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ABSTRACT
The aim of this study is to determine sociocultural influences of HIV risk knowledge and
behavior among African-American adolescent and emerging adult women in Tuscaloosa,
Alabama. Bridging multiple worlds, cultural consensus, and cultural consonance theories were
combined to discover sociocultural influences of HIV risk. Sociocultural descriptions of HIV
risk converge and diverge with the public health model of HIV prevention.
This following was hypothesized: (1) girls aged 14-18 will share a cultural model of HIV
risk; (2) greater social integration and support will correlate with lower retrospective culturallydefined HIV risk scores among women age 18-24; (3) greater social support and lower
culturally-defined HIV risk scores will be mediated by greater number of important individuals
and social worlds, and will be moderated by (a) location and (b) SES; (4) location will reveal
variance in culturally-defined HIV risk scores among participants 18-24 based on location; and
(5) lower culturally-defined HIV risk scores in high school will be correlated with current
decreased perceived stress, with this relationship being mediated by (a) greater worlds, (b)
greater number of important people, (c) greater past social support, and (d) greater present social
support.
In-depth interviews, focus groups, participant observation, and informal discussions
ethnographically describe African-American adolescent life in Alabama. Cultural consensus
analysis is used to determine if the cultural model is shared, while techniques informed by
cultural consonance analysis determined how individuals enact the model. Statistical testing
include correlation, ANOVA, mediation, and moderation analysis.
Results show a shared cultural model of HIV risk consisting of characteristics, behaviors,
ii

social worlds, and important people describing low and high risk. Relationships between social
support and culturally-defined HIV risk scores are moderated by SES. In addition, location of
recruitment and interview showed differing mean culturally-defined HIV risk scores, with
highest mean scores found in lowest and highest SES settings, and lowest mean scores in the
middle SES setting. Lastly, risk scores mediated the relationship between total past social
support and current perceived social stress, and total important people in high school and current
perceived stress.
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CHAPTER 1
INTRODUCTION
Early on in this research, I met with a community pastor who served as one in a handful
of key informants. He serves as the community director of the Hope Community Center, located
in the Hope neighborhood.1 I curiously asked him about what types of conflict are experienced in
the low-income community where he is employed which ultimately became one of my field
sites. I wanted to get his perspective because I understood that his presence in the community
made a positive impact, as one community member affectionately called this Pastor “The
Godfather.” In response to my question, he noted in a very diplomatic manner that for the most
part, neighbors get along. While I believed this to be true, I pressed him further. After all, this
particular community was highlighted in the local news on various occasions for its violence.
Eventually, he stated that if he could think of anything that contributed to community
conflict, it is when young women are at odds with one another because they are competing for
the attention of men in the community. The Pastor noted that these men “try to play the field” in
carrying on more than one romantic relationship. While I am sure that revealing this source of
conflict was uncomfortable for the Pastor, who always attempts to see the bright side of this
community and its members, I valued his honesty. It echoed the importance of the
anthropological investigation on which I was about to embark, as chronicled in the following
pages.
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The “Hope Community” is a pseudonym used throughout the rest of this document to protect
the privacy of residents.
1

This brief conversation, while mundane on the surface, is at the very heart of what this
dissertation hoped to discover. The Pastor provides social support to a community with limited
resources. Aside from leading religious services, he gives the community his time by providing
educational programs, mentoring, counseling, occasional babysitting, and financial assistance.
This community shows signs of support and conflict, as aunts take care of nieces and nephews,
next door neighbors look after the friends of their children, and young women give each other
car rides to local destinations including the grocery store, work, or the local health department.
Conflict, and by indirect extension, sexual health risks, come from infidelity in heterosexual
relationships. In the midst of these interactions are young teenage women and emerging adult
women who contribute to and are affected by this social organization.
My goal for this project was to determine how social dynamics influence HIV risk
knowledge and behavior. I observed the particular low income community just described, as well
as a local, predominantly African-American school. Fundamental to this project was answering
the following questions: What do African-American girls aged 14-18 know about HIV risk? Do
similar girls agree with these beliefs? Put another way, is there a shared cultural model of HIV
risk? How do social ecological factors such as social integration and social support influence the
norms, values, and expectations outlined in a cultural model of HIV risk? How do women aged
18-24 retrospectively identify their personal behaviors experienced during high school in
accordance with this cultural model of HIV risk?
This dissertation project was a journey that involved many peaks and valleys in pursuing
knowledge regarding the lives of African-American adolescent girls. As the reader can imagine,
researching topics regarding sexuality is no simple feat. However, when a researcher attempts to
investigate sexuality and disease in a community that is generally marginalized, it requires a
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resounding perseverance. Furthermore, introducing teenage girls into this equation requires a
great deal of tenacity demonstrated through a great deal of patience by the researcher, not only at
the community level, but also at the university institutional level.
In the face of these challenges, this work sought to understand what Southern AfricanAmerican teenage girls know about HIV, whether this knowledge was shared, areas of their
social ecology or “multiple worlds”2, the important people and the support they received in these
multiple worlds, and how these multiples worlds contributed to cultural understandings of HIV
risk. It was hypothesized that, (1) African-American girls age 14-18 would share a cultural
model of HIV risk.
In addition, this project focused on how HIV- African-American women aged 18-24
internalized this shared knowledge of HIV risk as highlighted in everyday behaviors and beliefs
during high school. The enactment of the cultural model of HIV risk is measured by a culturallydefined HIV risk score, wherein lower scores reflect lower HIV risk and higher scores reflect
higher HIV risk. HIV- women recruited for the retrospective portion of this study were
interviewed from three locations, including a university, a community college, and the Hope
community.
Using the anticipated cultural model of HIV risk found among the 14- to 18-year-old
girls, the following was hypothesized with the retrospective group participants: (2) Greater social
integration and social support as measured by (a) total participants’ number of worlds, (b) total

2

This document considers adolescent development and takes into account the variety of
“worlds” that adolescents are exposed to as they emerge into adulthood (Cooper et al. 2002,
2011). “Bridging Multiple Worlds Theory” includes the use of Phelan, Davidson, and Cao’s
(1991) theoretical metaphor of “worlds,” bounded areas (i.e. households, schools, and
neighborhoods) where cultural knowledge and behavior familiar to the insiders of each world
can be identified.
!
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number of important individuals across worlds, and (c) total social support received for twelve
items from each important individual across worlds, will be correlated with lower retrospective
culturally-defined HIV risk scores.
(3) It is expected that the relationship between greater total social support and lower
culturally-defined risk scores will be mediated by (a) greater total number of important
individuals and (b) greater total number of worlds, and will be moderated by (a) location and (b)
socioeconomic status.
(4) Furthermore, it is hypothesized that location will reveal variance in culturally-defined
HIV risk scores, with a gradient of mean scores found in the Hope Community (highest expected
score), community college (moderate expected score), and university (lowest expected score).
(5) Finally, lower culturally-defined HIV risk scores in high school will be correlated
with current decreased perceived stress. This relationship will be mediated by (a) greater total
worlds, (b) greater total number of important people during high school, (c) greater total past
social support, and (d) greater total present social support. Present stress is measured by The
Perceived Stress Scale (PSS) (Cohen, Karmarck and Mermelstein 1983) and present social
support is measured by The Interpersonal Relationship Inventory (Tilden, Hirsch and Nelson
1994).
In order to facilitate a biocultural approach to the investigation of HIV risk among
women in the African-American community, a combination of bridging multiple worlds theory
(Cooper et al. 2002; Cooper 2011), cultural consensus (Romney, Weller and Batchelder 1986;
Weller and Romney 1988; D’Andrade 1995), and cultural consonance theories and analyses
were used in a multi-phase research design (Dressler, Balierio, and dos Santos 2002; Dressler et
al. 2005; Dressler et al. 2015).
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Bridging multiple worlds theory (Cooper et al. 2002; Cooper 2011) was used to inform
the characteristics, behaviors, and social ecological factors that contribute to a girl being viewed
as low or high risk of HIV. Cultural consensus analysis determined whether or not beliefs
surrounding the low and high risk girl were shared across participants in the community. Cultural
beliefs that are found to be shared among similar participants essentially reveal a cultural model
(Romney, Weller and Batchelder 1986; Weller and Romney 1988; D’Andrade 1995). Cultural
consonance theory and analysis was used to find out how a cultural model of HIV risk was
enacted in the daily lives of HIV- African-American female emerging adults during their high
school years (Dressler, Balierio, and dos Santos 2002; Dressler et al. 2005; Dressler et al. 2015).
Cultural consonance data was used as an outcome measure of culturally-defined HIV risk.
Finally, statistical analyses were conducted to determine differences in HIV risk via social
ecological factors that were informed through bridging multiple worlds theory.
Chapter Summaries
The second chapter of this document presents the anthropology of African Americans in
the Southeast United States. Specifically, there will be a focus on kinship organization, marital
patterns, religion, social organization, education, and health as it relates to African Americans in
this region. The timeframe is from the Jim Crow Era to the present.
Chapter three discusses in depth the biocultural approach used in this project to
investigate cultural beliefs, individual behavior, and social ecological influences of HIV risk.
Germane to this is an introduction of the theoretical framework that informed this project. A
combination of bridging multiple worlds theory, cultural consensus, and consonance theories are
explained.
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Research design and methods for this project are revealed in the fourth chapter. This
chapter provides recruitment strategies, eligibility of participants, research design at the three
various stages of the project, and sampling strategies, among other topics.
Chapter five provides an ethnography of the African-American community in which this
work started. Areas of observation included the low-income Hope Community, a predominantly
African-American high school, and surrounding events associated with these two areas,
including community meetings, high school meetings, and high school sports events. Lastly, an
explanation of interaction with local Black Churches will also be provided to the reader. Weaved
throughout this chapter are observations and quotes of community members and girls
interviewed that describe the sociocultural context of these field sites and how these social and
cultural factors contribute to HIV risk.
Chapter six discusses in-depth qualitative insights of HIV risk among girls interviewed in
the Hope Community described in the ethnography chapter. These in-depth insights describe
cultural beliefs of low and high HIV risk. In addition, a brief synopsis of participants’ multiple
worlds and associated characteristics of these worlds are also described. Lastly, the chapter
reveals the formation of the cultural consensus instrument
Chapter seven provides cultural consensus analysis results that ultimately reveals a
shared cultural model of HIV risk. Included in this chapter are eigenvalue ratios, competence
scores, and the answer key of the cultural model of HIV risk.
Chapter eight will provide a description of the results of the retrospective study that was
conducted after changes were made to the dissertation research design and methods. The
retrospective risk behavior study sought to understand the differences in social ecological
influences on knowledge and behavior associated with HIV risk during high school. Descriptive
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statistics of HIV- participants will be provided, and statistical analyses will be provided to
address hypotheses (2) through (5) as outlined at the outset of this chapter.
Chapter nine will provide a discussion of findings, limitations associated with the study,
and future directions to the work presented.
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CHAPTER 2
THE HISTORICAL AND CULTURAL CONTEXT OF
AFRICAN AMERICANS IN THE SOUTHEAST
Introduction
This chapter provides an overview of anthropological works associated with the AfricanAmerican experience in the Southeastern United States. The chapter begins with a synopsis of
past anthropological work focused on kinship organization and marital patterns of Southern
African Americans from the early twentieth century to the 1960s. Due to changes created
through the Civil Rights movement, the chapter continues to explore kinship and marital
organization from the 1960s to present day, noting that these changes affected the social
structure of African-American family life.
This chapter then continues on to discuss the importance of religion in African-American
Southern communities. Religion is an important social foundation that unifies facets of AfricanAmerican life, including traditional health beliefs and treatment modalities. Scholarly work on
traditional and biomedical health in Southern African-American communities are both discussed
next in the chapter. This discussion will allow for a segue into the epidemiology of HIV/AIDS
among African Americans in the South. Finally, this chapter concludes with how structural,
social, and cultural factors elevate HIV risk among the African-American community.
Kinship Organization and Marital Patterns:
Jim Crow Era to the Civil Rights Movement
Anthropologists in the early twentieth century were interested in determining how
African Americans, then out of slavery for approximately 80 years, assimilated to the
8

sharecropping system that took effect in the South (Johnson 1934; Powdermaker 1939).
Important in this plantation setting were adult children in these households who could contribute
to the agricultural work. Both Johnson (1934) and Powdermaker (1939) eloquently describe
family life among African Americans during that time, noting that many family structures,
including the more discussed nuclear family, existed. For example, Johnson (1934) captures the
variability of family structures in Alabama that included legal unions, stable non-legal unions,
quasi families made up of female-headed households with extended kin, and male-headed
households with transient family members.
During this time of segregation in the Jim Crow South, African-American children were
urged to go to school in an effort to decrease rampant illiteracy. Education was viewed in terms
of salvation from inequality for African Americans in the earlier twentieth century, and occurred
in segregated settings (Dollard 1937; Powdermaker 1939). This educational arrangement
reflected the broader racial, political, and economic reality of the time, reflecting white
dominance and constant reinforcement of inferiority of African Americans in the South.
While marriage was thought to provide security, some children were discouraged from
marrying because they were too young. In the case of daughters, parents were concerned that a
male suitor considering marriage would have a temper. In addition, marriage was discouraged
because the valuable labor that daughters provided would no longer be accessible to her
immediate household. Oftentimes, she would join her husband’s family as a laborer (Johnson
1934). Similarly, Powdermaker (1939) notes that African-American households in Mississippi
consisted of more than the nuclear family, and included grandparents, nieces, nephews, and
adopted children. Her anthropological study assessed differences in urban and rural settings and
social classes, noting that African-American women living in the more developed towns
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possessed greater economic power due to increased access to employment opportunities
(Powdermaker 1939).
In contrast to the prospect of marriage, historical scholarship of African Americans living
in the South during the 1940s point to the exploitation of African-American women. This
exploitation ranged from women being the sole wage earner in the household with men
consciously taking advantage of their economic earnings, to women being pimped out by men as
sex workers (Kelley 1993). Women working in factories or as domestic servants in urban areas
were at risk of rape of their employers (Kelley 1993). For those working as domestic employees,
some ran the risk of sexual harassment and rape while waiting for public transportation (Gardner
1989).
Social scientific inquiry of African-American kinship patterns was not revisited in depth
until the 1960s. Prior to the Civil Rights Movement, African-American families were labeled as
pathological and disorganized due to increasing female-headed households (Moynihan 1965).
These female-headed households were viewed as dangerous to the dominant nuclear family
structure typically found in Euro-American communities.
The Civil Rights Movement to Contemporary Scholarship
Brown v. Board of Education (347 U.S. 483 [1954]) ushered in desegregation in
education and was one of the many hallmarks that signaled the introduction of the Civil Rights
Era in American history. However, legal desegregation introduced the breaking of communal
bonds between families, schools, and communities for African-American children (Horsford
2011). During and following the Civil Rights Movement, many scholars viewed the AfricanAmerican family as a unit capable of adapting to adverse conditions linked to racism,
discrimination, and limited economic opportunity (Billingsley 1968; Billingsley 1992; Frazier
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1966). Like earlier scholars Johnson (1934) and Powdermaker (1939), they argued that a variety
of household structures formed as a response to these challenges (Glick 1981). Wilson (1986)
argues for a cultural approach to the study of African-American family life and structure that
takes into consideration the unique existence of African Americans and their unequal footing in
the United States. In doing so, African Americans should not be compared to mainstream white
nuclear family norms that are not always viable in the African-American community.
Scholars who view the African-American family in terms of adapting to negative
structural circumstances have explored factors contributing to both perceived social
disorganization and resilience of low-income families, with a particular focus on social support.
For instance, in a comparison of African-American and European-American families, Hays and
Mindel (1973) noted that African-American participants interacted with extended kin and
perceived them as more significant in comparison to the study’s white participants. They also
found that these extended kin relationships were helpful in duties related to childcare. Likewise,
in her study on African-American families’ migration to Chicago in search of better economic
opportunities, Stack (1974) discovered that families living in Chicago public housing constituted
many extended and fictive kin acting in unison in both the North and South for the economic
survival and well-being of their children. The relationships she describes among both extended
and fictive kin counters the social disorganization assumed about African-American
communities.
Moreover, in a study of social ties of 530 African-American urban families, Martineau
(1977) reveals that these families have lots of kin in the area with whom they spend a great deal
of time, although this extended kin did not typically live in their neighborhoods. In contrast,
some families also referenced spending more time with friends in comparison to extended kin,
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which emphasizes the importance of fictive kin in this study. Likewise, when comparing lowincome African Americans and whites living in the Southeast, Ball and colleagues (1979) found
that African Americans were more likely to live close to and have frequent contact with relatives.
In this same vein, Tienda and Angel (1982) noted that extended household structures in AfricanAmerican communities were correlated with coping with economic hardship, and female-headed
households were typically correlated with economic disadvantage and reliance on extended
household structures.
In his ethnography on African Americans in Tuscaloosa, Alabama, Dressler (1991) notes
that household structure is fluid and does not constitute unchanged family organization. Rather,
changes in household structure reflect marriages, separations, divorces, widowhood, and
economic assistance to kin and non-kin alike who are in need of support. Dressler (1991) notes
that family members live close to one another to offer social support. However, he reveals that
there is a slow withering away of using family for support among younger members of this
particular community. Coupled with these insights is the discovery that the rise in female-headed
households highlighted as a major source of pathology in the African-American community
beginning in the 1960s is due to economic factors, including a shift away from agricultural work
(Dressler, Hoeppner, and Pitts 1985; Dressler 1991; Moynihan 1965).
As noted, scholars oftentimes point to increasing female-headed households as primary
evidence supporting the supposed disorganization and pathology of African-American
communities. However, African-American women delay marriage in comparison to white
women because there is a lack of marriageable men in their communities, especially in lowincome settings. Working class African-American men typically struggle with finding
employment suitable for financially supporting a family (Brown, Smith, and Hill 2007; Jarrett
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1997; Lane et al. 2008; Stack 1974; Wilson 2012). In addition, African-American women are
more likely to have children out of wedlock in these economically disadvantaged settings as a
way to achieve respect among peers, and to gain more responsibility and privacy in their family
households (Anderson 1999; Pickett and Wilkinson 2011; Sobo 1993). More recently, Edin and
Kefalas (2005) similarly noted in their ethnography of 162 African-American women, white
women, and Latinas living in low-income neighborhoods of Philadelphia that their decision to
have children during their teenage years provided them with purpose and gave them selfconfidence in their caretaker role. This identity as mother added to their self-esteem. While they
desired to be married, they understood that potential marital ties were a luxury that occurred
rarely in the unstable environments where they lived.
Contributing to these complex kinship organization patterns in African-American
communities are gender norms driven by inequality, particularly in poor urban environments.
Due to the unique economic circumstances found in many contemporary, African-American,
urban, poor environments, Anderson (1999) argues that formal legal systems do little to dictate
the behaviors found in these particular communities. African Americans living in contemporary
poverty adhere to a unique social organization relegated by the “code of the streets” — “a set of
informal rules governing interpersonal public behavior, particularly violence” (1999:33). Central
to the code is the issue of respect. Respect is often defined along lines of social stratification and
gender among many low-income African-American communities.
The formal economy in the United States emphasizes legal unskilled or skilled labor as a
means to obtain material items reflecting elevated social status and, by extension, respect. The
social stratification in urban poor communities is similar to that of middle and upper class
communities in that the more an individual has, the more respect they are given. However, lack
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of formal employment opportunities result in a scarcity of material goods viewed as valuable. In
response to the inability to enter this formal economy, it is common to find informal economies
centered on drug and sex trafficking in urban poor communities. For those individuals able to
partake in the formal economy, the employment opportunities are typically low-wage, lowskilled provision of labor, with many individuals forced to work more than one job in order to
survive.
Material items are important, not only to social status and the prestige they hold in
communities, but also to health. Dressler, Oths, and Gravlee (2005) highlight the concept of
lifestyle incongruity, wherein individuals who desire certain material items, but lack economic
resources to obtain these material goods, showed symptoms of stress. Sweet (2010) replicated
these findings among African-American youth where those who lacked popular material items
were more likely to have higher blood pressure.
Despite the existence of informal economies, Anderson (1999) highlights the bifurcation
of families living in poor urban settings. He notes the existence of “decent” families found in
urban African-American communities. These families reflect nuclear organization and consist of
hardworking individuals. Males in these families are encouraged to be heads of households, and
both young men and women are discouraged from participating in neighborhood life.
Furthermore, parents do everything in their power to buy desirable material items for their
children as a way to keep them off the streets. Single mothers viewed as decent are typically
strict and always on guard when it comes to their children, as they attempt to instill values
related to decency.
Juxtaposed to individuals who are “decent” are those that Anderson (1999) describes as
“street.” These households include families with high unemployment rates, drug abuse among
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parents, and lack of childrearing and discipline. The children belonging to these families are
described by Anderson as raising themselves. These “street” families are viewed as pariahs of
these neighborhoods and put “decent” families at risk of harm. This ethnography in particular
highlights the intracultural variability found in poor urban areas occupied largely by AfricanAmerican families.
In the past, anthropological works of African-American communities highlighted the
importance of kinship patterns that note the connectedness of these communities in terms of
much needed social support. In contemporary times, however, there is a decrease of social
support through familial and fictive kinship due in part to greater social inequality among the
urban poor and violence that occurs as a result. This violence, typically at the hands of males in
low-income settings creates a need to encourage young women to stay indoors, oftentimes
severing community ties and disengaging from community life. In these cases, a “decent” family
can be viewed as being disrespectful to the community, thereby opening the door to possibly
experiencing violence via the “code of the streets.”
In the face of both economic and racial difficulties experienced by African-American
families and the negative impact it has on gender socialization and dynamics, another resource
historically used in the African-American community to cope is religion more broadly, and
specifically, the Black Church. This is the next topic of focus.
Religion
Religious traditions found in the African-American community, along with how
community members engage in these social institutions, have garnered anthropological interest.
While religious institutions are not homogenous in Southern African-American communities,
scholars typically refer to this particular institution as “The Black Church.” Historically, the
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Black Church has been lauded as the most important organization found in the African-American
community. This importance was due to the absence of interference from whites in religious
activities and expressions after slavery. In addition, The Black Church addressed and met the
economic, social, and political needs of the African-American community (Frazier 1966).
In the Jim Crow South, Powdermaker (1939) notes that the Black Church was significant
because it afforded those in the African-American community respect when there was none
otherwise. Johnson (1934) addresses the worth of The Black Church in his ethnographic study,
noting that churches in Alabama were predominantly Baptist and Methodist, and that these
institutions served as both an agency of social control and a medium of spiritual expansion. In
his description of the church in action, Johnson (1934) eloquently describes a sermon and
associated emotional reactions from church members, a monetary collection gathered to buy the
pastor a suit, and the exhortation of the pastor for younger church members not to dance.
Dancing was viewed as sinful, although that did not stop younger members from engaging in
“frolics” or rural community outings where casual drinking and parties took place. He also
describes a funeral at the church, where members in attendance were encouraged to buy life
insurance so as not to be a financial burden to their kin (Johnson 1934).
Since these earlier descriptions of the Black Church, more contemporary anthropologists
have focused on describing the variety of churches found in African-American religious
traditions. For example, Williams (1974) described a Pentecostal Church in Pittsburg,
Pennsylvania. His description includes the function of this church in the community, including
welcoming migrants from the South, along with addressing the needs of the poor members and
providing church members, no matter their socioeconomic status, with a specific spiritual
purpose. This purpose was achieved through upward mobility in the church when members
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received religious titles. This recognition provided greater social status to impoverished
members, and essentially gave their lives meaning in difficult economic circumstances.
Moreover, Baer (1980) revealed the roles found in Black Spiritual churches in Nashville,
Tennessee. The syncretic churches reflected Protestant, Spiritual, Catholic, and Voodoo
traditions. These churches served the needs of both the lower and middle class African-American
communities. Similar to Williams’s (1974) study, the lower class church members find purpose
through the church. This is especially the case among women, who are able to minister in Black
Spiritual churches. This is unique given that ministering is a role typically afforded to men in
more traditional Black religious institutions. In contrast, middle class members of these same
churches in Nashville indicate the importance of the positive thinking found in Biblical
messages.
In a more contemporary description of Black churches, Dressler (1991) comments that
this social institution was no longer effectively able to organize the Westside community of
Tuscaloosa, Alabama, as it had during the Civil Rights Movement. His study revealed that
participation in religious activities was more variable, with women who were more self-reliant,
possessed a more elaborate lifestyle, and had fewer extended kin more likely to participate. In
addition, individuals more likely to display greater religious attitudes were older women with a
more elaborate lifestyle, who had a lower reliance on non-kin, and belonged to a nuclear family.
This focus on participation in the Black Church motivated Frederick’s (2003) study on
African-American women living in a poor rural North Carolina community. This study sought to
discover how the dichotomy between public religious affiliation and private community activism
intertwined in the lives of her participants. She argued that these women’s spirituality is what
pushes them to go beyond the needs of the Black Church as they attempt to address the racial and
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economic marginalization experienced by African-American community members in their North
Carolina town. In addition, Lampkin and colleagues (2009) noted that Southern AfricanAmerican Seventh-Day Adventists, a group defined by the authors as homogenous based on their
cultural norms focused on well-being and health promotion important to their faith tradition and
group identity, are more likely to participate in church activities.
Religious beliefs rooted in Southern African-American communities influence health
beliefs and behaviors in this group. For example, Hill and Matthews (1981) note in their study on
traditional health beliefs and behaviors among rural Southern African Americans that
participants believed that God is the ultimate cause of all illness and misfortune. Misfortune is
caused by individuals “who violate the moral codes of the community or who indulge in
improper or “sinful” behavior” (Hill and Matthews 1981:314-315). In their study, Hill and
Matthews (1981) discovered that the well-being of respondents was restored through a traditional
healer who can balance good and evil through ritual practices. These traditional healers include
conjurers, as well as hoodoo, voodoo, herb, and root doctors. Traditional healers believe that
God has called them into service, and through this spiritual connection are able to produce
efficacious cures. Traditional healers also practice a more holistic type of care, addressing the
physical, psychological, and social issues of patients in unison (Hill and Matthews 1981).
While these previous examples show a separation of organized Black churches and
traditional religious healers, Schoenberg’s (1997) work shows how these two approaches are
used in combination by some members of the African-American community. Her work on
elderly rural African Americans living in the South assesses the influence of religious beliefs on
dietary behavior in chronic hypertension management. Members would use both traditional and
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biomedical health orientations and practices. Traditional religious practices for the maintenance
of high blood pressure included prayer and reading the Bible for the participants interviewed.
Religious beliefs and participation in both formal and informal religious organizations
extend to health care decisions made by African Americans in the South. As just described, this
use of both formal and informal religious beliefs systems, at times simultaneously, contributes to
health care decision making. Likewise, both traditional and biomedical health care practices are
used for the treatment of ailments found in the African-American community. Just like religious
traditions, these health care options may be used separately or together. It is the review of the
literature regarding these two practices to which we will now turn.
Health in the Southern African-American Community:
Traditional and Biomedical Practices
Contemporary interest regarding medical pluralism as evidenced through use of both
traditional and biomedical practices in Southern African-American communities started with
early investigations of cultural knowledge of disease. For example, Johnson (1934) describes the
folk knowledge of disease used among African Americans in Alabama, along with specific
occasions when physicians were utilized, and both training and use of midwives in the
community. Participants noted that they believed that tuberculosis was just a form of indigestion.
Additionally, physicians were typically used for serious health concerns. These physicians
needed to be paid promptly after providing medical care, and if payment could not be made, then
collateral, such as a cow used for farming, would be put up for payment. Midwives provided
information on how they treated medical problems of female patients, including the use of
specific teas to alleviate pain and discomfort associated with labor pains and menstruation.
Hill and Matthews (1981) argue that traditional medicine is used for chronic health
problems and biomedicine is used for more acute health problems. This distinction is for
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economic and historical reasons, since many rural African Americans cannot afford biomedical
treatment, and they have been historically structured out of the dominant medical system. This
combined use of traditional and biomedical health systems is a survival strategy (Hill 1992).
Chronic health problems are alleviated with the use of animal products, chemical or mineral
substances, plants, teas, and over-the-counter medicine, which are trusted because of their shown
efficacy in the media through commercials for these treatments. The cause of medical issues is
more important than the symptoms, and these causes are categorized as natural or unnatural.
Natural causes stem from the natural environment or one’s physical constitution, including
personality and family background. In contrast, unnatural causes are a result of a spell being cast
on the individual (Hill and Matthews 1981). Given that these studies are over twenty years old,
more research on cultural understandings of health and treatment among African Americans in
the Southeast are needed to update existing scholarship on health beliefs and reveal intracultural
variability of these beliefs in this population.
Important in the scholarly study of African Americans in the South is an analysis of
mental health outcomes as a result of the racism and history of injustice experienced by
individuals belonging to this community. Linn and colleagues (1989) looked at how community
satisfaction and dissatisfaction as a measure of chronic community stress correlated with
depression among 398 rural and 326 urban African-American participants in Tennessee. Their
study revealed that for both urban and rural respondents, depression was higher among women,
those with lower incomes, and those with a smaller number of friends. In addition, in both
samples, those who displayed greater community dissatisfaction had more depressive symptoms.
However, more disruptive life events negatively impacted only the urban participants.
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Likewise, Dressler (1991) wanted to determine how various stressors correlated with
depression among both older and younger African Americans in Tuscaloosa, Alabama. These
stressors included lifestyle incongruity defined as the discrepancy between one’s style of life and
one’s economic resources for achieving and maintaining that lifestyle, stressful life events,
unemployment, economic stressors, and social role stressors. A model was created to evaluate
the interaction among stressors, age, and economic class in relation to depressive symptoms.
Dressler (1991) found that greater lifestyle incongruity and stressful life events are factors in
depression among low economic status young people, while male gender, and greater stressful
life events, economic stressors, and role stressors are factors in depression among high economic
status young people. In contrast, among older low economic status African Americans, a greater
number of stressful life events and unemployment were linked to depression, while older high
economic status members were at risk of depression with increased stressful life events and role
stressors. In the same African-American group from Tuscaloosa, Alabama, Dressler and Bindon
(2000) noted that those who enacted the salient cultural model of lifestyle, but who reported low
levels of social support, were more likely to display higher blood pressure. This finding indicates
the cultural importance of social support and collective participation in the African-American
community and the effects this collectivism has on health.
Social support is important in the face of racism experienced in Southern AfricanAmerican communities. This discrimination extends to treatment of African Americans
participating in biomedical research as well as interaction with health care providers. For
example, the famous Tuskegee Syphilis Study included 399 men with syphilis and 201 who did
not have the disease. Those men infected lived with and went untreated for syphilis after the
discovery of penicillin, contributed to necessary changes in approaches to biomedical research
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involving minorities. It is argued that racism in biomedicine created the circumstances associated
with the research conducted in Tuskegee (Brandt 1978; Washington 2007). Tuskegee highlights
the link between public imaginings of sexual deviancy and poor health, with the U.S. Public
Health Service describing African Americans at the time as “a notoriously syphilis-soaked race”
(Washington 2007:160). This event contributed to mistrust of biomedicine, both in the United
States and in parts of Africa, including Zimbabwe (Rodlach 2006).
In more recent studies, a mistrust of health care and the beliefs surrounding deviant
sexuality continue to permeate the relationship between African Americans and the biomedical
health care establishment. For example, in their study of health care experiences of Southern
rural African-American adolescent women ages 16 to 19, Dienes and colleagues (2004)
discovered that while participants sought help for their sexual health, doctors and health care
workers assumed that they were sexually active, even when they were not. While these girls had
no racial preference of their doctors, they did note that they were more comfortable with female
doctors. Finally, these girls noted that bad doctors’ visits consisted of experiences with racism
and passive medical treatment, especially among white doctors and staff. In addition, Southern
African-American Seventh-Day Adventists demonstrated a greater mistrust of the biomedical
establishment and more concerns about racism in health care, in comparison to AfricanAmerican Seventh Day Adventists who live on the West Coast (Lampkin et al. 2009).
In the United States, African Americans suffer higher mortality and morbidity than other
ethnic groups (Dressler, Oths, and Gravlee 2005). Gender socialization, particularly among
African-American men who adopt stereotypical notions of toughness, elevates associated health
risks. Royster and her colleagues (2006) conducted focus groups among African-American men
in North Carolina to determine their health concerns. These scholars noted that gender
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socialization influenced many negative health behaviors including unhealthy diets, limited
exercise, unsafe sex, and drug use. Those who were economically disadvantaged noted that drugs
in their communities, joblessness, crime, lack of health insurance, and perceived discrimination
in health care were major reasons contributing to negative health behaviors.
The realities surrounding health disparities among African Americans in the South are
related to discrimination, gender norms creating further inequity, and marginalization among low
socioeconomic status African Americans. These factors may play a role in increasing rates of
HIV infection. The remainder of this chapter will focus on the epidemiology of HIV/AIDS in the
African-American community and specific social, cultural, and structural dynamics that
contribute to increased risk among African-American men, women, and adolescents in the South.
The Epidemiology of HIV
HIV/AIDS is arguably one of the greatest epidemics of our time, with an estimated 36.7
million people living with HIV globally in 2015 (UNAIDS 2016; WHO 2015). In that same year,
there were 2.1 million new cases of HIV worldwide (UNAIDS 2016; WHO 2015). HIV testing
and antiretroviral (ARV) treatment for those testing positive for HIV are two important measures
to aid in lowering new HIV cases. Knowledge of one’s HIV status can allow an individual to
seek effective ARV treatment to control the virus and help prevent HIV transmission to others.
However, it is estimated that only 54 percent of those infected globally are aware of their
infection, with approximately 150 million children and adults in 129 low- and middle-income
countries receiving HIV testing services in 2014 (WHO 2015). Only 17 million (46 percent)
HIV-positive individuals accessed ARV therapy in 2015 (UNAIDS 2016). In expanding ARV
and prevention choices to all people living with HIV, it is estimated 28 million new infections
can be averted by 2030 (WHO 2015).
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In the U.S., there are approximately 1.2 million people afflicted with the disease, with
one in eight HIV-positive persons unaware of their infection (CDC 2015a). In order to address
HIV nationally, the the White House implemented the National HIV/AIDS Strategy (NHAS) in
2010, with an update in 2015 (The White House Office of National AIDS Policy 2010, 2015).
The goals of the NHAS is to reduce new HIV infections, increase access to care and improve
health outcomes for people living with HIV, reduce HIV-related disparities and health equities,
and achieve a more coordinated national response to the HIV epidemic (The White House Office
of National AIDS Policy 2015). The NHAS responds to the three levels of HIV prevention used
to prevent or interrupt progression and severity of the disease. Primary HIV prevention reduces
exposure or susceptibility to the disease. Approaches include abstinence, monogamy with an
uninfected partner, and condom use. In contrast, secondary HIV prevention focuses on early
detection, dissemination of treatment, and reduction of risk. This includes HIV testing,
counseling and education, and safe-sex practices recommended in primary HIV prevention.
Finally, tertiary HIV prevention focuses on decreasing the ill-effects of symptomatic HIV
through use of ARVs, treatment of secondary diseases, and education and counseling (Keller et
al. 2004; Reitmeijer and Schill 2012).
The NHAS includes 10 quantitative indicators to certify that these goals are met by 2020.
These quantitative indicators are guided by the HIV care continuum, or the HIV treatment
cascade, a model posited by Gardner and colleagues (2011) used by the CDC to monitor the
number of individuals living with HIV who are receiving medical care and treatment. It was
developed to recognize necessary steps for diagnosed individuals to receive and maintain
engaged HIV care. These steps include diagnosis, linkage to care, retention in care, ARV
treatment, and viral suppression through regular ARV treatment. Of the 1.2 million Americans
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infected with HIV in 2012, 87 percent were aware of their infection, 39 percent were linked to
care, 36 percent were receiving treatment, and only 25 percent were virally suppressed (CDC
2016a).
The NHAS outlines HIV prevention goals with the expectation of improved indicators in
the HIV treatment cascade by 2020. These goals include at least 90 percent of HIV-positive
individuals aware of their serostatus, 90 percent of those infected retained in HIV medical care,
reduction of new diagnoses by 25 percent, and reduction of disparities in the rate of new
diagnoses by at least 15 percent in gay and bisexual men, young Black gay and bisexual men,
Black females, and persons living in the Southern United States (The White House Office of
National AIDS Policy 2015). The NHAS update provides guidelines that contribute to advances
in four key areas including widespread HIV testing and linkage to care for those who are HIVpositive, support to remain in long-term care, with a focus on treatment adherence, universal
viral suppression, and full access to comprehensive pre-exposure prophylaxis (PrEP) treatment,
used to prevent HIV acquisition in those who may be exposed (The White House Office of
National AIDS Policy 2015, CDC 2015b).
The CDC is using a High-Impact Prevention (HIP) approach to advance the NHAS goals
(CDC 2015a). Populations at greatest risk that are being serviced through the HIP approach are
gay and bisexual men of all races and ethnicities, African Americans, Latinos, injection drug
users (IDUs), and transgender persons (CDC 2015c; Prejean et al. 2011; Purcell et al. 2010).
Components of the HIP approach include prioritizing cost-effective programs that reduce HIV
infections, including proven HIV testing and condom distribution programs. Also important is an
emphasis on large-scale interventions that can be provided at a reasonable cost. In addition, HIV
prevention programs that cover the maximum amount of individuals in a target population are
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encouraged. The HIP prevention approach also combines interventions in order to maximize
efficacy in the most impacted populations. Finally, priorities in effective combined interventions
for specific populations should be assessed to determine potential impact (CDC 2015d).
As noted by the NHAS and HIP approach of the CDC, African Americans are
disproportionately affected by HIV in the U.S. The CDC (2015 report) reports that in 2014, 44
percent of new HIV diagnoses were among African Americans, who make up 12 percent of the
U.S. population. Of those newly diagnosed in 2014, approximately 73 percent were men and 26
percent were women (CDC 2015e). Fifty-seven percent of these newly diagnosed HIV cases
were gay or bisexual men (CDC 2015e). In addition, from 2005 to 2014, the number of new HIV
diagnoses has increased in African-American gay or bisexual men, while decreasing in American
women (CDC 2015e). African Americans living in urban areas with concentrated poverty who
engaged in heterosexual activity show similar HIV prevalence rates found in low-income
countries that have generalized HIV epidemics, including Burundi, Ethiopia, Angola, and Haiti
(Denning and DiNenno 2015).
However, African-American women are still diagnosed more in comparison to other
ethnicities. In 2014, African-American women diagnosed with 62 percent of new infections,
reflecting new cases three times greater than that of Latino and white women (CDC 2015e). Of
the new cases of HIV diagnosed in 2014 among women, 87 percent attributed their infection to
heterosexual contact while 13 percent attributed their infection to IDU (CDC 2015e).
Fortunately, new infections among all women of varying ethnicities in the U.S. declined between
2005 and 2014, with the greatest decrease among African-American women (42 percent) (CDC
2016b).
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Approximately 22 percent of youth aged 13 to 24 accounted for new HIV diagnosed
infections in 2014. Gay and bisexual males accounted for 80 percent of these new infections,
with 81 percent of these new cases occurring in young people aged 20 to 24, and 55 percent
occurring among African-American males (CDC 2015e). American youth are least likely to
know they are HIV positive or be linked to care in comparison to other age groups (CDC 2016c).
The Youth Risk Behavior Surveillance 2015 (YRBS 2015) reports on survey results of
behaviors of American youth in high school during September 2014 to December 2015. One of
the six categories of reporting include sexual behaviors related to unintended pregnancy and
STIs, including HIV (Kann et al. 2016). This report revealed that nationally, approximately 41
percent of high school students surveyed had ever had sexual intercourse, with 30.1 percent
sexually active during the 3 months before the survey, and 11.5 percent having had sexual
intercourse with four or more persons. The survey also found that 56.9 percent having used a
condom during their last intercourse, 13.8 percent did not use any method to prevent pregnancy
during their last sexual intercourse, and 20.6 percent drank alcohol or used drugs before their last
sexual intercourse. Of those surveyed, 10.2 percent reported being tested for HIV (Kann et al.
2016). For these measures, African-American males showed the highest percentage of ever
having had sexual intercourse (58.8%). Both African-American males and females revealed the
greatest percentage of sexual activity with four or more persons in their lifetime (males: 28.2%;
females: 9.2%). In contrast, African-American male students (73.6%) were more likely to use
condoms in comparison to African-American female students (46.7%). White women showed a
higher percentage of sexual activity during the three months before the completing the survey
(31.4%) in comparison to African-American women (25.7%). More African-American students
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had been tested for HIV (16.6%) in comparison to their white and Hispanic counterparts, with
African-American females showing the highest testing percentage (16.2%).
In comparing the national picture to the epidemiology of HIV in Alabama, the state is
ranked 19th among all states in the number of HIV diagnoses in 2013 (CDC 2015f). In 2015, 4.3
percent of Alabama residents with HIV resided in Public Health Area 3, where this study was
conducted in Tuscaloosa County. Of those, approximately 8 percent were newly diagnosed in
2014. Meanwhile, 27.7 percent of state residents with HIV lived in nearby Jefferson County,
Public Health Area 4; 4.6 percent of those cases were new diagnoses in 2014 (ADPH 2016a).
Both Tuscaloosa and Jefferson Counties are major urban areas with more than 200,000 residents,
with Jefferson County number one and Tuscaloosa County number five in reporting the highest
number of new HIV cases from 2010 to 2014 (ADPH 2016a).
In terms of the HIV treatment cascade for persons living with HIV infection in 2014, 84
percent were diagnosed and aware of their infection. Of that 84 percent, 36 percent were linked
to care within 30 days of their diagnosis, while 42 percent were linked to care between 31 to 90
days after their diagnosis. During this year, 71 percent of persons living with HIV infection were
sporadically (16%) and continuously (55%) retained in care. Lastly, 59 percent showed a
suppressed viral load in 2014 (ADPH 2016b).
Men living with HIV in 2012 reported transmission through IDU (7.5%), heterosexual
contact (11.8%), same-sex intercourse (72.9%), combined same-sex intercourse and IDU (7.1%),
and other modes of transmission including hemophilia, blood transfusion, perinatal exposure or
transmission unidentified (0.8%). In contrast, women living with HIV in 2012 reported
transmission through heterosexual contact (83.2%), IDU (15.2%), and other modes of
transmission including hemophilia, blood transfusion, perinatal exposure or transmission
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unidentified (1.6%) (AIDSvu 2016). New numbers of HIV infections in Alabama increased by 5
percent in males and decreased 23 percent in females (ADPH 2016a).
African Americans in Alabama make up approximately 27 percent of the population
(U.S. Census 2015), but 70 percent of existing HIV/AIDS infections and 71 percent of newly
diagnosed cases in 2014 (ADPH 2016a). The majority of these new cases occurred among 20- to
29-year-olds, with 25.2 percent occurring among 20- to 24-year-olds and 21.2 percent among 25to 29-year-olds. Routes of exposure to HIV infection reported among existing cases in the
African-American community include same-sex intercourse among men (43%), IDU (6%),
heterosexual contact (31%), and combined same-sex intercourse and IDU (3.4%), with 16.3
percent undetermined or unreported (ADPH 2015). In 2014, the rate of African-American
females living with an HIV diagnosis in Alabama was 7.3 times that of white females, and
African-American males was 6.8 times that of white males (ADPH 2016a).
In terms of the HIV treatment cascade for persons living in Alabama with HIV infection
in 2014, 84 percent were diagnosed and aware of their infection. Of that 84 percent, 36 percent
were linked to care within 30 days of their diagnosis, while 42 percent were linked to care 31 to
90 days after their diagnosis. During the same year, 71 percent of persons living with HIV
infection were sporadically (16%) and continuously (55%) retained in care. Lastly, 59 percent
showed a suppressed viral load in 2014 (ADPH 2016a).
Men living with HIV in 2012 reported transmission through IDU (7.5%), heterosexual
contact (11.8%), same-sex intercourse (72.9%), combined same-sex intercourse and IDU (7.1%),
and other modes of transmission including hemophilia, blood transfusion, perinatal exposure or
unidentified modes of transmission (0.8%). In contrast, women living with HIV in 2012 reported
transmission through heterosexual contact (83.2%), IDU (15.2%), and other modes of
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transmission including hemophilia, blood transfusion, perinatal exposure or unidentified modes
of transmission (1.6%) (AIDSvu 2016). In 2014, new HIV infections in Alabama increased by 5
percent in males and decreased 23 percent in females (ADPH 2016a).
African Americans in Alabama make up approximately 27 percent of the population
(U.S. Census 2015), but 70 percent of existing HIV/AIDS infections and 71 percent of newly
diagnosed cases in 2014 (ADPH 2016a). The majority of these new cases occurred among 20- to
29-year-olds, with 25.2 percent occurring among 20- to 24-year-olds and 21.2 percent among 25to 29-year-olds. Routes of exposure to HIV infection reported among existing cases in the
African-American community include same-sex intercourse among men (43%), IDU (6%),
heterosexual contact (31%), and combined same-sex intercourse and IDU (3.4%), with 16.3
percent undetermined or unreported (ADPH 2015). In 2014, the rate of African-American
females living with an HIV diagnosis in Alabama was 7.3 times that of white females, and the
rate for African-American males was 6.8 times that of white males (ADPH 2016a).
Data from 2014 shows that young adults aged 13 to 29 years of age are the most affected
newly HIV diagnosed group (53.1%), with gay and bisexual activity among males as the
predominant mode of exposure (71.6%) (ADPH 2016a). The YRBS (2015) notes the following
behaviors related to sexual activities among male and female students in the state of Alabama:
43.6 percent of females and 49.5 percent males had had sexual intercourse at the time of survey.
Of these young men and women who were sexually active, 11.7 percent of females and 19.5
percent of males had sexual intercourse with four or more persons during their lifetimes; 34.9
percent of females and 34.8 percent of males were currently sexually active at time of survey;
males students used condoms more (58.9%) than female students (42.8%); 18.5 percent of
females and 17 percent of males did not use pregnancy prevention during last sexual intercourse;
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17 percent of females and 22.4 percent of males drank alcohol or used drugs before last sexual
intercourse; and 18.5 percent of female students tested for HIV in comparison to 12.8 percent
males (YRBS 2015).
Among African-American high school students, the YRBS (2015) revealed that a greater
number of males (65.8%) had sexual intercourse over the course of their lifetimes in comparison
to female students (48.1%). Of these sexually active students, 10.7 percent of females and 32.6
percent of males had sexual intercourse with four or more persons during their lifetimes. More
male students (45.1) were currently sexually active in comparison to female students (36.2%) at
time of survey; 46.3 percent of males (n=88) and female (n=83) students did not use condoms
during last sexual intercourse; 20.6 percent of females (n=84) and males (n=86) did not use
pregnancy prevention during last sexual intercourse; 18.5 percent of females (n=87) and males
(n=89) drank alcohol or used drugs before last sexual intercourse; and 76.1 percent of female
students and 79.9 percent males never tested for HIV. Condom use among African-American
students decreased from 9th grade to 12th grade (YRBS 2015).
Table 2.1 highlights the important measures used in this study that were informed by the
epidemiology of HIV, primarily in the African-American community in Alabama.
Table 2.1: Public health variables important to
this study of HIV risk among African-American
adolescent and emerging women, aged 14-24,
living in Alabama.
•! Sexual intercourse over lifetime
•! Currently sexually active
•! Number of sexual partners
•! Condom use
•! Alcohol and drug use before sexual activity
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Poverty, Gender Inequality and Stigma:
HIV Risk in Southern African-American Communities
As noted in Bourgois (2003), poverty in the United States increases risk for
predominantly impoverished minorities, and they are more susceptible to engaging in drug use as
a means to mentally escape their vulnerable position in the racial-class hierarchy. HIV infection
is increasingly found in Southern states where infected persons are increasingly non-white,
female, poor, non-urban, and predominantly exposed to HIV heterosexually (Krawczyk et al.
2007). Poverty and gender inequality go hand in hand, as gender norms for both men and women
in these low socioeconomic status environments are typically limited and are a result of the
social inequality experienced. Gender inequality in the African-American community is believed
to be caused by a fragmented gender identity in low-income African-American men rooted in
economic and racial marginalization, where sexual dominance over women is considered one of
the few ways in which to exert their power (Whitehead 1997). Decreased economic opportunities
in turn makes “survival sex” a necessary part of life in low socio-economic status AfricanAmerican communities, where it is common for women to engage in unprotected sex work and
sexual activity with multiple partners concurrently (Carey et al. 2010; Sobo 1998).
Scholarly work has been conducted in determining how poverty, drug use, and HIV risk
can be addressed through public health interventions. For example, Brown, Smith, and Hill
(2007) conducted an ethnographic study of 30 African-American women living in a rural town in
Florida. These women were cocaine users at risk for HIV. Of interest in this study was
determining risk reduction strategies of the women interviewed. They discovered that condoms
were used with casual partners in contrast to primary partners. In addition, condoms were also
used with young men and those believed to be “dirty” or drug users. Condoms were viewed as a
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way to prevent pregnancy as opposed to sexually transmitted infections, including HIV. This
study noted that in rural Southern African-American communities, gender imbalance due to
increased health disparities, incarceration, and lack of autonomy in sexual-health decision
making, may contribute to selective use of condoms. Similarly, Eyre and colleagues (2012)
investigated cultural beliefs surrounding infidelity among African-American men and women,
aged 19- to 22-year-old. In their study, it was discovered that condoms were used in “side
relationships” as a way to appear faithful and protect themselves from risk of pregnancy and
primary partners from sexually transmitted diseases. In contrast, sexual relationships among
primary partners did not emphasize the importance of condom use.
Wright and colleagues (2009) conducted ethnographic interviews to determine HIV risk
perceptions among 15 African-American women living in rural Arkansas who used cocaine.
These women referred to how they would obtain cocaine and other economic items of value,
stating that they would engage in two activities called “prostitution on the low” and “somewhat
like prostitution.” “Prostitution on the low” is characteristic of a woman obtaining money from a
man by tricking him into getting high so that he would be unable to engage in sexual activity.
While high, this woman would then leave with his money. In contrast, “somewhat like
prostitution” was clarified by a participant in this way: “I’m not a prostitute, I’m not a call-girl.
When I’m in need I have a friend that, you know, he provides me and I have to provide
him…I’m really not just no every day, ordinary sex giver” (2009:592). Here, sex is traded for a
particular item, and not for drugs or money, which is referred to as “tricking” or prostitution in
this community. Participants also noted that while family members did not support the decisions
of these women to engage in drug use, they were there for them in any way they needed.
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In the same vein, Whyte (2006) quantitatively described HIV risk of 524 low-income
African-American women living in the Southeast. Results showed that reasons why women
engaged in sexual activity were violence or fear of violence, relationship loss, and lost housing.
A positive correlation between the variables describing survival sex and variables describing
high-risk were noted. Violence is an additional risk factor that has recently being considered in
terms of HIV risk.
As noted earlier in the chapter, possession of material items is associated with respect in
low-income settings. It is also a contributor to a potential partner’s attractiveness. For example,
Whitehead (1997) reveals that inner-city African-American adolescent female clients at an STD
clinic in Baltimore associated a male’s attractiveness with material possessions, including a
luxury car and his ability to spend money on a girl. This desire for economic stability has its
tradeoffs in that it compromises younger women in their sexual decision-making. Gender
inequality in the African-American community is believed to be caused by a male fragmented
gendered identity in low-income African-American men, formed by “low levels of economic and
sociopolitical status [that] may contribute to men's exaggeration of their sexual capacities, that is,
exaggeration of their need to sexually control and/or conquer females” (Whitehead 1997:419).
At the same STD clinic, adult male participants noted that they were attracted to young
adolescent girls as sexual partners because they had more romantic ideals, and were less likely to
turn down the male “rap” - the attempt at sexual seduction through informal conversation - than
more experienced African-American women in low-income settings.
In addition to poverty and gender inequality, another factor that contributes to increased
HIV risk is lack of HIV testing and condom use—two behaviors typically associated with stigma
and discomfort, as noted by the following studies. In response to high risk behaviors, social
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science scholars focus on investigating HIV testing and treatment in order to understand how to
limit the spread of HIV infection. Doshi and colleagues (2013) qualitatively interviewed 78
African-American participants in Georgia to determine motivations for HIV testing. Major
themes influencing this type of health care included access to insurance, patient-provider
communication, quality of services, and personal belief systems. As part of quality of services,
participants from the smaller towns of Columbus and Valdosta noted that they were concerned
about confidentiality of HIV testing and diagnosis, whereas in Atlanta, this concern came up
rarely. In terms of personal belief systems, Doshi and colleagues note that among men, “Several
tested participants explicitly stated that they sought preventive health care and HIV testing
because it was part of their image of being a strong man. These findings also suggest that health
empowerment should be promoted as masculine attributes” (2013:130).
In addition, Lichtenstein (2003) investigated barriers to STI testing in Alabama. She
presented results of six focus groups of African-American health workers, patients, and students
and discovered that stigma influences the willingness to get tested and treated at public health
clinics. More specifically, stigma was manifested through judgments from health workers about
“promiscuous” patients, with this being especially the case for women, privacy fears among men
that their care would be confidential, perceived racism in the health care setting that affected
willingness to be treated, and potential gossip of testing and diagnosis in their communities.
Another study conducted in Alabama attempted to identify social barriers to treatment of STIs
(Lichtenstein, Hook, and Sharma 2005). A telephone survey was conducted and included 250
household residents aged 19 to 50 years. The participants were mostly African-American and
white. Barriers to seeking health care treatment included feelings of embarrassment. Almost half
of participants stated that they would delay treatment or not seek treatment. A divergence of data

