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Abstract 
 

Housing Instability, Depression, and HIV Viral Load among Young Black Men Who Have Sex 
with Men in Atlanta, GA 

 
By Hiwote Solomon 

 
Background: Housing instability is common among sexual minority youth. Prior research 
suggests psychological distress may mediate the association between housing instability and poor 
HIV-related outcomes, but this hypothesis remains underexplored.  
 
Objectives: 1) Assess the cross-sectional relationship between housing instability and achieving 
an undetectable HIV-1 viral load (VL) in a sample of young black men who have sex with men 
(YBMSM) in Atlanta, GA. 2) Assess whether depression mediated this relationship.  
 
Methods: We surveyed 81 HIV-infected YBMSM [mean age=22 years (SD=1.5)] recruited from 
a single HIV clinic in Atlanta, GA. Housing instability was defined as a dichotomous variable (no 
moves in the past months vs. at least one residential move in the past 6 months). Depression was 
defined as a score of ³16 on the Center for Epidemiologic Studies-Depression Revised version 
(CESD-R) scale. Undetectable VL was defined as ≤ 40 copies/mL.  
 
Results: Among the sample, 65% of YBMSM achieved undetectable VL; 55.6% reported housing 
instability; and 46.9% reported depression. Housing instability was significantly associated with 
both depression (Adjusted Odds Ratio (AOR)=2.74, 95% CI: 1.1-6.806) and HIV VL detectability 
(AOR=2.8, 95% CI: 1.05-6.47). When depression was included in the model as a mediator, the 
association between housing instability and HIV VL detectability was no longer significant 
(AOR=2.149, 95% CI 0.76-6.01).  
 
Conclusion: This pilot study suggests that psychological distress may partially mediate the inverse 
association between housing instability and undetectable VL among HIV-infected YBMSM. In 
addition to structural interventions that ensure housing stability, increasing utilization of mental 
health services among HIV-infected-unstably housed people may improve HIV outcomes in this 
high-risk population.  
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CHAPTER I: Introduction 
 
Men who have sex with men (MSM) bear a higher burden of human immunodeficiency virus 

(HIV) than any other group in the United States (U.S.).1 In 2013, MSM represented approximately 

2% of the population but accounted for 55% of people living with HIV (PLWH).1 When stratifying 

by race and age, young Black men who have sex with men (YBMSM) make up a disproportionate 

number of new cases of HIV in the U.S.2-5 In 2015, 38% of Black gay and bisexual men who 

received an HIV diagnosis were between 13 and 24 years of age.6 From 2005 to 2014, HIV 

diagnoses among YBMSM in this age range increased 87%, even though the number of HIV 

diagnoses declined for Black Americans as a whole during this same time period.6  Figure 1 

illustrates the impact of HIV on young MSM, especially among Blacks in the United States and 6 

dependent areas (American Samoa, Guam, the Northern Mariana Islands, Puerto Rico, the 

Republic of Palau, and the U.S. Virgin Islands).6, 7  While there are no definitive answers to explain 

why HIV infections are increasing in this population, socioeconomic and structural barriers faced 

by MSM, specifically Black MSM, have been explored by researchers as potential contributors to 

the increased risk of HIV infection in this population.1-3, 8-14 

 

Black MSM have a higher chance of being exposed to HIV compared with MSM of other races.15 

This disparity is exacerbated by the large number of Black MSM, who are unaware of their HIV 

infection, making them less likely to seek medical care and more likely to unknowingly transmit 

the virus.1, 5 In 2008, of 8,153 MSM tested for HIV during a Centers for Disease Control and 

Prevention (CDC) study aimed at estimating and monitoring risk behaviors among MSM, 1,562 

(19%) tested positive for HIV; among this group 680 (44%) were unaware of their status with 70% 

of this group being comprised of YBMSM5. Prior research indicates that stigma, homophobia, and 
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discrimination play a large role in impeding willingness to seek care (including HIV testing) and 

increasing risk for multiple physical and mental health problems.1,16,17 

 
Figure 1.Diagnoses of HIV Infection among Men Who Have Sex with Men, by Age Group and 
Race/Ethnicity, 2015—United States and 6 Dependent Areas.6 

 

Source: Centers for Disease Control and Prevention, 2015 
 

The need to improve HIV prevention and treatment services among YBMSM has been well 

documented, however, barriers to care engagement continue to influence HIV-related service 

delivery.4, 9-12, 14, 18-25 Engagement in HIV care has been conceptualized as a continuum of care, 

with the following stages: (1) being tested for, and diagnosed with HIV; (2) being linked to HIV 

care; (3) being regularly retained in HIV care; (4) adhering to an antiretroviral therapy (ART) 

regimen,  and (5) achieving HIV viral load (VL) suppression.26 Each of the first four steps are 

critical to achieving HIV VL suppression, which is the desired outcome in HIV care.26, 27 

Achieving VL suppression (meaning that the HIV viral level in the blood is below the limit of 

detection for the laboratory) improves life expectancy to near-normal levels, and essentially 
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eliminates one’s chance of transmitting HIV.26-28 However, rates of engagement in care are 

notoriously poor among adolescents and young adults living with HIV, including YBMSM.29 

 

Given these disparities and suboptimal clinical outcomes, it is critically important to identify 

barriers to care engagement among YBMSM. Stigma, homophobia, and discrimination make it 

difficult for many YBMSM to disclose their sexual orientation to their social networks, including 

their families, which can lead to negative health outcomes due to increased stress, internalized 

homophobia, and limited social support.1, 14, 22 This in turn can lead to unstable housing, which is 

one of the major sociostructural barriers commonly faced by sexual minority youth, including 

YBMSM. According to the Williams Institute, 40% of the homeless youth served by agencies 

across the U.S. identified as lesbian, gay, bisexual or transgender (LGBT).30 These agencies 

reported that the top two reasons for homelessness (or risk for homelessness) among their LGBT 

youth clients were: (1) family rejection on the basis of sexual orientation and/or gender identity; 

and, (2) being kicked out of their family homes as a result of disclosing their sexual orientation 

and/or gender identity (Figure 2).30  
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Figure 2. Top five reasons why LGBT youth are homeless or at-risk of becoming homeless30 

 

Williams Institute, 2012 

 

Housing instability has emerged as a consistent and detrimental influence to HIV care in other 

populations; a significant body of research has shown poorer rates of engagement in care across 

the continuum among PLWH who are not stably housed.4, 19, 20, 23-25, 31-33 In the literature addressing 

housing and health outcomes, two main frameworks have been elicited about the mechanism of 

housing’s impact on  health. These are known as the neo-materialist theory and the psychosocial 

theory. Neo-materialist theory suggests inequities in the distribution of economic and other 

resources among populations, effects  health and well-being through multiple mechanisms.34 

