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Abstract 

The human immunodeficiency virus (HIV) and acquired immune deficiency syndrome 

(AIDS) continue to be a major public health threat, not only within the United States but 

also on a global scale. Within the U.S. heterosexual population, African Americans 

(AAs) continue to bear the greatest burden of new HIV infections. Additionally, 

HIV/AIDS interventions have focused on low-income AA women, virtually ignoring 

their middle-class counterparts who may be subject to the same sexual risks. The purpose 

of this quantitative, cross-sectional study was to determine whether if there was an 

association between the 5 constructs of the Health Belief Model (HBM) and self-efficacy 

in condom use among middle-income AA women. One hundred and fifty two middle-

income AA women were recruited through personal social media accounts and Survey 

Monkey to participate in this study.  Multiple linear regression analyses indicated that 4 

of the 5 constructs (i.e. perceived benefits, perceived barriers, cues to action, relationship 

self-efficacy) were predictors of self-efficacy in condom use, after controlling for age, 

income, education attainment, and marital status. There was no association between 

perceived threat and self-efficacy in consistent condom use.  The results can inform HIV 

prevention counseling at the primary care level to reduce the spread of HIV among all 

AA women. Implications for positive social change include evidence for the need to 

expand the paradigm for HIV prevention interventions to include middle-income AA 

women and restructure HIV prevention strategies to address all women of color in the 

United States.  
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Chapter 1: Introduction to the Study 

The human immunodeficiency virus (HIV) and acquired immune deficiency syndrome 

(AIDS) continue to be a major public health threat not only within the United States but also on a 

global scale. Among the heterosexual population in the U.S., African Americans (AAs) continue 

to bear the greatest burden of new HIV infections. In 2010, the incidence rate of new HIV 

infections among AA women was 9,500, which was a 21% reduction compared to 2008 

estimates (Centers for Disease Control & Prevention [CDC], 2010). However, AA females still 

produced the highest number of new HIV cases per year compared to their European American 

and Hispanic American counterparts (CDC, 2010). According to current 2010 statistics, while 

the overall estimate of new HIV cases remained stable when measured by age and racial or 

ethnic group, the burden of infection still remains disproportionally high among the AA 

population (CDC, 2013; National Institute on Drug Abuse (NIDA), 2013). 

 

Source: Centers for Disease Control & Prevention 2010 

Figure 1. Estimated new HIV Infections in the United States, 2010 

In 2010, the estimated rate of infection (31%) was highest among AAs 25-44 years of 

age; in the same year, 38% of new HIV infections among AA’s were attributed to heterosexual 

contact (CDC, 2013). At some point within their lifetime, an estimated 1 out of 32 AA women 
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will received a positive HIV diagnosis compared to 1 in 106 Hispanic American women and 1 in 

546 European American women (CDC, 2013). HIV/AIDS infection among AA women is a 

complex mix of economic, social, cultural, environmental and behavioral factors making it 

critical for the research community to understand and acknowledge the role that social, gender 

inequity, and cultural dynamics play in shaping the perception of risk. AA women are more 

likely to have no prior knowledge of their partner’s health condition (Black Women’s Health 

Imperative (BWHI), 2013). AA women are also more likely to experience at least one sexually 

transmitted disease (STD) that increases vulnerability to the HIV/AIDS virus, and AA women 

are more likely to engage in unprotected anal and vagina intercourse (BWHI, 2013; CDC, 2007).  

Among low-income AA women, researchers attributes this persistent trend to the influence of 

socioeconomic factors such as poverty, lack of education, and the use of injection drugs (Ivy, 

Miles, Le, & Paz-Bailey, 2013). Research also attributes the HIV/AIDS epidemic among low-

income AA women to the high rates of incarceration among AA males (Brown-Marshall, 2012; 

CDC, 2011; Laurencin, Christensen & Taylor, 2008). 

The factors that contribute to unsafe sexual practices among low income AA women is 

well documented; however, there is considerably less documentation on the factors that 

contribute to unsafe sexual practices among middle-income AA women (Sharp et al, 2012; 

Uhrig, 2013; Williams, Wyatt, & Wingood, 2010).  Middle-income AA women may experience 

at least one sexually transmitted disease in their lifetime or may be just as likely to engage in 

unprotected sex especially within a long-term, non-marital relationship (Foster et al, 2011; 

Hunter, 2013). Additionally, middle-income AA women may have drug and alcohol issues that 

contribute to risky behavior (Masters et al, 2013). Middle-income AA women may have or had a 
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partner imprisoned at one time; and, they are likely to experience financial issues that result in 

partner dependency at least once in their sexual lifetime (Hunter, 2013; U.S. Department of 

Health & Human Services (USDHHS), 2009). However, middle-income AA women are seldom 

addressed in literature and rarely included in discussions on HIV/AIDS prevention strategies 

specific to AA women (National Alliance of State & Territorial AIDS Directors (NASTAD), 

2010; Ragsdale-Hearns, 2012). 

Background  

Previous and current HIV/AIDS researchers have not focused exclusively on the 

interconnection of gender, cultural, and social factors that influence sexual behavior among 

middle-income, AA women; however, high-risk heterosexual contact continues to be the primary 

mode of HIV/AIDS transmission among AA women (Anaebere et al, 2013; Ivy, Miles, Le, & 

Paz-Bailey, 2013; Kaljee & Chen, 2011).  Several qualitative and quantitative studies on 

HIV/AIDS intervention successes and HIV/AIDS prevention challenges among AA women in 

the United States indicated a strong correlation between history, cultural development, and the 

high rate of infection among AA women (NASTAD, 2010; Newsome & Airhihenbuwa, 2012; 

Sharpe et al., 2012).  AA women who participated in these studies noted the lack of 

communication between parent and child concerning body image, sex or love that produces an 

insecurity that influences communication with their sexual partner (NASTAD, 2010; Newsome 

& Airhihenbuwa, 2012; Sharpe, et al., 2012). The study participants also discussed how 

relationship models (parents and older adults) influence how AA women define a love 

relationship (NASTAD, 2010; Newsome & Airhihenbuwa, 2012).  For example, growing up 

within an environment of spousal abuse, women may learn to equate violence with love and will 
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accept physical and emotional abuse as part of the relationship package (NASTAD, 2010; 

Newsome & Airhihenbuwa, 2012). The participants noted that many AA women might not have 

the knowledge base to distinguish between a healthy and unhealthy relationship with an AA male 

due to their upbringing and observation of community interactions (NASTAD, 2010; Newsome 

& Airhihenbuwa, 2012; Sharpe et al., 2012). This lack of knowledge decreases AA women’s 

ability to find and maintain a sexual relationship without placing themselves at risk for infection 

transmission (NASTAD, 2010).  Another finding regarding relationship dynamics is that of 

dependency. Many AA women are dependent on the male to provide financial security, housing, 

and transportation (NASTAD, 2010; Newsome & Airhihenbuwa, 2012).  The participants also 

noted that single AA women who can provide for themselves often feel like less of a woman. 

This may be due to the lack of a male sexual partner making them more vulnerable to men who 

may be involved in more than one sexual relationship or have a history of drug use and/or 

incarceration (NASTAD, 2010; Newsome & Airhihenbuwa, 2012; Sharpe et al., 2012). Perhaps 

the most important finding to emerge from these studies was the perception of risk among the 

targeted population.  

According to both quantitative and qualitative research participants, many AA women 

still viewed HIV/AIDS as a disease affecting homosexual, European American men or women 

who exchange sex for money and drugs (NASTAD, 2010; Newsome & Airhihenbuwa, 2012).  

AA women who did not fit these descriptions could not visualize themselves at risk for infection 

creating a false and dangerous sense of security (NASTAD, 2010; Newsome & Airhihenbuwa, 

2012).  Additionally, the participants noted that AA women in monogamous relationships for 

more than one year may not believe their partners are engaging in sexual activity outside of the 
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relationship and may be less likely to take the necessary precautions during sexual activity 

(NASTAD, 2010; Newsome & Airhihenbuwa, 2012).  ). Professional and older single AA 

women may also view themselves as safe from infection because the current image of high risk 

populations includes under-educated, poor, urban dwelling AA women.  

Newsome & Airhihenbuwa (2012) examined the negative effect of gender-ratio 

imbalance on sexual relationship power. Many AA women are placed at risk through their 

partner’s sexual and drug induced behavior practices and the female’s place within a defined 

sexual network. This sexual network may be limited by the AA female’s unwillingness to seek a 

partner of a different race. The sexual network is also composed of male partners engaging in 

simultaneous multiple relationships or overlapping sexual relationships (Morris et al, 2009). 

Both situations create a very small pool of potential partners so that the risky sexual behavior of 

one male can present a serious threat to the sexual network (Morris et al., 2009).     

Current HIV/AIDS prevention and risk reduction interventions rarely address the cultural 

or social construction aspects that influence risk perception among middle-income AA women 

(Wyatt, Williams, Gupta, & Malebranche, 2012).  However, gender inequalities in heterosexual 

relationships, complex social structures and culturally related attitude and beliefs significantly 

affect how AA women perceive sexual risk (Higgins, Hoffman, & Dworkin, 2010; Wyatt et al, 

2012). 

Problem Statement 

HIV and AIDS pose a serious health threat to women of color around the world.  In the 

United States, public policy and public health interventions targeting HIV/AIDS mainly focus on 

low-income AA women while virtually ignoring their middle-income counterparts who may be 
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subject to the same sexual vulnerabilities. Few studies focus on the sexual practices of middle-

income AA women or the factors that lead to vulnerable behavior within this specific group 

(Davidson, 2011, El-Bassel, Calderia, Ruglass, & Gilbert, 2009). Problems such as a growing 

sex ratio imbalance and the unwillingness of  some AA males to commit themselves in 

monogamous relationships affect the way middle-income AA women respond to the public 

health HIV/AIDS prevention guidelines for condom use and pre-testing for STIs before entering 

a new sexual relationship (Moore, 2012; Sharp et al, 2012).   

Many middle-income AA women are reluctant to introduce conflict into the relationship 

by demanding the use of condoms during every sexual encounter or pre-relationship STI testing 

for fear of alienating their partner (Hodder et al, 2010). The resulting feelings of vulnerability 

and powerlessness among this group further exacerbate the problem (Hodder et al., 2010). Not 

all AA women are victims of domestic violence, drug use, or poverty, yet all AA women bear the 

greater burden of HIV/IDS infection compared to European American (EA) women. Public 

health policies and practices regarding HIV/AIDS and STIs in general must include all AA 

women, or there is a risk of creating another sub-group vulnerable to HIV/AIDS infection 

(Davidson, 2011; E-Bassel et al., 2009). 

Purpose of Study 

In this quantitative study I explored the association between risk perception and condom 

use among middle-income AA women using five constructs of the Health Belief Model (HBM) 

as the independent variables; the perception of threat, perceived benefits, perceived barriers, cues 

to action, and self-efficacy (Riley & Baah-Odoom, 2010; Wright, Randall & Hayes, 2012). 

Based on previous research, the five constructs of the HBM are the best predicators of condom 
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use (Reid & Aiken, 2011; Taylor et al, 2006). The dependent variable in the study was self- 

efficacy related to condom use; the covariates were the standard variables that denote 

sociodemographic status (SDS); age, level of education, marital status and income. 

Research Questions and Hypotheses 

This study included a questionnaire survey to determine if there is an association between 

the five HBM variables and consistent condom use among, middle-income AA women. The 

survey contained 41 questions to identify demographical variables (i.e. age, education, income, 

marital status), individual sexual practices, and relationship self-efficacy requiring “Yes”, “No” 

or Likert scale responses. The research questions and hypotheses were as follows:  

RQ1: Is perceived threat a predictor of condom use self-efficacy when controlling for age, yearly 

income, highest level of education, and marital status?  

H0: Perceived threat is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived threat is a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status. 

RQ2: Is perceived benefits a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status? 

H0: Perceived benefits is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived benefits RQ3: Is perceived barriers a predictor of condom use self-efficacy 

when controlling for age, yearly income, highest level of education, and marital status? 
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H0: Perceived barriers is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived barriers is a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

RQ4: Is cues to action a predictor of condom use self-efficacy when controlling for age, yearly 

income, highest level of education, and marital status? 

H0: Cues to action is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Cues to action is a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status. 

RQ5: Is relationship self-efficacy a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status? 

H0: Relationship self-efficacy is not a predictor of condom use self-efficacy when 

controlling for age, yearly income, highest level of education, and marital status. 

H1: Relationship self-efficacy is a predictor of condom use self-efficacy when controlling 

for age, yearly income, highest level of education, and marital status 

Theoretical Framework 

The theoretical framework for this study was the Health Belief Model (HBM) developed 

by the Public Health Service in the 1950s to understand the barriers that prevented individuals 

from participating in pre-screening and prevention intervention that focuses on individual 

attitudes and beliefs (Neff & Crawford, 1998; Riley & Baah-Odoom, 2010). The basis for the 

HBM is the understanding that individuals will adopt appropriate actions if they feels the action 
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will help them avoid negative consequences (i.e., HIV infection), and if he or she expects that 

performance of the action will result in avoidance of negative consequences (i.e., condom use 

self-efficacy will prevent HIV infection).  In addition, he or she believes the action can be 

performed successfully (i.e. he or she has the confidence and the knowledge to use condoms). 

This psychology-based model consists of five variables. 

 First, the perception of threat includes perception of susceptibility or the individual’s 

perception of personal risk and the perception of severity (i.e. the medical and social 

consequences of infection) (Riley & Baah-Odoom, 2010). Second, a perceived benefit refers to 

the individual’s belief that the personal effort will prevent infection and therefore be worthwhile 

(Neff & Crawford, 1998; Riley & Baah-Odoom, 2010; Wright et al, 2012). Third, perceived 

barriers refer to the individual’s perception of the corporeal and psychological cost of 

compliance such as the loss of a job or a position in the community (Riley & Baah-Odoom, 

2010; Wright et al, 2012).  

Fourth, cues to action refer to the individual’s willingness to change at-risk behavior 

based on instructional information, reinforcement, and continual support (Riley & Baah-Odoom, 

2010; Wright et al, 2012). Fifth, self-efficacy refers to the individual’s belief that he or she can 

consistently perform the actions necessary to prevent infection or to prevent the transmission of 

infection to another (Neff & Crawford, 1998; Riley & Baah-Odoom, 2010). The five HBM 

constructs included within the survey measures the degree of risky behavior and relationship 

self-efficacy among the targeted population in an effort to determine if this specific population is 

at risk for infection and if this population should be included in HIV prevention interventions 

based on the level of risk.  
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Nature of the Study 

The method of inquiry was a quantitative, cross-sectional research design. The research 

population was composed of middle-income AA women, 25 to 45 years of age. The G*Power3 

software was used to determine a minmum sample size of 142 based on the medium effect size 

of 0.30, alpha of 0.05, and 95% power.  I used a snowball sampling technique involving word-

of-mouth to solicit participants who fit the criteria of age, income, citizenship, and marital status 

(never married, married, separated, divorced, widowed). The survey was conducted through 

Survey Monkey; particpants were directed to the Web site through an online solicitation using 

my personal social media accounts (i.e. Facebook,YouTube,Twitter, and LinkedIn). The use of 

social media outlets provides access to a large diverse pool of participants because the survey 

could be accessed from anywhere in the country. Partiticpants were asked to notify others of the 

survey and encourage them to participate in the process. 

A frequency analysis was conducted to explore the extent of perceived susceptibility, 

perceived severity, perceived barriers, perceived self-efficacy, and cues to action among the 

targeted population.  A multiple linear regression analysis was conducted to examine the 

relationship between self- efficacy condom use (dependent variable) and each HBM constructs 

(independent variables) previously identified as predictors of condom use self-efficacy use. This 

type of analysis is appropriate when using quantitative variables to explore a possible 

relationship with predictor variables (Simon, 2003). The analysis also included a test of 

statistical significance for the correlation coefficients, R; the absence of statistical significance 

would indicate that the correlations were obtained by chance (Abrams, 2007). The correlation 
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coefficients indicated the degree to which condom use could be predicted from the set of 

independent variables. 

Definitions 

 Health Belief Model (HBM): The HBM addresses the association between personal 

beliefs and behavioral practices (see Table 1) It is used to predict how a person will behave in 

regards to personal health and the degree of compliance to health directives (Rosenstock, 

Strecher & Becker, 1994). 

Table 1 

Operational Definitions of the HBM in Relation to Study Measures 

HBM Constructs Definitions Variable relationship 

 

Perceptions of Threat 

 

Personal belief of risk  

Determine the perception of threat 

and condom use to prevent 

infection 

 

Perceived Benefits 

 

Personal belief that condom use will 

reduce risk 

 

Positive aspect of condom use 

 

 

Perceived Barriers 

Personal belief of the social and 

psychological cost associated with 

condom use 

Relationship issues and emotional 

stress related to condom use 

 

Self-Efficacy  

Personal belief in one’s ability to use 

condoms to reduce risk 

Confidence in one’s ability to 

insist partner use condoms  

 

 

Cues to Action 

Internal and external influences that 

may affect behavior 

 

Social network influences  

 

Human immunodeficiency virus (HIV): HIV is a retrovirus that affects specific cells (T-

cells and the CD4 cells) of the immune system (CDC, 2013). 

Socio-demographic variables:  Variables are used to describe an element of a group 

within a society (CDC, 2007). For this study, the socio-demographic variables included age, 

education, income level, and marital status. 

Assumptions 
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In this study, I assumed that the targeted population consisted of willing participants who 

would answer each survey question honestly and to the best of their ability.  I also assumed that 

participant recall might be biased but that participants would not intend to misdirect or mislead. 

Additional assumptions critical to this study were that the survey instrument would effectively 

measure the HBM constructs and that the HBM construct would effectively identify behaviors 

associated with self-efficacy related to consistent and inconsistent condom use.   

Scope and Delimitations 

 I focused on the possible association between HBM variables related to sexual practices 

within a specific population. I measured current attitudes, beliefs, and self-efficacy among the 

participants; the study did not seek to obtain historical information. For example, variables such 

as childhood abuse; relationship self-efficacy during elementary, high school, or college; or 

previous drug/alcohol use were not included in this study. This study was delimited to middle-

income AA women across the United States. The participants were 25-45 years of age with a 

minimum income of $40,000 per year. The age requirement for participation was based upon the 

lack of information concerning middle-income AA women 25-45 years of age and the growing 

number of older AA women testing positive for HIV/AIDS, which is further discussed in 

Chapter 2. The minimum/maximum income requirement was based on information obtained 

from the U.S. Census Bureau that identifies low, middle, and high-income parameters in addition 

to the average salaries for all occupations. Women belonging to other racial/ethnic groups that 

may also be at high risk for HIV (e.g., women of Hispanic/Latina descent Pacific Islanders, or 

Native Americans) were excluded from this study. 

Limitations 
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Due to the narrow scope of race, age, income and education level, the study results 

cannot be generalized to women in general or all AA women.  However, the results of this study 

may provide insight into sexual and self-efficacy issues that are applicable to a broader cross-

section of AA women.  Additional study limitations are due to the potential for change in 

confounding variables such as level of income, which may change according to employment 

trends; therefore, this study only captures data at one specific point in time. Lastly, the study was 

not designed to determine causality; it was designed to determine possible associations and 

therefore should be interpreted with due prudence.     

Study Significance 

This study was significant because it targeted a sub population rarely addressed in 

HIV/AIDS prevention practices that mainly focus on AA high school students, AA college 

students, drug and alcohol dependent AA young adults, and low income AA women in urban and 

rural areas (Davidson, 2011; Diallo et al, 2010; El-Bassel et al., 2011; Fleming, Lansky, Lee & 

Nakahima, 2006; Ford, Whetten, Hall, Kaufman & Thrasher, 2007: Jackson & Cummings, 2011; 

Mallory, 2008). The results of this study may fill a significant knowledge gap that exists and may  

promote additional research by highlighting sub-groups outside of the standard description of 

those vulnerable to acquiring HIV. Additionally, this study may identify the HBM construct that 

has the strongest association with risky sexual behavior, thereby indicating which construct 

should be the focus of future intervention development. The potential social change implications 

of this study include  illustratation of  the need for public health practitioners to expand the scope 

of public health interventions and policies beyond the standard and widely accepted definition of 

populations at risk for HIV/AIDS infection. By expanding the scope of HIV interventions, the 
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public health community reduces the risk of  creating another sub-population at high risk for 

infection.  

Summary 

I explored the potential relationship between sociodemographic status (SDS), relationship 

self-efficacy and sexual risk behavior among middle-income AA women as it relates to condom 

use self-efficacy as a means of reducing the spread of HIV infection. The background 

information provided in this chapter included a discussion on the burden of HIV infection within 

African American communities and specifically among AA women living in the United States. I 

also described the HBM as a theoretical framework for the study; the scope that defined the 

boundaries of the study, and the delimitations and limitations that may affect one’s ability to 

extrapolate study results across the general population.  

Chapter 2 includes a review of literature on HIV risk behavior among AA women 

relevant to this study and an in-depth review of theoretic frameworks including the HBM. I also 

examine the cultural and social aspects of AA life that may contribute to the incidence and 

prevalence of HIV infection within the AA population.  
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Chapter 2: Literature Review 

The human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome 

(AIDS) pose a serious health threat to women of color around the world.  In the United States, 

HIV/AIDS interventions focus mainly on low-income AA women virtually ignoring their 

middle-class counterparts who may be subject to the same sexual risks. The first section of this 

chapter presents a review of literature on the HIV/AIDS epidemic among low income and 

middle-class AA women. The second section presents literature on the socioeconomic 

determinants of health that may influence perceptions of risk among low-income and middle- 

income AA women and the effect of these influences on the decision-making process to self-

protect. The third section of this chapter presents three intervention paradigms and the 

effectiveness of various interventions designs in shifting psychological paradigms that effect the 

perception of risk and empowerment. The final section of this chapter presents available 

literature on the effectiveness of four theoretical frameworks in addressing the HIV/AIDS 

epidemic among AA women as well as the methods used to measure this phenomenon. 

Search Strategy 

The criteria for review inclusion were studies published between 2008 and 2014 

concerning the social and economic variables that influence the perception of risk for HIV/AIDS 

among low-income and middle-income AA women between the ages of 24 and 60 including 

intervention paradigms developed for both sub groups and the theoretical models used to develop 

the interventions. The databases used for the search included; Walden University Library, 

Centers for Disease Control Library, PubMed Central, Science Direct, Wiley Online Library, 

Taylor Francis Online, and HIV/AIDS Surveillance Database. The keywords used for the search 
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included:  African American, black, women, low income, middle-class, middle-income, 

HIV/AIDS, STIs, quantitative, socioeconomic, determinates, perception, risk, interventions, 

paradigms, theories, indicators, strategy, stigma, social network, education, equality, power, 

sexuality, discrimination, poverty. 

Initially, I conducted a systematic review of peer-reviewed articles published between 

2008 and 2012 in the United States pertaining to HIV/AIDS prevention interventions for middle-

income AA women. The search yielded three qualitative studies found in the Walden University 

library. There were numerous articles pertaining to AA women - 55 and older - who were HIV 

positive undergoing some type of intervention (n = 15). There were also a number of articles 

pertaining to risk perception among AA women in colleges and universities (n = 42). The search 

was expanded to include the HBM, 2014, non – infectious, adult African American women, and 

HIV/AIDS prevention strategies. I also expanded the search to articles published as early as 2005 

that focused on frequently referenced theoretical frameworks for HIV/AIDS intervention 

development.  Overall, I examined 257 peer-reviewed articles; 90 were used for this review.  

The Epidemiology of HIV/AIDS  

The CDC all-inclusive system of HIV/AIDS surveillance in the United States includes 

case reporting, monitoring, mortality rates related to stages of infection, behavioral and clinical 

indicators, and estimated incidence and prevalence rates (CDC, 2012). The CDC bases the 

estimated incidence and prevalence rates of HIV diagnosis on information received from 46 

states and 5 U.S. dependent areas (Guam, American Samoa, Northern Mariana Islands, Puerto 

Rico, and the U.S Virgin Islands) (CDC, 2012). All areas included in the CDC HIV 
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epidemiology survey had confidentially name-based reporting systems in effect and included 

reports from January 2007 through December 2010.   

In 2010, 61% of all self-reporting participants diagnosed with HIV contracted the 

infection through male-to-male sexual activity (CDC. 2012). Among females, 18% contracted 

the infection through heterosexual sex; among males, 10% contracted the infection through 

heterosexual sex (CDC, 2012). Of the 29,194 people diagnosed with HIV in 2010 within the self-

reporting states and independent areas, 37% were African American engaged in male-to-male 

sexual activity; European American males accounted for 36% of HIV infections contracted 

through male-to-male sexual activity (CDC, 2012). Within the same reporting period, 13,357 

individuals diagnosed with HIV contracted the infection through heterosexual contact.  

As of 2010, an estimated 64% of the individuals diagnosed with HIV through heterosexual 

contact were African Americans. In contrast, European American males accounted for only 12% 

of diagnosed HIV cases; European American women accounted for 15% of diagnosed HIV cases 

through heterosexual contact (CDC, 2012).   

In the same reporting period, AA males were diagnosed at a rate 7.5 times greater than 

their European American counterparts (CDC, 2010). Compared to their Hispanic American or 

Latino American counterparts, the rate for AA males were 2.3 times greater (CDC, 2010). 

Overall, African Americans who were IV drug users accounted for almost 48% of all diagnosed 

HIV cases; 47% of AA males and 51% of AA females diagnosed with HIV were IV drug users 

(CDC, 2012). By 2010, among women living with HIV and residing in 49 self-reporting states 

and 5 independent areas. 59% were African American women compared to 19% European 

American women (CDC, 2012).  
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Among the 602,021 males living with HIV, 36% were African American and 30% were 

European Americans; 22% were of Hispanic or Latino descent (CDC, 2012). Among females 

living with HIV at the end of 2009, 74% contracted HIV through heterosexual contact; 26% 

contracted the infection through IV drug use (CDC, 2012). Three decades have passed since the 

first heterosexual African American woman tested positive for HIV. Despite public health efforts 

to control the incident and prevalence rate of infection, African American women are still the 

most vulnerable group for contracting HIV compared to any other racial or ethnic groups in the 

United States. 

The Social, Economic, and Cultural Context of HIV/AIDS 

The social determinates of health are defined as the conditions under which a person is 

born, lives, and dies (Braveman, Egerter, & Williams, 2010; Hayes, Nkenge, & Leonard, 2012; 

Navarro, 2009).  The systems available to handle illness such as health insurance and access to 

quality medical care are also considered social determinants of health (Davis & Tucker-Brown, 

2013).  Such determinants include income status, level of education, gender, and social status. 