35

based on ethnicity, religiosity and gender was also noted. African Americans and regular
churchgoers would be more likely than other participants to say they would delay or refuse
treatment because of embarrassment. In terms of gender, respondents reported that women would
be more stigmatized than men if they were infected, even though men should be held responsible
for spreading STIs (Lichtenstein, Hook, and Sharma 2005).
Another avenue of research includes investigation into the sexual activities of both
African-American men and women in the South, along with factors associated with potential
HIV risk. Lichtenstein (2012) describes risk factors of African-American Southern women 35
years and older who transition from dissolved long-term relationships and marriages to dating.
She interviewed 20 women regarding dating patterns. She notes that these women are at risk for
HIV because they are still in an emotionally fragile state after experiencing a failed relationship.
This led to a rapid turnover of dating partners. She found that women stated that condom use was
difficult to discuss with a new date.
Likewise, Lichtenstein (2000) determines the HIV risk associated with African-American
men in Alabama. High risk was associated with covert and unprotected sex among bisexual
African-American men. These men were involved in prostitution and same-sex relations during
incarceration. They engaged in covert behavior as a way to be viewed as heterosexual in their
communities. Lichtenstein states, “The social and health influences on HIV transmission in black
men include disapproval of homosexuality in African-American communities, the misconception
that women are vectors of disease, the high rates of incarceration and sexually transmitted
disease rates generally among African Americans in the South, and the effects of poverty and
alienation that have resulted in crime, unemployment, and hustling for sex or drugs” (2000:389).
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Furthermore, Peterson, Rothenberg, Kraft, Beeker, and Trotter (2009) were interested in
how condoms and unprotected sex were perceived by peers in social networks of AfricanAmerican men who have sex with men in a large metropolitan city in the South. Results showed
that men in high-risk groups based on use of condoms and number of sexual partners, in
comparison with the no-risk group, perceived lower approval concerning condom use in their
social and sexual networks. A majority of participants thought their friends would approve of
their condom use, but did not think that their friends were using condoms themselves.
This provides a brief overview of social and cultural factors that contribute to risk among
African-American men and women in the South. In Table 2.2, a summary of current conditions
in the African-American Southeast is provided that summarizes the points just mentioned.
Table 2.2: Sociocultural Factors in African-American
Low SES Environments Contributing to Greater HIV Risk!
•! Racism and discrimination
•! Drug!and alcohol use
•! Crime
•! Violence
o! In!order!to!garner!respect
o! In!heterosexual!relationships
•! Unemployment
•! Incarceration
•! Survival!sex
o! Partner!concurrency
o! Unprotected!sex!work
•! Gender imbalance
o! Male fragmented identity and sexual dominance
o! Lack of sexual health behavior decision making
and autonomy
•! Sporadic HIV testing
•! Sporadic condom use
•! Disapproval of bisexual and homosexual identities
Following is an overview of the literature surrounding HIV risk among AfricanAmerican youth, particularly adolescent girls.
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HIV Risk and African-American Female Youth
The burden of HIV risk is great for minority youth. This is especially true for AfricanAmerican teenage girls. The YRBS (2015) notes that African-American female high school
students show a higher percentage of sexual activity prior to their 13th birthday (4.3%) in
comparison to their white (1.6%) and Latina (3.1%) counterparts. Interestingly, despite
socioeconomic status, young girls are encouraged to take on the gender role of femininity and act
like a “young lady” (Fordham 1996) or a “good girl” (Jones 2010), whether or not they are able
to fulfill that role. In terms of girls who are sexually active, acting like a young lady means that
you should “respect yourself, and protect yourself” (Miller 2008). Protection does not only refer
to condom use in the event of a sexual encounter. It also includes awareness of one’s
surroundings and navigating potentially dangerous situations that can result in sexual violence
(Miller 2008). There is difficulty in fulfilling the gender role of the “young lady” and the ability
to stay safe due in large part to the informal drug and sex economies found more commonly in
low socioeconomic status communities of color. These factors put young women at risk of HIV.
Historically, assessment of HIV knowledge among adolescents was initiated during the
onset of the disease in the mid-80s. Public health study designs usually involved large
population-based samples and standardized HIV knowledge instruments that focused on
accuracy of knowledge. In addition, many studies combined male and female participants, as
well as ethnicities (DiClemente, Boyer and Morales 1988; Hingson et al. 1990). These
assessments, while certainly informative, reduced HIV knowledge to only a few variables, and
did not take into account the gender and ethnic variability of participants that may create
differences of HIV knowledge in the first place.
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Analysis of HIV risk among adolescents has moved away from solely understanding
what knowledge teens possess, and now include elucidating psychosocial factors that contribute
to increased HIV risk and risk-related behaviors. Seth and colleagues (2009) note that
psychological distress, measured as greater depression, is related to greater HIV risk behavior,
including inconsistent condom use and sexual activity with concurrent partners. In a study
measuring the relationship between psychological adjustment and HIV risk in minority females
aged 12 to19, Bachanas and colleagues (2002) noted that greater depression, conduct problems,
and substance abuse were found in younger girls aged 12 to 15 years, and were correlated with
risky sexual behavior. In addition, lack of coping skills in negative situations, along with social
stress have been found to be associated with greater drug use along with sexual intercourse in
female minority high school students (Teva, Bermudez and Buela-Casal 2010). Drug and alcohol
use among minority adolescent males and females is broadly associated with HIV-risk-related
behaviors (Busen, Marcus, and von Sternburg 2006; Glenn and Wilson 2008; Mandara, Murray,
and Bangi 2003; Morrison-Beedy et al. 2008; and Whiteley et al. 2012). Other risk factors
include greater number of partners (Cornelius, Okundaye, and Manning 2000; Seth et al. 2009),
lack of sexual education (Cornelius, Okundaye, and Manning 2000), greater sexual sensation
seeking (Teva, Bermudez and Buela-Casal 2010; Whiteley et al. 2012), being overweight
(Kershaw et al. 2011), and attempting to find a partner on the Internet (Whiteley et al.2012).
Other scholars have attributed increased HIV-risk-related behaviors to lack of parental
engagement, perceptions of peer activity, and greater economic reliance on a sexual partner. For
example, Romer and peers (1994) noted in an analysis of low socioeconomic status AfricanAmerican male and female participants aged 9 to 15 years that increased parental monitoring
decreases sexual activity, although perceived behaviors of friends determined the rate at which
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sexual activity progressed with age, and how consistently condom use would be maintained.
Mandara and colleagues (2003) demonstrated that low parental monitoring and peers who used
drugs were associated with greater sexual risk activity. In addition, Kogan and colleagues (2011)
found that among African Americans, greater family protective processes measured as
relationship quality, parental authority, risk communication, and parental norms, along with
negative evaluation of risk-promoting peers, was associated with less HIV-risk-related risk
behavior, including number of sexual partners, evaluation of substance use in concert with sexual
activity, and consistency of condom use.
Hutchinson (2002) revealed that early parent-adolescent sexual communication was
associated with later sexual debut, and indirectly linked to future likelihood of sexually
transmitted disease infection. Communication between mothers and daughters was correlated
with consistent condom use. Many of the measures that were used for parental involvement and
perceptions of peer activity did not take into account personal ethnographic accounts of the
cultural context and interaction of these individuals in their lives. Rather, parental involvement
and perceptions of peer activities were measured through quantitative survey instruments, and
disregard variation in social integration and support of the girls interviewed.
Likewise, Rosenbaum, Zenilman, Rose, Wingood, and DiClemente (2012) investigated
whether 715 adolescent girls from Atlanta, Georgia, participating in a longitudinal 12-month
study who economically benefited from their boyfriends were less likely to use condoms.
Twenty-four percent (n=173) had boyfriends serving as their primary financial source. These 173
young women are characterized as having a low education, history of abuse, engaged in risky
sexual activities, and increased rates of sexually transmitted infections (STIs). Girls who relied
solely on their boyfriends for money at the outset of the study were less likely to use condoms at
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the end of the study, unless these girls found other economic resources during the 12-month
period. In this case, they were more likely to use condoms if their source of economic support
shifted away from their boyfriend. These girls may engage in transactional sex in order to meet
their economic needs.
The anthropological analysis of African-American adolescent sexuality has been
explored in various ways. Many anthropologists have focused on concerns at the periphery of
HIV, such as formation of romantic relationships, sexual activity or lack thereof, decisionmaking in selection of partners, and cultural models of infidelity. While these research agendas
are linked to HIV risk, they do not directly address the epidemic.
For instance, Eyre, Hoffman, and Millstein (1998) aimed to understand the social context
of sexual behavior and found that sex-related behavior was described as a set of interrelated
games among African-American youth. These games include the courtship, duplicity, disclosure,
and prestige games. A courtship game refers to communicating sexual or romantic interest, with
the expectation of ultimately forming a romantic relationship. The duplicity game is disguised as
a courtship game, with the true intent to trick a potential partner to engage in sexual activity. A
disclosure game is engaging in gossip about one’s own and others’ sexual activities among peers.
Lastly, a prestige game focuses attention on formation of a gender-specific social reputation
among peers. Eyre and Millstein (1999) later sought to determine why African-American male
and female youth, aged 16 through 20, preferred sex with their partners. Having a “nice body”
was important in selection of a partner, although African-American males defined sexual arousal
as important, while African-American females did not. In addition, Milbrath, Ohlson, and Eyre
(2009) revealed cultural models describing adolescent romantic relationships among AfricanAmerican males and females. In terms of African-American youth, gaming, similar to the
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description by Eyre, Hoffman, and Millstein (1998) was a significant part of their cultural
models. Additionally, Eyre and colleagues (2012) noted that cultural models of infidelity among
African-American men and women, aged 19 to 22 years, contained a condom model. Here, it
was discovered that condoms were used in situations of infidelity as a way to appear faithful and
protect the unfaithful participant from risk of pregnancy or transmission of a sexually transmitted
disease, although, not specifically HIV.
Another area of focus within the literature on HIV risk and adolescents is the key actors
that can assist in HIV prevention. Much research caters to specific classes of individuals that
affect a young woman’s sexuality and HIV risk. However, in pinpointing these individuals, it is
unclear if these girls identify them as important, or if researchers deem them as significant for
analysis. For example, many researchers see mothers as integral in educating their daughters
(Dancy 2006; Dancy, Crittendon, and Talashek 2006). Pluhar and Kuriloff (2004), in
conversation with analysis of mother-daughter dyads, looked at the communication process of
conversations of sexuality between 30 low- and middle-income African-American mothers and
daughters. They revealed that there were both affective and stylistic processes in communication,
and that open and interactive communication was connected to closer relationships. Yet Barnes
and Bynum (2010) interviewed African-American mothers and their teenage daughters to
determine communication within dyads regarding sexuality. In some of these narratives,
daughters found mothers unable to convey sexual messages successfully, while mothers rated
themselves successful in their communication of these messages. In certain narratives, daughters
revealed that they used condoms sporadically during sex and engaged in oral sex—activities
associated with HIV risk. Mothers were normally unaware of the sexual activities of their
daughters, and often believed they were not sexually active.
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Similarly, close friends in peer groups have been noted as resources for relationship
advice and therefore have been viewed as potential HIV interventionists. Harper and colleagues
(2004) analyzed the role of close friends in the sexual lives of urban African-American
adolescents. Using in-depth qualitative interviews, 15 male and female participants noted that
close friends played an important role in how they thought about dating, sexual roles, and
behaviors. Gender differences were noted in this analysis. Girls, as noted by Sobo (1995) and
Fullilove and colleagues (1990), discussed being “in love” with their sexual partners, while
males discussed the physical aspects of sex with their close friends. This narrative of “love”
created greater risk of STIs, including HIV, because it was also associated with lack of condom
use. Table 2.3 provides a summary of the current conditions just mentioned, with starred items
noting sociocultural factors particularly relevant to the socioculturally-defined HIV risk revealed
by young African-American women in this study.
Table 2.3: Factors Important to Understanding HIV Risk
among African-American Female Youth
•! Individual!Behaviors/Factors:!
o! Early!sexual!debut!*!
o! Responses!and!negotiations!to!potential!sexual!violence!!
o! Psychological!distress!
o! Drug!and!Alcohol!Use!*!
o! Number!of!sexual!partners!*!
o! Sexual!Education!*!
o! Sexual!Sensation!Seeking!
o! Body!mass!
o! Selection!of!partner!
o! Sexual!activity!*!
•! Cultural!Beliefs!
o! Norms!of!femininity:!the!“good!girl”!versus!the!“bad!girl”!*!
o! Models!of!infidelity!
•! Social!Ecological!Factors!
o! Parental!involvement!*!
o! Sexual!activity!of!peers!*!
o! Economic!Reliance!on!Sexual!Partner!*!
*!Denotes!relevant!HIV!risk!factors!described!in!future!chapters!of!this!study.!!
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Chapter Summary
This chapter provided an overview of the anthropological view of the Southern AfricanAmerican community and the structural, social, and cultural factors that contributed to success
and adversity in the lives of members of that community during the Jim Crow era to present day.
Kinship, religion, education, and traditional and biomedical health practices were reviewed for
the reader. In addition, a brief overview of the epidemiology of HIV globally, in the United
States, and in Alabama were provided. Finally, the reader was presented with public health and
anthropological literature highlighting factors relating to increased HIV risk of AfricanAmerican women, men, and adolescent girls. These factors were tied to experienced instability
commonly found as a result of poverty, dysfunctional gender norms, and stigma that is
historically rooted in various forms of discrimination experienced by African Americans in the
South. This literature review informed the trajectory of this project. In the next chapter, a
theoretical overview of this dissertation will be presented for the reader.
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CHAPTER 3
A BIOCULTURAL APPROACH TO UNDERSTANDING HIV RISK IN
ADOLESCENCE AND EMERGING ADULTHOOD
Introduction
This chapter presents the theoretical framework used to inform the direction of this
dissertation. This framework is to be viewed through a biocultural medical anthropology lens,
highlighting sociocultural influences on biological health outcomes and vice versa. While HIV
risk does not have an explicit measurable biological outcome, implicit sociocultural impacts on
HIV risk have the potential to result in an HIV diagnosis later in life and can therefore be viewed
as “biocultural by extension” as described by DeCaro (2015).
The manner in which the biocultural tool kit was used in this study highlights the
incorporation of disciplinary theories primarily applied in anthropology, psychology, and public
health to garner a greater understanding of the intersection between biological and sociocultural
influences experienced in adolescence and emerging adulthood. In addition, this toolkit enables
an investigator to triangulate data via qualitative and quantitative methods, as described briefly in
this chapter.
This study addresses how social ecology can either provide protection from or further
increase risk of HIV in African-American adolescents and young women who experience
marked disadvantage due to structural constraints associated with sexism, racism, and poverty.
These factors are typically associated with negative biological consequences including
HIV/AIDS. The synergy between “structural violence” (Farmer 2001, 2003) resulting primarily
from poverty gave rise to what Armelagos, Brown, and Turner (2005) describe as the third
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epidemiological transition—a shift in disease patterns which began at the end of the 20th century
and is characterized by new and re-emerging infectious diseases due in large part to rapid
transmission caused by globalization. These infectious diseases are first experienced by those
living in impoverished environments, where disease burden is high and immunological defenses
are low. This “structured risk” introduces physical and psychological suffering that further
exacerbates biological susceptibility to disease, particularly among the poor (Farmer 2003).
Nevertheless, this structured risk is variably distributed in the most economically disadvantaged
communities, with pathways of resilience evidenced in social ecological connectedness and
support demonstrating slight improvement in health outcomes. The utility of a biocultural
approach to the study of HIV risk is determining why some individuals are able to maintain
better health in comparison to other group members living in similar economic circumstances.
Scholarly literature focused on risk, social integration, and social support—key variables
to this study—will be described. In particular, interdisciplinary insights of risk useful to guiding
this study will be discussed. In addition, social scientific studies associated with social
integration and social support will be presented. Finally, the study’s primary theoretical
framework that is comprised of Bridging Multiple World Theory, Cultural Consensus Theory,
and Cultural Consonance Theory will be outlined.
Theorizing Risk
Risk is oftentimes addressed in two ways. First, risk is presented as identification of
characteristics within a particular group or groups with increased rates of disease. Unfortunately,
the characterization of particular groups as more susceptible to a particular disease than another
can create a moral panic and stigmatization of not only the disease, but of the group labeled as
risky. This is eloquently conveyed in Susan Sontag’s analysis of the metaphors associated with
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AIDS (1989) and cancer (1978).
In addition, the characterization of increased risk as inherent in or to specific groups can
set the stage for other at-risk groups to be viewed as unworthy of investigation or federal funding
because they do not fulfill minimum requirements to be labeled as “risky.” Information regarding
diseases is presented widely through national and state statistical data provided by organizations
including the World Health Organization and the Centers for Disease Control and Prevention.
While this statistical data is informative in terms of obtaining baseline statistics regarding
various diseases, these health challenges do not occur in a vacuum.
This data seldom provides contextual information regarding disease outcomes, although
it does illuminate variables potentially contributing to increased or decreased risk behaviors. The
discussion of contributors to increased or decreased individual risk behaviors is the second way
that risk is discussed, primarily in public health venues. Risk is assessed in terms of individuals
“at risk” because they come into contact with or avoid “risk objects” as described by Boholm
(2003). For the purposes of this study, “risk objects” are people, places, and things found
primarily in areas of poverty that increase or decrease HIV risk for African-American adolescent
girls, thereby defining risk beyond individual actions and behaviors. Put another way, these are
uncontrollable environmental factors that create greater risk for individuals.
Foucault (1972, 1976) provides a useful historical analysis contributing to a greater
understanding of risk. First and foremost, Foucault (1976) argues that discipline of individual
bodies during medieval times bore the development of “biopolitics” or control of populations by
governments by the end of the 18th century. Accordingly, this management of populations is
beneficial in that it prevents depopulation, ensures a sustainable tax base, and provides continual
manpower for military defense purposes. In line with these objectives, governments fixated
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primarily on control of sex and reproduction through medical institutions. Regulation, control,
and monitoring of reproduction addresses the overall health of a population, whereas regulation,
control, and monitoring of sex underscores concerns regarding disease transmission and
prevention. Reproduction and disease transmission in a population thus needs to be controlled.
However, control of a population in these two important respects are differentially produced and
presented to individuals viewed as more desirable and less desirable by governments. For
example, reproduction may be highly advised to those viewed as more appropriate to fulfilling
the aforementioned governmental goals, resulting in greater access to medical interventions
including health care, vaccines, and medicines. Individuals viewed as undesirable are arguably
more at risk of exposure to and infection of diseases.
Foucault (1972, 1976) further explains that beginning in the Victorian Era, discursive
practices that reinforced appropriate sexuality and behavior were distributed through
governments and supported by citizens in an effort to display morally appropriate conduct.
Along with power of the government, power emerges from and is distributed through groups in
an effort to invent personal identities. Self-surveillance and policing of others belonging to
similar groups and communities occur unconsciously. In this manner, responsibility shifts from
governments to individuals as a means of self-governance to enforce personal responsibility of
behavior. Discursive practices emphasize dominant, desirable norms featuring governmental
preference to individuals who are predominantly white, economically wealthy, engaged in
heterosexual, monogamous partnerships, and produce offspring that meet the needs of the
government. This historical analysis provides an explanation for why structural factors creating
increased risk for particular groups are ignored. The materialization of these dominant, desirable
norms are consistently reproduced to address changes to society, with individuals who most
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closely match these norms having greater power and access to manipulate these discursive
practices.
In concert with Foucault’s (1972, 1976) insights, African Americans are especially at
increased risk of disease, danger, and violence due to their objectification more generally. This
objectification is a result of antiblackness—a societal phenomenon promoting the belief that
blackness is synonymous with death (Brady 2014). Association of black bodies with death is in
relation to the dehumanization of African Americans that began during slavery and continues
present day (Hartman 2008). This antiblackness results in increased risk of poor health due to a
precarious existence for the majority of African Americans in the U.S.
In focusing specifically on working class African Americans, it is worthy to note that the
creation of a “risk society” in modern times emerged due to anxiety regarding the future as it
relates to safety and well-being (Beck 1992; Giddens 1998). In this regard, conversations
surrounding risk devoid of understanding sociocultural influences regarding health knowledge
and behaviors, particularly in marginalized communities, is hazardous. As noted in the previous
chapter, structural inequalities faced by many African Americans in the U.S. come with
unfortunate consequences. In particular, many poor African Americans are unable to concern
themselves with the future, nor are their primary concerns centered on safety. Rather, survival is
of principal interest.
It can be argued that working class African Americans bear the brunt of increased risk
due in large part to the lack of an imagined future. Harris (2004) notes that young American
women, no matter what ethnicity or social class, have many hopes imposed on them. Those
successful in fulfilling these expectations are viewed as desirable citizens, worthy of praise and
recognition for fulfilling the desires of nation states without the guidance of governmental
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authorities or resources. Harris (2004) terms these young women as “future girls” and describes
them as successful, self-inventing, prepared for the future, establishing successful opportunities,
conspicuously consuming, and delaying motherhood (Harris 2004). She juxtaposes the future girl
with the at-risk girl, noting that “young women of quite specific populations have been used
symbolically: particular kinds of young women have been constructed as a problem for society,
namely young mothers, the sexually active, and Black and Indigenous girls” (2004:15). These atrisk adolescent girls are oftentimes viewed as deviant, pathological, and expendable.
Furthermore, they are excised from future imaginations on a societal level.
Likewise, Emirbayer and Mische (1998) note that in theorizing “agency,” a sociological
term used to describe an individual’s ability to freely make decisions regarding their life, this
concept involves a temporal element that takes into account a person’s ability to recognize their
past, present, and future. However, as noted in the previous paragraph, the ability to negotiate a
future, particularly one that is part of dominant, societal views, is privileged from a structural
perspective. Therefore, agency is constrained in this respect.
While there has been little movement to reduce the income, social, and educational
inequality between African Americans and European Americans, there exists variation in risk,
even among the most economically disadvantaged. In particular, scholars point to the importance
of social integration and social support as areas that contribute to resilience in health, in spite of
racial-ethnic and economic marginalization. Through these particular social ecological areas,
individuals are able to exert limited agency in the face of structural barriers experienced. These
insights will be provided next.
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Social Integration and Support
Social integration is defined in two ways: (1) an individual possessing a diverse range of
relationships (Cohen et al. 1997; Thoits 1983), or (2) an individual involved in a range of social
activities (House, Robbins, and Metzner 1982). Those who are socially integrated are exposed to
social controls and peer pressures that dictate normative health behaviors (Cohen, Underwood,
and Gottlieb 2000). Individuals with greater social integration are more likely exposed to
multiple sources of information and will have a greater probability of having access to
appropriate information sources. Cohen, Underwood, and Gottlieb note, “Information could
influence health-relevant behaviors or help one to avoid or minimize stressful or other high-risk
situations. For example, network members could provide information regarding access to
medical services or regarding the benefits of behaviors that positively influence health and wellbeing” (2000:11). While social integration patterns are necessary to determine how information
is being disseminated, it is also important to gain insights into how culture shapes formation and
practice of knowledge through behaviors.
In theory, social integration occurs as a result of macro-societal level influences on the
micro-individual level where both harmonious and conflicting relationships within and between
levels exist (Sonnenberg 2014). Within these overlapping levels, social structure provides
opportunities for agency, constrains agency, and introduces resources that further individual
agency, resulting in supportive or oppositional individual behavior (Sonnenberg 2014). An
example of macro-level social integration is provided by Marx (1887) when he noted that the
labor market system influenced formation of social classes resulting in social solidarity within
classes and social conflict between classes.
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In addition, Durkheim (1984) notes that social integration in modern societies flourished
in response to greater interdependence and reciprocity of goods and services needed in a
specialized labor market, thus creating social solidarity. This division of labor and collective
consciousness surrounding mutual dependence and exchange supersedes the importance of
shared values and norms. His earlier theory of social integration suggests that this cooperation
forms new values and norms founded on economic importance in labor markets.
Durkheim (1984) develops his theory of social integration further by noting that cultural
norms and values are important to maintain group solidarity and social cohesion. In other words,
it is not enough to participate in reciprocal exchanges with other individuals based on specific
material or economic needs. There must also exist agreement of cultural norms dictated by the
labor market economic system. In addition to the social integration that this cultural consensus
provides, it is also helpful in determining who should be excluded from a social group.
In an effort to systematically investigate social integration that are oftentimes defined beyond
classifications of kin group, tribe and village common in earlier anthropological analysis, Barnes
(1954) and Botts (1957) developed social network theory. This allowed for anthropologists to
analyze social integration of individuals belonging to a social system, as opposed to investigation
of social interactions within a confined social group. Social network analysis is interested in
describing characteristics patterns of social ties in a social system, and use these patterns to
identify how social structure restricts the behaviors of individuals within the social system (Hall
and Wellman 1985). These theories have been applied to the study of social integration’s role in
improving human health.
Durkheim’s (1951) analysis of suicide is such a landmark investigation. Durkheim
believed that “social facts,” material items such as written laws, act upon and influence actions
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of individuals in society. Durkheim (1951) notes three different themes surrounding personality
that enabled individuals to react to the “social facts” embedded in daily life. These themes
include recognition that an individual has a personality, that a personality has to be sacrificed for
community ideals, and that a personality should be sensitive to ideas of social progress. All of
these facets of personalities are in a constant state of achieving equilibrium within an individual
embedded in social life. However, those who emphasize one personality over other personalities
in response to “social facts” found in society are at risk of suicide.
Durkheim (1951) hypothesized that Catholics should show lower rates of suicide because
of their more balanced personalities in response to greater social control of the church and
greater social integration in comparison to those of the Protestant faith. Specifically, Durkheim
found that individuals less integrated into the social fabric were more likely to commit suicide. In
a similar vein, Berkman and Syme (1979) conducted a longitudinal study to determine the
relationship between social integration and mortality. They measured marital status, patterns of
friendship, and membership in formal organizations and found that individuals with more social
ties over time lived longer. This correlation was independent of socioeconomic status,
perceptions of health status at the beginning of the study, medical care access, and health
behaviors including smoking.
As noted, the more socially integrated one is in broader social life, the more likely that
individual will have better health outcomes. Social support goes hand-in-hand with social
integration as an important social ecological variable that results in improved well-being. The
measure of social support as an outcome of social integration has also been used to determine
resilience in well-being, despite structural factors such as poverty and racism that may otherwise
harm health. While it is helpful to note that, generally, greater social integration results in
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improved health outcomes, social support highlights important people in the lives of individuals,
and how their support impacts positive health behavior (Dressler, Bailerio, and dos Santos 1997).
In his analysis of depression among African Americans living in the Southeast, Dressler
(1985) notes that exposure to stressful life events and chronic stressors increase risk of mental
illness. Social support has been found to buffer or indirectly modify effects of stressors on health
more broadly. Adaptive coping styles and social support reduces risk. Using ethnographic
evidence that suggests extended family in the African-American community dampens the
negative effects of stress, Dressler (1985) hypothesized that greater support from kin should
result in decreased mental health issues. Dressler (1985) found that greater perceived kin-related
social support among participants was associated with fewer reported depression symptoms.
With these findings in mind, key social ecological variables in this study include social
integration and social support. Central to this study is determining the effects that these variables
play in creating variation of HIV risk among low, middle, and high socioeconomic status
African-American female teens and emerging adult participants. Social integration and support
are measured through Bridging Multiple Worlds Theory, as described in the following section.
Ecocultural and Bridging Multiple Worlds Theories
Cultural models are embedded in anthropological approaches to childhood and
adolescence as ways to determine how culture becomes everyday practice. Ecocultural Theory,
developed by Weisner (1997, 2002), emphasizes the activity settings that shape cultural child
development. These activity settings consist of everyday activities and routines that introduce
variability to the production and reproduction of culture throughout the life course. Universal in
childhood is influence of the sociocultural context or “ecocultural niche” on the activities and
routines. These sociocultural environments vary from group to group, wherein certain activities
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and routines for one group may be more valued by another group. The enactment of these
everyday activities and routines depends on the supports and constraints in the ecocultural
context. In Weisner’s (1997, 2002) Ecocultural Theory, families focus on cultural well-being of
children, an explicit outcome, which is defined as “the ability to successfully, resiliently, and
innovatively participate in the routines and activities deemed significant by a cultural
community” (Weisner 1998: 75).
Child well-being, although defined differently in varying cultural contexts, includes
routines reflecting stability, predictability, ecological fitness, balance between family and
community interests, and cultural meaning of well-being to caregivers and the children
themselves (Weisner 2002; Stevenson and Worthman 2013). Common features of activities
include goals, values, emotions, and motives of the family, and tasks, scripts of normative
conduct, appropriate relationships, and resources available for the activity (Worthman 2010).
Child well-being is understood through the analysis of these features of the activity setting. The
Ecocultural Family Interview, a semi-structured interview protocol, was developed to reveal
variation in child well-being along different cultural contexts (Stevenson and Worthman 2013).
Implicit in Weiser’s Ecocultural Theory is the structuring and interpretation of experience
through cultural models.
Ecocultural Theory has been modified to consider adolescent development and take into
account the variety of “worlds” that adolescents are exposed to outside of family life as they
emerge into adulthood. Cooper (2011) and colleagues (2002) note that modification to the
Ecocultural Theory should focus on later periods of life, including adolescence and emerging
adulthood. The “Bridging Multiple Worlds Theory,” a revision of Ecocultural Theory, includes
the use of educational anthropologists’ Phelan, Davidson, and Cao’s (1991) theoretical metaphor
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of “worlds.” Worlds are bounded areas, such as families, schools, neighborhoods, or churches,
where cultural knowledge and behavior familiar to the insiders of each world can be identified.
Similar to Ecocultural Theory, the goals, values, beliefs, expectations, and behaviors
found in these worlds are important to evaluate in determining the success or failure of the
individual assessed (Phelan, Davidson, and Cao 1991). An analysis of social worlds via Bridging
Multiple Worlds Theory (BMWT) enables research to engage the various social settings of older
children, teenagers, and emerging adults. BMWT has been applied primarily to discover social
ecological factors influencing academic success or failure of students, or the ability of college
students to maintain college attendance despite difficulties associated with integration of social
worlds (Cooper et al. 2002; Cooper 2011).
In addition to acknowledging the types of social worlds in which a participant engages as
outlined by Phelan, Davidson, and Cao’s (1991) work, Cooper’s (2011) Bridging Multiple
Worlds Theory includes various interview schedules and surveys that qualitatively and
quantitatively measure facets of social ecology. Important to this study are a participant’s
identification of her social worlds, important individuals in each world, the goals, values, and
expectations the important individuals have for the participant, key individuals who help a
participant reach success (termed “cultural brokers”), and important people who are barriers to
success (termed “gatekeepers”).
To illustrate application of the BMWT, Cooper and colleagues (2002) studied the use of
educational outreach programs as an alternative social world outside the representative social
worlds described including family, neighborhood, church, etc. The goals of these outreach
programs was to encourage African-American and Latino students in California to stay in high
school and attend college. Results showed variation between social contexts for students that
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influenced greater engagement with these academic outreach programs and provided a more
positive trajectory toward college attendance. Students who engaged in this alternative social
world identified more positive goals and expectations from family social worlds and more
negative goals and expectations from neighborhood worlds. The family and neighborhood social
worlds would effectively create conflict for the student in this mismatch of the goals and
expectations of important people found in these social worlds. Students who identified conflict or
a mismatch between these social worlds would typically use these academic outreach programs
as a means to overcome this conflict. These academic outreach programs allowed for an
alternative social world for these African-American and Latino students that were essentially
used to gain tools to create dialogue among important people of their contradictory social worlds.
These academic outreach programs also allowed for greater understanding for important people
in social worlds who created barriers to furthering education for these students.
For this study, participation in social worlds is used as a measure of social integration and
key individuals identified is used as a measure of social support. (Greater detail on both
measures are provided in chapter four.) Social integration and social support are described in
conjunction with the unveiling of the cultural model of HIV risk—an aim of this project that is
theoretically informed by cultural consensus theory and analysis as described in the next section
of this chapter.
Cultural Consensus Theory
Cultural consensus theory, made popular by Romney, Weller, and Batchelder (1986),
identifies what information is culturally shared. Cultural consensus theory can be used to identify
cultural models of a particular cultural domain. Domains are a set of associated ideas or things
that everyday people talk about in their culture (Weller and Romney 1988). For example,
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Copeland (2012) assessed the cultural domain of self-managing HIV/AIDS among HIV+ women
in Nairobi, Kenya, with associated items to this cultural domain including abstinence and a
balanced diet, among other elements. Likewise, a cross-cultural investigation in Bolivia, Chile,
and Mexico of the cultural domain of HIV/AIDS among teenagers note important dimensions of
understanding the disease that included risk factors, physical and social consequences of
infection, and prevention (Lopez et al. 2010).
A positive aspect of cultural consensus theory is the ability to quantitatively determine if
a group of participants share cultural beliefs as outlined in the cultural model. This can be done
with a small number of participants, even when participants vary greatly along dimensions of
gender, ethnicity, and class (Romney, Weller, and Batchelder 1986; D’Andrade 1995). Weller
(2007) notes that a conservative sample size of thirty is initially appropriate to determine if a
cultural model is shared.
Cultural consensus analysis, a method produced through this theory, calculates
correlations derived by an informant-by-informant matrix that compares the responses of each
individual with that of every other individual in the sample (Weller 2007). Those whose
responses recur more often by other individuals demonstrate greater cultural competence, which
is a calculated score through cultural consensus analysis that ranges from 0 to 1. This score
provides an approximation of the possibility of a respondent knowing the correct aggregate
response to any of the statements that represent the cultural model. Individuals with higher
competence scores are seen as experts of the group, as they demonstrate that they agree with
other expert participants more frequently, creating tighter agreement about the cultural domain in
question (Romney, Weller, and Batchelder 1986; Swora 2003).
Cultural consensus analysis provides an estimation of the most culturally agreed upon set
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of responses, or an “answer key,” through weighting each respondent’s answers by their cultural
competence scores. This “answer key” is the salient culturally correct responses about the given
domain and the overall cultural model. Using this “answer key,” anthropologists are able to
determine who is knowledgeable of the cultural domain. If two or more people shared the
cultural model or even only some parts of the model, then they are thought to not only share the
cultural model, but also culture (D’Andrade 1995).
In order for the cultural model to be determined as shared, and fulfill the “one culture
hypothesis” (Borgatti 1996), the three following assumptions are made: (1) participants of the
study all come from a common culture; (2) each participant provides responses independently of
other participants; and (3) each participant has some variable knowledge over all the questions
that make up the cultural model (Romney, Weller, and Batchelder 1986). Provided that these
assumptions are true, then the eigenvalue ratio between the first factor and second factor,
calculated in UCINET software, must meet the minimum 3:1 value in order to determine that a
cultural model is shared among a group (Romney, Weller, and Batchelder 1986). Additionally,
average competency scores above 0.5 and absence of negative competency scores provide
further evidence that a cultural model is shared (Romney 1999; Weller 2007).
Cultural consensus analysis has been used in the past to determine cultural models of
sexual risk. In particular, Swora (2003) revealed that male and female college students in upstate
New York shared a cultural model of sexual risk, although differences based on gender existed.
She found that males believed that heightened sexual desire made it difficult to engage in safe
sexual practices, while females believed that alcohol use was a major culprit in risky sexual
activity. Both males and females shared approximately the same competence in the model.
In contrast, Romney and colleagues (1987) investigated the efficacy of 15 types of
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contraceptives among 13 male and 13 female undergraduate students. When the ranking data of
males and females were combined and analyzed, a cultural model of contraceptive efficacy was
not revealed. However, when data was separated according to gender, the female students shared
a cultural model while male students did not.
In another study, Grant and Ragsdale (2008) utilized cultural consensus analysis to
determine differences between physicians and older, newly single African-American and
European-American women in cultural models of mature sexuality and HIV risk. While these
three groups shared the same cultural model, important differences existed between patient and
provider. For example, the older women believed that they were at risk of HIV and noted that
their physicians did not acknowledge their sexuality. In contrast, physicians believed that these
women were not at risk, and noted that they advised younger patients on HIV and STD risk more
often.
Specific to the focus of the population that this study wishes to address, the application of
cultural consensus analysis in studies of African-American adolescent and emerging adult
sexuality has been explored in various ways. Many anthropologists have focused on concerns at
the periphery of HIV, such as formation of romantic relationships, sexual activity or lack thereof,
and decision-making in selection of partners. For instance, Eyre, Hoffman, and Millstein (1998)
aimed to understand the social context of sexual behavior and found that sex-related behavior
was described as a set of interrelated games among African-American youth. These games
include the courtship, duplicity, disclosure, and prestige games. A courtship game refers to
communicating sexual or romantic interest, with the expectation of ultimately forming a
romantic relationship. The duplicity game is disguised as a courtship game, with the true intent
to trick a potential partner to engage in sexual activity. A disclosure game is engaging in gossip
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about one’s own and others’ sexual activities among peers. Lastly, a prestige game focuses
attention on formation of a gender-specific social reputation among peers. Eyre and Millstein
(1999) later sought to determine why African-American male and female youth, aged 16 through
20, preferred sex with their partners. Having a “nice body” was important in selection of a
partner, although African-American males defined sexual arousal as important, while AfricanAmerican females did not. In addition, Milbrath, Ohlson, and Eyre (2009) revealed cultural
models describing adolescent romantic relationships among African-American adolescent males
and females. In terms of African-American youth, gaming, similar to the “prestige games”
description by Eyre, Hoffman, and Millstein (1998), was a significant part of their cultural
model.
These studies show the utility of cultural consensus theory and analysis in the study of
African-American female adolescence and emerging adulthood. However, there is an absence of
investigations focused directly on HIV risk and understanding of social ecology viewed as
pertinent in this research. In addition to the application of cultural consensus theory, cultural
consonance theory is the final anthropological concept used to complete the theoretical
framework for further exploration of the cultural model of HIV risk, as explained in the next
section.
Cultural Consonance Theory
Formulated by Dressler and colleagues (2005, 2015), cultural consonance theory and
analysis was partly inspired by Cassel, Patrick, and Jenkins’s (1960) notion of cultural
incongruity. They noted that individuals migrating into a new environment with differing
cultural norms experience a mismatch that results in higher stress, as evidenced by higher blood
pressure. Therefore, those who are knowledgeable of cultural norms and who enact these
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acceptable behaviors and beliefs in their daily lives benefit from reduced stress and better health.
Likewise, cultural consonance was developed as a way to determine how individuals negotiate
cultural models in their daily lives and how enacting norms affects a person’s health in
comparison to those who did not enact suitable cultural models (Bernard 2006; Dressler,
Balierio, and dos Santos 2002). As Dressler and colleagues note, “Cultural consonance is the
degree to which individuals, in their own beliefs and behaviors, approximate the prototypes for
belief and behavior encoded in cultural models. It is a measure of how collective cultural
representations get translated into the lives of individuals and the health implications of that
translation” (2015:3). In other words, cultural consensus analysis described in the previous
section develops an understanding of cultural models on a community level, while cultural
consonance analysis reveals enactment of these cultural models on an individual level.
Cultural consonance enables anthropologists to determine the protective factors of
cultural models as they are enacted in everyday life. For example, Dressler, Baleirio, and dos
Santos (1997) noted that individuals in Brazil who enact the cultural model of social support
have better health outcomes, as evidenced by lower blood pressure and depressive symptoms.
Cultural consensus and consonance theory and analysis has not been widely used in
adolescent populations, although Sweet’s (2010) work is an important exception. In her study,
she revealed that low socioeconomic status African-American youth share a cultural model of
social status that revealed the importance of material items to establishing their identity.
Interestingly, she found that low socioeconomic status participants who were more consonant
with the social status cultural model also displayed higher blood pressure. This was perhaps due
to the stress they experienced in keeping up an image difficult to sustain in light of their limited
economic resources. This finding expands Dressler and Bindon’s (2000) work on cultural
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consonance and social support in a Southern African-American community, noting that
individuals who displayed high cultural consonance and social support displayed lower blood
pressure.
Sweet’s (2010) investigation is an excellent example of the strength of combining
cultural consensus and consonance theories, particularly in the study of African-American
adolescence and emerging adulthood. Missing in her work, however, is the theoretical
contribution of the ecocultural anthropology of child development.
This project sought to use cultural consonance theory and analysis to determine how the
cultural model of HIV risk was enacted among African-American young women during their
high school years, and to determine which social ecological components were a described in
terms of understanding HIV risk. While measures outlined in cultural consonance were used in
order to determine how participants enacted the cultural model of HIV risk, diverging from this
theoretical approach is the belief that greater individual enactment of the cultural model of HIV
risk will result in greater well-being. On the contrary, those who negotiate the cultural model of
HIV risk reveal varying degrees of potentially harmful effects to health.
In closing, Figure 3.1 provides a summary of the theoretical framework used in this
investigation of HIV risk among African-American adolescent and emerging adult women.
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Figure 3.1: Theoretical framework used in this study.
Chapter Summary
This chapter provides theoretical insights associated with risk, social integration, and
social support important to the goals of this project. Risk increases in particular groups based on
how sex and reproduction—factors important at both individual and population level health—are
differentially controlled among citizens. Despite this formation of an underclass that puts less
desirable citizens at increased risk of poor health outcomes, this chapter affirms the importance
of social integration and social support in demonstrating resilience among marginalized groups,
including African Americans.
In lights of these understandings, the theoretical framework of this project which consists
of bridging multiple worlds, cultural consensus, and cultural consonance theories was presented.
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These theories provide a biocultural lens that stresses the importance of investigating social
ecological factors, including social integration and support, and determining how these social
ecological variables inform the cultural model of HIV risk. Finally, the combination of these
theories illuminate which young women are at greater and lesser HIV risk, and how social
integration and social support impact this indirect health outcome. The next chapter will provide
the methods used in this study.