Specifically, the neo-materialist framework posits housing as a material resource that can provide 

physical (a place to eat, sleep, wash, etc.), economical (access to employment, quality food, 

education, etc.), and social (a sense of belonging, social network, etc.) resources.35 In contrast, the 
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biopsychosocial framework highlights the influence of  “non-material” biological, psychological, 

and social conditions on disease outcome,36 which can ultimately interact with macro-level 

socioeconomic factors (e.g., poverty) among racial/ethnic minorities in particular.14, 35, 37 The 

biopsychosocial framework sees housing as more than a material resource and one that has the 

ability to impact neurologic and metabolic stress.35 36, 38 For example, those who are living in 

unstable or sub-standard housing are more likely to be depressed, feel unsafe, experience social 

rejection, and be disengaged in health care.24, 25, 31, 35, 37 Additionally, unstably-housed persons 

living with HIV/AIDS are also more likely to suffer from psychosocial health problems, abuse 

drugs, be uninsured, and face barriers accessing ART.19, 21, 33, 35, 39-41 

 

Despite the well-established linkage between housing and achievement of HIV outcomes among 

PLWH in general, there is a gap in the literature investigating the causal pathways linking housing 

instability to HIV outcomes specifically among YBMSM. Specificity in the study population is 

important, as reasons for (and responses to) housing instability may be different in YBMSM 

compared to other populations (e.g., drug users).  Additionally, the role of psychological distress 

as a potential mediator of the association between housing instability and poor HIV-related 

outcomes, remains underexplored.  

 

The objectives of this study are to: 

1. Assess the cross-sectional relationship between housing instability and achieving an 

undetectable VL in a sample of YBMSM in Atlanta, GA;  

2. Assess whether depression mediates this relationship. 
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We measure two forms of housing instability: moves within the past 6 months and homelessness 

status since age 15, to capture the effect of two different yet important aspects of housing 

instability. Frequently moving, or residential instability, can have negative outcomes, especially 

among children and adolescents.42 Similarly, adverse childhood experiences (e.g. residential 

instability or homelessness) has been linked with adult homelessness.43, 44 This study aims to test 

the hypothesis that psychosocial processes mediate the impact of housing instability on HIV VL 

detectability (Figure 3). Guided by the biopsychosocial model, we focus on housing as more than 

a material resource, and conceptualize it as something that can modify health behaviors and 

lifestyles and biological processes, by influencing mental health. 

Figure 3. Conceptual Framework 
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CHAPTER II: Literature Review 
 
Housing and HIV 

The impact of unstable housing on HIV-related outcomes has been extensively studied. In a 

systematic review of the literature concerning housing and HIV, Aidala & Sumartojo explore how 

recent literature has moved from focusing on the influence of community housing conditions on 

population health to viewing homeless persons as a special risk  group, and analyses of individual 

risk factors associated with homelessness and poor health outcomes.35 However, Aidala & 

Sumartojo posit, “people are homeless or unstable housed not simply because of their individual 

traits or characteristics, but because of a confluence of interacting environmental influences. The 

same “fundamental causes” put persons at risk for both homelessness and HIV infection: economic 

and political contexts, inequality of opportunities and conditions, social processes of 

discrimination and exclusion.”35 Thus, unstable housing is influenced by broader economic and 

political factors, beyond any individual’s control.  

 

A study of homeless and marginally-housed people, found that homeless/marginally-housed 

PLWH were more likely to have inadequate access to ART and sub-optimal treatment outcomes, 

with seroprevalence of HIV in this population typically 5 to 10 times higher than among housed 

populations.21, 45 Using a representative sample of 1,661 persons living in New York City, Aidala 

et al. found strong evidence for the inverse relationship between housing need and access to 

appropriate HIV medical care/adherence to medication.46 The study found persons who were 

homeless, unstably housed, or experiencing other housing needs were significantly less likely to 

have had any engagement in HIV medical care in the 6 months prior to interview (adjusted odds 

ratio (AOR)= 0.74; 95% Confidence Interval (CI): 0.64-0.86).46 In this same sample, 33% were 
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marginally housed or homeless with 18% living in unstable, temporary or transitional housing, and 

15% homeless, which was defined as sleeping the streets, in a shelter, jail, or halfway house.46  

Similarly, a multi-site study in the U.S. by Kidder et al. found that homeless PLWH were more 

likely to have CD4+ cell counts below 200 cells/mL (43% vs. 32%, p<0.001) and detectable HIV-

1 VL (65% vs. 51%, p<0.001) compared to non-homeless participants.31 Similar findings were 

published by Buchanan et al. where homelessness was a strong predictor of poor health outcomes 

among HIV- positive homeless inpatients at a public hospital in Chicago (n=105) who were 

randomized into usual care or permanent housing with intensive case management.20  

 

Additionally, the Housing and Health Study, a randomized trial initiated by the CDC and the 

Department of Housing and Urban Development (HUD) in 2003 to examine the effects of Housing 

Opportunities for People with AIDS (HOPWA) rental assistance on the health and risk behaviors 

of homeless and unstably housed PLWH provides more data on the differences in health outcomes 

among unstably housed persons. 32, 37 Participants (n=630) were recruited across three sites with 

HOPWA programs (Baltimore, MD; Los Angeles, CA; and Chicago, IL) and randomized to 

receive either immediate HOPWA rental housing assistance or assistance finding housing through 

“local standard practice”. 32, 37  Participants were then followed for 18 months after baseline, with 

follow up visits occurring at 6, 12, and 18 months after baseline.32, 37 Participants were considered 

to be unstably housed if in the prior 90 days, they were staying temporarily with others or lived in 

transitional housing, but had not been homeless.32, 37 Homelessness was defined as sleeping in 

shelters or places not suitable for human habitation at least once in the 90-day recall period.32 

Homelessness was significantly associated with detectable VL compared to those who did not 

experience homelessness (79% vs. 61%, p<0.0001).32 The study found that housing status and 
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some health outcomes improved in both groups, but greater improvement was noted in the 

immediate assistance group.32 While limitations of the study (including limited statistical power, 

greater than expected movement into stable housing in the comparison group, and some delayed 

housing entry in the treatment group) resulted in inconsistent findings across groups and sites, the 

study provided additional evidence for the importance of stable housing for health outcomes and 

the need for interventions for homeless/unstably housed PLWH.32  

 