Determinants also include social factors such as self-efficacy, which affects the decision to use 

condoms for every sexual encounter, and it may influence open discussion about HIV/AIDS with 

a partner (Baggaley et al., 2012; Braveman et al., 2010; CDC, 2012; Dimitrov et al, 2012; 

Navarro, 2009; Office of Minority Health, 2010).  In this study, I focused on several social 

determinants of health that may influence risky sexual behavior among AA women and increase 

the vulnerability to the infection including age, income, and level of education that may 

influence condom use self-efficacy and relationship power negotiating condom use.  
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Age.  According to Anderson, Lemay, Maranda and Blake (2013), young people 15-24 years of 

age represent 25% of the sexually active population in the U.S.; however, they also acquire close 

to 50% of all new sexually transmitted infections. There have been many HIV/AIDS prevention 

studies that focused on AA women 13-24 years of age (Bazargan et al., 2000; Bazargan, 2000; 

Ferguson, Quinn, Eng, & Sandelowski, 2007; McAnulty, 2012). There were several studies that 

focused on women 50 – 75 years of age (Nguyen & Holodnix, 2008; Whitmore, Satcher, & Hu, 

2005; Zablotsky, 1998); however, there were only a few studies that focused on middle-income 

AA women 25-45 years of age (Orel, Spence & Steele, 2005; Whitmore, et al., 2005). This is a 

pivotal age range for developing relationships including marriage. This is also the time when 

self-applied pressure to find a stable relationship, marry, and have children increases (Marsh, 

2007). There may also be additional pressure from peers and family (Marsh, 2007).    

Age is an important variable in this study because most HIV/AIDS diagnoses (67%) are 

among AA women 25-45 years of age; in 2009, HIV was the fourth leading cause of death 

among male and female African Americans 25 - 45 years of age (Dean, Steele, Satcher, & 

Nakashima, 2005; Kaiser Family Foundation, 2013; Marsh, 2007).  Focusing on this particular 

age group is necessary due to the importance of HIV infection among causes of death, which is 

relatively high within this age range among African Americans (McLellan-Lemal et al., 2013).  

Income. Poverty is often cited as a major contributor to the HIV/AIDS epidemic among African 

Americans (Dean & Fenton, 2010 Gilbert & Wright, 2003). According to the 2011 U.S. Census 

Bureau report, the poverty threshold for a family of four (two adults and two children) was 

$22.811 per year; for a family with one adult and three children it rose to $22, 891 (US Census 

Bureau, 2011). Due to lingering recession issues, many middle-income households, regardless of 
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race or ethnicity, face higher taxes and medical costs that greatly reduce take home pay to below 

the established poverty line (Cohen, 2011).  Additionally, a significant number of Americans 

experience working poor status despite at least one family member being employed (Adrian & 

Coontz, 2010; Cohen, 2011).  

A weakened U.S. economy has hit middle-income Americans the hardest; suburbanites 

were just as affected by the economic downturn as urban Americans the hardest; suburbanites are 

equally affected by the economic downturn as urban Americans. In 2004, the poverty rate in 

suburbia rose to 8.2% compared to 7.8 % in 2000 (DeJong, 2011).  Over the years, inequalities in 

wealth and family income have become so entrenched that middle-income and low-income 

labels automatically create misperceptions of a person’s moral character, education level, and 

general ability to self-protect (Adrian & Coontz, 2010; Cohen, 2011; DeJong, 2011).  Research 

also shows that living in high poverty urban areas increases the chance of contracting HIV/AIDS 

for any sexually active individual regardless of race or ethnicity (CDC, 2010; Miles, 2011; 

Geronimus, Bound & Colen, 2011).  

Research also indicates a weak correlation between income and race in regards to risky 

sexual behavior and HIV/AIDS (Geronimus et al., 2011; Higgins et al, 2009; Miles, 2011; 

Sithokozile, 2010).  Income was chosen as a variable for this study due to its influence on the 

confidence to self-protect in regards to assertiveness, negotiation efforts, and the balance of 

relationship power.  According to Kennedy and Jenkins (2011), low self-esteem contributes to 

low assertiveness.  Low assertiveness affects the ability to negotiate condom use thereby 

increasing the risk of unprotected sexual activity (Small, Weinman, Buzi & Smith, 2010).  A 

fluctuation in income may produce insecurities in regards to monetary survival and future 
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prospects. Such insecurities may influence relationship power, which affects negotiation efforts 

(Marsh, 2007).  

Education. There has been a strong link between high-risk sexual behavior and limited 

knowledge of sexually transmitted infections (STIs), specifically HIV/AIDS (CDC, 2010; 

Raphael, 2008; Robinson, Sanders & Boyd, 2012; Sharpe et al, 2011).  Often, the mention of 

education is within the context of the socioeconomic determinants of health (McNair & Prather, 

2004, Miles, 2011; Navarro, 2009; Williams & Prather, 2010). There has been limited research 

on this particular issue as a separate phenomenon; however, research shows that a person’s 

ability to respond to information may be greatly influenced by the level of education attained 

(Raphael, 2008; Robinson et al., 2012; Sharpe et al., 2011). 

Several recent studies of African American college women have shown that despite 

advanced education attainment, AA women may lack the knowledge of at-risk sexual behaviors 

that places them at risk for contracting a STI in general and HIV/AIDS specifically (Belgrave, 

Corneille, Hood, Foster-Woodson, & Fitzgerald, 2010; Jackson & Pittiglio, 2012).  For example, 

a study conducted by Moore (2012) at Ohio State University found that AA women enrolled in 

colleges or universities are a greater risk for STIs than AA women of the same age but not 

enrolled in a college or university. The higher risk may be due to a newfound freedom of 

expression and exploration without parental influences and the perception of safety among 

college males and on college campuses (Belgrave et al., 2010; McAnulty, 2012; Moore, 2012; 

Wright, Randall, &Hayes, 2012).  

On an international scale, Aggleton, Yankah, and Crewe (2011) examined the critical role 

HIV/AIDS education plays in reducing the risk of infection specifically education that addresses 
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treatment options, prevention measures, and community support. According to Aggleton et al, 

globally, students may not receive adequate prevention education if they are displaced due to 

war, famine, or outbreaks of regional infectious diseases; if they are victims of poverty or if they 

are orphaned due to civil unrest, or death of the family caregiver. Teachers may be reluctant to 

teach HIV/AIDS prevention in the classroom for fear of reprisal from parents or being accused 

of having HIV/AIDS because they know too much about the infection (Aggleton et al., 2011). 

Robertson et al. (2012) investigated the effects of education levels on prevalent HIV infection 

and risky sexual behavior practices among youth 15 - 21 years of age and adults 22 - 54 years of 

age.  

Robertson et al. found that general education played a critical role in HIV/AIDS 

prevention. Robertson et al (2012) also found that females with secondary education or higher 

significantly reduced their risk of contracting HIV/AIDS in comparison to females with only a 

primary educational background.  Education was chosen as a significant variable for this study 

based on previous and current research addressing the phenomenon from a cultural and social 

context in the U.S. which shows that low self-efficacy crosses educational lines (Chandra, 

Billioux, Copen & Sionean, 2012; Jackson & Cummings, 2011; Marsh, 2007, Rothenberg, 

2004). Single, AA women with advanced education and significant income also may exhibit 

risky sexual behavior (Jackson & Cummings, 2011; Marsh, 2007, Rothenberg, 2004). This may 

be due to altered feelings of self-efficacy influenced by financial uncertainty, peer and family 

persuasion, and/or a relationship power imbalance that may influence self-assertiveness 

capabilities (Jackson & Cummings, 2011; Marsh, 2007, Rothenberg, 2004, Wright et al., 2012). 

Marital Status 
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 Researchers have found a significantly lower prevalence of HIV among married AA 

women compared to households headed by single AA women (Morooka & Lampkins, 2014). 

There is a presumption of monogamy within the martial relationship that promotes the feeling of 

safety from HIV exposure (Morooka & Lampkins, 2014). Therefore, married AA woman are less 

likely to get tested for HIV compared to single, head of household AA women (Morooka & 

Lampkins, 2014). Although marriage lowers the odds of HIV infection, it does not protect 

against spousal promiscuity (Kposowa, 2013; Morooka & Lampkins, 2014).  

Summary 

 Studies have shown a correlation between individual knowledge, attitudes and beliefs and 

the social/cultural environment in which individuals live (Aggleton et al., 2011).  Within the 

standard health model of age, income, and education is another model of social and cultural 

influences unique to the African American population.  Expanding public health intervention to 

include all segments of the African American society may reduce the risk of creating another 

subgroup disproportionally affected by HIV/AIDS.  

Intervention Paradigms 

HIV/AIDS research in the 1980s produced a behavior change paradigm that remained the 

focused on public health policy and intervention design in the new millennium (Nguyen et al., 

2011).  The key assumptions from previous research created a limited number of premises that 

continued to guide the development of previous and present intervention efforts (Nguyen et al., 

2011; Roberts & Matthews, 2012).  Since 2000, HIV/AIDS research has expanded to include 

research investigating the social and structural intervention paradigms that may prove more 

effective in addressing the HIV/AIDS epidemic among AA women (Higgins et al., 2007). 
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Behavioral Interventions 

The majority of previous and present public health HIV/AIDS interventions, individual 

and community based, focused on changing risky behaviors by changing the way individuals and 

communities think and react to certain health issues (Higgins et al, 2010; Wohlfeiler & Ellen, 

2007). In the case of HIV/AIDS, individual and community behavior interventions were 

designed to increase knowledge and encourage changes in attitudes and beliefs (Adimora & 

Auerbach, 2010; Davis, 2011; Dean & Fenton, 2010; Gilbert & Wright, 2003; Hodder et al., 

2010).  Interventions that focused on individual behavior change had limited success in changing 

at-risk sexual behaviors among African American teens and adults (Higgins et al 2010; Hodder 

et al., 2010).  

Although interventions focused on a change in behavior among African American teens 

were more successful than interventions designed for at-risk African American adults, neither 

group achieved long-term individual behavior change (Battle, Cummings, Baker & Krasnovsky, 

1995; Deardorff et al., 2013; El-Bassel et al 2009; Essien et al., 2005). Several earlier studies 

mentioned the need for further research of the cultural barriers that effect HIV/AIDs prevention 

efforts among AA women (Demarco et al., 2009; Williams, Wyatt, & Wingood, 2010); however, 

public health policymakers continued to support and fund interventions focused on individual 

behavioral change (Global HIV Prevention Working Group, 2008).  

Interestingly, most of the behavioral interventions cited a narrow demographic and 

relatively small sample size as limitations to the studies that led to the development of behavioral 

interventions (Davidson, 2011; Jepson, Harris, Platt & Tannahill, 2010; El-Bassel et al., 2009). 

Certain researchers made it clear that the findings from their research did not have potential for 
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extrapolation across the entire population of at-risk AA women (Davidson, 2011; El-Bassel et 

al., 2009; Jepson et al., 2010).  

Social Context Interventions  

 In the late 1990s, it became clear that focusing only on individual risky behaviors were 

insufficient in addressing the HIV/AIDS epidemic among African Americans. The persistent 

spread of HIV/AIDS infection among AA communities dictated the need to go beyond the 

traditional individualized interventions and develop interventions that considered the unique 

social and cultural aspects of individual lives. Wohlfeiler and Ellen (2007) proposed two novel 

approaches for HIV/AIDS prevention. The first approach required public health practitioners to 

become change agents to facilitate the development of policy, economical, and environmental 

strategies to create “self-sustainable” (p. 330) prevention methods that did not rely on continual 

public health staffing or financial support. This approach would have required public health 

professionals to become agents of change in addition to providers of needed services (Hicklin & 

Godwin, 2009). The second novel approach required a shift in focus from individual behaviors to 

the social context in which risky behaviors flourish (Beatty, Wheeler & Gaiter, 2004; Brodish et 

al., 2011; Wohlfeiler & Ellen, 2007).  

Social context interventions address the key drivers that affect the efforts of AA women 

to protect themselves from HIV/AIDS. According to Auerbach, Parkhurst & Caceres (2011), 

social drivers include gender inequalities, income, and self-efficacy.  Racial and health 

disparities are also social context issues that affect risky behavior among AA women regardless 

of income and education levels (Auerbach et al., 2011). Social context interventions also take 
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into account that reducing the incident rate of HIV/AIDS require more than behavior 

modification (CDC, 2010; Davidson, 2011; Essien et al., 2005).  

Although AA women have the highest rate of HIV/AIDS compared to any other racial or 

ethnic female group, they do not produce the highest rates of at-risk sexual behavior (Battle et al 

1995; Williams & Prather, 2010). Additionally, African American males and females are no 

more likely to engage in IV drug use than any other racial or ethnic group despite producing 

higher rates of IV drug use (National Institute on Drug Abuse [NIDU], 2010).  Therefore, risky 

behaviors among AA females may be the result of an interaction between unique cultural norms, 

values, and social norms (Adimora et al., 2010; Bonell et al., 2006; Furstenberg, 2009; McNair 

& Prather, 2004). Understanding unique cultural and social norms is critical to the success of any 

intervention developed to modify risky behaviors among AA women (Adimora et al., 2010; 

Bonell et al., 2006; Furstenberg, 2009).  Unfortunately, politics that shape public health policies 

continue to support individual risky behavior modification interventions even though such 

interventions require more time, money, and staffing (El-Bassel, 2009).  

Structural Interventions 

Social and structural interventions are often used interchangeably; however, structural 

interventions address the structures that may inhibit risky behavior modification (Rotheram-

Borus & Swendeman, 2009). Structural interventions also address environmental issues that 

promote discrimination, segregation, and stigma (Seeley et al., 2012; Thomas-Slayter & Fisher, 

2011). For example, gentrification of poor neighborhoods may lead to the displacement of a 

large number of poor due to an increase in housing prices (DeJong, 2011, Goetz, 2011). This 

may result in an increase in population within disadvantaged neighborhoods. The lack of 
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affordable transportation and supportive family structures could result in fewer AA women 

seeking HIV/AIDS testing or treatment (DeJong, 2011, Goetz, 2011).  

Another example of a structural intervention is the distribution of clean needles to IV 

drug users (Bertozzi, Martz, & Piot, 2009; Mahal, O’Flaherty & Bloom, 2009).  The clean needle 

program proved to be effective in reducing the spread of HIV/AIDS among IV drug users and 

their partners; however, during his presidency, George W Bush discontinued the program despite 

empirical evidence of the program’s success (Bertozzi, Martz, & Piot, 2009; Mahal, O’Flaherty 

& Bloom, 2009).  According to Auerbach et al (2011), successful structural interventions 

required identification of a target population; identification of the critical behavior patterns and 

social drivers that produced risky behavior; choosing the level of structural intervention; 

describing expected and potential change patterns; intervention design and implementation; and 

monitoring and evaluating the intervention. Most importantly, it required thorough knowledge of 

the structural and social issues that affect AA women in all segments of society (Auerbach et al, 

2011).  

Summary 

 The limited success of public health HIV/AIDS interventions developed to address AA 

women could be due to the continual failure of the public health community to address 

behavioral issues from a cultural aspect as opposed to individual failure. Utilizing a cultural-

centric approach to HIV/AIDS intervention development requires public health professionals to 

develop a cultural approach to identify health issues and the barriers that hinder or prevent 

behavioral adaptation or change (Airhihenbuwa, Ford & Iwelunmor, 2013). 

Theoretical Models 
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 The purpose for the use of theoretical models is to explain and predict changes in at-risk 

sexual behavior among the targeted population (Fishbein, 2005; Maticka-Tyndale, 2012; Traube, 

Holloway &Smith, 2011). The theoretical models most cited in literature for HIV/AIDS 

intervention development are the Health Belief Model, the AIDS Risk Reduction Model, the 

Theory of Social Construction, the Theory of Reasoned Action, and the Social Cognitive theory 

(Fife-Shaw & Abraham, 2009; Jemmott, 2012).   

The AIDS Risk Reduction Model (ARRM) 

 The ARRM provides a model for understanding and predicting changes in HIV/AIDS 

risk behavior in three stages (Crepaz et al., 2009: Kowalewski et al, 1994).  In the first stage, the 

individual recognizes and personalizes the threat; in the second stage, the individual makes a 

commitment to reduce or eliminate risky behavior (Crepaz et al., 2009; Kowalewski et al., 1994). 

In the third stage, the individual takes action by seeking HIV/AIDS information; exploring 

options such as condom use or treatment options, and taking a proactive stance in getting tested 

and obtaining needed medication (Crepaz et al., 2009; Kowalewski, Longshore & Anglin, 1994; 

Rotheram-Borus, et al, 2009). 

ARRM uses several variables from other models including the Health Belief Model’s 

self-efficacy variable, and its success depends on the completion of each stage; however, there 

are limitations (Crepaz et al., 2009; Rotheram-Borus et al., 2009). First, the model only addresses 

individual behavior; secondly, the model does not place enough emphasis on the sociocultural 

barriers that influence the individual’s risk behavior or perception of risk (Crepaz et al., 2009; 

Rotheram-Borus et al., 2009; Rotheram-Borus & Swendeman, 2009). In 1997, Boyer et al. 

conducted a cognitive/behavioral intervention study of high risk individuals (n = 399) at a STD 
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clinic in California. The study included African Americans (46%), European Americans (29%) 

and Hispanic Americans (17%); 63 percent of the participants were heterosexual males and 37 

percent were heterosexual females, 18-35 years of age.  The participants were divided into two 

groups; the first group received the intervention that included a 1-hour counseling/education 

session on risk reduction strategies per week for four weeks. The second group received the 

standard, single counseling session lasting 15 minutes (Boyer et al., 1997).   

 Although the participants reported a decrease in high risk sexual activity including 

condom use self-efficacy and a decrease in sex partners, detention rates were low.  Five months 

after the intervention, there were no significant changes in behavior among either group, 

especially among the female participants (Boyer et al., 1997). This theoretical model also failed 

to address the situation and structure barriers significant to the social and cultural aspects of the 

HIV/AIDS epidemic among AA women; therefore, it was not chosen as theoretic model for this 

study.  

The Theory of Social Construction 

 The Theory of Social Construction examined the cultural and social factors that influence 

risk perception and risk behavior. According to this theory, the reality of a particular social event 

such as HIV/AIDS is dependent on the time and the place in which the event is experienced 

(Auerbach, 2011; Bajos, 1997; Rhodes, 2008; Rotheram-Borus & Swendeman, 2009). For 

example, at the onset of the epidemic, the perception of risk among AA women across income 

levels was very low because the transmission of infection was limited to homosexual activity.  

Another example would be AA women living in rural areas who may perceive HIV/AIDS as an 

urban problem, which reduced their perception of risk although they may engage in at-risk 
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sexual behaviors (Seeley et al., 2012; Thomas-Slayter & Fisher, 2011). Lastly, middle-income 

AA women may perceive HIV/AIDS as an urban phenomenon limited to low-income AA 

women (Seeley et al., 2012; Thomas-Slayter & Fisher, 2011).  

Additionally, this theory focused on the influence of social issues, such as experience 

with discrimination, stigma, and segregation, on risk perception across income levels. This 

theory was not limited to changing individual behavior; instead, it focused on shared cultural and 

social issues that influence group action (Rhodes, 2008). This theoretical model was considered 

as a framework for this study; however, it was not feasible due to the large number of social and 

cultural constructs the model represented. 

Theory of Reasoned Action  

 The Theory of Reasoned Action (TRA) (1967) provided a four-variable framework for 

understanding and predicting behavior under the premise that the individual was a rational 

thinker, and the individual controlled the behaviors under investigation (Wingood & 

DiClemente, 2000). The behavior variable described a specific behavior in regards to action, 

target, context, and time (Ajzen, 2012).  For example, using condoms (action) with partners 

(target) of unknown health status (context) consistently (time).  The intention variable described 

the individual’s intent to perform the desired behavior; the attitude variable described the 

individual’s feeling towards performing the desired behavior and involved individual belief in a 

successful outcome (Bagozzi, 2011, Doswell, Braxter, Cha, & Kim, 2011). The norms variable 

described how the individual perceived the response of others in regards to the behavior and the 

influences such responses had on sustained behavior change (Jemmott & Jemmott, 1991; 

Wingood & DiClemente, 2000).   
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 As with the other theoretical models, the limitation of this model is that it does not 

account for social and structural barriers to behavior change. Mathematical modeling research 

conducted by Gorbach and Holmes (2003), found that theoretical models based on individual 

behavior change failed to account for the power of partner influence on risk behavior. 

Additionally, TRA did not consider that an individual may follow a different path to behavior 

change. For example, the individual may change risk behavior then change his or her attitude and 

belief towards the behavior only after performing a certain behavior over time (Wingood & 

DiClemente, 2000). Due to the limitations of the TRA in addressing situation and structure 

barriers significant to the social and cultural aspects of HIV/AIDS among AA women, it was not 

chosen as theoretic model for this research.  

The Social Cognitive Theory 

 Bandura’s social cognitive learning theory posited that an individual’s perception of self-

efficacy significantly affected the ability to feel in control of behavior practices (Bandura, 2004).  

If an individual believes she or he has the power to control certain circumstances, the individual 

is more likely to engage in positive behaviors (Bandura, 2004). The theoretical model also 

postulated that individuals required practice and positive feedback to develop self-efficacy skills. 

According to Marsiglia et al. (2013), Bandura’s model addressed the skills and the self-beliefs 

that enabled the individual to exhibit consistent positive action despite social, cultural, and 

economic barriers.  

Several interventions targeting female teens and college students have used this theory to 

develop successful intervention programs (Luca & Suggs, 2012; Sales et al., 2010). The theory 

takes into account important situation and structural barriers to HIV/AIDS prevention among AA 
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women (Luca & Suggs, 2012. Additionally, the theory focused on the development of strong 

self-efficacy skills as a critical component in HIV/AIDS prevention (Sales et al., 2010).  

However, this theory was not chosen due to the lack of a central principle to provide structure to 

the theory and its failure to account for emotional responses that may influence condom use 

(Sales, Lang, DiClemente, Latham, Wingood, Hardin & Rose, 2012).  

Health Belief Model 

The Health Belief Model (HBM) was developed by the Public Health Service in the 

1950s to understand the barriers that prevented individuals from participating in pre-screening 

and prevention intervention. The HBM focused on individual attitudes and beliefs (Neff & 

Crawford, 1998; Riley & Baah-Odoom, 2010). This psychology-based model consist of five 

variables. The perception of threat included the perception of susceptibility or the individual’s 

perception of personal risk and the perception of severity (i.e., medical and social consequences 

of infection) (Riley & Baah-Odoom, 2010).  Although the perception of threat is often based on 

the degree of knowledge concerning the infection, it may also be based on personal belief 

concerning the affect contracting the infection may have on one’s life (Riley & Baah-Odoom, 

2010).  

Perceived susceptibility or risk has the greatest influence on the adaption of healthy 

behaviors; a heightened sense of risk increased the likelihood that a person would engage in 

healthy sexual behaviors (i.e., self-efficacy condom use) to decreases personal risk. However, if 

the person perceived the risk to be minimum or unlikely, he or she is less likely to engage in 

healthy sexual behaviors. Research conducted by Corneille, Zyzniewski and Belgrave (2009) 

found that older AA women had a low perception of HIV risks, which promoted unhealthy 
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sexual behaviors. Hall (2013) conducted research exploring casual sexual behavior 

(sociosexuality) among AA women of which 81 percent had at least a college degree. The study 

found a strong correlation between sociosexuality and perceived susceptibility, which correlated 

with riskier sexual behavior. 

Perceived benefit referred to the individual’s belief that the personal effort will prevent 

infection and therefore be worthwhile (Neff & Crawford, 1998; Riley & Baah-Odoom, 2010; 

Wright, Randall & Hayes, 2012). Perceived benefits play a critical role in preventive health 

actions, especially secondary actions such as HIV screening as part of a routine health 

examination. Perceived barriers referred to the individual’s perception of the corporeal and 

psychological cost of compliance such as the loss of a job or a position in the community (Riley 

& Baah-Odoom, 2010; Wright, Randall & Hayes, 2012).  Cues to Action referred to the 

willingness to change risky behavior based on instructional information, reinforcement, and 

continual support (Riley & Baah-Odoom, 2010; Wright, Randall & Hayes, 2012).  Self-efficacy 

referred to the belief that the individual could consistently perform the actions necessary to 

prevent infection or to prevent the transmission of infection to another person (Neff & Crawford, 

1998; Riley & Baah-Odoom, 2010). 

Several research projects have successfully used the HBM to explore sexual behavior 

practices among AA women.  In a meta-analysis of eighteen studies to determine if the HBM 

could be used to predict healthy sexual behaviors, Carpenter (2010) found that perceived benefits 

and perceived barriers were strong predicators of condom use self-efficacy. The HBM provided a 

useful framework for Downing-Matibag and Geisinger in their 2009 study that surveyed seventy-

one AA college women engaged in casual sexual relationships.  There searchers found that the 
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HBM framework was useful in understanding sexual risk practices among AA college women. 

Wright, Randal, and Hayes (2012) also found the HBM useful in predicting condom use among 

AA college women; the research found that AA women exhibiting a high degree of condom 

assertiveness had a greater perception of susceptibility and a greater sense of self-efficacy in 

condom assertiveness.  

Williams (2012) used the HBM as a theoretical framework to establish a link between 

popular urban music and risky sexual behavior among emerging adult AA women.  The research 

found that urban music could be a cue to action in regards to risky sexual practices. Lastly, 

reteach conducted by Shi, Kanouse, Baldwin and Kim (2012) found a strong correlation between 

the perception of the prevalence of HIV within the community and engaging in protective 

behaviors such as using condoms and yearly HIV screening. Although the model has received 

criticism for failing to account for variances in behavior patterns, it was chosen for this study due 

to its reliable and valid application to predict health behaviors among African American (Kline 

& Huff, 2007). The HBM specifically addressed the construct of risk perception and the factors 

that influence the perception of risk, which is the focus of this research (Baban & Craciun, 2007; 

Orji, Vassileva & Mandryk, 2012). 

Review of Methodology 

There is a dearth of quantitative HIV/AIDS prevention studies involving AA women 

across income levels. Most studies reviewed (n = 22) were qualitative using semi-structured 

questionnaires and focus groups of low-income AA women either diagnosed with HIV/AIDS or 

with underlining issues that increased the risk of HIV (i.e., drug use, incarceration, and sexual 

abuse).  For example, qualitative research conducted by Noar et al. (2012) focused on sexual 
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relationships and risk behaviors among AA women 18-45 years of age visiting a publicly funded 

STI clinic in a large city in the southeastern United States. Qualitative research conducted by 

Prather et al. (2012) used focus groups and semi-structured questionnaires to investigate 

microenterprise as a means to reduce the risk of HIV infection among unemployed and 

underemployed AA women. Unfortunately, information concerning the theoretical framework of 

both studies was vague. 

There were several notably quantitative and mixed methods research projects focusing on 

AA women and HIV risk behavior. Lanier (2013) conducted a quantitative cross-sectional, 

correlation design study of the beliefs; peer perceptions; relationship power; and, sexual 

behavioral practices among low-income AA women in the southeastern U.S. based on the 

Theory of Planned Behavior. The theory posited that beliefs were precursors to understanding 

and explaining behavioral practices. Newsome and Airhihenbuwa (2012) conducted research on 

the effects of gender ratio imbalance on risky sexual behavior among AA women. The research 

focused on sexual networks unique to AA women that created a very small circle, which allowed 

HIV to spread rapidly.  AA women exhibiting low risk sexual behavioral practices (i.e., condom 

use self-efficacy use, minimum partner exchange, etc.) were still at high risk for HIV due to a 

gender ratio imbalance within African American communities. This type of imbalance often 

resulted in AA men having multiple female sex partners and AA females surrendering their 

relationship power and compliance with partner demands for sex without condoms (Newsome & 

Airhihenbuwa, 2012).  