!
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CHAPTER 4
RESEARCH DESIGN AND METHODS
Introduction
With the theoretical framework and associated variables of importance as highlighted in
the previous chapter, this study incorporated a mixed method approach as a way to answer the
questions and test the hypotheses outlined in the first chapter. This chapter will highlight the
research methods that were used in order to collect data and unveil the facets of HIV risk
important to this study.
This study consisted of three phases that took place over the course of 28 months. Initially,
this study began in Tuscaloosa, Alabama. Tuscaloosa is located in the western part of the state.
The population of Tuscaloosa County is approximately 190,000, and it is thus considered an
urban area (U.S. Census Bureau 2015). Within Tuscaloosa, the first phase of the study included a
low-income African-American community and a predominantly African-American high school.
This high school was used for recruitment again in the second phase. Finally, in phase three, the
study included the low-income community used in Phase I, a community college, a university,
and various AIDS Service Organizations (ASOs) throughout the Southeast.
Phase I: Participant Observation of Field Sites
Participant observation took place in the Hope Community Center. This community
organization is in the center of the predominantly African-American Hope neighborhood. The
Hope neighborhood is a section 8 housing area in Tuscaloosa, and the histories of residents
living in this community are varied. Some residents have lived there for a long time, while others
66

live there a short time in order to reestablish stability in their lives. Some residents are
unemployed while others may hold two or three minimum wage jobs. Entrée into the community
was facilitated through volunteer work as a G.E.D. math teacher and after school helper at the
Hope Community Center, which provides additional activities for community members
discussed further in the ethnography provided in chapter 5. The young women of this community
attend the local predominantly African-American high school that was the other field site
observed for this study.
During 2011-2012, Southeastern High School3 was 99 percent African American, with
female students making up 54 percent of the total student body (National Center for Education
Statistics 2014). The boundaries of this high school serve three local low-income housing
developments, including the Hope neighborhood, where numerous families live. These students
were utilized for this study because they live in areas that put them at higher ecological risk of
HIV due to poverty (Brewster and Padavic 2002; Stack 1974), an imbalance of power in
relationships based on gender roles expectations (Whitehead 1997), partner concurrency (Carey
et al. 2010; Sobo 1998), and lack of condom use (Adimora et al. 2003; Whyte 2006).
In Phase I, participants were observed in their social worlds from August 2013 to May
2014. Some settings that were observed at the high school included female student activity in the
classroom, lunchroom, gymnasium, principal’s office, and outdoor atrium. Particular attention
was given to interactions that young female students had in this academic settings and with their
school peers. The high school and associated activities were primarily used because Alabama
state laws require adolescents to attend school until age 17. After this age, they can withdraw
from school if the child’s parent or legal guardian grants written consent. If the child chooses to
3

“Southeastern High School” is a pseudonym used to protect the privacy of the participants,
administrators, faculty, and staff.
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withdraw with parental consent, the student is required to complete an exit interview in which
school personnel discuss the consequences of dropping out of high school with both the student
and parent. These consequences include decreased employment opportunities and future earning
potential (Alabama Code § 16-28-3). Based on these legal guidelines, it was expected that the
majority of adolescent African-American women aged 14-18 would be enrolled in school. This
phase and additional phases were approved by the Tuscaloosa City School System and the
principal of the high school. Adolescent life in both the Hope neighborhood and Southeastern
High School were recorded in field notes.
Phase I: Multiple Worlds and HIV Risk Interview & Focus Groups
In addition to participant observation, Multiple Worlds and HIV Risk qualitative
interviews were conducted (see Appendix A). Free listing and open-ended interviews were
conducted with ten teen female participants during this phase. Six of these young women were
recruited directly from the Hope Community, while four additional teen girls were recruited
through my personal social network. Participants were recruited via convenience sampling. In
order to be eligible to participate in this phase, respondents needed to be female, 14-18 years of
age, live in Tuscaloosa, Alabama, and identify as African American. Participants were given an
incentive of $15 for their time. Six young women who completed interviews lived in the Hope
Neighborhood. With the assistance of the director of the community center located in the
neighborhood, these participants were recruited through door-to-door visits with parents where
the study was explained at length. Parental consent and child assent was collected for this phase
of the study (see Appendices B and C).
After exhaustive efforts to recruit additional participants through the Hope Community, it
became necessary to recruit additional young women from surrounding low-income
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predominantly African-American communities. Members of the local Black church I attend
whose children attended the high school under observation, or who lived in economically
marginalized settings, were contacted and a description of the study was provided. An additional
three respondents were recruited through my church, and the last participant was a cousin of one
of these young women. Although the cousin attended Southeastern High School, she did not
attend church. While not ideal, this recruitment allowed for variation in the data, given that these
young women attended church regularly and could therefore shed some light on this social
world. This viewpoint is important given that participant observation at a local Black Baptist
church of a teenage women’s ministry did not come to fruition. Initially, this church agreed to
the observation. However, when it came time to schedule visits to serve as a participant observer,
the head pastor and youth pastor stated that they were too busy to assist. Therefore, the responses
that these three respondents provided allowed for a better understanding of how spiritual and
religious beliefs presumably through church attendance intersected with the cultural model of
HIV risk.
Multiple world interviews were conducted with the ten participants in order to elucidate
descriptions of their social worlds (see Appendix A). The following list of topics were included
as points of interest in this project:
•! social worlds which participants occupied (selection from social worlds provided in
Cooper’s (2011) scholarship including family, neighborhood, friends, school, church,
romantic relationship, sports teams; participants were also able to add additional worlds)
•! Important people in social worlds selected (e.g. mother and father in family world;
teacher in school world, etc.)
•! Goals, values, and expectations (GVE) of important people
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•! GVE of participant for herself
•! Challenges in social worlds
•! Resources to address challenges in social worlds
•! Individuals who cause difficulties in reaching goals (“gatekeepers”)
•! Individuals who help reach goals (“cultural brokers”)
Qualitative data collected describing the multiple worlds in Phase I were used to create
the quantitative Multiple Worlds Inventory (MWI) used in Phase III, which is discussed in depth
later in this chapter. The MWI is a culturally relevant instrument that includes a checklist of
potential social worlds; key people in these worlds; goals, values, and expectations described;
and cultural brokers who help in obtaining goals. In Phase III, the MWI provided quantitative
measures of multiple worlds described by participants. The multiple worlds interview was
adapted from guidelines found in Cooper’s (2011) work.
The second part of qualitative interviews consisted of freelist and open-ended questions
to determine perceptions of HIV risk including the prototype of low risk and high risk (see
Appendix A). Free listing requires the participant to create an exhaustive list of all items within a
cultural domain and may be used to focus in on a particular category introduced by the subject
(Bernard 2006). For example, within the domain of HIV risk, particularly in describing low risk,
a possible subdomain introduced by the participant might be “social support.”
At the outset of the HIV risk interview, responses were not prompted. However, once the
response was exhausted, probes were used to clarify vague or broad answers. Statements that
focus on personal preference were avoided. Open-ended questions were integrated with freelist
questions in order to obtain a greater understanding of the cultural context of HIV risk. The
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following list of topics were of interest in the HIV Risk Interview portion of the interview
schedule in Phase I:
•! Major concerns of girls living in their communities
•! General knowledge of HIV
•! Perception of HIV as a problem for African-American teens
•! Description of the following items of girls participants know personally that they
perceive of as high risk and low risk of getting HIV
o! Multiple worlds and important people in those worlds
o! What these important people are like (if they are aware)
o! Activities in which the high risk/low risk girl is engaged
o! Personality description of high risk/low risk girl
o! Behavior of the high risk/low risk girl that lends to her risk category
o! Description of physical appearance
•! Situations and scenarios in the local community that contribute to greater HIV risk
o! What causes these situations
o! How these situations are avoided
•! If they know someone HIV-positive
•! If they have ever been tested for HIV
Once the ten interviews were conducted, audio files were transcribed and major themes
related to HIV risk were outlined. After these themes emerged, two follow-up focus groups
conducted in March and April 2014 allowed for clarification of qualitative interview responses
(see Appendix D). Topics discussed in the focus groups included the following:
•! Clarification of the ways HIV is discussed and terminology that is used
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•! Ranking of HIV in association with other health concerns
•! Condom use and how it is discussed in the community
•! GVE by important people in the lives of low risk/high risk girls
•! Important people that can be contacted to obtain information about HIV
Six of the original ten respondents participated in the two focus groups. Of the six that
were recruited through the Hope Community, three young women participated in the first focus
group. Of the four that were recruited through my personal church network, three young women
participated in the second focus group. Parents provided consent for their daughters to participate
in the focus groups (see Appendix E), and participants provided assent (see Appendix F). These
focus groups allowed for follow-up questions in an effort to ensure greater clarification of
qualitative interview responses. Participant observation and qualitative insights provided through
interviews and focus groups informed the second phase of research consisting of formation and
administration of a cultural consensus survey.
Interviews were conducted in a location convenient to the participant, in private, free
from noise and interruption. Locations included the community center office and private homes
of the participants who were interviewed. These interviews were audio-recorded. Digital
transcripts of the interviews were created and participants were matched to their transcripts
through a case identification number. Participants’ names along with their corresponding case
identification numbers were noted in a separate computer file on an external drive for my
reference. With the use of Dedoose (2015) and Excel, transcripts were analyzed for major
overarching themes found across participants’ responses using techniques found in grounded
theory (Strauss and Corbin 1998). Open coding was initially used in qualitative interview
transcripts, ethnographic fieldnotes, and associated theoretical memos to elucidate concepts. A
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constant comparison method was used with new fieldnotes, interview transcripts, and memos in
order to refine, combine, and/or modify existing concepts. Lastly, numerous concepts were
converted into overarching themes that combined both emic and etic explanations of HIV risk
(Strauss and Corbin 1998; Harris 1976).
Phase I: Discourse Analysis of Church Sermons
As noted, I am a member of a local, non-denominational Black church. Unlike the
majority of Black churches in the area, this church is progressive in its approach to conversations
related to HIV. Since I began attending in 2010, the church has had three events where several
church members took part in HIV testing, including the pastor and his wife. Needless to say, this
bold approach to addressing HIV in the African-American community is rare. Therefore, it was
necessary to observe another church with a more conservative approach to HIV.
In order to attempt objectivity regarding my analysis of HIV and sexual health messages
disseminated by a local Black church, I attempted attendance at another Black church
specifically of the Baptist religious tradition to observe a ministry focused on young women aged
13-18. After engagement as a participant observer, I hoped to interview church members in this
ministry in order to determine if variation in the data existed based on participation in the church
social world. Initially, this local Black Baptist church supported the project. However, once the
study started, they declined to participate. In addition, another Black Baptist church was
recruited but never provided approval for observation and recruitment. Therefore, an attempt to
fill this gap was made by recruiting for qualitative interviews from my church as previously
noted. In addition, observation of ten online sermons was viewed from another Black Baptist
church comparable to the church originally recruited for observation. Discourse analysis was
conducted to determine how church messages regarding sexual health and risk are engaged.
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The discourse analysis consisted of transcribing portions of the sermon pertinent to
sexual health and risk. These transcribed portions were then coded by theme. The qualitative
interviews were used to inform the selections of the sermons that were believed to be important
on this taboo topic.
Phase II: Cultural Consensus Interviews
After data analysis of Phase I interviews, focus groups, field notes and analysis of church
sermons, forty-three consensus statements were compiled to create an HIV risk cultural
consensus instrument tested in Phase II. This compilation of general statements reflected
characteristics, behaviors, and beliefs about HIV risk that may or may not apply to young
African-American teenage women belonging to the local community as a whole (see Appendix
G). In Phase II, these consensus statements were used to probe shared beliefs of low and high
HIV risk. Where responses were widely shared, formal cultural consensus modeling was used to
describe cultural models of the community and rule out any idiosyncratic responses from Phase
I. Participants responded to consensus statements with a four-point scaled rating (very small
chance of getting HIV to very big chance of getting HIV). All responses about HIV risk were
created based on statements from Phase I interviews and focus groups, with special emphasis on
responses that demonstrated variation of participants’ experiences and coincided with
ethnographic data obtained from participant observation in various field settings.
During Phase II, participants were recruited from Southeastern High School. In July
2014, the principal assisted in drawing a random sample of fifty eligible students using a random
number generator. In the beginning of the 2014-2015 academic school year, potential
participants were given an overview of the project in the high school auditorium. The project was
described as well as the consent and assent process (see Appendices H and I). After this brief

74

presentation, my research assistants, Myesha Dulaney and Jocelyn McDougal, distributed
consent forms to the students present. They were asked to obtain parental consent, return consent
forms to the secretary in the main office, and schedule an appointment on the interview form
located at the secretary’s desk. While the secretary knew who would be participating, she nor
any other school personnel had access to Phase II data.
Of the fifty eligible participants randomly selected to participate in the study, eighteen
students returned consent forms to the main office for Phase II. While the selection of
participants was done in a way to ensure random selection, it is important to note that the
response rate for Phase II was 36 percent, suggesting potential sampling bias that may result in a
non-random sample selection.
Once consent forms were received, parents were called to obtain verbal consent for their
child to participate in this phase of study. Interviews were conducted in the auditorium when not
in use for other school related functions. Prior to the interview, assent was obtained. Eligibility
requirements for participants during this phase included the following: female gender; 14-18
years of age; Tuscaloosa, Alabama, residency; Southeastern High School student; and identify as
African American. Participants were given a $15 incentive for their time. Subsequently, all of the
young women (n=18) who returned consent forms completed the cultural consensus survey for
the study.
Data from respondents participating in cultural consensus interviews were simultaneously
entered by the interviewer in an online Qualtrics survey that made data collection and analysis
manageable for the investigator. Respondents were identified with a case identification number
on both paper and online surveys in order to protect their information. Their names along with
corresponding case identification number was noted in a separate password-protected computer
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file for the investigator’s reference. Cultural consensus analysis was conducted using UCInet
6.588 (Borgatti, Everett and Freeman 2002) to identify whether responses to the forty-three
statements about HIV risk were shared. This analysis revealed a shared cultural model of HIV
risk.
Phase III: A Retrospective Risk Behavior Study
In the original study proposal, the final phase consisted of determining how 14- to 18year-old African-American women enacted the discovered HIV risk cultural model, and what
role social ecology played as it intersected with HIV risk behaviors, beliefs, and characteristics.
However, this direction proved difficult due to issues regarding obtaining parental consent for
the proposed 123 students to be recruited for Phase III, and concerns related to young women
disclosing illegal sexual activity, including engaging in sexual intercourse with much older men.
Due to these issues that were discussed with the University of Alabama’s Institutional Review
Board, the Phase III study design was changed in response to these concerns. In lieu of the
original proposed third phase, the cultural model was alternatively utilized in a retrospective risk
behavior study with HIV- and HIV+ 18- to 24-year-old African-American women. However, due
to the difficulty in recruitment and participation of HIV+ women for the third phase of this study
(only six women participated), the study documents the data and results of HIV- women that
participated in this phase.
A retrospective design was implemented in this final phase where participants were asked
about their behaviors, beliefs, and personal characteristics during high school, as well as survey
items that focused on their social worlds. The survey created for Phase III was administered to
123 HIV- African-American women aged 18-24. These women were asked to respond to survey
items as they related to their past high school experiences. This phase was completed with the
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assistance of Hillary Lindsay and Holli Brown, undergraduate students at the University of
Alabama.
In addition to asking about past high school beliefs, behaviors, and characteristics as
related to their sexual health, HIV- respondents were also asked about their current perceived
stress as measured by The Perceived Stress Scale (Cohen, Karmarck and Mermelstein 1983) and
social support and conflict as measured by The Interpersonal Relationship Inventory (Tilden,
Hirsch and Nelson 1994) (See Appendix J).
A stratified sample of 123 HIV- participants were recruited from three locations (41
women in each location). Forty-one were sampled in each location. These locations included a
large university and a small community college located in the Southeast. The Hope Community
served as the third location. This sampling strategy was selected in an effort to capture variation
of socio-economic status and HIV risk behaviors among this group of women. Recruitment
procedures of this group consisted of bulletin flyers, emails, and social media announcements via
Facebook and Twitter. Bulletin board flyers were put on display in a library centrally located in a
low-income predominantly African-American government housing area and in the Hope
Community. In addition, flyers were also distributed at a local community college, where
students obtain two-year associate degrees and training certificates in specific trades. Finally, a
local university that offers a four-year degree and graduate training in the Southeast was used for
recruitment. All flyers were approved by IRB and permission was received to display them in the
described locations.
Once written consent was received (see Appendix K), the interview survey (see
Appendix J) was administered in a private setting to protect the privacy of participants. This
survey included general demographic questions and retrospective high school items including
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HIV risk statements derived from original cultural consensus statements, social worlds
participation, important people in social worlds, social support received from important people in
social worlds, and expectations for their lives during high school. In addition, current stress,
social support, and social conflict were measured using The Perceived Stress Scale (Cohen,
Karmarck, and Mermelstein 1983) and social support and conflict assessed as measured by The
Interpersonal Relationship Inventory (Tilden, Hirsch and Nelson 1994).
At the end of Phase II, the 43 cultural consensus statements were converted to 26 cultural
consonance statements that was used to measure culturally-defined HIV risk. Table 4.1 compares
the cultural consensus and risk statements. Because of the sensitivity of this topic and concern
for socially desirable answers, many of the items were converted to belief statements as noted in
the table. In addition, items were condensed to combine two consensus statements that were
similar to one another. This allowed for combination of two items without loss of meaning and
elimination of redundancy, enabling participants to complete this portion of the larger interview
schedule in a timely fashion.
Table 4.2 shows cultural consensus items that did not have an equivalent culturallydefined HIV risk item. Some of these items were eliminated because they were covered in other
measures, including the HIV Risk Inventory (HRI) [items related to drug use, alcohol use, and
sexual activity], and the Multiple Worlds Inventory (MWI) [items related to important people
including peers and romantic relationships]. These inventories are described in greater detail
below. The item regarding walking around the neighborhood with an older male relative was
eliminated because of the variation in SES wherein there was the assumption that this
phenomenon takes places in working class neighborhoods like the Hope Community, as opposed
to all SES settings in which participants lived during high school.
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Table 4.1 Comparison of Cultural Consensus Used in Phase II
and Consonance (Culturally-Defined HIV Risk Statements) Used in Phase III.
Cultural Consensus Statements
Culturally-Defined HIV Risk Statements
A teen girl who uses condoms when
•! During high school, I believed it was
she has sex.
important to use condoms when a girl
my age had sex.
A teen girl who is “fast” [has sex early
•! During high school, I believed girls
in life].
who were “fast” [or had sex early in
life] had a big chance of getting HIV.
A teen girl who acts “grown” [acts like •! During high school, I would say I
an adult].
acted “grown” [act like an adult].
A teen girl who is nice and sweet.
•! During high school, people would
have described me as nice and sweet.
A teen girl who is a virgin.
•! During high school, I never had sex
[including “bobbing” or oral sex].
A teen girl who shows a lot of her
•! During high school, I liked showing
body.
off my body.
A teen girl who parties.
•! During high school, I enjoyed
partying.
A girl who has goals for her future
•! During high school, I had goals for my
[like preparing for a career, college,
future [like preparing for a career,
etc.].
college, etc.].
A teen girl who “bobs” [oral sex] a lot
•! During high school, I believed that a
of guys.
girl my age who “bobs” [or had oral
sex] or had sex with a lot of guys had a
A teen girl who has sex with a lot of
small chance of getting HIV.
guys.
A teen girl who has sex in exchange
•! During high school, I believed a girl
for something in return.
my age who had sex or “bobs” [or had
oral sex] in exchange for something
A teen girl who “bobs” [oral sex] in
had a big chance of getting HIV.
exchange for something in return.
A teen girl who does not use condoms
•! During high school, I thought a girl
when “bobbing” [oral sex].
who used condoms when “bobbing”
[or had oral sex] had a small chance of
A teen girl who does not use condoms
getting HIV.
when having sex.
A teen girl who tries to get attention
•! During high school, I liked getting a
from guys.
lot of attention from guys.
A teen girl who carries herself like a
•! During high school, I carried myself
young lady.
like a young lady.
A teen girl who feels sorry for herself.
•! During high school, people would say
that I usually felt sorry for myself.
A teen girl who goes with someone
•! During high school, I believed that a
who is abusive.
girl my age who went with someone
abusive had a small chance of getting
HIV.
A teen girl who has parents involved in •! During high school, my mom was
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her life.
•! A teen girl who has her father in her
life.
•! A teen girl who has strict parents.

involved in my life.
•! During high school, my father was a
part of my life.
•! During high school, I had strict
parents.
•! During high school, my parents
weren’t around a lot.
•! During high school, I stayed home a
lot.
•! During high school, I believed that
girls my age who hung out with older
guys in their neighborhood had a very
small chance of getting HIV.
•! During high school, I was involved in
school activities and enjoyed learning.

•! A teen girl who has parents who aren’t
around a lot.
•! A teen girl who stays home.
•! A teen girl who hangs out with older
guys in her neighborhood.
•! A teen girl who is involved in school
activities (like sports, choir, etc.).
•! A teen girl who likes school and
learning.
•! A teen girl who has friends who like to
party.
•! A teen girl who has friends that help
her make good choices.
•! A teen girl who has a job.
•! A teen girl who attends church.

•!
•!
•!
•!
•!
•!
•!
•!
•!
•!
•!
•!
•!

•! During high school, I had friends who
liked to party.
•! During high school, I had friends that
helped me make good choices.
•! During high school, I had a job.
•! During high school, I attended church
regularly.

Table 4.2: Cultural Consensus Statements Note Used in Phase III
Culturally-Defined HIV Risk Statements Used in Phase III.
A teen girl who uses drugs.
A teen girl who drinks alcohol.
A teen girl who doesn’t have sex all the time.
A teen girl who is not getting love at home.
A teen girl who has family problems.
A teen girl who tries to fit in with the wrong crowd.
A teen girl who walks around her neighborhood with an older male relative (like a brother, cousin,
etc.)
A teen girl who goes with a much older partner (five or more years older).
A teen girl who goes with an older partner (less than four years older).
A teen girl who has friends who use drugs.
A teen girl who has friends who drink alcohol.
A teen girl who has friends who influence her to do bad things.
A teen girl who is a member of a church ministry group (like choir, praise dance team, usher, etc.).
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The culturally-defined HIV risk instrument outlined in Table 4.1 allowed for participants
to select from a four-point Likert scale (strongly disagree to strongly agree). Using the answer
key from Phase II, culturally-defined HIV risk scores were measured as the sum of items across
high risk and low risk statements, with low risk statements denoting low scores of 0 and 1 and
high risk statements denoting high scores of 2 and 3. Sixteen statements were reverse coded to
ensure that statements were not following a predictable pattern and that participants thought
carefully about the statement and respond appropriately. Individual culturally-defined HIV risk
scores range from 0 to 78, with higher scores reflecting greater culturally-defined HIV risk.
In addition, a six-item HIV Risk Inventory (HRI) was created to that take into account
biomedical knowledge of HIV risk. These items were adapted from UT Southwestern
University’s “Monitoring Outcomes of HIV Prevention Programs Question Bank.” These six
specific items were used to make this inventory because it aligned with HIV risk factors
associated with African-American adolescents outlined in the public health literature. This sixitem HRI includes questions about whether or not a participant is sexually active (yes or no),
whether a participant usually uses a condom during sexual intercourse (never, sometimes, often,
always, or I have never had sexual intercourse), whether a participant usually uses drugs such as
alcohol or marijuana when they engage in sexual intercourse (never, sometimes, often, always,
or I have never used drugs), the number of sexual partners over their lifetime (none, 1, 2, 3, or 4
or more), whether a participant is usually with a steady partner when they are in a sexual
relationship (never, sometimes, often, always, or I have never had sexual intercourse) and when
in a sexual relationship, whether or not the participant believes their partner is only having sexual
intercourse with them (never, sometimes, often, always, or I have never had sexual intercourse).
This measure captured sexual activity, condom use, drug use in relation to sexual activity,
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number of sexual partners, and possible partner concurrency. This inventory has a total HIV risk
score ranging from 0 to 17, with higher scores signifying greater HIV risk.
A Multiple Worlds Inventory (MWI) was created based on data gathered from Phase I
interviews. Participants were given a list of six worlds which Phase I respondents identified as
salient. Phase III respondents were asked what worlds they participated in during high school,
and worlds selected were summed to create a score of total worlds. Participants were asked to
choose up to six worlds. For example, a participant could select home, school, and church as
their worlds, for a total of three worlds. This measured the social integration of an individual.
For each world identified, a list of key individuals salient across Phase I interviews were then
presented to Phase III participants so they could select key individuals for each world. Key
individuals were summed across total worlds. For this measure, a participant may identify their
mother, sister, brother, and grandmother as key individuals in their home world; their friends,
teacher, and social worker as key individuals in their school world; and their pastor as a key
individual in their church world. Here, the participant has identified eight key individuals across
the three worlds identified. This summation of key individuals provided a measure of social
support experienced by the participant during high school. For the Phase III survey, social
support scores ranged from 0 to 20, with higher scores signifying greater social support.
After identification of key individuals in social worlds, the participant was presented with
a list of twelve items that reflect things that a girl needs assistance with during high school. This
list was compiled through ethnographic insights, qualitative statements, or current adolescent
literature focused on African-American female youth. After introducing these twelve items,
participants were asked what items key individuals assisted them during high school. This survey
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item yielded an additional measure of social support scores across worlds that ranged from 0 to
240. Higher scores in this area reflected higher social support for the participant.
As noted throughout the chapter, all phases of this study were approved through the
University of Alabama’s IRB. Copies of these four approval letters (Phase I qualitative
interviews, Phase I revision to include focus groups, Phase II, and Phase III) can be found in
Appendix L.
Chapter Summary
The aim of this chapter was to provide the reader with a description of the phases and
associated methods employed in this study. For Phase I, these methods included qualitative
interviews, focus groups, and discourse analysis. In Phase II, methods included cultural
consensus survey construction, implementation, and analysis to determine if a cultural model of
HIV risk existed. Once it was revealed that an HIV risk cultural model existed, the final phase of
the study implemented methods that included construction, implementation, and analysis of a
retrospective cultural consonance HIV risk and multiple worlds survey that was used to test the
hypotheses outlined in chapter 1.
The next chapter provides an ethnography of HIV risk as informed by participant
observation and qualitative insights provided by young women belonging to the Hope
Community and who attend Southeastern High School.
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CHAPTER 5
THE SOCIAL ECOLOGY OF HIV RISK: ETHNOGRAPHIC INSIGHTS
Introduction
During my time in the field, I attempted to integrate myself in various field sites that
would provide a closer look at the lives and social ecology of African-American female teens
that I came into contact. Initially, these field sites included a Black Baptist Church, a
predominately African-American low-income community, and high school. Unfortunately, the
Black Baptist Church initially recruited stopped their support when I was ready to conduct
participant observation in the field. However, in an attempt to fill this gap, I will present a brief
discourse analysis of online sermons of another local Black Baptist Church.
This chapter will discuss the ethnography of The Hope Center4 and Southeastern High
School. In addition, there will be a brief commentary on the Black Church as a socio-cultural
institution that is influential on health in the African-American community as noted in the
literature review provided in chapter three.
The Hope Center and Community
The Hope Center (Figure 5.1) is located at the center of a predominantly AfricanAmerican, low-income neighborhood located in Tuscaloosa’s West Side area. The neighborhood
is privately owned Section 8 housing with approximately 400 residents. The brick buildings are
two levels, with two apartments on each floor. The community is divided into areas known as the
4

As noted in chapter four, The Hope Center and The Hope Community are pseudonyms for this
field site created by the director of the center, referred to by the pseudonym Dr. Johnson. He
shared that the word “hope” was an acronym for “Helping Our People Excel.”
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back, the side, and the front. Generally speaking, community members stay in their respective
bounded areas. There is little interaction with community members in other areas of the
neighborhood. Women demonstrate their aversion for other women residing in another part of
the community by making negative comments of two types. First, they comment on mothering
practices, saying that women in other areas do not take care of the physical and emotional needs
of their children. The second way women in other areas of the community are negatively
described is when conversations arise about women believed to be in relationships with the same
man.

Figure 5.1: Front entrance of Phase I field site, Hope Community Center.
Despite these negative comments and conversations about women from different parts of
the neighborhood, women living in the same area were observed supporting each other through
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rides to various parts of Tuscaloosa for work, to social service agencies, or grocery shopping.
Similar to Stack’s work (1974), fictive kin networks used to support children of families living in
the Hope Community were common within the bounded areas of the “front, side, and back.” In
addition, some families in the community had extended family members including cousins,
aunts, and nieces that lived in the household.
Averaging poverty levels from 2008 to 2012, the U.S. Census American Community
Survey (2008-2012) explains that approximately 40 percent of residents living in the Hope
Community zip code made less than $10,890 per individual, or $22,050 for a four-person family.
In addition, 41.9 percent of females living at or below these poverty levels in this zip code have
less than a high school diploma, and 32.8 percent have only a high school diploma or equivalent.
As I talked to community residents, they described some of the hopelessness they feel living in
this community due to the limited economic opportunities they experience.
Many of the Hope Community residents that I interacted with are employed, although
many have temporary jobs or work in the fast food industry. Pay is extremely low and hours are
sporadic. Supplementing these formal economic opportunities is an informal drug economy
largely controlled by male residents. In terms of gender norms, a theme commonly shared by the
director of the center and female residents is competition surrounding male companions, who Dr.
Johnson notes are “playing the field” and carrying multiple relationships. In correlation with this
issue, there is also recognition that many community disagreements between women surround
men’s infidelity in this setting.
While it was my hope to observe heterosexual relationships during participant
observation of the Hope Community and Southeastern High School (described in the following
section of this chapter), field notes on actual observation of couples in these settings do not exist.
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Topics including female competition and partner concurrency just described were widely
discussed, although not necessarily observed in these settings. Perhaps this inability to observe
these relationships was due to the lack of long-term relationships of teen girls and young women
that were observed and interviewed (see Tables 6.1 and 7.1 for relationship information of Phase
I and II participants).
A factor that complicates this picture of partner concurrency and increased sexual risk is
the existence of a public governmental housing area neighborhood, Parkway Place, adjacent to
the Hope Community.5 This governmental housing community is important to the cultural
understanding of HIV risk to residents of the Hope Community as women expressed their
concern over sexual partnerships spanning both communities. Women of the Hope Community
are unfamiliar with the women in this neighboring community and are unaware if they are
infected with sexually transmitted infections (STIs). It is preferred that if a man cheats on a
woman in the Hope Community that he do so with a local community member or members.
In referring to this increased risk associated with neighboring Parkway Place, one 18year-old resident put it this way: “'Cause people out here, they go for each other, but at the same
time, it's more of the people that they meet outside coming down to see them. They are at, you
know, risk.” She elaborated by reflecting on her own personal life. Her boyfriend and children’s
father cheated on her with a woman from a neighboring rural county, but she would have
preferred that if he cheated, she would know who it was with so she could be aware of any STI
risk.

