM living with
HIV in Guatemala City (n=374) to describe the burden of IPV, including
physical, sexual, and emotional IPV. We then examined relationships
between lifetime IPV and each form of recent IPV (past |2 months) with
self-reported anxiety and depression using multivariable logistic regression.
Over a quarter (27.3%) of the participants screened positive for anxiety and
nearly one fifth (17.9%) screened positive for depression. Over a quarter of
the participants (28.6%) reported ever having experienced any IPV victim-
ization and 8.8% reported having experienced any form of recent IPV. In
multivariable analyses, participants who experienced any form of lifetime
IPV had roughly twice the odds of experiencing anxiety (OR: 1.86; 95%
CI=[1.03, 3.38]) and depression (OR: 2.02; 95% Cl=[1.02, 3.99]) com-
pared to those who had not. Participants who experienced recent emo-
tional IPV had over seven times the odds of experiencing anxiety (OR: 7.23;
95% Cl=[1.46, 38.85]) compared to those who had not. MSM living with
HIV in Guatemala experience a high burden of anxiety, depression, and IPV
victimization. Those participants who had experienced lifetime IPV and
recent emotional IPV were significantly more likely to screen for anxiety
and depression. To improve their mental health, HIV clinics and other health
services should provide support for MSM who have experienced IPV
victimization.

Keywords
intimate partner violence, mental health, men who have sex with men, HIV,
and Guatemala

Background

Gay, bisexual, and other men who have sex with men (MSM) are dis-
proportionately affected by poor mental health outcomes, including
depression and anxiety, compared to their heterosexual counterparts
(Batchelder et al., 2017; Cochran & Mays, 2009; King et al., 2008;
O’Cleirigh et al., 2015). Specifically for MSM living with HIV, both
depression and anxiety are associated with missing HIV care appoint-
ments and poor treatment adherence (Batchelder et al., 2017; Brandt
et al., 2016; Campos et al., 2010; Friedman et al., 2015; O’Cleirigh et al.,
2013). One factor that may increase the risk for mental health problems
among MSM living with HIV is intimate partner violence (IPV) victim-
ization. IPV includes physical abuse (e.g., slapping, hitting, kicking, and
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beating), sexual abuse (e.g., forced sexual intercourse and sexual coer-
cion), and emotional abuse (e.g., insults, belittling, humiliation, intim-
idation, and threats of harm) by an intimate partner, such as a
boyfriend or husband (World Health Organization, 2002).

MSM have historically been excluded from public health discourse
and research on IPV victimization, which has been guided by a hetero-
normative lens that frames IPV as occurring between male perpetrators
and female victims (Cannon & Buttell, 2015; Letellier, 1994). As Cannon
and Buttell (2015) argue, this framing of IPV as a manifestation of patri-
archal norms related to male dominance over women prevents men in
same-sex relationships from being recognized as victims, and has con-
tributed to the minimization of violence between male partners as simply
fighting or “typical” male behavior. Researchers have highlighted the
need to recognize IPV as a function of complex interactions between
culture, social structures, social status, and interpersonal dynamics
among men (Baker et al., 2013; Cannon & Buttell, 2015).

This new framing of IPV is necessary as evidence suggests that MSM
are at a high risk for IPV victimization (Greenwood et al., 2002;
Pantalone et al., 2014). A recent meta-analysis of 19 studies primarily
from the United States (US) reported a pooled prevalence of 32.0%
(95% CI=[19.32, 44.58]) of any form of IPV victimization in the pre-
vious 5 years for MSM (Buller et al., 2014). A separate systematic
review of 28 studies from the United States also found a high prevalence
of IPV victimization among MSM, ranging from 32.4% to 78.0%,
including physical violence (11.8%—45.1%), sexual violence (5.0%—
33.3%), and psychological violence (33.0%-73.2%) (Finneran &
Stephenson, 2013). MSM living with HIV are even more likely than
MSM not living with HIV to report various forms of violence
(Greenwood et al., 2002; Pantalone et al., 2014; Pantalone et al.,
2012). For example, in one large study in urban centers in the United
States, MSM living with HIV had higher odds of reporting physical IPV
over the past five years (OR 1.5;95% CI=[1.1, 2.1]) compared to MSM
not living with HIV (Greenwood et al., 2002).