Eyre, Flythe, Hoffman, and Fraser’s (2011), mixed methods research  explored the effects 

of infidelity on sexual relationships and the implications for HIV/STI prevention among low to 
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middle-income African Americans 19 - 22 years of age using grounded theory analysis. 

Bingham, Harawa, and Williams’ (2013) quantitative research on gender role conflict among 

bisexual AA men found a high level of gender role conflict among the group, which increased 

the likelihood of engaging in sexual risk behavioral practices due to low self-esteem, reduced 

HIV knowledge, and non-disclosure of dual sexuality. The research also examined the beliefs, 

peer perceptions, and self-efficacy among AA women but it differed in the focus on an exclusive 

sub population of AA women that were older, and more financially stable than the subjects of 

previous risk behavior research (Bingham, Harawa, &Williams 2013). 

Summary 

The purpose of this literature review was to identify the social determinants of health that 

influence perception of sexual risk; prevailing intervention themes used to address the 

HIV/AIDS epidemic among African American females; and, the theoretical models used to 

develop HIV/AIDS interventions.  The result of the review indicated that the social determinants 

of health, in regards to HIV/AIDS risk perception and risk behavior modification, mainly applied 

to one subgroup of African Americans, which were low-income AA women. The focus of the 

majority of studies reviewed varied according to current trends such as low-income, AA single 

mothers; AA females on public assistance; incarcerated AA females; or AA female drug users. 

Other studies focused on college aged AA females and perception of risk. There was limited 

research involving middle-income AA women and HIV/AIDS vulnerability. There was a large 

amount of information available on interventions currently used to address HIV/AIDS risk 

among low-income AA women but there was little information on interventions designed 

specifically for middle-income AA women.  A review of literature on the theoretical models 
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used to develop HIV/AIDS prevention interventions indicated a lack of focus on social 

construction in the U. S. despite research that supported the need to address the influence of 

social constructs in HIV/AIDS policy and intervention development. This literature review 

highlighted the critical need for more research involving middle-income, adult African American 

female to determine the best methods to promote behavior change within the context of social 

and cultural barriers that affect self-efficacy practices. 
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Chapter Three: Methodology 

This study focused on middle-income AA women 25-45 years of age. Historically, this 

sub population has been under addressed in regards to the HIV epidemic within African 

American communities.  Currently, the sub population that identifies as most at risk for 

contracting HIV is low-income, urban AA women who are likely to be undereducated, under or 

unemployed and lacking access to quality health care (CDC, 2010). This sub population is also 

less likely to ensure the consistent use of condoms during sexual activity due to social and 

cultural stressors that make it difficult to exhibit relationship self-efficacy (CDC, 2010).  

However, low-income urban dwelling AA women are not the only sub population at risk for 

infection.   

All AA women must deal with the social and cultural issues that result from being an 

African American female in today’s society (Newsome & Airhihenbuwa, 2013). Middle and 

high-income AA women also must handle additional stressors as they struggle to obtain 

acceptance outside of their communities and maintain their place within the general society 

(Newsome & Airhihenbuwa, 2013). The purpose of this study was to explore perceptions and 

relationship self-efficacy among middle-income AA women based on the theoretical foundation 

of the Health Belief Model (HBM).  This study also focused on the social and cultural influences 

unique to AA women that may contribute to perceptions and self-efficacy within a heterosexual 

relationship; the variables addressed in this study were the five constructs of the HBM. A reliable 

and validated survey instrument was administered to assess perception and relationship self-

efficacy among the participants who meet the criteria for inclusion (age, income, and marital 

status).  
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This chapter presents the research design and rationale and identifies the target 

population. Additionally, this chapter provides information on sampling strategy and procedure, 

recruitment and data collection processes, instrumentation and operational constructs, significant 

variables, data analysis plan, threats to validity, and ethical considerations. 

Research Design and Rationale 

 This study included a quantitative cross-sectional research design to assess the variables 

associated with the HBM constructs and condom use self-efficacy among a snowball sample of 

middle-income AA women who meet the inclusion criteria. A cross-sectional design was used to 

address a subpopulation that may differ in the variable of interest, condom use self-efficacy, but 

share other characteristics such as income, marital status, and ethnicity (Lavrakas, 2008). Cross-

sectional studies are not causal and variables cannot be manipulated; they are useful for 

identification of certain characteristics within the targeted population but cannot be used to 

predict a cause-effect relationship between variables. It was not the intent of this study to identify 

causal relationships between the variables but rather to provide grounds for inference and to open 

the door for further study of this phenomena among the targeted subpopulation (Thisted, 2006).  

The decision to employ the HBM for this study was based upon analysis of other 

comparable studies that illustrated the significance of each construct in regards to predicting 

health behaviors as demonstrated in the literature review (Anaebere et al, 2013; Jackson & 

Pittiglio, 2012; Rosenstock, Strecher, & Becker, 1994).  Avoidance of negative health 

consequences is the major outcome of the HBM, and each construct indicate significant 

perceptions related to healthy sexual practices and condom use self-efficacy.   
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The rationale for the survey as a data collection tool was the low cost of data collection, 

time constraints, and the anonymous nature of the survey that encourages honest responses. Even 

adults may find it difficult to admit to unsafe sexual practices and the lack of relationship self-

efficacy within a group of peers or in a one-on-one interview session for fear of negative 

judgment. Also, a survey design afforded a close-up view of a particular phenomenon in real 

time and provided information that could be extrapolated over an extended period of time (Leedy 

& Ormrod, 2001).  

Methodology 

Population 

There are approximately 45 million African Americans within the U.S. which represents 

13.1 % of the total U.S. population (, 2013). As of 2012, the District of Columbia has the largest 

concentration of African Americans (51.6%) followed by Mississippi (38%), Georgia (30%), 

North Carolina (22%), Florida (15.91%) and New York (15.19%).  Among the total population 

of African Americans, 52% were females; during the same reporting period, 51% were 18- 34 

years of age and 53% were 35-64 years of age (United States Census Bureau [USCB], 2013).  

Ninety –two percent of the African American female workforce earned at least $39,000 per year 

in “white collar” professional services. Eighty-four percent of all AA females are high school 

graduates; 21% have at least a four-year college degree (USCB, 2013). Within the U.S., married 

couples make up 43.9% of the African American population; single AA female households (i.e. 

partner present) represent 19.8% of the total African American population (BlackDemographics, 

2014).  

Sampling and Sampling Procedure 
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I used a snowball sampling technique to recruit participants. Although mainly used by 

researchers to reach populations difficult to locate such as the homeless or indigent populations, 

snowball sampling is used to take advantage of social networks to identify participants (Atkinson 

& Flint, 2013).  ).  Information concerning the purpose of the study was posted on my personal 

page on Facebook, Twitter, and LinkedIn with an addition line asking participants to forward the 

posts to other AA women in the area. The sampling criteria for inclusion are presented in Table 2 

follows: 

Table 2.  

Inclusion and Exclusion Criteria 

Demographic Criteria Inclusion Exclusion 

Ethnicity African American All others 

Age 25-45 Under 25 and over 45 

Income 40K-99K per year       <40K – 99K> per year 

 

Marital Status 

Single, married, separated, 

divorced, widowed  

 

NA 

 

Location 

 

Within the U.S./ English as 

first language 

 

Outside of the U.S./ English as 

secondary language 

 

Sample Size 

The size of the targeted population needed for this study (n =142) was obtained using 

G*Power 3 software.  I used an f test for multiple linear regression analysis with A piriori to 

compute required sample size. Calculations were based on the five predictors of the HBM; the 

medium effect size of 0.30 was choosen to provide a clearer picture of the statistical significance 

of the results. If the effect size was too low, the significance of the findings may not have been  

readily apparent; if the effect size is too  high, it may inflate the significance level (Nandy, 
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2013). This increases the chance of comitting a Type I or Type II error.  I used an alpha of 0.05 

and a 95% power range to reduce the probality of a Type I or II error.  

Procedure for Recruitment, Participation and Data Collection 

A notice (Appendix A) was posted on my personal social network pages explaining the 

purpose of the study and directions on how to access Survey Monkey. I also included the 

estimated amount of time (45 minutes) needed to complete the survey, and an email address the 

participants could use to contact me for study results. An additional line was added to encourage 

participants to forward the posts to other AA women in the area. Survey responses were accepted 

or rejected based on the demographic information provided in the survey. Survey Monkey 

installed “triggers” for age, income, location, and ethnicity; participants who did not meet the 

inclusion requirements (indicated by the response to any of these four questions) received a pop- 

up message thanking them for their participation and informing them that they did not meet the 

inclusion criteria.   

The Survey Monkey site also included the letter of informed consent (Appendix B), 

which stated that completing the survey would indicate that the participant consented to 

participate in the study, the participant understood the purpose of the study, including the use of 

the data collected. Additionally, the survey engine site provided a method of ensuring all 

questions were answered by participants (skip logic) before proceeding to the next page of the 

survey and before exiting the survey to reduce the threat of missing or incomplete data which 

may have skewed survey results and lead to incorrect conclusions. 

The survey remained open for 3 months to ensure sufficient time to gather the number of 

responses needed.  It was necessary to post two reminder notices on the social media sites to 
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encourage participation and motivate procrastinators. After failing to collect the required number 

of responses after the 3 month window, I used Survey Monkey to collect the rest of the 

participant responses. I offered potential participants $10.00 to complete the survey however, I 

insured that each participant agreed to the letter of consent. Survey Monkey tabulated the survey 

scores and provided an Excel spreadsheet that was transferable to the Statistical Package foe 

Social Science (SPSS) software for analysis. The use of an Internet survey eliminated the need to 

provide participant debriefing; it eliminated the need to develop and implement follow-up 

procedures once the initial survey was completed and the information was captured for analysis 

(Wishart & Kostanski, 2009).  All participants were provided with an email address to contact 

me for a copy of the study results. 

Instrumentation and Operationalization of Constructs 

Instrumentation 

Data was collected using a 41-item questionnaire, which contained 32 items tested in the 

validation of the Sexual Risk Behavior Belief and Self- Efficacy Scales (SRBBS) (Basen-

Engquist et al, 1999) (see Appendix C).  The SRBBS consist of eight scales measuring attitudes, 

norms, self-efficacy, and perceived barriers to condom use self-efficacy. For this study, the 

scales used to measure the variables of interest are as follows: 

1. Demographics:  Seven items (Questions 1-7) assessed the general demographics of the 

participants and ensured participants meet the inclusion criteria of ethnicity, age, income, 

martial status, and location. 

2. Perceived threat: Three items (questions 8-10) assessed the perception of threat, using a 4 

-point Likert scale. Responses ranged from “Definitely yes” (4) to “Definitely no”. 
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3. Perceived benefit: Three items (Questions 11-13) were used to assess perceived benefit, 

using a 4-point Likert scale. Responses ranged from “Definitely yes” (4) to “Definitely 

no”. 

4. Perceived barriers: Six items (Questions 31-36) were used to assess barriers to condom 

use using a 4-point Likert scale. Responses ranged from “Strongly agree” (4) to “Strongly 

disagree”.  

5. Cues to action: Six items (Questions 14-19) were used to measure cues to action using a 

4-point Likert scale. Responses ranged from “Strongly agree” (4) to “Strongly disagree”.  

6. Condom Use Self- Efficacy: Six items (Questions 20-25) were used to measure self-

efficacy in regard to the use of a condom using a three- point Likert scale; responses 

ranged from “Very certain” (3) to “Not certain”.   

7. Relationship Self-efficacy: Six items (Questions 20-25) were used to measure self-

efficacy in communicating with partner, sing a 3 point Likert scale. Responses ranged 

from “Very certain” to “Not certain”. 

 The SRBBS was chosen for this study because of its inclusion of the constructs of 

interest and the reliability and validation of the survey using three focus groups of AA women 

ages 18-49 (Farmer & Meston, 2006).  

Table 3 

Sexual Risk Behavior Beliefs and Self-Efficacy Scales (SRBBS): 

 

 

 

Scale Crobach’s α Items per Range of Corresponding Questions 
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Scale Scores 

Perceived Threat .87 3 3-9 8-10 

Perceived Benefits .87 3 3-9 11-13 

Cues to Action .84 6 6-24 14-19 

Self-Efficacy (communication) .66 6 5-18 20-25 

Self-Efficacy (using and purchasing 

condoms) 

.61 5 5-18 26-30 

Perceived Barriers   .73 6 6-24 31-36 

 

The total score for each construct was used to calculate descriptive data such as frequency, 

means, median, and standard deviation (SD). 

Operationalization of Constructs 

The dependent variable for this study was condom use self-efficacy as a predictor of safe 

sexual practices and sexual behavior. For the purpose of this study, condom use self-efficacy was 

defined as the constant use of male, latex condoms during every sexual encounter regardless of 

length of the relationship. The independent variables were the perceived threat of contracting 

HIV, perceived benefits of employing safe sex practices, the perceived barriers to condom use, 

relationship self-efficacy in successfully negotiating the use of condoms, and cues to action 

including the internal and external influences that may promote protective sexual behavior. 

Data Analysis Plan 

SPSS software was utilized to perform all computational analyses. Survey Monkey 

tabulated the survey scores and provided an Excel spreadsheet that was transferable to SPSS for 

analysis. Survey Monkey also provided a graph of the results according to age, income, 

education, relationship status (never married, separated, divorced, and widowed) and 

geographical location to facilitate further analysis.   

I sought to answer the following questions and test the associated hypotheses: 
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RQ1: Is perceived threat a predictor of condom use self-efficacy after controlling for age, yearly 

income, highest level of education, and marital status? 

H0: Perceived threat is not a predictor of condom use self-efficacy after controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived threat is a predictor of condom use self-efficacy after controlling for age, 

yearly income, highest level of education, and marital status. 

RQ2: Is perceived benefits a predictor of condom use self-efficacy after controlling for age, 

yearly income, highest level of education, and marital status? 

H0: Perceived benefits is not a predictor of condom use self-efficacy after controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived benefits is a predictor of condom use self-efficacy after controlling for age, 

yearly income, highest level of education, and marital status. 

RQ3: Is perceived barriers a predictor of condom use self-efficacy after controlling for age, 

yearly income, highest level of education, and marital status? 

H0: Perceived barriers is not a predictor of condom use self-efficacy after controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived barriers is a predictor of condom use self-efficacy after controlling for age, 

yearly income, highest level of education, and marital status. 

RQ4: Is cues to action a predictor of condom use self-efficacy after controlling for age, yearly 

income, highest level of education, and marital status? 

H0: Cues to action is not a predictor of condom use self-efficacy after controlling for age, 

yearly income, highest level of education, and marital status. 
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H1: Cues to action is a predictor of condom use self-efficacy after controlling for age, 

yearly income, highest level of education, and marital status. 

RQ5: Is relationship self-efficacy a predictor of condom use self-efficacy after controlling for 

age, yearly income, highest level of education, and marital status? 

H0: Relationship self-efficacy is not a predictor of condom use self-efficacy after 

controlling for age, yearly income, highest level of education, and marital status. 

H1: Relationship self-efficacy is a predictor of condom use self-efficacy after controlling 

for age, yearly income, highest level of education, and marital status. 

A frequency analysis was used to explore the extent of perceived susceptibility; perceived 

severity; perceived barriers; cues to action; and, perceived self-efficacy among the population.  A 

multiple linear regression analysis was used to explore the relationship between condom use self-

efficacy (dependent variable) and the HBM constructs (independent variables) previously 

identified as predictors of condom use self-efficacy. This type of analysis is appropriate when 

using quantitative variables to explore a possible relationship to the predictor variables (Simon, 

2003).  According to Osborne & Waters (2002), there are four assumptions of regression analysis 

that must be addressed to avoid a Type I or Type II error and under or over estimating 

significance; the SPSS statistical software was used to address the assumptions of regression 

analysis.   

Normal distributions Regression analysis assume variables have normal distributions;    

removing the univariate and bivariate outliers can decrease the probability of Type I/II error 

(Nau, 2015; Osborne & Waters, 2002; Tabachnick & Fidell, 2001). According to Osborne & 

Waters (2002), visual assessment of data and P-P plots skew and kurtosis can provide the 
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information needed to ensure normal distribution. Histograms, frequency distributions, and the 

use of z-scores can also identify outliers (Osborne & Waters, 2002).  

Linearity: A linear relationship must exist between the independent and dependent 

variables to identify a true relationship (Nau, 2015; Osborne & Waters, 2002; Tabachnick & 

Fidell, 2001).  Residual plots can expose non-linear relationships and validate linear relationships 

(Nau, 2015; Osborne & Waters, 2002).  

Reliability: The use of multiple independent variables can decrease reliability on the 

strength of the relationship between the dependent and the independent variables (Tabachnick & 

Fidell, 2001). If one independent variable is unreliable in determining the strength of the 

relationship to the dependent variable, all other independent variables that follow can be affected 

and increase the chances of committing Type I and II errors (Tabachnick & Fidell, 2001).   

Testing for reliability covariates and the reliability of all variables can decrease the probability of 

weak reliability (Nau, 2015) 

Homoscedasticity: It is assumed that the variance of errors is the same across all levels 

of the independent variables (Nau, 2015; Osborne & Waters, 2002; Tabachnick & Fidell, 2001). 

Heteroscedasticity occurs when there are differences in the variance of errors; a high degree of 

heteroscedasticity can increase the probability of a Type I error (Nau, 2015).  Creating a plot of 

the standardized errors (residuals) and examining the plots to ensure the errors are evenly 

distributed around the horizontal line of the plot is an acceptable method for ensuring 

homoscedasticity (Nau, 2015).  The multiple linear regression analysis included a test of 

statistical significance for the correlation coefficients, R; the absence of statistical significance 

could indicate that correlations were obtained by chance (Abrams, 2007). The correlation 
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coefficients measured the degree to which condom use can be predicted from a set of 

independent variables.  

Threats to Validity 

External Validation 

External validation refers to the ability to generalize data across different groups in 

different locations at different times (Moons et al., 2012). The threat to external validity included 

the attempt to generalize results across a specific population. Choosing participants who match in 

location, age, marital status, and income and ensuring an appropriate sample size helped mitigate 

external validity.  

Internal Validation 

In correlation research, internal validation refers to the inference that there is a causal 

relationship between research variables. According to Cone and Foster (2006), the three types of 

threats to internal validity are reverse causation, confounding variables and reciprocal causation. 

Reverse causation refers the incorrect identification of dependent and independent variables 

(Cone & Foster, 2006). For example, the use of condom use self-efficacy as an independent 

variable would be incorrect. Confounding variables refers to a variable or variables that may 

contribute to the variation in both the dependent and independent variables and does not allow 

for the manipulation of confounding variables; therefore, it is necessary to ensure participants are 

well matched in age, income, marital status, and level of education (Cone & Foster, 2006).  

Restricting participation to women and the use of multiple linear regression to analyze 

data provided the means to measure the level of influence of the independent variables and 

statistically control for confounding variables. Reciprocal causation refers to a change in the 
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independent variable that influence the dependent variable thus influencing the independent 

variable (Cone & Foster, 2006). Managing reciprocal causation requires the avoidance of 

causation assumptions based on data analysis. Since this study focused on association and not 

causation, reciprocal causation did not pose a threat to internal validity. 

Ethical Procedures 

Obtaining approval from the Walden Institutional Review Board (IRB) (see Appendix D) 

to conduct the study using human subjects ensured the research was ethical and that the 

participants were not at risk (approval # 05-16-14-0175315). IRB approval indicated that the 

research process was sound, and the participants were protected from exploitation. Exploitation 

includes the use of names, addresses, and contract numbers to solicit additional information or 

the use of information gathered for purposes unrelated to the study.  Protection is assured by 

disseminating the information through social networks to ensure names and contact information, 

such as email addresses of the participants, remain private.   

The Survey Monkey site ensured no names or identifiable numbers were forwarded with 

the survey results to maintain confidentiality of the study participants thus ensuring that no 

names or identifiable numbers appear in the data tabulations and data analysis.  An additional 

ethical procedure included  a letter of informed consent (see Appendix B) attached to the 

solicitation describing the purpose of the study, the benefits and the risk of participation, the 

right to refuse or withdraw, and steps taken to ensure confidentiality. Once all of the data had 

been captured, the survey and resulting responses were permanently removed from the site.  

Exported data from the Survey Monkey site was protected using an encrypted USB flash drive 
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for data storage. The encrypted USB flash drive was stored in a locked file cabinet in a private 

office and, after five years, I will delete the data.   

Summary 

I used frequency analysis and multiple linear regression analysis to determine if there was 

an association between the independent and dependent variables. The instrument of choice was 

the 41-item Sexual Health and Belief Scale, which was an effective tool for investigating 

associations based upon the five HBM constructs. External validation was controlled by ensuring 

the participants were matched in age, location, marital status, and income. Internal validation 

was controlled by gender restriction and the use of multiple linear regression analysis. The 

ethical considerations included maintaining confidentiality by ensuring all responses remained 

anonymous with no identifying numbers or symbols. In chapter 4, I provide an in-depth 

description of the methods used to collect and analyze data and the results of the data analysis.  
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Chapter 4: Data Analysis 

 

The purpose of this study was to explore the association between HIV risk perception and 

condom use self-efficacy among middle-income AA women using five constructs of the Health 

Belief Model (HBM) (perception of threat, perceived benefits, perceived barriers, cues to action, 

and relationship self-efficacy) and the controlling factors (age, income, education attainment, and 

marital status) as the independent variables.. The dependent variable for this study was condom 

use self-efficacy. 

Five research questions guided this study: 

RQ1: Is perceived threat a predictor of condom use self-efficacy when controlling for age, yearly 

income, highest level of education, and marital status? 

H0: Perceived threat is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived threat is a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status. 

RQ2: Is perceived benefits a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status? 

H0: Perceived benefits is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived benefits is a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

RQ3: Is perceived barriers a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status? 
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H0: Perceived barriers is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Perceived barriers is a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

RQ4: Is cues to action a predictor of condom use self-efficacy when controlling for age, yearly 

income, highest level of education, and marital status? 

H0: Cues to action is not a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status. 

H1: Cues to action is a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status. 

RQ5: Is relationship self-efficacy a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status? 

H0: Relationship self-efficacy is not a predictor of condom use self-efficacy when 

controlling for age, yearly income, highest level of education, and marital status. 

H1: Relationship self-efficacy is a predictor of condom use self-efficacy when controlling 

for age, yearly income, highest level of education, and marital status. 

In this chapter, I begin with a presentation of the descriptive statistics (frequencies and 

percentages) for the demographic characteristics, the five constructs of the HBM and the 

controlling factors (independent variables) and condom use self-efficacy (dependent variable).  

In the second section of this chapter, I explore the inferential statistics and multiple linear 

regression calculations performed to answer the five research questions.  I end the chapter with a 

description of the results and the analyses performed.  
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Data Collection 

Initially, study participants were solicited using my personal Facebook, Twitter, and 

LinkedIn accounts. After 4 months and four reminders, a total of 68 eligible participants were 

obtained, which was short of the desired number of participants (n = 142). In September 2014, I 

received approval from the IRB to allow Survey Monkey to obtain the additional participants 

needed; Survey Monkey posted the survey for an additional 4 weeks and obtained 95 participants 

bringing the total number of participants to 163. The survey was closed the third week of 

October 2014.  A total of  163 African American (AA) women participated in the study of which 

11 participants were culled due to income level (>$95,000) bringing the total number of eligible 

participants to 152 AA women throughout the United States (Table 4). 

Table 4  

Frequencies and Percentages for Categorical Variables (n =152) 

 

Variables 

 

                                n 

 

                               % 

Ethnicity   

African American 152 100 

Age   

25-29 15 10 

30-35 49 32 

36-40 44 29 

41-45 44 29 

Born in the US   

Yes 152 100 

Yearly Income   

$40,000 to less than $50,000 40 26 

$ 50,000 to less than $60,000 40 26 

$60,000 to less than $ 70,000 38 25 

$70,000 to less than $85,000 20 13 

$85,000 to less than $95,000 14 9 

US Residence   

East 31 20 

North 21 14 
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South 79 52 

West 21 14 

Type of Residence   

     City 79 52 

     Rural area 19 13 

 Suburban area 54 36 

Highest Level of Education   

Less than 4 years of high school/   

High school diploma/GED 13 9 

1 to 3 years of college 29 19 

4 or more years of college (college 

graduate) 

 
 

46 30 

    Graduate degree (MS, MA PhD) 52 34 

   Professional degree (JD, DDS, MD, etc.) 12 8 

Marital Status   

Single 68 45 

Married 61 40 

Divorced 19 13 

Separated/Widowed 4 3 

   
Note.  Due to rounding error, percentages may not add up to 100.  
 

Preliminary Analysis 

In the preliminary analysis, I screened the data for univariate outliers using z scores; 

scores below -3.29 or above 3.29 were removed from the data set (Stevens, 2009). A total of six 

outliers were removed from the dataset prior to the final data analysis. The assumption was that 

outliers represented survey responses that widely deviated from the general response of the 

sample population (Osbourne & Overbay, 2004). Although some argument exist over the validity 

of removing outliers, I decided to remove the responses that fell outside of the established z score 

data points to reduce the rate of error (Osbourne & Overbay, 2004).  

Because income was a categorical variable, it was dummy-coded for the regression; the 

level $40,000 to less than $50,000 of income was used as the reference category.  Because 

education attainment was a categorical variable, it was dummy-coded for the regression; the 

graduate degree level was used as the reference category.  Because marital status was a 
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categorical variable, it was dummy-coded for the regression; the level single within the marital 

status category was used as the reference category.  Because age was a categorical variable, it 

was dummy-coded for the regression; the age 30-35 was the reference category. 

Means and Standard Deviations 

 

 The perceived threat observations ranged from 2.00 to 4.00, with an average observation 

of 3.15 (SD = 0.45).  The perceived benefits observations ranged from 1.50 to 4.00, with an 

average observation of 3.46 (SD = 0.55).  The cues to action observations ranged from 2.67 to 

5.00, with an average observation of 3.88 (SD = 0.53).  The relationship self-efficacy 

observations ranged from 1.60 to 3.00, with an average observation of 2.76 (SD = 0.30).  The 

condom use self-efficacy observations ranged from 1.50 to 3.00, with an average observation of 

2.64 (SD = 0.36).  The perceived barriers observations ranged from 1.00 to 5.00, with an average 

observation of 1.93 (SD = 0.83).  Means and standard deviations for continuous variables are 

presented in Table 5. 