A recent study by Thakarar et al. assessed risk factors associated with incomplete VL suppression 

in HIV-seropositive patients (n=138) enrolled in a health care program for homeless individuals 

in Boston, Massachusetts.23 The primary independent variable was housing status of participants, 

while the primary outcome variable was HIV viral suppression (defined as VL less than 75 

copies/mL).3,23 Participants were classified as “homeless” if they were living in transitional 

housing, a shelter, living on the street, or identified their housing status as “other” or “unknown” 

at the initial visit.23 Housed participants were those patients who reported living in assisted 

housing, rest home, nursing home, or housed with or without supportive services.23 In the 

multivariable analysis, homeless participants were more likely to have incomplete HIV VL 

suppression  than housed participants (AOR=3.84, 95% CI 1.36-10.86).23 Of the 89% of housed- 

and 86% homeless-participants who had been prescribed ART, homeless individuals were more 

likely to have had incomplete viral suppression (47% vs. 20%, p=0.008).31 This study further 

illustrates the importance of stable housing in linkage to care and achieving HIV VL suppression.  
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Factors affecting HIV VL 

Medication adherence to ART every day and exactly as prescribed has made achieving HIV VL 

suppression possible for PLWH across the world. Achieving HIV VL suppression is the desired 

outcome for HIV care with implications for both individual and public health.26, 27, 47 HIV VL 

suppression significantly reduces the risk of transmitting the HIV virus to others and improves 

overall individual health.26, 47, 48 While the benefits of medication adherence and achieving VL 

suppression are known, certain social, economic, political, and psychosocial barriers—particularly 

racial and ethnic disparities-- make this difficult. A recently published study by Feller and Agins, 

used a “data mining” approach to try and understand underlying factors of racial and ethnic 

disparities among PLWH.33 The study looked at 11,419 adult PLWH receiving HIV treatment 

from 186 New York State HIV clinics in 2013. Among this group, 8885 (77.8%) were virally 

suppressed.33 Those with unsuppressed HIV VLs were more like to be under 45 years of age, 

African-American, lack stable housing, use illicit drugs/acquired infection through intravenous 

drug use, have a mental disorder, have Medicaid or be uninsured.33 In contrast, the suppressed 

individuals were more likely to be older, MSM, self-identify as white or as an Asian or Pacific 

Islander, be stably housed, and not use illicit drugs during the study period.33 Unstably housed 

participants, regardless of history of drug were least likely to be suppressed.33 This study closely 

aligns with the results mentioned above by Thakarar et al. where homelessness predicted 

incomplete HIV VL suppression in the study.23  

 

Adherence to medication inherently facilitates VL suppression, but access to HIV care and other 

confounding factors make it an intricately complex process. Aside from racial and ethnic 

disparities, structural barriers such as housing and mental health further complicate achieving VL 
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suppression. A 2009 study by DiIorio et al. used data from a randomized controlled trial which 

evaluated an intervention to facilitate medication adherence to test a psychosocial model of 

medication adherence among people on ART. The study, which was primarily made up of Black 

men, found that self-efficacy and depression were directly associated with adherence.38 This data 

again calls for the need to understand and address the various psychosocial factors influencing 

adherence, and in turn, achieving VL suppression. 

 

Housing instability has emerged as a consistent and detrimental influence to HIV care in other 

populations; a significant body of research has shown poorer rates of engagement in care across 

the continuum among PLWH who are not stably housed.4, 19, 20, 23-25, 31-33 In the literature addressing 

housing and health outcomes, two main frameworks have been elicited about the mechanism of 

housing’s impact on  health. These are known as the neo-materialist theory and the psychosocial 

theory. Neo-materialist theory suggests inequities in the distribution of economic and other 

resources among populations, effects  health and well-being through multiple mechanisms.34 

Specifically, the neo-materialist framework posits housing as a material resource that can provide 

physical (a place to eat, sleep, wash, etc.), economical (access to employment, quality food, 

education, etc.), and social (a sense of belonging, social network, etc.) resources.35 In contrast, the 

biopsychosocial framework highlights the influence of  “non-material” biological, psychological, 

and social conditions on disease outcome, 36 which can ultimately interact with macro-level 

socioeconomic factors (e.g., poverty) among racial/ethnic minorities in particular.14, 35, 37 The 

biopsychosocial framework sees housing as more than a material resource and one that has the 

ability to impact neurologic and metabolic stress.35 36, 38 For example, those who are living in 

unstable or sub-standard housing are more likely to be depressed, feel unsafe, experience social 
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rejection, and be disengaged in health care.24, 25, 31, 35, 37 Additionally, unstably-housed persons 

living with HIV/AIDS are also more likely to suffer from psychosocial health problems, abuse 

drugs, be uninsured, and face barriers accessing ART.19, 21, 33, 35, 39-41 Thus, mental health may act 

as a potential mediator between housing instability among PLWH and HIV VL detectability.   

 

Mental Health among PLWH 

The role of mental health among PLWH has been explored in the literature especially among 

MSM.4, 18, 22, 49-51 More generally, depression has been identified as one of the most common co-

morbidities of HIV infection, with the prevalence of major depressive disorder among PLWH three 

times greater than in the general population.39 Mental health plays a major role in the engagement 

of care among PLWH. A study by Hussen et al. assessed the influence of psychosocial health 

problems on engagement in HIV care among HIV-seropositive YBMSM (n=132) recruited at 14 

adolescent medicine clinical sites. The study examined background factors which included 

demographic factors, ethnic identity, sexual orientation identity, identity as a young man living 

HIV, and psychological distress; self-change processes which included social support and 

motivational appraisals; and health promoting behaviors and health outcomes which included 

linkage to care, retention in care, initiation of ART, and adherence to ART.51 The authors found 

that negative self-image was inversely associated with adherence to medical appointments 

(OR=0.95; 95% CI 0.91-0.99), while employment (OR=0.30; 95% CI 0.12-0.75) and ethnic 

identity affirmation (0.28; 95% CI 0.12-0.68) were both positively associated with adherence to 

medical appointments.51 The study highlighted the importance of psychosocial factors for the 

engagement in HIV care among YBMSM.  
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The need to address the mental health and psychosocial needs of MSM has been emphasized in 

the literature as a call to action to future researchers. A 2007 study by Mustanski et al. called for 

more research to further identify the HIV risk and resilience factors among young MSM, 

specifically in urban areas, and to develop interventions targeting this group. Using a community-

recruited sample of ethnically-diverse, self-identified young MSM from Chicago (n=310) 

Mustanski et al. assessed the prevalence of a myriad of health problems including substance abuse, 

psychological distress, partner violence, sexual assault, and sexual risk taking. The study used a 

“syndemic” variable which assessed the number of psychosocial health problems by taking the 

sum scores for regular binge drinking, street drug use, regular marijuana use, psychological 

distress, intimate partner violence, and sexual assault.52 Mustanski et al. found that rates of sexual 

risk behaviors and prevalence of psychosocial health problems were high among this population.52 