IPV among MSM has been associated with negative mental health
outcomes (Buller et al., 2014; Houston & McKirnan, 2007; Stall et al.,
2003). A meta-analysis from the United States that measured associa-
tions between IPV and mental health among MSM found that men
exposed to any kind of IPV had increased odds of self-reported depres-
sive symptoms (pooled OR 1.52, 95% CI=[1.24, 1.86], > =9.9%, 95%
CI/”=0%-91%) (Buller et al., 2014). Only one study has examined the
relationship between IPV and mental health among MSM living with
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HIV. Among MSM living with HIV in Seattle, (n=168), Pantalone
et al. (2012) found that compared to men not reporting physical 1PV,
those who reported past year physical IPV had higher average scores on
measures of anxiety (2.4 vs. 1.8; t=—4.1, p<.001), depressive symp-
toms (26.2 vs. 18.4; t=—3.2, p <.01), and suicidal ideation (1.0 vs. 0.6;
t=-2.5, p=.01). Men who reported past year physical IPV also
reported lower health-related quality of life (HRQOL) (3.0 vs. 3.2;
t=2.0, p=.05) than men not reporting past year physical IPV
(Pantalone et al., 2012).

Understanding the associations between IPV victimization and mental
health outcomes among MSM living with HIV is critical for improving
health outcomes among this population. The objectives of this study are
the following: (a) to describe the prevalence of different forms of IPV
victimization—pbhysical, sexual, and emotional-—experienced by MSM
living with HIV in Guatemala City and (b) to examine the relationship
between IPV victimization and mental health in this population.

Methods
Study Setting

We used baseline data from an implementation science project to decen-
tralize HIV care among MSM (n=374) in Guatemala City, the capital
of Guatemala (Barrington et al., 2020). MSM in Guatemala are dis-
proportionally affected by HIV with a prevalence of 10.5% compared
to 0.8% among adults in the general population (Guardado Escobar
et al., 2017). The rates of violence in the general population and IPV in
heterosexual couples in Guatemala are among the highest in the world
(United Nations Human Rights Council, 2018). One study from
Guatemala reported a high prevalence of violence experienced by
MSM (psychological: 29.8%, verbal: 38.2%, physical: 20.2%, and
sexual: 6.4%); however, the researchers did not ask about the nature
of the relationship between victims and perpetrators and so it is not
possible to determine whether this violence constitutes IPV (Wheeler
et al., 2014).

The study was reviewed and approved by the Ethics Committee for
the Protection of Human Subjects of the Guatemalan Ministry of
Health and the Universidad del Valle de Guatemala, the Institutional
Review Board of the University of North Carolina at Chapel Hill, and
by the CDC Center for Global Health (CGH) Office of the Associate
Director for Science/Laboratory Science (ADS/ADLS).
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Recruitment

Between January and June 2017, we purposively recruited 374 MSM
living with HIV who met the eligibility criteria of being at least 18 years
old, male, self-reported ever having sex with men, spoke and under-
stood Spanish, and received HIV care and treatment at the Hospital
Roosevelt Infectious Disease Clinic in Guatemala City. Partners at
Hospital Roosevelt generated a list of 445 eligible patients. As the
individuals from the list arrived for their regular clinic appointments
over the recruitment period, the study staff described the study to them
and invited them to participate, eventually enrolling 374 participants
(84% acceptance). All participants provided the informed consent.

Procedures

Baseline data were obtained from socio-behavioral surveys adminis-
tered by trained interviewers between January and June 2017. All sur-
veys were conducted in Spanish in private locations at the study sites
using tablets. Survey items were developed based on published measures
in the global HIV literature, our team’s previous work in Guatemala,
and input from key stakeholders. Surveys were piloted for comprehen-
sion and acceptability.

Measures

Dependent variables

Anxiety. We screened for anxiety using the 2-item Generalized
Anxiety Disorder assessment (GAD-2). Participants were asked how
often they had been bothered by (a) feeling nervous, anxious, or on
edge and (b) feeling worried and incapable of controlling their worry,
over the past 2 weeks (Plummer et al., 2016). Response categories for
each item were as follows: 0 =not at all, 1 =several days, 2 =most days,
and 3 =nearly every day. The scores on the two items were summed
(range 0-6), with a score of 3 considered the optimal cut-point for
screening purposes. We created a new dichotomous anxiety variable
based on the summed score where participants with a score of 3 or
more were considered screening positive for anxiety. The item correla-
tion was .66 (p <.001) for the two anxiety items in our sample.