Table 5 

 

Means and Standard Deviations for Continuous Variables (n=152) 

Variable M SD 

   
Perceived Threat 3.15 0.45 

Perceived Benefits 3.46 0.55 

Cues to Action 3.88 0.53 

Relationship Self-Efficacy 2.76 0.30 

Condom Use Self-Efficacy 2.64 0.36 

Perceived Barriers 1.93 0.83 

 

Assumption Testing 
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 According to Stevens (2009), the analyses for ungrouped data may be robust to a 

violation of homoscedasticity; in this case, the analysis may be weakened but not rendered 

invalid. To address any violations to homoscedasticity, I opted to use a more stringent alpha 

level (α =.025) for moderate violations and α=.01 for severe violations (Stevens, 2009). All other 

assumptions of linear regression were tested, including a linear relationship, determining 

significant outliers, normal distribution, and independence of outliers.  There were issues of 

skewness in the independent variables of the analyses.  To address this skewness, log 

transformations were conducted on the variables prior to analysis. 

Results 

Research question 1 

 Is perceived threat a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status?  

Prior to conducting the multiple linear regression analysis, the assumption of normality 

was assessed using a Q-Q scatterplot.  

 



58 

 

Figure 4.1. Q-Q Plot for Perceived Threat (transformed). 

 

The Q-Q scatterplot indicated perceived threat did not violate the assumption of normality. The 

assumption of homoscedasticity was assessed using a residual scatterplot (Figure 4.2) and the 

assumption of homoscedasticity was met because the points were distributed in a rectangular 

pattern and the curvature line was approximately straight (Field, 2013). 

 

Figure 4.2. Residual Scatter Plot for Perceived Threat with Controlling Factors. 

To examine the research question, a multiple linear regression was conducted to 

determine whether perceived threat predicted condom use self-efficacy, after controlling for age, 

income, education attainment, and marital status.  Variables were entered in two blocks; block 

one consisted of the controlling variables (i.e. age, income, education, and marital status), while 

block two consisted of perceived threat.  The results of the multiple linear regression were 

significant in block one, F(17,135) = 1.923, p = 0.023, R2 = 0.19, suggesting that age, income, 

education attainment, and marital status accounted for 19% of the variance in condom use self-

efficacy.  The results of the multiple linear regression were significant in block two, F (17,135) = 
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2.035, p = 0.013, R2 = 0.21, suggesting that perceived threat accounted for only 2% of the 

variance in condom use self-efficacy and this construct was not a significant predictor of condom 

use self-efficacy (p=0.071) (Table 6). An examination of the individual confounding variables 

showed that income, specifically $85,000 to $95,000 (B = -.381, p = 0.002), was a significant to 

condom use self-efficacy (Table 6). In this case, the null hypothesis was accepted; after 

controlling for age, income, education attainment, and marital status, perceived threat was not a 

significant predictor of condom use self-efficacy among this population.   

Table 6 

Results for Multiple Linear Regression with Age, Yearly Income, Education Attainment, Marital 

Status, and Perceived Threat predicting Condom Use Self-Efficacy  

 B SE Std. B t p 

      

  25-29 (ref: 30-35) -.082 .109 -.068 -.758 .450 

36-40 (ref: 30-35) .024 .078 .031 .311 .756 

41-45 (ref: 30-35) .022 .076 .028 .288 .773 

$50,000 to less than $60,000 (ref: 

$40,000 to less than $50,000) 
.018 .080 .022 .219 .827 

$60,000 to less than $ 70,000 (ref: 

$40,000 to less than $50,000) 
.068 .082 .081 .824 .411 

$70,000 to less than $85,000 (ref: 

$40,000 to less than $50,000) 
-.174 .110 -.164 -1.591 .114 

$85,000 to less than $95,000 (ref: 

$40,000 to less than $50,000) 
-.381 .118 -.307 -3.224 .002 

Less than four years of High School 

(ref: Graduate school) 
-.536 .356 -.121 -1.507 .134 

High School Diploma/GED (ref: 

Graduate school) 
.175 .116 .131 1.502 .135 

1 to 3 years of college (ref: Graduate 

school) 
.047 .089 .051 .521 .604 

4 or more years of college (College 

graduate) (ref: Graduate school) 
.082 .075 .105 1.086 .279 

Professional degree (JD, DDS, MD, 

etc.) (ref: Graduate school) 
.235 .120 .176 1.962 .052 
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Separated (ref: single) -.076 .215 -.030 -.355 .723 

Divorced (ref: single) -.038 .093 -.035 -.403 .688 

Widowed (ref: single) .296 .358 .067 .828 .409 

Married (ref: single) -.038 .064 -.052 -.594 .554 

Perceived Threat Log .857 .471 .148 1.819 .071 

Note. F (17,134) = 2.035, P = 0.013, R2 = 0.21 

Research question 2 

 Is perceived benefits a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status?  

Prior to conducting the multiple linear regression analysis, the assumption of normality 

was assessed using a Q-Q plot (Figure 4.3).  

 

Figure 4.3. Q-Q Plot for Perceived Benefits with Controlling Factors 

The Q-Q scatterplot indicated perceived threat did not violate the assumption of normality. The 

assumption of homoscedasticity was assessed using a residual scatterplot (Figure 4.4) and the 

assumption of homoscedasticity was met because the points were distributed in a rectangular 

pattern and the curvature line was approximately straight (Field, 2013). 
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Figure 4.4. Residual Scatter Plot for Perceived Benefits with Controlling Factors. 

To examine the research question, a multiple linear regression was conducted to 

determine whether perceived benefits predicted condom use self-efficacy, after controlling for 

age, income, education attainment, and marital status.  Variables were entered in two blocks; 

block one consisted of the controlling variables (i.e. age, income, education, and marital status), 

while block two consisted of perceived benefits.  The results of the multiple linear regression 

were significant in block one, F(16,135) = 1.923, p = 0.023, R2 = 0.19, suggesting that age, 

income, education attainment, and marital status accounted for 19% of the variance in condom 

use self-efficacy.  The results of the multiple linear regression were significant in block two, F 

(17,134) = 2.349, p = 0.004, R2 = 0.23, suggesting that perceived benefits accounted for 4% of 

the variance in condom use self-efficacy (Table 7).  An examination of the individual predictors 

showed that income, specifically $85,000 to $95,000 (B = -.289, p = 0.016), and perceived 

benefits (B = 1.036, p = 0.006), were significant predictors of condom use self-efficacy (Table 
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7). In this case, the null hypothesis was rejected; when controlling for age, income, education 

attainment, and marital status, perceived benefits was a significant predictor of condom use self-

efficacy among this population.   

Table 7 

Results for Multiple Linear Regression with Age, Income, Education Attainment, Marital Status, 

and Perceived Benefits predicting Condom Use Self Efficacy 

 

 B SE Std. B t p 

      

25-29 (ref: 30-35) -.093 .107 -.077 -.869 .386 

36-40 (ref: 30-35) .035 .076 .044 .459 .647 

41-45 (ref: 30-35) .015 .075 .019 .205 .838 

$50,000 to less than $60,000 (ref: 

$40,000 to less than $50,000) 
.055 .081 .067 .678 .499 

$60,000 to less than $ 70,000 (ref: 

$40,000 to less than $50,000) 
.082 .080 .099 1.024 .308 

$70,000 to less than $85,000 (ref: 

$40,000 to less than $50,000) 
-.123 .109 -.116 -1.128 .261 

$85,000 to less than $95,000 (ref: 

$40,000 to less than $50,000) 
-.289 .118 -.232 -2.446 .016 

Less than four years of High School 

(ref: Graduate school) 
-.643 .350 -.145 -1.839 .068 

High School Diploma/GED (ref: 

Graduate school) 
.173 .115 .130 1.507 .134 

1 to 3 years of college (ref: Graduate 

school) 
.051 .088 .056 .586 .559 

4 or more years of college (College 

graduate) (ref: Graduate school) 
.090 .074 .115 1.213 .227 

Professional degree (JD, DDS, MD, 

etc.) (ref: Graduate school) 
.198 .118 .149 1.678 .096 

Separated (ref: single) -.064 .211 -.025 -.302 .763 

Divorced (ref: single) -.042 .092 -.039 -.461 .645 

Widowed (ref: single) .275 .353 .062 .780 .437 

Married (ref: single) -.030 .063 -.042 -.480 .632 

Perceived Benefits Log 1.036 .375 .226 2.766 .006 

Note. F (17,134) = 2.349, p = 0.004, R2 = 0.23. 
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Research question 3  

Is perceived barriers a predictor of condom use self-efficacy when controlling for age, 

yearly income, highest level of education, and marital status?  

Prior to conducting the multiple linear regression analysis, the assumption of normality 

was assessed using a Q-Q plot (Figure 4.5).  

 

Figure 4.5. Q-Q scatterplot for Perceived Barriers with Controlling Factors 

The Q-Q scatterplot indicated perceived threat did not violate the assumption of normality. The 

assumption of homoscedasticity was assessed using a residual scatterplot (Figure 4.6) and the 

assumption of homoscedasticity was met since the points were distributed in a rectangular 

pattern and the curvature line is approximately straight (Field, 2013). 
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Figure 4.6. Residuals scatterplot for homoscedasticity for Perceived Barriers with Controlling 

Factors. 

To examine the research question, a multiple linear regression was conducted to 

determine whether perceived barriers predicted condom use self-efficacy, after controlling for 

age, income, education attainment, and marital status.  Variables were entered in two blocks; 

block one consisted of the controlling variables (i.e. age, income, education, and marital status), 

while block two consisted of perceived barriers.  The results of the linear regression for block 

one were significant, F(16,135) = 2.59, p = 0.023, R2 = 0.19, suggesting that age, income, 

education attainment, and marital status accounted for 19% of the variance in condom use self-

efficacy.  The results of the linear regression for block two were significant, F (17,134) = 3.055, 

p < 0.001, R2 = 0.28, suggesting that perceived barriers accounted for 9% of the variance in 

condom use self-efficacy (Table 8).  An examination of the individual predictors showed that 

income, specifically $85,000 to $95,000 (B = -.297, p = 0.009), and perceived barriers (B = -

.664, p < 0.01) were significant predictors of condom use self-efficacy (Table 8).  In this case the 
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null hypothesis was rejected; after controlling for age, income, education attainment and marital 

status, perceived barriers was a significant predictor of condom use self-efficacy among this 

population.  

Table 8 

Results for Multiple Linear Regression with Age, Yearly Income, Education Attainment, Marital 

Status, and Perceived Barriers Predicting Condom Use Self-Efficacy 

 

 B SE Std. B t p 

      

25-29 (ref: 30-35) -.045 .104 -.038 -.437 .663 

36-40 (ref: 30-35) .021 .074 .026 .283 .778 

41-45 (ref: 30-35) .002 .073 .003 .033 .973 

$50,000 to less than $60,000 (ref: 

$40,000 to less than $50,000) 
.017 .076 .021 .228 .820 

$60,000 to less than $ 70,000 (ref: 

$40,000 to less than $50,000) 
.092 .077 .111 1.190 .236 

$70,000 to less than $85,000 (ref: 

$40,000 to less than $50,000) 
-.108 .105 -.102 -1.027 .306 

$85,000 to less than $95,000 (ref: 

$40,000 to less than $50,000) 
-.297 .113 -.240 -2.641 .009 

Less than four years of High School 

(ref: Graduate school) 
-.651 .338 -.147 -1.928 .056 

High School Diploma/GED (ref: 

Graduate school) 
.219 .111 .165 1.969 .051 

1 to 3 years of college (ref: 

Graduate school) 
.056 .085 .061 .656 .513 

4 or more years of college (College 

graduate) (ref: Graduate school) 
.104 .072 .133 1.442 .152 

Professional degree (JD, DDS, MD, 

etc) (ref: Graduate school) 
.193 .114 .145 1.692 .093 

Separated (ref: single) .015 .206 .006 .075 .941 

Divorced (ref: single) -.052 .089 -.048 -.582 .562 

Widowed (ref: single) .376 .341 .085 1.100 .273 

Married (ref: single) -.034 .061 -.047 -.561 .576 

Perceived Barriers Log -.664 .159 -.321 -4.175 .000 
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Research question 4 

Is cues to action a predictor of condom use self-efficacy when controlling for age, yearly 

income, highest level of education, and marital status?  

Prior to conducting the multiple linear regression analysis, the assumption of normality 

was assessed using a Q-Q plot (Figure 4.7).  

 

Figure 4.7. Q-Q scatterplot for Cues to Action with Controlling Factors 

The Q-Q scatterplot indicated cues to action does not violate the assumption of normality. The 

assumption of homoscedasticity was assessed using a residual scatterplot (Figure 4.8) and the 

assumption of homoscedasticity was met since the points were distributed in a rectangular 

pattern and the curvature line is approximately straight (Field, 2013). 
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Figure 4.8. Residuals scatterplot for homoscedasticity for Cues to Action with Controlling 

Factors. 

To examine the research question, a multiple linear regression was conducted to 

determine whether cues to action predicted condom use self-efficacy, after controlling for age, 

income, education attainment, and marital status.  Variables were entered in two blocks; block 

one consisted of the controlling variables (i.e. age, income, education, and marital status), while 

block two consisted of cues to action.  The results of the linear regression for block one were 

significant F (16, 135) = 1.923, p = 0.023, R2 = 0.19, suggesting that age, income, education 

attainment, and marital status, accounted for 19% of the variance in condom use self-efficacy.  

The results of the linear regression for block two were significant, F (17,134) = 2.327, p = 0.004, 

R2 = 0.23, suggesting that cues to action accounted for 4% of the variance in condom use self-

efficacy (Table 9).  An examination of the individual predictors showed that income (B = -.324, 

p = 0.006) and cues to action (B = 1.321, p = 0.008) were significant predictors of condom use 

self-efficacy (Table 9). In the case, the null hypothesis was rejected; after controlling for age, 
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income, education attainment, and marital status, cues to action was a significant predictor of 

condom use self-efficacy among this population.  

Table 9 

Results for Multiple Linear Regression with Age, Yearly Income, Education Attainment, Marital 

Status, and Cues to Action Predicting Condom Use Self- Efficacy. 

 

 B SE Std. B t p 

      

25-29 (ref: 30-35) -.087 .107 -.072 -.811 .419 

36-40 (ref: 30-35) .022 .076 .027 .283 .777 

41-45 (ref: 30-35) .007 .075 .008 .089 .930 

$50,000 to less than $60,000 (ref: 

$40,000 to less than $50,000) 
.064 .081 .078 .784 .435 

$60,000 to less than $ 70,000 (ref: 

$40,000 to less than $50,000) 
.090 .080 .109 1.130 .261 

$70,000 to less than $85,000 (ref: 

$40,000 to less than $50,000) 
-.159 .108 -.149 -1.469 .144 

$85,000 to less than $95,000 (ref: 

$40,000 to less than $50,000) 
-.324 .116 -.261 -2.785 .006 

Less than four years of High School 

(ref: Graduate school) 
-.556 .350 -.125 -1.590 .114 

High School Diploma/GED (ref: 

Graduate school) 
.128 .116 .096 1.101 .273 

1 to 3 years of college (ref: Graduate 

school) 
.036 .088 .040 .410 .682 

4 or more years of college (College 

graduate) (ref: Graduate school) 
.077 .074 .098 1.035 .302 

Professional degree (JD, DDS, MD, 

etc.) (ref: Graduate school) 
.220 .118 .166 1.872 .063 

Separated (ref: single) -.025 .213 -.010 -.119 .905 

Divorced (ref: single) -.046 .092 -.042 -.497 .620 

Widowed (ref: single) .190 .356 .043 .534 .594 

Married (ref: single) -.040 .063 -.054 -.629 .531 

Cues to Action Log 1.321 .488 .225 2.709 .008 

Note. F (17,134) = 2.327, p = 0.004, R2 = 0.23. 

Research question 5  



69 

 

Is relationship self-efficacy a predictor of condom use self-efficacy when controlling for 

age, yearly income, highest level of education, and marital status?  

Prior to analysis, the assumption of normality was assessed with a Q-Q scatterplot 

(Figure 4.9).  

 

Figure 4.9. Q-Q scatterplot for normality for Age, Income, Education Attainment, Marital Status, 

and Relationship Self- Efficacy predicting Condom Use Self-Efficacy. 

 

The Q-Q scatterplot indicated relationship self-efficacy did not violate the assumption of 

normality. The assumption of homoscedasticity was assessed with a residuals scatterplot (Figure 

4.10). The assumption is met because the points were distributed in a rectangular pattern and the 

curvature line was approximately straight. 
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Figure 4.10. Residuals scatterplot for homoscedasticity for Age, Income, Education Attainment, 

Marital Status, and Relationship Self-Efficacy predicting Condom Use Self-Efficacy. 

 

To examine the research question, a multiple linear regression was conducted to 

determine whether relationship self-efficacy predicted condom use self-efficacy, after controlling 

for age, income, education attainment, marital status.  Variables were entered in two blocks; 

block one consisted of the controlling variables (i.e. age, income, education, and marital status), 

while block two consisted of relationship self-efficacy.  The results of the linear regression for 

block one were significant, F(16,135) = 1.923, p = .023, R2 = 0.19, suggesting that as a SES 

model age, income, education attainment, and marital status accounted for 19% of the variance 

in condom use self-efficacy (Table 10). However, an examination of the individual predictors 

showed that age (B = 0.05, p = 0.587), income (B = 0.1, p = 0.291), education attainment (B = 

0.06, p = 0.528), and marital status (B = 0.04, p = 0.531) were not significant predictors of 

condom use self-efficacy (Table 10).  The results of the linear regression for block two were 

significant, F (17,134) = 4.526, p < .001, R2 = 0.37, suggesting that relationship self-efficacy 

accounted for 18% of the variance in condom use self-efficacy.  In this case the null hypothesis 
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was rejected; after controlling for age, income, education attainment, and marital status, 

relationship self-efficacy was a significant predictor of condom use self-efficacy among this 

population. 

Table 10 

Results for Multiple Linear Regression with Age, Income, Education Attainment, Marital Status, 

and Relationship Self Efficacy predicting Condom Use Self Efficacy 
 

 B SE Std. B t p 

      

25-29 (ref: 30-35) -.055 .097 -.046 -.568 .571 

36-40 (ref: 30-35) .049 .069 .062 .707 .481 

41-45 (ref: 30-35) .011 .068 .013 .156 .876 

$50,000 to less than $60,000 (ref: 

$40,000 to less than $50,000) 
.046 .072 .057 .641 .522 

$60,000 to less than $ 70,000 (ref: 

$40,000 to less than $50,000) 
.074 .073 .090 1.024 .308 

$70,000 to less than $85,000 (ref: 

$40,000 to less than $50,000) 
-.111 .098 -.105 -1.129 .261 

$85,000 to less than $95,000 (ref: 

$40,000 to less than $50,000) 
-.291 .105 -.235 -2.762 .007 

Less than four years of High School 

(ref: Graduate school) 
-.517 .317 -.116 -1.631 .105 

High School Diploma/GED (ref: 

Graduate school) 
.189 .104 .142 1.814 .072 

1 to 3 years of college (ref: Graduate 

school) 
.031 .080 .034 .390 .697 

4 or more years of college (College 

graduate) (ref: Graduate school) 
.020 .067 .025 .291 .772 

Professional degree (JD, DDS, MD, 

etc.) (ref: Graduate school) 
.168 .107 .126 1.568 .119 

Separated (ref: single) -.098 .192 -.038 -.510 .611 

Divorced (ref: single) .040 .085 .037 .472 .638 

Widowed (ref: single) .236 .320 .053 .737 .462 

Married (ref: single) -.024 .058 -.032 -.409 .683 

Relationship Self-Efficacy Log 3.093 .503 .448   6.148 .000 

Note. F (17,134) = 4.526, p < .001, R2 = 0.37. 
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Summary 

 Chapter 4 began with descriptive statistics of the sample population followed by the 

means and standard deviation for the variables and a multiple linear regression analysis for the 

four controlling variables of age, income education attainment and marital status. Each of the 

five HBM constructs were used to predict condom self-efficacy use among middle-income AA 

women, which included Q-Q plots to determine if the data violated the assumption of normal 

distribution and residual scatterplots to determine if there were any violations of 

homoscedasticity.  According to the results presented in this chapter, there was a significant 

relationship between perceived benefits (RQ2), perceived barriers (RQ3), cues to action (RQ4), 

relationship self-efficacy (RQ5) and condom use self-efficacy.  Therefore the null hypotheses 

were rejected and the alternative hypotheses was accepted. After controlling for age, income, 

education attainment, and marital status there was a significant relationship between four HBM 

constructs and condom use self-efficacy among middle-income AA women.  

Perceived threat (RQ1) was not a significant predictor of condom use self-efficacy among 

middle-income AA women therefore, the null hypothesis was accepted. After controlling for age, 

income, education attainment, and marital status perceived threat was not a predictor of condom 

use self-efficacy. Income was determined to be significant to perceived threat, perceived barriers, 

perceived benefits, and cues to action within the context of condom use self-efficacy. However, 

age, income, education attainment, and marital status were not significant to relationship self-

efficacy within the context of condom use self-efficacy.  

The data generated did not violate the assumption of normality; the multiple linear 

regression analysis was robust enough, due to the sample size (n=152), to minimize the effect 
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requiring no additional testing (Stevens, 2009).  The data generated did not violate the 

assumption of homoscedasticity.  In chapter 5, I discuss the implications of the data analyses in 

the context of the HBM constructs; the controlling factors and their relationship to the outcome 

of the study; the limitation of generalizability; the validity and reliability of the research results; 

and recommendations for further research. 
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Chapter 5: Discussion 

 The purpose to this quantitative study was to determine whether there was an association 

between the five HBM constructs and self- efficacy related condom use among middle-income 

African America (AA) women.  The participants in this study were middle-class AA women 

ages 25-45 with a yearly income of $40, 000 - $95,000.  The survey was open to AA women 

across the United States but the majority of the participants (52%) came from the southern states. 

The majority of the participants were single (45%) between the ages of 30 and 35 (32%), lived in 

suburban areas (36%) and having the highest level of education being a graduate degree (34%). 

The demographics were important because the most current data on HIV prevalence rates 

indicate that low-income AA women are at greater risk for contracting the infection due to 

inconsistent condom use. The purpose of this study was to determine whether middle-income 

AA women also showed an inconsistency in condom use self-efficacy, which would place them 

at equal risk for infection. Risk determination was based upon the constructs of the HBM after 

controlling for age, income, education attainment and marital status, which is the theory most 

frequently used to determine degree of health risk among targeted populations (Ahadzadeh, 

Sharif, Ong, & Khong, 2015; Asare, Sharma, Bernard, Rojas-Guyler, & Wang, 2013; Cheney & 

John, 2013; Hall, 2011; Montanaro & Bryan, 2014).  

The data analysis presented in Chapter 4 showed a significant association between four of 

the HBM constructs (perceived threat, perceived benefits, perceived barriers, cues to action,) and 

condom use self-efficacy among the targeted population. Relationship self-efficacy was not 

significant to condom use self-efficacy after controlling for age, income, education attainment 

and marital status.  As a demographic model, age, income, education attainment, and marital 
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status were significant to the outcome of the study. However, when examined as individual 

confounding variables, income was the only variable significantly related to condom use self-

efficacy in conjunction with perceived threat, perceived benefits, perceived barriers, and cues to 

action.  In regards to relationship self-efficacy, age, income, education attainment, and marital 

status, were not significantly related to condom use self-efficacy.  

Interpretation of Results 

Sexual Risk Behavior 

 Among the 152 participants, 85% were sexually active within the past year and 70% were 

in a sexual relationship at the time of this study. Seventy-one percent of the women reported 

having a sexual relationship lasting longer than five years; however, only 59 % felt it was 

necessary to use a condom even if pregnancy was not possible; 41% felt condoms should be used 

during intercourse even if the couple knew each other very well. The percentage of condom use 

among my study participants was considerable higher than the percentage rates reported by a 

CDC study in 2010; according to the CDC survey only 23% of sexually active AA men and 

women, 15-44 years of age, consistently use condoms (CDC, 2010).  However, the lower 

percentage from the CDC study could be attributed to a larger sample of women (n =22,682) and 

the inclusion of women from all ethnic groups (i.e., European Americans, Asian Americans, etc.)   

Additionally, when asked if their healthcare provider discussed safer sex activity 

including the use of condoms, 54% of my study participants responded “yes”, which was higher 

than the national average.  According to a 2013 survey of 500 men and women 25 years of age 

and older, 85% of the participants wanted to discuss safe sex practices with their primary 

physician but 71% of the participants felt their primary physician would dismiss their concerns 
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(Fenway Institute, 2014). Only 15% of the survey participants said their physician openly 

discussed sexual issues with them and provided HIV/STD counselling (Fenway Institute, 2014). 

These statistics are important because discussing sexual history and current sex practices with 

patients provide physicians with the opportunity to not only improve or enhance the patient-

physician relationship but also to provide counselling on safe sex practices and patient risk.  

The results of my study in regards to physician discussions may also indicate that 

knowledge of safe sex practices may not be enough to promote condom use self-efficacy use. 

Studies on condom use self-efficacy conducted by Brawner, Reason, Goodman, Schensul, & 

Guthrie (2015); Kerwin, Foley, Thornton, Basinga, & Chinkhumba (2011); and, Paxton, 

Villarreal, & Hall (2013) indicated no significant association between knowledge or level of 

education and condom use self-efficacy. The results of these studies are in keeping with the 

results of my study, which indicates that level of education is not a predictor of condom use self-

efficacy although condom use seems to be higher among AA women with 2- 4 years of college 

courses or advanced degrees. 

Research Questions 

Research question 1  

Is perceived threat a predictor of condom use self-efficacy after controlling for age, 

income, education attainment, and marital status?  

According to the HBM, perceived threat refers to the perception of vulnerability to the 

risk of infection and the perception of the seriousness of the infection in regards to medical 

issues and social acceptability (Boskey, 2014). Based on my survey results, the association 

between the perception of threat and condom use self-efficacy among middle-income AA 
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women was not statistically significant (p =.071). Among the participants, 84% believed it was 

acceptable for women their age to be sexually active, especially with a steady partner. When 

asked if they believed it was acceptable for women their age to have multiple sexual partners 

within the same month, 11.18% of the participants responded “Definitely yes”, while 19% 

responded “Probably no”.  

According to the CDC (2015), having multiple sex partners can significantly increase a 

woman’s chance of contracting HIV, which may place the AA women in this study who 

expressed some level of uncertainty (i.e.  “Probably no”) at greater risk for infection compared to 

the participants who answered “Definitely yes”. The majority of the participants understood the 

risk and the seriousness of HIV; however, some women (12%) seemed willing to take the risk 

based upon their responses to having multiple sex partners over a 1 to 2 month period.   

The variation in responses, especially concerning multiple sex partners within 1-2 months 

was consistent with other studies focusing on low-income AA women (Davis & Tucker-Brown, 

2013; Sharpe et al, 2011). Branch-Vital, Fernandez, Ross, Chan & Smith (2009) found no 

correlation between perceived threat and self-reported condom use among single AA women 18 

years and older regardless of age, income, and level of formal education. Branch-Vital et al 

(2009) concluded that inconsistent condom use among AA women may be more related to 

complex cultural distinctions that may vary according to the area and social environment, which 

indicates a need for further research to determine if there is an association between perceived 

threat and condom use self-efficacy among AA women in different regions and social 

environments. 