5

Parkway Place is a pseudonym for this governmental housing area. My interaction with this
community was peripheral, with rapport built with a young resident who lived there but worked
as a volunteer at the Hope Community Center for a short time.
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I found this declaration of permission surrounding infidelity striking, but apparently this
situation regarding partner concurrency is not all that uncommon. After this conversation with
this community resident, I asked a friend who happens to be a Disease Intervention Specialist
(DIS) for the Tuscaloosa Department of Public Health what her experience testing multiple
sexual partners was like in her work setting. She stated that it is not unusual for a man to come
into the health department with two or three young women simultaneously to be tested for an
STI.
Right down the street from the Hope Community is a police substation. This station was
introduced into this community shortly before fieldwork. Dr. Johnson confessed that he
requested this new location of the police department. This conversation took place as Dr.
Johnson and I walked around the community with two female residents. Ironically, on this
occasion, two young men were running through the neighborhood, fleeing on foot from a police
car. Based on Dr. Johnson and the two female community members, the police presence is
welcome for the safety of the children of the community. One of the young women noted that
before the substation was built, her seven-year-old daughter walked around the neighborhood in
fear for her safety. Therefore, while it may have caused inconveniences for residents who were
engaged in drug activity, she appreciated the police presence. She notes that prior to their close
proximity to the community, residents rarely saw police, even in the event of an emergency.
This drug activity has dictated use of space in this community in unexpected ways. For
example, Dr. Johnson noted that while he desires a playground for the children to enjoy, the
owners of the property were advised by law enforcement not to build one because of the high
likelihood that drug dealers would use this as a site to engage in drug sales, potentially putting
local community children at risk of violence. Instead, kids play in the local neighborhood,
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running up and down the sidewalks, and sometimes in the street. It is not a rare occurrence to see
young children beginning at the age of one and two, running around and doing back-flips off the
banisters that are found at the entrance of each resident building. Dr. Johnson would like to have
a facility built on the community property that would cater to the needs of local community
youth with similar goals as The Boys and Girls Club.
Due to these illegal activities, Dr. Johnson advised me to work in the community between
the hours of 8 a.m. and 5 p.m. Monday through Friday. My husband, a social worker who
conducted home visits in the Hope Community, was particularly concerned about my work in
this community—especially on the “side” of the community, which was somewhat hidden from
the rest of the community. I was discouraged from coming to the neighborhood on weekends,
unless the director was in attendance. He was present in the community on Sunday mornings,
when he conducted church services in the center for residents. I attended some of his church
services, and while he has a small congregation in which members are sporadic in attendance,
Dr. Johnson provides this ministry to the community in the expectation that it will offer residents
with spiritual hope in the face of such difficult daily circumstances.
For the most part, when I would come into the center on a Monday afternoon or Tuesday
and ask Dr. Johnson about his weekend, the majority of the time his response would be that he
spent time with his family, or that he had a good church service. However, on other occasions, he
would share with me that he had to visit a young man from the community in the hospital
because he was shot over the weekend, or he was called in to the property to handle a domestic
dispute during late evening hours. Needless to say, the community appeared to be a livelier place
during the weekend and evening hours, and it was during this time where there was greater
susceptibility for violence to occur.
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The Hope Center is located in the “back” of the community. It serves as space where
community members can take part in various community programming, including G.E.D.
courses, computer courses, health seminars, an afterschool program, a summer program, a
church, a chess club, and parenting classes (Figure 5.2)6. While the center has various functions,
the most used resource is the afterschool program. Elementary school children come to the center
to work on their homework with the director and volunteers. In addition to volunteering in the
afterschool program, I was able to build rapport in the community by teaching the Math G.E.D.
class once a week at the center (Figure 5.3).

Figure 5.2: The director of the Hope Community Center playing chess with a community
resident while a female resident and her son look on.
6

Faces of community members are blurred to protect their privacy.
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This teaching experience afforded me the opportunity to meet both younger and older
women in the community and better understand how the neighborhood operated. It also enabled
me to determine what the life trajectory of some of the younger adolescent girls would be if they
dropped out of school in the Hope Community—a common occurrence for girls in the
neighborhood. Dropping out of school was oftentimes dictated by multiple suspensions,
expulsion, or early pregnancy for some of the young women I taught in the math G.E.D. class.

Figure 5.3: During Phase I, the author teaching a Math G.E.D. class to Hope Community
residents.
While I believe that I did establish rapport with the women in the community, teaching
the math G.E.D. class was a frustrating experience at times. Attendance was extremely irregular,
and there were many times when I would show up to the class and none of the women would be
in attendance. Some of the women would oversleep for class, while others would be working a
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temporary job during the day and could not afford to come to the class. Others would stop
coming to class because they were discouraged about the process of relearning math. Eventually,
these women would reappear, but it was not usually for long.
In time, I made it my priority to assist in the afterschool program, which consisted of
helping kids from kindergarten to the sixth grade with their homework. This was a fun, but
chaotic time of the day at the center. Several times, children would run in and out of the center,
which is a one-bedroom apartment. Without fail, Dr. Johnson would tell the kids that if they
were not working on their homework, they needed to leave. After the kids completed their
homework, they were usually released from the center. However, sometimes, Dr. Johnson
provided them with a snack. Most of the time, after release from the center, the children would
play, running up and down the street.
Afterwards, I would stay at the center until Dr. Johnson left for the day. I was able to get
to know some more of the mothers and teenagers from the community in this way as well
because they would come and visit Dr. Johnson for various reasons. They would ask Dr. Johnson
for a ride to a specific location, or they would ask him to pray for a specific issue that their
family was experiencing. For example, one of the young women in my Math G.E.D. class asked
if he could pray with her family because her sister had just had a stillbirth. Their apartment was
right next to the center. I accompanied him when he prayed with the family. Eventually, my
student, herself a young mother, came into the Center and wanted Dr. Johnson’s thoughts about
why God took her sister’s baby away. She then began to weep for her sister and the lost baby as
he tried to explain to her that only God knows the reason why it happened and that she just has to
try to understand that God has a plan. Personally, this was one of the more heart-wrenching
scenes that I witnessed during my fieldwork at the center.
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In short, the Hope Center, located in the middle of the Hope Community, served various
functions that allowed community members to address their educational and spiritual needs,
either for themselves or for other family members, including smaller children in the area. In a
community where safety is a primary concern for many of the parents I spoke with, the center
provides an area for youth to stop by, act their ages, and be children, even if only for a short
time.
Southeastern High School
Tuscaloosa is home to a predominantly African-American high school—Southeastern
High School. During the 2013-2014 academic year, this high school was comprised of 723
students, with ninety-nine percent (99%) identifying as African American. Females make up fifty
percent (50%) of the student body. During the same academic school year, eighty-eight percent
(88%) of the student body participated in the free and reduced lunch program (Principal,
personal communication, January 9, 2013). In addition, during the 2014-2015 academic school
year, all students that attend this high school received free breakfast, along with 14 other schools
in the county. Since more than 60 percent (60%) of the Southeastern High School student body
received free or reduced lunch, the school was eligible for the federally-funded Universal
Breakfast Program.
The boundaries of this high school include three low-income housing developments
where numerous working-class families live, including the Hope Community. The young women
of the Hope Community are zoned to attend Southeastern High School and another school much
farther away. The teenage girls of Hope opt to attend Southeastern High School because it is a
shorter distance and they do not have to ride the school bus for a longer period of time. In
addition, parents note that they are more comfortable with their children attending Southeastern
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because it is majority African American. Some parents expressed concern with their children
attending a majority white school, where they felt that the unique needs of their children would
not be met. During the first phase of this research, I had several informal conversations with
administration and faculty at the school (Table 5.1), and I observed common areas shared by the
students including hallways, the cafeteria, the gym, the outdoor atrium used by seniors for lunch,
and science, English, and gym classes.
Table 5.1: Pseudonym and Job Title of Southeastern High School
Faculty and Administrators Observed in Phase I.
Pseudonym
Job Title
Mr. C.
Principal
Mrs. J.
Science Teacher
Coach T.
English Teacher
Coach D.
P.E. Teacher
Ms. E.
English Teacher
Ms. V.
Community Advocate
Ms. T.
Administrator
The layout of the school is circular, with the main entrance the only way into the
building. The building has a doorbell for the front desk administrator to buzz in visitors. As you
enter the school, the main office is to the left of the entrance. There are two floors of the
building. Upon receiving a tour of the school, I learned that the hallways are split by grade, with
ninth and tenth grades on the bottom floor and eleventh and twelfth grades on the top floor.
Despite this arrangement to separate grades, which was a change that the current Principal, Mr.
C. implemented when he took over leadership of the school, some of the ninth grade students
have to venture off to the second floor for computer classes in the eleventh grade hallway (Figure
5.4).
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Figure 5.4: An interior hallway of Phase I field site, Southeastern High School.
In my informal conversations with faculty regarding HIV risk and deterrents to high
school success, Mrs. J., a biology teacher who had worked at the high school for many years, and
at the middle school that feeds into Southeastern High School previously to that, noted that ninth
graders in particular were at huge risk because they have more freedom in this setting than they
have previously and do not know what to do with that freedom. She explained that when she
worked in the middle school, she had to escort the students everywhere. Now that these students
are in high school, they move freely between classes, and in doing so, teen girls in particular can
become distracted by boys. This is especially the case with these young adolescent girls who do
not have father figures and are, in her words, “looking for something.” She elaborated that older
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boys lie to younger adolescent girls and lure them in by stating, “You didn't grow up with a dad,
so you don't know what being around a guy is like.”
In this same vein, Coach D., a gym teacher in the school, stated that his ninth grade
students are not grown up enough yet, and that serves as a huge barrier to academic success.
While he does not like to generalize, he believes that most, though not all, ninth graders lack
maturity in their transition to high school. He also noted that there is a lack of self-esteem and
parental support. He would like to see more parents involved. Similar to Mrs. J., Coach D. has
worked at the high school for four years, and previously taught at the local middle school.
Like the Hope Community, there are definitely issues related to female competition for
male partners in this high school setting. During Coach D.'s morning gym class on a spring day,
the class period started with a group of teen girls walking toward the coach. One of the young
women was sobbing, with her shoulders visibly shaking. She was covering her eyes with her left
hand. The Coach put his arm around her and told the other teen girls to go line up for the start of
the class. He took the young woman who was crying into a corner. Coach D. left her
momentarily and met the students in the middle of the basketball court where he instructed them
to walk laps, which they eventually did. He told me that he was going to walk the crying young
woman to the counselor's office. He said that with this group of teen girls “there is always
drama.” He departed. Eventually Coach D. returned from the counseling office. He told me that
the young women “run hot and cold” with the teen girl he just took to the counseling office. One
day they are friends, and then the next day, they are not. This situation with this young
adolescent girl started with the other young women in the gym class strongly advising her to stop
talking to the boy she is dating. This boy is a new student. One of the teen girls told her that she
would beat her up if she did not stop dating him. Coach D. told me that he thinks that group of
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adolescent girls is jealous of their relationship.
While ninth graders are viewed as immature by some of the faculty, other faculty find
them challenging for another reason. I observed Ms. E.’s English classes in the fall of 2014. This
teacher, a young white woman originally from the upper East Coast and a recent college graduate
who taught eleventh grade the previous academic year, warned me prior to her ninth grade
English class that her new students were extremely talkative and did not take her direction very
well. The students that she taught after lunchtime were very frustrating to her. In true form, they
were not listening to her. She responded by lining them up outside of the entrance of their
classroom door in the hallway. This experience seemed humiliating to some of the students,
while amusing to others. This same teacher noted that although these students are a challenge,
they demonstrate their need to be loved in overt ways. In her experience, Ms. E.’s older students
seem more hardened by life experiences and the limits placed on them in the high school setting.
Administrators at the high school noted that teen girls were extremely aggressive, and
that they would get in trouble constantly for fighting. On my initial tour of the school, I asked
Mr. C. what disciplinary issues he experienced with the young women in the school. He noted
that in his first year of tenure at the high school, young men were constantly getting in trouble
for fighting. He stated that even though this was the case, it would not be uncommon to see the
same boys that were in trouble for fighting quickly resume their friendship afterwards. In
contrast, Mr. C. conveyed that the adolescent girls in school are now the students who fight. He
said they are worse than his male students.
Initially, I thought Mr. C. was exaggerating. However, the theme of fighting kept coming
up—either through conversation with the faculty and staff or through observation of students.
For example, Ms. V. who acts as a community advocate for student issues at the high school,
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declared that female students got into fights over teenage boys and transitioning friendships
where the teenage girls who end up fighting each other were actually good friends. In addition,
she noted that these female students also experienced violence in their homes. Ms. V.
commented that she has had to deal with fathers physically violent towards their daughters.
The theme of fighting also made its way into a classroom where I observed Coach T.,
who teaches drama to a mixed class of freshman to senior students. In this class, Coach begins to
discuss background acting, as the majority of the students played the part of background actors
during that particular class period. Coach plays a small part of the movie Twelve Years a Slave to
demonstrate what he would like the students to do as background actors. In order to practice this
skill, Coach tells the six tables of actors to come up with a topic to discuss at their table, so that
they can practice this skill. Initially, they are to discuss the topic at a normal speech volume, but
once the central actors come into class, they were to move their mouths without vocals. The
scenarios that students picked to discuss at their respective tables were, in their own words, the
following: “a fight in the neighborhood,” “sports,”, “twerkfest,” “boy/girl drama,” “phones and
texting,” and “going out for the weekend.” Here, the first topic mentioned was fighting, which,
along with teen boy and girl “drama,” is a source of major conflict not only in the high school,
but in the Hope Community as well.
In fall 2014, as I prepared for my second phase of research, I sat in the principal’s office
to discuss research-related issues. Mr. C. assigned an administrator, Ms. T., to assist me in his
absence. Ms. T. has a doctoral degree in education and a fantastic understanding of the research
process. During this visit, we were in the middle of a discussion regarding logistical matters
surrounding conducting interviews. The high school security officer interrupted our discussion.
Accompanying him was a young female student who was supposed to be in a new classroom but

98

did not make it to the class. While Mr. C. was called off to deal with that particular situation, Ms.
T. shared with me that she does not understand some of the teen girls at the high school. She
mentioned that around five years ago, young women were not in as much trouble as they are
now, and they are now frequently called to the office for fighting. I asked Ms. T. why she
thought it was that these female students were fighting more. She replied that while she could not
be sure, she thinks that teenage girls’ hormones are changing at an earlier age. They are not
ready for these changes, but they think they are, and this results in early sexual activity. In
addition to this early sexual activity, she stated that maybe the young women feel they are just as
big physically as boys and they believe that they can act out their aggression in similar ways.
I found this hypothesis regarding physical violence coupled with sexual activity and early
hormonal fluctuations fascinating and worthy of mention here. This statement really emphasizes
the belief that adolescent girls have a lack of self-control when it comes to their sexuality and
their anger. This is not an uncommon belief. In fact, Black feminist scholars note that these
beliefs are emphasized through a mythology surrounding hypersexuality and the “Angry Black
Woman” that has existed since the times of slavery (Collins 2002). To date, I am not aware of a
scholar linking these historical beliefs to contemporary notions of hypersexuality and aggression
in young African-American teen girls that is rooted in biological beliefs of hormonal changes in
puberty.
While there is no doubt that hormonal changes do occur during puberty, Ms. T.’s
understanding of these biological processes presents an adolescent girl who is destined to fail
because of them. Despite her knowledge of the limited circumstances experienced by students of
this predominantly African-American high school in a working-class community, this school
administrator places the blame squarely on the teenage girls themselves as an issue of
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essentialism through biological processes, and lack of personal responsibility as evidenced
through absent self-control. This one conversation allowed me to understand previous field notes
related to the terms of “aggression,” “fighting,” and “anger” scattered throughout my field notes.
I slowly understood these terms as code switching used by school administrators and were used
in juxtaposition to the “good girls” of the school.
Although having many things in common, including the intersections in which their lives
are bound, there existed a bifurcation of young women referred to as “fighters” and those viewed
as intelligent and goal-oriented. I noticed a social hierarchy that reinforced this division as I sat
in the advanced placement (AP) or International Baccalaureate (IB) classes. In particular, female
students who took AP or IB classes would have conversations centered on placing themselves in
a higher echelon at school and in their surrounding communities. Their comments were typically
at the expense of students and young mothers that they believed were poor examples of what a
teen girl should aspire to in her life.
For example, on one occasion, I was sitting in Mrs. J.’s IB biology class. A group of five
female students discussed various topics, including how busy they were because of various
activities they participated in related to college preparation. They noted that their parents were
involved in their lives, and helped them get to their various activities. On one particular occasion,
they began to discuss children. Two teen girls stated that they do not like “dirty, ashy” kids. They
continued to talk about community residents where they live who allow their children to run
around dirty. They stated that it is the mother's fault, who they imply is young. Another student
shared that she is disgusted when little kids have the same diaper on for a long time throughout
the day. She then noted that a neighbor's child always had a sagging diaper. She thought that
mothers do this in order to save money on diapers. Eventually the bell rang for their next period,
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and on their way out of the door one of the teen girls emphatically informed me while laughing,
“Ms. J- doesn't like her third period class!” The following class is a “regular” zoology course that
has a larger attendance than the IB biology class. By Mrs. J.’s own admission, it is a difficult
class to teach because the students are not respectful. These students’ behaviors and comments
indicate surveillance of “inappropriate” displays of young womanhood and motherhood that are
most likely modeled by important people in their social networks, including important people at
the high school. Both peers and administrators adopt middle class norms centered on emphasis of
appropriate sexuality and motherhood that are then imposed on the lives of youth that face
limited socioeconomic realities and social support systems.
As noted earlier, while fighting among young women was an issue, Mr. C. applauded
students whom he invested in greatly, with their temper improving over time. However, as noted
in the description of multiple events that relate to aggression, bullying, and sexual risk, the
circumstances surrounding the lives of adolescent female students are wrought with
contradiction and confusion. I will present this particular occasion as described in my field notes
from April 25, 2014:
I went downstairs to meet with the principal in his office. I had many
issues related to my fieldwork that I wanted to discuss with him. Three adolescent
girls who walk into his office interrupt us. The first two female students to
emerge, a light-skinned girl and a dark-skinned girl, are in a romantic
relationship. The third teen girl is acting as the speaker for the couple. The
speaker states that another female student and her friends were bullying the
couple. Apparently, the student who is bullying the couple previously dated the
light-skinned teen girl. This light-skinned young woman is a student athlete who
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has very short hair and is wearing a gray athletic sweat suit with the school's name
on it. As the speaker is retelling how the couple were bullied, the dark-skinned
young woman with a short black bob hairstyle begins to cry. The principal
dismisses the speaker to talk to the couple alone.
The bullying happened during class where the ex-girlfriend and her friends
talked in low tones and started laughing as the dark-skinned young lady passed
them. Eventually, it was revealed that the light-skinned young lady is still
communicating with her ex-girlfriend via text messaging. The dark-skinned
student then states that she wants to see the texts. Mr. C. intervenes and tells the
dark-skinned teenage girl that his wife does not go through his phone. He asks the
dark-skinned teen girl why she thought that was the case. The dark-skinned young
woman replied, "Because she trusts you." The dark-skinned female student states
that she trusts her girlfriend but does not trust the ex-girlfriend who is being
accused of bullying. The dark-skinned student also conveys that the teen girls at
the school use her father to hold things against her. Dr. C- dismisses the couple
from his office shortly after. I was confused about why the dark-skinned student
mentioned her father in our conversation. I ask Mr. C. about this. He tells me that
the student’s father is an administrator at the high school. I have met her father,
and he does not appear to be friendly. In fact, I do not recall him smiling,
although that is not unusual in a high school setting. I ask the principal how her
dad is handling his daughter being in a same-sex relationship. He tells me that he
is having a very hard time.
The principal then calls in a female student that was involved in the
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bullying incident. It is a friend of the ex-girlfriend and not the ex-girlfriend
herself. When questioned about what occurred, she states that she was laughing,
but it had to do with something funny that her friends were doing, and not the
couple. She then goes on to talk about how she does not really want to be friends
with the ex-girlfriend of the light-skinned teen girl because there was a video of
her dancing provocatively on Facebook. Mr. C. asks this student to show him the
video. He is visibly upset when he views this video. This student is shortly
dismissed.
Mr. C. follows this meeting by calling in the ex-girlfriend/accused bully
into his office, who we have now discovered is in an inappropriate video on
Facebook. He asks her about her involvement in the bullying incident. She states
that she was not bullying. She asks Mr. C. who told him that she was laughing at
the couple. He reminds her that he knows a lot.
Mr. C. starts to discuss the video on Facebook, which appears to me to be
more upsetting to him than anything else at this point. He reminds her about how
far she has come, and tells her to “testify” to me about how she has improved
since ninth grade. He then asks her why she put the video on Facebook. She states
that she told the young woman responsible for posting the video not to put it on
Facebook. He reveals to her that he viewed the video. Her facial expressions
convey shame and embarrassment. She asks who showed it to him. He states that
it does not matter. He knows what is going on in his school. Mr. C. said that it
hurt him because she is like a daughter to him. He states that he is disappointed.
He then gets up from behind his desk and steps before her, and begins to correct
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her in a loud manner. I am startled by his visible anger with this student because
Mr. C. is generally mild-mannered. He wants to know what possessed her to
allow a friend to videotape her dancing provocatively and then post it. He leaves
the office momentarily and tells her that she needs to “testify” to how God helped
her grow at her time at the school. She tells me that she used to want to fight and
she would get angry but that she does not really do that anymore. She then gets
quiet and begins to play with her necklace. I ask her if she is okay. She says she
does not know. I ask her if she thinks her friends have her best interests at heart.
She replied, “Honestly, I don't know.” The principal returns shortly, but I am
running late for another meeting and leave during that time.
In this vignette, a few things are occurring with several different actors that relate to
aggression, sexuality, and class and gender differences. This reported bullying is related to a
previous same-sex relationship between two female students. While I understand that this is not
directly related to HIV risk behavior per say, it made me aware that same-sex relationships and
potential risk behaviors for this group of young women did not factor greatly into my work up
until this experience. Same-sex relationships are viewed with great stigma in this setting,
although Mr. C. treats his female students who are involved in these relationships with a lot of
respect. However, his approach to this situation, especially in dealing with the young woman
accused of bullying, lacked a certain sensitivity to their lived experiences outside of school, as
this female student from a low socioeconomic background, did not only get in trouble for
bullying, but for also posting a sexually provocative video on Facebook.
As will be noted in chapter six, this young lady might be viewed as high risk of HIV
because she was hanging with a “bad crew” or peers that influenced her to make poor decisions,
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including posting inappropriate videos on Facebook that emphasized her body as a sexual object.
Becoming influenced by a “bad crew” was usually coupled with lack of parental involvement.
While I do not know if that was the case for this particular adolescent girl, Mr. C. stepped in as a
father figure in that moment and corrected her actions. However, he did not address the issues
related to peer pressure and give her tools to deal with this type of negative influence, despite the
fact that he noted her recent behavioral improvement. His language in this exchange with her
was religious in nature, and it did make me wonder what this student’s religious and spiritual
experience is. For example, does she see God as responsible for her improving behavior, or does
she change because she wants to, or because without change, she understands that she will
eventually get expelled from school? It is hard to say what the answers to all of these questions
are, but Mr. C. had a familiarity with this student that made it clear that using religious and
paternalistic tones resulted in an effective degree of shame for this student.
Likewise, shame was observed when Mr. C. conveyed that he watched the video of this
student. Given that he is a male father figure, I found the gender dynamics in this particular
exchange uncomfortable to watch. While I understand that Mr. C. wants the best for his students,
when Mr. C. revealed that he viewed the student’s sexually suggestive video, the discipline
received by the student was mired in confusion. I can imagine that for this student, who, again,
faces obstacles in her daily life as a young lady, is faced with the notion that her sexuality is a
negative aspect of her identity. Mr. C. cannot necessarily relate to her complex experiences
based on his gender and class, where he is afforded greater opportunities because he is a middleclass educated male. However, in her current social environment, her otherwise unacceptable
behaviors may be a way to achieve and obtain things that might not be otherwise available to her.
I am taking liberties in explaining the life of this student whom I do not know well. However,
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using the backdrop of the Hope Community as a way to inform my understanding of this
situation and the verbal and non-verbal responses of this young woman allows me to better
understand what could possibly be occurring in her life.
This mismatch of what administrators desired from female students similar to the one in
the above vignette and the actual activities and behaviors in which these teen girls engaged calls
into question the surveillance of working class students by middle- and upper-class community
members. This mismatch creates a need for training regarding respectability that models middleand upper-class norms (Higginbotham 1993). Respectability politics were espoused by those
educating these adolescent female students, and those outside of the high school as well. For
example, a staff member from a health organization came to the school on a fall evening to talk
to parents about HIV/AIDS. This staff member, an older African-American woman in her sixties,
is well-liked in the community and does a lot of positive work in educating women on HIV and
how to empower themselves in their relationships. Although parents were notified of this
meeting well in advance, only two school administrators and I attended. At the conclusion of the
meeting, the presenter noted that she would advise parents to encourage “courting” like she did
as a teenager. She explained that she was not allowed to be alone with a boy and that she could
only go out on dates during restricted times of the week.
This advice was intriguing given that in observing the communities that feed students
into this high school, including the Hope Community, the economic situation is a dire one. These
communities include single-parent households where parents work second shift jobs in fast food
restaurants, and sometimes additional jobs as well, in order to meet the financial needs of the
family. Some parents are not competitive in the formal job sector, as they do not have high
school diplomas. It is not uncommon to see self-medication through alcohol or drug use in these
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communities in order to numb the realities of the everyday hardships experienced by these
women. Therefore, it is difficult to determine whether it is a realistic expectation for parents to
require their daughters to “court” and set strict boundaries around their interactions with the
opposite (or same) sex.
Another area relevant to this discussion of respectability politics is sexual health
education. At Southeastern High School, health teachers provide abstinence-only sex education
focused on abstinence until marriage, avoidance of teen pregnancy, and prevention of sexually
transmitted infections, including HIV/AIDS. Links between sexual activity and sexually
transmitted diseases are rarely provided for students.
For example, while observing a biology class in May 2014, three male students presented
information on monoclonal antibodies and vaccines, which eventually led to a discussion on the
benefits and dangers of vaccines. In terms of the benefits, one of the students presenting stated,
“You don't want crabs or herpes. Vaccines cure that.” This statement caused an uproar as a
handful of student students and the biology teacher corrected him and stated that these diseases
are not curable with vaccines. Some of the students in the classroom were also unaware that this
information was not true and looked shocked as the biology teacher shared the facts. This lack of
discussion surrounding the realities of sexual health and associated behaviors that protect or put
these students at further risk of contracting a sexually transmitted infection creates a dangerous
situation for many of them where their agency is restricted by lack of information or
misinformation when not corrected.
The Black Church
As stated in the previous chapter, I am a member of a predominantly African-American
church in the Tuscaloosa area. This church is not traditional in that it is non-denominational and
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there is an emphasis on many Christian customs and backgrounds. While my church membership
informs this dissertation work in terms of how I see and interpret some of the religious and
spiritual themes, in order to create a more unbiased view, I was interested in visiting a church of
the Black Baptist tradition. I have limited familiarity with this more popular type of religious
denomination found predominantly in the Southeast.
Although it was my goal to observe a Black Church other than my own, I had difficulty
in doing so. In particular, I was interested in seeking out a church that has a ministry solely
dedicated to young women. I initially started with a Baptist Church, where I attended a few
services. I introduced myself to the pastor, and while he was willing to help, he had no such
ministry. It was difficult for me to observe the teens in his church, which has many teen
members. All these factors deterred me from using this church for participant observation and
interviewing.
Eventually, I was referred to another Black Baptist Church that I visited. This church had
a ministry dedicated to young women. The pastor was warm and welcoming. However, he was
also extremely busy. While he agreed to my observations, he recommended that I speak to the
children’s ministry director, and specifically, the director of the teen ministry. I spoke to her on a
few occasions. In both of these cases, the demographic of these churches reflected a
predominantly African-American, working class, female membership. In contrast, church
leadership reflected a predominantly African-American, middle class, male membership. These
and other issues contributed to my inability to recruit a church where I could effectively observe
young women for my study.
While I was not able to establish a relationship with either of these churches, in
addressing this issue, I conducted a discourse analysis of sermon videos posted online of another
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local Black Baptist Church. The methods of this work are discussed in chapter four and results
are presented in the following section. In addition, qualitative interviews of teen girls who
attended Black Churches were insightful in providing information related to their beliefs
regarding HIV risk. These qualitative results are presented in chapter six.
Church Sermon Discourse Analysis and Results
In supplementing the qualitative data that was provided regarding how church impacts
HIV risk, this section provides discourse analysis results that were gathered to contextually
describe messages conveyed to members of a local Baptist church. Ten church sermons were
viewed on the Vimeo.com website. The church has several sermons uploaded on their website
for general viewing. Sermons are uploaded in a timely manner, and after maximum digital
capacity is reached, older videos are deleted and are replaced with new content.
After transcribing ten sermons, open coding followed by thematic coding was conducted.
Three themes emerged which allow for greater understanding of church messages that are
presented to church members. These themes include “God’s Favor in Due Time,” “God as Father
and Helper,” and “God as Healer.” Messages concerning sexual behavior and health were done
peripherally and in a manner than coincided with moral messages that encouraged sexual
abstinence.
The theme of “God’s Favor in Due Time” included messages that focused on God’s plan
for the lives of church members. In particular, the pastor discussed some church members having
jobs that they are unqualified for, but God opened doors to opportunities that allowed for them to
have those positions. The pastor noted that a church member’s desire needs to align with God’s
desire in order for this favor to take place. He reiterates this point by stating in a later sermon,
“Somebody looking for a job. Give up on looking for a job. You put in an application here. Put
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in applications there. But somehow you haven’t acquired that job yet. God said, ‘Don’t you give
up.’ At the right time, God will open the right door at the right place.” He noted in another
sermon that church members need to be mindful of what they are asking for in terms of
employment. He jokes about the fact that God really does not want church members to work at
McDonald’s.
This discourse surrounding favor extended to other facets of life, including finding a
husband or a wife. The pastor notes that if a woman wants a husband, “Don’t ask [God] to send
you any kind of man.” Likewise, a man in turn should not desire a “Jezebel” —a Bible character
who was the wife of Ahab, an Israelite King. Jezebel introduced worship of pagan gods among
the Israelites and was said to do so through seduction and sexual immorality. The point of this
theme is that God’s favor for church members comes in due time with the understanding that
they should remain faithful to God’s desire for their lives. This theme highlights the importance
of middle class norms through employment beyond the fast food industry and the importance of
a particular marital partner who does not exhibit immoral sexuality.
For the theme of “God as Father and Helper,” the pastor shared the experiences of his
own life. He noted that he grew up in the projects with an absentee father. His mother used to
make him go to a local Baptist church. When he was older, he attended a Christian college but
was eventually dismissed from his school. Upon leaving school, he associated with a wrong
crowd that he referred to as “unchurch folks.” Conversion came about one day at 2 a.m. when, he
described, God woke him up from his sleep. Through that experience, he noted, his life changed
and he was “high on that other stuff!” This “stuff” is presumably God.
He noted that although his biological father was not a part of his life, he learned that God
fulfills the role of a spiritual father. This allows for an extension of family through church, as
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church members are family as well through this sharing of God as a father figure. Unlike a
biological father, this spiritual father can help his children avoid negative life experiences that
will cause them harm. In the case of the pastor, he was able to eventually escape the negative
influences of the “unchurch folks” because of his personal interaction with God.
The final theme, “God as Healer,” referenced God’s ability to address church members’
physical, spiritual, and emotional health. The pastor noted that if a church member received an
unfavorable medical report, it is important to have faith in the power of God’s healing. When
healing occurs, this will provide a testimony to doctors regarding the power of God’s ability to
handle illness and ailments. This healing is associated with God’s position as a father who cares
for his children. Again, church members should remain patient for God’s right timing to address
illness and disease.
In addition to supernatural healing, the pastor also noted the importance of individual
responsibility when addressing emotional and spiritual health. He notes that this comes through
the forgiveness of individuals who have hurt church members. He notes,
Healing can’t take place in your life until you make up your mind and forgive
them. Now, you ain’t got to go back and lie down with them. You ain’t got to go
back and hug them. You ain’t got to go back and let them slap ya again. You ain’t
got to, you can’t let them talk all they want to. But you ain’t got to put yourself in
harm’s way. But you still can, forgive them.
This statement notes the various emotional and physical injuries that need to be forgiven by
church members in order to experience a healthy life.
These discourse analysis results highlight the importance of keeping God in control of an
individual’s life, how church can be viewed as an extension of kin networks that include the
spiritual realm, and that being healthy includes God’s ability to supernaturally heal and church
members’ ability to heal themselves through the power of forgiveness.
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Chapter Summary
In closing, this chapter reviewed the ethnography of social ecological spaces of a
community and a high school as field sites of interest in this dissertation. The Hope Community
assisted in the understanding of sexual risk behavior of a working class neighborhood, with
partner concurrency as a primary concern. In addition, concerns surrounding the drug economy
coupled with increased violence were major concerns for female residents who were mothers
themselves. Despite these issues, the Hope Center provides a place of solace for this community
by providing services that assist neighborhood residents with educational, spiritual, and
recreational needs. In addition, Southeastern High School provided a space for understanding the
educational lives of students.
The next chapter discusses qualitative insights of HIV risk and multiple worlds of the
young women who occupy the Hope Community and Southeastern High School spaces. In
addition, a summary of the discourse analysis of the Black Church video transcripts will be
provided. This chapter will intertwine how the cultural consensus survey instrument was created
for Phase II, and the results of the cultural consensus analysis that ultimately revealed a cultural
model of HIV risk among female high school students.
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CHAPTER 6
QUALITATIVE RESULTS
Introduction
Alongside participant observation, I conducted in-depth qualitative interviews in order to
establish characteristics of HIV risk among participants. Through ethnographic insights related to
sexual health concerns more generally, I initially focused on how young women characterized
no, low, and high HIV risk in their local community. However, I discovered quickly that the
majority of the participants interviewed during this phase, along with community and school
members, believed that HIV risk included only low and high risk. Essentially, all young teen
girls from this community are found along this HIV risk continuum. Given this insight, the
cultural domains of interest were limited to low and high risk as related to the HIV risk model.
This chapter provides (1) results of qualitative interviews and informal conversations
provided by community and school members; (2) follow-up focus group results clarifying
understandings related to the cultural model of HIV risk; and (3) an explanation of the
formulation of the cultural consensus survey. Names mentioned in this and subsequent chapters
are pseudonyms used to protect the privacy of respondents. Salient quotes are outlined to
highlight the themes that are associated with the cultural model of HIV risk.
Phase I Sample
Initially, it was my desire to interview 20 participants for qualitative HIV risk and
Multiple Worlds Interviews (see Appendix A). However, recruitment for this phase proved
difficult given that interviews took place in a working class community where some parents were
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uncomfortable allowing their daughters or family members to participate in the study. For those
who allowed their daughters to take part in the study, many interviews were scheduled and then
rescheduled for later dates because mothers forgot about other obligations at the time of
scheduling or were unavailable for other reasons not made known to me. Although this was a
challenge, responses to my interview schedule yielded saturation of responses across
participants. Therefore, a smaller sample size was deemed appropriate (Bernard 2006).
As a result, ten participants (n=10) were interviewed during Phase I for the HIV Risk and
Multiple Worlds Interviews. Participant ages ranged from 14 to 18 years old. The mean age for
this convenience sample is 15.5 years. Descriptive data include relationship status as single
(40%), dating (30%), “it’s complicated” (20%), and long-term relationship (10%). The “it’s
complicated” relationship status was introduced by participants in interviews early on, with two
participants noting they were in relationships they viewed as unpredictable and unstable. This
phrase is part of relationship status options on Facebook and appears to have been adopted by
some of the young women interviewed.
Other important variables included in this phase were years that a participant lived in
Alabama, if they knew someone HIV-positive, and if they ever participated in HIV testing.
Residency in Alabama ranged from 3 to 18 years, with 18 years signifying the entire life span of
the participant. Mean years of living in Alabama were 13.9 years. The majority of the sample
(70%) did not know anyone HIV-positive, while half of the sample (50%) participated in HIV
testing. Despite the small sample size of this first phase, these variables highlight a good range of
heterogeneity across participants in relation to their ages, time in Alabama, relationship status, if
they know someone HIV+, and if they participated in HIV testing. A summary of demographic
characteristics is included in Table 6.1.
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Table 6.1: Demographic characteristics of Phase I.
Sample size:
n=10
Age:
Mean (in years)
15.5
Range
14-18
SD
1.51
Relationship Status:
(%)
Single
40
Dating
30
“It’s Complicated”
20
Long-term relationship
10
Years in Alabama:
Mean (in years)
13.9
Range
3-18
SD
4.35
Know someone HIV-positive:
(%)
Yes
30
Participated in HIV testing:
(%)
Yes
50
Participants were asked to provide pseudonyms to protect their privacy. Table 6.2
provides case identification number, pseudonym, and age of respondents, and whether or not
they participated in follow-up focus groups (see Appendix D). In addition to Phase I qualitative
interviews, follow-up focus groups were conducted to ask additional questions and clarify data
from qualitative interviews. These focus groups consisted of two groups (n=2) of three
participants, with the first three from the Hope Community and the second three recruited
through my church. The young women from the second focus group are denoted by an asterisk
(*) in Table 6.2.
Focus groups are traditionally larger than three participants. However, due to the
sensitive nature of the topic of HIV risk, I found it important to keep the groups small and
intimate in order for the participants to share as much information as possible without concern
that responses would be shared with other individuals in the Hope Community or the church.
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Table 6.2: Phase I Qualitative Interview and Focus Group Quick Reference Guide.
Case ID No:
Pseudonym
Age
Participated in Focus
Group Follow Up
(Y/N):
#001
Jasmine
14
Yes (*)
#002
Sariya
18
No
#003
Alyssa
14
No
#004
Dorothy
14
Yes (*)
#005
Tay
14
Yes (*)
#006
Nana
17
No
#007
Tee
15
Yes (**)
#008
Keiona
16
Yes (**)
#009
Bree
16
No
#010
Niya
17
Yes (**)
*Focus Group 1 participants (Hope Community)
**Focus Group 2 participants (church)
Multiple Worlds of Phase I Participants
Using Cooper’s (2011) framework of Bridging Multiple Worlds Theory, it was my goal
to get a sense of the diverse social ecology experienced by the adolescent girls interviewed. In
addition, it was a goal to determine differences in the characteristics of low and high HIV risk
cultural domains based on social ecological differences. In her work, Cooper (2011) provides a
list of six common worlds that adolescents typically refer to in specifying bounded areas they
engage. These include family, neighborhood, school, church, romantic relationship, and sports
teams. I used this existing list to determine how teen girls were socially integrated in these
common ecological spaces. Participants were invited to add other “worlds” they deemed helpful
in describing their social ecology that were not included on the list. Two participants added two
worlds where they participated regularly: a dance team and a high school Junior R.O.T.C.
program. For the purposes of the results presented, these additional social spaces were part of
school and therefore viewed as an extension of that social world.
Like Cooper (2011), I asked teenage girls who they believed were important people in
each of the worlds. I asked the young teen girls to mention individuals who were important,
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despite the ambiguity those people may have in their lives in terms of whether they viewed these
individuals as positive, negative, or both. This information made it possible to understand areas
of potential social support that the teenage girls engaged in their social worlds. Table 6.3
provides a quantitative summary of these findings.
Table 6.3: Phase I participants’ Number of Social Worlds and
Total Number of Important People Across Worlds.
Name of Participants Number of Worlds Total Number of Important
People Among Worlds
Jasmine
5
10
Sariya
1
8
Alyssa
6
12
Dorothy
6
12
Tay
6
16
Nana
5
29
Tee
5
11
Keiona
6
11
Bree
3
11
Niya
4
10
SD
1.64
5.98
Average
4.7
13
All participants referenced social integration in the family social world. The majority of
the young women noted female family members that they viewed as important, including
mothers, sisters, grandmothers, aunts, cousins, and a godmother. Male family members most
commonly named were brothers. Least mentioned were grandfather, godfather, father, son, and
baby’s father. In the church social world, pastors, deacons, friends, family, and church members
who attended the same church were most often mentioned among eight respondents. Nine of the
ten teenage girls mentioned the school social world, with teachers, friends, acquaintances, police
officers, and social workers or counselors as important people. Sariya, the only participant who
did not mention the school social world, was expelled from school when she was 16 years old.
She had just turned 18 years old when I interviewed her. At that time, she had a 10-month-old
son. When I visited her again a few months later, she was pregnant with her second baby. In
117