Fourteen percent of participants reported being HIV-seropositive while 34% of participants 

reported experiencing partner violence. After controlling for demographic factors, the number of 

psychosocial health problems significantly increased the odds of having multiple anal sex partners 

(OR=1.24), unprotected anal sex (OR=1.42), and an HIV positive status (OR=1.42).52 These 

results are similar as to those seen in a 2003 cross-sectional household probability telephone 

sample of MSM in Chicago, Los Angeles, New York, and San Francisco by Stall et al. That study 

looked at the association of co-occurring psychosocial problems and increased vulnerability to 

HIV/AIDS among urban MSM and found their sample to have higher prevalence for sexual risk 

taking and a myriad of other health problems.53 A comparison of MSM stigma, HIV stigma and 

depression in HIV-seropositive Latino and Black MSM in Los Angeles County, California which 

found both HIV stigma (p<0.0001) and MSM stigma (p<0.0001) were associated with depression.4 

The study found statistically significant differences between experienced HIV stigma and MSM 
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stigma among Latino versus Black MSM, emphasizing the need for further research among HIV 

risk subgroups to drive stigma reduction programs and behavioral counseling.4  

 

 
In the aforementioned study conducted by Aidala et al. HIV-seropositive persons with “low-

functioning” mental health (assessed using the Mental Component Summary Score (MCS) of the 

MOS-SF36) were statistically less likely to have been engaged in appropriate HIV medical care 

(AOR=0.80; 95% CI: 0.69-0.93).46 Similarly, the Housing and Health Study conducted by CDC 

and HUD in 2003 found that mental health was more consistently influenced by housing status 

than any of the measures assessed in the study.32 Royal et al. (2009) used baseline data from the 

Housing and Health Study to examine associations  between self-reported two- and seven- day 

adherence to ART and access to  health care, mental health, substance use, and attitudes toward 

HIV medical therapy. Controlling for gender, race, age, and education, the study found of 644 

participants, 55% were currently on ART, of this 78% reported missing no prescribed doses for 2-

day adherence, while 81% reported >= 90% adherence for 7-day adherence.54 Mental health, 

including scoring lower on SF=36 mental component summary scale, higher risk for depression 

(CES-D), and stress (Perceived Stress Scale) were associated with poorer adherence for both two- 

and seven- day outcomes.54 This highlights the need to provide comprehensive HIV medical care 

which focuses on more than HIV-related treatment by addressing psychological/mental health 

disorders. 

 

Gaps in the Literature 

The review of the literature shows it is not merely being without a home (e.g., homelessness) that 

is detrimental to health, but housing instability in all its forms. However, while housing has 
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increasingly been proven to be a determinant of poor HIV treatment outcomes, the potential role 

of depression as a mediator has not been explored. There is a need for increased understanding of 

the complex psychosocial factors affecting YBMSM is needed to develop effective prevention and 

response strategies. Additionally, in the review of the literature, there are no studies that explore 

the impact of housing instability specifically among HIV-seropositive YBMSM. This is 

concerning as YBMSM are a highly stigmatized and vulnerable risk subgroup bearing a 

disproportionate amount of the current HIV burden. While the link between housing instability, 

specifically homelessness, and HIV has been explored in the literature, limited research is available 

on forms of housing instability that are not homelessness. Similarly, the role of depression in 

medication adherence, housing stability, and HIV VL suppression has been cited in the literature, 

however limited evidence exists exploring the relationships between these constructs, specifically 

among YBMSM. The present study aims to bridge this gap by assessing the relationship between 

two forms of housing instability—moves in the past 6 months and homelessness status since age 

15—and HIV VL, and determining whether depression mediates this relationship. By increasing 

knowledge about the relationship of housing to HIV VL, this study will generate findings that 

inform future research and public health action aimed at mobilizing further interventions and 

response efforts to this epidemic, including but not limited to, increase in mental health services 

in HIV/AIDS clinics, housing assistance and case management, and methods to improve the 

continuum of care for YBMSM who are unstably housed.  
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Abstract 
 
Title: Housing Instability, Depression, and HIV Viral Load among Young Black Men Who Have 
Sex with Men in Atlanta, GA 
 
Authors: Hiwote Solomon, MPH; Sabriya L. Linton PhD, MPH, Carlos del Rio MD, Sophia A. 
Hussen MD, MPH 

 
Background: Housing instability is common among sexual minority youth. Prior research 
suggests psychological distress may mediate the association between housing instability and poor 
HIV-related outcomes, but this hypothesis remains underexplored.  
 
Objectives: 1) Assess the cross-sectional relationship between housing instability and achieving 
an undetectable HIV-1 viral load (VL) in a sample of young black men who have sex with men 
(YBMSM) in Atlanta, GA. 2) Assess whether depression mediated this relationship.  
 
Methods: We surveyed 81 HIV-infected YBMSM [mean age=22 years (SD=1.5)] recruited from 
a single HIV clinic in Atlanta, GA. Housing instability was defined as a dichotomous variable (no 
moves in the past months vs. at least one residential move in the past 6 months). Depression was 
defined as a score of ³16 on the Center for Epidemiologic Studies-Depression Revised version 
(CESD-R) scale. Undetectable VL was defined as ≤ 40 copies/mL.  
 
Results: Among the sample, 65% of YBMSM achieved undetectable VL; 55.6% reported housing 
instability; and 46.9% reported depression. Housing instability was significantly associated with 
both depression (Adjusted Odds Ratio (AOR)=2.74, 95% CI: 1.1-6.806) and HIV VL detectability 
(AOR=2.8, 95% CI: 1.05-6.47). When depression was included in the model as a mediator, the 
association between housing instability and HIV VL detectability was no longer significant 
(AOR=2.149, 95% CI 0.76-6.01).  
 