Research question 2 
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 Is perceived benefits a predictor of condom use self-efficacy after controlling for age, 

income, education attainment, and marital status?  

According to the HBM, perceived benefits refers to the belief that a specific action will 

be effective in reducing risk, which will be beneficial to the person (Boskey, 2014). Based upon 

the survey results, there was a significant association between perceived benefits and condom 

use self-efficacy (p = .006). The majority of participants (69%) believed a condom should be 

used if a woman their age was sexually active.  Only 41% of the participants believed that a 

condom should be used even if the partners knew each other very well; 45% answered “probably 

yes” indicating some doubt of the perceived benefits of condom use if the partner is well known. 

Perceived benefits plays an important role in individual HIV prevention efforts; if the individual 

understands and accepts the benefits of condom use, she will be more likely to use a condom 

during every sexual encounter if she is single (Noar et al, 2011).  

Married AA women may be more likely to undergo yearly HIV testing, as part of a 

routine physical if she understands and believes there is some benefit in making the effort 

(McLellan-Lemal, Toledo et al., 2013).  This is also in keeping with HIV prevention studies 

involving low-income AA women, the difference being that low-income AA women, single and 

married, often feel they do not have an option despite the obvious benefits (Davis & Tucker-

Brown, 2013; Sharpe et al, 2011).  According to my study results, middle-income AA women 

understand the benefits of condom use but may not consistently use condoms during every 

sexual encounter despite having the option to choose to use a condom with their partner. I did not 

differentiate between single and married AA women, which is an area for further study among 

middle-income AA women.  
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Research question 3 

Is perceived barriers a predictor of condom use self-efficacy after controlling for age, 

income, education attainment, and marital status?  

According to the HBM, perceived barriers refers to a person’s estimation of the degree of 

difficulty in the performance of a specific behavior based upon perceived social and economic 

challenges (e.g., finances, living conditions, social support groups, etc.) (Boskey, 2014).  The 

perception of barriers to specific behavioral changes relates not only to social and environmental 

hindrances but also to the level of confidence a person has in performing the specific behavior.  

Based upon survey results, there was a significant association between perceived barriers and 

self- efficacy related condom use (p = .000); 52 % of participants were not embarrassed to 

purchase a condom and nearly half did not feel uncomfortable carrying a condom (47%). The 

majority of participants (53%) would carry a condom with them and 51% would put a condom 

on their male partner before sex. However, when asked if they were concerned sex would not 

feel as good if condoms were used, 29% strongly disagreed; 27% disagreed, and 22 % somewhat 

agreed. The majority of the study participants were confident in the purchase of condom and 

initiating the use of a condom with their partner.   

However, the diverse opinions on the fear of reducing the quality of sex by using a 

condom among my study participants may suggest that some women would be willing to 

sacrifice safety for higher levels of pleasure sensations; this is in keeping with similar studies 

involving AA women and condom use (Branch-Vital et al., 2009; Smith & Larson, 2014).  

Among low-income AA women, one of the most common barriers to condom use self-efficacy 

was the fear that their partner would not enjoy sexual activity as much or refuse to engage in sex 
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if he had to wear a condom (Anaebere et al, 2012; Battle et al, 1995; Chandra et al, 2012; El-

Bassel et al, 2009). The same fears exist among middle-income AA women but the fear is less 

about the partner and more about how the female will feel (Sharpe et al. 2011; Szymanski & 

Henrichs-Beck, 2014; Wilkins, 2012). I did not ask my participants to identify specific personal 

barriers to condom use self-efficacy but the majority had unlimited access protective products 

and seemed to be comfortable with carrying condoms despite some degree of concern over the 

reduction of sexual pleasure with condom use.   

Research question 4 

  Is cues to action a predictor of condom use self-efficacy after controlling for age, income, 

education attainment, and marital status?  

The HBM defines cues to action as the stimulus required to initiate a recommended 

action, which, in this study, was condom use self-efficacy (Boskey, 2014). Such stimulation can 

come from a variety of sources including family, friends, and relationship self-efficacy. The 

stimulus can have a positive or negative influence on behavior such as friends demonstrating and 

encouraging relationship self-efficacy or pressuring a woman to remain in a relationship that is 

undermining her self-efficacy. According to survey results, there was a significant association 

between cues to action and condom use self-efficacy (p < .008). The majority of participants 

(78%) had friends who believed that condoms should be used if the female was sexually active 

even if pregnancy was not a possible.  

The majority of participants (31%) also had friends who believed condoms should be 

used with a steady partner even if the female knew her partner very well. Among my study 

group, friends were highly influential and my participants had a positive response to the opinions 
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of their friends. This was also reported in studies involving AA women in college and low-

income AA women but the influence was both positive and negative (Ivy et al, 2013; Ndabarora 

& Mchunu, 2014; Noar et al., 2012; Paxton et al., 2014). College students were more likely to be 

positively influenced by their peers and family members but among low-income AA women, 

friends and family members were of like mind in regards to the necessity of sacrificing safe 

health behaviors for monetary support and maintaining a sexual relationship (Ivy et al, 2013; 

Ndabarora & Mchunu, 2014; Noar et al, 2012; Paxton et al. 2014). The positive influence of 

friends and family among middle-income AA women in my study and AA women attending 

college may relate to the level of education attainment among family and friends and how 

education can have a positive influence on social support mechanisms that contribute to cues to 

action (Crowley, 2010). 

Research question 5  

Is relationship self-efficacy a predictor of condom use self-efficacy after controlling for 

age, income, education attainment, and marital status?  

The HBM defines self-efficacy as an individual’s level of confidence in performing a 

certain act or acts such as insisting on the use of condoms in any situation (Boskey, 2014).  

According to survey results, there was a significant association between relationship self-efficacy 

and condom use self-efficacy (p= .001). The majority of the survey participants (84%) were 

certain they could resist having sex with someone they just met despite the attraction; 77% were 

certain they could say “No” to their partner if they were not ready to have sex. Among the 

women surveyed, 47% were certain they could begin using condoms with their partner even if 

they had not previously used a condom during sex.  The majority of participants (95%) were 
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certain they could tell a man they recently met to use a condom before sex; 74% were certain 

they could instruct their partner on how to use a condom correctly. Among the participants, 90% 

were certain they would go to a store to buy condoms; 51% were certain they would have a 

condom with them whenever they decided to have sex; and, 61% were certain their partner 

would begin to use a condom if she decided it was necessary.   

The survey results for this construct may indicate that the participants had a high degree 

of self-worth and self-confidence, which has a positive influence on their ability to negotiate 

safer sex practices with their partner (Mucherah & Frazier, 2013; Reid & Aiken, 2011). 

However, some women (8%) taking the survey displayed an uncertainty in their ability to 

negotiate condom use.  

Among AA college students, relationship self-efficacy equated to the ability to negotiate 

condom use successfully and under any circumstances; however, there was a prevalent fear of 

condom negotiation among study participants (Crosby et al., 2013; French & Holland, 2011).  

Otto-Salaj et al. (2010) who studied the reactions of single, heterosexual, 18-35 year old AA men 

to condom negotiating strategies found successful condom negotiation had more to do with the 

attitude of the male partner than the self-efficacy of the female.  According to this study, AA 

men often had a strong negative response to condom negotiations regardless of the strategy used 

(Otto-Salaj et al., 2010). This is important because most HIV interventions focus on the female’s 

attitude towards the use of condoms and her ability to negotiate condom use; the intervention 

training rarely take in to account the characteristics of the male partner, which may have more 

influence on female behavior than any other identifiable variable (Otto-Salaj et al, 2010).  



83 

 

Among the participants in my study, there was a high degree of self-efficacy in the 

introduction and use of condoms, which may indicate a strong positive response to condom use 

among their male partners. Such a positive response from the male partner may be reflective of 

the male’s level of educational attainment. Educated AA women tend to seek male partners with 

the same education and social standing and educated AA men are more likely to view condom 

use as a necessary protective health measure rather than a hindrance to sexual enjoyment (CDC, 

2012). 

Confounding Factors 

 As a sociodemographic model, the confounding factors of age, income, education 

attainment, and marital status were significant indicators of condom use self-efficacy in 

conjunction with perceived threat, perceived benefits, perceived barriers, and cues to action. An 

examination of the individual components of the model indicated economic status in conjunction 

with perceived threat, perceived benefits, perceived barriers, and cues to action was significant to 

condom use self-efficacy. However, as a model and as individual variables, age, income, 

education attainment, and marital status were not significant to relationship self-efficacy.  

The overall outcome of this study indicated the higher the income the less likely middle-

income AA women are to perceive and respond to the threat of HIV infection.  A higher income 

mean reduced exposure to external stressors such as unemployment, spousal abuse and 

community instability (Edberg, 2013, Everett, Hall, & Hamilton-Mason, 2010). A higher income 

also could affect the ability to negotiate condom use and the willingness to end a relationship if 

terms were not met (Edberg, 2013; Everett, Hall, & Hamilton-Mason, 2010; Hall & Pichon, 

2014).  Based on the lack of affect the confounding variables had on relationship-self efficacy, it 
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could be assumed that the participants had a high degree of self-esteem related to the reduction 

of sociodemographic stressors that may reduce self-esteem and self-awareness. A high degree of 

self-esteem and self-awareness decreases the ability to negotiate condom use (Everett, Hall, & 

Hamilton-Mason, 2010; Hall & Pichon, 2014). 

Limitations of the Study 

There are several notable limitations of the study. First, the sample was relatively small 

and the majority of respondents were from the South Atlantic states (i.e. Georgia, Florida, North 

& South Carolina, etc.), which makes it difficult to extrapolate findings across the. Second, is 

selection bias, which is a possibility when focusing on one sub-population; opening the survey to 

all AA women could have different results (McCambridge, Kypri & Elbourne, 2014, Sionean et 

al., 2014). Self-reporting bias could have affected the outcome of this study; self-reporting bias 

occurs when the participant provides responses that may not be true (McCambridge et al, 2014; 

Sionean et al, 2014).  A form of self-reporting bias that could have influenced the outcome of 

this study was social desirability bias that occurs when the participant denies undesirable 

behaviors and chooses the more socially acceptable responses (McCambridge et al, 2014; 

Sionean et al, 2014). Although my survey was anonymous, some respondents could have felt the 

need to respond in a positive manner rather than admit they had experienced multiple sex 

partners or they found it difficult to negotiate condom use with their partner.  

Third, the inclusion of married AA women in this HIV study could have significantly 

impacted this study, particularly in addressing relationship self-efficacy. Married AA women 

have a different perspective on the use of condoms, they tend to feel safe within a monogamous 

relationship and would not consider it necessary to have their partner wear a condom during sex 
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(Flash et al., 2014; Lanier, 2013).  Fourth, the HBM could have inherent limitations that 

influenced the outcome of this study. One of the flaws in the HBM is its inability to address the 

emotional, racial, or gender specific variances that could contribute to the outcome (Asare et al, 

2013). However, it was not my intent to measure social and environmental variables that 

influence condom use self-efficacy and relationship self-efficacy. The last potential limitation of 

this study is personal bias (value neutrality) due to my link to the study participants; being a 

single, middle-class AA woman, it was difficult to remain neutral or impartial as I analyzed and 

discussed the results of my study. It was necessary to take a step back on several occasions and 

rework my interpretations and discussion points to ensure impartiality. 

Recommendations 

 The results of this study indicated that four of the five HBM constructs (perceived 

benefits, perceived barriers, cues to action, and relationship efficacy) were influential in 

promoting condom use self-efficacy use.  However, the outcome of the study does not offer in-

depth insight into the social, cultural, and emotional contexts of the participants’ lives. 

Therefore, the recommendation is for a mixed methods study of middle-income, educated AA 

women that would examine the statistical aspect of their lives and the environmental contexts.  I 

would also recommend including all AA women, regardless of age, income, or education levels, 

in future HIV prevention studies to understand how quality of life (e.g., unique stressors, support 

mechanisms, relationship dynamics, income, and level of education) could affect safe sex 

practices within social environments.   

The majority of HIV prevention studies surveyed a mixed group of AA women in regards 

to age, income, and education level. In these studies, the majority of women were low-income 
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and the research included self-reporting drug users who had a history of incarceration or had a 

partner who was incarcerated (Davis & Tucker-Brown, 2013). A study conducted by Turpin 

(2013), indicated that AA women responded to health messages that were designed to include all 

types of AA women and visually represented multiple age and income levels within the 

population. The study also indicated that AA women felt they were culturally stereotyped based 

on their race and their lack of interest in prevention campaign strategies was due to a conscious 

avoidance of stigma associated with being labeled as high-risk (Turpin, 2013).  Additional 

translational research is needed to identify culturally competent prevention strategies that will 

engage middle-income AA women and to determine the best approach in the formation of public 

health alliances among the AA middle-income population. The formation of public health 

alliances with community leaders, including prominent members of the clergy, within the AA 

middle-income population could reduce historical feelings of distrust and suspicion related to 

previous public health practices (McNair & Prather, 2004).  

Public health practitioners should make the effort to develop a better understanding of 

relationship dynamics among middle-income AA men and women.  Studies have indicated a 

significant decline in marriage rates among all Americans; however, AA women have 

experienced the sharpest decline (Elliott, Krivickas, Brault, & Kreider, 2012). There is a large 

amount of information on the decline of marriage among AA women and various hypotheses on 

why the decline continues but there is insufficient information available on the sexual, 

emotional, and social implications of the decline in marriage rates among middle-income AA 

women and how these implications affect condom self-efficacy (Hall & Pichon, 2014; Kennedy 

& Jenkins, 2011) 



87 

 

To develop effective HIV prevention interventions, public health researchers must 

understand how sexuality, class, race, and gender are linked as power systems and how these 

variables affect the sexual identity, behavior and sexual relationships of AA women (Moore, 

2012).  The term “intersectionality” was a term developed by Kimberle Crenshaw in 1989 to 

describe the various ways AA women experience multiple oppressions such as gender and race. 

In her essay, Crenshaw discussed how AA women are left out of the discussion of women, sex, 

and racial discrimination because any discussion concerning sex usually centered on European-

American women; any discussion concerning racial discrimination was in reference to AA males 

(Crenshaw, 1989). AA women became invisible and their unique intersectional experiences were 

ignored (Lanier, 2013).   

The failure of public health practitioners to address the HIV epidemic as an intersectional 

issue further marginalizes AA women from all economic levels.  Therefore, my recommendation 

is that public health researchers expand the scope of HIV research to examine the complex 

intersectional experiences unique to AA women within each economical class rather than 

conveniently lumping all AA women under the umbrella of race and gender. With such insight, 

public health practitioners can develop effective HIV prevention interventions appropriate to the 

population. To address the issue of intersectionality, public health researchers should look 

beyond the epidemiology of the disease and focus on the social aspects of HIV within AA 

communities.  The effect of marital status, the limited number of eligible AA men, gender 

inequality, middle-class stress, and depression are just a few of the variables that influence 

condom use (Bowleg, 2013; Choo & Ferree, 2010; Gray, 2013). Continual failure of public 

health researchers and practitioners to address HIV on a multifaceted social level results in 
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interventions that fail to produce desired results and further alienates the sub-populations we 

need to reach.  

Public health practitioners should examine condom use self-efficacy among all classes of 

AA women using more appropriate theoretical frameworks to identify and address the social and 

structural determinants of HIV-related behavior. For example, the Diffusion of Innovation Model 

can be used to examine how novel ideas are communicated and accepted in regards to HIV 

prevention messages (Gardner, 2014).  The model focuses on identifying communication 

channels unique to a population that can be used to disseminate health messages (Gardner, 

2014).  It also identifies people within the population that can help get the message out and the 

time and processes needed to disseminate the message (Gardner, 2014).  Another theory that may 

be effective is the Empowerment Theory, which posits that change is a process of shared 

experiences and social influences (Turner & Maschi, 2014). The three elements of the theory is 

identifying the target populations at the individual and group level (population for change); 

identifying the concerns of the targeted population through active listening and an exchange of 

meaningful dialogue (participatory education); and, the use of focus groups to gather information 

and working with the community to find solutions (focus group strategies) (Turner & Maschi, 

2014).  

Developing effective HIV prevention interventions for any group requires extensive 

knowledge of the unique prevalent and distributed behaviors that contribute to the spread of 

infection beyond the boundaries of education, economical, and relationship status. It also goes 

beyond the boundaries of individual behavior. Any attempt to change or modify individual 

behavior without first understanding the intersectionality of structural, institutional, community, 
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and interpersonal influences or barriers unique to AA women could fail to reduce the incidence 

rate of HIV infection among the population.  

Implications 

African Americans continue to have the highest incidence and prevalence rates of HIV 

infection in comparison to all other groups in the United States despite progressive public health 

interventions. The phenomenon has been attributed to socioeconomic issues including poverty, 

limited access to quality medical care, the fear of stigma, and an unwillingness to get tested for 

the virus for fear of rejection by their peers and the community. The current face of HIV is low-

income AA women with limited knowledge of HIV prevention strategies, poor safe negotiation 

skills, and limited social networks that support HIV prevention efforts. This narrow focus has 

placed other AA women, who do not fit into the current mold, at risk for infection, which could 

be due to a false belief in safety because of the at-risk exclusion.  

The information obtained from this study could contribute to the existing body of research 

on minority health and health disparities by providing insight into the degree of self-efficacy that 

exist among middle-income, adult AA women. Another implication could be the expansion of 

HIV intervention programs to include all women of color regardless of marital status, social 

status, and level of education. Middle-income AA women could have many of the same 

socioeconomic issues as low-income AA women such as the lack of financial security and the 

tendency to choose their partners from a limited pool of AA men. However, despite the 

similarities, there is limited information concerning the perception of threat, benefits and 

barriers, cues to action, and relationship self-efficacy that may hinder HIV prevention efforts 

(MacMaster, Bride & Davis, 2009; Neal-Barnett et al., 2011).   
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There are also implications for the need of increased surveillance and prevention strategies 

at the clinical level.  This information could provide additional insight for the healthcare 

community by building awareness of the critical need for HIV prevention counseling at the 

clinical level since healthcare providers have a significant role in assisting their patients in 

maintaining good health and avoiding or reducing health threats (Flash et al., 2014). Primary 

care clinicians are viewed as a trusted source of current health information. Primary care 

physicians can be on the forefront of reducing and eventually eliminating the spread of HIV 

among AA women by engaging their patients in discussion concerning HIV prevention, 

including the consistent use of condoms for single AA women and yearly STI screenings for all 

AA women regardless of marital status (Flash et al, 2014).   

The information gained from this study could encourage public health researchers to 

embrace the theory of intersectionality and develop effective prevention paradigms to address the 

HIV epidemic within all AA communities, especially interventions using social media. A better 

understanding of the diversity that exist within the AA population and how this diversity is rarely 

addressed in social media campaigns could result in public health campaigns that are Afrocentric 

and culturally appropriate (Hall & Pichon, 2014, Kennedy & Jenkins, 2011). Lastly, the outcome 

of this study could have implications on an individual level; it could increase personal awareness 

of behavioral patterns, the importance of support networks, and relationship self-efficacy that 

could increase the risk of HIV. 

Conclusion 

The HIV epidemic within African American communities is complicated by a strong link 

between sex, sexuality, class, race, gender and the disparity of exposure to HIV (Choo & Ferree, 
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2010: Crenshaw, 1989; Gray, 2013; Moore, 2012).  AA women are at risk of contracting HIV 

regardless of age, educational level, and income. A large number of AA women are reluctant to 

seek partners outside of the AA community; they have some degree of doubt in their ability to 

negotiate safe sex practices with their partners; and, they have reservations concerning the 

benefits of condom use. The statistical analysis of the survey results indicated a high degree of 

self-awareness in regards to HIV prevention strategies (condom use self-efficacy), stronger 

support systems (cues to action), greater understanding of risk among middle-income AA 

women (benefits), and a strong sense of relationship self- efficacy. It also indicated a limited 

awareness of the threat of contracting HIV, which could be due to the inclusion of married, AA 

women who are complacent within their monogamous relationships. The connotations of this 

study indicate the need for an expanded paradigm for HIV prevention interventions to include 

middle-income AA women and the need to restructure HIV prevention strategies to address all 

women of color in the United States. 

 

 

 

 

 

 

 

 

 

References 



92 

 

Abrams, D. R. (2011).  Introduction to regression. Princeton University Library, Data and  

Statistical Services. Retrieved from: 

http://dss.princeton.edu/online_help/analysis/regression_intro.htm 

Adimora, A. A. and Auerbach, J. D. (2010). Structural interventions for HIV prevention in the  

United States. Journal of Acquired Immune Deficiency Syndromes (JAIDS), 55; S132-

S135. DOI: 10.1097/QAI.0b013e3181fbcb38. Retrieved from: 

http://journals.lww.com/jaids/Fulltext/2010/12152/Structural_Interventions_for_HIV_Pre

vention_in_the.16.aspx?WT.mc_id=HPxADx20100319xMP 

Adimora, A. A. and Schoenbach, V. J. (2013). Social determinants of sexual networks,  

partnership formation, and sexually transmitted infections. In S.O. Aral, K.A. Fenton, and 

J.A. Lipshutz (Eds.), The New Public Health and STD/HIV Prevention: Personal, Public 

and Health Systems Approaches (pp. 13-19), New York, NY: Springer Science & 

Business Media. DOI 10.1007/978-1-4614-4526-5_2.  

Adrian, V. and Coontz, S. (2010). Recession on families. Council on Contemporary Families.  

Retrieved from: http://www.contemporaryfamilies.org/pdf/economic-issues/economic-

issues/the-long-range-impact-of-the-recession-on-families.html 

Ahadzadeh, A, S, Pahlevan, S. S., Ong, F. S., and Khong, K. W. (2015). Integrating health belief  

model and technology acceptance model: An investigations of health related Internet use. 

Journal of Medical Internet Research, 17(2), 1-17. DOI:10.2196/jmir.3564. Retrieved 

from: http://www.jmir.org/article/viewFile/jmir_v17i2e45/2 

Aggleton, P., Yankah, E., and Crewe, M. (2011). Education and HIV/AIDS 30 years on. AIDS  



93 

 

Education and Prevention, 23(6); 495-507. DOI: 10.1521/aeap.2011.23.6.495. Retrieved 

from: http://guilfordjournals.com/doi/pdf/10.1521/aeap.2011.23.6.495 

Airhihenbuwa, C. O., Ford, C. L. and Iwelunmor, J. I. (2013). Why culture matters in health  

interventions: Lessons from HIV/AIDS stigma and ncds. Health Education & Behavior, 

XX(X). DOI: 10.1177/1090198113487199. Retrieved from: 

http://heb.sagepub.com/content/early/2013/05/24/1090198113487199.full.pdf+html 

Ajzen, I. (2012). Martins Fishbein’s legacy: The reasoned action approach. The Annuals of the  

American Academy of Political and Social Science, 640(1); 11-27. DOI: 

10.1177/0002716211423363. Retrieved from: 

http://ann.sagepub.com/content/640/1/11.full.pdf+html 

Anaebere, A.K, Maliski, S., Nyamathi, A., Koniak-Griffin, D., Hudson , A. & Ford, C. (2012).  

“Getting to know”: Exploring how urban AA women conceptualize safer and risky sexual 

behaviors. Sexuality and Culture, 17(1). 113-131. DOI: 10.1007/s12119-012-9142-5. 

Retrieved from: http://link.springer.com/article/10.1007/s12119-012-9142-5# 

Anderson, J. G., Lemay, C. A., Maranda. L. and Blake, D. R. (2013). Adolescent and young  

adult understanding of the difference between chlamydia, HIV, and AIDS. Clinical 

Pediatrics, 52(4), 351-354. DOI: 10.1177/0009922813479162 

http://cpj.sagepub.com/content/52/4/351 

Artistico, D., Oliver, L., Dowd, S. M., Rothenberg, A. M., and Khalil, M. (2014). The predictive  

role of self-efficacy, outcome expectancies, past behavior and attitudes on condom use in 

a sample of female college students. Journal of European Psychology Students, 5(3), 



94 

 

100-107, DOI:  dx.doi.org/10.5334/jeps.cl.  Retrieved from: 

http://jeps.efpsa.org/article/view/jeps.cl#how-to-cite 

Asare, M., Sharma. M., Bernard, A. L., Rojas-Guyler, L., and Wang, L. L. (2013).  Using the  

health belief model to determine safer sexual behavior among African immigrants.  

Journal of Health Care for the Poor and Underserved, 24(1), 120-134. . Retrieved from: 

http://muse.jhu.edu/journals/journal_of_health_care_for_the_poor_and_underserved/v02

4/24.1.asare.html 

Association of Reproductive Health Professionals (2010). Talking with patients about sexuality  

and sexual health. Retrieved from: https://www.arhp.org/publications-and-

resources/clinical-fact-sheets/shf-talking 

Atkinson, R. and Flint, J. (2013). Snowball sampling. SAGE Research Methods. Retrieved from:  

http://srmo.sagepub.com/view/the-sage-encyclopedia-of-social-research-methods/... 

Auerbach, J. D., Parkhurst, J. O. and Caceres, C. F. (2011) Addressing the social drivers of  

HIV/AIDS for the long-term response: Conceptual and methodological considerations. 

Global Public Health; 1-17. Retrieved from: 

http://www.ghinet.org/downloads/AuerbachParkhurstCaceresSocialDriversGPH2011.pdf 

Baban, A. and Craciun, C. (2007). Changing health-risk behaviors: A review of theory and  

evidence-based interventions in health psychology. Journal of Cognitive and Behavioral 

Psychotherapies, 7(1), 45-67. Retrieved from: 

http://jcbp.psychotherapy.ro/vol7no1/changing-health-risk-behaviors-a-review-of-theory-

and-evidence-based-interventions-in-health-psychology/ 

Baggaley, R. F., Dimitrov, D., Owen, B. N., Pickles, M., Butler, A. R., Masse, B. and Boily, M- 



95 

 

C. (2012). Heterosexual anal intercourse: A neglected risk factor for HIV? American 

Journal of Reproductive Immunology, 69(1s), 95-105. DOI: 10.1111/aji.12064. Retrieved 

from: http://onlinelibrary.wiley.com/doi/10.1111/aji.12064/full 

Bagozzi, R. P. (2011). Attitude formation under the theory of reasoned action and purposeful  

behavior reformulation. British Journal of Social Psychology, 25(2); 95-107. DOI: 

10.1111/j.2044-8309.1986.tb00708.x. Retrieved from: 

http://onlinelibrary.wiley.com/doi/10.1111/j.2044-8309.1986.tb00708.x/pdf 

Bajos, N. (1997). Social factors and the process of risk construction in HIV sexual transmission.  