addition, only two teen girls mentioned neighborhood, and they referred to an aunt, a boyfriend,
a boy who is a friend, and a best friend as important people in that social world. Finally, four
participants mentioned that they were in romantic relationships.
After asking about their social worlds and important people in those social worlds,
respondents were asked what these important people expected of them in terms of their goals,
values, and expectations (GVE). Cooper (2011) provides a list of positive and negative GVE as
part of her framework. Halfway through the interviews, I decided to change this variable to an
open-ended question because respondents generally did not state many negative GVE from those
important to them, as viewed in Table 6.4 below. Therefore, an open-ended question was used to
draw a richer narrative culturally salient to the teenage girls interviewed. I probed further
following vague responses in order to obtain clarification of their statements. Table 6.4 provides
the number of positive and negative GVE for each participant. As noted, positive GVE
outweighed negative GVE. This may be due to social desirability and the desire to be viewed as
part of a “decent” background, to use Anderson’s (1999) term.
By far, the most popular response to the positive GVE shared was the idea that important
people wanted the participant to succeed. When I asked how success was defined by these
important people, which typically included family members and friends in various social worlds,
teenage girls noted that it meant graduating from high school, attending college, owning a
business, being smart, doing things that other adolescent girls did not think could be done,
getting married, and having a family. This topic will be explored more in depth later in the
chapter describing the school social world.
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Table 6.4: Phase I Participants’ Number of Positive and Negative
Goals, Values, and Expectations by Important People.
Name of Participants
Positive
Negative
Jasmine
48
2
Sariya
34
2
Alyssa
47
1
Dorothy
72
0
Tay
70
6
Nana
32
6
Tee
21
0
Keiona
11
3
Bree
14
0
Niya
41
1
SD
21.1
2.26
Average
39
2.6
Negative GVE, although rarely mentioned, were from various worlds, including family,
romantic relationships, friends, school, church, and sports teams. These negative GVE in the
family were in reference to a sister, a brother, a mother, and a grandmother for four different
participants. Niya mentioned that her grandmother made comments about her dressing
inappropriately and her desire for Niya not to grow up too fast. Nana, who shared that her mother
was someone who caused a lot of difficulty in her life, said that she believed her mom expected
her to fail, not finish school, and live on the streets. Bree stated that her mother was addicted to
drugs and was arrested for having a relationship with a drug dealer who was not Bree’s father. In
the case of Nana and Bree, these stories of their mothers came up at the end of interviews, when
they appeared to be more comfortable talking to me.
In references to negative GVE perceived from siblings, Jasmine thought her sister would
expect her to be lazy and fail, while Sariya thought her older brother expected her to have a
family too soon and be disrespectful. In Sariya’s case, she welcomed her first son when she was
17 years old. While Sariya did not share information about her mother with me, a Hope
Community member gave me insight into her life and told me that her mother battled drug
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addiction, which was why Sariya lived with an older sister in the neighborhood. Sariya seemed
sympathetic to her mother’s desires for her life, as she noted that her mother encouraged her to
obtain her GED and make something of herself. She spoke positively of her mother and never
revealed that her mother, and by extension, Sariya, experienced hardship due to drug addiction.
This snapshot of the facets of the multiple worlds in which the 10 young women
described are highlighted here as a way to qualitatively and quantitatively present the variability
of social ecologies among these teen girls. Interestingly, differences in these multiple worlds also
presented differences in the way that low risk and high risk were presented. In particular, young
women who lived in the Hope community would describe the various social ecological factors
that they believe contributed to low and high risk. For example, when asked why they believe
adolescent girls engaged in high-risk behaviors, they often connected these issues to lack of
parental involvement, lack of love, or implicit sexual violence experienced in the past. While
they may still view teenage girls who engage in high-risk behaviors in negative terms, they find
ways to explain the negative behavior with external factors that are beyond the control of the
young lady who they believe is high-risk.
In contrast, participants recruited from my church, and young women observed in various
honors classes at the high school seem to couch high risk behaviors in terms of individual
responsibility. For example, when asked what causes adolescent girls to engage in specific high
risk behavior, one of the participants noted that it was because she had low self-esteem or she did
not have self-respect. In addition, they noted that it was perhaps a lack of education that was not
readily sought by the young woman herself. Lastly, it was a rebellious attitude that motivated
certain teen girls to engage in high risk behaviors. These differences are important in
understanding the intracultural variability in sexual health risk as experienced by adolescent girls
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of similar socioeconomic and ethnic backgrounds. In the following section, I will review
contributors to HIV risk identified by participants. These themes are broken down into the social
ecological worlds in which they are referenced. While it is true that these worlds overlapped in
discussion, I attempt to highlight areas culturally salient to the social context experienced by the
participants revealed to be widely shared by other teenage girls belonging to this community and
group.
HIV Risk
The second half of the interviews focused on perceptions of HIV risk (see Appendix A).
Initially, free listing was used in order to determine the cultural domains of the categories of no
risk, low risk, and high risk of HIV among participants. In order to determine when saturation of
responses was reached by participants, a constant comparison approach common in grounded
theory was used (Glaser and Strauss 1967). This constant comparison approach was useful
because in the midst of collecting data it was discovered that the characteristics describing “no
risk” and “low risk” were extremely similar. When I questioned a participant as to why she
thought this was the case, she shared that it was because she believed that, to some degree, all
teen girls were at risk of HIV. Therefore, it was difficult to make a distinction between no and
low risk. After the fifth interview, I decided to eliminate the no risk category and ask respondents
about low risk and high risk categories of the cultural domain of HIV risk.
To begin, I will describe the activities and behaviors of high- and low-risk teenage girls
that participants recalled during their qualitative interviews. In conjunction with Cooper’s (2011)
Bridging Multiple Worlds Theory, I asked participants to think of young women they would
identify as low-risk and one they would categorize as high-risk. I asked what social worlds they
occupied, what important people were a part of their lives, and what these important people were
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like. In addition, I asked about personality characteristics and behavior that influenced their view
of the imagined teenage girl as high- or low-risk. In focus groups, I asked what were the GVE for
the adolescent girls they viewed as low-risk and as high-risk. In combining these two aspects of
social ecology and individual characteristics and behavior of those they viewed as high- and lowrisk of HIV, I was able to uncover an HIV risk cultural model relevant to these teenage girls.
Personality Characteristics of High-Risk Adolescent Girls
When I asked participants to describe the personality of those they considered a prototype
of high risk, both negative and positive comments followed. In terms of undesirable
characteristics, 14-year-old Jasmine simply stated, “THOT.” I was unfamiliar with the acronym
at that time. I asked her for further explanation to which she immediately laughed. She
hesitatingly replied, “That hoe over there.” Since this term was introduced to me during this
interview, I have noticed this term used in popular mainstream media.
Fourteen-year-old Dorothy shared additional characteristics associated with THOT, as
she described a high-risk teenage girl she knew in this way:
She always skip school. […] She, she'll, well 'round here they'll call it a “wanch.”
[...] She like, she always like talking, talking to other dudes that go with
somebody and yeah. [...] Yeah, she a thot. [...] Street smart. She know everything.
[...] Shows too much of her body.
Here, Dorothy describes this young lady as a “wanch,” which is a colloquial term equivalent to
THOT. In addition, she is a teen girl who tries to date unavailable boys already in established
relationships. Lastly, she is not engaged in school and knows a great deal about the streets. In
terms of body image, she shows a lot of her body. While this participant noted specifically this
limitation in terms of clothing, this was not a highly agreed upon point when describing high
risk. I asked participants about what these young women physically looked like, but there was
not a consistent pattern in relation to physical appearance.
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Another term common in describing high-risk adolescent girls was the word “fast.”
Young women who are fast are those that engage in sexual activity at an early age. Sariya (18
years old) described a high-risk teenage girl she knew as, “Loud, goofy. Fast, flirtatious, coldhearted.” Fourteen-year-old Alyssa added, “She's fast. She's a liar. She's a thief. She's fake. Oh, I
hate to use this word, but she's disgusting.” These two high-risk descriptions associate being
“fast” with other adverse characteristics.
In contrast, other participants noted positive attributes of young women thought of as
high-risk, as they navigated and struggled with difficult teenage issues. For example, 17-year-old
Nana made reference to the less attractive aspects of the Internet as it is associated with a highrisk teen girl she knows, as she describes,
Believe it or not, she's really, actually, you know, quiet. But, like, when you like
get to know her and stuff, she's a really cool person, you know. She'll joke around
with you, play with you, and stuff. You know, she's very open about what
happened to her, and stuff. But she just don't talk about her internet life at all. And
I don't blame her for that, because you know, I don't talk about my internet life at
all either. I don't want folks to know about what I be doing on the internet.
Nana notes later that as a child, this young lady was raped by her mother and that she has sent
nude photos of herself over the Internet. This teenage girl was described by Nana in sympathetic
terms. Nana herself is a young lady who was in and out of the foster care system due to her
mother’s drug use.
Likewise, 15-year-old Tee added that confusion regarding sexual identity leads her to
think of a particular teen girl as high-risk. She described a high-risk young woman she knew in
this way, “She's a very smart girl, with books. But, when it comes to boys and the outside world,
she's just a whole new person. And she's confused about her sex. […] Mm-hmm. Like, she's
confused like she want to be bisexual. Like she want to talk to girls and boys.” Those with a nonnormative sexual identity, although not a large population that was observed in this study, met
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with many difficulties in the school setting that I observed. While Tee did not elaborate
regarding how this teen girl was a “new person” when it came to boys, she later mentions that
the young woman she references as high-risk has a mother who is bisexual. In hindsight, it is
possible that she attributed her mother’s sexual identity as a reflection of the teenage girl she
described.
Activities and Behaviors of High Risk Adolescent Girls
Activities associated with high risk included engagement primarily in social media,
participation in the local neighborhood, and partying. A small number of girls also mentioned
participation in school activities, including sports teams such as cheerleading, tennis, and track.
While these activities were mentioned, they were not considered social worlds important to girls
that were referenced in describing high risk girls. Rather, it was described as activities in which
these young women engaged. This similarly occurred when describing participation in church as
an activity, with two participants noted that the high-risk teen girls they recalled also attended
and were active in church. One of these participants formally mentioned church as a social world
occupied by a high-risk teen while the other participant referred to church in terms of an activity.
Participation in school activities and church were primarily noted as social worlds engaged by
young women described as low risk as will be described later in this chapter. This overlap is
noted here for the reader to state that there was mention of school activities and church for girls
considered high risk, but it was distinct in that these were referred to as activities and not
participation in these multiple worlds, except with the one participant who identified church as a
social world.
Behaviors mentioned by participants were thought to be influenced by people who are
part of a teen girl’s social ecology, including mothers, peers, and boys. One mother was
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associated with high-risk behavior because she did not set, in the participant’s opinion, a good
example for her daughter. Therefore, the daughter followed in her mother’s footsteps that led to
the negative consequence of being labeled as high-risk. For example, 15-year-old Tee remarked,
“Uh, her mother. Because, just because her mother do it [have sex], she think she has to do it, she
wants to do it. She want to try because her mother's trying it maybe.” Mothers were also
mentioned in the high-risk domain as a person that the high-risk teenage girl was disobedient to
in her social worlds.
In addition, friends were important catalysts in the decision-making of young women
considered high-risk. Fourteen-year-old Dorothy noted,
She like, um, like, every time she see one of her friends, she go do what they do.
[…] Her friend, like if her friend go behind the bleachers, she go, and she, it be a
boy behind the bleachers, and I guess they do what they got to do. They, at the
end of school, school day. They go home.
Likewise, 15-year-old Tee stated, “Her friends are convincing her, telling her to try it or do it."
By far, the most discussed behaviors involved individual behaviors of teenage girls and
the boys with which they were associated that evoked speculation about high risk activities to
references regarding specific sexual behaviors. These “high-risk” behaviors ranged from mere
assumptions regarding sexual behaviors of a young lady based on her interaction with boys. For
example, 16-year-old Bree explained, “All the different dudes she talked to, she have, she have a
different picture posted on Facebook with different guys like every day, like every day. This is
no joke. That's every day. She has a different picture posted.” Bree’s disdain for the young
woman she considers high-risk is associated with her belief that this teen is engaged in several
relationships, although she does not express whether or not these are sexual in nature. Likewise,
17-year-old Niya stated, “Uh, I would say more of the attention from guys, throwing herself on
guys, the way she dresses at times, um, that's all for that. […] All over them, trying to like force
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them to want her. More like, um, turning, more of flirty type things.” Here, Niya notes that again,
while there is no knowledge of sexual activity per say, this young teenage girl is charged as highrisk because of her “flirty” behavior with guys, which creates assumptions about her sexual
behavior.
In the same vein, behavior also extended to explicit sexual activities that were mentioned
in reference to high-risk adolescent girls. For example, 14-year-old Alyssa describes,
‘She does almost everybody at school. […] Well, well, sex involves oral sex too so I guess that'll
count. So she likes oral too but that's all I know.” Sexual behaviors of young women viewed as
high-risk were associated with low self-esteem and a “don’t care” attitude. Seventeen-year-old
Nana shared about her friend who she considers high-risk,
But, she'll like, every time when a dude be talking to her, like, around, stuff like
that, like sexual stuff. Like, she just be smiling. And then I'll be telling her, I be
like, “You know, that's all he wants from you.” And stuff. But then she'll go out
there and do that anyway. When I tell her not. And then she just don't care. I don't
know if she use protection or not, but she just don't care. And then, I don't know,
like, she sends nude photos. She do. 'Cause I've seen it one time. But, I'm just like,
“Oh girl, you need to stop doing that.” You know what I'm saying. Because that's
not right. That's not good. At all. But, yeah, I caught her one time in the bathroom
[with a guy], but you know, I don't know.
In addition, Keiona noted, “Attitude. Low self-esteem. That's it. […] She let herself go to
anyone. When she do, she have sex with anyone.” When I asked a participant to explain what
causes low self-esteem and this “don’t care” attitude as it relates to high risk, 16-year-old Bree
noted, “Probably because they're going through something with their family, or they feel like
they don't have nobody on their side. You know. Like, you know, household problems, personal
problems.”
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Personality Characteristics of Low-Risk Adolescent Girls
Like the high-risk teenage girls described above, respondents were asked to describe
personality characteristics of low-risk teenage girls. These were diverse statements and included
both positive and negative characteristics. Also, only one statement directly referenced sexual
activity in terms of risk, as 14-year-old Jasmine noted that this teenage girl is “somewhat fast.”
Again, this refers to the degree to which a young teenage girl is sexually active, as opposed to
whether or not she is engaged in sexual activity at all. Including the description of being
“somewhat fast,” Jasmine makes reference to the fact that this young lady is “not all the way
known,” meaning either she is discreet with her sexual behaviors, or she limits her sexual
encounters.
In addition, there is acknowledgement of both good and bad behaviors that exist in the
low-risk teenage girl, but with the understanding that the good outweighs the bad. For example,
17-year-old Nana notes, “She's loud, she like to have fun, get in a little trouble. Not a lot, but a
little trouble. […] And she's like very serious about school work and stuff.” Fifteen-year-old Tee
states,
She likes school. She likes to learn. She's very smart and outspoken. She loves
sports too. When me and her talk, it's like, she always want to do the right thing.
She do do the right thing, but she tries not to let, you know things come her way.
Even though she probably mess up a couple times. But, she'll get it right.
Everyone makes mistakes.
Likewise, 17-year-old Niya describes, “It's more of a kind of quiet, but talk to certain people.
More of a kind of sneaky and don't really want to see what's wrong when she does something
wrong. More of a, kind of selfish person. Um, she's friendly. Um, she's, I say she's active and
smart. Um, kind of sensitive.” Sixteen-year-old Bree had this to say: “Uh, she's sweet, but she's
stuck up in a way. But, she's very sweet. Like, she'll give you her last. She kind of stuck up.”
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Here, there is recognition of these teen girls “making mistakes” as all teenagers do, but providing
allowances for their contradictory behavior. In addition, there is an affinity for school and
learning, uncommon in the description of young women described as high-risk.
Activities and Behaviors of Low-Risk Adolescent Girls
The activities associated with young women identified as low-risk included participation
in sports teams at school. Also, the majority of the respondents identified church participation,
either through singing or dancing, for the low-risk teen girls. Too, one participant mentioned that
the young woman she viewed as low-risk was employed.
In terms of sexual behaviors, virginity was only mentioned once in early interviews. This
description, provided by 17-year-old Nana, was in the context of giving her low-risk friend
advice in light of regret over losing her own virginity when she shared,
Like, she talks about a lot, about losing it or whatever, and I tell her all the time,
“It ain't worth it. 'Cause it ain't nothing in this world that you ain't going to miss
more than that.” 'Cause I tell you the truth, if I could go back last year, I would've
never did it. I tell her all the time, I wouldn't have did it. You better keep that.
In addition, one respondent mentioned that in her mind, the difference between low risk
and high risk is the amount of sexual activity in which a teen girl participates. If a young woman
engages in sexual activity occasionally, then she considers her low-risk, as opposed to adolescent
girls who frequently engage in sexual behavior, and/or with multiple partners. Fourteen-year-old
Dorothy shared, “They, they do it on different days. Like, she do it, like one day, then she stop.”
After more clarification, she noted that teenage girls who have sex on “more days” are at
increased risk. For the most part though, sexual behaviors of young women viewed as low-risk
were described as noted by 14-year old Alyssa, who stated,
Uh, I mean, she, she, she lost her virginity in the ninth grade, and that's the only
time she ever did that, and that's because of the pack of friends she hung around,
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but now she changed, and she doesn't even act like she's not a virgin anymore.
She doesn't show anybody that.
In addition, sexual behavior is described in terms of personal responsibility or control.
For example, 16-year old Keiona replied, “How she carry herself. She carry herself like a young
lady. She says no. Sometimes she says no to things. […] Sometimes her friend asks her to go
party, she says no. Or drinks.” When I asked her what happens at these parties, she stated:
“Smoking, unprotected sex, sometimes they have sex at party. Drinking, smoking.” Fourteenyear-old Tay added, “She don't, she don't too much think about boys. And she saving herself for
marriage.” Likewise, 16-year-old Bree describes,
Um, like, she, she barely talks to dudes. Like, she will not talk to no boy unless
she really feeling him. Like, like, she really want to talk to him. Like, she just
want to talk to nobody. But, and every time we, if we all around, talking about sex
or something like that she'll be like, “Uh-uh. Y'all need to hush.” And stuff like
that. [...] She just uh, she's just quiet. Just a very quiet person.
In contrast, 14-year-old Dorothy described the low-risk teen girl as sexually active in
explicit terms. This description was confounding, given that she was the respondent that
described a low-risk adolescent girl in terms similar to high-risk teen girls. However, this was
not done in error on the part of the participant. She appeared to refer to both low- and high-risk
adolescent women in terms of increased sexual behavior and was unsure of how to articulate the
differences between the domains. She described a situation with a teen she viewed as low-risk,
sharing,
Like, one day, this year, she went into the bathroom with a boy, and that's when
they started fuckin' and “bobbing” [term used to describe oral sex]. And she told
the principal that he made her, but he said he didn't. So, I don't know how that
went. But both of them got suspended. It was at school.
Again, this narrative was an anomaly given that it appeared to be a statement describing high risk
as opposed to low risk. Therefore, this participant, after being questioned about whether or not

129

she understood the categories of risk, may be the outlier in the group, or there may be young
women just like her who think of risk as a monolithic category in contrast to bounded, discrete
categories (i.e., high and low). Or, she may categorize risk in entirely different cultural
dimensions not readily revealed in the qualitative analysis.
A combination of the qualitative descriptors of of participants’ social worlds described
earlier in the chapter, the depictions of high- and low- risk teenage girls participants personally
knew, and insights gleamed from existing public health and social science literature relating to
HIV were used to construct the following statements (Table 6.5). These statements were used as
a cultural consensus quantitative survey in the second phase of this research (see Appendix G).
To elaborate further, it is important to note that because friends were viewed as a catalyst
to some of the decision making processes of both high- and low-risk teen girls, cultural
consensus statements centered on peer influence are also included, even though a “peer social
world” was not referred to in Phase I qualitative interviews. Also, some statements were not
explicitly outlined in qualitative descriptions of the high- and low-risk young women. Rather,
they were formulated either through participants own descriptions of themselves when
describing their own social worlds, or they were included because the statements referenced
items that described ways to avoid high HIV risk. Furthermore, the use of condoms or lack
thereof was not mentioned in great detail by participants. However, given that this mode of
protection is a part of the public health model of HIV prevention and risk reduction, statements
referencing condoms are also included. The results of the cultural consensus analysis will be
discussed at the end of this chapter.
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Table 6.5: Phase II Cultural Consensus Statements Describing
Personality Characteristics, Activities, and
Behaviors of High- and Low-Risk Teen Girls
A teen girl who tries to fit in with the wrong crowd.
A teen girl who uses condoms when she has sex.
A teen girl who is “fast” [has sex early in life].
A teen girl who has friends who influence her to do bad things.
A teen girl who is nice and sweet.
A teen girl who drinks alcohol.
A teen girl who doesn’t have sex all the time.
A teen girl who is a virgin.
A teen girl who has friends who drink alcohol.
A teen girl who has friends that help her make good choices.
A teen girl who acts “grown” [acts like an adult].
A teen girl who shows a lot of her body.
A teen girl who uses drugs.
A teen girl who has a job.
A teen girl who “bobs” [oral sex] a lot of guys.
A teen girl who carries herself like a young lady.
A teen girl who has sex in exchange for something in return.
A teen girl who has friends who use drugs.
A teen girl who goes with a much older partner (five or more years older).
A teen girl who has sex with a lot of guys.
A teen girl who “bobs” [oral sex] in exchange for something in return.
A teen girl who feels sorry for herself.
A teen girl who tries to get attention from guys.
A teen girl who does not use condoms when “bobbing” [oral sex].
A teen girl who goes with an older partner (more than four years older).
A teen girl who does not use condoms when having sex.

Family, Neighborhood, and Romantic Social Worlds:
Parental Involvement, Older Men, & Concurrent Relationships
The family, neighborhood, and romantic relationships, as outlined in Cooper’s (2011)
work, will be presented here together because they were oftentimes referenced simultaneously in
discussions surrounding HIV risk. As noted in chapter two, family and neighborhood social
worlds in low-income settings are oftentimes discussed in opposition to one another, as children
living in low income neighborhoods are inherently safer in their homes than on the street
(Anderson 1999; Jones 2010; Tilton 2010).
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Quantitatively, family, and more generally, the home social world was affiliated with
lower risk (80%) in comparison to high risk (50%) (Table 6.6). Another important factor to note
was that there were more kin described for low risk in comparison to high risk, although this may
be due to random chance. Additionally, the neighborhood social world was mentioned for both
low and high risk, although it was referenced more for high-risk teen girls than low-risk. Also,
no specific important people were mentioned for the low-risk teen, while one participant
specifically mentioned next-door neighbors as important people for the high-risk adolescent girl.
Finally, romantic relationships were mentioned for both low risk and high risk, although it was
mentioned slightly more for high risk.
Participants were asked about the characteristics of the important people in the worlds of
those they viewed as low-risk and high-risk, if they were aware of that information. Sexual
behaviors, drug use and association with many and/or older men were discussed in relation to
high-risk factors of the neighborhood. Likewise, romantic relationships were also in reference to
boyfriends only interested in sex when describing a young woman at high risk. Another
participant noted that a teenage girl she believed was high-risk dated older men who had many
sexual partners. In contrast to the seemingly negative connotations associated with descriptions
of important people associated with the high-risk teen girl, both positive and negative
descriptions were used when referring to family members. Families of high-risk adolescent girls
were generally described as strict or “half nice, half mean.” These statements were made in
concert with young women viewed as out-of-control.
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TABLE 6.6: Phase I Participants’ Descriptions of Multiple Worlds and
Important People Associated with High and Low Risk
Multiple Worlds
High Risk
Important PeopleLow Risk
Important People –
High Risk
Low Risk
Neighborhood
40%
Next-door neighbors 20%
(10%)
Family
50%
Grandmother (10%); 80%
grandmother
stepfather (10%);
(10%);
father (20%); brother
sisters (10%);
(20%); mother (50%)
brother(20%);
cousin (20%);
aunt (20%);
father (30%);
mother (50%)
Romantic
30%
“all the men she
10%
Boyfriend (10%)
Relationships
dated in the
neighborhood”
(10%); boyfriend
(20%)
Interestingly, the fathers involved in the lives of high-risk teenage girls were viewed in
positive terms such as “nice” and “caring.” Only one mother was referred to in these same
positive terms. For example, one participant disturbingly conveyed that one of the teenage girls
she viewed as high-risk was raped by her mother. Another mother was described as bisexual, and
consequently, her sexual orientation was paired with her parental absence. She was described by
the participant as not there for her child, opting instead to be absent from the home a great deal,
while engaging in drug and alcohol use. Both the sexual orientation and behaviors of this mother
contributed to the high risk of her daughter.
In terms of the teen viewed as low-risk, little was stated about characteristics of important
people in the neighborhood and romantic relationship. In terms of the family, again, variation
was presented in characteristics described, and this is the social world that appeared to overlap in
many ways to the characteristics described for a high-risk young lady. For example, moms were
viewed as strict as well. However, there were many more positive attributes related to mothers,
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as expressions like “honest,” “respectful,” and “wants better for her” were used to describe them.
In addition, aunts and cousins were also mentioned as important people, although specific
descriptions of them were not shared.
As introduced on the previous page, some participants supposed that teen girls who were
at high risk of HIV risk were those who did not have parents active in their lives. This lack of
parental involvement was caused by various factors, including working more than one job,
working at a job that was far from home, or substance abuse that made it difficult for the parent
to be present for the child. This lack of parental involvement was associated with increased
interaction in the local neighborhood, and the ability to have community boys come over to a
teenage girl’s home. This interaction was the most mentioned risk behavior among young
women viewed as high-risk, as they were believed to engage in unprotected sex with multiple
boys in their homes. One participant stated that the motivation behind these concurrent sexual
partnerships, termed colloquially as “standing on the corner,” was to provide sex in exchange for
money, drugs, or food. For example, 14-year-old Alyssa stated, “Prostituting. That's one for a
fact I know.” To which I asked, “When you say prostituting, is this for money, a place to stay?”
And she replied, “Yeah. Money and […] food.”
Since the home was a space where adults were largely absent, in this context, it was
viewed as a contributor to high risk. Another respondent illustrates this point as she provides a
personal experience where she described the interaction of two teenage girls and one boy that
commenced in the school social world and ended in the home social world due to lack of adult
supervision. The following is an excerpt of fourteen-year-old Dorothy’s interview transcript that
describes the high-risk behavior of a teen she personally knew who was introduced earlier on
page 125:
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Ethnographer: Okay. I want you to tell me why, based on behavior, you think this
girl is at high risk. So, what does she behave like that makes you feel like she's at
high risk of getting HIV?
Respondent: She like, um, like, every time she see one of her friends, she go do
what they do.
Ethnographer: Meaning […]
Respondent: Her friend, like if her friend go behind the bleachers, she go, and she,
it be a boy behind the bleachers, and I guess they do what they got to do. They, at
the end of school, school day. They go home. […] Like, they first, they let, the
two girls go first. Then that's when the boy come out of nowhere and go.
Ethnographer: To their house?
Respondent: Yes.
Ethnographer: And then they do things?
Respondent: Yes.
Ethnographer: And, nobody is around but those three kids?
Respondent: Yes.
Ethnographer: Okay. Okay. Let me wrap my mind around this. You said two
girls, one boy. And so they're all messing around, would you say?
Respondent: […] Yes, because they wanted me to record it one time. I was like, “I
ain't got nothing to do with it.”
Ethnographer: Tell me about that. […]
Respondent: Okay. They came up to me. They thought I was a person that would
do stuff like that. So, they were like, “Excuse me. Excuse me. May you record
this one while I bob [participate in oral sex].” And I was like, “No, I'm not that
kind of person.” They were like, “Oh, okay, you can go.” And he was like, he was
try, he was begging me to do it, but I was like, “No.”
When I asked the participants why they believed young women their age engaged in
these activities, many of them stated that in addition to lack of parental guidance, there was no
love in their family. Some of them coupled this with “hurt” or “aggression” that may have been
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experienced in their household. While these are vague terms, and although rarely did respondents
themselves discuss rape or incest in the interviews I conducted, many of the community
members noted that this is a major issue for these teenage girls. Community members also noted
that parents, particularly mothers, ask their daughters not to discuss these issues with school
officials for fear of interference in family life. These family issues further resulted in what
participants repeatedly described as an “I don’t care” attitude that contributed to increased HIV
risk, as described earlier in this chapter.
Older men living in the community were associated with risk in that they were able to
provide teen girls, in particular young women without a male role model, attention for the
purpose of becoming sexually involved with them, either by consent or as noted by certain
community members, through force. When discussing the importance of teenage women coming
home “before the street lights comes on” and the danger associated with staying out late in the
neighborhood as it contributes to high HIV risk, 16-year-old Bree shared, “Like, the hanging out
all night. I mean, 'cause you do have the older guys walking the blocks sometimes, you know.”
While not explicitly stated by Bree, this notion of sexual violence was a concern, particularly
among community members, such as Dr. Johnson of the Hope Community Center, and the social
worker and principal of Southeastern High School, among others who mentioned this concern
very briefly.
As an aside, in presenting this data at a brown bag luncheon sponsored by the University
of Alabama’s Women’s Resource Center, Jameka Hartley co-presented on human trafficking in
Alabama. Jameka is the coordinator of Alabama Reach, an organization that focuses on helping
foster children attend college. She stated during her presentation that many of the young teenage
girls that she works with in foster care were engaged in human trafficking as sex workers for
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their pimps who initially started out as boyfriends. These men are usually much older. Jameka
noted that the introduction to human trafficking is usually started by a casual relationship with a
boyfriend who later pimps his girlfriend for economic benefit. She shared with the audience that
this transition from girlfriend to being sex-trafficked goes so smoothly that the teenage girls have
a difficult time pinpointing when this transition actually occurs. We discussed how this illegal
activity puts these young women at sexual risk.
In addition, having sexual relationships with individuals in an adjoining low-income
community was associated with high risk as introduced on page 87. For example, 18-year-old
Sariya further elaborated on this point, stating,
I would say that a lot of them are, you know what I'm saying, lost and not being
treated right at home or either, you know what I'm saying, feeling bad about their
body or how they look or something like that, because it's so easy for the males
out here to you know, get them in, and it's like, they going, they hopping from
him to him to him to him and then next thing you know, the whole neighborhood.
And it's a lot of girls that stay out here, a lot of girls that come from [Parkway
Place] to over here, that then been from guy to guy, out, just in this one
neighborhood.
In contrast, staying home was associated with low risk of HIV. Specifically, when I asked
participants how they could avoid high-risk behaviors, the majority of them referred to avoidance
in terms of personal responsibility, as they noted that they should stay home. Staying home was
viewed as a protective factor against the dangers associated with the wider community. Fourteenyear-old Tay noted,
I can say stay away from people, the wrong people, in general. I mean, like, for
me, […] like my friend. She was going to the store. If I'm going to the store, I'll
look, I'll look outside to see who's around, and if like there is guys around, I'll get
my big brother to walk with me to the store. […] If my brother's not there, I'm just
not going nowhere.
While it is true that isolation from the neighborhood may protect a young woman from
the dangers associated with living in an area like the Hope Community, there are some negative
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consequences in non-participation in a community’s daily life. For example, there may be lack of
group solidarity among neighborhood residents experiencing similar issues due to living in
disadvantaged surroundings. With lack of group solidarity comes lack of social support in many
cases. In addition, there is risk of a teenage girl being perceived as thinking she is better than
others in the community. Finally, there is a lack of knowledge surrounding what is occurring in
the community that may provide advantageous opportunities. For example, the Hope Community
Center sponsors events for residents including health and job fairs. Without this interaction with
community members, individuals may miss out on opportunities that can benefit them.
Aside from the personal responsibility of staying inside, teenage girls stated the need for
parents to be more involved as a way to lower their daughter’s sexual health risk. Fifteen-yearold Tee stated, “Uh, I think they can be avoided if their parents really care about what their child
is doing. They should get, if they were really close to that child, their child would be able to talk
to their parents about anything and their parents would just try to talk to them.” Also, 14-year-old
Alyssa put it this way, “Like, if parents take the time to like, show their kids how they’re
supposed to be respected and like, love on their daughters more, and show them that they’re not
a paper plate, they’re fine china, […] most of the time you're not going to have the time to do all
that stuff.”
As noted, the home social world was a contested space. Generally, this area is private to
the wider community. In this privacy, however, there are possibilities for increased sexual health
risk, sexual violence, or protection from the outside world. In the minds of participants, the
adults who occupy or are absent from the home determine in large part whether young women
are considered high-risk or low-risk of HIV. Likewise, the neighborhood was viewed as a
dangerous public space that no respectable “young lady” should occupy. If she does, she should
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be chaperoned in this predominantly male space by a male relative or friend. Otherwise, she is
labeled as high-risk. This was noted by 14-year-old Tay, who discussed how she navigates the
neighborhood, stating that her brother escorts her when she leaves home.
This effort to remain in the house and thus be viewed as low-risk oftentimes means lack
of engagement with individuals in the neighborhood. While there was a degree of interaction
with the neighborhood, observation showed that many times, these teen girls were rarely alone
and they traveled via the neighborhood with a purpose to go to another apartment, the
neighborhood center, or to the onsite laundromat facility.
Armed with this information regarding home, school, and neighborhood social worlds,
the following cultural consensus statements were constructed for use in the second phase of this
research (Table 6.7). These cultural consensus statements assessed culturally-defined HIV risk
that took into account high and low risk categories, presented and evaluated by Phase II
participants.
Table 6.7: Phase II Cultural Consensus Statements Describing
Family, Neighborhood, and Romantic Relationship Social Worlds
Family
•! A teen girl who is not getting love at home.
•! A teen girl who has family problems.
•! A teen girl whose parents aren’t around a lot.
•! A teen girl who has parents involved in her life.
•! A teen girl who has her father in her life.
•! A teen girl who has strict parents.
•! A teen girl who stays home.
Neighborhood
•! A teen girl who hangs out with older guys in her neighborhood.
•! A teen girl who walks around her neighborhood with an older
male relative (like a brother, cousin, etc.)
Romantic Relationship
•! A teen girl who goes with someone who is abusive.
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School and Sports Team Social Worlds
The school social world was mentioned for both high-risk and low-risk teenage girls.
Friends were mentioned for the high-risk teen, whereas school associates, teachers, and friends
were mentioned in connection to the low-risk teen (see Table 6.8 below). Friends could not be
easily bounded in one social world or another, as adolescent girls who had friends in school
might also attend church or live in the same neighborhood as school friends.
Table 6.8: Phase I Participants’ Descriptions of School Multiple World
and Important People Associated with High and Low Risk
High
Important PeopleLow
Important People –
Risk
High Risk
Risk
Low Risk
school associates (10%); teachers (10%);
50% friends (30%)
40%
friends (20%)
The friends of young women viewed as high-risk were described in unsavory terms,
including “bad, fake, liars, manipulators” (Alyssa, 14 years old); “messy” (Dorothy, 14 years
old); and “alcoholic, addicted to drugs, addicted to sex, partying. Bad influence” (Keiona, 16
years old). In contrast, the friends of low-risk teenage girls were referred to in both negative and
positive ways, as 14-year-old Alyssa noted that “some are real. Some are fake. Some evil,
manipulators, liars.” Dorothy also noted that they were “in between messy and then nice.” Here,
“messy” is used to describe a young woman who gossips behind a person’s back that is
considered a friend. They are not trustworthy with information because it will be widely shared.
In addition to friends, associates and teachers were also mentioned in reference to the
young women viewed as low-risk. According to 16-year-old Keiona, associates were thought to
be “Skipping school. Skipping classes. And not doing homework.” Interestingly, peers for both
low- and high-risk adolescent girls were referenced in terms of behaviors considered negative
and that lead to bad influences. It is also important to keep in mind that when only friends in a
school setting are taken into consideration, a low-risk teenage girl seems to have the fortitude to
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refrain from participation in these questionable behaviors. However, if they give in to the
pressure or temptation of this behavior, they can transform to a high-risk teenage girl in this
social world. Again, this theme of self-control comes into play for the low-risk teen girl. Lastly,
teachers of a low-risk young lady “help her out” (Tay, 14 years old).
As noted in the previous chapter, low risk was associated with interest in schooling and
education. This understanding was further crystallized in my observations at the high school. I
sat in on AP or IP classes. It was obvious that a social hierarchy was dictated by a “good girl”/
“bad girl” dichotomy, where the “good girl” was enrolled in these classes. As a result, these
young women benefitted from the privileges of greater attention and investment in and out of the
classroom.
In contrast, young women associated with high risk in the school setting were oftentimes
said to be negatively influenced by peers. A distinction between friends and acquaintances (or
associates) was made in that friends were viewed as those who cared for someone’s well-being
and looked out for others’ best interests, whereas associates were more prone to surround
themselves with peers that would benefit them personally. They are viewed as unreliable and
selfish individuals. These pseudo-friends are also referred to as “haters” or “frienemies” because
of their ambiguous position in a young girl’s life. However, they are a natural part of the
landscape in the lives of the respondents that were observed and interviewed.
When describing teen girls that were at high risk in school, associates were viewed as
catalysts to young women and their high-risk behavior. Seventeen-year-old Nana noted that the
associates of a high-risk teenage girl she knew would influence her by doing bad things. She
states, “[…] Hanging out with the bad crowds, going to parties, drinking and all that. And
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fighting.” In specific, at school she noted that they influence her into “skipping school. Skipping
classes. And not doing homework.”
Additionally, teachers were again mentioned as influential in their ability to contribute to
low self-esteem and indirectly to high-risk sexual behavior. When discussing the social conflicts
found in her own multiple worlds, 14-year-old Alyssa mentioned teachers and noted, “Like my
teachers. We make them mad. Well, like, students, and they mad, make them mad. So they take
it out on everybody and be like, “That's why this class isn't going to be successful. Y'all never
going to go anywhere.”
This idea of success was emphasized greatly in terms of what important people across
multiple worlds desired for the participants interviewed. When I asked what success entailed, 17year-old Niya stated that her mother and grandmother wanted her “going to college, finishing
college, making sure I get my degrees, and married with a family.” The idea of success was tied
to notions of higher education, followed by heterosexual married relationships that resulted in
children. Niya stated that a financial barrier existed to making college a reality for her, but she
knew that if she needed financial support, her mother and grandmother would pool their
resources to make it possible for her to attend college.
While many of the participants and students in the high school under observation
embraced the idea of college, some found it a challenging thought. Sixteen-year-old Keiona
shared that college did not appear attainable. She reveals, “Because I had difficult[ies] in math
and it’s hard for me to understand it.” She elaborates on this issue by stating the difficulties she
faces in disappointing her mother. She noted, “Sometimes I feel like, I don’t make my mom
proud because of my grades. She want me to be able to succeed, but, I feel like, I don’t succeed
at times.”
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Keiona shared that she had ambition to be a psychiatrist, and we had many conversations
about what that type of education would entail. She became overwhelmed by our discussions of
the amount of schooling needed for her goals to be a reality. Since I interviewed her, Keiona
graduated from high school and now attends a local community college. While I am excited to
see what happens in Keiona’s future, I am concerned as to how success is so narrowly defined
for the teenage girls that I interviewed—young women who are challenged by the structural
issues related to poverty, inequity in educational access and opportunity during high school, and
lack of information surrounding the work it takes to reach the educational goals they have for
themselves. Brown and colleagues (2006) note that Native American youth have similar notions
of success as measured through milestones that include college, being a home owner, having a
permanent career, and financial security. These youth are seldom aware of the requirements to
achieve these markers of success in the context of barriers, including lack of economic
opportunities, addiction, depression, and stress, just to name a few.
The school setting was also a contested space when it came to gender norms that in some
ways allowed boys permission to touch young women in uncomfortable ways. Walking through
the halls, it was not uncommon to see a teenage boy grab a young lady’s backside. The reaction
was almost always the same. The young woman would quickly turn around and smack or punch
the teen boy as he was laughing and running away. She would angrily and loudly state, “Don’t
touch me!” Similar to the importance of having older male relatives to escort teenage girls, it was
also important to walk with friends in the school setting in order to escape potential sexual
violence. Sixteen-year-old Keiona stated this was necessary because of the following:
Not enough police. Principal not around to walk around. The crowd. Not enough
people standing next to the bathroom when peoples goes in. […] They can get
raped, not knowing that what she doing in the bathroom. [...] And sometimes the
ability to have freedom 'cause our school let them do anything.
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In short, the school social world was a space where both low- and high-risk adolescent
girls had peers that did not serve as very good influences. However, the additional investment
from teachers in some students, and the pleasure that young women received from school, as
well as pursuit of future goals, lower teenage girls’ risks. It is important to note that being a
young woman in the school social world was fraught with problematic gender dynamics that
contributed to potential sexual violence. This sexual violence, while not mentioned broadly, was
another avenue of potential increased sexual risk, albeit involuntary.
Like high-risk teens, sports teams were also associated with low-risk teens. However, it
was mentioned as social worlds occupied by low-risk teen girls, unlike with high-risk teen girls,
where it was mentioned in association with activities (Table 6.9). Important people for this social
area included coaches and team mates. Fourteen-year-old Dorothy, the only participant who
mentioned the coach, noted only that the low-risk adolescent girl “didn’t have a good
relationship with her coach.” In describing the relationship with a fellow teammate, 14-year-old
Tay noted that her teammates “respect” her.
Table 6.9: Phase I Sports Team World and Important People
Associated with High and Low Risk
High Risk
Important PeopleLow Risk
Important People –
High Risk
Low Risk
Coach (10%);
--20%
team mates(20%)
Through the qualitative insights of descriptions of the school social setting, including
sports teams, the following consensus statements were developed (Table 6.10.)
Table 6.10: Phase II Cultural Consensus Statements
Describing School and Sports Team Social Worlds
•! A teen girl who is involved in school activities (like sports, choir, etc.).
•! A teen girl who has goals for her future [like preparing for a career, college, etc.].
•! A teen girl who likes school and learning.
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Church Social World
Church, a historically social institution in the African-American community, was seldom
referenced in relation to high- and low-risk categories. In fact, only one participant mentioned it
as a social area which a high-risk teen occupied. Three participants, in contrast, mentioned this
social world for the low risk domain. No important people were mentioned in reference to lowrisk teen girls, although “sisters” was mentioned by one participant (Table 6.11).
Table 6.11: Phase I Participants’ Descriptions of Church Multiple World
and Important People Associated with High and Low Risk
High Risk
Important PeopleLow Risk
Important People –
High Risk
Low Risk
10%
-30%
“sisters” (10%)
Fourteen-year-old Tay mentioned church “sisters” and noted that “They're my church.
They, they like to talk. They conversate.” Church was generally related to types of activities that
low- and high-risk adolescent girls engaged in. One respondent noted that the high-risk teen girl
was an “usher” at the church, while two respondents specifically mentioned the low-risk
adolescent girl was involved in the “choir” or was a “singer” at a church.
In my time in the field, I observed many Christian references made in the school by both
administrators and students. This demonstrated the importance of the Christian tradition in the
lives of students and administrators alike, even if they did not regularly attend church. Aside
from the one already mentioned in the previous chapter, where the Principal instructed a student
to “testify regarding the changes she made in her temper,” these other references were made in
the midst of a student getting into trouble. A situation occurred as the science teacher, Mrs. J.,
was teaching about blood pressure. While teaching, Mrs. J. noticed that a male student was on
his cellphone. She approaches him and loudly stated, “This Negro sitting in my class on a
cellphone! May the Lord Jesus Christ come down on Earth and help you!” She then took the
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phone away from him. In addition, a group of teenage girls in the same class were discussing an
assignment for another class that was eventually graded as participation, and not for the actual
content of the assignment. These young women were grateful because they believed that they did
not do so well on what was assigned. In reference to this assignment, the teenage girl sitting in
front of me stated, “Jesus is helping me through my struggles.”
More will be said about the ambivalence of categorization of a high- or low-risk teen as
involved in the church social world later in the chapter. For example, many students noted that
“church girls” were associated with being “good girls.” However, during one interview, one
respondent stated that teen girls who go to church are “ones you had to watch out for.” When
asked for clarification, she elaborated, stating that the quiet teen girls are those that are having
sex.
Through the qualitative insights of descriptions of the church social world, the following
consensus statements were developed (Table 6.12).
Table 6.12: Phase II Cultural Consensus Statements Describing Church Social World
•! A teen girl who is a member of a church ministry group (like choir, praise dance
team, usher, etc.).
•! A teen girl who attends church.
Goals, Values, and Expectations by Important People
in the Lives of High- and Low-Risk Adolescent Girls
As noted earlier in the chapter, I asked participants directly about their own social worlds,
important people, and the GVE of important people. While I did query participants about the
social worlds and important people of young women they viewed as high- and low-risk of HIV, I
failed to ask about the GVE of these important people. I addressed this gap in follow-up focus
groups. The young women that participated in the two focus groups are listed in Table 6.13.
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Table 6.13: Phase I Focus Groups Participants.
Focus Group No:
Names and Ages:
Community Type:
1
2

Tee (15)
Keiona (16)
Niya (17)
Jasmine (14)
Dorothy (14)
Tay (14)