Conclusion: This pilot study suggests that psychological distress may partially mediate the inverse 
association between housing instability and undetectable VL among HIV-infected YBMSM. In 
addition to structural interventions that ensure housing stability, increasing utilization of mental 
health services among HIV-infected-unstably housed people may improve HIV outcomes in this 
high-risk population.  
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Introduction 
Men who have sex with men (MSM) bear a higher burden of human immunodeficiency virus 

(HIV) than any other group in the United States (U.S.).1 In 2013, MSM represented approximately 

2% of the population but accounted for 55% of people living with HIV (PLWH).1 When stratifying 

by race and age, young Black men who have sex with men (YBMSM) make up a disproportionate 

number of new cases of HIV in the U.S.2-5 In 2015, 38% of Black gay and bisexual men who 

received an HIV diagnosis were between 13 and 24 years of age.6 From 2005 to 2014, HIV 

diagnoses among YBMSM in this age range increased 87%, even though the number of HIV 

diagnoses declined for Black Americans as a whole during this same time period.6 While there are 

no definitive answers to explain why HIV infections are increasing in this population, 

socioeconomic and structural barriers faced by MSM, specifically Black MSM, have been 

explored by researchers as potential contributors to the increased risk of HIV infection in this 

population.1-3, 8-14 

 

Black MSM have a higher chance of being exposed to HIV compared with MSM of other races.15 

This disparity is exacerbated by the large number of Black MSM, who are unaware of their HIV 

infection, making them less likely to seek medical care and more likely to unknowingly transmit 

the virus.1, 5 In 2008, of 8,153 MSM tested for HIV during a Centers for Disease Control and 

Prevention (CDC) study aimed at estimating and monitoring risk behaviors among MSM, 1,562 

(19%) tested positive for HIV; among this group 680 (44%) were unaware of their status with 70% 

of this group being comprised of YBMSM5. Prior research indicates that stigma, homophobia, and 

discrimination play a large role in impeding willingness to seek care (including HIV testing) and 

increasing risk for multiple physical and mental health problems.1,16,17 
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The need to improve HIV prevention and treatment services among YBMSM has been well 

documented, however, barriers to care engagement continue to influence HIV-related service 

delivery.4, 9-12, 14, 18-25 Engagement in HIV care has been conceptualized as a continuum of care, 

with the following stages: (1) being tested for, and diagnosed with HIV; (2) being linked to HIV 

care; (3) being regularly retained in HIV care; (4) adhering to an antiretroviral therapy (ART) 

regimen,  and (5) achieving HIV viral load (VL) suppression.26 Each of the first four steps are 

critical to achieving HIV VL suppression, which is the desired outcome in HIV care.26, 27 

Achieving VL suppression (meaning that the HIV viral level in the blood is below the limit of 

detection for the laboratory) improves life expectancy to near-normal levels, and essentially 

eliminates one’s chance of transmitting HIV.26-28 However, rates of engagement in care are 

notoriously poor among adolescents and young adults living with HIV, including YBMSM.29 

 

Given these disparities and suboptimal clinical outcomes, it is critically important to identify 

barriers to care engagement among YBMSM. Stigma, homophobia, and discrimination make it 

difficult for many YBMSM to disclose their sexual orientation to their social networks, including 

their families, which can lead to negative health outcomes due to increased stress, internalized 

homophobia, and limited social support.1, 14, 22 This is turn can lead to unstable housing, which is 

one of the major sociostructural barriers commonly faced by sexual minority youth, including 

YBMSM. According to the Williams Institute, 40% of the homeless youth served by agencies 

across the U.S. identified as lesbian, gay, bisexual or transgender (LGBT).30 These agencies 

reported that the top two reasons for homelessness (or risk for homelessness) among their LGBT 

youth clients were: (1) family rejection on the basis of sexual orientation and/or gender identity; 
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and, (2) being kicked out of their family homes as a result of disclosing their sexual orientation 

and/or gender identity.30  

 

Housing instability has emerged as a consistent and detrimental influence to HIV care in other 

populations; a significant body of research has shown poorer rates of engagement in care across 

the continuum among PLWH who are not stably housed.4, 19, 20, 23-25, 31-33  In the literature 

addressing housing and health outcomes, two main frameworks have been elicited about the 

mechanism of housing’s impact on  health. These are known as the neo-materialist theory and the 

psychosocial theory. Neo-materialist theory suggests inequities in the distribution of economic and 

other resources among populations, effects  health and well-being through multiple mechanisms.34 

Specifically, the neo-materialist framework posits housing as a material resource that can provide 

physical (a place to eat, sleep, wash, etc.), economical (access to employment, quality food, 

education, etc.), and social (a sense of belonging, social network, etc.) resources.35 In contrast, the 

biopsychosocial framework highlights the influence of  “non-material” biological, psychological, 

and social conditions on disease outcome, 36 which can ultimately interact with macro-level 

socioeconomic factors (e.g., poverty) among racial/ethnic minorities in particular.14, 35, 37 The 

biopsychosocial framework sees housing as more than a material resource and one that has the 

ability to impact neurologic and metabolic stress.35 36, 38 For example, those who are living in 

unstable or sub-standard housing are more likely to be depressed, feel unsafe, experience social 

rejection, and be disengaged in health care.24, 25, 31, 35, 37 Additionally, unstably-housed persons 

living with HIV/AIDS are also more likely to suffer from psychosocial health problems, abuse 

drugs, be uninsured, and face barriers accessing ART.19, 21, 33, 35, 39-41 
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Despite the well-established linkage between housing and achievement of HIV outcomes among 

PLWH in general, there is a gap in the literature investigating the causal pathways linking housing 

instability to HIV outcomes specifically among YBMSM. Specificity in the study population is 

important, as reasons for (and responses to) housing instability may be different in YBMSM 

compared to other populations (e.g., drug users).  Additionally, the role of psychological distress 

as a potential mediator of the association between housing instability and poor HIV-related 

outcomes, remains underexplored.  

 

The objectives of this study are to: 

1. Assess the cross-sectional relationship between housing instability and achieving an 

undetectable VL in a sample of YBMSM in Atlanta, GA;  

2. Assess whether depression mediates this relationship. 

 

This study aims to test the hypothesis that psychosocial processes mediate the impact of housing 

instability on HIV VL detectability (Figure 1). We measure two forms of housing instability: 

moves within the past 6 months and homelessness status since age 15, to capture the effect of two 

different yet important aspects of housing instability. Guided by the biopsychosocial model, we 

focus on housing as more than a material resource, and conceptualize it as something that can 

modify health behaviors and lifestyles and biological processes, by influencing mental health. 
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Figure 1. Conceptual Framework 

Methods 
This analysis utilized data from a cross-sectional survey to assess the relationships between 

housing instability and HIV VL detectability (VL), and determine the potential for depression to 

mediate this relationship. This survey was designed to capture information on psychosocial factors 

(including depression, social capital, and identity measures) and engagement in care among 

YBMSM from November 2015 to May 2016.  A convenience sample of 81 young men was 

recruited from the pediatric/adolescent clinic of the Grady Infectious Disease Program (IDP) in 

Atlanta, Georgia. The IDP is a comprehensive care center that serves approximately 6,000 men, 

women and children living with HIV, the majority of whom are Black and uninsured.  Potential 

participants were approached during their visits to the clinic  and screened for eligibility. Inclusion 

criteria were: (1) age 18-24 years old; (2) male sex assigned at birth; (3) horizontally infected with 

HIV through sex with a male partner; (4) Black race (inclusive of multiracial identities); and (5) 

being an enrolled patient at the IDP clinic.  