Depression. We used the 2-item Patient Health Questionnaire (PHQ-
2) to assess depressive symptoms (Kroenke et al., 2003). Participants
were asked how often they had been bothered by (a) having little
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interest or pleasure in doing things and (b) feeling down, depressed, or
hopeless, over the last 2 weeks. The participants again responded with a
frequency across 4 categories (0 =not at all, 1 =several days, 2 =most
days, and 3 =nearly every day). The PHQ-2 score ranges from 0 to 6,
with a score of 3 considered the optimal cut-point for screening pur-
poses (Kroenke et al., 2003). We coded a new dichotomous depression
variable to 1, representing screening positive for depression, for partic-
ipants with a score of 3 or more. The item correlation was .48 (p < .001)
for the two depression items in our sample.

Independent variables

Intimate partner violence victimization. We assessed lifetime and recent
(past 12 months) IPV by asking the participants to respond “yes” or “no”
to two questions: (a) “have you ever been mistreated by any of your sexual
partners?” and (b) “in the last 12 months, have you been mistreated by any
of your sexual partners?” If they responded “yes” to the second question,
they were then asked “what kind of mistreatment have you experienced
from a sexual partner in the last 12 months?.” Participants were considered
victims of physical IPV if they had a sexual partner hit, push, kick, pull
hair, throw objects, strangle or burn them; of sexual IPV if they experi-
enced any type of sexual activity with another person without giving con-
sent; and of emotional IPV if a partner threatened, insulted, humiliated,
screamed at, or controlled them. These definitions were drawn from the
WHO’s guidelines on IPV (World Health Organization, 2002).

Covariates

Demographics. Participants reported their age, sexual orientation
(SO), highest level of education, employment status, civil status, current
relationship status, ethnicity, and time since HIV diagnosis.

Alcohol Use Disorder (AUD). In studies with MSM, substance use
(alcohol and drugs) has been found to be associated with both IPV vic-
timization and mental health outcomes (Buller et al., 2014; Dyer et al.,
2012; Houston & McKirnan, 2007; Pantalone et al., 2012; Stall et al.,
2003). We assessed alcohol use with the 11-item DSM-5 Alcohol Use
Disorder (AUD) assessment. Participants were asked to respond “yes”
or “no” to questions about alcohol use over the past 12 months. Scores
from the 11 items were summed (range 0-11) and participants who
responded “yes” to two or more of the criteria were considered to have
AUD. In addition, we created new variables for mild AUD for participants
who met between two and three criteria; moderate AUD for participants
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who met between four and five criteria; and severe AUD for participants
who met six criteria or more (for descriptive analysis). For the current
study, the DSM-5 AUD scale demonstrated a Cronbach’s alpha of 0.92.

Drug use. We assessed drug use by asking the participants to
respond “yes” or “no” to “in the past 6 months, have you used illegal
drugs? Illegal drugs are those prohibited by law.” If a participant
responded “yes,” we coded a dichotomous drug use variable to 1.

Nondisclosure of SO. Based on the Minority Stress Theory (MST),
nondisclosure of SO may affect the mental health of sexual minorities
(Meyer, 1995, 2007). We assessed if a participant was considered “out”
about their SO by asking “who have you told that you have sex with
men (or are gay, homosexual, bisexual, etc.)?” Response options were
1=no one, 2=father, mother or both, 3 =siblings, 4= classmates,
5 =colleagues, 6 = friends, 7 = sexual partner, 8§ = children, 9 = neighbors,
and 10 =everyone. If the participants responded that they were not out to
anyone or only to sexual partners, we considered them not out and created
a dichotomous nondisclosure of the SO variable.

School SO bullying. Extensive research demonstrates a positive cor-
relation between school SO bullying based on perceived SO among
sexual minority youth and subsequent mental health outcomes
(McKay et al., 2017; McNamee et al., 2008; Russell et al., 2011). To
assess if the participants had experienced school bullying based on per-
ceived SO, we asked “when you were a child or adolescent, how often
did you experience abuse or mistreatment in school because someone
thought you were gay?” Response options were 1 =never, 2 =rarely,
3 = occasionally, and 4 = frequently. We dichotomized this variable and
coded it as 1 for anyone who reported experiencing school SO bullying
(responding rarely, occasionally, or frequently).