Church community
Hope Community

When it came to the GVE of teenage girls considered high-risk, focus group 1 indicated
that these were the same for both high-risk and low-risk teen girls. They believed that important
people in the lives of both high- and low-risk adolescent girls expected the following of them.
On sexual behavior: “[N]ot to have sex. If they do it, just use a condom. […] Just to not have
sex.” On future goals: “Be successful. […] Achieve. […] Go to college, and do what they want
to do. […] Get a degree. […] Financially stable.” On character: “Be better than them [the
important people in their social worlds]. […] Be respectful - that's everything. […] If you don't
know nothing, ask.” On spirituality: “Go to church. […] Always put God first. […] Pray. […] I
feel like you should read your Bible to know everything - to know what's going on in the world.”
In contrast, group 2 noted very distinct GVE by important people for a girl they
considered at high risk. On rules: “Be in the house at a certain time.” On sexual behavior: “They
would expect her to avoid having sex.” On character: “They expect her to think about her
choices. […] Disrespectful. […] Hardheaded.” On motherhood: “[They would expect her to
have] two or three kids.”
Similar to the goals noted by group 1, the following statements of group 2 were
associated with GVE of the low-risk teen girl. On future goals: “Would want her to go to college.
[…] Have a husband. […] Have a big house, have her to have her own place.” On sexual
behavior: “They would, um, expect her to avoid having sex. […] Keep herself clean. […] They
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would expect her to know right from wrong when it comes to diseases.” On personal
characteristics: “A nice, sophisticated person. […] Pretty, young lady. […] They'll be able to
trust her.” On being a good friend: “She can tell her friends what's right and what's wrong. […]
Be supportive, even when her friends have a disease.”
Interesting differences appear in both groups. For example, focus group 1 discussed
condom use as part of the GVE by important people incorporated in the high- and low-risk social
ecology. This was fascinating given that the participants were part of a church. In particular, they
are taught abstinence until marriage through religious teachings. However, they noted that if
sexual activity should occur for a young woman belonging in either risk category, then important
people would want them to use condoms. This is reminiscent of Fredrick’s (2003) ethnography
of African-American women attending a Black Church in North Carolina. Fredrick notes that
despite these teachings of abstinence, women belonging to Black Churches typically see sexual
activity as a personal decision, and will remedy the situation by asking God for forgiveness later.
Focus group 2 only mentions sexual avoidance, despite the fact that it is expected that the
teenage girl in the high-risk category would be a young mother with multiple children. In the
Hope Community there is high ecological risk, as mentioned in the chapter five. The participants
comprising focus group 2 are zoned for Southeastern High School, where, in the year when I
observed, there were approximately twenty teenage girls pregnant. Therefore, condom use may
not seem like the focus for important people in the lives of peers similar to them in age.
In terms of future goals of low-risk adolescent women, both groups mention college.
However, having a husband seemed like something important people would want for low-risk
teen girls, according to group 2. Both groups also mentioned success through financial means
and material items such as a “big house.”
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Where they differed the most is that respondents belonging to group 1 incorporated
spiritual and religious desires by important people, such as church attendance, prayer, and
reading the Bible. It is important to note that this may be an artificial response, given that I know
these teen girls personally as a church member and they may have shared that based on that
existing relationship as a socially desirable response. However, at the time of the focus group,
these young women did participate greatly in church, and, therefore, I find this to be an accurate
representation of what they think important people in low-risk categories desire. In contrast, the
second group of participants did not incorporate any religious beliefs, although, they did share
that important people would stress being a good friend when it comes to the low-risk teen. This
is consistent with earlier descriptors of the low-risk adolescent girl as having the potential to
make mistakes, but guiding her friends to correct behaviors.
In addition, group 1 noted that another desirable trait of a young woman by the important
people found in her social worlds is that she be non-judgmental of her friends, even if they had
certain diseases. This insight is contradictory to the GVE by important people in the lives of
high-risk teen girls, as group 2 noted that they expected her to be “Nasty.” In a similar vein, at
the conclusion of the focus group, I asked if either group had anything else to add to the
statements already shared. In opposition to the belief that a low-risk adolescent girl is expected to
be non-judgmental by the important people in her social worlds, seventeen-year-old Niya in
group 1, who would describe herself as low-risk in interviews, noted, “You have to want to be
educated, you have to want to be successful, you have to want to be able to live long. You have
to want those things in order to get those things.” By “those things” Niya is conveying that teens
who are either low-risk or high-risk both have the capacity to be successful in terms of future
goals related to college, career, and financial ability. She noted through this statement that young
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women that fall into either category do so because of individual behavior and action. Here, there
is no recognition of structural barriers that impede these more desirable behaviors and actions
that may prevent their “wants” from becoming realized.
Chapter Summary
This chapter summarizes qualitative insights provided by participants regarding the
domain associated with HIV risk in Phase I of this project. Ten participants were interviewed and
shared descriptions of their multiple worlds. In addition, they provided insight into their cultural
beliefs surrounding teenage girls they personally viewed as at low risk and high risk of getting
HIV. These descriptions included types of social worlds in which they participated, behaviors
and personality characteristics, the multiple worlds they occupied, the important people in their
lives, what these important people were like in terms of support, and what GVE they believed
important people in their lives had for these high- and low-risk adolescent girls. In addition, this
chapter provided insight into the forty-three cultural consensus statements that were developed to
determine if the cultural model of HIV risk was shared. In the next chapter, cultural consensus
results from the second phase of research will be presented.
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CHAPTER 7
CULTURAL CONSENSUS ANALYSIS RESULTS
Introduction
This chapter provides and results from cultural consensus analysis revealing an HIV risk
cultural model existed. Names mentioned in this and subsequent chapters are pseudonyms used
to protect the privacy of respondents. Addressing, hypothesis one, a cultural model of HIV risk
was discovered in this second phase of research.
Phase II Sample
Eighteen participants completed cultural consensus surveys in Phase II (see Appendix G).
Participant ages ranged from 15 to 18 years old. The mean age for this random sample is 16
years. Descriptive data include grade in high school, measured as 9th grade (17%), 10th grade
(22%), 11th grade (33%), and 12th grade (28%). In addition, relationship status was defined in
this group of participants as single (39%), dating (33%), and “it’s complicated” (28%).
Other important variables included in this phase were years that a participant lived in
Alabama, if they knew someone HIV-positive, and if they ever participated in HIV testing.
Residency in Alabama ranged from 1 to 18 years, with 18 years signifying the entire life span of
the participant. Mean years of living in Alabama were 12 years. Similar to Phase I participants,
the majority of the sample (89%) did not know anyone HIV-positive, while a quarter of the
sample (33%) participated in HIV testing. Despite the small sample size of this first phase, these
variables highlight a good range of heterogeneity across participants in relation to their ages,
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time in Alabama, and relationship status. A summary of demographic characteristics is included
in Table 7.1.
Table 7.1 Demographic characteristics of Phase II Participants (n=18).
Age:
Mean (in years)
16.0
Range
15-18
SD
0.88
Year in High School:
(%)
9th grade (17%)
17
10th grade (22%)
22
11th grade (33%)
33
12th grade (28%)
28
Relationship Status:
(%)
Single
39
Dating
33
“It’s Complicated”
28
Years in Alabama:
Mean (in years)
12
Range
1-18
SD
5.7
Know someone HIV+:
(%)
Yes
11
Participated in HIV testing:
(%)
Yes
33
Cultural Consensus Analysis and Results
As noted in chapter six, cultural consensus statements were created in order to determine
if there was a shared cultural model of HIV risk. Using UCInet 6.588 (Borgatti, Everett, and
Freeman 2002), a cultural model is shared among individuals in a group when the first factor and
second factor meet the minimum 3:1 ratio (Romney, Weller, and Batchelder 1986). In this case,
when the four-point (very small chance, small chance, big chance, very big chance) Likert scale
results for the eighteen participants interviewed during Phase II were entered into this program,
the eigenvalue ratio was 19.846. This exceeded the desired minimum 3:1 ratio, showing a shared
cultural model of HIV risk. In addition, this analysis also determines how knowledgeable an
individual is of the model through individual and mean competence scores. Competence scores
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ranged from .685 to .92, with an average competence score of .843 for all eighteen participants.
As noted in chapter three, cultural consensus analysis supplies an answer key to culturally
correct responses as determined by overall participants’ responses. Table 7.2 shows the items
coded as high risk via the Likert scale analysis along with social ecological aspects of this
statement. These high risk scores range from 2.51-3.25 for “a big chance of getting HIV” and
3.26-4.0 for “a very big chance of getting HIV.” The consensus statements are arranged in order
from the highest risk (“very big chance”) to moderate risk (“big chance”) category.
High risk consensus statements show that there are many individual behaviors that put an
adolescent girl at high risk. Over half of these statements reflect behaviors that would produce a
“big chance” or a “very big change” of potentially contracting HIV. In addition, peer influence
across social worlds is salient to the understanding of HIV risk among these participants, with
five statements reflecting peers that could influence a teen girl to be at a “big chance” and “very
big chance” of acquiring HIV based on their behaviors. Likewise, the absence of love and
parental involvement in the family social world, having a much older or abusive boyfriend in the
romantic relationship social world, or hanging out with older guys in the neighborhood social
world were all viewed as contributors of high HIV risk.
In contrast, the eighteen cultural consensus statements in Table 7.3 are with a “small
chance” and a “very small chance” of getting HIV. These low risk scores range from 1-1.75 for
“a very small chance of getting HIV” and 1.76-2.50 for “a small chance of getting HIV.” The
consensus statements are arranged in order from the lowest risk (“very small chance”) to
moderately low risk (“small chance”) category.
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Table 7.2: Phase II Cultural Consensus Answer Key for
High Risk Items and Associated Multiple Worlds
Consensus Statement
Answer Key Score
Individual Behaviors
A teen girl who has sex with a lot of guys.
3.95 (Very Big Chance)
A teen girl who “bobs” [oral sex] in exchange for something in
3.95 (Very Big Chance)
return.
A teen girl who has sex in exchange for something in return.
3.91 (Very Big Chance)
A teen girl who does not use condoms when “bobbing” [oral sex].
3.89 (Very Big Chance)
A teen girl who does not use condoms when having sex.
3.89 (Very Big Chance)
A teen girl who is “fast” [has sex early in life].
3.84 (Very Big Chance)
A teen girl who “bobs” [oral sex] a lot of guys.
3.79 (Very Big Chance)
A teen girl who acts “grown” [acts like an adult].
3.73 (Very Big Chance)
A teen girl who shows a lot of her body.
3.63 (Very Big Chance)
A teen girl who uses drugs.
3.40 (Very Big Chance)
A teen girl who tries to get attention from guys.
3.24 (Big Chance)
A teen girl who drinks alcohol.
2.96 (Big Chance)
A teen girl who feels sorry for herself.
2.95 (Big Chance)
A teen girl who parties.
2.78 (Big Chance)
Peer Influence across Social Worlds
A teen girl who has friends who influence her to do bad things.
3.40 (Very Big Chance)
A teen girl who tries to fit in with the wrong crowd.
2.83 (Big Chance)
A teen girl who has friends who like to party.
2.67 (Big Chance)
A teen girl who has friends who drink alcohol.
2.63 (Big Chance)
A teen girl who has friends who use drugs.
2.56 (Big Chance)
Home Social World
A teen girl whose parents aren’t around a lot.
3.13 (Big Chance)
A teen girl who is not getting love at home.
2.91 (Big Chance)
Romantic Relationship Social World
A teen girl who goes with a much older partner (five or more years
3.47 (Big Chance)
older).
A teen girl who goes with someone who is abusive.
3.07 (Big Chance)
Neighborhood Social World
A teen girl who hangs out with older guys in her neighborhood.
3.39 (Very Big Chance)
When comparing the high and low HIV risk items, there were two times fewer low risk
individual behaviors mentioned than high HIV risk consensus statements. In addition, they
highlight absence, presence, and degree of sexual behavior with statements reflecting virginity,
condom use, or a young woman who does not engage in sexual behavior consistently. Likewise,
peer influence did not factor in as strongly in the low risk consensus statements as in the high
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risk consensus statements. In addition, the low risk statements reflected the diversity in social
ecology in comparison to those viewed as high-risk. Low-risk teen girls were involved in
families, neighborhoods, churches, schools, and employment, whereas high-risk teen girls were
only thought to occupy families, romantic relationships, and neighborhoods. Differences in these
overlapping social worlds referred to presence or absence of important people, including parents
in the home social world, and the ways in which girls would engage in these spaces, whether by
themselves or with an older male relative as in the case of the neighborhood.
Interestingly, young women who experienced problems in their family worlds were
viewed as low-risk for contracting HIV. While these problems may exist, this anomaly may be
due to buffering mechanisms that minimize risk, including parental involvement and,
specifically, the presence of a father. Put another way, having family problems as reflected in the
low risk consensus statements seems to be something that could be overcome or something so
routine as to not be associated with high HIV risk, although an absence of love for the teen girl,
as noted in the high risk consensus statements, was a factor that could not.
In addition, it is not entirely accurate to characterize a young woman who falls under the
low risk cultural consensus statements as uninvolved in her neighborhood. Rather, it may be
more accurate to characterize her as obscure in the neighborhood social world. This was salient
when I asked participants in the first phase how they avoided high-risk behaviors. Two
participants noted that they would travel the neighborhood with an older brother or cousin when
they were available. This allowed for protection from predation, as 14-year-old Tay noted on
page 137.
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Table 7.3: Phase II Cultural Consensus Answer Key
for Low Risk Items and Associated Multiple Worlds
Consensus Statement
Answer Key Score
Individual Behaviors
A teen girl who is a virgin.
1.27 (Very Small Chance)
A teen girl who carries herself like a young lady.
1.47 (Very Small Chance)
A teen girl who has goals for her future [like preparing for a
1.49 (Very Small Chance)
career, college, etc.].
A teen girl who uses condoms when she has sex.
1.82 (Very Small Chance)
A teen girl who is nice and sweet.
1.80 (Very Small Chance)
A teen girl who doesn’t have sex all the time.
1.89 (Small Chance)
Peer Influence across Social Worlds
A teen girl who has friends that help her make good choices.
1.11 (Very Small Chance)
Home Social World
A teen girl who stays home.
1.49 (Very Small Chance)
A teen girl who has parents involved in her life.
1.67 (Very Small Chance)
A teen girl who has her father in her life.
1.85 (Small Chance)
A teen girl who has strict parents.
2.30 (Small Chance)
A teen girl who has family problems.
2.36 (Small Chance)
Neighborhood Social World
A teen girl who walks around her neighborhood with an older male 2.24 (Small Chance)
relative (like a brother, cousin, etc.).
Church Social World
A teen girl who attends church.
1.82 (Small Chance)
A teen girl who is a member of a church ministry group (like
1.90 (Small Chance)
choir, praise dance team, usher, etc.).
School Social World
A teen girl who likes school and learning.
1.55 (Very Small Chance)
A teen girl who is involved in school activities (like sports, choir,
1.84 (Small Chance)
etc.).
Employment Social World
A teen girl who has a job.
1.84 (Small Chance)
Romantic)Relationship)Social)World)
A teen girl who goes with an older partner (more than four years
2.52 (Big Chance)!
older).
Inaccurate too is the lack of association to romantic relationships for the low risk domain.
As viewed in Table 7.3 above, one consensus statement did reflect a connection to the romantic
relationship multiple world. However, this consensus statement was viewed as high risk in the
answer key of the Likert scale. This particular statement was created in an effort to differentiate
between significant others closer in age versus those older in age, since autonomy and decision
156

making in sexual health behaviors is more common with partners closer in age (Whitehead 1997;
Raiford et al. 2014). While the analysis reflects that both categories of older partners (up to four
years older and more than four years older) are considered high-risk, the statement reflecting a
partner up to four years older is trusted as contributing to low risk. Given that the Likert scale
answer key score of 2.52 borders closely between the “big chance of HIV” category (2.51-3.25)
and the “small chance of HIV” category (1.76-2.50), this consensus statement is treated as a low
risk item for the purposes of statistical analysis provided in chapter eight.
Chapter Summary
This chapter provided insight into the cultural consensus survey administered to eighteen
teen women who attended Southeastern High School described in chapter five. Results revealed
a cultural model of HIV risk that highlighted individual behaviors and social ecology that
contributed to high and low risk. Competence ranges and the answer key were provided to reveal
which consensus statement items reflect low risk and high risk categories of the model. In the
next chapter, quantitative results from the final phase of research will be presented. These results
include descriptive statistics and hypothesis-testing results.
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CHAPTER 8
RETROSPECTIVE CULTURALLY-DEFINED HIV RISK RESULTS
Introduction
This chapter will describe the completed retrospective culturally-defined HIV risk
behavior study that incorporated a three group comparison study analysis. This chapter includes
a description of the formation of the culturally-defined HIV Risk instrument, informed by
cultural consonance theory and analysis, the various settings where HIV- African-American
women aged 18-24 were recruited. Descriptive statistics will be provided, along with statistical
culturally-defined HIV risk analysis results which include correlations, ANOVA, mediation, and
moderation statistical testing.
Descriptive Statistics
Tables 8.1 and 8.2 outlines the variables central to hypothesis testing conducted after
Phase III data collection in this study (see Appendix J). Table 8.1 highlights the continuous
variables used in the following analyses, while Table 8.2 summarizes categorical variables.
These variables are presented based on the location of the interviews (Hope Community,
community college, or university) and the total sample. These variables include age, education,
birth location and length of residency in Tuscaloosa, socioeconomic status as measured through
household income and employment status, relationship status, and partner age. Additional
variables are presented that describe social integration, social support, sexual health behaviors,
knowledge of someone HIV+, participation in HIV testing, culturally-defined HIV Risk Scores,
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Table 8:1: Phase III Descriptive Statistics of Continuous Variables Representing AfricanAmerican Female Participants, aged 18-24 (By Interview Location)
Hope
Community
University
Entire
Community
College
(n=41)
sample
(n=41)
(n=41)
(n=123)
Age:
Mean (in years)
20.7
19.0
20.5
20
Range
18-24
18-22
18-23
18-24
SD
2.4
1.0
1.2
1.8
Partner age:
Mean (in years)
24.2
20
23
22.4
Range
16-46
18-23
18-44
16-46
SD
7.5
1.7
5.7
5.8
Residency in Tuscaloosa:
Mean (in years)
17.3
14
6.6
12.6
Range
<1-24
1-22
<1-24
<1-24
SD
6.2
7.1
7.6
8.3
Social Integration and Support
Scores:
Total Social Worlds
Mean (in worlds)
Range
SD
Total Important People
Mean (in people)
Range
SD
Total Social Support
Mean (in items)
Range
SD
The Interpersonal
Relationship Inventory
Mean (in points)
Range
SD
Sexual Health Behaviors:
HRI scores
Mean (in points)
Range
SD
Culturally Defined HIV Risk Scores:
Mean (in points)
Range
SD
Perceived Stress Scale Scores:
Mean (in points)
Range
SD

3.5
1-6
1.3

4
2-6
1.1

4
2-6
1.0

3.8
1-6
1.1

9.0
2-19
4.3

9.7
3-17
3.8

9.7
4-17
3.7

9.4
2-19
3.9

69.9
7-216
47.7

70.6
12-164
38.1

69.8
16-159
41.3

70.1
7-216
42.2

41.4
16-51
7.7

44.6
37-52
3.9

45.1
20-52
6.7

43.7
16-52
6.5

10.6
6-17
3.4

9.3
6-15
2.7

9.5
6-15
3.0

9.8
6-17
3.1

24.0
13-40
7.3

19.4
7-30
5.4

23.5
13-44
7.0

22.3
7-44
6.8

24.9
11-35
5.7

20.5
3-31
6.4

21.8
3-34
6.7

22.4
3-35
6.5
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Table 8:2: Phase III Descriptive Statistics of Categorical Variables Representing AfricanAmerican Female Participants, aged 18-24 (By Interview Location)
Hope
Community
University
Entire
Community
College
% (n)
sample
% (n)
% (n)
% (n)
Sample size:
41
41
41
123
Education:
Graduated H.S.
22 (9)
100 (41)
98 (40)
73 (90)
Did not Graduate H.S.
39 (16)
2.4 (1)
13 (16)
Received G.E.D.
Currently in College
31 (5)
2.4 (1)
35 (6)
Currently in H.S.
7 (1)
100 (41)
100 (41)
67(82)
7 (1)
13 (16)
Residency:
Born in Alabama
95.1(39)
88 (36)
73 (30)
85 (105)
Born in another
Southern State
2.4 (1)
7 (3)
20 (8)
9.8 (12)
Born outside the
Southern U.S.
2.4 (1)
5 (2)
7 (3)
4.9 (6)
SES (HH
Income/Employment):
< than $10,000
$10,000 to $19,999
$20,000 to $29,999
$30,000 to $39,999
$40,000 to $49,999
$50,000 to $59,999
$60,000 to $69,999
$70,000 or >
Currently Employed
Relationship Status:
Single
Dating
Long-term relationship
“It’s complicated”
Sexual Health
Behaviors:
Sexually Active in
H.S.
Association and HIV
Testing Scores:
Knew Someone HIV+
Participated in HIV
Testing

49 (20)
12 (5)
12 (5)
15 (6)
12 (5)
42 (17)

20 (8)
12 (5)
7 (3)
20 (8)
7 (3)
15 (6)
10 (4)
10 (4)
59 (24)

7 (3)
5 (2)
2 (1)
12 (5)
15 (6)
17 (7)
10 (4)
32 (13)
63 (26)

25 (31)
10 (12)
7 (9)
15 (19)
11 (14)
11 (13)
7 (8)
14 (17)
55(67)

46 (19)
34 (14)
10 (4)

49 (20)
34 (14)
12 (5)

56 (23)
17 (7)
20 (8)

50 (62)
29 (35)
14 (17)

10 (4)

5 (2)

7 (3)

7 (9)

65.9 (27)

58.5 (24)

58.5 (24)

61 (75)

14.6 (6)

12 (5)

12 (5)

13 (16)

63.4 (26)

43.9 (18)

41.5 (17)

50 (61)
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and Perceived Stress Scale scores. For the overall sample, social integration is measured as the
sum of a participants’ six worlds (family, neighborhood, school, church, romantic relationship,
and sports team). Social support was measured in two ways. The first way was a sum of
important people across all six social worlds. For example, if a girl stated that the important
people in her home life included her mother, father, and sister, and the important people in her
school included her teacher and her friends, then her social support score for this measure would
be the total important people she mentions, which is a sum of five. The second manner in which
social support was measured included the sum of the support received from all important people
across twelve items viewed as important to an African-American teenage girl in high school.
Examples of these items include “helped me stay in school” or “helped me prepare for a college
or career” (See Appendix J for the list of twelve items.) Drawing on the previous example, a girl
may state that her mother assisted her with twelve of those items, her father assisted her with ten
of those items, her sister assisted with two of the items, her high school teachers assisted with
three of those items, and her friends assisted with five of those items. Social support in this
example will total the items in which she received help which totals thirty-two.
Sexual health behaviors were also measured through the HIV Risk Inventory, a six-item
measure compiled by the author that measured if participants engaged in sex during high school,
and if so, how often they used condoms during sex, how often drugs or alcohol were used in
association with sexual behavior, the number of sexual partners they had while in high school, if
they were with a steady partner, and if they believed their partner(s) were only engaging in
sexual activity with them. These behaviors of participants who disclosed they were sexually
active (n=75) are summarized in Table 8.3. Additionally, an overall HIV Risk Inventory (HRI)
score was summed across all five questions in Table 8.3. For the entire sample who were
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sexually active, HRI scores ranged from 6 to 17, with a mean score of 9.8 (s.d.=3.1). Higher
scores indicate higher risk. In addition, Table 8.4 below shows differences in sexual behaviors by
location as measured by the six item HRI survey.
Table 8.3: Phase III Descriptive Risk Behaviors Associated with
Sexually-Active African-American Female Participants, aged 18-24 (n=75)
Answer Choice
Percentage (%)!
Frequency (n)
Did$you$use$condoms$during$sexual$intercourse?
6.6
5
Never
24
18
Sometimes
18.7
14
Often
50.7!
38
Always
Did$you$use$drugs$such$as$alcohol$or$marijuana$when$you$engaged$in$sexual$
intercourse?
Never
73.3
55
Sometimes
18.7
14
Often
6.6
5
Always
1.3!
1
How$many$sexual$partners$did$you$have$by$the$end$of$senior$year$or
$prior$to$turning$19$years$old$(if$you$did$not$finish$high$school)?!
1
42.7
32
2
30.7
23
3
9.3
7
4 or more
17.3!
13
Were$you$usually$with$a$steady$partner$when$you$were$in$a$sexual$relationship?
Never
14.7
11
Sometimes
8
6
Often
8
6
Always
69.3!
52
Did$you$believe$your$partner$was$only$having$sexual$intercourse$with$you?
Never
10.7
8
Sometimes
24
18
Often
12
9
Always
53.3!
40
Dependent variables for this study include culturally-defined HIV risk scores and
Perceived Stress Scale scores (Cohen, Karmarck, and Mermelstein 1983). Individual culturallydefined risk scores are calculated as the summation of the twenty-six items derived from the
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Table 8.4: Phase III Risk Behaviors Associated with Sexually-Active African-American
Female Participants, aged 18-24 (By Interview Location)
Answer
University Participants
Community College
Hope Community
Choice
(n=24)
Participants
Participants
% (n)
(n=24)
(n=27)
% (n)
% (n)
Did$you$use$condoms$during$sexual$intercourse?!
Never
8.3 (2)
4.2 (1)
7.4 (2)
Sometimes
16.7 (4)
20.8 (5)
33.3 (9)
Often
12.5 (3)
29.2 (7)
14.8 (4)
Always
62.5 (15)
45.8 (11)
44.4 (12)
Did$you$use$drugs$such$as$alcohol$or$marijuana$when$you$engaged$in$sexual$
intercourse?!
Never
66.7 (16)
83.3 (20)
70.4 (19)
Sometimes
33.3 (8)
12.5 (3)
11.1 (3)
Often
4.2 (1)
14.8 (4)
Always
3.7 (1)
How$many$sexual$partners$did$you$have$by$the$end$of$senior$year$or$
prior$to$turning$19$years$old$(if$you$did$not$finish$high$school)?!
41.7 (10)
41.7 (10)
44.4 (12)
1
33.3 (8)
29.2 (7)
29.6 (8)
2
8.3 (2)
12.5 (3)
7.4 (2)
3
16.7 (4)
16.7 (4)
18.5 (5)
4!or!more
Were$you$usually$with$a$steady$partner$when$you$were$in$a$sexual$relationship?!
Never
16.7 (4)
8.3 (2)
18.5 (5)
Sometimes
4.2 (1)
8.3 (2)
11.1 (3)
Often
8.3 (2)
8.3 (2)
7.4 (2)
Always
70.8 (17)
75 (18)
63 (17)
Did$you$believe$your$partner$was$only$having$sexual$intercourse$with$you?!
Never
12.5 (3)
18.5 (5)
Sometimes
16.7 (4)
20.8 (5)
33.3 (9)
Often
4.2 (1)
29.2 (7)
3.7 (1)
Always
66.7 (16)
50 (12)
44.4 (12)
cultural consensus instrument described in chapter six. The scores range from 0 to 78, with
higher scores reflecting greater culturally-defined HIV risk. Stress scores are summed across ten
items and range from 0 to 40, with higher scores reflecting greater stress. For the overall sample,
risk scores ranged from 7 to 44, with a mean score of 22.3 (s.d.=6.8). Furthermore, perceived
stress scores ranged from 3 to 35, with a mean score of 22.4 (s.d.=6.5).
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Variables associated with education, household income, HIV testing, culturally-defined
HIV risk scores, and perceived stress scale scores demonstrated the heterogeneity of Hope
Community residents in comparison to their community college and university counterparts.
However, the majority of variables across the sample showed similarity among participants in
terms of percentages, frequencies, or the mean, range, and standard deviation of these measures.
Therefore, this allowed for justification to use the entire control sample for the hypothesis testing
statistical results provided in this chapter.
Study Hypotheses
To reiterate the hypotheses outlined in chapter one, this project sought to test the
following:
(2) Greater social integration and social support as measured by (a) total
participants’ number of worlds, (b) total number of important individuals across
worlds, and (c) total social support received for twelve items from each important
individual across worlds, will correlate with lower retrospective culturally-defined
HIV risk scores.
(3) It is expected that the relationship between greater total social support and
lower culturally-defined risk scores will be mediated by (a) greater total number
of important individuals and (b) greater total number of worlds, and will be
moderated by (a) location and (b) socioeconomic status.
(4) Furthermore, it is hypothesized that location will reveal variance in culturallydefined HIV risk scores, with a gradient of mean scores found in the Hope
Community (highest expected score), community college (moderate expected
score), and university (lowest expected score).
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(5) Finally, lower culturally-defined HIV risk scores in high school will be
correlated with current decreased perceived stress. This relationship will be
mediated by (a) greater total worlds, (b) greater total number of important people
during high school, (c) greater total past social support, and (d) greater total
present social support. Present stress is measured by The Perceived Stress Scale
(Cohen, Karmarck, and Mermelstein 1983) and present social support is measured
by The Interpersonal Relationship Inventory (Tilden, Hirsch, and Nelson 1994).
Statistical Testing Results
For the second hypothesis, in determining the relationship between social integration and
culturally-defined HIV risk scores, it was hypothesized that the number of worlds which a
participant engaged in during high school and total number of important people across the social
worlds would be correlated with culturally-defined HIV risk scores. Only total important people
was associated with culturally-defined HIV risk scores, as demonstrated by a weak negative
correlation (r=-.207, n=123, p<.005). No relationship was found between total number of worlds
occupied by participants and culturally-defined HIV risk scores. In addition, it was expected that
a relationship would exist between total social support received by important people across
worlds and culturally-defined HIV risk scores. In this analysis, there was again a weak negative
correlation between culturally-defined HIV risk scores and social support received by important
people (r=-.221, n=123, p<.005). Culturally-defined HIV risk scores could not be predicted by
total number of important people or social support received.
As noted in hypothesis three, while it was expected that the association between
increased social support and lower retrospective culturally-defined HIV risk scores would be
mediated by greater number of important people across social worlds and participation in a
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greater number of worlds, there was no evidence to support this hypothesis. However, when
controlling for location of interview, a multiple regression analysis showed that socioeconomic
status moderated the relationship between social support and culturally-defined HIV risk scores.
In these moderation analysis, location was converted to dummy variables in order to
convert this categorical variable into variables that reflected a participant’s presence or absence
in interview location. In addition, socioeconomic status was a computed variable that added up
scores related to whether the participant graduated high school, was currently attending college,
was currently employed, and the participant’s current household income. This variable was then
dichotomized to reflect low and high SES.
The computed SES measure ranged from 4-8, with lower scores reflecting lower SES
(x=6.37, s.d.=1.33). The SES variable was then dichotomized to reflect low SES (ranging from
4-6) and high SES (7 and 8). Low SES participants comprise 46 percent of the total sample, and
high SES participants make up 54 percent. After standardizing social support, total important
people, and SES, and computing the social support-SES and important people-SES interaction
terms, the two predictors and interaction were entered into separate social support and total
important people regression models.
Results indicated that greater socioeconomic status (b=-8.87, SEb=2.62, β=-.648, p<.01)
and greater social support (b=-.127, SEb =.042, β=-.781, p<.01) were both associated with lower
culturally-defined HIV risk scores. The interaction between social support and SES was also
significant (b=.060, SEb=.027, β=.660, p<.01), suggesting that the effect of greater social support
on lower culturally-defined HIV risk scores depended on SES. Figure 8.1 illustrates this
interaction, with total social support showing no effect on culturally-defined HIV risk scores in
the high SES group, and greater total social support showing an inverse relationship with
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culturally-defined HIV risk scores among women belonging to the low SES group.
Approximately 21.5 percent of the variance in culturally-defined HIV risk scores was accounted
for by location (R2=.09), total social support (R2=.05), SES (R2=.04), and the interaction
between total social support and SES (R2=.03).
Bivariate correlations comparing the association between location and culturally-defined
HIV risk scores reiterate these results, with both the university and community college
participants showing no relationship between social support and their risk scores. In contrast, the
Hope Community show weak inverse relationships between social support and culturally defined
HIV risk scores (r=-.37, n=41, p<.05). When social support received is noted in the independent
worlds of family, neighborhood, school, church, romantic relationships, and sports teams, a small
inverse relationship between culturally-defined risk scores and the multiple worlds of family (r=.37, n=41, p<.05) and church (r=-.31, n=41, p<.05) was discovered. A moderate inverse
relationship was found between culturally-defined risk scores and school (r=-.44, n=40, p<.01).
This result is summarized in Table 8.5 below, with the community college defined as the
reference group in the regression analysis, and SES recoded into low (1) and high (2) categories.
For hypothesis four, a statistically significant difference between locations as determined
by one-way ANOVA was discovered (F (2,120)=5.9, p=.004). As noted in Figure 8.2, a Tukey
post-hoc test revealed that culturally-defined HIV risk scores of African-American women from
the community college setting (19.4±5.4 points) were significantly lower than those interviewed
in the university setting (23.5 ± 6.95 points, p=.017) and the Hope Community (24.0 ± 7.3
points, p=.006). This gradient of culturally-defined HIV risk scores was unexpected. Instead of
mean culturally-defined HIV risk scores showing highest to lowest scores via a gradient of Hope
Community, community college, and university participants, this analysis shows that the gradient
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from highest to lowest mean scores is in the order of Hope Community, university, and
community college participants.
Table!8.5:!Hierarchical!regression!predicting!culturally9defined!HIV!risk!scores!in!of!
Phase!III!African9American!women,!aged!18924!
Step
Variable
B
SEb
β
ΔR2
1
University
4.05
1.46
.28**
.09**
Hope Community
4.56
1.46
.32**
2
University
4.02
1.42
.28**
.05*
Hope Community
4.54
1.42
.31**
Total Social Support
-.035
.01
-.22*
3
University
5.05
1.42
.35**
.04*
Hope Community
1.23
1.92
.09
Total Social Support
-.036
.01
-.22**
SES
-4.68
1.88
-.34*
4
University
4.76
1.43
.33**
.03*
Hope Community
1.07
1.89
.07
Total Social Support
-.13
.04
-.78**
SES
-8.87
2.62
-.65**
Total Social Support x SES
.06
.03
.66*
*P < 0.05, **P < 0.01.
Finally, as outlined in hypothesis five, it was expected that lower culturally-defined HIV
risk scores in high school would be correlated with current decreased perceived stress and that
this relationship will be mediated by (a) total number of worlds occupied in high school, (b)
increased number of important people during high school, (c) greater total past social support,
and (d) greater total present social support. There was a weak, positive correlation between high
school culturally-defined HIV risk scores and current perceived stress (r=.23, n=123, p<.05), and
weak, negative correlations with total important people (r=-.21, n=123, p<.05), past social
support across worlds (r=-.21, n=123, p<.01), and current social support (r=-.28, n=123, p<.01).
Regression analysis shows no association between culturally-defined HIV risk scores and total
number of worlds engaged by the participant or current social support received. Table 8.6
summarizes multiple regression analysis results. The model with all four predictors resulted in
R2=.21, F (4,118)=7.8, p<.001.
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Figure 8.1: Illustration of the significant interaction between SES and total social support
predicting culturally-defined HIV risk scores of Phase III African-American women, aged
18-24, using separate fitted regression lines for low and high SES.
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Figure 8.2: Mean culturally-defined HIV risk scores from Hope Community, community
college, and university Phase III African-American female participants, aged 18-24.

Controlling for location and HIV testing, regression analysis was used to investigate the
hypothesis that social support mediates the effect of culturally-defined HIV risk scores on
current perceived social stress. This mediation was not discovered. On the contrary, results
indicated that greater social support was a significant predictor of lower culturally-defined HIV
risk scores, b=-.04, SE=.01, p < .05, and that higher culturally-defined HIV risk scores was a
significant predictor of higher current perceived social stress, b=.21, SE = .09 p < .05 (Table
8.7).
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Table 8.6: Phase III regression analysis results of dependent variable, current perceived
stress, and three independent variables, culturally-defined HIV risk scores, total important
people across worlds in high school, and social support received in high school.
Variable
Mean
s.d.
Correlation
Multiple
Multiple
with
regression
regression
culturallyweights
weights
defined HIV
B
β
risk scores
Culturally22.3
6.8
defined HIV
risk scores
Total
9.4
3.9
-.21*
-.11
-.06
Important
People
Across
Worlds in
H.S.
Social
70.1
42.2
-.21**
-.02
-.14
Support
Received in
H.S.
Current
22.4
6.5
-.28**
.18*
.17
Perceived
Stress
* p<.05, **p<.01.

Table 8.7: Regression of perceived social stress on social support and culturallydefined HIV risk scores for the Phase III sample.
R2
Step!
Variable
SEb
R
β
University
1!
4.10**!
1.37!
.29**
.08**
Hope Community
3.80**!
1.39!
HIV!Testing!T!Yes!
3.73**!
1.15!
Total Social Support
T.04**
.01
University
2!
.40!
1.42!
.35*
.12*
Hope Community
3.74*!
1.43!
HIV!Testing!T!Yes!
T1.39!
1.20!
Total Social Support!
.01!
.01!
CulturallyTDefined!HIV!Risk
.21*
.09
*P < 0.05, **P < 0.01.!
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These results support an alternative mediational hypothesis. Social support was no longer
a significant predictor of perceived social stress after controlling for the mediator, culturallydefined HIV risk scores, consistent with mediation (b=.01, SE=.01, ns). Approximately 8 percent
of the variance in perceived stress was accounted for by social support (R2=.08) and 12 percent
was accounted for by culturally-defined HIV risk scores (R2=.12). The indirect effect was tested
using a bootstrap estimation approach with 5000 samples (Hayes and Preacher 2014). These
results indicated the indirect coefficient was significant (b=-.01, SE=.01, 95% CI=-.0211, .0013). Receiving more social support from more people across the twelve items was associated
with approximately .01 points lower perceived stress scores as mediated by culturally-defined
HIV risk scores. This mediation is displayed in Figure 8.3 below.
Figure 8.3: Phase III mediation effects of social support and culturally-defined HIV risk
scores on perceived stress.

Culturallydefined
HIV Risk
Scores
β=-.04**

Social
Support

β=.21*

β=.01
(β=-.01**)

Perceived
Stress

In the same vein, controlling for location and HIV testing, regression analysis was used to
investigate the hypothesis that total important people mediates the effect of culturally-defined
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HIV risk scores on perceived social stress. This mediation was not discovered, However, similar
to the above social support example, results indicated that a greater number of total important
people was a significant predictor of lower culturally-defined HIV risk scores (b=-.35, SE=.15, p
< .05), and that higher culturally-defined HIV risk scores was a significant predictor of higher
perceived social stress (b=.19, SE= .09 p < .05) (Table 8.8).
Table 8.8: Regression of perceived social stress on total important people and
culturally-defined HIV risk scores for the Phase III sample.
Step!
Variable!
SEb)
R!
R2!
β!
1!
University!
4.16**!
1.38!
.29**!
.08**!
Hope!Community!
3.65*!
1.40!
HIV!Testing!T!Yes!
3.38**!
1.55!
Total!Important!People!!
T.35*!
.15!
2!
University!
.46!
1.42!
.34*!
.12*!
Hope!Community!
3.79**!
1.43!
HIV!Testing!T!Yes!
T1.22!
1.18!
Total!Important!People!
.01!
.01!
CulturallyTDefined!HIV!Risk!!
.19*!
.09!
*P!<!0.05,!**P!<!0.01.!
Again, these results supported an alternative mediational hypothesis. A greater number of
total important people was no longer a significant predictor of perceived social stress after
controlling for the mediator, culturally-defined HIV risk scores, consistent with mediation
(b=.01, SE=.15, ns). Approximately 8 percent of the variance in perceived stress was accounted
for by total important people (R2 =.08) and 12 percent was accounted for by culturally-defined
HIV risk scores (R2=.12). The indirect effect was tested using a bootstrap estimation approach
with 5000 samples (Hayes and Preacher 2014). These results indicated the indirect coefficient
was significant (b = -.07, SE=.05, 95% CI=-.1977, -.0044). Young women with more important
people in their lives is associated with approximately .07 points lower perceived stress scores as
mediated by culturally-defined HIV risk scores. This mediation is displayed in Figure 8.4 below.
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Figure 8.4: Phase III mediation effects of total important people and culturally-defined
HIV risk scores on perceived stress.
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Chapter Summary
This chapter described Phase III of this study, which included a sample of 123 HIVAfrican-American women aged 18-24 from three diverse SES groups, including the Hope
Community, a community college, and a university in Alabama. Hypothesis testing results of the
three groups revealed important and unexpected findings. These include relationships between
social support and culturally-defined HIV risk scores that are moderated by SES. In addition,
location of recruitment and interview showed differing mean culturally-defined HIV risk scores,
with the unanticipated results of highest scores found in the Hope Community, followed by
university participants, and community college participants, who possessed the lowest mean
scores. Lastly, mediation analyses revealed that culturally-defined HIV risk scores mediated the
relationship between total past social support and current perceived stress. Furthermore, these
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culturally-defined HIV risk scores mediated association of total important people in high school
with current perceived stress. The next chapter will provide the reader with a conclusion,
limitations, and directions for next steps of this research.