 

Trained graduate research assistants conducted a brief screening interview to confirm eligibility. 

Upon verification of eligibility, signed informed consent was obtained for interested participants. 
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Once enrolled, participants completed a one-time Audio Computer Assisted Survey Instrument 

(ACASI) on a laptop computer, which included measures of depression and housing instability, 

demographics, behavior, life events and other psychosocial variables of interest in the parent study. 

Surveys took approximately 30 minutes to complete. Participants were provided with $50 gift 

cards as tokens of appreciation for their time and effort. A graduate research assistant then 

abstracted data from the patient’s medical record to document engagement in HIV care (e.g., 

missed appointments) and clinical measures (e.g. HIV VL) for the one-year period leading up to 

the date of survey completion. Ethical review and approvals were granted by the Emory University 

Institutional Review Board and the Grady Memorial Hospital Research Oversight Committee. 

Measures 
 
1. Outcome  

Viral Suppression. Viral suppression was defined here as HIV RNA below the limit of detection 

for the assay used in the clinical encounter. In this clinical setting, this typically corresponds to 

less than 40 copies/mL. We utilized the participant’s most recent VL, which was in most cases 

collected on the date of the survey. 

 

2. Exposure 

Housing Variables. Moves in the past 6 months and homelessness status since age 15 were the 

primary exposures in this study. Responses for moves in the last 6 months were categorized into 

“No moves in the last 6 months” (reference) and “Moved one or more times in the last 6 months”. 

Homelessness since age 15 was a binary variable with participants answering “yes” or “no” to 

whether they had ever considered themselves homeless since 15 years of age. 
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3. Mediator 

Depression. We utilized the Centers for Epidemiologic Studies-Depression Revised version 

(CESD-R) scale to measure depression. The CESD-R is a 20-item scale that requires participants 

to characterize their frequency of depressive symptoms using a 5-point Likert scale ranging from 

0 (not at all or less than 1 day last week) to 4 (nearly every day for two weeks). The sum of all the 

item scores is used as the total scale score. In the clinical setting, a total score less than 16 indicates 

no depressive symptoms. The CESD-R has demonstrated validity and reliability in numerous other 

studies of people living with HIV.39 Reliability was excellent in our sample (α =0.91). For the 

purposes of descriptive statistics, we evaluated depression as a continuous and categorical variable. 

For logistic regression modeling, depression was transformed into a categorical variable, with 

scale scores below 16 categorized as “no depressive symptoms” and scale scores above 16 

categorized as “depressive symptoms.”55   

 

4. Descriptive Statistics  

Demographics. Demographic data captured age, race, ethnicity, educational level, employment 

and student status. Educational attainment was classified as below 9th grade, some high school 

(HS) or general education diploma (GED) program, completed HS/GED, some college, 

technical/vocational school, college graduate, some post-graduate school, post-graduate. 

Employment was classified as either currently employed or unemployed. Student status was 

classified as either currently a student or non-student. Participants were asked to identify their 

sexual orientation as “homosexual/gay,” “bisexual,” “heterosexual/straight,” 

“questioning/unsure,” or “other.” Because only participants who endorsed a history of sex with 
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men were invited to participate, all men, regardless of orientation identified on the ACASI, were 

included in analysis.  

 

Data analysis 

Descriptive statistics were obtained for demographic and housing variables stratified by HIV VL 

detectability. Chi-square independence tests were conducted for categorical variables and 

Student’s t-test were conducted for continuous variable to compare statistical significance by HIV 

VL detectability. Logistic regression modeling was used for both bivariate and multivariate 

analyses. Bivariate models were used to assess the associations of each housing variable (i.e., 

having moved in the past 6 months and homelessness status since age 15) with detectable VL. If 

the association between a given housing variable and detectable VL was significant, potential 

mediation by depression was explored via three subsequent processes. First, a bivariate model was 

used to assess the association between depression and detectable VL. Second, a bivariate model 

was used to assess the association between the housing variable and depression. Finally, a 

multivariable model was used to re-assess the association between the respective housing variable 

and HIV VL detectability, controlling for depression, to determine the extent to which the 

magnitude and significance of the relationship between the respective housing variable and HIV 

VL detectability changed when depression was added to the model.56 We also controlled for age 

and education level in this final multivariable model. The data were analyzed using SAS software, 

Version 9 (Cary, NC, USA).   

 

Results 
Description of sample. A total of 81 HIV-seropositive YBMSM were surveyed. The ages of 

participants included in our sample ranged from 18-24 years (Mean=22, SD=1.5). Demographic, 
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housing, and clinical characteristics of the sample are summarized in Table 1. Sixty-five percent 

of YBMSM achieved undetectable VL at the most recent measurement. Fifty-six percent of 

participants indicated that they had moved at least once in the past 6 months, compared to 44% 

who did not move in the last 6 months. Thirty-seven percent of participants had ever considered 

themselves homeless since age 15. Furthermore, participants moved, on average, once in the past 

6 months (Mean=1.02, SD=1.21). 

 

The mean number of moves significantly differed among participants who had detectable HIV VL 

and those who did not (p=0.0286), with the detectable HIV VL group having a higher mean number 

of moves (Mean=1.43, SD=1.32) as compared to those who had an undetectable HIV VL 

(Mean=0.81, SD=1.11). When number of moves was analyzed as a categorical variable, 71% of 

participants with detectable VL indicated they moved one or more times in the past 6 months 

compared to 47% of participants who had an undetectable VL (p=0.0367). There was no 

statistically significant difference in the proportion of any occurrence of homelessness since age 

15 among participants who had a detectable VL as compared to those with an undetectable VL 

(p=0.2033). 

 

The mean CESD-R scale score for the sample was 18.86 (SD=13.13), suggesting that on average, 

participants had symptoms consistent with clinical depression. When stratified by HIV VL 

detectability, participants with detectable HIV VL were significantly more depressed than those 

with an undetectable HIV VL (71.43% vs. 33.96%, p=0.0013).  
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Bivariate analysis. Bivariate models were used to assess the relationship of housing variables of 

interest with detectable VL (Table 2). On average, the odds of having a detectable VL were 2.8 

times higher (95% CI: 1.049-7.471) for participants who indicated they moved at least once in the 

past 6 months compared to those who did not move. There was no significant association between 

homelessness since age 15 and HIV VL detectability (Odds Ratio (OR)=0.545, 95% CI: 0.213-

1.395).  