AIDS Care: Psychological and Socio-medical Aspects of AIDS/HIV, 9(2); 227-238. DOI: 

10.1080/09540129750125244. Retrieved from: 

http://www.tandfonline.com/doi/pdf/10.1080/09540129750125244 

Bandura, A. (2004). Health promotion by social cognitive means. Health Education &Behavior,  

31(2), 143-164. DOI: 10.1177/1090198104263660.  Retrieved from: 

http://heb.sagepub.com/content/31/2/143.full.pdf+html 

Basen-Enquist, K., Masse, L., Coyle, K., Kirby, D., Parcel, G., Banspach, S., et al. (1999).  

Validity of scales measuring the psychosocial determinants of HIV/STD related risk 

behavior in adolescents. Health Education Research, 14(1), 25-38. DOI: 

10.1093/her/14.1.25.  Retrieved from: http://her.oxfordjournals.org/content/14/1/25.long 

Battle, R. S., Cummings, G. L., Baker, J.C. and Krasnovsky, F, M. (1995). Accessing an  

understudied population in behavioral HIV/AIDS research: Low-income African 

American women. Journal of Health & Social Policy, 7(2); 1-18. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pubmed/10154507 



96 

 

Bazargan, M., Kelly, E. M., Stein, J. A., Husaini, B. A, and Bazargan, S. H. (2000). Correlates of  

HIV risk-taking behaviors among African American college students: The effect of HIV 

knowledge, motivation, and behavioral skills. Journal of the National Medical 

Association, 92(8); 391-404. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2608615/pdf/jnma00344-0053.pdf 

Beatty, L. A., Wheeler, D. and Gaiter, J. (2004), HIV prevention research for African  

Americans: current and future directions. Journal of Black Psychology, 30(1), 40-58. 

DOI: 10.1177/0095798403259245. Retrieved from: 

http://www.hawaii.edu/hivandaids/HIV_Prevention_Research_for_African_Americans__

Current_and_Future_Directions.pdf 

Belgrave, F. Z., Corneille, M., Hood, K., Foster-Woodson, J., and Fitzgerald, A. (2010). The  

impact of perceived group support on the effectiveness of an HIV prevention intervention 

for African American women. Journal of Black Psychology, 36(2); 127-143. DOI: 

10.1177/0095798409356686. Retrieved from: 

http://jbp.sagepub.com/content/36/2/127.full.pdf+html 

Bertozzi, S. (2009). The evolving HIV/AIDS response and the urgent task ahead, Health Affairs,  

28(6); 1578-1590. DOI: 10.1377/hlthaff.28.6.1578. Retrieved from: 

http://content.healthaffairs.org/content/28/6/1578.full 

Bertozzi, S. M., Martz, T.E. and Piot, P. (2009). The evolving HIV/AIDS response and the  

urgent tasks ahead. Health Affairs, 28(6), 1578-1590. DOI: 10.1377/hlthaff.28.6.1578. 

Retrieved from: http://www.ncbi.nlm.nih.gov/pubmed/19887400 

Bingham, T. A., Harawa, N. T., and Williams, J. K. (2013). Gender role conflict among African  



97 

 

American men who have sex with men and women; Associations with mental health and 

sexual risk, and disclosure behaviors. American Journal of Public Health, 103(1), 127-

133. DOI: 10.2105/AJPH.2012.300855. Retrieved from: 

http://ajph.aphapublications.org/doi/full/10.2105/AJPH.2012.300855 

Bingham, T.A., Harawa, N. T. and Williams, J. K. (2012). Gender role conflict among African  

American men who have sex with men and women: Associations with mental health and 

sexual risk and disclosure behavior. American Journal of Public Health, 103(1). 127-133. 

DOI: 10.2105/AJPH.2012.300855. Retrieved from: 

http://ajph.aphapublications.org/doi/full/10.2105/AJPH.2012.300855 

Black Demograhics.com (2011). State Black population. Retrieved from:  

http://blackdemographics.com/population/ 

Black Women’s Health Imperative (BWHI, 2013). Black women and HIV/AIDS. Retrieved  

from: http://www.blackwomenshealth.org/issues-and-resources/black-women-and-hiv-

aids/ 

Bonell, C., Hargreaves, J., Strange, V. Pronyk, P. and Porter, J. (2006). Should structural  

interventions be evaluated using RCTs? The case of HIV prevention. Social Science & 

Medicine, 63(5); 1135-1142. DOI: org/10.1016/j.socscimed.2006.03.026. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S0277953606001699 

Boskey, E. (2014). What is the health belief model? About Health. Retrieved from:  

 http://std.about.com/od/education/a/healthbelief.htm 

Bowleg, L. (2013). Retheorizing women’s health through intersectionality’s prism. In Mary V  



98 

 

Spiers, Pamela A. Geller, & Jacqueline D. Kloss (Eds.), Women’s health psychology (pp. 

25-45).  Hoboken, NJ: John Wiley & Sons Inc. 

Bowleg, L. (2012). The problem with the phase women and minorities: Intersectionality- an  

important theoretical framework for public health. American Journal of Public Health, 

102(7), 1267-1273. DOI: 10.2105/AJPH.2012.300750. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3477987/ 

Boyer, C. B., Barrett, D. C., Peterman, T. A. and Bolan, G. (1997). Sexually transmitted disease  

(STD) and HIV risk in heterosexual adults attending a public STD clinic: Evaluation of a 

randomized controlled behavioral risk-reduction intervention trial. AIDS, 11(3); 359-367. 

Retrieved from: 

http://journals.lww.com/aidsonline/Fulltext/1997/03110/Sexually_transmitted_disease__

STD__and_HIV_risk_in.14.aspx 

Branch-Vital, A., Fernandez, M., Ross, M. Chan, W., and Smith, W. (2009). Condom use  

knowledge and condom use among African- American women: Evidence from a cross-

sectional study on Harris County, Texas. National Forum of Multicultural Issues Journal, 

6(1), 1-11. Retrieved from: 

http://www.nationalforum.com/Electronic%20Journal%20Volumes/Branch-

Vital,%20Angela%20Condom%20Use%20among%20African-American%20Women-

NFMIJ-6-1-09.pdf 

Braveman, P., Egerter, S, and Williams, D. R. (2010). The social determinants of health: Coming  



99 

 

of age. Annual Review of Public Health, 32(); 381-398. DOI: 10.1146/annurev-

publhealth-031210-101218. Retrieved from: 

http://www.annualreviews.org/doi/full/10.1146/annurev-publhealth-031210-101218 

Brawner, B. M., Reason, J. L., Goodman, B. A., Schensul, J. J, and Guthrie, B. (2015).  

Multilevel drivers of human immunodeficiency virus/acquired immune deficiency 

syndrome among Black Philadelphians: Exploration using community ethnography and 

geographic information systems. Nursing Research, 64(2), 100-110. 

DOI:10.1097/NNR.0000000000000076. Retrieved from: 

http://journals.lww.com/nursingresearchonline/pages/currenttoc.aspx 

Brodish A. B., Cogburn, C. D., Fuller-Roswell, T. E., Peck, S., Malanchuk. O. and Eccles, J. S.  

(2011). Perceived racial discrimination as a predicator of health behaviors: The 

moderating role of gender. Race and Social Problems, 3(3), 160-169. DOI: 

10.1007/s12552-011-9050-6. Retrieved from: 

https://springerlink3.metapress.com/content/56r4ku2t72630288/resource-

secured/?target=fulltext.pdf&sid=sjsl0lwxiuqqikp0xihirq4x&sh=www.springerlink.com 

Brown-Marshall, G. J. (2012). A cautionary tale: Black women, criminal justice, and HIV. Duke  

Journal of Gender Law & Policy, 19(407). 407-429. Retrieved from: 

http://scholarship.law.duke.edu/cgi/viewcontent.cgi?article=1233&context=djglp 

Carpenter, C. J. (2010).  A meta-analysis of the effectiveness of health belief model variables in  

predicting behavior. Health Communications, 25(8), 661-669. DOI: 

10.1080/10410236.2010.521906. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pubmed/21153982 



100 

 

Centers for Disease Control & Prevention (2013). HIV among African Americans. Retrieved  

from: http://wwwdev.cdc.gov/hiv/risk/racialethnic/aa/facts/index.html 

Centers for Disease Control & Prevention (2012). HIV in correctional settings. Department of  

Health and Human Services. Retrieved from: http://www.cdc.gov/hiv/topics/correctional/ 

Centers for Disease Control & Prevention (2010). Program operations guidelines for STD  

prevention: Community and individual behavior change interventions. Department of 

Health and Human Services. Retrieved from: 

http://www.cdc.gov/std/program/community.pdf  

Centers for Disease Control & Prevention (2011). Sexually transmitted diseases treatment  

guideline, 2010. Special populations. Department of Health and Human Services. 

Retrieved from: http://www.cdc.gov/std/treatment/2010/specialpops.htm 

Centers for Disease Control & Prevention (2007). Methamphetamine use and risk of HIV/AIDS.  

Department of Health and Human Services. Retrieved from: 

http://www.cdc.gov/hiv/resources/factsheets/meth.htm 

Centers for Disease Control & Prevention (2007). Transtheoretical stage model. Department of  

Health and Human Services. Retrieved from: 

http://www.cdc.gov/hiv/topics/prev_prog/acdp/intervention/change.htm 

Chandra, A., Billioux, V. G., Copen, C. E. and Sionean, C. (2012). HIV risk-related behaviors in  

the United States household population aged 15-44 years: Data from the national survey 

of family growth 2002 and 2006-2010. National Health Statistics Reports; no 46. 

Hyattsville MD: National Center for Health Statistics, 2012. Retrieved from: 

http://permanent.access.gpo.gov/gpo19325/nhsr046.pdf 



101 

 

Cheney, M. K. and John, R. (2013). Underutilization of influenza vaccine: A test of the health  

belief model.  SAGE Open, 3(2), 1-12. DOI: 10.1177/2158244013484732. Retrieved 

from: http://sgo.sagepub.com/content/3/2/2158244013484732 

Choo, H. and Ferree, M. M. (2010). Practicing intersectionality in sociological research: a  

critical analysis of inclusions, interactions, and institutions in the study of inequalities. 

Sociological Theory 28(2), 129—49. Retrieved from: 

https://www.academia.edu/4796603/Practicing_Intersectionality_in_Sociological_Resear

ch_A_Critical_Analysis_of_Inclusions_Interactions_and_Institutions_in_the_Study_of_I

nequalities_with_Myra_Marx_Ferree_ 

Cohen, P. N. (2011). Poverty, hardship, and families: How many people are poor, and what does  

being poor in American really mean. Council on Contemporary Families. Retrieved from: 

http://www.contemporaryfamilies.org/pdf/economic-issues/poverty-hardship-families.pdf 

Cone, J. D. and Foster, S. L. (2006). Dissertations and theses from start to finish: Psychology and  

related fields (2nd ed.). Washington, D. C.: American Psychological Association  

Crenshaw, K. (1989). Demarginalizing the intersection of race and sex: A black feminist critique  

of antidiscrimination doctrine, feminist theory, and antiracist politics. University 

of Chicago Legal Forum. Retrieved from: 

http://politicalscience.tamu.edu/documents/faculty/Crenshaw-Demarginalizing.pdf 

Crepaz, N., Marshall, K. J., Aupont, L. W., Jacobs, E. D., Mizuno, Y., Kay, L. S., Jones, P,  

McCree, D. H. and O’Leary, A. (2009). The efficacy of HIV/STI behavioral interventions 

fort African American females in the United States: A meta-analysis. American Journal 



102 

 

of Public Health: Research and Practice, 99(11); 2069-2078. Retrieved from: 

http://ajph.aphapublications.org/doi/pdf/10.2105/AJPH.2008.139519 

Crosby, R. A., DiClemente, R. J., Salazar, L. F., Wingood, G. M., McDermott-Sales, J., Young,  

A. M. and Rose, E. (2013). Predictors of consistent condom use among young African 

American women. AIDS and Behavior, 17(3), 865-871. DOI: 10.1007/s10461-011-9998-

7. Retrieved from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3411882/ 

Crowley, R. (2010). Racial and ethnic disparities in health care. American College of Physicians.  

Retrieved from: 

https://www.acponline.org/advocacy/current_policy_papers/assets/racial_disparities.pdf 

Davis, S. (2011). Stages of change in African American and Latina women in the South Bronx  

with respect to condom use in the prevention of HIV/AIDS: Social-psychological and 

behavioral correlates. Virginia Henderson International Nursing Library. Retrieved from: 

http://scholar.googleusercontent.com/scholar?q=cache:jDnci_onz7AJ:scholar.google.com

/+The+Stages+of+Change+and+HIV/AIDS&hl=en&as_sdt=0,11&as_ylo=2011 

Davis, S. K. and Tucker-Brown, A. (2013). The effects of social determinants on black women’s  

HIV risk: HIV is bigger than biology. Journal of Black Studies, 44(3), 873-289. DOI: 

10.1177/0021934713481805. Retrieved from: 

http://jbs.sagepub.com/content/44/3/273.full.pdf+html 

Davidson, L. (2011). African Americans and HIV/AIDS- the epidemic continues: An  

intervention to address the HIV/ADIS pandemic in the black community. Journal of 

Black Studies, 42(1), 83-105. DOI: 10.1177/0021934710367902. Retrieved from: 

http://jbs.sagepub.com/content/42/1/83.full.pdf+html 



103 

 

Dean, H. D. and Fenton, K. A. (2010). Addressing social determinants of health in the prevention  

and control of HIV/AIDS, viral hepatitis, sexually transmitted infections and 

tuberculosis. Public Health Reports, 125(Suppl 4), 1-5. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2882967/pdf/phr125s40001.pdf 

Dean H. D., Steele, C. B., Satcher A. J., and Nakashima, A. K. (2005). HIV/AIDS among  

minority races and ethnicities in the Unites States, 1999-2003. Journal of the National 

Medical Association, 97(7Suppl.), 5S-12S. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2640648/pdf/jnma00866-0005.pdf 

Deardorff, J Motivations for sex among low-income African American young women. 

Health Education & Behavior, 20(10), 1-5. DOI: 10.1177/1090198112473112. Retrieved 

from: 

http://heb.sagepub.com/content/early/2013/01/24/1090198112473112.full.pdf+html 

De Jong, J. K. (2011). Cities and suburbs: New metropolitan realities in the US. Planning  

Practice and Research, 26(3), 371-372. DOI: 10.1080/02697459.2011.580117. Retrieved 

from: http://www.tandfonline.com/doi/pdf/10.1080/02697459.2011.580117 

Delta Sigma Theta Resource Bank (2013). Delta Sigma Theta Inc. Retrieved from:  

http://sfstate.orgsync.com/show_profile/14754-delta-sigma-theta-sorority-incorporated 

Demarco, R. F., Kendrick, S.M., Dolomo, Y., Looby, D. and Rinne, K. (2009). The effect of  

prevention messages and self-efficacy skill building within inner-city women at risk for 

HIV infection. Journal of Association of Nurses in AIDS Care, 20(4), 283-292. 

DOI:10.1016/j.bbr.2011.03.031. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S1055329009000697 



104 

 

Diallo, D. D., Moore, T. W., Ngalame, P. M., White, L. D., Herbst, J. H. and Painter, T.M.  

(2010). Efficacy of a single-session HIV prevention intervention for black women: a 

group randomized controlled trial. AIDS Behavior, 14(3), 518-529. DOI: 

10.1007/s10461-010-9672-5. 

http://www.effectiveinterventions.org/Libraries/Healthy_Love/Healthy_Love_factsheet_f

inal.sflb.ashx 

Doswell, W. M., Braxter, B. J., Cha, E, and Kim, K. H. (2011). Testing the theory of reasoned  

action in explaining sexual behavior among African American young teen girls. Journal 

of Pediatric Nursing, 26(6); e45-e54. DOI: 10.1016/j.pedn.2011.03.007. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S0882596311001850 

Downing-Matibag, T. M. and Geisinger, B. (2009). Hooking up and sexual risk taking among  

college students: A health belief model perspective. Qualitative Health Research, 19(9); 

1196-1209. DOI: 10.1177/1049732309344206. Retrieved from: 

http://qhr.sagepub.com/content/19/9/1196.full.pdf+html 

Edberg, M. (2013). Essentials of health behavior (2nd Ed.). Burlington, MA: Jones & Bartlett  

Learning 

El- Bassel, N., Calderia, N.A., Ruglass, L. M. and Gilbert, L. (2009). Addressing the unique  

needs of African American women in HIV prevention.  American Journal of Public 

Health, 99(6), 996-1001. DOI: 10.2105/AJPH.2008.140541. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2679773/ 

Elliott, D. B., Krivickas, K., Brault, M. W. and Kreider, R. M. (2012), Historical marriage trends  



105 

 

from 1890-2010: A focus on race differences. SEHSD working paper number 2012-12. 

Retrieved from: 

https://www.census.gov/hhes/socdemo/marriage/data/acs/ElliottetalPAA2012paper.pdf 

Essien, E. J., Meshack, A. F., Peters, R. J., Ogungbade, G. O. and Osemene, N. I. (2005).  

Strategies to prevent HIV transmission among heterosexual African American women. 

International Journal for Equity in Health, 4(4), 1-9. DOI: 10.1186/1475-9276-4-4. 

Retrieved from: http://www.equityhealthj.com/content/pdf/1475-9276-4-4.pdf 

Everett, J. E., Hall, C. and Hamilton-Mason, J. (2010).  Everyday conflict and daily stressors:  

Coping responses of black women.  Journal of Women and Social Work, 25(1), 30-42. 

DOI: 10.1177/0886109909354983. Retrieved from: 

http://trace.tennessee.edu/cgi/viewcontent.cgi?article=1026&context=utk_socipubs 

Eyre, S. L., Flythe, M., Hoffman, V. and Fraser, A. E. (2012). Concepts of infidelity among  

African American emerging adults: Implications for HIV/STI prevention. Journal of 

Adolescent Research, 27(2), 231-255. DOI: 10.1177/0743558411417865. Retrieved 

from: http://jar.sagepub.com/content/27/2/231.full.pdf+html 

Farmer, M.A. and Meston, C. M. (2006). Predictors of condom use self-efficacy in an ethnically  

diverse university sample. Archive of Sexual Behavior, 35(3), 313-326. DOI: 

10.1007/s10508-006-9027-5. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2859307/ 

Fenway Institute (2014).  Taking routine histories of sexual health: A system-wide approach for  



106 

 

health centers. National Association of Community Health Centers. Retrieved from: 

http://www.lgbthealtheducation.org/wp-

content/uploads/COM827_SexualHistoryToolkit_August2014_v7.pdf 

Ferguson, Y. O., Quinn, S. C. Eng, E., and Sandelowski, M. (2007). The gender ration imbalance  

and its relationship to HIV AIDS among African American women at historically black 

colleges and universities. AIDS care: Psychological and Socio-medical Aspects of 

AIDS/HIV, 18 (4), 323-331. DOI: 10.1080/09540120500162122. Retrieved from: 

http://www.tandfonline.com/doi/full/10.1080/09540120500162122 

Ferrer, R. A., Amico, K. R., Bryan, A., Fisher, W. A., Cornman, D. H., Kiene, S. M. and Fisher,  

J. D.(2009). Accuracy of the stages of change algorithm: Sexual risk reports in the 

maintenance stage of change. Prevention Science, 10(1); 13-21. DOI: 10.1007/s11121-

008-0108-7. Retrieved from: http://www.springerlink.com/content/l40m62h86h3078q5/ 

Fife-Schaw, C. and Abraham, C. (2009). How much behavior change should we expect from  

health promotions campaigns targeting cognitions? An approach to pre-intervention 

assessment. Psychology & Health, 24(7); 763-776. DOI: 10.1080/08870440801956184. 

Retrieved from: http://www.tandfonline.com/doi/full/10.1080/08870440801956184 

Fishbein, M. (2000). The role of theory in HIV prevention. AIDS Care: Psychological and  

Socio-medical Aspects of HIV/AIDS, 12(3), 273-278. DOI: 10.1080/09540120050042918. 

Retrieved from: http://www.tandfonline.com/doi/pdf/10.1080/09540120050042918 

Flash C. A., Stone V. E., Mitty J. A., Mimiaga, M.  J., Hall K. T., Krakower D., and Mayer K. H  

(2014). AIDS Patient Care and STDs, 28(12): 635-642. DOI:10.1089/apc.2014.0003. 

Retrieved from: http://online.liebertpub.com/doi/pdf/10.1089/apc.2014.0003 



107 

 

Fleming, P. L., Lansky, A., Lee, L. M., and Nakashima, A. K. (2006). The epidemiology of  

HIV/AIDS in women in the southern United States. Sexually Transmitted Diseases, 33(7 

Suppl), S32-38. DOI: 10.1097/01.olq.0000221020.13749.de. Retrieved from: 

http://journals.lww.com/stdjournal/Fulltext/2006/07001/The_Epidemiology_of_HIV_AI

DS_in_Women_in_the.6.aspx 

Ford, C. L., Whetten, K. D., Hall, S. A., Kaufman, J. S. and Thrasher, A. D. (2007). Black  

sexuality, social construction, and research targeting ‘the down low’ (‘the dl’). Annals of 

Epidemiology, 17(3), 209-216. DOI:10.1016/j.annepidem.2006.09.006. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S1047279706002614 

Foster, D. G., Higgins, J. A., Biggs, A. A., McCain, C., Holtby, S. and Brindis, C. D. (2011).  

Willingness to have unprotected sex. Journal of Sex Research, 0(0), 1-8. DOI: 

10.1080/00224499.2011.572307. Retrieved from: 

http://www.ansirh.org/_documents/library/foster_jsr2011.pdf 

French, S. E. and Holland, K. J. (2011). Condom negotiation strategies as a mediator of the  

relationship between self-efficacy and condom use. The Journal of Sex Research, 50(1), 

48-59. DOI: 10.1080/00224499.2011.626907. Retrieved from: 

http://www.tandfonline.com/doi/pdf/10.1080/00224499.2011.626907 

Friedman, S. R., Sandoval, M., Mateu-Gelabert, P., Rossi, D., Gwadz, M., Dombrowski, K.,  

Smyrnov, P., Vasylyeva, T., Pouget, E. R. and Perlman, D. (2013), Theory, measurement 

and hard times: Some issues for HIV/AIDS research. AIDS and Behavior, 17(6), 1915-

1925. DOI: 10.1007/s10461-013-0475-3. Retrieved from: 

http://link.springer.com/article/10.1007/s10461-013-0475-3# 



108 

 

Furstenberg, F. F. (2009). If Moynihan had only known: Race, class, and family change in the  

later twentieth century. The ANNALS of the America Academy of Political and Social 

Science, 621(1), 94-110. DOI: 10.1177/0002716208324866. Retrieved from: 

http://ann.sagepub.com/content/621/1/94.full.pdf+html 

Gardner, J. (2014). Ethical issues in public health promotion. South African Journal of Bioethics  

and Law, 7(1). DOI: 10.7196/SAJBL.268. Retrieved from: 

file:///C:/Users/Yvonne/Downloads/103411-278223-1-PB.pdf 

Geronimus, A. T., Bound, J. and Colen, C. G. (2011). Excess black mortality in the United States  

and in selected black and white high-poverty areas, 1980–2000. American Journal of 

Public Health, 101(4), 720-729. DOI: 10.2105/AJPH.2010.195537. Retrieved from: 

http://ajph.aphapublications.org/doi/pdf/10.2105/AJPH.2010.195537 

Gilbert, D. J. and Wright E. M. (Eds) (2003). African American women and HIV/AIDS: Critical  

responses. Westport, CT: Praeger Publishers 

Global HIV Prevention Working Group (2008). Behavior change and HIV prevention:  

(Re) consideration for the 21st century. The Global HIV Prevention Organization. 

Retrieved from: 

http://www.globalhivprevention.org/pdfs/PWG_behavior%20report_FINAL.pdf 

Goetz, E (2011). Gentrification in black and white: The racial impact of public housing  

demolition in American cities. Urban Studies, 48(8), 1581-1604. DOI: 

10.1177/0042098010375323. Retrieved from: 

http://scienceindex.com/stories/1657977/Gentrification_in_Black_and_White_The_Racia

l_Impact_of_Public_Housing_Demolition_in_American_Cities.html 



109 

 

Gorbach, P. M. and Holmes, K. K. (2003). Transmission of STIs/HIV at the partnership level:  

Beyond individual- level analyses. Journal of Urban Health, 80(4); iii16-iii25. DOI: 

10.1093/jurban/jtg079. Retrieved from: 

http://www.springerlink.com/content/uu52ww668371m020/fulltext.pdf 

Gray, A. M. (2013). African American sexuality: Intersections, myths, and realities. Academia.  

Edu. Retrieved from: http://independent.academia.edu/AlishaGray 

Haley, D. F. and Justman, J. E. (2013). The HIV epidemic among women on the United States:  

A persistent puzzle.  Journal of Women’s Health, 22(9), 715-717. DOI: 

10.1089/jwh.2013.4562. Retrieved from: 

http://online.liebertpub.com/doi/full/10.1089/jwh.2013.4562 

Hall, N. M. (2013). Sociosexuality, human immunodeficiency virus (HIV) susceptibility, and  

sexual behavior among African American women. Journal of AIDS and HIV Research, 

5(2), 43-51, DOI: 10.5897/JAHR12.049. Retrieved from: 

http://academicjournals.org/article/article1379683903_Hall.pdf 

Hall, K. S. (2011). The health belief model can guide modern contraceptive behavior research  

and practice. Journal of Midwifery & Women’s Health, 57(1), 74-81. DOI 

10.1111/j.1542-2011.2011.00110x. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3790325/ 

Hall, N. M. and Pichon, L. C. (2014). Gender roles, sociosexuality, and sexual behavior among  

US Black women, Health Psychology and Behavioral Medicine: An Open 

Access Journal, 2 (1), 171-182, DOI: 10.1080/21642850.2014.882236. Retrieved from: 

http://www.tandfonline.com/doi/pdf/10.1080/21642850.2014.882236 



110 

 

Harawa, N. and Adimora, A. (2008). Incarceration, African American, and HIV: Advancing a  

research agenda. Journal of the National Medical Association, 100(1), 57-62. Retrieved 

from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3171166/pdf/nihms227310.pdf 

Hayes, S. C., Nkenge, H. J. and Leonard, J. (2012) Social determinants of health in minority  

populations: A call for multidisciplinary approaches to eliminate diabetes-related health 

disparities. Diabetes Spectrum, 25(1), 9-13. Retrieved from: 

http://udini.proquest.com/preview/goid:926821049/?click&type=full 

Hicklin, A. and Godwin, E. (2009). Agents of change: The role of public managers in public  

policy. Policy Studies Journal, 37(1); 13-20. DOI: 10.1111/j.1541-0072.2008.00292.x. 