175

CHAPTER 9
DISCUSSION AND CONCLUSION
Introduction
This final chapter provides a discussion of key findings as they relate to the hypotheses
outlined for this study. These results will be interpreted and discussed. Results relating to the
study hypothesis will be interpreted and discussed in terms of the ethnographic backdrop that
was detailed in chapter five. Data reflecting quantitative and qualitative findings that emerged
throughout the study will also be presented. Finally, limitations of the current research and future
directions of this research will be provided for the reader.
Public Health and Sociocultural Understandings of HIV Risk
As noted in chapter 2, public health analysis includes psychosocial factors that help
identify HIV risk factors which may contribute to HIV risk-related behaviors. Variables
associated with public health investigations of risk factors include an individual’s intention to
perform a behavior, such as condom use (Kogan et al. 2011; Romer et al. 1994; Seth et al. 2009),
engaging in sexual activity with multiple partners (Cornelius, Okundaye, and Manning 2000;
Kogan et al. 2011; Seth et al. 2009), and substance abuse in concert with sexual intercourse
(Bachanas et al. 2002; Busen, Marcus, and von Sternburg 2006; Glenn and Wilson 2008;
Mandara, Murray, and Bangi 2003; Morrison-Beedy et al. 2008; Teva, Bermudez, and BuelaCasal 2010; Whiteley et al. 2012); health beliefs related to biomedical knowledge of a disease or
behavior, including consideraftion of how sexual health education informs these beliefs
(Cornelius, Okundaye, and Manning 2000); and normative pressures from important people
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regarding what behavior is expected of a person in terms of behavior as well as how to fulfill
such expectations from important people, such as parents (Hutchinson 2002; Kogan et al. 2011;
Mandara et al. 2003; Romer et al. 1994) and peers (Kogan et al. 2011; Romer et al. 1994). With
the exception of norms presented by important people in various social ecological spaces, these
variables can be understood in terms of individual level behaviors that lie within an individual’s
internal locus of control.
Noteworthy in the cultural model of HIV risk revealed in this study is the lack of
participants’ emphasis in describing adolescent girls viewed as no risk, or the need for condom
use to describe a young woman at low risk. Perhaps young women struggled to imagine girls at
no risk because there is wider acceptance of sexual activity among youth due to shifting social
norms. Participants may fail to mention condom usage when describing low-risk teen girls due to
the obviousness of condoms reducing HIV risk. However, similar to the public health focus on
partner concurrency and substance use, young women highlighted alcohol and drug use and
sexual activities with many young men as factors contributing to a girl classified as high-risk.
Nuanced in this analysis is the discussion of degrees of sexual activity that contribute to
understandings and categorization of culturally-defined low risk and high risk. Both low-risk and
high-risk teen girls appear to be sexually active, although low-risk teen girls engage in sex less
often.
In terms of social ecological factors that increase or decrease HIV risk behaviors, parental
engagement was mentioned, with particular emphasis on fathers being a part of the lives of these
young women. In addition, descriptions of family life that contribute to culturally-defined HIV
risk include family problems, amount of love at home, strictness of parents, and whether a young
girl spends time at home instead of out in her neighborhood. In the neighborhood social world,
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adolescent girls are viewed as high-risk if they are hanging out with older men, or low-risk if
they are escorted by a male relative—an insight that provides subtlety to the notion of HIV risk.
Peer activities factored into the cultural model as well, although they were not focused on sexual
activity. Rather, the cultural model focused on how peers were influential in the lives of the
young women described in terms of partying or drug and alcohol use. Similar to public health
models of understanding HIV risk, economic reliance on a sexual partner was discussed in terms
of why teen girls engaged in high-risk sexual behaviors, including in exchange for a place to
stay, for food, for money, or for drugs. Like public health studies that discuss how young women
with older partners have less ability to negotiate in sexual decision making, implicit in this model
were age ranges of partners in romantic relationships, potentially pointing to the understanding
that a much older partner signified less autonomy in the relationship. This factor of older
partners, coupled with abuse in a relationship, contributed to a girl being identified as high risk
of HIV. Finally, ethnographic insights highlighted the lack of formal sexual health education,
although this was not identified as part of the cultural model of HIV risk. In addition to these
distinctions between public health and sociocultural understanding of HIV risk, this cultural
model conveyed the importance of participation in church, school, and work social worlds as
factors contributing to low culturally-defined HIV risk—social ecological areas that are seldom
studied in comparison to individual behaviors, peers, or parents.
Merging Theories: A Critique
In chapter three, one of the goals conveyed for this dissertation is the combination of
cultural consensus, cultural consonance, and ecocultural theories. Generally, cultural consensus
and cultural consonance are used in combination with one another, as the development of
cultural consonance was built upon cultural consensus theory and method (Dressler, Balierio,
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and dos Santos 2002; Dressler et al. 2005; Dressler et al. 2015). Unique in this study was the
addition of Bridging Multiple Worlds theory —an extension of Weisner’s (1997,2002)
ecocultural theory—to assess social ecological factors associated in adolescence and emerging
adulthood. This combination was expected to further anthropology theoretically and
methodologically, as, to date, this combination of theory and method was not attempted in past
studies of human development. In addition, both BMWT and cultural consensus methods value a
mixed method approach that combines qualitative and quantitative data.
While it was a goal of the study to develop robust quantitative measures of social
integration and social support informed by Phase I interviews, this proved difficult with the
qualitative data collected. For example, in assessing the challenges that girls had in fulfilling
their GVE of important people in their social worlds, as well as for themselves, many girls did
not convey challenges. Without noting challenges, it was difficult to determine the resources that
these young women accessed in order to address these challenges, including social support
received.
Likewise, in assessing the GVE of important people and participants themselves, a list of
positive and negative attributes provided by Cooper (2011) was initially used. However, this
proved problematic because many of the participants gravitated toward positive attributes on the
list that they believed were expected by important people and themselves. Perhaps this challenge
was due to participants answering in what they believed was a socially desirable manner—a bias
that presents challenges to the researcher (Bernard 2006). Therefore, it was difficult to truly
assess the areas in which social support was needed, although other qualitative data helped
inform the 12 items ultimately crafted as potential items that Phase III participants needed help
with in high school.
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In hindsight, it may be useful to assess cultural models of what young African-American
women need assistance with during high school through cultural consensus methods. The
discovery of these cultural models and illumination of important people in social worlds may
provide a better alternative to developing social support variables.
In addition, BMWT may or may not be useful in measuring social integration for future
studies. Phase I participants were given the option to provide additional social worlds to
Cooper’s (1998, 2011) six worlds initially presented in order to capture variation of social
worlds. However, the handful of social worlds that were shared intertwined with the original six
social world provided. For example, Junior ROTC and dance team were part of the school social
world. Perhaps these suggested social worlds should have been added in Phase III surveys as
discreet social worlds in which participants were involved during high school. Therefore, while
social integration is an important factor to research in understanding health, as noted by
Durkheim (1951), in the case of this study, the lack of power as anticipated from the the social
integration measure is likely an artifact of the variable, as the summation of social worlds was
not a useful way to measure social integration.
Perhaps, there is a diagnostic multiple world that an individual must be socially
integrated in that will be associated with lower culturally-defined HIV risk scores, as chapter 8
reveals in the correlation results between lower risk scores and social support received among
community members of Hope Community members in their families, school, and church. In
addition, it may be necessary to be a long-term participant observer in order to gain a better
understanding of the multiple worlds in which these young women are socially integrated during
high school and describe these social worlds more fully. A good example of this ethnographic
approach to describing social integration is Goffman’s (2015) study of low SES African
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Americans living in urban Philadelphia and her descriptions of the complexity of their lives as a
result of the “tough on crime” policies initiated during the “war on drugs” in the Nixon
administration.
The derivation of social support and social integration variables through BMWT show
the limitations to this particular study. However, it serves as a road map for future scholars
interested in combining these theories and methods and suggest further refinement of this
approach to the study of human development. Despite these limitations, through this merging of
these theories and methods, hypothesis testing using social support variables created through
BMWT exposed statistically significant results.
Discussion of Ethnographic and Qualitative Insights
The descriptions of adolescent girls at high risk and low risk of HIV agree with
ethnographic descriptions of African-American young women as belonging to “decent” and
“street” families (Anderson 1999), “future girls” and “at-risk girls” (Harris 2004), and “good
girls” and “bad (ghetto) girls” (Jones 2010). This ethnography provides another entrée into
African-American female adolescent and emerging adult life from the perspective of implicit
sexual health outcomes.
Unanticipated in this analysis of HIV risk was an absence of cultural beliefs that centered
on a girl who was at no risk of HIV, given that these young women are inundated with messages
regarding abstinence, primarily through their health education classes. While one of the
adolescent girls interviewed described abstinence as a characteristic of a girl she personally knew
as low-risk, this did not necessarily result in a categorization of “no risk.” This was due to the
environmental context that situates these young women at increased risk, in comparison to other
ethnic groups and/or groups that reflect middle to upper socioeconomic status.
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This particular insight is important, given that, initially, this study used cultural
consonance theory and analysis to ultimately formulate what was described in chapter eight as
culturally-defined HIV risk scores (Dressler, Balierio, and dos Santos 2002; Dressler et al. 2005;
Dressler et al. 2015). Cultural consonance was used in anticipation that HIV risk would be
described as a continuum from no risk to high risk, therefore allowing for the Phase III results
describing a participant’s HIV risk to point to protective and harmful elements of the cultural
model discovered. Given that the cultural domain of HIV risk ultimately reflected items that
described low and high HIV risk, I hesitate to refer to individuals with low culturally-defined
HIV risk scores in terms that emphasize protection against HIV since it was noted by participants
that all of the young women interviewed in the first phase of research were inherently at risk.
This study provides an area where terminology associated with cultural consonance can be
further modified to accommodate this issue.
Also unanticipated was the understanding of HIV in terms of “personal responsibility”
(Foucault 1972, 1976) and “structural blame” (Farmer 2001, 2003). In particular, some of the
ethnographic and qualitative data points to Hope Community participants avoiding victim
blaming while suggesting causes of high HIV risk as a result of family issues and, indirectly, on
issues related to poverty. Young women who are high risk are labeled in terms of sexual
behaviors associated with making money, securing a home, or gaining access to food. In concert
with these personal and family problems that may contribute to the identification of a young
woman as high-risk, ethnographic insights suggest that these issues may be related to physical,
sexual, and emotional abuse—topics that were not overtly stated by participants. No doubt, these
additional topics are also taboo, with the revelation of these particular issues by participants
causing potential danger to families through formal investigations. For the most part, palpable
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among Hope Community interview participants and residents was the empathetic nature in which
they talked about a girl who they believed was at high risk. That is, until young women discussed
these issues in follow-up focus groups, where their beliefs surrounding HIV risk presented a
narrative of “personal responsibility.”
In contrast, teen girls who had markers of being “good girls” or “future girls,” such as
those participating in the AP or IB classes in the high school, or those who attended church, were
more inclined to identify high-risk young women as engaging in behaviors or personal
characteristics couched in terms of “personal responsibility.” They are viewed as young women
who are not trying to better themselves, educate themselves, or, more importantly, prepare
themselves for the future. Curious in this presentation of characteristics of high-risk and low-risk
African-American young women is the fact that formal sexual health education in Alabama
focuses on abstinence. In concert with this type of formal education, Black churches also present
abstinence-only messages. Therefore, it is difficult to surmise how young woman classified as
high-risk would receive comprehensive sexual health education, either through formal channels
like school, or informal channels, like receiving information from a family member. Further
complicating matters and perhaps drawing attention to the limited knowledge that participants
from the Hope Community in particular have regarding sexual health is that fact that young
women did not note condom use in individual or focus group interviews. Rather, young women
belonging to the church highlighted the importance of condom use despite receiving abstinence
messages from two social worlds.
In addition, participant observation in the high school further echoed this expectation of
“personal responsibility,” as those more closely aligned with middle class norms (or aspiring to
reach them) emphasized surveillance of young women viewed as “bad girls,” or, in the case of
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this study, those at high risk of HIV. This policing indicates the desire for the “good girls” and
by extension the “good administrators and faculty” to aspire to middle class norms.
Discussion of Hypotheses and Results
As noted in the first hypothesis, this study expected to reveal that African-American teen
girls age 14 to 18 would share a cultural model of HIV risk. After extensive participant
observation, qualitative interviews, and focus groups in Phase I, and cultural consensus survey
interviews and analysis in Phase II, it was discovered that these young women indeed shared
cultural beliefs regarding HIV risk.
Outlined in hypothesis two, it was expected that greater social integration as measured by
participants’ total number of worlds would be associated with lower retrospective culturallydefined HIV risk scores. As noted by the work of Cohen, Underwood, and Gottlieb (2000),
Durkheim (1951), and Berkman and Syme (1979), greater social integration results in better
health outcomes. In support of this literature, the qualitative findings that shaped the cultural
model of HIV risk shared by these young women highlighted variation in social integration
useful to indirectly providing evidence for hypothesis two. In particular, teen girls at lower risk
were described as more socially integrated in a variety of worlds in comparison to high-risk teen
girls. This was further confirmed through cultural consensus analysis which showed that
participants agreed that young women viewed as high-risk would primarily participate in the
romantic relationship and neighborhood social worlds. In contrast, social integration of low-risk
adolescent women included emphasis of the home, neighborhood, church, school, and additional
“employment” worlds.
However, Phase III statistical results did not provide support that greater social
integration as measured by participants’ total number of worlds was associated with lower
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retrospective culturally-defined HIV risk scores as anticipated. Perhaps there was not enough
variation among participants to determine this relationship or this proved to be a poor measure of
social integration. Nevertheless, this data did not provide evidence that greater social integration
results in lowered culturally-defined HIV risk. Despite this lack of association between social
integration and retrospective culturally-defined HIV risk scores, a correlation was found between
greater social support—measured as both a total number of important individuals across worlds
and total social support received from each important individual across worlds—and lower
retrospective culturally-defined HIV risk scores. This underscores the importance of social
support and its relationship to improved health outcomes and decision making, as noted in the
work of Dressler, Bailerio, and dos Santos (1997) and Dressler (1985).
For the third hypothesis tested in Phase III, it was expected that the relationship between
total social support and culturally-defined risk scores would be mediated by total number of
important individuals and total number of worlds. Moreover, it was expected that the relationship
between social support and culturally-defined risk scores would be moderated by location of the
interview (Hope Community, community college, or university) and socioeconomic status.
When controlling for location of interview, a multiple regression analysis showed that
socioeconomic status moderated the relationship between total important people and culturallydefined HIV risk scores, as well as social support and culturally-defined HIV risk scores. The
effect of both social support and total important people on culturally-defined HIV risk scores
depended on SES.
This finding highlights studies that note that low SES carries greater risk and potential
disease burden (Armelagos, Brown, and Turner 2005), particularly in African-American
communities (Carey et al. 2010; Sobo 1998). With that said, it is noteworthy that the three
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groups interviewed showed similar levels of sexual activity during high school. The HIV Risk
Inventory, which measured sexual health behavior primarily defined in public health, notes
similarity in areas of condom use, drug use during sexual intercourse, and number of sexual
partners of these three groups. Results in Table 8.3 show similarity of condom use in all areas of
the measurement with the exception of “always,” where more than half of university students
noted that they always used condoms. In terms of drug use during sexual intercourse, results
show that all three groups used drugs to similar degrees when engaging in sexual intercourse. For
number of sexual partners, results show similarity in number of sexual partners across all groups.
Despite the similarities that these young women showed in these three measures of the
HRI, these groups diverge in their level of HIV testing, with Hope Community participants
tested more during high school (n=26) than community college (n=18) and university (n=17)
participants. As noted by these results, it appears that individuals belonging to the higher SES
groups of community college and university were less concerned with HIV testing during high
school. Perhaps it is a belief that since young women belonging to the community college and
university groups do not likely occupy areas of higher environmental risks as in the Hope
Community, they may mistakenly believe that they are at much lower HIV risk as defined by
salient socio-cultural beliefs.
However, as noted in hypothesis four, this assumption is not the case. The fourth
hypothesis tested in Phase III hoped to reveal that location of interview would present a gradient
of highest mean culturally-defined HIV scores found in the Hope Community, moderate mean
culturally-defined HIV scores found among community college participants, and lowest mean
culturally-defined HIV scores found among university respondents. This analysis shows that the
gradient from highest to lowest mean culturally-defined HIV risk scores is in the order of Hope
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Community, university, and community college participants. Again, this finding emphasizes how
participants of higher SES engaged in similar culturally-defined HIV risk behaviors and
characteristics of those in the low SES setting of this study. While it is unclear why this is the
case in this particular study, it may be due to broader HIV prevention public health messages
focused on condom use and HIV testing aimed at MSM and poor minority groups who meet
criteria that university students did not identify with during their high school years. This lack of
association with these targeted groups is further exacerbated by lack of a comprehensive sexual
health education, thereby allowing these university students to engage in sexual health risk
behaviors similar to the Hope Community participants during their high school years.
The final hypothesis tested in Phase III was expected to reveal that lower culturallydefined HIV risk scores in high school will be correlated with current decreased perceived stress
as measured by The Perceived Stress Scale (Cohen, Karmarck, and Mermelstein 1983). This
relationship was expected to show mediation by greater total worlds, greater total number of
important people during high school, greater total past social support, and greater total present
social support, with this final variable measured by The Interpersonal Relationship Inventory
(Tilden, Hirsch, and Nelson 1994). Discovered in this analysis was the unanticipated finding that
culturally-defined HIV risk scores mediated the relationship between social support and current
perceived stress, and the relationship between total important people and current perceived
stress. Dressler and colleagues (2016) similarly found cultural consonance as mediator of the
relationship between childhood adversity and depressive symptoms, and SES and depressive
symptoms among 402 adult Brazilians.
This finding highlights the importance of greater social support and total number of
important people to lowering culturally-defined HIV risk during high school. As noted in the
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previous section, HIV risk was embedded in broader cultural understandings of what it means to
be a good girl and bad girl. Perhaps the ordering of variables in this mediation pathway speaks to
the importance of self-perception of a teenage girl in this setting as a “good girl” or a “bad girl” –
a variable not measured - which may dictate levels of social support and number of important
people. Perhaps a self-perception variable that describes embodiment of a cultural model
describing broader definitions of African-American femininity precedes the social support and
total important individual variables in these mediational pathways.
Additionally, the past is linked to the present in this analysis, with these social ecological
variables showing lowered present social stress. Greater social support and total number of
important people experienced by an individual in concert with less personal alignment of the
cultural model of HIV risk can potentially lead to decreased susceptibility of HIV and other
health outcomes, including depression (Berkman et al. 2000; Cohen 1988; McFarlane,
Bellissimo, and Norman 1995).
Public Health Recommendations
The cultural model of HIV risk identified fathers as important to the lives of young
African-American women. In terms of the Hope Community Center, the director who served in
many capacities, including caretaker, financial assistant, father, and grandfather to community
residents echoed the importance of male role models in these areas. From this ethnographic
perspective, it might be fruitful to determine how males in the community can be included in the
community centers and others like it in low income settings. Their participation and inclusion in
the collective care of community children through healthy interactions that model mentoring may
provide purpose to men living in the neighborhood. This should be facilitated with someone like
the director of the Hope Community with years of experience in maintaining appropriate
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relationships with community members. Perhaps classes could be offered to these men focused
on critical examination of masculine and feminine norms in low income settings – norms that
oftentimes justify treatment of women as objects for economic benefit. This exposure will
hopefully create more awareness and eventually bring about social change, where men and
women, along with male and female children, adopt alternative cultural models of masculinity
and femininity that lowers health risk. This male engagement with the community and education
of gender can founded on the principles described in Kwanzaa, an African-American holiday
traditionally celebrated after Christmas that was initiated 50 years ago. Useful to incorporating
this in a neighborhood like Hope Community is the principle of “ujima” defined as collective
work and responsibility by helping others within the community and the principle of “nia”
defined as a sense of purpose through setting goals that benefit the community. In addition, the
ethnography noted that lack of a formal comprehensive sexual health education is absent in
schools. Policies addressing changes to school system sexual health education is necessary to
avoid the circulation of miscommunication surrounding HIV and STIs that were illustrated
quantitatively in chapter five.
As noted in the epidemiology of HIV presented in chapter two, the HIV care continuum
describes various steps in the treatment process from testing to long term treatment and viral
suppression. However, within every step of the continuum, there are drop-offs with each step,
making viral suppression difficult and HIV transmission more likely. While the goal of
interviewing HIV+ African-American women was unmet in this study with the exception of six
women that were interviewed in Phase III, the following recommendations to assist in retention
of HIV medical care and treatment that will ultimately result in viral suppression among similar
women in the Southeast are presented. Transportation to the AIDS Service Organizations
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(ASOs) was a difficulty for the women, with some traveling with small children on unreliable
public transportation to complete the interview. Lack of transportation was cited as an issue,
among others, that contributed to these young women missing their doctor’s appointments. This
issue, both in rural and urban areas, can be alleviated through funding to assist HIV+ AfricanAmerican women and men maintain regular care and treatment. Whether this be through
transportation provided by ASOs or clinics, transportation needs should be assessed after an
individual is tested positive for HIV. Telemedicine is also an extremely useful way to
communicate with HIV+ patients in rural settings that appears to be extremely successful in one
of the ASOs used for recruitment. The ASO retains more patients through this method of
preferred care, where they receive their ARVs through local pharmacies or in the mail.
In addition, the structural violence experienced by HIV+ African-American women,
including lack of access to quality food, instability in housing, and limited financial access are
deemed more important issues of survival that need to be urgently addressed in comparison to
retaining HIV care and treatment. In addressing these issues, it would be beneficial in rural
Alabama where there are more new cases of HIV to incorporate farming opportunities through
microfinance models similar to those in Africa (Prather et al. 2012). These opportunities will
provide some financial stability and access to healthy food that can aid in viral suppression.
Limitations
In terms of the first hypothesis, while it was intended to select a non-random sample for
the Phase II cultural consensus survey, it is important to note that the response rate was 36
percent, potentially introducing sampling bias and data reflecting a non-random sample. In the
case of cultural consensus analysis, if the sample reflects greater homogeneity, then the cultural
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model of HIV risk discovered in this study may be a product of this similarity among participants
in the sample.
Likewise, in hypothesis five, mediation analyses revealed that culturally-defined HIV risk
scores mediated total past social support and current perceived stress, as well as total important
people in high school with current perceived stress. As noted in chapter four, phase III was
intended to compare data of HIV+ and HIV- women using a case-control design. An a priori
power analysis with a required statistical power of .80 and an alpha of .05 and a 3:1 odds ratios
yielded a sample size of 164 (41 in each group). The initial regression analysis and follow up
mediation analyses revealed small standardized beta coefficients. This may signal that the
statistical effect size for these analyses were too large and power too small, or vice-versa. This is
feasible given the changes experienced to this phase. Other explanations include introduction of
confounding and bias error in the retrospective study design, resulting in a small effect size.
Furthermore, as noted in Phase II study limitations in the previous paragraph, the sample may
reflect homogeneity for the variables analyzed in hypothesis five. Lastly, the small standardized
beta coefficients may reflect the weak measures created in the study for social support and social
integration. All of these statistical issues should be noted as limitations of the study.
One major limitation of this study pertains to the inability to assess sexual health
behaviors of young African-American women aged 14-18 in Phase III. This was due to various
issues, including difficulties associated with obtaining timely parental consent. In order to
address these particular barriers, this study was modified to a retrospective study that included
18- to 24-year-old women. However, a major disadvantage of this retrospective study design is
the potential inaccuracy of exposure to risk variables that are being measured given the time that
has elapsed since attending high school.
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Another limitation is in reference to the formulation of the cultural consensus instrument.
I found that culturally-defined HIV risk factors peripherally discussed in Phase I became clearer
as more time elapsed in the field. For example, through my long-term participant observation in
the field, I became more aware of the importance of partner concurrency in the Hope
Community. Initially, I thought this was a less important phenomenon when it was mentioned,
but after discussing this further with my friend who works at Tuscaloosa Public Health
Department, I found that this was more common. In particular, the cultural consensus instrument
would have better captured the cultural model of HIV risk if the “rules” surrounding appropriate
(i.e., sexual activity within the community) and inappropriate (i.e., sexual activity outside of the
community) partner concurrency as it relates to increasing or decreasing a woman’s sexual
health risk was included.
While this may not directly impact 14- to 18-year-old African-American women in this
neighborhood, it would have been interesting to determine if the young women surveyed would
consider these rules of partner concurrency a part of the cultural model of HIV risk. However, it
is unknown how young women view this issue, as the cultural consensus instrument was already
constructed when this aspect of HIV risk further crystallized.
Directions for Future Research
As noted earlier in this chapter, modification of the study included a retrospective study
that included an emerging adult population. This modification included a study that statistically
compared the high school experiences and social ecologies of HIV- and HIV+ women.
Unfortunately, this analysis was not conducted due to the inability to secure enough interviews
with HIV+ women. However, it would be appropriate for researchers who have better access to
this population to provide results comparing these two populations, particularly in the South.
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In addition, it would be useful to know how young women in Alabama are educated
about sexual health through their social worlds. This study shows variability of beliefs
surrounding sexual behaviors that include abstinence and degrees of sexual activity that put
young women at low risk or high risk of HIV. It would be useful to know where teen girls are
being educated about sexual activity within their social ecology, if this information is accurate,
and how this information is negotiated with abstinence-only education in the state of Alabama.
This data could then be compared to that of African-American adolescent girls in a state where
comprehensive sex education is provided in public schools.
Additionally, this study points to the importance of investigating young African
Americans of higher SES—a demographic that seldom is researched because they do not fit in a
risk profile common to individuals with higher disease risk and burden. It is important to
determine how these women are addressing their sexual health and areas that can be strengthened
in respect to education and prevention.
Chapter Summary
This chapter provides discussion of key results from the study, including ethnographic,
qualitative, and quantitative findings. A comparison of public health investigations of HIV risk
and the cultural model of HIV risk outlined in this study is presented. Discussion of qualitative
insights includes recommendations on further theorization of cultural consonance and highlights
the importance of themes associated with personal responsibility and structural blame in the
understanding of HIV risk. Discussion of hypotheses two through five suggest the importance of
social support and social integration to lowering culturally-defined HIV risk scores. It also
includes commentary on how participants from low and high SES groups share similar
culturally-defined HIV risk scores, and how this finding may point to the problematic belief that
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higher SES women are inherently at less risk because of more stable environments. Study
limitations are discussed, including those associated with modification of this study to included
women who are emerging adults, and formulation of the cultural consensus instrument. Future
research suggestions are geared towards understanding how the findings compare to a HIV+
population, what sexual health messagfes are received and how they are negotiated among young
African-American adolescent girls, and the importance of investigating sexual health behaviors
of women belonging to higher SES demographics.
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Phase I
Multiple Worlds and HIV Risk
Interview Schedule
CASE ID: ________________________
Today’s Date: _____________________
Location of Interview: ______________
________________________________________________________________________
Participant’s Name: ____________________________________________
Pseudonym: ________________________________
1.! Participant’s Date of Birth (month, day and year): _______________________________
2.! Age (in years): ____________________________________
3.! Year in School (Circle One): 8th 9th 10th 11th 12th Do Not Attend
4.! Name of School: ___________________________
5.! Relationship Status (Circle One):
a.! Single
b.! Dating
c.! Long-Term Relationship
d.! It’s Complicated
e.! Other: ____________________________
6.! If In Relationship, Age of Partner (In Years): _________________________
7.! How Long Living in Tuscaloosa (In Years): _________________________
8.! Place of Birth (City and State): _______________________________________
Questions on Multiple Worlds:
9.! What are your worlds?
On the following page, circle the worlds you participate in and write in important people
you interact with in these worlds. You can add worlds. Write their relationship to you,
such as mother, father, brother, sister, friend, coach, pastor, counselor, or principal. These
people can be positive influences in your life or may cause you difficulties.
213

Types of Worlds:

Additional Worlds to be Added:

Family

Neighborhood

Friends

School

Church

Romantic Relationship

Sports Teams
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10.!What do each of these people expect of you in your main worlds?
From the page above, think about the goals, values and expectations that important
people in your worlds have for you. For each person, please give me both positive and
negative goals, values and expectations that you think these important people have for
you. (Give examples if needed.)

11.!What goals, values, and expectations do you have of yourself?

Challenges and Resources:
12.!What are your challenges to reaching your goals and expectations in each of your worlds
you just described?

13.!What are resources you have to address these challenges in your worlds?
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Cultural Brokers and Gatekeepers:
14.!Who causes difficulties in your worlds when you are trying to reach your goals?

15.!Who helps you achieve your goals in each world?

Now we are going to switch gears a little bit…
We are going to be talk about health and specifically about HIV risk and behaviors among girls
your age in your community.
16.!What are major concerns of girls your age living in your community? (If no mention of
health concerns, follow up with the following probe: What about health concerns? What
are girls your age worried about when it comes to their health?)

17.!What comes to mind when I say HIV?

18.!Would you please explain what you think HIV is?
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19.!Do you think HIV is a serious health problem for African American teens you know?
Why or why not?

20.!Imagine a girl your age in your community who you think is at high risk of HIV.
a.! Give me a list of words or phrases that you would use to describe what kind of
worlds she is a part of, and important people in these worlds.
b.! Give me a list of words or phrases that you would use to describe what her family
and friends are like as people.
c.! Give me a list of words or phrases that you would use to describe what type of
activities she engages in.
d.! Give me a list of words or phrases that you would use to describe this girls
personality.
e.! Give me a list of words or phrases that you would use to describe what are her
behaviors that put her at high risk.
f.! Give me a list of words or phrases that you would use to describe her physical
appearance.
Worlds/
Important
People

What F/F
are like?

Activities

Personality
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Behavior

Physical
Appearance

21.!Imagine a girl your age in your community who you think is at low risk of HIV.
a.! Give me a list of words or phrases that you would use to describe what kind of
worlds she is a part of, and important people in these worlds.
b.! Give me a list of words or phrases that you would use to describe what kind of
friends and family she has in her worlds.
c.! Give me a list of words or phrases that you would use to describe what her family
and friends are like as people.
d.! Give me a list of words or phrases that you would use to describe what type of
activities she engages in.
e.! Give me a list of words or phrases that you would use to describe this girls
personality.
f.! Give me a list of words or phrases that you would use to describe what are her
behaviors that put her at low risk.
g.! Give me a list of words or phrases that you would use to describe her physical
appearance.
Worlds/
Important
People

What F/F
are like?

Activities

Personality

Behavior

Physical
Appearance

22.!Why do you think some people get HIV, and other people do not get HIV?
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23.!When you think of where you live, what do you think can put a girl your age at greater
risk of HIV by living in your community?
a.! PROBE: What do you think a girl your age can do to lower this risk?

24.!What HIV risk behaviors do you think girls in your community engage in?
a.! PROBE: Why do you think these behaviors happen?
b.! PROBE: Do you think these behaviors can be avoided? Why or why not?

25.!For the following questions, I am going to give you a list of scenarios and I want you to
think about the community you live in when you respond. I want you to tell me how
these scenarios are related to HIV risk:
a.! Do you think that people who use drugs are at greater risk of getting HIV? Why
or why not?

b.! Do you think a person who is in a lot of different sexual relationships at the same
time are at greater risk of getting HIV? Why or why not?
i.! PROBE: What if this person used protection (like condoms) every time?
Are they still at high-risk? Why or why not?
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c.! Do you think a person who is in an abusive relationship is at greater risk of
getting HIV? Why or why not?

d.! Do you think that a person who has a sexually transmitted disease is at greater
risk of getting HIV? Why or why not?

e.! Do you think that a person who exchanges sex for things like money, drugs or for
a place to stay are at greater risk of getting HIV? Why or why not?
i.! PROBE: What if this person used protection (like condoms) every time?
Are they still at high-risk? Why or why not?

f.! Do you think a girl with an older boyfriend or husband is at greater risk of getting
HIV? Why or why not?

26.!Who do you think you can talk about getting accurate information about HIV in the
worlds you described earlier?

27.!Do You Know Someone HIV-Positive (Circle One)?
Yes No
28.!Have you ever been tested for HIV (Circle One)? Yes No
Unknown
If so, approximately when (month and year) and where? __________________________
29.!Have we covered everything you think I should know about your worlds or HIV risk?
Thank you for your time and help!
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UNIVERSITY OF ALABAMA
Informed Consent for a Research Study
Study title and investigator:
Your daughter/family member is being asked to take part in a research study. The study is
called, “Multiple Worlds and HIV Risk among African American Female Adolescents in the
Southeast.” The study is being done by Martina Thomas who is a graduate student at the
University.
What is this study about?
The investigator would like to find out more about how interactions with others affect the health
of African American girls, aged 14-18, and what they know about HIV risk. This study focuses
on African American girls living in Tuscaloosa, Alabama.
Why is this study important –What good will the results do?
This study is important because the investigator wants to use this information to later study how
the social interactions of African American girls are connected to what they know about HIV
risk. Knowing this information about girls can help make programs to improve health for girls
living in the Tuscaloosa, Alabama area.
Why is my daughter/family member being asked to take part in this study?
Your daughter/family member has been asked to be in this study because she is a female between
14 and 18 years of age, identifies herself as African American, and lives in Tuscaloosa,
Alabama.
How many people besides my daughter/family member will be in this study?
About 20 girls will be in this part of the study.
What will my daughter/family member be asked to do in this study?
Your daughter/family member will be visited at one of the places used in this study [church,
community center, food and fun program]. Your daughter/family member will be interviewed at
one of these areas. Your daughter/family member will be asked to answer 30 questions about her
social interactions, and what she knows about HIV risk. Your child’s interview will be done in a
private space and audiotaped so that the investigator can go back and listen to her answers.
How much time will my daughter/family member spend being in this study?
Being in the study will take about one to two hours that will take place in one day.
Will my child be paid for being in this study?
Your daughter/family member will not be paid for being in this study.
Will being in this study cost my daughter/family member anything?
There will be no cost to your daughter/family member except her time.
Can the researcher take my daughter/family member out of this study?
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The investigator may take your daughter/family member out of this study if the investigator feels
that your daughter/family member no longer meets the study’s needs.
What are the benefits (good things) that may happen to my daughter/family member if she
is in this study?
There are no good things that can happen to your daughter/family member from being in this
study.
What are the risks (dangers and harm) to my daughter/family member if she is in this
study?
Some of the questions are personal, and some people may be uncomfortable answering them. If
your child does not want to answer a question, it is okay for her to skip that question.
Another possible danger to your daughter/family member from participating in this study is loss
of privacy. Privacy will be protected as much as possible. Many steps will be taken to protect
your daughter’s/family member’s privacy (please see below).
How will my child’s confidentiality (privacy) be protected? What will happen to the
information the study keeps on my child?
All information you daughter/family member shares in this study will be treated privately. The
investigator will not connect your daughter’s/family member’s name to the information she gives
during the interviews. Summaries of the study results will not include any information that
connects your daughter/family member.
Only people on the research team will know that you and your child took part in this study. They
will also know your daughter’s/family member’s answers to the questions, but only with your
written approval. Answers that your daughter/family member gives during these interviews will
not get you or your child in trouble. The University of Alabama Institutional Review Board has
the right to review the information collected from this study to make sure that it is being handled
in the right way.
After your daughter/family member is finished taking part in the study, your names and contact
information will be kept on this consent form that will be kept in the investigator’s locked office.
Records of your daughter’s/family member’s participation in this study will be kept private to the
extent allowed by law.
We will keep the audiotapes with her responses to questions. This allows the investigator to
listen to the tapes later if there are any questions about your daughter’s/family member’s
answers. The audiotapes will not be labeled with your child’s name. Your daughter/family
member will be told when a conversation is going to be audiotaped.
What are the alternatives to being in this study? Does my daughter/family member have
other choices?
The other choice is not to participate in the study.
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What are my daughter’s/family member’s rights as a participant?
You and your child are not giving up any of your legal rights by signing this consent form.
Taking part in this study is you and your daughter’s/family member’s free choice. She may
choose not to participate at all. If she starts the study, she can stop at any time. Leaving the
study will not result in any bad consequence or loss of any benefits that you or your
daughter/family member would otherwise get.
The University of Alabama Institutional Review Board (IRB) is the committee that protects the
rights of people in research studies. The IRB may review study records from time to time to
make sure that people in research studies are being treated fairly and that the study is being run
as planned.
Who do my daughter/family member or I call if we have questions or problems?
If you have questions about the study right now, please ask them. If you have questions about
the study later on, please call the investigator Martina Thomas at (205) 826-6293. You can also
call the investigator’s supervisor, Dr. Jason DeCaro at (205) 348-9061. If you have questions
about your rights as a person taking part in a research study, or if you would like to make
suggestions or file complaints and concerns, you may call Ms. Tanta Myles, the Research
Compliance Officer of the University at (205)-348-8461 or toll-free at 1-877-820-3066. You
may also ask questions, make suggestions, or file complaints and concerns through the IRB
Outreach Website at http://osp.ua.edu/site/PRCO_Welcome.html. You may email us at
participantoutreach@bama.ua.edu.
I have read this consent form. The study has been explained to me. I understand what my child
will be asked to do. I freely agree to allow my child to participate. I will receive a copy of this
consent form to keep.
_____________________________________________
Name of participant
_____________________________________________
Name of parent or guardian
_____________________________________________
Signature of parent or guardian
____________________________________________
Investigator
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_________
Date
_________
Date
_________
Date
_________
Date
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UNIVERSITY OF ALABAMA
ASSENT FORM
Title of Research: Multiple Worlds and HIV Risk among African American Female
Adolescents in the Southeast: Phase I
Investigator: Martina Thomas
Explanation of Procedures and Compensation: You are being asked to be a part of a research
study that looks at what life is like for teenage girls. If you agree to help, the investigator will set
up a date and time here to talk with you. This interview will take no more than two hours and
will happen on one day. You will be asked questions about your relationships with other people,
your goals, and people who support you in your life. You will also be asked questions about
how you and people in your community think about sexual health and HIV risk. The
investigator will audiotape parts of this interview so that she can review your answers later.
Risks and Discomforts: Some of the questions are personal, and people may be uncomfortable
answering some of them. If you feel uncomfortable about any question, it is okay for you to skip
that question.
Alternatives: Your participation in this study is your choice, and you can choose not to
participate without worrying that anything bad will happen as a result.
Confidentiality: All information we get during the research study will be treated privately, and
answers you tell the investigator will not get you or your family in trouble. The investigator will
only share answers with other people involved in the study. Your answers will not be shared with
your parents or guardian. Of course, if something you tell the investigator or if the investigator
witnesses something during the research study that makes her believe that you or anyone else is
in danger of serious physical injury, we will take the right steps to stop this.
Who do I call if I have questions or problems? If you have questions about the study right
now, please ask them. If you have questions about the study later on, please call the investigator
Martina Thomas at (205) 826-6293. You can also call my supervisor, Dr. Jason DeCaro at (205)
348-9061. If you have questions about your rights as a person taking part in a research study, or
if you would like to make suggestions or file complaints and concerns, you may call Ms. Tanta
Myles, the Research Compliance Officer of the University at (205)-348-8461 or toll-free at 1877-820-3066. You may also ask questions, make suggestions, or file complaints and concerns
through the IRB Outreach Website at http://osp.ua.edu/site/PRCO_Welcome.html. You may
email us at participantoutreach@bama.ua.edu.
Signatures: Your signature below indicates that you agree to participate in this study. You will
receive a copy of this document to keep.
_____________________________________________________________
Name of participant
_____________________________________________________________ ____________
Signature of participant
Date
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Phase IA: Focus Group Discussion Guide
Date: ____________________________
Time: ___________________________
Site Location: ___________________________________
Focus Group #1 / Focus Group #2 (Circle One)
Agenda Guide
1.! Introduction of myself and my research assistant. Ensure that group discussion will be
handled with the strictest confidentiality and encourage the girls to do the same for each
other, although, they are to share what they believe girls like them in the community
think regarding the questions that will be asked.
2.! Ask girls to introduce themselves.
3.! Outline need for follow up group discussion. There is a need to clarify issues related to
comments made regarding HIV risk.
4.! Get girls involved in establishing rules for group discussion. (I.e. Listening to one
another; no interruption; no cell phone texting during discussion, etc.)
5.! Begin group discussion with the questions below.
Group Discussion Questions (probe for further information based on responses):
Part One: The Ways in Which HIV Is Discussed
1.! In what ways do you think a conversation about HIV risk would come up with girls who
are similar to you, living in your community, or who go to your school?
2.! What words or phrases do you think girls use to let another person that they are talking
about or referring to HIV risk? Are these words for HIV risk similar to others words used
for other health related concerns such as herpes or gonorrhea? (If so, ask: Why do you
think they use similar terms for these health issues?
3.! Are there other health-related topics or concerns that girls would be talking about in
connection with HIV risk? If so, what are these topics or concerns? (If they cannot think
of any, follow up with concerns that have come up in the interviews, such as other STI’s
mentioned and teen pregnancy.)
Part Two: Ranking of HIV and Associated Health Concerns
4.! Over all the interviews that I conducted, girls discussed health including teen pregnancy,
cancer, STDs including gonorrhea, syphilis, herpes, and HIV. I would like you to come
up with a list of health concerns that you can agree with among the group, and I want you
to rank this list from the most important health concern, to the least important health
concern. Why did you rank these concerns in the way that you did?
Part Three: Thoughts on Condom Use and Origins of Beliefs
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5.! Over all the interviews I conducted, there were girls who stated that condoms would
protect them from a sexually transmitted disease like HIV, condoms would somewhat
protect them from a sexually transmitted infection depending on the situation, or that
condoms would not protect a girl from a sexually transmitted infection at all. Why do
you think there are some many different beliefs regarding condom use? Where do you
think these personal beliefs about condom use come from? (Are girls discussing
condoms with their friends, family, etc.?)
6.! What type of conversations do you think girls in your community are having about
condoms?
Part Four: Goals, Values, and Expectations of a Low and High Risk Girl
7.! Last time we met for an interview, I asked you about the characteristics of a girl that you
personally knew regarding a low HIV risk and high HIV risk girl you personally knew. I
am interested in knowing what you think are the goals, values, and expectations of the
important people for each type of girl. Let’s start with the low risk girl. What do you
think the important people in her life expect from her? What about the high-risk girl.
What do you think important people in her life expect from her?
Part Five: Important Community Members Trusted for Accurate HIV Knowledge
8.! Last time we met for an interview, I asked you about whom in your social worlds you
would go to in order to get accurate information about HIV. The following is a list of the
categories and people in each of the categories. Do you think that this is an accurate
representation of people that girls similar to you would choose to receive HIV
information? Who would you add to this list? Who would you take away from this list?
Why? Now, the last task I would like you to do is narrow this list to five people that you
think girls like you would trust for accurate information. You have to agree as a group.
Why did you pick these people?
Family: Mother (4), Aunt(ie) (2), Grandmother (1), Brother (1), Sisters (1), Cousin (1), God
Mother (1), Family Friend (1)
Friendships: Best friend/friend (3)
School: Teachers (2), Principal (2), Social Worker (2), School Administrator (1), School Police
Officer (1), Coach (1)
Church: Preacher/Pastor (2), Church Members (1)
Romantic Relationships: Boyfriend (1)
Medical Community: Doctor (1)
Is there anything you would like to add to the discussion that I haven’t asked?
Thanks again for your help!
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UNIVERSITY OF ALABAMA
Informed Consent for a Research Study
Study title and investigator
Your daughter/family member is being asked to take part in a research study. The study is
called, "An Anthropological Study of Multiple Worlds and HIV Risk among African American
Female Adolescents in the Southeast." The study is being done by Martina Thomas who is a
graduate student at the University.
What is this study about?
I would like to find out more about the social worlds that African American girls, aged 14-18,
are a part of, and what they know about HIV risk. This study focuses on African American girls
living in Tuscaloosa, Alabama.
Why is this study important -What good will the results do?
This study is important because I want to use this information to later examine how the social
worlds of African American girls are linked to their HIV risk knowledge. Knowing this
information about girls can help design programs to improve health for girls living in the
Tuscaloosa, Alabama area.
Why have I been asked to take part in this study?
Your daughter has been asked to be in this study because she is a female between 14 and 18
years of age, identifies herself as African American, was previously interviewed for the study
privately, and lived in Tuscaloosa, Alabama.
How many people besides me will be in this study?
About 3 to 5 girls will be in this part of the study.
What will my daughter/family member be asked to do in this study?
Your daughter and two to four other girls will be visited at one of the field sites used in this study
[church, community center]. Your daughter will be asked to participate in a group discussion at
one of these field sites. The group will be asked to discuss about six follow-up questions to
clarify statements made in previous interviews about their social worlds, HIV risk knowledge,
and HIV risk behaviors. This group will be done in a private space. The group of girls will
discuss their thoughts and ideas with me, and a research assistant will be present to help me.
How much time will I spend being in this study?
Being in the study will take about one to two hours that will take place in one day.
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Will I be paid for being in this study?
Your daughter will be paid ten dollars for being in this study. She will be paid after the group
discussion is complete.
Will being in this study cost me anything?
There will be no cost to your daughter except her time.
Can the researcher take me out of this study?
The researcher may take your daughter out of this study if she feels that she no longer meets
the study requirements.
What are the benefits (good things) that may happen to me if I am in this study?
There are no direct benefits to your daughter from being in this study.
What are the risks (dangers and harm) to me if I am in this study?
Some of the questions are personal, and some people may be uncomfortable answering them.
If your child does not want to answer a question, it is okay for your daughter to skip that
question.
Another potential risk to your daughter from participating in this study is loss of confidentiality.
Confidentiality will be protected to the extent allowed by law. Several steps will be taken to
protect her confidentiality (please see below).
How will my confidentiality (privacy) be protected? What will happen to the information
the study keeps on me?
All information your daughter/family member shares in this study will be treated confidentially.
We will not publically connect your daughter's name to the information she gives us during the
group discussion. Summaries of the study findings will not include any information that
identifies your daughter.
Only people on the research team and girls taking part in the group discussion will know that
your child participated in this study. They will also be aware of your daughter's answers to your
questions, but only with your written approval. This group discussion may involve girls sharing
their thoughts and ideas with girls who they know personally, but questions that are going to be
asked during the group discussion will be focused on what girls that are similar to your daughter
think regarding topics about HIV risk. Therefore, the girls who participate will not be asked
about their personal behavior. The researcher will do her best to select girls you're your daughter
knows and gets along with in the neighborhood. The researcher hopes that this will make the
discussion more comfortable for your daughter. Nothing we find out during these interviews will
get you or your child in trouble. The University of Alabama Institutional Review Board has the
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right to review the data collected in this study to ensure that it is being conducted in a correct
manner.
After your daughter is finished participating in the study, your names and contact information
will be kept on this consent form that will be kept in the researcher's locked office. Records of
your daughter's participation in this study will be kept confidential to the extent allowed by law.
We will keep the audiotapes with her responses to group questions. This allows us to listen to
the tapes later if there are any questions about your daughter's responses. The audiotapes will
not be labeled with discussion group's number (group #1 or group #2). Your daughter will be
alerted whenever a conversation is going to be audiotaped.
What are the alternatives to being in this study? Do I have other choices?
The alternative/other choice is not to participate in the study.
What are my rights as a participant?
You are not waiving any of your legal rights by signing this consent form . Taking part in this
study is voluntary - it is your daughter's free choice. She may choose not to take part at all. If
she starts the study, she can stop at any time. Leaving the study will not result in any penalty or
loss of any benefits that she would otherwise receive.
The University of Alabama Institutional Review Board (IRB) is the committee that protects the
rights of people in research studies. The IRB may review study records from time to time to be
sure that people in research studies are being treated fairly and that the study is being carried
out as planned.
Who do I call if I have questions or problems?
If you have questions about the study right now, please ask them. If you have questions about
the study later on, please call the investigator Martina Thomas at (205) 826-6293. You can also
call my supervisor, Dr. Jason DeCaro at (205) 348-9061 . If you have any questions about your
daughter's rights as a research participant you may contact Ms. Tanta Myles, The University of
Alabama Research Compliance Officer, at (205)-348-5152.
I have read this consent form. The study has been explained to me. I understand what my
child will be asked to do. I freely agree to allow my child to participate. I will receive a copy of
this consent form to keep.
_____________________________________________
_________
Name of participant
Date
_____________________________________________
_________
Name of parent or guardian
Date
_____________________________________________
_________
Signature of parent or guardian
Date
____________________________________________
_________
Investigator
Date
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UNIVERSITY OF ALABAMA
ASSENT FORM
Title of Research: Multiple Worlds and HIV Risk among African American Female
Adolescents in the Southeast: Phase IA
Investigator: Martina Thomas
Explanation of Procedures and Compensation: You are being asked to be a part in a followup discussion group with other girls who were also interviewed in the past. If you agree to help,
the investigator will set up a date and time here to talk with you and the rest of the group. There
will be two to four other girls that will be part of your group. This discussion will take no more
than two hours and will happen on one day. You will be asked follow questions about how you
and people in your community think about sexual health and HIV risk. A research assistant will
be part of the group to help me keep track of what is being said in the discussion. The
investigator will audiotape this discussion so that she can review your answers later.
Risks and Discomforts: Some of the questions may be uncomfortable for you to discuss in a
group. If you feel uncomfortable about any question, it is okay for you to be silent while the
discussion among other girls in the group is happening.
Alternatives: Your participation in this study is your choice, and you can choose not to
participate without worrying that anything bad will happen as a result.
Payment: You will be paid ten dollars for being in this discussion group. You will be paid after
the group discussion is complete.
Confidentiality: All information we get during the research study will be treated privately, and
answers you tell the investigator will not get you or your family in trouble. The investigator will
not ask personal questions that will focus on your behaviors and may make you feel
uncomfortable. The investigator will only share answers with other people involved in the study.
Your answers will not be shared with your parents or guardian. Of course, if something you tell
the investigator or if the investigator witnesses something during the research study that makes
her believe that you or anyone else is in danger of serious physical injury, we will take the right
steps to stop this.
Who do I call if I have questions or problems? If you have questions about the study right
now, please ask them. If you have questions about the study later on, please call the investigator
Martina Thomas at (205) 826-6293. You can also call my supervisor, Dr. Jason DeCaro at (205)
348-9061. If you have questions about your rights as a person taking part in a research study, or
if you would like to make suggestions or file complaints and concerns, you may call Ms. Tanta
Myles, the Research Compliance Officer of the University at (205)-348-8461 or toll-free at 1877-820-3066. You may also ask questions, make suggestions, or file complaints and concerns
through the IRB Outreach Website at http://osp.ua.edu/site/PRCO_Welcome.html. You may
email us at participantoutreach@bama.ua.edu.
Signatures: Your signature below indicates that you agree to participate in this study. You will
receive a copy of this document to keep.
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_______________________________ /_____________________________ ____________
Name of participant (print)
/
Signature of participant
Date
_____________________________________________________________ ____________
Signature of investigator or person obtaining assent
Date
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Phase II: Cultural Consensus Questionnaire
Name: _________________________________
Pseudonym: ____________________________
Date: _________________________________
Interviewed by: M. Thomas