 

Exploration of mediation and multivariable analysis. The odds of having a detectable VL differed 

across the two categories of depression, the proposed mediator (Table 3). Specifically, HIV 

detectable VL was significantly higher among participants with depression than participants 

without depression (OR=4.861, 95% CI: 1.792-13.184). Housing instability was also significantly 

higher among participants with depression as compared to participants without depression 

(OR=2.74; 95% CI: 1.1-6.81). When housing instability and depression and 

covariates/confounders were included in a multiple logistic regression model to predict the odds 

of HIV VL detectability, the magnitude of the relationship between housing instability and HIV 

VL detectability decreased and lost statistical significance (Adjusted Odds Ratio (AOR)= 2.15; 

95% CI=0.76-6.09).  

 

Discussion 
 
In this sample of HIV-seropositive YBMSM recruited from a clinic in Atlanta, Georgia, moving 

at least once in the past 6 months was a significant predictor of detectable HIV VL. Findings from 

this study also suggest that this relationship was partly explained by depression. This is similar to 

other studies that have identified psychosocial factors affecting the health of young MSM4, 23, 52, 53 
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and documented the effect of housing instability on poor health outcomes, including detectable 

VL, among PLWH.20, 21, 23, 25, 32   

 

Our study’s focus on this particular subgroup of MSM who may be experiencing other forms of 

housing instability offers a unique perspective lacking in the current literature. Our definition of 

housing instability as number of moves in the previous 6 months and/or being homeless since age 

15 differs from the widespread of literature available on the effect of homelessness on HIV 

outcomes. Frequently moving, or residential instability, can have negative outcomes, especially 

among children and adolescents.42 Similarly, adverse childhood experiences (e.g. residential 

instability or homelessness) has been linked with adult homelessness.43, 44 Thus we believe our 

study builds upon studies like Thakarar et al.’s study (2016) exploring the effect of homelessness 

on HIV VL suppression by honing on this specific vulnerable subgroup of MSM and focusing on 

history of homelessness and/or number of moves in the previous 6 months to define housing 

instability among our sample.23 While our sample is not a representative sample, this distinction 

between homelessness and other forms of housing is important in shaping the continuum of care 

for this population, including the engagement of mental health services.  

 

Our findings further highlight the role depression in the relationship between housing instability 

and HIV care outcomes. The potential for depression to mediate the relationship between moving 

in the past 6 months and VL detectability is supported by previous studies that have found 

depression to be a strong predictor of poor HIV health outcomes,4, 10, 19, 38, 39, 52, 53 including 

disengagement in HIV care and lack of adherence to ART, and, housing instability, specifically 

homelessness.19, 23, 24, 31, 32, 35, 45, 54 Furthermore, the findings have strong policy and clinical 
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implications specifically regarding the comprehensive care needed to treat YBMSM. With the 

disproportionate burden of HIV affecting this group, policy makers must focus on housing as more 

than just a logistical or economical barrier, but one that has the potential to facilitate further 

transmission by worsening mental well-being. A study by the Centers for AIDS Research Social 

and Behavioral Science Network points out the assessment, methodical, and cultural challenges in 

addressing depression within HIV research.39 Authors of the study provide guidance to future 

researchers on main diagnostic, screening, and symptom rating measures of depression, 

procedures, and cultural considerations in the assessment of depression among PLWH.39 Future 

studies should utilize these suggestions and incorporate the theoretical frameworks 

aforementioned in the study to further explore the effect of depression on HIV treatment, care, and 

viral load suppression.   

 

Limitations: 

There are several limitations of our study. First, our small sample size, while adequate to detect a 

significant association between moving in the past 6 months and detectable VL, may not have been 

powered to detect associations of other housing variables with detectable VL (as evidenced by the 

wide confidence intervals). However, despite its small sample size, the findings from this study 

generate hypotheses for future research investigating the impact of housing on HIV outcomes and 

the mediators that are on the causal pathway.  

 

Given that data are cross-sectional, causality cannot be ascertained, thus we can neither conclude 

that housing instability causes incomplete VL suppression nor that depression mediates this 

relationship. All housing data and data used to inform the CESD-R scale were self-reported, which 
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may have influenced under- or over- reporting on certain questions, however the use of ACASI 

may have minimized this bias.49 Additionally, given that this study used a clinic-recruited sample, 

participants might be better off in some ways than those who are not showing up to the clinic.  

 

Conclusions: 

We found that housing instability had a significant association with HIV VL detectability among 

YBMSM, and that depression may serve as a mediator of this relationship. The role of depression 

in this relationship lends support to the psychosocial theory, which suggests the need to address 

the various psychological and social factors that influence the health of an individual, and 

highlights the need for comprehensive mental health services in this population, particularly 

among those who are unstably housed. Additionally, the findings highlight the importance of 

additional macro-level structural interventions that prevent homelessness (e.g., affordable and 

adequate housing, and less racial/ethnic discrimination in housing policies that prevent 

racial/ethnic minorities from accessing housing assistance in “opportunity areas.” Future 

longitudinal studies should investigate these possibilities further to advance knowledge about the 

pathways linking housing conditions to HIV outcomes. In the absence of structural interventions 

that ensure housing stability, increasing utilization of mental health services among HIV-infected-

unstably housed people may improve HIV outcomes in this high-risk population. 
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Tables 
Table 1. Sociodemographic, housing, and clinical indicators by HIV Viral Load (VL) Detectability 
Characteristics Overall Detectable VL Undetectable VL p-value* 
Sociodemographic 
Age in years, mean (SD) 22.41 (1.56) 22.21 (1.55) 22.51 (1.56) 0.4202 
Gender, n (%) 

  Male 
Other 

 
79 (97.53) 
2 (2.46) 

 
27 (96.43) 
1 (3.57) 

 
52 (98.11) 
1 (1.89) 

0.2972 

Sexual Orientation, n (%) 
Homosexual/gay 
Bisexual 
Heterosexual/straight 
Questioning/unsure 

 
68 (83.95) 
9 (11.11) 
1 (1.23) 
3 (3.7) 

 
22 (78.57) 
5 (17.86) 
1 (3.57) 
0 (0) 

 
46 (86.79) 
4 (7.55) 
0 (0) 
3 (5.66) 

0.1461 

Education level, n (%) 
No higher education 
Higher Education 

 

 
31 (38.27) 
50 (61.73) 
 

 
13 (46.43) 
15 (53.57) 

 
18 (33.96) 
35 (66.04) 

0.2723 

Currently a student 
Yes 
No 

 
22 (27.16) 
59 (72.84) 

 
8 (28.57) 
20 (71.43) 

 
14 (26.42) 
39 (73.58) 

0.8356 

Currently employed 
Yes 
No 

 
54 (66.67) 
27 (33.33) 

 
15 (53.57) 
13 (46.43) 