MSM stigma. To assess stigma based on SO, we asked the participants
to respond “yes” or “no” to the question “in the past 12 months, have you
experienced any type of mistreatment for being a man who has sex with
men (gay, homosexual, bisexual, etc.)?.” We coded “yes” responses to 1.

Data Analysis

Demographic characteristics of the study participants and covariates
are presented in Table 1. To evaluate our first aim, we estimated the
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Table I. . Sociodemographic Characteristics of MSM Living With HIV in Guatemala
(n=374).

Characteristics N %
Age
32.6 (mean) 1863 (range)

Sexual orientation

Heterosexual 8 2.1

Bisexual 88 235

Homosexual/gay 278 743
Disclosed sexual orientation

Yes 351 93.8

No 23 6.2
Education

No schooling 4 .1

Some/completed primary 31 83

Some/completed secondary 166 44.4

Some/completed college 173 46.3
Currently employed

Yes 290 77.5

No 84 225
Ethnicity

Ladino (nonindigenous) 330 89.4

Maya/Xinca (indigenous) 33 8.9

Garifuna/Others 6 1.6
Ever had a stable partner?

Yes 272 72.7

No 102 27.3
Drug use

Yes 35 9.4

No 339 90.6
Alcohol Use Disorder

Mild 44 1.8

Moderate 19 5.1

Severe 39 10.4

None 272 72.7
MSM stigma

Yes 76 20.3

No 298 797
School sexual orientation bullying

Yes 198 52.9

No 176 47.1

Years since HIV diagnosis
4 (mean) 0-29 (range)

Note. MSM = men who have sex with men; HIV =human immunodeficiency virus.
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prevalence of any form of lifetime IPV, any form of recent IPV (over
the past 12 months), and the three different forms of recent IPV (phys-
ical, sexual, and emotional). In addition, we estimated the prevalence of
experiencing multiple forms of recent IPV (physical and sexual, physical
and emotional, sexual and emotional, and all three forms). Using logis-
tic regression, we examined bivariate associations between each of the
IPV variables, potential covariates, and anxiety and depression. We
considered inclusion of covariates given evidence in the literature
and/or theoretical plausibility of their associations with mental health
outcomes (Kubicek, 2018; Meyer, 2007). For example, among MSM,
substance use (alcohol and drugs) is associated with both IPV victim-
ization and mental health outcomes and were therefore included as
covariates. We then used multivariable logistic regression to assess
the unique effects of each form of IPV on anxiety and depression (sep-
arate models) controlling for covariates. For each outcome (anxiety and
depression) we ran two models: the first examined the measures of life-
time IPV (any IPV experienced over the life course) and the second
examined IPV over the past 12 months (recent IPV). Due to the low
prevalence of recent physical and sexual IPV, we combined these and
created one variable of recent physical or sexual IPV for this model. We
first ran the recent IPV models with just recent physical or sexual IPV
and recent emotional IPV to determine if significant associations with
depression and anxiety existed before adding in covariates. In all
models, we controlled for age, ethnicity, alcohol use disorder, drug
use, nondisclosed SO, school SO bullying, and MSM stigma. We also
controlled for depression in the anxiety models and for anxiety in the
depression models. Analyses were conducted using SAS version 9.4.

Results

Sample Characteristics

As reported in Table 1, the mean age was 32.6 years (range: 18-63). The
majority of the participants self-identified as homosexual or gay
(74.3%) and Ladino (nonindigenous) (89.4%). Nearly half (46.3%)
had at least some college education and the majority (77.5%) were
employed at the time of survey. Nearly three quarters of the partici-
pants reported ever having a stable partner (72.7%). The mean time
since HIV diagnosis was 4.3 years (range: 0-29). Over a quarter (27.3%)
of the participants screened positive for AUD, 11.8% with mild AUD,
5.1% with moderate AUD, and 10.4% with severe AUD. Nearly one
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tenth (9.4%) reported using illegal drugs over the past 6 months. In
addition, over half (52.9%) reported experiencing school bullying based
on SO and a fifth (20.3%) reported experiencing stigma based on their
SO over the past 12 months.