Retrieved from: http://onlinelibrary.wiley.com/doi/10.1111/j.1541-

0072.2008.00292.x/full 

Higgins, J. A, Hoffman, S. and Dworkin, S. L. (2010). Rethinking gender, heterosexual men, and  

women’s vulnerability to HIV/AIDS. American Journal of Public Health, 100(3), 435-

445. DOI: 10.2105/AJPH.2009.159723. Retrieved from: 

http://ajph.aphapublications.org/doi/pdf/10.2105/AJPH.2009.159723 

Hodder, S., Justman, J., Haley, D. F., Adimora, A. A., Fogel, C. I., Golin, C. E., O’Leary, A.,  

Soto-Torres, L.…El-Sadr, W. M. (2010). Challenges of a hidden epidemic: HIV 

prevention among women in the United States. Journal of Acquired Immune Deficiency 

Syndromes, 55(Suppl 2), S69-S73. DOI: 10.1097/QAI.0b013e3181fbbdf9. Retrieved 

from: 

http://journals.lww.com/jaids/Fulltext/2010/12152/Challenges_of_a_Hidden_Epidemic__

HIV_Prevention.3.aspx?WT.mc_id=HPxADx20100319xMP 



111 

 

Hotez, P., Stillwaggon, E. and McDonald, M. (2010). National summit on neglected infections of  

poverty in the United States.  Emerging Infectious Diseases, 16(5), e1. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2954013/pdf/09-1863_finalCS.pdf 

Huebner, D. M., Neilands, T. B., Rebchook, G. M. and Kegeles, S. M. (2011). Sorting through  

chickens and eggs: A longitudinal examination of the associations between attitudes, 

norms, and sexual risk behavior. Health Psychology, 30(1); 110-118. DOI: 

10.1037/a0021973. Retrieved from: http://psycnet.apa.org/journals/hea/30/1/110/ 

Hughes, A. K. and Admiraal, K. R. (2012). A systematic review of HIV/AIDS knowledge  

measures. Research on Social Work Practice, 22(3), 313-322. DOI: 

10.1177/1049731511426277. Retrieved from: 

http://rsw.sagepub.com/content/22/3/313.full.pdf+html 

Hunter, L. P. (2013). Condomless nations: female edition: Three black women explain why they  

snubbed love gloves. The Black AIDS Institute. Retrieved from: 

http://www.blackaids.org/index.php?option=com_content&view=article&id=626:condo

mless-nation-female-edition-three-black-women-explain-why-they-snubbed-love-

gloves&catid=53:news-2010&Itemid=120 

Hyman, P. (2014). Preventing HIV/AIDS in older African American women.  

MinorityNurse.com. Retrieved from: http://www.minoritynurse.com/article/preventing-

hivaids-older-african-american-women 

Ivy, W., Miles, I., Le, B., Paz-Bailey, G. (2013). Correlates of HIV infection among African  



112 

 

American women form 20 cities in the United States. Aids and Behavior, 2013 Sep 28. 

[Epub ahead of print]. DOI: 10.1007/s10461-013-0614-x. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pubmed/24077972 

Jackson, F. and Pittiglio, L. (2012). Reducing HIV in Michigan African American young adult  

women. Journal of the Association of Nurses in AIDS Care, 23(3). DOI: 

10.1016/j.jana.2011.12.005. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S1055329011002500 

Jackson, P. B. and Cummings, J. (2011). Health disparities and the black middle class:  

Overview, empirical findings, and research agenda. In B.A. Pescosolido, J.K. Martin, J. 

D. McLeod, & A. Rogers (Eds.) Handbook of the sociology of health, illness, and 

healing: A blueprint for the 21st century (pp. 383-410).  DOI: 10.1007/978-1-4419 7261-

3_20. New York: NY: Springer Science & Business Media LLC. Retrieved from: 

https://docexpress.cdc.gov/illiad/illiad.dll?Action=10&Form=75&Value=1037673 

Jemmott, J. B. (2012). The reasoned action approach in HIV risk-reduction strategies for  

adolescents. The ANNALS of the American Academy of Political and Social Science, 

64(1); 150-172. DOI: 10.1177/0002716211426096. Retrieved from: 

http://ann.sagepub.com/content/640/1/150.full.pdf+html 

Jemmott, L.S. and Jemmott, J. B. (1991). Applying the theory of reasoned action to AIDS risk  

behavior: Condom use among black women. Nursing Research, 40(4), 228-234. 

Retrieved from: http://www.ncbi.nlm.nih.gov/pubmed/1857648 

Jenness, S. M., Kobrak, P., Wendel, T., Neaigus, A., Murrill, C. S., and Hagan, H. (2011).  



113 

 

Pattern of exchange sex and HIV infection in high-risk heterosexual men and women. 

Journal of Urban Health, 88(2), 329-341. DOI: 10.1007/s11524-010-9534-5. Retrieved 

from: https://springerlink3.metapress.com/content/5w75102n67066187/resource-

secured/?target=fulltext.pdf&sid=arlilh2xs5ljqnczb1nz3zh2&sh=www.springerlink.com 

Jepson, R. G., Harris, F. M., Platt, S. and Tannahill, C. (2010). The effectiveness of interventions  

to change six health behaviours: A review of reviews. BMC Public Health, 10, 1-16. 

DOI: 10.1186/1471-2458-10-538. Retrieved from: 

http://www.biomedcentral.com/content/pdf/1471-2458-10-538.pdf 

Jetter, Alexis (2009). Killer sex. Association of Health Care Journalists (AHCJ). Retrieved from:   

http://www.more.com/2039/4348-killer-sex--midlife-women-and 

 Johnson, R. C. and Raphael, S. (2009). The effects of male incarceration dynamics on acquired  

immune deficiency syndrome infection among African American women and men. 

Journal of Law and Economics, 52(2), 251-293. Retrieved from 

http://sfxhosted.exlibrisgroup.com/cdc?sid=jstor:jstor&genre=article&issn=00222186&ei

ssn=15375285&volume=52&pages=+251... 

Jones, J., Mosher. W. and Daniels, K (2012). Current contraceptive use in the United States,  

2006-2010, and changes in patterns of use since 1995. National Health Statistics Reports, 

60(2012), 1-26. Retrieved from: http://www.cdc.gov/nchs/data/nhsr/nhsr060.pdf 

Kaiser Family Foundation (2013). Black Americans and HIV/AIDS. Kaiser EDU.Org. Retrieved  

from: http://www.kaiseredu.org/Issue-Modules/HIV-AIDS-in-the-US-The-Basics/Key-

Data.aspx 

Kaljee, L. M. and Chen, X. (2011). Social capital and risk and protective behaviors: 



114 

 

a global health perspective. Adolescent Health, Medicine and Therapeutics, 2011(2); 

113-122. DOI: http://dx.doi.org/10.2147/AHMT.S26560.  Retrieved from: 

http://www.dovepress.com/social-capital-and-risk-and-protective-behaviors-a-global-

health-persp-peer-reviewed-article-AHMT 

Kaufman, M. R., Cornish, F., Zimmerman, R. S. and Johnson, B. T (2014). Health behavior  

change models for HIV prevention and AIDS care: Practical recommendations for a 

multi-level approach. JAIDS: Journal of Acquired Immune Deficiency Syndromes, 66(3), 

S250-S258. Retrieved from: 

file:///C:/Users/Yvonne/Downloads/Health_Behavior_Change_Models_for_HIV_Prevent

ion.3%20(1).pdf 

Kennedy, B. R. and Jenkins, C. C. (2011). Promoting African American women and sexual  

assertiveness in reducing HIV/AIDS: an analytical review of the research literature. 

Journal of Cultural Diversity, 18(4), 142-149. Retrieved from:  

http://connection.ebscohost.com/c/articles/70060665/promoting-african-american-

women-sexual-assertiveness-reducing-hiv-aids-analytical-review-research-literature 

Kerwin, J. T., Foley, S. M, Thornton, R. L., Basinga, P. and Chinkhumba, J. (2011). Missing  

safer sex strategies in HIV prevention: A call for further research. African Populations 

Studies, 25(2), 286-297. Retrieved from: 

https://tspace.library.utoronto.ca/bitstream/1807/49268/1/ep11028.pdf 

Kline, M. V. and Huff, R. M. (2007). Health promotion in multicultural populations: A  

handbook for practitioners and student. Thousand Oaks, CA; SAGE Publications, Inc. 

Kowalewski, M. R., Longshore, D. L. and Anglin, M. D. (1994). The AIDS risk reduction  



115 

 

model: Examining intentions to use condoms among injection drug users. Journal of 

Applied Social Psychology, 24(22), 2002-2027. DOI: 10.1111/j.1559-

1816.1994.tb00572.x. Retrieved from: http://onlinelibrary.wiley.com/doi/10.1111/j.1559-

1816.1994.tb00572.x/pdf 

Kposowa, A. J. (2013). Marital status and HIV/AIDS mortality: evidence from the US national  

longitudinal mortality study. International Journal of Infectious Diseases, 17(10), e868-

e874. DOI: 10.1016/j.ijid.2013.02.018. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S1201971213001094 

Kuo, I., Greenberg, A. E., Magnus, M., Phillips II, G., Rawls, A., Peterson, J., Hamilton, F,  

West-Ojo, T. and Hader, S. (2011). High prevalence of substance use among 

heterosexuals living in communities with high rates of AIDS and poverty in Washington, 

DC. Drug and Alcohol Dependence, 117(2-3), 139-144. DOI: 

.org/10.1016/j.drugalcdep.2011.01.006. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S0376871611000573 

 Lanier, L. R. (2013). African American women: Gender beliefs, peer perception, relationship  

power, and sexual behavior" (2013). Nursing Dissertations. Paper 36. Retrieved from: 

http://digitalarchive.gsu.edu/nursing_diss/36 

Laurencin, C. T., Christensen, D. M. and Taylor, E. D. (2008). HIV/AIDS and the African  

American community A state of emergency. Journal of the National Medical  

Association, 100(1), 35-43. Retrieved from: 

http://www.northstarnews.com/userimages/references/HIV%20AIDS_National%20Medi

cal%20Association%20Journal.pdf 



116 

 

Lavrakas, P. J. (2008). Encyclopedia of survey research methods. Sage Research Methods. DOI:  

http://dx.doi.org/10.4135/9781412963947. Retrieved from: 

http://srmo.sagepub.com/view/encyclopedia-of-survey-research-methods/n120.xml 

Leedy, P. D. and Ormrod, J. E. (2001). Practical research: Planning and design. Upper Saddle  

River, New Jersey: Merrill Prentice Hall. 

Lewandowski, C. A., Holden, J. J., Chang, M-C, and James, T. (2010). HIV prevention revisited:   

African American women’s response to current community-based interventions. Journal 

of HIV /AIDS & Social Services, 10(3); 265-289. DOI: 

otr.10.1080/15381501.2011.596775. Retrieved from: 

Lichtenstein, B. (2009). Drugs, incarceration, and HIV/AIDS among African American men: A  

critical literature review and call to action.  American Journal of Men’s Health, 3(3), 252-

264. DOI: 10.1177/1557988308320695. Retrieved from: 

http://jmh.sagepub.com/content/3/3/252.full.pdf+html 

Luca, M. R. and Sugg, L. S. (2013). Theory and model use in social marketing health  

interventions. Journal of Health Communications: International Perspectives, 18(1), 20-

40. DOI: 10.1080/10810730.2012.688243. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pubmed/22934539 

MacMaster, S., Bride, B. E., & Davis. C. (Eds.) (2008). International perspectives on Women  

and HIV. New York, NY: Routledge   

Mahal, A., O’Flaherty, B. and Bloom, D. E. (2009). Needle sharing and HIV transmission: A  

model with markets and purposive behavior. The National Bureau of Economic Research 

(NBER). Retrieved from:  http://www.nber.org/papers/w14823.pdf?new_window=1 



117 

 

Mallory, C. (2008). African American women’s experience of infection with HIV in the rural  

Southeastern United States. Journal of the Association of Nurses in AIDS Care, 19(1), 

28-36. DOI: 10.1016/j.jana.2007.09.003. Retrieved from:  

http://www.sciencedirect.com/science/article/pii/S1055329007002476 

Marsh, K (2007). The emerging black middle class: single and living alone. Social Forces, 86(2),  

1-28. Retrieved from: http://www.unc.edu/~pnc/SF07-Marsh.pdf 

Marsiglia, F. F., Jacobs, B.L., Nien, T., Smith, Slamone, D., and Booth, J. (2013).  Effects of an  

undergraduate HIV/AIDS course on student’s HIV risk. Journal of HIV/AIDS and Social 

Services, (April, 2004). DOI:  

Masters, N.T., George, W. H., Davis, K.C., Norris, J., Heiman, J. R., Jacques-Tiura, A. J.,  

Gilmore, A. K., Nguyen, H. V., Kajumulo, K. F., Otto, J. M. and Stappenback, C. A. 

(2013). Women’s unprotected sex intentions: Roles of sexual victimization, intoxication, 

and partner perception. Journal of Sex Research, in press. Epub ahead of print. Retrieved 

from: http://www.ncbi.nlm.nih.gov/pubmed/23718552  

Maticka-Tyndale, E. (2012). Bridging theory and practice in HIV prevention for rural youth,  

Nigeria. African Journal of Reproductive Health, 16(2), 39-53. Retrieved from: 

http://www.ajol.info/index.php/ajrh/article/viewFile/77838/68254 

McAnulty, R. (Ed.) (2012) Sex in college: The things they don’t write home about. Praeger  

Publishers, CA: Santa Barbara. 

McLellan-Lemal, E., Toledo, L., O’Daniels, C., Villar-Loubet, O., Simpson, C., Adimora, A. A.  

and Marks, G. (2013). A man’s gonna do what a man wants to do”: African American 

and Hispanic women’s perceptions about heterosexual relationships: a qualitative study. 



118 

 

BMC Women’s Health, 13(27), 1-14. DOI: 10.1186/1472-6874-13-27. Retrieved from: 

http://www.biomedcentral.com/content/pdf/1472-6874-13-27.pdf 

McNair, L, D, and Prather, C. M. (2004). African American women and AIDS: Factors  

influencing risk and reaction to HIV disease. Journal of Black Psychology, 30(1), 106-

123. DOI: 10.1177/0095798403261414. Retrieved from: 

http://www.hawaii.edu/hivandaids/African_American_Women_and_AIDS__Factors_Infl

uencing_Risk_to_HIV_Disease.pdf 

Miles, T. (2011). HIV/AIDS and socioeconomic status: A Texas study. Western Political Science  

Association 2011 Annual Meeting Paper. Retrieved from: http://ssrn.com/=1767180.pdf 

Montanaro, E. A. and Bryan, A. D. (2014). Comparing theory-based condom interventions:  

Health belief model versus theory of planned behavior. Health Psychology, 33(10), 1251-

1260. DOI: 10.1037/a0033969. Retrieved from: 

http://psycnet.apa.org/journals/hea/33/10/1251/ 

Moons, K. M., Kengne, A. P., Grobbee, D. E., Royston, P., Vergouwe, Y., Altman, D. G. and  

Woodward, M. (2012). Risk prediction models: II. External validation, model updating, 

and impact assessment. Heart, 99(24), 1-8. DOI: 10.1136/heartjnl-2011-301247. 

Retrieved from: 

http://prognosismethods.cochrane.org/sites/prognosismethods.cochrane.org/files/uploads/

2012,%20Moons%20et%20al,%20overview%20risk%20prediction%20modeling%20part

%202%20Heart.pdf 

Moore, D. J. (2012). The relationship between ethnicity, ethnic identity and tolerance of  



119 

 

infidelity among college women at risk for HIV (Doctoral dissertation, Ohio State 

University). Retrieved from: http://etd.ohiolink.edu/send-

pdf.cgi/Moore%20Dana%20Jenae.pdf?osu1338086135 

Moore, M. R. (2012) Intersectionality and the study of black, sexual minority women. Gender &  

Society, 26(1), 33-39. DOI: 10.1177/0891243211427031. Retrieved from: 

http://gas.sagepub.com/content/26/1/33.full.pdf+html 

Moore, R. D. (2011). Epidemiology of HIV infection on the United States: Implication for  

linkage to care. Clinical Infectious Diseases (CID), 52(Suppl 2), S208-S213. DOI: 

10.1093/cid/ciq044.  Retrieved from: 

http://cid.oxfordjournals.org/content/52/suppl_2/S208.abstract 

Morooka, H. and Lampkins, A. (2014). Who has been tested and who should be tested? Policy  

implications on HIV.AIDS testing among African American women - Evidence using 

data from BRFSS. Journal of Research on Women and Gender, 5(2014), 30-39. 

Retrieved from: https://journals.tdl.org/jrwg/index.php/jrwg/article/view/4/5 

Morris, M., Kurth, A. E., Hamilton, D. T., Moody, J. and Wakefield, S. (2009). Concurrent  

partnerships and HIV prevalence disparities by race: Linking science and public health 

practices. American Journal of Public Health, 99(6), 1023-1031. DOI: 

10.2105/AJPH.2008.147835.  Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2679771 

Nandy, K. (2013). Understanding and quantifying effect sizes. University of California Los  

Angeles (UCLA). Retrieved from: 

http://nursing.ucla.edu/workfiles/research/Effect%20Size%204-9-2012.pdf 



120 

 

National Alliance of State & Territorial AIDS Directors (NASTAD, 2010). Black women and  

HIV/AIDS: Findings from Southeast regional consumer and provider focus group 

interviews. Retrieved from: 

http://www.nastad.org/Docs/highlight/201038_NASTAD%20final.pdf 

National Association of Social Workers (NASW) (2001). Practice update from the national  

association of social workers: Parents, peers, and pressures: identifying the influences on 

responsible sexual decision-making. Adolescent Health, 2(2), 1-4. . Retrieved from: 

http://www.naswdc.org/practice/adolescent_health/ah0202.asp  

National Institute on Drug Abuse (NIDA) (2013).Women and sex/gender differences research  

program. Retrieved from:  http://www.drugabuse.gov/news-events/nida-

notes/2012/04/women-sexgender-differences-research-program 

National Survey of Family Growth (2010). Key statistics from the National Survey of Family  

Growth. Centers for Disease Control and Prevention (CDC). Retrieved from: 

http://www.cdc.gov/nchs/nsfg/key_statistics/c.htm#consistencycondom 

Nau, R. (2015). Statistical furcating: Notes on regression and time series analysis. Duke  

University, Retrieved from: http://people.duke.edu/~rnau/411home.htm 

Navarro, V. (2009). What we mean by social determinants of health. International Journal of  

Health Services, 39(3), 423-441. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pubmed/19771949 

Ndabarora, E. and Mchunu, G, (2014). Factors that influence utilization of HIV/AIDS prevention  

methods among university students residing at a selected university campus. Journal of 

Social Aspects of HIV/AIDS, 11(1), 202-201. DOI: 10.1080/17290376.2014.986517. 



121 

 

Retrieved from: 

http://www.tandfonline.com/doi/full/10.1080/17290376.2014.986517#.VP9TJHYpBMw 

Neaigus, A., Miller, M., Gyarmathy, V. A. and Friedman, S. R. (2011). HIV heterosexual sexual  

risk from injecting drug users among HIV-seronegative noninjecting heroin users. 

Substance Use & Misuse, 46(2-3), 208-217. DOI: 10.3109/10826084.2011.521473. 

Retrieved from: http://dx.doi.org/10.3109/10826084.2011.521473  

Neal-Barnett, A., Stadulis, R., Murray, M. Payne, M. R., Thomas, A. and Salley, B. B. (2011)  

Sister circles as a culturally relevant intervention for anxious African American women. 

Clinical Psychology, 18(3), 266-273. DOI: 10.1111/j.1468-2850.2011.01258.x. Retrieved 

from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3212099/ 

Neff, J. A. and Crawford, S. L. (1998). The health belief model and HIV risk behaviors: A  

causal model analysis among Anglos, African- Americans and Mexican –Americans. 

Ethnicity & Health, 3(4), 283-299. DOI: 10.1080/13557858.1998.9961871. Retrieved 

from: http://www.ncbi.nlm.nih.gov/pubmed/10403110 

Newsome, V. and Airhihenbuwa, C. O. (2013). Gender ratio imbalance effects on HIV risk  

behaviors in African American women. Health Promotion Practice, 14(3). 459-463. 

DOI:  10.1177/1524839912460869. Retrieved from: 

http://hpp.sagepub.com/content/14/3/459.full.pdf+html 

Nguyen, V. K., Bajos, N., Dubois-Arber, F. and O’Malley, J. (2011). Remedicalizing an  

epidemic: From HIV treatment as prevention to HIV treatment is prevention. AIDS, 

25(3), 291-293. DOI: 10.1097/QAS.0b013e3283402c3e. Retrieved from: 



122 

 

http://journals.lww.com/aidsonline/Fulltext/2011/01280/Remedicalizing_an_epidemic__f

rom_HIV_treatment_as.2.aspx?WT.mc_id=HPxADx20100319xMP 

Nguyen, N. and Holodnix, M. (2008). HIV infection in the elderly. Clinical Interventions in  

Aging, 3(3), 453-472. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2682378/pdf/CIA-3-453.pdf 

Noar, S. M., Van Stee, S., Feist-Price, S., Crosby, R. Willoughby, J. F. and Troutman, A. (2012).  

Sexual partnership, risk behaviors, and condom use among low-income heterosexual 

African American: A qualitative study. Archives of Sexual Behaviors, 41(4), 959-970. 

Retrieved from: http://link.springer.com/content/pdf/10.1007%2Fs10508-011-9890-6.pdf 

Noar, S. M., Webb, E., Van Stee, S. Feist-Price, S., Crosby, R., Willoughby, J. F. and Troutman,  

A. (2012). Sexual partnerships, risk behaviors and condom use among low-income 

heterosexual African Americans: A qualitative study.  Archives of Sexual Behavior, 

41(4), 959-970. DOI: 10.1007/s10508-011-9890-6. Retrieved from: 

http://download.springer.com/static/pdf/193/art%253A10.1007%252Fs10508-011-9890-

6.pdf?auth66=1423073214_dcb78d4b3b40c4ac63c9979f9e249d1c&ext=.pdf 

Office of Minority Health (OMH) (2007). HIV/AIDS data/statistics. U.S. Department of Health  

& Human Services. Retrieved from: 

http://www.minorityhealth.hhs.gov/templates/content.aspx?lvl=3&lvlID=7&ID=3019 

Office of Minority Health (OMH) (2010). A heightened national response to the HIV/ADIS  

crisis among African Americans. U.S. Department of Health & Human Services. 

Retrieved from: 

http://www.cdc.gov/hiv/topics/aa/resources/reports/pdf/heightenedresponse.pdf 



123 

 

Orel, N. A., Spence. M. and Steele, J. (2005). Getting the message out to older adults: Effective  

HIV health education risk reduction publications. Journal of Applied Gerontology, 24(5), 

490-508. DOI: 10.1177/0733464805279155. Retrieved from: 

http://jag.sagepub.com/content/24/5/490.full.pdf+html 

Orji, R., Vassileva, J. and Mandryk, R. (2012). Towards an effective health interventions design:  

An extension of the Health Belief Model. Online Journal of Public Health Informatics, 

04(3), 1-31. Retrieved from: http://hci.usask.ca/uploads/310-Towards-an-Effective-

Health-Interventions-Design--An-Extension-of-the-Health-Belief-Model.pdf 

Osborne, Jason W. & Amy Overbay (2004). The power of outliers (and why researchers should  

always check for them). Practical Assessment, Research & Evaluation, 9(6), 1-5. 

Retrieved from: http://pareonline.net/getvn.asp?v=9&n=6 

Osborne, J. and Waters, E. (2002). Four assumptions of multiple regression that researchers  

should always test. Practical Assessment, Research & Evaluation, 8(2). Retrieved from: 

http://pareonline.net/getvn.asp?n=2&v=8 

Otto-Salaj, L. L., Traxel, N., Brondino, M. J., Reed, B, Gore-Fenton, C., Kelly, J. A., and  

Stevenson, L. Y. (2010). Reactions of heterosexual African American men to women’s 

condom negotiation strategies.  Journal of Sex Research, 47(6), 539-551. DOI: 

10.1080/00224490903216763. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2888974/ 

Paxton, K.C., Villarreal, B., and Hall, N. M. (2013). Increasing knowledge of HIV transmission:  

An important ingredient in HIV risk reduction among young African American women 

attending community college. Journal of HIV/AIDS and Infectious Diseases, 2 (101), 1-8. 



124 

 

Retrieved from: http://www.jscholaronline.org/articles/JAID/volume-2-issue-

1/Increasing-knowledge-of-HIV-transmission-an-important-ingredient-in-HIV-risk-

reduction-among-young-african-american-women-attending-community-college.pdf 

 Pequegnat, W. and Bell, C. C. (2012), Family and HIV/AIDS: First line of health promotion and  

disease prevention. New York, NY: Springer. Retrieved from: 

http://heb.sagepub.com/content/early/2013/05/24/1090198113487199.full.pdf+html 

Potula, R. and Persidsky, Y. (2008). Adding fuel to the fire: Methamphetamine enhances HIV  

infection. American Journal of Pathology, 172(6), 1467-1470. DOI: 

10.2353/ajpath.2008.080130. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2408407/pdf/JPATH172001467.pdf 

Pouget, E. R, Kershaw, T. S., Niccolai, L. M., Ickovics, J. R, and Blankenship K, M. (2010).  

Associations of sex ratios and male incarceration rates with multiple opposite sex 

partners: Potential social determinants of HIV/STI transmission. Public Health Reports, 

125(supple 4), 70-80. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2882977/ 

Prather, C., Marshall, K., Courtenay-Quirk, C., Williams, K., Eke, A., O’Leary. A.  and  

 Stratford, D. (2012). Addressing poverty and HIV using microenterprise: findings from 

a qualitative research to reduce risk among unemployed or underemployed African 

American women. Journal of Health Care for the Poor and Underserved, 23(3), 1266-

1279. DOI: 10.1353/hpu.2012.0114. Retrieved from: 

http://muse.jhu.edu/journals/journal_of_health_care_for_the_poor_and_underserved/v02

3/23.3.prather.pdf 



125 

 

Ragsdale-Hearns, B. L. (2012). A study of the lack of HIV/AIDS awareness among African  

American women: a leadership perspective: Awareness that all cultures should know 

about. Trafford Publishing. Victoria B.C.: Canada 

Raphael, D. (2008). Getting serious about the social determinants of health: New directions for  

public health workers. Global Health Promotion, 15(3), 15-20. DOI: 

10.1177/1025382308095650. Retrieved from: 

http://ped.sagepub.com/content/15/3/15.full.pdf+html 

Rhodes, T. (2008). Risk theory in epidemic times: sex, drugs and social organization of “risk  

 behavior”. Sociology of Health & Illness, 19(2); 208-227. DOI: 

10.1111/shil.1997.19.issue2/issuestoc. Retrieved from: 

http://onlinelibrary.wiley.com/doi/10.1111/1467-9566.ep10934410/pdf 

Reid. A. E. and Aiken, L. S. (2011). Integration of five health behaviour models: Common  

 strengths and unique contribution to understanding condom use. Psychological Health, 

26(11), 1499-1520. DOI: 10.1080/08870446.2011.572259. Retrieved from: 

http://europepmc.org/articles/PMC3175333/reload=0;jsessionid=tyKTl9J1hDmHN49Dey

wP.38 

Riley, G. A. and Baah-Odoom, D. (2010). Do stigma, blame and stereotyping contribute to  

unsafe sexual behavior? A test of claims about the spread of HIV/ADIS arising from 

social representation theory and the AIDS risk reduction model. Social Science & 

Medicine, 71(3); 600-607. DOI: 10.1016/j.socscimed.2010.04.026. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S0277953610003564 

Roberts, E. T. and Matthews, D. D. (2012). HIV and chemoprophylaxis, the importance of  



126 

 

considering social structures alongside biomedical and behavioral intervention. Social 

Science & Medicine, Available line 20 March 2012. DOI: 

10.1016/j.socscimed.2012.02.016. Retrieved from: 

http://www.sciencedirect.com/science/article/pii/S0277953612001906#FCANote 

Robertson, L., Mushati, P., Eaton, J., Schumacher, C., Gregson, S. and Nyamukapa, C. (2012).  