 
39 (73.58) 
14 (26.42) 

0.692 

Clinical     
CD4+ Count at time of survey, mean 
(SD) 

502.42 (242.51) 369.07 (212.34) 572.87 (228.98) 0.0002 

Absolute VL, mean (SD) 40.80 (182.55) 118.04 (298.81) 0.00 (0.00) 0.0049 
 

CESD-R Depression Scale Score, mean 
(SD) 
Depressive symptoms 

Yes (CESD-R Score >16) 
No (CESD-R Score <16) 

18.86 (13.13) 
 
 
38 (46.91) 
43 (53.09) 

26.14 (14.31) 
 
 
20 (71.43) 
8 (28.57) 

15.02 (10.73) 
 
 
18 (33.96) 
35 (65.04) 

0.0008 
 
0.0013 

Housing     
Moves in the past 6 month, mean (SD) 1.02 (1.21) 1.43 (1.32) 0.81 (1.11) 0.0286 
Moves in the last 6 months 

No moves 
Moved ≥ 1 time 

 
36 (44.44) 
45 (55.56) 

 
8 (28.57) 
20 (71.43) 

 
28 (52.83) 
25 (47.17) 

 
0.0367 

Since age 15, have you ever considered 
yourself homeless? 

Yes 
No 

 

 
 
30 (37.04) 
51 (62.96) 

 
 
13 (46.43) 
15 (53.57) 

 
 
17 (32.08) 
36 (67.92) 

 
 
0.2033 

Gender: Self-identified. VL suppression: defined as undetectable VL (here, an absolute VL of zero). Education 
level: Those with only high school education (including GED) were categorized as having “no higher 
education” while those with some college or technical education were categorized as having “higher 
education.” 
*Chi-square test for categorical variables, t-test for continuous variables 
Bold represent statistically significant at an alpha level of 0.05 
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Table 2. Bivariate analysis 
 

Variable (n=81) 

 

Odds Ratio (95% CI) 

Moves in the past 6 months  

No moves reference 

Moved ≥ 1 times 2.800 (1.049-7.471) 

Since age 15, have you ever considered 
yourself homeless? 

 

Yes 0.545 (0.213-1.395) 

No reference 

CESD-R score  

<16 (not depressed) reference 

>16 (depressed)	 4.861 (1.782-13.184) 

95% CI: 95% Confidence Interval  
Bold represent statistically significant at an alpha level of 0.05 
 
 

Table 3. Multivariable analysis   
Relationship being tested Odds Ratio (95% CI) 
X associated with M 2.737 (1.1-6.806) 

M associated with Y (controlling for X) 4.228 (1.526-11.716) 

Mediation Model:  
X associated with Y (controlling for M) 

2.149 (0.758-6.087) 
 

 
X associated with Y (controlling for age and 
education) 

2.712 (1.005 -7.256) 

Mediation Model (controlling for age and education) 2.088 (0.732-5.955) 

X= Moves in past 6 months; Y= HIV VL; M= Depression 
95% CI: 95% Confidence Interval  
Bold represent statistically significant at an alpha level of 0.05 
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CHAPTER IV: Public Health Implications 
 

The primary findings of this study illustrate the interwoven relationship between housing 

instability, depression, and HIV VL. While additional research is needed to better understand the 

role of depression as a mediator between the relationship of housing instability and HIV VL 

detectability, the importance of addressing housing instability and depression among YBMSM is 

underscored.  

 

The most effective way to prevent housing instability is by making sure proper services are in 

place to serve vulnerable populations. We have seen in past literature how housing assistance 

programs have had a positive impact on the health outcomes of HIV positive persons compared to 

those who were not receiving any assistance20, 32, 37 Additionally, our study’s focus on this 

particular subgroup of MSM who may be experiencing other forms of housing instability offers a 

unique perspective lacking in the current literature. Our definition of housing instability as number 

of moves in the previous 6 months and/or being homeless since age 15 differs from the widespread 

of literature available on the effect of homelessness on HIV outcomes.  Thus, we believe our study 

builds upon studies like Thakarar et al.’s study (2016) exploring the effect of homelessness on 

HIV VL suppression by honing on this specific vulnerable subgroup of MSM and focusing on 

history of homelessness and/or number of moves in the previous 6 months to define housing 

instability among our sample.23 While our sample is not a representative sample, this distinction 

between homelessness and other forms of housing is important in shaping the continuum of care 

for this population, including the engagement of mental health services. Our findings further 

highlight the role depression in the relationship between housing instability and HIV care 

outcomes. The mediator relationship depression plays in this relationship is supported by previous 
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studies that have found depression to be a strong predictor in stigma and negative self-identity,51 

poor HIV health outcomes,4, 10, 19, 38, 39, 52, 53 including disengagement in HIV care and lack of 

adherence to ART, and, housing instability, specifically homelessness.19, 23, 24, 31, 32, 35, 45, 54 The role 

of depression in this relationship lends support to the psychosocial theory, which suggests the need 

to address the various psychological and social factors that influence the health of an individual, 

and highlights the need for comprehensive mental health services in this population, particularly 

among those who are unstably housed. Additionally, the findings highlight the importance of 

additional macro-level structural interventions that prevent homelessness (e.g., affordable and 

adequate housing, and less racial/ethnic discrimination in housing policies that prevent 

racial/ethnic minorities from accessing housing assistance in “opportunity areas.” Future 

longitudinal studies should investigate these possibilities further. In the absence of structural 

interventions that ensure housing stability, increasing utilization of mental health services among 

HIV-infected-unstably housed people may improve HIV outcomes in this high-risk population. 

 

The findings have strong policy and clinical implications specifically regarding the comprehensive 

care needed to treat YBMSM. With the disproportionate burden of HIV affecting this group, policy 

makers must focus on housing as more than just a logistical or economical barrier, but one that has 

the potential to facilitate further transmission and greatly influences mental well-being. Data from 

the Williams Institute, highlights the stigma, discrimination, and scrutiny faced by young LGBT 

persons that facilitates the housing instability faced by this population.30 Thus, agencies and health 

care facilities serving this population must have the adequate resources available to provide 

comprehensive care, including test and treat strategies, mental health services, housing referrals, 

and case managers.  
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In his award-winning book Evicted: Poverty and profit in the American city Matthew Desmond 

writes, “The home is the center of life. It is a refuge from the grind of work, the pressure of school, 

and the menace of the streets. We say that at home, we can “be ourselves.” Everywhere else, we 

are someone else. At home, we remove our masks.” These words emphasize not only the 

importance of safe, stable housing on the physical and mental well-being of individuals but the 

sense of belonging and empowerment one ties to the home.  
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