Prevalence of IPV Victimization, Anxiety, and Depression

As seen in Table 2, more than a quarter (n =102, 27.3%) of the partic-
ipants screened positive for anxiety and nearly one fifth (n =67, 17.9%)
screened positive for depression. Over a quarter of the participants
(n=107, 28.6%) reported ever having experienced any IPV and 8.8%
(n=133) reported having experienced any form of recent (past 12
months) IPV. The most common form of recent IPV was emotional
(n=29, 7.8%), followed by physical (n=22, 5.9%) and sexual (n=7,
1.9%). Among those that experienced recent IPV victimization (n = 33),
63.6% (n=21) reported experiencing two or more forms, the most
common combination being physical and emotional (n=19, 57.6%)
while 12.1% (n=4) reported experiencing all three forms of recent IPV.

Table 2. Prevalence of Anxiety, Depression, and IPV Victimization Among MSM
Living With HIV in Guatemala (n = 374).

Mental Health and IPV n %
Mental health

Screened positive for anxiety 102 27.3

Screened positive for depression 67 17.9
Any lifetime [PV

Yes 107 28.6

No 267 714
Any recent IPV (past |2 months)

Yes 33 8.8

No 341 91.2
Single forms of recent IPV (past 12 months)

Emotional 29 7.8

Physical 22 5.9

Sexual 7 1.9
Multiple forms of recent IPV (past 12 months)

Physical and emotional 19 57.6

Physical and sexual 6 18.2

Sexual and emotional 4 12.1

Physical, emotional, and sexual 4 12.1

Note. IPV =intimate partner violence.
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Bivariate Associations

Bivariate associations between IPV victimization variables and anxiety
and depression are presented in Table 3. Associations with p-values
equal to or less than .05 were considered statistically significant. Any
form of lifetime IPV, recent physical or sexual IPV, recent emotional
IPV, and experiencing multiple forms of recent IPV were all significant-
ly associated with both anxiety and depression. Age, ethnicity and
AUD were significantly associated with anxiety; age and AUD were
also significantly associated with depression; and anxiety and depres-
sion were significantly associated with one another.

Multivariate Analyses

In multivariate analyses, MSM living with HIV who experienced any
form of lifetime IPV had significantly higher odds of experiencing anx-
iety (OR: 1.86; 95% CI=[1.03, 3.38]) and depression (OR: 2.02; 95%
CI=[1.02, 3.99]) compared to those who had not, after adjusting for
study covariates (Table 4). We found a significant association between
recent emotional IPV and anxiety (OR: 7.23; 95% CI=[1.46, 38.85]),

Table 3. Bivariate Associations Between IPV, Study Covariates and Mental Health
Outcomes Among MSM Living With HIV in Guatemala (n=374).

Anxiety Depression
Variables OR 95% ClI p Value OR 95% Cl p Value
Any lifetime IPV 210 [1.29,340] <.01 242 [l.40,4.18] <.0l

Recent physical or 3.16 [1.35742] <.01 325 [1.34,787] <.01
sexual IPV
Recent emotional IPV  5.08 [2.31, 11.20] <.01 5.14 [235,11.27] <.0l

Multiple forms of 3.17 [1.30, 7.70] .01 3.85 [1.54,947] <.0l
recent IPV

Age 096 [0.94,099] <.01 094 [091,098] <.0l
Ethnicity 0.63 [0.40, 0.97] .04 |.08 [0.80, 1.46] .61

School SO bullying .12 [0.71, 1.76] .64 1.04 [0.61,1.77] 0.89
MSM stigma 1.52  [0.89, 2.61] .13 1.74 [0.95,3.18] 0.07
Nondisclosed SO 1.78 [0.75, 4.26] .19 096 [0.32,293] 095
Substance use 1.07 [0.50, 2.32] .86 1.41 [0.61,325] 043
Alcohol Use Disorder 2.05 [l.26,3.35] <.01 193 [I.11,3.36] 0.02
Depression 9.82 [543,17.75] <.0l — — —

Anxiety — — — 9.82 [543,17.75] <0.01

Note. OR = odds ratio; Cl = confidence interval; Recent IPV =over past 12 months;
SO = sexual orientation; MSM =men who have sex with men. Bold values are statistically
significant p values of less than or equal to 0.05.
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Table 4. Odds of Anxiety or Depression Among MSM Living With HIV in
Guatemala by Experiences of Any Form of Lifetime IPV Victimization (n = 374).