J. McDougal

M. Dulaney

30.!Participant’s Date of Birth (month, day and year): _______________________________
31.!Age (in years): ____________________________________
32.!Year in School (Circle One): 9th 10th 11th 12th
33.!Relationship Status (Circle One):
a.! Single
b.! Dating
c.! Long-Term Relationship
d.! It’s Complicated
e.! Other: ____________________________
34.!If In Relationship, Age of Partner (In Years): _________________________
35.!How Long Living in Tuscaloosa (In Years): _________________________
36.!Place of Birth (City and State): _______________________________________
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Cultural Consensus Questionnaire
Instructions: Below is a list of characteristics for a teenage girl in your community. For each question, tell me if people in your
community would think the teenage girl who presents each characteristic has a very small chance (lowest risk), a small chance (low
risk), a big chance (high risk), or a very big chance of getting HIV (highest risk). When you answer these questions, please think about
teenage girls similar to you and your age that go to school with you or live in your neighborhood.
Question

Very
Small
Chance
(Lowest
Risk)

8.! A teen girl who tries to fit in with the wrong crowd.
9.! A teen girl who uses condoms when she has sex.
10.!A teen girl who is “fast” [has sex early in life].
11.!A teen girl who has friends who influence her to do bad things.
12.!A teen girl who is nice and sweet.
13.!A teen girl who drinks alcohol.
14.!A teen girl who doesn’t have sex all the time.
15.!A teen girl who is not getting love at home.
16.!A teen girl who is a virgin.
17.!A teen girl who has family problems.
18.!A teen girl who is a member of a church ministry group (like choir, praise dance team,
usher, etc.).
19.!A teen girl who goes with someone who is abusive.
20.!A teen girl who has parents who aren’t around a lot.
21.!A teen girl who has friends who drink alcohol.
22.!A teen girl who is involved in school activities (like sports, choir, etc.).
23.!A teen girl who has friends who like to party.
24.!A teen girl who has friends that help her make good choices.
25.!A teen girl who acts “grown” [acts like an adult].
26.!A teen girl who shows a lot of her body.
27.!A teen girl who stays home.
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Small
Big
Chance Chance
(Low
(High
Risk)
Risk)

Very
Big
Chance
(Highest
Risk)

28.!A teen girl who uses drugs.
29.!A teen girl who has a job.
30.!A teen girl who hangs out with older guys in her neighborhood.
31.!A teen girl who has parents involved in her life.
32.!A teen girl who “bobs” [oral sex] a lot of guys.
33.!A teen girl who carries herself like a young lady.
34.!A teen girl who has sex in exchange for something in return.
35.!A teen girl who attends church.
36.!A teen girl who has friends who use drugs.
37.!A teen girl who has strict parents.
38.!A teen girl who parties.
39.!A girl who has goals for her future [like preparing for a career, college, etc.].
40.!A teen girl who goes with a much older partner (five or more years older).
41.!A teen girl who likes school and learning.
42.!A teen girl who has sex with a lot of guys.
43.!A teen girl who “bobs” [oral sex] in exchange for something in return.
44.!A teen girl who feels sorry for herself.
45.!A teen girl who has her father in her life.
46.!A teen girl who tries to get attention from guys.
47.!A teen girl who does not use condoms when “bobbing” [oral sex].
48.!A teen girl who goes with an older partner (less than four years older).
49.!A teen girl who walks around her neighborhood with an older male relative (like a brother,
cousin, etc.)
50.!A teen girl who does not use condoms when having sex.
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UNIVERSITY OF ALABAMA
Informed Consent for a Research Study
Study title and investigator:
Your daughter/family member is being asked to take part in a research study. The study is
called, “Multiple Worlds and HIV Risk among African American Female Adolescents in the
Southeast.” The study is being done by Martina Thomas who is a graduate student at the
University. Also, two undergraduate students, Myesha Dulaney and Jocelyn McDougal, will help
Martina Thomas gather information for this study.
What is this study about?
The investigator would like to find out more about how interactions with others affect the health
of African American girls, aged 14-18, and what they know about HIV risk. This study focuses
on African American girls living in Tuscaloosa, Alabama.
Why is this study important –What good will the results do?
This study is important because the investigator wants to use this information to later study how
the social interactions of African American girls are connected to what they know about HIV
risk. Knowing this information about girls can help make programs to improve health for girls
living in the Tuscaloosa, Alabama area.
Why is my daughter/family member being asked to take part in this study?
Your daughter/family member has been asked to be in this study because she is a female between
14 and 18 years of age, identifies herself as African American, and lives in and attends high
school in Tuscaloosa, Alabama.
How many people besides my daughter/family member will be in this study?
About 30 girls will be in this part of the study.
What will my daughter/family member be asked to do in this study?
Your daughter/family member will be visited at her school and interviewed. Your
daughter/family member will be asked to answer about 40 questions about what girls in her
community just like her believe about HIV risk. Your child’s interview will be done in a private
space and audiotaped so that the investigator can go back and listen to her answers.
How much time will my daughter/family member spend being in this study?
Being in the study will take about one hour that will take place in one day.
Will my child and I be paid for being in this study?
You and your daughter/family member will be each paid $15.00 for being in this study and will
receive compensation after the interview.
Will being in this study cost my daughter/family member anything?
There will be no cost to your daughter/family member except her time.
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Can the researcher take my daughter/family member out of this study?
The investigator may take your daughter/family member out of this study if the investigator feels
that your daughter/family member no longer meets the study’s needs.
What are the benefits (good things) that may happen to my daughter/family member if she
is in this study?
There are no good things that can happen to your daughter/family member from being in this
study.
What are the risks (dangers and harm) to my daughter/family member if she is in this
study?
Some of the questions are personal, and some people may be uncomfortable answering them. If
your child does not want to answer a question, it is okay for her to skip that question.
Another possible danger to your daughter/family member from participating in this study is loss
of privacy. Privacy will be protected as much as possible. Many steps will be taken to protect
your daughter’s/family member’s privacy (please see below).
How will my child’s confidentiality (privacy) be protected? What will happen to the
information the study keeps on my child?
All information your daughter/family member shares in this study will be treated privately. The
investigator will not connect your daughter’s/family member’s name to the information she gives
during the interviews. Summaries of the study results will not include any information that
connects your daughter/family member.
Only people on the research team will know that you and your child took part in this study. They
will also know your daughter’s/family member’s answers to the questions, but only with your
written approval. Answers that your daughter/family member gives during these interviews will
not get you or your child in trouble. The University of Alabama Institutional Review Board has
the right to review the information collected from this study to make sure that it is being handled
in the right way.
After your daughter/family member is finished taking part in the study, your names and contact
information will be kept on this consent form that will be kept in the investigator’s locked office.
Records of your daughter’s/family member’s participation in this study will be kept private to the
extent allowed by law.
We will keep the audiotapes with her responses to questions. This allows the investigator to
listen to the tapes later if there are any questions about your daughter’s/family member’s
answers. The audiotapes will not be labeled with your child’s name. Your daughter/family
member will be told when a conversation is going to be audiotaped.
What are the alternatives to being in this study? Does my daughter/family member have
other choices?
The other choice is not to participate in the study.
What are my daughter’s/family member’s rights as a participant?
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You and your child are not giving up any of your legal rights by signing this consent form.
Taking part in this study is you and your daughter’s/family member’s free choice. She may
choose not to participate at all. If she starts the study, she can stop at any time. Leaving the
study will not result in any bad consequence or loss of any benefits that you or your
daughter/family member would otherwise get.
The University of Alabama Institutional Review Board (IRB) is the committee that protects the
rights of people in research studies. The IRB may review study records from time to time to
make sure that people in research studies are being treated fairly and that the study is being run
as planned.
Who do my daughter/family member or I call if we have questions or problems?
If you have questions about the study right now, please ask them. If you have questions about
the study later on, please call the investigator Martina Thomas at (205) 826-6293. You can also
call the investigator’s supervisor, Dr. Jason DeCaro at (205) 348-9061. If you have questions
about your rights as a person taking part in a research study, or if you would like to make
suggestions or file complaints and concerns, you may call Ms. Tanta Myles, the Research
Compliance Officer of the University at (205)-348-8461 or toll-free at 1-877-820-3066. You
may also ask questions, make suggestions, or file complaints and concerns through the IRB
Outreach Website at http://osp.ua.edu/site/PRCO_Welcome.html. You may email us at
participantoutreach@bama.ua.edu.
--------------------------------------------------------------------------------------------------------------------Please fill out the following information below:
Please call me at _____________________ so that I may speak with the researcher to verify that
I have signed this form and can discuss any questions I may have. I understand that this
consent form only provides my written permission, and that my child cannot participate in
this study unless you contact me prior to the interview in order to get my verbal consent.
The best time to call me at this number is ___________ a.m./p.m.
I have read this consent form. The study has been explained to me. I understand what my child
will be asked to do. I freely agree to allow my child to participate. I will receive a copy of this
consent form to keep.
_____________________________________________
Name of your child
_____________________________________________
Name of parent or guardian
_____________________________________________
Signature of parent or guardian

_________
Date

____________________________________________
Investigator

_________
Date
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ASSENT FORM
Title of Research: Multiple Worlds and HIV Risk among African American Female
Adolescents in the Southeast: Phase II
Investigator: Martina Thomas (Under the supervision of Dr. Jason DeCaro)
Explanation of Procedures and Compensation: You are being asked to be a part of a research
study that looks at what life is like for teenage girls. If you agree to help, the investigator will set
up a date and time here at your school to talk with you. This interview will take no more than
one hour and will happen on one day. You will be asked questions about how you and people in
your community think about sexual health and HIV risk. The investigator will audiotape parts of
this interview so that she can review your answers later. You will be compensated fifteen dollars
($15) after the interview is complete.
Risks and Discomforts: Some of the questions are personal, and people may be uncomfortable
answering some of them. If you feel uncomfortable about any question, it is okay for you to skip
that question.
Alternatives: Your participation in this study is your choice, and you can choose not to
participate without worrying that anything bad will happen as a result.
Confidentiality: All information we get during the research study will be treated privately, and
answers you tell the investigator will not get you or your family in trouble. The investigator will
only share answers with other people involved in the study. Your answers will not be shared with
your parents or guardian. Of course, if something you tell the investigator or if the investigator
witnesses something during the research study that makes her believe that you or anyone else is
in danger of serious physical injury, we will take the right steps to stop this.
Who do I call if I have questions or problems? If you have questions about the study right
now, please ask them. If you have questions about the study later on, please call the investigator
Martina Thomas at (205) 826-6293. You can also call my supervisor, Dr. Jason DeCaro at (205)
348-9061. If you have questions about your rights as a person taking part in a research study, or
if you would like to make suggestions or file complaints and concerns, you may call Ms. Tanta
Myles, the Research Compliance Officer of the University at (205)-348-8461 or toll-free at 1877-820-3066. You may also ask questions, make suggestions, or file complaints and concerns
through the IRB Outreach Website at http://osp.ua.edu/site/PRCO_Welcome.html. You may
email us at participantoutreach@bama.ua.edu.
Signatures: Your signature below indicates that you agree to participate in this study. You will
receive a copy of this document to keep.
_____________________________________________________________
Name of student
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_____________________________________________________________ ____________
Signature of student
Date
_____________________________________________________________ ____________
Signature of investigator or person obtaining assent
Date
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Phase III Multiple Worlds and HIV Risk Questionnaire
2.! Date: _________________________________
3.! Location of Interview: ____________________
4.! Participant’s Date of Birth (month, day and year): _______________________________
5.! Age (in years): ____________________________________
6.! Did you graduate from high school? Yes

No

7.! If no to previous question, did you complete G.E.D.?
8.! Are you currently in college? Yes

Yes

No

No

9.! If yes, what college do you attend? _____________________________
10.!Relationship Status (Circle One):
a.! Single
b.! Dating
c.! Long-Term Relationship
d.! It’s Complicated
e.! Other: ____________________________
11.!If In Relationship, Age of Partner (In Years): _________________________
12.!Place of Birth (City and State): _______________________________________
13.!City and State you currently reside: ____________________________________
14.!How long have you lived at this location (in years): _______________________
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Cultural Consonance Questionnaire
15.!Instructions: Below are statements that may or may not describe your behaviors, personal characteristics, or beliefs during high
school. Please tell me if you strongly disagree, somewhat disagree, somewhat agree, or strongly agree with each statement as it
related to your life during high school.
Question
Strongly Somewhat Somewhat Strongly
Disagree
Disagree
Agree
Agree
1.! During high school, I had a job.
2.! During high school, people would have described me as nice and sweet.
3.! During high school, I would say I acted “grown” [act like an adult].
4.! During high school, I had strict parents.
5.! During high school, I believed that girls my age who hung out with older
guys in their neighborhood had a very small chance of getting HIV.
6.! During high school, I had friends that helped me make good choices.
7.! During high school, I thought a girl who used condoms when “bobbing” [or
had oral sex] had a small chance of getting HIV.
8.! During high school, I enjoyed partying.
9.! During high school, I stayed home a lot.
10.!During high school, I carried myself like a young lady.
11.!During high school, I liked showing off my body.
12.!During high school, I had goals for my future [like preparing for a career,
college, etc.].
13.!During high school, my parents weren’t around a lot.
14.!During high school, I attended church regularly.
15.!During high school, I believed that a girl my age who “bobs” [or had oral
sex] or had sex with a lot of guys had a small chance of getting HIV.
16.!During high school, I was involved in school activities and enjoyed learning.
17.!During high school, I believed it was important to use condoms when a girl
my age had sex.
18.!During high school, my mom was involved in my life.
19.!During high school, I believed that a girl my age who went with someone
abusive had a small chance of getting HIV.
20.!During high school, I believed girls who were “fast” [or had sex early in life]
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had a big chance of getting HIV.
21.!During high school, I had friends who liked to party.
22.!During high school, my father was a part of my life.
23.!During high school, I liked getting a lot of attention from guys.
24.!During high school, I believed a girl my age who had sex or “bobs” [or had
oral sex] in exchange for something had a big chance of getting HIV.
25.!During high school, I never had sex [including “bobbing” or oral sex].
26.!During high school, people would say that I usually felt sorry for myself.
HIV Risk Inventory
16.!During high school, were you sexually active?
a.! Yes
b.! No
[If no, select, “I never had sexual intercourse during high school” for the remaining questions in the
section.]
17.!If yes to the previous question, did you use condoms during sexual intercourse?
a.! Never
b.! Sometimes
c.! Often
d.! Always
e.! I never had sexual intercourse during high school
18.!Did you use drugs such as alcohol or marijuana when you engaged in sexual intercourse?
a.! Never
b.! Sometimes
c.! Often
d.! Always
e.! I never had sexual intercourse during high school
19.!How many sexual partners did you have by the end of senior year or prior to turning 19 years old (if you did not finish high
school)?
a.! 1
b.! 2
c.! 3
d.! 4 or more
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e.! I never had sexual intercourse during high school
20.!During high school, were you usually with a steady partner when you were in a sexual relationship?
a.! never
b.! sometimes
c.! often
d.! always
e.! I never had sexual intercourse during high school
21.!When in a sexual relationship during high school, did you believe your partner was only having sexual intercourse with you?
a.! never
b.! sometimes
c.! often
d.! always
e.! I never had sexual intercourse during high school
Multiple Worlds Survey
22.!During high school, what were the important areas where you participated socially? Please choose all of the areas that apply.
a.! Family
b.! Neighborhood
c.! School
d.! Church
e.! Romantic Relationship
f.! Sports Teams
g.! Other: ______________________
[Note: Once social worlds are selected, pick the appropriate questions below to ask about the important people in each world
selected. For those worlds not mentioned, select “This Social World Was Not Selected For Question 22” for that social world.]
23.!During high school, who were important people to you in your family? Please choose all of the people that apply.
a.! Mom
b.! Dad
c.! Sister(s)
d.! Brother(s)
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e.!
f.!
g.!
h.!
i.!

Grandmother
Stepmother or Stepfather
Other: ______________________
No specific important person mentioned
This Social World Was Not Selected For Question 22

24.!During high school, who were important people to you in your neighborhood? Please choose all of the people that apply.
a.! Friends
b.! Family member(s)
c.! Other: ____________________
d.! No specific important person mentioned
e.! This Social World Was Not Selected For Question 22
25.!During high school, who were important people to you in your school? Please choose all of the people that apply.
a.! Teacher(s)
b.! Counselor or Social Worker
c.! Friends
d.! Other: ______________________
e.! No specific important person mentioned
f.! This Social World Was Not Selected For Question 22
26.!During high school, who were important people to you in your church? Please choose all of the people that apply.
a.! Pastor
b.! Other Minister(s)
c.! Friends
d.! Family
e.! Church members
f.! Other: ______________________
g.! No specific important person mentioned
h.! This Social World Was Not Selected For Question 22
27.!During high school, were you involved in a romantic relationship with one long-term partner?
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a.! Yes
b.! No
c.! This Social World Was Not Selected For Question 22
28.!During high school, who were important people to you on your sports teams?
a.! Coach
b.! Assistant Coach
c.! Teammates
d.! Other: ______________________
e.! No specific important person mentioned
f.! This Social World Was Not Selected For Question 22
29.!Of the important people you mentioned, I would like you to imagine how you think they would judge your HIV risk during
high school. Do you think each of these important people would say you had a very small chance, a small chance, a big
chance, or a very big chance of getting HIV during high school?
Very small chance
Small chance
Big chance
Very big chance
Family
Mom
Dad
Sister(s)
Brother(s)
Grandmother
Stepparent
Other
Neighborhood
Friends
Family Members
Other
School
Teacher(s)
Social Worker/Counselor
Friends
Other
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Church
Pastor
Other Minister(s)
Friends
Family
Church Members
Romantic Relationship
Significant Other
Sports Team
Coach
Assistant Coach
Teammates
Other
30.!Of the important people you mentioned, I would like you to think of the important people who were friends that were close to
your age during high school. I would like you to tell me if you think these friends had a very small chance, a small chance, a
big chance, or a very big chance of getting HIV when you knew them in high school.
Very small chance
Small chance
Big chance
Very big chance
Neighborhood
Friends
School
Friends
Church
Friends
Romantic Relationship
Significant Other
Sports Team
Teammates
31.!For the following question, I am going to give you a list of things that girls in high school usually need help with. Of the
important people that you mentioned, please tell me who you relied on for help with these different concerns during high
school. Please select all of the people that you think were reliable to help you for each concern at that time in your life.
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Helped Helped
Helped
Helped Helped you to Helped Helped
you stay you go
you
you
get to
you by
you
in
to
financially get to extracurricular talking
avoid
school college,
church
activity
about negative
trade
practices and sexual
peer
school,
events
health pressure
or start
issues
a career
Family
Mom
Dad
Sister(s)
Brother(s)
Grandmother
Stepparent
Other
Neighborhood
Friends
Family
Members
Other
School
Teacher(s)
Social Worker/
Counselor
Friends
Other
Church
Pastor
Other
Minister(s)
Friends
256

Helped
you to
practice
safe sex

Helped
you to
avoid
drugs
and
alcohol

Helped Helped Helped
you to you by you act
pursue making
your
your
you
age
goals
feel
loved

Family
Church
Members
Other
Romantic
Relationship
Significant
Other
Sports Team
Coach
Assistant
Coach
Teammates
Other
32.!For the next items, please tell me how likely you think these things would have happened to you in high school, even if it is
something you do not want to happen:
Very Unlikely
Somewhat unlikely
Somewhat likely
Very likely
Drop out of school
Do not go to college
Be unemployed
Get pregnant early
Be poor
33.!Did You Know Someone HIV-Positive during high school (Circle One)?
34.!Were you ever been tested for HIV in high school (Circle One)?
35.!What is your total household income?
a.! Less than $10,000
b.! $10,000 to $19,999
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Yes

Yes
No

No

Unknown

c.!
d.!
e.!
f.!
g.!
h.!

$20,000 to 29,999
$30,000 to $39,999
$40,000 to $49,999
$50,000 to 59,999
$60,000 to $69,999
$70,000 or greater

36.!Are you currently employed? Yes

No

37.!If yes, please list your occupation: ________________________
Pile Sort Exercise
38.!Instructions for the pile sort exercise:
Now we are going to play a card game. This stack of cards has statements on them. These statements are about HIV risk. They
describe an African American high school teen girl. I would like you to take these cards and make piles of cards that you think are
most alike, but are different from other piles of cards that you make. (I will demonstrate with different cards of animals.)
I would like you to make the piles, and when you are done, I would like you to tell me what each pile represents or means. You
can separate it any way you like, but you have to create more than one pile. Please start now.
Statements on the cards along with the number on the back of each card/statement:
1.! A teen girl who tries to fit in with the wrong crowd.
2.! A teen girl who uses condoms when she has sex.
3.! A teen girl who is “fast” [has sex early in life].
4.! A teen girl who has friends who influence her to do bad things.
5.! A teen girl who is nice and sweet.
6.! A teen girl who drinks alcohol.
7.! A teen girl who doesn’t have sex all the time.
8.! A teen girl who is not getting love at home.
9.! A teen girl who is a virgin.
10.!A teen girl who has family problems.
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11.!A teen girl who is a member of a church ministry group (like choir, praise dance team, usher, etc.).
12.!A teen girl who goes with someone who is abusive.
13.!A teen girl who has parents who aren’t around a lot.
14.!A teen girl who has friends who drink alcohol.
15.!A teen girl who is involved in school activities (like sports, choir, etc.).
16.!A teen girl who has friends who like to party.
17.!A teen girl who has friends that help her make good choices.
18.!A teen girl who acts “grown” [acts like an adult].
19.!A teen girl who shows a lot of her body.
20.!A teen girl who stays home.
21.!A teen girl who uses drugs.
22.!A teen girl who has a job.
23.!A teen girl who hangs out with older guys in her neighborhood.
24.!A teen girl who has parents involved in her life.
25.!A teen girl who “bobs” [oral sex] a lot of guys.
26.!A teen girl who carries herself like a young lady.
27.!A teen girl who has sex in exchange for something in return.
28.!A teen girl who attends church.
29.!A teen girl who has friends who use drugs.
30.!A teen girl who has strict parents.
31.!A teen girl who parties.
32.!A teen girl who has goals for her future [like preparing for a career, college, etc.].
33.!A teen girl who goes with a much older partner (five or more years older).
34.!A teen girl who likes school and learning.
35.!A teen girl who has sex with a lot of guys.
36.!A teen girl who “bobs” [oral sex] in exchange for something in return.
37.!A teen girl who feels sorry for herself.
38.!A teen girl who has her father in her life.
39.!A teen girl who tries to get attention from guys.
40.!A teen girl who does not use condoms when “bobbing” [oral sex].
41.!A teen girl who goes with an older partner (less than four years older).
42.!A teen girl who walks around her neighborhood with an older male relative (like a brother, cousin, etc.)
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43.!A teen girl who does not use condoms when having sex.
Pile Sort notes:
Pile #1: Card numbers: _______________________________

Name of pile: __________________________________

Pile #2: Card numbers: _______________________________

Name of pile: __________________________________

Pile #3: Card numbers: _______________________________

Name of pile: __________________________________

Pile #4: Card numbers: _______________________________

Name of pile: __________________________________

Pile #5: Card numbers: _______________________________

Name of pile: __________________________________

Pile #6: Card numbers: _______________________________

Name of pile: __________________________________

Pile #7: Card numbers: _______________________________

Name of pile: __________________________________

Pile #8: Card numbers: _______________________________

Name of pile: __________________________________

Pile #9: Card numbers: _______________________________

Name of pile: __________________________________

Pile #10: Card numbers: _______________________________

Name of pile: __________________________________
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Perceived Stress Scale
The questions in this scale ask you about your feelings and thoughts during the last month. In each case, you will be asked to
indicate by circling how often you felt or thought a certain way.
1. In the last month, how often have you been upset
because of something that happened unexpectedly?
2. In the last month, how often have you felt that you were
unable to control the important things in your life?
3. In the last month, how often have you felt nervous and
“stressed”?
4. In the last month, how often have you felt confident
about your ability to handle your personal problems?
5. In the last month, how often have you felt that things
were going your way?
6. In the last month, how often have you found that you
could not cope with all the things that you had to do?
7. In the last month, how often have you been able to
control irritations in your life?
8. In the last month, how often have you felt that you were
on top of things?
9. In the last month, how often have you been angered
because of things that were outside of your control?
10. In the last month, how often have you felt difficulties
were piling up so high that you could not overcome them?

Never
0

Almost Never
1

Sometimes
2

Fairly Often
3

Very Often
4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4
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Interpersonal Relationship Inventory – Short Form
Most relationships with people we feel close to are both helpful and stressful. Below are statements that describe close personal
relationships. Please read each statement and mark the circle that best fits your situation. There are no right or wrong answers.
These first statements ask you to disagree or agree.
Strongly
Agree

Disagree

Never

Almost
Never

Neutral

Agree

Strongly
Agree

1. I know someone who makes me feel confident in myself
2. Some people I care about share similar views with me
3. There is someone I can turn to for helpful advice about a problem
4. I can talk openly about anything with at least one person I care about
5. There is someone I could go to for anything
6. Some people in my life are too pushy
7. I can count on a friend to make me feel better when I need it
8. There is someone in my life who gets mad if we have different opinions
9. It's safe for me to reveal my weaknesses to someone I know
10. Someone I care about stands by me through good times and bad times
11. I have the kind of neighbors who really help out in an emergency
12. There is someone I care about that I can't count on
13. If I need help, all I have to do is ask
14. I have enough opportunity to talk things over with people I care about
These next statements ask you how often something happens.
15. I have enjoyable times with people I care about
16. I spend time doing things for others when I'd really rather not
17. Some people I care about invade my privacy
18. I am embarrassed by what someone I care about does
19. Someone I care about tends to take advantage of me
20. Some people I care about are a burden to me
21. I wish some people I care about were more sensitive to my needs
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Sometimes

Fairly
Often

Very
Often

22. People I care about make me do things I don't want to do
23. There is tension between me and someone I care about
24. I have trouble pleasing some people I care about
25. At least one person I care about lets me know they believe in me
26. Some people I feel close to expect too much of me
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UNIVERSITY OF ALABAMA
Informed Consent for a Research Study
Study title and investigator:
You are being asked to take part in a research study. The study is called, “Multiple Worlds and
HIV Risk: A Retrospective Case-Control Study of Southern African American Women.” The
study is being done by Martina Thomas who is a graduate student. She is supervised by Dr.
Jason DeCaro at the University of Alabama. This study is funded through the National Science
Foundation’s Doctoral Dissertation Improvement Grant (Award #1323705).
What is this study about?
The investigator would like to find out more about how interactions with others during high
school affected sexual health behaviors of African American girls. The investigator would also
like to know what social interactions and sexual health behaviors put girls at risk or protect them
from a later HIV diagnosis. This study focuses on the high school experiences of African
American girls and women living in the Southeastern United States.
Why is this study important –What good will the results do?
This study is important because the investigator wants to see what types of social interactions
have an effect on protective or risky sexual health behaviors in high school, and how these
behaviors result in HIV related health outcomes. The investigator plans to use this information to
help make programs that improve health for girls living in the Southeastern United States.
Why are you being asked to take part in this study?
You have been asked to be in this study because you are a female between 18 and 24 years of
age, identify yourself as African American, do not have an HIV-positive diagnosis, and live in
the Southeastern United States. The investigator will ask you a couple of questions to make sure
you are eligible to participate in this study after you sign this consent form. If you are still
eligible, then you can continue participating in the study.
How many people will be in this study?
About 100 women will be in this part of the study.
What will I be asked to do in this study?
You will be visited at a location convenient to you to complete a survey. You will be asked to
answer about 60 survey questions about your social networks and sexual health behaviors during
your high school years. The investigator will read the survey items to you and you will complete
the survey in a private space.
How much time will I spend being in this study?
Being in the study will take about one and a half to two hours that will take place in one day.
Will I be paid for being in this study?
You will be paid $20.00 for being in this study and will receive your incentive after the
interview.
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Will being in this study cost me anything?
There will be no cost to you except your time.
Can the researcher take me out of this study?
The investigator may take you out of this study if the investigator feels that you no longer meet
the study’s needs.
What are the benefits (good things) that may happen to me if I participate in this study?
There are no good things that can happen to you from being in this study.
What are the risks (dangers and harm) if I participate in this study?
Some of the questions are personal, and some people may be uncomfortable answering them. If
you do not want to answer a question, it is okay for you to skip that question.
Another possible danger to you from participating in this study is loss of privacy. Privacy will
be protected as much as possible. Many steps will be taken to protect your privacy (please see
below).
How will my confidentiality (privacy) be protected? What will happen to the information
the study keeps on me?
All information you share in this study will be treated privately. The investigator will not
connect your name to the information you give during the interviews. Summaries of the study
results will not include any information that connects your name.
Only people on the research team will know that you took part in this study. They will also
know your answers to the questions, but only with your written approval. Answers that you give
during these interviews will not get you in trouble. The University of Alabama Institutional
Review Board has the right to review the information collected from this study to make sure that
it is being handled in the right way.
After you are finished taking part in the study, your name and contact information will be kept
on this consent form that will be kept in the investigator’s locked office. Records of your
participation in this study will be kept private to the extent allowed by law.
What are the alternatives to being in this study? Do I have other choices?
The other choice is not to participate in the study.
What are my rights as a participant?
You are not giving up any of your legal rights by signing this consent form. Taking part in this
study is your free choice. You may choose not to participate at all. If you start the study, you
can stop at any time. Leaving the study will not result in any bad consequence or loss of any
benefits that you would otherwise get.
The University of Alabama Institutional Review Board (IRB) is the committee that protects the
rights of people in research studies. The IRB may review study records from time to time to
make sure that people in research studies are being treated fairly and that the study is being run
as planned.
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Who do I call if I have questions or problems?
If you have questions about the study, please call the investigator Martina Thomas at (205) 8266292. You can also call the investigator’s supervisor, Dr. Jason DeCaro at (205) 348-9061. If
you have questions about your rights as a person consenting to take part in a research study, or if
you would like to make suggestions or file complaints and concerns, you may call Ms. Tanta
Myles, the Research Compliance Officer of the University at (205)-348-8461 or toll-free at 1877-820-3066. You may also ask questions, make suggestions, or file complaints and concerns
through the IRB Outreach Website at http://osp.ua.edu/site/PRCO_Welcome.html. You may
email us at participantoutreach@bama.ua.edu.
Please fill out the following information below:
I have read this consent form. I understand what I will be asked to do. I freely agree to
participate. I will receive a copy of this consent form to keep.
_____________________________________________
Name of participant
_____________________________________________
Signature of participant

_________
Date

____________________________________________
Investigator name and signature

_________
Date
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Office for Research

February 12,2013

Institutional Review Board for the
Protection of Human Subjects

THE UNIVERSITY OF

ALABAMA
RESEARCH

Martina Thomas
Department of Anthropology
College of Arts and Sciences
Box 870210
Re: IRB#: 13-0R-048-ME "Multiple Worlds and HIV Risk among African
American Female Adolescents in the Southeast"
Dear Ms. Thomas:
The University of Alabama Medical Institutional Review Board has granted approval
for your proposed research.
Your application has been given expedited approval according to 45 CFR part 46.
Approval has been given under expedited review category 7 as outlined below:
(7) Research on individual or group characteristics or behavior (including, but not
limited to, research on perception, cognition, motivation, identity, language,
communication, cultural beliefs or practices, and social behavior) or research
employing survey, interview, oral history, focus group, program evaluation, hlJlllar.
factors evaluation, or quality assurance methodologies
Your application will expire on February 11 , 2014. If your research \,vii! c:onti:'cH!
beyond this date, complete the relevant ponions ofthe i RB Renewal Applicati on. !f
you wish to modifY the application, complete the Modification of an Approved
Protocol Form. Changes in this study cannot be mitiated without IRB approval.
except when necessary to eliminate apparent immediate hazards to panicipants.
When the study closes, complete the appropriate portions of the IRS Request for
Study Closure Form.
Please use reproductions of the IRS approved stamped consent forms to obtain
consent from your participants.
Should you need to submit any further correspondence regarding this proposa i,
please include the above application number.
Good luck with your research.
Sincerely,

Director & Research Complianc
Office of Research Compliance
The University of

358 Rose Administration Building
Box 870127
Tuscaloosa . Alabama 35487-0127
(205) 348-8461
FAX (205) 348-7189
TOLL FREE (877) 820-3066
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Office for Research
Institutional Review Board for the
Protection of Human Subjects

August 6, 2013

THE UNIVERSITY OF

ALABAMA
RESEARCH

Martina Thomas
Department of Anthropology
College of Arts and Sciences
The University of Alabama

Re: IRB # 13-0R-048-ME "Doctoral Dissertation Research: An
Anthropological Study of Multiple Worlds and HIV Risk Among AfricanAmerican Female Adolescents in the Southeast"

Dear Ms. Thomas:
The University of Alabama Institutional Review Board has reviewed the
revision to your previously approved expedited protocol. The board has
approved the change in your protocol.
Please remember that your approval period expires one year from the date
of your original approval, February 12,2013, not the date of this revision
approval.
Should you need to submit any further correspondence regarding this
proposal, please include the assigned IRB application number. Changes in
this study cannot be initiated without IRB approval, except when
necessary to eliminate apparent immediate hazards to participants.
Good luck with your research.

Sincerely,

Stuart Usdan, PhD.
Chair, Non- Medical Institutional Review Board
The University of Alabama

358 Rose Administration Building
Box 870127
Tuscaloosa, Alabama 35487-0127
(205) 348-8461
FAX (205) 348-7189
TOLL FREE (877) 820-3066
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September 29, 2014

Institutional Review Board for the
Protection of Human Subjects

THE UNIVERSITY OF

ALABAMA

Martina Thomas
Department of Anthropology
College of Arts and Sciences
The University of Alabama
Box 870210

RESEARCH

Re: IRB # 13-0R-048-ME-R1 (Revision # 2) "Doctoral Dissertation
Research: An Anthropological Study of Multiple Worlds and HIV Risk
Among African-American Female Adolescents in the Southeast"

Dear Ms. Thomas:
The University of Alabama Institutional Review Board has reviewed the
revision to your previously approved expedited protocol. The board has
approved the change in your protocol.
Please remember that your approval period expires one year from the date of
your original approval, January 23, 2014, not the date of this revision
approval.
Should you need to submit any further correspondence regarding this
proposal, please include the assigned IRB application number. Changes in
this study cannot be initiated without IRB approval, except when necessary
to eliminate apparent immediate hazards to participants.
Good luck with your research.

Sincerely,

358 Rose Administration Building
Box 870127
Tuscaloosa, Alabama 35487-0127
(205) 348-8461
fAX (205) 348-7189
TOll FREE (877) 820-3066
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June 5, 2015

Institutional Review Board for the
Protection of Human Subjects

THE UNIVERSITY OF

ALABAMA
RESEARCH

Martina Thomas, M.A.
Department of Anthropology
College of Arts & Sciences
The University of Alabama
Box 870210
Re: IRB # 15-0R-188-ME "Doctoral Dissertation Research: Multiple
Worlds and HIV Risk: A Retrospective Case-Control Study of Southern
African American Women"
Dear Ms. Thomas:
The University of Alabama Institutional Review Board has granted approval
for your proposed research.
Your protocol has been given expedited approval according to 45 CFR part
46. Approval has been given under expedited review category 7 as outlined
below:

(7) Researr;h on individual or group characteristics or behavior (including, but not limited
to, research on perception, l'Ognition, motivation, identiry, language, communication, cultural
beliefs or practices, and social behavior) or research emplqying surory, interview, oral
history, focus group, program evaluation, human fadors evaluation, or qualiry assurance
methodologies.
Your application will expire on June 4, 2016. If your research will continue
beyond this date, complete the relevant portions of the IRB Renewal
Application. If you wish to modify the application, complete the
Modification of an Approved Protocol Form. Changes in this study cannot
be initiated without IRB approval, except when necessary to eliminate
apparent immediate hazards to participants. When the study closes.
complete the appropriate portions of the IRB Study Closure Form.
Please use reproductions of the IRB approved informed consent form to
obtain consent from your participants.
Should you need to submit any further correspondence regarding this
proposal, please include the above application number.
Good luck with your research.
Sincerely,

358 Rose Administration Building
Box 870/27
Tuscaloosa, Alabama 35487-0127
(205) 341) -846/
fAX (205) 348- 7189
TOll fRE[ (877) 820-3066

Stuart Us dan, PhD.
Chair, Non- Medical Institutional Review Board
The University of Alabama
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