Education and lifetime risk of HIV infection in Manicaland, Zimbabwe. Sexually 

Transmitted Infections, 88(6); A197.  DOI:10.1136/sextrans-2011-050108.228. Retrieved 

from: http://sti.bmj.com/content/87/Suppl_1/A197.1.full.pdf+html 

Robinson, K. T., Sanders, S. A. and Boyd, J. L. (2012). High risk HIV minorities in the United  

States: Who gets tested? American Journal of Health Behavior, 36(3), 348-359. DOI: 

http://dx.doi.org.10.5993/AJHB.36.3.6. Retrieved from: 

http://www.ingentaconnect.com/content/png/ajhb/2012/00000036/00000003/art00006 

Rosenstock, I.M., V.J. Strecher, and M.H. Becker (1994). The health belief model and HIV risk  

behavior change,” in DiClemente, R.J. and Peterson, J.L. (Eds.) Preventing AIDS: 

Theories and Methods of Behavioral Interventions. New York: Plenum Press, pp. 5–24. 

Rothenberg, P. S. (2004). Race, class, and gender in the United States: An integrated study (6th  

Ed.). New York, NY: Worth Publisher 

Rotheram-Borus and Swendeman, D. (2009). The past, present, and future of HIV prevention:  

Integrating behavioral, biomedical, and structural intervention strategies for the next 

generation of HIV prevention. Annual Reviews: Clinical Psychology, 5, 143-167. DOI: 

10.1146/annurev.clinpsy.032408.153530. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2864227/ 



127 

 

Rubin, M. S., Colen, C. G., and Link, B. G. (2009). Examination of inequalities in HIV/AIDS  

mortality in the United States from a fundamental cause perspective. American Journal of 

Public Health, 100(6), 1053-1059. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2866621/ 

Sales, J. M., Lang. D. L., DiClemente, R. J., Latham, T. P., Wingood, G. M, Hardin, J, W. and  

Rose, E. S. (2012). The mediating role of partner communication frequency on condom 

use among African American adolescent females participating in an HIV prevention 

intervention. Health Psychology, 31(1), 63-69. DOI: 10.1037/a0025073. Retrieved from: 

http://psycnet.apa.org/journals/hea/31/1/63.pdf 

Sales, J. M. Lang, D. L., Hardin, J. W., DiClemente, R. J., and Wingood, G. M. (2010). Journal  

of Women’s Health, 19(2), 219-227. DOI: 10.1089/jwh.2008.1326. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2834440/ 

Seeley, J., Watts, C. H., Kippax, S. Russell, S., Heise, L and Whiteside, A. (2012). Addressing  

the structural drivers of HIV: a luxury or necessity for programmes. Journal of the 

International AIDS Society, 15(Suppl 1), 17394. DOI: org/10.7448/IAS.15.317397. 

Retrieved from: http://www.jiasociety.org/jias/index.php/jias/article/view/17397 

Sharpe, T. T., Voute, C., Rose, M. A., Cleveland, J., Dean, H. D. and Fenton, K. (2012). Social  

determinates of HIV/AIDS and sexually transmitted diseases among black women; 

Implications for health equity.  Journal of Women’s Health, 12(3), 249-254. DOI: 

10.1089/jwh.2011.3350. Retrieved from: 

http://online.liebertpub.com/doi/full/10.1089/jwh.2011.3350 

Shi, L., Kanouse, D, Baldwin, S. and Junyeop, K. (2012). Perceptions of HIV/AIDS in one’s  



128 

 

community predict HIV testing. AIDS and Behavior, 16(7), 1926-1933. DOI: 

10.1007/s10461-012-0243-9. Retrieved from: 

http://link.springer.com/article/10.1007/s10461-012-0243-9/fulltext.html 

Short, K. S. (2012) The supplemental poverty measure: Examining the incidence and depth of  

poverty in the U.S. taking account of taxes and transfers in 2010. U.S. Census Bureau. 

Retrieved from: 

http://www.census.gov.edgekey.net/hhes/povmeas/methodology/supplemental/research/s

ea2011.pdf 

Simon, G. (2003). Multiple regression basics. New York University. Retrieved from:  

http://people.stern.nyu.edu/wgreene/Statistics/MultipleRegressionBasicsCollection.pdf 

Sinikka, E. and Umberson, D. (2008). The performance of desire: Gender and sexual negotiation  

in long-term marriages. Journal of Marriage and Family, 70(2): 391–406. 

DOI:10.1111/j.1741-3737.2008.00489.x. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3151655/pdf/nihms313657.pdf 

Sithokozile, M (2010). Practical understanding of HIV risk in your black African women living  

in the United States (Doctoral dissertation, Saint Louis University). Retrieved from: 

http://gradworks.umi.com/34/19/3419779.html 

Skowronek, D. and Duerr, L. (2009). The convenience of nonprobability: Survey strategies for  

small academic libraries. College & research Libraries News, 70(7), 412-415. Retrieved 

from: http://crln.acrl.org/content/70/7/412.full.pdf+html 

Small, E., Weinman, M. L. Buzi, R. S. and Smith, P. B. (2010). Explaining condom use disparity  



129 

 

among black and Hispanic female adolescents. Child and Adolescent Social Work 

Journal, 27(4). 365-376. DOI 10.1007/s10560-010-0207-8. Retrieved from: 

https://www.academia.edu/377505/Explaining_condom_use_disparity_among_minority_

female_adolescents 

Smith, T. K. and Larson. E. L. (2014). HIV sexual risk behavior in older black women: A  

systematic review. Women Health Issues, 25(1), 63-72. DOI: 10.1016/j.whi.2014.09.002. 

Retrieved from: http://ac.els-cdn.com/S1049386714001091/1-s2.0-S1049386714001091-

main.pdf?_tid=5d06966c-c75f-11e4-a266 

00000aab0f6c&acdnat=1426017492_3ea08f4a2e4bb51e9a759970a11210fe 

Statistical computing seminars: Introduction to Power Analysis. UCLA: Statistical Consulting  

Group. Retrieved from: http://www.ats.ucla.edu/stat/seminars/Intro_power/ 

Sutton, S. (2002). Health behavior: Psychosocial theories. University of Cambridge, UK.  

Retrieved from: http://userpage.fu-berlin.de/~schuez/folien/Sutton.pdf 

Taylor, D., Bury, M., Campling, N., Carter, S., Garfied, S., Newbould, J. and Rennie, T. (2006).  

A Review of the use of the health belief model (HBM), the theory of reasoned action 

(TRA), the theory of planned behaviour (TPB) and the trans-theoretical model (TTM) to 

study and predict health related behaviour change. Retrieved from: 

http://www.nice.org.uk/nicemedia/live/11868/44524/44524.pdf 

Tabachnick, B. G. and Fidell, L. S. (2001).  Using multivariate statistics (4th ed.).  Needham  

Heights, MA:  Allyn and Bacon 

The Journal of Blacks in Higher Education (2013). News & views. Retrieved from:  

http://www.jbhe.com/news_views/64_degrees.html 



130 

 

Thisted, R. A. (2006, August). The cross-sectional study: Investigating prevalence and  

association. Lecture conducted at the University of Chicago, Chicago Illinois. Retrieved 

from: http://health.bsd.uchicago.edu/thisted/epor/Lectures/061011-EPOR-

CrossSection.pdf 

Thomas-Slayter, B. P. and Fisher, W. F. (2011). Social capital and AIDS-resilient communities:  

strengthening the AIDS response. Global Public Health, 6(3Suppl.), S323-S343. DOI: 

10.1080/17441692.2011.617380. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pubmed/21943211 

Thurston, M. (2014). Key themes in public health. New York, NY: Routledge. 

Traube, D. E., Holloway, I. W. and Smith, L. (2011). Theory development for HIV behavioral  

health; empirical validation of behavior health model specific to HIV risk. AIDS Care, 

23(6), 663-670. DOI: 10.1080/09540121.2010.532532. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3109986/pdf/nihms296888.pdf 

Turner, S. G and Maschi, T. M. (2014). Feminist and empowerment theory and social work  

practice. Journal of Social Work Practice: Psychotherapeutic Approaches in Health, 

Welfare and the Community, 28(3), 1-10. DOI: 10.1080/02650533.2014.941282. 

Retrieved from: 

https://www.academia.edu/7777323/Feminist_and_Empowerment_Theory 

Turpin, T. P (2013) Unintended consequences of a segmentation strategy; Exploring constraint  

recognition among black women target in HIV/AIDS campaigns. Public Relations 

Journal, 7(2), 96-127. Retrieved from: 

http://www.prsa.org/intelligence/prjournal/documents/20132turpin.pdf 



131 

 

Uhrig, J. D., Friedman, A., Poehlman, J., Scales, M. and Forsythe, A. (2013). Knowledge, beliefs  

and behaviours related to STD risk, prevention, and screening among a sample of African 

American men and women. Health Education Journal, 0(0), 1-9. DOI: 

10.1177/0017896912471054. Retrieved from: 

http://hej.sagepub.com/content/early/2013/03/19/0017896912471054.full.pdf+html 

United States Census Bureau (2011). Poverty Thresholds. Retrieved from:  

http://www.census.gov/hhes/www/poverty/data/threshld/index.html 

U.S. Department of Health and Human Services (USDHHS) (2009). Substance abuse treatment:  

Addressing the specific needs of women. A treatment improvement protocol (TIP) Series, 

No. 51. Chapter 6: Substance abuse among specific population groups and settings. 

Center for Substance Abuse. Retrieved from: 

http://www.ncbi.nlm.nih.gov/books/NBK83252/pdf/TOC.pdf 

Watkins-Hayes, C. (2012). Betwixt and Between: Middle-Class Women Living with HIV/AIDS.  

CHICAGO. Retrieved from: http://www.chicagomag.com/Chicago-Magazine/Off-the-

Grid/January-2012/Betwixt-and-Between-Middle-Class-Women-Living-with-HIV-AIDS/ 

Whitmore, S. K., Satcher, A. J. and Hu, S. (2005). Epidemiology of HIV/AIDS among non- 

           Hispanic black women in the United States. Journal of the National Medical Association,  

97(7Suppl.), 19S-24S. Retrieved from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2640642/pdf/jnma00866-0019.pdf 

Wilkins, A. C. (2012). Becoming black women: Intimate stories and intersectional identities.  



132 

 

Social Psychology Quarterly, 75(2), 173-196. DOI: 10.1177/0190272512440106. 

Retrieved from: 

http://www.asanet.org/documents/journals/pdfs/spq/Jun12SPQFeature.pdf 

Williams, K. M. (2012). Buddy: Focus group research on the perceived influence of messages in  

urban music on the health beliefs and behaviors of African American undergraduate 

females. Qualitative Research Reports in Communications, 13(1), 21-27. DOI: 

10.1080/17459435.2012.719205. Retrieved from: 

http://www.tandfonline.com/doi/full/10.1080/17459435.2012.719205#.UsNb4PRDsg8 

Williams, J. K., Wyatt, G. E. and Wingood, G. (2010). The focus of HIV prevention with  

African Americans: Crisis, condoms, culture, and community. Current HIV/AIDS Report, 

7, 185-193. DOI: 10.1007/s11904-010-0058-0. Retrieved from: 

http://www.springerlink.com/content/f0v2rq56k8808886/fulltext.pdf 

Williams, K. M. and Prather, C. M. (2010). Racism, poverty, and HIV/AIDS among African  

Americans. In D. H. McCree, K.T. Jones, A. O’Leary African Americans and HIV/AIDS 

(Eds) (pp. 31-51). DOI: 10.1007/978-0-387-78321-5_3. New York, NY: Springer 

Science + Business Media LLC. Retrieved from: 

https://springerlink3.metapress.com/content/h762m167h1061t8m/resource-

secured/?target=fulltext.pdf&sid=vo0vetwqaobj1pxr3ppr3e42&sh=www.springerlink.co

m 

Wingood, G. M. and DiClemente, R. J. (2000). Application of the theory of gender and power to  



133 

 

examine HIV-related exposures, risk factors, and effective intervention of women. 

Health, Education, and Behavior, 27(5), 539-565. DOI: 10.1177/109019810002700502. 

Retrieved from: http://heb.sagepub.com/content/27/5/539.long 

Wishart, M. and Kostanski, M. (2009). First do no harm: Valuing and respecting the ‘person’ in 

psychological research online. Counselling, Psychotherapy, and Health, 5(1), 300-328.  

Retrieved from: http://www.mentalhealthacademy.com.au/journal_archive/cph089.pdf 

Wohlfeiler, D. and Ellen, J. M. ( 2007). The limits of behavioral intervention for HIV prevention. 

The Prevention Institute. Retrieved from: 

http://fog.ccsf.edu/jmarinof/documents/TheLimitsofBehavioralIntervetnionsforHIVPreve

tnion.pdf 

Wright, P. J., Randall, A. K. and Hayes, J. G. (2012). Predicting the condom assertiveness of  

collegiate females in the United States from the expanded health belief model. 

International Journal of Sexual Health, 24(2); 137-153. DOI: 

10.1080/19317611.2012.661396. Retrieved from: 

http://www.tandfonline.com/doi/pdf/10.1080/19317611.2012.661396 

Wyatt, G. E., Williams, J. K., Gupta, A. and Malebranche, D. (2012). Are cultural values and  

beliefs included in U.S. based HIV interventions? Preventive Medicine, 55(5), 362-370. 

Retrieved from: http://ac.els-cdn.com/S0091743511003112/1-s2.0-S0091743511003112#  

Zablotsky, D. L. (1998). Overlooked. ignored and forgotten: Older women at risk for HIV 

infection and AIDS. Research on Aging, 20(6), 770-775. DOI: 

10.10.1016/j.arr.2003.07.001. Retrieved from: 

http://roa.sagepub.com/content/20/6/760.full.pdf+html 



134 

 

Appendix A 

SOCIAL MEDIA COMMUNICATION  

 

 

Dear Community,  

 

I am conducting an internet-based survey to collect data for my dissertation entitled, “Measuring 

the Predictors of Condom Use Among Southeastern Middle-Class, African American 

Women”.  The purpose of this study is to examine condom use and relationship self-efficacy 

among single, middle-income African American women, which is a sub group rarely addressed 

in HIV intervention programs.  

 

The premise of my research is that all African American women are at risk for contracting HIV 

and we cannot afford complacency based upon education, income levels, or number of sexual 

partners. African American women as a unique population are constantly exposed to such 

stressors as finacial uncertainty, relationship issues, and family concerns that contribute to risky 

health behaviors.  Therefore, all African American women should be addressed in the 

development of public health practices and interventions. The data collected from the survey will 

contribute to a better understanding of the factors that influence risky health behavior among 

middle-income African American women, which may contribute to the development of more 

effective health intervention programs for African American women.  

 

The 45-minute survey is accessible via Survey Monkey (insert address) using the following code 

(insert code). Please read the questions carefully and respond honestly and to the best of your 

ability. All responses will be anonymous; I will not receive any names or email addresses to 

identify participants and no additional action will be required once you complete the survey. 

 

I need at least 145 women to participate in this study so please forward this information to 

others who may also be interested in taking the survey 
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Appendix B 

LETTER OF INFORMED CONSENT 

You are invited to take part in a research study of HIV prevention among middleclass African 

American women. The researcher is inviting all African America women between 25-45 years 

old to be in the study. This form is part of a process called “informed content” to allow you to 

understand this study before deciding whether to take part. 

 

This study is being conducted by a researcher named Yvonne Reed, who is a doctoral student at 

Walden University.  

 

Background Information: 

The purpose of this study is to understand how middle-class African American women feel about 

HIV prevention. 

 

Procedures: 

If you agree to be in this study, you will be asked to: 

 Follow the link provided to access the survey in Survey Monkey 

(www.surveymonkey.com) 

 Take the 45 minute survey 

 

Here are some sample questions and statements: 

 How sure are you that you could use a condom correctly? 

 How sure are you that if you told your partner you wanted to start using condoms, that is 

what the two of you would do? 

 I believe it is Ok for women my age to be sexually active with a steady partner. 

 I believe condoms should always be used if a woman my age has sex even if pregnancy is 

not possible. 

 

Voluntary Nature of the Study: 
This study is voluntary. Everyone will respect your decision of whether or not you choose to be 

in the study. If you decide to join the study now, you can still change your mind later. You may 

stop at any time.  

 

Risks and Benefits of Being in the Study: 
Being in this type of study involves some risk of the minor discomforts that can be encountered 

in daily life, such fatigue or stress. Being in this study would not pose risk to your safety or 

wellbeing. 

 

Potential benefits include personal satisfaction in being a part of something important and being 

able to give your opinion on the subject without others judging you or your actions.  

 

Payment 

http://www.surveymonkey.com/
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There is no payment, thank you gifts, or reimbursements provided to study participants. 

 

Privacy: 
Any information you provide will be kept anonymous. The researcher will not have access to 

your personal information or access to any other information that may identify you in the study 

reports.  The completed survey will be deleted from the Web site immediately after the 

information is collected and saved on an encrypted USB flash drive for storage and downloaded 

to a password-protected computer that is only accessible by the researcher. Data will be kept for 

a period of at least 5 years as required by the university. 

 

Completing the survey means you are consenting to participate in this study and that you 

understand the purpose of the study and the use of the data collected. 

 

Contacts and Questions: 

If you have questions, you may contact the researcher via 404-639-3347 or ymr1@cdc.gov.  If 

you want to talk privately about your rights as a participant, you can call Dr. Leilani Endicott. 

She is the Walden University representative who can discuss your concerns with you.  Her phone 

number is 612-312-1210. Walden University’s approval number for this study is 

____________and it expires on ______________.  

Please print or save this consent form for your records 
 

 

 

 

 

 

 

 

 

 

 

Appendix C 

mailto:ymr1@cdc.gov
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Sexual Risk Behavior Beliefs and Self-Efficacy Scales (SRBBS) 

 

 

Demographics 

 

1. What is your ethnicity? 

 

o African American 

o Asian/ Pacific Islander 

o Hispanic 

o Native American 

o European American 

o Other 

 

2. What is your age? 

 

o Under 25 

o 25-29 

o 30-35 

o 36-40 

o 41-45 

o Over 45 

 

3. Where do you reside in the US? 

o North 

o South  

o East 

o West 

 

4. Do you live in  

o A city 

o A rural area 

o A suburban area 

 

5. What is your yearly income? 

 

o Less than $ 40,000 

o $40,000 to less than $50,000 

o $ 50,000 to less than $60,000 

o $60,000 to less than $ 70,000 

o $ 70,000 to less than $85,000 

o $85,000 to less than $95,000 

o More than $95,000 
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6. What is the highest level of education completed? 

 

o Less than four years of High School 

o High School Diploma/GED 

o 1 to 3 years of college  

o 4 or more years of college (College graduate) 

o Graduate degree (MS, MA PhD) 

o Professional degree (JD, DDS, MD, etc.) 

 

7. What is your current marital status? 

 

o Single  

o Separated 

o Divorced 

o Widowed 

o Married 

 

Sexual Risk Behavior Belief and Self-Efficacy Scales 

 

8. I believe women my age should still be sexually active 

 

o Definitely yes 

o Probably yes 

o Probably no 

o Definitely no 

 

9. I believe it is Ok for women my age to be sexually active with a steady partner 

 

o Definitely yes 

o Probably yes 

o Probably no 

o Definitely no 

 

10. I believe it is OK for women my age to be sexually active with several partners in the 

same month. 

 

o Definitely yes 

o Probably yes 

o Probably no 

o Definitely no 

 

11. I believe condoms should be used if a woman my age is sexually active. 
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o Definitely yes 

o Probably yes 

o Probably no 

o Definitely no 

 

12. I believe condoms should always be used if a woman my age has sex even if pregnancy is 

not possible. 

 

o Definitely yes 

o Probably yes 

o Probably no 

o Definitely no 

 

13. I believe condoms should always be used if a woman my age has sex, even if the two 

people know each other very well. 

 

o Definitely yes 

o Probably yes 

o Probably no 

o Definitely no 

 

14. Most of my friends believe women my age should still be sexually active. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

15. Most of my friends believe it is OK for women my age to be sexually active with a steady 

partner. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

16. Most of my friends believe it is OK for women my age to be sexually active with several 

different partners in the same month. 

 

o Strongly agree 

o Agree 

o Somewhat agree 
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o Disagree 

o Strongly disagree 

 

17. Most of my friends believe condoms should be used if a woman my age has sex, even if 

pregnancy is not possible. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

18.  Most of my friends believe condoms should always be used if a woman my age had sex, 

even if the two people know each other very well. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

19. Most of my friends believe condoms should always be used if a woman my age has sex, 

even if the two people know each other well. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

20. Imagine you met someone at a social event. He wants to have sex with you. Even though 

you are very attracted to each other, you are not ready to have sex.  How sure are you that 

you could keep from having sex? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

21. Imagine you are in a relationship, but you have not had sex. Your partner really wants to 

have sex but you do not feel ready. How sure are you that you could keep from having 

sex until you feel ready? 

 

o Very certain 

o Somewhat certain 
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o Not certain  

 

22. Imagine you and your partner decide to have sex but he will not use a condom. You do 

not have sex without a condom. How sure you that you could keep from having are sex 

until your partner agrees to use a condom? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

23. Imagine you and your partner have been having sex but have not been using condoms, 

How sure are you that you could tell your partner you want to start using condoms? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

24. Imagine you are having sex with someone you just met. How sure are you that you could 

tell that person you want to use condoms? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

25. Imagine that pregnancy is no longer possible. You want to use condoms to avoid 

contracting an STD or HIV. How sure are you that you could convince your partner that 

you still need to use condoms? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

26. How sure are you that you could use a condom correctly? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

27. How sure are you that you can explain to your partner how to use a condom correctly? 

 

o Very certain 

o Somewhat certain 

o Not certain  
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28. How sure are you that if you told your partner you wanted to start using condoms, that is 

what the two of you would do? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

29. If you wanted to use a condom, how sure are you that you could go to the store and buy 

one? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

30. If you decided to have sex, how sure are you that you could have a condom with you 

when you needed it? 

 

o Very certain 

o Somewhat certain 

o Not certain  

 

31. It would be embarrassing to buy condoms in a store. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

32. I would feel uncomfortable carrying a condom. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

33. It would be wrong to carry a condom with me because it would mean that I’m planning to 

have sex. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 
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o Strongly disagree 

 

34. Having my partner put on a condom before sex would be a hassle. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

35. Having my partner put on a condom before sex would be embarrassing. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

36. Sex would not feel as good if condoms were used. 

 

o Strongly agree 

o Agree 

o Somewhat agree 

o Disagree 

o Strongly disagree 

 

37. Have you been sexually active within the past year? 

 

o Yes 

o No 

 

38. Have you purchased condoms within the past year? 

 

o Yes 

o No 

 

39. Does your healthcare provided talk to you about safer sexual activity such as using 

condoms, STD/HIV educations, dental dam, etc? 

 

o Yes 

o No 

 

40. Are you currently in a sexual relationship?  

 



144 

 

o Yes 

o No 

 

41. What is longest sexual relationship experienced? 

 

o Less than 1 year 

o 1  to 2 years 

o 2  to 4 years 

o More than 5 years 

 

  

 

 

  

  

 

 

 

 

 

 

Appendix D 

IRB Letter of Approval 

 

 

 

 

This email is to notify you that the Institutional Review Board (IRB) has approved your 

application for the study entitled, "Measuring the Predictors of Condom Use among Middle-

Class African American Women." 

IRB <IRB@waldenu.edu> 
 5/16/14 
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Your approval # is 05-16-14-0175315. You will need to reference this number in your 

dissertation and in any future funding or publication submissions. Also attached to this e-mail is 

the IRB approved consent form. Please note, if this is already in an on-line format, you will need 

to update that consent document to include the IRB approval number and expiration date. 

  
Your IRB approval expires on May 15, 2015. One month before this expiration date, you will be 

sent a Continuing Review Form, which must be submitted if you wish to collect data beyond the 

approval expiration date. 

  

Your IRB approval is contingent upon your adherence to the exact procedures described in the 

final version of the IRB application document that has been submitted as of this date. This 

includes maintaining your current status with the university. Your IRB approval is only valid 

while you are an actively enrolled student at Walden University. If you need to take a leave of 

absence or are otherwise unable to remain actively enrolled, your IRB approval is suspended. 

Absolutely NO participant recruitment or data collection may occur while a student is not 

actively enrolled. 

  

If you need to make any changes to your research staff or procedures, you must obtain IRB 

approval by submitting the IRB Request for Change in Procedures Form.  You will receive 

confirmation with a status update of the request within 1 week of submitting the change request 

form and are not permitted to implement changes prior to receiving approval.  Please note that 

Walden University does not accept responsibility or liability for research activities conducted 

without the IRB's approval, and the University will not accept or grant credit for student work 

that fails to comply with the policies and procedures related to ethical standards in research. 

  

When you submitted your IRB application, you made a commitment to communicate both 

discrete adverse events and general problems to the IRB within 1 week of their 

occurrence/realization.  Failure to do so may result in invalidation of data, loss of academic 

credit, and/or loss of legal protections otherwise available to the researcher. 

  

Both the Adverse Event Reporting form and Request for Change in Procedures form can be 

obtained at the IRB section of the Walden web site or by emailing irb@waldenu.edu: 

http://researchcenter.waldenu.edu/Application-and-General-Materials.htm 

  

Researchers are expected to keep detailed records of their research activities (i.e., participant log 

sheets, completed consent forms, etc.) for the same period of time they retain the original data.  

If, in the future, you require copies of the originally submitted IRB materials, you may request 

them from Institutional Review Board. 

  

Both students and faculty are invited to provide feedback on this IRB experience at the link 

below: 

  

http://www.surveymonkey.com/s.aspx?sm=qHBJzkJMUx43pZegKlmdiQ_3d_3d 

mailto:irb@waldenu.edu
http://researchcenter.waldenu.edu/Application-and-General-Materials.htm
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Sincerely, 

Jenny Sherer, M.Ed., CIP 

Associate Director 

Office of Research Ethics and Compliance 

Email: irb@waldenu.edu 

Fax: 626-605-0472 

Phone: 612-312-1341 

Office address for Walden University: 

100 Washington Avenue South 

Suite 900 

Minneapolis, MN 55401 
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