Anxiety Depression
Model | OR 95% ClI p Value OR 95% ClI p Value
Any lifetime IPV 1.86 [1.03, 3.38] .04 202 [1.02,3.99] .04
Age 0.97 [0.95, 1.00] 09 095 [091,098] <.0lI
Ethnicity 049 [0.29,0.80] <.0l 1.3 [0.92, 1.83] 13
Alcohol Use Disorder 1.80 [0.10, 3.23] .05 .12 [0.57,2.20] 74
Drug Use 0.64 [0.25, 1.62] 35 1.0l [0.37, 3.05] 9l

Nondisclosure of SO  2.64 [0.93, 7.48] .07 071 [0.18, 2.66] 61
School SO bullying 0.97 [0.55, 1.71] 92 075 [0.39, 1.45] .39

MSM stigma 1.35 [0.69, 2.61] .38 .31 [0.63, 2.71] 48
Depression 9.00 [4.71,17.20] <.0l — — —
Anxiety — — — 874 [459 16.66] <.01

Note. OR = odds ratio; Cl = confidence interval; IPV = intimate partner violence; SO = sexual
orientation; MSM = men who have sex with men. Bold values are statistically significant p values
of less than or equal to 0.05.

but not depression (Table 5). Recent physical or sexual IPV was not
associated with anxiety or depression.

Discussion

Among MSM living with HIV in Guatemala City, we found a high
prevalence of anxiety, depression, and lifetime IPV victimization. Our
finding that 28.6% of the participants reported any form of lifetime I[PV
victimization is comparable to levels found in studies among MSM in
other settings that used similar measures of IPV, which range from
32.4% to 44.5% (Houston & McKirnan, 2007; Koblin et al., 2006;
Welles et al., 2011). The prevalence we found is much lower, however,
compared to that found by Pantalone who identified 78.0% lifetime
IPV victimization among MSM living with HIV using the 27-item
Revised Conflict Tactics Scale (CTS2) (Pantalone et al., 2012; Straus
et al., 1996). This difference may be due, in part, to the wider range of
experiences of violence assessed with the CTS2 compared to the meas-
ures we used. We found that emotional IPV was the most common form
of recent IPV victimization in our study population, followed by phys-
ical and sexual IPV. When compared to the one other study among
MSM that used a similar instrument to measure different forms of
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Table 5. Odds of Anxiety or Depression Among MSM Living With HIV in
Guatemala by Experiences of Recent (Past 12 Months) Physical or Sexual and
Emotional IPV Victimization (n = 374).

Anxiety Depression

Model 2 OR 95% CI  p Value OR 95% ClI  p Value

Without covariates:
Recent physical 0.70 [0.18, 2.74] 61 0.69 [0.17,2.73] .59
or sexual IPV
Recent emotional IPV 6.40 [1.92,21.31] <.01 6.56 [1.99, 21.55] <.0l
With covariates:
Recent physical 0.54 [0.10, 2.96] 48 0.94 [0.20, 4.53] 94
or sexual IPV
Recent emotional IPV 7.23 [l.46,38.85] .02 229 [0.57,9.23] 24

Age 0.98 [0.95, 1.01] .19 095 [0.92,099] .02
Ethnicity 0.42 [0.24,0.73] <.01 1.27 [0.89, 1.81] .18
Alcohol Use Disorder 191 [1.05,345] .03 1.6 [0.59, 2.30] .66
Drug use 0.59 [0.23, 1.57] 29  1.09 [0.38,3.17] .87
Nondisclosure of SO 2.87 [1.02,8.09] .05 0.74 [0.19, 2.79] .65
School SO bullying 1.03 [0.58, 1.82] .93 081 [0.42, I.56] .52
MSM stigma 1.26 [0.64, 2.49] 52 1.34 [0.64, 2.81] 44
Depression 888 [4.61,17.10] <.01 — — —
Anxiety — — — 8.53 [444,1639] <.01

Note. OR = odds ratio; Cl = confidence interval; Recent IPV =over past 12 months;
SO = sexual orientation; MSM = men who have sex with men. Bold values are statistically
significant p values of less than or equal to 0.05.

recent IPV, the prevalence from our sample was somewhat lower for
recent physical IPV (5.9% vs. 11.8%) and recent sexual IPV (1.9% vs.
7.3%) (Stephenson et al., 2010). This may be due to social desirability
bias, as our survey was conducted in person and the Stephenson study
was conducted online (Visschers et al., 2017). In general, our findings
may be an underestimation of prevalence given that we were only able to
assess a limited number of IPV acts. Future studies that aim to measure
IPV prevalence among MSM should consider using the CTS2 instrument
in order to capture a wider variation of experiences of IPV victimization.

Our findings echo previous studies indicating that MSM who expe-
rience lifetime [PV victimization have higher odds of reporting depres-
sive symptoms (Buller et al., 2014; Houston & McKirnan, 2007
Mimiaga et al., 2015; Siemieniuk et al., 2013). To our knowledge,
ours is the first study to find that lifetime IPV victimization is
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significantly associated with anxiety among MSM. One other study of
MSM found a higher likelihood of anxiety disorder among patients
who experienced lifetime IPV, but this finding was not significant
(APR =1.82; 95% CI=[0.98, 3.40]) (Siemieniuk et al., 2013). This is
important as anxiety disorders are associated with poor quality of life
and antiretroviral therapy (ART) nonadherence, among other negative
health outcomes experienced by MSM living with HIV (Blashill et al.,
2011). Our finding that recent IPV had a greater effect on anxiety com-
pared to lifetime IPV can likely be attributed to the greater proximity of
the recent IPV event to the time point at which we assessed mental
health outcomes. With time, IPV survivors process their experiences
and may seek and receive support that buffers the impacts of victimi-
zation on mental health outcomes (Lindhorst & Beadnell, 2011).

We found that recent emotional IPV may have unique effects on anx-
iety among MSM living with HIV. This is consistent with research among
cisgender women that suggest that emotional violence is particularly
harmful and may lead to poorer mental health outcomes compared to
other forms of IPV (Pico-Alfonso et al., 2006; Wong et al., 2011). This is
also supported by qualitative work by Woodyatt and Stephenson (2016)
in which MSM perceived emotional violence to be more harmful than
other forms of violence because of its lasting impact. They found that
MSM experience unique factors that may make emotional IPV especially
detrimental, such as concealing one’s SO. Our findings corroborate this
claim as MSM in our sample who had not disclosed their SO had nearly
three times the odds of reporting anxiety. This is further supported by the
MST, which posits that sexual minorities are subject to chronic stressors,
above and beyond stressors experienced by the general population,
because of the stigmatization they experience associated with their
minority status (Meyer, 1995). Experiencing these stressors, while simul-
taneously lacking social support due to SO concealment, may exacerbate
effects of harmful events, such as IPV, on mental health outcomes
(Meyer, 2007). In addition, MSM living with HIV may be especially
vulnerable to the effects of emotional violence due to the intersecting
forms of stigma they experience because of their SO and HIV status.

Taken together, our findings suggest that to improve the mental
health of MSM living with HIV, HIV clinics and other health services
should screen for IPV victimization and provide appropriate support
for victims. Our results also suggest that this support should address
both recent and earlier experiences of IPV, although additional studies
that include nonoverlapping measures of lifetime and recent IPV would
be needed to draw this conclusion.
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There are several limitations to our study. Due to the cross-sectional
nature of our data, we are unable to assess the causation and low power
may have impacted our ability to see the effects for recent physical or
sexual IPV. Future research on IPV victimization and mental health
among MSM should use longitudinal designs to assess causality with
larger samples, as mental health problems could increase vulnerability
to IPV victimization. In addition, as all participants were recruited from
the HIV clinic and connected to the health care system, our findings
may not be generalizable to MSM living with HIV not in care. Future
research should also consider exploring mental health as a mediating
pathway between IPV victimization and HIV outcomes to more clearly
understand these relationships and potential intervention areas. In the
one study among MSM living with HIV that has done this, Pantalone
and colleagues found that a greater frequency of IPV victimization was
associated with more frequent and severe mental health problems and
that having more mental health problems was, in turn, related to ART
adherence and HIV viral load (Pantalone et al., 2010). Qualitative
research among MSM living with HIV should also be conducted to
explore the complex relationship between HIV status and IPV, includ-
ing the role that relationship power, internalized homophobia, sexual
coercion and mutual perpetration may play (Kubicek, 2018).

Conclusion

MSM living with HIV in Guatemala experience a high burden of anx-
iety, depression, and IPV victimization. Experiencing lifetime [PV and
recent emotional IPV may contribute to higher levels of anxiety and
depression. To improve mental health, HIV clinics and other health
services should provide support for MSM who have experienced IPV.
Future research should examine mental health as a potential mediating
pathway between IPV victimization and HIV treatment and adherence
outcomes for MSM.
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